Health Expectations W l L E Y

| ORIGINAL ARTICLE DD

Adapting an Osteoarthritis Peer Mentorship Intervention
for Remote Delivery to People Experiencing
Socioeconomic Disadvantage: A Multi-Method Approach

Anna M. Anderson">** @ | Elizabeth Lavender' | Samantha Mason' @ | Linda Eckersley' | Susan Barry" |

Amrit Daffu-O'Reilly’ | Heidi Green® | Mark Conner® | Gretl A. McHugh'

School of Healthcare, University of Leeds, Leeds, UK | Leeds Institute of Health Sciences, University of Leeds, Leeds, UK | 3Leeds Institute of Rheumatic
and Musculoskeletal Medicine, University of Leeds, Leeds, UK | “National Institute for Health and Care Research (NIHR) HealthTech Research Centre in
Accelerated Surgical Care, Leeds, UK | SCOUCH Health, Manchester, UK | ®School of Psychology, University of Leeds, Leeds, UK

Correspondence: Anna M. Anderson (a.anderson@leeds.ac.uk)
Received: 22 January 2025 | Revised: 7 March 2025 | Accepted: 18 March 2025

Funding: This project has been funded by the Nuffield Foundation's Oliver Bird Fund (OBF/FR-000023819) and Versus Arthritis, but the views expressed are
those of the authors and not necessarily the funders. Visit www.nuffieldfoundation.org and www.versusarthritis.org.

Keywords: intervention adaptation | osteoarthritis | peer mentorship | public involvement | self-management | socioeconomic disadvantage

ABSTRACT

Background: Osteoarthritis (OA) is a common musculoskeletal condition which can cause debilitating pain and other
symptoms. OA is more prevalent, and the impact is greater, among people experiencing socioeconomic disadvantage.
While peer support is a recommended strategy for addressing these health inequalities, evidence in this area is limited.
We previously developed and feasibility tested an in-person OA peer mentorship intervention in a group with limited
diversity. This study adapted the intervention for remote delivery to people experiencing socioeconomic disadvantage.
Methods: This multi-method study was informed by the ADAPT guidance. Focus groups and interviews were conducted
with 20 adults with hip/knee OA experiencing socioeconomic disadvantage to explore barriers and enablers to engagement
with remote OA peer mentorship. The findings and project team members' suggestions informed provisional adaptations.
The intervention was further adapted and finalised through two participatory workshops conducted with five people with
relevant lived experience, four community organisation representatives, and six Patient and Public Involvement (PPI)
representatives; and four intervention delivery practice runs undertaken by four PPI representatives.

Findings: A wide range of barriers and enablers were identified to two target behaviours - using self-management strategies
and attending remote OA peer mentorship sessions. The identified barriers/enablers and additional study activities led to
various adaptations. These spanned the delivery and content of the peer mentor training, mentorship sessions, and sup-
porting resources. The adapted intervention consists of six 1-h self-management support sessions delivered remotely by a
trained peer mentor. The remote format is flexible, with support available for addressing barriers related to making video-
conferencing calls.

Conclusions: This study rigorously and systematically adapted an in-person OA peer mentorship intervention for remote
delivery to people experiencing socioeconomic disadvantage. Employing a multi-method approach with diverse partners was
key to identifying what adaptations were required.

Patient or Public Contribution: PPI representatives played a central role in this study as project team members (two
individuals), Project Advisory Group members (three individuals), and wider PPI group members (six additional individuals).

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.

© 2025 The Author(s). Health Expectations published by John Wiley & Sons Ltd.
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This extensive PPI aimed to ensure the adapted OA peer mentorship intervention is useful, acceptable, and accessible to the

people it aims to benefit.

Trial Registration: ISRCTN registration of the overall project was obtained on 18 May 2023 (ISRCTN78088278).

1 | Introduction

Osteoarthritis (OA) is a long-term musculoskeletal (MSK)
condition mainly affecting older adults [1]. Approximately 10
million people have OA in the United Kingdom (UK) alone,
with the hip and knee being the most common sites [1]. While
some people with OA are minimally affected, others experience
debilitating symptoms such as joint pain, stiffness, and mobility
limitations [1, 2]. These symptoms can profoundly affect peo-
ple's daily activities, ability to work, and mental wellbeing [1].
OA is also associated with social isolation and numerous other
long-term conditions and generates large costs for individuals
and wider society [1, 3].

OA is more prevalent, and the impact is greater, among people
experiencing socioeconomic disadvantage [4]. While there is no
widely accepted definition of socioeconomic disadvantage, it is
generally used to refer to people living in less favourable social
and economic circumstances than the majority of others in the
same society’ [5, 6]. Many indicators of socioeconomic dis-
advantage have been identified, such as living in a deprived
area, having low educational attainment, being unemployed,
and being a refugee [5, 6].

People experiencing socioeconomic disadvantage may face a
range of barriers to accessing formal healthcare such as social
distance from health professionals, transportation issues, and
competing priorities [7-10]. These and other barriers may limit
people’'s engagement with self-management strategies, which
are widely recognised as key to managing OA [8, 11]. For ex-
ample, people experiencing socioeconomic disadvantage may
lack social support to exercise or find it difficult to eat a healthy
diet due to food insecurity [8, 11]. Engagement with self-
management interventions is lower among people experiencing
socioeconomic disadvantage; hence, self-management inter-
ventions may increase health inequalities if they are not
appropriately tailored to the needs of low socioeconomic
groups [12].

The UK Arthritis and Musculoskeletal Alliance (ARMA)
recently published a report on tackling MSK health inequalities
[8]. This recommends providing supported self-management
strategies, including peer support. A systematic review and
meta-analysis suggested peer support interventions for adults
with chronic MSK pain may improve pain, self-efficacy and
function compared to usual care, but the evidence certainty was
low to very low [13]. This review highlighted few studies
investigated one-to-one peer support, despite the benefits of
tailoring support to people's individual needs. Additionally, few
studies investigated online or telephone delivery formats. The
authors reported this is likely to have limited recruitment of
individuals from under-served groups and suggested further
research of telehealth-based peer support interventions is war-
ranted given their potential accessibility and scalability [13].

We previously developed a peer mentorship intervention in
which trained volunteers with hip/knee OA (‘peer mentors’)
delivered up to eight one-to-one community-based self-
management support sessions to other people with OA (‘men-
tees’) [14]. Our feasibility study demonstrated the intervention
was acceptable and feasible and may offer benefits for both peer
mentors and mentees [14-16]. However, the mentors and
mentees lacked diversity, and the intervention was only deliv-
ered in person. To help address these limitations and the
inequalities highlighted above, we aimed to adapt our in-person
OA peer mentorship intervention for remote delivery to people
experiencing socioeconomic disadvantage.

