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Abstract
Despite the documented and well-publicized health and well-being benefits of regular physical activity (PA), low rates of par-
ticipation have persisted among American older adults. Peer-based intervention strategies may be an important component of 
PA interventions, yet there is inconsistent and overlapping terminology and a lack of clear frameworks to provide a general 
understanding of what peer-based programs are exactly and what they aim to accomplish in the current gerontological, health 
promotion literature. Therefore, a group of researchers from the Boston Roybal Center for Active Lifestyle Interventions 
(RALI) collaborated on this paper with the goals to: (a) propose a typology of peer-based intervention strategies for use in the 
PA promotion literature and a variety of modifiable design characteristics, (b) situate peer-based strategies within a broader 
conceptual framework, and (c) provide practice guidelines for designing, implementing, and reporting peer-based PA programs 
with older adults. We advance clarity and a common terminology and highlight key decision points that offer guidance for 
researchers and practitioners in using peers in their health promotions efforts, and anticipate that it will facilitate appropriate 
selection, application, and reporting of relevant approaches in future research and implementation work.
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Promoting and sustaining regular engagement in physical 
activity (PA) continues to be a prominent public health 
issue. Despite the well-documented health and well-being 
benefits of regular PA, low rates of participation have per-
sisted among American midlife and older adults. Although 
estimates range, some studies have reported that as few as 
27% of those aged 65 years and older in the United States 
meet the recommended minimal PA guideline of 150 min/
week of moderate-to-vigorous PA (Keadle, McKinnon, 
Graubard, & Troiano, 2016). According to the Centers 

for Disease Control and Prevention (Centers for Disease 
Control, 2016), 28% of the individuals aged 50 years or 
older in the United States are not physically active be-
yond the basic movements needed for daily life activities 
and these rates were higher for women (29.4%), racial and 
ethnic minorities (Hispanics, 32.7% and non-Hispanic 
blacks, 33.1%), those aged 75 years or older (35.3%) and 
those with at least one chronic disease (31.9%). A seden-
tary lifestyle increases the risk for adverse physical and 
cognitive outcomes including chronic diseases such as heart 
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disease, type 2 diabetes, dementia, and some cancers, dis-
ability and premature death (CDC, 2016).

There is clearly no one-size-fits all approach to PA pro-
motion among older adults, but many interventions have 
been developed. Chase (2013), in a systematic review of 
PA interventions with older adults, characterized interven-
tions into two general categories: (a) behavioral strate-
gies that introduce observable and participatory physical 
actions to promote behavior change, e.g., technology-based 
approaches that involve prompting and self-monitoring 
(e.g., Bickmore et al., 2013; O’Reilly & Spruijt-Metz, 2013; 
Sullivan & Lachman, 2016), and (b) cognitive strategies 
that aim to alter or enhance thought processes, attitudes, 
or beliefs related to a specific behavior in order to achieve 
behavior change, e.g., education and goal-setting activities, 
and barrier identification and management (e.g., Brodie 
& Inoue, 2005; Pinto, Goldstein, Ashba, Sciamanna, & 
Jette, 2005). Social strategies, and particularly peer-based 
strategies, may be an important yet often overlooked com-
ponent of PA interventions (Ginis, Nigg, & Smith, 2013). 
One recent study found that older adults watch three times 
more TV than any other age group and they seem to enjoy 
it less than their younger counterparts (Depp, Schkade, 
Thompson, & Jeste, 2010). Other research (Reed, Crespo, 
Harvey, & Andersen, 2011) suggests that sedentary life 
styles in older adulthood correlate with social isolation, 
and carry a mortality risk like smoking (Holt-Lunstad, 
Smith, & Layton, 2010). Thus, it is possible that peer-based 
strategies that embed behavior-change within a context of 
peer support may not only be health-promoting on mul-
tiple levels (i.e., physically, cognitively, socially, emotion-
ally), but also may be more likely to contribute to sustained 
behavior change over time.

Peer-based interventions, not limited to PA, have been 
utilized in a wide variety of settings ranging from support 
for people with similar life experiences (e.g., death of child 
or spouse, common chronic illness, substance abuse, etc.) 
to leadership from an aspirational peer example. These 
approaches provide guidance in the workplace (e.g., peer 
mentoring/coaching) and to peer-led or peer-supported 
health promotion program delivery (e.g., Matter of Balance; 
Tennstedt et al., 1998). In many contexts, peers have been 
shown to be important in moving people toward desired 
goal achievement (e.g., Layne et al., 2008).

