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Abstract

Objective: The objective of this study was to determine the feasibility of Facebook as a dissemination strategy for the People
Getting a Grip on Arthritis self-management program by arthritis health professionals to their patients.

Methods: The feasibility study comprised a single arm, pre-post design that included a convenience sample of 78 arthritis
health professionals across Canada. Assessments were performed at baseline, two-weeks post-intervention, and at three-
months follow-up using online questionnaires. The primary outcome measure was change in perceived usability of
Facebook as a dissemination strategy for the People Getting a Grip on Arthritis program with patients at two-weeks
post-intervention using an instrument based on an extended version of the Technology Acceptance Model 2.
Comparisons with baseline were assessed using t-test analyses.

Results: Statistically significant improvements from baseline were seen for all items of the Technology Acceptance Model 2
domains: perceived ease of use (four items), intention to use (two items) and output quality (two items) domains. Variable
results were seen for the job relevance, perceived usefulness, voluntariness, and result demonstrability domains of the
Technology Acceptance Model 2. There were no statistically significant improvements for the subjective norm and image
domains.

Conclusions: Facebook may provide arthritis health professionals with an additional option of how to best share evidence-
based information to allow their patients to successfully self-manage their arthritis.
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coaching, and other interventions to help patients gain
confidence, knowledge, skills, and motivation to
manage the physical, social, and emotional impacts of
their disease.’® Self-management begins with patient
education, the process of learning technical skills
related to patients’ specific conditions.® Self-manage-
ment support can involve a variety of techniques
including the creation of small actions plans and goal
setting, providing personalized feedback, enlisting
social support, and determining goal achievement.*

While the effective self-management of chronic dis-
eases among patients continues to be essential in opti-
mizing health outcomes, there is uncertainty as to how
health professionals can enhance self-management sup-
port among their patients.” Lack of time and resources
have also been identified as barriers to the delivery of
evidence-based patient education and behavior change
counseling.®” Furthermore, ensuring that patients are
willing and able to understand instructions can be chal-
lenging for health professionals.® Increasing the use and
discovering new methods of providing successful self-
management support may facilitate patient education
and help reduce the demand for more human health
resources to care for chronic diseases.

Web 2.0 refers to the next generation of the Internet
allowing individuals to share information and collabor-
ate online.” Web 2.0 technologies, such as social media,
continue to rise in popularity, as they allow users to add
or change content on the Web.'® eHealth interventions,
which may include Web 2.0 technologies, provide
health information from electronic resources'® and is
defined by Health Canada as “‘the application of infor-
mation and communication technologies within the
health sector.”!' eHealth interventions and Web 2.0
technologies can enhance self-management support as
they provide a time-saving and a potential demand-
reducing option for health professionals,>!*!* and
have increasingly become more popular among chronic
disease patients to access health information.'? Online
chronic disease self-management interventions have
shown to reach a broad population of chronically ill
patients,’® and online communities have allowed for
improved social support and knowledge acquisi-
tion."*'* A systematic review by Stellefson et al.'? con-
cluded that older adults with chronic disease may be
associated with improvements in health behaviors and
health status when using Web 2.0 self-management
interventions. The increasing popularity of social
media and social networking applications offers
health professionals with a communication tool to
share health education information with patients.
Positive uses of social media among health profes-
sionals include disseminating accurate information to
enhance education, countering inaccuracies, and enga-
ging learners.'> With its capabilities to allow for

multimedia-sharing such as disease management
videos, podcasts, and wikis, social media has shown
to be successful in public health promotion and advo-
cacy,'® disseminating evidence-based health informa-
tion,'” responding to public concerns during
outbreaks,'® and as an effective medical teaching tool."”

Different types of social media include collaborative
projects, blogs, content communities, and social net-
working sites.”® Facebook, one of the most popular
social networking sites with more than a billion active
users,”! allows for the sharing of opinions and informa-
tion through pictures, texts, and links,** allowing for
new forms of interaction between health professionals
and their patients.>> While current research has been
undertaken to measure the effectiveness of Web 2.0
and online interventions for the self-management of
chronic disease among patients,'*'* there is limited
research on how health professionals, specifically work-
ing in arthritis care, perceive the usability of Facebook
to disseminate self-management programs to their
patients. A recent scoping review of the literature on
social media use by health professionals and trainees>*
included 96 studies of which, only 16 (17%) included a
social networking site. The most common types of
social media use were discussion forums (45%), blogs
or micro blogs (28%), and collaborative projects
(21%). The most common medical specialties as cate-
gorized by the authors were the combination of admin-
istration, critical appraisal and research (11/96, 11.5%),
public health (9/96, 9.4%), and mental health (6/94,
6.3%). The most common outcomes measured in the
included studies were clinicians’ peer-to-peer communi-
cation (43/96, 44.8%), clinicians’ satisfaction (36/96,
37.5%), and clinicians’ knowledge of conditions and
complications (22/96, 22.8%). Only two of 16 studies
(12.5%) that used a social networking site intervention
measured clinicians’ perceived usability of social media
tools. The scoping review concluded a paucity of stu-
dies using a randomized controlled trial (RCT) design
(five of 96 studies (5.2%)) and few studies assessed a
social networking site (16 of 96 (16.7%)).**
Furthermore, only three studies (3.1%) and two studies
(2.1%) consisted of allied health professionals and
nurses in a practice setting respectively.

Among health professionals, Facebook has shown to
be a useful tool for sharing knowledge and health pro-
motion with patients,?*** to obtain up-to-date informa-
tion and maintain professional connections,”>*® and to
facilitate networking, building social capital and com-
munity outreach.?” Among arthritis patients, Facebook
has shown to be a useful tool for accessing evidence-
based educational information to improve their know-
ledge of non-pharmacological arthritis treatment.

Web-based arthritis self-management programs,
such as The Arthritis Society’s People Getting a Grip
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on Arthritis (PGrip)®® and the Stanford School of
Medicine’s Better Choices Better Health — Arthritis,*°
have been shown to improve patients’ health status,”'
health literacy,**** and self-efficacy.’'*** The use of
Web 2.0 technologies in arthritis self-management,
including interactive web-based educational modules
and online discussion boards, have been used for arth-
ritis self-management programs, and allow for social
support and interactivity among patients.*' ™ While
the effectiveness of Web 2.0 technologies for arthritis
self-management has been studied among patients,®' —>*
there is a need for further research to measure the per-
ceived wusability of these technologies, such as
Facebook, as a dissemination strategy among arthritis
health professionals. This feasibility study was designed
to address this knowledge gap and further explore
Facebook as an innovative dissemination strategy for
self-management programs.

Objectives

The objective of this study was to determine the feasi-
bility of using Facebook as a dissemination strategy for
the PGrip program by arthritis health professionals to
patients. We refer to a dissemination strategy as a
method to distribute evidence-based information and
materials to arthritis health professionals. We defined
arthritis health professionals as individuals who are
involved with the care of people with rheumatic disease.
The hypothesis of the proposed feasibility study was
that arthritis health professionals would demonstrate
improvements in the perceived usability of Facebook
to share information from the PGrip program with
patients after two weeks and three months. We refer
to usability as the behavior intention to use a system
as determined by its perceived usefulness and perceived
ease of use.”® In addition, we hypothesized that the
Facebook group page could improve practice behavior
change among arthritis health professionals as a strat-
egy to disseminate PGrip after two weeks and three
months. We refer to practice behavior change as an
improvement in the adoption and implementation of
evidence based interventions into routine practice
behaviors that may be influenced by a range of individ-
ual, organizational, and social factors.*

Methods
Arthritis self-management program

PGrip® is a bilingual (English/French), educational,
evidence-based online self-management program for
patients with osteoarthritis (OA) and rheumatoid arth-
ritis (RA). The PGrip program is based on results of
comparative controlled trials which investigated the

efficacy of various self-management interventions for
people living with arthritis and the findings were
synthesized and graded by the Ottawa Panel.’’~*
Through knowledge synthesis, systematic reviews were
performed and rigorous methods were used to develop
the Ottawa Panel clinical practice guidelines (CPGs) for
the self-management of arthritis. The self-management
interventions presented in PGrip were those that
achieved positive recommendations (Grades A, B and
C+) in the Ottawa Panel CPGs.>** According to the
Ottawa Panel grading recommendations, a Grade C+
is considered positive and acceptable as it signifies
>20% in clinical importance although the finding
may not be statistically significant (p <0.05). The
Ottawa Panel CPGs for OA and RA®™ are recog-
nized as high quality CPGs according to several system-
atic reviews using the Appraisal of Guidelines Research
and Evaluation (AGREE I & II)*® criteria. Knowledge
from the Ottawa Panel CPGs has been translated into
lay terms and tailored into a set of didactic videos
for the PGrip program. The Ottawa Panel self-manage-
ment interventions for OA included: ice massage, hand
exercises, aquatic therapy exercises, weight manage-
ment, and a stationary bicycling program. The RA
self-management interventions included: insoles and
footwear, yoga, Tai Chi, aquatic jogging, wrist orth-
otics, and transcutaneous electrical nerve stimulation.
For each self-management intervention identified in the
Ottawa Panel CPGs, two video presentations were
created: (a) a narrated PowerPoint presentation of
simplified instructions on how to perform/apply the
self-management intervention with case scenarios illus-
trating the appropriateness and relevance of each; and
(b) practical sessions with an arthritis health profes-
sional providing step by step instructions while per-
forming/applying the self-management intervention
with a patient.

