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Hypertension is one of the most important cardiovascular risk factors that should be detected, treated, monitored and managed over a long period of time. In this dissertation, community interventions to facilitate hypertension control amongst adults aged 30–50 years in the UK were critically reviewed, focusing on effectiveness, access, engagement, equity and integration with primary care. A secondary-research systematic review was conducted within the literature database Embase, CINAHL, PubMed/MEDLINE, PubMed Central, Google Scholar and hand searching. The review question and eligibility criteria were designed in accordance with the PICO framework, and the reporting of study identification and study selection were carried out based on the principles of PRISMA 2020. After screening and eligibility criteria, the final analytical dataset consisted of ten studies and other literature was used as a clinical, theoretical and methodological context. Given the variables in the design of the included studies, population, intervention and outcome measures, a meta-analysis could not be performed, and findings were summarised narratively and thematically.
Four broad themes were identified: community based approaches to hypertension identification and management; impact on screening, referral, adherence, monitoring and blood pressure control; barriers and facilitators to access and engagement; and quality of evidence is transferrable to UK adults aged 30–50 years. Socio-economic, behavioural and access related influences were interpreted with the assistance of the Social Determinants of Health and Health Belief Model. Results highlight the potential to enhance hypertension management through community pharmacy screening, supported home monitoring, digital health, telemedicine and self-management interventions as part of the appropriate diagnostic confirmation, referral and NHS primary-care follow-up. Yet there are barriers to equitable participation and continuity including socioeconomic, digital, and organisational. There is limited direct UK evidence for adults aged 30–50. The dissertation therefore finds that coordinated pathways between community and primary-care are promising but further research in the UK is needed to demonstrate effectiveness, equity, sustainability and longer-term clinical outcomes by age groups.
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[bookmark: _Toc236914508][bookmark: _Toc237485155]1.1 Background
High blood pressure, also known as hypertension, is a long-term cardiovascular (heart and blood vessel) disease that is characterised by blood pressure that is consistently high. Usually non-symptomatic, but chronic exposure can harm the cardiovascular system, brain, kidneys and vascular system. The current European guidelines therefore consider hypertension to be more than a simple blood-pressure measurement: the diagnosis involves measuring blood pressure with reliability, where appropriate, confirmation using ambulatory or home monitoring, and the management of the condition includes cardiovascular-risk assessment, lifestyle support, medication and continuing review (McEvoy et al., 2024). This clinical complexity is relevant as it enables community activity to help identify and manage the disease, but it cannot replace clinically indicated treatment or diagnostic confirmation.
The global burden offers background on the problem faced by the UK. In 2019, NCD Risk Factor Collaboration (2021) estimated that 1.28 billion adults (aged 30-79) were living with hypertension, but treatment and control were not even. But no single figure for adults aged exactly 30-50 has been published in the UK. The importance of the group lies rather with prolonged lifetime exposure; hypertension that starts or persists into early and middle adulthood can add up cardiovascular risk over many years. Other findings from North East London suggest that there may be an age-under-50 factor related to hypertension patient control, even though this is not clearly understood, as the intensity of treatment on record is also not sufficient. Furthermore, evidence from North East London indicates that patients younger than 50 with diagnosed hypertension may be less likely to be controlled than those older in age, but this has not been fully explained by observed treatment intensity (Rison et al., 2023).
Adult hypertension (30-50 years) is polyetiological in nature. There are non-modifiable influences such as age, family history, genetics, and ethnicity and modifiable influences such as excess body weight, high salt intake, smoking, harmful alcohol use, and physical inactivity. Other factors will also influence risk or treatment, such as diabetes, chronic kidney disease, prescribed medications, chronic stress and sleep difficulties. These factors combine with the conditions of employment, caring responsibilities, income, housing, transport, and health literacy and access to preventative services (Marmot, 2020).
Socioeconomic position needs to be treated accurately. There is a relationship between household low income and area deprivation, but it is not synonymous. Scholes, Conolly and Mindell (2020) identified income inequalities among adults in the prevalence of hypertension using data from the Health Survey for England; however, the patterns of undiagnosed hypertension were more complicated than the assumption that all low-income adults are not diagnosed. Kimenai et al. (2022) also found evidence that traditional methods of cardiovascular risk assessment were less likely to correctly predict cardiovascular risk in individuals from more deprived groups. Financial insecurity can limit attendance at appointments, transportation, access to digital content, healthy food choices, and medication adherence; on the other hand, service design can make appointments difficult to attend, referrals are poorly coordinated, or there are limited language options and/or a heavy dependency on technology.
Community-based strategies are structured interventions provided outside of hospital or via interventions linking community and home to primary care. Examples that relate to this include community-pharmacy screening, pharmacist- or nurse-led support, home blood-pressure monitoring, digital messaging, telemonitoring, group education, family or peer support, medication-adherence assistance, and medication-adherence pathways. They are designed to enhance awareness, case-finding, self-management, adherence and continuity, and NOT that "education = prevention of hypertension. A trial of self-monitoring, a digital intervention and professional guidance was effective in achieving better control of systolic blood pressure in the HOME BP trial, though this benefit was contingent on implementation in general practice and it did not demonstrate the effectiveness of remote care delivery over clinical care (McManus et al., 2021). Variations were found in the equipment used, training and referral techniques, and convenient location, an item that did not seem to result in technically reliable service, were investigated in English pharmacy research (Barrett and Hodgkinson, 2019).
[bookmark: _Toc236914509][bookmark: _Toc237485156]1.2 Statement of the Problem
The pathway for managing hypertension is a process in which the adult must be reached, blood pressure must be accurately measured, confirmation of raised blood pressure must be given, a referral must be made, appropriate treatment must be provided, and individuals must be monitored. Many checks can be done by a programme, but little health gain can be derived if the abnormal findings are not confirmed or communicated. Service disruptions may also compromise the pathway. Recorded blood-pressure screening and management indicators worsened by a large amount during the COVID-19 period, before recovery, suggesting that organisational capacity is a crucial factor in control (Wiedemann et al., 2024).
Community responses can help to close gaps in access, yet can also replicate them. Digital systems can work for adults who may not have the time or ability to attend a clinic, or for those who don't have connectivity, a device, confidence, language assistance or private space. Access to services can be geographically possible but limited by a number of factors, including staff workload, staff training, lack of public awareness and communication with individual general practices. Lower susceptibility can make a difference for younger adults, while ethnicity, insecure work and comorbidity can make a difference in the 30-50 age group.
[bookmark: _Toc236914510][bookmark: _Toc237485157]1.3 Rationale for the Study
Managing hypertension is not just about detecting elevated blood pressure, it's also crucial to engage, refer, treat and monitor. There is evidence that community-based interventions are effective in reducing blood pressure outcomes, but the effectiveness is dependent on the type of intervention, its place of delivery and characteristics of the target population (Azami-Aghdash et al., 2025; Nyame et al., 2024). Importantly, implementation outcomes might vary among population groups, as socioeconomic, demographic, digital and organisational inequalities affect access and engagement. This systematic review therefore critically explores what works in terms of which community-based approaches are effective, the factors that facilitate their implementation, and the relevance and equitable applicability of these approaches to UK adults over the age of 30 and under 50.
[bookmark: _Toc236914511][bookmark: _Toc237485158]1.4 Research Aim
To analyse community based Strategies for Management of Hypertension Amongst 30-50-Year-Old Adults in the UK.
[bookmark: _Toc236914512][bookmark: _Toc237485159]1.5 Research Objectives
1. To determine which are the main approaches, focused on the community, to support adults aged 30-50 in identifying and managing hypertension.
2. To assess evidence related to awareness, screening, referral, adherence to treatment, and monitoring and blood-pressure control.
3. To investigate socioeconomic, demographic, digital and organisational obstacles and facilitators to accessing and engaging.
4. To appraise the methods, relevance and transferability of the evidence that is available.
5. To generate evidence-based recommendations relating to NHS primary care services, community pharmacies, local authorities and community organisations.
[bookmark: _Toc236914513][bookmark: _Toc237485160]1.6 Research Questions
1. What are the methods used to screen and treat hypertension in the community amongst adults in the UK between the ages of 30-50?
2. What evidence is there of the impact on awareness, screening, referral, adherence, monitoring, and blood-pressure control?
3. What are the socioeconomic, demographic, digital and organisational factors that affect access and engagement?
4. Is the existing evidence suitable and robust for the target population and UK context?
5. How to enhance and harmonise community-based hypertension interventions with primary health care?
[bookmark: _Toc236914514][bookmark: _Toc237485161]1.7 Significance of the Study
Academically, the study addresses an evidence gap concerning adults aged 30–50 years, who are often incorporated into broader adult samples rather than analysed separately. It also exemplifies an understanding of the differences in inconsistent terminology, distinguishing between low income and deprivation, and community delivery and isolated awareness campaigns. In terms of services, the results can contribute to a recommendation of a linkage between screening and confirmation, treatment and follow-up, by service commissioners and service providers. The review has a special focus on equity of access, culturally appropriate communication, digital alternatives, staff capacity and continuity of information. Recommendations are provided to named stakeholders and not as general recommendations.
The analytical wording is suitable for the chosen design. Evaluation of evidence related to effectiveness, accessibility and implementation is possible through a systematic review, but measurement of impact would require new estimates of cause and effect or original clinical measurements. Thus, the title, aim, objectives and questions remain the same population and setting, and management focus. Conclusions include only supported effects and implementation conditions, but do not equate all observed associations with causation. This structuring ensures that the study is commensurate with the evidence available and appropriate for post-graduate study.
[bookmark: _Toc236914515][bookmark: _Toc237485162]1.8 Chapter Summary
In this chapter, hypertension has been discussed as a clinically complex and socially complex condition; the clinical population has been restricted to adults aged 30-50, and community-based management is added to the integrated care pathway. The critical literature review in Chapter 2 and the systematic review methodology in Chapter 3 are aligned with the aim, objectives and research questions.
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[bookmark: _Toc237485164]2.1 Introduction
The purpose of this literature review is to critically analyse the evidence regarding community-based hypertension care of adults aged 30-50 in the UK. The literature is structured to reflect the aims of the dissertation: identification and management approaches; impact on screening, referral, adherence, monitoring and blood-pressure control; factors influencing access of socioeconomic, demographic, digital and organisational; and the quality and transferability of the evidence. Chapter 3 describes the systematic process for identifying, screening and appraising studies, and synthesis and critical interpretations of the studies are covered in this chapter. The use of UK evidence prioritises it as a primary care, community pharmacy or preventive services varies across health systems. If evidence is mentioned as being from England, it is stated so rather than assumed to be England and the other 3 countries of the UK. This also means that the evidence presented in the descriptive study-by-study reporting is compared on the basis of relevance, consistency, limitations and applicability to the target population, precluding descriptive reporting of the evidence in each study. It is important that service contexts and population impacts transferability.
There are two theoretical perspectives to support the interpretation. Using the Social Determinants of Health (SDOH) approach, determinants of income and employment, education, ethnicity, neighbourhood characteristics, and access to services are explored for their potential impact on risk for hypertension and management. According to the WHO (2024), social determinants are conditions that shape people's birth, growth, life, work and ageing, as well as their resources and opportunities. Through the prism of the Health Belief Model (HBM) (Rosenstock, Strecher and Becker, 1988), the perceived susceptibility, severity, barriers, cues to action and self-efficacy are considered as factors that may have an impact on screening, treatment adherence and self-monitoring.
[bookmark: _Toc237485165]2.2 Clinical Scope and Consequences
Hypertension is not defined by one high blood pressure reading, but by having blood pressure that is continually high. NICE blood-pressure guidelines for hypertension diagnosis suggest that blood pressure should be taken in the clinic, followed by ambulatory blood pressure monitoring (ABPM) to confirm hypertension when clinic blood pressure is between 140/90 mmHg and 180/120 mmHg. If ABPM is not suitable or not tolerated, home blood-pressure monitoring (HBPM) can be used (NICE, 2019). The distinction is very important in community screening as an elevated measurement in a workplace, outreach or pharmacy environment may indicate that a person may have hypertension, but won't confirm the diagnosis. Therefore, the literature defines community strategies as a component of a pathway of accurate measurement, diagnostic confirmation, cardiovascular-risk assessment, treatment and follow-up monitoring.
The clinical relevance of hypertension is due to the connections with cardiovascular and renal disease, such as stroke, myocardial infarction, heart failure and chronic kidney disease. But there is a big difference in the burden by age. Some of the data from the Health Survey for England 2022 showed that around 30% of adults had hypertension, and 13% had untreated hypertension, which was higher among older age groups and among males compared to females (NHS England Digital, 2024). These results only apply to England and should not be used to measure the prevalence of adults aged 30-50 years across the UK as a whole. The distinction isn't meant to account for a significant weakness found in the literature: General adult data can provide context, but cannot be reported as specific data for the dissertation population.
It is especially important to consider younger adults when you're thinking of detection. The Health Survey for England data analysis indicated that hypertension was more likely to be undiagnosed in younger people than in older people. Around 55% of males and 44% of females between 25-34 were thought to have undiagnosed hypertension (ONS, 2023). This age span is not exactly the one targeted in the dissertation; however, it offers indications of the detection challenges in early adulthood and is not used as a precise estimate of the population aged 30-50.
More directly, Rison et al. (2023) analysed electronic health records of 156,296 adults with a diagnosis of hypertension in North East London and found that this age group with hypertension was less likely to have their hypertension under control than older adults. Although the observational design is regional, this limits generalisation to the entire UK; it is relevant to the understanding of management among younger adults because of population and healthcare characteristics.
[bookmark: _Toc237485166]2.3 Determinants of Hypertension and Management
The clinical risk characteristics, along with social and service-related factors affecting detection and management, are important determinants in this review. Variation by age, sex and bodyweight is evidenced in England. An analysis of Health Survey for England data by ONS revealed that there are significantly more cases of hypertension among adults who are classified as obese compared with adults who are not overweight or obese (ONS, 2023). The findings presented here suggest that modifiable risk factors should be considered and not misinterpreted as being due to individual lifestyle choices. Eating a healthy diet, engaging in physical activity, making appointments with health care providers and monitoring blood pressure can be impacted by broader social factors, in line with the SDOH framework.
Socioeconomic evidence must be interpreted with great care. The authors, Scholes, Conolly and Mindell (2020), analysed the Health Survey for England (HSE) data of 28,002 adults (aged 16 years and older). There was a positive relationship between lower income and the likelihood of hypertension among women, but no clear correspondence was found between lower income and undiagnosed hypertension in the study. Thus, the study cannot be interpreted as evidence that adults who fail to have adequate income are not aware of hypertension status or are less likely to be diagnosed with hypertension. It also contained adults of a broader age spectrum than the 30-50 age group studied here that could therefore not be used for age-specific evidence of its findings.
Most importantly, income and area deprivation are not synonymous. There is no significant difference between area-deprivation quintiles in terms of age-standardised prevalence of hypertension and untreated hypertension, according to the Health Survey for England 2022 (NHS England Digital, 2024). Therefore, an income gradient can by no means be assumed to represent a neighbourhood deprivation gradient. This separation allows a more accurate measure of socioeconomic inequality, and prevents assigning individual actions to the socially deprived just because they reside in such a situation.
Ethnicity is also a factor in management, but any differences noticed cannot be explained solely by ethnicity. In a large cohort of primary-care patients from the UK, Eastwood et al. (2023) found variations between European, South Asian and African/African Caribbean populations in the components of hypertension treatment that were analysed: monitoring, treatment escalation, treatment persistence, and BP control. Rison et al. (2024) went on to report ongoing inequalities in North East London, as the rate of good control was significantly lower for Black patients than for White patients throughout the study.
[bookmark: _Toc236914520][bookmark: _Toc237485167]2.4 The UK Management Pathway
The primary care setting continues to be the first place of care, diagnosis, cardiovascular-risk assessment, medicine prescription and long-term review. Community services are not parallel services, but are part of this pathway. Key stages to be followed are: accurate measurement, confirmation, risk assessment, shared treatment decisions, medication review and monitoring. Wiedemann et al. (2024) analysed the OpenSAFELY records to demonstrate the impact of disruptions during the pandemic on blood-pressure testing and hypertension-management measures in England. This highlights the need for robust systems and data flows to support population control and not just for patients to be given advice.
The pathway is also intended to provide an explanation as to why there is a need for outcomes to be aligned with the purpose of intervention. The extent to which the screening of a pharmacy is adopted, its technical quality, identification, referral and completed diagnostic assessment should be assessed. Home-monitoring programme should be evaluated via measurement of adherence, clinical response and sustained control. An education programme that has a reasonable chance of affecting knowledge or self-efficacy is not considered to be an effective intervention if it is not expected to affect cardiovascular events unless the programme is sufficiently powered and followed for that outcome. There must be a connection to the purpose of the interventions.