Peer-based intervention strategies to promote PA among 
older adults may include a wide range of approaches that 
leverage the power of relationships to facilitate behavior 
change with peers providing knowledge, experience and 
emotional, social or practical help to each other (Mead, 
Hilton, & Curtis, 2001). Some studies have shown the ef-
fectiveness of peer-based strategies for facilitating and sus-
taining behavior change when it comes to increasing PA. 
In a systematic review of the effects of peer-based interven-
tions on PA behavior, Ginis and colleagues (2013) found 
that peer-based interventions were just as effective as pro-
fessionally delivered interventions and more effective than 

control conditions for increasing PA. In contrast, Kullgren 
and colleagues (2014) found that peer support (i.e., linkage 
to a peer network of four others through an online message 
board) delivered through eHealth technology was not ef-
fective in getting older adults to walk more. Inconsistent 
and overlapping terminology on peer-based PA promotion 
among older adults presents an important problem in the 
literature, however, and may contribute to the somewhat 
mixed research findings (e.g., how did factors such as mo-
dality or the passive vs active role of the peers in these “peer 
networks” have an impact on outcome?).

Problems with Terminology and  
Comparability
A variety of terms and ideas exist for peer-based approaches 
within the PA promotion arena, e.g., peer support, peer 
coach/mentor, peer counselor, peer-delivered programming 
(sometimes referred to as lay-led, consumer-led, peer-led), 
peer intervener, peer educator, or peer volunteer, among 
others. Terms in the literature are often used generically 
and interchangeably with few explicit definitions or con-
sistent agreement on what a given peer role involves and 
what are the expectations (e.g., Is there a difference between 
activities performed by a peer mentor versus a peer coach?). 
Also, lack of clarity or comparability can also occur as a 
result of key differences in design characteristics of peer 
programs. Prior work has reported a variety of approaches 
including telephone call advisement, peer-delivered, peer-
led group exercise classes, peer coparticipants, and face-
to-face encounters providing informational and emotional 
support (Ginis et al., 2013). Furthermore, the rationale for 
using peers is often not a theory-based rationale for why 
the given peer-based strategy would be expected to have an 
influence on the desired outcomes, but rather, factors such 
as cost-effectiveness (e.g., ability to improve translation of 
evidence-based PA programs for older adults), acceptability 
of peers (e.g., some individuals more open to learning from 
a peer than from a professional), and benefits to the peer 
themselves are cited as rationale (Ginis et al., 2013; Simoni, 
Franks, Lehavot, & Yard, 2011).

Lack of clarity around these issues challenges achieving 
consensus about terminology and approaches for research 
and practice, and makes it confusing when deciding on a 
course of action. Without a clear framework to provide a 
general understanding of what peer-based programs are 
exactly and what they aim to accomplish, the process of 
evaluating and comparing programs is impeded, jeopardiz-
ing the benefits and sustainability of existing programs and 
funding of new programs. Situating peer-based strategies in 
a broader theoretical framework and providing practical 
guidelines for designing and implementing peer-based strat-
egies for PA-promotion interventions with older adults is 
important to enhance our understanding of why peer-based 
strategies may be implemented successfully in one setting, 
but not in another—a top-priority in implementation 
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research (Kirk et al., 2016). The approach enables research-
ers to fully translate effective peer-based interventions and 
to close gaps in the scientific pipeline between evidence im-
pact and widespread uptake.

The current paper is the product of an interdisciplinary 
collaboration of researchers from the Boston Roybal Center 
for Active Lifestyle Interventions (RALI), who had received 
support to conduct three pilot intervention studies aimed 
at promoting PA among older adults (Castaneda-Sceppa, 
Cloutier, Isaacowitz, & John, under review; Matz-Costa, 
Lubben, Lachman, Lee, & Choi, under review; Howard & 
Louvar, 2017). This RALI working group was formed in 
2017 as a result of our collective observations regarding 
the lack of consistency and guidance in the design, applica-
tion, and reporting of peer-based intervention strategies in 
the current literature. In order to fill this gap, the specific 
goals of this paper are to: (a) articulate a typology with 
concise definitions of several commonly employed peer-
based intervention strategies in the PA promotion litera-
ture as well as additional design characteristics that should 
be considered, (b) situate peer-based strategies within a 
broader conceptual framework, and (c) provide practice 
guidelines for designing and implementing peer-based PA 
programs with older adults. The establishment of a com-
mon terminology and framework around peer-based PA 
strategies will facilitate appropriate selection and applica-
tion of relevant approaches in implementation studies and 
will foster cross-disciplinary dialogue among implementa-
tion researchers.