2 | Methods

2.1 | Design

This study is Phase 1 of a mixed-methods project informed by the
ADAPT guidance [17]. The subsequent phases will be reported
elsewhere. This study addressed the ADAPT cross-cutting prin-
ciple and Steps 1 and 2 (Figure 1; Supporting File S1).

This study involved two subphases. Phase 1a involved identi-
fying provisional adaptations for the OA peer mentorship
intervention. Phase 1b involved developing and finalising the
adapted intervention.

2.2 | Theoretical Framework

To ensure the adaption process had a sound theoretical basis,
this study drew on the Theoretical Domains Framework (TDF)
[18, 19]. A key step when using the TDF is to specify the target
behaviour(s). The OA peer mentorship intervention is a com-
plex intervention targeting multiple behaviours. To ensure this
study could be completed with the time/resources available,
two broad target behaviours were specified:

1. Using self-management strategies

2. Attending remote OA peer mentorship sessions
The TDF has been linked to the Capability Opportunity Moti-
vation model of Behaviour (COM-B) [20]. The COM-B model

was used in this study to structure the findings about influences
on the target behaviours.

2.3 | Ethical Approval, Registration and
Reporting

Ethical approval for the overall project, including this study,
was obtained from the South Birmingham Research Ethics
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Step 1
Assess the rationale for
intervention and consider
intervention-context fit

ADAPT

Cross-cutting principle: Form an adaptation team of diverse stakeholders

. 1 — =\
guidance Step 2 Step 3
Plan and undertake adaptations Plan and undertake piloting and evaluation J
( Step 4 )
Implement and maintain
the adapted intervention
— \_ at scale Y,
Phase 1 Phase 2 ( Phase 3 ) ( Potential future work A
Intervention development Intervention set-up Process evaluation RCT, implementation, and
Phase 1a: Exploring barriers Recruiting and training peer Delivering and evaluating “I» maintenance of the
and enablers mentors the adapted intervention adapted intervention
Phase 1b: Developing and
OA peer finalising the adapted l
mentorshi intervention e N
. .|p Stakeholder discussion
intervention =
. forum
adaptation L p,
Project team: 2 PPl members, 7 professional members?
Project Advisory Group: 3 PPl members, 9 professional members?
PPI group: 2 study team PPl members, 3 Project Advisory Group PPl members, 6 additional
PPl members
FIGURE1 | Project flow chart. 'The cross-cutting principle and steps are quoted from the ADAPT guidance [17]. > The professional project team

members included six university-based researchers and a Director of Health Equity. *The Project Advisory Group professional members included an

independent chair, a community organisation representative, four clinical and academic experts, one coproduction and community engagement

expert, and two project funder representatives. An image description of the flow chart is available in Supporting File S1. OA, osteoarthritis; PPI,

patient and public involvement; RCT, randomised controlled trial.

Committee (23/WM/0108). All research participants pro-
vided written or electronic informed consent before partici-
pating. The overall project was registered on ISRCTN on 18
May 2023 (ISRCTN78088278). The study reporting has been
informed by the ADAPT guidance [17], Framework for Re-
porting Adaptations and Modifications-Enhanced (FRAME)
[21], and GRIPP2 short form [22].

2.4 | Project Team and Oversight

The overall project team includes two PPI members (L.E., S.B.)
and seven professional members (Figure 1). Five members were
involved in the previous feasibility study as peer mentors (L.E.,
S.B.), the project lead (G.A.M.), the Volunteer Coordinator
(E.L.)) or a Research Associate (A.M.A.). The project team's
expertise spans various relevant areas, such as OA self-
management, psychology, and working with under-served
groups.

The overall project is being overseen by a Project Advisory
Group (PAG) involving three PPI members and nine profes-
sional members (Figure 1). The PAG met once before, once

during, and twice after this study, with one further meeting
planned. Key PAG roles in this study included offering advice
on recruitment-related challenges, monitoring the study
progress, and feeding back on the preliminary findings.

2.5 | Patient and Public Involvement

The aim of PPI in the overall project is to ensure that the
adapted OA peer mentorship intervention is useful, accept-
able, and accessible to the people it aims to benefit. To help
achieve this, PPI representatives are valued members of the
project team and PAG (described above) and six additional
PPI representatives are actively involved in a wider PPI
group. All the wider PPI group members have hip and/or
knee OA and direct or indirect experience of socioeconomic
disadvantage. The wider PPI group met once before, once
during, and twice after this study, with one further meeting
planned. Key roles of the wider PPI group in this study
included advising on the study plans, helping draft/revise
public-facing study materials, and helping to develop and
finalise the adapted OA peer mentorship intervention as
described below.
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2.6 | Phase la: Exploring Barriers and Enablers

2.6.1 | Overview

Phase 1a was a qualitative descriptive study focused on exploring
barriers and enablers to engagement with a remote OA peer
mentorship intervention among people experiencing socioeconomic
disadvantage. The findings were used to inform provisional adap-
tations to the in-person OA peer mentorship intervention.

2.6.2 | Participants

To facilitate recruitment of diverse participants, advertisements
were shared via General Practices, social media, community or-
ganisations, PPI representatives, additional networks, and Egality
- a community engagement agency dedicated to reducing health
inequalities by improving inclusion in research. Recruitment
strategies included targeting to neighbourhoods with high
socioeconomic deprivation (20% most deprived) using the Eng-
lish Index of Multiple Deprivation (IMD) [23]. The advertise-
ments included the wording ‘feel that you are disadvantaged
because of your finances, education or social circumstances’
rather than referring to socioeconomic disadvantage to promote
understanding.

Adults able to provide informed consent were eligible if they:

« Had been diagnosed with hip/knee OA by a health pro-
fessional and,

+ Considered themselves to be experiencing socioeconomic
disadvantage assessed by the question ‘Do you consider
yourself to be experiencing socioeconomic disadvantage?’

If a potential participant had difficulty understanding the
socioeconomic disadvantage question, it was rephrased to ask if
they felt they missed out on opportunities due to their financial,
educational or social circumstances and examples were pro-
vided (Supporting File S2).

The socioeconomic disadvantage question was based on one of the
project team member's previous projects [5], which highlighted that
patients and the public may prefer terminology that emphasises the
dynamic nature and potential transience of socioeconomic dis-
advantage. Asking a broad question about socioeconomic dis-
advantage was considered more appropriate than asking questions
about specific indicators (e.g., income or educational attainment)
given specific questions may have appeared more intrusive. Addi-
tionally, asking potential participants to self-identify as experiencing
socioeconomic disadvantage was considered preferable to relying on
an area-based deprivation index such as the English IMD as dep-
rivation indices have conceptual and practical limitations [24]. For
example, they are constructed based on subjective judgements (e.g.,
regarding the weighting of individual indicators/domains), and
living in a deprived area does not necessarily mean someone is
deprived and vice versa [24].