[bookmark: _Toc236914521][bookmark: _Toc237485168]2.5 Community-Pharmacy Screening and Support
Community Pharmacies provide familiarity, geographical coverage and access without a GP's appointment. However, in England, blood-pressure screening services for pharmacies were found to vary in terms of device validation, calibration, availability of blood-pressure cuffs, staff training and referral (Barrett and Hodgkinson, 2019). It is critical that accessibility does not equal quality. A convenient service, but an inconsistent one, may give false reassurance, may cause unnecessary anxiety or may not be referred to. Therefore, national standardisation, competency assessment and communication protocols are, rather than “admin extras”, conditions of effectiveness.
While there are some limitations in direct policy transfer as the study was conducted outside of the UK, Pappaccogli et al. (2019) demonstrated that non-physician pharmacy screening could still detect previously unknown hypertension and cardiovascular risk. Vella et al. (2026) more recently found that pharmacist-led ambulatory monitoring is technically feasible, but results are inconclusive in small series in which treatment changes were tried. Tang et al. (2026) also recognised opportunities for incorporating cardiovascular screening into community-pharmacy activity. The studies as a whole support the role of the pharmacist, and reveal an evidence gap between feasibility and sustained clinical benefit.
Equity goes beyond simply targeting deprived areas for the placement of pharmacies. In a study by Duley et al. (2026), they have identified that language, cultural beliefs, trust and time pressure, along with limited teaching of staff in these areas, can limit engagement within minority ethnic communities. Services provided by pharmacists may thus require bilingual materials, culturally responsive communications, protected consultation time and explicit promotion by trusted organisations. These adaptations should not be taken for granted, but evaluated. Poulter et al. (2026) also claim that community BP screening is useful if it is used in conjunction with primary care and can provide confirmation and referral to treatment. Screening without linkage: another way of counting activity than enhancing health.
There are areas of workforce and economic questions that are not fully developed. Pharmacy screening helps to diminish the obstacles to the first measurement, but it does need extra space for consultation, calibrated equipment, trained personnel, documentation and time for referral. When funding is not commensurate with workload, activity can crowd out other services. The cost-effectiveness should therefore encompass the entire pathway, not just the cost of a check only: repeat measurement and ambulatory monitoring, GP assessment, treatment initiation and prevented events are all important. There are few studies that correlate these over long periods of time, and so the suggestion that automatic delivery of medicines into a pharmacy will save the NHS resources is speculative at this stage.
[bookmark: _Toc236914522][bookmark: _Toc237485169]2.6 Home Monitoring, Digital Support and Telemedicine
Patient self-monitoring may yield more and more ecologically-relevant readings and increase patient engagement. Self-monitoring was incorporated into a self-help digital intervention and medication titration was guided in the UK HOME BP randomised trial. When measured at 1-year follow-up, SBP was lower than usual care, and the modest extra cost was acceptable (McManus et al., 2021). The strength of the study was that it was integrated within general practice and readings influenced professional decisions. Its restriction is equally important. These participants had inadequately controlled treated hypertension and needed digital capabilities and cannot be representative of all adults 30–50 years of age or justifiable for digital-only care.
Conditional benefit is supported by other UK implementation evidence. Wu et al. (2026) identified that professional capacity, workflow fit, patient selection, equipment support and accessible alternatives are keys for the scaling of the technology-enabled remote monitoring. A digital messaging programme was explored in general practice in Wirral as part of the BP@Home programme, with positive observations made by Argyris et al. (2025). This is an observational programme, meaning that the causal certainty is less than that which could be found in a randomised trial. The evidence is for digitally enabled monitoring as a service, rather than as a technology in itself.
Overall, there is a generally favourable, though mixed pattern, indicated by international syntheses. Li et al. (2020) identified mobile-health self-management interventions as having the potential to lower blood pressure, and Kaihara et al. (2022) stated that home readings that are automated will have beneficial effects. Siopis et al. (2023) measured a mean decrease of both SBP and DBP with digital interventions; however, there was inconsistent reporting of reach, uptake, and feasibility. Similar to Yap et al. (2024) results, improvements in blood pressure outcomes were also reported; however, impacts on medication adherence were found to differ between the different digital modalities. But the size of clinical effect is only one question, and sustained use, clinician response and equitable reach are the real-world value.
Digital adherence evidence is not always good. Etminani et al. (2020) also noted that there was an inconsistent approach to integrating behaviour-change implementation strategies into digital hypertension interventions. No overall improvement in adherence to medicines was found by McCabe et al. (2026) for community-based adults with long-term conditions. While not hypertension-specific, it means that it should not be assumed that medication reminders always lead to medication changes. Motta-Yanac et al. (2026) pinpointed the usability, trust, cultural and linguistic relevance, and integration of health care and social support as factors that influence digital adoption. A digital tool can thus raise a range of convenience for one group, but heighten the level of exclusion for another.
The impacts of remote monitoring can also be unexpected. Multiple readings can increase engagement, but can also cause anxiety if too many readings are taken or one does more than once in a row when the amount of normal variance is not understood. Manual transcription and poor connectivity can lead to missing or inaccurate data, and automated alerts can add to clinician workload if thresholds are not “tuned” in. Responsibility and consent for responding to abnormal readings must be clear and included in data governance. Such implementation issues do not diminish the digital benefit on the contrary, they are the reasons why the efficacy is dependent not on the application or the device, but on a supported service.
[bookmark: _Toc236914523][bookmark: _Toc237485170]2.7 Education, Lifestyle, Family and Peer Approaches
Group education and lifestyle programmes can be integrated with knowledge, peer interaction, and behaviour support. Target achievement and adherence to medications were inconsistently reported for the group-delivered exercise and lifestyle-education interventions, while feasibility of reporting intervention feasibility remained unclear; however, the interventions did lead to a reduction in blood pressure compared to usual care (McDonagh et al., 2025). The evidence does not conclude that group delivery is a suitable alternative to medication or clinical review, but as part of management. For adults, inflexible work and caring responsibilities, transport problems and language requirements can also affect attendance-based programmes.
Community lifestyle intervention must be viewed on a critical basis, NOT rejected or exaggerated. Azami-Aghdash et al. (2025) reported reductions in systolic and diastolic blood pressure in community interventions, but there was significant heterogeneity and most studies involved settings other than in the UK. Other studies have also indicated benefits in community strategies in low- and middle-income countries, as reported by Nyame et al. (2024). Jafar et al. (2020) showed that a multicomponent intervention for community health workers, physician training and care coordination succeeded in lowering SBP in rural South Asia. Although these studies have demonstrated the effectiveness of coordinated, repeated and multilevel intervention, they have not demonstrated that an identical approach will be successful in the NHS without adaptation to the NHS workforce, financing and referral systems.
Family involvement can provide reinforcement of self-management in terms of their maintaining appointments, diet, medication, and interpretation of readings. Kebebew et al. (2026) showed that family-based interventions were more effective in improving blood pressure and blood pressure self-management behaviours, though there was high heterogeneity and few settings were outside of the UK, which meant it wasn't certain that this population would benefit. Peer support offers similar promise, as confidence and normalising long-term management may be enhanced by the sharing of experience, but there must be boundaries and training to ensure that the advice and information is congruent with the clinical guidance. These are ways of increasing self-efficacy and continuity, rather than a substitute for professional care.
One more drawback of education and support research is the lack of sustainability. Short programmes can have short-term learning outcomes or pressure reductions which fade once the contact is over. Increasing the intensity of Repetition causes more burden on the participants and more expense; and increasing the intensity of Goal review and follow-up will maintain behaviour. Attrition may mask dropout of those with lower control. Attendance and reasons for withdrawal and outcomes away from the intervention period should therefore be reported in studies. A simple community strategy that can be executed one time is not sustainable; it must be viable for services and also be acceptable to participants across the time frame needed to address chronic diseases.
[bookmark: _Toc236914524][bookmark: _Toc237485171]2.8 Nurse-, Pharmacist- and Team-Led Management
Task sharing can enhance the intensity and availability of management. Stephen et al. (2022) demonstrated that a nurse-led general practice intervention had a beneficial effect on blood pressure outcomes with differing components of the intervention and follow-up. Adzitey, Akimanimpaye and Crowley (2026) found that a holistic approach of integrating quantitative results with qualitative understanding is valuable and that nurse-led self-management interventions have positive effects. These results indicate that coordination of education, monitoring and escalation is possible for nurses; however, effectiveness requires prescribing arrangements, protected time, competencies and collaboration between nurses and GPs.
Pharmacists can involve themselves through measurement, adherence checking, medicines optimisation and referrals. They will be more likely to pick up on side effects or issues that are challenging in between appointments. However, if the records are not interoperable and/or pharmacists are not able to confirm that the referral was complete, then the interventions made by the pharmacist become fragmented. In team-based care, continuity and clarity of roles should therefore be the measure of team care. The best accepted model is a coordinated sequence in which community members discover or monitor for risk, primary healthcare professionals make the diagnosis and plan the management, and community practitioners assist with treatment adherence and follow-up.
Caution is needed when interpreting adherence to medication. A missed dose can be due to lack of memory, but it can also be due to side effects, cost issues, belief in the absence of symptoms, complex treatments/drug communication problems. Only some mechanisms are targeted by electronic reminders. The evidence on adherence to educational interventions and digital interventions is mixed (Ampofo, Khan and Ibitoye, 2020; McCabe et al., 2026). Effective support involves explaining, involving people in decisions, checking for side-effects, and simplifying the regimen (if safe to do so and can be easily obtained) and facilitating easy access to re-prescribing when needed. Only measuring adherence self-report might also overestimate success.
[bookmark: _Toc236914525][bookmark: _Toc237485172]2.9 Effectiveness, Equity and Implementation
Effectiveness is multidimensional. Through the process, there are outcomes such as invitation, uptake, valid measurement, referral and diagnostic confirmation. Clinical outcomes include change in systolic and diastolic pressure, achievement of an appropriate target and sustained control. Behavioural outcomes are medication adherence, monitoring and attendance. Equity questions: "Who is reached?" and "Who benefits?". Implementation outcomes include acceptability, staff competence, device quality, workload, interoperability, cost and sustainability. Translating interventions with this framework on the one hand prevents vague judgements that strategies are “good” or “not standard enough”; on the other hand.
Intervention heterogeneity cannot just be dismissed as a statistical nuisance; it is something that needs to be understood. There may be two programmes called community education that are different in terms of professional input, frequency of contact, adaptation to the community, review of medication, and referrals. This may allow the same label to mask diverse mechanisms. The review collates provider, intensity, duration and co-interventions for explanation of apparent contradictions. If an intervention like a multiple-component programme is effective, attributing failure to one component is restricted; if it is not, it is not necessarily an indictment of more intensive community management.
The strength of evidence varies among these outcomes. Randomised trials, like HOME BP, can give more causal evidence of blood-pressure change, while observational and qualitative research can give evidence about reach, trust and implementation. Systematic reviews provide wider coverage, but can also merge similar health systems. There's no such thing as a design that answers all the questions. A method may be effective with trial participants who are digitally savvy but not effective at the population level, and a community-validated program may have a high uptake but may offer little clinical benefit if referrals are not made. This process therefore must consider the quality of the design, its simplicity and its relationship to the context rather than only its numerical results.
The range in age must be broken up. These risks and services needs differ by age; a diabetic 50-year-old may differ from an insecurely employed 42-year-old with a family history, etc. Programmes that are primarily focused on older people may not describe engagement in the younger workforce. But if you were to exclude more general studies of adults, there would be very little evidence of direct studies. The correct answer is to use age-specific data as often as possible, to minimise generalisability when it isn't possible, and to discount it when it is, not to lie about samples as evidence for a specific age range.
Economic and service results should be tied to clinical outcomes. Commissioners must be aware of the costs of a strategy, if there will be a change of workload, if staff will be able to sustain it, and if there will be an increase in capacity for treatment through the process of case finding. Even a low intervention cost doesn't necessarily mean value if the references are not complete: a more intensive model can be efficient if it avoids duplication and enhances control. There is a lack of evidence that tracks the cost elements across community and primary-care contexts. This limits the ability to make confident comparisons between the differing types of pharmacy, digital and group models and facilitates piloting with clear process and resource indicators.
Results may vary from local to local in the UK. High demand and fragmented care are common in urban settings while also having high numbers of pharmacies and GP services. Transportation constraints, limited providers, and less digital connectivity may be present in rural or peripheral communities. National recommendations are thus not applicable in a single form, but have to be tailored to the local needs. A strategy must be tailored in such a way that it does not alter the clinical core of valid measurement and confirmation, as well as linkage and follow-up. Adaptation and fidelity would be reported to make implementation evidence more useful to commissioners.
[bookmark: _Toc236914526][bookmark: _Toc237485173]2.10 Theoretical and Conceptual Framework
Income and employment, housing, transport, discrimination and service distribution are some of the pathways through which the SDOH influence exposure and access (Scholes, Conolly and Mindell, 2020; Kimenai et al., 2022). Restricts blame for behaviour but is not sufficient to account for individual decision-making. The HBM extends perceived susceptibility, severity, barriers, cues and self-efficacy. Evidence of behaviour change and digital adoption (Etminani et al., 2020; Motta-Yanac et al., 2026) supports this. The frameworks together help to illuminate why the same interventions can have varying outcomes in terms of participation, adherence, and outcomes in communities of different access and resources.
The frameworks complement the conceptual model shown in Figure 2.1. Access to community strategies is dependent on clinical, behavioural, socioeconomic and service factors. Strategies impact the following areas: awareness, self-efficacy, valid measurement, referral completion, adherence and continuity. Outcomes include detection, monitoring and blood-pressure control. The pathway is moderated by age subgroup, ethnicity, access to digital, workforce capacity and interoperability. This whole package is a more integrated approach, because if we give a single explanation, whether it is the belief or the structural disadvantage, it is not a good explanation.
[image: ]
Figure 2.1: Integrated conceptual framework for community-based hypertension management
Source: Developed by the researcher from the reviewed evidence.
[bookmark: _Toc236914527][bookmark: _Toc237485174]2.11 Evidence Gap
Five gaps remain. Firstly, there have been few studies in the UK that report on the exact age band of 30-50. Second, emphasis is given to individual steps in the process of screening and sustained control rather than the whole process. Third, it is often the case that feasibility or short-term change in pressure is measured in digital and/or pharmacy research without proper reporting of equitable reach. Fourth, Evidence internationally suggests potential mechanisms with less certainty in terms of transferability to NHS organisations. Fifth, there is limited qualitative evidence of the reasons behind the withdrawal of younger adults. The dissertation therefore responds in an innovative way to the three key components of clinical effectiveness, accessibility and implementation, while separating out evidence from outside of the UK from evidence from within, and connecting the evidence to clearly identified stakeholders.
The chasm is methodical and not just substantive. Large systematic reviews may offer statistical power and bring together a heterogeneous range of settings, but small UK implementation studies may offer contextual relevance without adequate causal inferences. There are thus only limited direct data that cover the entire pathway and the precise age group. The review refrains from this by employing a clear hierarchy of directness from UK age-specific evidence, through to adult evidence broadly across the UK, to international synthesis, and finally, conclusions are qualified by design quality and transferability.
In total, there is no one strategy that is effective throughout the entire management pathway. The evidence is most robust on supported home monitoring and multicomponent intervention, with the most consistent lack of evidence for follow-up, reach, and integration. Community services then should be organised in a manner that reflects a constellation of interdependent services: Entry (or reception), assessment (technical), clinical linkage, treatment support (personalised), and follow-up review. This synthesis also explains that there needs to be a clear actor for every function, the flow of information between providers and how success would be measured over time in the clinical, behavioural, equity, process and implementation outcomes in routine NHS and community practice settings over time and consistently.
[bookmark: _Toc236914528][bookmark: _Toc237485175]2.12 Chapter Summary
Community-based strategies can have a positive impact on the management of hypertension, but only have an impact when they are effective. For technical quality, Pharmacy screening needs it; for workflow integration, monitoring needs it, not just digital; for education, practical support and clinical support; and for team-based care, clearly defined roles and shared information. There is literature that argues for an integrated approach as opposed to separate campaigns. In Chapter 3, they provide a replicable approach to identifying, evaluating, and integrating this eclectic body of data that does not require the construction of statistics or make all studies equally applicable.


