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[bookmark: _Toc240581884]Abstract
Cardiovascular disease (CVD) continues to be a public health priority in the United Kingdom (UK), and inequalities exist in cardiovascular risk, awareness and uptake of cardiovascular preventive support. The purpose of this dissertation is to explore the impact of health education programmes on awareness and prevention behaviours regarding CVD in adults in the UK. A systematic qualitative review was conducted, which included evidence found through PubMed/MEDLINE, CINAHL, PsycINFO, Web of Science and the Cochrane Library. Articles were identified through a predetermined set of eligibility criteria, and the review included only peer-reviewed literature from 2020 to 2026. The study selection was based on PRISMA principles, methodological appraisal using CASP, and synthesis of themes through qualitative analysis. In the final synthesis, 15 studies were included. 
Four themes emerged that were interrelated: clear, trusted and interpretable communication as a basis for awareness; personalised and practical support for turning awareness into action; the flexibility and barriers of digital and hybrid delivery; and the barriers that social, cultural and structural contexts pose to adults' engagement with prevention. The results suggest that information alone is not enough to maintain preventive conduct. Understandable risk communication, ongoing professional/community support, cultural responsiveness and digital/non-digital equitable access are essential for effective education. The review identifies person-centred, inclusive and context-sensitive learning and awareness of CVD education that links awareness to practical opportunities for sustained preventive action, as agreed for the UK.
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[bookmark: _Toc240581888]Chapter 1: Introduction
[bookmark: _Toc240581889]1.1 Introduction
This chapter will introduce you to the systematic review topic and will explore the continued relevance of cardiovascular disease (CVD) awareness and prevention in the UK public health system. It will explain the CVD burden in the UK, the importance of the role played by health education and disparities in awareness, understanding of risk and behaviour change among adults (BHF, 2026; Conrad et al., 2024). The chapter will also explain the rationale for using a systematic review for synthesising evidence for health education programmes, NHS Health Checks, risk communication and digital prevention support (Tanner et al., 2022; Gidlow et al., 2025; Qi et al., 2025). The research question, aim and objectives will then be introduced exactly as approved, followed by the study significance and structure. 
[bookmark: _Toc240581890]1.2 Background of the Study
Although mortality and long-term illness and service demand associated with heart and circulatory diseases decreased, they remained a significant health burden for the UK (BHF, 2026; Conrad et al., 2024). CVD was also a problem of premature mortality, according to BHF (2026), as approximately 169,205 people died due to it in the UK in 2024, of which 47,257 people died within the age group of 75 and below. The population evidence from 22 million UK records demonstrates the evolution of rates of CVD across age, sex and socioeconomic groups, highlighting the need for prevention to continue (Conrad et al., 2024). CVD prevention was strongly associated with modifiable behaviours and clinical risk factors for CVD such as obesity, smoking, lack of activity, raised cholesterol, hypertension and diabetes (NHS England, 2026a; GOV.UK, 2024). According to NHS England (2026a), in England 66% of adults were overweight or obese in 2024, and 30% were obese, setting a context for prevention with the need for effective, practical support for behaviour change within the domain of health education. According to NHS England (2026b), in England 66% of adults were being treated for overweight and obesity, and 30% for obesity in 2024, identifying an area of health promotion in which behaviour change would be relevant and practical within the health education domain. However, education focused on addressing multiple behaviours not only clustered lifestyle risks in adults in the UK but was also associated with CVD outcomes, as demonstrated by Tegegne et al. (2022).

Figure 1: Cardiovascular disease deaths by UK nation, 2024.
Source: (BHF, 2026)
The total number of CVD deaths and under-75 CVD deaths in England, Scotland, Wales and Northern Ireland is compared in this chart. It will provide a backdrop to the background message: that the burden of CVD is not the same across countries, and that there is significant premature mortality due to CVD (BHF, 2026).
[bookmark: _Toc240581891]1.3 Statement of the Problem
One of the main issues was the promotion of health education for the prevention of CVD, which was not synonymous with the induction of sustained preventive behaviours (Bakhit et al., 2024; Bonner et al., 2021). Evidence on risk communication demonstrated that information about CVD can facilitate understanding and intention, although effects were more pronounced when the adults received the information, trusted the source and were feeling empowered to take action (Bakhit et al., 2024; Lorenc et al., 2024; NICE, 2026). The use of risk tools and explanations was observed in NHS Health Checks; however, qualitative evidence suggested that the communication of risk could be challenging for those who did not fully understand numbers, lifetime risk, medical terminology, or behaviour change advice (Gidlow et al., 2021; Tanner et al., 2022). A study by Hassen et al. (2022) revealed that vulnerable communities in England and Belgium had varying levels of awareness of CVD and risk perception, which may reflect the influence of socioeconomic position on awareness levels and readiness for CVD prevention. Adults of minoritised ethnic groups have also voiced a preference for practical, culturally responsive behaviour-change support that is relevant to daily life and living, and generic education can also be weak (Griffiths et al., 2026; Allida et al., 2025). It was therefore not just a problem of access to public health education, but access to health education that is accessible, understandable and could facilitate action by various groups of adults (Beasant et al., 2025; Lorenc et al., 2024).

