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Abstract

:

Despite a growing evidence base on the effectiveness of community-based physical activity interventions for mental health, there is a lack of studies that focus on those affected by severe mental illness (SMI), who often experience poorer physical health, and are less physically active than the wider population. The use of peer support groups in this context is also understudied, despite benefits being documented in other contexts. This study examined the impact and process of a nationwide project to embed physical activity into peer support groups for those affected by SMI. Following the embedding of physical activity within peer support groups, interviews and focus groups were conducted to explore the experiences of those involved with the project and analysed using reflexive thematic analysis. The key findings related to: 1) the social aspects of embedding physical activity in the groups; 2) the focus on peer support and informal physical activity (rather than organised sport) being beneficial; 3) doing things differently and lessons to learn; and 4) the impact of the COVID-19 pandemic. Overall, we found that peer support is an important feature to include in projects encouraging those severely affected by mental illness to become more physically active.
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1. Introduction


There is a growing body of literature on mental health and physical activity that recognises the importance of the settings, contexts, and cultures where activities take place [1], as these activities have varying ‘ingredients’ and may have varying outcomes [2]. Research has considered the relationship between mental health and physical activity across contexts such as (but not limited to): community settings [3,4], medium secure mental health settings [5,6,7], football clubs [8,9], and other community sport settings [10,11]. Increased physical activity for individuals affected by poor mental health has been associated with a range of physical health benefits, such as improved cardiovascular fitness, lower blood glucose, and lower body fat percentages [12]. Furthermore, research has shown a wide range of psychosocial benefits. For example, physical activity interventions for those with poorer mental health have been shown to mitigate the negative impact of social isolation [13,14]. Physical activity interventions can provide a space to interact with other people and to rehabilitate social skills [1], as well as creating a social identity that encourages physical activity engagement [15].



Initiatives promoting physical activity for mental health have also been identified as contributing to mental health recovery. For example, studies examining community football mental health programmes have shown that such initiatives can contribute to personal recovery [14]. Other research has shown that physical activity promotes personal recovery through the processes identified in the CHIME framework [16]. Specifically, physical activity initiatives can support mental health recovery through connectedness (peer support, developing relationships, being part of a community, shared experiences), hope and optimism about the future (seeing beyond their current circumstances and feeling more positive about health and recovery), developing or regaining identity (regaining a sense of self separate to mental illness, benefits to social identity), provide meaningful activities (physical activity being personally important to participants in relation to health and recovery), and empowerment (volition in choosing whether to attend, opportunities for decision-making within sessions) [5]. Physical activity interventions can also impact on social factors, such as rebuilding a social identity and being involved in active citizenship (contributing to the wider community), as well as shared decision-making and co-production (being involved in decisions about how activities are delivered) [8,17].



Despite the evidence relating to community-based physical activity interventions for mental health (i.e., community members and leaders from a range of settings working together to promote physical activity [18]), there remains a scarcity of focus on those severely affected by mental illness (SMI), which is problematic as these individuals often experience poorer physical health [7,19], are less physically active, and are more sedentary than the wider population [20]. In the United Kingdom, the death rate for people affected by SMI is two to three times higher than that of the general population [21], a large proportion of which is attributable to non-communicable illnesses that may be prevented or made less severe through regular physical activity. Of the few studies that have examined physical activity within those affected by SMI, there have been positive benefits including improved social interaction and physical and mental health [22]. However, barriers have also been identified. For instance, a systematic review and meta-analysis of barriers towards exercise in those affected by SMI identified that while psychological barriers such as stress and depression were commonplace, there were also socio-ecological barriers that include the lack of support, including peer support [23]. Research in this area has often been conducted on a small scale, therefore there is a need to examine larger scale projects where community physical activity initiatives are delivered nationwide, while still appreciating the local context [1]. Additionally, research is needed to explore the role of peer support for mental health within community-based physical activity interventions [1], particularly to appreciate the challenges, as well as the positive outcomes, of engaging and treating individuals in the ‘real world’ [24]. The present study addresses this need, by examining a project delivered by a national charity which aimed to embed physical activity into peer support groups for those affected by SMI.



