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IntroductIon
As prevalence rates of overweight and obesity continue to 
rise (1), a growing literature has identified increasing BMI 
as a significant precipitant of medical comorbidities, many 
of which involve persistent pain (2,3). In the general popula-
tion, elevated BMI is correlated with pain complaints in both 
cross-sectional and longitudinal studies (4), and those with 
higher BMIs tend to report increased pain, decreased quality 
of life (5,6) and difficulty performing activities of daily living 
compared to lower weight peers (7). Evidence of a relation-
ship between obesity and chronic pain specifically has been 
reported for a number of conditions including inflammatory 
forms of arthritis (e.g., rheumatoid), osteoarthritis, low back, 
headache, and neuropathic pain conditions (3,8–11). In par-
ticular, in some studies increasing BMI has been shown to 
be an independent risk factor for subsequent back pain (12) 
and knee and hand (8) osteoarthritis. For these conditions, 
there appears to be a dose–response relationship such that 
higher levels of BMI lead to a subsequent increased risk for 
pain (12). The potential impact on health care expenditures 

is substantial since both obesity (13) and chronic pain (14) 
are highly prevalent and expensive conditions associated 
with increased care utilization. Mechanisms linking  obesity 
and pain are poorly understood, but are hypothesized to 
include mechanical, structural, metabolic, and behavioral 
changes (15).

Encouragingly, weight loss appears associated with 
decreased pain (7). However, a number of studies have 
recently emerged suggesting that individuals with obesity and 
chronic pain experience reduced treatment success when par-
ticipating in evidence-based programming promoting behav-
ioral self-management of pain symptoms and/or weight loss 
(16,17). The reasons for this blunted treatment effect among 
individuals with co-occurring chronic pain and obesity are 
poorly understood. Unfortunately, even though practitioners 
routinely report pain as a barrier to weight loss and, simi-
larly, obesity as a barrier to chronic pain self- management 
(18,19), there is little in the way of empirical evidence to 
understand what specific factors reduce treatment efficacy 
in these individuals. And, no study to date has examined 
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the manner in which patients perceive and understand their 
lived experience of comorbid chronic pain and obesity and 
the joint relationship of these to health, health behaviors, and 
treatment. Observed discrepancies in treatment outcomes 
between obese individuals with and without pain could be 
attributed to a number of differences including how pain 
interferes with managing one’s daily activities, engagement 
in health behaviors, emotional functioning (e.g., presence of 
depression, anxiety), and the availability and understanding 
of appropriate activities to engage in when experiencing pain. 
Understanding how individuals with overweight/obesity and 
chronic pain understand and experience the inter-relation-
ship between the two and the potential impact of this inter-
relationship on health outcomes is important to designing 
more effective lifestyle interventions. Furthermore, in an area 
where little quantitative research exists, such insights may 
provide a foundation for future studies and aid in developing 
testable hypothesis about the mechanisms of effect.

The qualitative research project described here was designed 
to identify perceptions of those with both overweight/obesity 
and chronic pain regarding (i) their experience of the course, 
impact, and treatment history of pain and weight symptoms; 
(ii) factors that might either ease or limit their ability to engage 
in health-promoting behaviors; and (iii) factors that facilitate 
or hinder engagement in treatments designed to achieve weight 
and/or pain control. We aimed to obtain potential explanations 
from individuals experiencing both overweight/obesity and 
chronic pain using focus groups and individual interviews. 
Qualitative research techniques such as these can provide a 
comprehensive yet flexible approach that is particularly suit-
able when the focus is on examining an individual’s subjective 
experience, detailed information is necessary to inform our 
understanding of the phenomenon, and there is limited prior 
research to otherwise suggest testable hypothesis for quantita-
tive examination. Thus, the purpose of this study is to use a 
qualitative approach to gain insight into the patient’s experi-
ence of comorbid chronic pain and obesity and to improve our 
understanding of the behavioral linkages between the expe-
rience of pain, engagement in health behaviors, and obesity 
treatment outcomes.

