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INTRODUCTION

Chronic musculoskeletal (MSK) pain refers to pain experienced in the muscles, joints, bones,
or surrounding structures that persists for longer than three months [69]. MSK conditions,
estimated to affect 30% of the population [19], are the most common reason for chronic pain

[94], and result in physical limitations, social isolation, and psychological distress [93].

Healthcare systems world-wide grapple with the escalating burden of chronic MSK pain.
Health professionals face mounting challenges in addressing patient needs due to time
constraints, limited resources and competing demands [26,29,62,63,68]. Many individuals
with chronic MSK conditions do not have access to adequate subsidised healthcare and
cannot self-fund (high costs) [33]. They may attempt to self-manage their condition, although
inadequate access to support and guidance [6,83] often fosters reliance on low-value
treatments (e.g., opioids) [30,46]. Evidence-based, accessible, and high-value adjunct
healthcare options within current systemic constraints are needed.

People with lived experience of pain (i.e., peers) may be well-placed to offer support and
guidance for others with chronic MSK pain. Peer support refers to “the giving of assistance
and encouragement by an individual considered equal” [25 p323] as part of a created network
or intervention. Here, ‘equal’ denotes individuals having the same health condition. Peer
support encompasses emotional (listening, reflecting, empathy, reassurance), informational
(advice, knowledge), and appraisal (affirmation, encouragement) support [26]. Peer support
differs from informal support groups as ‘peers’ receive training to deliver the intervention
[26].

Peer support holds potential to augment high-value components of chronic MSK pain care
[27,67], such as self-management, which involves navigating the symptoms and adjustments
associated with living with a chronic condition [10]. Patients may be more trusting and
receptive to support and education from peers with analogous experiences, imparting greater
benefit than general health guidance provided by health professionals [24]. Lack of ‘shared
identity’ (via lived experience) can heighten scepticism when patients receive advice from
someone who has not been in the same position as themselves [80]. This may reduce trust and
rapport, creating a barrier to education and self-management [31,34,77]. While health
professionals play a vital role in educating and supporting patients’ active self-management

[83], implementation of peer support may improve engagement, increase acceptability, and
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alleviate healthcare system strain, particularly given that peer support can take varied forms
(one-to-one, group, face-to-face, online, telephone, hybrid) [62].

A previous review (2014) found limited evidence (n=5 studies) for the effectiveness of peer
support for adults with chronic non-cancer pain [23], and its wide scope (including all chronic
non-cancer pain) resulted in high participant/outcome heterogeneity, preventing meta-
analysis. While numerous clinical trials have been published since, warranting an update,
focussing of the review question holds clinical relevance. Peer support interventions for non-
MSK pain (e.g., AIDs) may have important differences to those for MSK pain (e.g., does pain
reflect disease progression?), and differing prognostic trajectories and treatment response
between MSK/non-MSK populations can muddy interpretation of clinical outcomes.
Therefore, we focussed our review, aiming to summarise and critically appraise available

evidence on the effectiveness of peer support interventions for people with chronic MSK pain.

METHOD

The specific research question of our review was: Are peer support interventions more
effective than usual care, waitlist control and/or other active interventions, in reducing pain
and health service utilisation, and enhancing function, quality of life, self-efficacy, self-
management and perceived social support in community-dwelling adults with chronic MSK
pain? This review is reported in accordance with the PRISMA (Preferred Reporting Items for
Systematic Reviews and Meta-Analyses) guidelines [73] and was prospectively registered on
PROSPERO (CRD42022356850), with amendments tracked (see Appendix 1). All stages of
the review were conducted by two independent reviewers. Any disagreements were resolved
via discussion or, if needed, consultation with a third reviewer. Study authors were contacted
a maximum of three times via email to: provide full texts; clarify eligibility; or provide
missing/unamenable data. If data were irretrievable, studies were included in descriptive
synthesis only. All data collection forms, extracted data, and analysis files are freely available

on Open Science Framework.

Identification and selection of studies:

Study eligibility criteria are provided in Table 1. Peer support interventions were required to
involve formal support provided and received by people with the same condition [26], in

which peers delivering the intervention had received training. Studies in which peer mentors
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were not trained (‘lay-leaders’) [26] or extensively trained (‘paraprofessionals’) [26] were
excluded. Studies with peer support included as the predominant part of a multi-component
intervention were included to enhance ecological validity of our findings given this is a
common real-world scenario. Feasibility randomised controlled trials (RCTs) were eligible

for inclusion. There were no limits on publication period, language, or publication status.

INSERT TABLE 1

A systematic search of MEDLINE, Embase, Emcare, PsycINFO (via OVID), CINAHL
(EBSCO), The Cochrane Library (Wiley), and Scopus (Elsevier) was undertaken from
inception to January 31, 2023. Keywords and database-specific subject headings (e.g., MeSH)
relating to peer support, self-management, and chronic pain were used. The search strategy
was developed in consultation with an academic librarian (see Appendix 2 for full search
strategy). The terms ‘lay-leader’ and ‘lay-led” were included given their historical use to
describe peer support. A grey literature search was conducted, including: Clinical Trial
Registries (ClinicalTrials.gov; Australian New Zealand Clinical Trails Registry); a thesis
database (ProQuest Theses and Dissertations); and Google Scholar (two keyword strings were
used; first 20 results from each exported). Reference lists of all included studies were hand
searched for additional relevant studies, with citation tracking conducted on included studies

using Web of Science (Clarivate, Philadelphia, USA) to identify any further relevant studies.

Search results were exported to EndNote (v.20.4, Clarivate, Philadelphia, USA) for removal
of duplicates, and then exported to Covidence (Veritas Health Innovation Ltd., Melbourne,
Australia), where further duplicates were removed. Following title and abstract screening, the
full texts of potentially relevant studies were retrieved and then assessed for inclusion.
Authors of trial protocols were contacted to determine data availability. Google Translate was
used for non-English publications, with translations cross-checked for accuracy by fluent

speakers of each language.

Data extraction:

A customised, piloted data extraction form was used to capture data on: publication details
(authors, year); study design; recruitment; participant characteristics (age, gender, ethnicity,
education, employment status, diagnosis, condition duration); intervention and control details

(mode, format, duration, frequency, content); sample size and dropouts; study outcomes
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(outcome measures, follow-up timepoints, measures of central tendency [mean, median, mean
difference], and measures of dispersion [SD, IQR, standard error, Cl]); and intervention
adherence/attendance (when available). Data extraction related to social determinants of
health was informed by the PROGRESS-Plus Framework by Cochrane [71].

Risk of bias (RoB) and evidence quality assessment:

The Cochrane RoB assessment tool for randomised trials (version 1) [39] was used to
determine study-specific RoB across the following domains: randomisation; concealment;
blinding; and detection; attrition; reporting; and ‘other’ biases. A lack of blinding of
participants, personnel and of outcome assessment may have influenced outcomes.
Consequently, blinding of participants and personnel was marked as ‘high’ risk for no,
incomplete or broken blinding (including waitlist control comparators), and ‘unclear’ when
there was insufficient information available for judgement. For blinding of outcome
assessment (detection bias), all self-reported clinical outcomes were considered ‘high’ risk if
participants were unblinded. The GRADE approach [8] was used to evaluate the certainty of
available evidence for each comparison/outcome, based on the following domains: risk of

bias; inconsistency; indirectness; imprecision; or publication bias (see Appendix 3).

Data analysis:
Studies were grouped by control comparison (usual care, waitlist control, or active control)

and outcome (e.g., pain, self-efficacy), with sub-grouping based on follow-up timepoint:
short-term (0-3 months); medium-term (4-9 months); and long-term (>9 months), consistent
with prior literature [17]. Given wide variation in outcomes evaluated by included studies, a
pragmatic decision was made to focus analyses on the primary outcomes delineated in our
protocol, rather than reporting all available outcomes. These outcomes were: pain intensity,
self-efficacy, function, health service utilisation, quality of life, social support, and self-

management.

When two or more studies evaluated a similar outcome and used a similar control condition,
meta-analyses were considered. Pooling was undertaken using RevMan Web (v5.4, Cochrane,
London, UK) generic inverse-variance random effects models to calculate Mean Differences
(MD) and 95% Cls. If studies used differing measures for the same outcome, then
Standardised Mean Differences (SMDs) were calculated using Hedges’ g (0.2 small, 0.5
moderate, and 0.8 large effect) [39]. To aid interpretation, SMDs were back-converted to the
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original units of measurement of a commonly known outcome measure using the SD from the
largest, most unbiased, and representative study among those pooled [39]. Post-intervention
data were used for meta-analyses; if unavailable, within-group change from baseline was used
[39]. Cochrane recommended methods were used to transform data into formats amenable to
pooling (e.g., from change score to timepoint data), and when required, correlation
coefficients were used/calculated from analogous studies [39]. If standard deviations (SDs)
were unavailable, data were imputed using established methods [39]. Chi-squared (%) and I-
squared (1?) statistics were used to assess heterogeneity, with p<0.10 interpreted as
statistically significant and 12>50% as substantial heterogeneity [39]. When meta-analyses
included >10 studies, publication bias was assessed using visual inspection of funnel plots for

asymmetry [85]. Where pooling was not possible, narrative synthesis was undertaken.

When multiple measures were used to assess the same outcome in a study, the outcome best
aligned with that of other studies in the pooled analysis was chosen. When studies had
multiple follow-up timepoints falling within our specified subgroups (e.g., short-term),
timepoints most consistent with the other studies in each respective meta-analysis were used,
with non-pooled timepoint results described narratively. The function outcome domain
considered measures of either impaired physical function or disability. Studies reporting on
health service utilisation were pooled based on country to account for differing health

systems.

Five types of sensitivity analyses were conducted: (1) when correlation coefficients were used
for data imputation, sensitivity analyses used correlation coefficient variation of 0.1,
consistent with best practice [39]; (2) when SDs were imputed, sensitivity analyses removed
those studies, as well as imputed highest and lowest available SDs from studies in the pooled
comparison; (3) when peer support was part of a complex multi-component intervention (i.e.,
unable to determine unique effect of peer support), sensitivity analyses removed these studies;
(4) when studies included more than one peer support group, sensitivity analyses used the
alternate peer group data (versus control); (5) when studies used multiple measures for the

same outcome, sensitivity analyses used the alternate outcome measure data.

RESULTS

Flow of studies through review:
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A total of 16,445 records were identified via database searches. Following removal of
duplicates, 7684 unique records underwent title/abstract screening, with 578 full texts
undergoing formal eligibility assessment. From this, 562 records were excluded, resulting in
16 records included via database searches (Figure 1). Grey literature searches identified 4990
records. Following removal of duplicates, 3936 records were screened, with 354 full texts
assessed for eligibility, which resulted in 13 new records included via grey literature searches
(Figure 1). Together, a total of 29 records describing 24 studies were included. Of sixty

authors contacted, concerning 49 records, 41 provided additional information and/or data.

INSERT FIGURE 1

Characteristics of studies:

Study characteristics are summarised in Table 2. Studies were published between 1985 and
2021, recruiting a total of 6202 participants with chronic MSK pain (mean 69% women, range
18-91%; mean ages ranging 42.0 to 77.6 years). Studies were conducted across eight
countries, with half undertaken in the United States (12/24). One study was a feasibility RCT

[4].

Chronic MSK pain conditions studied included: osteoarthritis (OA; n=10 studies); arthritis
(unspecified; n=6); rheumatoid arthritis or ‘rheumatic disorders’ (n=5); upper body or back
pain (n=3), chronic MSK pain (unspecified; n=3), fibromyalgia (n=2), and ankylosing
spondylitis (n=1). Four studies recruited mixed chronic MSK populations [15,47,57,58] and
one study recruited an arthritis subsample as part of a larger study of many chronic conditions
[59]. Thirteen studies (54%) reported participant ethnicity, the majority with predominately
Caucasian participants. Education levels were reported in all but four studies, displaying

significant variability.

INSERT TABLE 2

Intervention characteristics:

Intervention and control condition characteristics are summarised in Table 3. Most peer
support interventions used in-person group sessions (19/24, 79%). Ten studies (10/24, 42%)
evaluated the Arthritis Self-Management Program (ASMP), a community-based program

promoting arthritis management [55]. Another three (3/24, 13%) evaluated the more generic
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Chronic Disease Self-Management Program (CDSMP), which caters to various chronic
conditions [55]. One study featured two peer-led intervention groups: one participant-only
and another including participants alongside spouses [60]. Intervention duration ranged
between two weeks [15] and 12 months [50], with the majority lasting six weeks (14/24,
58%). Adherence or attendance rates, reported by 71% studies, varied considerably (Table 3).
Active control interventions included professionally led self-management courses,
personalised mailed self-management programs, and professionally led tailored exercise
groups. Two of the peer support interventions (2/24, 8%) actively involved individuals with

chronic pain during the design stage of the intervention [4,87].

INSERT TABLE 3

RoB and GRADE outcomes:
Most RoB domains were rated high or unclear (Figure 2). While randomisation methods had

predominantly low RoB (63%), allocation concealment was unclear in most studies (67%)
and blinding of participants/personnel was unclear or high risk for all studies. Given self-
reported outcomes, high risk of detection bias was present across all studies. Attrition bias
was variable, with large variation in drop-out rates and missing data imputation methods. Few
studies had pre-registered protocols, making reporting bias unclear in most cases (63%).
GRADE evaluation showed that all outcomes had low to very low certainty evidence (see
Appendix 3).

INSERT FIGURE 2

Outcomes:

Twenty-two studies (25 of 29 records) could be pooled; the remaining are provided via
narrative synthesis [15,43,78,79]. Table 4 provides an overall summary of meta-analytic
findings. Unpooled data can be found in Appendix 4.

INSERT TABLE 4

Effect of Peer Support Intervention on Pain Intensity (0-100 scale):

Versus usual care (N=9; Figure 3a)
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Pooling showed no significant effect of peer support on pain in the short-term (MD: -1.58
[95%CI -4.83, 1.66], P=0.34, 1>=0%, N=5), although peer support interventions resulted in a
significantly greater reduction in pain relative to usual care in the medium-term (MD: -3.48
[95%CI -6.61, -0.35], P=0.03, 1>=80%, N=6) and long-term (MD: -1.97 [95%CI -3.53, -0.42],
P=0.01, 1>=0%, N=7). Heterogeneity was high in the medium-term.

Versus waitlist control (N=8; Figure 3b)

Pooling showed no effect of peer support on pain in the short-term (MD: 2.00 [95%CI -5.12,
9.12], P=0.58, 1>=0%, N=2) or the medium-term (MD: -2.90 [95%CI -6.62, 0.81], P=0.13,
1=57%, N=7) when compared to waitlist controls. No studies evaluated long-term effects on

pain.

Versus active control (N=7 studies; Figure 3c)

Pooling showed no effect of peer support for pain in the short-term (MD: 4.98 [95%CI -0.08,
10.04], P=0.05, 1>=15%, N=3), medium-term (MD: 1.90 [95%CIl -1.79, 5.59], P=0.31, 1°=0%,
N=3), or long-term (MD: 2.94 [95%CI -0.01, 5.90], P=0.05, 1>=13%, N=4) when compared to
active control. Timepoint outcomes unable to be pooled showed no difference between
groups, including two to three years post-intervention [57,61].

INSERT FIGURE 3

Effect of Peer Support Intervention on Self-efficacy:

Versus usual care (N=6, Figure 4a)

Pooling showed negligible benefit of peer support on self-efficacy relative to usual care in the
short-term (SMD: 0.01 [95%Cl -0.77, 0.79], P=0.98, 1°=81%, N=2), although peer support
resulted in significantly greater effects at both medium-term (SMD: 0.26 [95%CI 0.16, 0.36],
P<0.001, 1>=0%, N=4) and long-term (SMD: 0.21 [95%C]I 0.07, 0.36], P=0.005, 1>=45%,
N=2) timepoints. Studies unable to be pooled had mixed results: one showed no effect at
short-term [15] while the other found significantly greater improvements for those receiving

peer support (vs usual care) at medium- and long-term follow-up [16].

Versus waitlist control (N=4, Figure 4b)
Only one study assessed self-efficacy at short-term follow-up and showed no significant

benefit of peer support over waitlist control [40]. Pooling showed a significant benefit of peer
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support on self-efficacy relative to waitlist control at medium-term follow-up (SMD: 0.36
[95%CI 0.20, 0.51], P<0.001, 1>=22%, N=4). No waitlist control studies measured long-term

self-efficacy.

Versus active control (N=3, Figure 4c)

One study assessed self-efficacy in the short-term and reported no benefit of peer support
relative to an active control [22]. Pooling showed no effect of peer support on self-efficacy
relative to active control at medium-term follow-up (MD: -0.09 [95%CI -0.57, 0.40], P=0.73,
12=27%, N=2). Active controls resulted in significantly greater improvement in self-efficacy
at long-term follow-up (MD: -0.41 [95%CI -0.77, -0.05], P=0.03, 1>=0%, N=2). Timepoint
outcomes unable to be pooled, including two to three years post-intervention, showed no

between group differences [57,61].

INSERT FIGURE 4

Effect of Peer Support Intervention on Function:

Versus usual care (N=9, Figure 5a)

Pooling showed no significant effect of peer support on function relative to usual care in the
short- (SMD: -0.04 [95%CI -0.31, 0.23], P=0.77, 1>=57%, N=5) and medium-term (SMD: -
0.12 [95%C]1 -0.25, 0.01], P=0.07, 1>=35%, N=6), but a significantly greater improvement in
the long-term (SMD: -0.10 [95%CI -0.19, -0.00], P=0.04, 1>=0%, N=5). One study unable to
be pooled found no significant effects [16].

