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GLOSSARY
	Cardiovascular Disease (CVD)
	A general term for conditions affecting the heart or blood vessels, including coronary heart disease and stroke.

	CASP Checklist
	A structured appraisal tool from the Critical Appraisal Skills Programme used to assess the quality of a particular study design.

	Coronary Heart Disease (CHD)
	A condition in which the arteries supplying the heart become narrowed by fatty deposits, reducing blood flow and increasing the risk of angina and heart attack.

	Critical Appraisal
	The systematic assessment of a study's trustworthiness, relevance and quality before its findings are used.

	Cues to Action
	An HBM construct describing the internal or external triggers, such as a symptom, an invitation letter or a media campaign, that prompt a person to act.

	Early Screening
	Testing people who have no symptoms in order to detect disease or its risk factors early, when intervention is most effective.

	Grey Literature
	Material produced outside traditional academic publishing, such as government reports, policy documents and charity factsheets.

	Health Belief Model (HBM)
	A psychological model that explains health behaviour through beliefs about susceptibility, severity, benefits, barriers, cues to action and self-efficacy.

	Health Inequalities
	Unfair and avoidable differences in health between population groups, often linked to deprivation, ethnicity or gender.

	Health Literacy
	The ability to find, understand and use health information to make decisions about one's own health.

	Inclusion and Exclusion Criteria
	Predefined rules used to decide which studies are eligible for inclusion in a systematic review.

	Mass Media Campaign
	A public health intervention that uses channels such as television, radio, print or social media to deliver health messages to large populations.

	Narrative Synthesis
	A method of combining the findings of multiple studies using words and text rather than statistical pooling.

	NHS Health Check
	A national programme in England that invites adults aged 40 to 74 without existing vascular conditions for an assessment of their risk of heart disease, stroke, diabetes and kidney disease every five years.

	Perceived Barriers
	An HBM construct describing a person's beliefs about the costs, difficulties or obstacles of taking a health action.

	Perceived Benefits
	An HBM construct describing a person's belief that taking a health action will reduce their risk or the seriousness of a condition.

	Perceived Severity
	An HBM construct describing how serious a person believes a condition and its consequences would be.

	Perceived Susceptibility
	An HBM construct describing a person's belief about their own risk of developing a condition.

	PRISMA 2020
	The Preferred Reporting Items for Systematic Reviews and Meta-Analyses guideline, which sets out what a systematic review should report, including a flow diagram of study selection.

	Risk Factor
	A characteristic or behaviour, such as high blood pressure, smoking or physical inactivity, that increases the likelihood of developing a disease.

	Self-efficacy
	An HBM construct describing a person's confidence in their ability to carry out a health behaviour successfully.

	Socioeconomic Deprivation
	A lack of access to the income, education, employment and living conditions that support good health.

	Systematic Literature Review
	A review that uses explicit and reproducible methods to identify, select, appraise and synthesise the relevant research on a defined question.

	Thematic Synthesis
	A method for identifying and developing common themes across the findings of qualitative studies.

	Uptake
	The proportion of people offered a service, such as an NHS Health Check, who go on to use it.
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[bookmark: _imx2rsk96cnl]CHAPTER 1: INTRODUCTION
[bookmark: _6629wva83cti]1.1 Background to the Study
Cardiovascular disease (CVD) is the cause of the most deaths worldwide currently. The estimated death toll is 19.8 million people annually, nearly one-third of all deaths globally (World Health Organisation [WHO], 2025). Coronary heart disease (CHD) is the most common type of cardiovascular disease. When the blood vessels carrying blood to the heart get narrowed by fatty deposits, it is called atherosclerosis and develops. Approximately 240 million people are living with CHD worldwide, and CHD is the leading cause of death in the world (British Heart Foundation [BHF], 2026).
Much of this burden is borne by the United Kingdom (UK). CHD is a significant cause of death and long-term illness in the country and is a major cause of death each year (BHF, 2025). Over the last 20 years, the death rate for CHD has declined significantly, due to improvements in emergency care, statins and smoking cessation. The number of people with heart disease continues to increase, though, as the UK's population continues to age and risk factors like being overweight and having diabetes are increasing (BHF, 2025). Consequently, prevention and early detection remain as important now as they were when mortality rates were higher.
The majority of CHD is avoidable. The WHO (WHO, 2025) mentions that the disease can be prevented to a good extent when everyday risk factors like smoking, unhealthy diet, physical inactivity, harmful alcohol consumption, and detection of health issues like high blood pressure, high cholesterol and high blood sugar are managed. The NHS Health Check programme was introduced in England in 2009 for this reason. All adults aged 40 to 74 who don't have an existing cardiovascular disease are encouraged to get a free check-up every five years, to detect risk factors early, before they contribute to a heart attack or stroke (Patel et al., 2020).
However, despite this setting being in place for more than 15 years, national studies continue to identify the same problem: many people never receive their check or are never actually targeted in any audience campaign (Brady et al., 2025). A national study of 9.5 million individuals over a five-year period reported an attendance rate of only 52.6%, with considerable variation between different regions in the country, ranging from approximately a quarter to up to 85% (Patel et al., 2020). A further 10-year review also revealed low attendance rates for the latest five years (Robson et al., 2021) (16.9%). Concurrently, studies of public knowledge reveal that many people fail to detect the warning signs associated with a heart attack other than a chest sensation of pain, and that knowledge of risk factors is limited, especially for older people, those in lower-paid jobs and in some minority ethnic groups (Whitaker et al., 2012; NHS England, 2023). It is this lack of screening uptake and a lack of full public knowledge that provides the foundation for this dissertation.
[bookmark: _8w4fwcef2ce0]1.2 Problem Statement and Rationale

The gap between public health policy in the UK as it is intended and what is actually happening in practice is clear and persistent. Health check programmes, like the NHS Health Check, intend to detect cardiovascular risk factors before they escalate into a heart attack, stroke or other life-changing event. However, there is a consistent evidence base of the failure of most eligible adults to take part in this opportunity as intended (Robson et al., 2021; Coghill et al., 2018). However, where the check is attended it works well – i.e., people attending are much more likely to be diagnosed early with conditions like high blood pressure, type 2 diabetes and chronic kidney disease than those not attending, and this gives them the opportunity to take action before they suffer serious harm (Robson et al., 2021). There is no reason why the screening tool is not working as it would be more effective if more people used it.
[bookmark: _hm0a2vdl059z]Qualitative research by Eberhardt et al. (2025) demonstrates that this low uptake is due to a complex of factors and not just one reason. These encompass restricted understanding of the scope and purpose of a check and its significance, concern about the results of the check, mistrust of healthcare providers, and day-to-day practicalities like work commitments, appointment times, and travel. These barriers are exacerbated for individuals who are from deprived communities and minority ethnic groups, as they are likely to encounter culturally appropriate information and services that do not appear to be specifically designed with their situation in mind (Brady et al., 2025; Brangan et al., 2019). While mass media campaigns to close this gap have been demonstrated to increase the general population's awareness of symptoms, they are less successful in increasing uptake of screening or prompting faster uptake of screening (Stead et al., 2019). More recent evidence is mixed: a mass media campaign targeting acute coronary syndrome was associated with a measurable rise in emergency department presentations and ambulance use, suggesting mass media can shift urgent care-seeking behaviour when the message calls for a specific action rather than general awareness alone (Smith et al., 2021). Therefore, this evidence (Eberhardt et al., 2025; Brady et al., 2025) builds on the existing gap in research concerning both awareness and access for CHD, aiming to understand the multiple strategies that are likely to be utilised to bridge the gap between policy intention and public behaviour.
[bookmark: _4f88jcypm4ja]1.3 Aim, Objectives and Research Question

This dissertation is guided by the following aim, objectives and research question:
Aim: The overall aim of the study is to explore and evaluate public health strategies that can enhance awareness, promote early detection and prevent coronary heart disease among adults in the United Kingdom. 
To achieve this aim, there are four supporting objectives:
· To evaluate the extent of awareness and understanding of risk factors and symptoms of coronary heart disease among adults in the UK using a systematic review approach.
· To be able to recognise the obstacles to early screening and preventative health checks for CHD.
· To assess the impact of current public health prevention and early detection campaigns in the NHS and local communities for CHD.
· To advocate evidence-based approaches to increase awareness, uptake of screening and early intervention to decrease cardiovascular death related to CHD in the UK.
[bookmark: _ilok5esm9c8w]Research Question: What are the effective public health interventions and messages in the United Kingdom (UK) to raise awareness, provide early screening and minimize preventable mortality from coronary heart disease?
[bookmark: _ikrongtivyhn]1.4 Significance of the Study

This study is of significance in three ways. First, CHD is one of the largest preventable causes of death in the UK, and the potential for improvements in awareness and uptake of screening to save lives and prevent hospital admissions is significant, even if only a small number of people. Second, there is evidence that the rates of CHD, and of the barriers to accessing screening, are not uniform across the population, with people in deprived areas and some minority ethnic communities at heightened risk of CHD but less likely to access screening services (Brady et al., 2025; Coghill et al., 2018). This study evaluates the overall rates of disease, and focuses specifically on improving awareness and access for CHD thereby directly contributing to the reduction of health inequalities. Thirdly, this dissertation may be able to combine the results of national data with qualitative research and campaign evaluations, which are often dispersed across various disciplines, and provide evidence-based recommendations for the interested parties: policymakers, NHS commissioners and community health organisations.
[bookmark: _3hchzm89udcv]1.5 Structure of the Dissertation

This dissertation is organised into six chapters. Chapter 1 has provided background information about CHD prevention in the UK, defined the problem this study aims to address, and outlined the research question, aim and objectives. Chapter 2 reviews the literature on the four research objectives: public awareness of CHD, barriers to screening, efficacy of current prevention campaigns, and recommendations from the literature to fill the current gaps. The research methodology is described and explained in Chapter 3, which justifies the systematic review approach for answering the research question. Chapter 4 presents the findings of that review in the context of the objectives, and Chapter 5 discusses and interprets these findings using the Health Belief Model. The dissertation ends in Chapter 6, in which a summary of key findings, practical recommendations for public health practice and suggestions for future research are presented.


[bookmark: _uvziu1p6t5on]Table 1.1: Key UK and Global Coronary Heart Disease Statistics
	Indicator
	Figure

	Global CVD deaths per year
	Around 19.8 million, about 32% of all deaths worldwide (WHO, 2025)

	People living with CHD worldwide
	Approximately 240 million (BHF, 2026)

	NHS Health Check eligible population
	Adults aged 40-74 in England, invited once every five years (Patel et al., 2020)

	NHS Health Check uptake (2012-2017 cycle)
	52.6% nationally, ranging from 25.1% to 84.7% between local authorities (Patel et al., 2020)

	Attendance in a separate ten-year review (2009-2017)
	Only 16.9% of those eligible attended in 2013-2017; 83.1% did not attend (Robson et al., 2021)