Rethink Mental Illness are an England-based charity supporting everyone affected by SMI to have a good quality of life, which includes supporting both mental and physical health. Key to their provision are peer support groups; a network of over 140 local support groups offering ‘a welcoming, non-judgmental space to talk about your experience and get peer support’ [25]. These groups are open to anyone affected by SMI, including carers and family members. Support from peers and peer leaders has previously been found to be a key ingredient in the adoption and adherence stages of physical activity interventions [26]. In some contexts (especially U.K. mental health services), the term “peer support” can mean a specific (sometimes paid) role using their lived experiences of mental illness to support others [27]. It can also mean peers supporting each other as a group, often with a designated peer leader; the latter is how Rethink Mental Illness’s groups operate.



Rethink Mental Illness was funded by Sport England to address some of the barriers preventing people affected by SMI from engaging in physical activity by embedding activities into peer support groups and local services. The aim was to support individuals who are currently inactive to engage in physical activity for at least 30 min per week, which could be split into 10-min chunks if that was more suitable based on individual needs. Groups were encouraged to embed the physical activity over a 12-month period. During the 3-year intervention, the target was to engage and support forty-six groups across England to start facilitating physical activity: six in Year 1, and twenty in each of Years 2 and 3. Using a co-produced toolkit and personalised guidance provided by the project managers, peer support groups and services were supported to start facilitating physical activity opportunities, based on group members and service users’ preferences. The level of support provided to groups was based on need – a combination of training, equipment, signposting, and advice. A wide range of physical activities were adopted by groups, examples of which include running, yoga, walking, badminton, chair-based exercises, and some groups who delivered a variety of different activities over the course of the 12-month period.



The aims of our evaluation were to: 1) investigate the impact of peer support and social interaction on physical activity behaviours, and physical and mental health for individuals affected by SMI; 2) understand if there were any benefits from this for those affected by SMI; and 3) understand the processes facilitating or hindering project delivery.




2. Materials and Methods


2.1. Methodology


While the overall evaluation adopted a mixed-methods approach, for the purposes of this paper, we are only reporting on the qualitative elements of the project. As we were interested in how the structural conditions and social-cultural contexts of the project impacted on the participants’ experiences, we underpinned our approach in a relative ontology (assuming numerous subjective realities) and a constructionist epistemology (our understanding is based on appreciating multiple social constructions of knowledge). This approach has been adopted in prior research investigating physical activity in mental health contexts, including studies focusing on populations affected by SMI [5,8]. This approach also appreciated the complexity of the nationwide project, with different groups of diverse membership and needs. This also led us to employ semi-structured individual and focus groups interviews as our primary form of qualitative data collection, to value and explore participants’ experiences [28] of the project. Both methods have previously been successfully used in mental health research [1,29].



Interviews were conducted with peer support Group Members, Group Leads (responsible for coordinating groups and sometimes delivering the physical activity), and Group Development Officers (GDOs) working across different geographical regions, to holistically help peer support groups. GDOs were heavily involved in recruiting groups to participate in the project. Finally, interviews with the Project Managers of the physical activity project were undertaken at the end of the process. Ethical approval was provided by the Non-invasive Human Ethics committee at the first author’s institution (reference: 18/19-52).



Aligned with the values of Rethink Mental Illness, we involved individuals with lived experience of being affected by SMI in the evaluation process. Peer researchers were recruited through Rethink Mental Illness’s networks and trained by the research team. Training consisted of two face-to-face workshops on the purpose of the evaluation, ethical research practice, facilitating data collection, and data analysis. This role involved supporting the research team when visiting groups for data collection, as well as analysing and interpreting the data. Peer researchers were valued members of the evaluation team, were paid for their contributions to the evaluation, and are named as co-authors on this paper (authors 6 –11).




