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ABSTRACT
Objective  To test the feasibility of a targeted peer 
coaching intervention on the health and well-being of 
people with long-term health conditions and low activation 
attending outpatient clinics at a UK National Health Service 
(NHS) Trust.
Design  Randomised controlled feasibility trial, with 
embedded qualitative study.
Setting  An NHS integrated health and care organisation 
in the South West of England, UK, with significant areas of 
deprivation.
Participants  Patients (over 18 year of age) of the Trust’s 
rheumatology, pain or multiple sclerosis services, with a 
Patient Activation Measure score at level 1 or 2.
Intervention  Up to 14 sessions of peer coaching 
delivered in a stepped-down model delivered over 
6 months.
Main outcomes  Primary feasibility outcomes were 
recruitment, retention, intervention adherence and peer, 
coach and staff experience.
Secondary outcomes included psychological well-being, 
resource use, long-term condition management and 
disease-specific measures.
Results  97 potential coaches were contacted directly. 
27 (27.8%) were screened and of those 21 (77.8%) 
were eligible and recruited into the study. For a range of 
reasons, only five (23.8%) progressed through training 
and on to deliver peer coaching. 747 potential peers 
were invited to take part and 19 (2.5%) were screened. 
Of those screened, seven (36.8%) were eligible, recruited 
and randomised, all white females with median age of 50 
years (range: 24–82 years). One peer in the intervention 
group withdrew prior to receiving the intervention, the 
remaining four received coaching. Peers and coaches 
reported a range of benefits related to their health and 
well-being.
Conclusion  Coach recruitment, training and study 
procedures were feasible and acceptable. Due to low peer 
recruitment numbers, it was decided not to progress to a 
definitive trial. Further research is required to explore how 
to engage with and recruit people reporting low levels of 
activation and the acceptability and effectiveness of peer 
coaching for this group.
Trial registration number  ISRCTN12623577.

INTRODUCTION
Supporting people living with a long-term 
health condition to ‘live well’ is a fundamental 
challenge facing the National Health Service 
(NHS).1 With increasing life expectancy and 
advances in medical treatment, numbers of 
people living with one or more health condi-
tions are projected to rise to over 9.1 million 
(one in five adults) by 2040.1 One component of 
current NHS provision designed to address this 
challenge is supported self-management. This 
key aspect of the NHS Personalised Care Model2 
seeks to support the individual build their knowl-
edge, skills and confidence to manage their 
health condition—a concept termed patient 
activation. People with low levels of activation 
(level 1 or 2 on the Patient Activation Measure 
(PAM)3 are less likely to have the knowledge, 
skills and confidence to manage their health 
and more likely to miss medical appointments, 
have less planned care and higher GP and 
emergency department attendance compared 
with more activated patients.4 As activation is a 
modifiable factor, it may be that people with low 
activation have the most to gain from an inter-
vention designed to support self-management.5

Health coaching is one such approach.6 
The NHS recommends the commissioning of 
health coaching programmes with the aim of 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This was a methodologically robust feasibility study 
that explored peer coaching in people with a range 
of long-term conditions.

	⇒ Embedding researchers within the National Health 
Service peer coaching service enabled learning 
from the study to directly influence coach training 
and delivery of the service in real time.

	⇒ Training and delivery of the peer coaching was lim-
ited to online and at a single centre.

	⇒ The approach to recruitment was not effective in 
recruiting people reporting low levels of activation.
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supporting patients to become active participants in their 
care.7 However, national rollout and adoption of these 
programmes have been slow, which may be in part due 
to increasing demand for services and lack of resources 
due to stagnating budgets.8 An emerging, alternative 
approach to staff delivery of coaching services is to involve 
patients with lived experience as coaches (peer coaches).

