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Abstract
Background: In 2009 the Department of Health introduced a national cardiovascular
risk assessment, management, and reduction programme – the NHS Health Check.
The programme aimed to reduce premature morbidity and mortality for those aged
40-74. Individuals who are identified to be at high risk (>20%) of cardiovascular
disease are offered lifestyle advice and/or prophylactic medication to reduce their
risk. This study aimed to understand the factors that influence individuals’
engagement with the programme. Normalisation Process Theory was used as a
theoretical lens to underpin the study and make sense of the findings.
Methods: A secondary analysis of data collected through 26 semi-structured
interviews was conducted. Purposive sampling was undertaken of patients who had
previously been identified, through the NHS Health Check Programme, as being at
increased cardiovascular risk. Participants had been identified as high-risk, been
offered lifestyle advice, lipid lowering medications, and had attended at least one
annual review. Data were initially analysed thematically. Themes were then
compared to Normalisation Process Theory constructs to assess if they could provide
insight into engagement with the programme.
Findings: Findings explore the work undertaken by participants to engage with (or
not) each stage of the NHS Health Check journey. Focus is on four main areas,
which relate to Normalisation Process Theory constructs; the sense making and
working out participation work undertaken to decide to attend the check and
understand what it means to be identified as at increased cardiovascular risk, and the
doing it and reflecting on it work undertaken to implement lifestyle changes, adhere
to medication regimens and engage in surveillance and monitoring activity.
5

Conclusions: Normalisation Process Theory helped to surface important aspects of
the NHSHC programme that influence participants’ engagement with the NHSHC
and their subsequent journey throughout the process from: attending the assessment,
being identified as at-risk, making sense of this ‘diagnosis’, and engaging in lifestyle
changes and/or a pharmaceutically aided journey. Evidence from this study suggests
that the at-risk individual should be viewed as a participant in a social system, and
that this wider social system is integral to engagement, both positively and
negatively, with all aspects of the programme.
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1 Introduction
This thesis presents work undertaken to explore the experiences of individuals who
had been identified as at increased risk of suffering an adverse cardiovascular event
through the National Health Service Health Check (NHSHC) programme in four
localities in the North East of England. This work is nested within a collection of
projects that were undertaken between 2008 and 2014 that initially explored the roll
out of the NHSHC programme in general practices, community pharmacies,
community settings, and workplaces (Oswald et al., 2010, McNaughton et al., 2011,
McNaughton and Shucksmith, 2014). The initial phase of evaluation was
commissioned by a collaborative of four Primary Care Trusts (PCTs) and focussed
on the barriers and facilitators experienced by those organisations tasked with
providing the NHSHC in the early stages of roll out, in order to inform the
commissioning process and development of the programme locally.

The second commissioned phase of work consisted of two linked projects. Firstly, a
cost effectiveness analysis of local uptake data and recommended treatment
pathways was undertaken to build a case for the continuation of the local NHSHC
programme (McNaughton et al., 2013). The second linked project was a qualitative
study commissioned to provide insight into the experience of those people invited to
attend the NHSHC. It was acknowledged locally that it was essential to explore how
individuals felt about the NHSHC assessment and subsequent intervention pathways,
in order to inform the NHSHC offer through local providers (McNaughton et al.,
2013, McNaughton and Shucksmith, 2015).
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The commissioning of the qualitative evaluation element presented an opportunity to
undertake this PhD study. The evaluation required that the experiences of ‘at-risk’
individuals be explored and reported to inform the local programme. However, it
also provided the opportunity to explore this in a much more theoretically driven way
than required by the commissioning PCTs. It was agreed that the data should be
analysed and presented initially for evaluation purposes of the commissioners
(McNaughton et al., 2013) but that a theoretically driven secondary analysis was to
be undertaken for the purposes of the PhD. This theoretically driven analysis was
designed to focus on how NPT could illuminate the processes ‘at-risk’ individuals
went through to make sense of being at increased CVR and also to analyse their
engagement with aspects of the programme.

As this decision to pursue a PhD was agreed at the outset of the evaluation work it
allowed the study to be designed to serve both purposes; that of the commissioned
evaluation and the PhD study. The academic focus and identification and use of
Normalisation Process Theory, the theoretical lens described in chapter 4, to inform
the study design, analysis, and interpretation is what sets this PhD study apart from
the evaluation work and is my original contribution.

1.1 Reflection on the [contemporary] context
The project was carried out against a backdrop of political change and both national
and local reorganisation of the PCTs. The NHSHC programme was conceived under
a Labour Government in 2008 and rolled out nationally in 2009. The programme was
still in its infancy when, in 2010, the Conservative/ Liberal Democrat Coalition came
into Government in England. There were many uncertainties about the future shape
8

of the NHS generally and, specifically, the future of the national commissioning of
the NHSHC assessment. As described in Chapter 2, responsibility for the
commissioning of the NHSHC assessment stage was given to Local Authorities (LA)
whilst the responsibility for commissioning the annual review became the
responsibility of NHS England, meaning that the assessment, intervention, and
follow-up became disjointed. Public Health England became concerned with
conversion of invitation for a NHSHC into assessment, rather than being concerned
with the longer-term outcomes of intervening. This meant that focus shifted away
from the longer term outcomes of the programme and is reflected in the national
evaluation work that was commissioned and undertaken (Chapter 2). Nationally
funded evaluation work focussed on assessing population level effects and cost
effectiveness of the programme as it was rolled out nationally. However less focus
was put on the individuals who were part of the programme and the success (or not)
with which they engaged with the programme, embraced (or not) the interventions,
and managed to sustain (or not) their engagement over the longer term.

1.2 Research questions, aims, and objectives
The primary concern of this thesis is to explore the factors that influence the
experience of those people identified as at increased risk of adverse cardiovascular
events through the NHSHC programme. Therefore, I set out to explore the journey
that individuals embark on from invitation to attend an NHSHC through their
diagnosis of risk, adherence (or not) to lifestyle advice and lipid lowering
medication, to their experience of annual review. Normalisation Process Theory
(NPT) was used as a theoretical lens to view and illuminate the processes that people
go through to implement, embed, and integrate the practices of the NHSHC
9

programme and any recommended medication or lifestyle changes in the context of
their lives. An explanation of this theoretical choice is provided in chapter 4. There
were two primary research questions, which are outlined on the following pages.

Research question one
What factors influence high-risk individuals’ engagement with the NHSHC
programme?
Aim

Objectives

To understand and explore at-risk individual’s
experience of engaging with the NHSHC programme
in order to identify factors that promote or inhibit
engagement with assessment, risk identification,
intervention, and sustained engagement over the
longer term (1year+).
1. To examine how individuals make sense of the
NHSHC programme
2. To understand how individuals interpret being atrisk of a cardiovascular event
3. To explore how individuals make sense of lifestyle
advice and/or intervention
4. To catalogue how individuals make sense of the
prescription of prophylactic medications
5. To discover how individuals integrate and sustain
lifestyle changes and/or prophylactic medications
6. To determine how individuals engage with ongoing
monitoring of risk
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Research question two
Can NPT provide insight into engagement with the NHSHC programme?
Aim
Objectives;
to explore NPT’s
appropriateness to
explain experience of:

To utilise the constructs of NPT to unpack and explore
reported engagement with the NHSHC programme.
To explore the appropriateness of NPT to explain
people’s understanding of and engagement with
various stages of the patient journey towards living
with a diagnosis of risk, i.e.
1. Invitation to attend assessment
2. Receiving a diagnosis of cardiovascular risk
3. Engagement with lifestyle advice and/or
intervention
4. Engagement with prophylactic medication
5. Engagement with ongoing monitoring over the
longer term

To answer these questions the thesis begins, in chapter 2, by providing contextual
information about the introduction and implementation of the NHSHC. Chapter 3
then presents an overview of what is known about the experience of becoming and
being a patient, before introducing, in chapter 4, the core theory – NPT – which has
been used to structure the study design and to analyse the results. In chapter 5 I
discuss the method employed to undertake this study. Study findings are presented in
chapters 6 and 7, and these are followed by a discussion of findings (chapter 8) in
relation to the theoretical framework provided by NPT. Finally, conclusions and
implications for theory, policy and practice, training, support, and education, and
research are presented in chapter 9. In the following pages, an overview of each
chapter is presented to provide a roadmap of the thesis.
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1.3 A roadmap of the thesis
Chapter 1 has situated the research in terms of how the project came about, has
discussed the rationale for undertaking the study and presented the research
questions, aims, and objectives.

In Chapter 2 I move on to explore cardiovascular disease and its impacts both
globally and in the United Kingdom (UK) before turning attention to the
development of a national cardiovascular risk assessment programme – the NHSHC.
The structure of the national programme is described alongside how the programme
is delivered in the local context. Evidence about uptake and engagement from the
first few years of roll out is explored.

Chapter 3 turns to the sociological literature about what is known about ‘being a
patient’. Here the focus is on the concept and process of diagnosis, adopting a sick
role, embodying illness and the work involved in being a patient.

In Chapter 4 Normalisation Process Theory is presented as the theoretical lens that
underpins the study. The theory is described and explored, alongside literature about
how it has been used in other studies. An interpretation of the core constructs of the
theory is presented as well as a description of how those concepts have been
interpreted and applied across the research process for this study.

Chapter 5 presents the methodology of the study, beginning with a discussion of the
underpinning philosophical and theoretical foundations of the study before turning to
the procedural methods employed to collect and analyse the data.
12

Chapters 6 and 7 present the findings from the study. Chapter 6 is concerned with
participants’ accounts of considering participation with the NHSHC and their
experiences of being identified as at high risk of cardiovascular disease. Chapter 7 is
concerned with levels of participation and adherence with lifestyle changes,
prophylactic medications, and the annual review process.

Chapter 8 presents the synthesis of the findings chapters, using NPT as a framework
to structure discussion.

Finally in Chapter 9, implications from the findings are presented. Implications for
theory; policy and practice; training, support, and education; and research are
discussed.

References and appendices complete the thesis. Peer reviewed journal articles that
have been published by the PhD candidate arising from this study are presented as
Appendix 11.1.
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2 The NHS Health Check Programme
The primary concern of the thesis is not the NHS Health Check (NHSHC)
programme itself, or its effectiveness (or otherwise), but rather the novel application
of Normalisation Process Theory (Chapter 4), to explore the process of becoming a
patient with a chronic condition. Chapter 2 provides background information. It is
important to understand the wider context from which this data was collected –
namely from patients participating in a novel but wide scale (and somewhat
controversial) intervention who had undergone an NHSHC assessment and been
identified as being at high risk of suffering a cardiovascular event in the next ten
years.

To understand why and how the NHSHC programme came into being, this chapter
starts by outlining the rates of cardiovascular diseases (CVD) both at a global level
and at a national level in the United Kingdom (UK) and the global burden of the
disease. This acts in part as a frame of reference which explains why CVD reduction
and prevention in the population has become such a targeted priority. Following on
from that, the development of a national systematic cardiovascular risk assessment,
reduction and management programme is described, as well as the Tees Valley’s
specific response to this programme. Moving on from this rather descriptive
background to the development of the CVD risk assessment programme, the more
contentious aspects of the programme are explored alongside academic literature
pertaining to the medicalisation of health and illness, the classification of illness, and
the rise of the risk factor concept in surveillance medicine.
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2.1 Cardiovascular diseases
2.1.1

The global burden of cardiovascular disease

Globally, the burden of non-communicable diseases such as diseases of the
cardiovascular system, cancer, and chronic respiratory diseases is huge and they are
a major cause of morbidity and mortality (World Health Organization, 2011c). These
diseases collectively account for around 63% of deaths each year (World Health
Organization, 2011c, World Health Organization, 2011b), which equated to
approximately 57 million deaths in 2008 (World Health Organization, 2007, World
Health Organization, 2011c).