2.2. Participants and Procedure


Data from 26 interviews are presented here: 5 focus groups with peer support group members (28 participants in total, M = 5.6 participants, range = 3–11 participants, three groups in South-East England, 1 in London, and 1 in South-West England), 16 individual interviews and 2 focus groups (7 participants in total, 3 participants in one focus group and 4 in the other) with group leads (leading groups in London, South-East England, South-West England, East Midlands, East England, and North-East England), 1 focus group with GDOs (3 participants), and individual interviews with the 2 project managers. All participants provided informed consent to take part in the research and did so voluntarily; no compensation was offered to any participants. The focus groups with peer support group members were conducted in person, usually in the setting where the group regularly met in order to facilitate an environment where participants felt relaxed and comfortable. They were facilitated by one of authors 1–4 who were educated to doctoral level with extensive experience in conducting qualitative research, and in most cases were supported by peer researchers who had received training in qualitative research methods and brought their own lived experience of being affected by SMI. The focus groups and interviews with group leaders, GDOs, and project managers were predominantly remotely conducted using phone calls or online video conferencing software, although one group lead interview was conducted in person due to ease of access to the participant. Even prior to the COVID-19 pandemic, the use of virtual technology for interviews in a mental health context was identified as being beneficial to reach a geographical spread of participants more safely, cheaply, and quickly than face-to-face meetings [30]. The focus groups and interviews with group leads were conducted by one of authors 1–4. Regardless of how they were conducted, all focus groups and interviews were recorded before being transcribed verbatim.



The interviews and focus groups were semi-structured, which allowed for key topics to be discussed with all participants, while also allowing the conversation to move to subjects deemed important by those being interviewed. Interview guides were developed based on the key literature in the area [8,11,16,17] and the overall aims of the evaluation. For the focus groups for peer support group members, questions focused on the broad themes of their experience of being involved with the peer support group, their views on physical activity (including their views on the physical activity embedded in their support group), and their mental and physical health. Interviews and focus groups with group leaders covered areas including their background and how they became involved with the peer support groups, their own views on physical activity, their experience of embedding physical activity into peer support groups, and their views on the toolkit created by Rethink Mental Illness. Interviews and focus groups with the GDOs and project managers focused on their experiences of delivering the project, including the recruitment of groups to be involved, their perceptions of how embedding physical activity impacted group members and group leads, and the facilitators and barriers of project delivery. The focus groups with peer group support members took place between May 2019 and February 2020, approximately three months after the group had started embedding physical activity into their sessions. No focus groups were conducted with groups following this point due to the COVID-19 pandemic, which impacted both the ability of the groups to meet and the access of the research team to group members. Interviews with the group leaders, GDOs, and project managers took place between May 2019 and August 2021. As such, in interviews following the onset of the COVID-19 pandemic (circa March 2020), participants were asked questions relating to the impact of the pandemic on group members and the delivery of the project, Supplementary Materials: File S1.




2.3. Data Analysis


Data were thematically analysed, aligned with the reflexive approach outlined by Braun and Clarke [31], as themes “were generated by the researcher[s] through data engagement mediated by all that they [brought]” to the process, and also that “the process was unstructured and organic, with the potential for codes to evolve to capture the researcher’s deepening understanding of the data” (p. 39). Data were inductively analysed, with consideration to our original aims and the previous literature, but without using these aspects as a specific framework as a lens through which to view the data. Authors 1-4 individually analysed transcripts, creating codes from the raw and developing initial themes. These initial themes, with supporting quotes, were then discussed in group meetings with the entire research team (including peer researchers) held over the project duration used to discuss and reflect on the themes, and consider the interpretations and language involved, before refining and writing up [32,33]. The process ensured the analysis was rigorous through ‘critical friends’; the research team engaged in reflective conversations to challenge and develop the themes generated. These discussions were not to achieve consensus, but to ensure the data had been fully interrogated, to produce a robust analysis [34].





3. Results


The analysis revealed that peer support is very important for those involved, and that peer support groups are both successful at promoting physical activity and valued by those affected by SMI. Four key themes identified were: 1) social aspects of embedding physical activity in groups; 2) focus on peer support and informal physical activity (rather than organised sport) was beneficial; 3) doing things differently and lessons to learn; and 4) the impact of the COVID-19 pandemic.