Within the literature, the term peer coach is often used 
synonymously with ‘peer support worker’ ‘peer mentor’ or 
‘buddy’. The role involves someone with lived experience 
of a health condition offering support to another indi-
vidual experiencing similar health issues. Such support 
may be individual or group-based, in-person or online 
and as a formal intervention or not (such as a volun-
teer-led social drop-in).9 A distinction between roles, and 
one particularly relevant to this paper, is whether the peer 
coach is specifically trained, and additionally, if they are 
recognised as part of the patient’s care team.9

There is an expanding body of research exploring the effec-
tiveness of peer coaching interventions delivered by a range 
of modalities; in-person10 11; telephone12 13 and digital14 and 
in a range of conditions such as diabetes12 15 16 and chronic 
pain.11 17 18 Several studies have demonstrated improvements 
in perceived physical activity,12 quality of life,12 16 pain12 and 
depression.15 16 The positive impact of coaching has also been 
reported to extend to the coaches themselves, with enjoy-
ment, satisfaction and improved well-being as key benefits.10 19 
Delivering a peer coaching service has, however, been shown 
to present a number of challenges, including low interven-
tion adherence and high drop-out rates.11 12 16 17 Matching of 
peers and coaches has additionally been reported as a chal-
lenge in one UK-based randomised controlled trial (RCT) of 
peer mentorship for people with osteoarthritis.19 It is note-
worthy that none of these studies targeted people reporting 
low levels of activation.

In 2021, following consultation with service users, 
an NHS-integrated health and care organisation in the 
South West of England, UK designed and established 
a peer coaching service (Health Connect Coaching 
(HCC)) to better support self-management. The Trust 
serves a population of 292 000 people where high levels 
of poor mental health and significant pockets of depri-
vation are reported.20 While the HCC service offers peer 
coaching to all patients, this feasibility study was designed 
to establish whether it would be possible to undertake a 
definitive multicentre RCT to determine the effectiveness 
of a targeted peer coaching intervention on the health 
and well-being of people with long-term health condi-
tions and low activation (PAM levels 1 and 2) attending 
multiple sclerosis (MS), rheumatoid arthritis or chronic 
pain outpatient services.

METHODS
Study design
This study was a single-site, two-arm, pragmatic 
randomised controlled feasibility trial with an embedded 

qualitative component. It sought to address the following 
questions:
1.	 Are we able to identify, recruit, retain and follow-up 

eligible volunteer coaches and peers?
2.	 What is a sustainable number of peers per volunteer 

coach?
3.	 Are trial procedures acceptable to participants (peers 

and volunteer coaches)?
4.	 Can sufficient data be collected to estimate parameters 

needed to inform future sample size calculations?
5.	 Are trial outcome measures acceptable to participants 

(peers)?
6.	 Does the trial demonstrate evidence to suggest that the 

coaching holds promise as an effective intervention?
An embedded qualitative component included indi-

vidual interviews with volunteer coaches, peers, clinic 
and coaching service staff, and people who declined to 
take part in the interventional aspect of the study. Further 
details including the logic model can be accessed in the 
published protocol paper.21

Participant eligibility criteria (peers and coaches)
Eligible participants were aged over 18 years and had 
attended a rheumatology, pain or MS outpatient clinic at 
the Trust. They were not taking part in any other inter-
ventional trial and were willing and able to engage in 
the 6 months intervention and undertake assessments 
at baseline, 6 and 9 months (peers). They had capacity 
to provide informed consent and sufficient fluency in 
English to engage with the intervention and trial mate-
rial. Volunteer coach participants were required to be 
highly activated (PAM level 3 or 4), and peers lowly acti-
vated (PAM level 1 or 2).

Recruitment and sample size
The trial aimed to recruit and train 15 volunteer peer 
coaches and 60 peers based on predicted recruitment 
within the specified time frame and available resource, 
parameters of the population size, modelling of coach-to-
peer matching and in line with recommendations for trial 
design.22 This sample size allowed overall retention rate 
to be estimated within a 95% CI of approximately ±13%. 
Coaches, peers, clinic and service delivery staff, and 
people who declined to take part in the study completed 
an additional consent process to take part in the qualita-
tive component of the research.