For the current study, a PGrip Facebook group page
was created and videos of the presentations and prac-
tical sessions for various PGrip self-management inter-
ventions were posted on the page. To simplify access,
the videos were clearly labeled and categorized by type
of arthritis (i.e. OA or RA) and type of video (i.e. nar-
rated presentation or practical session). Other informa-
tion on the page was provided, including the “About”
section which provides a brief description of the PGrip
program, and a web link to The Arthritis Society’s
PGrip website. Additionally, instructions on how to
access the videos and how to post comments or ques-
tions were also provided on the page.

Advisory Committee

To engage potential knowledge users in the research
process, an Advisory Committee consisting of six
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arthritis health professional users (two registered
nurses, two physiotherapists, and two occupational
therapists) was convened to identify barriers of using
and accessing Facebook as a dissemination strategy for
the PGrip program and to identify how the PGrip
Facebook group page can be tailored to improve
usability among arthritis health professionals.

To be eligible to participate, Advisory Committee
members must have been: (a) trained as a nurse, or
physical/occupational therapist; (b) registered with
their provincial professional regulatory body; (c) cur-
rently practicing clinically which was defined as spend-
ing a minimum of 50% of their time (work week) in
direct arthritis patient care; (d) had Internet access; (e)
able to communicate in English. Additionally, to ensure
that measured barriers were solely reflective of the
Facebook intervention, and not the content of the
PGrip program, Advisory Committee members were
previous PGrip users who were familiar with the con-
tent of the program. Advisory Committee members
were often reminded of this throughout the discussion
by the facilitator to prevent response bias. The
Advisory Committee members were recruited from
local hospitals (The Ottawa Hospital and Children’s
Hospital of Eastern Ontario) and The Arthritis
Society (Ottawa branch) by poster, e-mail or social
media sites of their respective institutions. The
Advisory Committee met on three separate occasions
that were facilitated by the principal investigator (GD).

The timeline and purpose of each Advisory
Committee meeting is presented in Figure 1. The pur-
pose of the first meeting, which took place three months
prior to commencing the feasibility study, was to obtain
detailed feedback regarding various barriers to enga-
ging in a Facebook group page to disseminate educa-
tional material (such as the PGrip program) to patients
and to provide recommendations of how the Facebook
group page could be tailored to improve usability.

Advisory Committee members were provided with
instructions on how to access the Facebook group
page prior to the first meeting. The Advisory
Committee was asked to provide feedback on the
usability of the Facebook intervention using the
Technology Acceptance Model 2 (TAM2) question-
naire,*® an extension of the original model.* A discus-
sion to obtain feedback on barriers took place with an
interview guide based on the theoretical domains
framework (TDF).*® Results were analyzed by two
assessors and differences were resolved by consensus.

The purpose of the second meeting, one month
before the commencement of the feasibility study, was
to provide an opportunity for the Advisory Committee
members to comment and provide insight on the design
and methodology of the feasibility study. Specifically,
Advisory Committee members discussed the findings
from the first meeting and how the Facebook group
page could be tailored to address the identified barriers
and facilitators discussed. Based on results from the
usability questionnaire in the first meeting, the
Facebook group page was to be deemed ‘““usable” if
the majority of participants (at least four of the six
respondents) achieved an overall mean item score of
five (somewhat agree) or greater out of a possible
seven points on a tailored 24-item TAM2 questionnaire
(Appendix 1). The threshold score of five out of seven
was chosen a priori and was considered to be the min-
imum score representing a positive response regarding
usability. In the event that the Facebook intervention
was not found to be “usable”, the Advisory Committee
would have reconvened at a later date following the
second meeting to complete the usability questionnaire
once again after the Facebook intervention had been
tailored. This process was to be followed until the
Committee came to a consensus that the Facebook
intervention was deemed to be “‘usable” and ready for
the feasibility study.

Meeting 1: three months
before the commencement of

feasibility study feasibility study

*Purpose: obtain feedback
regarding various barriers to
engaging in the Facebook
group page

*Purpose: comment and

and methodology of the
feasibility study

Advisory Committee (n=6)

Meeting 2: one month before
the commencement of the

provide insight on the design

Meeting 3: one month after the
completion of the feasibility
study

*Purpose: contribute to the
interpretation of findings, and
brainstorm how the feasibility
study findings could be
disseminated

Figure 1. Timeline and purpose of Advisory Committee meetings.
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The purpose of the third and final meeting, one
month after the completion of the feasibility study,
was to allow the Advisory Committee members an
opportunity to contribute to the interpretation of find-
ings, and brainstorm ideas on how the feasibility
study results could be disseminated. They were also
asked to provide guidance on the methodology for a
future RCT.

Feasibility study

A single arm, pre-post design was used for the feasibil-
ity study. Arthritis health professionals were recruited
and provided with instructions on how to access the
Facebook group page.

Participants. A convenience sample of 78 arthritis health
professionals was recruited across Canada by online
advertisements using email or online newsletters from

the following organizations: Arthritis Health
Professions  Association, The Arthritis Society,
Canadian Physiotherapy Association, Vancouver

Coastal Health, St Elizabeth Health Care, Ontario
Physiotherapy Association, and Montfort Hospital. A
representative from each organization either forwarded
the email advertisement to their colleagues or had the
advertisement published in their respective organiza-
tion’s online newsletter. New PGrip users and those
already familiar with the PGrip program were invited
to participate. In order to be eligible for the feasibility
study, participants must have been: (a) trained as a
nurse, or physical/occupational therapist; (b) registered
with their provincial professional regulatory body; (c)
currently practicing clinically which was defined as
spending a minimum of 50% of their time (work
week) in direct arthritis patient care; (d) had Internet
access; (¢) communicate in English; and (f) did not par-
ticipate in the Advisory Committee. Individuals not
meeting all inclusion criteria were excluded and were
not deemed eligible for the study. Prior to being
enrolled in the study, participants were assessed for eli-
gibility through the use of an online admission ques-
tionnaire. If deemed eligible, participants registered to
the study by contacting the research coordinator by
email who later responded and provided further
instructions to accessing the Facebook group page.
All participants completed an electronic consent form
approved by the University of Ottawa Research Ethics
Board (H11-12-10).

Measures. Participants completed three assessments
using the Fluid Survey online platform.”® The survey
links were sent to participants by email. The first assess-
ment included baseline measurements prior to partici-
pating in the Facebook group page. The second

assessment was performed immediately after posting
the material on the Facebook group page (two weeks
after baseline). The third and final assessment was at
three-months post-intervention.

The primary outcome measure was change in per-
ceived usability of Facebook as a dissemination strat-
egy for the PGrip program with patients at two-weeks
post-intervention, measured using an instrument based
on the TAM2 questionnaire, a validated tool showing
internal consistency reliability and construct validity.*
Change in perceived usability at three-months post-
intervention was also assessed. The TAM2 is a 26-
item questionnaire consisting of nine domains: intention
to use (two items), perceived usefulness (four items),
perceived ease of use (four items), subjective norm (two
items), voluntariness (three items), image (three items),
job relevance (two items), output quality (two items),
and result demonstrability (four items). The TAM?2
questionnaire is measured on a seven-point Likert
scale (1=strongly disagree to 7=strongly agree).
Given that Facebook may not be accessible due to fire-
walls in the workplace for all study participants, two
items from the image domain were removed. Thus a
tailored 24-item TAM2 questionnaire was used
(Appendix 1). Definitions for each domain of the
TAM?2 questionnaire can be found in Appendix 2.

Other outcomes included: (a) change in perceptions
of barriers to using Facebook as a dissemination strat-
egy for the PGrip program with patients at two-weeks
post-intervention and three-months follow-up; (b) prac-
tice behavior change in using Facebook as a dissemin-
ation strategy for the PGrip with patients at two-weeks
post-intervention and three-months follow-up; and (c)
changes in Facebook use and impact measures at two-
weeks post-intervention and three-months follow-up

To measure change in perceptions of barriers, par-
ticipants were asked to identify their top three barriers
to engaging in the Facebook group page. Each identi-
fied barrier was coded and categorized according to
constructs of the TDF and was analyzed descriptively.
For example, a lack of experience or skill was categor-
ized as a “‘skill” barrier, while a lack of Internet access
at the workplace was categorized as an “‘environmental
context and resources’ barrier.

Practice behavior change was measured using an
instrument based on the TDF questionnaire.’® The
TDF questionnaire is a validated tool that has shown
high internal consistency reliability and discriminant
validity.*® As identified by Huijg et al.,*® the TDF ques-
tionnaire is generic and can be used to measure TDF-
based determinants of healthcare professionals’ specific
implementation behaviors. The TDF questionnaire is a
32-item tool that allows for application within a range
of different contexts in which implementation research
takes place. Each domain contains a different amount
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of items: knowledge (four items), skills (three items),
social/professional role and identity domain (four
items), optimism (two items), beliefs about capabilities
(three items), beliefs about consequences (two items),
intentions (four items), memory/attention |decision
(four items), environmental context and resources (two
items), social influences (two items), and emotion (two
items). The TDF questionnaire is scored by a five-point
Likert scale (1 =strongly disagree to 5 =strongly agree)
for most domains, though not all 32 items use the same
five-point Likert scale. For example, one item in the
tailored questionnaire asks ‘“For how many of the
next 10 patients do you intend to use the Facebook
group page to disseminate PGrip?” Options for this
question consisted of a five-point Likert scale ranging
from no patients to >4 patients. Another question
asked ““How strong is your intention to use Facebook
to implement (share/discuss) PGrip with patients?”
Options for this question consisted of a five-point
Likert scale ranging from 5=very strong to 1=very
weak. Four items (one from the skills domain, one
from the beliefs about capabilities domain, and two
from the emotions domain) were removed, as they
were not deemed to be appropriate for the nature of
the Facebook intervention in the health professional
workplace. As a result, the emotion domain was not
evaluated. Thus, a tailored 28-item TDF questionnaire
was used (Appendix 3). Definitions for each domain of
the TDF questionnaire can be found in Appendix 4.