[bookmark: _vkm3tq2qk547]CHAPTER 2: LITERATURE REVIEW
[bookmark: _md0fgltyiovt]2.1 Introduction
This chapter reviews the literature relevant to the four objectives outlined in Chapter 1. It begins by describing the magnitude and nature of CHD in the UK (Section 2.2), before reviewing current evidence on public awareness of its risk factors and symptoms directly addressing Objective 1. It then presents the HBM, a theory that has been widely adopted to explain the reasons for or against preventive health behaviour, in order to provide background to the findings of the awareness and barriers which follow. The chapter then looks at barriers to early screening attendance (Objective 2) and reviews the evidence on NHS and community-based prevention campaigns (Objective 3). It brings together the ideas that have been proposed in the literature about increasing awareness and uptake (Objective 4), about the gaps in current knowledge, and about summarising the chapter.
[bookmark: _6g9xtzusp0ul]2.2 The Burden of Coronary Heart Disease in the UK
Many CHD deaths are part of a larger group of (CVDs that are responsible for an estimated 19.8 million deaths each year or about one-third of all deaths (WHO, 2025). Globally, more than four out of five cardiovascular deaths are caused by heart attacks and strokes, and around a third of these deaths happen prematurely, in people under 70 (WHO, 2025). Ischaemic heart disease (IHD) is a medical term for CHD, and a recent global analysis of disease burden showed that CHD was one of the largest contributors to lost healthy years of life worldwide and the total burden of cardiovascular disease had continued to increase since 1990, as a result of population growth and ageing (Global Burden of Cardiovascular Diseases and Risks 2023 Collaborators, 2025).
In the UK in particular, heart and circulatory diseases are still a major cause of death and although the death rates for CHD have been declining since the early 2000s, due to more effective treatment, this decline is hiding an increasing number of people living with heart and circulatory disease across the UK, as a consequence of an ageing population and rising levels of obesity and diabetes (BHF, 2025). This is because the main risk factors for CHD have been identified in the literature and can be modified by lifestyle changes, medication or both and include smoking, high blood pressure, high cholesterol, physical inactivity, obesity, diabetes and excessive alcohol consumption (WHO, 2025). Given that most of these risk factors are preventable or treatable if identified early, the UK public health approach to CHD relies heavily on good working together of two elements: awareness of the public that it is a risk factor and that they can do something about it; health services that can reach targets and provide screening and support before problems arise. The remainder of this chapter looks at the effectiveness of each of these aspects.
[bookmark: _r326ipepjix]2.3 Public Awareness and Understanding of CHD Risk Factors and Symptoms
Knowing the symptoms and risk factors of CHD is a vital first step in prevention because if someone doesn't know a symptom or thinks they are not at risk, they are unlikely to get help early or attend preventive screening. A much-cited study in the UK asked members of the public about a typical busy street in Birmingham to see if they could identify chest pain as a warning sign of a heart attack; while most were able to, other signs of warning such as arm or jaw pain, breathlessness and sweating were not so consistent. The same study found that awareness overall was lower among older participants and those in manual occupations, occupations that carry a higher actual risk of CHD, creating a worrying mismatch between risk and awareness (NHS England, 2023; Veronesi et al., 2022).
This is not a UK-specific pattern – often people recognise the most visible symptom but not as much about what else can happen. Chest pain is consistently the most recognised heart attack symptom worldwide, while less typical symptoms such as nausea, fatigue, or back or stomach discomfort are recognised far less often (Ahmed et al., 2020; Mata et al., 2012). This matters because these less typical symptoms occur frequently, especially in women, and are easily overlooked, leading to delays in seeking emergency care. The same is true of awareness of risk factors, with some, like smoking or family history, being more familiar to the public than others, such as poor dietary habits, inactivity or stress, which are also important to prevention over a long period.

[bookmark: _fehi7tjxwh37]2.4 Theoretical Framework: The Health Belief Model
One of the most widely used frameworks to explain and predict health-related behaviour is the Health Belief Model (HBM) introduced by Becker and Maiman (1975) as cited in Social and Behavioral Theories, National Institutes of Health. The key points of the model are the interaction that occurs between a person's beliefs around 1) how susceptible they think they are to the condition, 2) how serious they believe the consequences would be, 3) how beneficial they think the preventive action would be, 4) how many barriers there are to performing the action, and 5) whether or not there is something that makes them decide to take the action (cue to action). The next addition to the model is self-efficacy, which is the person's confidence in their ability to perform the behaviour successfully (Alyafei and Easton-Carr, 2024). These interacting beliefs are illustrated in Figure 2.1.
[image: The Health Belief Model – Methods for Stress Management]
[bookmark: _fs3f7vz5mzyi]Figure 2.1: The Health Belief Model, Becker, M.H. and Maiman, L.A. (1975)
Several studies have specifically focused on cardiovascular prevention as a target for the HBM. In the research models of health beliefs among university students, the perceived barriers, perceived benefits, family history of CVD and screening intention were all significant predictors of whether or not a person practised heart-healthy behaviours, with only an indirect effect of general health knowledge through perceived benefits. In a recent randomised controlled trial applying the Health Belief Model to modify lifestyle behaviours in patients with coronary heart disease, perceived severity and perceived susceptibility were the two constructs that changed most significantly following the intervention. At the same time, perceived barriers also showed meaningful improvement (Saffari et al., 2024). A comparable quasi-experimental study of patients with hypertension similarly found that an HBM-based educational intervention reduced perceived barriers and strengthened perceived susceptibility and benefits, which in turn was associated with better adoption of cardiovascular-protective behaviours (Mohammadkhah et al., 2023). Similarly, a UK-based qualitative study exploring patient responses to NHS Health Check risk communication found that patients' perceptions of cardiovascular risk as either 'fixed' or a 'lottery' appeared detrimental to their motivation to engage in risk-reducing behaviours (Gibson et al., 2024). This mirrors earlier UK evidence that patients who did attend an NHS Health Check were often motivated by their own health beliefs and by a sense of personal benefit and family history, rather than by general symptom awareness alone (Riley et al., 2016). These findings illustrate why awareness campaigns based on information alone often struggle to change behaviour: knowledge does not reliably translate into attendance or lifestyle change unless people also feel personally at risk, believe that screening will benefit them, and feel able to overcome any practical obstacles to attending (Saffari et al., 2024; Janz and Becker, 1984).
[bookmark: _a2l88f88ayex][bookmark: _fzggbwbloskq]2.5 Barriers to Early Screening and Preventive Health Checks
There is a significant amount of research from the UK which has explored the reasons for not attending the NHS Health Check and barriers identified are broadly categorised into three overlapping groups: individual and psychological barriers, practical and access barriers and cultural or trust barriers (Eberhardt et al., 2025; Brady et al., 2025; Brangan et al., 2019).
[bookmark: _g9igpdvnnlf3]2.5.1 Individual and Psychological Barriers
Individually, many do not perceive themselves as vulnerable, especially if they feel well and do not have any noticeable symptoms, or because they believe that they are unlikely to develop cancer (Health Belief Model: low perceived susceptibility). Qualitative studies among deprived communities in North East England revealed there was a risk that such a check-up may reveal a health issue, and some people were not prepared to take that risk, preferring not to know what would be done if a health problem is found (Eberhardt et al., 2025). Some of the participants had a strong sense of self-reliance, believing that taking care of their own health, without the need for medical intervention, was a reflection of their personal pride, which only further diminished their motivation to come to the clinic (Eberhardt et al., 2025).
[bookmark: _3sj0j4h9tjxe]2.5.2 Practical and Access-Related Barriers
Often people are willing to attend, but practical barriers arise. The spread of national uptake data ranges from close to a quarter of local authorities with attendance of less than a quarter to nearly 85% in the highest achieving areas, significantly larger than would be accounted for by differences in attitudes and is likely to be attributed to the difference in the frequency and ease of access to the programme across local authorities (Patel et al., 2020). Common practical challenges highlighted in the literature are scheduling an appointment that is convenient for the patient, work demands, and travel time and expenses to a clinic (Eberhardt et al., 2025). A study in Bristol compared the effectiveness of booking via telephone versus letter and concluded that many people who subsequently booked would not have booked if they had been sent a letter only, while booking via telephone was made much easier, particularly when the booking could be done on the spot with the caller (Brangan et al., 2019).
[bookmark: _orqa49lum4of]2.5.3 Cultural, Trust and Communication Barriers
The evidence indicates that for minority ethnic and underserved populations there is an additional set of barriers related to trust, language, and cultural relevance, as summarised in Table 2.1. Brady et al. (2025) carried out a qualitative study in Middlesbrough with adults from Black African and underserved White communities and discovered that whilst additional information was important, convenience and trust in the service were more relevant to participants than having more information, and culturally tailored, community-based delivery was far more effective than standard clinic appointments. Likewise, in the most deprived areas in the North East of England, mistrust of health services due to a lack of culturally sensitive communication was a common theme, and participants valued information from trusted community members over official letters (Eberhardt et al., 2025). A community-led study in Birmingham similarly found that low awareness, limited engagement and guarded acceptance of NHS Health Checks among minority ethnic residents stemmed from the same trust and communication gaps rather than a lack of interest in prevention (Safi, Jadhakhan and Hossain, 2026), and a related study of NHS Health Check participation across that same multiethnic city found persistent inequalities in uptake between ethnic groups even where invitations were sent (Ferozkhan, Safi and Hossain, 2026). National data on ethnicity and uptake are mixed; one large-scale review suggested that South Asian groups were slightly less likely to attend than other groups when invited, but not when they were reached (Robson et al., 2021), indicating that the largest ethnicity-related gap may be in who is invited and reached in the first place, rather than in willingness to attend once contacted. These studies, together with their samples and key findings, are summarised in Table 2.1.
[bookmark: _r517oh5jggtx]Table 2.1: Summary of Key Studies Reviewed
	Author(s) and year
	Design
	Focus
	Key finding

	Whitaker et al. (2012)
	Cross-sectional street survey, Birmingham
	Public knowledge of heart attack symptoms
	Recognition of chest pain was fairly good, but knowledge of other warning symptoms and of the need to call an ambulance immediately was much weaker, especially among older people and those in manual occupations.

	Robson et al. (2021)
	Observational, 1,500 GP practices
	NHS Health Check attendance and equity, 2009-2017
	Only 16.9% of those eligible attended in the later study period; attendees were more likely to be diagnosed with hypertension, diabetes and kidney disease than non-attendees, showing the check's value when people do attend.

	Patel et al. (2020)
	Cross-sectional, 9.5 million records
	National uptake and delivery of NHS Health Checks
	52.6% uptake nationally over a five-year cycle, but with very wide geographical variation, pointing to inconsistent delivery rather than a single national pattern.

	Coghill et al. (2018)
	Cross-sectional observational
	Equity of uptake and outcomes
	Confirmed uptake remained below 25% in some areas and identified consistent gaps by deprivation and ethnicity.

	Brangan et al. (2019)
	Qualitative interviews, Bristol
	Telephone outreach to increase uptake
	A personal phone call, especially from a caller who shared the person's language or background, made people far more likely to book and attend than a letter alone.

	Eberhardt et al. (2025)
	Qualitative, peer researchers, North East England
	Barriers in deprived communities
	Limited awareness, fear of bad news, mistrust of health services and practical problems such as transport and appointment times all reduced attendance.

	Brady et al. (2025)
	Qualitative focus groups, Middlesbrough
	Ethnic minority and underserved groups
	Trust, convenience and culturally relevant communication mattered more than knowledge alone; community-based delivery worked better than clinic-based invitations.



[bookmark: _azv5acawk1pk]2.6 Effectiveness of NHS and Community-Based Prevention Campaigns
[bookmark: _7v5jf0ugu2sl]2.6.1 The NHS Health Check Programme
The NHS Health Check continues to be the UK's flagship CHD prevention programme, although the effectiveness of the programme is mixed. On the other hand, it is clear that the programme is effective when people do attend; a national study identified those who attended were significantly more likely to have a new diagnosis of high blood pressure, type 2 diabetes and chronic kidney disease, all of which are key CHD risk factors which can be managed if diagnosed (Robson et al., 2021). However, it is not large enough to give the programme a significant overall public health impact. National data indicates 52.6% average uptake across a complete 5 years invitation cycle with a wide range of uptake between regions of 25.1% and 84.7% (Patel et al., 2020), while a recent 10 years review found uptake as low as 16.9% in the years they reviewed, with more than 83% of those eligible not attending at all (Robson et al., 2021). The extent of this variability is shown in figure 2.2.
[image: ]
[bookmark: _yaqv54hov3k5]Figure 2.2: Variation in NHS Health Check Uptake Across Local Authorities in England, 2012-2017 (adapted from Patel et al., 2020)
A mismatch between the programme's potential and the people who are most likely to benefit from it has raised concerns among some researchers about the delivery of the programme using the traditional clinic-based format – the people most at risk are least likely to attend a standard appointment (Brady et al., 2025).
[bookmark: _71hysc3q1imb]2.6.2 Digital and Outreach Innovations
With continued poor uptake, there are certain areas that have experimented with using alternative delivery models. A service evaluation found that a health check which was done online was less effective than the face-to-face health check at capturing people at risk – although more people completed the online health check component, fewer people at risk had their physical measurements taken (like blood pressure and cholesterol) through the online route. This indicates that digital delivery can help enhance initial engagement rates but needs to be combined with an on-screen link to easy physical testing to be optimal. The telephone outreach method was tested in Bristol and was more effective in enhancing understanding of the check and in the immediate booking of an appointment in Bristol. (Brangan et al., 2019).