Maximum variation purposive sampling was employed based
on joint affected (hip/knee), age, gender, and ethnicity [25, 26].
Individuals who saw the advertisements themselves or heard

about the study via word-of-mouth were screened. During the
recruitment, numerous contacts were received from suspected
‘imposters’ (individuals providing false identities [27, 28]).
Table 1 summarises indicators of suspected imposters and
strategies used to mitigate their participation.

There is no universally accepted approach for determining the
sample size in qualitative studies, with approaches such as
saturation, information power, and rules of thumb all receiving
criticisms [29, 30]. This study involved reflexive thematic
analysis as described by Braun and Clarke [31, 32], who suggest
estimating an approximate sample size a priori and determining
the final sample size during the data collection phase [29].
Correspondingly, it was estimated a priori that approximately
15 participants would be required [33, 34]. The final sample size
of 20 participants was determined during the data collection
phase to ensure sufficiently rich and diverse perspectives were
obtained for answering the research question.

2.6.3 | Data Collection

The Phase 1a data collection was undertaken between July and
September 2023. Data were primarily collected via focus groups
to enable discussions between participants. To promote inclu-
sion, participants were offered the opportunity to participate in a
one-to-one interview if preferred. Based on the participants’
preferences, two focus groups were held online, one focus group
was held in person, four interviews were held via telephone, and
one interview was held online with a family member present as a
Patwari interpreter. All three focus groups included five partici-
pants. The online data collection was undertaken using Microsoft
Teams. Participants were offered the opportunity to join a prac-
tice online meeting and receive training on using Microsoft
Teams. Participants were offered a £25 recognition payment and
reimbursement for WiFi costs as applicable.

Before their focus group/interview, participants completed a
brief sociodemographic and clinical characteristics question-
naire administered via telephone by one researcher (A.D.O.).
The focus groups were co-facilitated by two researchers ex-
perienced in qualitative methods (E.L., A.D.O.). Two re-
searchers conducted the individual interviews (E.L., A.D.O.).

The focus groups/interviews explored barriers and enablers to
the target behaviours. The discussions were guided by a topic
guide developed with reference to the TDF [18, 19]. The prompt
questions covered self-management, information needs, peer
mentorship, and experience of using the Internet/videoconfer-
encing (Supporting File S3). The topic guide was reviewed by
both project team PPI members, who did not suggest any
changes but provided advice on how to sensitively approach the
topic areas. Due to the ethics application timing, pilot testing
the topic guide was not feasible.

Field notes were recorded after the focus groups/interviews.
The online focus groups and interview were recorded and
automatically transcribed using the built-in functionality of
Microsoft Teams. The in-person focus group and four telephone
interviews were recorded using an encrypted digital recorder
and transcribed by a professional transcription company.
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TABLE 1 | Indicators of suspected imposters and mitigating strategies.

Indicators of suspected imposters

Mitigating strategies

Batches of similar emails were received during a short space of
time, including during the night.

Numerous emails followed a similarly worded template, which
was either very brief or used excessively formal language,
sometimes with replication of wording from the study
advertisements.

Other aspects of the emails were concerning, such as one email
including a survey intended for another organisation and one
individual using several different email addresses.

Individuals were difficult to communicate with, did not attend
screening meetings, and/or were reluctant to turn their
camera on.

Individuals provided vague responses about where they heard
about the study.

Individuals used different names/aliases, often with a first name
and surname that could both have been either a first name or
surname, with the first names and surnames occasionally
switched round.

The timing of emails was reviewed.

The wording of emails was reviewed.

The email addresses, email content, and any attachments
were reviewed.

Individuals were asked to join a screening meeting via
telephone or videocall with a researcher as part of the
recruitment process and were asked to turn their camera on
where possible.

Individuals were asked where they heard about the study as
part of the recruitment process.

Names of individuals were reviewed and checked for
consistency.

2.6.4 | Data Analysis

Data were analysed using reflexive thematic analysis [31, 32].
QSR International NVivo software (version 14) and Microsoft
Excel were used to help organise the data. All four researchers
(AM.A, EL, SM., A.D.O.) directly involved in the analysis
employed reflexive approaches, such as recording and discuss-
ing reflections on the data collection and/or analysis process.

The transcripts were initially coded inductively by two re-
searchers, with one (A.D.O.) coding all the transcripts and the
other (E.L.) coding three transcripts. Three researchers (A.M.A.,
S.M., E.L.) reviewed the initial inductive coding to identify
barriers and enablers to the target behaviours. The barriers and
enablers were grouped into two deductively developed themes,
each addressing one of the target behaviours.

Each theme was classified into subthemes based on the COM-B
components [20]. The themes and subthemes were summarised
narratively. In addition, behavioural analysis tables were cre-
ated using a similar approach to intervention development
studies [35, 36]. This provided a transparent way of mapping the
barriers and enablers to the COM-B components, TDF domains,
and original intervention features or adaptations. The beha-
vioural analysis tables were discussed and refined by the project
team. Further feedback on the analysis process and findings
was obtained through PAG meetings.

2.7 | Phase 1b: Developing and Finalising the
Adapted Intervention
2.71 | Overview

Phase 1b involved developing and finalising the adapted OA
peer-mentorship intervention. Provisional adaptations were

undertaken based on the focus group/interview findings and
project team members’ suggestions. The team members’ sug-
gestions focused on addressing considerations identified in the
previous study of the in-person OA peer mentorship interven-
tion [14]; updating the content to align with the current
National Institute for Health and Care Excellence (NICE) OA
guideline [37]; and ensuring the intervention can be delivered
remotely in an inclusive and acceptable way. The participatory
workshops and mentorship delivery practice runs described
below were then undertaken to guide further adaptations and
finalise the intervention.

2.7.2 | Participatory Workshops

Two participatory workshops, each lasting 2h, were held in
November 2023. Both were conducted online via Microsoft
Teams due to the geographical dispersion of attendees. To en-
sure diverse perspectives were considered, attendees included:

« Five people with hip/knee OA experiencing socioeconomic
disadvantage recruited by sharing study advertisements/
information via community organisations, a university
public engagement group, and a previous community en-
gagement project.

« Four community organisation representatives recruited by
approaching six Leeds-based community organisations that
work with people with hip/knee OA experiencing socio-
economic disadvantage.