Toward a Typology of Peer-Based Intervention 
Strategies

Defining Peer-Based Strategies
A review of the PA intervention literature using peers 
revealed that peer-based strategies are usually conceptual-
ized in two distinct ways. The first conceptualization, we 
refer to as the peer-delivered intervention approach, and 
the second as the peer-assisted approach (see Figure 1). The 
functional purpose of the peer differs in each approach. In 
the peer-delivered approach, the goal is to directly deliver 
the PA-promotion program content or a portion of the pro-
gram content (e.g., teaching, demonstration, modeling). By 
contrast, the goal of peer-assisted approach is to assist, sup-
port, or complement the delivery of a PA-promotion pro-
gram content or a portion of the program content (e.g., 
peer support, peer coach, peer mentor, peer leader). It is 
possible for a peer-based strategy to be a hybrid of these 
two approaches. It is important to note that while we are 
proposing that these could be useful distinctions in clari-
fying the functional purpose of peers in studies moving 
forward, these distinctions have not necessarily been expli-
cated in the existing literature.

Peer-Delivered Programming
Sometimes referred to as lay-led, consumer-led, or peer-
led, peers in this role aim to achieve a change of a person’s 
knowledge, attitude, beliefs, norms, and behavior towards 
a healthier lifestyle by delivering the program content or 

Peer-Delivered Strategies

Objective: To directly deliver the PA-promotion program content or a portion of the program content (e.g., 

teaching, demonstration, modeling).

Peer-Assisted Strategies

Objective: To assist/support/complement the delivery of PA-promotion program content or a portion of the 

program content (e.g., peer support, peer coach, peer mentor, peer leader).

Peer Support

Objective: To 

enhance self-

efficacy and 

overall morale as 

program 

participants work 

toward the 

accomplishment of 

program goals. 

Role: Moral 

support-provider, 

possibly program 

peer 

Peer
Coaching

Objective: To 

assist, challenge 

and encourage so 

that the 

individual(s) find 

their own 

solutions to 

obstacles (rather 

than directing or 

advising). 

Role: Strategy-

planner and 

motivator

Peer Mentoring

Objective: To 

guide and 

motivate, from a 

position of having 

personal 

experience and 

advice to share 

with the 

participant.

Role: Experienced 

other

Peer
Leader

Objective: To be 

a role model, 

leader or expert 

advisor around a 

given health 

promotion issue.

Role: Aspirational 

example

Figure 1. A typology for peer-based intervention strategies for physical activity (PA) intervention with older adults.
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a portion of the program content directly. Teaching par-
ticipants how to do something or direct demonstration and 
performance (e.g., education, leading an aerobics class) are 
two examples. Dorgo, Robinson, and Bader (2009), for 
instance, utilized a peer-delivered intervention strategy by 
providing extensive training to peers who then led fitness 
programs for older adult program participants.

Peer-Assisted Programming
There are several ways in which peers could assist or 
complement the implementation of a PA intervention 
with older adults. Below is a defined series of roles and 
boundaries that we propose based loosely on prior lit-
erature. Though not a comprehensive list, it offers some 
examples.

Peer support
Peer support typically refers to efforts by a peer to 
enhance self-esteem, self-efficacy, and overall morale as 
program participants work toward the accomplishment 
of program goals as well as try to stay on track in the 
long term. Peers in this role are not typically positioned 
as experts who are role modeling in any way, but more 
as collaborators and problem-solvers. These peers may 
be going through the program themselves along-side the 
other(s) they are supporting. Peers in this role are “moral 
support providers.” In a study by Buman et  al. (2011), 
for example, peer volunteers provided support for PA 
behavior change through 16 weeks of sessions with 
participants. Participants were encouraged to engage in 
a variety of lifestyle physical activities including walk-
ing and resistance exercises and peers provided different 
types of support (e.g., self-management skills, encourage-
ment, regular feedback, goal setting, and problem solv-
ing) in order to improve long-term maintenance of PA for 
program participants.