Figure 2: Selected adult CVD risk indicators in England, 2024.
Source: (NHS England, 2026a; GOV.UK, 2024)
The same percentage indicators for adult obesity, overweight/obesity, smoking, inactivity and raised cholesterol will be presented on this chart. It will help develop the problem statement by demonstrating that the preventable risk factors of CVD among adults continue to be prevalent in England (NHS England, 2026a; GOV.UK, 2024).
[bookmark: _Toc240581892]1.4 Rationale of the Research
This review's purpose was to draw together recent evidence to inform a review of health education's impact on CVD awareness and prevention among adults in the UK (Tanner et al., 2022; Hassen et al., 2022). The systematic review evidence indicated that interventions targeting risk factors associated with CVD or educational-behavioural interventions could have an effect on knowledge, psychological responses and prevention-related behaviours, with differing results depending on the mode of delivery, population and the design of the interventions (Bakhit et al., 2024; Allida et al., 2025). Patient education in CHD was linked to behaviour change, whereas primary prevention necessitated evidence of awareness and prevention in order to stop the progression of CHD, as highlighted in Shi et al. (2022) and Beasant et al. (2025). Digital tools and mobile apps for eHealth risk communication also provided opportunities for prevention, but were also fraught with challenges such as access, usability, and engagement, particularly among adults with varying levels of literacy (Devani, Kirubakaran and Molokhia, 2022; Patterson et al., 2022; Palmer et al., 2021; Jin et al., 2025; Qi et al., 2025). Community-based prevention constituted another pathway due to the potential for community context to enhance reach and trust, although it was important to consider the translation of international evidence for prevention for the UK context (Grice-Jackson et al., 2024). Thus, a systematic review was warranted to avoid assumptions about themes of barriers, facilitators and gaps based on any one programme or population group, but based on themes emerging across approaches to education (Lorenc et al., 2024; Tanner et al., 2022).
[bookmark: _Toc240581893]1.5 Research Question, Research Aim and Research Objectives
Research Question
How do health education programmes influence awareness and preventive behaviours related to cardiovascular diseases among adults in the UK? 
Research Aim
To examine how health education programmes influence awareness and prevention behaviours related to cardiovascular disease among adults in the UK.
Research Objectives
1. To identify and describe the UK's key health education programs and public health campaigns for adult CVD prevention, including their components, scope, and delivery methods.
2. To systematically assess how these health education programmes affect UK adults' awareness, health behaviours (e.g., diet, physical activity, smoking), and cardiovascular disease outcomes.
3. To identify barriers and facilitators to adult cardiovascular health education access, understanding, and engagement.
4. To Provide evidence-based recommendations to improve UK public health education strategies for CVD prevention design, accessibility, and effectiveness.
[bookmark: _Toc240581894]1.6 Significance of the Study
This study was also important given that there was evidence of the burden of CVD and premature deaths, and adult risk factors, continuing to be large public health concerns in the UK at the time (BHF, 2026; NHS England, 2026a). The review might inform public health policy by identifying potential enhancements to the education and risk communication and behaviour change support for adults with varying health literacy and socioeconomic resources (Beasant et al., 2025; Griffiths et al., 2026). It could also inform NHS and community practice, and identify opportunities for action in terms of barriers and facilitators to engagement with Health Checks and community prevention models (Gidlow et al., 2025; Grice-Jackson et al., 2024). Academically, the study would contribute by summarising recent studies that have focused on the relationship between education, awareness and preventive behaviours in the field of CVD prevention (Lorenc et al., 2024; Bakhit et al., 2024).
[bookmark: _Toc240581895]1.7 Structure of the Dissertation
The topic, research problem, rationale, question, aims, objectives and significance were introduced in Chapter 1. Literature reviews will be done on CVD prevention, health education, risk communication, health literacy, and digital support, as well as relevant theories, and they will be reviewed in Chapter 2. In the systematic review method, the search will be explained in Chapter 3, along with the process of quality appraisal and thematic synthesis. Results of PRISMA and characteristics/study themes extracted will be presented in Chapter 4. Findings against objectives and literature will be critically discussed in Chapter 5. Chapter 6 will be the final chapter to conclude the Dissertation and recommendations.
[bookmark: _Toc240581896]1.8 Chapter Summary
In this chapter, the research topic and reason for its importance in the UK public health context were introduced, which involved the support of the BHF and NHS England. It defined the ongoing disease burden of CVD, its role in health education and inequality in awareness, CVD risk understanding and behavior change. The research question, aim and objectives were presented as approved, and the significance and structure of the Dissertation were explained.
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[bookmark: _Toc233695562][bookmark: _Toc233700107][bookmark: _Toc235539313][bookmark: _Toc240581898]2.1 Introduction
The chapter will outline the literature on the health education, awareness and prevention of CVD in adults in the UK. It will first describe the scoping literature search to find key sources for the review, before it examines the burden of disease for CVD, the policy of the NHS in the UK to prevent these diseases, health education, risk communication, health literacy, the inequalities, and digital delivery and community prevention. The chapter will then highlight the gaps in the literature and introduce the theoretical framework which will be used to support the systematic review. The review will primarily rely on evidence recently published between 2021 and 2026 that is UK-specific and is relevant to behaviour change with respect to CVD prevention; where this is applicable, there will be some wider (theory) based literature consulted. This framework is appropriate because the issue of prevention of CVD is not just a clinical problem, but also a behavioural, educational and equity problem, which is determined by knowledge, risk perception, level of health literacy, access to services, and persistent support (Bakhit et al., 2024; Hassen et al., 2022; Lorenc et al., 2024).
[bookmark: _Toc233695563][bookmark: _Toc233700108][bookmark: _Toc235539314][bookmark: _Toc240581899][bookmark: _Toc233695564]2.2 Literature Search Strategy
A scoping search was carried out, and the literature review was prepared, before the final systematic review search. The scoping was employed to gain an understanding of the key debates, concepts and evidence areas, prior to the detailed methodology for the systematic review, criteria for eligibility, screening process and quality appraisal being provided in Chapter 3. The scoping search centred on recent policy and research sources of CVD prevention, health education, NHS Health Checks, risk communication, health literacy, behaviour change and digital health and inequalities in adults (Beasant et al., 2022; Tanner et al., 2022; Lorenc et al., 2024).
[bookmark: _Toc233700109]Scoping sources and search terms:
The scoping sources that were searched were: PubMed/MEDLINE, CINAHL, Web of Science, Cochrane Library, ScienceDirect, ResearchGate records, NHS England, GOV.UK, NICE, British Heart Foundation, National Audit Office and reports from the Healthcare Quality Improvement Partnership. The main key terms used were: CVD, CVD prevention, health education, awareness, risk perception, risk communication, health literacy, NHS Health Check, digital health, behaviour change, preventive behaviour, hypertension, cholesterol, obesity, physical activity and United Kingdom. Literature from the last 6 years (2021-2026) was prioritised, as this has been the period of change since the start of COVID-19, especially in the use of digital checks, hybrid delivery and the renewed priorities for the NHS in preventing CVD (Gadsby et al., 2023; GOV.UK, 2023; GOV.UK, 2025). Grey literature was incorporated as policy and guidance from the NHS, NICE guidance, national public health surveillance, and national audit (NICE, 2023; National Audit Office, 2024; HQIP, 2024).
[bookmark: _Toc235539315][bookmark: _Toc233695566][bookmark: _Toc240581900]2.3 Cardiovascular Disease and Prevention in the UK
Despite the long-term decline in age-standardised mortality from CVD, it is still a significant public health problem. An estimated 169,205 people died in the UK from CVD in 2024, comprising 47,257 deaths in those under 75 years. It is estimated that over 8 million people in the UK have CVD and about a quarter of the total UK deaths are caused by CVD. These statistics illustrate that CVD still causes a huge number of unnecessary deaths, chronic disease and a demand for health and social care services (BHF, 2026). There is also significant geographical inequity as premature CVD death rates are higher in some parts of the country – specifically northern England, central Scotland and southern Wales – meaning the national improvements have not led to equal outcomes across communities (BHF, 2026).
Determinants and Contributing Factors Associated with the CVD Burden:
The impact of the behavioural, clinical, biological and social determinants all contribute to the burden of CVD in the UK. The main modifiable risk factors are high blood pressure, raised levels of cholesterol, smoking, lack of exercise, obesity, diabetes, unhealthy eating and overindulgence in alcohol (Department of Health and Social Care, 2019; NICE, 2021b; Public Health England, 2019). Around a third of UK adults have high blood pressure, almost half have high cholesterol, 29% of adults are obese and around one-third have not reached the recommended levels of physical activity (BHF, 2026). Smoking, high BMI and diabetes also play an important role in cardiovascular deaths in the UK, and high blood pressure is a significant risk factor, with about half of heart attacks and strokes in the UK attributed to this risk factor (BHF, 2026).
The results of the UK Biobank support the effect of lifestyle and biological risk together (Dempsey et al., 2022; Ramakrishnan et al., 2021; Tikkanen et al., 2018). Livingstone et al. (2021) reported that independent of genetic susceptibility, there was an association between unfavourable lifestyle and increased risk of mortality from CVDs, myocardial infarction and stroke. This indicates that the importance of prevention does not depend on genetic risk factors and that, irrespective of genetic risk, reducing smoking, inactivity, poor diet, excess weight and other behavioural risk factors is valuable (Said et al., 2018; Ho et al., 2020; Gao et al., 2021). But these factors often tend to come together. Adults who have one behavioural or clinical risk factor are more likely to have multiple other risks, and the coordinated approach rather than individual or stand-alone prevention messages is needed (Livingstone et al., 2021).
Individual lifestyles, however, are not the only factors that can explain the distribution of CVD. Healthy environments, access to healthy food, opportunities for physical activity, employment, housing, healthy literacy and access to preventive health services are affected by socioeconomic deprivation (Marmot et al., 2020; Fu et al., 2024; Kotseva et al., 2024). In England, the risk of dying prematurely from CVD was around twice as high for people in the most deprived 10th area, compared with those in the least deprived 10th area in 2023. There were also significant differences between the different areas of the UK in terms of premature mortality, with men and regions like the North West, North East and Yorkshire and the Humber having higher rates than southern England (House of Commons Library, 2025).
Combining population prevention, individual risk assessment and clinical management in the UK policy response therefore. NICE (2023) advises systematic identification of adults at high risk of CVD, risk assessment, management of modifiable risk factors and lifestyle support and appropriate treatment with lipid-lowering medication. Importantly, the guidance acknowledges that adults might need to be referred to an exercise service, weight-management or other behaviour change service, highlighting that simply providing them with advice is not enough (NICE, 2023). NHS England's CVDPREVENT audit is also based on primary-care data to uncover inequalities, underdiagnosis and undertreatment of high-risk conditions, such as hypertension, atrial fibrillation, cholesterol and others (NHS England, 2025). However, the uptake of treatment in accordance with NICE guidance for diagnosed hypertension was below the 90% target (70.3% in March 2025) and for adults with a recorded cardiovascular risk >20%, using lipid-lowering therapy was below the target (63.6% in 2024/25). The gaps are an indication that recognising risk is not sufficient to deliver effective treatment or ongoing preventative action (NHS England, 2025; Debiec et al., 2023; McCracken et al., 2024).
[bookmark: _Toc233700111][bookmark: _Toc235539316][bookmark: _Toc240581901]2.4 Health Education, Awareness and Risk Communication
[bookmark: _Toc233695567]Health education for CVD prevention should be structured information, communication and practical support to enhance adults' knowledge of cardiovascular risk and motivate them to take preventive measures, such as healthy eating, physical activity, quitting smoking, taking medication and utilizing preventive services (Beasant et al., 2022; Laddu et al., 2021). Awareness is a key building block of prevention as adults need to be aware of their vulnerability to CVD and what the potential outcomes are (Hawking et al., 2019; Riley et al., 2019; Alageel et al., 2018). But lack of clarity, cultural inappropriateness, and absence of follow-up support to information do not lead to behaviour change, especially if information is not culturally appropriate (Hassen et al., 2022; Lorenc et al., 2024). Current evidence indicates that whilst CVD risk communication can have a positive impact on prevention-related outcomes, the effectiveness of the communication is dependent on the type of risk presentation, interpretation and linkage to action (Bakhit et al., 2024).
NHS Health Check programme is a significant UK-wide programme which integrates cardiovascular risk assessment and prevention advice for adults aged 40-74 without a selected pre-existing condition (NHS, 2026; Office for Health Improvement and Disparities, 2022). There is evidence that NHS Health Checks can help identify and manage risk; however, the effectiveness of implementing NHS Health Checks is dependent on the quality of implementation, practitioners' communication skills and the availability of NHS follow-up pathways (Tanner et al., 2022; Kennedy et al., 2019; Patel et al., 2020). There is also evidence reviewed in the realist review (RR) that doing a Health Check without any linkage to monitoring, referral services or ongoing behaviour change support has limited value when it comes to adults (Duddy et al., 2022; Duddy et al., 2023). Finally, health education should be considered to be within a continuum of prevention services, not an end-to-end information transfer (Gidlow et al., 2021; Cowap et al., 2024).
The difficulty of risk communication persists as it is important for adults to have a meaningful understanding of their own cardiovascular risk, which may not be achievable using numerical scores, biomedical terminology and/or short consultations (Gidlow et al., 2021). Qualitative evidence gained from an adult perspective has highlighted that there are differences in the way that adults and practitioners interpret patient risk; for some adults, formally assessed high risk is less severe than practitioners intended (Cowap et al., 2024). Information and guidance may also be generic and fail to account for personal motivation, multimorbidity, cultural interpretation, financial pressures and competing responsibilities. Adults can thus be given the right information but may not be able to make the necessary decisions, due to a lack of confidence, resources or opportunity (Hassan et al., 2020). Data from more vulnerable communities also show that awareness of CVD, risk awareness and intentions to adopt a healthy lifestyle are also socially patterned, thus making it necessary to be sensitive to socioeconomic and cultural context in communication (Hassen et al., 2022).
Overall, health education can enhance awareness and understanding of CVDs and be effective in its prevention if it is clear, relevant, trusted and ongoing. NHS Health Checks are an important learning opportunity, but information alone, if it does not have the potential to be understood or acted on, could raise awareness without leading to a lasting change (Alageel and Gulliford, 2019; Kypridemos et al., 2018; Office for Health Improvement and Disparities, 2021). The difference between knowledge about risk and behaviour change is the foundation for a discussion of preventive behaviour and behaviour change support in the next section.
[bookmark: _Toc233700112][bookmark: _Toc235539317][bookmark: _Toc240581902][bookmark: _Toc233695568]2.5 Preventive Behaviour and Behaviour Change Support
Preventive behaviour describes the actions taken in which adults have taken steps to minimise their risk of developing CVD, including activity recommendations and the use of a healthy diet, avoiding smoking, reducing inactivity, weight management and attending health checks and taking preventative medication as appropriate (Laddu et al., 2021; NICE, 2023). Evidence of behaviour change indicated that information is typically not enough, as adults must also have the capability, opportunity, motivation, confidence and social support to maintain their prevention behaviours (Kirat et al., 2024; Gao et al., 2025). Recommendations on preventing CVD in primary and community care also highlighted the importance of continuity and long-term support of the programmes as well as ensuring they are tailored to local needs and integrated into routine care (Laddu et al., 2021; Tabak et al., 2025).
Physical activity was an important area as it consistently and directly correlated with reduced cardiovascular risk; however, behaviour change can be challenging for those with existing hypertension, diabetes and/or established CVD (del Pozo Cruz et al., 2022; Ma, Sirard and Jennings, 2023). Evidence in the UK indicated that the behavioural risk factors might not change over time for adults who have established CVD, suggesting that educating on preventive measures should be repeated, not provided once and never repeated (Tegegne, Shariful and Maddison, 2023). Another finding from UK Biobank was that unhealthy lifestyle and cardiometabolic risk factors play a significant role in adults with diabetes, further reinforcing the necessity of delivering diabetes prevention education alongside other health services and factors (Park et al., 2024). Adherence to medications was also a relevant behaviour, as it had been tested as a target behaviour for text messaging with good mobile phone adherence to medication in secondary prevention of CVD, suggesting that digital prompting may complement relational and contextual prompting but should not supersede it (Redfern et al., 2024; Gold et al., 2021).
Following NHS Health Checks, behaviour change following the check was especially relevant to this dissertation as there needs to be an action point to what they need to do next (Duddy et al., 2022; Griffiths et al., 2026). Underserved minoritised adults preferred to receive understandable behaviour-change support that was culturally appropriate and connected to practical support as opposed to risk information only (Griffiths et al., 2026). These findings allowed for a critical assessment of health education strengths in its potential to prevent, when combined with supports for self-efficacy, access, trust and everyday decision making (Beauchamp et al., 2022; Williamson et al., 2025).
[bookmark: _Toc233700113][bookmark: _Toc235539318][bookmark: _Toc240581903]2.6 Inequalities, Health Literacy and Access
[bookmark: _Toc233695569]Socio-economic and geographical inequalities have a strong influence on CVD prevention. In England, the premature CVD mortality rate increased from 69.1 deaths per 100,000 people in 2019 to 77.4 per 100,000 in 2023. Adults in the most deprived top 10% areas are twice as likely to die prematurely from CVD as adults in the least deprived areas in 2023. There were also significant variations regionally, with the rate being 93.8 per 100,000 in the North West (House of Commons Library, 2025). These patterns suggest that there are income and employment, education, housing and neighbourhood factors as well as personal behaviour that are associated with an increased risk of CVD.
Inequality also impacts on access to risk identification and preventive support (Coghill et al., 2018; Bunten et al., 2020; Ogunlayi et al., 2023). This was highlighted by the National Audit Office (2024), which reported that there was great variation in Health Check attendance rates and that those in greatest need were not systematically targeted. Thus, access may not be equitable if it is universal. So, the universal availability does not equate to equitable access and equitable outcomes. The Core20PLUS5 framework is an immediate priority for NHS England (2026a), which focuses on the 20% most deprived people and underserved groups identified locally, including hypertension case-finding and lipid management. However, several factors remain that impact participation, such as awareness of services, appointment accessibility, previous health care experiences, and trust and cultural responsiveness (Brady et al., 2025; Eberhardt et al., 2025).