« Six PPI representatives, two of whom were peer mentors in
the previous study, recruited through the study PPI group.

The attendees were diverse in their ethnicity, gender, confi-
dence in using the Internet, experience of OA, and the region of
England they were based in. Public attendees were offered
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support with Microsoft Teams, a £30 recognition payment, and
reimbursement for WiFi costs.

Before the workshops, the attendees were given a document
summarising the study background, workshop purpose, and
workshop plans. Each attendee was invited to attend one
workshop only. Both workshops were co-facilitated by three re-
searchers (A.M.A,, E.L., A.D.O.) following an agenda (Table 2).

PowerPoint slides were shared onscreen to support the workshop
activities. With the attendees' consent, the workshops were recorded
and automatically transcribed using the built-in functionality of
Microsoft Teams. Following each workshop, the attendees were
asked to provide feedback via a brief online questionnaire.

2.7.3 | Mentorship Delivery Practice Runs

Four members of the wider PPI group each took part in two
practice runs of delivering peer mentorship sessions. The PPI
members provided feedback by completing a form with ques-
tions focusing on the delivery and accessibility of the resources,
connecting and communicating online, content of the resource
pack and handouts, working through the ‘Getting active, stay-
ing active’ topic and any other feedback.

2.7.4 | Intervention Description

The suggested adaptations from the participatory workshops and
mentorship delivery practice runs were documented in tables along
with whether each adaptation was made and the rationale for
making/not making the adaptation. The final decisions about
whether to make adaptations were agreed upon through team
discussions. All the adaptations made were coded using the
FRAME [21] by one researcher (A.M.A.) and verified by a second
researcher (M.C.). A process-oriented logic model of the adapted
intervention was created by revising the original intervention logic
model [14].

3 | Results

3.1 | Phase la: Exploring Barriers and Enablers

3.1.1 | Participants

Eighty-nine individuals contacted the research team to express
an interest in participating, of whom 36 were screened, 31 were
eligible, 24 consented and 20 participated. Figure 2 provides the
reasons for exclusion at each stage.

Table 3 presents the participant characteristics. The participants
are referred to below by their pseudonym, gender and data
collection format.

3.1.2 | Overview

Numerous barriers and enablers to the target behaviours were
identified and grouped into two deductively developed themes:

« Theme 1: Barriers and enablers to using self-management
strategies

« Theme 2: Barriers and enablers to attending remote OA
peer mentorship sessions

Details and illustrative quotes about the barriers and enablers
are provided for each theme below, classified into subthemes
based on the COM-B components.

3.1.3 | Theme 1: Barriers and Enablers to Using Self-
Management Strategies

The Theme 1 barriers and enablers span all the COM-B com-
ponents except for physical capability and eight TDF domains.
Most barriers and enablers were addressed by the original
intervention features, so only a few adaptations were required
(Table 4).

3.1.3.1 | Psychological Capability. Insufficient knowl-
edge about OA and its management appeared to present a
barrier to using self-management strategies for a few in-
dividuals. For example, when one individual was asked how she
felt a peer mentor talking to her about OA and its management
might benefit her, she responded:

To know more about it really because I don't know much
about it.
(Audrey, female, telephone interview)

While a couple of focus group participants appeared able to find
relevant self-management information online, others reported
difficulty finding online information they could trust and
understand. Despite these barriers, many participants demon-
strated knowledge of specific self-management strategies, such
as healthy eating and physical activity.

3.1.3.2 | Physical Opportunity. Numerous focus group
participants and interviewees highlighted aids or resources they
find helpful, such as walking aids, cushioned trainers, home
adaptations, heat, and massage. Having access to a swimming
pool, hydrotherapy, or gym appeared to be an enabler to physical
activity for a small number of participants. Conversely, one
interviewee highlighted lack of infrastructure as an issue:

We've no buses, theyve cut off our Sunday bus completely,
we've no shops, we've no infrastructure down here that
would help people make life easier.

(Nicola, female, telephone interview)

3.1.3.3 | Social Opportunity. Support from family,
friends, and groups was highlighted as particularly helpful by
some participants. Valued support included advice from trusted
friends or peers, practical support, emotional support, and
having other people to do activities with:

And at that point she says, mum, will you do it if I do it
with you, you have to follow this way, you have to eat this
and that? And I was in tears and she could see that and
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TABLE 2 | Participatory workshop agenda.

Activity

Overview”

Welcome and group introductions

Introduction to the workshop

Peer mentorship intervention content

The facilitators welcomed all attendees, and everyone introduced themselves.

A facilitator briefly introduced the plan for the workshop and clarified key terms

such as ‘peer mentor’ and ‘mentee’.

A facilitator shared drafts of the peer mentor resource pack and participant handouts

on screen. Attendees were encouraged to discuss their views of the resources pack,

handouts, and overall intervention content. The core topics ‘Eating well, feeling well’

and ‘Building an active lifestyle’ were discussed in depth as earlier work suggested
those topics would be particularly sensitive/challenging to cover.

Break

Peer mentor training

All attendees took a brief break.

A facilitator outlined the provisional plan for training the peer mentors. Attendees

were encouraged to discuss their views of the training content and delivery.

Peer mentorship intervention format

A facilitator outlined potential options for the peer mentorship intervention format:

six sessions delivered one-to-one; six sessions delivered by one peer mentor to a small
group of mentees; or two sessions delivered one-to-one followed by four sessions
delivered by one peer mentor to a small group of mentees. Attendees were
encouraged to discuss their views of each format.

Thank you and close

The facilitator thanked all attendees.

“The activities were largely undertaken in the order listed, but a flexible approach was employed, and some discussions related to the activities overlapped.

Expressed interest = 89

/ Not screened = 53 \

Not contactable = 6
Suspected imposters = 43
Did not meet purposive
selection criteria = 2
Enquired too late = 1
Did not answer all screening
questions = 1

—

T

Screened = 36

—

(" Not eligible = 5 )
No experiencing socioeconomic
disadvantage = 3
No formal osteoarthritis
\_ diagnosis = 2 J

T

Eligible = 31

—

(" Did not consent =7 )
Decided to become a peer
mentor = 1
Did not complete consent form

- =6 J

T

Consented = 24

—

Did not participate = 4
Withdrew after consent = 3
Lost contact after consent = 1

Il

Participated = 20

FIGURE 2 |
descriptive study. An image description of the flow chart is available in
Supporting File S1.

Flow chart for participants in the Phase 1a qualitative

then just my other daughter rang at that point as well
and she says, I'll join you as well, mum, we'll all do it
together.