Facebook impact measures were assessed by asking
participants to rank the number of times they used the
following Facebook tools using a five-point Likert scale
ranging from one (>8 times) to five (0 times): (a) posted
a comment on the “Wall” of the Facebook page; (b)
posted a comment on a video on the Facebook page; (c)
used the “Like” feature on a comment and/or video on
the Facebook page; and (d) shared a link to a video or
other website on the Facebook page.

Statistical analyses. For the Advisory Committee, the
discussion was digitally recorded and field notes were
taken by a non-participant observer. Following the first
meeting, results from the usability questionnaire were
analyzed descriptively using means and standard devi-
ations (SDs) for items and domains. Discussion
responses surrounding perceived barriers were analyzed
and coded following the constructs of the TDF
(Appendix 4).

For the feasibility study, data analyses were per-
formed using SPSS v. 22. Descriptive statistics such as
proportions, mean and SD were used to summarize
baseline characteristics. For the primary outcome of
usability, a paired ¢-test was conducted to com-
pare changes from baseline scores to two-weeks post-
intervention for each item of the TAM2 questionnaire.

Additional paired z-test analyses were conducted com-
paring baseline scores to the three-month follow-up
period. Adjustments for multiple comparisons were not
made to the statistical testing. To facilitate the interpret-
ation of findings, mean scores and SDs were calculated for
each TAM2 domain. The data was deemed to be normally
distributed. For the secondary outcome of TDF domain
item scores, the same analysis strategy using paired 7-tests
to compare changes from baseline to two-weeks post-
intervention and baseline to three-month follow-up was
considered. Mean scores and SDs were also calculated
for each TDF domain. Descriptive statistics were used to
summarize the perceived barriers and Facebook impact
measures. For perceived barriers, the proportion of all
responses was calculated for each identified barrier accord-
ing to TDF construct, while for Facebook impact meas-
urement, the proportion of participants using Facebook
was calculated for each question. For the analyses of the
TAM?2 and TDF scores, missing values were imputed
using the last observation carried forward approach.
Additionally, complete case analyses, in which missing
data were omitted, were performed for all outcomes.

Results
Advisory Committee

During the first Advisory Committee meeting, several
common barriers and facilitators to using Facebook as
a dissemination strategy were discussed. The Advisory
Committee felt that the Internet is an easier method for
accessing clinical practice guidelines and evidence-
based material using printed articles and materials.
Ultimately, Committee members would not have ini-
tially thought to use Facebook as a dissemination strat-
egy but, if they were aware that the information was
there, they would refer it to their patients. Generally,
the Committee members were not familiar with
Facebook. However, after using the group page, it
was deemed more straightforward than what was pre-
viously believed. Several barriers to using the Facebook
group page with patients were brought forward includ-
ing privacy concerns using social media platforms.
Initially, one Committee member stated “I wouldn’t
join a page made specifically for patients because of
personal confidentiality.” While there was a consensus
and hesitancy for both clinicians and patients to use
personal accounts to interact and post comments, this
concern was mitigated after it was identified that per-
sonal accounts were not needed to access the content of
the group page. Another common theme identified as a
barrier was access to the Internet, computer, and
mobile devices. One Committee member stated
“Computers with access to high speed Internet may
be hard to find at times.” The Advisory Committee
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members felt that their patients’ general computer skills
may be another potential barrier. One Committee
member stated that “Certain clients may have issues
with using social media platforms.” Committee mem-
bers felt that Facebook was useful for patients in clin-
ical settings indicating that “‘patients in the waiting
room can scroll through the page.” They also felt that
the group page was appropriate and liked the idea of
providing patients with a web link, as opposed to a
pamphlet. In order to tailor and improve the PGrip
Facebook group page for the feasibility study, each
Advisory Committee member provided feedback, such
as minor glitches in some of the videos, and suggestions
on page accessibility (e.g. instructions on navigating the
site, and improved ordering of videos) were provided.
These comments were addressed prior to commencing
the feasibility study. Results from the TAM?2 question-
naire revealed that all Advisory Committee members
believed that the Facebook group page was ‘“usable”
as four of six respondents achieved an overall mean
item score of five (somewhat agree) or greater out of a
possible seven points. Total mean (SD) item scores
ranged from 4.8 (1.6) (neutral) to 5.8 (1.0) (somewhat
agree). Consensus on the usability was further con-
firmed after discussing these findings with all Advisory
Committee members at the second meeting. The consen-
sus agreed upon by all committee members was that the
Facebook group page was a ‘““usable” tool that war-
ranted further investigation in a feasibility study.

During the second Advisory Committee meeting,
members brainstormed and discussed the methodology
for the proposed feasibility study. In addition to
Facebook being a dissemination strategy for arthritis
health professionals to use with patients, the original
scope of the proposed feasibility study was to also
examine the use of Facebook as a tool for health pro-
fessionals to access evidence-based material, such as the
PGrip program, to improve their own knowledge. The
Committee members came to a consensus and decided
that the usability questionnaire (TAM2) should only
focus on Facebook as a dissemination tool for health
professionals with patients. The Committee felt that
questions pertaining to the use of Facebook as an infor-
mation source for health professionals could be
omitted. While the Committee was enthusiastic about
Facebook as a dissemination tool that health profes-
sionals can use with their patients, they did not believe
that Facebook would be as useful as an information
source for health professionals. The main reasoning
for this was that according to one of the inclusion cri-
terion “spending a minimum 50% of the time in direct
patient care,” health professionals should already have
the knowledge of the material presented in PGrip. This
important feedback was considered and implemented in
the feasibility study.

During the third Advisory Committee meeting,
results from the feasibility study (presented below),
were presented. The Committee also provided ideas
for disseminating the results of this study which
included publishing the findings in a peer-reviewed
journal and providing an electronic information brief
to patient organization groups who could then include
them in their newsletters, websites, or social media
pages. The Committee also brainstormed ideas for a
future full-scale RCT that would compare the
Facebook group page with other information and com-
munication technologies such as websites, YouTube
channels, or device applications (“apps”).

Feasibility study

A summary of baseline demographic information can
be found in Table 1. A total of 78 arthritis health pro-
fessionals, comprising 14 (17.9%) occupational therap-
ists, 53 (67.9%) physiotherapists, and 11 (14.1%)
registered nurses participated in the study. The mean
age of participants was 40.0 years and the majority
resided in Ontario (65.4%) and were female (93.4%).
While the majority had a Facebook account (93.6%),
only 39.7% had access to Facebook at the workplace,
though 89.7% stated they would use Facebook outside
work hours. In regards to work setting, 54.1% worked
in group practice, seeing on average approximately nine
patients per day. Most (29.5%) worked in a hospital,
23.0% worked in private practice, 16.4% in a commu-
nity health center, 9.8% in a rehabilitation facility, and
21.3% in other settings (e.g. home or outpatient). Most
had greater than 20 years of clinical experience (31.1%)
and were not familiar with the PGrip program (88.5%).
All 78 participants completed the baseline questionnaire,
76 (97.4%) completed the second questionnaire at two-
weeks post-intervention and 75 (96.2%) completed the
final questionnaire at three-months post-intervention.
A study flowchart of feasibility study participants is pre-
sented in Figure 2.

Change in perceived usability. For the primary outcome of
usability based on the TAM2 questionnaire at two-
weeks post-intervention, the mean absolute changes
from baseline for each item, is presented in Appendix
5. Figure 3 presents the mean usability scores for
each domain at baseline, two-weeks post-intervention,
and three-months follow-up. At two-weeks post-
intervention, the mean (SD) score numerically improved,
though responses remained categorized as neutral for the
intention to use domain from 4.46 (0.07) to 4.96 (0.01)
(both items statistically significant), the perceived wuseful-
ness domain from 4.56 (0.43) to 4.81 (0.39) (two of four
items statistically significant), and the output quality
domain from 4.02 (0.06) to 4.87 (0.15) (both items
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Table 1. Baseline characteristics and Facebook use (n=78). Table 1. Continued.

