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Aim: The aim of this research is to examine perceptions of those with comorbid chronic

pain and obesity regarding their experience of comorbidity management in primary care

settings. Background: Chronic pain and obesity are common comorbidities frequently

managed in primary care settings. Evidence suggests individuals with this comorbidity may

be at risk for suboptimal clinical interactions; however, treatment experiences and

preferences of those with comorbid chronic pain and obesity have received little attention.

Methods: Semi-structured interviews conducted with 30 primary care patients with mean

body mass index = 36.8 and comorbid persistent pain. The constant comparative method

was used to analyze data. Findings: Participants discussed frustration with a perceived lack

of information tailored to their needs and a desire for a personalized treatment experience.

Participants found available medical approaches unsatisfying and sought a more holistic

approach tomanagement. Discussions also focused around the need for providers to initiate

efforts at education and motivation enhancement and to show concern for and under-

standing of the unique difficulties associated with comorbidity. Findings suggest providers

should engage in integrated communication regarding weight and pain, targeting this

multimorbidity using methods aligned with priorities discussed by patients.
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Background

Chronic pain and obesity are highly prevalent, fre-
quently comorbid conditions (Stone and Broderick,
2012) whose co-occurrence may have a compound-
ing negative impact on disability, quality of life,
responsiveness to treatment, healthcare utilization
and cost (Janke et al., 2007; Glynn et al., 2011).
Clinical management regularly occurs in the primary

care setting, yet evidence suggests this environment
might not support optimal care for chronic pain and
obesity when they co-occur. Research examining the
conditions separately suggests that many primary
care practitioners do not feel prepared to manage
either pain or obesity (Matthias et al., 2010; Sonntag
et al., 2012) and patients with either pain or obesity
are commonly dissatisfied with the treatment they
receive (Upshur et al., 2010; Mold and Forbes,
2011). Taken together, these findings suggest that
individuals with comorbid chronic pain and obesity
may have heightened risk for less effective and
less satisfying clinical encounters. Findings from
studies examining multimorbidity (co-occurring,
multiple chronic conditions) further underscore that
patients with comorbid chronic pain and obesitymay
be more dissatisfied with their care, may report
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inadequate patient–provider communication, and
may identify a need for care that is individually tai-
lored and patient-centered to support their unique
combination of health concerns (Rutten et al., 2006;
Bayliss et al., 2008). However, to date the experi-
ences and preferences of those with comorbid
chronic pain and obesity has not been examined.
The purpose of this study is to qualitatively exam-

ine perceptions of thosewith both obesity and chronic
pain regarding their experience of comorbidity man-
agement in primary care settings. Currently no clinical
guidelines exist to aid primary care providers in the
treatment of comorbid pain and obesity. As providers
lack clear standards by which to approach patients
who present with this comorbidity, treatment is likely
to vary and be based on guidelines for singularly
treating weight or chronic pain conditions. Given the
high co-prevalence of both obesity and pain in pri-
mary care, it is important to understand the patient’s
experience of clinical interactions regarding this
comorbidity to determine patient preferences and
clarify potential sources of dissatisfaction with their
provision of care in order for providers to implement
optimal intervention approaches.

Methods

Participants
A total of 30 consecutive patients enrolled in the

primary care clinics at a large Veteran’s Affairs hos-
pital were recruited by flyers posted in common areas
and by direct referral from providers. To achieve a
diverse study population, purposeful sampling was
employed to include patients in differing stages of
treatment status and of various weights (overweight
and obese) and pain symptom presentations (e.g.,
low back pain, osteoarthritis). Individuals were eligi-
ble if they reported and electronic medical records
(EMR) confirmed (1) body mass index (BMI) ⩾25;
(2) weekly pain intensity ⩾4 (0 = none, 10 = worst)
during the prior three months; and (3) current diag-
nosis of a medical complaint associated with persis-
tent pain. Individuals <18 years of age, inpatients,
and those with difficulty communicating in English,
active substance abuse or whose pain was exclusively
cancer-related were excluded.

Data collection and measures
As discussions of weight may induce feelings of

shame, participants had the option of participating

either in small groups (⩽4) or individual inter-
views. Overwhelmingly, participants chose indivi-
dual interviews. Only four participated in two
small groups, each consisting of two individuals.
One of two doctoral-level investigators with
training in qualitative methods moderated all
interviews. Sessions were digitally recorded and
transcribed verbatim into text. All participants
gave informed consent, and the local Institutional
Review Board approved the study.

