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Abstract
Study design Scoping review.
Objectives The objective of this study is to report on the extent, range and nature of the research evaluating peer-led
interventions following spinal cord injury, and to categorize and report information according to study design, peer role,
intervention type and intended outcomes.
Methods Arksey and O’Malley’s methodological framework for conducting scoping reviews was used. Original research
studies of a peer-led intervention published between 2010 and present were included. CINAHL Plus, Ovid MEDLINE and
PsycINFO were searched using key terms, in addition to citation checks. Data were extracted against a previously published
consolidated typology.
Results Significant heterogeneity in studies (n= 21) existed in aims and methods. Two studies reported on randomized
controlled trials with relatively robust sample sizes and qualitative methodology was common. Peer role was frequently
described as ‘peer support’, but there was variation in the description and duration of the interventions, complicating the
categorization process. The majority of interventions were conducted one to one (n= 15). Studies most commonly aimed to
address community integration (n= 15) and health self-management outcomes (n= 10).
Conclusions A small number of studies were eligible for review, although increasingly with rigorous designs. The nature of
the peer mentor and mentee experiences were explored, and the interaction between the two, offering rich insights to the
value of lived experience. Further work refining typology describing intervention type, peer roles and outcomes would
facilitate replication of programmes and study designs, enabling statistical synthesis and potentially strengthening the
credibility of peers as a viable resource in in-patient and community settings.

Introduction

There is growing recognition that peer mentors have an
important role in facilitating the participation, health and
well-being of people who have recently acquired a spinal
cord injury (SCI) [1, 2]. Peer mentoring typically involves
people who have successfully faced a similar experience to
that of the mentee and, as a result, are well positioned to
provide emotional, informational, esteem and physical
assistance to others [3–5]. Peer mentoring programmes and
interventions are unique in that they formalize the valuable

input of people with lived experience and are commonly
delivered by a combination of volunteers and paid workers.
Qualitative studies have identified that peer mentors provide
hope for the future and enable people to visualize possibi-
lities that they may not have thought achievable, e.g., being
active participants in community life, returning to paid
employment and improving self-efficacy, perceptions of
competence and self-determination [5, 6].

There are an increasing number of documented evalua-
tions of specific interventions that involve peers in their
delivery, which can be described as peer-led interventions.
Examples of these include the following: promoting phy-
sical activity following SCI [7] delivering wheelchair skills
training [8]; maintaining health and preventing secondary
health conditions following SCI [9, 10]; and promoting self-
efficacy [11]. However, most SCI peer-delivered services
are general in nature with an informal approach of support
and education, most commonly provided by not-for-profit
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organizations. There is great variation in the components of
peer-led interventions offered by different organizations and
in different countries. In addition, there is minimal knowl-
edge regarding many aspects of the interventions. For
example, whether there are any theoretical underpinnings,
what specific role the peer has, whether interventions are
conducted in person, by telephone or virtually, how long
and how often interventions are offered, whether interven-
tions are individual or group based and what type of training
the peer mentors undergo.

Peer-led interventions are usually run outside the formal
system of care and fill an important service gap in long-term
SCI management. However, although there is ancedotal
evidence of their effectiveness, there is limited robust eva-
luation of these programmes [12]. A lack of standardized or
detailed descriptions of peer-led interventions makes it
difficult to perform meaningful and generalizable research.
To our knowledge, there are no published international
standards for best practice for SCI peer-led interventions,
further compounding the difficulty in evaluating their
effectiveness. In an environment of increasingly limited
funding, policy makers, funders and disability service pro-
viders need solid and convincing evidence that such inter-
ventions are effective and facilitate improvements in
community reintegration and overall quality of life [12].

This scoping review, therefore, aimed to report on the
extent, range and nature of the research literature regarding
peer-led interventions following SCI. Information was cate-
gorized and reported according to study design, peer role,
type of intervention and intended outcomes. The applicability
of the peer-role categories in relation to their relevance for
peer-led interventions following SCI was reviewed. The lit-
erature was summarized, gaps identified and recommenda-
tions made to address limitations going forward.

Methods

Scoping reviews are increasingly being utilized as a viable
alternative method of reviewing evidence on a specific topic
[13]. Scoping reviews are particularly useful when an
overview is needed to determine future research priorities
by establishing what evidence is currently available [13] or
when limited evidence exists, such as in the case of peer-led
interventions [14]. A systematic review typically focuses on
a well-defined research question where appropriate study
designs can be identified in advance and seeks to assess the
quality of the evidence. A scoping review, however,
addresses broader topics where there may be many different
study designs applicable, some of lower quality, and may
include grey literature such as theses, government reports
and policy documents [13]. There remains some criticism
regarding the lack of scientific rigour of scoping reviews

[15], highlighting the need for a rigorous methodological
framework to ensure transparency and confidence in dis-
semination of findings [15].