3.1. The Social Aspects of Embedding the Physical Activity in Peer Support Groups


The social aspects of the groups were an important part of the project. Both group members and group leads acknowledged this was at least as beneficial and valued as the physical activity itself:



“The social side, groups and things, the social side here is so important, it’s a very, very important side of it… because you trust each other and have a bit of banter and a bit of fun, and it just feels so at home; so free, so easy. You come in and you talk to anyone about anything you want, and you know it won’t go any further, which is very important for a lot of things.” (Peer support group member)



“It was hugely important. I know a lot of the people who were doing the activities said, ‘There’s no way they would’ve kept it going on their own’. Having the group, having the chat, having the encouragement from each other was really key for them.” (Group lead)



Participants identified many benefits that were facilitated and encouraged by the peer support groups. One group member acknowledged how they felt about joining in the group activities: “It’s very uplifting so when I start, I don’t feel, for example, energetic, but when we join in a group these physical activities give me energy and positivity and I feel better in myself”. Further benefits were identified by a group lead:



“Yeah the one really big take away positive thing is that it was so hugely beneficial to our carers. Absolutely mentally and physically, emotionally, we could connect with them, they could connect with us and they could connect with each other. So it ticks so many boxes, broke down social isolation, provided peer support, provided group support, gave access to the staff, all through walking and physical activity. It was brilliant. The main thing is it might not sound very much to a lot of people but just to have a coffee bought for you that’s incredible.” (Group lead)



Group members also reported feeling more comfortable in social situations:



“Oh yes, all the tai chi and that, that’s a great help. I always feel when I come in and when I leave here, I feel a much better person… I can go into a crowd now, I’m happy. Before I came to Rethink, I could never talk with a group like this, I’d probably just sit back, I know it’s done a lot for me.” (Peer support group member)




3.2. Focus on Peer Support and Informal Physical Activity, Rather Than Organised Sport, Was Beneficial


There was diversity in the types and frequency of physical activity adopted by groups. A focus on peer support and informal physical activity was considered better by participants than organised sport. This was partly because of the nature of the activities themselves, with walking being popular with group members: “I go for walks, coming here, walking to the local shops, something like, I enjoy walking a lot, ‘cause it’s fresh air and there’s sunlight and I like that a lot”. Activities such as walking were also favoured, as it was an activity that could be easily picked back up if a group member could not attend every week:



“Walk and talk sounds really good because it means getting out, it means social interaction both of which are major achievements but it’s not got that large challenge of having to have a level of physical fitness to achieve it. It’s something that you can attend then miss a few weeks and then come back to.” (Peer support group member)



Group leads also found planning organised sport activities challenging due to not knowing how many group members might attend a specific session.



“Say if we have things set up for rounders, you have to have a set number of people to be able to play the game and if there’s only a couple of people turn up, you can’t play the game so it then turns into something else okay? … it’s like trying to choose some sort of activity that doesn’t take up massive numbers and … if only a few people turn up then we can still…still work with it.” (Group lead)



Group leads were highly significant to the success of the project, as trusted members of groups with an excellent understanding of their specific needs and contexts.



“I need to pay more attention to what people want rather than just planning and expecting them to fit in with what I think will work well. I need to go to them first and do some more insight work into what they want rather than just planning and do it the other way around a bit. Because especially with groups of people that have got mental health problems, like [name of participant] said, it’s not going to be everybody’s going to turn up every week and follows this lovely path, life isn’t like that. So, yes, I’ve learnt to talk to groups first and then plan afterwards.” (Group lead)



Despite the value placed by Rethink Mental Illness on co-design and co-production, some group leads and GDOs felt that those delivering the project could have been more involved in discussions from the conception. For instance, the GDOs felt that the target for the number of groups to be engaged within the project was overly ambitious:



“I think that’s the biggest learning was that KPIs that were set were wholly unrealistic… the KPIs were 46 peer support groups in total. When in total we had 140 across the organisation. So to expect a third to want to be on board with it when some of them running for 10/20 years, and very, very set in their ways, and very happy with the way that they were operating. And I’m not sure how much consultation there was done.” (Group Development Officer)



The GDOs also reported challenges in recruiting existing peer support groups to embed physical activity into their meetings.