Recruitment of volunteer coaches and peers
Volunteer coaches (defined as participants eligible to be 
trained to deliver coaching) and peers (defined as partic-
ipants eligible to receiving coaching) were recruited 
from the MS, rheumatology and chronic pain outpatient 
clinics. In addition, study information was mailed to 
patients on clinical teams’ databases. Study adverts were 
displayed at 30 GP practices across the Trust area, a range 
of community venues via support groups, in local newspa-
pers, shared via targeted social media and discussed on 
local radio. Recruitment commenced in November 2021, 
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during the COVID-19 pandemic and continued (with 
amendments to extend the recruitment period) until 
February 2023. Details regarding the research journey 
of eligible participants can be found in the published 
protocol paper.21

Consent
Participants provided informed consent using an online 
form via https://www.onlinesurveys.ac.uk.

Randomisation
Following baseline data collection, peers were randomised 
to either the intervention or control arm on a 1:1 ratio 
using random permuted blocks, stratified by outpatient 
clinic. The randomisation list was generated and stored 
by a statistician not involved in the trial, and allocation 
was accessed through a web portal hosted by the Univer-
sity of Plymouth Peninsula Clinical Trials Unit.

Blinding
Blinding of participants was not possible given the nature 
of the intervention. Due to the small size of the research 
team, only the trial statistician was blinded to allocation.

Control arm
Usual care was defined as access to services and treatment 
provided as routine care, examples of which included 
attending outpatient clinic appointments, referral to ther-
apies and signposting to community or support services 
as required.

Intervention arm
The intervention included up to 14 sessions with a 
volunteer peer coach over a 6-month period, structured 
(flexibly) as one session per week for the first 2 months, 
followed by fortnightly sessions for 2 months and monthly 
sessions for the final 2 months. Sessions lasted up to an 
hour in duration and were delivered using MS Teams 
(due to the ongoing pandemic). Coaches and peers 
were encouraged to record a summary of the content 
and duration of the session along with any goals set in a 
session ‘coaching log’. In addition, peers were asked to 
report any adverse events (AEs) and rate their experience 
of being coached.23

Volunteer coach training and supervision
Coach training was delivered by the Trust’s HCC co-or-
dinator. In brief, training comprised eight, weekly 
90 min live group sessions incorporating evidence-based 
behavioural change methods,24 motivational strategies25 
and communication techniques with a patient-centred 
and problem-solving approach. In addition, coaches 
completed weekly interactive online ‘homework’ tasks. 
Volunteer coaches were supervised and supported 
through monthly group and one-to-one supervision 
sessions as required. All coaches completed a Disclosure 
and Barring Service check prior to working with peers. 
Further details regarding the training package can be 
found in the study protocol paper.21

Matching
Following successful completion of all training sessions 
and competence assessment by the coach trainers, coaches 
were matched with a peer allocated to the intervention by 
the HCC coordinator. Matching criteria included having 
a shared or similar health condition or symptoms, and a 
range of other factors that peers reported were important 
to them such as age or sex.

Outcomes
Primary outcomes
These were:

Recruitment rate
Recruitment rates of peers and volunteer coaches were 
calculated as:

Peer recruitment (%)=number of peers recruited/
number of eligible peers×100.

Coach recruitment (%)=number of volunteer coaches 
recruited/number of eligible coaches×100.

The calculation of recruitment rate was amended from 
that in the initial study protocol and protocol paper21 
on recommendation from the Trial Steering Committee 
external statistician and with agreement from the 
study team statistician. Complete recruitment data are 
provided in the Consolidated Standards of Reporting 
Trials (CONSORT) diagram (figure 1).

Retention and follow-up
Peer retention and follow-up rates were calculated as the 
proportion of peers (%) completing all questionnaires 
at 6 months (postintervention, retention) and 9 months 
(follow-up).

Coach retention was calculated as the proportion of 
coaches (%) who completed the training programme 
and coached at least one peer (defined as providing at 
least two coaching sessions).

Adherence
Adherence is reported as the proportion of coaching 
sessions attended by peers out of the total planned and 
mutually agreed coaching sessions (2–14 sessions).