In particular, CVDs and their consequences; heart attack, stroke, vascular
complications of hypertension (high blood pressure), hyperlipidaemia (high
cholesterol), and diabetes mellitus - cause around 17 million deaths each year,
equating to 1/3 of all recorded deaths (World Health Organization, 2013).
Hypertension alone accounts for 9.4 million deaths and approximately 40% of the
world’s adult population has been clinically diagnosed (World Health Organization,
2013). The number of people with a clinical diagnosis of hypertension has risen
sharply over the past few decades from 600 million in 1980 to 1 billion in 2008 and
has been attributed to an aging population and lifestyle factors such as poor diet and
decreased physical activity (World Health Organization, 2013).
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2.1.2 Cardiovascular disease in the United Kingdom
In the UK, cardiovascular diseases were the leading cause of avoidable mortality
between 2001 and 2006. However, over that time period the death rate fell by 29%,
meaning that by 2007 neoplasms (cancerous and non-cancerous growths) had
overtaken CVD as the leading cause of mortality (Office for National Statistics,
2013), potentially as a consequence of diagnostic and surgical improvements. In the
latest data, to 2015, CVDs remained the second highest cause of mortality with
Alzheimer’s and dementia taking the first place (Office for National Statistics, 2016).
In 2008 cardiovascular diseases accounted for 34% of deaths in the UK, despite
downward trends for metabolic risk factors, systolic blood pressure and total
cholesterol over the time period to 2008 (World Health Organization, 2011c). In
2009, 180,000 people died from CVD, again representing one third of all deaths that
year (Townsend et al., 2012). Treatment of CVD in 2014 cost the National Health
Service (NHS) around £15 billion, a figure that is projected to rise to £18 billion by
2020, and thus representing a huge financial burden on the UK health system (British
Heart Foundation, 2014).

The prevalence of CVD has been attributed to worldwide population growth, aging,
and behavioural risk factors such as unhealthy diets, physical inactivity, overweight
and obesity, smoking, and harmful levels of alcohol use, as well as persistent
exposure to stress (World Health Organization, 2013) and this is mirrored in the UK
experience. Risk factors for CVD are, for the most part, modifiable, which has led to
increased efforts to change the behavioural habits of the population. It has become
widely accepted that around 80% of these premature deaths could be prevented
through the modification of behavioural risk factors such as poor diet, low levels of
16

physical activity, tobacco and alcohol use, and also through the identification of
underlying physiological conditions such as increased cholesterol and high blood
pressure (World Health Organization, 2011a, World Health Organization, 2007,
World Health Organization, 2011b, Department of Health, 2008c, Department of
Health, 2009). Alone, each individual risk factor may not be damaging, but the
adverse effects are often compounded because individuals present with multiple risk
factors (World Health Organization, 2011a, World Health Organization, 2007, World
Health Organization, 2011c, World Health Organization, 2013). In order to tackle the
growing problems related to the effects of behavioural risk factors on the individual
and society, a mix of population-based approaches to risk reduction is recommended
by WHO. For example:


raising of taxes on tobacco and alcohol



promotion of policies on smoke-free workplaces and public areas



banning or restricting the advertising of products such as tobacco, alcohol,
and high fat foods



mass health promotion advertising about reducing the intake of salt, and



awareness programmes about physical activity and diet (World Health
Organization, 2013, Barton et al., 2011, Jørgensen et al., 2013)

In the UK, the burden of CVD is felt disproportionately in disadvantaged
communities, not least because modifiable risk factors such as poor diet, smoking
and low levels of physical activity contribute significantly to the prevalence of CVD
(Capewell and Graham, 2010, Department of Health, 2008c, Department of Health,
2009, Bajekal et al., 2012, Stafford et al., 2012). Cardiovascular disease mortality
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rates within the population as a whole have been falling by around 6% per year.
However, this reduction is experienced differently between socio-economic groups,
meaning that, as overall mortality rates fall, health inequalities are increasing
(Bajekal et al., 2012). Structural conditions of class and poverty play a role in the
engagement with ‘risk behaviours’ and subsequent development of CVD (Raphael,
2003) meaning that people in low income groups might have worse diets, engage in
less physical activity, consume more alcohol, and are more likely to smoke tobacco
products. Traditionally, as a society, we have looked towards health services to
attend to concerns about heath and illness. However, much of the burden of ill health
and disease can be attributed to structural conditions around where people are born,
grow up, live their lives, go to work, and grow old (Marmot et al., 2008). The effects
of social policy and socioeconomic constraints on health and illness have been
recognised for centuries (Marmot, 2001). However, the Black Report (Black, 1980)
demonstrated the unequal distribution of morbidity and mortality in the British
population and suggested that the gap in these health inequalities was widening,
rather than shrinking (McIntosh-Gray, 1982). Despite efforts to recognise and tackle
the structural and social impacts on the experience of health and illness within the
population since the publication of the Black Report, similar findings were
demonstrated in the Acheson Report of the 1990s (Acheson, 1998) and Marmot
Review of 2010 (Marmot, 2010).

In spite of calls to tackle the incidence of CVD through population level intervention
programmes such as the NHSHC – though national in scope - focus on finding
individual (potential) cases for ill health and changing individual behaviour to reduce
this risk, thus placing responsibility for CVR reduction at the door of the individual,
18

rather than attending to the structural and social determinants of health and illness.
Moreover, it could be argued that an integrated approach to prevent ill health that
reduces or eliminates the impact of structural and social forces on health and
addresses individual behaviours would likely be most beneficial.

2.2 The NHS Health Check Programme
In the following section the NHSHC programme is described. The Template for
Intervention Description and Replication (TIDieR) framework is used to organise the
description of the NHSHC intervention (Hoffmann et al., 2014). The TIDieR
framework is made up of 12 items as presented in Table 1.
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Table 1: TIDieR framework description

Item

Description

1. Brief name

National Health Service Health check (NHSHC)

The NHSHC is a cardiovascular risk assessment, management and reduction programme. It offers systematic
identification of individuals, aged 40-74 years old, within the English population who are at increased risk
(>20%) of suffering an adverse cardiovascular event in the next ten years. For those identified as at increased
risk of CVD, the intervention is offered through lifestyle modification advice and prophylactic lipid lowering
medication

2. Why

In April 2008, under a Labour Government, the Department of Health (DH) announced plans to introduce a
national vascular assessment programme. In light of the prevalence of CVD in the UK population (section
2.1.2), the number of deaths attributed to it per annum (section 2.1.2), and the associated costs of treatment
(section 2.1.2), reducing cardiovascular disease risk (CVR) and burden of illnesses attributed to CVD became
a priority for the UK government. The NHSHC programme was formally launched in April 2009 (Department
of Health, 2008d, Department of Health, 2008c, Department of Health, 2009).

The NHSHC was introduced to facilitate the identification of individuals who were displaying early warning
signs of CVD and to provide intervention consisting of lifestyle advice and prophylactic medication in order
to reduce CVR (Department of Health, 2008c, Department of Health, 2009).
Economic rationale for the programme: Projections prior to implementation of the NHSHC programme
indicated that, once fully implemented, the programme was estimated to cost £332m per annum – a significant
sum – however, the annual benefits of the programme were projected to be £3.7bn (Department of Health,
2008a). Importantly, this model was built upon the assumption of a 75% uptake of invitation to attend
assessment (Department of Health, 2008a).
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Health gain as rationale for the programme: The NHSHC programme aspired to make an impact on both
morbidity and mortality occasioned by CVD. In initial guidance documents, it was claimed that huge savings
could be made to the healthcare system and many lives could be saved, through the introduction of a CVR
assessment and management programme. Programme aspirations included:
1. prevention of at least 9,500 heart attacks and strokes a year (2,000 of which would be fatal)
2. prevention of at least 4, 000 people a year developing diabetes
3. earlier detection of at least 25,000 people a year with diabetes or kidney disease (Department of
Health, 2008c) (p9).
This was to be achieved through the identification of those at increased risk and intervention through lifestyle
modification.
Intervention provision: Guidance produced by the Department of Health recommended that, for those
identified as high risk of CVR, intervention should be offered in line with current National Institute for Health
and Clinical Excellence (NICE) guidelines, as those interventions were evidence based and deemed cost
effective. These interventions are presented in Table 2 and are reproduced from Department of Health
(2008d).

3. What (materials)

Providers: Provider organisations were offered the opportunity to attend several training events and away
days hosted by the PCT (as was) to offer opportunity to discuss the terms of the Local Enhanced Service
agreement, aspects of programme delivery, and be updated about local programme progress. Specific training
was offered to those delivering the checks in GP practices to develop skills in motivational interviewing to
foster behaviour change in those identified as at high risk of CVD.
Each GP practice delivering the NHSHC in Tees was provided with two separate lists of patients, generated
by Primary Care Informatics (as was), on a quarterly basis. The first list identified all eligible patients that
were registered with the GP practice (>40 years old not previously diagnosed with diabetes or hypertension).
The second list was termed the ‘indicative list’ (Chamnan et al., 2010a, Marshall, 2008) and identified those
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patients registered with the GP practice who were predicted to be at the greatest risk for CVD based upon an
assessment of routinely collected data (age, height, weight, blood pressure).

Participants: Each patient who was invited by their GP practice, through a targeted approach (i.e. the eligible
or indicative lists) was sent a formal invitation letter by their GP practice. The letters were devised by each
individual GP practice making the provision of invitation content inconsistent. However, more recently work
has been undertaken to develop a national NHSHC template letter (Public Health England et al., 2015) to
standardise the invitation process using principles developed by the Behavioural Insights Team (Service et al.,
2014).

During the second CVR assessment appointment, when the individual’s risk score has been calculated and
delivered (figure 1, appendix 11.3) generic health promotional literature may have been offered to facilitate
discussions about healthy diet, physical activity, smoking cessation and alcohol reduction. The materials
provided were at the discretion of the individual health providers

4. What (procedures

Those eligible for an NHSHC are provided with a CVR risk assessment through the collection and synthesis
of lifestyle information, anthropometric measurements, and family history. Using this information, a personal
calculation of CVR is attained using an approved risk equation (discussed later in this chapter), and, for those
who are identified as being at increased risk, there is an offer of intervention through lifestyle advice,
provision of prophylactic medication (statins), and ongoing monitoring of CVR into the future (annual
review).
During the initial appointment, individuals were often asked to fast before they attend, so that they could have
a blood test to assess their blood lipid levels – a cholesterol test. In fact, guidance changed over the course of
this study and fasting lipid tests are now not required under best practice guidance. Details about age, sex,
smoking status, physical activity, alcohol intake, family history, ethnicity, Body Mass Index, cholesterol test,
blood pressure, blood glucose are collected for risk calculation. At the second appointment, the individual’s
risk is discussed, this provides an opportunity for brief motivational interviewing, discussion about lifestyle
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changes that could have a positive effect on projected risk of CVD and, if necessary, the prescription of
prophylactic lipid lowering medications (Department of Health, 2009).

Everyone who attends an NHSHC assessment, regardless of their risk score outcome, are entered into a recall
system so they can have their risk reassessed as per best practice guidance. Individuals identified as low or
medium risk (<10% and <19% respectively) are entered into a 5 year recall for reassessment. Individuals
identified as at right CVR (>20%) are entered into an annual recall for monitoring (see figure 1 and appendix
11.3).

Risk management: regardless of identified risk score, all individuals who have received an NHSHC should
be offered information about smoking cessation, exercise on prescription/ physical activity intervention,
weight management on referral, lifestyle management advice that is appropriate to their needs. In addition,
those at high risk are offered lipid lowering medications regardless of their cholesterol levels, for the purposes
of prevention and/ or antihypertensives as appropriate (figure 1 and appendix 11.3)

5. Who Provided

Provider(s): GP practices, Pharmacy, community venues (outreach/ workplaces) (see item 7) this section
describes provision within GP practices.

Expertise: The initial risk assessment is split into 2 appointments (item 8). Delivery model varies between
GP practices (item 9).