Versus waitlist control (N=7, Figure 5b)

Findings from one study showed no difference in function between peer support and waitlist
control in the short-term [21]. Pooling showed no effect of peer support relative to waitlist
controls in the medium-term (SMD: -0.10 [95%CI -0.23, 0.04], P=0.16, 1>=23%, N=6).

Versus active control (N=7, Figure 5c)

Pooling showed no effect of peer support on function relative to an active control for short-
term (SMD: 0.07 [95%CI -0.17, 0.30], P=0.57, 1>=0%, N=3), medium-term (SMD: -0.10
[95%CI -0.30, 0.10], P=0.32, 1>=0%, N=3), or long-term (SMD: 0.03 [95%CI -0.22, 0.29],
P=0.80, 1>=50%, N=4) follow-up. Timepoint outcomes unable to be pooled showed no

difference between groups, including two to three years post-intervention [57,61].
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INSERT FIGURE 5

Effect of Peer Support Intervention on Health Service Utilisation:

Versus usual care (N=5, Figure 6a)

Pooling showed no effect of peer support relative to usual care on general practitioner (GP)
surgery visits in the medium-term (MD: -0.03 [95%CI -0.20, 0.15], P=0.78, 1°=0%, N=2) or
long-term (MD: -0.03 [95%C]l -0.22, 0.15], P=0.73, 1°=0%, N=2). Findings were mixed in
three studies unable to be pooled: one found no difference between peer support and usual
care on health service utilisation at medium- and long-term [58]; one showed significantly
higher orthopaedic surgeon visits at long-term in the peer support group relative to usual care
but no differences in multiple measures at short-term [1]; and the final, a feasibility RCT,
showed significant reductions in inpatient stay (in favour of peer support) and GP nurse visits

(in favour of usual care) in the short- and medium-term [4].

Versus waitlist control (N=7, Figure 6b)

Pooling showed no difference in physician visits between peer support and waitlist control
groups at medium-term follow up (MD: 0.09 [95%ClI -0.35, 0.53], P=0.69, 1>=0%, N=3). Of
studies unable to be pooled, effects were mixed: three found no significant effect of peer
support on health service utilisation at medium-term [11,36,59], while one showed that peer

support reduced physical therapy visits relative to waitlist control at medium-term [40].

Versus active control (N=3)

While unable to be pooled, two studies showed no significant effect of peer support on health
service utilisation compared to an active controls, spanning medium- and long-term
timepoints [51,57,61], while one showed that peer support reduced physician visits at three
years [57].

INSERT FIGURE 6
Effect of Peer Support Intervention on Quality of life (QoL):

High heterogeneity precluded pooling.

Versus usual care (N=4)
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All four studies comparing peer support to usual care found no significant effect on QoL
assessed at short-, medium- and long-term [1,16,44,74,87,88].

Versus waitlist control (N=1)
The sole study using a waitlist control found statistically significant improvements in one
measure of QoL in favour of peer support at six weeks, but not sustained at six months [40].

Versus active control (N=2)

One study comparing peer support to an active control found no significant effects on QoL at
medium-term [61], while another showed significant improvement in QoL (physical
functioning and general health domains) in favour of the active control group at medium- and

long-term timepoints [22].

Effect of Peer Support Intervention on Social support:

Pooling was not possible; no comparison/outcome/timepoint pairing had more than one study.
Individual studies found no significant effects at any timepoints relative to usual care (via a
feasibility RCT) [4], waitlist control [21,78,79], and active control [21,61,79].

Effect of Peer Support Intervention on Self-management:

Heterogeneity in outcome definition precluded pooling.

Versus usual care (N=3)

A feasibility RCT showed a marked increase in self-management knowledge/behaviours for
peer support versus usual care at short-term and medium-term [4]. Another revealed a
significant effect of peer support for self-management skill acquisition in the short- but not
long-term [1], and one study found no significant effects of peer support on health behaviours

at medium- and long-term [58].

Versus waitlist control (N=4)

One study found significant improvements in self-management knowledge and practice for
peer support relative to waitlist control in the medium-term [54]. Another found no significant
findings for self-management knowledge or behaviour in the short-term [21]. The other two
studies assessed health behaviours, significantly favouring peer support in cognitive symptom
management, relaxation, flexibility exercise, strength exercise [11] and range of motion

exercises [53] relative to waitlist control at four months.
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Versus active control (N=2)

One study comparing to active control revealed no significant effect of peer support, however
subgroup analyses showed greater activation for managing health in those attending over 50%
of the intervention [61]. Another found no significant findings for self-management
knowledge or behaviour in the short-term [21].

Other outcomes:

All other self-reported clinical outcomes are summarised in Appendix 5.

Sensitivity analyses:

Findings were unchanged with sensitivity analyses (see Appendix 6), except for pooled
effects for peer support interventions on long-term self-efficacy relative to active control.
When sensitivity analyses were performed using correlation coefficient variation of +0.1, the
pooled result for long-term self-efficacy became nonsignificant; showing no significant

effects on long-term self-efficacy when compared to active control.

Publication bias:

No pooled analyses included >10 studies, preventing formal evaluation of publication bias
[39].

DISCUSSION

This is the first meta-analytical systematic review to provide comprehensive synthesis of
evidence for peer support interventions in community-dwelling adults with chronic MSK
pain. Our meta-analyses suggest that peer support can improve some self-reported clinical
outcomes relative to usual care and waitlist controls in the medium- and long-term, but there
was no evidence that peer support interventions conferred greater benefit than active

interventions. Evidence certainty was low to very low, precluding definitive conclusions.

Beneficial effects (or not) of peer support were closely tied to the comparison condition.
Counterintuitively, greater benefit of peer support was present for comparisons to usual care
than for comparisons to waitlist (no-treatment) controls. This is surprising given that waitlist

control interventions are often criticised for their potential to overestimate treatment effects

12 of 38



©CO~NOOOTA~AWNPE

[25]. Several explanations may exist. For example, few waitlist control studies could be
pooled, resulting in fewer and smaller meta-analyses, potentially limiting the ability to detect
(likely) modest effects. Further, peer support interventions in usual care studies used diverse
formats (one-to-one or group, face-to-face or online/phone), while waitlist studies did not
(mainly group formats). It is possible that non-significant pooled findings for waitlist control
comparisons reflect lower efficacy for group-based formats of peer support interventions,
although the absence of direct comparison (individual vs group vs waitlist control) precludes
conclusion. High heterogeneity in pooled usual care comparisons that used diverse
intervention formats (e.g., medium-term pain outcomes) supports the possibility that
differences in peer support interventions themselves may contribute to the clinical effect seen.
Regardless, that half (n=4/8) of the pooled wait-list control studies were conducted by the
same author raises concern about potential bias and unbalanced representation of evidence.
Another possible explanation is the lack of comprehensive reporting on if or how waitlist
conditions were monitored, creating uncertainty to whether any co-intervention occurred.
Participants on the waitlist may have sought other care, perhaps even peer support, positively
influencing their clinical outcomes, and thus leading to smaller effect sizes, and non-
significant pooled findings. Strictly monitored three-arm clinical trials are needed to
definitively ascertain the relationship of peer support relative to usual care and waitlist
control, although there remains debate within the field regarding clinical usefulness of waitlist

control comparisons [75].

Peer support interventions showed comparable effectiveness to active intervention controls,
bar long-term self-efficacy outcomes which favoured active interventions. Such findings are
consistent with comparisons in other fields such as cancer [45], diabetes [7], and HIV [14],
when a similar educational intervention is provided by either a peer or a health professional.
Comparable efficacy to active interventions (and/or evidence of no harm) supports
implementation of peer support interventions as an alternative or adjunct to typical clinician-
led care. Most active control studies in this review involved self-management programs
administered by peer leaders (intervention group) or health professional instructors (active
control group), with structural/curricula parity. Perhaps simply engaging in a research
intervention such as a program, regardless of who delivers it, is sufficient to confer beneficial
effects, resulting in minimal between-group differences. Delivering self-management through
peer support may address potential issues that arise when it is offered by healthcare

professionals, potentially alleviating feelings of abandonment and loss of treatment agency
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(see Stenner et al. [84]). Pooled effects showed wide confidence intervals for both short- and
long-term pain outcomes, suggesting evidence uncertainty, and point estimates favoured
active control interventions for most outcomes. However, confidence intervals did not include
clinically important effects for any outcome at any timepoint. Rigorously designed non-
inferiority trials comparing peer support to active interventions with the context of current

health systems are warranted.

Beneficial effects of peer support relative to usual care were limited to later follow-up
timepoints (medium- and long-term); there was no benefit immediately post-intervention.
Such findings were consistent with waitlist control comparisons. Absence of short-term
benefits could be predicted by theories of behaviour change [9,65], which suggest that
changes in health behaviours are underpinned by complex interactions between the individual
and external factors (including social and physical opportunities) incumbent within the
environment. Such changes typically take time to occur, with clinical benefits typically paired
to sustained lifestyle modifications [13]. Half of the self-efficacy meta-analyses (i.e.,
confidence in one’s capacity to carry out an action) [9] demonstrated a higher degree of
confidence in modest effects favouring peer support. Given self-efficacy is an established
mediator of the relationship between pain and disability [49], improvements in self-efficacy
may be required before changes in behavioural outcomes are observed in the longer-term.
Intervention dosage and duration could also play a crucial role. Three-quarters of included
studies (n=18/24, 75%) had intervention durations between four and eight weeks. Research,
including within the chronic pain realm, indicates that shorter versions of self-management
programs are not as effective as longer versions, suggesting that reinforcement, higher dosage
and/or time to solidify learnings may be required for greater impact on complex health
outcomes [52,70].

This review clearly identified areas with minimal available evidence and for which any
conclusion of peer support (non-)effectiveness is pre-emptive. These outcomes include
quality of life, social support, and self-management knowledge and behaviour. Further, while
available evidence suggests that peer support does not reduce health service utilisation,
methodological and contextual heterogeneity was high, and confounding was likely given
high prevalence of co-morbidity (or multi-morbidity) in people with chronic MSK pain that
may also drive healthcare utilisation [41,86]. Sustaining self-management behaviour and

translating these effects into tangible reductions in health service utilisation might be more
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challenging or take longer to materialise. Only one study [57] had follow-up longer than 12
months, thus, follow-up durations may also not have been sufficient to capture meaningful

changes.

None of the point estimates for clinical outcomes nor their confidence intervals reached
established thresholds for clinical importance (see Table 4), although lack of established
minimal clinically important difference (MCID) for some self-efficacy scales (e.g., Arthritis
Self-Efficacy Scale) limited evaluation. Precise estimates (via narrow confidence intervals)
observed for medium- to long-term self-efficacy and functional outcomes relative to usual
care support small positive effects from peer support. Modest clinical changes in favour of
peer support may not be surprising given peer support in isolation is unlikely to induce large
effects, given past work indicating that education and support are most effective when
combined with other interventions such as exercise [35,81]. Exploration of whether adding
peer support to comprehensive pain management strategies appears warranted. Given the high
prevalence and spectrum of chronic MSK pain presentations, there may also be merit in
evaluating whether peer support interventions could be effectively integrated within stratified
care models, potentially based on individualised pain severity and/or support needs.
Quantitative data evaluating the effects of peer support on more global patient benefit is
limited, yet studies incorporating qualitative interviews have more comprehensively captured
effects on quality of life and social support, highlighting the vast perceived benefits of making
supportive interpersonal connections [5,48,63]. Outcomes related to interpersonal enrichment
and empowerment (i.e., connection, rapport, hope) appear important for patients but have
received minimal exploration [5]. Future research to better understand these potential social
and interpersonal advantages are warranted, ensuring the capture of otherwise missed
meaningful benefits, especially considering that chronic pain is often isolating [64,82], with
social isolation shown to increase pain and disability [42,92]. Involving patients in study
design might also ensure improved assessment of meaningful aspects of peer support.

The current evidence holds limitations that merit further exploration. First, two-thirds of
included studies focussed on people with arthritis, underscoring an evidence gap for other
MSK pain conditions. Second, given the majority of included peer support interventions were
structured curricula-based programs, evidence is likely principally limited to informational
support attributes (advice, knowledge), with the extent of emotional and/or appraisal support

unclear [26,56]. Emotional and appraisal support tend to be fostered in less formal settings,
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where sharing experiences, listening, reassurance and encouragement are the focus [26]. For
example, meta-analyses primarily featuring Arthritis and Chronic Disease Self-Management
Programs warrant careful interpretation as they predominately portray formalised, pre-
delineated education for peer support. It is important to consider that the
informational/education components of peer support may hold less significance or importance
than emotional and appraisal support components. Interventions might benefit from allocating
dedicated time to nurture the social and interpersonal dimensions of interactions, separate
from the content delivery. Third, few studies (n=4/24, 17%) adopted one-to-one peer support.
While those that did demonstrated few significant between-group findings (identifying
adherence issues [61], and need for longer-term reinforcement to maintain effects [15,47]),
benefits of individualising educational and self-management interventions to the patient have
been demonstrated [66], warranting future research on tailored one-to-one peer support.
Fourth, few studies (n=4/24, 17%) utilised online or phone delivery modes, likely restricting
recruitment of under-served individuals, such as those in significant pain or limited by
location. Given recent development of efficacious self-management application of health
professional-led interventions via telehealth for chronic pain [76], such a scalable and
accessible delivery mode for peer support interventions seems relevant to pursue. Future peer
support interventions should also consider greater length and/or dosage to cement learnings.
They need to be informed by qualitative findings such as experiences and preferences, while
also considering measuring the potential disadvantages and harms from peer support such as
misinformation and unhelpful advice [5]. Longer-term follow ups are crucial for exploration
of outcomes reliant on prolonged behaviour change, such as health service utilisation. Studies
should clarify the type of support peers may offer (informational, appraisal, emotional). Last,
consistent measures of self-management and social support would allow pooling in future

reviews.

This review had numerous strengths, it: was prospectively registered; adhered to PRISMA
guidelines; used a comprehensive search strategy (including grey literature and hand
searching) not limited by publication date/language; and only included evidence from
randomised, controlled trials. Our review extended that of Cooper et al. (2014) [23] in scale,
enabling meta-analysis, and formally defined peer support, addressing previous ambiguities.
Finally, focussing solely on chronic MSK pain conditions overcame pitfalls of previous
reviews that have encompassed diverse clinical conditions, which has hindered the ability to

provide recommendations for specific population groups [32]. The review also had some
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weaknesses. Imputation of data was required for meta-analysis compatibility, and the
necessity of SMD use limited interpretation of clinically meaningful effects. However, that
our sensitivity analyses confirmed findings when imputations were used and that we back
translated (where possible) to calculate mean differences for clinical relevance, reduces the
impact of these limitations. As occurs with all meta-analyses, it is possible effect sizes are
overstated, given pooling can magnify impact of publication bias, if present. We were unable
to formally assess publication bias, which is a limitation. Finally, including studies where peer
support was part of a multi-component intervention (thus making it challenging to isolate its
effect) reduces certainty of peer support being the primary contributor to clinical effect.
However, sensitivity analyses excluding these multi-component studies indicated consistent

findings, affirming this inclusion did not impact results.

Peer support interventions hold some promise to deliver patient support and education to
community-dwelling adults with chronic MSK pain. Available evidence suggests that such
interventions lead to small improvements in pain, function, and self-efficacy in the medium-
and long-term relative to usual care, although evidence certainty is low-very low and clinical
importance unclear. Effects were smaller for comparisons to waitlist controls, and available
evidence suggests that peer support interventions lead to comparable effects as active
intervention controls, bar self-efficacy which was greater in active controls at long-term. The
evidence for pooled health service utilisation was inconclusive, while outcomes related to
self-management, quality of life, and social support were varied. Future work should seek to
optimise peer support interventions by exploring diverse formats, refining behaviour change
targeting, and confirming non-inferiority compared to health professional-led interventions

before implementation.
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FIGURE LEGENDS
Figure 1. PRISMA flowchart of records through the review.
Figure 2. Risk of bias at overall study level.

Figure 3. Pain intensity (0-100 scale) meta-analyses for peer support intervention compared
to: a) Usual care; b) Waitlist control; ¢) Active interventions.

*Peer support was part of a multi-component intervention (effect of peer support alone could not be determined).
tData for peer group intervention without spouses used. $Meta-analysis calculated with within group change
data. §Multiple follow-up timepoints in same subgrouping; used timepoint that aligned most with other studies in
meta-analysis.

Figure 4. Self-efficacy meta-analyses for peer support intervention compared to: a) Usual
care; b) Waitlist control; ¢) Active interventions.

*Data for peer group intervention without spouses used. tPeer support was part of a multi-component
intervention (effect of peer support alone could not be determined). $Meta-analysis calculated with within group
change data. §Multiple follow-up timepoints in same subgrouping; used timepoint that aligned most with other
studies in meta-analysis.

Figure 5. Function meta-analyses for peer support intervention compared to: a) Usual care; b)

Waitlist control; ¢) Active interventions.

*Peer support was part of a multi-component intervention (effect of peer support alone could not be determined).
TData for peer group intervention without spouses used. TMeta-analysis calculated with within group change
data. §Group that received professional-led intervention alone used as active control. **Multiple follow-up
timepoints in same subgrouping; used timepoint that aligned most with other studies in meta-analysis.

Figure 6. Health service utilisation meta-analyses for peer support intervention compared to:

a) Usual care (GP surgery visits); b) Waitlist control (Physician visits).
*Peer support was part of a multi-component intervention (effect of peer support alone could not be determined).
TMeta-analysis calculated with within group change data.
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Table 1. Study eligibility criteria using the PICOS (Population, Intervention, Comparison,
Outcome, and Study design) framework.