Secondary outcomes
Peer sociodemographic and health and well-being ques-
tionnaires were completed at baseline, postintervention 
(6 months) and follow-up (9 months) time points. In 
summary, outcomes included the PAM,3 Warwick Edin-
burgh Mental Well-being Scale,26 ICEpop CAPability 
measure for Adults (ICECAP-A),27 Health Confidence 
Score,28 Long-Term Conditions Questionnaire29 and a 
Resource use questionnaire detailing health service utili-
sation developed by members of the research team for use 
in other trials.30 31 Additionally, participants completed a 
disease-specific questionnaire based on their clinical diag-
nosis. Further information regarding these secondary 
measures can be found in the protocol paper.21 Peers 
were offered a £20 thank you payment for completing the 
outcome measures at each of the three time points.
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Data have been analysed in line with the trial statis-
tical analysis plan. Feasibility outcomes are summarised 
with recruitment and retention presented with 95% 
CIs. All quantitative secondary outcomes data were self-
reported and scored in line with the author guidance. 
PAM scores were calculated using the algorithm from 
Insignia Health (https://www.insigniahealth.com/prod-
ucts/pam-survey). Descriptive statistics are presented for 
secondary outcomes at baseline, 6 and 9 months by allo-
cated group. Between-group differences of the change 
in scores between baseline and each follow-up time 
point are presented but no inferential analysis has been 
performed, in accordance with CONSORT guidance.32

Qualitative outcomes
The views of peers, volunteer coaches, staff and those 
who declined to participate were explored using indi-
vidual interviews. Additionally, coaching logs were 
reviewed, and coach group supervision sessions were 
observed by a researcher. Individual coach-peer sessions 
were not observed. Data were analysed using Framework 

Analysis.33 Summary findings are presented in this paper 
and in greater depth in a separate qualitative paper (in 
press).

Progression criteria
Progression criteria to aid judgement as to whether to 
develop a multisite RCT were adapted from Avery et al,34 
as below:
1.	 Peer recruitment number (n≥60), plus sufficient 

coaches recruited to support peers (minimum 15) 
within the peer recruitment period (<60% stop, 60%–
80% discuss and ≥80% go).

2.	 Adherence of peers to coaching intervention 
(<40% stop, 40%–60% discuss and ≥60% go).

3.	 Follow-up rate (based on PAM completion at 9-month 
follow-up) (<60% stop, 60%–80%discuss and ≥80% go).

4.	 Evidence to suggest efficacy that the coaching holds 
promise as an effective intervention (indicated by ex-
amination of the CIs of the between-group differences 
in PAM at 9 months and qualitative data).

Figure 1  CONSORT diagram of COACH and PEER participant flow through the PEER CONNECT feasibility trial. MS, multiple 
sclerosis; PAM, Patient Activation Measure; CONSORT, Consolidated Standards of Reporting Trials.
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Patient and public involvement
To ensure procedures and intervention delivery were 
acceptable and relevant to participants, they were devel-
oped with input from a patient and public involvement 
(PPI) group that included people with lived experience 
of the targeted conditions (n=7, 2 women). Further 
details regarding the input of the group can be found 
in our protocol paper.21 The findings of this trial and 
possible next steps have been shared with participants 
and discussed with an additional two people, both who 
have expressed interest in being coached. All PPI consul-
tations have been completed in line with the National 
Institute for Health and Care Research (NIHR) guide-
lines, including financial reimbursement.35

RESULTS
Figure  1 presents the CONSORT diagram32 for study 
recruitment, consent and participation.

Participant recruitment
In relation to coaches, 97 patients were contacted directly 
or contacted the study after seeing advertising. Just over a 
quarter were screened (27/97 (27.8% (95% CI 19.2% to 
37.9%)) of which 21 (77.8% (95% CI 57.7% to 91.4%)) 
were eligible and subsequently recruited into the study. 
Nearly all recruits came from contacting patients directly, 
using administrative systems (95/97).

In relation to peers, 737 patients were invited directly 
to participate and an additional 10 contacted the study 
having seen the advertising. Of the 747 potentially 
eligible patients, 19 (2.5% (95% CI 1.5% to 3.9%)) were 
screened and 7/19 (36.8% (95% CI 16.3% to 61.6%)) 
were eligible to participate. 11 of the 12 patients screened 
out were ineligible because their PAM scores were too 
high. Online supplemental file 1 illustrates how partici-
pants became aware of the study.