Ethnic/cultural inequalities also influence participation in CVD education. Multiethnic communities suggest that the lack of uptake may be due to language barriers, the lack of knowledge of risk terminology and limited confidence in formal services (Ferozkhan, Safi and Hossain, 2026; Brangan et al., 2019; Stone et al., 2020). Populational evidence also shows key ethnic difference in cardiometabolic and cardiovascular risk, which reinforces prevention strategies that consider the clinical risk and the population context (Almulhem et al., 2021; Ho et al., 2022; Razieh et al., 2022). Practical and person-centred support that is provided in understandable language by trusted communication is valued by underserved minoritised adults (Griffiths et al., 2026; Jalal et al., 2019; Tiwana et al., 2024).
The connection between these structural inequalities and preventive behaviour is created by health literacy. Health literacy connects these structural inequalities to preventive behaviour. Risk scores, medication recommendations and recommendations for lifestyle changes must be understood and interpreted by adults before they can be applied to their everyday lives. Shared decision making and adherence may be undermined by limited confidence in literacy and numeracy skills, and self-management (Beauchamp et al., 2022; Williamson et al., 2025). CVD education should thus be a combination of effective communication, delivered in an appropriate manner, with community trust and follow-up that is accessible (Nahar et al., 2020; NHS England, 2018; NHS England, 2023f). Health education interventions need to be purposefully designed to be equity sensitive and not just the dissemination of written information (Lorenc et al., 2024; Hassen et al., 2022).
[bookmark: _Toc233700114][bookmark: _Toc235539319][bookmark: _Toc240581904]2.7 Digital and Community-Based CVD Education
Digital health education has gained more attention in UK prevention policies as the use of digital checks and online tools is viewed as a means of increasing access and early risk identification, and enhancing efficiency in prevention (GOV.UK, 2023; GOV.UK, 2025). The digital delivery evaluation suggested that digital delivery has the potential to increase service reach and service convenience, but service uptake and effectiveness will be dependent on the design of the service, user confidence and service integration (Salway et al., 2024; McManus et al., 2018; McManus et al., 2021). Qualitative evidence comparing both digital and face-to-face Health Checks revealed that the flexibility of the digital delivery was valued by both users and professionals but that the results of the digital delivery caused concern for the lower digitally confident population and interpretation of the results (Department of Health and Social Care and NHS England, 2022; NHS England, 2023b; Health and Social Care Committee, 2023). Prior to and following the NHS Health Check and COVID-19 response, a survey of programme delivery was also conducted, revealing the changing nature of programme delivery across time and thus highlighting the increasing importance of hybrid and flexible delivery (Gadsby et al., 2023).
While digital interventions were associated with a decrease in behavioural CVD risks in adults, the evidence for their effectiveness found in the systematic reviews indicated that some interventions were more effective than others depending on the content and engagement of the digital intervention, and the extent to which it incorporated behaviour change techniques (Gold et al., 2021). Digital equity was a key issue as technology can exacerbate prevention gaps where adults who don't have the technology are not engaged with, needing support, confidence or trust in seeking support, or trust in the quality of the service that will be provided from a distance (Nair et al., 2025). Digital-first could pose a risk to access to education for some adults, and ensure greater convenience for some, as long as this is designed with equity in mind (Nair et al., 2025; NHS England, 2026a; NHS England, 2023c).
However, community-based education continued to be a requirement as local and trusted delivery might better be able to reach adults who are less engaged with formal and/or digital delivery (Tabak et al., 2025; Griffiths et al., 2026). Community-based behavioural intervention evidence highlighted the importance of local capacity, trusted relationships, cultural relevance and adaptation to community context for implementation (Tabak et al., 2025). CVD prevention in the UK was highlighted by national guidelines but supported by locally relevant education and support, demonstrating a need for locally tailored approaches (NHS England, 2019; Scottish Government, 2021; Welsh Government, 2021). In the UK, peer-informed strategies and underserved communities indicated that use of national guidelines should be supported by relevant education and follow-up support at a local level. It was important because community education might be able to take the national prevention advice and make it locally relevant and trusted, and also identify barriers that formal services would not be able to see (Tabak et al., 2025; Griffiths et al., 2026).
[bookmark: _Toc233695570][bookmark: _Toc233700115][bookmark: _Toc235539320][bookmark: _Toc240581905]2.8 Gaps in the Literature
The literature reviewed highlighted that there was good evidence establishing the burden of disease from CVD, risk assessment and risk reduction in NHS policy, but there was a lack of understanding around how health education actually translates awareness into sustained prevention behaviours in UK adults (Conrad et al., 2024; Tanner et al., 2022; Duddy et al., 2022). There has been a high proportion of delivery and uptake/risk identification studies in the NHS Health Check literature, with fewer studies providing detailed accounts of how adults process education and translate it into their day-to-day decision-making (Gidlow et al., 2021; Cowap et al., 2024; Duddy et al., 2023). Furthermore, some evidence indicated that the issues of trust, culture, language, deprivation and access were raised as barriers for underserved adults, but were not always included in the beliefs or practices of mainstream prevention approaches (Brady et al., 2025; Eberhardt et al., 2025; Ferozkhan, Safi and Hossain, 2026).
There was a second health literacy concept gap, specifically that research recognised the potential for misunderstandings in risk communications or prevention messages, but few studies had been conducted to identify aspects of health literacy education that would be most effective across diverse literacy, numeracy, and cultural groups of adults (Beasant et al., 2022; Beauchamp et al., 2022; Williamson et al., 2025). The third gap focused on digital health as policy was supportive of digital NHS Health Checks, but evidence remained uncertain about engagement, digital exclusion, how online results were articulated and in what direction follow-up was taken (GOV.UK, 2023; Forte et al., 2025; Salway et al., 2024). Based on previous evidence that largely remained dispersed amongst clinical research, behavioural studies, digital and inequalities-related studies, a systematic review of evidence focusing on UK adults, health education, awareness, preventive behaviour and barriers was warranted (Lorenc et al., 2024; National Audit Office, 2024). This gap was especially relevant for public health practice, as being able to identify the educational mechanisms that seemed to create greater awareness would identify the barriers to prevention, and further development of delivery approaches would be needed in UK adults (Bakhit et al., 2024; Griffiths et al., 2026).
[bookmark: _Toc233695571][bookmark: _Toc233700116][bookmark: _Toc235539321][bookmark: _Toc240581906]2.9 Theoretical Framework
This review focused on three related behaviour change models, the Health Belief Model, the Theory of Planned Behaviour and COM-B/Behaviour Change Wheel. The theories were suitable since the review aimed to find out the effect of health education on awareness and preventive behaviour of people with respect to the occurrence of CVD, where perceived risk and perceived benefits, barriers, self-efficacy, intention, capability, opportunity and motivation (COM-B) were influencing factors (Bakhit et al., 2024; Kirat et al., 2024; Gao et al., 2025). They co-created a theoretical explanation of how health education may lead to increased awareness, but not necessarily to significant, sustained behaviour change unless the adults have confidence, resources, access and social support (Laddu et al., 2021; Tabak et al., 2025)
[bookmark: _Toc233700117][bookmark: _Toc235539322][bookmark: _Toc240581907]2.9.1 Health Belief Model
The Health Belief Model was relevant since the purpose of the CVD education is to enhance the perceived susceptibility, perceived severity, perceived benefits, cues to action and self-efficacy. Risk communication studies and NHS Health Check highlighted that adults can not necessarily perceive an individual's risk for CVD as the same as the practitioner; for example, perceived susceptibility and severity being low despite formal risk assessment (Gidlow et al., 2021; Cowap et al., 2024). Moreover, the model accounted for why health education could not be effective when perceived barriers are greater than perceived benefits, as often occurs when health literacy is low, there is mistrust of health messages, costs are an issue, time pressure is a factor, and the language barrier or lack of digital literacy is too significant (Hassen et al., 2022; Lorenc et al., 2024; Williamson et al., 2025).
[image: ]
Figure 2.1: Health Belief Model pathway for CVD education and prevention (Gidlow et al., 2021; Cowap et al., 2024; Lorenc et al., 2024).
This figure demonstrates that by altering adults' perceptions of the susceptibility and severity of CVD, health benefits, barriers, cues to action and self-efficacy, health education and NHS/public health risk communication can influence preventive behaviour. It can be used as it can help to reduce the perceived threat of cardiovascular risk that may not be recognised as such by adults, which can reduce motivation to action (Gidlow et al., 2021; Cowap et al., 2024). The figure emphasises that other factors may decrease the uptake from awareness to prevention, including low health literacy, mistrust, and unclear communication (Lorenc et al., 2024; Williamson et al., 2025).
[bookmark: _Toc233700118][bookmark: _Toc235539323][bookmark: _Toc240581908]2.9.2 Theory of Planned Behaviour
Theory of Planned Behaviour was suitable as preventive behaviour is influenced by attitude, subjective norms, perceived behavioural control and intentions. Application of the theory to nutrition-related CVD behaviours showed that intention towards these behaviours was mediated by attitudes, norms and perceived control; while application of the theory to PA in CHD showed that intention was not only mediated by attitudes, norms and perceived control, but also failed to predict actual behaviour (Khani Jeihooni et al., 2021; Wang et al., 2023). This theory helped because, though adults know that they have a risk for CVD, they might be reluctant to change their diet, physical activity, smoking or medication habits if they feel they have low control or don't have sufficient environments they can rely on (Laddu et al., 2021; del Pozo Cruz et al., 2022).
[image: ]
Figure 2.2: Theory of Planned Behaviour pathway for CVD preventive intention and action (Khani Jeihooni et al., 2021; Wang et al., 2023; Laddu et al., 2021).
This is because this figure illustrates how beliefs and attitudes, subjective norms, and self-efficacy beliefs relate to intentions to engage in CVD prevention behaviors. It is relevant because, with low levels of confidence and control, adults might be aware of the risks yet not act on them, such as changing their diet or physical activity, smoking or medication behaviors (Khani Jeihooni et al., 2021; Wang et al., 2023). It can be observed that an intention alone is not sufficient, as supportive environments, social encouragement and supportive resources are required to transform intention into action (Laddu et al., 2021; del Pozo Cruz et al., 2022).
[bookmark: _Toc233700119][bookmark: _Toc235539324][bookmark: _Toc240581909]2.9.3 COM-B/Behaviour Change Wheel and Integrated Application
To the existing lens of behaviour change, COM-B introduced a practical one by detailing the concept of prevention as capability, opportunity and motivation. Understanding the nature of behaviour, through knowledge, emotional response, environmental resources and social support and the Behaviour Change Wheel evidence, can help inform the design of chronic disease interventions (Song et al., 2025). In this review, COM-B reinforced the idea that health education should focus on three areas: increasing psychological capability, expanding access to health services, and fostering motivation to engage in health practices. In this review, COM-B reiterated that health education should work on the three components: increasing psychological capability, expanding access, and allowing for motivation to engage in health practices (Bakhit et al., 2024; Kirat et al., 2024; Tabak et al., 2025).
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Figure 2.3: Integrated theoretical framework linking health education, awareness, risk perception and preventive behaviour (Bakhit et al., 2024; Kirat et al., 2024; Gao et al., 2025; Tabak et al., 2025).
[bookmark: _Toc233695572]This integrated framework draws on the Health Belief Model (HBM), Theory of Planned Behaviour (TPB), and COM-B to illustrate how health education can shift adults' movement from knowledge and awareness to preventive behaviour. It indicates that awareness and risk perception should be reinforced by perceived benefits, self-efficacy, behavioural control, capability, opportunity and motivation (Bakhit et al., 2024; Kirat et al., 2024; Gao et al., 2025). The framework also indicates that factors such as health literacy, socioeconomic inequality, cultural relevance, and digital access and follow-up support can have a positive or negative impact on the education-to-sustained-prevention pathway (Tabak et al., 2025; Lorenc et al., 2024).
[bookmark: _Toc233700120][bookmark: _Toc235539325][bookmark: _Toc240581910]2.10 Summary of the Chapter
The literature on CVD prevention and health education and awareness communication, inequalities, health literacy, health delivery through digital platforms and community-based support was reviewed. From this, it was demonstrated that in the UK, prevention requires recognition of risk, as well as understanding and responding to prevention messages for adults. The evidence reviewed suggested that NHS Health Checks, digital tools, and public health education were beneficial, but their impact was reduced when there was a lack of follow-up support, trust, literacy, and equity. The chapter also outlined the lack of evidence in the UK exploring the literature and introduced the Health Belief Model, Theory of Planned Behaviour and COM-B as a theoretical framework for the review.