[bookmark: _Toc236914529][bookmark: _Toc237485176]Chapter 3: Research Methodology
[bookmark: _Toc236914530][bookmark: _Toc237485177]3.1 Introduction
In this chapter, the researcher discusses and justifies the methodology used to achieve the research goal of examining community-based approaches in the United Kingdom to the management of hypertension in adults aged 30–50 years. This study was conducted by secondary research as the researcher analysed and reviewed the research materials that had already been collected and produced by other researchers and attempted to find evidence in the researched materials for the intervention in this study. The systematic-review design was used to ensure the identification, selection, appraisal and synthesis of evidence was auditable. The key concepts of the research philosophy, approach, design, information sources, PICO framework, eligibility criteria, PRISMA process, quality appraisal, and data extraction and narrative synthesis are distinguished. It also provides some of the arithmetic behind the study-selection flow and an understanding of the limitations of the screening record in place. The structuring included PICO; eligibility rules used were PICO; methodological quality was judged using design-appropriate appraisal tools.
[bookmark: _Toc236914531][bookmark: _Toc237485178]3.2 Research Philosophy
The review was conducted using a pragmatic approach. Pragmatism does not view quantitative and qualitative knowledge as necessarily better, but rather considers the problem under investigation and the utility of various types of evidence in arriving at a solution (Allemang, Sitter and Dimitropoulos, 2022). This was an appropriate position because there were clinical and implementation aspects to hypertension management in the community. Quantitative studies can report changes in systolic/diastolic blood pressure, uptake of screening, completion of referrals, adherence to medication, and reaching goals of treatment. Qualitative and mixed-methods studies can provide an explanation for why individuals interact with or abstain from pharmacy screening, home monitoring, digital systems, education and peer support. One of the features of pragmatism was that it could be understood that the numerical results and the experiential findings could be treated together and that the methodological edges of each design could be honoured. Clinical effectiveness was not asserted using qualitative evidence, and statistically significant results were not interpreted as evidence for accessibility and acceptability or equity. Each conclusion was followed by the type, quality and directness of evidence provided in support of it.
[bookmark: _Toc236914532][bookmark: _Toc237485179]3.3 Research Approach and Reasoning
The secondary method of research was used for this study. Primary research would have been conducted in the form of interviews, questionnaires, observations, clinical measurements or experiments that would have yielded new information. Primary data might have been able to provide insight into the experiences of adults aged between 30-50 and healthcare professionals, however, in order to gain insight into the experiences of the target populations, they would have needed to be recruited, informed consent would have needed to be obtained, the data would have needed to be ethical reviewed, there would have had to be clinical safeguards implemented and a suitably sized sample of participants. Existing evidence summarised in secondary research was more appropriate in comparing across community pharmacies, primary care, homes, digital services and local organisations. With a systematic review, the original empirical studies are first-hand research, and the published results of these studies are second-hand research for the reviewer.
Deductive reasoning was mainly used in the review as it had set out categories through the aim, questions and objectives. These areas encompassed the intervention type, screening and awareness, diagnosis and referral, adherence, monitoring, blood-pressure control, access and engagement, equity and organisational implementation. It has been recognised that a restricted number of inductive elements were left in to enable important themes not fully analysed at the start to be captured as subthemes, for example, digital interoperability, trust, staff workload or continuity between community and general-practice records. The mix helped to keep the analysis from becoming overly specific, and to keep it within bounds (A’Court et al., 2022).
[bookmark: _Toc236914533][bookmark: _Toc237485180]3.4 Study Design and Review Type
A systematic review with narrative analysis was chosen. A systematic review differs in a number of ways from a conventional review of literature, such as follows: it has a clearly formulated research question, a specific search strategy, predetermined eligibility criteria, an explicit and reasonable process for screening, a critical appraisal stage, and a reproducible extraction of data. These are to prevent the sources being chosen because of a preferred outcome (Siddaway, Wood and Hedges, 2019). The review was not a scoping review because it went beyond mapping the available literature; it also assessed outcomes of interventions, barriers to implementing tools and resources, and quality and applicability of the evidence to the UK target population.
 The studies were from diverse populations, settings, intervention components, follow-up durations and outcome definitions. Reporting might include, for instance, number of elevated readings, number of completed referrals, mean systolic change or qualitative study reporting level of confidence or digital barriers. Clinically and statistically, these data could not be combined into an overall effect. Structured narrative synthesis was thus considered suitable, as long as studies were included in the group in a clear and transparent way, numerical outcomes remained in the same units throughout the synthesis and differences in outcomes across studies would be explained rather than hidden (Campbell et al., 2020).
[bookmark: _Toc236914534][bookmark: _Toc237485181]3.5 Review Question and PICO Framework
The question for the review was: What are the community-based strategies for hypertension management among adults aged 30–50 years in the UK, and what their effectiveness and accessibility are, as well as their influence on implementation? PICO represents Population, Intervention, Comparison and Outcome. It framed the question and eligibility criteria but hasn't analysed the results and replaced PRISMA. The main population consisted of adults (30-50 years) diagnosed with hypertension, elevated blood pressure or eligible for community case finding who reside in the UK. Broad adult population studies were included only when the indirectness was explicitly indicated or relevant information could be gleaned from these studies. Low income and deprivation were not considered as mutually replaceable definitions of population.
Eligible interventions were community-pharmacy screening, home or ambulatory monitoring, digital support, teleconsultation, health education, lifestyle counselling, medication-adherence assistance, nurse- or pharmacist-led management, peer or family support and referral to primary care. Delivered by another method or pre-intervention status (as appropriate) were included as comparators as needed. For qualitative and implementation research, a formal comparator did not have to be provided. Awareness, uptake of screening, accurate measurement, identifying raised BP, referrals, adherence, reduction or control of BP, access, engagement, acceptability, sustainability and service integration were the outcomes included.
Table 3.1: PICO framework and review application
	Component
	Application to the review