Participant characteristics
Peers had a median age of 50 years (range 24–82 years) 
and were all white females. Two people were living with 
MS, two with a chronic pain condition, one with a rheu-
matology condition and one had both pain and rheuma-
tology diagnoses. Peers were recruited from the Trust’s 
MS service (n=5) and pain service (n=2). Only one 
person had been living with their condition for more 
than 5 years. Further information regarding peer partici-
pant characteristics is presented in table 1. Coaches were 
recruited from MS (n=13) pain (n=4) and rheumatology 
(n=4) clinics. All coaches (based on service level data) 
were white, with a female:male ratio of 3:1 and an average 
age of 58 (range 25–80) years. Most coaches had lived 
with their condition for more than 10 years.

Retention
Coach retention (5/21) was 23.8% (95% CI 8.2% to 
47.2%). Peer retention at 6 months (6/7) was 85.7% 
(95% CI 42.1% to 99.6%) and 5/6 (83.3% (95% CI 35.9% 

to 99.6%)) at 9 months. As outcomes were completed as 
a ‘booklet’ via ​onlinesurveys.​co.​uk, participants could 
only submit responses once all the questionnaires were 
complete, ensuring no missing data for the outcomes 
peers were requested to complete. One peer was recruited 
towards the end of the 3 months extended recruitment 
period where the amended protocol (version 5) defined 
that follow-up would only be at 6 months, hence the 
9-month denominator is 6. Due to an error with the setup 
of the data collection system (a protocol deviation) 6 and 
9 months PAM data collection was delayed.

Coaching delivery
All coaching sessions were delivered online except on two 
occasions where one pair used the telephone because the 
coach had difficulty accessing the online meeting link. 
One peer needed to be rematched with a second coach 
(online supplemental files 2, 1B) when the initial one 
(1a) withdrew from the study. Three of the pairs followed 
the planned stepped approach to coaching. However, 
the other two pairs modified the structure for several 
reasons, including forgetting how many sessions they had 
completed and booking additional sessions to replace 
any missed ones. On average 55.7% (range 0–100) of 
coaching logs were received back from coaches. Despite 
the HCC coordinator prompting, no coaching logs were 
received in one case and on about half of the occasions 
for two other coaches. Excluding pairings 1a and 4, peers 
received an average of 13 (range 11–14) sessions over 
203 (range 154–240) days. Where logs were not received, 
session times were assumed as the time allocated to the 
online booking. Sessions lasted an average of 55 (45–60) 
min. Further details regarding the coaching delivery are 
presented in online supplemental file 2.

Intervention adherence
Excluding pair 4, mean adherence to the intervention was 
94.8% as detailed in online supplemental file 2. In total, 
19.5% of planned sessions were cancelled and rebooked 
for a variety of reasons such as health and social factors of 
both the peer and coach. There were two occasions where 
sessions were missed due to coach error.

Secondary outcomes
Summary results (by allocation and at each time point) 
in each of the outcomes are reported in online supple-
mental files 3 and 4 and illustrated in figure 2. Although 
these may suggest a trend towards improvement the small 
numbers and feasibility study research design mean it is 
not possible to assess a signal of efficacy. Additional infor-
mation regarding condition-specific outcomes can be 
found in online supplemental files 5 and 6.

Qualitative outcomes
Online individual interviews were conducted with 
two people who declined to participate as a coach 
(n=2 women, mean length of interview 22 min) (all 
eligible peers were recruited), 11 coaches after training 
(n=10 women, mean length of interview 49 min), 5 
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after coaching (n=5 women, mean length of interview 
46 min) and 6 peers (four intervention and two control) 
(n=6 women, mean length of interview 32 min). In addi-
tion, two group supervision sessions (mean duration 
50 min) were observed and all returned coaching logs 

(online supplemental file 2) were reviewed by the HCC 
co-ordinator to inform the research team discussions. 
Informal discussions were held as planned with members 
of the clinical (n=4), administration (n=1) and HCC 
(n=2) teams throughout the study.