Inclusion

Exclusion

Population

Community-dwelling adults (=18 years of age) with
chronic MSK pain* (i.e., pain lasting 23 months in
muscles, bones, joints, or surrounding structures)

Children (<18 years of age);T Participants
currently hospitalised or in residential care
facilities;T Neurological or cancer pain

Intervention

Peer support interventions, involving peer

mentors/volunteers who have the same condition, and
have received training as part of the intervention; All
formats (1:1, group, face-to-face, online, phone,
hybrid, or part of a multi-component intervention)

Intervention delivered by peer
mentors/volunteers who have received no
training as part of the intervention;t
Intervention delivered by
paraprofessionals§

Comparator

No limit on control type (e.g., usual care, waitlist
control, other interventions, sham interventions)

Does not include a control group

Outcomes

Quantitative outcomes including, but not limited to:
pain intensity; function/disability; quality of life; self-
efficacy; self-management; perceived social support;
health service utilisation (any measure); All follow-up

timepoints

Only report on qualitative outcomes or only
on the outcomes for the peer
mentors/volunteers delivering the
intervention; No pre- and post-intervention
data or group change data

Study design

Randomised controlled trials, randomised cross-over
trials, quasi-randomised controlled trials, feasibility

randomised controlled trials

Non-randomised trials, case studies,
observational designs

*Health conditions not technically termed chronic MSK pain, but for which chronic MSK pain is part of diagnostic criteria
(e.g., osteoarthritis) were included. tStudies evaluating peer support interventions in children [89] and for adults hospitalised
or living in residential care were excluded as interventions in these populations differ considerably to those provided to
community-dwelling adult populations. $Termed ‘natural-lay-helpers’ or ‘lay-leaders’: informal, untrained support providers
(e.g., neighbours) [26]. 8’Paraprofessionals’: have received very extensive training, non-hierarchical connection is lost [26].
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Table 2. Characteristics of included studies.

Author, Intervention Group Diagnosis, Sample Size, Age, Women, Ethnicity Education Outcome measures* & follow-
year, & Overview other randomized years % up timepoints
country Criteria mean (SD)
Studies with usual care controls only (N=9 studies)
Ackerman, Int; Arthritis Self-Mx  Hip and/or Int: n= 58 63.5(10.8) 62% 69% <Primary 12%, Yr7-  Pain, physical function, quality of
2012[1] Program knee OA Australian- 10 47%, Yrl1l-12 life, self-management skills, health
Australia Con: usual care >18yo born 14%, trade 11%, uni  service utilisation, disease
16% severity, psychological distress,
Con: n=62 66.6 (10.9) 58% 68% <Primary 12%, Yr7-  stiffness
Australian- 10 45%, Yr11-12 Baseline, 6 weeks, 3 months, 12
born 17%, trade 18%, uni months
8%
Anderson, Int: one-to-one peer  Hip and/or Int: n= 25 70.0 (8.6) 58% 87.5% white 62.5% further Pain, function, self-efficacy, self-
2021[4]* mentorship knee OA education management, perceived social
UK sessions >55y0 Con: n= 25 69.3 (8.1) 84% 96% white 60% further support, healthcare & community
Con: usual care education resource use, health status,
anxiety & depression, stiffness
Baseline, 8 weeks, 6 months
Branch, Int: Arthritis Patient OA, Int: n=47 Arthritis impact (health status),
1999[15] Educator rheumatoid No d hic dat ted self-efficacy, knowledge
us Con: usual care arthritis or Con: n=61 (No demographic data reported) Baseline, 8 weeks
fibromyalgia
Buszewicz, Int: Arthritis Self-Mx  Hip and/or Int: n= 406 68.4 (8.2) 63% n=390: 388 n=388: 28% higher Buszewicz 2006: pain, quality of
2006[16] Program knee OA white, 0 Black  education life, physical functioning, self-
Patel, Con: usual care 250yo African, 2 efficacy, anxiety & depression;
2009[74] Black Patel 2009: quality of life,
UK Caribbean resource use, mental health,
Con: n= 406 68.7 (8.6) 63% n=385: 382 n=382: 27% higher physical health, health state
white, 1 Black  education Baseline, 4 months, 12 months
African, 2
Black
Caribbean
Kaya, Int: peer education Ankylosing Int: n= 40 43.1 (9.1) 22% Duration of Kaya 2016: functional status,
2016[44] group + booklet spondylitis education: Median 7  activity status, health status,
Kaya, Con: usual care 18-75y0 (5-19) quality of life, depression; Kaya
2021[43] Con: n=40 40.9 (9.3) 14% Median 8 (0-15) 2021: knowledge
Turkey Baseline, 4 weeks, 6 months
Lorig, Int: Internet-based OA, Int: n= 433 52.2 (10.9) 89.8% 90.9% white 15.6 (3.09) mean Pain, disability, self-efficacy,
2008[58] Arthritis Self-Mx rheumatoid education years health-related behaviors,
us program arthritis or Con: n= 422 52.5(12.2) 90.5% 93.7% white 15.7 (3.11) healthcare utilisation, global
Con: usual care fibromyalgia
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218yo health, fatigue, health distress,
activity limitations
Baseline, 6 months, 12 months
Martire, Int A: patient Hip and/or IntA:  n=89 68.0 (8.0) 72% 14.6 (1.7) mean Pain, physical function, self-
2007[60] education & support  knee OA education years efficacy, marital satisfaction,
us Int B: couples- >50yo IntB: n=54 68.4 (7.5) 72% 14.2 (1.5) stiffness, depressive symptoms
orientated Married Baseline, 6 weeks, 6 months
education & support Con: n=99 69.2 (7.2)  74% 14.3 (1.6)
Con: usual care
Taylor, Int: Self-Mx group Chronic Int: n= 403 60.3 (13.5) 67% 81% white, Age formal Taylor 2016a: Pain, disability, self-
2016a[87] course MSK pain 13% black, 3% education ended: efficacy, social integration, health
Taylor, Con: usual care >18yo Asian, 3% 56% <16yo, 43% utility (quality of life), depression &
2016b[88] mixed/other >20yo, 1% other anxiety, pain acceptance &
UK Con: n=300 59.4 (13.8) 67% 80% white, 52% <16yo, 45% coping, global health, defined
12% black, 7% =20yo, 3% other daily doses; Taylor 2016b: as
Asian, <1% above + healthcare utilisation
mixed/other Baseline, 6 months, 12 months
Von Korff, Int: lay-led Self-Mx Back pain, Int: n= 129 49.4 (11.7) 68.2% 91.4% white, 48.1% college grad, Pain, pain interference,
1998[91] Group strain, disc 8.6% non- 39.5% some impairment & limitation, self-care
us Con: usual care disorder or white college, 12.4% attitudes, back pain worries,
sciatica <Yrl2 mental health
25-70yo0 Con: n= 126 50.3(10.9) 56.4% 79.7% white, 45.6% college grad, Baseline, 3 months, 6 months, 12
20.3% non- 37.6% some months
white college, 16.8%
<Yrl2
Studies with waitlist controls only (N=6 studies)
Barlow, Int: Arthritis Self-Mx  Arthritis Int: n= 344 57.3(13.2) 85% 98% 52% some formal Pain, physical functioning, self-
2000[11] Program >18yo Caucasian education efficacy, use of cognitive symptom
UK Con: wait-list control gualification management, health behaviors,
Con: n= 258 59.1 (12.3) 83% 94% 52% some formal visits to GP, health status, fatigue,
Caucasian education psychological wellbeing
qualification Baseline, 4 months (12 months 1
group only)
Haas, Int: Chronic Disease  Chronic low Int: n= 60 78.6 (7.5) 81.6% 18.4% African  High school grad Pain, functional disability, self-
2005[36] Self-Mx Program back pain American, 93.2%, College efficacy, health care utilisation,
us Con: wait-list control  260yo 81.6% White grad 18.2% general health, emotional
Con: n= 60 75.5 (7.5) 87.8% 10.2% African  High school grad wellbeing, self-care attitudes, pain
American, 97.5%, College days, disability days
89.8% White grad 30.0% Baseline, 6 months
Hopman- Int: Living with OA Hip and/or Int: n= 60 65.4 (5.3) 78% 17% primary, 54% Pain, mobility, quality of life, self-
Rock, Program knee OA secondary, 27% efficacy, health care utilisation,
2000[40] Con: wait-list control  55-75yo college/uni
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Netherlands Con: n= 60 65.2 (5.7) 88% 26% primary, 45% body mass index, knowledge,
secondary, 20% observed activity restrictions
college/uni Baseline, 6 weeks, 6 months

Lorig, Int: Arthritis Self-Mx  Arthritis Int: n= 134 67.4 83%T Pain, physical disability, self-

1985[54] Program (11.84)t management activities, health

us Con: wait-list control Con: n= 65 service utilisation, knowledge,

locus of control
Baseline, 4 months
Lorig, Int; Chronic Disease Heart Int: n= 6641 65.6 65%7% 91.4% whitet Mean years: 27% Pain/physical discomfort,
1999a[59] Self-Mx Program disease, or (86 (range 40- <12, 28% 13-15, disability, health service utilisation,
us Con: wait-list control  lung arthritis) 90)t 16% 16, 29% >16%  self-rated health, psychological
disease, or Con: n=476% 65.0 64%% 88.8% whitet 27% <12, 25% 13- wellbeing, energy/fatigue, health
stroke or (62 (range 40- 15, 21% 16, 27% distress, health behaviours,
arthritist arthritis)  89)f >16% social/role activity limitations,
240yo shortness of breath
Baseline, 6 months
Lorig, Int: Spanish Arthritis  Arthritis Int: n=219 62.5 85% 51% Mexico, 8.1 mean education  Pain, disability, self-efficacy, self-
1999b[53] Self-Mx Program Spanish- (range 29- 31% Central years management behaviour, visits to
us Con: wait-list control  speaking 93) America, 15% physician, self-rated health,
Sth America, depression, medication use
3% Caribbean Baseline, 4 months
Con: n=112 62.5 81% 49% Mexico, 8.1 mean education

(range 18- 33% Central years

87) America, 14%
Sth Amercia,
4% Caribbean

Studies with active controls only (N=3 studies)

Coleman, Int: lay-led Arthritis Knee OA Int: n= 90 66.3 (9.84) 68% Pain, physical function, quality of

2011[22] Self-Mx Program >18yo life, self-efficacy, global health,

Australia Con: active Con: n= 90 67.6 (8.23) 67% step test, single leg balance, TUG

(professional-led Baseline, 8 weeks, 6 months, 12
Self-Mx program) months

Lorig, Int: Arthritis Self-Mx  Arthritis (OA  Int: n=161 Pain, disability, self-efficacy,

2004[57] Program or RA) 65.2 75% 90% white 14.7 mean healthcare utilisation, depression,

us Con: active (mail Adults Con: n= 180 (range 22- education years global severity of arthritis, role

delivered self-Mx 90) (range 3-22) function
program) Baseline, 12 months, 24 months,
36 months

Matthias, Int: ‘ECLIPSE’ one-  Chronic Int: n=120 55.4 (12.6) 20.2% 63.9% white, 76.3% >high school  Pain, physical functioning, quality

2020[61] to-one peer support  MSK pain 1.7% hispanic of life, self-efficacy, self-

us Con: active (self-Mx  Veterans Con: n=95 58.6 (13.3) 17% 58.5% white, 77.7% >high school —management, perceived social

class)

4.3% hispanic

support, healthcare utilisation,
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general health perceptions,
anxiety & depression, pain coping
Baseline, 6 months, 9 months

Studies with multiple control groups (N=6 studies)

Andersen, Int: Chronic Disease  Sick-listed Int: n= 47 44.3(10.8) 60% n=44, education: Pain, work ability, body mass
2015[2] Self-Mx Program citizens due 21% no, 45% low, index, return to work % & days
Anderson, Con A: usual care¢  to 28% medium-high taken to return, kinesiophobia,
2016[3] Con B: active back/upper Con n= 47 45.8 (10.8) 57% n=47, education: aerobic capacity, hand grip
Denmark (Tailored Physical body pain A: 15% no, 51% low, strength
Activity Group)e 34% medium-high Baseline, 3 months (Anderson
Con  n=47 45.6 (10.0) 50% n=43, education: 2015), 11 months (Anderson
B: 17% no, 54% low, 2016)
24% medium-high
Cohen, Int; lay-led Arthritis Arthritis Int: n=32 Pain, functional disability,
1986[21] Self-Mx Course knowledge, self-management
us Con A: wait-list Con n= 36 65.5 78% 95% white 16.2 mean years behaviors, perceived affective &
controle A: instrumental support, depression
Con B: active Baseline, 6 weeks, 3 months
(professional-led Con n= 28
Arthritis Self-Mx B:
Course)¢
Laforest, Int; social OA or Int: n= 29 77.5(10.3) 96.6% 9.21 (4.2) mean Functional limitations, coping,
2012[47] reinforcement with rheumatoid education years helplessness
Canada self-Mx intervention  arthritis Con n= 36 76.6 (11.1) 86.1% 10.49 (4.4) Baseline, 2 months, 10 months
Con A: active (Self-  =50yo A:
Mx intervention Housebound
only)e Con  n=48 78.7 (10.2) 89.6% 8.14 (3.4)
Con B: wait-list B:
control
Linton, Int: lay-led Chronic Int: n= 39 50 (9.9) 74% Pain, function, coping strategies,
1997[50] educational support  MSK pain health status, sick leave, pain
Sweden group Accumulated  Con n=25 53 (9.6) 68% beliefs & attitudes, overall
Con A: usual care¢  sick leave 2-  A: outcome evaluation
Con B: active 24 wks/past Baseline, 12 months
(professional-led year Con n= 39 50 (9.6) 77%
support group)¢ 18-60yo0 B:
Lorig, Int: lay-led Arthritis Arthritis Int: n= 34 69.8 (8.8) 72% 13.4 (2.8) mean Pain, disability, self-management
1986[51] Self-Mx Course education years knowledge, self-management
us Con A: wait-list Con n=32 61.6 (12.2) 79% 15.0 (4.3) behaviours, visits to physician,
controle A exercise frequency
Con B: active Baseline, 4 months
(professional-led Con n=34 62.1(14.1) 69% 13.9 (3.9)
B:
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Arthritis Self-Mx

Course)¢
Savelkoul, Int: mutual support Chronic Int: n= 56 51.1(8.91) 58.9% Level of education: Savelkoul 2001: Social
2001[79] group rheumatic 40.4% low, 46.8% interactions, functional health
Savelkoul, Con A: wait-list disorder >1 medium, 12.8% status, mobility, action directed
2004[78]8 control yr high coping, loneliness, life
Netherlands  Con B: active 35-65y0 Con n= 56 50.5 (8.65) 67.9% 51.1% low, 28.9% satisfaction, coping by seeking
(coping intervention A medium, 20% high social support; Savelkoul 2004:
group) Con n=56 52.5(8.31) 76.8% 54.2% low, 35.4% Social network size, social skills,

medium, 10.4%
high

functional health status,
loneliness, life satisfaction
Baseline, 6 months

+Control group/s used in meta-analyses. *Feasibility measures not listed under outcome measures. TReports on demographic data for the ASMP intervention group only. $Demographic data
presented for entire study, of which only some participants had arthritis. 8Paper reported on mutual support group versus wait list control group only. **Study design: feasibility randomised

controlled trial. Int = intervention group; Con = control group; Mx = management.
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Table 3. Intervention and control condition characteristics of included studies.