(Kamala, female, in-person focus group)

A few participants highlighted limitations with support from
family, friends, and groups, for example due to lack of availa-
bility and not having personal experience of OA. Several re-
ported inadequate support from health and care professionals
due to issues such as the professionals appearing disinterested,
being too focused on prescribing medications, or not providing
personalised support. Conversely, some participants reported
positive experiences with professionals such as doctors, social
prescribers, or physiotherapists.

3.1.3.4 | Reflective Motivation. Mobility/physical limi-
tations due to OA were mentioned during all the focus groups
and interviews. Some participants reported their pain as ex-
cruciating and highlighted they require adjustments to com-
plete daily tasks. Many reported that their activities are
restricted. Balancing rest and activity was highlighted as a
specific challenge. Multiple participants also reported other
health conditions that limit their mobility/physical abilities,
with a few believing their different conditions may compound
each other:

[...] if I didn't have the osteoarthritis, maybe I would be
able to deal with the other conditions a bit better.
(Fiaz, female, telephone interview)

Some participants were concerned that physical activity/ex-
ercise would aggravate their pain, for example due to doing
exercises incorrectly. In contrast, multiple other participants
highlighted physical activity/exercise as helpful, with a few
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TABLE 3 | Phase 1 participant characteristics. reporting how they had benefited from exercising themselves.
Another belief expressed by a few participants was that pain

Characteristic Number (% . . . .
(%) management medications are ineffective. Feelings of helpless-
Gender ness, depression, or anxiety due to the pain of their OA and/or
Male 8 (40) restrictions in their activities were reported by a few partici-
Female 12 (60) pants, and could contribute to participants feeling demotivated:
Age (years) But after, but during covid it's got worse and worse and
30-39 1(5) therefore I can't get to some of those things that I used to
40-49 1(5) do which is very frustrating and I've just got to try and
50-59 5 (25) restrict myself to what I can do and that's what I find and
60-69 7 (35) it can be demotivating in many ways and upsetting.
(Sheila, female, online focus group)
70-79 5 (25)
80-89 1(5) Personal motivations for self-management, such as wanting to
Ethnicity spend time with their children or avoid having surgery, were
highlighted as important by a few participants.
Black British 3 (15) ghig P Y particip
British East European 1(5) 3.1.3.5 | Automatic Motivation. One interviewee and a
British Indian 4 (20) focus group participant reported being afraid to go out due to
British Pakistani 4 (20) th.e risk of falling/their knees buckling or being a target of hate
crime:
East African Asian 2 (10)
English American 1(5) The other thing as well is obviously in terms of using sticks
White British 5(25) and whatever there, there's a stigma against disabled people

and also there's a fear factor that people will pick on some-
body who uses a stick et cetera, you know, to attack you or do

Site of osteoarthritis
Knee 13 (65)

things.
Hip 2 (10) (Shafag, male, online focus group)
Both 5 (25)
Time living with OA (years)
2<5 4 (20) 3.1.4 | Theme 2: Barriers and Enablers to Attending
Remote OA Peer Mentorship Sessions
5<10 8 (40)
10<20 3 (15) The Theme 2 barriers and enablers span all the COM-B com-
>20 5 (25) ponents except for physical capability and seven TDF domains.

While a few Theme 2 barriers and enablers were addressed by

Consider themselves to have a disability the original intervention features, most required adaptations

Yes - because of OA 15 (75) (Table 5).
Yes — because of OA plus other 2 (10)
conditions 3.1.41 | Psychological Capability. A couple of inter-
Yes - because of a condition(s) other 1(5) viewees stated they did not know what peer mentorship is.
than OA While a few focus group participants reported some un-
No 2 (10) derstanding of peer mentorship, their views ranged from
‘someone telling you what you should, you could be doing to
Have access to the Internet help yourself to a more nuanced understanding of a
Yes 18 (90) peer mentor as someone with OA who ‘can pass information
No 2 (10) and their experiences on’ and provide mutual support/
encouragement.
Experience of using videoconferencing
Not at all experienced 6 (30) An important facilitator related to engaging with remote sup-
Fairly experienced 1(5) porF appeared to be prior experience of making videoconfer-
. . encing calls:
Quite experienced 4 (20)
Experienced 4 (20) Yeah, because I'm used to it now. All the Zoom meetings
Very experienced 5 (25) and everything, I can do it.

. " (Arin, female, in-person focus group)
Abbreviation: OA, osteoarthritis.
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TABLE 4 |

Behavioural analysis for using self-management strategies.

Original intervention features

COM-B component TDF domain Barriers [B] and enablers [E] [F] and adaptations [A]
Psychological Knowledge Insufficient knowledge about OA  Include ‘Self-managing osteoarthritis’
capability and self-management as a core topic, with facts and myths
strategies [B] about OA [F]
Knowledge about OA and self- Include core topics on key self-
management strategies [E] management strategies, including
physical activity/exercise, weight
management, and activity pacing [F]
Skills Difficulty finding or Provide self-management support,
understanding relevant self- including a resource pack [F]
management information Adapt the wording and formatting of
online [B] the resource pack and mentee
Being able to find relevant self- handouts to improve readability,
management information clarity, and accessibility [A]
online [E] Add extra links to national support
organisations to the ‘Getting
connected’ topic in the participant
handouts [A]
Physical opportunity Environmental Use of aids or resources Include the Versus Arthritis booklet

context and resources

Social opportunity Social influences

Beliefs about
capabilities

Reflective motivation

Beliefs about
consequences

Intentions

Automatic motivation Emotions

(including cushioned trainers) to
self-manage [E]
Access to sports/health
facilities [E]
Lack of infrastructure e.g.
transport [B]

Limitations with support from
friends, family, and groups [B]
Support from friends, family, and
groups [E]

Inadequate support from health
and care professionals [B]
Support from health and care
professionals [E]

Mobility/physical limitations due
to OA [B]
Mobility/physical limitations due
to other health conditions [B]
Believing physical activity/
exercise will cause pain [B]
Believing physical activity/
exercise is beneficial [E]
Believing that pain management
medications are ineffective [B]

Feelings of helplessness,
depression, or anxiety leading to
demotivation [B]

Personal motivations for self-
management [E]

Fear of going out [B]

‘Footcare and footwear’ as an extra
document with the handouts if
indicated [F]

Provide tailored support, accounting
for individual needs and
circumstances [F]

Change ‘Getting connected’ to an
optional topic [A]
Ensure all peer mentors have lived
experience of OA and are trained [F]

Ensure all peer mentors have lived
experience of OA and are trained [F]

Provide tailored support, including a
tailored home exercise programme [F]

Explain the benefits of exercise and
address negative beliefs [F]

Change ‘Managing pain’ to a core
topic, with guidance about nonmedical
forms of pain management and
guidance/signposting related to
medications [A]

Include signposting to professional
mental health support in the ‘Getting
motivated’ handout [F]

Provide tailored support, including
support with setting personal goals [F]

Provide tailored support, including
addressing individual fears [F]

Abbreviations: COM-B, Capability, Opportunity, Motivation Model of Behaviour (1); OA, osteoarthritis; TDF, Theoretical Domains Framework (2).
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TABLE 5 | Behavioural analysis for attending remote osteoarthritis peer mentorship sessions.