Methods and Procedures
Participants and recruitment
Consecutive patients attending primary care clinics at a large Midwestern 
Veteran’s Affairs (VA) hospital were recruited by flyers posted in hospi-
tal common areas (e.g., cafeteria bulletin board) and waiting rooms and 
by direct referral from providers. Interested patients contacted the lead 
investigator to obtain additional information, to be assessed for study 
inclusion, and to schedule interview sessions. To reduce bias, purposeful 
sampling was employed to include patients currently or recently enrolled 
in formal weight-loss programming as well as those never enrolled in 
such programs (20). Eligible individuals reported and electronic medi-
cal records confirmed (i) BMI ≥25; (ii) weekly pain at an intensity ≥4 
(0 = none, 10 = worst imaginable) during the prior 3 months; and (iii) 
current diagnosis of a medical complaint associated with persistent pain 
(e.g., osteoarthritis). 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
Because discussions of weight may induce feelings of shame and stig-
matization (21), participants had the option of participating either in 
small groups or individual interviews. All participants gave informed 
consent, the study was approved by the hospital institutional review 
board, and all procedures were in accordance with the ethical stand-
ards of this review board. Each session was facilitated by the same two 
PhD-level research scientists. Using a semistructured discussion guide, 
sessions followed a funnel structure progressing from broader, open-
ended questions to more specific probes to clarify issues as needed. 
A semistructured approach was chosen because it allows for rich and 
detailed data collection as well as to allow question probes (and par-
ticipant answers) to be unconstrained while permitting easy clarifica-
tion and follow-up. Questions focused on the developmental course, 
treatment history, and perceived impact of pain and weight symptoms. 
Demographic information including age, gender, level of education, 
marital status, occupation, pain intensity, weight loss history, and height 
and weight was collected at the beginning of each interview encounter 
using a self-administered questionnaire. Height, weight, and pain vari-
ables were confirmed using anthropomorphic readings and diagnostic 
information reported in the electronic medical records. Summary data 
are presented in Table 1. At the conclusion of the interview, all partici-
pants were provided a $10 gift card as an incentive to thank them for 
their time and effort. Data saturation was reached after 30 interviews.

data analysis
Digital audio recordings were made of each interview and transcribed 
verbatim. Text was verified for content accuracy by the lead investigator 
and two research assistants. The constant comparative method (22) was 
used to analyze the data. Using this iterative approach, a pair of research 
assistants who did not participate in data collection as well as the focus 
group moderators independently read the transcripts and developed an 
initial list of themes. Transcripts were then coded, identifying relevant 
text for each code. Themes were revised and refined with subheadings 
on a second reading, and categories reported below were distilled from 
these themes (23).

results
sample description
A total of 30 patients (80% male) participated in focus groups 
or semistructured individual interviews. The majority of par-
ticipants (86.6%) were age 50 and older, 73.3% were white, 
66.6% had greater than a high school education, and 46.6% 
were unemployed or disabled while 43.3% were retired. 
Measured on a scale of 0 to 10, average pain intensity was 
5.6 (SD 1.9) and average pain interference was 3.6 (SD 2.1). 
Mean BMI was 36.8 (SD 8.9) and, at the time of the interview 

table 1 sample characteristics

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)

Currently trying to lose weight 93.3% (28 of 30)

Average pain intensity       5.6 (SD 1.9)

Average pain interference      3.6 (SD 2.1)

Mean BMI    36.8 (SD 8.9)
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session, an overwhelming number of participants (93.3%) 
indicated they were currently trying to lose weight. A fol-
low-up query probing for number of diet attempts to date 
yielded a range of  responses, with six participants stating they 
had no prior/current attempts at weight loss; nine reporting 
1 to 3 prior attempts; four reporting 5 to 10 prior attempts; and 
three participants reporting >10 prior attempts. An additional 
eight participants provided more ambiguous write-in answers 
to this question, reporting anywhere from “many” or “some” 
prior attempts to “infinity” or “thousands” of prior attempts.