Initial clinical testing (appointment 1) may be carried out by a trained and competent member of GP staff i.e.
a Healthcare Assistant, Practice Nurse, General Practitioner.
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Delivery of risk assessment (appointment 2) is normally carried out by an appropriately trained Practice Nurse
or General Practitioner.

Specific training: appropriate medical competencies to carry out clinical aspects of the assessment (i.e.
anthropometric measurements, blood pressure etc…).

Training on use of risk calculator (item 6) risk delivery and motivational interviewing was provided by the
PCT.

6. How

The NHSHC is provided on a face to face basis with each patient seen individually. Intervention may be
offered in a group setting (e.g. exercise on prescription)

7. Where

The NHSHC is offered in a variety of settings. Nationally, the NHSHC is offered primarily through General
Practitioner (GP) practices, but best practice guidance from DH suggests that, in order to provide this equity
of access and to reach those members of the public who are reluctant to access GP services, the NHSHC
should also be delivered through a variety of other settings, for example community pharmacy and
community venues (Department of Health, 2008c, Department of Health, 2009).

8. When and how much

The NHSHC is broken down into two main components. Firstly the CVR assessment and then the annual
monitoring.

Cardiovascular risk assessment: two separate appointments with the health professional each lasting around
10 minutes and spaced two weeks apart to allow for blood results to be processed in the laboratory. The first
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appointment is for collection of information about risk factors and clinical testing; the second appointment is
for delivery of results and provision of intervention.

Annual monitoring: one ten minute appointment annually.

9. Tailoring

The delivery of the NHSHC across the UK is varied. Primary Care Trusts were initially tasked with
developing a programme that was relevant to their individual population, giving the local commissioning
bodies’ scope to design and deliver the NHSHC programme in whatever way they deemed best for their
population, whilst adhering to national standards to provide quality assurance (Artac et al., 2013a, Graley et
al., 2011). Primary Care Trusts also had to be mindful of providing equity of access to their local population
to avoid inadvertently increasing health inequalities (Capewell and Graham, 2010, Department of Health,
2009).

Invitation: Indicative list: GP practices used this list to identify and target those individuals who could gain
most benefit from the NHSHC assessment and intervention. These individuals are invited to attend a NHSHC
assessment, normally in ‘waves’, dependent on the GP practice’s policy. However, GP practice engagement
with the indicative list is variable across practices, with some practices engaging much more than others
(Oswald et al., 2010). Alongside a targeted approach, calling individuals in from the indicative list, many GP
practices have also adopted an opportunistic method of inviting people for a NHSHC assessment when they
become eligible by age, or attend a new patient check. In some GP practices new patients that fall within the
target age range are offered an assessment at their new patient check (Oswald et al., 2010).

The invitation letter that was sent to patients of each practice was developed ‘in house’ by each GP practice.
There was guidance offered from the PCT, however, this was not compulsory.
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Risk assessment: The advice, provision of medications, and subsequent recall for review of CVD risk is
tailored to the individual, based on their CVR calculation (discussed later in this chapter)

Intervention: Provision if intervention – lifestyle advice and/or prophylactic medication could be tailored to
the individual’s needs, whist complying with programme pathway (figure 1 and appendix 11.3). Access to
lifestyle management services is dependent on local service availability.

10. Modifications

Following the healthcare reforms in 2013 which abolished the Primary Care Trusts, the responsibility for the
commissioning of NHSHCs was moved from the NHS to Local Authorities (LA), despite the fact that the
majority of the checks are carried out in GP surgeries, which remain part of the National Health Service. The
way in which the NHSHC is commissioned has changed dramatically since its inception and it is perhaps
worthy of a brief note at this point. Initially, Primary Care Trusts (PCT) commissioned providers of the
NHSHC to deliver both the initial assessment of risk and subsequent intervention and follow-up reviews for
those at high risk on an annual basis. However, in February 2013 the NHSHC became a statutory programme,
mandated in legislation (Secretary of State, 2013). In this legislation, the commissioning of the initial
assessment became mandatory for LAs, and is commissioned by local public health teams as part of their
population level prevention work. However, the provision of intervention for those discovered to be at high
risk is not covered by the same legislation. NHS England is responsible for commissioning any intervention
required and annual review of the NHSHC (NHS England, 2014). Since the fragmentation of the NHSHC
assessment, intervention and follow up, attention from Public Health England (PHE) has shifted from
monitoring outcomes of the NHSHC and focussed on monitoring the conversion of invitations to assessment.
Since its inception, the NHSHC has also become a vehicle for delivering other health promotion information
e.g. about dementia (NHS Health Check, 2014).
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Programme level aspirations (item 2) were substantially revised in 2013, 4 years after the introduction of the
NHSHC programme to:
1. the NHSHC programme could save 650 lives per year by preventing 1,600 heart attacks
2. prevent development of diabetes in over 4,000 people per year
3. aid in the early detection of at least 20,000 cases of kidney disease and diabetes (Public Health
England, 2013).
11. How well (planned)

Monitoring of uptake of the NHSHC is monitored locally through Local Enhanced Service Agreements and
nationally through PHE.

12. How well (actual)

Early evidence from local evaluation work suggests that the actual uptake figure was between 29% to 45%
(Artac et al., 2013b, Dalton et al., 2011, Cochrane et al., 2013, Richardson et al., 2008), well below initial
estimates.
Like Tees, some other areas in the UK have been offering NHSHC assessments both opportunistically and
through a targeted approach, utilising previously held patient data to ‘pre-assess’ patients and offer screening
appointments. Kumar et al. (2011) reported learning from the Stoke-on-Trent roll out of the NHSHC. They
suggested that developing both a targeted and opportunistic strategy to offer the check coupled with the
opportunity for patients to utilise a drop-in clinic for assessment was both an effective and cost effective way
of delivering the check. Targeted approaches are, however, dependent on the quality of the existing patient
data used, to pre-assess patients to indicate those at highest risk.
National NHSHC programme figures, as of January 2016 show that 51.7% of the eligible population have
been offered an NHSHC assessment since PHE took over responsibility for the programme in 2013. A total of
25% of the eligible population have received an assessment in that same time period (NHS Health Check,
2016). Table 3 shows national figures to January 2016. This demonstrates much lower than expected uptake
of the NHSHC.
Aspirational targets of covering 20% of the eligible population each year, until total coverage of the eligible
population was achieved by 2013 were put forward by DH in 2008. It was then intended that, subsequently,
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the programme would focus on those people who became eligible by entering into the eligible age cohort each
year (Department of Health, 2008b). Again, this was based on an assumed uptake of invitation of 75%
(Department of Health, 2008a). Evidently, these targets have still to be met. Artac et al. (2013a) reported that
national coverage of NHSHC was, on average 8.2% in 2012 with great variation between PCT areas, ranging
from 0%-29.8%. Still in 2015 that figure stands at just 25% of the population receiving an assessment (NHS
Health Check, 2016). Cochrane et al. (2013) suggest that such low uptake demonstrates a lack of interest for
this assessment in the population. Early evidence does, however, suggest that the NHSHC has been effective
in engaging Black and Minority Ethnic (BME) groups (Cochrane et al., 2013, Artac et al., 2013b, Lambert et
al., 2012).
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Table 2: Recommended Interventions

Intervention offered
Brief exercise intervention

Existing guidance
NICE guidance PHI002 Four commonly used
methods
to increase physical activity, March 2006

Multi-component weight
loss programmes

NICE clinical guideline CG43 Obesity, December
2006

Impaired glucose
regulation (IGR) intensive
lifestyle management

NICE clinical guideline CG43 Obesity, December
2006

Stop smoking services

NICE guidance PHI001 Brief interventions and
referral
for smoking cessation in primary care and other
settings, March 2006

Antihypertensives for
those with hypertension

NICE clinical guideline 34 Management of
hypertension
in adults in primary care: partial update, June 2006

Statins for primary
prevention

NICE technology appraisal 94 Statins for the
prevention
of cardiovascular events, January 2006

Renin angiotensin system
blockers for those with
proteinuria

NICE guidance on chronic kidney disease
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Figure 1:

NHS Health Check pathway1 2

Table 3: National NHS Health Check offers and assessments

Eligible population

Number (%)
15579278

Number offered NHSHC

8053495

(51.7%)

Number accepted offer and received NHSHC

3887937

(25%)

% of those offered a check who accepted

48.3%

% uptake expected (2008 modelling)

75%

1

Source: Department of Health (2009), Best Practice Guidance, p4
Figure 1 shows the pathway presented in the national guidance. Appendix 11.3 shows the
local pathway that was developed for the Tees roll out of the programme, there is a slight
variation to the Tees pathway as it includes assessment of alcohol intake. The decision to
include assessment of alcohol within the local rollout of the NHSHC was taken by the PCT
to tailor the check to their local population, discussion of this tailoring can be found in Item
9 of the TIDieR framework
2
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Figured taken from NHS Health Check (2016)

2.3 Evidence from the first years of roll-out
The majority of published work, to date, from local and national evaluations of the
NHSHC programme have focussed on coverage, uptake and conversion of
invitations to appointments. Little has been published concerning patient reactions to
their CVR assessment and their subsequent journey through making changes to
lifestyle, adherence to medication, and engagement with annual review. The NHSHC
has been suggested as a catalyst for change, especially in relation to making and
sustaining dietary changes. These changes have been noted as being prioritised over
engagement with physical activity as they are perceived to be easier to implement
and sustain (Alford and Perry, 2010, Krska et al., 2014, Perry et al., 2014). Whilst in
the Tees evaluation work with ‘at-risk’ individuals we found that dietary changes
were the most common of the lifestyle changes to be adopted, many people were
reluctant to make substantial changes in the belief that guidance about healthy eating
was changeable. Instead patients opted to make small but sustainable changes such as
reducing salt intake or limiting saturated fat consumption (McNaughton and
Shucksmith, 2015). In this same sample, discussion about lifestyle changes were
broached variably with participants with intervention via statins being the most
common route of action to reduce CVR (McNaughton and Shucksmith, 2015).

It would seem evident that in order for people to instigate lifestyle changes or
embark on medical regimens they must process the information about CVR and
afford value to investing time, effort, and resources into change. The process of
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understanding CVR is not made in a rational way, as will be explored later in the
findings section, Perry et al. (2014) suggest an interplay between emotional
responses, cognitive responses and analytical understanding of risk. It has been
proposed that the provision of clear and personalised information about CVR (Krska
et al., 2014, McNaughton et al., 2013), and the utilisation of visual aids (Shaw et al.,
2015, McNaughton et al., 2013) could positively influence cognitive understanding
of CVR.

Findings from the early years of the NHSHC roll out indicate that provision of health
checks through non-traditional providers, for example, community pharmacy and
community outreach in places such as supermarkets, workplaces, and libraries are
well received by those eligible for the checks (Perry et al., 2014). Outreach services
based in the community have been observed as an effective mechanism to attract and
recruit harder to reach populations such as younger (under 50 years old) men
(Visram et al., 2014), the BME community (Hunt et al., 2013), and those living in
areas of deprivation (Gidlow and Ellis, 2014) into the NHSHC (Dachsel and Lee,
2011). This community approach is perceived to be effective at allowing a
spontaneous opportunity to engage with the NHSHC that would not have been
prioritised had the individual needed to make a formal appointment to attend a GP
practice (Perry et al., 2014). However, the main mode of NHSHC delivery is
currently through GP practices and it is the experience of people accessing the
NHSHC in this setting that is the focus of the thesis.
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Graley et al. (2011) found that within one area (North West London) which was
made up of eight PCTs, there was huge variation in the amount of budget allocated to
implement and deliver the NHSHC programme. These findings suggest the
likelihood of a ‘postcode lottery’ effect on the identification and therefore reduction
of CVD. Whilst it is important to allow commissioners to have autonomy on service
design and delivery, there are valid reasons for the setting of national minimum
standards which emphasise equity of access.