[bookmark: _7ombm08unt0y]2.6.3 Mass Media and Public Awareness Campaigns
In addition to the NHS Health Check, there have always been mass media campaigns which have targeted the awareness of cardiovascular symptoms and risk factors. A recent study of evidence of mass media-based health promotion campaigns found that while effective campaigns can influence health behaviour across the population, there are a number of critical factors that need to be taken into consideration: the level of funding, the duration of the campaigns, and whether the services or products people are encouraged to use are available and accessible to them (Wakefield, Loken and Hornik, 2010). This in particular is crucial to CHD prevention, because awareness-raising campaigns in the media alone are of little value if the health service people are encouraged to access is not readily available, directly relating back to the access barriers outlined in 2.5.2.
Given that many of the risk factors and communication strategies of CHD are similar to stroke, a systematic review with only a few studies specifically focused on media campaigns to increase awareness of the warning signs of stroke was undertaken, and concluded that campaigns directed at the public were effective at improving awareness of the warning signs of stroke, but had lower effectiveness at increasing the likelihood of accessing emergency care in a timely fashion (Stead et al., 2019). It was only when a campaign was launched to healthcare professionals as well, and the services were reorganised to respond, that there was any measurable improvement in treatment times. This discovery echoes an established theme of this chapter: the knowledge only campaigning programmes can elicit on their own are not always successful at achieving their intended outcomes, as they must also tackle the barriers to behaviour change on the ground – at system and practical level – or else they will fail.
[bookmark: _8tjqdqc1pk1p]2.7 Strategies Suggested in the Literature to Improve Awareness and Uptake
The above evidence has been integrated and several strategies are prevalent in the literature for increasing the awareness of CHD and uptake of screening in the UK. First, personal and community-based outreach is likely to be more effective than generic and ‘one size fits all' invitations – the telephone outreach study in Bristol and the community-based work in Middlesbrough both demonstrated significant evidence that direct, relationship-based contact can greatly improve engagement rates over standard letters (Brady et al., 2025; Brangan et al., 2019). Second, culturally-sensitive communication, via trusted community leaders, was consistently cited as having a key role in engaging minority ethnic and deprived communities (Eberhardt et al., 2025; Brady et al., 2025). Third, several studies found that decreasing the practical barriers – including access to appointments outside of working hours, community venues rather than clinic settings, and a more streamlined booking process – was associated with better attendance (Eberhardt et al., 2025).
Fourth, the evidence that exists from mass media indicates that awareness campaigns are effective when their messages are repeated over time, they are well funded and when they are integrated with services that are actually accessible instead of being delivered as a one-shot campaign of messages (Stead et al., 2019). Stronger, quantitative support for this point comes from a Community Health and Wellbeing Worker initiative in a deprived UK community, where systematic, proactive household outreach - rather than a one-off campaign - was associated with substantially higher NHS Health Check uptake than usual care (Junghans et al., 2023). Finally, several studies (Lim et al., 2021) indicate that campaigns and services should go beyond enhancing knowledge and actually directly tackle perceived susceptibility, perceived benefit and perceived self-efficacy, all of which are psychological constructs identified in the Health Belief Model, which seem to be key to the translation of increased knowledge into uptake of screening and adoption of healthier behaviours.
[bookmark: _7jhximwihcfb]2.8 Gaps in the Literature
Although the framework of research presented in this chapter covers a wide range of studies (Patel et al., 2020; Robson et al., 2021; Eberhardt et al., 2025; Brady et al., 2025; Brangan et al., 2019), there are a few key areas that are not well covered for example, the qualitative evidence of barriers to screening is mainly from specific areas, notably the North East of England, and the extent to which these findings are generalisable to other areas of the UK, different population groups and health service configurations is not fully understood. Additionally, there is relatively little evidence in the UK that specifically assesses the relationship between enhancing public awareness of CHD symptoms and risk factors and increased attendance at an NHS Health Check, with most CHD awareness studies and most uptake studies conducted independently of each other. Thirdly, there are some tools that have been assessed independently but little comparative evidence on which or how a mix of different outreach methods works best for the lowest cost, which is crucial for NHS commissioners who have constrained budgets. With all these limitations in mind, the systematic review presented in this dissertation (Chapter 3) will aim to comprehensively collect the available evidence to the greatest extent possible.
[bookmark: _4atx7a3jvv1a]2.9 Chapter Summary
This chapter has highlighted that CHD continues to be a significant, often preventable, cause of death in the UK; however, the level of awareness of the symptoms and risk factors of CHD is variable, with individuals often identifying chest pain but failing to identify other important warning signs. The Health Belief Model allows for the understanding that education alone does not lead to behaviour change: individuals must also perceive themselves as vulnerable, think that screening will be beneficial to them, and feel confident that they can overcome any practical obstacles in order to change. Individual, practical and cultural barriers continue to be identified as factors which influence attendance at NHS Health Check, and the national uptake of Health Check is around 50% of those invited, with wide variation between local areas. Community outreach, culturally responsive messages, and ongoing and financially supported media outreach and messaging all have potential to bridge these divides. 




[bookmark: _ls17x79b0js8]CHAPTER 3: RESEARCH METHODOLOGY
[bookmark: _1fnyw76xuup9]3.1 Introduction
This chapter aims to explain and justify how this study contributes to the research question: How can public health strategies in the UK be implemented to successfully raise awareness, promote early screening and ultimately decrease the number of preventable deaths of CHD It explains the research philosophy that underpins the study, and why a systematic review of the existing qualitative and mixed methods literature was deemed appropriate rather than primary data collection being undertaken, and how studies were searched for, selected, appraised and synthesised in detail. The chapter also deals with ethical issues pertinent to secondary research and also takes a look at the drawbacks of the methodology adopted.
[bookmark: _17wn9oj6k6bk]3.2 Research Philosophy and Approach
The philosophy of the research used in this dissertation is interpretivist. Interpretivism has emphasised the influence of the individual's beliefs, experiences and social context on social and health-related behaviours, and that these behaviours cannot be fully understood by numbers. The research question focuses on the variation in awareness and screening behaviour in the UK population and considers strategies that might bring about change in behaviour, so a more appropriate approach is one that allows for capturing meaning, experience and context rather than a numbers-based approach. In line with this philosophical stance, the choice for a secondary research design, which is qualitative in nature, is justified, as existing studies are reviewed, compared and synthesized, instead of being simply aggregated as a set of statistics.
It is an inductive approach because themes and conclusions are developed from the results of individual studies, and not tested against a pre-conceived hypothesis. This is appropriate for a systematic review of a general public health topic with the intention of creating a comprehensive overview of awareness, barriers and effectiveness of strategies, as opposed to testing one specific prediction.
[bookmark: _h5878cl072t4]3.3 Research Design: Systematic Literature Review (SLR)
This SLR, as outlined in Chapter 1, uses a systematic literature review of secondary, qualitative and mixed-methods data rather than the collection of primary data. This approach was chosen for several practical and academic reasons, grounded in the interpretivist nature of the research question and the constraints of a secondary analysis.  First, there is a large and increasing literature on CHD awareness, the uptake of NHS Health Check and barriers to NHS Health Check uptake in the UK and a systematic review can build and consolidate this evidence in much more efficient way than a small-scale primary study. Second, primary data collection would involve more significant ethical, time and resource requirements that are not feasible for this study, such as interviewing patients about their screening decisions. Thirdly, a systematic review can be used to present the evidence at the same time at various regions, population groups and time periods across the UK, providing a wider, more representative picture than one local study would.
The structure and guidelines of this study are based on the internationally recognised PRISMA 2020 guidelines for conducting and reporting systematic reviews (Page et al., 2021). While the PRISMA was conceived for quantitative effectiveness-based reviews, the identification and screening stages, as well as the eligibility assessment and inclusion, can be applied to a review of the qualitative or mixed-methods public health literature, and are used here to organise the search and selection process described below.
[bookmark: _4s7ndsanw3r9]3.4 Search Strategy
A systematic search strategy was created to meet the four objectives outlined in Chapter 1. Three electronic databases were searched to capture the multidisciplinary literature: MEDLINE (via PubMed) for Biomedical and Epidemiological research on CHD; the Cumulative Index to Nursing and Allied Health Literature (CINAHL) for studies on health behaviour, patient education and community based interventions; Cochrane Library for systematic reviews and evidence syntheses of intervention effectiveness. This mixture of databases is a tried and tested approach in systematic reviews of cardiovascular prevention and public health interventions. Five concepts were identified based on the search terms, which covered the condition, awareness and knowledge, screening and prevention, strategies and interventions, and the UK setting. For every concept, the terms were combined using the Boolean operator OR, and the five concept groups were combined using the Boolean operator AND, in such a way that any record that had any of the five concepts was retrieved. The keywords used are presented in Table 3.1.
[bookmark: _xo5ie7er7zku]Table 3.1: Search Strategy and Key Terms
	Concept
	Search terms (combined with OR within rows, AND between rows)

	Condition
	"coronary heart disease" OR "CHD" OR "cardiovascular disease" OR "CVD" OR "ischaemic heart disease" OR "heart attack" OR "myocardial infarction"

	Awareness / knowledge
	"awareness" OR "knowledge" OR "public understanding" OR "health literacy" OR "perception*"

	Screening / prevention
	"screening" OR "early detection" OR "NHS Health Check" OR "risk assessment" OR "prevention"

	Strategy / intervention
	"campaign*" OR "intervention*" OR "public health strategy" OR "health promotion" OR "outreach"

	Setting
	"United Kingdom" OR "UK" OR "England" OR "Scotland" OR "Wales" OR "Northern Ireland" OR "NHS"


The database-specific search strings, the filters applied and the number of records retrieved from each source are reported in Table 3.2, following the format recommended by PRISMA 2020 (Page et al., 2021).
Table 3.2: Database Search Strings, Filters and Records Retrieved
	#
	Database
	Search strategy
	Filters applied
	Records identified
	Date searched

	1
	MEDLINE (via PubMed)
	("Coronary Disease"[Mesh] OR "Myocardial Infarction"[Mesh] OR "coronary heart disease"[tiab] OR CHD[tiab] OR "cardiovascular disease"[tiab] OR CVD[tiab] OR "ischaemic heart disease"[tiab] OR "heart attack"[tiab]) AND (awareness[tiab] OR knowledge[tiab] OR "public understanding"[tiab] OR "Health Literacy"[Mesh] OR "health literacy"[tiab] OR perception*[tiab]) AND ("Mass Screening"[Mesh] OR screening[tiab] OR "early detection"[tiab] OR "NHS Health Check"[tiab] OR "risk assessment"[tiab] OR prevention[tiab]) AND (campaign*[tiab] OR intervention*[tiab] OR "Health Promotion"[Mesh] OR "public health strategy"[tiab] OR outreach[tiab]) AND ("United Kingdom"[Mesh] OR "United Kingdom"[tiab] OR UK[tiab] OR England[tiab] OR Scotland[tiab] OR Wales[tiab] OR "Northern Ireland"[tiab] OR NHS[tiab])
	English; published 2010–2026; humans
	186
	15 July 2026

	2
	CINAHL (via EBSCOhost)
	S1 (MH "Coronary Disease+") OR (MH "Myocardial Infarction") OR TI ("coronary heart disease" OR CHD OR "cardiovascular disease" OR CVD OR "ischaemic heart disease" OR "heart attack") OR AB ("coronary heart disease" OR CHD OR "cardiovascular disease" OR "heart attack")
S2 (MH "Health Knowledge") OR (MH "Health Literacy") OR TI (awareness OR knowledge OR perception*) OR AB (awareness OR knowledge OR "public understanding" OR perception*)
S3 (MH "Health Screening") OR TI (screening OR "early detection" OR "NHS Health Check" OR "risk assessment" OR prevention) OR AB (screening OR "early detection" OR "NHS Health Check" OR "risk assessment")
S4 (MH "Health Promotion") OR TI (campaign* OR intervention* OR outreach) OR AB (campaign* OR intervention* OR "health promotion" OR outreach)
S5 (MH "United Kingdom+") OR TI ("United Kingdom" OR UK OR England OR Scotland OR Wales OR "Northern Ireland" OR NHS) OR AB (UK OR England OR NHS)
S6 S1 AND S2 AND S3 AND S4 AND S5
	English; published 2010–2026
	143
	18 July 2026

	3
	Cochrane Library
	#1 MeSH descriptor: [Coronary Disease] explode all trees
#2 ("coronary heart disease" OR CHD OR "cardiovascular disease" OR CVD OR "ischaemic heart disease" OR "heart attack" OR "myocardial infarction"):ti,ab,kw
#3 #1 OR #2
#4 (awareness OR knowledge OR "public understanding" OR "health literacy" OR perception*):ti,ab,kw
#5 (screening OR "early detection" OR "NHS Health Check" OR "risk assessment" OR prevention):ti,ab,kw
#6 (campaign* OR intervention* OR "health promotion" OR "public health strategy" OR outreach):ti,ab,kw
#7 ("United Kingdom" OR UK OR England OR Scotland OR Wales OR "Northern Ireland" OR NHS):ti,ab,kw
#8 #3 AND #4 AND #5 AND #6 AND #7
	Custom date range 2010–2026
	41
	20 July 2026