Peer coaching
Peer coaching is a partnership that is either one-to-one or 
one-to-many where the coach helps the individual(s) work 
out what they need to do themselves to improve and, in 
the process, what motivates them and what gets in their 
way (attitudes, beliefs, etc.). A coach will assist, challenge, 
and encourage so that the individual(s) find their own solu-
tion (rather than directing or advising). Peer coaching may 
be more effective when individuals already recognize that 
they need to change their behaviors. Peers in this role are 
“strategy-planners and motivators.” van de Vijver, Wielens, 
Slaets, and van Bodegom (2018) describe the Vitality club, 
a self-sustainable group of older adults that gather every 
weekday to exercise coached by an older adult. The peers 
in this program all have experience in giving training to 
groups, either as instructor of some sport or yoga teacher 
(e.g., one was a retired athletic trainer). There was no pro-
gram manual and all peer coaches used their own experi-
ence to assist the exercisers.

Peer mentoring
Peer mentoring refers to efforts that form a relationship 
between two individuals, in which the more experienced 
individual uses their greater knowledge and understanding 
to support, guide, and motivate the less experienced individ-
ual. Peers in this role often draw from personal experiences 
that they may have either because they have successfully 
gone through the program themselves or because they have 
been successful in making and sustaining healthy behav-
ior changes. Peer mentors often offer their own advice and 
opinions and can be more “directive” than peer supporters 
or peer coaches who typically support or guide individuals 
in finding their own solutions. Peers in this role are “experi-
enced others.” As one example, Castro, Pruitt, Buman, and 
King (2011) identified individuals who regularly engaged 
in at least 150 min of moderate-to-vigorous PA per week 
and trained them as volunteer peer mentors to provide tel-
ephone-based PA advice.

Peer leaders
Peer leaders are often those who have been provided train-
ing on how to be a role model, leader or expert advisor 
around a given health promotion issue. Peers in this role 
are “aspirational leaders.” Kerr and colleagues (2012) used 
peers in this capacity by identifying individuals from staff 
and resident recommendations, flyers, and personalized let-
ters who were leaders in their continuing care retirement 
community, engaged in the programs offered at the site, 
and, in at the PA sites only, a good role model for PA. Peers 
in this instance were given a $600 personal honorarium for 
the 12-month study period in the intervention sites.

These peer-assistance-types of roles can be thought of 
along a continuum from low status/power differential (i.e., 
peer supporters) to higher status/power differential (i.e., 
peer leaders). Training needs will vary for each of these 
peer roles and some may require compensation, while oth-
ers might not.

Additional Design Characteristics of Peer-Based 
Strategies

Peer-based strategies in the PA-intervention literature vary 
greatly across multiple dimensions. While the above pro-
posed typology clarifies the functional purpose of peers 
in a PA intervention, a variety of additional design char-
acteristics are embedded within these functions that must 
be considered, including the basis for the “peer” relation-
ship, setting, modality, level of formality/structure, and 
peer assignment strategy. These dimensions upon which 
peer-strategies can vary are fundamental to our under-
standing of how peers operate, what contributes to their 
efficacy, and how to explain why some peer-based interven-
tion strategies work and others do not. They also represent 
modifiable design characteristics that an interventionist 
or researcher could consider when designing and imple-
menting peer-based strategies. In fact, we argue later that 
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interventionists and researchers need to be explicit and 
intentional about these characteristics.

Basis for “Peer” Relationship
Peers are, by definition, persons who share some funda-
mental characteristic(s) with study/program participants, 
whether that be age, life experience(s) (e.g., caregivers, a 
particular chronic illness), ability level, or some other trait. 
The extent of shared characteristics, however often varies. 
For example, the relationship can be one of equality, where 
peers and program participants are seen as equals on all 
levels (e.g., in approaches where program participants serve 
as supportive peers to each other). On the other extreme, 
peers may only be of similar age and are aspirational exam-
ples. An example of a program somewhere in the middle of 
this continuum might be one where the peer is of similar 
age and is able to offer support or knowledge by virtue of 
relevant experience and can relate to others who are now 
in a similar situation (Mead et al., 2001). In some cases, it 
is merely the lack of professional training or status in the 
scope of their work (compared to nonpeer professionals) 
that makes someone a “peer.”

Setting
Peer-based strategies can be implemented in a variety of 
different settings (e.g., a clinic or hospital, at home, in the 
community), which may or may not enhance or inhibit the 
effectiveness of the peer. For example, a PA-promotion inter-
vention with a peer-based component conducted within a 
medical setting might affect the credibility, perceived power 
differential, and garnered trust that is achieved between 
peers differently than if the same intervention was carried 
out at an individual’s home, or a community location like a 
Council on Aging or public library.