	Population
	UK adults aged 30–50 with diagnosed hypertension, elevated blood pressure or eligibility for community case finding; broader samples only where relevance was extractable or explicitly indirect.

	Intervention
	Community pharmacy, home monitoring, digital health, telemedicine, education, lifestyle support, adherence assistance, nurse/pharmacist-led management, peer/family support and referral.

	Comparison
	Usual care, no intervention, alternative delivery model or baseline status where applicable; not compulsory for qualitative or implementation studies.

	Outcome
	Awareness, screening uptake, measurement, identification, referral, adherence, monitoring, blood-pressure change/control, access, engagement, equity and implementation.

	Context
	Community pharmacy, primary care, home, outreach, voluntary organisation, workplace or digital service connected with clinical care; context is not a fifth PICO element.



[bookmark: _Toc236914535][bookmark: _Toc237485182]3.6 Information Sources and Search Strategy
The information-source and search strategy was designed based on population, intervention, comparison and outcomes defined in the PICO framework described in Section 3.5. This framework was adopted to break down the research question into searchable concepts, and to ensure consistency between the search and the study goals. A search for relevant journals was conducted from 24 June to 7 July 2026 in the electronic databases Embase, CINAHL, PubMed/MEDLINE, PubMed Central and Google Scholar as well as hand searching. These sources were chosen to ensure coverage of the medical, pharmaceutical, nursing and allied-health and public-health literature.
The search was conducted by using the keywords and synonyms as well as subject headings in the databases used. The alternative terms within each concept were joined with the Boolean operator OR, the different concepts were joined with the Boolean operator AND. The primary search word included hypertension, community based interventions, adults (aged 30-50) and UK. An example was: (hypertension OR “high blood pressure”) AND (“community based intervention” OR “community pharmacy” OR “home blood pressure monitoring” OR telemedicine OR “digital health”) AND (adult* OR “30–50 years”) AND (“United Kingdom” OR UK OR England OR Scotland OR Wales OR “Northern Ireland”). Only publications in the English language (2024–2026) were searched. Any necessary syntax adjustments were made for the specific database and duplicate records were eliminated prior to screening. The process of searching was recorded transparently, following the guidance outlined in PRISMA-S (Rethlefsen et al. 2021). This was a procedure that facilitated a repeatable and traceable evidence identification process.
Table 3.2: Documented database-search outcomes
	Information source
	Search date
	Publication period
	Records identified
	Unique studies first identified

	Embase
	24 June 2026
	2024–2026
	150
	2

	CINAHL
	27 June 2026
	2024–2026
	60
	1

	PubMed/MEDLINE
	30 June 2026
	2024–2026
	70
	3

	PubMed Central
	2 July 2026
	2024–2026
	50
	1

	Google Scholar
	5 July 2026
	2024–2026
	200
	3

	Hand searching
	7 July 2026
	2024–2026
	25
	0

	Total
	
	
	555
	10



Table 3.3: Search concepts and indicative terms
	Concept
	Terms used

	Condition
	hypertension; “high blood pressure”; “elevated blood pressure”

	Population
	adult*; “adults aged 30–50”; middle-aged

	Community intervention
	“community-based intervention”; “community pharmacy”; “home blood pressure monitoring”; digital health; telemedicine; health education

	Outcome
	screening; diagnosis; referral; adherence; monitoring; “blood pressure control”; intervention effectiveness

	Location
	“United Kingdom”; UK; England; Scotland; Wales; “Northern Ireland”



[bookmark: _Toc236914536][bookmark: _Toc237485183]3.7 Eligibility Criteria
In order to assure systematic, transparent and question-supported selection of studies, eligibility criteria were drawn up before screening. The inclusion and exclusion criteria were clearly defined, further decreasing the risk of subjective selection of studies and increasing the possibility of the re-producibility of the systematic review process. Inclusion criteria at title and abstract stage and inclusion criteria at full text stage were utilised. Evidence had to be related to hypertension, elevated blood pressure or community case findings or reports of an outcome relevant to the research questions. Research conducted in the UK was emphasised. Only studies which had not been conducted in the UK were included where the intervention was relevant to UK community practice and where this was clearly recognised as indirect. Empirical quantitative, qualitative and combined (mixed methods) studies, systematic reviews of transparent service evaluation were eligible. The clinical guidelines were used to provide context for clinical management and not to be considered empirical intervention studies.
Interventions that were hospital-only and not part of a community or primary-care setting, paediatric interventions, editorials, opinion pieces or records with no methods were not included. For the 30–50 group, only the 30–50 subgroup details provided by a broad-age study were described as exact. Community setting, written as an alternative to the clinical setting, was defined as: pharmacy, primary care, outreach, voluntary organisations, workplaces, homes and digitally delivered services related to clinical services. A single principal exclusion reason was used for full-text exclusion reasons in order not to double-count. These rules helped to correlate the selected studies with the research aim and also allowed indirect evidence to be added on the basis of a cautious evaluation when direct evidence specific to age for the UK was lacking.
Table 3.4: Inclusion and exclusion criteria
	Criterion
	Inclusion criteria
	Exclusion criteria

	Population
	There were no age restrictions for any participant over the age of 30-50. Studies were not included if the participants were less than 30 or over 50 years of age, or if general adult samples did not yield usable or directly relevant data for the age group 30-50 years.
	Children, adolescents or populations outside the target range without relevant evidence.