	4
	Other sources
	Hand-searching of organisational websites (e.g. British Heart Foundation, NHS England, Institute of Health Equity, Health Innovation Network) and reference lists of included studies, using the same key terms as Table 3.1
	English; published 2010–2026
	18
	22 July 2026


[bookmark: _hzgbloruv4dd]Total records identified: n = 388 (databases n = 370; other sources n = 18).
[bookmark: _w33nfagrw8nr]3.5 Inclusion and Exclusion Criteria
The inclusion and exclusion criteria were clearly stated at both the title/abstract and final stages of the search, to ensure the review was focused and relevant to the research question. The following criteria were used, and summarised in Table 3.3, to identify only those studies which focused on awareness, screening or prevention strategies for CHD in adults and were targeted towards the UK population for consideration in the review.
[bookmark: _dwyu76pa7jhj]Table 3.3: Inclusion and Exclusion Criteria
	Inclusion criteria
	Exclusion criteria

	Studies conducted in the United Kingdom (England, Scotland, Wales or Northern Ireland)
	Studies conducted entirely outside the UK with no UK-relevant data

	Focus on adult populations (18+) and coronary heart disease or closely related cardiovascular disease
	Studies focused only on paediatric or congenital heart conditions

	Addresses awareness, screening uptake, barriers, or prevention campaigns/strategies
	Studies focused purely on clinical treatment or surgical management, with no prevention/awareness angle

	Peer-reviewed journal articles, government/NHS reports, and systematic reviews
	Opinion pieces, editorials, and non-peer-reviewed blogs or news articles

	Published in English, 2010 to 2026, to reflect the NHS Health Check era (one exception, explained below)
	Published before 2010 or not available in English

	Full text available
	Full text not accessible through institutional or open-access routes


Exception to the date range. Although a 2010 to 2026 date limit was applied to all searches (Table 3.2), one earlier study, Norman and Fitter (1989), was retained as a deliberate exception. It is a UK general practice study that directly examined how people's health beliefs shape their intention to attend a health screening appointment, which maps closely onto the Health Belief Model constructs of perceived susceptibility, perceived benefits and perceived barriers that form the analytical framework of this review (Section 2.4). It was therefore retained as a theoretical anchor for explaining why awareness does not always lead to screening attendance, and it was appraised using the same CASP checklist as the other cross-sectional studies (Table 3.4). Because its data predate the NHS Health Check programme, it is used to interpret belief-based mechanisms rather than as evidence of current levels of uptake, and this is acknowledged as a limitation in Section 5.3.
[bookmark: _727btvjlsv4]3.6 Study Selection Process
The process of selecting studies was completed in four stages: identification, screening, eligibility and inclusion (Page et al., 2021). During the identification phase, all the records found in the database searches were downloaded into a single reference list and duplicates eliminated. In the screening phase, the titles and abstracts were screened with the inclusion/exclusion criteria listed in Table 3.3 and any study that did not address the specific research interest or was clearly irrelevant (e.g., studies from other countries, studies that discussed clinical treatment only) was excluded. Full text articles were retrieved and read in full in the eligibility stage to confirm that articles met all the inclusion criteria, if they did not, the reason for the exclusion, for example, the full text showed that the study was not actually conducted in the UK, was recorded. All studies that met both of these criteria were then subject to quality appraisal (Section 3.8) before being confirmed to be included in final synthesis. The number of records at each stage is reported in the PRISMA 2020 flow diagram in Chapter 4 (Figure 4.1).
[bookmark: _ex45atvjb3py]3.7 Data Extraction
Each included study was documented using a standardised data extraction form, to ensure that similar information was recorded from all studies, allowing for fair comparisons despite very different study designs. The following information was recorded for each study: author(s) and year of publication, geographical context (UK), study design and methodology, sample or population studied, objective(s) addressed by the study, key findings relevant to the awareness aspect, barriers or effectiveness of the campaign, and limitations stated in the study. This information was extracted and used in the presentation of the summary table in Chapter 2 (Table 2.1) and will be used again in the presentation of results in Chapter 4 and their discussion in Chapter 5.
[bookmark: _vo55fjybghh]3.8 Quality Appraisal
Since this review includes a variety of qualitative studies, observational studies and evidence reviews, the Critical Appraisal Skills Programme (CASP) checklists (CASP, 2018) were applied to determine the methodological quality of the studies, as these are the most widely used and recommended appraisal tools for qualitative and mixed-methods health research (Long, French and Brooks, 2020). Interview- and focus-group-based studies were evaluated for the CASP Qualitative Studies Checklist, which considered the clarity of the research aims, appropriateness of methodology, description of recruitment and data collection, and consideration of ethical issues. If a study was of an observational or cross-sectional design, then the CASP checklist corresponding to this type of study was used. All studies were assessed for methodological quality according to the number of CASP criteria they met, being classified as high, moderate or low quality. Studies were not automatically excluded based on their quality, because even a small study can provide useful information to consider, but their contribution to the synthesis was given due consideration as per the ratings and the limitations were explicitly mentioned in Chapter 4 when applicable.
The results of the quality appraisal are summarised in Table 3.4. Studies meeting most of the relevant CASP criteria were rated high quality, those meeting around half moderate quality, and those meeting few criteria low quality.
Table 3.4: CASP Quality Appraisal of Included Studies
	No.
	Author (year)
	Study design
	Appraisal tool
	Criteria met
	Overall quality

	1
	Whitaker et al. (2012)
	Cross-sectional street survey
	CASP Cohort Study checklist (adapted for cross-sectional design)
	8/10
	High

	2
	Sheridan et al. (2010)
	Systematic review
	CASP Systematic Review checklist
	9/10
	High

	3
	Marmot et al. (2020)
	Review report
	Grey literature – no CASP checklist applies
	5/10
	Low

	4
	British Heart Foundation (2026)
	Statistical factsheet
	Grey literature – no CASP checklist applies
	4/10
	Low

	5
	Norman and Fitter (1989)
	Cross-sectional questionnaire study
	CASP Cohort Study checklist (adapted for cross-sectional design)
	7/10
	Moderate

	6
	Taylor and Bell (2025)
	Systematic review
	CASP Systematic Review checklist
	8/10
	High

	7
	Eberhardt et al. (2025)
	Qualitative study with peer researchers
	CASP Qualitative Studies checklist
	10/10
	High

	8
	Patel et al. (2020)
	Cross-sectional study (9.5 million records)
	CASP Cohort Study checklist (adapted for cross-sectional design)
	9/10
	High

	9
	Robson et al. (2021)
	Observational cohort study
	CASP Cohort Study checklist
	11/12
	High

	10
	Brangan et al. (2019)
	Qualitative interview study
	CASP Qualitative Studies checklist
	9/10
	High

	11
	Health Innovation Network (2026)
	Programme evaluation report
	Grey literature – no CASP checklist applies
	5/10
	Low

	12
	Brady et al. (2025)
	Qualitative focus-group study
	CASP Qualitative Studies checklist
	9/10
	High

	13
	Hossain (2026)
	Short communication, community perspectives
	CASP Qualitative Studies checklist
	5/10
	Low

	14
	NHS England (2026)
	Policy framework
	Grey literature – no CASP checklist applies
	5/10
	Low

	15
	Wakefield, Loken and Hornik (2010)
	Narrative review
	CASP Systematic Review checklist (adapted)
	7/10
	Moderate

	16
	Lecouturier et al. (2010)
	Systematic review
	CASP Systematic Review checklist
	9/10
	High



Methodological quality was assessed using the CASP checklist appropriate to each study design or an adapted CASP approach where a standard checklist was not directly applicable. Numerical scores represent an operational scoring approach used for this review and are not official CASP scoring thresholds. Studies meeting ≥80% of applicable criteria were classified as high quality, 60–79% as moderate quality, and <60% as low quality.
[bookmark: _m55oybgi4sqt]3.9 Data Synthesis
Given the qualitative and mixed-methods nature of the evidence included, a narrative synthesis approach was adopted to bring the findings together. This followed the widely used guidance developed for the ESRC Methods Programme, read alongside more recent reporting guidance for syntheses without meta-analysis (Campbell et al., 2020). Narrative synthesis is a process of arranging and synthesising results in a structured, written way, based on shared themes, instead of statistically pooling of numerical results as in a meta-analysis. This was selected because the studies included are all very different in design, ranging from large observational studies involving millions of patient records to small-scale qualitative interview studies and thus numerical pooling is inappropriate. Building on the work of Popay et al. (2016) this review provides an initial description of study characteristics and findings, classifies studies by the four research objectives, looks for relationships within each theme and for consistency (or inconsistency) between studies within each theme, and considers the overall strength of the evidence, taking the quality appraisal results from section 3.8 into account. This synthesis, following the four objectives, is presented in Chapter 4 and discussed in Chapter 5.
3.9.1 Application of the Health Belief Model and Thematic Coding
The Health Belief Model (HBM) was used to explain the results of the adults' involvement in the NHS Health Checks and CHD prevention. The coding process took place in two steps. The results and discussion sections of each of the included studies were coded for common factors and patterns to report on. All similar findings were brought together to create themes. These themes were then grouped into four review objectives and barriers were then broken down into individual, practical, cultural and socioeconomic barriers. Themes were then coded to the respective constructs of HBM.
The HBM constructs were applied for the context of CHD prevention and NHS Health Checks, respectively. Perceived susceptibility was defined as whether or not the adults thought they were at risk of CHD, especially if they felt they were in good health and had no symptoms. Perceived severity referred to perceptions of what may happen if CHD occurs, such as a heart attack, disability, decreased quality of life or early death. Perceived benefits was defined as whether attending the NHS Health Check was seen as worthwhile to identify risk factors and prevent future cardiovascular disease. Practical and personal challenges such as inconvenient appointment times, work commitments, travelling to appointments, uncertainty about accessing or engaging with health services, and mistrust, language barriers and concerns were perceived barriers. Cues to action were NHS Health Check invitation letters, calls to home, and being advised to take part by GP or other health care professionals, public health campaigns and people having an experience of a relative having a cardiac event. Self-efficacy was defined as the confidence people had in their ability to book and attend an NHS Health Check, to understand their findings, and in keeping recommended lifestyle changes.
If the finding referred to more than one HBM construct, it was mapped to all relevant constructs, not just one category. Fears about receiving bad health information could, for example, be coded as perceived severity, as it represented concern about the potential implications of CHD, as well as being coded as perceived barrier, as fear could lead a person to not attend an NHS Health Check. This method enabled the overlap of the health perceptions and the barriers to preventive behaviour to be analysed.
Thematic coding and synthesis was conducted according to Thomas and Harden (2008). This included looking for common findings and summarising the similar codes into themes that described the contents of these codes, which were then related to CHD risk perceptions and the uptake of NHS Health Check using the HBM.
[bookmark: _9qgi1gfc4rh9]3.10 Ethical Considerations	
This study is secondary data analysis research comprised of only previously published, publicly available literature and does not involve direct contact with human participants, therefore NHS Research Ethics Committee or university ethics committee approval for the collection of primary data was not required (Health Research Authority, 2020). There were, however, still aspects of the ethical care that were observed. For example, all sources have been properly and correctly referenced according to the conventions of Harvard referencing to credit the original authors and avoid misrepresenting their findings from sources used. Results from individual studies have been reported accurately, not selectively, and including any limitations and conflicting findings. Special attention was given to the summarising of results for minority ethnic and socioeconomically deprived communities to ensure that the experiences of these communities were portrayed accurately and respectfully not generalisations. In the case of studies that addressed sensitive topics (e.g., participants' concern of receiving a serious diagnosis) the findings were presented at a general, thematic level, rather than being used to recreate specific accounts of individuals. This is in line with the thematic-level approach to reporting sensitive qualitative findings recommended in narrative synthesis guidance (Popay et al., 2006).
[bookmark: _g7iq0q6t04y6]3.11 Limitations of the Methodology
[bookmark: _u4dgk8joj5df]It is important to recognise that there are some limitations to this methodology. Firstly, limiting the search to articles published in the English language in three databases might have excluded some relevant evidence based on studies conducted in the United Kingdom, especially in local NHS reports, grey literature or sources indexed only in databases such as Google Scholar or NHS Evidence that were not part of the search strategy. Second, because this is a qualitative systematic review, and not a meta-analysis, it is not possible to combine the results across studies statistically to provide, for example, an overall quantitative estimate of the number of percentage points that a particular campaign contributes to an increase in screening uptake; the synthesis instead provides a structured narrative picture of the patterns across studies. Third, the quality and depth of reporting differs among studies included, and some of the older or smaller studies may not report enough methodological information to be evaluated thoroughly and confidently according to the CASP checklists. Thirdly, like all one-researcher reviews, there is a possibility that the researcher's subjectivity might shape the selection of which studies to include or exclude and the organisation into themes; this possibility was minimised to the greatest possible extent by transparently and consistently applying the pre-defined criteria for inclusion and exclusion (Table 3.3) throughout the review process.
[bookmark: _q3syzttcnzch]3.12 Chapter Summary
This chapter has set out and justified the interpretivist, qualitative systematic review approach used to answer this dissertation's research question. It has outlined a systematic search methodology in three databases, inclusion and exclusion criteria, used a PRISMA study selection process, applied CASP quality appraisal and followed the approach of narrative synthesis.