Modality
There are many different modalities through which a peer-
based intervention component could be implemented. For 
example, one-on-one face-to-face, one-on-one telephone, 
group face-to-face, group telephone, or group internet. 
A  peer-support model that is administered via a social 
media group modality between peers could be appropriate 
for some studies, while, depending on the goals, face-to-
face, one-one-one meetings may be more appropriate for 
others. For instance, Colón-Semenza, Latham, Quintiliani, 
and Ellis (in press) developed an intervention that delivered 
peer content through mHealth technology targeting PA in 
people with Parkinson Disease.

Level of Formality/Structure
The activities that the peer is asked to perform may be 
largely informal and unstructured, with peers taking an 
active role in self-generating content, or they could be more 
formalized and structured, with the content and approach 
to be utilized by the peer being fully scripted and pre-
scribed by the researchers or others. On the one extreme, 

an example of the informal approach might be when older 
adult study participants are matched with a peer that they 
meet with on a regular basis, but no guidance is provided 
as to how their meetings should be structured or what they 
should focus on in their meetings. On the other extreme, 
an example of a formal approach would be when peers 
are provided with training and a comprehensive protocol 
laying out what meetings with peers should look like and 
accomplish.

Peer assignment Strategy
Finally, one can consider the strategy with which peers are 
assigned to groups or people. Peers could be assigned to 
program participants randomly, using a convenience-based 
approach (e.g., a peer who lived in geographic proximity), 
or matched to a program participant(s) using very spe-
cific criteria (e.g., gender, race/ethnicity, prior experiences, 
disease/condition).

Table 1 presents two case examples of PA intervention 
studies with older adults and specifies the various design 
characteristics of their peer-based components.

Situating Peer-Based Strategies Within a 
Broader Conceptual Framework
This section presents a conceptual framework for integrat-
ing peer-based strategies into PA interventions with older 
adults that can be used to ground the concepts within 
broader theoretical contexts (see Figure 2). In this frame-
work, available resources (e.g., funding, program staff, 
training resources, and materials provided to deliver inter-
vention), theory and aims, and consideration of the target 
population’s characteristics will shape the PA-promotion 
intervention strategy chosen, as will various external con-
texts, including the host organization’s characteristics (e.g., 
grassroots agency vs large, well-established agency, the type 
of population typically served by the organization, types of 
services typically offered) and broader health policies and 
frameworks (e.g., most recent guidelines for PA put out by 
leading health organizations). Whether peer-based strate-
gies are being used as the primary intervention strategy or 
in addition to another cognitive and/or behavioral interven-
tion strategy, the peer-based strategy invoked should have 
a theoretical basis that justifies the design characteristics 
chosen and these design characteristics should be explicitly 
defined and thoroughly described. Modifiable design char-
acteristics of a peer-based intervention strategy include, but 
are not limited to, the basis for the “peer” relationship with 
the target group, function/role of peer, setting, modality, 
employment of a formal or informal structure, and peer 
assignment strategy.

Potential mechanisms represent the program theory or 
logic—it explicates why the chosen peer-based strategy and 
selected design characteristics are hypothesized to have an 
effect on the targeted outcomes. Figure 2 provides exam-
ples of such logic. A peer-based strategy, for example, could 
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Table 1. Case Examples of the Design Characteristics PA Intervention Studies with Older Adults that Used Peers

Case Example 1: A Peer Support Approach
Case Example 2: A Hybrid Peer-delivered with Peer 
Support Approach

The Study Matz-Costa et al. (under review).
-  A pilot randomized trial of an intervention to enhance 

the health-promoting effects of older adults’ activity 
portfolios

-  15 adults aged 65 years or older were randomized to 
receive technology-assisted self-monitoring only and 
15 to receive technology-assisted self-monitoring, b) 
psychoeducation + goal setting via a 3-hr workshop, 
and c) one-on-one peer support (via phone 2×/week for 
3 weeks) to support goal implementation.

-  Primary outcome was physical activity as measured by 
steps per day (FITBIT® pedometers)

Castaneda-Sceppa et al. (under review).
-  A pilot randomized trial to examined whether improved 

physical function from engaging in a community-based, 
group exercise program would favorably influence 
emotional regulation and free-living PA among 
community-dwelling frail older adults.

-  20 community-dwelling frail older adults were 
randomized to group exercise once a week or an 
attention-control group on a ratio of 2:1.