Province of residence Group practice role:

Bt 51 65.4 Primary therapist 23 37.7
Quebec 6 77 Educator 3 4.9
British Columbia 17 21.8 Multidisciplinary 2 3.3
Other 4 5.1 Interdisciplinary 2 3.3
Prafiession Manager/chair of team 1 1.6
oT 14 17.9 Did not state 2 3.3
PT 53 67.9 Level of education (as practitioner degree)?
RN 11 101 Diploma b 6.6
Age® Bachelor’s degree 35 57.4
Mean (SD)? 40.0 (10.3) Master’s degree 22 36.1
Sex? How many years of clinical experience do you have as a PT/OT/RN®
Male 4 6.6 04 8 13.1
Female 57 93.4 59 14 23.0
Practice location® 10—14 8 13.1
Urban 37 60.7 15-19 10 16.4
Rural 11 18.0 >20 19 31.1
Suburban 13 21.3 Familiar with Facebook
In which of the following settings do you usually work?? = 2 g
Private practice 14 23.0 No 5 6.4
Hospital 18 29.5 Did not respond 1 1.3
Rehabilitation facility 6 9.8 Has a Facebook account
Community health center 10 16.4 = e 93.6
Other (home, outpatient, community care) 13 21.3 No 5 6.4

What is your primary employment role?® Has access to Facebook at the workplace

Clinician 57 93.4 Yes 31 39.7
Other 4 5.1 No 46 59.0
On average, how many clients do you see per day?® Did not respond 1 13
Mean (SD) 8.64 (4.68) Would use Facebook outside work hours
In regards to your work setting, do you work in? Yes 70 89.7
Solo practice 28 45.9 No 3 3.8
Group practice 33 54.1 Did not respond 5 6.4

(continued) X R . . .
OT: occupational therapist; PT: physiotherapist; RN: registered nurse; SD:

standard deviation.
“Based on responses from 61 participants.
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statistically significant). The mean score improved from
somewhat disagree to neutral for the job relevance
domain from 3.78 (0.69) to 4.18 (0.91) (one of two
items statistically significant). The mean scores
improved from neutral to somewhat agree for the per-
ceived ease of use domain from 4.41 (0.41) to 5.22 (0.46)
(all four items statistically significant) and result dem-
onstrability domain from 4.84 (0.45) to 5.07 (0.42) (one
of four items statistically significant). The mean score
numerically improved, but the response remained cate-
gorized as moderately agree for the voluntariness
domain from 6.27 (0.38) to 6.54 (0.04) (one of three
items statistically significant). There were no statistic-
ally significant improvements for the subjective norm or
image domains.

At three months, the mean score numerically
improved from baseline, though responses remained

categorized as neutral for the perceived ease of use
domain from 4.41 (0.41) to 4.97 (0.45) (three of four
items statistically significant), and the output quality
domain from 4.02 (0.06) to 4.98 (0.28) (both items stat-
istically significant). The mean score improved from
somewhat disagree to neutral for the job relevance
domain from 3.78 (0.69) to 4.17 (0.67) (one of two
items statistically significant). The mean score numeric-
ally improved, but remained categorized as moderately
agree for the voluntariness domain from 6.27 (0.38) to
6.59 (0.04) (one of three items statistically significant).
There were no statistically significant improvements for
the intention to use, perceived usefulness, subjective norm
or result demonstrability domains. There was a numeric
decrease in mean score from baseline for the image
domain from 2.79 (1.41) to 2.28 (1.51), however the
response remained categorized as moderately disagree

Feasibility study

Baseline

(n=78)

(n=

2 weeks post-
intervention

Lost to follow-up

3 months follow-up
(ENE))

76)

Lost to follow-up

(n=2) (GER)

Figure 2. Feasibility study flowchart.

Result demonstrability

Output quality

Job relevance

Image

Voluntariness

TAM2 domain

Subjective norm

Perceived ease of use

Perceived usefulness

Intention to use

4.84(045)
5.07 (0.42)
4,93 (0.37)

.87 (0.1
% ?3.28)

3.55 (0,02
3.75 (0.04)
3.56 (0.09)

<l 5.22 (0.46)
497 (0.45)

0.39)

! g0 00D

3.00

1
2.00

4.00

Mean (standard deviation) TAM2 score

® Baseline = 2 Weeks post-intervention ® 3 Month follow up

Figure 3. Mean usability scores by Technology Acceptance Model

2 (TAM2) domain.
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Table 2. Perceived barriers to engaging in Facebook group page.

Knowledge

Skills

Social/professional role and identity

Beliefs about capabilities (self-efficacy)

Beliefs about consequences (anticipated outcomes/ attitude)
Motivation and goals (intention)

Memory, attention and decision processes

Environmental context and resources (environmental constraints)
Emotion

Nature of behaviors (habits)

TDF: theoretical domains framework.

9.3% 10.1% 7.3%
9.7% 11.0% 10.1%
16.4% 10.1% 5.3%
7.1% 7.7% 10.6%
9.7% 10.1% 7.3%
0.4% 0.0% 0.0%
0.4% 0.0% 0.0%
45.6% 50.2% 56.5%
1.3% 0.5% 0.5%
0.0% 0.5% 2.4%

®Participants provided multiple responses as they were instructed to list their top three barriers.

(the one item was statistically significant). There were
no differences between the complete case analysis and
last observation carried forward analysis at two weeks
and three months.

Change in perceptions of barriers. Prior to receiving the
Facebook intervention at baseline, the most common
barriers to using Facebook as a dissemination strategy
for the PGrip with patients, as categorized by the TDF,
were environmental context and resources (environmen-
tal constraints) (45.6%). Other common barriers
included social/professional role and identity (16.4%)
and beliefs about consequences (anticipated outcomes/
attitude) (9.7%) (Table 2). Following the intervention
after two weeks, the most common barriers were envir-
onmental context and resources (50.2%), skills with
using the Facebook group page (11.0%) and knowledge
about Facebook (10.1%). After three months, the most
common barriers were environmental context and
resources (56.5%), beliefs about capabilities (self-effi-
cacy) in using Facebook (10.6%), and skills with
using the Facebook group page (10.1%).

Practice behavior change. For the outcome of practice
behavior change based on the TDF questionnaire at
two weeks post-intervention, the mean absolute
change from basecline for each item is presented in
Appendix 6. Figure 4 presents the mean practice behav-
ior change scores for each domain at baseline, two-
weeks post-intervention, and three-months follow-up.

At two-weeks post-intervention, the mean (SD)
score numerically improved, though responses
remained categorized as neutral for the optimism

domain from 3.37 (0.26) to 3.55 (0.32) (three of four
items statistically significant), beliefs about capabilities
domain from 3.55 (0.18) to 3.76 (0.21) (one of two items
statistically significant), and the intentions domain from
3.05 (0.29) to 3.20 (0.36) (one of four items statistically
significant). The mean score improved from somewhat
disagree to neutral for the knowledge domain from 2.35
(0.16) to 3.96 (0.14) (four of four items statistically sig-
nificant), skills domain from 2.56 (1.18) to 3.40 (1.05)
(two of two items statistically significant), and memory/
attention/decision domain from 291 (0.66) to 3.27
(0.55) (three of four items statistically significant).
There was a numerical improvement in mean score
for the social/professional role identity domain from
2.53 (0.32) to 2.59 (0.09) (two of four items statistically
significant), however the responses remained categor-
ized as somewhat disagree. Items of the social/profes-
sional role and identity domain demonstrated variable
findings as there was a statistically significant improve-
ment for one of the four items, and a statistically sig-
nificant decrease for another item. There were no
statistically significant improvements for the environ-
mental context and resources and social influences
domains.

At three months, the mean knowledge domain score
improved from somewhat disagree to agree from 2.35
(0.16) to 4.03 (0.06) (four of four items statistically sig-
nificant). The mean score numerically improved,
though responses remained categorized as neutral for
the optimism domain from 3.37 (0.26) to 3.55 (0.36)
(one of four items statistically significant), and beliefs
about capabilities domain from 3.55 (0.18) to 3.77 (0.12)
(one of two items statistically significant). The mean
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I 280 (0.39)

Social influences | 2.97 (0.45)

e, 295 (0.44)
TN IR 2.88 (0.05)

2.79 (0.13)
I 2. 05 (0.02)
T 2.91 (0.66)

Memory/attention/decision

Environmental context and resources

3.27 (0.55)
N, 337 (0.53)
I 3.05 (0.29)

| 3.20 (0.36)
I, 3.18 (0.27)
I, 3,55 (0.18)

. 3.76 (0.21)
1 .77 (0.12)
o, 3.37 (0.26)

. ) 3.55 (0.32)
I, 3.55 (0.36)
N 253 (0.32)

. 2.59 (0.09)
I 294 (0.33)
T 2.56 (1.18)

Skills : 3.40 (1.05)
I, 368 (0.59)
— 2.35 (0.16)

Knowledge

Intentions

Beliefs about consequences

TDF domain

Optimism

Social/professional role identity

3.96 (0.14)
I, .03 (0.08)
1.00 2.00 3.00 4.00 5.00
Mean (standard deviation) TDF Score

® Baseline = 2 Weeks post-intervention ®3 Month follow up

Figure k. Mean practice behavior change scores by theoretical domains framework (TDF) domain.

domain score improved from somewhat disagree to neu-
tral for skills domain from 2.56 (1.18) to 3.68 (0.59)
(two of two items statistically significant), and
memory|attention/decision domain from 2.91 (0.66) to
3.37 (0.53) (three of four items statistically significant).
There were no statistically significant improvements for
the optimism, intentions, environmental context and
resources and social influences domain.

Facebook use and impact measures. Facebook use and
impact measures at two-weeks post-intervention and
three-months follow-up is presented in Table 3. After
two weeks, the majority of participants (93.6%) did not
post a comment on the “Wall” of the Facebook group
page, while one participant (1.3%), and two partici-
pants (2.6%) posted a comment once and three times
respectively. Similarly, the majority of participants
(93.6%) did not post a comment on a video of the
Facebook group page, while one participant (1.3%),
and two participants (2.6%) posted a comment once
and three times respectively. Most participants
(64.1%) did not use the “like” feature on a comment
and/or video on the Facebook group page, while 15
participants (19.2%) used the like feature once, six par-
ticipants (7.7%) used the like feature three times, three
participants (3.8%) used the like feature five times, and
one participant (1.3%) used the like feature eight times
or greater. Most participants (85.9%) did not share a
link to a video or other websites on the Facebook group
page, while six participants (7.7%), two participants
(2.6%), and one participant (1.3%) shared a link
once, three times, and eight times or greater,

respectively. After three months, the number or partici-
pants who posted a comment on the “Wall”, posted a
comment on a video, used the “like” feature, and
shared a link to a video or other website generally
increased in comparison with the assessment at two
weeks (Table 3).