Author, Intervention & control Format Providers Duration Adherence or Content
year i conditions overview attendance rates
Studies with usual care controls only
Ackerman, Int: Arthritis Self-Mx Group, 1 peer leader & 6 weeks (1x 2.5hr session 47% attended all Topics: pain, fatigue, physical activity, managing
2012[1] Program F2F 1 health per week) sessions; Median ~ emotions, health-related problem-solving,
professional* 5 sessions communication with doctors
attended
Con: usual care (education  Paper - - Arthritis self-help book
book)
Anderson, Int: one-to-one peer 1.1, F2F  Trained peer 8 weeks (1x 1hr session 83% completion Topics: behaviour change techniques, learning
2021[4]% mentorship sessions mentors per week) rate; Mean 5.79 about OA, goal setting, pacing, muscle
sessions received  strengthening, connecting with others, optional
topics
Con: usual care 1:1, F2F Researcher 1 session Arthritis information resources discussed with
(information resources) researcher
Branch, Int; Arthritis Patient 1.1, F2F  Trained person 3 sessions (pre- 57% completed Peer support, education, Arthritis Foundation
1999[15] Educator (before/after & phone  with arthritis appointment contact, F2F entire protocol pamphlets, possible referral to the social worker
usual rheumatology session post-appointment,
appointment) phone call 1 week later)
Con: usual care 1:1, F2F Rheumatologist 1 appointment Usual rheumatologist appointment
(rheumatology
appointment)
Buszewicz, Int: Arthritis Self-Mx Group, Trained 6 weeks (1x 2-2.5hr Topics: exercising, medication, communicating,
2006[16] Program group F2F facilitator pair, at  session per week) nutrition, sleep, informed treatment, problem-
Patel, least one had solving
2009[74] arthritis
Con: usual care (education  Paper - - Arthritis education booklet
booklet)
Kaya, Int: Peer education group + Group, Trained peer 4 weeks (1x 1hr session 32.5% attended Topics: etiology, clinical findings, complications,
2016[44] booklet F2F educators per week) no sessions treatment, exercise importance, joint protection
Kaya, Con: usual care (education  Paper - - Booklet constituted of the same topics as the
2021[43] booklet) education sessions
Lorig, Int: Internet-based Arthritis ~ Self- Trained peer 6 weeks (3 logins per Mean 31.6 log-ins; Topics: exercise programs, cognitive symptom
2008[58] Self-Mx program directed moderators week, 1-2hrs per login) 6% never logged management, managing emotions, medications,
& group, in communication, healthy eating, fatigue, action
online planning
Web-based bulletin board discussion, tools/logs,
Arthritis Helpbook
Con: usual care - - - Continued with their usual care
Martire, Int A: lay-led patient Group, Trained lay 6 weeks (1x 1lhr session 76% attended 21 Topics: etiology, treatments, self-management,
2007[60] education & support F2F leader pair per week) session exercise benefits, communication, coping
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Int B: couples-orientated Group, Trained lay 6 weeks (1x 1hr session 72% attended 21 Topics framed to couple: etiology, treatments,
education & support F2F, with  leader pair per week) session self-management, exercise benefits,
spouses communication, coping
Con: usual care (normal - Included - Usual medical regimes and rheumatologist
medical regime & rheumatologist appointments
rheumatology visits)
Taylor, Int: ‘COping with persistent  Group, Trained 6 weeks (1x 2hr session 85% sessions Topics: exercise, relaxation, joint protection,
2016a[87] Pain, Effectiveness F2F facilitator pair (1  per week) attended; 17% heat, massage, medications, diet,
Taylor, Research into Self- lay, 1 health attended no communication, solving problems
2016b[88] management’ group course professional)* sessions
Con: usual care (booklet &  Self- - 3 weeks minimum Relaxation CD (practice each day), Pain Toolkit
relaxation CD) directed (relaxation practiced per booklet
day)
Von Korff, Int: lay-led Self-Mx Group Group, Trained lay 4 weeks (1x 2hr session 68% attended =3 Topics: pacing, exercise, posture, mechanics,
1998[91] F2F leaders, one had per week) sessions; 11% self-talk, flare-ups, self-care strategies, goals
arthritis attended no
sessions
Con: usual care (plus - - - ‘Your Aching Back’ book
education book)
Studies with waitlist controls only
Barlow, Int; Arthritis Self-Mx Group, Trained lay 6 weeks (1x 2hr session Topics: information about arthritis, self-
2000[11] Program group F2F leaders per week) management techniques, exercise, cognitive
self-management, nutrition, goal setting
Con: 4mo wait-list control - - - -
Haas, Int: Chronic Disease Self- Group, Trained lay 6 weeks (1x 2.5hr session  68% attended =3 Topics: self-management principles, care-
2005[36] Mx Program F2F leaders per week) classes; 16% seeking options, community resources, exercise,
attended all relaxation, nutrition, medication, skills building,
classes goal setting, action plans
Con: 6mo wait-list control - - - -
Hopman- Int: Living with OA Program  Group, Education by 6 weeks (1x 2hr session 67% attended all Topics: pathophysiology, lifestyle, physical
Rock, F2F trained peer, per week) sessions activity, pain management, weight, diet
2000[40] exercise by Exercise program with physiotherapist
physiotherapist*
Con: 6mo wait-list control - - - -
Lorig, Int: Arthritis Self-Mx Group, Trained lay 16 weeks (6 sessions total) Topics: arthritis information, medication use,
1985[54] Program F2F leader pair exercise, relaxation, joint protection, nutrition
Con: 4mo wait-list control - - - -
Lorig, Int: lay-led Chronic Group, Trained lay 7 weeks (1x 2.5hr session Mean 5.5 Topics: education about arthritis, exercises,
1999a[59] Disease Self-Mx Program F2F leader pair per week) sessions attended  relaxation, medications, nutrition, joint protection
Con: 6mo wait-list control - - - -
Lorig, Int: lay-led Spanish Arthritis  Group, Trained lay 6 weeks (1x 2hr session Exercise in class, education, how to access
1999b[53]  Self-Mx Program F2F leaders per week) care, Living with Arthritis book, audio exercise &
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relaxation tapes, illustrated exercise book
(cultural/language adaptation)

Con: 4mo wait-list control

Studies with active controls only

Coleman, Int: lay-led Arthritis Self-Mx  Group, Trained lay 6 weeks (1x 2.5hr session Topics: pain, fatigue, exercises, use of
2011[22] program F2F leaders per week) medications, communicating, eating healthy,
informed treatment decisions, problem solving,
sleep
Con: active (OAK Group, Health 6 weeks (1x 2.5hr session Detailed exercise instruction, pain management,
professional-led Self-Mx F2F professionals per week) evidence-based information, pathophysiology,
program) self-management
Lorig, Int; Arthritis Self-Mx Group, Trained lay 6 weeks (1x 2hr session Mean 4.6 Topics: knowledge, nutrition, medication,
2004[57] Program F2F leaders per week) sessions attended  cognitive restructuring techniques, physical
activity advice, problem-solving, improving
communication
Con: active (mail delivered  Mailed, Planned via 12-18 months (new plan Content consistent with intervention course but
tailored self-Mx program) paper algorithm sent quarterly) more tailored to person based on questionnaire
responses
Matthias, Int: ‘ECLIPSE’ one-to-one 1.1, F2F  Trained peer 6 months (2x sessions per  13.1% attended Topics: pain self-management, relaxation,
2020[61] peer support or phone  coaches month) 212 sessions; pacing, cognitive behavioural techniques, skills,
64% attended <5 self-care
sessions; 8%
attended no
sessions
Con: active (self-Mx class)  Group, Facilitators 1x 2-hour session Topics: chronic pain basics, relaxation
F2F skills, activity pacing
Studies with multiple control groups
Andersen, Int: Chronic Disease Self- Group, Trained peer 6 weeks (1x 2.5hr session 50% adherence Techniques to deal with fatigue, use of
2015[2] Mx Program F2F facilitators per week) medications, mutual support, encouragement to
Anderson, stay active
2016[3] Con A: usual care (health 1:1, F2F Health 1x 1.5hr session Goal-oriented health plan with guidance and
guidance only)e supervisors support
Con B: active (Tailored Group, Physiotherapists 10 weeks (3x 50min 5-minute warm-up followed by aerobic fitness
Physical Activity Group)e F2F sessions per week) training, with progressions
Cohen, Int: lay-led Arthritis Self-Mx  Group, Trained lay 6 weeks (1x 2hr session Topics: exercise, relaxation, joint protection,
1986[21] Course F2F leaders per week) heat, massage, medications, diet
Con A: wait-list controle - - - -
Con B: active Group, Health 6 weeks (1x 2hr session Exercises, equipment use, knowledge
(professional-led Arthritis F2F professionals per week)

Self-Mx Course)¢
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Laforest, Int; social reinforcement 1:1, Trained peers 6 months (8x 15min calls: Positive feedback, stimulated reflection,
2012[47] with self-Mx intervention phone bi-monthly for 2mo, problem-solving activities, action plan, course
monthly for 4mo) topics
Con A: active (self-Mx 1:1, F2F Healthcare 6 weeks (1x 1lhr session Pain management, exercise, relaxation, coping,
intervention only)e practitioners per week) support, goals and action plans, review
Con B: wait-list control - - - -
Linton, Int: lay-led educational Group, Trained lay 1 year (15x 3hr sessions Mean 8.9 Topics: pain physiology, attitudes, strategies for
1997[50] support group F2F person over span of year) sessions received  pain, exercise
Con A: usual care (medical F2F Normal GP & 1 year Could include GP contact, analgesics, physical
and allied health care)e allied health therapy/specialist/rehab if needed
contact
Con B: active Group, Trained 1 year (15x 3hr sessions Topics: cognitive behavioural therapy, emotional
(professional-led support F2F professionals over span of year) support, controlling pain, activity limitations,
group)+ family/social/workplace issues, medications,
stress management, relaxation, exercises
Lorig, Int: lay-led Arthritis Self-Mx  Group, Trained lay 6 weeks (1x 2hr session Mean 5 sessions Topics: education about arthritis, exercises,
1986([51] Course F2F leader pair per week) attended relaxation, medications, nutrition, problem
solving, joint protection, therapies,
communication
Con A: wait-list controle - - - -
Con B: active Group, Rheumatologist 6 weeks (1x 2hr session Exercises, equipment use, knowledge
(professional-led Arthritis F2F & physical per week)
Self-Mx Course)¢ therapist
Savelkoul,  Int: mutual support group Group, Trained patient 13 weeks (1x 2hour Mean 6.4 Exchange information, experiences, feelings,
2001[79] F2F pair session per week for 8 sessions attended  emotions alongside topics
Savelkoul, weeks; next session 2
2004[78]T weeks later; next session 3
weeks later)
Con A: wait-list control - - - -
Con B: active (coping Group, Behavioral 13 weeks (1x 2hour Aimed at increasing active-directed coping and
intervention group) F2F therapist & session per week for 8 coping by seeking social support

nurse or social
worker

weeks; next session 2
weeks later; next session 3
weeks later)

+Control group/s used in meta-analyses. *Intervention provided part by peer and part by non-peer (so unable to determine effect of peer support alone). TPaper reported on mutual support group
versus wait list control group only. Study design: feasibility randomised controlled trial. Int = intervention group; Con = control group; Mx = management; F2F = face-to-face; 1:1 = one-to-

one.
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Table 4. Summary of meta-analysis results.

Control Timepoint Pooled effect  Effect size [95%Cl], P-value GRADE Interpretation Met Back-transformation value
certainty of MCID
evidence (yes/no)
Figure 3. Pain intensity meta-analyses.
a. Usual Short-Term Not significant  MD: -1.58 [-4.83, 1.66], P=0.34 Low No* No back-transformation
Care required as MDs used, see
Medium-Term  SIGNIFICANT  MD: -3.48 [-6.61, -0.35], P=0.03 Very low Favours peer support  No* Figure 3.
Long-Term SIGNIFICANT  MD: -1.97 [-3.53, -0.42], P=0.01 Low Favours peer support  No*
b. Waitlist Short-Term Not significant  MD: 2.00 [-5.12, 9.12], P=0.58 Very low No*
Medium-Term  Not significant  MD: -2.90 [-6.62, 0.81], P=0.13 Very low No*
c. Active Short-Term Not significant  MD: 4.98 [-0.08, 10.04], P=0.05 Very low No*
Control
Medium-Term  Not significant  MD: 1.90 [-1.79, 5.59], P=0.31 Very low No*
Long-Term Not significant ~ MD: 2.94 [-0.01, 5.90], P=0.05 Low No*
Figure 4. Self-efficacy meta-analyses.
a. Usual Short-Term Not significant ~ SMD: 0.01 [-0.77, 0.79], P=0.98 Very low N/AT 0.02 (95%CI -1.39 to 1.42)t
Care
Medium-Term  SIGNIFICANT  SMD: 0.26 [0.16, 0.36], P<0.001 Low Favours peer support  Not 3.63 (95%CI 2.23 t0 5.16)F
Long-Term SIGNIFICANT  SMD: 0.21 [0.07, 0.36], P=0.005 Very low Favours peer support  Noxt 2.93 (95%CI 0.98 to 5.02)F
b. Waitlist Medium-Term  SIGNIFICANT  SMD: 0.36 [0.20, 0.51], P<0.001 Low Favours peer support  N/At 0.85 (95%CI 0.47 to 1.20)t
c. Active Medium-Term  Not significant  MD: -0.09 [-0.57, 0.40], P=0.73 Very low N/At No back-transformation
Control required as MDs used, see
Long-Term SIGNIFICANT  MD: -0.41 [-0.77, -0.05], P=0.03 Low Favours control N/AT Figure 4.
Figure 5. Function meta-analyses.
a. Usual Short-Term Not significant ~ SMD: -0.04 [-0.31, 0.23], P=0.77 Very low No§ -0.82 (95%CI -6.37 to 4.73)8
Care
Medium-Term  Not significant  SMD: -0.12 [-0.25, 0.01], P=0.07 Low No§ -1.34 (95%CI -2.80 t0 0.11)8
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Long-Term SIGNIFICANT  SMD: -0.10 [-0.19, -0.00], P=0.04  Very low Favours peer support  No§ -2.06 (95%CI -4.11 to -0.21)8
b. Waitlist Medium-Term  Not significant  SMD: -0.10 [-0.23, 0.04], P=0.16 Very low No** -0.06 (95%CI -0.14 to 0.02)**
c. Active Short-Term Not significant  SMD: 0.07 [-0.17, 0.30], P=0.57 Very low No§ 0.84 (95%CI -2.04 to 3.6)8
contr! Medium-Term  Not significant ~ SMD: -0.10 [-0.30, 0.10], P=0.32 Very low No§ -1.20 (95%CI -3.6 to 1.2)§
Long-Term Not significant ~ SMD: 0.03 [-0.22, 0.29], P=0.80 Low No§ 0.36 (95%CI -2.64 to 3.48)8
Figure 6. Health service utilisation meta-analyses.
a. Usual Medium-Term  Not significant ~ MD: -0.03 [-0.20, 0.15], P=0.78 Very low N/A No back-transformation
Care required as MDs used, see
Long-Term Not significant  MD: -0.03 [-0.22, 0.15], P=0.73 Very low N/A Figure 6.
b. Waitlist Medium-Term  Not significant  MD: 0.09 [-0.35, 0.53], P=0.69 Very low N/A

*MCID for pain intensity is 11-19 points on 0-100 scale (for various MSK pain populations) [37,38,90]. TNo interpretability data available for self-efficacy on 1-10 Arthritis Self-Efficacy Scale
(ASES). £MCID for self-efficacy is 5.5-8.5 points on 0-60 Pain Self-Efficacy Questionnaire (PSEQ) [18,28]. 8MCID for function is 9 points on 0-68 function subscale of the Western Ontario
and McMaster Universities Osteoarthritis Index (WOMAC) [20]. **MCID for function is 0.48-0.68 on 0-3 function subscale of Health Assessment Questionnaire (HAQ) [12,72].
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Figpre 3

Peer Support Usual Care Mean difference Mean difference

Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 5% CI IV, Random, 95% CI

Short-Term
Ackerman 2012% 38.2 222 40 36.2 18.1 55 15.0% 2.00[6.38.10.38] R S
Andersen 2015 60.6 26.3 45 56.6 299 46 79% 4.00[-7.51,15.51] _
Anderson 2021 375 19.5 22 48 205 24 7.9% -10.50[-22.06 , 1.06] _
Martire 2007 406 16.5 89 431 16.6 54 336% -2.50[-8.10, 3.10] —a—
Von Korff 1998 38.7 221 124 402 21.3 121 356% -1.50 [-6.93, 3.93] ——
Subtotal (95% CI) 321 300 100.0%  -1.58[-4.83, 1.86]

Heterogeneity: Tau® = 0.00; Chi*=4.00, df=4 (P=0.41).1?=0%
Test for overall effect: Z = 0.96 (P = 0.34)