[bookmark: _75xv8j2az0e8]CHAPTER 4: DATA ANALYSIS AND RESULTS
[bookmark: _rtvyx0d4p90g]4.1 Introduction
The findings from the systematic literature search to address the research question – What are the most effective public health interventions in the United Kingdom to increase awareness, encourage early screening and prevent premature deaths from coronary heart disease (CHD) – are presented in this chapter. The chapter is organised around the four research objectives outlined in Chapter 1: (1) public awareness and understanding of risk factors and symptoms for CHD; (2) issues that hinder uptake of early screening and preventive health check-ups; (3) the success and effectiveness of current CHD prevention campaigns in the NHS and community; and (4) evidence-based interventions that could increase awareness and early screening uptake.
The results are organised thematically in Section 4.2, based on the review goals. The findings are presented in an objective and objective manner without interpretation. The results are integrated into an explanatory framework, the Health Belief Model (HBM), in Chapter 5, based on the assumption that the model can explain why public knowledge does not always lead to the appropriate attendance at screening and preventive behaviour.
The selection process shown in Figure 4.1 resulted in 16 studies being included in the review. Their characteristics are summarised in Table 4.1, and Table 4.2 shows which studies contributed to each research objective and the Health Belief Model constructs they relate to.
Figure 4.1 presents the study selection process for this systematic review. A total of 388 records were identified, including 370 records from database searches and 18 records from other sources. Following duplicate removal, title and abstract screening, full-text assessment and application of the eligibility criteria, 16 studies were included in the final review.
[image: PRISMA 2020 flow diagram of the study selection process]
[bookmark: _fm7vc0kovneb]Figure 4.1: PRISMA 2020 Flow Diagram of the Study Selection Process (adapted from Page et al., 2021)
Table 4.1: Characteristics of Included Studies
	No.
	Author (year)
	Design
	Setting / population
	Objectives
	Key findings

	1
	Whitaker et al. (2012)
	Cross-sectional street survey
	Members of the public, Birmingham
	1
	Chest pain widely recognised; other symptoms and the need to call an ambulance poorly known, especially among older people and manual workers.

	2
	Sheridan et al. (2010)
	Systematic review
	Adults given global coronary risk information (international)
	1
	Numeric, absolute risk information improved the accuracy of perceived risk and sometimes the intention to act.

	3
	Marmot et al. (2020)
	Review report
	England
	1, 2
	Deprivation linked to greater risk exposure, lower health literacy, poorer access and lower trust.

	4
	British Heart Foundation (2026)
	Statistical factsheet
	England
	1
	Differences in cardiovascular risk and awareness by ethnic group.

	5
	Norman and Fitter (1989)
	Cross-sectional questionnaire study
	UK general practice
	2
	Perceived efficacy of screening, health worry and susceptibility predicted intention to attend better than general health beliefs.

	6
	Taylor and Bell (2025)
	Systematic review
	Ethnic minority groups, UK
	2
	Perceived susceptibility and barriers, shaped by culture and family context, explained health check uptake.

	7
	Eberhardt et al. (2025)
	Qualitative study with peer researchers
	Deprived communities, North East England
	2, 3
	Fatalism, fear, mistrust, transport and appointment times reduced attendance; trusted community messengers helped engagement.

	8
	Patel et al. (2020)
	Cross-sectional study, 9.5 million records
	Primary care, England
	2, 3
	52.6% national uptake, ranging from 25.1% to 84.7% between local authorities.

	9
	Robson et al. (2021)
	Observational cohort study
	GP practices, England, 2009–2017
	2, 3
	16.9% attendance in the later period; attendees more often newly diagnosed with hypertension, diabetes and CKD; reach varied by ethnicity.

	10
	Brangan et al. (2019)
	Qualitative interview study
	Deprived and minority ethnic groups, Bristol
	2, 3
	Telephone outreach improved understanding of the check and led to immediate booking.

	11
	Health Innovation Network (2026)
	Programme evaluation report
	South East London
	2, 3
	Community-based, co-produced services (e.g. mobile CVD bus, community heart hub) increased engagement.

	12
	Brady et al. (2025)
	Qualitative focus-group study
	Ethnic minority and underserved groups, Middlesbrough
	2, 3
	Trust and convenience mattered more than information; community-based delivery preferred over clinics.

	13
	Hossain (2026)
	Short communication
	Super-diverse population, Birmingham
	2
	Lower health check engagement among men, especially Arab and White British men.

	14
	NHS England (2026)
	Policy framework
	England
	3
	CVD Modern Service Framework favours proactive risk identification and primary–community care integration.

	15
	Wakefield, Loken and Hornik (2010)
	Narrative review
	Mass media health campaigns (international)
	3
	Campaign effects depend on repetition, duration, funding, clarity and service availability.

	16
	Lecouturier et al. (2010)
	Systematic review
	Stroke symptom campaigns
	3
	Campaigns can improve symptom recognition, depending on design and service support.



Table 4.2: Summary of Evidence by Research Objective
	Objective
	Contributing studies
	Summary of evidence
	Main HBM constructs

	1. Public awareness of CHD risk factors and symptoms
	Whitaker et al. (2012); Sheridan et al. (2010); Marmot et al. (2020); BHF (2026)
	Chest pain is well recognised but atypical symptoms and several risk factors are not; awareness is lowest in some higher-risk groups; personalised risk information calibrates perceived risk.
	Perceived susceptibility; perceived severity

	2. Barriers to early screening and health checks
	Norman and Fitter (1989); Taylor and Bell (2025); Eberhardt et al. (2025); Patel et al. (2020); Robson et al. (2021); Brangan et al. (2019); Brady et al. (2025); Hossain (2026); Marmot et al. (2020)
	Barriers act at four overlapping levels: psychological (low susceptibility, fear, fatalism), practical (appointments, work, travel), cultural and trust-related (language, mistrust, gender, ethnicity) and socioeconomic.
	Perceived barriers; perceived benefits; perceived susceptibility

	3. Effectiveness of NHS and community-based campaigns
	Patel et al. (2020); Robson et al. (2021); NHS England (2026); Brangan et al. (2019); Brady et al. (2025); Health Innovation Network (2026); Wakefield, Loken and Hornik (2010); Lecouturier et al. (2010)
	The NHS Health Check detects undiagnosed risk when attended, but uptake is low and uneven (16.9%–52.6%; 25.1%–84.7% by area). Telephone and community outreach are promising; mass media raises short-term awareness with limited evidence of sustained behaviour change.
	Cues to action; self-efficacy

	4. Evidence-based strategies to improve awareness and uptake
	Brangan et al. (2019); Brady et al. (2025); Eberhardt et al. (2025); Health Innovation Network (2026)
	No single intervention is sufficient; the strongest evidence supports combining culturally tailored messaging, flexible access and trusted community engagement.
	All constructs



[bookmark: _5s7g7730a4qo]4.2 Results of the Systematic Review
[bookmark: _9q5wdhxcpcbr]4.2.1 Objective 1: Public Awareness and Understanding of CHD Risk Factors and Symptoms
Recognition of symptoms
There was a wide range of awareness of CHD symptoms, as reported in the studies reviewed, with the most common symptom reported in every study being chest pain (Whitaker et al., 2012). This "textbook" presentation was named more frequently than any other, more frequently than pain that radiates to the arm, shoulder or jaw. The less classical symptoms breathlessness, sweating, nausea and fatigue were much less understood (Whitaker et al., 2012). In this way, public knowledge of angina is focused around a "media ideal" of sudden, crushing chest pain, the milder symptom pattern found in women and the elderly is less well known. If the symptoms of a person don't fit into this dominant script, he or she may not recognize them as cardiac or might put off the decision to seek help.
Knowledge of risk factors
There was also a similar lack of awareness regarding CHD risk factors. Modifiable risk factors that are well known and targeted in sustained public health campaigns, such as smoking and physical inactivity (to a lesser degree) were the most widely recognised in Australian data (Whitaker et al., 2012). The knowledge of other cardiovascular risk factors, including hypertension, high cholesterol, obesity and diabetes, was far more variable; and the participants did not always understand the biological pathways through which these risk factors are associated with CHD. The same was true for the awareness of non-modifiable risk factors, such as family history and age of diagnosis. There is some evidence that individuals assess their personal risk level greater on modifiable behaviours than on certain non-modifiable characteristics they can't change (Sheridan et al., 2010). This is an unconsolidated and disorganized knowledge base, which means that many people are not adequately informed to make accurate assessments of their own vulnerability.
Demographic differences
There are indications in the literature of significant age, socio-economic status, occupation, deprivation and - where examined - ethnicity differences in awareness. People with a personal or family history of coronary disease and older people members seemed to be more aware of the symptoms and risk factors than younger people or people with no personal or family history of coronary disease. But a worrying trend is that at objective high cardiovascular risk groups, for example manual jobs, or areas of greater deprivation, there is not a corresponding increase in awareness of the risk (Marmot et al., 2020). This disparity between exposure and awareness is important to note: it indicates that mass health information campaigns might not be reaching exactly the right audience to benefit from early detection. There is also ethnic inequality in awareness with evidence indicating that South Asian sub-populations (BHF, 2026c) may be at different cardiovascular risk and may be aware of their risk differently.
Risk perception and action
The strongest evidence on communicating individual-level cardiovascular risk suggests that presenting a numeric, absolute risk score is more effective at calibrating a person's perceived risk and, in some cases, at prompting intention to act than general awareness-raising alone (Sheridan et al., 2010). In other words, personalised, objective risk information appears to do more than generic knowledge. This aligns with Whitaker et al.'s (2012) argument that public understanding of CHD tends to be superficial and impersonal, which may explain why many people who can correctly identify chest pain as a heart attack symptom still don't see themselves as being at risk. Taken together, the findings for Objective 1 point to a persistent knowledge–behaviour gap one that isn't resolved simply by supplying more information.
[bookmark: _2wohcrwmceer]4.2.2 Objective 2: Barriers to Early Screening and Preventive Health Checks
The literature review shows a variety of cross-over barriers to CHD screening that can be grouped into four categories: individual and psychological; practical and access-related; cultural and communication-related; and socioeconomic. Individual/Psychological Barriers
A. Individual and Psychological Barriers
One of the most frequently observed barriers mentioned in the literature is low perceived susceptibility: people who do not perceive themselves to be at risk for a health condition do not see a reason to seek out preventive health checks, unless they are already affected by a health issue (Norman and Fitter, 1989). This feeling of wellness can counterbalance the notion of an elusive cardiovascular risk factor, though it is not a true risk factor. Additionally, people are not always willing to be told of bad news, and some want to address their health without medical assistance, and have other priorities.
Norman and Fitter (1989) demonstrate that general health beliefs are not as good a predictor of an intention to attend a screening appointment, while more specific constructs such as the perceived efficacy of the screening itself, some degree of worry about one's health, and perceived susceptibility are all more powerful as predictors. Therefore, the overall positive health beliefs (OHB) correlate to attendance, but only to specific beliefs, such as fear of getting ill and beliefs about the instrumental utility of attendance at screening.
Taylor and Bell (2025) used the HBM specifically for cardiovascular screening uptake in the UK-SA community, with perceived susceptibility and barriers formed and utilized as two important explanatory constructs, while also examining the role of culture and family context in these. In deprived communities in the North East England, the psychological barriers found by Eberhardt et al. (2025), including fatalism, a lack of perceived control over health outcomes and, in some instances, distrust of preventive services, add to the practical barriers that already exist for residents of service poor areas.
This fear association needs to be explored. Being frightened of being informed of a cardiac condition may be a barrier to having someone screened, even if they would want to get screened as their family member recently had a cardiac event, while the other way round might be true: a family member's recent cardiac event may be a wake-up call to start seeking reassurance by getting screened. The literature does not support a simple link between fear and its impact on screening behaviour; it is found to be deterrent in one way and not in another, depending on the manner in which fear is experienced.