[bookmark: _Toc237863404][bookmark: _Toc240581911]CHAPTER 3: RESEARCH METHODOLOGY
[bookmark: _Toc237863405][bookmark: _Toc240581912]3.1 Introduction
The methodology will be described to help address the approved question of this chapter: How do health education programmes impact awareness and preventive behaviours for CVD in adults in the UK? It will explain the philosophy behind it, the ethics, the design of the review, search, eligibility criteria, screening, appraisal, extraction, and thematic synthesis. The formal review was done separately from the Chapter 2 scoping work. The final synthesis dataset consisted of 15 articles that were published between 2020 and 2026. Means the results of their PRISMA will be reported in Chapter 4 along with their characteristics and themes. Selection and interpretation were open to examination in a protocol-led process (Page et al., 2021; Cherry, Boland and Dickson, 2023).
[bookmark: _Toc237863406][bookmark: _Toc240581913]3.2 Methodological Position and Interpretive Lens
Philosophy of research is the beliefs held around what exists and how beliefs can be considered as knowledge (Saunders, Lewis and Thornhill, 2023). A critical realist ontology was used. CVD, risk factors and access to services have material effects for adults, and they experience them in terms of language, culture, trust, health literacy and social conditions. An interpretation approach was the epistemology used as the review was concerned with meanings which were attached to the education, risk and behaviour, rather than considering accounts as context-free measurements. No causal hypothesis was tested, and heterogeneous qualitative results prevented pooling of the results statistically, so positivism was not selected. Discipline of interpretation was conducted using a protocol, explicit criteria, CASP appraisal and an audit trail. The initial coding led to the use of three sensitising concepts, namely the Health Belief Model, Theory of Planned Behaviour and COM-B, which were not already part of the coding system, but became such only after performing the initial coding. This role identified a genuine preventative issue and the different ways the same message might enable action in one adult and confusion, mistrust or disengagement in another.
[bookmark: _Toc237863407][bookmark: _Toc240581914]3.3 Ethical considerations
While no participant was recruited, ethical responsibility was still required because the experience of the participants may be misrepresented during synthesis. The project was conducted in accordance with the approved UWTSD ethics form and data management procedure. It gathered no names, contact information, recordings, questionnaires, interviews, personal information or special category data. Ethical approval and consent continued to be the responsibility of the original investigators and were re-checked in the appraisal process. If an article did not have a clear ethics statement, that did not automatically mean the article was rejected, but the appraiser lowered the appraisal judgement for the article's lack of ethics statement. Ethical obligations included accurate referencing, faithful quotation, contradictory findings and the prevention of exaggerated claims. The search histories, screening decisions, CASP forms and extraction sheets were password protected and kept in the University's computer storage system and could only be accessed by the student and supervisor. Participant material was not analysed using generative tools, but proofreading was still permitted, as long as it was guided by the university.
[bookmark: _Toc237863408][bookmark: _Toc240581915]3.4 Review Approach and Systematic Qualitative Design
The data of the study were secondary qualitative evidence. Primary interviews would have provided depth in a small sample of new information but would not have included the UK evidence base. Quantitative synthesis would only be able to estimate effects when interventions were comparable to the outcomes and could not explain how adults understood risk, evaluated credibility or how they faced barriers. A systematic qualitative approach was chosen (Flemming and Noyes, 2021; Aveyard, 2023). The approach of coding was mainly inductive, starting from the findings of the participants and the authors. In interpretation, the themes and theories developed in Chapter 2 were interwoven in an abductive manner. This lessened the risk of imposing data on specific models and bolstered explanation. The crisis of numerical risk might be later interpreted as perceived susceptibility, while no appointments, having access to the app online or to healthy and inexpensive food might be read as a sense of restriction. The strategy differentiated the participant accounts, interpretations and inferences made by the original author in the accounts.
[bookmark: _Toc236698006]By means of a systematic qualitative review, primary qualitative evidence was identified, appraised and synthesised. The question, sources, search concepts, eligibility criteria and appraisal procedures before final inclusion were set before the narrative review, unlike narrative reviews (Booth et al., 2022). A scoping review was not the most suitable method as this was to find the answer to a specific question, but not to find all types of cardiovascular education. A rapid review was rejected due to the lack of time to conduct a thorough search that would include evidence from the community and inequality. Because of the type of experiences and perceptions of facilitators/barriers that were reported by eligible studies, rather than similar effects, analysis via meta-analysis was not appropriate. PRISMA 2020 helped in the identification, screening, inclusion and eligibility of the included databases, while PRISMA S was used to report the databases, dates, and strategies (Page et al., 2021; Rethlefsen et al., 2021). One benefit of the design is to increase the reproducibility of the design, while it unfortunately could not eliminate judgment or weaknesses in the primary studies. The flow of methodological steps followed in the review is summarised in Figure 3.1. The pathway illustrates the link between the philosophical position, systematic search, eligibility assessment, quality appraisal, data extraction and thematic synthesis to create a clear and systematic review process.
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Figure 3.1: Methodological pathway for the systematic qualitative review
Source: Developed by the author for the present review using PRISMA, CASP and thematic-synthesis guidance (Page et al., 2021; Critical Appraisal Skills Programme, 2024).
The review was performed in seven related methodological steps, as shown in Figure 3.1. This sequence was ensured between the research question, research selection, quality assessment and interpretation of research findings.
[bookmark: _Toc236698007][bookmark: _Toc237863409][bookmark: _Toc240581916]3.5 Review Question and PICO Framework
A modified PICO structure was used to build the question. PICO was used because it helped to connect the population, education exposure and education outcomes, but comparison was not a requirement because qualitative studies may be exploratory in nature without establishing a control group. The context field has been introduced to ensure that the focus remains on the UK and that the variations of NHS delivery, community and digital delivery are incorporated (Aveyard, 2023; Cherry, Boland and Dickson, 2023).
Table 3.1: Adapted PICO framework
	Element
	Application to this review

	Population
	Adults aged 18 years or older living in the UK, including high risk, deprived and minoritised groups.

	Intervention
	CVD health education, public campaigns, NHS risk communication, digital tools, cardiac rehabilitation education and behaviour support.

	Comparison
	Usual care, no education or alternative delivery where reported; not required for qualitative inclusion.

	Outcome
	Awareness, knowledge, risk perception, engagement, preventive behaviour, barriers and facilitators.

	Context
	UK primary care, community, digital, rehabilitation and public health settings.


[bookmark: _Toc237863410][bookmark: _Toc240581917]3.6 Information Sources and Search Strategy
A search was performed using PubMed (MEDLINE), CINAHL, PsycINFO, Web of Science and Cochrane Library. The sources have been chosen to reflect medical, nursing, psychological, allied-health and public-health sources. Citation discovery was not undertaken through Cochrane reviews; however, it was used as secondary synthesis studies. Some free text terms were also matched against controlled vocabulary (where available), e.g. MeSH. Synonyms and alternative spellings were connected with OR within each concept, and the individual concept blocks were connected with AND. Different search techniques, such as truncation and phrase searching, were customised for each database. The main blocks were cardiovascular conditions, education or risk communication, awareness or preventive behaviour and qualitative methods and the UK setting. The MEDLINE strategy was tested on known relevant papers and translated to the other databases. The restrictions were English language, peer-reviewed publication and 2020–2026. The database search was complemented by backward and forward citation searches and targeted hand searching. The qualitative filters were deliberately kept very general to ensure that relevant qualitative evidence was not overlooked (Booth et al., 2022; Rethlefsen et al., 2021).
Table 3.2: Search concepts, synonyms and Boolean combination
	Concept block
	Synonyms / alternative terms linked with OR
	Combination across concepts

	Cardiovascular condition
	("cardiovascular disease" OR "heart disease" OR stroke OR hypertension OR "coronary disease" OR "heart failure")
	Block 1

	Education or support
	("health education" OR "risk communication" OR "health literacy" OR "NHS Health Check*" OR campaign* OR "cardiac rehabilitation" OR "behaviour change")
	Block 2

	Awareness / preventive outcomes
	(awareness OR knowledge OR "risk perception" OR understanding OR engagement OR diet OR "physical activity" OR smoking OR adherence OR "preventive behavio?r")
	Block 3

	Qualitative evidence
	(qualitative OR interview* OR "focus group*" OR experience* OR perception* OR thematic)
	Block 4

	UK context
	("United Kingdom" OR UK OR England OR Scotland OR Wales OR "Northern Ireland")
	Block 5

	Combined search logic
	Block 1 AND Block 2 AND Block 3 AND Block 4 AND Block 5
	Final syntax adapted for each database


[bookmark: _Toc237863411][bookmark: _Toc240581918]3.7 Eligibility Criteria and Methodological Rationale
Eligibility criteria were established in advance of screening to minimise post hoc selection. Rather, studies were required to include primary qualitative results from the UK general population and education, communication or behaviour support with regards to primary or secondary prevention of CVD. When findings from the adult service user were explicitly identifiable, mixed methods or stakeholder studies could be undertaken. This ruling kept the approved adult focus and enabled the assessment of digital checks and rehab programmes provided within complex services. Only studies that examined efficacy of treatment (surgery or clinical rehabilitation, no education or behaviour) were excluded. Grey literature was used to inform context but not for entering into synthesis as the final dataset contained only peer-reviewed articles.
Studies where the investigator could only report on the results of a quantitative method were omitted for a methodological reason directly related to the research question. The review focuses on the influence of health education on awareness and prevention behavioural change via the adults' understanding, engagement, perceptions, barriers and facilitators. The following are process and experience-based questions that do need contextual and interpretive evidence: Although quantitative studies can be used to predict the magnitude of an effect, prevalence or association, they can provide only limited detail about how and why adults interpret cardiovascular risk information, how they evaluate the credibility of the information, or how they translate information into action in various UK settings. Some of the mixed methods research was included if the qualitative results were distinctly identifiable. This decision therefore will maximise the consistency between the type of evidence, the review question and objectives, and also minimise the ability of the review to make pooled-effect or causal statements (Flemming and Noyes, 2021; Aveyard, 2023).
Table 3.3: Inclusion and exclusion criteria
	Criterion
	Inclusion
	Exclusion

	Population
	UK adults aged 18 years or older; carers or staff only where service user data were separable.
	Children, non UK samples or professional only studies without adult evidence.

	Phenomenon
	CVD education, risk communication, health literacy, campaigns, rehabilitation education or behaviour support.
	Clinical treatment without education, communication or prevention support.

	Design
	Primary qualitative research or mixed methods with extractable qualitative findings.
	Quantitative only studies, reviews, protocols, editorials, theses and abstracts.

	Outcomes
	Awareness, understanding, risk perception, engagement, behaviour, barriers or facilitators.
	Outcomes unrelated to education or preventive action.

	Limits
	English, peer reviewed, full text, UK setting, 2020 to 2026.
	Earlier, non English, non UK or methodologically insufficient reports.