Peer Support Usual Care

Mean difference

—4

Mean difference

Study or Subgroup MD SE Total Total Weight IV, Random, 85% CI IV, Random, 85% CI
Medium-Term
Anderson 2021 -5 534 22 24 65% -6.00[-16.47,4.47] _—
Buszewicz 2006 -0.75 1.08 406 406 216%  -0.75[-2.87,1.37] -
Lorig 2008 -4.8 1.88 310 331 18.0% -4.80[-8.48,-1.12] ——
Martire 20071 5.4 299 89 54 130% -540[-11.26,0.46] —_—
Taylor 2016* 07 1.55 403 300 19.5% 0.70[-2.34,3.74] o
Von Korff 1998 -7 1.1 119 109 21.4% -7.00[-9.18, -4.82] -
Subtotal (85% CI) 1349 1224 100.0% -3.48 [-6.61,-0.35] &>
Heterogeneity: Tau® = 10.64; Chi? = 24.73, df = 5 (P = 0.0002); I = 80%
Test for overall effect: Z=2.18 (P =0.03)
Long-Term
Ackerman 2012% 0.84 7.34 38 56 1.2% 0.84[-13.55, 15.23]
Andersen 2016 22 6.45 46 46 15% 2.20[-10.44, 14.84] _—
Buszewicz 2006 1.7 1.16 406 406 46.7%  -1.70[-3.97, 0.57] -
Linton 1997 1.7 5.79 39 25 1.9% -1.70[-13.05, 9.69] I
Lorig 2008 33 1.92 307 344 171%  -3.30[-7.06, 0.45] —
Taylor 2016* 0.9 16 403 300 246%  -0.90[-4.04,2.24] ol
Von Korff 1998 5.7 2.98 112 106 71% -5.70[-11.54, 0.14] N
Subtotal (85% CI) 1351 1283 100.0% -1.87 [-3.53, -0.42] ]
Heterogeneity: Tau® = 0.00; Chiz=3.11, df =6 (P =0.79); F=0%
Test for overall effect: Z=2.49 (P =0.01)
20 -10 0 10 20
Favours Peer Support Favours Usual Care
b) Peer Support Waitlist Control Mean difference Mean difference
Study or Subgroup  Mean sSD Total Mean sSD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Short-Term
Cohen 1986 448 223 28 428 249 34 36.7% 2.00[-9.76,13.76] N FE—
Hopman-Rock 2000* 272 214 55 252 235 44 633% 2.00[-6.96,10.96]
Subtotal (95% ClI) 83 78 100.0%  2.00[-5.12,9.12] t
Heterogeneity: Tau® = 0.00; Chi* = 0.00, df = 1 (P = 1.00); ¥ = 0%
Test for overall effect: Z = 0.55 (P = 0.58)
Medium-Term}
Barlow 2000 =31 225 31 =24 238 233 209% -0.70[-465,3.25] —_—
Haas 2005 17 26 54 6.7 236 47 96% -1.00[-10.68, 8.68] _
Hopman-Rock 2000% 1.7 19.9 85 8.5 18.5 44 12.8% -6.380[-14.39.079] —_—
Lorig 1985 -104 211 129 4.3 16.8 61 17.0% -6.10[-11.67,-0.53] JE—
Lorig 1986 -2.1 30.7 27 -10.7 30 29 45% 860[-7.32,24.52] —
Lorig 1999a -54 15.9 86 75 152 62 182% 210[-2.96,7.16] ——
Lorig 1999b -8.8 24 189 0.2 22 97 17.0% -9.00[-14.56,-3.44] —_—
Subtotal (95% CI) 851 573 100.0%  -2.90 [-6.62, 0.81] ‘
Heterogeneity: Tauw? = 13.08; Chi* = 13.99, df =6 (P = 0.03); I*=57%
Test for overall effect: Z=1.53 (P =0.13)
20 -0 0 10 20
Favours Peer Support Favours Waitlist
C) Peer Support Active Control Mean difference Mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Short-Term
Andersen 2015 60.6 26.3 45 478 294 44 17.2% 12.80[1.26, 24.34] —_—
Cohen 19868 448 223 28 40 21 24 161% 4.80[-7.18, 16.78] —_—
Coleman 2011 338 15.5 83 308 16.2 85 66.6% 300[1.79,7.79] -
Subtotal (95% CI) 157 153 100.0%  4.98 [-0.08, 10.04] <&
Heterogeneity: Tau® = 4.04; Chi* = 2.36, df = 2 (P =0.31); F = 15%
Test for overall effect: £ =1.93 (P = 0.05)
Medium-Term
Coleman 2011 313 16.9 79 292 174 79 47.5% 210[-3.25,7.49]
Lorig 1986 636 36.1 27 529 352 29 3.9% 10.70[-8.00, 29.40]
Matthias 20208 58 19 92 57 17 86 48.6% 1.00[-4.29 ,6.29]
Subtotal (95% CI) 198 194 100.0% 1.90 [-1.79, 5.59]
Heterogeneity: Tau® = 0.00; Chi* = 0.97, df = 2 (P = 0.62); I’ = 0%
Test for overall effect: Z=1.01 (P =0.31)
Long-Term
Andersen 2016 538 299 46 YR 299 44 5.5% 12.30[-0.06, 24.66]
Coleman 2011 30.9 15.8 7 26.3 16.5 79 28.4% 460[-0.47,9567] f—to—
Linton 1997 15.5 74 39 14 8.75 39 48.6% 1.50[-2.10, 5.10] -
Lorig 20048 39.3 28 142 38 32 166 17.5% 1.30[-5.40, 8.00] —d—
Subtotal (95% CI) 304 328 100.0% 2.94 [-0.01, 5.90] ‘
Heterogeneity: Tau® = 1.30; Chi® = 3.45, df = 3 (P =0.33); I’ = 13%
Test for overall effect: Z =1.95 (P = 0.05)
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Peer Support Usual Care Std. mean difference Std. mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight [V, Random, 85% ClI IV, Random, 95% CI
Short-Term
Anderson 2021 9.5 22 22 6.5 24 24 454% -0.43[-1.01, 0.1g] —
Martire 2007* 148.8 28 89 1383 281 54  546% 0.37[0.03,071] — .
Subtotal (95% CI) M 78 100.0% 0.01[-0.77,0.79] -‘-—
Heterogeneity: Tau® = 0.26; Chi* = 5.34, df = 1 (P = 0.02); 81%
Test for overall effect: Z = 0.03 (P = 0.98)
Medium-Term
Anderson 2021 6.3 16 22 53 25 24 3.0% 046[-0.12,1.05] -
Lorig 2008 57 21 310 51 21 331 424% 029[0.13, 0.44] -
Martire 2007 150.2 27.5 89 132.5 274 54 8.8% 0.39[0.05,0.73] _
Taylor 20161 355 14 403 327 15 300 458% 0.19[0.04, 0.34] -
Subtotal (95% CI) 824 709 100.0% 0.26 [0.16, 0.36] .
Heterogeneity: Tau® = 0.00; Chi = 1.85, df = 3 (P = 0.60);
Test for overall effect: Z = 4.98 (P < 0.00001)
Long-Term
Lorig 2008 59 21 307 53 21 344 491% 029[0.13, 0.44] -
Taylor 2016t 354 141 403 334 151 300 509% 0.14[-0.01,029] -
Subtotal (95% CI) 710 644 100.0% 0.21[0.07 , 0.36] .
Heterogeneity: Tau? = 0.00; Chi#=1.82, df= 1 (P =0.18), 1= 45%
Test for overall effect: Z = 2.84 (P = 0.005)
-1 05 0 05 1
b) Favours Usual Care Favours Peer Support
Peer Support Waitlist Control Std. mean difference Std. mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Medium-Term¥
Barlow 2000 48 96 3N 15 8.7 233 46.8% 0.36[0.19, 0.53] —.—
Haas 2005 0.45 23 44 -05 248 39 115% 0.04[-0.39, 0.47] S P
Hopman-Rock 20001 2 216 54 -3.5 174 44 131% 0.28[-0.12, 0.68] S
Lorig 1999b 11 22 189 -0.04 22 97 286% 0.52[0.27,077] —_—
Subtotal (95% CI) 598 413 100.0% 0.36 [0.20,0.51] ’
Heterogeneity: Tau? = 0.01; Chi*=3.83, df = 3 (P=0.28); P =22%
Test for overall effect: Z = 4.51 (P < 0.00001)
-1 -0.5 0. 1
C) ) Favours Waitist ~ Favours Peer Support
Peer Support Active Control Mean difference Mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 5% CI
Medium-Term
Coleman 2011 66 17 79 6.9 AT 79 571% -0.30[-0.83, 0.23] — .
Matthias 20208 6.3 23 92 6.1 2.1 86  4239% 0.20[-0.45,0.89] —_—
Subtotal (95% CI) 171 165 100.0%  -0.08 [-0.57 , 0.40] -
Heterogeneity: Tau? = 0.03; Chi*=1.37, df =1 (P =0.24); ?=27%
Test for overall effect: Z=0.35 (P =0.73)
Long-Term
Coleman 2011 66 1T [ 6.9 17 79 4535%  -0.30[-0.83,0.23] —_—
Lorig 20048 66 23 142 71 2 166 547% -050[-099,-001] — |
Subtotal (95% CI) 218 245 100.0% -0.41[-0.77,-0.05] .’-
Heterogeneity: Tau® = 0.00; Chi*=0.30, df =1 (P =0.59); I?=0%
Test for overall effect: Z = 2.23 (P = 0.03)
-1 -05 05 1
Favours Active Control Favours Peer Support
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Peer Support Usual Care Std. mean difference Std. mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 85% CI
Short-Term
Ackerman 2012% 401 209 40 384 202 55 201% 0.08[-0.33, 0.49] R P—
Anderson 2021 232 132 22 296 153 24 136% -0.44[-1.02,0.15] R
Kaya 2016 37 21 27 2.51 1.7 29 15.1% 062[0.08,1.15] —_—
Martire 20071 247 10.9 89 272 109 54  23.3% -0.23[-0.57 ,0.11] —
Von Korff 1998 6.6 56 124 74 6.3 121 279% -0.13[-0.38,0.12] —a
Subtotal (95% CI) 302 283 100.0% -0.04[-0.31,0.23]
Heterogeneity: Tau* = 0.05; Chi*=9.41, df = 4 (P = 0.05); * = 57%
Test for overall effect: Z = 0.29 (P =0.77)
22.2.2 Medium-Term
Anderson 2021 236 14.8 22 283 13.5 24 46% -0.33[-0.91, 0.26] L
Kaya 2016 39 23 27 28 24 29 5.4% 0.46 [-0.07 , 0.99] 4
Lorig 2008 2 1.3 310 22 11 331 302% -0.17 [-0.32 , -0.01] —a|
Martire 20071 231 11.4 89 26 114 54  11.6% -0.25[-0.59, 0.09] —_—t
Taylor 2016* 53.2 257 403 543 267 300 311% -0.04[-0.19,0.11] —a=
Von Korff 1998 58 59 119 72 6.5 109 17.0% -0.23[-0.49, 0.04] —
Subtotal (95% CI) 970 847 100.0% -0.12[-0.25, 0.01] ‘
Heterogeneity: Tau* = 0.01; Chi*=7.67,df =5 (P = 0.18); I = 35%
Test for overall effect: Z = 1.81 (P = 0.07)
22.2.3 Long-Term
Ackerman 2012% 407 20.2 38 407 131 56 5.3% 0.00[-0.41, 0.41] ——
Linton 1897 -3 0.69 39 29 075 25 3.6% -0.14[-0.64 , 0.38] R
Lorig 2008 19 1.2 307 21 1 344  38.0% -0.18 [-0.34 , -0.03] -
Taylor 2016* 52.9 28 403 53.3 288 300 40.4% -0.01[-0.16, 0.14] .
Von Korff 1998 58 6.3 12 6.8 6.4 106 128% -0.16 [-0.42 ,0.11] .
Subtotal (95% CI) 899 831 100.0% -0.10 [-0.19, -0.00]
Heterogeneity: Tau®* = 0.00; Chi*= 2.77, df = 4 (P = 0.60); 1= 0%
Test for overall effect: Z = 2.06 (P = 0.04)
-1 05 0 05 1
Favours Peer Support Favours Usual Care
b) Peer Support Waitlist Control Std. mean difference Std. mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Medium-Term$
Barlow 2000 0.01 0.34 3n -0.02 0.35 233 BT% 0.09[-0.08, 0.26] —{r—
Haas 2005 -12.2 301 54 -4.2 277 47 101% -0.27[-067,0.12] —_—
Lorig 1985 -0.06 0.34 129 -0.02 0.24 61 15.3% -0.13[-0.43,0.18] —t—
Lorig 1986 0.2 03 27 -0.1 04 29 6.0% -0.28 [-0.80, 0.25] E—
Lorig 199%a -0.05 0.38 86 0 0.42 62 13.7% -0.13[-0.45, 0.20] —t
Lorig 1999 b -0.1 0.49 189 o 041 97 212% -0.21[-0.46, 0.03] —_—
Subtotal (95% CI) 796 529 100.0% -0.10 [-0.23 , 0.04] ‘.
Heterogeneity: Tau® = 0.01; Chi* = 6.49, df =5 (P = 0.26). I’ = 23%
Test for overall effect: 7 =142 (P =0.16)
- 0.5 1] 0.5 1
Favours Peer Support Favours Waitlist Control
C) Peer Support Active Control Std. mean difference Std. mean difference
Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Short-Term
Cohen 1986 %* 1.3 0.71 28 1.28 0.68 24 18.7% 0.03[-0.52, 0.57] —_—
Coleman 2011 216 1.4 83 204 11.8 85 60.6% 0.10[-0.20, 0.41]
Laforest 20128 33 074 26 33 0.68 32 207% 0.00[-052, 0.52]
Subtotal (95% CI) 137 141 100.0% 0.07 [-0.17 , 0.30]
Heterogeneity: Tau® = 0.00; Chi*=0.14,dT=2 (P =0.93); I’=0%
Test for overall effect: Z = 0.56 (P = 0.57)
Medium-Term
Coleman 2011 2089 124 79 212 127 79  405% -0.02[-0.34,0.29]
Lorig 1986 08 0.8 27 07 07 29 143% 0.13[-0.39, 0.66]
Matthias 2020 * -47.3 244 92 -41.5 228 86 45.2% -0.24[-0.54, 0.05]
Subtotal (95% CI) 1988 1984 100.0% -0.10 [-0.30, 0.10]
Heterogeneity: Tau® = 0.00; Chi*=1.90, df =2 (P = 0.39); I*=0%
Test for overall effect: Z = 1.00 (P = 0.32)
Long-Term
Coleman 2011 21.1 1.9 Iid 18.7 124 79 288% 0.20[-0.12, 0.51] |
Laforest 20128 3.2 0.56 21 36 0.77 29 143% -0.57 [-1.14, 0.00] —_—
Linton 1997 -3 0.69 39 -3 0.94 39 20.1% 0.00[-0.44, 0.44] —_—
Lorig 2004 * * 0.88 0.62 142 0.78 0.65 166 36.8% 0.16 [-0.07 , 0.38] -
Subtotal (95% CI) 279 313 100.0% 0.03 [-0.22, 0.29] ’
Heterogeneity: Tau® = 0.03; Chi*=6.03, dT=3 (P =0.11), I = 50%
Test for overall effect: Z = 0.25 (P = 0.80)
-1 05 0 05 1

Favours Peer Support

Favours Active Control



Figgye 6

Peer Support Usual Care Mean difference Mean difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Medium-Term
Patel 2009 0.9 14 278 0.94 1.3 292 63.0% -0.04[-0.26,0.18]
Taylor 2016 * 18 1.8 370 1.8 19 276 37.0%  0.00[-0.29,0.29]
Subtotal (95% CI) 648 568 100.0%  -0.03[-0.20, 0.15]

Heterogeneity: Tau® = 0.00; Chi* = 0.05, df = 1 (P = 0.83); I* = 0%
Test for overall effect: Z = 0.28 (P = 0.78)

Long-Term
Patel 2009 085 1.2 255 09 15 280 645% -0.05[-0.28,0.18] — .
Taylor 2016 * 18 22 370 18 18 276 355%  0.00[-0.31,0.31)] PR S—
Subtotal (95% ClI) 625 §56 100.0% -0.03[-0.22,0.15] ‘

Heterogeneity: Tau? = 0.00; Chi* = 0.06, df = 1 (P = 0.80); I* = 0%
Test for overall effect: Z =0.34 (P =0.73)

-0.25 0 025 05

b) Favours Peer Support Favours Usual Care
Peer Support Waitlist Control Mean difference Mean difference

Study or Subgroup  Mean sD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Medium-TermT

Lorig 1985 -0.46 2 129 -0.26 31 61 269% -0.20(-1.05, 0.65] —_—

Lorig 1986 -0.3 48 27 -0.7 24 29 4.8% 0.40[-1.61, 2.41] _—

Lorig 1999b -0.06 29 189 -0.24 1.7 97 68.3%  0.18[-0.35,0.71]

Subtotal (95% CI) 345 187 100.0%  0.09 [-0.35, 0.53] t

Heterogeneity: Tau? = 0.00; Chi* = 0.65,df =2 (P =0.72); P = 0%
Test for overall effect: Z = 0.39 (P = 0.69)

2 4 0 1 2
Favours Peer Support Favours Waitlist Control




Consort/PRISMA Flowchart

Identification

Screening

Included

Identification of studies via databases

Identification of studies via other methods

Records identified from: Records identified from:
Databases (n=16445): Grey literature (n=4990)
Medline (Ovid) (n=2024) Clinical Trials Registers (n=194)
Embase (Ovid) (n=4651) Records removed before ProQuest Theses and Records removed before
Emcare (Ovid) (n=2234) > screening: Dissertations (n=362) > screening:
PsychINFO (Ovid) (n=975) Duplicate records (n=8761) Google Scholar (n=40) Duplicate records: (n=1054)
CINAHL (EBSCO) (n=1843) Pearling (n=939)
Cochrane (Wiley) (n=1022) Web of Science Citation Tracking
Scopus (Elsevier) (n=3696) (n=3455)
A 4 \ 4
Records screened N Records excluded Records screened o Records excluded
(n=7684) (n=7088) (n=3936) o (n=3562)
A
Records sought for retrieval Records not retrieved 4’
(n=596) ] (n=18) . .
Records sought for retrieval o Records not retrieved
(n=374) g (n=20)
Records excluded (n=562): v
Due to study design (n=220)
h 4 85: :g;gg::;’f;ig;;’;gg Records assessed for .| Records excluded: (n=341)
-~ > . B
Full text records assessed for Y protocol (n=70) eligibility (n=354) 85: fg isr:tuedny/e(riﬁistl)%n(ﬁil;?)
eligibility (n=578) Due to population (n=67) Due to abstract/commentary/
Due to oytcom'e'measure (n=15) protocol (n=12)
Due to msuf_ﬂuent data (n=8) Due to population (n=41)
b Dupllce':[e (n:?) - Due to outcome measure (n=5)
ue to no author reply (n=2) Due to insufficient data (n=14)
Other (n=2) Duplicate (n=38)
Due to no author reply (n=6)
\ 4 Other (n=2)
Duplicates of included database
Records from databases records (n=13)
included (n=16)
<

Records from grey literature
included (n=13)

'

Total records included in
review (n =29)
Reporting on 24 studies




Consort/PRISMA Checklist

n PRISMA 2020 Checklist

[ Location
Section and Checklist item where item
P is reported
TITLE
Title 1 | Identify the report as a systematic review. See Title
Page
ABSTRACT
Abstract 2 | See the PRISMA 2020 for Abstracts checklist. See
Abstract
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of existing knowledge. Pg 1,2
Objectives Provide an explicit statement of the objective(s) or question(s) the review addresses. Pg 2
METHODS
Eligibility criteria 5 | Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Pg 3,4;
Table 1
Information 6 | Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the | Pg 3
sources date when each source was last searched or consulted.
Search strategy 7 | Present the full search strategies for all databases, registers and websites, including any filters and limits used. See
Appendix 1
Selection process 8 | Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record | Pg 2
and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process.
Data collection 9 | Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked Pg24
process independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the
process.
Data items 10a | List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each Pg 4,5
study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect.
10b | List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any Pg 4
assumptions made about any missing or unclear information.
Study risk of bias 11 | Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each | Pg 4
assessment study and whether they worked independently, and if applicable, details of automation tools used in the process.
Effect measures 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results. Pg 4,5
Synthesis 13a | Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and Pg 4,5
methods comparing against the planned groups for each synthesis (item #5)).
13b | Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data Pg5
conversions.
13c | Describe any methods used to tabulate or visually display results of individual studies and syntheses. Pg5
13d | Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the Pg 4,5
model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
13e | Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression). Pg5
13f | Describe any sensitivity analyses conducted to assess robustness of the synthesized results. Pg5




“ PRISMA 2020 Checklist

[ Location
Section and Checklist item where item
P is reported
Reporting bias 14 | Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). Pg 4,5
assessment
Certainty 15 | Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. Pg 4
assessment
RESULTS
Study selection 16a | Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in | Pg 6; Figure
the review, ideally using a flow diagram. 1
16b | Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. Figure 1
Study 17 | Cite each included study and present its characteristics. Pg 6; Table
characteristics 2,3
Risk of bias in 18 | Present assessments of risk of bias for each included study. Pg 7; Figure
studies 2
Results of 19 | For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision Pg 7-12;
individual studies (e.g. confidence/credible interval), ideally using structured tables or plots. See
Appendix
4,5
Results of 20a | For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Pg 7-12
syntheses 20b | Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. Pg 7-12
confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect.
20c | Present results of all investigations of possible causes of heterogeneity among study results. Pg 7-12
20d | Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. Pg 12
Reporting biases 21 | Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. Pg 7; Figure
2; See
Appendix 3
Certainty of 22 | Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. Pg 7; See
evidence Appendix 3
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of other evidence. Pg 12-16
23b | Discuss any limitations of the evidence included in the review. Pg 15
23c | Discuss any limitations of the review processes used. Pg 15
23d | Discuss implications of the results for practice, policy, and future research. Pg 12-16
OTHER INFORMATION
Registration and 24a | Provide registration information for the review, including register name and registration number, or state that the review was not registered. Pg 2
ndicate where the review protocol can be accessed, or state that a protocol was not prepared. g
protocol 24b | Indicate where the revi lcan b d h | d Pg 2
24c | Describe and explain any amendments to information provided at registration or in the protocol. Pg 2; See
Appendix 2
Support 25 | Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. Pg 17




1S Vg PRISMA 2020 Checklist

Section and

Topic

Checklist item

Location
where item
is reported

Competing 26 | Declare any competing interests of review authors. Pg 17
interests
Availability of 27 | Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included Pg 3

data, code and
other materials

studies; data used for all analyses; analytic code; any other materials used in the review.

