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ABSTRACT
Objective To evaluate systematically the fidelity of a peer- 
befriending intervention for people with aphasia.
Design SUpporting wellbeing through Peer- befriending 
(SUPERB) was a feasibility randomised controlled trial 
comparing usual care to usual care +peer- befriending. 
This paper reports on the fidelity of all intervention 
aspects (training and supervision of providers/befrienders; 
intervention visits) which was evaluated across all areas of 
the Behaviour Change Consortium framework.
Setting Community.
Participants People with aphasia early poststroke and 
low levels of distress, randomised to the intervention arm 
of the trial (n=28); 10 peer- befrienders at least 1- year 
poststroke.
Intervention Peer- befrienders were trained (4–6 hours); 
and received regular supervision (monthly group while 
actively befriending, and one- to- one as and when needed) 
in order to provide six 1- hour peer- befriending visits over 
3 months.
Main measures Metrics included number and length 
of training, supervision sessions and visits. All training 
and supervision sessions and one (of six) visits per pair 
were rated against fidelity checklists and evaluated for 
inter- rater and intrarater reliability (Gwets AC1 agreement 
coefficient). Per- cent adherence to protocol was evaluated.
Results All peer- befrienders received 4–6 hours 
training over 2–3 days as intended. There were 25 group 
supervision sessions with a median number attended of 
14 (IQR=8–18). Twenty- six participants agreed (92.8%) 
to the intervention and 21 (80.8%) received all six visits 
(median visit length 60 min). Adherence was high for 
training (91.7%–100%) and supervision (83%–100%) and 
moderate- to- high for befriending visits (66.7%–100%). 
Where calculable, inter- rater and intrarater reliability 
was high for training and supervision (Gwets AC1 >0.90) 
and moderate- to- high for intervention visits (Gwets AC1 
0.44–1.0).
Conclusion Planning of fidelity processes at the outset 
of the trial and monitoring throughout was feasible and 
ensured good- to- high fidelity for this peer- befriending 
intervention. The results permit confidence in other 
findings from the SUPERB trial.
Trial registration number NCT02947776.

INTRODUCTION
In stroke rehabilitation research, evaluation 
of fidelity is a core recommendation and 
an integral component of intervention trial 
design.1 Fidelity refers to the ‘methodological 
strategies used to monitor and enhance the 
reliability and validity of behavioural interven-
tions’ (p.443)2 and is needed to ensure that 
an intervention is delivered as intended.3–5 
Assessing fidelity can assist researchers to 
identify the essential elements that help to 
make a treatment work.4 Fidelity can also 
help explain nonsignificant or ambiguous 
findings6 7 as the lack of an effect may be due 
to poor implementation of a treatment or 
problems with the treatment itself.4 8 Fidelity 
is essential in making decisions about an 

Strengths and limitations of this study

 ► Based on the National Institutes of Health Behaviour 
Change Consortium framework, this study system-
atically evaluated the fidelity of all aspects (train-
ing, supervision, and intervention visits) of the 
SUpporting wellbeing through PEeR- Befriending 
(SUPERB) intervention for people with aphasia.

 ► A range of strategies and metrics were planned and 
used to ensure fidelity across study design, training 
providers, delivery of treatment, receipt of treatment 
and treatment enactment.

 ► A support programme informed by user involvement 
and including standardised, manualised training and 
regular supervision was in place to ensure the treat-
ment providers (befrienders with aphasia) were able 
to deliver the intervention as intended.

 ► Videoing all intervention visits rather than a sample 
would have provided a larger pool of data on which 
to base treatment adherence for visits.

 ► Data presented in this report need to be supple-
mented with qualitative interview data in order to 
capture treatment enactment as comprehensively 
as other fidelity areas.
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intervention’s efficacy and replication. The treatment 
Fidelity Workgroup of the National Institutes of Health 
Behaviour Change Consortium reviewed existing defini-
tions and practices of treatment fidelity and developed 
recommendations for consistent reporting across five 
key areas: study design, training providers, delivery of 
treatment, receipt of treatment and enactment of treat-
ment skills.2 Over the years, this workgroup has further 
described and refined methods for the assessment, moni-
toring and enhancement of fidelity.9 10

Despite its importance, fidelity is rarely reported in 
stroke and aphasia studies. In a review of stroke rehabil-
itation trials published in 2015 (n=182 papers), fidelity 
was reported in less than 10% of the studies.1 In a review 
of 149 aphasia intervention studies (2002–2011), fidelity 
was reported in 14% of studies.11 In a more recent review 
of aphasia randomised controlled trials (RCTs) (2012–
2017), 21% of studies explicitly reported fidelity.12 Simi-
larly, fidelity is rarely reported in befriending studies. In 
34 intervention studies across two systematic reviews,13 14 
only six studies (18%) referred to fidelity.