Qualitative findings
Several key themes emerged from focus group and individ-
ual interview discussions. Nearly all members discussed the 
symbiotic and negative psychosocial impact of co-occurring 
obesity and chronic pain. Discussions additionally focused on 
describing: depression as magnifying the comorbid physical 
symptoms and complicating treatment for comorbid obes-
ity and pain; hedonic hunger triggered by physical pain and 
associated with depression and shame from eating in the 
absence of hunger; emotional or “binge” eating in response to 
pain; altered dietary choices in response to pain; and low self-
 efficacy for physical activity due to pain. The following sections 
describe these themes in greater detail.

role of depression
Many participants discussed the role of depression as impor-
tant to understanding the relationship between co- occurring 
chronic pain and obesity and the negative impact of the 
comorbidity on associated treatment efforts. Discussions 
about depression typically focused on how low mood com-
plicates efforts to cope with pain and obesity via its effect on 
motivation and self-efficacy. Many suggested that depression 
magnifies the physical experience of pain for individuals who 
are obese and, as a result, makes weight loss and engaging in 
healthful behaviors even more difficult. Most underscored the 
importance of managing depression as part of addressing both 
pain and weight control.

“The depression just makes it all that much worse. I think 
the treatments for pain will work better if we could get 
depression under control.”

Several participants described depression as an important 
contributor to obesity and pain when they co-occur, and most 
discussed how depression interacts with the comorbidity to 
negatively impact appetitive behaviors, motivation to engage 
in physical activity, and other efforts at self-management. 
Participants also suggested that weight gain eventually con-
tributes to both depressed mood and chronic pain, resulting 
in a cyclical interaction among physical pain, weight, and 
depression.

“I believe that the depressed pain which I didn’t recognize as 
pain then, disappeared [after weight-loss]. But then as soon 
as I was off it and started gaining it back, it started all over 

again. And as years went by, the physical things happened, the 
arthritis along with the weight made it worse.”

Pain, shame, and hedonic hunger
Participants described responding to pain with consumption of 
less healthful foods in larger quantities, typically in the absence 
of hunger, as a way to cope with the experience of pain. Several 
participants identified eating as a comforting activity that aided 
in pain coping in the moment but that eventually led to regret 
and shame as it “sabotaged” their efforts at weight loss.

“In no way can I be hungry…I use food to soothe myself, 
but it really doesn’t because once I’ve overeaten I say ‘Well, 
there. You did it again.’ I sabotage myself.”

Many described eating as the only activity that continues to 
bring them regular and reliable pleasure, especially when they 
feel physically limited from doing most other pleasant activi-
ties by constant pain.

“I just eat too much. You know, there’s hardly anything left 
other than eating.”

Furthermore, participants described consuming food not 
only as a means of pleasure but also as a means of distraction 
from the experience of pain and the frustration of coping with 
pain on a regular basis. Frequently, due to the ongoing daily 
presence of pain in the lives of these individuals, this led to a 
level of food consumption beyond their daily caloric needs.

“I was always eating all the time. And I think that took away 
the pain really, just eating…I’m not thinking about it [pain], 
you know, I’m thinking wow this is good.”

emotional eating and pain
A number of participants described episodes akin to binge eat-
ing and/or eating in response to pain as a negative stressor—
“emotional eating” in response to pain. While it is unclear 
whether such episodes would meet the clinical criteria for 
binge eating disorder, many participants commonly used the 
term “binge” to describe their eating when they experienced 
pain. Furthermore, many described pain-related eating as 
associated with the experience of strong negative effect, feeling 
as if their behavior was out of control, and subsequently eating 
large amounts of food.

“I lost all my discipline for my physical being, and I just 
 acting like I didn’t care no more…like haywire and I would 
eat, where someone would eat a normal hot dog and that 
would be enough for them, and they would be satisfied, it 
took me three or four to get satisfied. I still don’t feel satis-
fied. I have to stop myself from continuing and eating.”