COM-B Original intervention features [F] and
component TDF domain Barriers [B] and enablers [E] adaptations [A]
Psychological Knowledge Not knowing what peer Provide a tailored explanation of peer
capability mentorship is [B] mentorship as part of the recruitment to the
Knowing what peer intervention and during the matching
mentorship is [E] process [F]
Adapt the wording of the mentee
recruitment materials to clarify the concept
of peer mentorship [A]
Skills Experience of making video Offer flexibility with the choice of
calls with a specific videoconferencing platform [A]
videoconferencing platform [E]
Physical Environmental Lack of access to a digital Offer mentees a loan digital device and Wi-Fi
opportunity context and device and adequate internet support funds [A]
resources connection [B]

Social opportunity

Reflective
motivation

Automatic
motivation

Difficulty engaging at specific
times of day [B]

Lack of time to engage in peer
mentorship [B]

Social influences Female peer mentor or all-

female group [E]

Peer mentor who speaks the
same language or an
interpreter present [E]

Peer mentor with lived
experience of OA [E]

Empathetic peer mentor [E]

Beliefs about
capabilities

Low confidence in ability to
make videoconferencing
calls [B]

Beliefs about
consequences

Concerns about peer
mentorship [B]
Believing peer mentorship
would be beneficial [E]

Concerns about a remote
format [B]
Believing a remote format
would be appropriate or
advantageous [E]

Believing a group format would
be advantageous [B]
Believing a one-to-one format
would be advantageous [E]

Emotion Feeling fed up with or stressed

by videoconferencing calls [B]

Offer flexibility with the timing of the
mentorship sessions and consider timing
preferences during matching [F]

Cannot be directly addressed.
Offer the option of same-gender matching [F]

Offer the option of having a peer mentor who
speaks the same language or an interpreter
present [A]

Ensure all peer mentors have lived experience
of OA [F]

Include guidance on being empathetic in the
peer mentor training [F]

Offer the option to hold mentorship sessions
via telephone [A]
Offer mentees reassurance about the remote
format and digital coaching/support [A]

Offer tailored peer mentorship which focuses
on the mentee's desired benefits and
addresses their concerns [F]

Offer the option to hold mentorship sessions
via telephone or videoconferencing [A]
Offer mentees reassurance about the remote
format and digital coaching/support [A]

Offer the option of having mentorship in
small groups (rather than one-to-one only) if
feasible [A]

Offer the option to hold mentorship sessions
via telephone or videoconferencing [A]
Offer mentees reassurance about the remote
format and digital coaching/support [A]

Abbreviations: COM-B, Capability, Opportunity, Motivation Model of Behaviour (1); OA, osteoarthritis; TDF, Theoretical Domains Framework (2).
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Correspondingly, a couple of interviewees highlighted they
would want the peer mentorship to be provided using a vid-
eoconferencing platform they were familiar with.

3.1.4.2 | Physical Opportunity. A few focus group parti-
cipants highlighted lack of access to a digital device and/or
adequate internet connection as a barrier to making videocon-
ferencing calls. One linked this to financial concerns:

And unfortunately, in this day and age where people are
struggling with money and things that are going to be cut
back, and it could be Internet and things like that that
are cut back, I like to say.

(Angela, female, online focus group)

One focus group participant reported he would have problems
attending sessions too early or late in the day due to difficulty
getting up and falling asleep respectively, while an interviewee
reported she does not have time to engage in activities for
herself due to supporting a family member with dementia.

3.1.4.3 | Social Opportunity. The importance of having a
peer mentor with lived experience of OA was evident across
most focus groups and interviews. However, there were differ-
ing opinions in one focus group about whether a mentor needed
to have more experience/knowledge of OA than their mentee:

The argument to use someone experienced, you know it
makes sense, but also the opposite argument that if you
have somebody who's not so experienced, so more the peer
to peer thing, somebody who's similar is starting on, on a
journey where they've just been diagnosed with osteo-
arthritis, that may also perhaps work because you [are]
kind of discovering new things, new treatments together.

(Aadil, male, online focus group)

Having an empathetic peer mentor appeared to be a key facil-
itator to attending mentorship sessions. Four interviewees
highlighted the importance of having a female peer mentor or
all-female group for personal or cultural reasons. Additionally,
the interviewee with a Patwari interpreter stated she would
need a peer mentor who spoke her language or interpreter
present.

3.1.44 | Reflective Motivation. Low confidence in their
ability to make videoconferencing calls appeared to be a barrier
for multiple participants. Some felt receiving digital support
would help address that, whereas others felt they would
struggle to learn/remember how to make videoconferencing
calls.

Not on the tablet. I've got learning difficulties, so, like I
said, I don't know if I'd pick it [up] and that.
(Audrey, female, telephone interview)

Concerns about peer mentorship were raised in a few focus groups
and interviews, including whether the peer mentorship could
account for people’s individual needs and the risk of the peer
mentor becoming controlling. Conversely, numerous potential

benefits of OA peer mentorship were identified across all the focus
groups and interviews. These related to the peer mentor sharing
experiences and providing personalised holistic support, including
emotional support, encouragement, motivation, information, and
practical advice. Having space to share and feel listened to was
also considered important:

[...] it'd be very beneficial because it's still being able to
speak to somebody and discuss all the things that...you
know, the daily things that affect you with this pain and
how to manage, but also somebody's there listening to you
as well.

(Rifat, female, online interview)

Participants’ perspectives about delivering peer mentorship
remotely varied widely. Key concerns were that remote inter-
actions are ‘stilted’, ‘cold’ and ‘too pedantic’, and people may
learn less due to factors such as missing out on body language.
While some participants reported liking videoconferencing calls
due to being able to see people, one interviewee reported she
would only be happy to receive remote support via telephone.
Despite the concerns raised, most participants felt a remote
format would be appropriate or even advantageous. Suggested
advantages included the possibility of making a recording to
play back later, practical benefits such as not needing to travel,
and time and money savings:

You don't have the travelling time and the waiting time,
so my day's short anyway because of lack of sleep. So
taking those factors out of the day makes life a lot easier.