	Geography
	UK studies; non-UK studies only when transferability to UK community care was explicit.
	Non-UK evidence without credible relevance to UK organisation or intervention mechanisms.

	Condition
	Hypertension, elevated blood pressure or community case finding.
	Studies unrelated to hypertension or blood-pressure management.

	Intervention
	Pharmacy, primary care, home monitoring, telemedicine, digital support, education, lifestyle, adherence, peer/family support or referral.
	Hospital-only or specialist interventions without a community or primary-care connection.

	Outcomes
	Screening, identification, referral, adherence, blood pressure, access, engagement, equity or implementation.
	No outcome linked to the review questions.

	Evidence type
	Peer-reviewed empirical studies, systematic reviews and transparent service evaluations.
	Editorials, opinion pieces, unsupported commentaries or records without usable methods.

	Publication
	English-language publications dated 2024–2026 in the documented record.
	Publications outside the recorded period or unavailable in English.



[bookmark: _Toc236914537][bookmark: _Toc237485184]3.8 Study Selection and PRISMA Calculation
All retrieved references were recorded on the screening record, and duplicates were eliminated prior to title and abstract screening. Screening then went through identification, preliminary removal, title and abstract assessment, report retrieval, full text assessment and final inclusion. Above this, this process was only reported using PRISMA 2020, but was not assessed for quality or analysed for intervention outcomes (Page et al., 2021).
There are 555 recordable items available. Before screening, 255 records (555 - 100 - 50 - 150) were removed: 100 for being recorded as ineligible and 150 for various recorded reasons. Following the title and abstract screening, 100 records were removed, and 155 reports were to be retrieved. A total of 55 full-text reports have been evaluated, as 100 reports could not be retrieved. The 30 reports which were not suitable for full-text exclusions included reports involving unrelated or inappropriate populations, and five reports were considered to be of unsuitable design or outcome, or ten were considered to be methodologically inadequate. These categories totalled 45 (30 + 5 + 10), leaving ten formally included studies (55 − 45 = 10). The remaining 10 studies were the ones that were analyzed systematically and thematically for the evidence set; other sources found in the reference list were included in the background, literature review, theoretical framework and methodology, and were not included in the final analytical sample.
Audit trail is being followed, but not complete; consistency of arithmetical calculations is good. The 50 removals and the 150 “other reasons” were not recorded by the name of the record and were not itemised by the 150 reasons. Furthermore, 64.5 per cent (100 of 155) of those who sought reports were unable to get them. These restrictions limit the ability for replication and can lead to selection bias. There were no assumptions made for documented numbers, and no attempt was made to replace the missing audit information with assumptions; the same is explicitly reported as a methodological limitation.
Table 3.5: PRISMA calculations and consistency checks
	Stage
	Calculation
	Result

	Records remaining before screening
	555 - 100 duplicates - 50 automation removals - 150 other removals
	255

	Reports sought for retrieval
	255 screened - 100 title/abstract exclusions
	155

	Full texts assessed
	155 sought - 100 not retrieved
	55

	Full-text exclusions
	30 wrong population/non-UK + 5 unsuitable design/outcomes + 10 insufficient quality
	45

	Final included studies
	55 assessed - 45 full-text exclusions
	10

	Report non-retrieval rate
	100 ÷ 155 × 100
	64.5%


Systematic Search of Database
A comprehensive literature search was conducted to identify relevant literature that had been studied regarding hypertension management, community-based interventions, blood pressure screening and blood pressure support interventions. Hand searching, as well as the main databases searched: Embase, CINAHL, PubMed/MEDLINE, PubMed Central, Google Scholar. The search terms included: hypertension, UK adults, low-income communities, community-based interventions, blood pressure control, primary care, digital health, telemedicine and community pharmacy screening. Boolean operators (AND and OR) were used to improve the accuracy of the searches (search terms).
555 records were found on the first search. The ineligible and duplicate records, as well as those that were not focused on the topic, were screened according to the inclusion/exclusion criteria. Studies were not included if they were unrelated to the management of hypertension, concentrated in healthcare for children or school-based care, published prior to or after the specified time period, had a weak methodology, or did not provide relevant outcome information. Of the 10 studies that met screening and eligibility criteria, 10 were included in the final review.
PRISMA Diagram:
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Figure 3.1: PRISMA Chat
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[bookmark: _Toc236914538][bookmark: _Toc237485185]3.9 Quality Appraisal
The credibility and relevance of the included evidence was critically appraised. The use of a single numerical checklist was not considered across all designs because criteria like allocation and confounding do not apply equally to trials, observational studies, qualitative research and systematic reviews. Both the primary qualitative and quantitative studies and mixed-methods studies were appraised using design-specific MMAT criteria, which allow for sampling, measurement, completeness, confounding and integration to be considered appropriate (Hong, Gonzalez-Reyes and Pluye, 2018). The assessment of systematic reviews was determined via AMSTAR 2, the protocol, search process, lack of duplicate work, criteria for inclusion/exclusion, risks of bias, and interpretation (Shea et al., 2017).
Appraisal gave domain-level judgements based on short reasons and not some arbitrary overall score. Confounding was only discussed in non-randomised studies, and only statistical analysis was evaluated when quantitative procedures were reported. Even when evidence was brought in that didn't satisfy the minimum eligibility requirements, it did not automatically get thrown out; it was interpreted with less weight. Directness to the UK, relevance to adults aged 30–50 years, comparability of intervention, and completeness of reporting of outcome were also taken into account in appraisal. This has helped stop the small, indirect study being used as a basis for an equivalent well-conducted UK trial or national observational analysis.
Table 3.6: Design-appropriate quality-appraisal approach
	Study design
	Appraisal approach
	Principal domains

	Randomised or non-randomised primary study
	MMAT design-specific criteria
	Sampling or allocation, outcome completeness, measurement, confounding and intervention fidelity.

	Quantitative observational study
	MMAT quantitative criteria
	Population relevance, measurement validity, completeness, confounding and analysis.

	Qualitative study
	MMAT qualitative criteria
	Approach, data collection, interpretation, coherence and researcher influence.

	Mixed-methods study
	MMAT mixed-methods criteria
	Quality of components, rationale for integration and consistency of interpretation.

	Systematic review/meta-analysis
	AMSTAR 2
	Protocol, search, selection, appraisal, risk of bias and interpretation.


[bookmark: _Toc236914539]
[bookmark: _Toc237485186]3.10 Data Extraction
Similar data were gathered on a standardised extraction form. The items covered were author, year, country, purpose, study design, number of participants, participants' ages, socio-economic factors, hypertension status, setting, intervention provider, components and intensity, duration, comparator, definitions of outcomes, numerical results, qualitative results, strengths, limitations, appraisal judgement and directness to the UK target population. The pathway for an intervention from initial contact to measurement, confirmation, referral, treatment and follow-up (where reported) was documented.
For quantitative results, the same units and time points as those used by the study authors were included, and qualitative results were summarised without changes in their meaning. To minimise double counting, the information from systematic reviews was cross-checked against primary studies included. Each of the extraction rows was also matched with a different study identifier to allow tracking of the results presented in the results chapter back to the original study. A structured extraction table also brought to light the contradictions, in terms of service availability compared with service uptake, or between short-term and long-term blood-pressure control.
Table 3.7: Standardised data-extraction framework
	Category
	Information extracted

	Bibliographic information
	Author, year, title, journal and country.

	Purpose and design
	Aim, research question, design and analytical approach.

	Population
	Sample size, age, hypertension status and socioeconomic characteristics.

	Intervention and context
	Provider, setting, components, duration, intensity and technology.

	Comparator
	Usual care, no intervention, alternative strategy or baseline status.

	Outcomes
	Screening, referral, adherence, blood-pressure outcomes, access, engagement and implementation.

	Critical interpretation
	Strengths, limitations, quality judgement, UK directness and thematic contribution.