Table 1  Summary statistics of peer participant baseline characteristics and demographics overall and by allocated group

Allocation

Control (N=2) Intervention (N=5) Total (N=7)

Age (years)
Median (Min, Max)

66.0 (50.0, 82.0) 48.0 (24.0, 81.0) 50.0 (24.0, 82.0)

Gender

 � Female 2 100.0% 5 100.0% 7 100.0%

Ethnicity

 � White 2 100.0% 5 100.0% 7 100.0%

Place of residence

 � Flat/apartment 0 0.0% 2 40.0% 2 28.6%

 � House/bungalow 2 100.0% 3 60.0% 5 71.4%

Living with someone

 � Live alone 0 0.0% 2 40.0% 2 28.6%

 � Child(ren) 1 50.0% 0 0.0% 1 14.3%

 � Spouse or partner 1 50.0% 2 40.0% 3 42.9%

 � Spouse/partner and child(ren) 0 0.0% 1 20.0% 1 14.3%

Occupation

 � Unemployed 0 0.0% 1 20.0% 1 14.3%

 � Part-time paid work 0 0.0% 1 20.0% 1 14.3%

 � Full-time paid work 0 0.0% 1 20.0% 1 14.3%

 � Age retired 1 50.0% 1 20.0% 2 28.6%

 � Other 1 50.0% 1 20.0% 2 28.6%

Highest level of education

 � University degree or equivalent 1 50.0% 1 20.0% 2 28.6%

 � Higher Education qualification (below degree level) 0 0.0% 1 20.0% 1 14.3%

 � GCE/GCSE A-levels or equivalent 0 0.0% 1 20.0% 1 14.3%

 � GCE/GCSE O-levels or equivalent 1 50.0% 1 20.0% 2 28.6%

 � No formal qualifications 0 0.0% 1 20.0% 1 14.3%

Most commonly used mobility aid

 � None 0 0.0% 4 80.0% 4 57.1%

 � One walking stick/crutch 2 100.0% 0 0.0% 2 28.6%

 � Walker/frame 0 0.0% 1 20.0% 1 14.3%

Diagnosed condition

 � Multiple sclerosis 0 0.0% 2 40.0% 2 28.6%

 � Rheumatology condition 0 0.0% 1 20.0% 1 14.3%

 � Chronic pain condition 1 50.0% 1 20.0% 2 28.6%

 � Rheumatology and pain condition 1 50.0% 1 20.0% 2 28.6%

Duration of condition

 � 1–5 years 1 50.0% 5 100.0% 6 85.7%

 � 6–10 years 1 50.0% 0 0.0% 1 14.3%

A-level, Advanced level; GCE, General Certifiate of Education; GCSE, General Certificate of Secondary Education; O-level, Ordinary level.
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In general, study participants reported that the study 
information and processes including recruitment, 
outcome measure completion, randomisation and inter-
view participation were acceptable. Only one-third of 
peers claimed the thank you payment for completing 
outcome measures. Analysis by the different interview 
groups is summarised below.

Decliners (n=2 interviews)
The main reasons for declining to take part as a coach 
related to not feeling that they were managing their 
condition as well as the referring clinician had thought, 
an excessive time commitment, concern that use of 
volunteer peer coaches could undermine existing clinical 
services and unclear expectations about the role.

Staff (n=7 informal discussions and data from coaching logs and 
coach supervision sessions)
Staff identified several issues they felt had impacted peer 
recruitment: Increased service demand, reduced staffing 
levels and redeployment, limiting staff time to refer 
patients to the programme. In addition, higher patient 

acuity due to the ongoing COVID-19 pandemic increased 
clinicians’ workload and reduced time for discussion 
about participation in research. Potential suggestions to 
improve recruitment included increasing clinician confi-
dence in the intervention, and the potential benefit of 
having a ‘champion’ for peer coaching from each clinical 
service involved in the ongoing development and delivery 
of the HCC service. In addition, some clinicians ques-
tioned whether a coaching role was suitable for a volun-
teer while others said they were uncertain which patients 
to refer (despite receiving the study materials). Finally, 
one team noted that, in the main, their lower activation 
patients generally requested face-to-face appointments 
and, as such, questioned whether on-line delivery might 
be a barrier.