(Michael, male, online focus group)

Participants’ preferences for a one-to-one or group format also
varied. Some liked the idea of being able to learn from other
people's experiences in a group. Others stated they would prefer
one-to-one support because it would be more personalised, and
some people may not fit in or have confidence to share in a
group. Offering people choices of online, remote and hybrid
formats, and one-to-one or group options, was suggested as a
potential strategy for meeting people's individual needs.

3.1.4.5 | Automatic Motivation. Participants from the
in-person focus group expressed negative emotions about vid-
eoconferencing calls, reporting being ‘really fed up’ and ‘angry’
about the shift towards everything being online. An interviewee
also reported she does not make videoconferencing calls due to
finding them stressful:

I'm not good with it [making video calls] and it stresses
me, so anything that stresses me, I don't do [...]
(Nicola, female, telephone interview)

3.2 | Phase 1b: Developing and Finalising the
Adapted Intervention

Tables 6 and 7 summarise all the adaptations made to the peer
mentorship programme and peer mentor training, respectively,
coded using the FRAME [21]. Most adaptations were made based
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on the focus group/interview findings, project team members’
suggestions, and participatory workshops. Feedback from the
mentorship delivery practice runs reinforced the need for a few
adaptations and led to five additional adaptations. A small
number of points raised during the participatory workshops and
practice runs were not addressed. Supporting File S4 summarises
these points and provides further details about the rationale for
each adaptation.

Feedback on the workshops was provided by 67% of attendees.
Workshops were positively evaluated as being interesting, inform-
ative and well-organised. Attendees appreciated having materials
sent to them beforehand and felt encouraged to contribute and raise
any concerns about the proposed intervention.

The finalised adapted OA peer mentorship intervention
involves six 1-h self-management support sessions delivered
remotely by a trained peer mentor. Mentees can express a
preference to receive the support sessions individually or in a
small group via telephone or a videoconferencing platform of
their choice. Figure 3 provides a logic model of the intervention.
Supporting File S5 provides examples of the implementation of
the key behaviour change techniques (BCTs). As with the pre-
vious intervention, the implementation of BCTs and the choice/
order of topics is flexible and participant led, but peer mentors
are encouraged to cover all the core topics at least once and set/
review goals with the mentee each week.

4 | Discussion

This study's multi-method approach enabled an in-person OA
peer mentorship intervention to be rigorously and systemati-
cally adapted for remote delivery to people identifying as ex-
periencing socioeconomic disadvantage. A wide range of
adaptations were made, spanning the content and delivery of
the peer mentor training, peer mentorship sessions, and sup-
porting resources. Coding the adaptions using the FRAME [21]
demonstrated substantial diversity in the types of adaptations,
their goals, and the reasons they were made. Numerous adap-
tations were made at the target group level, and so would apply
whenever the intervention is delivered. A smaller number of
adaptations were made at the individual level. These would
only apply to individuals with particular characteristics, such as
lack of access to a digital device.

The barriers and enablers to using self-management strategies
identified in this study largely align with those reported in
previous literature. For example, this study and previous studies
have highlighted that unhelpful beliefs about OA can present
barriers to self-management [11, 16, 38]. This has led to a global
call to action from the ‘Change OA Narrative’ (COAN) Initiative
[11]. The suggested new narrative frames OA within the biop-
sychosocial framework and promotes a strengths-based
approach aimed at empowering people to make healthy life-
style changes and use self-management strategies. The COAN
Initiative emphasise the new narrative needs to be shared in
acceptable, accessible, and easily understandable ways [11].
Correspondingly, this study adapted the wording and format-
ting of the resource pack and mentee handouts to improve
readability, clarity, and accessibility.

As highlighted in Tables 4 and 5, many of the barriers and
enablers identified in this study did not require adaptations as
they were already addressed by the in-person OA peer men-
torship intervention. For example, the facilitator ‘Personal
motivations for self-management’ was already addressed
through the provision of tailored support, including support
with setting personal goals. This could potentially help increase
mentees' intrinsic motivation for using self-management
strategies.

Another action recommended by the COAN Initiative is to develop
culturally relevant self-management programmes [11]. This study
provides examples of cultural adaptations, such as offering cultur-
ally adapted versions of the ‘Eatwell guide’ [39-41]. The importance
of considering culture was also highlighted by Woodward et al. [10]
in a qualitative study of self-management of multiple long-term
conditions among people experiencing socioeconomic deprivation.
As in this study, Woodward et al. [10] reported different conditions
may exacerbate each other, highlighting the need for personalised
and holistic self-management support. This study's participants
largely felt that peer mentors could play a valuable role in providing
such support. This corresponds with qualitative findings from the
feasibility study of the in-person OA peer mentorship intervention,
in which ‘Making the intervention individually relevant’ was
identified as an enabler of self-management [16].

Many of the other barriers and facilitators identified by Woodward
et al. [10] overlap with this studys findings. For example,
Woodward et al. [10] highlighted potential benefits and limitations
of informal social support. They also reported that technology can
play empowering and disempowering roles in supporting self-
management and suggested that policymakers should invest in
supporting populations experiencing socioeconomic disadvantage to
access digital health resources. This study's adapted intervention
aims to support digital inclusion by offering a loan digital device,
WiFi support funds, reassurance about the remote format, digital
coaching/support, and a choice of videoconferencing platforms.
Importantly, the adapted intervention can also be provided to
people who are unwilling or unable to use digital technologies
through the provision of printed resources and telephone support.
This addresses recommendations from groups such as ARMA and
NHS England, which emphasise the importance of offering non-
digital support options [8, 42]. This flexible approach is also likely to
support possible roll out and sustainability of the intervention by
addressing barriers related to digital awareness, literacy and access.

4.1 | Strengths and Limitations

Key strengths of this study include its rigorous multi-method
approach, inclusion of diverse partners, and extensive PPI. The
participants varied in key characteristics such as their ethnicity and
experience of using videoconferencing, which helped ensure dif-
fering perspectives were considered. While many adaptations were
made based on the focus group/interview findings and project team
members' suggestions, a range of additional adaptations were
identified through the participatory workshops and mentorship
delivery practice runs (Tables 6 and 7). This demonstrates the added
value of employing a combination of activities with different in-
dividuals. Feedback about the PPI activities suggested they went
well, with PPI representatives feeling their comments were actively
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Goal(s) Reason?

delivery®

What

Driver®

Adaptation®

Area

Recipient: motivation

Improve feasibility

Target
intervention

Training and evaluation:

MDP

Include a suggestion about putting a
smartphone (if used) on speaker during the

and readiness

adding elements

group

mentorship sessions

Recipient: motivation

Improve
effectiveness/

Target
intervention

Training and evaluation:

MDP

Include information about considering falls
risk when recommending outdoor activities

and readiness

adding elements

outcomes

group

Recipient: motivation

Improve
effectiveness/

Target
intervention

Training and evaluation:

PW

Encourage peer mentors to ensure they
regularly recap on previously covered topics

and readiness

adding elements

outcomes

group
Individual

during the mentorship sessions

Recipient: access to

Increase reach or

Training and evaluation:

PT
MDP

Offer peer mentors a loan digital device and

resources

engagement

adding elements

WiFi support funds

Abbreviations: FG/I, focus groups or interviews; MDP, mentorship delivery practice; PW, participatory workshops; PT, project team.