Peer- befriending is an intervention where social and 
emotional support is provided by people with experi-
ence of a condition to others sharing a similar condition 
to bring about change.15 Peer- befriending fits within the 
stepped care model for offering psychological care,16 
which offers simpler interventions first (level 1) before 
progressing to more complex interventions. Peer- 
befriending may be beneficial for people with aphasia 
post- stroke with no or low mood problems. It may avert 
some long- term psychological consequences such as 
depression17 and reduce the need for more costly psycho-
logical therapies. The SUpporting wellbeing through 
PEeR- Befriending (SUPERB) study is a feasibility RCT of 
peer- befriending for people with aphasia poststroke with 
low levels of psychological distress.18 Peer- befriending 
is a complex intervention requiring active engagement 
of both the provider and recipient of treatment, with 
scope for low compliance. Therefore, a comprehensive 
assessment of fidelity was prespecified and built into the 
protocol,18 to monitor the intervention and help inter-
pret the trial results.

The aim of this study was to systematically evaluate 
fidelity within the SUPERB trial. We describe the devel-
opment, assessment and monitoring of fidelity strategies 
and report on the fidelity of all aspects of the interven-
tion, including training and supervision of providers.

METHODS
The SUPERB trial was a single- blind, parallel- group feasi-
bility RCT comparing usual care to usual care +peer- 
befriending; full methods are reported elsewhere.18 
SUPERB was funded by the Stroke Association and 
sponsored by City, University of London. Recruitment 
commenced in April 2017; data collection was completed 
in August 2019. This paper focuses on the methods related 
to checking and reporting of fidelity (table 1). Fidelity 

strategies were developed, assessed and monitored across 
all five areas proposed by Bellg et al: study design, training 
providers, delivery of treatment, treatment receipt and 
treatment enactment.2

Patient and public involvement
People with aphasia were engaged at every stage of the 
SUPERB trial, with full details reported in the protocol 
paper.18 At the proposal stage, a group with experience 
of befriending from the organisation Aphasia Re- Con-
nect (n=6) influenced our plans, including, the nature 
and timing of intervention and the use of mixed methods 
(quantitative and qualitative). At the development phase 
of the trial, another group of six consultants with aphasia 
participated in a series of workshops and advised on 
aspects, such as trial materials including) intervention 
manuals, outcome measures and selection and matching 
of peer- befrienders. They also contributed to the devel-
opment of fidelity checklists. During and after the trial, a 
user group comprising five people with aphasia and one 
significant other advised on management issues, helped 
us explore the implications of the findings, and informed 
our dissemination to the stroke community (regular trial 
newsletters, social media promotion, website, videos after 
the trial).

Participants
Fifty- six participants were recruited and randomised to 
either usual care (n=28) or usual care +peer- befriending 
(n=28), soon after discharge from hospital and when 
active care was withdrawn. Participant characteristics are 
reported in detail elsewhere.19 The sample in this report 
are those in the intervention arm: their mean age was 70.5 
years; the majority were white (53.6%), retired (67.9%) 
with a fairly even split between male (53.6%) and female 
(46.4%). Most of the group had suffered an ischaemic 
stroke (82.1%), and left hemisphere stroke (96.4%). 
Participants were a median (IQR) 48 (21.5–86.5) days 
poststroke. Aphasia severity ranged from mild (64%), 
moderate (11%), to severe and very severe (25%), based 
on the Western Aphasia Battery- Revised.20 Cognition 
ranged from within normal limits (18%) to mild (32%), 
moderate (25%) and severe (25%) cognitive impairment 
(Cognitive Linguistic Quick Test21).