Coaches (n=11 interviews after receiving training, n=5 after 
experience of coaching)
Coaches identified several challenges related to partici-
pating in the study. These included navigating the Trust’s 
process to become a volunteer, lengthy waits to start the 

Figure 2  Changes in clinical outcomes over time. LTCQ, Long-Term Conditions Questionnaire; PAM, Patient Activation 
Measure; WEMWBS,Warwick Edinburgh Mental Well-being Scale; ICECAP-A, ICEpop CAPability measure for Adults.
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training (as it was a new service and trainers needed 
to wait for enough coaches to run a cohort) and more 
time waiting to be matched to a peer (low peer recruit-
ment rate being a major issue). Additionally, difficulties 
accessing the online training and confidence in setting 
up or using MS Teams meetings were reported. In the 
main, these issues were fed back to the service who modi-
fied and refined the intervention issue accordingly, such 
that coaches did not raise these issues in subsequent 
interviews. In relation to the training, coaches found the 
blended format, structure, pace and delivery acceptable. 
A couple of coaches remarked that the level of commit-
ment was greater than they had initially expected, and 
one person would have appreciated additional support to 
manage the comprehensive training material while living 
with a condition resulting in cognitive difficulties.

Delivery
Coaches demonstrated an understanding of the key 
coaching concepts (such as being peer-centred and using 
a problem-solving approach) and reported using a range 
of coaching tools in their sessions. About half of coaches 
reported preferring a planned coaching format and 
use of tools while the others preferred a more flexible, 
unstructured approach.

A challenge for some coaches was learning how to facil-
itate their peer to make changes driven by intrinsic moti-
vation rather than ‘telling’ peers what to do. Like peers, 
coaches recognised the importance of a ‘good match’, 
recognising similar life experiences, symptoms or condi-
tion as important in establishing connection. All the 
coaches interviewed reported only wanting to coach one 
person at a time initially. Two coaches suggested they may 
consider taking on an additional peer once the first had 
progressed to monthly sessions.

Coach supervision sessions run by the HCC co-ordinator 
were variably attended but those who did attend reported 
them to be helpful in providing an opportunity to discuss 
coaching-related anxieties, which in turn helped develop 
and build their confidence. Coaches suggested several 
areas for development: individualising coach support, 
facilitating coaches to take on more responsibility for plan-
ning and arranging sessions (currently done by the HCC 
co-ordinator), developing a ‘coaching schedule’ to help 
plan sessions and ensuring that the training programme 
included more discussion of safeguarding issues.

Impact of coaching
Nevertheless, most coaches recognised not only the posi-
tive outcomes for their peers but also for themselves, 
including increased confidence, an opportunity to 
reflect on personal strengths, and increased potential for 
personal development.

Peers (n=6 interviews after receiving coaching, n=4 intervention 
and n=2 control)
In terms of the intervention, several factors were high-
lighted, including concurring with coaches about the 

importance of a good coaching match, particularly in 
sharing a common condition. They reported that having 
a shared experience enabled coaches to demonstrate 
empathy and understanding, quickly establishing an 
effective coaching relationship with them. This helped 
peers feel confident and empowered to access and navi-
gate services they had been signposted to.

Some of the practical aspects of coaching sessions were 
also discussed, with flexibility in how the coaching was 
delivered and structured being especially valued. Some 
peers also suggested a few amendments to the process, 
such as being able to contact their coach directly (rather 
than through the HCC coordinator), having a ‘coaching 
schedule’ to help them keep track of sessions and the 
language used, with some preferring other terms to that 
of ‘peers’ and ‘coaches’.

Feedback from peers about the study methods was, in 
the main, positive. One important issue raised by a control 
group participant was the negative impact of being allo-
cated to the control group after they had ‘pinned hope’ 
on accessing a new intervention, only to be informed 
that they couldn’t receive it until after the study finished. 
Interestingly, this participant used the initial disappoint-
ment as a motivation to engage in a different interven-
tion, with a positive outcome.

Adverse events
There was one related AE, an exacerbation of symptoms 
related to an increase in computer screen use during the 
training sessions.

