Table 5: Overview of available data for social characteristics modifying intervention effects
	Condition
	Number of studies where there is evidence of modification of intervention effect by PP variable/ Total number of studies that explored modification of intervention effect
	What PP interactions did they look at?
	Outcome
	Evidence of an interaction
	Interactions found 

	
	
	
	
	
	

	Asthma
	1/1
	Age,
Gender
	Behavioural
	Yes
	+ High score on Medication Adherence Report Scale (MARS) x age (mean) in study A:  The patients who scored in the higher range for MARS( >19) were on average 0.7 years older (P=.02) in adolescents aged 12–18 years. No effect was found for gender (P=.88) [1]

	COPD
	1/2
	Age
Gender
Education
Employment
Urban/rural
	Health
	No
	0 QoL x Age in veterans age ≥ 40 years old in study B. No other social characteristics were investigated.[2]

	
	
	
	Behavioural
	Yes
	0 Physical activity x Age, gender, education, employment adults aged between 40–70 years of age in study C.[3]

+ Daily step count x Age(increasing) in Study B: Each 1-year increase in age was associated with a 33-point decrease in change in daily step counts (P = .03) in US army veterans age ≥ 40 years old. No other participant characteristics were investigated [2]

	
	
	
	Knowledge
	?
	No interactions explored

	
	
	
	Psychosocial
	?
	No interactions explored

	Diabetes
	11/13
	Age
Gender
Ethnicity
Education
Health Literacy
Numeracy
Income
Family structure
	Health
	Yes
	0 HbA1c x age, gender, ethnicity, income in youth aged 11-14 years with T1D in study P.[4] 

0 Blood Glucose level x gender in adults (no age limit given) with T1 and T2D in study L.[5]

+ HbA1c x Gender (male) in study M: trend for a group by time by gender interaction for change in A1C from baseline to the final visit was found (F[2, 62]=2.76, p=0.071). Males in the Web Interactive group and the Web Static group tended to drop in A1C by the final visit, but males in the control group showed a slight increase in A1C from the first to final visit (F[2, 29]=3.05, p=0.063).) No associations were found for women in a study of people with T2D(no age limit given). No other interactions with social characteristics were explored.[6]

- Cognition x gender (male) study D:  being a female was associated with having a “clinically meaningful” improvement in cognition (>=0.5 SD) (β = −1.90, stderr = 0.87, P = .03) in older adults (no age specified). 0 Cognition x age and education.[7]

+ Blood pressure x Ethnicity (minority group) study F1: Latinos had a greater reduction in blood pressure than non-Latinos in the intervention arm, while Latinos had a lower reduction in the control arm (no estimates available p=.006). But 0 Blood pressure x Age, gender, education, health literacy and numeracy in adults with T2D aged 25-75 years at 12 months.[8]

+ Blood pressure x Ethnicity (minority group) in study I: mean decrement in blood pressure in adults >18years with T1 or T2D was greater within the patients of African-Caribbean heritage, compared with the Caucasians and Indo-Asians in the intervention arm. The mean SBP increased for the Caucasians and to a much lesser extent, the African- Caribbean’s in the control arm. The Indo-Asian’s mean SBP decreased in both intervention group and to a greater extent in the control group (no estimates provided). No other interactions with social characteristics investigated.[9]

	
	
	
	Behavioural
	Yes
	0 Patient initiated communication x Age, health literacy in adolescents with T1D IBD and CF aged 12-20 years transitioning into adult care study H.[10]

0 Overall behavioural change x Age, gender, Latino ethnicity, education, health literacy or numeracy in adults with T2D aged 25-75 years at 12 months in study F1.[8]

0 Maintenance of behaviour x Age, gender, Latino ethnicity, health literacy, education, numeracy in adults with T2D aged 25-75 years at 12 months in F2.[11]

0 blood glucose testing rate x gender in adults (no age limit given) with T1 and T2D in study L.[5]

0 Self-care x Gender in people with T2D(no age limit given) study M. [6]

+Self-care x age (increasing) in study Q: improvement was positively correlated with age (0.04/year, 95% CI: 0.02, 0.06), p <0.001). 0 self-care x gender, ethnicity, education, employment, income or health literacy in people aged ≥ 25 years with T2D.[12]

+Blood glucose testing rate x age in study N: older adolescents responded (16–18) better to having treatment (1.04 more daily glucose tests, P<.01) than younger adolescents(13–15) in a group of adolescents with T1D aged 13–18 [13]