[bookmark: _Toc236914540][bookmark: _Toc237485187]3.11 Data Synthesis
Due to the lack of appropriateness of statistical pooling, the evidence was synthesised narratively. Studies were structured into 6 groups: community-pharmacy screening, home monitoring and digital support, education and lifestyle approaches, peer/family approaches, and nurse-, pharmacist- or multidisciplinary management, and referral, primary-care connection and continuity. Findings within each group were compared across process, clinical, behavioural, equity and implementation outcomes. Process indicators were invitations, uptake, valid measurement, and diagnostic confirmation and referral completion. The behavioural outcomes were adherence and self-monitoring, and equity and implementation outcomes were reach, digital access, acceptability, staff capacity, interoperability, sustainability and cost.
No original inferential statistics or pooled effect was claimed, and quantitative results were reported descriptively. Qualitative results were coded as barriers = negative, enabling factors = positive. Mutual similarities, differences and contradictions were explored with regard to design, population, intensity of intervention, follow-up and quality. Direct UK evidence was given more weight than indirect international evidence. Consistency, methodological credibility, directness and sufficiency of evidence were used to evaluate levels of confidence in each thematic conclusion. Conclusions were not expressed as numerical certainty scores, but in stronger, moderate or tentative terms where these were applicable. When no meta-analysis was conducted, SWiM guidance provided information for transparent grouping and reporting (Campbell et al., 2020).
[bookmark: _Toc237485188][bookmark: _Toc236914541]3.12 Ethical Considerations 
The investigation was neither recruiting nor taking samples of biological materials nor intervening in care nor had access to confidential patient information. Approval of the NHS Research Ethics Committee was thus not sought. However, there were still ethical and academic obligations. This encompassed accurate representation of findings, complete citation, no plagiarism or fabricated evidence, clear distinction between direct evidence and indirect evidence, and clear reporting of limitations. Where numerical results or quotations are used, they were checked against their sources before use.
[bookmark: _Toc237485189]3.13 Data Management
The approach for the search outputs, duplicate decisions, screening records, full-text exclusion reasons, appraisal forms and extraction tables was to file them in electronic folders with passwords, and file them with versioned filenames. The screening record was reconciled with the PRISMA calculation to ensure totals were reconciled. The researcher's reflexivity was also pertinent as it is expected that community interventions would be beneficial, which could impact on interpretation. Contradictory findings were therefore left intact, and availability of services was no longer assumed to equal equitable use, and recommendations were not equated with evidence description.
[bookmark: _Toc236914542][bookmark: _Toc237485190]3.14 Methodological Limitations
There are a number of restrictions on certainty. First, one researcher did screening, appraisal and extraction, which could be subjectively biased and open to transcription errors, as it was preferable to have independent duplicate screening. Second, the formal 2024–2026 dataset consists of 10 studies, limiting the conclusions of the systematic review for the specific age range (30- 50). These studies were not the only ones that informed the dissertation: prior empirical and review articles in PubMed were utilised as the clinical context, as well as for transferability, but not as part of the total PubMed count for PRISMA. Thirdly, many formal or contextual investigations involved larger samples of adults or non-UK contexts (less directness). Fourthly, there was a lack of homogeneity, which did not allow for meta-analysis and direct comparison.
Important weaknesses in the reporting of the PRISMA record were also observed. No documentation of the automation tool and the rule that removed 50 records was found; 150 records were removed for other reasons but were not itemised, and 100 records were not retrieved. These can lead to retrieval and selection bias. They were acknowledged through transparency and interpreted and preserved carefully in the documented data, but they can not be corrected completely without the original search exports and screening audit trail.
[bookmark: _Toc236914543][bookmark: _Toc237485191]3.15 Chapter Summary
This chapter developed a coherent methodology using a pragmatism approach, secondary research and systematic-review design. PICO aligned the review question and eligibility criteria, and PRISMA 2020 reported study selection. Reconciled arithmetic resulted in the exclusion of 45 full-text reports from the final 2024–2026 synthesis of ten studies, and in the inclusion of some older, PubMed-indexed literature as context. Heterogeneous evidence was appraised using design-specific appraisal, standardised extraction and narrative synthesis. The short formal period, as well as the small formal dataset and high non-retrieval rate, and incomplete audit details were reported transparently and not used to overstate certainty or transferability in order to avoid these potential biases and issues.

[bookmark: _Toc217685596][bookmark: _Toc234357596][bookmark: _Toc237485192]Chapter 4: Results 
[bookmark: _Toc234357597][bookmark: _Toc237485193]4.1 Introduction
This chapter will offer a summary of the results of a systematic review of the impact of community-based interventions on adult hypertension (aged 30–50 years) in the UK. Secondary sources (peer-reviewed journal articles and appropriate public health literature) will be emphasised for the chapter. This chapter familiarises the reader with the diverse types of community-based interventions, digital support, telemedicine, and the contribution of pharmacy-based screening and primary-care monitoring in managing hypertension.
Following the application of the inclusion/exclusion criteria, 10 relevant studies were identified. To identify important evidence that would be related to the research objectives, the following studies were analysed. The results will be analysed in a themed way for clarity and consistency. The identification, screening, eligibility and inclusion process was represented using PRISMA, and the review question, population, intervention, comparison and outcomes were structured with the PICO framework. Thematic analysis was then used to cluster the findings into relevant themes, and the selected studies were discussed as to how they fulfilled the aim of the research.
[bookmark: _Toc234357598][bookmark: _Toc237485194]4.2 Overview of Included Studies
After the systematic identification, screening and eligibility process outlined in Chapter 3, ten studies were selected for final analysis. The narrative and thematic synthesis in this chapter was based on these studies. The evidence provided with this resource were community-based strategies for hypertension management, such as pharmacies services, home blood-pressure monitoring, digital interventions, professional-led support, and community screening. Study designs, populations, settings, and reported outcomes were varied which enabled the comparison across the types of intervention and implementation. The characteristics of the following 10 studies are summarised before the main themes that emerged from the analysis of the findings are presented.
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[bookmark: _Toc234357599][bookmark: _Toc237485195]4.3 Characteristics of Studies 
The 10 studies were briefly summarised in terms of their characteristics and included in Table 4.1. The purpose, setting, methods, strengths and weaknesses, findings, conclusions, data extraction criteria and relationship of the data to the theme for each study are summarised below. This facilitated organisation of evidence prior to thematic synthesis.
Table 4.1: Characteristics of Included Studies and Data Extraction Themes
	Study Author’s name
	Objective/purpose
	Setting/sample
	Methodology: Study design was appropriate or not
	Strengths
	Weaknesses
	Results/Outcomes
	Conclusion
	Data extraction criteria derived from research objective 1
	Data extraction criteria derived from research objective 2
	Themes for each article

	Azami-Aghdash et al. (2025)
	Community intervention effectiveness for hypertension prevention and control
	Community hypertension studies from varied healthcare settings
	Systematic review and meta-analysis; appropriate design
	Strong community focus with pooled intervention evidence
	Not UK-specific; settings and populations were mixed
	Community interventions improved blood pressure control outcomes
	Community approaches support hypertension prevention and control
	Lifestyle and behavioural risks linked with hypertension
	Health education and lifestyle intervention roles
	Community-based hypertension intervention

	Boima et al. (2024)
	Digital interventions for blood pressure and adherence
	Hypertension patients in low-income country settings
	Systematic review and meta-analysis; appropriate design
	Included randomised trials and lifestyle outcomes
	Not UK-based; country settings were highly varied
	Digital interventions improved blood pressure and adherence
	Digital tools strengthen hypertension self-management support
	Lifestyle, adherence and access barriers identified
	Digital support for monitoring and behaviour change
	Digital hypertension management

	Rison et al. (2024)
	Hypertension care disruption in North East London
	Adult patients in North East London primary care
	Observational cohort study; appropriate UK design
	Strong UK evidence with health equity focus
	Pandemic-focused, not direct community intervention evidence
	Blood pressure monitoring and care were disrupted
	Inequalities affected hypertension management and follow-up
	Deprivation and access barriers influencing hypertension
	Primary-care monitoring role in hypertension management
	UK hypertension inequalities

	Hayavi-Haghighi et al. (2024)
	Telemedicine outcomes for hypertension management and follow-up
	Telemedicine studies involving patients with hypertension
	Systematic review; appropriate for evidence mapping
	Useful evidence on remote hypertension care
	Mixed countries and varied telemedicine intervention types
	Telemedicine supported blood pressure follow-up and care
	Remote care improves continuity of hypertension management
	Service access barriers affecting hypertension control
	Remote monitoring role in community management
	Telehealth hypertension support

	Hermansson-Borrebaeck et al. (2025)
	E-health self-efficacy in hypertension management
	Primary care patients diagnosed with hypertension
	Randomised controlled trial; appropriate intervention design
	Strong behaviour-change and intervention relevance
	Not UK-based; clinical effect was limited
	E-health intervention improved hypertension self-efficacy
	E-health supports patient confidence and self-care
	Behaviour and self-management barriers to control
	E-health support for hypertension behaviour change
	Self-efficacy and e-health

	Johnson et al. (2024)
	UK primary-care hypertension management disruption
	UK primary care patients with records
	Population-based cohort study; appropriate UK design
	Large UK dataset with practice relevance
	Pandemic-focused, not only low-income adults
	Diagnosis, monitoring and treatment were reduced
	UK hypertension care requires recovery strategies
	Diagnosis and access barriers affecting adults
	Primary-care role in hypertension management
	UK primary-care management

	Katz et al. (2024)
	Digital health for disadvantaged hypertension groups
	US populations experiencing health-related disparities
	Systematic review and meta-analysis; appropriate design
	Strong health-disparity and digital intervention focus
	US-based evidence limits direct UK transferability
	Digital interventions improved blood pressure outcomes
	Digital health may reduce hypertension care gaps
	Health disparity factors linked with hypertension
	Digital intervention role for disadvantaged groups
	Health disparities and digital care

	Nyame et al. (2024)
	Community strategies for hypertension-related outcomes
	Hypertension populations in low-resource settings
	Systematic review and meta-analysis; appropriate design
	Strong community-based and access-to-care focus
	Not UK-specific; contexts were different
	Community strategies improved access and outcomes
	Decentralised care supports hypertension management
	Income and service access barriers identified
	Community care delivery role in management
	Decentralised community care

	Tang et al. (2026)
	Pharmacy cardiovascular screening service opportunities
	Community pharmacy vaccination and screening services
	Scoping review; appropriate exploratory design
	Relevant to UK pharmacy screening expansion
	No effect-size measurement or intervention testing
	Pharmacy screening opportunities were clearly identified
	Community pharmacies can support cardiovascular screening
	Undiagnosed hypertension and screening access gaps
	Pharmacy role in community-based screening
	Community pharmacy screening

	Wiedemann et al. (2024)
	Blood pressure screening and QOF monitoring
	England GP records from OpenSAFELY data
	Population-based cohort study; appropriate UK design
	National NHS data with monitoring relevance
	Pandemic and QOF focused evidence
	Blood pressure screening was substantially disrupted
	Monitoring recovery is needed for hypertension care
	Screening and diagnosis gaps affecting hypertension
	GP monitoring role in hypertension management
	England blood pressure monitoring


Table 4.1 shows that evidence regarding hypertension management, intervention in the community, digital support, telemedicine and screening and monitoring in the pharmacy were reported in the studies included. Studies which were conducted in the UK were chosen as they directly assisted the focus of the dissertation. Systematic reviews were used judiciously where there was no evidence from the UK for the effectiveness of interventions, and these were more broadly carried out.