“The thing that really has struck me more than anything else is when you’re aiming something at people to help them with their mental health and especially those who have challenges in that area, I think you have to be very careful about the level of expectation you put on people. For some people actually getting up is a big success for the day, that’s a major achievement, getting showered as well, huge step forward. So regularly attending an event I think is a big ask.” (Group Development Officer)



The points highlighted here relating to groups of people affected by SMI are important to consider for future intervention work, and thorough co-production involving those ‘on the ground’ is deemed to be the most suitable way to plan activities that are going to be beneficial at a local level.




3.3. Doing Things Differently, Lessons to Learn


Participants suggested changes to make similar projects more effective. These included altering timescales and project planning, using resources such as toolkits to support group leads, and the sustainability of funding for practicalities. Data also emphasised recognising the diversity of groups in their local contexts, and partnering with other organisations, as beneficial approaches. It was felt that key elements could have been changed in the planning to facilitate successful delivery of the project, as identified by a GDO: “The takeaway was the groups were actually quite engaged and ready to try and do things, but we just didn’t quite have the tools and the collaboration within the organisation to get that actually working”. Another suggestion related to having a longer pre-delivery period (i.e., before groups started embedding physical activity), which would have allowed greater co-production at group level, and for enthusiasm for the project to be generated:



“The timescales that were set weren’t realistic, in terms of actual delivery. So again, this is probably one of the biggest pieces of learning that we found, and that I found… you know, there was a three-year project and three years of delivery, where in hindsight there probably should have been at least a six month initiation phase before you start delivery. It’s impossible to start delivery from day one because nothing was set up prior to that. That was a huge challenge to then work out how can we fit in three years worth of delivery effectively within two/two and a half years, pandemic aside.” (Project Manager)



“I think if we’d that better collaboration, improved collaboration in the beginning and understood that we’d have a better idea of how to approach it, how to roll it out and implement things.” (Group Development Officer)



It was recognised that differences in groups and their local context meant a one-size-fits-all approach was inappropriate. With this diversity came challenges, both at a local level (such as meeting the needs of the whole group) and more widely in ensuring the physical activity on offer was appropriate for a range of different groups.



"I think Rethink is trying to acknowledge and provide the resources they have with the physical activities, equipment that was provided to the groups. I think that’s important to note, but I think because of the unique characteristics of this group, language, background, capabilities of whether people are able to, physical capabilities, mental health capabilities, it does complicate the situation in terms of how we can support the group best." (Group lead)



However, there were also positives of having a diverse group of people coming together as peer support groups.



"With our group, we had so many different people coming, so we’d have some people coming from school, like, with their carers, coming from college, coming from work, or that didn’t work, just coming from home, and just bringing so many people together that wouldn’t normally interact with each other." (Group lead)




3.4. Impact of COVID-19 Pandemic


The pandemic had a profound impact on project delivery, and those involved in groups. Many groups ceased to meet – some altogether. While some groups were able to maintain contact using online services and communication apps, the lack of face-to-face contact had considerable impact. It further reinforced the importance of peer support for many individuals severely affected by mental illness.




“I believe that the pandemic has really literally changed the whole way of how we function and especially how groups are functioning. We’ve not been able to do WhatsApp or use online formats at this point because when asked collectively to the group members, “What is your preference to stay in touch?” Most of them don’t have the skills and they feel comfortable by just having that phone call to have that conversation about how they’re coping during the pandemic without the group meeting for face to face activities. So it’s hit them hard, and it’s hit me hard, because we’re all part of the group.”



(Group lead)






“I think they’ve realised that maybe we’ve taken for granted, but this has been a really good experiment in a sense, where we’ve recognised what really makes peer support, what makes that up, and that human presence and all the non-verbal cues and that human presence is what does contribute to being a supportive group face-to-face.”