Discussion

We hypothesized that arthritis health professionals
would demonstrate improvements in the perceived
usability of Facebook to share information from the
PGrip program with patients after two weeks and
three months. The sample of participants included a
diversity of work settings. As nearly almost all partici-
pants (89%) were not previously familiar with the
PGrip program, this study highlights the need for add-
itional dissemination strategies. Two weeks after its
introduction, the feasibility of the Facebook group
page being an easy to use tool was confirmed as arth-
ritis health professionals indicated a greater intention to
use the group page, agreeing that they would share it
with patients. Participants demonstrated improved ease
of use as they agreed that the group page was clear and
understandable, did not require a significant amount of
mental effort, was easy to use with patients, and easy to
accomplish what they intended to do with the page.
There were also improvements in output quality as par-
ticipants agreed that the output they got from the
group page was high, and that they had no problem
with the quality of group page. There remains uncer-
tainty with improvements regarding the perceived
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Table 3. Facebook use (n=78).

Posted a comment on the "Wall" of the Facebook group page

>8 times
5 times
3 times
1 time
0 times

No response

Posted a comment on a video on the Facebook group page

>8 times
5 times
3 times
1 time
0 times

No response

Used the "Like" feature on a comment and/or video on the Facebook group page

>8 times
5 times
3 times
1 time
0 times

No response

Shared a link to a video or other website on the Facebook group page

>8 times
5 times
3 times
1 time
0 times

No response

0

73

0

72

1

15

50

1

67

0.0%

0.0%

1.3%

2.6%

93.6%

2.6%

0.0%

0.0%

2.6%

1.3%

92.3%

3.8%

1.3%

3.8%

7.7%

19.2%

64.1%

3.8%

1.3%

0.0%

2.6%

7.7%

85.9%

2.6%

68

66

3

16

48

63

0.0%

1.3%

0.0%

7.7%

87.2%

3.8%

1.3%

0.0%

2.6%

7.7%

84.6%

3.8%

3.8%

6.4%

3.8%

20.5%

61.5%

3.8%

2.6%

0.0%

3.8%

9.0%

80.8%

3.8%

0.0%

1.3%

—1.3%

5.1%

—6.4%

1.3%

1.3%

0.0%

0.0%

6.4%

—7.7%

0.0%

2.6%

2.6%

—3.8%

1.3%

—2.6%

0.0%

1.3%

0.0%

1.3%

1.3%

—5.1%

1.3%
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usefulness of the group page (perceived usefulness
domain) and relevance of the group page in relation
to participants’ jobs (job relevance domain). While
numerical improvements were seen for all items of
these domains, not all items demonstrated statistically
significant changes from baseline. Both the perceived
usefulness and job relevance domains included multiple
items. While all domain items pertain to a common
theoretical construct (domain), each item was intended
to capture various components of their respective
domains. For example, the perceived usefulness
domain asked patients whether the Facebook group
page improved their job performance, increased their
productivity, enhanced their job effectiveness, and
whether they perceived the tool to be useful in their
job. Only items pertaining to increased productivity
and usefulness of the tool in their job demonstrated
statistically significant differences, while the remaining
items did not. The statistically significant findings are in
line with the discussion of the Advisory Committee,
which concluded that the Facebook group page was a
useful tool to refer the PGrip program to their patients
and that it provides clinicians with another resource or
tool to teach their patients about RA and OA self-man-
agement. Another study that surveyed 485 primary care
physicians and oncologists in the USA concluded that
social media was perceived as being a useful and effi-
cient method to share medical knowledge.?® Similar to
our study, the Technology Acceptance Model was used
to explore physician’s attitudes towards social media,
and their perceptions on its usefulness and ease of use.
Approximately 46.0% of respondents used social media
on a weekly basis to scan or explore medical informa-
tion, 57.5% perceived social media to be beneficial and
engaging as a method to access high-quality informa-
tion, 57.9% felt it was useful and enabled them to care
for patients more effectively, and 60% felt it improved
the quality of the care that they delivered. In our feasi-
bility study, the job relevance domain asked patients
whether the use of the Facebook group page was both
important and relevant in their job; only the latter item
was statistically significant. Although unclear, non-sig-
nificant findings may be explained by the lack of a clear
definition of what is considered ‘important’. These find-
ings were also consistent with discussions among the
Advisory Committee who commented that the use of a
Facebook group page was relevant to their jobs as most
hospitals, rehabilitation facilities and community health
centers have similar social media pages to share infor-
mation with patients and clients; there were no com-
ments or indications on the importance of using the
Facebook page in their jobs.

With variable findings (i.e. some items showing
improvements and others showing declines from base-
line), further uncertainty remains in relation to the

voluntariness of using the group page (voluntariness
domain), and difficulties in communicating the findings,
benefits, and consequences of the group page with
others (result demonstrability domain). The variable
results of the voluntariness and image domains may be
explained by the nature of the intervention, in which
the introduction of a Facebook page would likely not
have an impact on change in voluntariness (i.e. organ-
ization policies would not change because of the inter-
vention), and image (i.e. difficult to change perception
of one’s image or status in a social system in such a
short period of time); however, reasoning for the vari-
able results of the result demonstrability domain
remains unclear. Furthermore, the variable results of
the voluntariness and image domains may be explained
by the baseline mean scores, which were numerically
higher for the voluntariness domain, and lower for the
image domain, in comparison to other domains scores,
suggesting that participants had strong beliefs about
these two domains prior to the study, which may not
have allowed for a large margin of change. The
Facebook group page did not appear to have an
impact on image, as participants did not agree that
using the group page would enhance how they would
be viewed by their organizations for using the group
page. Additionally, it remains unclear exactly how
long it takes to change the perception of one’s image
or status in a social system. Thus, this study may not
have been of sufficient duration to measure and assess
whether the Facebook group page can have a positive
effect on image. As seen in other research that has used
the TAM2, the impact of image on perceived usefulness
is not significant when the usage of a technology or
system is optional.>>>! Peluchette et al. found that
while the use of social media in the work setting can
elicit positive reactions such as improving job satisfac-
tion and strengthening relationships, social media use
may be seen as unprofessional or inappropriate, creat-
ing possibilities for confidentiality breaches.?’ Similar
privacy and patient confidentiality concerns were also
identified in this feasibility study, which may explain
the health professionals’ negative implication on
image. There is also uncertainty regarding the percep-
tion that that most people believe they should be using
Facebook as a dissemination strategy as there were no
statistically significant improvements in the subjective
norm domain. While social media continues to grow
in popularity, its use in a work environment is not
always accepted as it is sometimes seen as mixing pro-
fessional and personal boundaries.?’

Findings at three months suggest that the overall
perceived usability of the Facebook group page
appeared to marginally decline over time as changes
from baseline were generally similar though inferior to
measurements at two weeks for the intention to use,
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perceived ease of use, subjective norm, job relevance and
result demonstrability domains. However, changes in the
intention to use and perceived usefulness domains no
longer remained statistically significant at three
months. In contrast, improvements in output quality
were superior after three months, which may be a
result of participants having more time to explore the
content and videos of the group page. The findings from
the use of the group page suggest that the majority of
participants did not use it regularly in their everyday
practice, which may explain the marginal decline in
item scores after three months.

The successful implementation of evidence-based
practice in arthritis care requires an interprofessional
approach to identify barriers.*” This study included
physiotherapists, occupational therapists and nurses
who work in arthritis care. Numerous barriers to enga-
ging in the Facebook group page to disseminate the
PGrip program to patients were identified. The most
common barriers identified were those related to environ-
mental context andresources. Most participants were con-
cerned about Internet access or not having access to a
computer or mobile devices in the workplace. Similarly,
they were concerned whether their patients had Internet
access, or access to computers and mobile devices. In add-
ition, several participants also felt that they did not have a
sufficient amount of time in their work environment to go
through the Facebook group page with patients as timing
is limited to performing comprehensive assessments. As
clinics and hospital settings continue to evolve, there is a
need for access to Internet and technologies by health
professionals in these institutions. Technology in the
work setting has shown to facilitate clinical and patient
shared decision making.? If health professionals have lim-
ited time to go through the PGrip content, they can
simply provide patients with the link to the Facebook
group page to allow them to access the content on their
own, and perhaps answer any questions at a future visit.
Another common concern of participants was the social/
professional role and identity. Some institutions prohibit
the use of social media while working and some identified
that it is perceived “‘unprofessional” to use Facebook at
work. Additionally, participants were hesitant of whether
the group page would allow for theirs and their patients’
privacy and confidentiality to be maintained. While these
were common barriers identified at baseline, after three
months, there was a decrease in the proportion of partici-
pants who identified barriers relating to social/profes-
sional role and identity. After engaging in the PGrip
Facebook group page, health professionals may have rea-
lized that the group page can be used in a professional
manner to assist patients to self-manage their arthritis. In
recent years, social media in the workplace has evolved,?
and more and more organizations are creating organiza-
tional Facebook pages.”> The PGrip Facebook group

page does not require patients or health professionals to
identify themselves. While the use of some tools such as
posting comments or writing on the “Wall” requires indi-
viduals to create an account, the content and videos on
the group page are accessible for everyone with or without
a Facebook account. Other barriers identified were
knowledge relating to Facebook as some participants
and their patients were not familiar with the social net-
working website. Participants were also concerned about
their patients not possessing the necessary general com-
puter skills to navigate to the Facebook group page.
Findings at three months suggest that barriers associated
with knowledge and skills were marginally reduced after
participants grew more familiar with the group page. This
may suggest that this barrier may continue to be reduced
after a longer period of time and greater exposure.