Function/Role of  
Peer

Peer-assisted strategy: Peer support
-  During a 2-hr, in-person session, peers were trained 

to offer: (a) moral support, by being supportive and 
caring as their peer works toward their stated goals, 
(b) informational support, by providing personal life 
examples of success and overcoming barriers, and 
(c) problem-solving support, by working to facilitate 
a conversation or reflection to assist their peer in 
overcoming barriers to achieving their stated goals. 
Peer supporters were trained as facilitators and 
supporters, not teachers/motivators, and to avoid any 
direct teaching/advising to the program participant 
such as telling the program participant that what they 
are doing is “wrong”, or formulating goals for the 
program participants (i.e., program participants were 
to create and implement their own, personalized goals). 
In addition to laying out these roles and responsibilities 
of the peer supporter, training included an overview 
of the program their peers would be participating in, 
followed by content, discussion and role play activities 
on general communication and interpersonal skills, 
active listening, critical thinking, and strategies for 
engaging participants, and ethics and resources.

Hybrid peer-delivered and peer-assisted strategy
-  Participants in the exercise group met as a group once 

a week to perform upper and lower body strength, 
balance and core exercises led by a staff member in 
partnership with a group participant willing to serve 
at the “peer” for the group or liaison between the 
participants and the staff. This peer communicated 
with participants once per week during a different 
day from the trainer-led group exercise time when 
participants, peer and community-based staff gathered 
in the community-based organization to exercise and 
socialize together. Because the peer was also a program 
participant, they would fall into the role of peer 
support in our typology, in that they were helping other 
participants to work toward the accomplishment of 
their goals and providing moral support.

Basis for the peer 
relationship

Similar-age and a lack of professional training or status. 
Here, the aim was for the relationship to be perceived as 
one of equality, and for there to be a low power/status 
differential. Most, but not all of the peers for this study 
lived in the same city as the participants and peers were 
generally active older adults.

Similar-age and a lack of professional training or status.
-  In this instance, there was a very low power/status 

differential, as peers were also program participants.

Setting A community-based setting that serves older adults: 
A Council on Aging/senior center

A community-based setting where older frail and 
sedentary adults were receiving support services

Modality Face-to-face, one-to-group and telephone, one-on-one
-  An initial face-to-face meeting in a small group setting 

(one-to-group), and then subsequent one-on-one 
telephone sessions

Face-to-face, one-to-group
-  As cofacilitators of the exercise group once a week and 

informally provided support as program participants 
gathered in the community-based organization to 
exercise and socialize together.

Level of formality or 
structure

Informal/nonstructured
-  Peers were given a good deal of latitude in how they 

structured their interactions with their peers, so long 
as they maintained the facilitator/support type of role, 
thus the structure was informal rather than prescribed.

Informal/nonstructured
-  Peers were participants of the study who self-identified 

as peers to provide social support to the fellow 
participants; the structure was not prescribed.
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be designed to leverage congruence based on some shared 
characteristic (age, gender, cultural, experiential, etc.), 
trusting relationship, or power gradient. Peers might assist 
with the intervention either through helping participants to 
plan for healthy behavior changes (e.g., design a workout 
plan), teaching specific skills, role modeling, or enhancing 
self-efficacy. Or, peers could employ interpersonal commu-
nication techniques to build trust and rapport and provide 
social support (e.g., information, empathy, reinforcement, 
access to tools and resources), for example. Proximal, inter-
mediate, and distal outcomes, in turn, are affected. These 
outcomes may be just for the participants, or, depending 
upon the theory, target population, and chosen design char-
acteristics, outcomes could also be hypothesized to change 
for the peers as well and for the organization.

Practice Guidelines for Designing, Implemen-
ting, and Reporting Peer-Based PA Programs
We build off of existing recommendations and frameworks 
from the literature (e.g., Ginis et al., 2013; Simoni et al., 
2011) to propose a series of practice guidelines to guide the 

design, implementation and reporting of peer-based inter-
vention strategies to support PA interventions for older 
adults.