A semi-structured discussion guide was devel-
oped by the principal investigator in collaboration
with the team of co-investigators, each of whom
has experience in the targeted content areas and
qualitative methods. Feedback on interview
approach was sought from peers with relevant
expertise but who were not directly involved in the
research design, data collection or analysis. Inter-
view questions focused on the developmental
course of symptoms, experience with treatment
and treatment providers, and perceived impact of
pain and weight symptoms. Each interview fol-
lowed a funnel structure progressing from the
initial broad, open-ended questions to specific
discussion probes that arose in response to parti-
cipant’s statements for clarification and follow-up.

Demographic information including age, gender,
education, occupation, and average pain intensity
and interference measured on a 0 (no pain/inter-
ference) to 10 (worst pain/interference) numeric
rating scale was collected at the beginning of each
encounter using a self-administered questionnaire.
To assess average pain intensity, participants were
asked ‘Please circle the level of your pain when it is
at its average intensity.’ To assess pain interference,
participants were asked ‘In general, how much does
your pain problem interfere with your day to day
activities?’ Use of numeric rating scales such as
these is common in pain research and have demon-
strated validity for assessing pain intensity (Farrar
et al., 2010). Height and weight were recorded from
information reported in the EMR. All participants
were provided a $10 gift card as compensation at the
conclusion of participation.

Data analysis
The constant comparative method (Glaser and

Strauss, 1967) was used to analyze the data. First,
written transcripts were verified for content
accuracy by the investigative team whereby eight
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transcripts were randomly selected to be reviewed
for transcription accuracy by a member of the
investigative team. Initial analysis was carried out
by the lead investigator (E.A.J.) and then subse-
quently by two masters-level research assistants
trained in qualitative methodology. Indepen-
dently, each investigator read and re-read each of
the transcripts, and notes were made regarding
thematic categories that emerged. Emerging cate-
gories and areas of similarities and differences
were discussed, with dominant themes being
identified, discussed and subsequently refined
upon further discussion. Transcripts were coded by
hand according to these themes, identifying rele-
vant text for each code. Finally, via re-review of
transcripts and in discussion with the investigative
team, themes were revised and refined with
sub-headings, and categories reported below were
distilled from these themes (Miles and Huberman,
1994). When differences occurred, they were
discussed until consensus among the investigative
team was reached. Data analysis was ongoing and
data collection continued until the investigative
team determined that saturation was reached with
no new major themes emerging, and recruitment
and interviewing were stopped at this time.

Results

A total of 30 patients participated in study interviews
(Table 1) from which several themes emerged.
While participants at times discussed variousmedical
conditions, by design interview discussions focused
on co-occurring episodes of overweight and chronic
pain and associated interactions with primary care
providers. Participants discussed frustration with a
perceived lack of information tailored to their
comorbidity and a desire for a more personalized

treatment experience. Second, participants found
available medical approaches to their comorbidity
unsatisfying, and discussed the need for a more
‘whole person’ approach when treating co-occurring
chronic pain and obesity. Third, discussions focused
around the need for providers to initiate efforts at
education and motivation enhancement. Finally,
participants expressed a desire for their practitioners
to show concern and understanding regarding the
unique difficulties associated with this comorbidity.
The following sections describe these themes in
greater detail.

Need for information tailored to comorbidity
Participants expressed frustration that there was

limited support, beyond general information, to
aid them in understanding and managing their
comorbid weight and pain in their everyday lives.

Some participants expressed frustration about the
banality of the information that was provided in
primary care settings commenting that it did not
extend beyond what they already knew but strug-
gled to apply in their daily life. As one participant
stated, ‘I mean I already knew everything … I know
what I’m supposed to eat. I like spinach, I like turkey,
fish, and chicken. I’m not a meat eater. I like vege-
tables. That’s how you’re supposed to eat… I do eat
that way. But then I screw up, okay?’ (Pt #16).
Similarly, others found information provided to be
repetitive, uninteresting and/or to lack relevance to
their everyday lives. One participant described
information provided as ‘Pretty generic … What I
know of the arthritis and pain associated with the
weight, I learned that from my reading’ (Pt #4).
Given these frustrations, participants commented
on the need for specific information, explanations,
ties to personal experience and assistance with
translation of skills at home and in ‘real world’
environments. Participants were open to referrals to
other practitioners to provide this support and tai-
lored information/education. However, they also
wanted their primary care provider to provide
appropriate context and education regarding any
referrals made. Patients described this as being
helpful not only with managing their symptoms, but
would also enhance a sense of care continuity. As
one participant described:

‘I suppose it’d start out with the GM, the
general medicine guy, when they look you over,
says, “I think according to my chart, for the

Table 1 Participant characteristics (n = 30)

Male 80.0% (24 of 30)
Age⩾50 86.6% (26 of 30)
White 73.3% (22 of 30)
>High school education 66.6% (20 of 30)
Unemployed or disabled (not-retired) 46.6% (14 of 30)
Retired 43.3% (13 of 30)
Average pain intensity 5.6 (SD 1.9)
Average pain interference 3.6 (SD 2.1)
Mean body mass index 36.8 (SD 8.9)
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men’s chart, based on your height, age and that,
you shouldweigh this amount because it will put
less stress on your heart and all these other good
things,” something specific. Then you go,

“Okay, how do I do it?” Well then they point
me into [treatment] or anything else. I’d go
along with that… I think that is very important.’

(Pt #28)

Table 2 Sample participant responses

Theme 1: Need for information tailored to comorbidity
‘All they gavemewere some papers of the food groups andwhat I should and shouldn’t eat. I’d throw that away. I knew
I could eat what I wanted to eat, just have to eat less’ (Pt #17)

‘They never even talked tome aboutmy arthritis [or weight]. I’m the one that asked to go to different clinics. See there’s
no, nothing educational going out of that clinic. In fact there is no information. Ya know like, pamphlets, or leaflets or
whatever. Nothing’ (Pt #12)

‘They tell you everything to do, they tell you that, but when I get home, you knowwhat I’m saying, and I’mdealing with
everyday things, that’s the end of it…’ (Pt #23)

‘They put all this literature in front of you but… if they don’t give you a map… you know, a dietary [map]… you know,
not the calorie count, but the proper names that you can eat or something’ (Pt #11)

‘I think one thing that’d be really important to me … when the doctor could say something specific; that if you do this,
that it’s going to eliminate 25% of your pain. And, if you don’t, or if you do something else, this will only be a slight
change, maybe 10%’ (Pt #28)

‘…my primary doctor, she would get me an appointment to see a nutritionist, that’s what she told me. That was a plus
forme, but as far as, you know, I didn’t really ask toomuch, because I knewwhat I had to do to lose theweight. I mean
if you don’t care about it, she’s not going to seek anything out, you know, so I knew I had to find something’ (Pt #13)

Theme 2: Frustration with available treatment approaches and desire for motivation enhancement
‘Take time and actually study what can make this pain go away without having to give this person medication. You
know, give them some lighter medication or even just, you know, just having them walk. Walk and do some kind of
exercise, you know, to see if that helps instead of just giving them medication all the time’ (Pt #22)

‘I had to listen to that, uh, nutritionist for a couple of hours that day, and she doesn’t even give any weight strategy-loss
problems because she says, ‘Considering what you gotta live through, it’s very unlikely that you’re going to lose
weight’ (Pt #11)

‘Well, I was a little disturbed with it at first… he says “that’s [obesity] your problem.” He said, “I can’t do anything with
it. All I am interested in is getting your kneesfixed.”Hesays, “you knowwhat youare. I don’t have to tell you that”’ (Pt #21)

‘But they [providers] don’t tell you how to getmotivated and how to do it [manage pain andweight]… it takesmore time
to like, change your behavior I guess, your eating habits and try to work and exercise. It has to become a behavior
modification’ (Pt #5)

‘I think that using yourmental capacitymight be a little bit tougher, but the results would be better, so I think that theGM
should raise that question’ (Pt #28)

Theme 3: Provider initiated concern and communication
‘And, of course, the other doctors I had, they never [comment on pain and weight] … Oh they’d make a remark, “You
oughta lose a few pounds,” but never, “go here or go there, go and do it or try this or try that”’ (Pt #21)

‘Nobody talks to me, it’s like [they] don’t care’ (Pt #11)
‘… other than saying “you’re overweight,” there never was anything … It was just like she didn’t care’ (Pt #29)
‘They just, well they never really ask about it [pain and weight] … they don’t know you as an individual person. They
look on the computer before you come in and that refreshes their memory and they ask you what’s written down
there’ (Pt #5)