We also hypothesized that the Facebook group page
can improve practice behavior change among arthritis
health professionals as a strategy to disseminate PGrip
after two weeks and three months. While improvements
were seen after two weeks, participants overall did not
feel that the Facebook group page had an impact on
their practice behavior in regards to the dissemination
of the PGrip program. Based on findings from the TDF
questionnaire, baseline scores indicated that partici-
pants’ had negative or neutral feelings regarding the
various domains. Arthritis health professionals indi-
cated improvements in understanding the content,
objectives and how to use the Facebook group page
(knowledge  domain). Participants demonstrated
improved skills (skills domain), agreeing that they had
the skills to use the group page. While other improve-
ments were seen across other domains, participants
either remained neutral or in disagreement on whether
the Facebook group page had an impact on their prac-
tice behavior. Though mostly similar to comparisons at
two weeks, there were marginal improvements in several
domains (e.g. knowledge, sociallprofessional role and
identity, beliefs about capabilities, memory/attention/
decision, and environmental context and resources) after
three months. Two weeks, and three months may not
have been a sufficient amount of time to detect mean-
ingful differences in practice behavior change. Change
in practice can take several years, with some estimates
even suggesting between one to two decades for original
research to be incorporated into routine practice.>

Research has shown that most health professionals
already have basic knowledge of how to use Facebook
with colleagues and patients, and the implication of using
it.* Another study similarly concluded that social media
has a limited impact on change in practice as adding
social media-based outreach dissemination methods to
traditional methods did not improve awareness of the
CPG and knowledge of CPG recommendations, nor
did it affect implementation of the recommendations.’?
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The majority of participants did not use features of the
Facebook group page such as the “Wall” or “Like”
button, or posted comments on the videos. There were
marginal increases in the use of these features over time,
which may suggest that participants grew more comfort-
able or had more time to use them, however overall usage
remained low. Although previous research has shown
that health professionals frequently use social media
even though the perceived barriers are high,>* the bar-
riers identified in this study by have impacted the overall
use of the Facebook group page. One potential reason
for the low rate of usage of these features may be related
to concerns over confidentiality and privacy as noted in
both the Advisory Committee discussion and the find-
ings of barriers. Based on these concerns, there have been
recommendations made to health professionals to not
contact patients through Facebook and to use high priv-
acy settings.”* Laliberté et al. surveyed 322 physiother-
apists and physical rehabilitation therapists practicing in
Quebec, Canada to determine their knowledge and prac-
tice behavior of using Facebook.”* While the majority
(84.3%) had a personal Facebook account, only 3% of
respondents reported having a professional profile.
Several respondents (35.5%) stated that their workplace
had a professional page, 27% had employers as online
friends, while 21% had patients as online friends. A study
that explored the attitudes and experiences of 682 health
professional students using Facebook concluded that
44% of respondents had colleagues as online friends.>
Health professional students were more cautions with
Facebook use with patients as only less than 1% had
current patients/clients as online friends and 40% felt it
was unprofessional to post any information relating to a
patient/client, even in the absence of identifying informa-
tion. There was a consensus that posting material to
Facebook was associated with risks to their current pos-
ition and future prospects.””

Both perceived usability and practice behavior
change are complex outcomes, influenced by various
factors (domains).*>**™° The use of questionnaires
based on theoretical frameworks (i.e. TDF and
TAM?2) allowed for the identification of change across
various domains. As highlighted above, greater
improvements were seen in certain domains for per-
ceived usability (e.g. intention to use, ease of use,
output quality) and certain practice behavior domains
(e.g. knowledge and skills) compared to others. The
TDF framework also allowed for the categorization of
barriers, highlighting that environmental context and
resources were by far the biggest concern for arthritis
health professionals to using the Facebook group page.

From the overall findings of this feasibility study, we
can infer that Facebook offers arthritis health profes-
sionals with another option as a dissemination strategy
to share evidence-based information, such as the PGrip

program, with their patients to successfully self-manage
their arthritis. More patients are using the Internet to
access health information.'” Over a billion people
around the world are currently on Facebook,?' and
approximately one in every three older adults who use
the Internet access social networking sites such as
Facebook, and approximately 20% contribute to these
sites by commenting or sharing the health and medical
information.®™®! A study by Brosseau et al. used
Facebook to disseminate the PGrip program to older
patients with arthritis.>® Overall, the Facebook group
page successfully enhanced patients’ knowledge and
improved intention to use PGrip self-management stra-
tegies. Facebook may provide arthritis health profes-
sionals with an additional option to enhance self-
management  support among their  patients.
Furthermore, directing patients to explore the
Facebook group page on their own may help reduce
the amount of time needed during consultations for
patient education and behavior change counseling.

While social media is increasingly becoming more
popular among health professionals,'>* further
research to determine its usability as a dissemination
strategy to share evidence is needed. A RCT comparing
Facebook with other information and communication
technology dissemination strategies would provide fur-
ther insight on whether it is more usable than other
social media platforms or other technologies such as
email or websites. Studies should be adequately pow-
ered and exploratory subgroup analyses should be per-
formed to consider important factors noted above.
Future studies should focus on the strengths of
domains that demonstrated successful improvements
in this study, as should strive to understand how
other perceived usability domains can be improved.
As noted in similar research,”>>> there is a need to
establish guidelines on social media use in the work-
place as professional communications and interaction
continue to evolve. Health professionals should be
informed on whether current guidelines exist in their
workplace® as guidance on the use of social network-
ing software can help health professionals maintain
professionalism while being able to share material and
use these technologies.>

Limitations

There were limitations of this study that should be con-
sidered. Firstly, this feasibility study used a convenience
sample and, as a result, it remains uncertain whether it
was adequately powered to detect meaningful differ-
ences. Additionally, the study was not designed to
assess specific subgroups to determine the effects of fac-
tors such as age, practice setting, and clinical experi-
ence. Though based on previously validated tools, the
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questionnaires used were tailored specifically for the
Facebook intervention and this study, thus they were
not validated prior to this study. The study was also
limited by the pre-post design with measurements at
two-weeks post-intervention and three-month follow-
up. Specifically, the design did not allow for a compari-
son group, randomization, and used a short time frame
of three months. A longer period of six months or
greater would provide useful insight on the long-term
effects of the dissemination strategy. Given the nature
of the survey-based assessments, response bias regard-
ing whether participants felt obligated to provide
socially desirable responses cannot be ruled out. As
the majority of participants were female, physiotherap-
ists, resided in Ontario, worked in a hospital and urban
setting, it remains unclear whether the limited sample of
participants was representative of all arthritis health
professionals in Canada and may be subject to selection
bias. The sample of participants was middle aged (mean
age of 40 years), yet the majority possessed several
years of clinical experience (>20 years). Previous
research has shown that age and gender do not have
a significant impact on the adoption or usage of social
media among physicians and that practice-related char-
acteristics do not appear to be associated with use of
Internet-based communication technologies.®* Another
study showed that health professionals with a
Facebook account were primarily clinicians, younger,
with less work experience.”> Whether older profes-
sionals, or those with fewer years of experience would
yield similar results remains unclear. Furthermore,
while the majority of participants were not familiar
with the PGrip program prior to enrolling in the
study, the majority were familiar with Facebook and
had a registered account. It remains unseen whether
familiarity of either the PGrip program or Facebook
may have impacted the findings.

Conclusions

This feasibility study suggests that a Facebook group
page may be used as a dissemination strategy for the
PGrip program by arthritis health professionals, as it
was perceived to be usable with patients after two
weeks and three months in regards its ease of use and
high output quality. There remains uncertainty in
regards to the group page’s perceived usefulness, rele-
vance to arthritis health professionals’ jobs, the percep-
tion of whether these individuals should be using
Facebook as a dissemination strategy, the voluntariness
of using the group page, and difficulties in communicat-
ing the findings, benefits, and consequences of the
group page with others. The Facebook group page
did not appear to have an impact on arthritis health
professionals’ image and how they would be viewed by

their organizations for using the group page. The most
common barriers to engaging in the Facebook group
page to disseminate the PGrip program to patients
included those related to emvirommental context and
resources such as access to Internet and technology in
the workplace, and patients having this same access at
home. While participants’ knowledge and skills
improved over time, they did not feel that the
Facebook group page had an impact on their practice
behavior in regards to the dissemination of the PGrip
program. The overall usage of features such as the
“Wall”, “Like” button, and posting of comments was
low, though marginally increased over time.

The potential implications of this work are twofold.
Firstly, this research provides new knowledge on how a
Facebook group page as a dissemination strategy for an
evidence-based self-management program for patients is
perceived by arthritis health professionals. Secondly,
social media, such as Facebook may provide arthritis
health professionals with an additional option of how
to best share evidence-based information to allow their
patients to successfully self-manage their arthritis, while
potentially reducing the amount of time needed during
consultations for patient education and behavior change
counseling.
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Appendix

Appendix 1. Tailored Technology Acceptance Model 2 (TAM2) questionnaire.