2.4 The contentious nature of the NHS Health Check programme
It should be noted, at this point, that the NHSHC programme is not one of the UK
National Screening Committee’s (UK NSC) approved screening programmes. In the
UK, the UK NSC has the responsibility to advise the NHS and government about
different aspects of screening such as; how a screening programme is defined,
ethical implications and social impacts of screening as well as supporting the
implementation of approved screening programmes in the UK (UK National
Screening Committee, 2013). The UK NSC uses a standardised, 22 point, set of
criteria to assess how viable, effective and appropriate a screening programme could
be, set around four domains of assessment: the condition, the test, the treatment, and
the screening programme (Appendix 2). In 2012, there were 12 approved screening
programmes in the UK offered over the life course. Their availability varies between
UK countries (UK National Screening Committee, 2012, UK National Screening
Committee, 2013). In England, the screening programmes offered are shown below
in Table 4.
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Table 4: UK Approved screening programmes

Conditions

Antenatal and newborn
Downs syndrome

Life stage
Young People and Adults
Abdominal Aortic Aneurysm

Fetal Anomaly Ultrasound Scan

Diabetic Retinopathy

Infectious Diseases in
Pregnancy

Breast Cancer
Cervical Cancer

Antenatal Sickle Cell and
Thalassaemia

Bowel Cancer

Newborn and Infant Physical
Examination
Newborn blood spot
Newborn hearing screening

Alongside the approved set of screening programmes there are also three screeningrelated programmes of work that do not meet, for various reasons, the strict criteria
to be adopted and approved by the UK NSC. These are; Prostate Cancer Screening,
Chlamydia Screening and the NHS Health Check (UK National Screening
Committee, 2013). The UK NSC did recommend the development of a vascular risk
management programme in 2006 that would provide vascular risk assessment, risk
reduction and risk management, but not a screening programme as it does not meet
the UKNSC criteria (Davies et al., 2012). Capewell et al. (2015) argue that the
NHSHC fails to meet several criterion in relation to the tests used to identify CVR
and treatment offered (explored in more depth in section 2.10).

The NHSHC programme has raised a number of contentious issues that link into
wider academic debates. For the purposes of the following section, the NHSHC
programme and the issues that have been raised about it are explored under the UK
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NSCs criteria for a screening programme; the condition, the test, the treatment, and
the programme. Each section will explore the key issues raised by opponents and
supporters of the programme and also the wider academic literature that links into the
theme.

2.4.1

The condition

It is widely accepted that CVD is a clinical condition that is an important public
health problem as it accounts for approximately 34% of UK deaths annually
(Townsend et al., 2012). However, how a condition becomes classified and
categorised as a condition is important to explore, especially as what the NHSHC
programme actually identifies is not CVD but rather CVR. Cardiovascular risk is
essentially a prediction of possible future illness based upon the synthesis of
surrogate markers. The act of illness classification and categorisation requires a
process of identifying or creating a problem that can be afforded a name and
subsequently a treatment pathway. What constitutes a problem that is important
enough to classify is culturally bounded and specific (Goldstein-Jutel, 2011). As
Illich (1976) wrote:
Each civilisation defines its own diseases. What is sickness in one
might be chromosomal abnormality, crime, holiness or sin in
another (p112).

The construction and management of health problems can be illustrated by the case
of dyslexia, which in Western society is problematised and treated as a disorder. This
disorder would, however, not be deemed as important in a society that did not place
so much weight on the ability to understand the written word (Goldstein-Jutel, 2011).
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It is only by developing a concept of what is normal, within a specific society or
cultural group, that we can begin to classify and understand what is then deemed
abnormal. Defining normality, through epidemiological inquiry, allows the
imposition of thresholds and cut points, beyond which outliers and extreme cases can
be described and explored and subsequently categories developed for these
infrequent cases (Armstrong, 2011).

This is pertinent to the PhD study, especially in the context of the problematisation of
one of CVRs surrogate markers – cholesterol. Cholesterol levels, ascertained from
clinical testing of blood samples, are used to define an individual’s risk for
cardiovascular disease and the associated complications that are attributed to
elevated cholesterol levels. However, the cut off point for ‘normal’ cholesterol is
contested between expert groups (Will, 2005). During the time of this study, the cut
off point for the upper level of normal cholesterol has been lowered from a total
cholesterol level of seven down to five. This demonstrates how the categorisation of
a medical problem is subject to change and how such a small change in the
categorisation of a problem can create huge numbers of ‘patients’ from a previously
‘healthy’ population (Smith, 2002a).
Therefore, how a society classifies and defines disease has a massive impact on how
we view the population within it. Once a condition has been identified as problematic
and adopted into a formal classification or categorisation system, the diagnostic label
has the power to silence certain voices whilst giving credibility to others (Jutel and
Nettleton, 2011). The classification of illness has the power to change the individual
from a healthy member of society to one who is now a ‘patient’ with far reaching
potential repercussions such as loss of insurance or employment, for example (Smith,
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2002b). The power of the medical professions is kept through their elite medical
knowledge, their power to diagnose, treat and provide access to services (Conrad,
1979).

To understand what constitutes a condition, illness, or disease it must first be
acknowledged what it is to have health. Health is more than just the absence of
illness. Illich (2003) writes that a healthy individual is one who shows the ability to
cope with pain, sickness and death, all of which are an integral part of the ‘human
condition’. Societally, we value health. As such we strive to make sense out of what
it is to be healthy and more importantly we strive to understand what creates ill
health and when it might strike (Rosenberg, 2002, Rosenberg, 2007, Conrad, 2011).
Modern medicine has endeavoured to map and make sense of signs and symptoms of
illness and their expected trajectories in order to treat them through medical
intervention. Historically, through the practice of medicine, we have sought to find
coherent, explanatory relationships between external threats to health or behaviours
and their related consequences and outcomes (Rosenberg, 2007).

The process by which aspects of the human condition or symptoms of human
existence become allocated to medicine so that they can be defined, categorised and
ultimately managed by the medical profession has been termed ‘medicalisation’
(Goldstein-Jutel, 2011). The breadth of what is classified as a medical condition is
constantly evolving (Armstrong, 2011, Eborall and Will, 2011). Medicine’s power to
diagnose and claim conditions is a gradual process, encompassing and releasing
conditions and syndromes within its elastic boundaries (Conrad, 1979, Smith,
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2002b). The creeping boundaries of ‘medicalisation’ are constantly shifting,
enveloping an expanding set of ‘conditions’ that have never previously been included
within the medical domain. For example, ‘conditions’ such as; childbirth (Johanson
et al., 2002), mental illness (Conrad, 2005), learning difficulties (Goldstein-Jutel,
2011), and even death (Clark, 2002) have become medicalised.

Whereas other conditions have become demedicalised by shifts in culture. Which
conditions are deemed as lying within the purview of the medical professions is
symptomatic of the views and priorities of each specific society and relative to points
in history. However, whilst these boundaries have the capacity to grow and expand
they simultaneously have the capacity to contract and withdraw through the process
of demedicalisation (Conrad, 1992). One famously cited example is the removal of
homosexuality as a disorder in the seventh printing of the Diagnostic and Statistical
Manual II, in 1974 (American Psychiatric Association, 1968), which demonstrates
how societal shifts in morals and ideals can shape the boundaries of what is defined,
categorised, diagnosed and treated as a medical ‘problem’.

The expanding remit of medicalisation has arguably led to better care and outcomes
for many (Ebrahim, 2002). The drive of the medical profession to develop tools to
identify and treat illness has led to the eradication of many illnesses and the control
of others, at least in the Western world (Rosenberg, 2007). However, the concept of
medicalisation, has been associated with negative connotations through its link with
overtreatment and making patients out of healthy populations (Conrad et al., 2010).
There is thus a tension between the benefits to society and to patient outcomes that is
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experienced by ‘conditions’ being adopted and treated by medical professions and
the overburden and treatment of conditions (Moynihan and Smith, 2002).

Medicalisation has been associated with the control of what society deems as deviant
behaviours. Thus, behaviours which once may have been described as immoral,
sinful and unacceptable have instead been branded with a medical meaning so that
they can be controlled, monitored and treated (Gabe, 2013, Rosenberg, 2007). Some
have argued that the expansion of medicine’s jurisdiction is primarily a consequence
of the medical profession exercising its power to define and control what constitutes
health and illness in order to extend its professional dominance (Turner, 1995).
Others have considered medicalisation to be the result of broader social and
pharmaceutical processes to which doctors are simply responding (Gabe, 2013). The
ever growing remit of medicine has also been responsible for huge increase in health
spending of governments and insurance companies (Conrad et al., 2010).

Inevitably, the rise of medical intervention has not reduced total mortality rates; we
still experience a 100% death rate. What it has achieved is to shift the age at which
we meet our end and the predominant causes of death. Arguably, it has also created
social divisions and inequalities in how we die. Modern medicine has facilitated the
decline of many illnesses and diseases and in some cases eradicated the threat of
many infections which historically would have exterminated huge chunks of the
population (Illich, 2003). This, alongside the technological advances in clinical
procedures that allow the identification and diagnosis of a new breed of ‘illnesses’ –
the risk factor.
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Future risk of disease can be defined as a probability of a future event occurring,
often expressed as a numerical value, or percentage chance of suffering an adverse
event within a given time period (Spiegelhalter and Riesch, 2011). Recent decades
have seen a sharp rise in interest in risks and risk factors, as demonstrated in a
proliferation of academic literature, this obsession, it has been noted, itself reaching
epidemic proportions (Skolbekken, 1995). Probabilities and percentages are helpful
tools for policy makers when considering population level planning and allocation of
resources (e.g. what proportion of a population might eventually require care for
diabetes or cancer). However, these concepts may be less helpful in communicating
possible health outcomes to individuals because population based probabilities are
incapable of incorporating the specific circumstances of the individual (Heyman et
al., 1998). Rather, we need to develop ways of looking beyond the expression of risk
as a probability of a future event and acknowledge the effects of wider determinants
of health on the individual (Aven, 2013).

It is clear that the process of medicalisation has the power to determine what is
deemed to be a bona fide medical condition in need of intervention and treatment at
any given time. This process of medicalisation leads to the categorisation of
illnesses, giving them validity. In terms of CVR identification, which is the
prediction of a possible future event rather than the identification of a physiological
condition, it is clear that the medical profession has identified it as a ‘condition’ that
is necessary to tackle. However, it is unclear if the general population accept this
classification of CVR in the same way (explored in Chapter 3). The identification of
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future risk is pertinent to this thesis because it links to uncertainty rather than
certainty of an event occurring or having already occurred which could influence the
level of engagement with all aspects of the NHSHC programme. The following
section focusses on the tests undertaken to identify CVR in the NHSHC programme.

2.4.2

The test

It has been argued that the testing offered as part of the NHSHC programme is not
demonstrated to be either adequate or acceptable as the tools used to calculate CVR
are imprecise at an individual level (Capewell et al., 2015) and low uptake of
assessment suggests a lack of interest in the population (Cochrane et al., 2013). The
NHSHC assessment involves a risk calculation based upon measurement of BMI,
blood pressure, smoking status and lipid levels, alongside socio-demographic
variables and anthropometric measurements (Department of Health, 2008c). These
measurements are entered into a risk equation for calculation.

There are several available CVR calculators on the market that generate an
individual’s ten year risk score, for example Framingham, JBS, QRISK2 (Davies et
al., 2012). Each risk calculation is based upon a different equation, using varying
surrogate risk factor markers within it. Initially it was recommended that the
Framingham 1991 calculation be used in the NHSHCs. However, the Framingham
equation has a tendency to overestimate risk in low risk populations and
underestimate risk in high risk populations (Brindle et al., 2006). The
underestimation of risk in high risk populations is especially pertinent when
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considering the reduction of health inequalities. For populations such as South
Asians, other BME groups and all those living within deprived areas of the UK the
underestimation of risk, when they could be at highest risk, is problematic (Davies et
al., 2012). The QRISK2 calculation, which incorporates ethnicity, family history and
deprivation into its calculation (Davies et al., 2012), is now recommended for use in
the UK. The calculation is thought to be superior to the Framingham at accurately
predicting ten year cardiovascular risk in a UK population (Collins and Altman,
2010, Collins and Altman, 2012, Scott, 2010, Jackson et al., 2009, Gholap et al.,
2011, Wald et al., 2011). In March 2014 a new calculator, JBS3, was launched,
which not only provides a ten year risk score but also provides a lifetime risk score
alongside generating an individual’s ‘heart age’ in years (Joint British Societies for
the prevention of cardiovascular diseases, 2014).