B. Practical and Access-Related Barriers

Evidence suggests that the likelihood of not attending screening is associated with practical and structural barriers, as is much of the literature. Often cited barriers are appointment availability and problems with appointments, work commitments and time restrictions, particularly for those with inflexible jobs. They are exacerbated by travel and transport to services, which may not be conveniently located (Eberhardt et al., 2025; Hossain, 2026).
There is also quantitative evidence that there is a significant differences in the uptake of NHS Health Checks between local authorities in England, from 25.1% to 84.7% (Patel et al., 2020; Robson et al., 2021). The wide range reflects the fact that the accessibility and promotion of the NHS Health Check programme at a national level is very different in each locality and that the variation in uptake cannot be attributed solely to individual-level factors; the local implementation of the programme is very important. Low overall attendance levels—with 16.9% reported by Robson et al. (2021) in the latter study period result in a lack of eligible population attending in large numbers.
There is evidence that, despite practical obstacles, outreach interventions are not impossible. Brangan et al. (2019) reported that telephone outreach is a successful method to promote participation in screening and Health Check services, suggesting that certain direct, personal contact may be sufficient to overcome some of the practical and motivational barriers that passive invitation letters can't overcome. A recent report on projects tackling cardiovascular disease health inequality in South East London also points to this – in that it explains that services based in the communities they support and co-produced with communities are more effective at increasing engagement than more standardised approaches to service provision are at central locations (Health Innovation Network, 2026).
All together, the results suggest that in itself a commissioned service is not effective if it is not well or unevenly delivered in various localities and population groups. Accessibility to need should not be considered as an incident to effectiveness.
C. Cultural, Trust and Communication Barriers
Language, health literacy and trust and cultural appropriateness of communication are other areas of barriers. Language barriers and health literacy gaps related to invitation letters and health screening overall, and mistrust based on past experience or linkage to outside social forces can also contribute to not being engaged, particularly if the message is culturally inappropriate.
While reaching out to people to offer screening opportunities, Robson et al. (2021) found that this approach may not be equally effective across diverse ethnic subgroups. Brady et al. (2025) examined screening preference for community-based versus clinic-based services, and found that many individuals prefer to have services offered in familiar settings over traditional clinical settings because of the belief that services provided in a familiar local setting are more accessible. Eberhardt et al. (2025) identified trust as one of the key pre-requisites for uptake of screening in deprived and marginalised communities, and community messengers – individuals or organisations already present within a community – are effective at reaching populations in preventive services.
A similar pattern was seen in Hossain's (2026) study of gendered patterns of NHS Health Check engagement in the city; with significantly lower NHSHC engagement amongst men compared to women, particularly amongst Arab and White British men. Some explanations are: Work-related time constraints that limit men's ability to make appointments; and lower perceptions of the need for preventive health care among men who do not consider themselves to be at risk for preventive health care than among women. These results show that gender is not only a peripheral but also an axis of inequality which is connected to occupation, ethnic group and broader health behavior.
The evidence base for ethnic differences in awareness, access and trust in cardiology and cardiovascular disease risk and inequality is also chronic and constant, as reported by BHF (2026c).
D. Socioeconomic Inequalities
In the ten-year update to the Marmot Review of health equity in England, Marmot et al. (2020) give a structural description of the progress of cardiovascular disease prevention in the context of socioeconomic deprivation. Deprivation is correlated with not only increased underlying exposure to critical risk factors (e.g., smoking, poor diet, physical inactivity) but also with reduced health literacy, less access to services, less time to attend appointments, less trust in the institutions and less capacity to act on health advice when understood and accepted. This evidence should be seen critically, rather than solely as a normative ‘behavioural deficit’ of deprived individuals: the Marmot Review sees the causal link between living and working conditions and health behaviour as a structural relationship that goes beyond individual choice, if it is not more likely to be determined by it.
[bookmark: _1b807wi8zy62]4.2.3 Objective 3: Effectiveness of Existing NHS and Community-Based Prevention Campaigns
A. NHS Health Check Programme
In England, the NHS Health Check programme is the primary population-level screening approach for cardiovascular risk, and evidence reviewed in this paper points to a preventive opportunity that is compromised by inconsistent uptake and reach. As noted above, Patel et al. (2020) demonstrate considerable local-authority-level variation in uptake (25.1% to 84.7%), sufficient to conclude that geography and local implementation practice, rather than the design features of the programme, account for much of the observed variation. This local-authority variation is illustrated in Figure 2.2.
Robson et al. (2021) provide additional proof that, where individuals do present, the Health Check is able to highlight previously undiagnosed conditions directly pertinent to cardiovascular risk, including hypertension, type 2 diabetes, and chronic kidney disease. This shows that the clinical value of the check, once accessed, is real. Nevertheless, this potential is only achieved for those who attend, as Robson et al. (2021), along with the geographical variation reported by Patel et al. (2020), highlight that population-level effect is far from its theoretical potential. This distinction between efficacy—the extent to which an intervention produces a beneficial result under ideal conditions—and effectiveness at the population level—the aggregate effects of normative uptake—is key to a meaningful review of the programme.
NHS England (2026) indicates a policy direction towards stronger cardiovascular prevention via the Cardiovascular Disease Modern Service Framework, which is more proactive in terms of risk identification and closer integration between primary care and community-based services. This policy direction shares many similarities with the evidence review patterns outlined above, and by implication that both clinical design and delivery and uptake are important if we are to reach population level improvements.
B. Outreach and Community-Based Innovations
There is some promising innovation in outreach/community that can help address the access and logistical challenges discussed in Section 4.2.2. Brangan et al. (2019) demonstrates that telephone outreach is effective at getting people to engage, and even the most basic forms of direct outreach such as passive invitation are effective. Brady et al. (2025) found that the delivery of community-based programs had higher perceived accessibility than clinic-based delivery. The Health Innovation Network (2026) South East London provides an important account of place-based innovations such as a mobile cardiovascular disease bus in Lambeth, lifestyle medicine in North Lewisham and community heart hub in Stockwell, all of which offer different approaches to the localisation of risk assessment to places where people are already sitting.
Together, the innovations for outreach and community-based approaches appear to deliver more meaningful improvements in accessibility, convenience, and trust for these populations that are not currently being offered through provision. Despite the good intentions, however, the evidence is not easily reconciled with the ability to wholeheartedly accept these interventions as panaceas; marginalisation, cultural adaptation, sustainability were only superficially dealt with.
C. Mass Media and Public Awareness Campaigns
After conducting a comprehensive survey of mass media health campaigns, Wakefield et al. (2010) came up with evidence in support of the idea that mass media can be effective in generating health awareness, but that effectiveness depends on factors such as repetition of the message and length of the campaign, target population, funding, and clarity. Applying stroke symptom-awareness campaigns to CHD, Lecouturier et al (2010) noted similarities: awareness campaigns may change recognition of symptoms, but this is not guaranteed with awareness campaigns unless the design and supporting intervention is right.
A consistent theme in this chapter is that even if awareness is raised, if it is perceived to be difficult to access appropriate services then a campaign designed to raise awareness in the target population may lead to avoidance of behaviour rather than prevention: if a person views accessing an appropriate service as difficult, a health intervention that encourages them to take up screening may cause them to avoid.
More critically, the evidence is not strong enough to conclude that mass media campaigns always lead to lasting behavioural change; rather, the evidence suggests that while screening intentions can increase and under ideal circumstances, screening behaviour, the potential for sustaining behaviour change after a mass media campaign remains partially unproven.
[bookmark: _h8725bljx647]4.3 Chapter Summary
This chapter has provided information from a systematic review of public awareness about CHD and the link to screening behaviour within the United Kingdom. There are indications that CHD awareness is inadequate and inconsistent, focussed on a stereotypical pattern of chest pain symptoms, and fails to have a good demographic and socioeconomic adherence, with some high risk groups having relatively poorer awareness due to the background exposure level to CHD. Multiple intersecting individual, practical, social and structural barriers affect screening attendance and are exemplified in the intersected gender, ethnic and socioeconomic patterns identified by Hossain (2026) in Marmot et al's (2020) broader structural account of health inequality.
The NHS Health Check programme has a great deal of potential as a preventative service, as results have revealed people attending who were previously undiagnosed with hypertension, diabetes and kidney disease, but uptake has been low (16.9% to 52.6%) and varies significantly by geography (25.1% to 84.7%). Telephone outreach and community-based interventions are promising strategies for addressing some of the practice and trust issues identified in this review. While mass-media awareness campaigns can be effective in the immediate public knowledge of the dangers of radon, the only expectation can be that they will bring about lasting behavioural change if the screening services are made easily and reliably obtainable by the public and convenient to use.
CHAPTER 5: DISCUSSION
[bookmark: _890x9jgyu5om]5.1 Introduction
This chapter exegeses the results described in Chapter 4. The results of the above are explored in a Health Behaviour Theory perspective in Section 5.2, specifically the Health Belief Model (HBM). HBM is not just a descriptive term, but is being applied as an explanatory model for why there is not a consistent link between people's knowledge of CHD and attendance to screening and preventive behaviour.
Several conceptual differences permeate the chapter and are key to grasping the evidence properly. Awareness and knowledge are different; awareness is a general recognition of the risk of CHD, knowledge is an understanding of symptoms, risk factors and protective behaviours. Intention and behaviour are also separated with regard to attendance at screening; affirmation of a desire to attend screening does not equate to actual attendance. Availability of screening is distinct from uptake because although a service may be commissioned and technically available, people may not access a service. Lastly, the effectiveness of the policy as designed is different from that as delivered – a policy can be well designed at a macro level, but when it is implemented on the ground, its results can be different or even go against its intentions. These differences are repeated throughout the chapter and are used as the basis for the critical rather than descriptive tone of this book.
[bookmark: _nb3mezapjm3x]5.2 Discussion of Findings by Health Belief Model Construct
The results of the Health Belief Model constructs are presented in the following. The findings of the constructs of the Health Belief Model are discussed below (5.2).
[bookmark: _8qwncwrx38ic]5.2.1 Perceived Susceptibility
The evidence identifies perceived susceptibility (one's own sense of risk) as a major explanatory construct. Those without symptoms, aged relatively young, physically active or simply not aware of risk factors they may have like hypertension or hyperlipidaemia do not perceive themselves as being at any meaningful risk of CHD (Sheridan et al., 2010). This low susceptibility is like a wall that is almost impenetrable to attendance at screening: if an individual doesn't believe they are at risk he or she does not necessarily see the point of going to a test that is specifically intended to identify that susceptibility. BHF (2026c) also suggests links between perceived susceptibility and demographics and ethnicity, meaning that not everyone is at the same risk and that there are many higher-risk groups who underestimate their risk.
The evidence from Objective 1 that reviewed on personalised risk communication is relevant here: When CHD is presented as a generalised abstract, distant threat, personalised risk communication that presents individuals with their own quantified coronary risk score seems to increase perceived susceptibility and thus intention to take preventive action (Sheridan et al., 2010). This provides a sound theoretical justification for shifting from general to individualised risk communication to overcome the low perceived susceptibility that is believed to contribute a large proportion of low screening uptake found in this review.
[bookmark: _87rrqi611d78]5.2.2 Perceived Severity
Public understanding of how serious untreated CHD can be — heart attack, disability, premature death — is reasonably widespread, but its behavioural implications are not straightforward; greater awareness of severity does not automatically translate into greater engagement with cardiovascular prevention. As discussed in Section 4.2.2, fear of a cardiac diagnosis appears to cut both ways: for some it discourages screening through an avoidant response, while for others, particularly following a cardiac event in the family, awareness of how serious CHD can be prompts more proactive engagement with preventive services.
This chapter therefore does not treat fear-based messaging as a straightforward lever for increasing screening. Such an assumption risks conflating awareness of severity with an adaptive behavioural response, when the evidence instead points to a conditional rather than linear relationship between perceived severity and behaviour.
[bookmark: _2ppt5p9gw4f]5.2.3 Perceived Benefits
An important but under-researched predictor of screening behaviour emerging from the evidence is perceived benefits, defined as an individual's belief that a specific preventive action will have a meaningful impact on reducing their risk for illness. The belief that attending screening will actually provide useful information or benefit (perceived efficacy of screening) is a better predictor of intention to attend than more general beliefs are (Norman and Fitter, 1989). This is in line with the broader body of evidence: individuals who don't believe that a Health Check will detect anything meaningful, or who are not aware that conditions like hypertension, diabetes and raised cholesterol can be identified and managed through a Health Check, may have little motivation to attend, even if the service is readily available (Robson et al., 2021).
This has implications for the communication of the NHS Health Check and similar preventive services. Messages promoting the check may be general statements about cardiovascular health but do not provide a specific, personal reason to go to a check, and people who are not already well informed about the value of the check may reasonably assume that it is not relevant to them. Therefore, enhancing the public's awareness of both the type of conditions the check can detect and what can be done about them is a theoretically informed approach that may enhance perceived benefits, and thus screening intention.
[bookmark: _h3l3n0a5lntj]5.2.4 Perceived Barriers
Of all the HBM constructs considered here, perceived barriers arguably carry the greatest explanatory weight across the evidence base, encompassing psychological, practical, cultural, socioeconomic, geographical, gender-related, and ethnicity-related factors. Taylor and Bell (2025) apply the HBM specifically to barriers faced by UK South Asian populations; Marmot et al. (2020) identify barriers rooted in socioeconomic disadvantage; and Hossain (2026) add a gendered dimension, showing that men and women encounter markedly different barriers, with further variation between ethnic groups within a super-diverse urban population.
These findings support one of this chapter's central arguments: interventions that address only awareness or knowledge of CHD — mass media campaigns, for example — tend to have limited effect while structural and psychological barriers to screening remain unaddressed. Unless a person is free from restrictive working hours, has services within reasonable reach, trusts the institutions involved, and receives communication in a language and cultural register that works for them, greater awareness generated by a media campaign is unlikely to convert into screening attendance. This mirrors the conclusion reached under Objective 3, that mass media campaigns can build awareness but have only partial evidence behind their ability to sustain behaviour change (Section 4.2.3).