From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. doi:

10.1136/bmj.n71

For more information, visit: http://www.prisma-statement.org/
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Supplementary Material file

Appendix 1. Protocol Amendments.

The systematic review was prospectively registered on PROSPERO (CRD42022356850).

Deviations from the protocol are listed below:

e Restricted systematic review from ‘non-cancer chronic pain’ to ‘musculoskeletal chronic
pain’ population, to ensure narrow focus for body of evidence.

e Focussed analyses on the primary outcomes specifically delineated in our protocol (pain
intensity, self-efficacy, function, health service utilisation, quality of life, perceived social
support, and self-management), versus considering all reported outcomes; in addition to
our primary outcomes. This was due to the numerous and varied outcomes evaluated in
the included studies, with many studies reporting unique outcomes that could not be
pooled.

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al. Page 1 of 26
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Appendix 2. Search Strategies.

MEDLINE (via OVID)

exp Peer Group/

Mentors/

exp Mentoring/

Self-Help Groups/

((peer or peers) adj3 (support or specialist* or lead* or led or deliver* or direct* or provid* or
conduct* or collaborat® or run or ran or organi* or manage* or operated or assist* or train* or
companion or coach* or aide or volunteer® or work® or employ* or group or guide* or
program or service* or influenc* or involv* or inclusion or participati*)).ti,ab,kf.

(peer2peer or peer to peer).ti,ab,kf.

(mentor* or pain coach or lay leader or lay led or train* volunteer or expert patient or
volunteer leader).ti,ab kf.

(consumer* adj2 (support* or specialist* or service* or employ* or work™® or provide* or
traine™® or run or ran or organi* or manage® or led or directed or delivered or operated or
assist* or companion*)).ti,ab,kf.

(self help group* or selthelp group* or support group* or therap* social club* or support
commun¥).ti,ab,kf.

((self manage* or selfmanage®) adj2 (program* or intervention or community based)).ti,ab,kf.
or/1-10

exp Pain/

(pain).ti,ab,kf.

or/12-13

11 and 14

Embase (via OVID)

exp peer group/

mentor/

exp mentoring/

exp support group/

((peer or peers) adj3 (support or specialist* or lead* or led or deliver* or direct* or provid* or
conduct™® or collaborat* or run or ran or organi* or manage* or operated or assist* or train* or
companion or coach™® or aide or volunteer* or work* or employ* or group or guide* or
program or service® or influenc* or involv* or inclusion or participati*)).ti,ab,kf.

(peer2peer or peer to peer).ti,ab,kf.

(mentor* or pain coach or lay leader or lay led or train* volunteer or expert patient or
volunteer leader).ti,ab,kf.

(consumer* adj2 (support* or specialist* or service* or employ* or work™® or provide* or
traine* or run or ran or organi* or manage* or led or directed or delivered or operated or
assist* or companion*)).ti,ab,kf.

(self help group* or selthelp group™ or support group* or therap* social club* or support
commun*).ti,ab,kf.

((self manage™* or selfmanage*) adj2 (program™* or intervention or community based)).ti,ab,kf.
or/1-10

exp pain/

(pain).ti,ab,kf.

or/12-13

11 and 14

The effectiveness of peer support interventions for community-dwelling adults with

chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al. Page 2 of 26
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Emcare (via OVID)

exp peer group/

mentor/

exp mentoring/

exp support group/

((peer or peers) adj3 (support or specialist® or lead* or led or deliver* or direct* or provid* or
conduct* or collaborat® or run or ran or organi* or manage* or operated or assist* or train* or
companion or coach* or aide or volunteer* or work* or employ* or group or guide* or
program or service*® or influenc* or involv* or inclusion or participati*)).ti,ab,kf.

(peer2peer or peer to peer).ti,ab,kf.

(mentor* or pain coach or lay leader or lay led or train* volunteer or expert patient or
volunteer leader).ti,ab kf.

(consumer* adj2 (support® or specialist* or service* or employ* or work™ or provide* or
traine™® or run or ran or organi* or manage® or led or directed or delivered or operated or
assist* or companion*)).ti,ab,kf.

(self help group* or selthelp group* or support group* or therap* social club* or support
commun®).ti,ab,kf.

((self manage* or selfmanage*) adj2 (program* or intervention or community based)).ti,ab,kf.
or/1-10

exp pain/

(pain).ti,ab,kf.

or/12-13

11 and 14

PsycInfo (via OVID)

Peers/

Mentor/

Support Groups/

((peer or peers) adj3 (support or specialist* or lead* or led or deliver* or direct* or provid* or
conduct™® or collaborat* or run or ran or organi* or manage* or operated or assist* or train* or
companion or coach™® or aide or volunteer* or work* or employ* or group or guide* or
program or service® or influenc* or involv* or inclusion or participati*)).ti,ab,tw.
(peer2peer or peer to peer).ti,ab,tw.

(mentor* or pain coach or lay leader or lay led or train* volunteer or expert patient or
volunteer leader).ti,ab,tw.

(consumer* adj2 (support* or specialist* or service* or employ* or work™® or provide* or
traine* or run or ran or organi* or manage* or led or directed or delivered or operated or
assist* or companion*)).ti,ab,tw.

(self help group* or selthelp group™ or support group* or therap* social club* or support
commun¥).ti,ab,tw.

((self manage* or selfmanage*) adj2 (program* or intervention or community
based)).ti,ab,tw.

or/1-9

exp Pain/

(pain).ti,ab,tw.

or/11-12

10 and 13

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al. Page 3 of 26
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CINAHL (via EBSCO)

MH "Peer Group"

MH "Mentorship"

MH "Peer Counseling"

MH "Support Groups"

((peer or peers) n3 (support or specialist* or lead* or led or deliver* or direct* or provid* or
conduct* or collaborat® or run or ran or organi* or manage®* or operated or assist™ or train* or
companion or coach™® or aide or volunteer* or work* or employ* or group or guide* or
program or service*® or influenc* or involv* or inclusion or participati*)).TI OR AB.
(peer2peer or "peer to peer").TI OR AB.

(mentor* or "pain coach" or "lay leader" or "lay led" or "train* volunteer" or "expert patient"
or "volunteer leader"). TI OR AB.

(consumer* n2 (support* or specialist* or service* or employ* or work™* or provide* or
traine™® or run or ran or organi* or manage®* or led or directed or delivered or operated or
assist* or companion*)).TI OR AB.

("self help group*" or "selthelp group*" or "support group*" or "therap* social club*" or
"support commun*").TT OR AB.

(("self manage™" or selfmanage™) n2 (program* or intervention or "community based")).TI
OR AB.

S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10

MH "Pain+"

(pain). TT OR AB.

S12 OR S13

S11 AND S14

The Cochrane Library (via Wiley)

[mh "Peer Group"]

[mh ~"Mentors"]

[mh "Mentoring"]

[mh "Self-Help Groups"]

((peer or peers) near/3 (support or specialist* or lead* or led or deliver* or direct* or provid*
or conduct™® or collaborat® or run or ran or organi* or manage* or operated or assist* or train*
or companion or coach* or aide or volunteer® or work™ or employ* or group or guide* or
program or service® or influenc* or involv* or inclusion or participati*)):ti,ab,kw

(peer2peer or "peer to peer"):ti,ab,kw

(mentor* or "pain coach" or "lay leader" or "lay led" or train* NEXT volunteer or "expert
patient" or "volunteer leader"):ti,ab,kw

(consumer* near/2 (support* or specialist® or service* or employ* or work® or provide* or
traine* or run or ran or organi* or manage* or led or directed or delivered or operated or
assist* or companion*)):ti,ab,kw

(self NEXT help NEXT group* or selfhelp NEXT group* or support NEXT group* or therap*
NEXT social NEXT club* or support NEXT commun*):ti,ab,kw

((self NEXT manage* or selfmanage*) near/2 (program* or intervention or "community
based")):ti,ab,kw

#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10

[mh "Pain"]

(pain):ti,ab,kw

#12 OR #13

#11 AND #14

The effectiveness of peer support interventions for community-dwelling adults with

chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al. Page 4 of 26
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Scopus (via Elsevier)

( (TITLE-ABS-KEY ( ( peer OR peers ) W/3 (support OR specialist* OR lead* OR
led OR deliver* OR direct* OR provid* OR conduct* OR collaborat* OR run OR
ran OR organi* OR manage* OR operated OR assist* OR train* OR companion OR
coach® OR aide OR volunteer* OR work* OR employ* OR group OR guide* OR
program OR service* OR influenc* OR involv* OR inclusion OR participati* ) )) OR
( TITLE-ABS-KEY ( peer2peer OR "peer to peer" ) ) OR ( TITLE-ABS-KEY ( mentor*
OR "pain coach" OR "lay leader" OR "lay led" OR "train* volunteer" OR "expert
patient" OR "volunteer leader" ) ) OR ( TITLE-ABS-KEY ( consumer* W/2 ( support*
OR specialist* OR service* OR employ* OR work* OR provide* OR traine* OR run
OR ran OR organi* OR manage* OR led OR directed OR delivered OR operated OR
assist* OR companion* ))) OR ( TITLE-ABS-KEY ( "self help group*" OR "selthelp
group*" OR "support group*" OR "therap* social club*" OR "support commun*")) OR
( TITLE-ABS-KEY ( ( "self manage*" OR selfmanage* ) W/2 ( program®* OR
intervention OR "community based" )))) AND ( TITLE-ABS-KEY ( pain) )

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al. Page 5 of 26
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Appendix 3. GRADE assessment of certainty in the evidence for each outcome.

Peer support vs. usual care
Pain intensity: short-term
Certainty assessment

Ne of Study Risk of bias Inconsistency Indirectness Imprecision Other
studies design considerations
5 Randomised Very serious Not serious Not serious Not serious None
trials We downgraded
two levels due to
unclear or high
risk of bias in
multiple domains.
Peer support vs. usual care
Pain intensity: medium-term
Certainty assessment
Ne of Study Risk of bias Inconsistency Indirectness Imprecision Other
studies design considerations
6 Randomised Very serious Very serious Not serious Not serious None
trials We downgraded We
two levels due to downgraded
unclear or high two levels due
risk of bias in to high
multiple domains.  heterogeneity
(? value 80%).
Peer support vs. usual care
Pain intensity: long-term
Certainty assessment
Ne of Study Risk of bias Inconsistency Indirectness Imprecision Other
studies design considerations
7 Randomised Very serious Not serious Not serious Not serious None
trials We downgraded
two levels due to
unclear or high
risk of bias in
multiple domains.
Peer support vs. usual care
Self-efficacy: short-term
The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al.

Ne of patients

Peer Usual
support care
321 300

Ne of patients

Peer Usual
support care
1309 1186

Ne of patients

Peer Usual
support care
1322 1261

Effect

Absolute
(95% CI)
MD: -1.58
[-4.83, 1.66],
P=0.34,
12=0%, N=5

Effect

Absolute
(95% CI)
MD:-3.48
[-6.61, -0.35],
P=0.03,
12=80%, N=6

Effect

Absolute
(95% Cl)
MD:-1.97
[-3.53, -0.42],
P=0.01,
12=0%, N=7

Certainty

0800

Low

Certainty

®O00

Very low

Certainty

OO0

Low
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Ne of
studies
3

Ne of
studies
5

Ne of
studies
3

Ne of
studies

Study
design
Randomised
trials

Study
design
Randomised
trials

Study
design
Randomised
trials

Study
design

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in

multiple domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple domains.

Risk of bias

Certainty assessment

Inconsistency Indirectness Imprecision Other
considerations
Very serious Not serious Very serious None
We Would
downgraded downgrade
two levels due one level as
to high n<400 but
heterogeneity already at very
(P? value 81%). low.
Peer support vs. usual care
Self-efficacy: medium-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Not serious Not serious None
Peer support vs. usual care
Self-efficacy: long-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Serious Not serious None
We downgraded
one level as one
study was
unable to
determine the
effect on peer
support alone.
Peer support vs. usual care
Function: short-term
Certainty assessment
Inconsistency Indirectness Imprecision Other

considerations

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

Ne of patients

Peer Usual
support care
111 78

Ne of patients

Peer Usual
support care
784 671

Ne of patients

Peer Usual
support care
681 622

Ne of patients

Usual
care

Peer
support

Effect

Absolute
(95% Cl)
SMD 0.01
[-0.77,0.79],
P=0.98,
12=81%, N=2

Effect

Absolute

(95% CI)

SMD:0.26
[0.16, 0.36],
P<0.001,
12=0%, N=4

Effect

Absolute
(95% Cl)
SMD:0.21
[0.07, 0.36],
P=0.005,
12=45%, N=2

Effect

Absolute
(95% CI)

Certainty

®O00

Very low

Certainty

0800

Low

Certainty

®O00

Very low

Certainty
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Ne of
studies
7

Ne of
studies
6

Ne of
studies

Randomised
trials

Study
design
Randomised
trials

Study
design
Randomised
trials

Study
design

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in

multiple domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in

multiple domains.

Risk of bias

Serious Not serious Not serious None
We

downgraded
one level due

to moderate
heterogeneity
(% value 57%).

Peer support vs. usual care
Function: medium-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Not serious Not serious None
Peer support vs. usual care
Function: long-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Serious Not serious None
We downgraded

one level as two

studies were

unable to

determine the

effect on peer

support alone.

Peer support vs. usual care
Health service utilisation: medium-term
Certainty assessment

Other
considerations

Inconsistency Indirectness Imprecision

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

302 283

Ne of patients

Peer Usual
support care
930 809

Ne of patients

Peer Usual
support care
870 809

Ne of patients

Usual
care

Peer
support

SMD: -0.04
[-0.31, 0.23],
P=0.77,
2=57%, N=5

Effect

Absolute
(95% CI)
SMD:-0.12
[-0.25, 0.01],
P=0.07,
12=35%, N=6

Effect

Absolute
(95% Cl)
SMD:-0.10
[-0.19, -0.00],
P=0.04,
12=0%, N=5

Effect

Absolute
(95% CI)

®O00

Very low

Certainty

0800

Low

Certainty

®O00

Very low

Certainty
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4

Ne of
studies
4

Ne of
studies
4

Ne of
studies

Randomised
trials

Study
design
Randomised
trials

Study
design
Randomised
trials

Study
design

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in

multiple domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in

multiple domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in

multiple domains.

Risk of bias

Serious Not serious None
We downgraded
one level due to
differences in
measures
across health
systems.
Peer support vs. usual care
Health service utilisation: long-term

Certainty assessment

Not serious

Other
considerations
None

Inconsistency Indirectness Imprecision

Serious Not serious
We downgraded
one level due to
differences in
measures
across health
systems.
Peer support vs. usual care
Quality of life: all timeframes
Certainty assessment

Not serious

Other
considerations
None

Inconsistency Indirectness Imprecision

Serious Not serious
We downgraded
one level as two
studies were
unable to
determine the
effect on peer
support alone.
Peer support vs. usual care
Social support: all timeframes
Certainty assessment

Not serious

Other
considerations

Inconsistency Indirectness Imprecision

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

648 568

Ne of patients

Peer Usual
support care
625 556

Ne of patients

Peer Usual
support care
>400 >400

Ne of patients

Usual
care

Peer
support

MD:-0.03
[-0.20, 0.15],
P=0.78,
2=0%, N=2

Effect

Absolute
(95% CI)
MD:-0.03
[-0.22, 0.15],
P=0.73,
12=0%, N=2

Effect

Absolute
(95% Cl)
N/A

Effect

Absolute
(95% CI)

®O00

Very low

Certainty

®O00

Very low

Certainty

®O00

Very low

Certainty
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1 Randomised Very serious
trial We downgraded
two levels due to
unclear or high
risk of bias in
multiple domains.