The process of using surrogate markers to predict the risk of a future adverse event
also locks into wider academic debates about the rise of surveillance medicine.
Armstrong (1995) describes this rise of surveillance medicine, a medicine that is
concerned with identification with precursory signs of illness – so called risk factors.
Technological advancements have allowed this shift in focus from the outcomes of
illness to a new space, as Armstrong describes it, a fourth dimension outside of the
body – time. This is a space before any disease has taken form but where risk factors
may point to the potential for disease. Technological advancement and the
development of pharmaceutical intervention have been identified as facilitators of
this increase in the jurisdiction of medicine and become drivers for medicalisation
(Conrad, 2005), suggesting that technology and drugs were once responsive to need
but that now they have been identified as drivers in the creation of conditions.
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Moreover, in addition to these ‘supplier’ issues, there has been a rise in what is
termed the ‘health consumer’ and there is more consumer demand for medical
products and services than ever before (Conrad, 2005). Now, more than ever before,
technology has the power to identify illness and precursors of disease. Skolbekken
(1995) argues that technological developments have facilitated a shift in our beliefs
about health and illness. The advancements in science and technology have shifted
attention away from risks that are outside of our control that are situated outside of
the body to factors that are inside of our bodies and within our control. By their
nature, the use of surrogate markers is not fool proof, and identification of risk is not
a guarantee that disease will develop. Rather, it shows evidence of a process that is
assumed to be a predictor of disease (Temple, 1999). Indeed, risk of disease, as
identified through surrogate markers, or genetic testing may be problematic.
Traditionally, diagnostic boundaries, which trigger the validation of treatment
through medical intervention, have expanded to include milder instances of disease
or new categories have been defined to encompass pre or proto disease (Armstrong,
2011, Melzer and Zimmern, 2002, Rosenberg, 2007). Grimes and Schulz (2005) and
Freemantle and Calvert (2007) both indicate that the use of surrogate markers is
more useful to market interventions than it is in improving patient outcomes. This
treatment of risk is explored in the following section.

The previous section highlighted how CVR has been identified as appropriate for
medical intervention; however, the tools currently available to identify CVR in the
population are imprecise and widely contested. Technological advancements have
been shown to have the power to identify disease and illness before it physically
manifests in the body. However, the CVR risk calculators used in the NHSHC
43

programme rely on the computation of surrogate markers for CVD to offer a
prediction of future risk expressed as a percentage which may or may not be reliable.
This raises questions as to the appropriateness of rolling out a country-wide risk
identification and management programme that relies on calculator tools that work
better at a population level rather than at an individual level.

2.4.3 The treatment
The ‘risk factor’, essentially a surrogate marker, has been adopted within the medical
sphere as synonymous with disease itself and managed and treated as such
(Aronowitz, 2009). However, the treatment options offered within an NHSHC have
been argued to be unacceptable. Studies have shown that behavioural interventions
(diet and physical activity) often lead to short term behaviour changes; however,
these changes are rarely sustained over the long term (Booth et al., 2014, Heath et al.,
2012). Similarly, reduction of alcohol consumption through Brief Intervention has
been shown to make only a small difference in the amount of alcohol consumed
(Platt et al., 2016). Evidence also suggests that patients actively and successfully
conceal their drinking behaviours from their healthcare providers (Haighton et al.,
2016). There is evidence that smoking cessation offered within a healthcare setting
that is mindful of people’s preferences and needs is effective in helping people to
quit smoking for good (National Institute for Health and Care Excellence, 2018).
Adherence to statins for primary prevention is also low (Benner et al., 2002). Added
to this, general health checks as a mechanism to reduce morbidity and mortality in
the population have been demonstrated to be ineffective (Krogsbøll et al., 2012). For
a programme such as the NHSHC which relies on the impact of sustained behaviour
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change this means that the full intended positive outcomes of behaviour change on
CVR may never be fully realised.

Oliver (2009) argues that annual health checks are contributing to the creation of
patients out of an elderly population that is actually feeling fit and well. He states
“they [patients] may feel reasonably well, but the NHS does not permit such
euphoria” (p603). He argues that, once identified as an ‘at-risk’ person, individuals
who entered the doctor’s office as happily aging people leave as a patient, with a
treatment pathway which could, in turn, lead to feelings of being scared or uneasy,
instead of comfortably aging. Individuals are, it is argued, being actively recruited
into risk states (Aronowitz, 2009). This warning about turning healthy elderly people
into patients and the dangers of over-prescription of medicines has also been echoed
in the national press (Dawson, 2013, Smith, 2009).

Not all changes that occur to an aging body necessitate treatment, and certainly,
some natural processes are actually beneficial. Oliver (2009) discusses how, as the
body ages, the cardiovascular system becomes more rigid. If through medical
intervention mild hypertension is reduced this could actually lead to vertigo in
elderly people. Vertigo is dangerous in an aging population where falls can lead to
disability.

As previously discussed, the main treatment offers through the NHSHC programme
are behavioural advice and prescription of lipid lowering medications. Within the
UK setting, the link between cholesterol and the effects of raised cholesterol on the
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body are familiar and well-rehearsed through health promotion campaigns and
advertising through the media. Our supermarket shelves are crammed with products
from bread and cereals to yoghurt and butter substitutes all claiming to reduce
cholesterol, and improve heart health (Sainsbury's, 2017). For example, whilst
cholesterol and the need for cholesterol reduction may sit firmly in the public
consciousness, in recent times focus has shifted from reducing overall cholesterol
levels to lowering low density lipoprotein cholesterol (LDL) (bad cholesterol) and
increasing high density lipoprotein cholesterol (HDL) (good cholesterol)
(Kritharides, 2014). It is also widely accepted that statins are both a safe and
effective treatment for hyperlipidaemia (high cholesterol) and primary prevention of
CVD (Taylor et al., 2011b).

As discussed, the links between saturated fat, cholesterol, and diseases of the
cardiovascular system are well rehearsed in Western society. However, just because
these ‘causal’ links have been drawn and accepted into the wider public and
professional consciousness, it does not mean this ‘taken for granted’ knowledge is
not contested. Health historian Greene (2007) maps a long and tempestuous history
of cholesterol’s demonisation, from its identification as an marker that has been
associated with CVD and the development of pharmaceutical interventions to ‘treat’
it. He writes;
The average consumer is not conversant with the chemical structure
of this five ringed sterol [cholesterol] or its role in the biosynthesis
of bile acids, sex hormones, and gallstones, chances are that he or
she knows cholesterol to be an agent of progressive disease of the
heart and blood vessels, to be avoided in one’s diet and minimised
in ones bloodstream to prevent illness and promote longevity
(p151).
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Cholesterol was first identified in the Framingham (1957) studies and identified as
one of the top two “pre-pathological” categories, along with hypertension, that was
predictive of CVD (Greene, 2007). Unlike other risk factors such as hypertension,
diabetes, smoking, gout, and obesity which were branded as risk factors for CVD in
the Framingham studies and had enjoyed a huge increase in promotion as
preventable risk factors with prophylactic intervention available, cholesterol did not
have an appropriate treatment available. Treatments that were available were
intolerable, dangerous, or simply did not work. Cholesterol as a marker for CVD was
subsequently shelved (Greene, 2007). Many treatments have been developed over the
years and had limited success in managing cholesterol, and even those treatments
that did show clinical effectiveness were often unpalatable:

The dose [of cholestyramine] is very large, and patient compliance
is very low, because they don’t want to take all of this stuff. The side
effects: it has an odor of rotten fish, which we had some trouble
getting rid of it. It was a granular material, which sandpapered a
part of your anatomy on the way out, it also caused fecal impaction
in old people…but still, nevertheless, it’s still a drug that actually
works. It’s safe, it’s not absorbed, it’s safe. (Alfred Roberts, Merck,
Sharpe, & Dohme Cholesterol Project Manager (1987) Cited in;
Greene, 2007, p169).

It was not until 1987, when Merck launched lovastatin, that cholesterol had a more
palatable treatment available. From that point, under heavy marketing and
promotion, cholesterol enjoyed a process of categorisation and adoption into the
medical domain as a modifiable risk factor for CVD.
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The causal link between consumption of fat, the body’s production of cholesterol,
and subsequent development of CVD has not been proven. There are correlations
between the three variables (Greene, 2007), and these associations are documented at
a population level. However, they are not “sufficiently causal at the individual level”
(Rockhill, 2001, p336). Historically, several trials were conducted to assess the
impact of lifestyle intervention; diet, smoking, reduction of blood pressure but
showed negligible results in reduction in morbidity and mortality (Greene, 2007).
Nevertheless, diet, physical activity, and lipid lowering medications have become
synonymous with CVR and CVR reduction and prevention.

Advice on the threshold for prophylactic statins treatment, within the NHSHC, has
changed during the period of this PhD study from 20% to 10% (National Institute for
Health and Care Excellence, 2016), now including those previously deemed at low
CVR. This decision has been controversial, Abramson et al. (2013) suggest that the
benefits derived from treating a low CVR risk population with statins are minimal,
whereas the potential to cause harm is increased in this population, raising an ethical
question about harm/benefit ratios. Their analysis shows that to prevent one serious
cardiovascular event, 140 low CVR patients would need to be treated for five years
with statins.

It seems logical that adherence to medication regimens is essential to the
effectiveness of intervention. To reap the supposed benefits of prophylactic statin
intervention, patients need to take their medication regularly and for sustained
periods (Ho et al., 2009, Cramer et al., 2008). The monetary costs of non-adherence
to medical intervention mean that this is not just an effectiveness issue but also
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represents a huge cost to the healthcare system that provides the medication.
Hovstadius and Petersson (2011), in their Swedish population study, conclude that
secondary non-adherence (where prescriptions are picked up by the patient but never
taken) should be the focus of non-adherence cost reduction activity. They suggest
that this specific and costly type of non-adherence is associated with free provision
of medications, in that those prescribed free medications are less likely to adhere to
the regimen.

Sustained adherence with statins treatment is generally low, with many patients
discontinuing use within six months of initial prescription (Benner et al., 2002). In
their study exploring adherence to simultaneous antihypertensive and lipid lowering
medications, Chapman et al. (2005) found that patients with previous evidence of
CVD were more likely to adhere consistently to their prescribed medication regimen
than when statins were used for primary prevention. This finding has been replicated
in other studies (Poluzzi et al., 2008), with one study reporting two year adherence
rate for primary prevention at only 25.4% (Jackevicius et al., 2002).

Many reasons are proposed for discontinuation of statin treatment. In their cohort
study of statin use and discontinuation analysing 107,835 real world patient records,
Zhang et al. (2013) found that more than half of their sample had, at least
temporarily, discontinued their statin. 17.4% of their study sample had a ‘statinrelated event’ recorded within their record that may have contributed to the decision
to discontinue statin therapy. Of those who discontinued, half reinstated a statin
(reconfigured) and of those 90% of them continued with statin therapy at 12 months.
Side effects such as gastric discomfort and muscular pain or heaviness of limbs have
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been attributed to statin use and cited as a reason for seeking reconfiguration or
discontinuation of statin (McNaughton and Shucksmith, 2015, Mann et al., 2007).