Peer- befrienders were people with mild- moderate 
aphasia,≥1 year post- stroke, nominated by commu-
nity services and screened by the trial manager. Ten 
befrienders were recruited, trained and delivered the 
befriending intervention. Their mean age was 54.2 years; 
the majority were female (80%), white (60%) and in 
volunteer work (50%). Most befrienders had suffered an 
ischaemic stroke (60%) in the left hemisphere (70%). All 
befrienders had mild- to- moderate aphasia based on the 
Frenchay Aphasia Screening Test.22

Intervention
Full details are provided in the SUPERB protocol paper.18 
Befrienders attended training and participated in 
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regular supervision (monthly group, one- to- one as and 
when needed) to deliver the intervention as intended. 
Befrienders were matched with and introduced to their 
participant with aphasia soon after and within 1 month of 
randomisation. Matching criteria included geographical 
location and preferences around sex, cultural factors (eg, 
ethnicity, religion, languages spoken), age, and personal 
interests. After they met, both parties had the option to 
request a rematch, but this did not happen. Befrienders 
worked with 2–4 participants during the project and no 
more than two at any one time.

Befrienders visited participants in their own homes 
six times over a period of 3 months (each visit ~1 hour). 
Another two optional visits within the next 6 months 
could also be offered for a gradual transition to the end 
of peer- befriending. The schedule and nature of visits was 
agreed between the pair at their first meeting, as well as 
possible goals for the intervention (eg, participants might 
highlight concerns that they would like to discuss or activ-
ities that they would like to pursue). Subsequent visits 
included: conversation, problem solving, trips out and 
joint activities.

After each visit, to control for differences between 
befrienders and ensure adherence to protocol, 
befrienders completed an aphasia friendly, 12- question 
record form (including whether a visit was cancelled and 
reason why, topics discussed, activities undertaken and 
date and time of next visit). The supervisor helped if 
necessary and collated the forms during monthly super-
vision sessions.

Adherence rating: development of fidelity checklists for 
training, supervision and delivery of treatment
All training sessions, all but first and last supervision 
sessions, and one of six visits per pair were recorded to 
be rated for adherence. The visit chosen was not selected 
randomly but rather for practical reasons: as befrienders 
experienced difficulties with recording, a mutually conve-
nient visit was chosen for a research assistant to set up 
equipment, leave for visit to take place and return to 
collect equipment. Three checklists were developed 
for the training, supervision and intervention visits 
(see online supplemental files 1–3). In line with recent 
recommendations, the development process involved 
identifying intervention components, reviewing related 
measures and obtaining user feedback on the checklists’ 
content.23 Training checklist items were based on training 
manual content. Supervision and intervention visit items 
were based on the Health Behaviour Change Competency 
Framework24 which describes the competencies required 
to develop and deliver interventions; and the Measure of 
Participation in Conversation and Measure of Support in 
Conversation25 which described behaviours integral to 
communicating with people with aphasia.

The content of each checklist was reviewed through an 
iterative process involving four authors (KH, SM, NB and 
BM) with experience of both the befriending interven-
tion and fidelity. Items were either essential or optional. 

Essential items (rated ‘present’ or ‘absent’) were 
behaviours considered critical to the delivery of the inter-
vention. Optional items (‘present, ‘absent’ or ‘not appli-
cable’) were behaviours which would enhance aspects 
of the intervention but were not critical in every session 
(eg, discussion of risk and safeguarding in supervision, 
presence of humour). The training checklist comprised 
24 essential items. The supervision checklist comprised 
14 items (13 essential). The intervention visit checklist 
contained 16 items (13 essential, three optional).

The checklists were piloted by an MSc student who 
rated two training sessions, four supervision sessions and 
one visit. The ratings were discussed with the two lead 
authors (NB, KH) and minor changes were made to make 
item descriptions clearer.

Fidelity rating process
Raters comprised eight MSc Speech and Language 
Therapy students and one research assistant with a 
degree in Speech and Language Therapy. No raters were 
involved in the intervention. Depending on their skill 
and experience, raters attended a training session of 2–4 
hours which involved familiarising them with the check-
lists, watching and rating session videos using the fidelity 
checklists and discussing rating discrepancies.

Each session was rated for adherence by two raters, 
which allowed testing of inter- rater reliability. For intra-
rater reliability, sessions were rerated by the same rater 
after a period of at least 2 weeks. Interim fidelity results 
were fed back to the supervisor to use during befriender 
supervision to ensure protocol adherence.