[bookmark: _Toc237485196]4.4 Data Extraction/Synthesis
The data from the 10 selected studies were extracted in a structured manner to gain an understanding of the extent of relevance, methodological quality and contribution to the research aims of the selected studies. The chosen studies were considered and evaluated based on the following areas of interest: hypertension management, community-based screening for hypertension, digital health, telemedicine, pharmacy-based, health disparities and primary-care monitoring. These questions assisted in determining the contribution of each study to the knowledge of hypertension management in adults ages 30-50 years, particularly for those who are low-income or from a disadvantaged group.
Extraction was done according to the inclusion/exclusion criteria discussed in Chapter 3. Studies were included when there was evidence for hypertension management, blood pressure control, community-based approaches, digital interventions, telemedicine, and/or any other intervention relevant to hypertension prevention and control that involved screening for BP in clinical settings or did not involve screening for BP but was enacted by the pharmacy. Only UK-based evidence was given priority as evidence related to adults in the UK was focused on in the dissertation. Where systematic reviews and meta-analyses from abroad that could yield transferable evidence on community-based, digital or self-management interventions were found, these were also included, but only if they were of high quality. The need to do so was because there was limited direct UK evidence and it was limited to low-income adults aged 30–50.
The PRISMA process was used to organise the identification, screening and inclusion of studies, and the PICO framework was used to ensure that the studies selected for the dissertation matched the population, intervention and outcome focus. Each study was extracted by reviewing the study aim, setting, study design, type of study intervention, population of the study, and outcomes and its relevance with the research objectives. The evidence was then synthesised using thematic analysis. This allowed for the findings to be organised into themes instead of using article summaries to discuss the findings separately.
Three main themes were developed from the 10 studies:
1. Social determinants, inequality and access barriers influence hypertension management. 
2. Community-based, pharmacy-based and primary-care approaches support hypertension management. 
3. Digital health, telemedicine and self-management improve follow-up but have limitations. 
These themes were linked to the research objectives. The first theme was related to the causes and broader factors associated with hypertension and sub-optimal management. The second theme was about the role and effectiveness of community-based approaches. The third theme explored ways in which current clinical and digital interventions, and telemedicine, may help to facilitate hypertension management and identified some gaps for disadvantaged populations.
[bookmark: _Toc237485197]Theme 1: Community-Based Approaches to Hypertension Identification and Management
The first theme is about the spectrum of community-based options to help identify and manage hypertension. The community management in the studies chosen did not appear as a single intervention. Rather, evidence focused on community-level health interventions, pharmacy screening, digital health, telemedicine, and primary-care monitoring and self-management support. This means that community-based hypertension management is perceived as a process, which consists of various complementary activities and not only an awareness campaign.
Azami-Aghdash et al (2025) gave valuable insights on community-based intervention for hypertension prevention and control. Their systematic review and meta-analysis showed that community interventions showed a link with improvements in blood-pressure outcomes. This further highlights the potential value of interventions that are provided in close proximity to people's homes. The evidence was, however, obtained from a diverse health care context and population, making it difficult to apply directly to the UK. Likewise, Nyame et al. (2024) noted advantages of the decentralised community strategies in low-resource areas, notably regarding access to hypertension care. Evidence suggests that some of the access barriers of using traditional services could be overcome through decentralisation in healthcare systems, which are different from the NHS.
In a more focused context, Tang et al. (2026) found opportunities for community pharmacies in providing cardiovascular screening. The use of biological monitoring events in pharmacies could offer another opportunity to screen people who would not typically be subjected to routine blood-pressure checks. However, the study was an exploratory study and lacked an intervention effect size. This, therefore, represents opportunity and feasibility, and not sustained blood pressure lowering.
Community management also includes digital and remote methods. The benefits of digital interventions for managing and adherence to blood pressure have been reported by Boima et al. (2024), and the use of telemedicine for follow-up and continuity of hypertension care has been reported by Hayavi-Haghighi et al. (2024). Hermansson-Borrebaeck et al. (2025) also discovered that self-efficacy may be boosted through e-health support. These strategies can then help achieve hypertension care beyond the clinic setting.
There is overall evidence that community hypertension management should incorporate easy-to-access identification, continuous monitoring, behaviour and self-management support and linkage to clinical care. The studies do not argue for substitution of primary care with community services, but rather community strategies seem to be best when they offer alternative pathways for entry into an integrated hypertension-management pathway.
[bookmark: _Toc237485198]Theme 2: Effects on Awareness, Screening, Referral, Adherence, Monitoring and Blood-Pressure Control
The second theme assesses the outcomes that might be affected by community-based approaches along the hypertension-management pathway. The chosen evidence demonstrates that effectiveness cannot only be measured by reducing blood pressure. Screening, identification, adherence, ongoing monitoring and linkage to subsequent health care are also crucial, as good outcomes at one point in the process do not guarantee long-term blood pressure control.
Azami-Aghdash et al. (2025) gave the strongest evidence for outcomes of blood pressure. However, their systematic review and meta-analysis found that community-based interventions for BP control were beneficial. This indicates that lifestyle support and community delivery plus education interventions can play a role in clinical outcomes. Similarly, Nyame et al. (2024) discovered that community strategies might have an impact on access and outcomes related to hypertension. Both studies, however, rely on data from outside the UK context and do not necessarily suggest that this would have a similar impact in NHS services.
Another important outcome is screening. Tang et al. (2026) found opportunities to include cardiovascular screening in community pharmacy services. This may expand opportunities for adults to have their blood pressure checked in places in the community where they can easily access it. The study failed to determine if higher rates of screening led to confirmed diagnoses, uptake of treatment, or maintenance of control, however. Screening activity, therefore, should not be taken as an indication of success with regard to hypertension management.
There is evidence in the UK to support the need to monitor continuity. Both Rison et al. (2024) found disruptions to hypertension management in North East London and Johnson et al. (2024) found a decrease in diagnosis, monitoring and treatment in primary care in the UK. In the same way, Wiedemann et al. (2024) showed a significant impact on recorded blood-pressure screening and monitoring in England. Taken together, they demonstrate that continuity of healthcare systems is as important as the provision of a single intervention for management.
There is some evidence to indicate adherence and ongoing self-management with digital approaches. Digital interventions were found to have positive effects on blood pressure and adherence by Boima et al. (2024). Hayavi-Haghighi et al. (2024) showed the benefits of telemedicine in maintaining hypertension follow-up, and Hermansson-Borrebaeck et al. (2025) showed self-efficacy improved with e-health. But increased confidence doesn't always mean increased control of blood pressure.
Overall evidence is better for blood-pressure improvement and better opportunities for screening and ongoing monitoring. There is less consistency on evidence of treatment adherence and referral completion. So, the effectiveness should be evaluated throughout the whole pathway but not only from one outcome.
[bookmark: _Toc237485199]Theme 3: Barriers and Facilitators to Access and Engagement
The third theme relates to socioeconomic, demographic, digital and organisational determinants of access to and engagement with hypertension management. The selected studies reveal that the effectiveness of a community intervention can be influenced by the accessibility, understanding and sustainability of the intervention by individuals. So, provision of an intervention does not imply equitable engagement.
Organisational factors are highlighted as a special feature of the direct UK evidence. In north east London, inequalities and disruption were identified in the management of hypertension by Rison et al. (2024). Implications of the findings suggest a role for service organisation and continuity in monitoring and follow-up, highlighting the importance of individual behaviour in hypertension management. A similar finding was observed by Johnson et al. (2024), who saw decreases in the diagnosis, monitoring, and treatment of hypertension during disruptions to primary care. In England-based data, Wiedemann et al. (2024) also demonstrated significant disruption of BP screening. The studies were combined to illustrate that staffing, the capacity of the services, routine monitoring systems and continuity of primary care are important organisational facilitators or barriers.
Some access barriers may be alleviated due to community delivery. Nyame et al. (2024) demonstrated that decentralisation of community-level strategies enhanced access to hypertension care in low-resource settings. While these results cannot be directly translated to the NHS, the results indicate that the service delivery system can be more responsive to the community, overcoming the problem of access to traditional healthcare services. A similar mechanism is described in Tang et al. (2026) via community pharmacy screening. Blood-pressure checks might be more easily available in pharmacies, but successful engagement requires appropriate referral and subsequent clinical management.
Digital access has its advantages and disadvantages. Boima et al. (2024) showed beneficial results of digital interventions, and Hayavi-Haghighi et al. (2024) pointed out the possibility of telemedicine for the maintenance of hypertension follow-up. A similar finding of improved self-efficacy through e-health was found by Hermansson-Borrebaeck et al. (2025). The results have shown that remote services can help to increase engagement by minimising the need for traditional appointments. Digital intervention benefits, however, cannot be taken for granted with disadvantaged populations.
Katz et al. (2024) is especially relevant as it included digital interventions in an analysis of populations with health disparities. Blood pressure outcomes were found to be positive, but this is limited to the U.S. context. The evidence, however, suggests that there should be differences in intervention design among population sub-groups.
Overall, the studies suggest that there is an interaction between the availability of services, socioeconomic disadvantage, and the capacity and appropriateness of the health system's delivery mechanisms in shaping access and engagement. Accessible services and ongoing organisational support are thus essential elements of effective community strategies.
[bookmark: _Toc237485200]Theme 4: Quality, Relevance and Transferability of Evidence to UK Adults Aged 30–50
The fourth theme critically reviews the methodological quality, relevance and transferability of the 10 studies selected. This is necessary as evidence of the effectiveness of intervention does not necessarily translate to the same effect in adults aged 30-50 in the UK. The types of studies included are widely varied in design, geographic location, population and intervention, and thus their conclusions have to be interpreted at varying levels of directness.
The best contextual relationships are provided by studies that have been conducted in the United Kingdom. Rison et al. (2024) present work on inequalities and hypertension management from North East London, and Johnson et al. (2024) look at the large UK primary-care population to investigate disruption to diagnosis, monitoring and treatment. Wiedemann et al. (2024) also present England-specific data from the OpenSAFELY dataset on blood-pressure screening and monitoring. They are the big strength in their favour as it relates directly to the healthcare setting in the UK. However, these studies are mostly observational and pandemic-oriented and not RCTs testing particular interventions at the community level. They are therefore well suited to the analysis of service organisation and inequalities but less well suited to the determination of the effectiveness of community strategies.
The design of Tang et al. (2026) was a scoping review, hence relevant to community-pharmacy screening. The study finds opportunities for cardiovascular screening, but no effect size for interventions. It therefore has a stronger associated service feasibility as opposed to clinical effectiveness.
However, the evidence provided by Azami-Aghdash et al. (2025), Boima et al. (2024), Katz et al. (2024) and Nyame et al. (2024) is broader and encompasses systematic reviews or meta-analyses. They are methodologically sound in their ability to integrate evidence from several studies. But there are some differences in population and health systems from the UK. In addition to disadvantaged populations in the United States, the latter two studies, by Nyame et al. (2024) and Boima et al. (2024), include lower-resource settings. Their conclusions are therefore suggestive of mechanisms that could be transferable, but not proof of the effectiveness of the NHS.
Hayavi-Haghighi et al. (2024) also offer international evidence that is useful, and Hermansson-Borrebaeck et al. (2025) is a randomised design demonstrating clinical improvement, although not in the UK, but greater improvements in self-efficacy.
The evidence overall is fairly methodologically heterodox and complementary, but is limited in terms of direct evidence, particularly with regard to UK adults aged 30–50. The most defensible interpretation is thus that community strategies have significant promise, and that their size and consistency of effect in the actual UK target population is unclear.
[bookmark: _Toc237485201]4.5 Summary of Main Findings
The ten selected studies indicate that community-based approaches to hypertension management are best viewed as a continuum of interventions rather than a discrete intervention. Overall, there is supporting evidence across the four themes for the role of community screening, pharmacy services, digital and remote monitoring and the role of patient self-management and continued involvement in primary care. But the results also indicate a good amount of variation in strength and directness of evidence. The effectiveness of community interventions to improve hypertension-related outcomes relies on the linkages between detection and referral, as well as treatment, monitoring and ongoing clinical support.
The first major discovery relates to the diversity of ways in which hypertension can be detected, diagnosed and treated outside of the hospital. Results from Azami-Aghdash et al. (2025) revealed that community-based interventions have the potential to enhance hypertension prevention and control, which encourages the use of interventions in the community. The same benefits of decentralised community strategies were found by Nyame et al. (2024) with special reference to access to hypertension services. However, there was significant evidence from healthcare systems outside of the UK in both syntheses, and this can only be transferred with limitations. More contextually relevant evidence is provided by Tang et al. (2026), who identified cardiovascular screening and patient engagement as opportunities that can be provided within a community pharmacy vaccination encounter. The study reinforces the effectiveness of using a pharmacy-based approach to case finding, but does not give a measured long-term clinical impact – only opportunity.
The second finding is to take a view of the entire hypertension-management pathway. Improved blood pressure was identified as evidence of intervention success for the community interventions and digital interventions. Digital health interventions could be used in addition to lifestyle and medication-adherence strategies to support blood-pressure control, according to Boima et al (2024), in their systematic review of randomised evidence from LMICs. Clinically relevant decreases in blood pressure were also found in the US population with health disparities using digital interventions (Katz et al., 2024). But it is not possible to conclude that improvements in one outcome will equate to improvements along the pathway. For instance, following an e-health intervention, self-efficacy has been shown to significantly increase (Hermansson-Borrebaeck et al., 2025), but there is no association between changes in self-efficacy and a reduction in blood pressure to < 140/90 mmHg. Therefore, an increase in engagement and/or confidence is a valuable intermediate outcome and not a sign of clinical control.
The third key finding is the significance of continuity and organisations' capacity. There is evidence in the UK of a significant deterioration in hypertension management when there are disruptions to routine health services. Rison et al. (2024) found a large amount of disturbance in monitoring and controlling among adults with hypertension in North East London during the COVID-19 era. Johnson et al. (2024) found that there was a large decrease in the diagnosis of hypertension (65%) in April 2020 in over 2,000 general practices in the UK, alongside a significant reduction in initiation of treatment, changes to treatment and blood-pressure measurements. Wiedemann et al. (2024) also found that key indicators of blood-pressure screening and hypertension management were severely affected in England, but that this improved later on. The findings of these studies reinforce the need for resilient screening, monitoring and treatment systems, as well as patient behaviour, to be key to successful management.
The fourth finding is that there are important but conditionally beneficial effects of digital care and remote care. In a study by Hayavi-Haghighi et al. (2024), the researchers concluded that telemedicine is a helpful tool to help keep patients with hypertension cared for during periods of limited in-person care. In line with these benefits of blood-pressure outcomes, adherence, engagement and self-efficacy, Boima et al. (2024), Katz et al. (2024) and Hermansson-Borrebaeck et al. (2025) also show different benefits. However, digital interventions should not be a substitute for clinical management, as they are only effective if they are accessible, patient-capable, and there is a continuous clinical response.
In general, the 10 studies showed that a model of community-primary care integration based on easy access to case identification, timely referral, facilitated self-management, ongoing monitoring, and clinical follow-up is supported. The evidence is more robust for overall management potential (community and digitally supported) and for the value of service continuity. But there is limited direct evidence on this specific age group of UK adults (30–50 years). The results therefore complement the community-based approach and highlight that caution needs to be taken in drawing conclusions about the international evidence and in making any universal claims for the effectiveness of a specific intervention.
[bookmark: _Toc237485202]4.6 Summary of the Chapter
This Chapter introduced and summarised the results of the 10 studies in the systematic review. Results were distilled into four themes, which were aligned with the revised research objectives: community-based approaches to hypertension identification and management; impact on screening, referral, adherence, monitoring and blood-pressure control; barriers and facilitators to access and engagement; and quality and transferability of existing evidence. The results suggest that community-based interventions have the potential to aid in hypertension management through pharmacy screening, digital health, telemedicine, and self-management support and increased connections with primary care. But the effectiveness will require continuity of services, a suitable referral system, patient engagement and organisational capacity. There were also key limitations in the evidence, including the limited number of direct pieces of evidence specifically on UK adults aged 30-50. The chapter therefore concludes that community-based strategies are promising, when used in conjunction with NHS primary-care pathways, but that caution needs to be taken when using international and non-age specific evidence.
[bookmark: _Toc219884543]