In order to address the aims of this scoping review, the
five-stage methodological framework outlined by Arksey and
O’Malley [13] was used. The stages are as follows: 1.
Develop the research question; 2. Search for relevant litera-
ture; 3. Select the literature/studies; 4. Chart the data: and 5.
Collate, summarize and report the results. In addition, The
Preferred Reporting Items for Systematic reviews and Meta-
Analyses [16] checklist was reviewed to ensure there was a
systematic approach to locating and managing the literature.
Categorization of the peer roles and peer-led interventions
identified in the literature (and occurring in step 4 and 5) was
undertaken according to definitions documented by Ramc-
hand et al. [17]. Ramchand et al. [17] undertook a systematic
review of the literature of peer-supported interventions for
health promotion and disease prevention. They then devel-
oped a consolidated typology of peer roles, type of inter-
vention and intended outcomes. The categories identified are
not specific to SCI, but can be extrapolated to the context of
people with lived experience of SCI delivering formal and
informal peer interactions. The authors of the current scoping
review used categories of Ramchand et al. [17], reflecting and
reporting on their applicability.

Research question

The research question guiding this review was as follows:
what is the extent, range and nature of the research literature
in the field of peer-led interventions for people
following SCI?

Search for relevant literature

A search of the databases CINAHL Plus, Ovid MEDLINE
and PsycINFO was undertaken. In addition, citation checks
were conducted to identify other relevant articles. The
search terms used were as follows: ‘spinal cord inj*’ OR
‘spinal cord les*’ OR ‘parapleg*’ OR ‘tetra’ AND ‘peer*’
OR ‘peer mentor’ OR ‘service user’. Searches were limited
to articles published between 2000 and 2018 to identify the
most contemporary literature in this rapidly evolving area
and were written in English.

Select the literature

Inclusion criteria were as follows: the publication was an
original research study (qualitative, quantitative or mixed
methods) of a peer-led intervention, with an evaluation
component, and involved people with SCI over 18 years of
age. Literature reviews and solely descriptive articles were
excluded. The first author (LB) conducted the original
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database searches in consultation with the second author
(GH). One hundred and thirty-two potentially relevant pub-
lications were located and exported to Endnote bibliographic
software. Duplicates were manually removed by the first
author leaving 75 articles. Titles and abstracts of these pub-
lications were uploaded to Microsoft Word for both authors to
read and screen against the inclusion criteria. Following this,
differences of opinion regarding inclusion or exclusion were
discussed by the two authors, reducing the number to 36. The
most common reason for exclusion of a publication was that
the information related to peer-led interventions was inci-
dental to the overall aim of the study and not described (n=
26). For example, Barclayet al. [6] investigated facilitators
and barriers to social and community participation following
SCI. Peer mentors were identified in their study as facilitators,
but no detail regarding the specific role of the peers or the
nature of the intervention were investigated or reported. Other
articles excluded were either literature reviews (n= 7) or
conference presentations, or periodicals (n= 7), which were
not available or did not meet the inclusion criteria. Full texts
of the remaining publications (n= 36) were reviewed against
the inclusion criteria, leaving 21 articles for data extraction
and charting Fig. 1.

Chart the data

The 21 selected articles were reviewed using a template
developed by the two authors for this scoping review. The
following key components were extracted and charted from
the articles:

Authors; year and country of publication; aim(s) of
study; study design; study participants (number of SCI
participants); study outcomes; description of peer-led
intervention; peer role (categories of best fit); description
of peer training (if any); whether intervention was inpatient

or community based; form of intervention (dyadic, group or
combination of both); and duration of intervention.

Peer role definitions

The typology documented by Ramchand et al. [17] was
used, as follows, to categorize the type of peer roles
described in the publications reviewed:

1. ‘peer support’, informal and unstructured support to
individuals such as providing reminders, encourage-
ment or reinforcement, informal coaches and sharing
personal experiences or narrative often as a ‘Buddy’
or partner in the intervention;

2. ‘peer counsellor’, provided knowledge, guidance and
concrete tools to help individuals set/reach their health
and wellness goals;

3. ‘peer facilitator’, responsible for facilitating group
interactions (e.g., group discussions, team building
activities) with the primary purpose of creating or
strengthening relationships between and among indi-
viduals to help them set and reach goals together;

4. ‘peer educator’, delivered formal education or training
on a specific topic, utilizing a protocolized curriculum
and approach, and not involving a therapeutic
relationship; and

5. ‘peer case manager’, helped others access or coordi-
nated health and social services, including referring
the participant to resources, or managing their
activities within the intervention.