Analysis of adherence
The adherence score for each session was calculated by 
dividing the number of checklist items present by the 
number of items expected (excluding items recorded as 
not applicable).26 These scores were then converted to a 
percentage score. A score of 80% and above reflected a 
high level of treatment adherence.26 27 To calculate inter- 
rater and intrarater reliability, Gwets AC1 was used.28 29 
This statistic is less susceptible to skew due to prevalence 
compared with Cohen’s kappa.30 A reliability coefficient 
of 0.81–1.00 is considered very good, 0.61–0.80 good, 
0.41–0.60 moderate, 0.21–0.40 fair and below 0.20 poor.28 
Reliability was calculated for essential items only. Statis-
tical analyses were carried out using STATA V.13.

RESULTS
Study design
Treatment dose within condition and implementation setbacks: 
training and supervision
Three training programmes were completed, attended 
by five, three and two befrienders, respectively. Each 
befriender attended one training programme. All training 
sessions were videotaped and completed as intended in 
4–6 hours (not including rest periods) over 2–3 days.

https://dx.doi.org/10.1136/bmjopen-2020-047994
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There were 25 group supervision sessions, and 77 
individual sessions (6 face e to face, 67 telephone and 
4 email). Each group session lasted a median length 
of 90 min (IQR=90–90) and the median number of 
befrienders attending each group session was 5 (IQR=4–
6). Befrienders were expected to attend group supervi-
sion while they were actively befriending during the trial 
and the median number of group supervision sessions 
attended per befriender was 14 (IQR=8–18). Befrienders 
attended 73% (IQR=52–91) of sessions while they were 
actively befriending. They also attended between one 
and 13 sessions when they were not actively befriending 
(IQR=4.5–10). The topics discussed in each group super-
vision session are detailed in table 2. Topics discussed in 
the earlier group supervision sessions related to admin-
istration, other topics (eg, disability resources available 
to people post- stroke), risk and safeguarding, bound-
aries and managing relatives. In later sessions, how to 
communicate with people with aphasia (and of different 
severities) and endings were commonly discussed. To 
minimise implementation setbacks (and befriender drift) 
supervision sessions consistently covered administration 
issues (63.6%). The seventy- seven individual supervision 
sessions also helped minimise drift and accommodate 
befriender differences. Befrienders attended a median of 

7.5 (IQR=7–8) individual sessions, lasting a median of 10 
min (IQR=10–15).

Treatment dose within condition: intervention visits
The number (table 3) and length of intervention visits 
was recorded. Of the 28 people randomised to the 
intervention arm, 26 gave consent to participate in the 
befriending intervention. The remaining two were either 
not interested or were moving overseas for the duration 
of the intervention. As per protocol, the median number 
of visits attended was 6 (IQR=6–6.5) with a median length 
of 60 min (IQR=60–70 min).

Treatment dose across conditions
Usual care was received in both arms of the trial and 
equivalence of dose assessed. There were no significant 
differences between the usual care and peer- befriending 
groups based on the Client Service Receipt Inven-
tory for residential and nursing home care; hospital 
overnight stays; day patient treatment; accident and 
emergency visits; general practitioner appointments; 
physiotherapy, occupational therapy, speech and 
language therapy sessions; community- based health-
care professionals; dentists; social services; individual 
travel and out of pocket expenses. Importantly, there 
were no significant differences between the two arms 
on total social and healthcare costs and overall total 
costs. There was a higher number of outpatient appoint-
ments for the control group at 10 months (p=0.04).31 To 
explore contamination between conditions, we looked 
in more detail at support services such as befriending, 
stroke groups and other support services (eg, church 
support, gym groups, charity stroke co- ordinator visits). 
One participant from the intervention condition at the 
4- month assessment point reported receiving four visits 
by a Red Cross volunteer providing instrumental support 
with community mobility. No participant reported 
receiving peer- befriending (outside that delivered in 
the intervention arm). An equal number of partici-
pants from both conditions were going to stroke groups 
at 4 (n=16) and 10 months (n=10). A small number of 

Table 2 Topics discussed in group and individual 
supervision sessions (from most to least discussed)

Content

% occurrence 
over all 
supervision

Administration
(eg, update on matches, befriender record 
forms, arranging visits)

63.6

Endings
(eg, how to say goodbye, managing only 
six visits)