1. Develop a theoretical basis to guide the multicomponent 
intervention strategy, outcomes and target population

First and foremost, developing the theoretical basis of 
the intervention and why it is expected that the inter-
vention is likely to have an impact on desired outcomes 
in the target population is crucial. However, this can be 
challenging when it comes to complex, multicomponent 
interventions. Very rarely are peer-based PA-promotion 
strategies implemented in the absence of other cognitive 
or behavioral change strategies. In other words, peer-
based strategies are usually one component of a multi-
component intervention aimed to increase PA. Boston 
RALI is guided by a conceptual model that recognizes 
the multiple influences on human behavior that interact 
in complex ways and applies a unique multicomponent 
model of behavior change (Lachman, Lipsitz, Lubben, 
Sceppa, & Jette, 2018). While multicomponent PA 
interventions have the ability to address the host of 

Cogni�ve/Behavioral Strategies

+

Peer-based Strategies

EXTERNAL CONTEXTS 
AND ORGANIZATIONAL 
CHARACTERISTICS
- Health policies and 
frameworks
- Se�ng and 
characteris�cs of 
organiza�on 

INTERVENTION 
INPUTS
- Resources
- Theory and Aims
- Target Popula�on 
Characteris�cs

ORGANIZATIONAL 
OUTCOMES
- Organiza�onal policies 
around use of peers
- Broader adop�on of peer-
based program
- Increased organiza�onal 
capacity

MODIFIABLE DESIGN 
CHARACTERISTICS

- Basis for “Peer” Rela�onship 
- Func�on/Role of Peer
- Se�ng
- Modality
- Level of formality/structure
- Peer assignment strategy

MECHANISMS

PROGRAM PARTICIPANT 
OUTCOMES
- Proximal: PA behavior 
change
- Distal: Posi�ve changes in 
physical, mental, cogni�ve, 
social health

Peers…

- Leverage congruence 
based on some shared 
characteris�c (age, 
gender, cultural, 
experien�al, etc.)

- Assist with interven�on 
(cogni�ve/behavioral 
strategies)

- Employ interpersonal 
communica�on 
techniques to build trust 
and rapport

- Provide social support

PEER OUTCOMES
- Posi�ve changes in 
physical, mental, cogni�ve, 
social health

OUTCOMESINTERVENTION STRATEGYINPUTS

Figure 2. Conceptual framework for integrating peer-based strategies into physical activity (PA) interventions with older adults.

Case Example 1: A Peer Support Approach
Case Example 2: A Hybrid Peer-delivered with Peer 
Support Approach

Peer assignment 
strategy

No matching, random
-  Each of the five peers were randomly assigned two or 

three program participants, although authors did take 
into account requests from some peers to have two ra-
ther than three peers that they were supporting due to 
personal time limitations.

No matching, self-selecting
-  An individual from the group exercise class volunteered 

to be the peer

Table 1. Continued
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challenges facing older adults as they make health be-
havior changes and have, in many cases, been found 
to be more effective than single-component interven-
tions (Sallis, Owen, & Fisher, 2008), they tend to be 
largely atheoretical, as we have argued above and as 
is pointed out in other literatures (e.g., Pillemer, Suitor, 
& Wethington, 2003). Further, with multicomponent 
interventions, it is difficult to determine the precise 
intervention mechanism(s) (i.e., the “active ingredient”) 
that bring about effects.

Nevertheless, theory-based intervention develop-
ment is necessary. As Pillemer and colleagues (2003) 
point out, “…if an intervention study serves as a test of 
theoretically derived hypotheses and basic research find-
ings, the results may then be highly useful, regardless of 
whether the intervention is a success….the absence of 
effects in a theoretically derived intervention provides 
a useful opportunity to revise the theory and to inspire 
new fundamental and applied research” (p. 21).

2. Use a combination of theory, basic research, and practice 
wisdom to explicitly and intentionally define and report 
on the design characteristics of the peer component

After the theoretical basis for the intervention is laid 
out, interventionists and researchers should consider: 
(i) whether peers are truly a needed component of the 
intervention in order to achieve target outcomes and 
(ii) if so, explicitly and intentionally define the design 
characteristics of the peer component, considering how 
each design feature might enhance or inhibit the effec-
tiveness of the peer in moving the participant toward 
desired outcomes. It is unrealistic to suggest that every 
design decision for the peer-based component be fully 
theory-based, but instead a combination of theory, basic 
research, and practice knowledge (e.g., cost-effective-
ness or acceptability of peers) might be used to inform 
the design characteristics of the peer-based component. 
What is most important is that attention to design char-
acteristics is promoted in the literature, and that report-
ing on these characteristics become a key part of the 
dissemination process. This practice will enhance our 
understanding of “what works, where and why” when 
it comes to peer-based strategies for promoting PA.