‘…when I ask [about pain and weight], they would ask if I do any exercise. Then, when I tell them what I do there is no
other conversation related to that because they figure that when I go in, every time I see the doctor, they check my
blood pressure and weight and all that. They just look on the screen, and I’m in the groove. There’s no conversation
there’ (Pt #28)

‘You got to lose some weight.’ [to have less pain] The first guy I told you about, he handed me a sheet that was 1200
calories a day. He said ‘Follow this; you’ll lose weight. Don’t come back here if you haven’t lost 20 pounds.’ The first
month, I lost 20 pounds, the next month I only lost 18 pounds, and he just tore me apart …’ (Pt #29)

‘Well, I think the physicians have to come out more and talk about it [pain and weight]. I mean, as I say, if I go to the
doctor and if I don’t have pain, I don’t say anything about it, but if he came up and said, ‘how’s your ankle doing
today?’ maybe we’d get in a conversation’ (Pt #21)
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Frustration with available treatment approaches
and desire for motivation enhancement
Participants expressed frustration due to their

perception that treatment approaches offered in
primary care were limited predominantly to
symptom management via medication, but did not
regularly include other treatments they described
as more ‘holistic.’ Participants felt that treatment
approaches for obesity and pain appeared com-
partmentalized, and perceived that providers
were only willing to address one of the two issues
rather than take a more integrated approach to
address both simultaneously. For example, one
patient who recently underwent knee replacement
surgery commented that he wished the medical
provider who cared for his knees could have
also helped him address his weight ‘I was at
268 [pounds], and I said, “Hey, I’m getting too
heavy,” but in all that time the doctor that did my
knees never referred to weight … never said, “Get
out and lose weight,” or whatever. All he did was to
fix your knees up.’ (Pt #21). Participants found
this lack of integration concerning, and sometimes
perceived that providers were blaming and/or
punishing them for having pain and obesity and
offering little assistance to aid in management.
Despite such experiences, participants recognized
the important role of motivation on successful
self-management and sought their provider’s
help in increasing motivation to maintain a pro-
gram of pain and weight self-management. One
participant described this desire for help, the role
of motivation and the frustration with feeling
blamed as:

‘It’s just you know, “You’ve got to get your
weight down” … you know I was really
impressed with Dr. B because she had some-
thing to turn me to and it really, it put some
energy back to the fact that I could do it. The
other doctors I’ve just never had anybody say
that, “This is what you should do” or “This is
what you should try”. They just say, you
know, “You’re really heavy, fat, you know, so
you really need to get it off and you know,
exercise is a big part of that”. So yeah it is, but
… [these conversations feel like] They’re a put
down. Yeah, it’s like, “Well you didn’t try hard
enough and you’re not trying hard enough”.
Just that kind of thing, you know.’

(Pt #18)

Provider initiated concern and communication
Participants noted several provider behaviors that

inhibit effective patient–provider interactions and
discourage treatment engagement. Participants
indicated that providers often lack follow-through to
fully support patients in understanding the relation-
ship between pain and weight symptoms and
self-management, whether through their own care
or through referral to a specialist provider. One
participant noted:

Well I was sent to ortho, and they did a scan,
um, on my backMRI of my back, and X-rays.
And they just say there’s nothing they can do
about it except to um, keep moving, and like
they said lose weight and go swimming. Well,
I’m stuck … Ya know what, the women’s
health clinic never mentioned my weight. They
never even say to me, well if you lose 10, at
least 10 pounds, your blood pressure will go
down and whatnot. Nothing was ever said to
me. There’s no, there’s no teaching, there’s no
words of encouragement, nothing.

(Pt #12)

Others perceived that providers did not inquire
about comorbid pain or weight symptoms, and
viewed this as a lack of compassion and engage-
ment with their medical care. Indeed, participants
specifically commented on their desire for more
prompting from their physicians, particularly
because they felt uneasy bringing up topics without
such queries. Participants also highlighted the
importance of being asked about current pain and
weight symptoms as a gateway to more detailed,
contextualized conversations. Some participants
commented that while some providers would ask
about pain/weight relevant concerns, they seemed
to only do so to provide information for the
medical records system rather than as a starting
point for conversation and behavior change. Par-
ticipants felt a more personal approach was
necessary to facilitate discussions focused on
addressing comorbid weight and pain. One parti-
cipant described such a personal approach as:

‘Part of it is how they talk to you. [My doctor]
he talks to you like someone who actually
cares. And if he doesn’t understand your
answer you gave him, he’s actually listening to
you enough, even if he’s looking at the screen,
to say, “Ok, the doctor you saw last time said
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this, and what I think you said to me is this,
and they don’t seem to be telling me the same
thing. What am I missing, here” type thing. He
acts like he listens.’