36.8

Other
(eg, study information, disability resources)

36.8

Communication
(eg, using total communication strategies, 
identifying topics to discuss)

34.9

Boundaries
(eg, managing distractions, personal 
boundaries, understanding your limitations)

27.3

Managing relatives 19.6

Emotions
(eg, managing own and other’s emotions, 
providing emotional support)

19.1

Risks and safeguarding
(eg, reminders of process, check in- out)

19.1

Coping with people living in difficult 
circumstances

16.3

Getting started
(eg, managing first visit, practical 
considerations)

13.9

Table 3 Number of intervention visits completed by 
participants (n=26)

Befriending visits N (%)

Visit 1 24 (92.3)

Visit 2 24 (92.3)

Visit 3 22 (84.6)

Visit 4 21 (80.8)

Visit 5 21 (80.8)

Visit 6 21 (80.8)

Visit 7 (optional) 6 (23.1)

Visit 8 (optional) 4 (15.4)

Total visits completed 143
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participants received other support services across arms 
(n=4 in intervention vs n=3 in usual care at 4 months; 
n=2 in intervention at 10 months).

Training providers
Standardisation of training and provider skill acquisition
Adherence for training sessions ranged from 91.7% to 
100%. For the 12 items in the checklists that more closely 
tapped into befriender skill acquisition and accommo-
dating befriender differences, 10/12 (83%) were rated as 
present by both raters, at all trainings. Only 1–2/24 items 
were rated as absent in 4/9 training ratings. Training 
inter- rater reliability was very good (Gwets AC1 0.91–0.96, 
p<0.001). Intra- rater reliability was very good for one 
training session (Gwets AC1=0.95 (0.85–1.0), p<0.001), 
with no variability between ratings for the remaining 
sessions (rated 100%).

Minimising befriender drift and accommodating differences
Adherence for supervision sessions ranged from 83% to 
100%, based on 22/25 sessions (first and last excluded as 
planned; fifth session not recorded due to human error). 
Only two items were rated as absent. Inter- rater reliability 
could not be calculated (no variability in scores, that is, all 
essential items rated present by both raters). Intra- rater 
reliability was calculable and very good for one super-
vision session (Gwets AC1=0.90 (95% CI 0.66 to 1.00), 
p<0.001), with perfect agreement for remaining sessions.

Delivery of treatment
Aspects of the fidelity of the treatment delivery that relate 
to supervision (in terms of controlling for befriender 
differences, reducing differences in treatment, ensuring 
adherence to protocol) and group comparisons of 
services received (to minimise contamination effects) 
go across categories and have been covered under study 
design and training of providers above. In this section, 
the focus is primarily on the intervention visits.

Controlling for befriender differences and adherence to protocol: 
intervention visits
Participants were matched with befrienders according 
to set criteria (table 4). Given that befrienders had to 
travel to the participant’s home, geography was the 
major deciding factor. To control for differences between 
befrienders, researchers consistently considered prac-
ticalities (eg, smokers, pets), interests and hobbies, and 
commonalities in terms of ethnic/cultural background, 
religion and sex. Most participants did not mind what 
the ethnic or religious background, age or sex of the 
befriender was (16/26; 61.5%). Where participants did 
indicate a preference, it was related to a befriender’s sex 
(6/26; 23.1%), ethnic background (3/26, 11.5%), age 
(2/26, 8%) and religious background (1/26, 3.8%).

No adverse events were recorded for any of the 26 
matches. Two participants who initially gave consent to 
participate in peer- befriending withdrew before the first 
visit as they did not feel they had the time to participate 
or felt uncomfortable with having visitors in their home. 
For the remaining 24 participants, four befrienders were 
matched with three participants, three with two partici-
pants; two with one participant; and one befriender was 
matched with four participants. Six visits were completed 
by 21 (87.5%) of befrienders. Of the three participants 
who did not complete the required number of visits, one 
could not be contacted after the third visit, one stopped 
as they felt they did not need more visits, and for the last 
one, their significant other did not feel the visits were 
beneficial.