Using the modifiable design characteristics pre-
sented in this paper as guidance, we proposes a series of 
questions that can be considered as part of this design 
specification process:

a) What type of peer-based strategy does this 
design represent? Is the peer delivering the 
intervention, assisting with the intervention, or 
a combination of both? Is training necessary? 
What is the power-differential here? How will 
this enhance or inhibit the effectiveness of the 
peer in moving the participant toward desired 
outcomes? What are the skills and knowledge 

that peers need to be effective in their role and 
how will that be provided? Should it be organic 
(peer driven) or prescribed (e.g., active listening 
skills, problem solving skills, leadership skills, 
content knowledge, training regarding working 
in specified setting or modality)?

b) What is the basis for the “peer” relationship in 
this design? In what ways are the peers simi-
lar or different from the program participants? 
Beyond these shared characteristics, what 
are the characteristics of the peers (e.g., an 
exemplar when it comes to later life PA, have 
experience of transforming from sedentary to 
active?)? Is this known to program partici-
pants? Should inclusion and exclusion criteria 
be identified for peers (e.g., have to be at a cer-
tain level of physical fitness, have certain skills 
or knowledge?)

c) In what type of setting will the peer-based strat-
egy be implemented? How might the setting in 
which the peer-based strategies is implemented 
serve to enhance or inhibit the effectiveness 
of the peer in moving the participant toward 
desired outcomes? Could it have an influence 
on the credibility, perceived power differential 
and garnered trust that is achieved between 
peers?

d) What is the modality through which the peer-
based component will be delivered? Will it be 
one-on-one or one to many? Will it be in-per-
son, by phone, by text, by e-mail or by social 
media? How does the modality enhance or 
inhibit the effectiveness of the peer in moving 
the participant toward desired outcomes?

e) Will the peer-based component be informal or 
formal? Will the activities that the peer is asked 
to perform be largely informal and unstruc-
tured, with peers taking an active role in self-
generating content, or more formalized and 
structured, with the content and approach to 
be utilized by the peer being fully scripted and 
prescribed by the researchers or others? How 
will this enhance or inhibit the effectiveness 
of the peer in moving the participant toward 
desired outcomes?

f) How will peers be assigned to program partici-
pants? Will this process be random, conveni-
ence-based, or using a peer-matching strategy 
based on predefined criteria? How will this 
enhance or inhibit the effectiveness of the 
peer in moving the participant toward desired 
outcomes?

3.  Consider how the implementation of the peer-based 
component will be monitored (i.e., fidelity and qual-
ity control) and whether there are additional outcomes 
that you are interested in measuring
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When peer-based strategies are being utilized in 
research, the peers represent a group of individuals that 
are strategically incorporated into the study per the 
design characteristics described above, but one need 
also consider the fact that peers are likely to play an 
important role in intervention delivery and that peers 
could be conceived of as targets of intervention them-
selves. Further, if we can find ways to measure each of 
the design characteristics (e.g., assessment of the nature 
and quality of the peer-participant relationship) and 
the other features in the conceptual model proposed 
here, we can begin to answer important implementa-
tion questions about which components of the design is 
important in influencing which outcomes, and through 
what mechanisms.

Thus, program developers should ask themselves:

a) What are the standards by which you will assess 
the quality of intervention delivery (e.g., pro-
gram satisfaction with peer; quality, content, 
and duration of interactions with participants, 
effectiveness of any training of peers on learning 
outcomes)?

b) Are there expected effects of the peer-based 
component on outcomes other than those of 
direct interest to the study, such as organiza-
tional capacity or on outcomes for the peers 
themselves? How do you plan to measure these?

c) Do you anticipate any unintended consequences 
of the peer interaction and how do you plan to 
prevent or address these issues?

Conclusion
Ginis et  al.’s (2013) call for “interventionists…to include 
peer mentors in their intervention delivery models [and 
for]…[i]nvestigators…to pursue a more comprehensive 
understanding of factors that can explain and maximize the 
impact of peer-delivered activity interventions” (p. abstract), 
emphasizes the need for implementation studies that clearly 
describe “what works, where and why” when it comes to 
peer-based strategies for promoting PA. We believe, the pro-
posed typology and conceptual framework, in addition to 
practical guidelines for more rigorous conceptualization, 
implementation and reporting of peer-based PA interven-
tions, helps advance not only the PA promotion field, but 
also the health promotion field more broadly. These ideas 
could be extended to other arenas of health promotion 
among older adults, for example, health care utilization, 
disease management, falls prevention, or healthy eating. 
However, attention should be paid to whether modifications 
would be necessary depending on type of health behavior or 
special population being targeted. In sum, a common termi-
nology and further refinement of peer-based strategies will 
facilitate appropriate selection and application of relevant 
behavior change approaches in future work.
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