Behaviour change interventions such as dietary advice, physical activity and brief
intervention for alcohol consumption have been shown to instigate small but
measurable changes in patients, however, these changes are often not sustained over
the longer term. Conversely, the prescription of statins is thought to be both safe and
effective for the primary prevention of CVD. However, studies have shown that
adherence to statins is variable at best and low at worst. Many people who embark on
a regimen of statin use experience side effects which are deemed to be intolerable
and therefore discontinue their use. This raises questions for programmes such as the
NHS Health Check that rely on such behaviour change interventions and medications
to reduce individual CVR – if patients do not sustain the changes or take these
medications over the longer term they are unlikely to reap the proposed benefits of
CVR reduction.

2.4.4 The programme
Despite the aim of positively influencing the health of the population, the NHSHC
has been met with voices of caution since its very inception. In 2012 the NHSHC
programme came under very public criticism, when Krogsbøll et al. (2012) published
the results of their systematic review which questioned the effectiveness of the
programme and criticised the NHSHC programme for being rolled out based upon
theoretical modelling, rather than evidence from randomised controlled trials.
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Krogsbøll et al. (2012) highlighted evidence that suggested universal health checks
were neither effective at reducing morbidity or mortality in the general population.
This was further backed up by the findings of the inter99 trial that showed an
intervention similar to the NHSHC programme had shown no benefit on morbidity or
mortality (Jørgensen et al., 2014). Krogsbøll et al. (2013) went on to call for the
abandonment of the NHSHC programme until such time as the evidence base for
effectiveness of the programme is stronger. Rebuttals have been played out through
the BMJ, with some defending the universality of the programme (Soljak et al.,
2013) and suggesting that abandonment of the programme to wait for the evidence
would be irresponsible (Waterall et al., 2015).

It has also been suggested that instead of delivering intervention to individuals,
which relies on their sustained participation and engagement, population level
intervention would be most appropriate (Barton et al., 2011, Capewell and Ford,
2011, Capewell and Graham, 2010, Jørgensen et al., 2013, O'Flaherty et al., 2013). In
their view, changes to population-wide policies such as tobacco control and making
healthy food choices affordable and accessible could promote cardiovascular health
and would be more effective and cost effective than the NHSHC programme
(Capewell et al., 2015). Tackling contributing factors to CVD and CVR in this way
would, it is suggested, be effective in tackling health inequalities by acknowledging
that environment and circumstance make many choices for us. Taking a true public
health approach could positively influence the health of those most at need, who may
not access the NHSHC (McCartney, 2014). Moreover, there has been a call from
some quarters to develop a targeted approach, rather than a universal approach, to
NHSHC delivery (Dalton, 2013). A targeted approach to inviting individuals for their
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check has been identified as more cost effective than offering the check universally,
and has been demonstrated to effectively identify those at greatest risk by targeting
invitations to deprived communities and family members of those with CVD
(Chamnan et al., 2010b, Hingorani and Hemingway, 2011, Lawson et al., 2010)

To develop and implement a complex population-based intervention takes
meticulous planning. Many warned that in order to be successful, the NHSHC
programme needed to incorporate widespread advertising to raise awareness and
normalise the new programme, an element of proactive case finding so as not to
widen already disparate health inequalities, robust provision of appropriate lifestyle
intervention and the development of robust IT systems (Patel et al., 2009, Khunti et
al., 2011, Capewell, 2008). In our own evaluation of the NHSHCs in Tees, we
identified the same factors as barriers to implementation in GP practices and
community pharmacy (McNaughton and Shucksmith, 2014, McNaughton et al.,
2011, Oswald et al., 2010).

Evidence has shown that intervention in the shape of universal health checks to
identify CVR are relatively ineffective in reducing morbidity and mortality in the
population. Rather, population level interventions that tackle the wider determinants
of health (section 2.1.2) would likely lead to greater impact on the health of the
population.

Chapter two has set the contextual scene about the NHSHC programme and how it
came into being in the UK, how the programme is shaped and has evolved, and also
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highlighted some of the contentious issues around its development and
implementation. It was noted earlier in this chapter that the majority of the evidence
relating to the roll out of the NHSHC has focussed on the processes of
implementation and neglected to focus on the experiences of those individuals who
have accepted an NHSHC assessment and been identified as at increased risk. Any
successes of the programme will essentially be brought to fruition only if those atrisk individuals implement and sustain changes to their lifestyles and engage with
medications. This thesis is concerned with the patient journey from risk identification
through making and sustaining (or not) changes post assessment. The following
chapter introduces the idea of what it means to be a ‘patient’ and explores literature
from the social sciences to provide further context to the thesis before moving on in
chapter 4 to critique the theoretical lens used to underpin the analysis of data.
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3 Being a patient
Chapter 3 explores some of the sociological literature that is pertinent to exploring
what it means to be a ‘patient’ and some theoretical literature about how this is
experienced. Modern western medicine is built around a biomedical model of health
and illness (Portney and Watkins, 2009). This model assumes that there is specific
and identifiable cause for illnesses that alter the anatomy and physiology of the body,
in turn presenting symptoms which can be identified (Bury, 2013). Adoption of this
conceptual framework of health and illness assumes a linear relationship between the
cause of ill-health (pathology) and its resultant impairment (Portney and Watkins,
2009). ‘Health’ is often conceived as the absence of a biological abnormality, and it
is assumed that illnesses have specific causes and subsequently end points. It is
expected that through medical intervention illness can be treated, therefore stopping
or reversing (curing) the biological process (Bury, 2013). In the UK, the medical
profession has largely been built around the execution of this biomedical model.
People expect and are expected to engage with a traditional pathway from identifying
signs and symptoms of illness, undergoing medical testing, formal diagnosis, to
treatment or intervention to halt or reverse illness.

This is, of course, a rather siloed way to conceive of health and illness and gives
precedence to an objectivist epistemological explanation of health, illness, and
treatment. The focus on a biomedical model neglects the contribution of social and
environmental influences on health and illness. The following chapter is grounded in
a socio-medical explanation of health and illness and what it means to become and
‘be’ a patient. Chapter 2 explored the medicalisation of conditions and briefly
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touched upon the process by which these become categorised, classified, and
labelled. However further exploration of this is needed to unpack the effects of
diagnosis and the patient journey.
For an illness to be recognised, diagnosed, and treated it must first be identified as
problematic. Illness is socially defined and may range from physiological
abnormalities, psychological disorders, to moral sickness. Each society deems what
is and is not within the bounds of acceptability (Illich, 1976).

In modern western society, the classification and categorisation of health and illness
is the privilege of the medical professions (Armstrong, 2011). Claiming power over
people's bodies, medicine imposes labels on individuals or groups through the
process of diagnosis, to identify physical or social conditions that are deemed to be in
violation of what is acceptable for the time (Davis, 2011). A standard classification
system for modern illnesses was first constructed in the 18th century. Over time this
has been revised, updated and amended with the identification of new conditions.
The International Classification of Disease (ICD) was developed as a standardised
tool to catalogue these conditions (Armstrong, 2011). New disorders and illnesses are
identified periodically. Thanks to technological advancement the scope of illness
identification is ever expanding. Medical professionals now have access to a myriad
of tools to facilitate their role i.e. blood tests and x-rays and routinely rely on
technologies to accurately diagnose conditions (Goldstein-Jutel, 2011).

The pharmaceutical industry plays a major role in the creation, as well as treatment,
of illness. Ebeling (2011) illustrates how pharmaceutical companies can create
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conditions, and thus demand for their product, by marketing signs and symptoms of
ill health. If these symptoms are generic enough, a mass market can be created for
their drug. Ebeling (2011) uses the recent case of the rebranding of the drug, Prozac,
to fresh branding of Sarafem. The Prozac patent was coming to an end and so the
manufacturer had to find novel ways to sell the drug, to avoid losses from Prozac
generics being used. As such, Sarafem, a chemically identical drug to Prozac, had
been approved, endorsed and marketed to treat a little known condition called
premenstrual dysmorphic disorder (PMDD), illustrating how pharmaceutical
companies promote disorders in order to create a market for their drug. Likewise,
Greene (2007) recounts how statin was marketed for the control of cholesterol, a
disorder that was not in the public consciousness until there was a drug that was
available to treat it. In the UK, the role of cholesterol in the development of CVD has
been heavily emphasised. Products to reduce cholesterol are marketed direct to
consumers, e.g. Flora proactive, and lipid lowering medications are routinely offered
to reduce cholesterol levels. Moynihan et al. (2002) warn of the dangers of ‘disease
mongering’ alliances between pharmaceutical companies, doctors and consumer
groups that take the newest ‘risk factor’ and market it as a disease in its own right.
Goldstein-Jutel (2011) also highlights the effect of these alliances, below.
Helping people to consider themselves ill or at-risk of illness
provides a platform for piggybacking commercial interests onto
medical authority. And creating a disease category out of a selfidentifiable statistical deviation such as weight enables the
commercial exploitation of those afflicted (p48-49).

Once a condition has been identified, categorised, and a suitable treatment
developed, the first step to becoming an individual with a condition – or patient – is
the act of diagnosis.
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3.1 Diagnosis
The act of diagnosis, is central to modern medical practice, providing clarity,
organisation, categorisation, and proposed course of action to an otherwise random
set of signs and symptoms (Armstrong, 2011, Jutel and Nettleton, 2011, Rosenberg,
2007). Goldstein-Jutel (2011) describes this process as:

Like being handed a road map in the middle of the forest. It shows
the way - but not necessarily the way out. It indicates what the path
ahead is going to look like, where it will lead, the difficulty of the
climb, and various potential turn offs along the way. Perhaps it
identifies the destination, but not necessarily (p1).

In this way, diagnosis can be understood to be an event that opens up doors of
opportunity and access to treatments and services to manage the identified condition
(Conrad, 2011, Rosenberg, 2007). Therefore, diagnosis not only provides a
conceptual framework to organise symptoms into an illness or disorder, it also offers
a proposed course of action – practical steps that can be taken to halt or navigate the
illness trajectory. The ‘space’ created by the act of diagnosis is a place where
differing knowledges, and practices converge with multiple vested interests, social
values, and anxieties of different parties from which an ever expanding set of social
consequences emerge (Jutel and Nettleton, 2011).

Diagnosis is thus a social act, constructed between a set of social actors i.e.
government bodies, medical professionals, patients and wider social networks. Each
has a role in deciding what deserves diagnosis, what can be diagnosed and
subsequently what follows from diagnosis (Brown et al., 2011). Not only does
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medicine hold the power to legitimise illness through affording it a name and
diagnosis, it also has the power to allocate resources, and treatment (Turner, 1995).
This highlights how the process of diagnosis is an exercise that sets the professional
apart from the layperson. Having the power to diagnose provides medical
professionals authority in their superior medical knowledge and training, increasing
the medical professional's status and introducing a power differential in the
interaction with the layperson. However, whilst the act of diagnosis affords the
medical professional power over illness and ultimately the individual’s body, it
affords certain privileges to the patient too (Parsons, 1975). Diagnosis gives the
individual access to resources, services and treatments permission to take sick leave
from work, access to the sick role (described later in the chapter) and a label to
identify with, or contest (Goldstein-Jutel, 2011).

Not all diagnoses are straightforward. Brown et al. (2011) describe how the act of
diagnosis provides a place for contestation and compromise between actors (health
professionals and laypersons). In cases where the opinion of the layperson and that of
the medical professional are at odds, there is the opportunity to contest a diagnosis or
treatment, especially when the individual receives a diagnosis that they were not
expecting. This, however, is framed in the context of individuals that have sought a
diagnosis of symptoms.