Intention to use

1 Assuming | have access to the Facebook group page, | intend to use it with patients
2 Given that | have access to the Facebook group page, | predict that | would use it with patients

Perceived usefulness

3 Using the Facebook group page may improve my performance in my job
[ Using the Facebook group page in my job may increase my productivity
5 Using the Facebook group page may enhance my effectiveness in my job
6 | find the Facebook group page may be useful in my job

Perceived ease of use

7 My interaction with the Facebook group page is clear and understandable

8 Interacting with the Facebook group page does not require a lot of my mental effort
9 | find the Facebook group page easy to use with patients

10 | find it easy to get to the Facebook group page to do what | want it to do

Subjective norm

11 People who influence my behavior think that | should use the Facebook group page with patients
12 People who are important to me think that I should use the Facebook group page with patients

Voluntariness

13 My use of the Facebook group page with patients is voluntary

14 My supervisor does not require me to use the Facebook group page with patients

15 Although it might be helpful, using the Facebook group page with patients is certainly not compulsory in my job
Image

16 People in my organization who use the Facebook group page with patients have more prestige than those who do not

Job relevance

17 In my job, usage of the Facebook group page with patients is important
18 In my job, usage of the Facebook group page with patients is relevant
Output quality

19 The quality of the output | get from the Facebook group page is high

20 | have no problem with the quality of the Facebook group page output
(continued)
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Appendix 1. Continued.

Result demonstrability

21 | have no difficulty telling others about the results of using the Facebook group page with patients

22 | believe | could communicate to others the consequences of using the Facebook group page with patients

23 The results of using the Facebook group page with patients are apparent to me

2% | would have no difficulty explaining why using the Facebook group page with patients may or may not be beneficial

Source: Adapted from Venkatesh and Davis.*®

Appendix 2. Definitions of Technology Acceptance Model 2 (TAM2) domains.

Intention to use Determined by perceived usefulness and perceived ease of use

Perceived usefulness The degree to which a person believes that a particular system would enhance his or her performance

Perceived ease of use The degree to which a person believes that a particular system would be free from effort

Subjective norm Perception that most people who are important think he should or should not perform the behavior in question
Voluntariness The degree to which use of the innovation is perceived as being voluntary, or of free will

Image The degree to which use of an innovation is perceived to enhance one’s image or status in one’s social system

Job relevance Perception regarding the degree to which the target system is applicable to his or her job

Output quality What tasks a system is capable of performing and the degree to which those tasks match their job goals (job relevance)

Result demonstrability Tangibility of the results of using the innovation will directly influence perceived usefulness

2Source: Venkatesh and Davis.*

Appendix 3. Tailored theoretical domains framework questionnaire.

Knowledge

1 | am aware of the content and objectives of the Facebook group page

2 | know the content and objectives of the Facebook group page

3 | am familiar with the content and objectives of the Facebook group page

[ I am aware of how to use the Facebook group page to disseminate PGrip with patients

(continued)
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Appendix 3. Continued.

Skills
5 | have the skills to use the Facebook group page to disseminate PGrip with patients
6 | have practiced using the Facebook group page to disseminate PGrip with patients

Social/professional role and identity

7 Using the Facebook group page to disseminate PGrip with patients is part of my work as an arthritis health professional
8 As an arthritis health professional, it is my job to use the Facebook group page to disseminate PGrip with patients

9 It is my responsibility as an arthritis health professional to use the Facebook group to disseminate PGrip with patients
10 Using the Facebook group page to disseminate PGrip with patients is consistent with my job as a health professional
Optimism

11 | am confident that | can use the Facebook group page to disseminate PGrip with patients even when there is little time
12 | am confident that if | wanted | could use the Facebook group page to disseminate PGrip with patients

13 With regard to using the Facebook page to disseminate PGrip with patients in uncertain times, | usually expect the best
14 With regard to using the Facebook group page to disseminate PGrip with patients I’'m always optimistic about the future

Beliefs about consequences

15 If | use the Facebook page to disseminate PGrip with patients, it will benefit public health

16 If I use the Facebook group page to disseminate PGrip with patients, it will not have disadvantages
for my relationship with them

Intentions

17° For how many of the next 10 patients do you intend to use the Facebook group page to disseminate PGrip?
18 | will definitely use the Facebook group page to disseminate PGrip with patients

19 | intend to use the Facebook group page to disseminate PGrip with patients

20° How strong is your intention to use the Facebook group page to disseminate PGrip with patients?

Memory/attention/decision

21° How often do you forget to use the Facebook group page to disseminate PGrip with patients?

22 When | need to concentrate to use the Facebook group page to disseminate PGrip with patients, | have no trouble
focusing my attention

23 When trying to focus my attention on using the Facebook group page to disseminate PGrip with patients,
| have no difficulty blocking out distracting thoughts

24 When concentrating on using the Facebook group page to disseminate PGrip with patients, | can focus my
attention so that | become unaware of what’s going on around me

Environmental context and resources

25 Within the socio-political context (clinical unit) there is sufficient financial support (e.g. from local authorities,
insurance companies) for using the Facebook group page to disseminate PGrip with patients

(continued)
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Appendix 3. Continued.

26 Within the socio-political context (clinical unit) there are good networks between parties involved in using the
Facebook group page to disseminate PGrip with patients

Social influences
27 Most people who are important to me think that | should use the Facebook group page to disseminate PGrip with patients
28 Most people whose opinion | value would approve me of using the Facebook group page to disseminate PGrip with patients
PGrip: People Getting a Grip on Arthritis.
Source: Adapted from Huijg et al.*®
aNone =1; one patient=2; two patients = 3; three patients = &4; >4 patients =5.

PVery weak = 1; weak =2; neutral = 3; strong = &4; very strong =5.
‘Never = 1; almost never = 2; occasionally = 3; almost always = &; always = 5.

Appendix &. Definitions of theoretical domains framework domains.

Knowledge An awareness of the existence of something
Skills An ability or proficiency acquired through practice
Social/professional role and identity A coherent set of behaviors and displayed personal quality s of an individual in a social or

work setting

Beliefs about capabilities (self-efficacy) Acceptance of the trust, reality, validity about an ability, talent, or facility that a person can
put to constructive us

Beliefs about consequences (anticipated Acceptance of the truth, reality, or validity about outcomes of a behavior in a given situation
outcomes/ attitude)

Motivation and goals (intention) A conscious decision to perform a behavior or a resolve to act in a certain way/ mental
representations of outcomes or end states that an individual wants to achieve

Memory, attention and decision processes The ability to retain information, focus selectively on aspects of the environment and choose
between two or more alternatives

Environmental context and resources Any circumstance of a person’s situation or environment that discourages or encourages the
(environmental constraints) development of skills and abilities, independence, social competence, and adaptive
behavior
Social influences (norms) Those interpersonal processes that can cause individuals to change their thoughts, feelings,

or behaviors

Emotions A complex reaction pattern, involving experiential, behavioral, and physiological elements,
by which the individual attempts to deal with a personally significant matter or event

Behavioral regulation Anything aimed at managing or changing objectively observed or measured actions
Nature of behaviors (habits)® Behaviors that are routine, automatic, or habits
®Source: Cane J, 0’Connor D and Michie S. Validation of the theoretical domains framework for use in behavior change and implementation research.

Implement Sci 2012; 7: 37.
PSource: Michie et al.*
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Appendix 5. Usability (Technology Acceptance Model 2 (TAM2)), n=78.

Intention to use

1 Assuming | have 4.41 1.78 0.54 1.82 0.13 0.95 0.01 0.42 2.02 —0.03 0.88 0.07
access to the
Facebook group
page, | intend to
use it with patients

2 Given that | have 4.51 1.68 0.47 1.44 0.14 0.80 0.01 0.05 2.01 —0.40 0.51 0.82
access to the
Facebook group
page, | predict that
| would use it with
patients

Perceived usefulness

3 Using the Facebook 4.51 1.26 0.33 1.50 0.00 0.67 0.05 0.09 1.64 —0.28 0.46 0.63
group page may
improve my per-
formance in my job

4 Using the Facebook 4.06 1.42 021 132 —0.09 050 0.18 —0.04 156 —0.39 0.31 0.83
group page in my
job may increase
my productivity

5 Using the Facebook 4.56 1.25 0.36 1.39 0.05 0.67 0.03 —0.01 1.56 —0.36 0.34 0.94
group page may
enhance my effect-
iveness in my job

6 | find the Facebook 5.10 1.20 0.09 139  —0.22 0.40 0.57 —0.21 1.52  —0.55 0.14 0.24
group page may be
useful in my job

Perceived ease of use

7 My interaction with the 4.08 1.41 1.21 1.72 0.82 1.59 0.00 1.10 1.60 0.74 1.46 0.00
Facebook group
page is clear and
understandable

8 Interacting with the 4.82 1.48 0.69 1.62 0.33 1.06 0.00 0.55 1.79 0.15 0.96 0.01
Facebook group
page does not
require a lot of my
mental effort

9 | find the Facebook 4.03 1.06 0.53 1.45 0.20 0.85 0.00 0.34 1.43 0.02 0.67 0.04
group page easy to
use with patients

10 | find it easy to get to 4.71 1.42 0.83 1.78 0.43 1.24 0.00 0.28 1.90 —0.15 0.71 0.19
the Facebook group
page to do what |
want it to do

(continued)
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Subjective norm

11 People who influence 3.56 1.29 0.15 1.60 —0.21 0.52 0.40 —0.08 1.55 —0.43 0.27 0.66
my behavior think
that | should use
the Facebook group
page with patients

12 People who are 3.53 1.36 0.24 1.51 —0.10 0.58 0.16 0.09 1.56 —0.26 0.44 0.61
important to me
think that | should
use the Facebook
group page with
patients

Voluntariness

13 My use of the 5.85 1.41  0.69 1.45 0.36 1.02  0.00 0.73 1.48  0.40 1.07 0.00
Facebook group
page with patients
is voluntary

14 My supervisor does not 6.35 1.30 0.23 1.29 —0.06 0.52 0.12 0.28 1.53 —0.06 0.63 0.11
require me to use
the Facebook group
page with patients

15 Although it might be 6.60 0.92  —0.09 1.07 —0.33 0.15 0.46 —0.05 132 —0.35 0.25 0.73
helpful, using the
Facebook group
page with patients
is certainly not
compulsory in my
job

Image

16 People in my organ- 2.79 141  —0.31 1.78 —0.71 0.09 0.13 —0.51 174 —0.91 —0.12 0.01
ization who use the
Facebook group
page with patients
have more prestige
than those who do
not

Job relevance

17 In my job, usage of the 3.29 1.36 0.24 1.50 —0.10 0.58 0.16 0.40 1.73 0.01 0.79 0.05
Facebook group
page with patients
is important

18 In my job, usage of the 4.26 1.44 0.56 1.68 0.19 0.94 0.00 0.38 1.77  —0.02 0.78 0.06
Facebook group
page with patients
is relevant
(continued)




De Angelis et al. 25

Appendix 5. Continued.