Most participants discussed an interactional relationship 
between pain, depression, and what many described as a binge 
episode. For these individuals, the so-called binge appears to 
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be associated with a short-lived reduction in pain that sub-
sequently returns in-between binges along with a decrease in 
mood.

“…after I come off the binges or in between the binges it’s 
like it [pain] flairs up, and I don’t know why. My moods…
when I’m down the pain starts but when I’m up, when I’m 
feeling good, I’m okay.”

Others described the physical and emotional comfort for 
their pain they find in eating large quantities of food and sub-
sequently engaging in sedentary activities, behaviors directly 
at odds with typical behavioral interventions targeting weight 
reduction. Participants described feeling more vulnerable 
to these binge-like and sedentary episodes because much of 
their day is spent alone at home without other activities to fill 
the time. Some described particular times of the day, mostly 
evening or times when they are predominantly alone and inac-
tive, as especially problematic for triggering such behaviors.

“I eat more at night…But it’s always like binges, you know, 
like everything, it’s like I’m trying to break through them.”

altered dietary choices
Though a number of participants described their eating explic-
itly as a “binge,” almost all participants described eating more 
frequently, in larger amounts, and choosing less healthful 
foods higher in sugar, fat, and calories in response to pain or a 
combination of pain and low mood.

“I think the more pain I have the more I want to eat. It’s like 
everything is out of control.”

Participants explicitly described a noticeable shift in eating 
behavior after the onset of pain, suggesting that the presence of 
pain led to a decrease in healthful eating and an increase in con-
sumption of high-sugar, high-fat snack foods. Even individuals 
who described eating a relatively balanced, health-promoting 
diet before their chronic pain described a change in eating 
behavior towards calorically dense food items in response to 
the presence of pain. Participants also tended to describe the 
consumption of these high-calorie foods as a “necessity” to aid 
in coping with pain.

“It used to be that I could do yogurt and I could do  vegetables 
and that would all satisfy me and I wasn’t thinking about 
anything else. But now the pain’s there, I can’t stand it. 
I really want my ice cream and I think I’ll die if you take 
away my ice cream! [laughing]”

Others described craving certain types of foods in response 
to pain, and typically these foods were viewed as “forbid-
den” with high levels of sugar, sodium, and fat that contribute 
readily to weight gain and other chronic health conditions. 
Individuals who experienced such cravings typically expressed 
low-self efficacy to resist them when they occurred, describing 

how pain often reduced their motivation to do anything to 
manage their weight and their view of food as the sole option 
to aid them in “getting through the day.”

“It [pain] took away the desire to lose weight…I was just 
like, ‘Oh, forget it. I don’t want to worry about that right 
now.’ You’re just so worn out, the only thing you can think 
to do is give yourself a sugar kick and try to get something 
done.”

Finally, many hypothesized that because they are regularly 
inactive and at home much of the day due to their pain, they 
eat more frequently and make poorer food choices than if they 
were active and spending time outside the home.

“…not doing anything gives me time to think about food…
whereas, if I was outside, really working hard, not  worrying 
about food, I would definitely go longer periods without 
eating.”

reduced engagement in and low self-efficacy for physical 
activity
All participants described difficulty engaging in regular physi-
cal activity due to pain. Participants frankly described their 
daily activities as very sedentary involving a good deal of 
“screen time” in front of the television, and that even move-
ment in their home to accomplish the most basic activities of 
daily living can be challenging.

“I sit. A normal day is sitting, watching TV, and that’s about 
it, you know…it’s really an inconvenience for me to get up 
from here and go there.”

Many who used to be regularly active and enjoy such activ-
ity, now find themselves struggling even to complete simple, 
everyday tasks. Several described encountering not only pain 
in response to even the lowest levels of physical activity, but 
also low self-efficacy and low mood. Indeed, most of these par-
ticipants directly tied their low motivation for physical activity 
to their experience of pain.

“It [pain] makes it [weight-loss] more difficult in the sense 
that it feeds right into my procrastination and I don’t do 
walking because that’s one of the exercises that I used to be 
very good about, was walking….And now, I think walking 
two blocks, it’s all changed…I’ve gotten heavier and I’ve 
gotten lazier.”