The first author categorized the roles based on the above
typology, then the second author reviewed these, and where
there was disagreement discussion occurred until agreement
was reached.

Form of peer-led intervention

Peer interventions were characterized according to whether
they occurred in a group context, dyadic (one to one) or a
combination of both [17]. In addition, they were identified as
one-off intervention, multiple or ongoing, and whether they
were delivered as part of a clinical team.

Outcomes addressed by intervention

Data were extracted according to which outcome areas the
intervention was aiming to address for people with SCI.
Ramchand et al. [17] identified nine intervention outcome
areas in their systematic review of peer-led interventions.
Following consultation with a community-based SCI
organization, this list was modified to include outcome
areas most relevant to people with SCI. These were as

Records iden�fied through 
databases and other sources 

(n=132)

Records a�er duplicates removed
(n = 75) 

Records screened 
(n = 75) 

Records excluded (n = 39), reasons: 
Literature review (n = 6) 

Conference presenta�on, thesis or periodical not 
available (n = 7) 

Not a research study  
of peer-led interven�on (n = 26)

Full-text ar�cles assessed 
for eligibility 

(n = 36)

Full-text ar�cles excluded (n=15), reasons: 
Peers not people with SCI (n = 4) 

Not a research study  
of peer-led interven�on (n=11) 

Records included in final 
review 
(n = 21) 

Fig. 1 Flowchart of literature selection process
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follows: health self-management (prevention of secondary
health conditions, physical fitness); health service usage
(including hospital readmissions, visits to GPs); commu-
nity integration (including social participation, social
connectedness); employment outcomes; psychological
outcomes (including depression, anxiety); engagement
(self-efficacy, activation); knowledge about resources

(funding information, travel, accessibility); and social
welfare (housing, services).

Article quality was not assessed, as this was not relevant to
the aim of categorizing the study in terms of study design,
peer role, type of intervention and intended outcomes. Table 1
presents the characteristics of the research studies included
and Table 2 provides a summary of the interventions.

Table 1 Characteristics of research studies included

Author, year and country
of study

Aim of study Study design SCI participants in
sample N

Houlihan et al. (2017),
USA [2]

To evaluate the impact of ‘My Care My Call’ (MCMC) Randomized controlled trial—
single-blinded

Experimental group
(n= 42)
Control group
(n= 42)

Gassaway et al. (2017),
USA [1]

To investigate the effect of intensive peer mentoring on patient-reported
outcomes of self-efficacy and unplanned hospital readmissions

Randomized controlled trial Experimental group
(n= 77)
Non-experimental
group (n= 81)

Ljungberg et al. (2011),
USA [11]

To investigate the effect of a peer support programme on self-efficacy
beliefs and medical complications

Quasi-experimental
(non-controlled pre-test
post-test) and qualitative

24

Gassaway et al. (2017),
USA [18]

To evaluate effects of revised self-management education programme
(including peer facilitators) on engagement during in-patient rehabilitation

Quasi-experimental
(multiple baseline)

81

Sweet et al. (2018),
Canada [4]

To examine differences among mentees and non-mentees on QoL/participation
and to test a self-determination theory model

Static group comparison Mentee group
(n= 68)
Non-mentee group
(n= 63)

Balcazar et al. (2011),
USA [19]

To evaluate the benefits of a peer-mentoring intervention with men with
violently acquired SCI

Cross-sectional—prospective
and qualitative

Mentees (n= 28)
Mentors (n= 6)
Staff (n= 8)

Divanoglou et al. (2017),
multiple countries [20]

To describe the profile of the organizations that use components of the
Active Rehabilitation (AR) Approach

Cross-sectional—prospective 22 Organizations
from 21 countries

Shem et al. (2011),
USA [21]

To improve the percentage of youth and young adults with SCI, who
access post-secondary education or employment opportunities

Cross-sectional—prospective Enroled (n= 39)
Completed
programme (n= 10)
Mentors (n= 17)

Latimer-Cheung et al.
(2013), Canada [7]

Study 2: To examine the effects of a home-based strength training session Pilot study 12

Lucke et al. (2014),
USA [38]