Ne of Study Risk of bias
studies design
3 Randomised

trials

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple domains.

Ne of
studies
2 Randomised
trials

Study design Risk of bias
Very serious
We downgraded
two levels due to
unclear or high
risk of bias in
multiple
domains.

Ne of Risk of bias

studies

Study design

N/A Not serious Serious None
Not reported We
(single trial). downgraded
one level as
n<400.
Peer support vs. usual care
Self-management: all timeframes
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Serious Not serious None
We downgraded
one level as one
study was
unable to
determine the
effect on peer
support alone.
Peer support vs. waitlist control
Pain intensity: short-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Serious Serious None
We downgraded Would
one level as one downgrade
study was one level
unable to (n<400) but
determine the already at very
effect on peer low.
support alone.
Peer support vs. waitlist control
Pain intensity: medium-term
Certainty assessment
Inconsistency Indirectness Imprecision Other

considerations

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

25 25

Ne of patients

Peer Usual
support care
>400 >400

Ne of patients

Peer Usual
support care
83 78

Ne of patients

Usual
care

Peer
support

N/A e0O00
Very low
Effect Certainty
Absolute
(95% CI)
N/A 000
Very low
Effect Certainty
Absolute
(95% CI)
MD: 2.00 10]0@)
[-5.12, 9.12], Very low
P=0.58,
12=0%, N=2
Effect Certainty
Absolute
(95% CI)
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7 Randomised Very serious Serious Serious Not serious None 851 573
trials We downgraded We Would
two levels due to downgraded downgrade one
unclear or high one level due  level as majority
risk of bias in to moderate studies by same
multiple heterogeneity author (same
domains. (% value 57%). program) but
already at very
low.
Peer support vs. waitlist control
Self-efficacy: short-term
Certainty assessment Ne of patients
Ne of  Study design Risk of bias Inconsistency Indirectness Imprecision Other Peer Usual
studies considerations  support care
1 Randomised Very serious N/A Serious Serious None 60 60
trial We downgraded Not reported We downgraded Would
two levels due to (single trial). one level as downgrade
unclear or high study was one level
risk of bias in unable to (n<400) but
multiple determine the already at very
domains. effect on peer low.
support alone.
Peer support vs. waitlist control
Self-efficacy: medium-term
Certainty assessment Ne of patients
Ne of  Study design Risk of bias Inconsistency Indirectness Imprecision Other Peer Usual
studies considerations  support care
4 Randomised Very serious Not serious Not serious Not serious None 598 413
trials We downgraded Only one study
two levels due to was unable to
unclear or high determine the
risk of bias in effect on peer
multiple support alone,
domains. So not
downgraded.

Certainty assessment

The effectiveness of peer support interventions for community-dwelling adults with

Peer support vs. waitlist control
Function: short-term

Ne of patients

chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al.

MD:-2.90 e0O00O
[-6.62, 0.81], Very low
P=0.13,
12=57%, N=7
Effect Certainty
Absolute
(95% CI)
N/A ®0O00
Very low
Effect Certainty
Absolute
(95% ClI)
SMD:0.36 OO0
[0.20, 0.51], Low
P<0.001,
12=22%, N=4
Effect Certainty
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Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Inconsistency

Not serious

Indirectness

Not serious

Imprecision

Serious
We

downgraded

one level as
n<400.

Other
considerations
None

Peer support vs. waitlist control
Function: medium-term

Certainty assessment

Inconsistency

Not serious

Inconsistency

Not serious

Inconsistency

Indirectness

Serious
We downgraded
one level as
majority studies
by same author
(same program).

Imprecision

Not serious

Other
considerations
None

Peer support vs. waitlist control
Health service utilisation: medium-term
Certainty assessment

Indirectness

Serious
We downgraded
one level as
majority studies
by same author
(same program).

Imprecision

Not serious

Other
considerations
None

Peer support vs. waitlist control
Quality of life: short- & medium-term
Certainty assessment

Indirectness

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Ne of  Study design
studies
2 Randomised
trial
Ne of Study design
studies
7 Randomised
trials
Ne of  Study design
studies
7 Randomised
trials
Ne of Study design
studies
Wilson et al.

Imprecision

Other
considerations

Peer Usual
support care
88 85

Ne of patients

Peer Usual
support care
796 529

Ne of patients

Peer Usual
support care
345 187

Ne of patients

Usual
care

Peer
support

Absolute
(95% CI)
N/A ®0O00
Very low
Effect Certainty
Absolute
(95% Cl)
SMD:-0.10 1000
[-0.23, 0.04], Very low
P=0.16,
12=23%, N=6
Effect Certainty
Absolute
(95% CI)
MD: 0.09 e0O00
[-0.35, 0.53], Very low
P=0.69,
12=0%, N=3
Effect Certainty
Absolute
(95% CI)
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Ne of
studies
2

Ne of
studies
4

Ne of
studies

Randomised
trial

Study design

Randomised
trials

Study design

Randomised
trials

Study design

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

N/A Serious Serious None
Not reported We downgraded Would
(single trial). one level as downgrade
study was one level
unable to (n<400) but
determine the already at very
effect on peer low.
support alone.
Peer support vs. waitlist control
Social support: all timeframes
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Not serious Serious None
We
downgraded
one level as
n<400.
Peer support vs. waitlist control
Self-management: all timeframes
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Serious Not serious None
We downgraded
one level as all
studies only
looked at one
type of program.
Peer support vs. active control
Pain intensity: short-term
Certainty assessment
Inconsistency Indirectness Imprecision Other

considerations

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

60 60

Ne of patients

Peer Usual
support care
<200 <200

Ne of patients

Peer Usual
support care
>400 >400

Ne of patients

Usual
care

Peer
support

N/A

Effect

Absolute
(95% CI)
N/A

Effect

Absolute
(95% CI)
N/A

Effect

Absolute
(95% CI)

®O00O

Very low

Certainty

®O00

Very low

Certainty

®O00
Very low

Certainty
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Ne of
studies
3

Ne of
studies
4

Ne of
studies

Randomised
trials

Study design

Randomised
trials

Study design

Randomised
trials

Study design

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Not serious Not serious Serious None
We
downgraded
one level as
n<400.
Peer support vs. active control
Pain intensity: medium-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Not serious Serious None
We
downgraded
one level as
n<400.
Peer support vs. active control
Pain intensity: long-term
Certainty assessment
Inconsistency Indirectness Imprecision Other
considerations
Not serious Not serious Not serious None
Peer support vs. active control
Self-efficacy: short-term
Certainty assessment
Inconsistency Indirectness Imprecision Other

considerations

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

157 153

Ne of patients

Peer Usual
support care
198 194

Ne of patients

Peer Usual
support care
304 328

Ne of patients

Usual
care

Peer
support

MD: 4.98
[-0.08,
10.04],
P=0.05,

2=15%, N=3

Effect

Absolute
(95% CI)
MD: 1.90
[-1.79, 5.59],
P=0.31,
12=0%, N=3

Effect

Absolute
(95% Cl)
MD: 2.94
[-0.01, 5.90],
P=0.05,
12=13%, N=4

Effect

Absolute
(95% CI)

®O00O

Very low

Certainty

®O00O

Very low

Certainty

OO0

Low

Certainty
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1 Randomised Very serious N/A Not serious Serious None
trial We downgraded Not reported We
two levels due to (single trial). downgraded
unclear or high one level as
risk of bias in n<400.
multiple
domains.

Peer support vs. active control
Self-efficacy: medium-term
Certainty assessment

Ne of  Study design Risk of bias Inconsistency Indirectness Imprecision Other
studies considerations
2 Randomised Very serious Not serious Not serious Serious None
trials We downgraded We
two levels due to downgraded
unclear or high one level as
risk of bias in n<400.
multiple
domains.

Peer support vs. active control
Self-efficacy: long-term
Certainty assessment

Ne of Study design Risk of bias Inconsistency Indirectness Imprecision Other
studies considerations
2 Randomised Very serious Not serious Not serious Not serious None
trials We downgraded
two levels due to
unclear or high
risk of bias in
multiple
domains.

Peer support vs. active control
Function: short-term
Certainty assessment

Ne of Study design Risk of bias Inconsistency Indirectness Imprecision Other
studies considerations

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al.

90 90

Ne of patients

Peer Usual
support care
171 165

Ne of patients

Peer Usual
support care
219 245

Ne of patients

Peer Usual
support care

N/A ®O00O

Very low

Effect Certainty
Absolute
(95% ClI)

MD: -0.09 e0O00
[-0.57, 0.40], Very low
P=0.73,
12=27%, N=2

Effect Certainty

Absolute
(95% Cl)
MD:-0.41 02100
[-0.77, - Low
0.05],
P=0.03,
12=0%, N=2

Effect Certainty

Absolute
(95% Cl)
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3 Randomised Very serious Serious None
trial We downgraded We
two levels due to downgraded
unclear or high one level as
risk of bias in n<400.
multiple
domains.
Peer support vs. active control
Function: medium-term
Certainty assessment
Ne of  Study design Risk of bias Inconsistency Indirectness Imprecision Other
studies considerations
3 Randomised Very serious Serious None
trials We downgraded We
two levels due to downgraded
unclear or high one level as
risk of bias in n<400.
multiple
domains.
Peer support vs. active control
Function: long-term
Certainty assessment
Ne of Study design Risk of bias Inconsistency Indirectness Imprecision Other
studies considerations
4 Randomised Very serious Not serious Not serious Not serious None
trials We downgraded
two levels due to
unclear or high
risk of bias in
multiple
domains.
Peer support vs. active control
Health service utilisation: medium- & long-term
Certainty assessment
Ne of  Study design Risk of bias Inconsistency Indirectness Imprecision Other

studies considerations

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.
Wilson et al.

137 141

Ne of patients

Peer Usual
support care
198 194

Ne of patients

Peer Usual
support care
279 313

Ne of patients

Peer Usual
support care

SMD:0.07
[-0.17, 0.30],
P=0.57,
12=0%, N=3

Effect

Absolute
(95% CI)
SMD -0.10
[-0.30, 0.10],
P=0.32,
12=0%, N=3

Effect

Absolute
(95% Cl)
SMD:0.03
[-0.22, 0.29],
P=0.80,
12=50%, N=4

Effect

Absolute
(95% CI)

®O00O

Very low

Certainty

®O00O

Very low

Certainty

OO0

Low

Certainty
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Ne of
studies
2

Ne of
studies
2

Ne of
studies

Randomised
trials

Study design

Randomised
trial

Study design

Randomised
trials

Study design

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Very serious
We downgraded
two levels due to

unclear or high
risk of bias in
multiple
domains.

Risk of bias

Not serious

Inconsistency

Not serious

Serious
We downgraded
one level due to
differences in
measures
across health
systems.

Peer support vs. active control

Not serious

None

Quality of life: medium- & long-term
Certainty assessment

Indirectness

Not serious

Peer support vs. active control
Social support: all timeframes

Certainty assessment

Inconsistency

Not serious

Inconsistency

Indirectness

Not serious

Peer support vs. active control

Imprecision

Serious
We
downgraded
one level as
n<400.

Imprecision

Serious
We
downgraded
one level as
n<400.

Other
considerations
None

Other
considerations
None

Self-management: all timeframes
Certainty assessment

Indirectness

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

Imprecision

Other
considerations

>300 >300

Ne of patients

Peer Usual
support care
<200 <200

Ne of patients

Peer Usual
support care
151 130

Ne of patients

Usual
care

Peer
support

N/A

Effect

Absolute
(95% CI)
N/A

Effect

Absolute
(95% Cl)
N/A

Effect

Absolute
(95% CI)

®O00O

Very low

Certainty

®O00O

Very low

Certainty

®O00

Very low

Certainty
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1 Randomised Very serious
trials We downgraded
two levels due to
unclear or high
risk of bias in
multiple
domains.

N/A
Not reported
(single trial)

Not serious

The effectiveness of peer support interventions for community-dwelling adults with
chronic musculoskeletal pain: a systematic review and meta-analysis of randomised trials.

Wilson et al.

Serious
We
downgraded
one level as
n<400.

None

120

95

N/A

®O00O
Very low
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Appendix 4. Summary of unpooled data for each outcome.

Control Timepoint Study

Effect size [95%ClI], P-values if available

Pain intensity. (Negative values favour peer support, 0-100 scale)

c. Active Control  Medium-Term Matthias, 2020
Long-Term Lorig, 2004

9-month MD 1.00 [-4.31, 6.31]
2 year MD -3.33 [-10.97, 4.31], 3 year MD 4.00 [-8.36, 16.36]

Self-efficacy. (Positive values favour peer support)

a. Usual Care Short-Term Branch, 1999 (Data no longer available)
Medium-Term  Buszewicz, 2006 SMD 0.31 [-0.47, -0.14]*
Long-Term Buszewicz, 2006 Pain subscale adjusted difference in means 0.98 [0.07, 1.89]; Other subscale adjusted
difference in means 1.58 [0.25, 2.90]
b. Waitlist Short-Term Hopman-Rock 2000 SMD 0.40 [0.00, 0.81]

Coleman, 2011
Medium-Term  Matthias, 2020
Long-Term Lorig, 2004

c. Active Control  Short-Term

SMD -0.27 [-0.58, 0.03]
9-month SMD 0.14 [-0.17, 0.44]
2 year SMD -0.18 [-0.42, 0.05], 3 year SMD -0.03 [-0.28, 0.22]

Function. (Negative values favour peer support)

a. Usual Care Medium-Term Buszewicz, 2006

SMD -0.05 [-0.21, 0.11]*

Long-Term Buszewicz, 2006 SMD -0.07 [-0.23, 0.10]*
b. Waitlist Short-Term Cohen, 1986 (Data not available)
c. Active Control  Medium-Term  Matthias 2020 9-month SMD -0.14 [-0.44, 0.16]
Long-Term Lorig 2004 2 year SMD -0.06 [-0.30, 0.17], 3 year SMD -0.05 [-0.30, 0.20]

Health service utilisation. (Negative values favour peer support)

a. Usual Care Short-Term Ackerman, 2012
Medium-Term  Lorig, 2008
Anderson, 2021

4 measures: p-values range 0.21 to 0.92

Physician visits SMD -0.14 [-0.29, 0.02]; Emergency visits SMD -0.04 [-0.20, 0.11]
14 measures (significant ones reported): Inpatient stays MD -0.91 [-1.78, -0.04]; GP
practice nurse visits MD 0.93 [0.15, 1.71]

Long-Term Lorig, 2008 Physician visits SMD -0.09 [-0.24, 0.07]; Emergency visits SMD -0.02 [-0.17, 0.14]
Ackerman, 2012 4 measures: p-values range 0.02 to 0.41
b. Waitlist Medium-Term  Barlow, 2000 GP visits (other) SMD 0.16 [-0.14, 0.47]*; GP visits (arthritis) SMD -0.04 [-0.35, 0.27]*
Haas, 2005 7 measures: p-values range 0.114 to 0.698

Hopman-Rock, 2000

GP visits & medication effect size <0.2, p-value >0.05; Physical therapy visits effect size
>0.4 (favours peer support), p-value = 0.01

Lorig, 1999a Physician & ER visits SMD 0.21 [-0.11, 0.54]*; Hospital stays SMD -0.02 [-0.35, 0.31]%;
Hospital nights SMD -0.26 [-0.59, 0.07]*
c. Active Control  Medium-Term  Lorig, 1986 Physician visits SMD 0.11 [-0.42, 0.63]*

Matthias, 2020

Long-Term Lorig, 2004

Outpatient visits 9-month SMD 0.05 [-0.25, 0.36]; Emergency visits 9-month SMD -0.20 [-
0.51, 0.10]

Physician visits 1 year SMD -0.24 [-0.47, -0.02]*, 2 year SMD 0.08 [-0.15, 0.32]*, 3 year
SMD -0.33 [-0.59, -0.08]*; Rheumatologist visits 1 year SMD -0.08 [-0.30, 0.15]*, 2 year
SMD 0.23 [-0.01, 0.46]*, 3 year SMD 0.07 [-0.18, 0.32]*
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Quality of life. (Positive values favour peer support)

a. Usual Care Short-Term Ackerman, 2011 SMD -0.28 [-0.69, 0.13]*
Kaya, 2016 (No overall score data available)
Medium-Term  Buszewicz, 2006/Patel, 2009 (No overall score data available)
Kaya, 2016 (No overall score data available)
Taylor, 2016 SMD 0.13 [-0.03, 0.29]
Long-Term Ackerman, 2012 SMD -0.11 [-0.52, 0.29]*
Buszewicz, 2006/Patel, 2009 (No overall score data available)
Taylor, 2016 SMD 0.01[-0.16, 0.17]
b. Waitlist Short-Term Hopman-Rock, 2000 p-value < 0.05
Medium-Term  Hopman-Rock, 2000 p-value > 0.05
c. Active Control ~ Short-Term Coleman, 2011 (No overall score data available)
Medium-Term  Coleman, 2011 (No overall score data available)
Matthias, 2020 (No overall score data available)
Long-Term Coleman, 2011 (No overall score data available)
Social support. (Positive values favour peer support)
a. Usual Care Short-Term Anderson, 2021 Effect size 0.0 [-0.80, 0.80]
Medium-Term  Anderson, 2021 Effect size —-0.40 [-0.84, 0.03]
b. Waitlist Short-Term Cohen, 1986 (Data not available)
Medium-Term  Savelkoul, 2001/Savelkoul, 2004 (Data not available)
c. Active Control  Short-Term Cohen, 1986 (Data not available)
Medium-Term Matthias, 2020 6-month SMD 0.09 [-0.20, 0.39], 9-month SMD 0.09 [-0.22, 0.39]

Savelkoul, 2001/Savelkoul, 2004 (Data not available)
Self-management. (Positive values favour peer support)

a. Usual Care Short-Term Ackerman, 2012 8 measures (significant reported here): Skill & technique acquisition adjusted between
group difference 0.29 [0.04, 0.55] (high =better)
Anderson, 2021 Effect size 8.3 [2.2, 14.4]
Medium-Term  Anderson, 2021 Effect size 4.4 [-2.8, 11.6]
Lorig, 2008 4 measures (all non-significant)
Long-Term Ackerman, 2012 8 measures (all non-significant)
Lorig, 2008 4 measures (all non-significant)
b. Waitlist Short-Term Cohen, 1986 5 measures (all non-significant)
Medium-Term  Barlow, 2000 Cognitive symptom management SMD 0.22 [0.05, 0.39] (p<0.0005)*; Relaxation
(p<0.0005); flexibility exercises (p<0.0005); Strengthening exercises (p<0.0005)
Lorig, 1985 Knowledge SMD 0.69 [0.38, 1.01]*; Arthritis exercise SMD 0.72 [0.41, 1.04]*; Relaxation
SMD 0.64 [0.33, 0.95]*
Lorig, 1999b Range of motion exercise effect size 0.41 (p=0.004); Aerobic exercise effect size 0.07
(p=0.41)
c. Active Control ~ Short-Term Cohen, 1986 5 measures (all non-significant)
Medium-Term  Matthias, 2020 6-month SMD 0.33 [0.03, 0.62], 9-month SMD 0.15 [-0.15, 0.46]

*Calculated with within-group change data.
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Appendix 5. Self-reported study outcomes summary.