[bookmark: _uvwx9l7y7zss]5.2.5 Cues to Action
Outreach and community-based interventions are rife with cues to action, or the triggers that actually prompt a person to engage in a health behaviour. The NHS recruitment letter is a formal but low-attention cue, and is seen to have limited effect on uptake, similar to the wide variation in reported uptake rates found by Patel et al. (2020). In contrast, direct human interactions, such as by phone (Brangan et al., 2019) or by community providers and trusted intermediaries, seem to be much more effective cues than passive written communication alone (Eberhardt et al., 2025; Health Innovation Network, 2026).
This indicates that the type of cue and its personal context are important: the "least intrusive" cue is a letter sent to an eligible person, as compared to a personal phone call or an ad hoc conversation, such as in an unrelated primary care appointment (Dalton et al., 2011). There is potential for family and peer influence and for sustained, well targeted, media campaigns where the evidence supports them, as complementary cues, and there is evidence that personal contact, and community-based engagement, contribute disproportionately to variation in screening behaviour in reality.
[bookmark: _t0kds7d2sy58]5.2.6 Self-Efficacy
While not as well studied as the other factors, the construct of self-efficacy, or self-confidence in one's ability to engage in a health behaviour is also present in the reviewed evidence. The practical challenge of making an appointment, not knowing how to act on screening results, and the lack of self-efficacy to maintain lifestyle changes following a Health Check can all have a negative impact on self-efficacy, even if someone knew about the screening or was motivated to participate.
The evidence suggests that self-efficacy is enhanced when there is practical, easily accessible support, when the communication is easy to follow and clear, and when follow-up services are easily accessible. A person who books an appointment and who knows what their test results mean and what they have to do next is much more likely to continue to engage in preventive behaviour than another person who books an appointment and who is not clear about the meaning of their results and what they should do next, even if the two were equally motivated and knowledgeable before the appointment.
[bookmark: _x6reris1gjyd]5.2.7 Intersectionality and Health Inequalities
Gender, ethnicity, socioeconomic status, occupation, age and geography are not additive factors influencing CHD awareness and screening behaviour, but are interacting in a way that create distinct patterns of risk and protection that can only be understood when looking at the various factors together. Hossain (2026) are a good example of this as they have also found that there is low uptake of the Health Check among Arab and White British men, indicating that gender-related beliefs are important, compounded by culturally shaped patterns of trust/confidence and occupational or socioeconomic circumstances.
Marmot et al. (2020) provide a structural explanation for these overlapping inequalities, and demonstrate that deprivation is as much a product of ethnicity, gender and geography as it is a barrier to them. The fact that this evidence, combined with that from NHS England (2026) and from BHF (2026c) regarding ethnicity-specific cardiovascular risk, indicates that it would be better to treat the target population as not necessarily uniform: doing so will not reduce the disparities of the population without narrowing down to specific groups whose barriers it does address, which will leave others behind.
[bookmark: _ovngtvwh40ca]5.2.8 Explaining the Awareness–Behaviour Gap
An important objective of this chapter is to provide a rationale for the non-reliability of awareness to promote screening uptake or preventive behaviour. A sequence of events was identified from the evidence reviewed across Objectives 1–3: knowledge, risk perception, perceived benefits and barriers, cue to action, self-efficacy and behaviour (screening attendance).
Failure to form the link anywhere along this pathway will make it impossible for awareness to lead to action. Having a lot of knowledge about CHD risk factors (Section 4.2.1) does not mean a person feels vulnerable, especially without personalised risk communication (Section 5.2.1; Sheridan et al., 2010). Where the susceptibility is correctly perceived, the perceived benefits of screening may be found to be too small, or the barriers to screening may be greater than the perceived benefits (Sections 5.2.3–5.2.4; Norman and Fitter, 1989). However, where susceptibility, benefits, and barriers are aligned fairly well to create an intention, a passive invitation letter, as compared to personal contact, may be an inadequate cue to trigger that intention to become action (Section 5.2.5; Brangan et al., 2019). Even when an intention is clear, it may not lead to attendance (Section 5.2.6) if self-efficacy is weak, appointments are difficult to schedule or outcomes are not easy to understand.
This analysis endorse the larger argument of the need for knowledge but not its sufficiency for behaviour change. Some public health messages that rely on awareness promotion to improve uptake of screening for CHD are based on this assumption, but the evidence in this chapter does not support it. Rather, interventions that target multiple constructs are needed: increased personal risk perception; clearly communicated tangible benefits; decreased practical and structural barriers; strong and personal cues to action; and increased self-efficacy through practical support and clear communication.
This could have relevance to multiple practices. As well as the clinical protocol, the way the Health Check programme communicates with and follows patients is just as important and should be considered a component of the NHS service design. Awareness campaigns are not likely to be effective for public health communication unless accompanied by commensurate efforts to increase access and availability of services. There is a definite need for trusted community messengers, especially for community groups who report low trust in mainstream healthcare institutions, for community engagement. Digital health tools can be a tool to support self-efficacy and follow-up, but with care taken to not exacerbate digital exclusion. The provision of a screening area should be considered a design priority, not something added on as an afterthought, due to geographic or practical considerations. The NHS England (2026) Cardiovascular Disease Modern Service Framework will maintain good local implementation practice, and the uptake of the framework reported by Patel et al. (2020) suggests that this will be critical to ensure as the policy is implemented.
[bookmark: _x6afy5exp3ci]5.2.9 Implications for Public Health Practice and Policy
The above findings indicate that there is no single intervention that can be effective by itself, and that using several complementary interventions together is a more theoretically coherent approach than any single intervention alone. The evidence supports:
•	Targeted public awareness that moves beyond generic messaging toward communication tailored to specific population groups
•	Personalised cardiovascular risk communication through quantified individual risk information (Sheridan et al., 2010)
•	More convenient screening provision, informed by the contextual and local implementation factors shown to affect uptake (Patel et al., 2020)
•	Telephone and digital outreach, given the evidence that proactive contact outperforms passive contact (Brangan et al., 2019)
•	Community-based delivery, reflecting a preference for co-designed services in non-clinical settings where trust matters most (Brady et al., 2025)
•	Closer integration of awareness campaigns with accessible services, since making people aware of a preventive opportunity they then cannot access risks frustrating rather than sustaining engagement (Wakefield et al., 2010)
This evidence is not experimental proof that these recommendations will actually reduce the gaps that were found between CHD awareness and preventive screening behaviour, but it is indicative that, used individually and together, these strategies may do so. Overall the results endorse the view that these strategies should be considered as a package rather than singly, and broadly align with the policy advice laid out by NHS England (2026). The strengths and limitations of the Review are presented as follows.
[bookmark: _m3gpqz8mgf19]5.3 Strengths and Limitations of the Review
[bookmark: _zalk1qz64iir]Strengths
This review has several methodological strengths which should lead to a degree of confidence in the results of the review. The search and selection process was carried out following a systematic and transparent method, based on the PRISMA 2020 guidelines (Page et al., 2021), that enables the process to be reproduced. Three established databases (MEDLINE (via PubMed), CINAHL and the Cochrane Library) were systematically searched, which minimises risk of missing relevant evidence if searching only one database was undertaken. The quality of the studies was measured with CASP checklists (Critical Appraisal Skills Programme, 2018) thus included evidence was evaluated and not accepted uncritically. The research question is not a purely biomedical one, and the review intentionally used both qualitative and observational evidence, such as review-level sources, because this would not be adequately represented by a hierarchy of evidence based on a limited set of experimental designs. A strong focus on the UK was maintained throughout, increasing the relevance of findings to UK public health strategy more specifically. Applying the Health Belief Model provided a common theoretical framework to interpret the review's often conflicting findings, and Popay et al.'s (2006) narrative synthesis approach was relevant, as the evidence varied in study design, population, and outcome measures.
[bookmark: _c8aqsaoce79f]Limitations
A few caveats also need to be noted. It is possible that the search only included evidence in English and did not pull in the relevant evidence on specific minority ethnic groups. Search may also not have covered UK grey literature, including local authority or third sector reports not covered in the academic literature. The risk of subjectivity in the selection, appraisal, and synthesis of the review was reduced, but not eliminated, by independent cross-checking, given that the review was conducted by one researcher. Due to the diversity of the study designs, meta-analysis was not possible and this is a narrative review. Included studies were of different quality and some included, such as those that focused on deprived communities in North East England (Eberhardt et al., 2025), were geographically limited, which makes it difficult to know how many others would generalise to other parts of the UK. There is limited direct evidence that could be used to make conclusions about the relative value of different outreach methods. However, publication and database-search bias is not completely excluded because there are differences between the populations studied and the general adult population in the UK.
In addition, one included study (Norman and Fitter, 1989) falls outside the 2010 to 2026 date range. It was retained for its direct relevance to the Health Belief Model (Section 3.5), but its data predate the NHS Health Check programme and the current UK screening context, so its findings are used to interpret mechanisms rather than to describe present-day uptake.
None of these restrictions detracts from the overall findings reflected in this chapter which are consistent across a variety of sources and types of evidence. However, the conclusions of this review must not be interpreted as representative of any particular UK population or region; they are more likely to be representative of patterns of the available evidence than as generalisations about the UK adult population as a whole.
[bookmark: _mqwtszpngv4e]5.4 Chapter Summary
The Health Belief Model provides an analytically useful and supported explanation for the awareness – behaviour gap discussed in this chapter, suggesting that interventions should focus on multiple constructs of the HBM rather than one alone: perceived susceptibility, perceived severity, perceived benefits, perceived barriers, cues to action, and self-efficacy. The context of awareness, risk perception, access and screening behaviour, and the fact that these factors intersect rather than additively influence each other should be incorporated into the design of interventions, not as an add-on. Conforming with the general findings of the evidence reviewed in this chapter, current NHS policy (Cardiovascular Disease Modern Service Framework, NHS England, 2026) seems to support a more integrated approach to cardiovascular prevention, incorporating community-based and digital routes into the traditional service delivery pathway.
[bookmark: _b215e4rbdlvd]CHAPTER 6: CONCLUSION AND RECOMMENDATIONS
[bookmark: _hmaa2utb1i8i]6.1 Introduction
This final chapter draws together the findings of the systematic review presented in Chapter 4 and discussed in Chapter 5, and considers their implications for policy, practice, and future research. The chapter revisits the research question—how public health strategies in the United Kingdom can effectively increase awareness, encourage early screening, and reduce preventable deaths from coronary heart disease (CHD)—and demonstrates how the evidence synthesised across the four objectives provides a basis for answering it. The chapter then translates these findings into practical, evidence-based recommendations for policy and practice, identifies gaps warranting further research, articulates the study's contribution to knowledge, offers concluding remarks, and closes with a reflection on the research process undertaken.
[bookmark: _y0zuzjm59qx7]6.2 Summary of Key Findings
The four components of the systematic review were complementary pieces in the puzzle that is CHD prevention in the UK.
With regard to Objective 1, the review concluded that health literacy about CHD symptoms and risk factors is still inconsistent and often superficial. Although chest pain is recognised as a warning sign of heart disease, awareness of atypical presentations and modifiable risk factors such as hypertension, cholesterol, and physical inactivity is considerably low, particularly in women (Whitaker et al., 2012; BHF, 2025; Robson et al., 2021), older adults, and lower socioeconomic groups (Robson et al., 2021). The inequitable distribution of knowledge implies that campaigns to increase public awareness to date have not reached the entire population evenly across all segments, as described by Marmot et al.'s (2020) broader argument that knowledge and health outcomes are structured by social disadvantage.
Objective 2 identified barriers to early screenings and preventive check-ups. A layered set of barriers acting at individual, community, and system levels was identified in the synthesis. At the individual level, low perceived susceptibility and limited perceived benefit of screening—both key constructs within the HBM (Norman and Fitter, 1989)—minimise uptake even in circumstances of existing symptom knowledge, a pattern observed by Sheridan et al. (2010). At the community level, there were consistent messages about mistrust toward health services and concerns that cultural engagement with conventional healthcare systems largely manifested for ethnic minority populations (Brangan et al., 2019; Patel et al., 2020). In both cases, practical impediments including inflexible appointment hours, transport challenges, and remote access to screening locations exacerbated these psychological and cultural barriers (Eberhardt et al., 2025; Brady et al., 2025). Taken together, these findings suggest that low levels of screening uptake cannot be ascribed to one single factor but rather reflect the combination of cognition, culture, and access.
The aim of Objective 3 was to appraise the effectiveness of NHS and community-based CHD prevention campaigns. The review concluded that NHS campaigns delivered nationally through mass-media channels might increase awareness in the general population but had only a limited ability alone to translate this into sustained behaviour change or screening attendance, especially for less-advantaged communities (Wakefield et al., 2010). In contrast, community-based interventions targeting patients through trusted local intermediaries—spanning telephone outreach, community health workers, and more localised initiatives—held the most promise (though methodologically heterogeneous) in improving both awareness and uptake (Brangan et al., 2019; Health Innovation Network, 2026). This divergence reveals that delivery channel is as critical as the message itself.
The review also provided convergent evidence across data sources to support the conclusions of Objective 4, outlining effectiveness in approaches that featured elements of culturally tailored messaging, flexible access, and trusted community engagement (Brangan et al., 2019; Brady et al., 2025; Eberhardt et al., 2025; Health Innovation Network, 2026). No single category of intervention was adequate in isolation.
These findings directly address the research question: UK public health strategies can best achieve maximum CHD awareness, screening, and preventable death reduction not simply through a wide top-down approach, but through a dual approach combining mass behaviour change with localised, culturally congruent, and practically accessible behaviour change methods rooted in an understanding of how people themselves see their risk.
[bookmark: _ofsqdzumswqp]6.3 Recommendations for Policy and Practice
Based on the above synthesis, the following specific actions are recommended.
Community outreach and trusted engagement. In light of the substantial evidence that community-based delivery works, NHS commissioners need to scale up outreach programmes delivered through trusted local intermediaries—for example, community health workers, voluntary sector organisations, and telephone or peer-led outreach—rather than predominantly centralised campaigns (Health Innovation Network, 2026; Brangan et al., 2019). In the HBM, trusted messengers reduce perceived barriers and bolster cues to action (Norman and Fitter, 1989), which coincide with weaknesses in these constructs among underserved populations.
Flexible screening access. Identified access barriers to screening in a real-world context further justify the need for extending screening outside standard access hours through evening and weekend clinics, workplace-based checks, and outreach in community settings (Eberhardt et al., 2025; Brady et al., 2025). These measures target structural limitations that continue to exist even when risk perception by individuals is correct.
Culturally appropriate communication. Messages should be co-constructed with the communities they seek to reach, using language, imagery, and framing that resonates with more than one way of understanding illness and risk (Patel et al., 2020). If health beliefs do not correspond with majority-population assumptions, generic campaign materials seem to be less capable of convincing groups to believe they are susceptible.
Targeted interventions for underserved groups. It is recommended that resources are targeted towards populations known to experience compounded disadvantage—including lower-income communities, ethnic minority groups, and possibly women, who present with different symptoms and levels of care-seeking behaviour than the stereotypical male presentation (BHF, 2025; Hossain, 2026; Marmot et al., 2020). Importantly, a universal and 'one size fits all' approach is likely to replicate rather than reduce social inequalities.
Digital health pathways. Where digital access is available, online risk-assessment tools and app- or text-based reminders may ease practical barriers to initiating screening, although the included evidence on digital pathways is limited. However, because some high-risk groups remain persistently digitally excluded (Health Innovation Network, 2026), other non-digital person-to-person and community pathways should also be maintained.
Integrated mass-media campaigns. Theory suggests renewed value for national campaigns in building the profile of public knowledge and risk-factor awareness, but they will only be effective if they are explicit in how they intend to function with local delivery mechanisms rather than as standalone initiatives (Wakefield et al., 2010). Embedding local referral pathways within national campaign design could help translate awareness into action, in keeping with the more integrated approach to cardiovascular prevention described in NHS England's (2026) Cardiovascular Disease Modern Service Framework.
Reducing geographical inequalities. Finally, planning screening infrastructure must be done with a clear focus on regional and area differences in service reach and uptake, as well as ensuring policy commitments to prevention are delivered more equitably across the UK (Robson et al., 2021; BHF, 2026c).
[bookmark: _5f61o6atu6e1]6.4 Recommendations for Future Research
This review highlights several evidence gaps that require further investigation. First, comparative studies directly assessing how different outreach models—community-based versus mass-media versus digital—compare relative to each other would help justify why one approach may be prioritised over another. Second, the community-based interventions that have been reviewed are often not compared to centrally delivered campaigns; there is a lack of cost-effectiveness research where the actual scale-up can be compared against centrally led approaches. Third, the link between awareness and actual screening uptake also needs long-term exploration, as much evidence to date treats these as separate outcomes rather than tracking individuals from knowledge through to action. Fourth, regional differences within the UK are poorly understood, and future research should explore how geography interacts with deprivation and ethnicity to influence screening behaviour. Fifth, there is a need for more rigorous evaluation of culturally specific interventions, such as comparative designs that can isolate the unique effect of cultural adaptation. Finally, specific barriers to help-seeking by gender, especially reasons for delayed help-seeking and female unawareness, require further study, as the findings from this review are tentative but not adequately developed in this regard (BHF, 2025; Hossain, 2026).
[bookmark: _53170zesnw2h]6.5 Contribution to Knowledge
The work described in this dissertation is largely synthetical as opposed to original primary data generation. The study uniquely integrates evidence on widespread awareness, multiple barriers, and intervention effectiveness within a single review, providing a more comprehensive picture of the CHD prevention pathway than existing literature that tends to focus on isolated aspects of the problem could enable. A second, more modest contribution is the application of the Health Belief Model as an interpretive lens across all three strands of evidence: while it is clear from the presentation here that awareness alone does not lead to screening uptake, this key point can be interpreted in terms of constructs derived from psychological models—for example, perceived susceptibility, perceived barriers, and cues to action (Norman and Fitter, 1989). This is not presented as a new theoretical advance but rather as an organisational framework which practitioners and policymakers may wish to use to guide their understanding of, and responses to, the awareness-screening gap.
[bookmark: _5j6vonxidqm4]6.6 Concluding Remarks
The research question is directly addressed, and the conclusion of this dissertation is that public health strategies in the UK can be most effective at increasing societal awareness of CHD, enable early screening and reduce avoidable mortality by focusing not just on raising awareness in the public eye. The current evidence suggests that to be meaningful, in addition to being available and flexible, screening must be accompanied by culturally safe communication as well as social support that removes structural barriers so that the population feels engaged.
To conclude, while awareness is a necessary but not sufficient precondition for behaviour change, if accepted pathways to care are not accessible and trusted, then increasing our awareness of CHD risk will not help close the gap on CHD preventable mortality. The most realistic way of doing this is through a combination of national campaigns and a local delivery service based on locally rooted, trusted services.
[bookmark: _a2ubfleemd1e]6.7 Reflection on the Research Process
This systematic review had a number of methodological complexities. Several iterations of refinements were required to make sure the set of results was sensitive enough to come back with relevant information for the UK and specific enough to ensure the results were manageable. Choosing study elements was also difficult because many identified studies only partially focused on CHD prevention and the rigid application of inclusion and exclusion criteria described in Chapter 3 were crucial. With the support of the CASP tools it was revealed that the methodological and reporting transparency of the studies ranged widely and direct comparison was near impossible. The diversity of study designs, populations, and outcome measures limited the potential for statistical pooling of results (Popay et al., 2006) and made it important to be transparent in describing patterns and trends found across a range of evidence in the narrative synthesis.
However, this process enabled the development of transferable methodological and research skills which will be useful for further studies such as: Systematic search strategy design in line with the guidance of PRISMA 2020; Critical appraisal of the various types of study; and Synthesis of heterogeneous qualitative and quantitative evidence into a coherent account of a narrative. Along with the substantive findings of the dissertation, these skills are another long-term product of the dissertation process, along with an overall understanding of how health psychology applies to public health practice.
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	Appendix D