For the patient, the diagnostic event can be a powerful experience; an experience that
can divide one’s life into ‘before’ and ‘after’ receiving the news.
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"The verbal act of presenting a patient with a diagnosis is never a
simple act of conveying value-neutral biomedical information. It is
an act fraught with symbolism. If a person is told 'you have cancer'
(or any life threatening disease) these words irrevocably alter that
person's consciousness, view of the future, relationships with family
and friends and so on. Moreover, the utterance marks a boundary.
It serves to divide life into 'before ' and 'after', and this division is
henceforth superimposed onto every rewrite of the individual's life
story" (Fleischmann cited in; Goldstein-Jutel, 2011; p10).
Diagnosis can mark a boundary and spur many chain-reactions in a person’s life. The
effects of diagnosis reach far beyond the doctor’s surgery. As noted previously,
diagnosis can provide access to resources, but also to the sick role and a host of other
privileges but it can also have a huge effect on how the individual perceives
themselves and their identity (biographical disruption is discussed later in this
chapter).

The doctor-patient relationship is changing. Where once Parsons (1951) wrote that
the patient was a helpless actor who was technically incompetent, with the rise of
technology and the availability of information ever expanding laypeople can now be
expert in their symptoms or condition well before approaching a medical expert for
help and advice. Internet-based tools can be used to diagnose possible illness,
research treatment options and have information to support or refute a clinician's
opinion and course of action and ultimately question the doctor’s dominant status
(May, 2007).

3.2 Sick role
Medical professionals, doctors and increasingly other professions allied to medicine,
have the power to define a disease or condition, which ultimately gives them the
59

power to treat it and provide access to resources and services (Smith, 2002b). These
professionals are therefore gatekeepers to the ‘sick role’ and have the power to afford
or remove exemptions from societal obligations, thus having a direct role in social
control (Conrad, 1979). Beginning with the work of Talcott Parsons in the 1950s
there has been a focus on the way in which individuals conceptualise illness, carry
out the work of being a patient and conform to the expectations of what it means to
be ‘ill’. Through the notion of the ‘sick role’, illness can be viewed, not just as a
clinical condition with an expected trajectory, but also as a social role which brings
along with it a set of expectations and obligations in return for certain rights and
privileges for the duration of the illness (Parsons, 1951). The focus of this seminal
work centred on the ‘labour’ that those who are ill are expected to undertake in order
to become well again. For example, an individual is afforded the right to be relieved
of their social obligations for the duration of a sickness ‘episode’, as long as they are
seen to be doing the work of attempting to become well again by enlisting the
expertise of health professionals and following their advice. Seeking out the sick role
can be used as a tool to provide legitimation for signs and symptoms of illness and
provide rational reasons for opting out of social responsibilities (Glenton, 2003). This
release from social duty is afforded by peers (family, friends, work colleagues) in a
reciprocal social agreement until such time as the sick person is able to resume their
responsibilities (Miczo, 2004). However, for some conditions that are difficult to
biologically determine, such as chronic back pain or Myalgic Encephalopathy (ME),
individuals may strive to be accepted within the sick role. The lack of ‘clinical
evidence’ that can be ‘objectively measured’ can leave these individuals lacking the
professional endorsement of medical care and treatment and also provoking
accusations of malingering or hypochondria (Glenton, 2003).
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Given that healthcare professionals are the only group of people who can
legitimately give access to the sick role and other benefits and treatments for the sick
(Turner, 1995), the clinical encounter can be a fraught dynamic, with negotiations of
power and dominance whereby the actors (professional and lay person) enact specific
roles. These encounters may raise frustrations if the actors do not conform to their
subject position (Fahy and Smith, 1999). However, in recent times – as a
consequence of the change in the availability of medical information, but also
because of the increasing number of long term or chronic conditions - there has been
a shift in the dynamic of the medical encounter, away from the original Parsonian
model of a patient seeking legitimation of illness and access to the sick role, to an
encounter that also allows for co-construction of health, illness, and treatment
pathways in a context where multiple complex agendas are at play (May, 2007,
Parsons, 1975). This shift allows for a move towards a clinical encounter whereby
the professional and patients come to a communal specification of an illness and its
treatment pathway and make shared decisions about how the patient would like to
proceed along their journey and especially when the patient is required to engage in
self-management of their condition (Montori et al., 2006).

3.3 Illness careers
Building on Parsonian conceptions of the sick role, sociologists such as Bury (1984)
turned to explore the experiences of those diagnosed with chronic conditions, a
population unlikely to move back out of the sick role, to understand the meaning of
illness and how it is experienced. Bury’s work surfaced the highly influential concept
of biological disruption. He suggests that those identified with chronic illness
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journey through stages of biographical disruption from acknowledgement and
identification of signs and symptoms of illness, leading to a decision to seek
professional help, to constructing a narrative to explain why this has happened at the
current time, to mobilising resources to deal with the disruption experienced. The
process of internalising and identifying as a sick person has been highlighted as
potentially producing feelings of engulfment with hopelessness and despair, and of
having severe negative impacts on the lives of patients (Beanlands et al., 2003).
Patients often develop narratives as a mechanism to explain their illness and
contextualise it within their own lives (Bury, 2001). Prioritisation is often given to
striving to continue to live a ‘normal life’ by continuing to engage in social roles
such as being a parent or being in employment, so that ‘patienthood’ does not
consume one’s entire identity (Townsend et al., 2006).

Other influential works have tried to unpack the processes of formation and
management of patient identity. Karp (1994) likens the journey towards
‘patienthood’ to career progression – a process that moves through distinct stages to
an ‘endpoint’. Like Bury, Karp identifies five stages of the process of becoming a
patient and reshaping the concept of self and identity. Again, this is presented as a
linear model moving through distinct stages, namely; noticing a symptom or set of
symptoms, recognising the symptom as ‘wrong’, suffering a period of crisis
(realising you are sick), restructuring narratives of the self to develop an illness
identity, and arriving at a state of acceptance and ‘getting on with it’. It is
acknowledged that the process of constructing illness narratives and new concepts of
self are not achieved in a vacuum. Rather, these concepts are co-constructed in
partnership with other people; spouses, family, friends, and health professionals to
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arrive at a narrative that not only explains the self of the past and present but also the
self of the future (Radcliffe et al., 2013).

3.4 The work of being a patient
Sociologists of health and illness have characterised the effort required by
individuals with health conditions to navigate the sick role and understand and
manage their health as a form of ‘work’. These individuals are increasingly required
to deal with and navigate highly complex healthcare systems, medication regimens,
and carry out and sustain changes to their lifestyles and health related behaviours
(May et al., 2009b). This often requires individuals to make substantial investments
of time, effort and resources. In many respects, once an individual is identified as
having a medical condition, they are required to behave differently in order to
manage their condition.

One aspect of the work undertaken by patients is adhering to lifestyle advice and
medications recommended as treatments by health providers. Within the literature
there is a wealth of information on adherence to health interventions – a term often
used, incorrectly, interchangeably with compliance. For the purposes of this study we
use the following definitions as proposed by Horne et al. (2005):
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Compliance: “the extent to which the patient’s behaviour matches the prescriber’s
recommendations” (p12).
Adherence: “the extent to which the patient’s behaviour matches agreed
recommendations from the prescriber” (p12).
Concordance: “process in which doctor and patient agree therapeutic decisions that
incorporate their respective views” (p12).

The nuanced differences between the terms demonstrates that in the case of
adherence that the patient has an element of freedom to decide if they will adhere to
the health professional’s recommendations whereas compliance indicates a lack of
involvement in decision making by the patient. A move towards concordance
suggests a process of coproduction in the consultation processes to meet a mutually
agreed treatment pathway (Horne et al., 2005).

Many factors have been identified as influencing patient’s adherence to medications
and lifestyle interventions in both positive and negative ways. Patient’s knowledge
about risk factors for CVD showed to have a positive impact on physical activity and
diet interventions and increased adherence, however, knowledge had no impact on
adherence to smoking cessation or statin use (Alm-Roijer et al., 2004). Higher
education attainment and being in employment are associated with increased
adherence, suggesting a social gradient (Mathes et al., 2014). Adherence is
demonstrated to increase with age (Gadkari and McHorney, 2012, Walker et al.,
2006) as well as increase in perceived necessity for medical intervention (Gadkari
and McHorney, 2012, Horne et al., 2013). The value of support, trust, and effective
communication in the relationship with healthcare providers is deemed to increase
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adherence (Martin et al., 2005). Moreover, increased social support through peer-led
interventions have shown some capacity to increase adherence to medications
(Enriquez and Conn, 2016). Many factors have also been demonstrated to have a
negative impact on adherence. Patients from some ethnic minority groups have been
shown to be less adherent with interventions (Mathes et al., 2014). Medication costs
decrease people’s adherence (Gadkari and McHorney, 2012, Mathes et al., 2014) as
does having unresolved concerns about the medications themselves (Horne et al.,
2013). It has also been demonstrated that the more complex treatment regimens are,
increasing treatment burden, the less adherent people are to them (Benner et al.,
2009, Mathes et al., 2014, May et al., 2009b, Gallacher et al., 2018).

Social networks are often relied upon in order to carry out the tasks of selfmanagement and the work of being a patient (Vassilev et al., 2011). Health
professionals are often acutely aware of the excessive burden of work passed on to
the patient in order for them to conform to the monitoring and management of
disease and as such can find discussions around self-management activity difficult to
navigate (Blakeman et al., 2010). As an example, newly diagnosed diabetics may
need to make changes to their diet in order to manage blood sugar levels, which may
necessitate learning new skills around food. They may be required to lose weight and
may choose to do this by increasing physical activity, meaning they now need to fit
this into their daily lives and dedicate financial resources to new equipment. They
may be required to inject insulin, requiring the acquisition of skills to do so safely
and effectively. They will enter into a ‘contract of surveillance’ whereby they attend
hospital appointments, undergo medical monitoring and have to dedicate resources to
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getting to the appointments. This new burden of work may have a huge impact on the
individual’s life in both practical and emotional terms.

The acknowledgement and exploration of conceptualisations and understandings of
health and health behaviours of the ‘lay populace’ is important, if our goal is to
inform health promotion activity that is effective (Emslie and Hunt, 2008).
Presenting ‘hard’, ‘rigorous’, ‘statistically sound’ evidence to the general population
and expecting them to take this on board at face value is problematic and is probably
ineffective. In their influential paper, Davison et al. (1991) propose a complex and
highly evolved ‘lay epidemiology’ that exists within the collective consciousness to
explain and predict ‘misfortune’.it is argued that lay epidemiology draws on many
knowledges (professional, scientific, personal), explanations and direct observations
of illness and disease. The results of this synthesis of information manifest in a
complex conceptualisation and socially constructed explanation about an individual’s
candidacy for disease.

3.5 Is there a difference between having a ‘condition’ and being ‘atrisk’?
Whilst these models of biographical disruption, illness careers, and identity have
repeatedly been shown to have value when considering the journey to patienthood
for those who are displaying signs and symptoms of ill health, it is unclear whether
these same models would have the same utility for those newly adopting an ‘at-risk’
identity.
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Since the rise of the identifiable risk factor there has been an assumption that
knowledge is power for the individual patient and that this knowledge should equate
automatically to uptake of preventative behaviours and interventions to reduce risk.
Kenen (1996) coins this ‘the gift of knowing’ he suggests that once at-risk health
statuses have been agreed, accepted and negotiated, at-risk status can be seen as
"social positions accompanied by expected role performances and norms" (p1545).

This suggests that the process of screening and identification of risk factors has a
similar power to transform an individual’s life as diagnosis of illness. Both types of
diagnosis (of illness or risk) give reason to provide intervention, such as drug
treatment or lifestyle advice, in people that consider themselves to be fit and well
(Goldstein-Jutel, 2011). In his study of men identified as having elevated cholesterol
or prostate specific antigen, Gillespie (2012) found that the identification of risk had
the power to symbolically alter the concept of self and identity, as did Hindhede
(2014) and Hindhede and Aagaard-Hansen (2014) in their study of patients with an
increased risk of diabetes (prediabetes). The communication of a probability statistic
that was intended to provide clarity in the face of uncertainty served to promote
uncertainty and produce anxiety (Gillespie, 2012). In individuals who have sought
out risk identification through, for example, genetic testing, the acceptance of an atrisk identity has been shown to act as a catalyst for change in behaviour and a sense
of empowerment at being able to take control of one’s destiny (Harvey, 2010).
However, it is unclear if this proposition would hold true for those individuals, like
those in this study, who did not seek out a risk diagnosis, but who, rather, were
invited for mass screening. There is limited evidence that identification of CVD risk
leads to the enactment of healthier lifestyles. Farrimond et al. (2010) reported that at-

67

risk individual’s intention to change was high at two weeks post intervention.
However, intention to change is not the same as enacting change. Without
longitudinal follow-up of individuals it is impossible to truly surface whether the gift
of knowing their at-risk status did lead to any lasting engagement with preventative
intervention.