[bookmark: _Toc237863412][bookmark: _Toc240581919]3.8 Study Selection and Final Evidence Set
Records were exported and deduplicated electronically and then manually compared by author, title, year and DOI. Title and abstract screening and uncertain records were moved to full-text review to prevent exclusion. The full texts were evaluated according to the following criteria: population, UK context, educational relevance, design and outcome of the article. Exclusion reasons were recorded across all time points. This was an individual MSc dissertation and was screened by one reviewer in the process, and satisfactory cases were discussed with the supervisor. The criteria were tried and retested to minimise drift. Fifteen articles were eligible and made it through quality appraisal. After the set of evidence was refined, 15 independent articles for synthesis were kept. To prevent repetition of the participant evidence, potential publication overlap was double-checked at full-text level by the teams of authors, settings, recruitment information and participant samples. The exact database totals, duplicate removals and exclusions will be reported in the Chapter 4 PRISMA "flow diagram".
At first, there were 360 records. After removing 46 records that were duplicates, 314 records went through title and abstract screening, and 237 were rejected. Seventy-seven reports were asked for retrieval, five of which were not retrieved, and 72 reports were reviewed for full-text eligibility. After excluding 57 reports of insufficient eligibility, the final qualitative synthesis included 15 studies. Specific reasons for exclusion and detailed count of each stage will be summarised in the Chapter 4 PRISMA flow diagram.
The study-by-study characteristics are not presented as methodological findings in this chapter, since they are not duplicated in the results chapter. The PRISMA flow and final study count will be reported first in Chapter 4, and then the characteristics of the included studies (design, location, population/sample, age if given) will be described, followed by the complete evidence-synthesis table and the thematic findings.
[bookmark: _Toc237863413][bookmark: _Toc240581920]3.9 Quality appraisal
The CASP Qualitative Studies Checklist was used to appraise methodological quality (Critical Appraisal Skills Programme, 2024). In each of the articles, the review analysed clarity of aims, appropriateness of qualitative methodology and design, recruitment, qualitative data collection, researcher-participant relationships, ethical issues, analytic rigour, clarity of findings and value of research. The answers were marked Yes, No or Cannot tell and supported by a brief (page referenced) explanation. CASP was not used as a numerical grade but as a structured judgement tool strengths and limitations overall pattern and importance there led to a higher, moderate or lower overall methodological confidence for each study. No study was deleted solely because of an arbitrary cut-off in the numbers; all 15 studies that were retained for synthesis fulfilled the minimum requirements for relevance and methodology set forth in the review. If the limitation was significant, the study was retained, but the results were not as heavily interpreted. Transparency of this process was provided by presenting the first five studies in the synthesis set in Table 3.4, and Appendix A presents the same appraisal summary for the complete appraisal summary for all 15 included studies in the synthesis set.
Table 3.4: Critical appraisal summary - five studies shown in Chapter 3
	Study
	Key CASP strengths
	Principal limitations
	Overall confidence

	Alageel et al. (2020)
	Clear qualitative aim; semi-structured interviews with 22 medium/high-risk Health Check participants; Framework analysis and supporting participant accounts.
	Single programme context and self-reported post-check behaviour limit transferability and cannot establish sustained behaviour change.
	Higher

	Okwose et al. (2020)
	Purposive sample of 16 heart-failure patients; focus groups directly addressed barriers/facilitators; thematic analysis matched the experiential aim.
	Small, predominantly male intervention sample; group discussion and prior intervention engagement may introduce selection or conformity effects.
	Moderate–higher

	Smith et al. (2021)
	Purposeful maximum-variation sampling; interviews with patients/caregivers; fidelity data, field notes, reflexive memos and independent checking strengthened credibility.
	Single-centre pilot in Scotland with a small caregiver subgroup; findings concern feasibility and experience rather than effectiveness.
	Higher

	
Farre et al. (2023)
	Theory-informed qualitative study (Normalisation Process Theory); 12 stroke survivors from two Scottish Health Boards were interviewed twice (24 interviews) during a 12-week text-message intervention, with thematic analysis providing longitudinal insight into engagement and workability.
	Small first-cohort sample and telephone interviewing limit transferability; participants had already entered the KATS intervention, so the findings primarily establish acceptability and experience rather than effectiveness.
	
Higher

	
Morris et al. (2023)
	Single-arm pilot with qualitative evaluation across four Scottish Health Board areas; 21 stroke-survivor/walking-buddy dyads were recruited and 18 dyads completed exit interviews, with thematic analysis examining acceptability, tailoring and behaviour-change engagement.
	COVID-19 interrupted intervention completion for some dyads, and recruitment of people able to walk with a buddy may favour more motivated or socially supported participants; findings do not establish clinical effectiveness.
	
Moderate-higher


[bookmark: _Toc237863414][bookmark: _Toc240581921]3.10 Data Extraction and Evidence Mapping
Two studies were trial run, and a standardised Excel matrix was developed and adapted prior to conducting all 15 studies. Topics of citation, region, aim, design, participants, sample, scenario, education component, delivery, follow-up, analysis, and theoretical basis were covered. Awareness, Risk understanding, Preventive behaviour, Barriers and facilitators, Inequalities, Digital access and recommendations were extracted. Results sections and participant quotations were used as primary evidence, with support provided by discussion sections, but not in place of participant data. All entries have been reviewed against the article and made to correspond to the four research goals. There was an effort to standardise the data to enhance the possibility to compare, but with the associated differences, which was in line with guidance provided by student reviews (Aveyard, 2023; Cherry, Boland and Dickson, 2023).
Table 3.5: Data extraction and evidence-mapping fields
	Domain
	Recorded information

	Study profile
	Author, year, UK region, aim, design, setting, sample and participant characteristics.

	Education
	Programme, communicator, delivery mode, intensity, materials, tailoring and follow up.

	Outcomes
	Awareness, knowledge, risk perception, engagement and reported preventive behaviour.

	Equity
	Health literacy, culture, deprivation, trust, digital access, barriers and facilitators.

	Critical record
	CASP judgement, quotations, limitations, objective links, codes and candidate themes.


[bookmark: _Toc237863415][bookmark: _Toc240581922]3.11 Thematic Synthesis and Interpretation
Statistical pooling was not appropriate because the included studies addressed heterogeneous qualitative experiences, populations and intervention contexts rather than a common quantitative effect estimate. The synthesis was obtained by reflexive thematic analysis (Braun and Clarke, 2021a; Braun and Clarke, 2021b). Results were re-read, and contextual notes were added to the matrix. Secondly, there were line-by-line codes for clear numerical risk, trusted explanation, practical support, culturally relevant communication, digital convenience and weak follow-up. Third, related codes were clustered according to their descriptions without being categorised into Chapter 2 theories. Fourth, divergent, conflicting and minority accounts were compared to create candidate themes. Fifth, themes were verified in reference to the original extracts, were coherent in themselves and were differentiated, and were named accurately. Finally, an analytical narrative was provided that provided an explanation of the interaction between educational content and the communication and structural factors.
[bookmark: _Toc237863416][bookmark: _Toc240581923]3.12 Rigour, Reflexivity and Methodological Limitations
Rigour was facilitated by decisions made through protocol-led decisions, five databases, supplementary searching, explicit eligibility rules, documented exclusions, CASP appraisal, a standard extraction matrix and traceable coding. Changes to the search and theme were noted. Contradictory findings were kept and not just those for education. Reflexive notes questioned the notion that the absence of behaviour change meant people were not interested in changing their behaviour; deprivation, service availability, culture and digital exclusion were explored as potential reasons. Bias remained possible. Language and time bias: English and date limits; searching citations may be biased towards published studies; and the community intervention may have been poorly indexed. Single reviewer screening and coding had the potential to increase the error rate, which was partly reduced by piloting, repeated checking and discussion with supervisors.
[bookmark: _Toc237863417][bookmark: _Toc240581924]3.13 Chapter summary
This chapter has set up a critical realist, interpretivist and mostly inductive, systematic qualitative methodology. It outlined ethical protection, PICO framing, five databases and additional searches, eligibility criteria, selection using PRISMA, final fifteen articles, appraisal by CASP, structured extraction and reflexive thematic synthesis. The rigour and restrictions were clearly laid out. The search results, PRISMA flow diagram, study characteristics, appraisal outcomes and themes will be provided in chapter 4. The same also ensured consistency of approved goals, eligibility determination, gleaned evidence, final themes and subsequent recommendations for practice. The approach to reporting will therefore be transparent, with Chapter 4 coming first, with the number of final studies found from the PRISMA search, followed by a brief narrative description of study characteristics, subsequently an evidence-synthesis table for the individual studies (showing design, setting, population, objectives and key findings), and finally the thematic findings and discussion.


[bookmark: _Toc237864710][bookmark: _Toc240581925]CHAPTER 4: RESULTS AND DISCUSSION
[bookmark: _Toc237864711][bookmark: _Toc240581926]4.1 Introduction
This chapter presents the findings of the systematic qualitative review of health education, cardiovascular risk communication and behaviour-support interventions with adults in the United Kingdom and critically interprets them. The results are presented to maintain the transparency of the search process with the characteristics of the selected studies (N = 15) and the themes that emerged from the qualitative findings. Hence, the chapter starts with the study-selection result, and a study summation table and overview tables are provided which present design, setting, population and education or prevention focus for each study. It then elaborates on four themes that are relevant to all cross-study research and analysis: clear and trusted risk communication, personalised and practical support for action, opportunities and limitations of digital or hybrid delivery, and impact of social, cultural and structural conditions on engagement. Discussion is incorporated after the thematic results to assess the findings as a whole and draw conclusions about the potential impact of health education on awareness and preventive behaviour. Given that the review is a synthesis of qualitative evidence, ‘impact' has been understood as the effect on understanding, motivation, engagement and preventive action, not as a pooled causal effect.
[bookmark: _Toc237864712][bookmark: _Toc240581927]4.2 Study Selection and PRISMA-Guided Search Outcome
The formal search resulted in 360 records from the databases and additional searching (as presented in chapter 3). These records went on to undergo duplicate removal, title and abstract screening, and full-text eligibility assessment and quality appraisal. After considering the final eligibility criteria, 15 studies were retained for synthesis. The endpoint count is important because only these 15 studies are included in the evidence base in this chapter, and no other papers are brought into the “thematic analysis”. The methodological audit trail of detailed screening counts and reasons for full-text exclusion is then presented in Figure 4.1, providing consistency between the audit trail and the final set of included evidence. This maintains consistency (methodological audit trail) with the results presented below.
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Figure 4.1: PRISMA-guided study-selection summary
Source: Developed by the author from the review screening record.
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[bookmark: _Toc237864713][bookmark: _Toc240581928]4.3 Characteristics of the Included Studies
The 15 studies in the UK (published 2020–2026) include nine qualitative and six mixed-method designs. Geographically, the research is heavily weighted towards England, and has no data on Wales. The evidence covers the cardiovascular prevention pathway, NHS Health Checks, cardiac rehabilitation, post-stroke support, community interventions. The numbers of participants ranged from 6 to 45, with varying ages, disease stages and socio-economic backgrounds. This heterogeneity shows important cross-cutting patterns of education responses but the small qualitative samples were self-selected, so caution should be used in applying the findings.
Table 4.1A: Characteristics and methodological profile of the 15 included studies
	Study
	UK setting
	Design / data collection
	Population / qualitative sample
	Educational or preventive focus

	Alageel et al. (2020)
	South East London, England
	Qualitative; semi-structured interviews; Framework analysis
	22 adults recently assessed at medium/high CVD risk after a Health Check
	Understanding and engagement with CVD risk-reduction advice after a Health Check.

	Okwose et al. (2020)
	North East England
	Qualitative focus groups; thematic analysis
	16 heart-failure patients; predominantly male; mean age about 68 years
	Barriers and facilitators to engagement/adherence to a home-based physical-activity intervention.

	Smith et al. (2021)
	Tayside, Scotland
	Process evaluation alongside pilot RCT; qualitative interviews
	15 HFpEF patients and 7 caregivers interviewed
	12-week REACH-HF facilitated self-help rehabilitation, self-care and education.

	Farre et al. (2023)
	Two Scottish Health Boards
	Qualitative; semi-structured telephone interviews
	12 stroke survivors; 24 interviews across weeks 6 and 12
	KATS: 12-week automated text-message support for physical activity after NHS rehabilitation.

	Morris et al. (2023)
	Four Scottish Health Board areas
	Single-arm pilot with qualitative evaluation; exit interviews
	21 stroke-survivor/walking-buddy dyads recruited; 18 dyads completed exit interviews
	WeWalk: personalised walking goals, self-monitoring and buddy-supported behaviour change.

	Cowap et al. (2024)
	England, NHS Health Check practices
	Qualitative; video-stimulated recall interviews; reflexive thematic analysis
	40 NHS Health Check patients: 19 QRISK2 and 21 JBS3
	Understanding and interpretation of CVD risk communication and visual risk presentation.

	Grice-Jackson et al. (2024)
	Four sites, East Sussex, England
	Type-3 hybrid implementation study; mixed methods with qualitative interviews
	16 intervention participants interviewed after community programme
	Community-health-worker coaching and community-based CVD risk reduction for underserved populations.