Participants described this limited level of activity as very 
discouraging and interfering with their sense of self and 
mood. Many described feelings of shame and poor self-image 
associated with limited activity, isolation, and their negative 
perception of their bodies and discussed the direct negative 
impact of this experience on any attempts to engage in pleas-
ant activities, make healthier dietary choices, or even to be 
physically active.
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“I don’t want to go anywhere….I think the combination of 
the pain and my weight is like, I don’t want to get dressed 
up because I don’t have anything to wear. I get discouraged 
when I can’t do very much….I gotta plan things that aren’t 
going to be real intense.”

Some indicated that rehabilitation treatment approaches 
typically used to manage chronic pain (e.g., physical therapy) 
caused so much pain that they became disinterested in engag-
ing in any exercise beyond their regular therapeutic regime, 
even when directly told by a health provider that they should 
be exercising to achieve weight reduction in addition to their 
therapy practice.

“Exercise is the best [to lose weight], and I get all this 
 physical therapy exercise and all of that just increases my 
pain, which reduces my desire to have any exercise.”

Others felt they could not exercise appropriately given their 
medical and pain issues, or did now know how to adapt exer-
cises to meet their limitations. In particular, limited mobility 
and use of wheelchairs seemed especially problematic. Some 
participants described how assistive devices prescribed to 
help the individual cope with their pain subsequently limit 
their comfort engaging in physical activity in a public setting. 
However, even for those who did not require assistive devices, 
pain alone was enough of a barrier limiting their engagement 
in regular activity. Many expressed the belief that exercise 
would not even be possible until their pain was reduced.

dIscussIon
These qualitative data examine the experiential context of 
comorbid obesity and chronic pain, present multiple behavio-
ral phenomena associated with the comorbid relationship that 
may play some role in its initiation and maintenance, and sug-
gest particularly problematic barriers for successful prevention, 
treatment engagement and healthful outcome. Associated with 
the co-occurrence of chronic pain and obesity, participants 
discussed patterns of reactive eating in response to pain, pref-
erence for high-calorie/low-nutrient foods to sooth their pain, 
limited pleasant activities (outside of eating), limited engage-
ment in physical activity, low self-efficacy for physical activ-
ity and for making healthy food choices, and low mood. The 
role of depression in intensifying the additive negative impact 
of chronic pain and obesity on health and health behaviors 
seemed particularly relevant to these participants.

While pain is often observed as a barrier to weight loss 
and, similarly, obesity as a barrier to pain self-management 
(18,19), there is little evidence informing our understanding 
of the process by which this comorbidity negatively influ-
ences outcome. To our knowledge, the only two studies to 
date to examine this question found (i) in an obese residential 
 treatment-seeking population, increasing levels of pain and 
depression were associated with decreased ability to achieve 
activities of daily functioning and reduced weight loss (16) 
and (ii) an outpatient cognitive behavioral therapy program 

for chronic pain resulted in more favorable outcomes for 
nonobese compared to obese participants—pointing to the 
potential moderating role of BMI in chronic pain self-man-
agement—and, compared to nonobese counterparts enrolled 
in the program, obese participants had higher levels of disabil-
ity, reduced physical quality of life, and increased symptoms 
of depression (17). The present qualitative results place such 
findings into a larger experiential context. Obese individu-
als with chronic pain may struggle to engage in traditional, 
empirically based approaches because these programs neglect 
to assess and accommodate for the unique challenges brought 
on by this comorbidity. For such assessment and accommo-
dation to have the most meaningful impact on treatment 
outcomes, it is necessary to understand the specific obstacles 
those with pain and obesity face when they engage in treat-
ment. Participants in the present study underscored the sig-
nificant role of depression in complicating treatment efforts, 
and also discussed the substantial impact of pain on their abil-
ity to engage in any physical activity, even in some cases to 
complete the most basic activities of daily living. Furthermore, 
they also discussed at great length the impact of pain on eating 
behavior, noting that the presence of pain was associated with 
eating less healthful foods in larger amounts to achieve pleas-
ure, relief from pain, or simply as a distraction. Given these 
data, it seems likely that many evidence-based programs may 
not be optimally designed to achieve weight loss (or, pain self-
management) in those with comorbid chronic pain and obes-
ity. For example, pain is not regularly assessed in traditional 
weight management programs, yet such programs that target 
healthier eating and increased physical activity may be less 
effective for individuals who regularly use eating to cope with 
their pain, who see eating as their only pleasant activity in the 
face of pain, and who feel they cannot engage in physical activ-
ity or even complete activities of daily living due to pain. While 
at this time there is little empirical evidence to guide treatment 
efforts for those with chronic pain and obesity, these and other 
similar findings underscore the importance of assessing for the 
presence of pain at the onset of weight loss treatment and sug-
gest several areas where individuals with pain and obesity may 
particularly struggle in traditional treatment approaches and 
where additional research is warranted.