[bookmark: _Toc237485203]Chapter 5: Discussion and Conclusion
[bookmark: _Toc237485204]5.1 Introduction
The themes discussed in each of the four chapters (community-based approaches, outcomes throughout the pathway of hypertension management, access and engagement barriers and facilitators, and evidence quality and transferability) are presented in the following chapters. It then reflects on implications for UK practice, limitations of the study and recommendations for the NHS primary care, community pharmacies, local authorities and community organisations.
[bookmark: _Toc237485205]5.2 Discussion
[bookmark: _Toc237485206]5.2.1 Community-Based Approaches to Hypertension Identification and Management
The results suggest that the community-based hypertension management programme is best viewed as a continuum of educational activities and is most effective in this context. Azami-Aghdash et al. (2025) and Nyame et al. (2024) propose that community-based interventions can enhance the outcomes and access related to hypertension. There are, however, limitations in both studies with respect to the synthesis of non-UK settings, so they describe effective mechanisms but do not necessarily demonstrate the same effects within the NHS.
Tang et al. (2026) suggest that pharmacies could be a good place for cardiovascular screening as there is easy access for adults who may not routinely attend GP practices. However, screening cannot be considered as successful management alone; it is only when it is measured, referred and then monitored that benefit is to be expected. These digital interventions and telemedicine can enhance self-management and continuity, and boost self-efficacy as shown by Boima et al. (2024) and Hayavi-Haghighi et al. (2024), respectively. The evidence is overall positive for community services that extend access and are linked to primary care.
[bookmark: _Toc237485207]5.2.2 Effects Across the Hypertension Management Pathway
Reduction of blood pressure should not be the only measure to assess effectiveness. Azami-Aghdash et al. (2025) suggest that community-based interventions are effective at enhancing blood-pressure control, and Boima et al. (2024) found that digital interventions are effective in enhancing adherence to blood-pressure medication, as well as blood-pressure control. Positive outcomes with regard to blood pressure benefits have also been reported among disadvantaged populations by Katz et al. (2024). These results suggest possible clinical utility, but do not show that there is improvement in all phases of management.
Continuity is a key theme of UK evidence. Rison et al (2023), Johnson et al (2024) and Wiedemann et al (2024) demonstrate that the disruption of routine primary-care activity can lead to decreased diagnosis, monitoring and treatment. Identification, confirmation, referral, treatment, adherence and follow-up are the key factors for hypertension management. Community services can reinforce early stages, but case finding alone – without completed referral – can detect risk without decreasing it. Self-efficacy, which was reported by Hermansson-Borrebaeck et al. (2025), is useful but does not necessarily lead to clinical control. The results consequently support integrated management over stand-alone solutions.
[bookmark: _Toc237485208]5.2.3 Barriers and Facilitators to Access and Engagement
Access and engagement impact the effectiveness of interventions. Rison et al (2023), Johnson et al (2024) and Wiedemann et al (2024) highlight how even if clinical interventions to manage hypertension are available, the impact of disruption and capacity limitations can still be apparent within an organisation. This challenges individual explanations and raises issues about staffing, continuity, monitoring and staff/service communication.
Decentralised community care can help to decrease access barriers (Nyame et al., 2024) and digital interventions can be advantageous for disadvantaged groups (Katz et al., 2024). In addition, Boima et al. (2024) and Hayavi-Haghighi et al. (2024) suggest that remote strategies can assist in follow-up and limit the need for in-person consultations. Digital delivery may also be a barrier if people don't have a device, connection, confidence or support, though. Digital pathways should thus exist alongside and not instead of access to in-person pathways.
[bookmark: _Toc237485209]5.2.4 Quality, Relevance and Transferability of the Evidence
The evidence base is a mix of evidence. While the UK studies have more contextual relevance, these are primarily observational, as well as a few COVID-19 service disruption-specific studies. They can be useful to understand inequalities, to track and evaluate service resilience, and offer less evidence of causality with regard to specific community interventions. On the other hand, the studies by Azami-Aghdash et al. (2025), Boima et al. (2024), Katz et al. (2024), and Nyame et al. (2024) offer more general evidence that cannot be readily applied since they encompass a variety of populations and healthcare systems.
In addition to supporting the feasibility of pharmacy screening, Tang et al. (2026) have yet to provide any evidence of the intervention's long-term clinical effectiveness – Hermansson-Borrebaeck et al. (2025) provide better intervention evidence, but it is not UK-specific. This suggests that community-based strategies are potentially effective, but it is difficult to conclude with certainty that this is any greater than the benefits of other strategies for adults in the UK aged 30-50.
[bookmark: _Toc237485210]5.3 Implications and Further Research Needs
Results indicate there are clear referral, confirmation and follow-up pathways for NHS primary care following community screening. Blood pressure checks may be made available at community pharmacies, but this will require protocols, staff competency and communication with general practice. Local authorities and community organisations can help with accessible education, engagement and non-digital approaches. Further research in the UK should include outcomes specifically for adults aged 30–50 and focus on the completion of referrals, maintenance of BP control, equality and acceptability and cost of service.
[bookmark: _Toc237485211]5.4 Strengths and Limitations
The distinction between the direct UK evidence and indirect international evidence, with a consideration of clinical, behavioural, equity and implementation outcomes, is a strength of the dissertation. It also makes comparisons between the different types of intervention, not assuming that all community strategies are the same. Ten studies were included in the formal data set; however, data from the exact age range of 30-50 were not available in all of them, and a few studies included a wider age range of adults or a different setting than the UK. There was heterogeneity, which did not allow for meta-analysis, and single reviewer screening and appraisal may have led to bias.
[bookmark: _Toc237485212]5.5 Conclusion
The authors conclude that community-based interventions can play a role in hypertension control among adults in the UK aged 30–50 years, in conjunction with primary care. The evidence supports a coordinated pathway that includes a simple screening process, referrals, facilitated self-management, monitoring and ongoing clinical follow-up. Digital and telemedicine strategies can enhance flexibility and continuity of care, and pharmacies can offer opportunities to conduct case finding. However, for effectiveness the key factors are equity of access, organisation capability and effective links between community and NHS services. Conclusions should be limited and not definitive as there is limited direct age-specific evidence from the UK.
[bookmark: _Toc237485213]5.6 Recommendations
The systems put in place in primary care in the NHS should clearly identify and follow up raised blood pressure readings detected in the community. Routine screening protocols and referral processes should be implemented in the community pharmacy. Local Governments and community groups should deliver culturally competent and accessible education and outreach programs on hypertension. Digital support needs to be provided in addition to other methods of support to minimise exclusion. Sustained blood-pressure control, referral completion, adherence, equity and implementation outcomes should be investigated in adults aged 30–50 years in the UK in the future.
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