	Forte et al. (2025)
	Southwark, London, England
	Qualitative; purposive semi-structured interviews; Framework analysis
	30 service users and 8 healthcare professionals
	Experience of digital versus face-to-face NHS Health Checks; access, barriers and facilitators.

	Gidlow et al. (2025)
	Three GP practices, Cornwall, England
	Feasibility study with qualitative interviews and open-text feedback
	37 participant interviews; stakeholder interviews also conducted
	Digital NHS Health Check pathway including self-report, home blood sampling and remote results.

	Eberhardt et al. (2025)
	Socioeconomically deprived communities, North East England
	Participatory qualitative design with peer researchers; semi-structured interviews
	12 Health Check-eligible community members plus 5 stakeholders
	Barriers/facilitators to NHS Health Check attendance, communication, trust and accessibility.

	Brady et al. (2025)
	North East England
	Qualitative; seven focus groups; behavioural-insights approach
	45 adults from ethnic-minority and underserved groups
	Experiences, barriers and facilitators influencing NHS CVD Health Check uptake.

	Damery et al. (2025)
	Three cardiac-rehabilitation centres, East of England
	Qualitative component of hybrid-CR evaluation; interviews/focus groups
	6 cardiac-rehabilitation patients and 12 staff
	Active+me REMOTE: education modules, health coaching, exercise and monitoring in hybrid CR.

	Griffiths et al. (2026)
	High-deprivation communities in England
	Longitudinal qualitative; focus groups plus follow-up interviews; reflexive thematic analysis
	23 adults from minoritised ethnic communities; four focus groups and 20 follow-up interviews
	Preferences for tailored behaviour-change support following digital presentation of CVD risk.

	Doherty et al. (2026)
	Northern Ireland
	Nested process evaluation within cluster RCT; interviews and focus groups
	Qualitative interviews and two intervention focus groups within STRENGTH trial
	Behaviour-change strategies, physical-activity maintenance and engagement within cardiac rehabilitation.

	Lang et al. (2026)
	United Kingdom
	Qualitative; online semi-structured interviews; reflexive thematic analysis
	12 stroke survivors and 12 informal carers
	Nutritional information, personalised dietary support and preparation across stroke recovery.


Source: Developed by the author from the 15 included studies.
Table 4.1B: Study-level evidence synthesis and contribution to the review themes
	Study
	Key qualitative findings relevant to this review
	Principal contribution to synthesis

	Alageel et al. (2020)
	Participants generally valued Health Checks, but the meaning attached to CVD risk, views of medication, previous habits and practical support shaped whether advice was acted upon.
	Risk information alone was insufficient; understanding and sustained support influenced engagement and preventive action.

	Okwose et al. (2020)
	Physical symptoms, capability, motivation, confidence, social/environmental circumstances and professional support shaped adherence to home physical activity.
	Action depended on tailoring, confidence and practical/social support, not information alone.

	Smith et al. (2021)
	The home-based facilitated programme was largely well received and supported understanding/self-care; caregiver engagement was variable and could be improved.
	Facilitation and structured self-help can support self-management, but implementation quality and relational support matter.

	Farre et al. (2023)
	Participants valued timely, friendly text messages that connected with rehabilitation, were flexible and personally meaningful, and offered encouragement beyond simple reminders.
	Digital education was useful when relevant and supportive rather than generic; timing and tailoring affected engagement.

	Morris et al. (2023)
	Acceptability increased with experience; mutuality, accountability, shared goals and personally relevant tailoring supported confidence and walking.
	Social accountability and personalised goal-setting were mechanisms linking education/support to action.

	Cowap et al. (2024)
	Understanding of percentage risk varied. Visual displays and risk manipulation could improve appraisal and perceived changeability, but misunderstanding remained possible.
	Clear visual communication can strengthen risk understanding, yet communication format does not eliminate confusion.

	Grice-Jackson et al. (2024)
	Participants valued non-judgemental listening, personalisation and community-health-worker support that reflected their circumstances and encouraged self-efficacy.
	Community relationships and person-centred coaching can make prevention advice more credible and actionable.

	Forte et al. (2025)
	Digital checks offered convenience and ease, while self-measurement and lack of professional discussion could be barriers; face-to-face pathways had appointment/time constraints.
	Delivery mode creates trade-offs: digital access can improve convenience but human contact remains important.

	Gidlow et al. (2025)
	Digital Health Checks were acceptable for some, but legitimacy concerns, blood-sampling difficulties, communication gaps and technical access to results affected completion.
	Digital prevention requires trustworthy invitations, usable processes and integration with professional care.

	Eberhardt et al. (2025)
	Low awareness, mistrust, fear, communication gaps and practical barriers discouraged attendance; culturally tailored messages and accessible community delivery were preferred.
	Structural access and trust determine whether preventive education reaches deprived communities.

	Brady et al. (2025)
	Focus groups identified interconnected barriers to Health Check uptake among ethnic-minority and underserved populations, including communication, trust and practical accessibility.
	Equitable prevention depends on culturally responsive communication and service design, not solely individual motivation.

	Damery et al. (2025)
	Patients valued flexibility and monitoring within hybrid rehabilitation; digital literacy and suitability varied, while staff and patient contact remained important.
	Hybrid models can extend support but require selection, digital inclusion and continued professional relationships.

	Griffiths et al. (2026)
	Participants wanted trusted information, culturally and personally relevant advice, and supportive environments; cost, safety and wider social pressures could constrain action.
	Behaviour change is enabled by meaningful support but limited by structural conditions beyond individual knowledge.

	Doherty et al. (2026)
	Social support, professional oversight, structured programming, tailored feedback, accountability and self-monitoring facilitated physical-activity maintenance and awareness.
	Education works most plausibly through confidence, accountability and supported self-management rather than isolated advice.

	Lang et al. (2026)
	Stroke survivors and carers reported unmet needs for nutritional information, culturally sensitive personalisation and consistent professional/dietetic support after discharge.
	Information must be timely, personalised and continuous across care transitions; digital tools should supplement rather than replace inclusive support.


Source: Developed by the author from the 15 included studies.

[bookmark: _Toc237864714][bookmark: _Toc240581929]4.4 Thematic Findings
There is a comparison of the evidence matrix between the 15 studies, and the four interrelated themes are developed. The themes are not straightforward categories that indicate the type of intervention.
[bookmark: _Toc237864715][bookmark: _Toc240581930]4.4.1 Theme 1: Clear, trusted and interpretable communication is the foundation of awareness
The synthesised evidence indicates that developing true awareness requires more than the passive receipt of cardiovascular information. The participants need to be capable of understanding the information and, in their own opinion, believe it and know that it applies to themselves. Consequently, the Advice After a Health Check (AAH) conditioned the participants' understanding of risk, their beliefs about medication and past efforts to make lifestyle changes (Alageel et al., 2020). Cowap et al. (2024) gave some particularly direct indications of this issue: 40 patients were offered a calculated CVD risk score but ended up having vastly different interpretations of what the number represents. For some, using visual displays and manipulation of lifetime risk led to viewing lifelong risk as changeable; there was still misunderstanding, even with visual presentation. The most important takeaway is that a risk score does not imply education is successful. The intervention itself includes communication quality, interpretation services and a chance to ask questions towards that end.
Similarly, in studies focusing on participation, not comprehension, of consultation. Eberhardt et al (2025) identified that knowledge deficits regarding Health Checks, lack of communication, distrust and fear could deter adults from engaging with preventive education prior to any formal education being received, particularly in deprived communities. Brady et al. (2025) also revealed that “communication-to-trust” and “communication-to-practical accessibility” challenges were present within ethnic minority and underserved communities. Griffiths et al. (2026) further built on this, demonstrating participants' desire for trustworthy information that could help alleviate confusion and misinformation, alongside advice that could be linked to their personal actions and cultures. In these studies, information credibility was relational or social as opposed to being factually based only. A message may be correct, but it is incorrect if the source, language, presentation/service context makes it hard to trust or to use.
This interpretation is backed up by post-stroke evidence. Increased desire for nutritional information and strengthened dietetic support, especially considering that the lack of generic information led participants to try to learn about their needs and rely on informal sources themselves, as reported by Lang et al. (2026). They have also determined that awareness is time-dependent information, meaning that information present in the hospital might not be enough once patients and carers encounter other real-life issues once out of the hospital. Instead, awareness will be increased if information is comprehensible, timely, personally relevant and emanates from a trusted relationship or source (Cowap et al., 2024; Eberhardt et al., 2025; Griffiths et al., 2026; Lang et al., 2026). This distinction is important because it relates to why the same education programme content can lead to different experiences of understanding.
[bookmark: _Toc237864716][bookmark: _Toc240581931]4.4.2 Theme 2: Personalised and practical support is needed to convert awareness into preventive action
The second theme examines the necessary transition from theoretical risk understanding to sustained preventive behaviour. The consistent finding of the studies is that behaviour change of adults based on information is simplistic and assumes that once the correct information is given, behaviour will change. For instance, Okwose et al. (2020) provided evidence that physical capacity, motivation, and confidence, along with social support and environmental factors, are factors influencing home-based physical activity adherence in people diagnosed with heart failure. Smith et al. (2021) also found that a manual education intervention, with support from trained professionals, was largely acceptable when administered at home, highlighting the importance of explaining the educational materials. This research indicates that education can give guidance, but the execution of advice only will be feasible if it fits into the symptoms, the daily habits and the resources of the person.
The mechanism is particularly obvious in stroke rehabilitation studies. Farre et al. (2023) identified that messages that obeyed the timing of healing, were nice and relevant, and that supported incorporation into daily life were desired by the participants in their 12-week KATS txt messaging intervention. They noted that the WeWalk intervention increased in acceptability as stroke survivors and walking buddies had shared goals and a sense of mutuality and accountability; personalisation was of benefit for achieving meaningful participation. As mentioned, shared goals and a feeling of mutuality and accountability between stroke survivors and walking buddies increased the acceptability of the WeWalk intervention, while walking buddies' personalisation supported meaningful participation in the intervention (Morris et al., 2023). Both studies thus suggest that behaviour support can't be interpreted as just a reminder to move around. It is useful in making an abstract recommendation tangible and manageable for an individual and in reinforcing a plan by motivating or monitoring individuals' adherence to the suggestions or by holding them socially accountable.
There were similar mechanisms found in cardiac rehab. Hybrid rehabilitation with education, monitoring and exercise support (Damery et al., 2025) and tailored support, professional oversight, accountability and self-monitoring (Doherty et al., 2026) were identified as facilitators of physical-activity maintenance. Critically, Doherty et al. (2026) p18 also found that the impact of behaviour-change strategies on health outcomes, which are more easily measurable, was unclear. This limits the risks of over-interpretation by only suggesting that the qualitative evidence is consistent with the mechanisms of engagement and perceived behaviour support, but it cannot conclude that these mechanisms alone promote clinical risk reduction. It would be incorrect to conclude from this that all personalised interventions are clinically effective, rather that personalised education seems to make the achievement of preventive behaviour more achievable and meaningful.
The community-prevention evidence includes a relational component. In Grice-Jackson et al. (2024), adults valued feeling understood, the non-judgemental listening and the community-health-worker's personalised approach to education. Alageel et al. (2020) also showed that the acceptability of the advice to participants depended on their beliefs and experiences, and Griffiths et al. (2026) that for behaviour to change, the support had to be achievable and personally relevant. These studies come together to suggest the critical line of educational research is not knowing what is recommended, but believing that this recommendation is relevant and attainable.
[bookmark: _Toc237864717][bookmark: _Toc240581932]4.4.3 Theme 3: Digital and hybrid delivery can increase flexibility, but human support remains important
Those more recent pieces of evidence highlighted the presence of digital or hybrid solutions and their consistent trade-off with relational supports. Face-to-face Health Checks were limited by appointment availability and time, while digital Health Checks were convenient and easy to access, according to Forte et al. (2025). But digital users may have problems finding or recording measurements and might not have a chance to consult a health care provider about their health. Gidlow et al. (2025) also revealed that whilst the use of the digital NHS Health Check intervention was feasible and acceptable for some, there were instances of the invitation being perceived as "false" invitations, challenges in accessing the intervention, and difficulties accessing results of the blood tests, which could hinder engagement. Thus, digital delivery has brought about a new set of access barriers at some costs, while alleviating others.
Evidence on intervention indicates that web technologies are more likely to be effective when combined with support systems than when used alone as sources for information. Automated texts can indeed provide a feeling of encouragement, as shown by Farre et al. (2023) in their wording, timing and relevance of the messages designed with the subject of recovery. Damery et al. (2025) concluded a hybrid model might provide options for flexibility, monitoring and educational access while maintaining staff presence. Lang et al. (2026) did not have an actual digital programme, but the study focused on nutritional care; although they found participant interest in accessible digital and peer resources, they highlighted that solutions need to be inclusive for those less technologically literate. When combined, these findings all speak against a short shrift binary between digital and face-to-face. What really counts is whether this technology lessens the burden in practice without taking away opportunities for clarification, reassurance and professional judgement.
It addresses the theme of equity especially. While a digital pathway might benefit adults who are unable to make appointments, it can also affect people without devices, confidence, a space where they can access it, or a trust in the online process. A practical example is in Gidlow et al. (2025), where seemingly minor uncertainties about an SMS invitation or step failures in the home testing process can break the entire chain of care. Forte et al. (2025) also show that convenience does not absolve the need for interpersonal discussion. The evidence thus indicates a blended principle: while digital systems are usable, trustworthy and connected to physical and human support elements, digitisation should never be seen as a recipe for inequality, nor as a substitute for customised communication.
[bookmark: _Toc237864718][bookmark: _Toc240581933]4.4.4 Theme 4: Social, cultural and structural conditions determine whether education can be acted upon
The fourth theme goes beyond intervention design to the conditions in which adults are expected to help prevent CVD. Eberhardt et al. (2025) highlighted practical issues of access, mistrust, fear and limited awareness in deprived communities and preferences for flexible, accessible, culturally appropriate Health Checks. Brady et al. (2025) also found interrelated barriers to uptake to be influential, among ethnic-minority and underserved groups. Griffiths et al. (2026) expanded on this, explaining that participants would prefer advice to resonate with them and their culture, yet they also outlined social pressures and material limitations that might impede their ability to do this.
The same concept seems to exist outside the HealthChecks. In 2020, Okwose et al. found that people with heart failure and different environmental and social contexts were sensitive to both environmental and social factors for physical activity adherence. Multiple studies have supported preceding concepts, including that a walking buddy is an enabler (Morris et al., 2023) and that community relationships and local support provide value (Grice-Jackson et al., 2024). After stroke, cultural food habits, financial and post-discharge nutritional support had to be considered when providing nutritional guidance, Lang et al. (2026) reported. In these studies, ‘context' is not the ‘background noise' in which an educational intervention occurs, but as part of the causal pathway through which an education is accepted, adapted or abandoned.
One of the key conclusions of this review is that interventions that rely on the individual's motivation may ignore the wider structural and systemic barriers. For adults, where their capacity to pay for suggested foods, confidence in a service, and safe options for activity or ability to access online aspects are limited, more information may not necessarily lead to more feasible options. On the other hand, community-based delivery and communication that is culturally responsive and/or peer-led can help enhance engagement they bridge the gap between support and the context for supporting behaviours to change (Grice-Jackson et al., 2024; Eberhardt et al., 2025; Griffiths et al., 2026). Based on this, the review recognises equity as a mechanism of effectiveness-in-practice: education can have a greater impact on preventing practices when services are responsive to social realities instead of requiring the individual to take steps that would make the practice more likely to occur without intervention.
[image: ]