Participants in the present study reported that comorbid 
chronic pain and obesity had a synergistic negative effect on 
engagement in health behaviors, with the presence of pain 
regularly associated with an increase in behaviors known to 
be associated with poorer health outcomes (e.g., increased 
consumption of high-calorie foods, decreased physical activ-
ity). While the specific mechanism by which an association 
between pain and obesity occurs and influences treatment 
cannot be directly examined via these qualitative findings, the 
results do suggest likely areas for further investigation. In par-
ticular, the role of low mood appears central. There is a signifi-
cant body of literature suggesting separately that both obesity 
(24) and pain (25) are associated with symptoms of depres-
sion, and pain has been shown worse among obese individu-
als with depression (26). Depression is associated with higher 
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caloric intake (27,28) and depressive symptoms are related 
to an increased likelihood of eating during negative episodes 
(so-called “emotional eating”) and lower engagement in and 
self-efficacy for physical activity (27–29). One could hypoth-
esize that the presence of chronic pain and its associated low 
mood may increase one’s susceptibility to behaviors such as 
emotional eating, and thus may interact with BMI to result in 
increased caloric intake. Unfortunately, evidence examining 
the relationship between eating behavior and pain is seriously 
lacking. What research does exist suggests ingesting high-fat, 
high-sugar meals increases pain tolerance in animal models 
(30) and human studies (31). However, much of the research 
conducted with humans examines the impact of oral sucrose 
on pain response in infants. Indeed, the analgesic properties of 
sucrose in the human infant are so well supported that sucrose 
is becoming part of the accepted standard of practice for man-
aging acute procedural pain in NICUs (32). To date little is 
known about pain-related eating behavior in adult humans.

While emotional eating may provide one pathway linking 
pain and obesity to poorer weight loss outcomes as it can lead 
to food intake beyond an individual’s daily needs and subse-
quent weight gain (33), vulnerability to emotional eating is not 
directly a function of weight (34). Rather, individual differences 
in trait vulnerabilities and coping likely play an important role. 
For example, emotional eating may depend on the individual’s 
ability to apply appropriate response strategies when stressed 
(35), with those most vulnerable to emotional eating lacking 
more effective strategies to manage distress. Given this, it is 
possible that obesity in tandem with pain increases one’s vul-
nerability to employ less effective coping strategies, and this 
serves as one mechanism promoting the emotional eating 
described in the current sample. If this hypothesis is correct, 
prevention and treatment programs that target these specific 
coping deficits may more effectively address pain and obesity 
when they co-occur.