DISCUSSION
To our knowledge, this is the first study to test the feasibility 
of volunteer peer coaching in people living with a long-
term condition and reporting low levels of activation as 
measured by the PAM. It demonstrated that it was possible 
to recruit sufficient coaches to support the development 
of a multisite trial. Peer recruitment, on the other hand, 
was a significant challenge, with only 11.7% of the target 
number recruited despite our multistranded recruitment 
strategy. It was not clear if this was due to lowly activated 
patients not wanting or feeling able to participate in a 
research study, lack of demand for coaching or both. Low 
activation has been shown to correlate with higher depri-
vation scores,36 and deprivation with lower participation 
rates in research studies, suggesting other contextual 
factors may also have contributed to the low recruitment 
rate. Interestingly, there were a similar number of highly 
activated patients excluded from the study as those who 
participated, suggesting demand might not be related to 
PAM level.

Beside the challenge of recruiting peers, those who 
did participate reported trial procedures and outcome 
measures to be acceptable and feasible. It was not possible, 
however, to test the feasibility of delivering coaching 
to larger numbers of peers simultaneously as had been 
planned. In contrast with previous studies,11 12 16 17 
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retention of peers was high and intervention adherence 
was good. Both peers and coaches reported mostly posi-
tive experiences and a range of personal benefits which 
may in part have been due to the successful matching 
process. Other factors raised such as the pragmatic and 
flexible approach to intervention delivery have also been 
positively associated with supporting person-centred 
care.37 Similarly, the quantitative data collected (although 
limited) seemed to indicate improvements in some of the 
health and well-being outcomes.

The aim of this study was to target patients with low acti-
vation who, by definition, lack the confidence as well as 
knowledge and skills to self-manage. It was initially hoped 
that support from a trusted clinician (alongside adverts 
and invitation letters) would be sufficient to engage 
people with the research, however, this was not the case. 
A significant issue was the impact that the COVID-19 
pandemic had on the delivery of clinical services, with 
clinical staff reporting that allocating time to discussing 
research opportunities was a low priority in the face of 
higher demand and patient acuity. The impact of the 
global pandemic on research participation has similarly 
been reported by others.38 Our findings also suggest 
the importance of codesigning interventions with clin-
ical teams. Although there was some input in the early 
development stage, teams may have felt more inclined to 
recommend the intervention to patients if they had been 
more consistently involved in its development. Attitudes 
towards research and ‘buy-in’ from clinical teams (as well 
as competing priorities and limited appointment times) 
have been reported as barriers to patient recruitment to 
clinical research elsewhere.39

Future studies seeking to improve supported self-
management in patients who are lowly activated may need 
to pay particular attention to their recruitment methods. 
Research in ‘under-represented’ groups in healthcare 
suggests the need for prior meaningful engagement with 
target populations to increase interest, build trust40 and 
improve participation (see Mullin’s framework).41 Our 
study findings suggest that although there appears to be 
some need for a coaching service, our approach to recruit-
ment may have excluded those it was designed to support 
most. Further exploration of whether peer coaching is of 
interest to people not currently engaged with services is 
required, as is how engagement in research may be more 
effectively supported.

Study strengths and limitations
This was a methodologically robust feasibility study util-
ising a university researcher embedded within an NHS 
service. It incorporated codesign which enabled insights 
from the analysis to be used iteratively to improve the 
coach training package and service delivery in real time. 
Peer recruitment was a significant challenge as were some 
of the practicalities of running a new service and research 
study contemporaneously. These included ensuring 
enough coaches were recruited to enable training to 
commence and having sufficient opportunities for trained 

coaches to maintain competency despite the low numbers 
of peers. Low peer recruitment limited the study’s ability 
to address all research questions as intended. Fundamen-
tally the study highlighted the need to look afresh at how 
healthcare and research engagement opportunities are 
offered to people living with a long-term condition when 
they report low levels of health confidence, knowledge 
and skills.

Conclusion
Voluntary peer coaching offers the potential to support 
lowly activated patients with long-term conditions to 
better self-manage. Our study showed developing a 
multisite study to evaluate such an intervention was 
feasible and acceptable in terms of coach recruitment, 
training and study procedures. However, due to chal-
lenges in recruiting peers, it was decided not to progress 
to a definitive trial. Further research is required to ascer-
tain the need for peer coaching, and how best to engage 
and recruit patients with low activation levels.

Reporting guidelines
This study is reported in accordance with the CONSORT 
2010: extension to randomised pilot and feasibility trials 
guidelines.42
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