Figure 4.2: Integrated thematic model of how health education may influence awareness and preventive behaviour
Source: Developed by the author from the 15 included studies.
Table 4.2: Summary of themes and contributing evidence
	Theme
	Core interpretation
	Principal contributing studies

	1. Clear, trusted and interpretable communication
	Awareness depends on comprehension, credibility, personal relevance and timely explanation rather than exposure to information alone.
	Alageel et al. (2020); Cowap et al. (2024); Eberhardt et al. (2025); Brady et al. (2025); Griffiths et al. (2026); Lang et al. (2026)

	2. Personalised and practical support
	Education is more likely to influence preventive action when translated into feasible goals through tailoring, confidence-building, feedback, accountability and professional/peer support.
	Okwose et al. (2020); Smith et al. (2021); Farre et al. (2023); Morris et al. (2023); Grice-Jackson et al. (2024); Damery et al. (2025); Doherty et al. (2026)

	3. Digital/hybrid delivery with human support
	Digital delivery can improve flexibility and continuity but may introduce technical, trust and self-measurement barriers; blended support preserves opportunities for clarification.
	Farre et al. (2023); Forte et al. (2025); Gidlow et al. (2025); Damery et al. (2025); Lang et al. (2026)

	4. Social, cultural and structural conditions
	The ability to act on education is shaped by deprivation, access, culture, trust, social support and service organisation; these conditions can enable or neutralise knowledge.
	Okwose et al. (2020); Morris et al. (2023); Grice-Jackson et al. (2024); Eberhardt et al. (2025); Brady et al. (2025); Griffiths et al. (2026); Lang et al. (2026)


Source: Developed by the author from the 15 included studies.
[bookmark: _Toc237864720][bookmark: _Toc240581934]4.5 Chapter Summary
Four themes emerge from analysing 15 UK studies on cardiovascular prevention. There is a difference between information and trusted communication and awareness depends on the latter. Second, it is possible to take preventive measures with personalized support. Third, digital models are flexible, but can create barriers to inclusion and lack of human connection. Fourth, structural conditions such as deprivation and culture determine whether people are able to 'take advice'. Finally, contextualized communication outstrips one-way education.


[bookmark: _Toc239114998][bookmark: _Toc240581935]Chapter 5: Discussion
[bookmark: _Toc239114999][bookmark: _Toc240581936]5.1 Introduction
This chapter critically interprets the results of the systematic review as they relate to the effects of health education programmes on CVD awareness and preventive measures among UK adults. The analysis compares the four qualitative themes emerging from the synthesis with the original research aims. In addition, the findings are related to existing behavioural theories and contrasted to the wider literature to afford useful lessons for public health practice.
[bookmark: _Toc239115000][bookmark: _Toc240581937]5.2 Interpretation of Findings and Research Objectives
The overall research objective was to explore the impact of health education on awareness and prevention behaviours. The evidence synthesised suggests that public health messages and interventions such as the NHS Health Check can effectively raise awareness of adults about cardiovascular risk measures but that simply exposing adults to public health messages does not reliably lead to sustained behaviour change. The qualitative review of the systematic review demonstrated that awareness is not a passive reception of clinical information but a process of relation, which can only be achieved with the credibility, clarity and cultural relevance of the information offered. The first and second research aims are directly addressed by this, as it shows that only when abstract risk is brought into a personally meaningful and actionable context do educational programmes have an effect on health behaviours, including diet modification, physical activity and smoking cessation (Hassen et al., 2022). 
The findings related to the third research objective, which was to identify barriers and facilitators to engagement, indicate that whenever a numeric risk assessment is used, it is often not used to prompt interventions, causing confusion or false reassurance. Successful facilitators of engagement are frequently found to be the elements of shared goal-setting, social accountability measures (like the walking buddies provided in post-stroke rehabilitation) and ongoing follow-up of professionals. On the other hand, structural deprivation, digital exclusion and language barriers are significant barriers to uptake of education. This means that the readiness for change from awareness to action or lifestyle modification is more externally driven by the opportunities in the adult's immediate environment and community than by his or her own intrinsic motivation (Bakhit et al., 2024). 
[bookmark: _Toc239115001][bookmark: _Toc240581938]5.3 Theoretical Contextualisation
Thematic findings are well-explained in theoretical frameworks developed in Chapter 2. The Health Belief Model (HBM) suggests that the intention towards the adoption of prevention behaviours is dependent on the individual's perception of susceptibility to an illness and perceived severity of illness. This construct is supported by the results, which show that for adults, there is often a disconnect between the perceived risk and the formal clinical risk assessment, with adults often underestimating their risk level. If health education isn't culturally relevant or doesn't communicate with trust, the barriers to action are likely to be greater than the benefits, and the education is not likely to serve as a cue to action. 
In addition, the Theory of Planned Behaviour (TPB) offers a tool to explain the discrepancy between educational intention and actual physical behaviour. In the TPB, perceived behavioural control is one of the main factors influencing intention to change. The results of the systematic review show that adults with higher levels of socioeconomic deprivation or less access to digital technologies have an intrinsic sense of low perceived behavioural control of their cardiovascular health. A positive attitude towards CVD prevention and positive subjective community norms can lead to the creation of actionable, persistent intentions only if people feel supported by practical, individual-based support within their community (Lorenc et al., 2024). 
Lastly, the COM-B model, which focuses on Capability, Opportunity and Motivation, provides the broadest context for making sense of these qualitative findings. The review points out that there is a primary focus of traditional health education on psychological Capability (knowledge acquisition) and Motivation. The synthesis, however, clearly indicates that whether or not educational advice can be practically implemented depends on physical and social Opportunity (such as the availability of safe places to exercise, affordable healthy food, and being able to access digital literacy) (NHS England, 2023a; NHS England, 2023d). Interventions without the 'Opportunity' domain will not be effective in sustaining prevention efforts beyond increased awareness of risk, and are placing an unrealistic burden on individual motivation (Gao et al., 2025). 
[bookmark: _Toc239115002][bookmark: _Toc240581939]5.4 Comparison with Existing Literature
Synoptic observations of this review demonstrate that the increasing literature and literature reviews conducted recently are in line with the extreme weakness of the isolated risk communication. As in realist reviews before, the synthesis shows that NHS Health Checks work best as a 'gate' to broader care, not as a single educational intervention; follow-up from the community or monitoring from primary care is essential if the impact of the intervention is to be seen in the long term to affect behaviour. The focus on trusted, culturally responsive communication resonates with the broader research which has pointed to the inability of generic public health messages to resonate with the socioeconomically deprived and minoritised communities. The results support the claim that reaching our goal of equity in education relies on intentional communication practices; that's why it's important to have initiatives such as the NHS Core20PLUS5 framework in place. 
The strengths of this review are that it critically synthesises digital delivery and hybrid delivery models at different points in the CVD pathway. The qualitative findings highlight the dangers of relying too heavily on automated, hands-off public health systems, while the findings from the quantitative analysis underscore the value of digital-first public health policy to increase efficiency. The results suggest that digital platforms increase flexibility and access for technologically literate people and, at the same time, create new technical and trust barriers for others. This is in contrast to more techno-optimistic clinical studies, which only measure the success of the intervention based on the decreased administrative burden or scale. Rather, this review argues that the relational nature of human support is and will continue to be a critical element of the successful delivery of adult health education and that digital resources are to serve as an adjunct to the clinical supervision and leadership of the health educator. 
[bookmark: _Toc239115003][bookmark: _Toc240581940]5.5 Implications for Public Health Practice
These interpretations have direct implications for action, such as for public health strategy and clinical practice, in the UK. The evidence clearly indicates that NHS trusts and community health organisations (CHO) need to go beyond just providing one-way information to delivering support that is more highly contextualised and connected to the community. The results call for a blended or hybrid approach for digital health interventions: digital pathways must be designed with accessible pathways to ensure that no adult is left behind because of a lack of technological capability, which is the digital exclusion of certain populations. Moreover, culturally appropriate educational resources must also be developed, and community health workers must be more widely used to connect local social experiences with abstract clinical information to reduce the impact of premature CVD. In addition, co-production of culturally adapted educational resources and greater use of community health workers who can help link abstract clinical advice with lived social experiences is required to effectively tackle the burden of premature CVD.
The recommendations align with NHS England's Core20PLUS5 framework, which focuses on tackling inequalities in health across the 20% most deprived people in England and across those groups identified locally as being underserved. The framework can be used to guide the development of targeted strategies for the detection of hypertension, lipid management, and equitable access to preventive services for CVD prevention. Culturally responsive communication, community-based outreach, and accessible digital and non-digital options to reach and educate adults most affected by structural barriers to prevention would therefore be required for the application of Core20PLUS5 to health education (NHS England, 2026a).
[bookmark: _Toc239115004][bookmark: _Toc240581941]5.6 Strengths and Limitations
The key strength of this dissertation is the methodology that is presented as a very clear and transparent approach to selecting studies, following PRISMA guidelines, and the quality appraisal of the studies, which followed CASP, a checklist for qualitative studies. The review successfully captured the complex, lived experiences of a variety of adults across 15 recent and peer-reviewed studies published between 2020 and 2026, and captured the context of primary and secondary CVD prevention in the UK. 
But it is important to recognise methodological caveats. The use of secondary qualitative data makes measurement of clinical effectiveness or the ability to make direct statistical causal inferences between health education and long-term decreases in CVD morbidity difficult. Further, the location of the key studies is very unevenly distributed, with studies being more heavily concentrated in England, less in Scotland and Northern Ireland and none found which were specifically for Wales. The limitations of this geographical imbalance preclude universal generalisability of the findings from the UK as a whole, as well as from the four countries of the UK. Moreover, the self-selection of participants in primary qualitative research may have given a greater representation of adults who already have an inherent health consciousness, or interest in health services, thus obscuring the barriers experienced by more passive groups of adults. 