To describe responses to a professional plus peer intervention Longitudinal descriptive
Feasibility study

10

Ashton-Shaeffer et al.
(2001), USA [23]

To investigate the attitudes of men and women with physical disabilities toward
participation in a disability sport camp

Qualitative—grounded theory SCI (n= 8)
Total (n= 15)

Beauchamp et al. (2016),
Canada [3]

Drawing from the tenants of transformational leadership theory, the aim
was to examine the peer mentoring experiences of adults with SCI

Qualitative 15

Chaffey and Bigby (2018),
Fiji [24]

To explore experience of participation in peer education programme Qualitative SCI (n= 5)
Total (n= 9)

Conway (2010), New
Zealand [26]

To gain an understanding of the experiences and perceptions of individuals who
participate in an outdoor recreational programme (ORP)

Qualitative—Grounded Theory 8

Haas et al. (2013), UK
[25]

To evaluate peer support provided in general hospitals for people with SCIs
not admitted to specialist SCI units

Qualitative SCI (n= 4)
Total (n= 14)

Hernandez (2005), USA
[27]

To develop an in-depth understanding of disability identity development
in young men with violently acquired SCI

Qualitative—Grounded Theory 6

Houlihan et el. (2016),
USA [10]

To develop and assess the feasibility of My Care My Call (MCMC) Qualitative Mentees (n= 7)
Coaches (n= 2)

Jalovcic and Pentland.
(2009), Canada [22]

To capture the essence of women’s experiences of participation in the
Telephone Peer Support Group (TPSG)

Qualitative—phenomenology 7

Skeels et al. (2017),
USA [9]

To describe the communication tools and information delivery strategies
used by Peer Health Coaches as part of the MCMC intervention

Qualitative Number of
interviews not
documented
504
Telecoaching calls

Standal and Jespersen
(2008), Norway [39]

To investigate the learning that takes place when people with disabilities
interact in a rehabilitation setting

Qualitative—
phenomenological and
hermeneutical

SCI (n= 11)
Total (n= 20)

Veith et al. (2006),
USA [5]

To identify salient dimensions and outcomes of the peer-mentoring relationship Qualitative—Grounded Theory Mentees (n= 7)
Mentors (n= 6)
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Results

Article aims, design and participants

Of the 21 articles reviewed, there was significant hetero-
geneity in relation to the aims and design of the study, and
the participants described. Eight of the studies reviewed
were quantitative design, two of which were randomized
controlled trials (RCTs) conducted in the United States
[1, 2]. These studies had relatively large sample sizes with
158 and 84 participants, respectively. The interventions
examined in the RCTs were also the focus of other studies
that met the criteria for this scoping review [9, 10]. Other
study types included two quasi-experimental designs
[11, 18], a static two group comparison [4] and three pro-
spective cross-sectional surveys [19–21]. The majority of
the studies reviewed used qualitative methodologies (n=
11; 52%), with peer mentee samples ranging from 7 SCI
participants [22] up to 15 SCI participants [3]. The quali-
tative studies not only examined the experience of the
person receiving peer support intervention, but also
described impacts for the ‘experienced’ mentor and ele-
ments of the peer interaction that were deemed beneficial.

Three studies had mixed diagnostic samples [23–25],
whereas the remaining articles reported on interventions
involving only people with SCI. Most of the study samples
consisted of people who had received peer-led interventions
(n= 19; 90%), whereas two included mixed samples of
health professionals and organizations [19, 20]. The
majority of interventions were undertaken in the United
States (n= 12; 57%) and Canada (n= 4), with one study
each in Norway, UK, Fiji and New Zealand.

Duration of intervention

As reported in Table 2 there was considerable variation in
the duration of the peer-led interventions reported. Some
interventions only lasted for 1 day [7], whereas others lasted
for up to 1 year [19]. One study had no time limits [21].
Two studies provided minimal or no information regarding
length of intervention [3, 25]. These were both qualitative
studies, where the aim was to explore the participants’
experience with the peer-mentoring process or relationship.

Peer roles and form of intervention

The most common peer role reported was that of peer
supporter (n= 16; 76%), but this was often alongside
additional roles such as educator, facilitator or counsellor,
and most commonly in dyadic interactions. There was
variation within these studies as to the description and detail
provided of the intervention, at times complicating the
categorization process. This however, reveals one of the

advantages of utilizing peers in delivering interventions.
Peers are able to simultaneously fulfil multiple roles, mak-
ing their use in the workforce cost-effective and strength-
ening the credibility of them as a valued resource. This is
particularly evident in the three articles that described and
evaluated the My Care My Call intervention, a community-
based telephone intervention for individuals with SCI, who
used peer health coaches. The peers are described as acting
as advisors, supports and role models [10]. Studies inves-
tigating residential peer-led programmes also outlined the
peer taking on more than one role in group environments
[24, 26], with peer support described alongside facilitator
and educator. It is likely that the environment and structure
of these programmes, involving both formal and informal
interactions, capitalized on the value of using peers in
this way.