(Group Development Officer)





Individuals’ experiences during the pandemic reinforced that, for those affected by SMI, groups could be a vital way of avoiding social isolation. Groups were perceived to be an important aspect in maintaining social connections, as well as promoting physical activity.




“I think having the group there is probably a good thing and I know one of the runners he stopped running over the pandemic period, but remained involved with the group just because he was getting the benefits of the social aspect of the group, which is really good. I think it’s all about isolation isn’t it.”



(Group lead)






“Obviously the exercise has got to be good for everyone, but I think especially with the pandemic and the isolation and that as a social group it’s really paid dividends and I think it’s a shame we didn’t get a walk and talk group up and running before the pandemic because I think that would’ve been a good social connection as well for people.”



(Group lead)





There was a clear sense that the pandemic resulted in reduced levels of physical activity for all involved, due to the impact of lockdown on individuals, but also the lack of contact with peer support groups that facilitated physical activity. However, for some individuals, there was a sense there had been a change in the importance of physical activity.




“Yes, it definitely dropped, definitely dropped during the pandemic and I think that was linked to the drop in social contact. I think for me with less of a face-to-face contact with people it dropped my natural energy levels and I found it quite hard to motivate myself to do things. I think getting back out now, starting to build those levels of contact I’m definitely seeing my motivation to do things pick up.”



(Group lead)






“I think as well, it’s gone to show how important physical activity is, so especially in the first month or so when the very toughest lockdown, when exercise was the one exemption out of your house, other than shopping really, I think that showed how important it is to be grateful for what you can do, and no matter your disability or not, then exercise is just so important, physically and mentally. So I definitely think that’s highlighted the importance of this group specifically.”



(Group lead)





Additionally, the pandemic made communication across different levels of the project (i.e., project managers, GDOs, group leaders) challenging. For example:




“Well it was really the pandemic because it’s that face to face contact that was a problem. So it was the digital isolation, the digital exclusion and in terms of cost and finances but also in terms of intelligence, know-how and training. So that hindered some people, yes, because not everybody’s able to access online services and if they are able to they need an awful lot of support to do that. Rethink did make some support available and there is support out there but it’s still difficult for some people.”



(Group lead)






“There’s a huge number of members in our groups and the coordinators that don’t have access to technology. And there’s a number of barriers, whether that be affordability, confidence in using it, or just through their own wellness, aspects of their being unwell that they won’t use it. And we’ve got a lot in areas where it’s really difficult, particularly in a lot of rural areas where you’ve stuck to only using one provider and it not being great.”



(Group Development Officer)







4. Discussion


The aims of the present study were to examine the impact of embedding physical activity into peer support groups for individuals affected by SMI, delivered by a national charity. We also examined the processes which facilitated and hindered project delivery. Our findings reinforce that the social aspect of community-based activities is highly attractive to mental health service users [1] and may be more appealing than the activity itself [35]. Additionally, an understanding of local contexts, and recognising the importance of key individuals such as group leaders, was important for successfully embedding physical activity in support groups. On the other hand, our findings suggest that organisations that are planning on delivering similar projects in relation to physical activity and peer support for those affected by SMI need to consider whether timescales for implementation are realistic, as well as engaging key individuals “on the ground” throughout project design and delivery to ensure that it is meeting the needs of the groups.



Our study adds to the limited evidence regarding the role of peer support in community initiatives aimed at promoting physical activity for mental health for individuals affected by SMI. By focusing on the experiences of the individuals affected by SMI - who are at particular risk of being less physically active and experiencing poor physical health outcomes - we have addressed an important gap in the literature. The social element of peer support groups was reported as vital and highly valued by those involved, aligning with the limited existing evidence in this specific area [1]. This is supported by the recovery literature that highlights key processes essential to supporting individuals with mental illness in their recovery [36], with ‘connectedness’ being a central element [16]. Social interactions in the groups appear key in enabling engagement with being physically active [23], with peer group leaders being crucial to facilitate the success of groups. Support is needed for the group leads’ own development, to ensure that they have the confidence and skills to facilitate physical activity sessions (or can enlist help to do so) and support individuals’ personal and social recovery [8,17] in the community. The data suggested that more consideration should be given to what constitutes physical activity for those affected by SMI, as informal activities seem to be preferred compared to formalised ‘sport’ by some groups. However, given that another key part of the recovery processes is to support individuals with activities or interventions that they find ‘meaningful’ [16], engaging at a local level (even within a national project) to learn what people might find meaningful, and the (sub)culture and language relevant to the local groups [11], can aid engagement. Co-production between group members, group leads, GDOs, and management (or equivalents) is vital across all aspects of projects, recognising local contexts and variations in the needs of groups.