#All the adaptations were planned/proactive adaptations undertaken before feasibility testing of the adapted intervention and were intended to be fidelity consistent.

°“Driver(s) refers to the main activity/activities that led to the adaption. Details of who was involved in each activity are provided in the main text.

©‘Target intervention group’ refers to adults with hip/knee osteoarthritis who are experiencing socioeconomic disadvantage.

d“Recipient’ refers to the peer mentor in this table.

considered and taken on board. A key benefit of the PPI was the
generous sharing of information regarding self-management of OA
from people with lived experience, which could then be passed onto
the peer mentors and their mentees. In addition, a few PPI re-
presentatives acted as ambassadors for the study within their
communities. This enabled cultural sensitivity and local recruitment
to take place through a ‘trusted source’.

Creating behavioural analysis tables based on the COM-B
model [20] and TDF [18, 19] and coding the adaptations using
the FRAME [21] provided a theoretically informed and trans-
parent way of presenting this study's findings. These processes
also have limitations. For example, the behavioural analysis
tables do not account for overlap between TDF domains, and
some of the adaptations did not fit well with the ‘goals’ and
‘reasons’ specified in the FRAME. Involving multiple authors in
the mapping/coding processes helped ensure a range of per-
spectives were considered, but these processes ultimately rely
on subjective decisions.

This study relied on participants self-identifying as experiencing
socioeconomic disadvantage. As detailed in the methods, this
approach was considered to offer some advantages. However, it
relied on potential participants’ making a subjective judgement in
response to a question that some initially had difficulty under-
standing. Correspondingly, it would have been valuable to collect at
least some objective data on participants’ socioeconomic status to
validate the self-identification.

4.2 | Implications for Practice and Future
Research

This study was Phase 1 of a larger project (Figure 1). Phase 2
involved recruiting and training peer mentors. Phase 3 is ex-
ploring the feasibility and perceived usefulness of this study's
adapted OA peer mentorship intervention. This represents a
key next step in determining whether the adaptions have
achieved their aims. The adapted OA peer mentorship inter-
vention is a promising approach for reducing demands on
healthcare services as it would be delivered by trained volun-
teers. It could be particularly accessible and inclusive for people
experiencing socioeconomic disadvantage due to the remote
delivery format and potential benefits of peer support, such as a
sense of connection [16, 43].

A review investigating the effectiveness of self-management
interventions for long-term conditions in people experiencing
socioeconomic deprivation highlighted that delivery by peers
may be beneficial [44]. The findings of this study suggest that
having a peer with lived experience of the same condition is
likely to be key. While the project team agreed at the start of the
project that it would be important to recruit peer mentors who
consider themselves to be experiencing socioeconomic dis-
advantage, this was not explicitly highlighted in the focus
groups or interviews, so further research exploring this would
be valuable.

Wider learning from this study could be applied to other peer
mentorship and self-management interventions. For example, this

e

e

p—

)

>

2

-
~
=
(5]
=1
g
=
]
S
o~
<]
=
®
<
]

18 of 21

Health Expectations, 2025



Problem for people

Adapted OA peer mentorship intervention

Proposed responses

Outcomes for people

Insufficient
self-management
support tailored
to the needs of
people with SED

required

digital coaching/support if required
* Flexibility with timing of sessions
* One-to-one or small group sessions
¢ « Same gender matching if preferred
* Mentor who speaks same

Limited use of
self-management

with OA and SED and mediators with OA and SED
Increased Six one-hour remote peer mentorship sessions Increased capability, Improved pain,
prevalence and covering six core topics and individually selected opportunity, and function and
burden of OA optional topics motivation to attend psychological well-
among people remote peer mentorship being
experiencing Flexible delivery options and support sessions
SED « Telephone or videoconferencing platform of l i
¢ choice -
Attendance at remote Higher health-

+ Loan digital device and Wi-Fi support funds if

« Reassurance about the remote format and

language/interpreter present if required

OA peer mentorship related quality of
sessions life

v

Increased capability,
opportunity, and
motivation to use self-
management strategies

Potential wider
benefits e.g.,
reduced digital-
related inequities

|

strategies
¢ Core topics Optional topics Increased use of self-
- + Self-managing +  Getting motivated management strategies
High levels of .
. functional OA * Relaxing and such as:
Pa'h' }Jnctlona « Setting realistic sleeping « Setting/reviewing
limitations, and L
’ goals +  Communicating goals
psychological . " . .
distress *  Getting active, well « Performing exercises
Sta)l"”g active *  Getting « Being physically active
v * Eating well, connected - Eating a healthy diet
Low health- feeling well * Having a joint » Pacing activities
related quality of : ACt'V',ty pacingin replaced * Using pain
li practice *  Getting support
e . ) management
« Managing pain for work .
strategies
FIGURE 3 | Logic model of the adapted osteoarthritis peer mentorship intervention. This figure is a modified version of Figure 1 in Anderson et al.

[14] created under the terms of the Creative Commons Attribution 4.0 Unported (CC BY 4.0) license (https://creativecommons.org/licenses/by/4.0/).
An image description of the logic model is available in Supporting File S1. OA, osteoarthritis; SED, socioeconomic disadvantage.

study's findings suggest it may be helpful to involve previously
trained peer mentors as facilitators when delivering training to
new peer mentors. This study has demonstrated how behavioural
analysis tables can be used to map barriers and enablers to original
intervention features or adaptations, which could applied in future
adaptation studies.

5 | Conclusion

This study rigorously and systematically adapted an in-
person OA peer mentorship intervention for remote delivery
to people experiencing socioeconomic disadvantage. Given
the potential accessibility and scalability of remote inter-
ventions, and the substantial health inequalities faced by
people experiencing socioeconomic disadvantage, this could
ultimately help to advance health equity. The multi-method
approach resulted in a larger number of adaptations being
made than would have been the case if a single approach had
been used. Including diverse partners was key to identifying
adaptions required for people with different needs and
preferences. This approach is likely to have optimised the
chances that the adapted OA intervention will be feasible
and useful in practice.
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