Peer training

Description of the training that peers completed was
reported in 14 articles (56%). Very detailed description was
provided in several papers [5, 9, 11] or a description
referred to in a supplemental paper [1, 10], or another article
[27]. However, training was not referred to or discussed in
seven of the studies. As was the case with description of the
peer role, inconsistency and variation in reporting detail of
the training delivered to the peer supporter limited the
accuracy to which the peer role could be categorized.

Peer-led intervention characteristics and outcomes
addressed by intervention

The majority of peer-led interventions were community
based (n= 13; 62%) or both community and in-patient
based (n= 5; 24%). This is consistent with the fact that the
majority of interventions aimed to address community
integration and social participation (n= 15; 71%), closely
followed by health self-management (n= 10; 48%), all of
which are community oriented goals. In addition, this also
aligns with the location of peer mentors, as they were
generally not paid employees of a hospital or health ser-
vice where in-patient rehabilitation was undertaken, but
rather worked or volunteered in community based orga-
nizations. Improving self-efficacy (n= 10; 48%) was the
next most commonly addressed outcome addressed by
intervention.

Discussion

The aim of this scoping review was to examine the extent,
range and nature of the research literature evaluating peer-
led interventions following SCI. Information was
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categorized according to study design, peer role, type of
intervention and intended outcomes. In addition, the
applicability of the peer-role categories in relation to their
relevance for peer-led interventions following SCI were
reviewed and will be discussed.

It is evident in literature published prior to the reviewed
period of 2010 that, traditionally, intervention involving
peers was valued, but largely considered a ‘feel good
approach’. In recent years, the recognition of the potential
contribution of people with lived experience of SCI has
increased, which is reflected by the two RCTs included in
this review. Overall, however, our review highlighted the
limited number of recent studies that have rigorously
investigated the efficacy of peer-led interventions
following SCI.

Although a critical appraisal was beyond the scope of
this study, of the research studies reviewed, a range of aims
and designs were identified; there was a high level of var-
iation in what was reported, most sample sizes were small,
and qualitative methodology was most commonly used. Of
the quantitative studies a range of tools were used to eval-
uate intervention outcomes, with little consistency between
the studies. This demonstrates that although there is emer-
ging evidence of the efficacy of peer-led interventions for
people with SCI, such research is in its infancy. There have
been calls for more rigorous, meaningful and generalizable
research in this area [12]. For example, the use of long-
itudinal methodology would enable the potential efficacy of
peer-led health interventions on improving self-
management of secondary complications following SCI
and the influence on other health and quality-of-life out-
comes, to be examined. However, there are challenges in
conducting such research that need to be recognized. People
living with SCI are a relatively small population and
recruiting people with SCI living in the community is
challenging. One approach to address this challenge is to
conduct studies across multiple regions or provinces such as
has occurred in Canada through the Spinal Cord Injury Peer
Mentorship Community University Research Group. This
group represents SCI organizations and researchers across
Canada, with the aim of developing a peer mentorship
evaluation tool [28]. Another challenge is the ethical issue
of making a service unavailable to some people, as is
required in using an experimental design, for peer-led
interventions that are already being provided by community
organizations [4]. Such a design could only be utilized if a
new service or programme is introduced to an experimental
group, with specific and formalized guidelines for con-
ducting the intervention, similar to the design adopted by
Houlihan et al. [2, 10] in the My Care My Call programme
and Gassaway et al. [18] in the provision of intensive peer
mentoring vs. traditional peer support to newly admitted
patients.

Ramchand et al. [17] consolidated typology of peer roles,
type of intervention and intended outcomes were used to
good effect in this scoping review. Although it provided a
useful initial structure for categorization, there were some
limitations in the application to the specific literature
explored and also to the field of SCI in general. Limited
description of the peer intervention provided in some of the
studies reviewed made it challenging to accurately cate-
gorize the peer role. Furthermore, the typology description
did not always match the role that the peer fulfilled
(according to Ramchand’s definitions) [17]. When using
this typology in the future to describe peer-led interventions
for people with SCI, it may be useful to add an additional
category between ‘peer support’ and ‘peer counsellor’. This
additional category would relate to a role that provides more
tailored input within a structured framework than the very
informal nature of peer support. It may also include a
situation where the peer has undertaken additional training,
e.g., Motivational Interviewing, incorporated within their
supporting role.