Author, year

Intervention Group & Overview

Outcome measures* & follow-up timepoints

Studies with usual care controls only

Ackerman, Int: Arthritis Self-Mx Program Pain @, physical function ©, quality of life @, self-management skills @, health service utilisation ©,
2012 Con: usual care disease severity ©, psychological distress @, stiffness ©
Baseline, 6 weeks, 3 months, 12 months
gggflsrson, Int: one-to-one peer mentorship Pain @, function @, self-efficacy ©, self-management @, perceived social support ©, healthcare &
sessions

Con: usual care

community resource use @, health status @, anxiety & depression @, stiffness ©
Baseline, 8 weeks, 6 months

Branch, 1999

Int: arthritis patient educator
Con: usual care

Arthritis impact (health status) ©, self-efficacy @, arthritis knowledge [
Baseline, 8 weeks

Buszewicz, Pain ©, quality of life ©, physical functioning ©, self-efficacy @, anxiety & depression @
2006 Int: arthritis self-Mx program Baseline, 4 months, 12 months
Con: usual care
Patel, 2009 Quiality of life @, resource use [, mental health ©, physical health ©, health state ©
Baseline, 4 months, 12 months
Kaya, 2016 Functional status ©, activity status @, health status (multiple domains) ©, quality of life @©, depression ©
. Baseline, 4 weeks, 6 months
Int: peer education group
Kaya, 2021 Con: usual care Knowledge ©
Baseline, 4 weeks, 6 months
Lorig, 2008 Int: internet-based arthritis self-Mx Pain @, disability @, self-efficacy @, health-related behaviors ©, healthcare utilisation @, global health @,

program
Con: usual care

fatigue @, health distress @, activity limitations @
Baseline, 6 months, 12 months

Martire, 2007

Int A: patient education & support
Int B: couples-orientated education
& support

Con: usual care

Pain ©, physical function ©, self-efficacy ©, marital satisfaction ©, stiffness @©, depressive symptoms ©
Baseline, 6 weeks, 6 months

Taylor, 2016a

Taylor, 2016b

Int; self-Mx group course
Con: usual care

Pain ©, pain-related disability ©, self-efficacy @, social integration @, health utility (quality of life) ©,

depression & anxiety @, pain acceptance & coping @, global health ©
Baseline, 6 months, 12 months

As above + healthcare utilisation ©
Baseline, 6 months, 12 months

Von Korff,
1998

Int: lay-led self-Mx group
Con: usual care

Pain @, pain interference ©, impairment & limitation @, self-care attitudes @, back pain worries @, mental
health ©
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Baseline, 3 months, 6 months, 12 months

Studies with waitlist controls only

Barlow, 2000 Int: arthritis self-Mx program Pain ©, physical functioning ©, self-efficacy @, use of cognitive symptom management @, health
Con: wait-list control behaviors [, visits to GP @, health status ©, fatigue @, psychological wellbeing @
Baseline, 4 months (12 months for 1 group only)
Haas, 2005 Int: chronic disease self-Mx program  Pain @, functional disability ©, self-efficacy ©, health care utilisation ©, general health ©, emotional well-

Con: wait-list control

being @, self-care attitudes ©, pain days ©, disability days ©
Baseline, 6 months

Hopman-Rock, Int: living with OA program

Pain [, mobility ©, quality of life ©, self-efficacy @, knowledge @, health care utilisation =

2000 Con: wait-list control Baseline, 6 weeks, 6 months
Lorig, 1985 Int: arthritis self-Mx program Pain @, physical disability @©, self-management activities @, health service utilisation ©, knowledge @,
Con: wait-list control locus of control ©
Baseline, 4 months
Lorig, 1999* Int: chronic disease self-Mx program  Pain/physical discomfort @, disability @, health service utilisation @, self-rated health @, psychological
Con: wait-list control wellbeing ©, energy/fatigue @, health distress @, health behaviours @, social/role activity limitations @,
shortness of breath ©
Baseline, 6 months
Lorig, 1999 Int: Spanish arthritis self-Mx Pain @, disability @, self-efficacy @, self-management behaviour [, visits to physician ©, self-rated health
(SP) program ©, depression ©, medication use ©

Con: wait-list control

Baseline, 4 months

Studies with active controls only

Coleman, Int: lay-led arthritis self-Mx program  pain O, physical function O, quality of life O, self-efficacy @, global health ©
2011 Con: active control Baseline, 8 weeks, 6 months, 12 months
Lorig, 2004 Int: arthritis self-Mx program Pain ©, disability O, self-efficacy O, healthcare utilisation @, depression ©, global severity of arthritis ©,

Con: active control

role function @
Baseline, 12 months, 24 months, 36 months

Matthias, 2020 Int: one-to-one peer support

Con: active control

Pain @, physical functioning ©, quality of life @, self-efficacy @©, self-management ©, perceived social
support ©, healthcare utilisation @, general health perceptions @©, anxiety & depression @©, pain coping ©
Baseline, 6 months, 9 months

Studies with multiple control groups

Andersen, Int: chronic disease self-Mx program
2015 Con: usual care
Other: active control

Pain ©, work ability @, kinesiophobia ©
Baseline, 3 months
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Anderson, Pain ©, work ability ©, kinesiophobia ©

2016 Baseline, 11 months
Int: lay-led arthritis self-Mx course Pain ©, functional disability ©, knowledge @, self-management behaviors ©, perceived affective &
Con: wait-list control instrumental support ©, depression ©

Cohen, 1986 Other: active control

Baseline, 6 weeks, 3 months

Laforest, 2012

Int; social reinforcement with self-
Mx intervention

Con: active control

Other: wait-list control

Functional limitations @, coping @, helplessness ©
Baseline, 2 months, 10 months

Linton, 1997 Int: lay-led educational support Pain @, function @, coping strategies @, health status @, sick leave ©, pain beliefs & attitudes ©, overall
group outcome evaluation ©
Con: usual care Baseline, 12 months
Other: active control
Lorig, 1986 Int: lay-led arthritis self-Mx course Pain ©, disability ©, self-management knowledge O, self-management behaviours @, visits to physician
Con: wait-list control ©, exercise frequency &
Other: active control Baseline. 4 months
Savelkoul, Social interactions @, functional health status @©, mobility @, action directed coping O, loneliness O, life
2001 isfacti i - :
Int: mutual support group sBatlsf?ctlog O, ctc;]plng by seeking social support ©
Con: wait-list control aseline, 6 months
Other: active control
Savelkoul, Social network size @, social skills @, functional health status @, loneliness @, life satisfaction ©
2004t Baseline, 6 months

© = no between-group differences. @ = in favour of peer support intervention (statistically significant or assumed). O = in favour of control (statistically significant or assumed). @ = multiple
domains with varied results, with at least one significant in favour of peer support.

*Outcomes reported for entire sample with all clinical conditions, not arthritis only. TPaper reported on mutual support group versus coping intervention group only. Int = intervention group;
Cont = control group; Mx = management.
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Appendix 6. Sensitivity analyses.

Table 1: Sensitivity analysis using correlation coefficient variation.

Use of correlation coefficients

Paper Control Qutcome Timepoint Correlation coefficient ()  MD or SMD [95% ClI], I? value, (p-value)
Ackerman 2012 Usual care Pain Short-term 0.67 (used) -1.58 [4.83, 1.66], I12= 0%, (P = 0.34)
0.77 -1.76 [-5.09, 1.56], I2 = 0%, (P = 0.30)
0.57 N/A
Long-term 0.67 (used) -1.97 [-3.53, -0.42], I = 0%, (P = 0.01)
0.77 -2.00 [-3.57, -0.44], 12 = 0%, (P = 0.01)
0.57 -2.00 [-3.57, -0.44], 12 = 0%, (P = 0.02)
Function Short-term 0.6 (used) -0.04 [-0.31, 0.23], I2=57%, (P = 0.77)
0.7 -0.04 [-0.31, 0.24], 12 =58%, (P = 0.78)
0.5 N/A
Long-term 0.6 (used) -0.10[-0.19, -0.00], 12 = 0%, (P = 0.04)
0.7 -0.10[-0.19, -0.00], 12 = 0%, (P = 0.04)
0.5 -0.10[-0.19, -0.00], 12 = 0%, (P = 0.04)
Hopman-Rock 2000 Waitlist Pain Medium-term 0.58 (used) -2.90 [-6.62, 0.81], I2=57%, (P = 0.13)
0.68 -2.98 [-6.66, 0.71], 12 =58%, (P = 0.11)
0.48 -2.85[-6.58, 0.89], 12 = 56%, (P = 0.13)
Self-efficacy Medium-term 0.38 (used) 0.36 [0.20, 0.51], I2 = 22%, (P < 0.001)
0.48 0.36 [0.21, 0.51], 12 = 20%, (P < 0.001)
0.28 0.35[0.19, 0.51], 12=23%, (P < 0.001)
Lorig 1986 Active Pain Medium-term 0.6 (used) 1.90 [-1.79, 5.59], 2= 0%, (P = 0.31)
0.7 1.80[-1.91, 5.51], 2= 0%, (P = 0.34)
0.5 2.08 [-1.57,5.73], 12 = 0%, (P = 0.26)
Function Medium-term 0.67 (used)* -0.10 [-0.30, 0.10], I2 = 0%, (P = 0.32)
0.77 N/A
0.57 N/A
Lorig 2004 Active Pain Long-term 0.6 (used) 2.94 [-0.01, 5.90], 12 = 13%, (P = 0.05)
0.7 3.01[0.01, 6.02], 12 =12%, (P = 0.05)
0.5 2.84[-0.03, 5.72], 12 = 15%, (P = 0.05)
Self-efficacy  Long-term 0.6 (used) -0.41 [-0.77, -0.05], 12 = 0%, (P = 0.03)
0.7 -0.39 [-0.78, -0.00], 12 = 0%, (P = 0.05)
0.5 -0.43[-0.75, -0.11], I2 = 0%, (P = 0.008)
Function Long-term 0.67 (used)* 0.03 [-0.22, 0.29], 12 = 50%, (P = 0.80)

0.77

0.03 [-0.22, 0.28], 12 = 50%, (P = 0.81)

0.57

N/A

*Calculation with correlation coefficient did not result in a real number (so imputed baseline SDs).
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Table 2: Sensitivity analysis for standard deviation imputation.

Imputation of standard deviations

Paper Control Qutcome Timepoint SD used MD or SMD [95% Cl], I? value, (p-value)
Cohen 1986 Active Pain Short-term (used) 4.98 [-0.08, 10.04], 1>=15%, (P=0.05)
Removal of study 6.44 [-2.73, 15.60], 1>=58%, (P=0.17)
Function Short-term (used) 0.07 [-0.17, 0.30], 1°=0%, (P=0.57)
Removal of study 0.08 [-0.18, 0.34], 1°=0%, (P=0.56)
Lowest SD 0.07 [-0.17, 0.30], I>=0%, (P=0.57)
Highest SD 0.07 [-0.17, 0.30], 1>=0%, (P=0.58)
Table 3: Sensitivity analysis for multi-component studies.
Effect on peer support alone cannot be seen
Paper Control Qutcome Timepoint MD or SMD [95% Cl], I? value, (p-value)
Ackerman 2012 Usual care Pain Short-term (used) -1.58 [-4.83, 1.66], 1>=0%, (P=0.34)
Removal of study -2.23 [-5.90, 1.44], 1>=5%, (P=0.23)
Function Short-term (used) -0.04 [-0.31, 0.23], I>=57%, (P=0.77)
Removal of study -0.07 [-0.41, 0.27], 1>=66%, (P=0.70)
Hopman-Rock 2000  Waitlist Pain Medium-term (used) -2.90 [-6.62, 0.81], I>=57%, (P=0.13)
Removal of study -2.31[-6.42, 1.80], 1°=61%, (P=0.27)
Self-efficacy Medium-term (used) 0.36 [0.20, 0.51], 1°=22%, (P<0.001)
Removal of study 0.36 [0.16, 0.56], 1’=45%, (P<0.005)
Taylor 2016 Usual care Pain Medium-term (used) -3.48 [-6.61, -0.35], 1>=80%, (P=0.03)
Removal of study -4.48 [-7.79, -1.16], 1>=76%, (P=0.008)
Function Medium-term (used) -0.12 [-0.25, 0.01], 1>=35%, (P=0.07)
Removal of study -0.15 [-0.32, 0.02], 1>=34%, (P=0.08)
Self-efficacy Medium-term (used) 0.26 [0.16, 0.36], 1°=0%, (P<0.001)
Removal of study 0.31[0.17, 0.45], 1>=0%, (P<0.001)
Ackerman 2012 & Usual care Pain Long-term (used) -1.97 [-3.53, -0.42], 1>=0%, (P=0.01)
Taylor 2016 Removal 2x studies -2.37 [-4.17, -0.57], 1>=0%, (P=0.01)
Function Long-term (used) -0.10 [-0.19, -0.00], I>=0%, (P=0.04)

Removal 2x studies

-0.17 [-0.30, -0.04], 1=0%, (P=0.009)
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Table 4: Sensitivity analysis for imputing alternate peer group data.

Imputing alternate intervention group data

Paper Control Timepoint Data set used SMD [95% Cl], |2 value, (p-value)
Martire 2007 Usual care Short-term PES (used) -1.58 [-4.83, 1.66], 1>=0%, (P=0.34)
CES -2.64 [-6.79, 1.50], 1>=33%, (P=0.21)
Medium-term PES (used) -3.48 [-6.61, -0.35], 1>=80%, (P=0.03)
CES -3.31 [-6.40, -0.23], I1>=79%, (P=0.04)
Self-efficacy Short-term PES (used) 0.01[-0.77, 0.79], 1°=81%, (P=0.98)
CES -0.01 [-0.75, 0.73], 1°=79%, (P=0.98)
Medium-term PES (used) 0.26 [0.16, 0.36], 1°>=0%, (P<0.001)
CES 0.26 [0.16, 0.36], 1>=0%, (P<0.001)
Short-term PES (used) -0.04 [-0.31, 0.23], I>=57%, (P=0.77)
CES -0.06 [-0.35, 0.23], 1>=62%, (P=0.69)
Medium-term PES (used) -0.12 [-0.25, 0.01], I°=35%, (P=0.07)
CES -0.11 [-0.24, 0.01], 1>=31%, (P=0.07)

Table 5: Sensitivity analysis for imputing alternate measure data for outcome.

Imputing alternate measure for outcome

Paper Control Timepoint Outcome measure used SMD [95% Cl], |12 value, (p-value)
Coleman 2011 Active Short-term WOMAC (used) 4.98 [-0.08, 10.04], 1>=15%, (P=0.05)
SF-36 Bodily Pain 4.68 [-2.51, 11.87], 1?>=44%, (P=0.20)
Medium-term WOMAC (used) 1.90 [-1.79, 5.59], 1>=0%, (P=0.31)
SF-36 Bodily Pain 1.35 [-2.59, 5.29], 1>=0%, (P=0.50)
Long-term WOMAC (used) 2.94[-0.01, 5.90], 1>=13%, (P=0.05)
SF-36 Bodily Pain 1.85 [-0.90, 4.61], 12=0%, (P=0.19)
Short-term WOMAC (used) 0.07 [-0.17, 0.30], 1>=0%, (P=0.57)
SF-36 Physical Function 0.08 [-0.16, 0.31], 1>=0%, (P=0.53)
Medium-term WOMAC (used) -0.10 [-0.30, 0.10], 1>=0%, (P=0.32)
SF-36 Physical Function -0.02 [-0.29, 0.25], I>=41%, (P=0.86)
Long-term WOMAC (used) 0.03 [-0.22, 0.29], 1°=50%, (P=0.80)
SF-36 Physical Function 0.01 [-0.23, 0.25], 1°=45%, (P=0.92)
Lorig 1985 Waitlist Medium-term VAS (used) -2.90 [-6.62, 0.81], 1>=57%, (P=0.13)
Ordinal scale -3.79 [-8.54, 0.97], 1>=71%, (P=0.12)
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