(Pt #10)

However, participants were also sensitive to
provider’s stated expectations for treatment out-
come, and some struggled and experienced sub-
sequent shame when they did not meet the
provider’s expectations for self-management of
pain and weight.

Discussion

These qualitative data suggest that individuals
with comorbid chronic pain and obesity may not
perceive their clinical experiences as tailored to
the specific needs of this comorbidity. Participants
felt that treatment options were frequently offered
without help translating the approach to everyday
life and without other supportive approaches that
might increase their motivation and/or knowledge
to change their behavior. Participants felt that
providers did not regularly ask about comorbid
pain and weight symptoms and therefore per-
ceived that providers were less engaged with their
provision of care.
Our findings are consistent with existing

research examining the process of and preferences
for care among patients with multimorbidity.
Patient-centered approaches dominate recom-
mendations for care for those with multimorbidity
(Noel et al., 2007; Bayliss et al., 2008). Our
respondents’ perspectives enrich these findings by
identifying specific components of the care
experience that may improve the overall care
process for those with comorbid pain and obesity.
An important finding from this data is that parti-
cipants with comorbid chronic pain and obesity
want their primary care providers involved in
actively coordinating their care provision in a
unified, rather than compartmentalized manner.
Participants suggested they would feel a greater
alignment if their practitioner were to regularly
ask about comorbid symptoms and actively follow-
up on these symptoms in subsequent visits.
Patients also expressed a desire for primary care
providers to help them learn self-management
skills appropriate for their comorbidity and to aid
them with increasing their motivation to engage in

these skills. This is consonant with existing findings
that patients with multimorbidity are willing to
learn the self-management skills necessary to
address their multiple conditions (Noel et al., 2007)
and that patients want primary care providers
engaged in this process (Noel et al., 2005).
Our findings are also generally consistent with

existing research examining the process of and
preferences for care where the research focus has
been chronic pain or obesity/overweight alone,
although some intriguing differences can be high-
lighted. Research examining treatment pre-
ferences regarding obesity care suggest patients
often feel stigmatized and they may subsequently
avoid treatment in part due to these feelings (Mold
and Forbes, 2011). The patients in our sample
expressed the importance of compassion and
respect from providers, and some described
experiences that caused shame following interac-
tions with providers who they perceived as blam-
ing them for their pain and weight. However,
rather than indicating a desire to avoid treatment,
participants desired increased provider engage-
ment, genuine concern and follow-through. Other
research that has drawn from primary care clinic
populations has found a similar desire among
patients with overweight/obesity for increased
provider engagement even in the face of stigmati-
zation (Heintze et al., 2012). While not examined
in the present study, it may be that a sample such as
ours, drawn from individuals already attending
primary care clinics, may be biased against those
who are already avoiding treatment (and, thus, not
attending primary care clinic appointments) due to
prior experiences of stigmatization.
Research examining patients’ experience with

chronic pain care has found that patients desire
providers to listen empathically and follow-up
appropriately (Upshur et al., 2010) and provide
individually tailored advice (Liddle et al., 2007).
These themes were expressed by patients in our
sample as well. One theme that emerges in other
examinations with chronic pain samples is a con-
cern about provider trust and believability of pain
symptoms, particularly with regard to prescription
medication and associated potential for addiction
or drug diversion (e.g., Upshur et al., 2010). Such
concerns were comparatively limited in our sample.
This could be for several reasons. Our sample was
predominantly older, male, white and drawn from a
very specific clinical population (VA Hospital),
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which could influence their experience in the
primary care environment around these issues. Our
methods also focused on the comorbidity of pain
and obesity, rather than specifically the concern
of pain.
The respondents in the current study desired