The salience of low mood and impaired coping in these 
respondents may also point to cognitive vulnerabilities shared 
by those with both obesity and chronic pain. In particular, 
catastrophizing has been identified as an important cogni-
tive vulnerability associated with poorer coping in individu-
als with pain, and many of the participants’ responses were 
consistent with a catastrophic tone. Pain catastrophizing is 
associated with disability and higher pain intensity both in 
pain patients (36,37) and in the general population (38,39). 
Interestingly, initial evidence also suggests a relationship 
between pain catastrophizing, obesity, and chronic pain. In 
one study by Somers and colleagues (40) catastrophizing was 
significantly higher in borderline morbidly obese and mor-
bidly obese osteoarthritis patients compared to overweight 
and obese patients, and those who had higher catastrophiz-
ing were much more likely to engage in binge eating and to 
have lower self-efficacy for controlling their eating behavior. 
Additional research suggests that self-efficacy may mediate 
the effect of pain catastrophizing on reported pain intensity 
and disability in overweight/obese individuals with oste-
oarthritis (41) and the contribution of self-efficacy may be 

domain specific for specific eating behaviors, physical and 
psychological disability, and physical activity behaviors (42). 
Additional research is needed to examine the role of catastro-
phizing and self-efficacy in disordered eating and in health 
behaviors and coping generally for individuals with chronic 
pain and obesity. In particular, whether and how pain cata-
strophizing and domain-specific self-efficacy may be specific 
vulnerabilities associated with obesity and potentially disor-
dered eating in the context of pain may be a fruitful area of 
investigation. Should further research support a relationship 
between pain catastrophizing, self-efficacy, and eating behav-
ior in those with chronic pain and overweight/obesity, this 
may suggest vulnerabilities that could be targeted for treat-
ment and potentially even prevention.

Several limitations of the study must be noted. First, par-
ticipant BMIs were predominantly within the obese range, 
though the study sampled BMI ≥25. Important differences 
may exist among overweight, obese, and morbidly obese indi-
viduals with pain that cannot be easily captured here. Similar 
differences may occur for individuals with varying pain his-
tories. Factors such as pain intensity, duration, and location 
may influence the relationship between pain and obesity in 
a way that cannot be assessed with the present data. Second, 
the sample was predominantly male. Caution must be taken 
in generalizing findings. However, since many studies skew 
towards predominantly or entirely female samples, the focus 
on males here may present a unique strength. Finally, one 
limitation that requires special consideration is the potential 
difficulty inherent in discussing pain using such a qualitative 
approach. Clearly, pain is subjective and an experience that 
combines both sensory and emotional dimensions (43). In 
the interview discussions, participants frequently described 
an interaction between depression, pain, and the experience 
of obesity and the resulting impact of this interaction on asso-
ciated behaviors such as diet and physical activity. However, 
because the experience of chronic pain and depression is not 
easily parsed into “physical-pain” and “emotional-pain” dur-
ing discourse it was not always clear during interviews when 
participants were discussing one specific manifestation of suf-
fering (e.g., pain or depression) versus the interplay of both 
that can occur with the experience of pain. At times, partici-
pants were able to discuss a clear progression from physical 
pain/obesity to symptoms of depression, others described a 
converse process, and others spoke of suffering and pain more 
generally. While this may be seen as a limitation and possible 
confound, it can also be viewed as an advantage of qualitative 
approaches in that such techniques can capture the richness 
and complexity of subjective experience expressed directly by 
participants.

Despite limitations, this study is among the first to provide 
a contextual understanding of co-occurring chronic pain and 
obesity to guide research and intervention. These findings 
highlight the varied challenges to treatment engagement fac-
ing adults living with chronic pain and obesity. While research 
increasingly demonstrates a correlational relationship between 
obesity and pain that is associated with poorer health and 
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quality of life outcomes, the present findings also provide an 
experiential context to aid in interpreting these quantitative 
data. Specifically, those who experience comorbid chronic 
pain and obesity report unique barriers to self-management 
that may not be entirely addressed in current interventional 
approaches, and they may respond to the presence of pain with 
unhealthful eating and physical activity behaviors that promote 
poor health, low mood, and low self-efficacy. Interventional 
approaches for obesity that ignore the presence and impact 
of pain and its associated depression may be less efficacious. 
Development of self-management intervention modules that 
can address issues specific to comorbid pain and obesity is 
warranted, as is increasing our understanding of behavioral 
mechanisms that support and sustain this relationship.
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