+ Activity Limitation x Ethnicity(minority group) in study K: strong association between decrease in activity limitation for AI/AN program participants compared with the control group in adults with T2D aged ≥18 years (effect size 0.337, P (ITT) 0.028, P=.012). No other interactions with PP groups investigated [14]

+Self-management x  education in study D: more years of education (β = 0.28, stand err = 0.12, p = .03) were associated with being a respondent on the self-management outcome in older adults (no age specified).No association with age and gender.[7]

	
	
	
	Knowledge
	Yes
	0  Diabetes knowledge x Age, gender or education in adults with T2D aged 40–70 years. [15] / gender in people with T2D(no age limit given) study M [6]

+ Chronic disease management knowledge x Health Literacy(high) in study H: in adolescent participants with T1D IBD and CF aged 12-20 years in the intervention arm with ‘adequate literacy levels’ demonstrated greater improvements in disease management knowledge over the study period compared with those with ‘inadequate literacy levels’ (no estimates provided). But 0 Chronic disease management knowledge x Age.[10] 

+ Diabetes self-care knowledge x Family structure(divorced parents) in study N:  a higher proportion of the children from the high effect subgroup had divorced parents, compared with the low effect subgroup (35% vs. 6%, respectively; P < 0.05) in children aged age 11–18 years with T1D.. 0 x age, gender and education.[16]

	
	
	
	Psychosocial
	Yes
	0 Self-efficacy x Health literacy, age in adolescents with T1D IBD and CF aged 12-20 years transitioning into adult care in study H.[10] 
0 Self-efficacy x age, gender, Latino ethnicity, education, health literacy or numeracy in adults with T2D aged 25-75 years at 12 months in study F1.[8]
0 Self-efficacy x gender in people with T2D (no age limit given) study M.[6]

+ Diabetes distress x age (increasing), gender (male) in study Q : improvements in diabetes distress following the use of the intervention was greater for older (estimate -0.34, SE 0.15, 95%CI -0.64 - -0.05, p=0.01) males (gender(male) estimate -9.12, SE 3.62, 95% CI -16.22 - -2.02, P=.006) participants aged ≥ 25 years with T2D. 0 Diabetes distress x ethnicity, education, employment, income or health literacy.[12]

+ Health distress x ethnicity(minority group) study K: strong association between decrease in health distress for AI/AN program participants compared with the control group in adults with T2D aged ≥18 years (P=.003).[57]

+ Diabetes QoL x Ethnicity (minority ethnic group) in study P: Participants of black/other ethnicity benefitted more from the TEENCOPE intervention than white, non-Hispanic/non-Latino participants (3.01 ± 1.25 vs. 0.28 ± 0.85; P = .07). But 0 Diabetes QoL x age, gender or income in youth aged 11-14 years with T1D.[4]

+ Diabetes medication self-efficacy x health literacy in study E: patients with a Rapid Estimate of Adult Literacy in Medicine (REALM) for health literacy (REALM) score of eighth grade or lower experienced a significantly greater improvement in their diabetes medication self-efficacy scores than patients who read at ninth grade or higher (t = 2.54, P = .02) in adults aged 18 or older.[17]. 0 diabetes medication self-efficacy x age, gender and ethnicity.

	Osteoarthritis
	1/2
	Age, 
gender, ethnicity, 
education,
employment,
people living in their household
	Health
	Yes
	0 treatment responders (pain composite of pain intensity and unpleasantness reduced to a clinically meaningful level (average pain reduction ≥ 30%)x Age, gender, ethnicity, or number of people living in the household in working age adults opting in to a web-based pain management programme (no age range given) in study S.[18]

Two primary health outcomes for Lawford, 2018:
+ Walking pain x employment status in study R: There was some evidence for moderation of the treatment effect by employment status for change in walking pain at 3 months in adults ≥50 years (interaction P=.02). Among those who were currently employed, participants assigned to the intervention group had greater reductions in pain than those in the control group, with an estimated difference between groups of mean 2.38 (95% CI 1.52-3.23) NRS units. Among unemployed participants, the estimated difference in reduction in pain at 3 months between the intervention and control groups was mean 0.86 (–0.13 to 1.85) NRS units. There was no evidence of a difference at 9 months. 0 Walking pain x age, gender or education.[19]
0 Physical function x Age, gender, education and employment at 3 or 9 months in adults ≥50 years.[19]
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