In relation to the intervention delivered, there was var-
iation in the reporting of timing, duration and location of the
peer intervention, who provided it and what training (if any)
was involved. Yet, this level of detail is key to being able to
replicate programmes and study designs, compare and
contrast interventions, and ultimately develop an evidence
base to strengthen service delivery. Divanoglou et al. [20]
attempt to address this concern by documenting the com-
ponents of ‘active rehabilitation’—a community peer-based
approach—and exploring its characteristics and interna-
tional variations. This work has made it more feasible to
conduct future research that will explore the effectiveness of
this particular community peer-based approach and pro-
vides a useful framework to guide other evaluation in the
area of peer-led interventions [12].

The vast majority of studies were undertaken in the
United States, which presents some challenges in general-
izing to other jurisdictions such as Australia and Europe,
with very different healthcare environments and different
funding arrangements. Only one study reported on the
delivery of peer support in a low-income country [24], yet
there is broad recognition in the international literature of
the utility and value of peer-led interventions in these
communities [29, 30]. The lack of published research is
likely related to the financial constraints within these
countries. It is feasible that with increasing awareness in the
literature of replicable programmes, together with further
development of international collaboration, these limitations
could be overcome.

By their very nature, peer-led interventions recognize the
value of the lived experience. This review found limited
programmes or studies that included people with SCI as
equal or at least active partners in designing the
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intervention. People with SCI have called for their active
involvement in setting the research agenda and being equal
partners in research to ensure interventions are relevant and
appropriate [31], and this is further substantiated by the
existence of organizations such as the Patient-Centered
Outcomes Research Institute [32]. The Spinal Cord Injury
Peer Mentorship Community University Research Group
[28] provides a current working example of such an
approach and one to be emulated. It is apparent, however,
that more effort needs to be made by researchers to actively
engage more equally with people with lived experience to
design interventions and evaluations that are relevant and
translatable.

It is now acknowledged that the incidence of non-
traumatic spinal cord dysfunction (NTSCD) is equal to or
greater than that of traumatic SCI (TSCI) in developed
countries [33, 34]. Yet, no studies identified in this review
outlined interventions aimed specifically at addressing the
needs of people with NTSCD. In addition, only three stu-
dies identified that they included people with both traumatic
and non-traumatic aetiology in their sample [1, 4, 11].
Therefore, it is not possible to determine whether people
with NTSCD have been included in some of the other
samples or whether the interventions have been designed
only for people with TSCI. These results resonate with a
study that explored the experiences of social and commu-
nity participation of people with NTSCD, in which no
participants reported receiving peer-mentoring assistance
[35]. This adds to the evidence already known that people
with NTSCD are often neglected in the traditional rehabi-
litation process [36].

Given the limitations of a scoping review, it is possible that
some articles were missed. We attempted to address this by
using a broad range of search terms and criteria to capture as
many related articles as possible. It is also acknowledged that
we did not undertake a formal appraisal of the quality of the
articles included, but rather completed a descriptive analysis,
which is consistent with scoping review methodology [13]. In
addition, the guidelines for synthesizing literature in a scoping
review remains unclear, particularly when reviewing studies
with different designs [37].

In conclusion, this review provides important informa-
tion regarding peer-led interventions for people with SCI.
Significant variation in the literature was identified in rela-
tion to study design, description of the interventions and of
peer training. A small number of studies were eligible for
review, although increasingly with rigorous designs with
clear frameworks. There were limitations in the research
such as studies being predominantly conducted in devel-
oped countries and few peer-led interventions being
described for people with NTSCD. However, there were
emerging strengths such as the inclusion of people with

lived experience of SCI in study design and implementa-
tion. Similarly, there was in-depth exploration of the nature
of the peer mentor and mentee experiences, and the inter-
action between the two, offering rich insights to the
potential value and credibility of the lived experience. This
review made an initial attempt to categorize SCI peer-led
interventions in relation to the role of the peer and the form
of intervention. Further work is required to refine the
typology used in order to facilitate replication of pro-
grammes and study designs. This, in turn, will enable
interventions to be compared, thereby contributing to an
evidence base that informs further service development and
potentially strengthening the credibility of peers as a viable
resource in in-patient and community settings.
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