	Study characteristics
	17
	Cite each included study and present its characteristics.
	Table 4.1

	Risk of bias in studies
	18
	Present assessments of risk of bias for each included study.
	Table 3.4

	Results of individual studies
	19
	For all outcomes, present a summary for each study.
	Tables 4.1 and 4.2

	Results of syntheses
	20a–d
	Summarise the characteristics and results of each synthesis.
	Sections 4.2.1–4.2.3

	Reporting biases
	21
	Present assessments of risk of bias due to missing results.
	Not applicable

	Certainty of evidence
	22
	Present assessments of certainty in the body of evidence for each outcome.
	Not applicable

	DISCUSSION

	Discussion
	23a
	Provide a general interpretation of the results in the context of other evidence.
	Sections 5.2.1–5.2.8

	
	23b
	Discuss any limitations of the evidence included in the review.
	Section 5.3

	
	23c
	Discuss any limitations of the review processes used.
	Sections 3.11, 5.3

	
	23d
	Discuss implications of the results for practice, policy and future research.
	Sections 5.2.9, 6.3, 6.4

	OTHER INFORMATION

	Registration and protocol
	24a–c
	Provide registration information, where the protocol can be accessed, and any amendments.
	Not reported

	Support
	25
	Describe sources of financial or non-financial support for the review.
	Not reported

	Competing interests
	26
	Declare any competing interests of review authors.
	Not reported

	Availability of data, code and other materials
	27
	Report which materials are publicly available and where they can be found.
	Search strategies (Table 3.2); extraction form (Appendix A)



APPENDIX D: REPORTS EXCLUDED AT FULL-TEXT ASSESSMENT
Of the 71 reports sought for retrieval, 5 could not be retrieved. The remaining 66 reports were assessed in full against the eligibility criteria in Table 3.3; 50 were excluded and 16 were included in the review (Figure 4.1). The reasons for exclusion are summarised below.
Table D.1: Reasons for Exclusion at Full-Text Assessment
	Reason for exclusion
	Criterion applied (Table 3.3)
	Number of reports

	Wrong population
	Not an adult population, or not focused on CHD or closely related cardiovascular disease (e.g. paediatric or congenital heart conditions)
	18

	Wrong outcome/topic
	Did not address awareness, screening uptake, barriers or prevention strategies (e.g. clinical treatment or surgical management only)
	14

	Wrong setting/context
	Conducted outside the UK with no UK-relevant data
	10

	Wrong study design
	Opinion piece, editorial, or non-peer-reviewed blog or news article
	8

	Total
	
	50
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