Further evidence of controlling for befriender differ-
ences and ensuring adherence to protocol come from 
visit statistics and the befriender record forms. Of the 
143 visits completed, 116 (79.5%) happened as planned, 
27 (18.5%) were rescheduled and only three (2.1%) 
were cancelled. Of those rescheduled, 22 (81.5%) were 
rescheduled only once. Reasons for first rescheduled 
or cancelled visits were related to person with aphasia 
(50%), peer- befriender (40%) or other reasons. Across 
the 143 visits, befrienders completed the aphasia- friendly 
record form for 139 visits (97.2%) with a median of 11 
(of 12) responses recorded on each form (IQR=10–11). 
These forms were checked by the supervisor to ensure 
intervention was delivered as intended.

Reducing differences within treatment
In terms of adherence of intervention visits, of the 
24 participants that had befriending visits, 20 video-
taped visits were obtained; four participants completed 
fewer than the required six visits and were unable to be 
videotaped during the intervention period for practical 
reasons. Adherence for intervention visits is reported in 
table 5 and ranged from 66.7% to 100%, with only one 
visit rated below 80% by one rater. Across the 20 visits, 
nine different checklist items were rated as absent on at 
least one occasion. The three items most often reported 
as absent were: ability to manage the physical and social 

Table 4 Proportion of participants matched to befrienders 
on the following criteria

Matching criteria N (%)

Geographical location 25 (96.2)

Similar interests 22 (84.6)

Similar hobbies 15 (57.7)

Ethnic/cultural background 17 (65.4)

Religious background 16 (61.5)

Similar age 6 (23)

Same sex 16 (61.5)

Environment for example, smokers/pets 24 (92.3)

Other (eg, same language, both have 
children, befriender experience in working 
with people with severe aphasia)

5 (19.2)
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environment, give relevant support to the befriendee and 
have a natural and non- patronising conversation.

For inter- rater reliability, there was a moderate (Gwets 
AC1=0.44 (95% CI −0.15 to 1.00), p=0.13) to very good 
level of agreement (Gwets AC1=0.82–1.00, p<0.001) 
between the two raters for eight intervention visits, with 
perfect agreement for the remaining sessions (n=12). 
Intrarater reliability was good to very good for four visits 
(Gwets AC1=0.76–1.00, p<0.01), with perfect agreement 
for other sessions (n=16).

Treatment receipt
Some fidelity strategies span across categories. Aspects 
of fidelity of treatment receipt that related to training 
(eg, communication skills training) and supervision (eg, 
number of times communication was discussed) have 
been covered above.

Ensuring participant comprehension of the intervention
Checklist items that rated acknowledging the compe-
tence of the person with aphasia were reviewed. The 
essential items (n=4) related to how the befriender 
created a natural, non- patronising and sensitive conver-
sation, that demonstrated active listening of the thoughts 
and concerns of the participant and responded in a way 
that was sensitive and respectful. These four items were 

rated as present for 18/20 visits. The optional items (n=2) 
related to how a befriender used humour to help partici-
pants (eg, to reduce tension) and how they responded to 
a participant’s humour. These two items were frequently 
rated as not applicable in 10/20 and 9/20 visits.

Ensuring participant use of cognitive skills
Checklist items that rated the ability of the befriender to 
acknowledge and reveal the competence of the person 
with aphasia were reviewed (three additional essential 
items). All items were rated as present with the exception 
of one item that was rated as absent in 2/20 visits by a 
single rater.

Treatment enactment
Treatment enactment of befriending is complex and 
relates not only to participant activities but also their 
feelings, identity and coping. Qualitative data from the 
SUPERB trial are rich and extensive and capture treat-
ment enactment; they are reported elsewhere.32 Here, we 
provide some illustrative comments, using pseudonyms, 
that demonstrate a degree of treatment enactment. There 
were instances where participants with aphasia undertook 
activities that they would not have done if it were not for 
their befriender. One participant, Betsy did not like to go 

Table 5 Treatment adherence for intervention visits

Intervention
visit
(visit no out of six)

Rater 1%
(items implemented/items 
expected)

Rater 2 time 1* %
(items implemented/items 
expected)

Rater 2 time 2* %
(items implemented/items 
expected)

1 (V4) 92.9 (13/14) 100 (16/16) 100 (16/16)

2 (V4) 100 (15/15) 100 (16/16) 100 (16/16)

3 (V2) 92.9 (13/14) 100 (14/14) 100 (15/15)

4 (V2) 93.3 (14/15) 100 (14/14) 100 (15/15)