Output quality

19 The quality of the 3.97 0.94 0.78 1.31 0.49 1.08 0.00 0.81 1.33 0.51 1.11 0.00
output | get from
the Facebook group
page is high

20 | have no problem 4.06 1.06 0.91 1.39  0.60 1.22 0.00 1.12 146  0.79 1.44 0.00
with the quality of
the Facebook group
page output

Result demonstrability

21 | have no difficulty 4.94 1.47 0.24 1.62 —0.12 0.61 0.19 0.18 1.66 —0.19 0.55 0.34
telling others about
the results of using
the Facebook group
page with patients

22 | believe | could com- 5.19 1.46 —0.03 1.59 —0.38 0.33 0.89 —0.23 1.55 —0.58 0.12 0.19
municate to others
the consequences
of using the
Facebook group
page with patients

23 The results of using 4.18 1.25 0.28 1.56 —0.07 0.63 0.12 0.22 1.54 —0.13  0.57 0.22
the Facebook group
page with patients
are apparent to me

24 | would have no diffi- 5.03 1.40 0.41 1.42 0.09 0.73 0.01 0.21 1.66 —0.17 0.58 0.28
culty explaining
why using the
Facebook group
page with patients
may or may not be
beneficial

Cl: confidence interval; SD: standard deviation.
Missing values were imputed using last observation carried forward method; Scores based on 1= Strongly disagree to 7= Strongly agree.

Appendix 6. Practice behavior (theoretical domains framework (TDF)), n=77.7

Knowledge
1 | am aware of the 2.58 1.21 1.58 1.28 1.29 1.88 0.00 1.52 1.31 1.22 1.82  0.00
content and object-
ives of the
Facebook group
page

(continued)
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2 | know the content and 2.26 1.07 1.69 1.23 1.41 1.97 0.00 1.74 1.23 1.46 2.02 0.00
objectives of the
Facebook group
page

3 | am familiar with the 2.27 1.10 1.60 1.26 1.31 1.88 0.00 1.77 1.23 1.49 2.05 0.00
content and object-
ives of the
Facebook group
page

4 | am aware of how to 2.29 1.22 1.58 1.27 1.30 1.87 0.00 1.69 1.35 1.38 1.99  0.00
use the Facebook
group page to dis-
seminate PGrip
with patients

Skills
5 | have the skills to use 3.40 134 0.74 1.23 0.46 1.02 0.00 0.69 134  0.38 0.99 0.00
the Facebook group
page to dissemin-
ate PGrip with
patients
6 | have practiced using 1.73 0.87 0.94 1.34  0.63 1.24 0.00 1.53 1.28 1.24 1.82 0.00

the Facebook group
page to dissemin-
ate PGrip with
patients

Social/professional role and identity

7 Using the Facebook 2.34 0.94  0.36 1.01 0.13 0.59 0.00 0.56 1.01 0.33 0.79 0.00
group page to dis-
seminate PGrip
with patients is
part of my work as
an arthritis health
professional

8 As an arthritis health 2.34 1.05 0.14 1.16 —0.12 0.41 0.28 0.31 1.03 0.08 0.55 0.01
professional, it is
my job to use the
Facebook group
page to dissemin-
ate PGrip with
patients

9 It is my responsibility 2.45 1.06 0.14 1.43  —0.18 0.47 0.38 0.34 1.02 0.11 0.57 0.01
as an arthritis
health professional
to use the Facebook
group to dissemin-
ate PGrip with
patients

(continued)
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10 Using the Facebook 3.00 0.99 —0.40 144 —0.73 —0.07 0.02 0.42 1.13 0.16 0.67 0.00
group page to dis-
seminate PGrip
with patients is
consistent with my
job as a health
professional

Optimism

11 | am confident that | 3.10 0.94 0.05 1.00 —0.17 0.28 0.65 —0.04 1.19 —0.31 0.23 0.77
can use the
Facebook group
page to dissemin-
ate PGrip with
patients even when
there is little time

12 | am confident that if | 3.64 1.00 0.27 1.06 0.03 0.51 0.03 0.21 1.10 —0.04 0.46 0.10
wanted | could use
the Facebook group
page to dissemin-
ate PGrip with
patients

13 With regard to using 3.19 0.81 0.27 0.79 0.09 0.45 0.00 0.30 0.93 0.09 0.51 0.01
the Facebook page
to disseminate
PGrip with patients
in uncertain times,
| usually expect the
best

14 With regard to using 3.56 0.80 0.12 0.76  —0.06 0.29 0.18 0.25 0.89 0.04 0.45 0.02
the Facebook group
page to dissemin-
ate PGrip with
patients I'm always
optimistic about
the future

Beliefs about consequences

15 If I use the Facebook 3.68 0.87 0.23 0.83 0.05 0.42 0.02 0.18 0.94  —0.03 0.40 0.09
page to dissemin-
ate PGrip with
patients, it will
benefit public
health

16 If I use the Facebook 3.42 0.91 0.19 0.96 —0.02 0.41 0.08 0.27 1.03 0.04 0.51 0.02
group page to dis-
seminate PGrip
with patients, it
will not have dis-
advantages for my
relationship with
them

(continued)
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Intentions

17 For how many of the 2.64 1.51 0.09 1.23 —0.19 0.37 0.52 0.29 1.46 —0.05 0.62 0.09
next 10 patients do
you intend to use
the Facebook group
page to dissemin-
ate PGrip?

18 | will definitely use the 3.12 0.84  0.14 0.94  —0.07 0.36 0.19 0.14 0.97 —0.08 0.36 0.20
Facebook group
page to dissemin-
ate PGrip with
patients

19 | intend to use the 3.32 0.90 0.29 0.97  0.07 0.51 0.01 0.19 0.97 —0.03  0.42 0.08
Facebook group
page to dissemin-
ate PGrip with
patients

20 How strong is your 3.10 1.02 0.12 1.09 —0.13 0.36 0.35 —0.08 1.16 —0.34 0.18 0.56
intention to use the
Facebook group
page to dissemin-
ate PGrip with
patients?

Memory/attention /decision

21 How often do you 1.92 1.00 0.58 1.15 0.32 0.85 0.00 0.73 1.24 0.45 1.01 0.00
forget to use the
Facebook group
page to dissemin-
ate PGrip with
patients?

22 When | need to con- 3.26 0.75 0.36 0.89 0.16 0.57 0.00 0.44 0.88 0.24 0.64 0.00
centrate to use the
Facebook group
page to dissemin-
ate PGrip with
patients, | have no
trouble focusing my
attention

23 When trying to focus 3.29 0.84  0.44 0.85 0.25 0.63 0.00 0.55 0.93 0.34 0.76 0.00

my attention on

using the Facebook

group page to dis-

seminate PGrip

with patients, |

have no difficulty

blocking out dis-

tracting thoughts

(continued)
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24 When concentrating 3.16 0.76 0.08 0.89 —0.12 0.28 0.44 0.13 0.98 —0.09 0.35 0.25
on using the
Facebook group
page to dissemin-
ate PGrip with
patients, | can focus
my attention so
that | become una-
ware of what’s
going on around
me

Environmental context and resources

25 Within the socio-poli- 2.91 0.81 —0.21 1.02 —0.44 0.02 0.08 0.03 0.86 —0.17 0.22 0.79
tical context (clin-
ical unit) there is
sufficient financial
support (e.g. from
local authorities,
insurance compa-
nies) for using the
Facebook group
page to dissemin-
ate PGrip with
patients

26 Within the socio-poli- 2.84 0.76 0.04 0.98 —0.18 0.26 0.73 0.12 0.90 —0.09 0.32 0.26
tical context (clin-
ical unit) there are
good networks
between parties
involved in using
the Facebook group
page to dissemin-
ate PGrip with
patients

Social influences

27 Most people who are 2.62 0.91 0.03 0.85 —0.17 0.22 0.79 0.01 0.82 —0.18 0.20 0.89
important to me
think that | should
use the Facebook
group page to dis-
seminate PGrip
with patients

28 Most people whose 3.17 0.89 0.12 0.96 —0.10 0.33 0.29 0.09 1.00 —0.14 0.32 0.43
opinion | value
would approve me
of using the
Facebook group
page to dissemin-
ate PGrip with
patients

Cl: confidence interval; PGrip: People Getting a Grip on Arthritis; SD: standard deviation.
?0One participant did not complete the TDF questionnaire. Additionally one participant provided no responses for question #27 (n=76).
Scores based on 1 =strongly disagree, 5= strongly agree; missing values were imputed using last observation carried forward method.