Regarding practicalities, participants across the project reported that the timescales for projects need to be realistic, with adequate time prior to groups beginning activities. This allows more time for co-production, planning, and communication. Flexibility in expectations would also help group leaders to facilitate physical activity in their location and context. This has been previously identified as being helpful for mental health service users [37,38], as it helps mitigate barriers relating to feeling pressure or expectation [1].



4.1. Strengths and Limitations


There are several strengths of this evaluation approach. The combination of data collected via individual and focus groups, with group members, group leads, GDOs, and project managers, enabled an in-depth exploration of perceptions of the impact of the project and key outcomes, such as physical activity, mental health and wellbeing, and physical health, whilst valuing the participation and authenticity of individuals’ involvement [28]. An additional strength comes from the involvement of the peer researchers. The expertise they brought from their own lived experience of SMI was invaluable to the collection and interpretation of the data. Their contribution to the data analysis and particularly comments related to how the data ‘resonated’ [39] with them, offers confidence that these findings can be generalised to other projects conducted within similar contexts.



There were also challenges that need to be acknowledged when considering the scope of the findings. A particular challenge was access to and the engagement of group members by the evaluation team. Data collection was mostly completed in support group sessions, access to which was almost exclusively facilitated through group leads. Direct access to individual group members may have allowed engagement with participants regardless of their attendance at support groups. This issue was exacerbated by the onset of the pandemic, as – without contacts for group members – attempts to collect data relied on information being passed on by groups leads. Despite the unique situation caused by the pandemic, the opportunities to maximise access to participants should be considered by teams conducting evaluations, as well as the organisations commissioning them, so the experiences of a wide range of individuals involved in projects can be captured.




4.2. Future Directions and Recommendations


Our study addresses the need for more evidence for community-based peer support interventions using physical activity that can provide new and needed knowledge on the specific approach of using peer support groups with a peer group lead. Several recommendations emerge from our findings for organisations planning to use peer support groups to encourage people affected by SMI to be more active. Based on our evaluation, we propose the following four key principles for future work in this specific area. First, the social elements of peer support groups are highly valued and essential ingredients for positive outcomes. Second, it is important group leaders have confidence and experience in physical activity (or know where to gain support with this), as well as expertise in the needs of their group(s). Third, co-production should involve a wide range of stakeholders, from project conception to development, implementation, and evaluation. Finally, communication between the organisations running projects and those practically delivering them is crucial to their overall success.



In relation to future research, it is as yet unclear as to whether physical activity, peer support, or the combination of the two is most important for promoting physical and mental health for those affected by SMI. Evidence from other contexts would suggest that social elements bring about greater benefits for long-term health and behaviour changes than the physical activity per se [40,41]; however, to the best of our knowledge, this has yet to be directly examined with a population affected by SMI. As such, studies comparing the impact of physical activity and peer support on their own, as well as in combination, would be a well-placed extension of the literature. That said, this may be hard to implement in a real-world community context, such as the setting of the present research, so careful consideration should be given to the design and implementation of such a study in order to take into account the views and preferences of participants.





5. Conclusions


This research highlights the value of peer support when supporting individuals affected by SMI to engage in physical activity. We provide key recommendations for both researchers and organisations involved in delivering physical activity and peer support projects for people affected by SMI. Embedding physical activity in peer support groups and engaging key stakeholders throughout this process can promote a range of benefits for those involved.
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