5 (V3) 100 (14/14) 100 (14/14) 100 (16/16)

6 (V4) 100 (16/16) 87.5 (14/16) 85.7 (12/14)

7 (V2) 100 (15/15) 93.3 (14/15) 87.5 (14/16)

8 (V2) 100 (16/16) 100 (15/15) 100 (15/15)

9 (V4) 100 (14/14) 100 (15/15) 100 (15/15)

10 (V5) 66.7 (10/15) 100 (15/15) 100 (15/15)

11 (V5) 92.3 (12/13) 92.9 (13/14) 92.9 (13/14)

12 (V5) 100 (16/16) 100 (16/16) 100 (16/16)

13 (V4) 100 (16/16) 100 (16/16) 100 (16/16)

14 (V5) 100 (15/15) 100 (14/14) 100 (15/15)

15 (V4) 100 (16/16) 100 (15/15) 100 (15/15)

16 (V3) 100 (15/15) 100 (14/14) 100 (15/15)

17 (V4) 100 (16/16) 100 (13/13) 100 (13/13)

18 (V5) 100 (16/16) 100 (15/15) 100 (15/15)

19 (V5) 100 (15/15) 84.6 (11/13) 85.7 (12/14)

20 (V6) 100 (14/14) 100 (13/13) 100 (13/13)

*Time 1 and 2 refer to rating time points by the second rater to calculate intrarater reliability.
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out but said that seeing her befriender, who she felt was 
like her, going out helped her start going out.

Other participants reflected on taking on the advice of 
the befrienders. They valued that befrienders gave advice 
from personal experience. Tips, such as recommending 
local stroke support groups and a taxi- card service, were 
perceived as helpful and had been acted on. James said 
a key realisation for him was that his befriender was still 
able to drive, and that he could aspire to that too. Ivy 
continued to meet her befriender at a local stroke group, 
which he had first invited her to.

DISCUSSION
We planned and employed a range of strategies to ensure 
the fidelity of the peer- befriending intervention for 
people with aphasia in the SUPERB trial. Fidelity across a 
range of categories was high. All befrienders attended the 
training and a high number of group supervision sessions. 
Over 80% of participants received the required six 1- hour 
intervention visits. Adherence was high for training and 
supervision sessions and moderate- to- high for interven-
tion visits. Fidelity ratings were reliable: very good for the 
training and supervision sessions; and moderate to very 
good for the intervention visits.

High adherence to fidelity checklists is consistent with 
the few other studies in aphasia.26 27 33 High adherence to 
training and supervision is likely due to using the same 
set of materials, structured agenda and the same expe-
rienced facilitators across all sessions.10 Strategies to 
support the befrienders included monthly group sessions 
and individual supervision as required, which were 
key to preventing drift in their skills and ensured they 
completed visits. Monthly group meetings have previously 
been offered for other befriending studies.14 Befrienders 
were highly supported to attend group supervision partic-
ularly during the time they were completing intervention 
visits. Supervision provided an opportunity to minimise 
implementation setbacks (eg, managing communication, 
boundaries) and to refamiliarise befrienders with rele-
vant topics from the training (eg, risk and safeguarding, 
ending visits).

There was excellent adherence for a large proportion 
of intervention visits. To maximise protocol adherence, 
monitoring fidelity prospectively ensured that differences 
within the intervention arm (and between befrienders) 
were minimised.2 9 Deviations could be fed forward to 
the facilitator of the supervision sessions to review and 
discuss visit related topics. Befrienders were able to 
promote supported conversation for participants34 where 
they listened to the opinions and concerns of people 
with aphasia and gave them the opportunity to speak. 
Even those befrienders (n=4) who were matched with 
participants with severe aphasia could accommodate 
their skills to communicate effectively with participants. 
Nevertheless, some variability was noted in adherence 
for the intervention visits. The nature of the sessions 
may help to explain this. More highly structured sessions 

(eg, training and supervision) tend to show greater 
fidelity.35 Befriending visits are less structured and inher-
ently require a more subjective judgement, for example, 
whether a befriender has spoken in a natural and non- 
patronising manner or used and responded appropri-
ately to humour. Greater rater training to clearly explain 
vague or ambiguous terms and establish a predetermined 
level of agreement before rating study samples may 
help.36 However, more variability may also reflect lack of/
developing skills for some befrienders, during their initial 
pairings before fidelity checks had occurred. Subsequent 
feedback ensured befrienders displayed the necessary 
skills for future matches.