[bookmark: _Toc239115005][bookmark: _Toc240581942]Chapter 6: Conclusion
[bookmark: _Toc239115006][bookmark: _Toc240581943]6.1 Research Conclusions and Reflection
The aim of this systematic review was to examine the effect of health education programmes on adults' CVD awareness and preventive behaviours in the UK. The qualitative evidence presented and synthesised clearly indicates that true risk awareness is not simply a process of passively receiving clinical information, but is a more complex issue that must be mediated through a process of clear, credible and culturally relevant communication at the individual level. Moreover, the change in awareness to persistent prevention actions is deeply contingent. The evidence shows that health education is most effective when it is implemented in a way that is intricately connected with personalised, practical support, including collaborative goal setting and social accountability, which empowers an individual to develop confidence and capacity (NICE, 2021a; NHS England, 2023e; McPhillips et al., 2021). 
As a reflection on the research process, the systematic qualitative approach has been found to be very useful to address the experiential and contextual aspects of adult behaviour change, which have proven to be very complex. The reflexive thematic synthesis revealed that structural inequalities, digital exclusion and community deprivation had a significant impact on the fundamental ability of an adult to take action in preventive health education. The results show that, on many occasions, the systemic and environmental barriers can neutralise the individual's motivation to change their lifestyle, challenging the traditional clinical view of the absence of lifestyle change only being a matter of patient uninterest or lack of compliance. 
[bookmark: _Toc239115007][bookmark: _Toc240581944]6.2 Recommendations and Significance
According to these findings, some recommendations are suggested for public health practice and further academic research. In addition, public health policymakers and health service practitioners should reflect on the need to move beyond one-way risk communication approaches (e.g., risk scoring alone) to a more holistic and community-based risk communication support framework, with continuous communication (Bakhit et al., 2024). The use of hybrid and digital delivery models should be planned with clear and explicit precautions to guard against unintended consequences of technology that may exacerbate health inequities for populations who do not have access to or literacy with digital technology (Hassen et al., 2022). Finally, in terms of future research, it is recommended that academia should focus on longitudinal qualitative research that will be able to capture the long-term, multi-year effects of targeted behavioural support for the under-represented geographical areas, such as Wales, to provide holistic data for the UK (Lorenc et al., 2024). 
Finally, this dissertation brings important and synthesised qualitative information to public health by highlighting the importance of the relationship between health education, behavioural psychology, and structural health equity. This study highlights the critical importance of designing public health interventions to the lived realities of UK adults, which are characterised by their diversity, rather than expecting adults to fit into a single clinical paradigm, and shows that the gap between awareness of risk from CVD and preventive action is steeply reliant on the structural Opportunity and relational trust that exists in the individual's relationship.
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Table A1: Condensed CASP Qualitative Appraisal Matrix for the 15 Included Studies
	Study
	Clear aims
	Qualitative
methodology
	Design
	Recruitment
	Data
collection
	Researcher-
participant
relationship
	Ethics
	Analysis
	Findings
	Value
	Overall
confidence

	Alageel et al. (2020)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Okwose et al. (2020)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Moderate-higher

	Smith et al. (2021)
	Y
	Y
	Y
	Y
	Y
	Y
	CT
	Y
	Y
	Y
	Higher

	Farre et al. (2023)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Morris et al. (2023)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Moderate-higher

	Cowap et al. (2024)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Grice-Jackson et al. (2024)
	Y
	Y
	Y
	CT
	Y
	CT
	CT
	Y
	Y
	Y
	Moderate

	Forte et al. (2025)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Gidlow et al. (2025)
	Y
	Y
	Y
	CT
	Y
	CT
	CT
	Y
	Y
	Y
	Moderate-higher

	Eberhardt et al. (2025)
	Y
	Y
	Y
	Y
	Y
	Y
	CT
	Y
	Y
	Y
	Higher

	Brady et al. (2025)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Damery et al. (2025)
	Y
	Y
	Y
	CT
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Griffiths et al. (2026)
	Y
	Y
	Y
	Y
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Doherty et al. (2026)
	Y
	Y
	Y
	CT
	Y
	CT
	CT
	Y
	Y
	Y
	Higher

	Lang et al. (2026)
	Y
	Y
	Y
	CT
	Y
	CT
	CT
	Y
	Y
	Y
	Higher




Table A2: Overall Critical Appraisal Summary of the 15 Included Studies
	Study
	Short critical appraisal
	Overall confidence

	Alageel et al. (2020)
	Clear interviews and Framework analysis; single setting and self-reported behaviour.
	Higher

	Okwose et al. (2020)
	Appropriate focus groups and thematic analysis; small, mainly male sample.
	Moderate–higher

	Smith et al. (2021)
	Strong sampling, reflexivity and independent checking; small single-centre pilot.
	Higher

	Farre et al. (2023)
	Theory-informed longitudinal interviews; small intervention cohort limits transferability.
	Higher

	Morris et al. (2023)
	Multi-site qualitative pilot with dyads; COVID disruption and possible selection bias.
	Moderate–higher

	Cowap et al. (2024)
	Detailed interviews linked to Health Check consultations; programme-specific with possible recall effects.
	Higher

	Grice-Jackson et al. (2024)
	Strong co-production and community relevance; complex design and heterogeneous settings.
	Moderate

	Forte et al. (2025)
	Included user and professional perspectives; local context and self-selection limit transferability.
	Higher

	Gidlow et al. (2025)
	Useful feasibility and participant-experience evidence; few practices and possible digital exclusion.
	Moderate–higher

	Eberhardt et al. (2025)
	Peer/lived-experience approach strengthened relevance; small regional community sample.
	Higher

	Brady et al. (2025)
	Large qualitative focus-group sample from underserved groups; single region and group-response limitations.
	Higher

	Damery et al. (2025)
	Multiple centres and patient/staff perspectives; digitally engaged sample and no causal assessment.
	Higher

	Griffiths et al. (2026)
	Longitudinal design with deprived minoritised communities; hypothetical digital prototype limits applicability.
	Higher

	Doherty et al. (2026)
	Strong process evaluation within a cluster RCT; trial context limits causal interpretation of qualitative findings.
	Higher

	Lang et al. (2026)
	Clear qualitative design with ethnically diverse participants; online/voluntary recruitment may exclude less-connected adults.
	Higher
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Table B1: Information Sources and Search Parameters
	Information source
	Role in the review
	Reported limits / approach

	PubMed (MEDLINE)
	Medical and biomedical literature
	English; peer-reviewed; 2020-2026

	CINAHL
	Nursing and allied-health literature
	English; peer-reviewed; 2020-2026

	PsycINFO
	Psychological and behavioural literature
	English; peer-reviewed; 2020-2026

	Web of Science
	Multidisciplinary citation database
	English; peer-reviewed; 2020-2026

	Cochrane Library
	Secondary synthesis and related evidence source
	English; peer-reviewed; 2020-2026

	Supplementary searching
	Backward/forward citation searching and targeted hand searching
	Applied alongside database searching


Table B2: Search Concepts, Synonyms and Boolean Combination
	Concept block
	Synonyms / search logic

	Block 1: Cardiovascular condition
	("cardiovascular disease" OR "heart disease" OR stroke OR hypertension OR "coronary disease" OR "heart failure")

	Block 2: Education or support
	("health education" OR "risk communication" OR "health literacy" OR "NHS Health Check*" OR campaign* OR "cardiac rehabilitation" OR "behaviour change")

	Block 3: Awareness / preventive outcomes
	(awareness OR knowledge OR "risk perception" OR understanding OR engagement OR diet OR "physical activity" OR smoking OR adherence OR "preventive behavio?r")

	Block 4: Qualitative evidence
	(qualitative OR interview* OR "focus group*" OR experience* OR perception* OR thematic)

	Block 5: UK context
	("United Kingdom" OR UK OR England OR Scotland OR Wales OR "Northern Ireland")

	Combined logic
	Block 1 AND Block 2 AND Block 3 AND Block 4 AND Block 5; final syntax adapted for each database


Table B3: PRISMA-Guided Screening Record
	Screening stage
	Number

	Records identified from databases
	360

	Duplicate records removed
	46

	Records screened
	314

	Records excluded at title/abstract stage
	237

	Reports sought for retrieval
	77

	Reports not retrieved
	5

	Full-text reports assessed for eligibility
	72

	Full-text reports excluded
	57

	Studies included in the final qualitative synthesis
	15




Men (%)	Overweight or living with obesity	Living with obesity	Current cigarette smoking	Physical inactivity	Raised cholesterol	70	29	13	26	45	Women (%)	Overweight or living with obesity	Living with obesity	Current cigarette smoking	Physical inactivity	Raised cholesterol	62	31	10	28	50	All adults (%)	Overweight or living with obesity	Living with obesity	Current cigarette smoking	Physical inactivity	Raised cholesterol	66	30	11	27	48	



England	Total CVD deaths, 2024	Under-75 CVD deaths, 2024	137572	37723	Scotland	Total CVD deaths, 2024	Under-75 CVD deaths, 2024	17444	5195	Wales	Total CVD deaths, 2024	Under-75 CVD deaths, 2024	9260	2660	Northern Ireland	Total CVD deaths, 2024	Under-75 CVD deaths, 2024	4416	1330	UK total	Total CVD deaths, 2024	Under-75 CVD deaths, 2024	169205	47257	
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Figure 2.2: Theory of Planned Behaviour pathway for CVD preventive intention and action
(Khani Jeihooni et al., 2021; Wang et al., 2023; Laddu et al., 2021)

Attitude toward
preventive behaviour

Subjective norms Intention Preventive behaviour

Diet
Perceived Physical activity
behavioural control Smoking cessation
Medication adherence

Low confidence, weak
social support and
limited resources can
reduce action




image4.png
Figure 2.3: Integrated theoretical framework linking health education, awareness, risk perception and
preventive behaviour (Bakhit et al., 2024; Kirat et al., 2024; Gao et al., 2025; Tabak et al., 2025)
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Figure 3.1: Methodological pathway for the systematic qualitative review
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Source: developed for the present review using PRISMA, CASP and thematic-synthesis
guidance (Page et al., 2021; Critical Appraisal Skills Programme, 2024;
Thomas and Harden, 2008).

Insert this figure in Chapter 3 after Section 3.5 (Study design: systematic qualitative review)

and before Section 3.6 (Method of data collection).
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Key: Y = Yes; N = No; CT = Cannot tell; N/A = Not appli
Studies Checklist (2024) was used as the structured appraisal framework for all 15 studies
retained in the synthesis. The dissertation treated CASP as a judgement tool rather than a

numerical scoring system. Appraisal informed the relative confidence placed in each study
during interpretation; studies were not excluded solely because of an appraisal total.
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