treatment approaches that would aid in motivating
them to modify behavior, while also learning par-
ticular skills they could utilize in their everyday
lives to help manage both pain and weight symp-
toms when they co-occur. One way to achieve
these goals may be to explicitly focus on treatment
targets shared between the two conditions that, if
addressed, may yield synergistic benefits for both.
For example, behaviors known to address both
pain and weight symptom management could be
promoted (e.g., graded physical activity) (NHLBI,
2000; Scascighini et al., 2008) in such a way that
patients can translate recommendations more
easily into their daily lives and adjust for their own
purposes. Such an approach is in line not only with
the preferences expressed by these study partici-
pants, but also with prior research regarding pre-
ferences of patients with multimorbidity (Morris
et al., 2011), and what little is known about effec-
tively addressing chronic pain and obesity when
they co-occur (Janke and Kozak, 2012). Patient
engagement and motivation – areas of concern
expressed by these respondents – may be max-
imized when providers present a unified and
individually tailored rationale that demonstrates
how treatment recommendations may benefit both
pain and weight symptoms. The limited evidence
examining multimorbidity treatment indicates that
integrated approaches focusing on specific risk
factors or functional limitations may improve out-
comes (Smith et al., 2012; Haibach et al., 2014).
Furthermore, treatment for multimorbidity
may be more successful when treatment engage-
ment is increased and sustained, for example,
through motivational interviewing approaches and
tailored, individualized treatment provided by a
coordinated, interdisciplinary treatment team
(Carroll, 2004; Haibach et al., 2014). Collaborative
care and coordination of providers contributes to
improved patient outcomes and may be particu-
larly relevant for patients with multimorbidity
(Soubhi et al., 2010).
Encouragingly, research suggests provider’s

goals for optimal treatment parallel those expres-
sed by our respondents; providers also desire an

integrated-individualized approach and effective
patient–provider communication (Luijks et al.,
2012). However, these and other findings suggest a
significant gap remains between the wishes of
patients and providers and current practice in pri-
mary care. Research suggests that providers do not
feel prepared to address the complex, inter-
connected needs of their patients with multi-
morbidity, particularly as they relate to the
interactions between conditions or the manage-
ment of multimorbid conditions (Bower et al.,
2011). Primary care providers struggle with system
factors such as limited time and lengthy treatment
agendas, an insufficient evidence base for disease
management, a lack of clinical guidelines and
perceived deficiencies in communication skills as
they attempt to effectively manage patients with
multimoribities (Sinnott et al., 2013). Such chal-
lenges are in tension with desires expressed by our
participants for interactions that would synergisti-
cally address comorbid pain and obesity. Thus,
these early findings suggest a divide remains
between what patients and providers see as opti-
mal care for multimorbidities like chronic pain and
obesity, and what is possible within the confines of
the current healthcare system.
Qualitative methods capture diversity and com-

plexity, however, cannot be used to make gen-
eralizations about populations. Participants in this
study represent a range of BMIs and conditions
associated with chronic pain. Important differ-
ences may exist among different weight and pain
presentations that may influence conclusions
drawn from these data. This was a small sample of
patients from a veteran’s affairs hospital composed
predominantly of older, white males, and there-
fore, may not be representative of the general
population. Although, considering that many
experience dissatisfaction with the level of care
coordination they receive (Bodenheimer, 2008),
participants in the current study may not be
entirely unique in their dissatisfaction. Further-
more, very little is known about the perspectives of
older adults and/or males with regard to weight
and weight management as many studies examin-
ing weight often skew toward younger and/or
female samples. Clearly, the present study lacks
the perspective of gender/race/ethnicity beyond
those presented by the participants interviewed
here, and this is an important limitation. However,
given the increasing rates of obesity in older adults
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(Samper-Ternent and Al Snih, 2012) and the
increased likelihood for chronic pain with
increased age (Landmark et al., 2013) the focus
here on older males may provide a unique and
important perspective. Future research should
more fully examine the perspectives of those not
included here.
Two important findings from this data appear to

be that participants with comorbid chronic pain
and obesity want their primary care providers
involved in their care provision and desire a
greater alignment regarding treatment goals.
Participants suggested they would feel a greater
alignment if their practitioner were to ask about
comorbid symptoms and actively follow-up on
these symptoms in subsequent visits. Therefore,
one possible area of future research could explore
whether provider’s inquiring about comorbidities
at subsequent visits improves patient satisfaction
and patient–provider alignment. What is also
apparent is the need to develop evidence-based
practices to address and ameliorate the suffering
caused by comorbid chronic pain and obesity.
Finally, providers should be mindful that any
behavior change will require motivation on the
part of the patient, and patients desire assistance
with maintaining their motivation for such change.
Thus, while these findings may not be widely gen-
eralizable, they can be understood as an important
step in developing our understanding of the spe-
cific needs of individuals with chronic pain and
obesity and moving toward treatment approaches
that more effectively meet these needs.
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