Behaviours related to managing the environment, 
giving support to the participant and having a natural 
conversation were the ones most commonly rated as 
absent. However, they were mostly rated as absent by a 
single rather than both raters. This finding may suggest 
they were missed, too subtle to have been observed or 
difficult to assess, with training inadequate for helping 
raters accurately recognise them. Therefore, clearer spec-
ification of behaviours may be needed. In half the eval-
uated sessions both raters judged the use and response 
to humour as ‘non- applicable’, suggesting these items 
should remain optional. Humour is considered integral 
to interactions with friends but there may be fewer oppor-
tunities for humour with less familiar people,37 and not 
all interactions require humour.

This study advances our understanding of fidelity 
beyond simply adherence to an intervention protocol, 
as in previous studies.1 3 4 38 While a focus on implemen-
tation and factors that may moderate fidelity4 could be 
appropriate for pragmatic trials,39 the results of this study 
demonstrate the importance of planning a compre-
hensive set of fidelity practices at the outset of an early 
explanatory trial, like SUPERB. Through consideration 
of strategies proposed by Bellg et al,2 our understanding 
of fidelity moves beyond treatment delivery alone. Insight 
is gleaned of the planned strategies that led to the fidelity 
results, such as, same skilled facilitators, standardised 
training with set materials, regular and flexible super-
vision, feeding fidelity findings into supervision. This 
latter strategy did not happen with one befriender early 
in the trial who had low adherence; in contrast, overall, 
discussing fidelity of visits in supervision before giving 
a befriender a second match ensured differences were 
considered, engagement encouraged and understanding 
of important components of intervention maximised.

Another strength of this study was the broad range 
of information gathered about the dosage of training, 
supervision and intervention; adherence and reliability. 
In SUPERB, 100% of training, 88% of supervision and 
14% of intervention sessions were checked by two inde-
pendent raters for adherence and all of these were rated 
for reliability. In most studies, a proportion of sessions 
(usually 10%–33%) is rated for adherence with a propor-
tion of those second rated for reliability.11 26 27 40 Further-
more, reliability was calculated in multiple ways which is 
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rarely done in aphasia trials. Many studies use per cent 
agreement to determine reliability, which does not take 
chance agreement into account.41 This study provided 
more reliability evidence by using Gwets AC1 that can 
be calculated if there is variability in the scores of one 
rater, instead of the commonly reported kappa, which 
requires variability in the scores of both raters. The study 
also provided a description of services received by those 
participants in the usual care arm to monitor for contam-
ination effects.

Limitations included not having a videotaped interven-
tion visit for all 26 pairings, and only rating for adher-
ence 1/6 visits for each match. Visits to record were not 
chosen randomly but on practical grounds (availability of 
researcher to visit session) which may have led to some 
selection bias. It is also possible that the highly selec-
tive videoing of sessions influenced the behaviours of 
befrienders. Videoing all sessions might reduce such an 
impact and allow random selection of sessions for rating. 
Despite the restricted sampling, 14% visits were rated for 
adherence which is consistent with other studies.11

In terms of clinical implications, peer- befriending for 
people with aphasia can be implemented with good- high 
fidelity. Careful planning, thorough training, regular 
(group) and flexible (individual) befriender supervi-
sion minimise drift and ensure the intervention is deliv-
ered as intended. Supervision should be provided by a 
skilled facilitator with experience in working with people 
with aphasia. Information gathered from supervision 
suggested that helping befrienders to plan and organise 
visits was a vital part of the practical support they needed. 
In addition, refamiliarising befrienders throughout 
supervision with topics initially trained and checking 
fidelity early and feeding back to befrienders is needed to 
ensure the intervention is delivered as intended.

CONCLUSION
Peer- befriending for people with aphasia post- stroke was 
delivered with good- high fidelity in the SUPERB RCT. The 
study was novel as one of still only a handful of aphasia 
trials reporting fidelity in a systematic way, based on a 
theoretical framework.33 39 42 43 The study demonstrated 
the importance of comprehensive planning for fidelity at 
the outset of a trial and the need for ongoing rigorous 
monitoring throughout the trial to ensure an interven-
tion is implemented as intended.
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