In recent years there has been a focus on the concept and effects of what is termed
‘overdiagnosis’. There are several main drivers towards overdiagnosis: a culture that
believes medical intervention is always the best avenue of action; healthcare systems
incentivised to identify more disease and provide care; industrial and technological
advancements that can identify ‘disease’; a fear of litigation should conditions not be
identified in time; and public and patient expectations of the medical professions. All
have been identified as contributing to the phenomenon (Pathirana et al., 2017).
Linking to concepts of medicalisation (section 2.4.1), the awareness of a tendency in
medicine to make patients out of healthy populations is widely explored in the
literature (Smith, 2009, Smith, 2002b, Moynihan et al., 2002, Moynihan and Smith,
2002) and links directly to the concept of receiving a diagnosis of risk. The
utilisation of risk factor identification in an otherwise asymptomatic population
serves to increase the likelihood of unnecessary treatments that will benefit only a
fraction of the individuals prescribed them (Brodersen et al., 2018). In many cases,
where risk factor thresholds (or cut-off points) are commonly reduced (thereby
increasing the potential population to treat), the prevalence of proto-diseases (predisease or risk states) increases to epidemic proportions, as is the case with
prediabetes (Yudkin and Montori, 2014). Carter (2017), raises important questions
about the ethical implications of such diagnoses and treatment in an age in which we
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have a rising trend for overdiagnosis of conditions and/or risk factors deemed to
warrant medical intervention. Often, the decision to provide medical intervention for
the reduction of risk leads to the prescription of treatments that can have unintended
negative effects (side effects) without affording any direct benefit to the individual
(Carter, 2017), as discussed in section 2.4.3. Overdiagnosis can have several effects,
such as increasing unnecessary treatment in the patient, but increasing demand for
(and cost to NHS of) pharmaceuticals (van Dijk et al., 2016).

Chapter 3 has outlined some of the pertinent literature about how illness is
constructed and experienced in terms of beginning to identify as a patient and how
this may relate to those individuals who are identified as at-risk of an illness or
condition. The evidence reviewed indicates several issues that could impact on the
proposed study and how I might approach it. As a society we are used to searching
for disease and treating its causes or symptoms, we tend to classify conditions,
thereby giving validity to their treatment with medical intervention. The very act of
diagnosis has been demonstrated to act as a catalyst for taking action and engaging
with the work of being a patient for those with physiologically diagnosable
conditions. Much previous research has focussed on and unpacked the factors that
may influence people’s adherence with these medical interventions i.e. lifestyle
intervention and pharmaceutical intervention but again this work is mainly conducted
with groups of people who have received a clinical diagnosis. Moreover, research
has identified discrete stages that people with chronic conditions move through to
accept and internalise the news that they are no longer a healthy individual, rather

69

they are coming to terms with becoming a ‘patient’. The work of being a ‘patient’ is
far reaching and necessitates engagement in ‘work’ which brings its own burdens.

The population included in this study are qualitatively different from those whom the
majority of this evidence is based upon. People who have been identified as at
increased CVR through the NHSHC are asymptomatic; i.e. they did not seek a
diagnosis because of feeling unwell. Nevertheless, upon attending their CVR
assessment they were given a diagnosis, one based upon the probability of a future
event. The diagnosis of risk transforms the individual from healthy to someone with
illness potential and that potential is treated with medical intervention. It is unclear
from the evidence if this transformation into an at-risk patient, one who must make
changes to their lifestyle and take medications will be accepted readily or resisted
because it is at odds with their own perception of their health and wellbeing. The
overdiagnosis evidence encourages an analysis of the ethical implications of
programmes such as the NHSHC and unintended negative consequences of being
identified as at high risk of CVD. These issues will be discussed again later in the
thesis. In chapter 4 the focus of the thesis turns to Normalisation Process Theory,
why it was chosen, and how it was used to underpin this study.
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4 The theoretical lens – Normalisation Process Theory
Chapters 2 and 3 have provided contextual information about the NHSHC
programme and what is understood about how becoming a patient can affect people’s
interaction with their social world and take on (or not) the role and work of being a
patient. In this chapter the theoretical lens that was used to develop the study and
provide insight into analysis, Normalisation Process Theory (NPT), is mapped out
and discussed. Firstly, a brief background about the theory and how it has been used,
to date, in previous studies is provided. Thereafter the main components of the theory
are mapped out and an interpretation of the theory in relation to this study is provided
to illustrate how NPT was used as a practical tool at each stage of the research
process.

4.1 Normalisation Process Theory
This PhD study seeks to understand the ways in which individuals who have been
identified as at increased risk of cardiovascular disease (CVR) understand, engage
and adhere with the NHS Health Check (NHSHC) assessment and intervention
process. As identified in the previous chapter, accepting at-risk status may require
the individual to adopt an illness identity (even though they are not ill), accept
medication, referral to treatment, and deal with the consequent biographical
disruption. For the participants in this study they must do this, even though they were
not ill to begin with and they do not become ill as a consequence.

To provide a theoretical lens to the study, NPT was identified as an appropriate tool
to engage with and sensitise the me to issues around implementation (the way in
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which practices are actioned through social organisation), embedding (the process of
practices becoming routinised), and integration (the process of sustaining) of
practices (May and Finch, 2009). This process of implementation, embedding and
integration of practices, it is argued, results in what is described as normalisation of a
practice (May, 2010). Normalisation Process Theory is termed a theory of action
(May and Finch, 2009). It is primarily concerned with understanding the processes
involved in what people ‘do’ and the way they construct what they ‘do’ both as
individuals and collectively as part of a socially organised group (May and Finch,
2009, May et al., 2009a).

Developed between 2000 and 2009, by Carl May and colleagues, NPT has been
defined as a ‘middle range theory’ (Boudon, 1991). Middle range theories are
described by Davidoff et al. (2015) as frameworks for understanding problems and
for guiding the development of interventions in a practical sense, and the authors
highlight the fact that middle range theories can be restricted in their practical use to
their specific area of application. It is an extension of previous work in which a
Normalisation Process Model was developed (May et al., 2007). The Normalisation
Process Model now forms the third construct of the wider NPT; collective action
(discussed in section 4.5). Branded as a sociological tool, NPT can be used to
understand the fluid, dynamic, and interactive processes that are at play between
contexts, people, and objects (McEvoy et al., 2014). It offers a method to
conceptualise and provide a rational, systematic description and explanation of the
work of both individuals and groups. Rather than acting as a conceptual straight
jacket, NPT can be utilised as a heuristic (problem solving) device (McEvoy et al.,
2014).
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Unlike other middle range theories that attempt to provide a theoretical
understanding of how innovations spread through social networks and organisations,
such as Diffusion of Innovation (Greenhalgh et al., 2004) or theories that are
concerned with an individual’s attitudes and intention to act in a specific way (Azjen,
1991), NPT focusses on the work that actors undertake to engage with social
contexts and objects to implement, embed, integrate, and therefore normalise a new
practice or way of working (May and Finch, 2009, May et al., 2009a, May et al.,
2003).

As a relatively new theory, under development by a team of researchers since 2000,
it is still being refined. Much work has been undertaken to develop an interactive
‘toolkit’ that is freely available online (May et al., 2015). The toolkit provides a
resource for academics and practitioners to explore the utility of the theory to apply
to their own contexts.

4.2 The core components of Normalisation Process Theory
Normalisation Process Theory seeks to surface factors that can promote, or inhibit,
the normalisation of a set of practices and does so by identifying four core
components (termed constructs) needed for normalisation; coherence, cognitive
participation, collective action, and reflexive monitoring (May and Finch, 2009, May
et al., 2015). A definition of each core construct can be found in Table 5. Each
construct is explored individually in the following sections. In order to make NPT
usable in this study, a great deal of interpretation work had to be undertaken to make
the constructs relevant to the context of this study (May et al., 2015). In each of the
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following sections the constructs of NPT are explained as they appear in the
academic literature initially. The interpretation of those terms and how each
construct is conceptualised for this study is then laid out clearly in a section under the
‘interpretation’ heading. Subsequently the constructs and their underlying processes
(mechanisms) were relabelled to provide clarity of meaning for the author and
reader. Each table on the following pages presents the construct labels initially with
the interpretations derived for this study in bold. Underneath these interpretations, in
brackets, are the original labels for reference for the reader.
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Table 5: Definition of Normalisation Process Theory constructs

Making sense of it

Working out participation

(Coherence - planning phase)

(Cognitive Participation - planning phase)

The process of sense making and
understanding that individuals have to go
through in order to promote or inhibit the
routine embedding of a practice to its users.
These processes are energised by
investments of meaning made by
participants (Finch et al., 2012).

The process that individuals and
organisations go through in order to enrol
individuals to engage with a new practice.
These processes are energised by
investments of commitment made by
participants (Finch et al., 2012).

How people engage and participate with a
practice with an emphasis on notions of
legitimation and buy in, both in terms of the
individuals involved and involving others
(McEvoy et al., 2014).

How people understand and make sense of
a practice with an emphasis on
understanding and conceptualisation of
interventions and their work (McEvoy et
al., 2014).
Doing it

Reflecting on it

(Collective Action - doing phase)

(Reflexive Monitoring - appraisal phase)

The work that individuals and organisations
have to do to enact the new practice. These
processes are energised by investments of
effort made by participants (Finch et al.,
2012).

The informal and informal appraisal of a
new practice once it is in use, in order to
assess its advantages or disadvantages and
which develops user’s comprehension of
the effects of a practice. These processes
are energised by investments in appraisal
made by participants (Finch et al., 2012).

The distribution of work required among
stakeholders and the resources to support
that with an emphasis on; organisational
resources, training, divisions of labour,
confidence and expertise as well as the
workability of the intervention (McEvoy et
al., 2014).

How people reflect and appraise its
(practice) effects. With an emphasis on
appraising and monitoring implementation
work (McEvoy et al., 2014).

I have broadly divided the four constructs into two categories; the first category
being a planning phase of work that individuals, working as actors within a socially
organised group, undertake to make sense of and organise themselves around the
ideas and requirements of a new practice. This involves processes of understanding,
organising, and planning (coherence and cognitive participation). The second
category is a doing phase, where individuals and collectives carry out the practices,
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then appraise and evaluate the appropriateness and effectiveness of what they are
doing and take action to change practices once they have been appraised (collective
action and reflexive monitoring).
For the purposes of interpretation of the theory, and so that it could be applied in a
practical way, I relabelled each of the constructs for ease of understanding. I
interpreted the construct coherence as “making sense of it”, I interpreted cognitive
participation as “working out participation”, I interpreted collective action as “doing
it”, and finally I interpreted reflexive monitoring as “reflecting on it”. From here on
in, the four constructs will be labelled with their interpretations, for consistency.

Each of the four core constructs; making sense of it (coherence), Working out
participation (cognitive participation), doing it (collective action), and reflecting on
it (reflexive monitoring) are composites of four (each) underlying working
mechanisms (or processes) (May et al., 2009a). Each core construct, its processes,
and how I have interpreted it for the purpose of this study are described, in turn, over
the following pages.

4.3 Making sense of it (coherence)
The making sense of it (coherence) construct is a planning phase of work that is
concerned with identifying and unpacking what people actually do when trying to
understand a new practice. Making sense of this new practice is achieved at both the
individual level and in partnership with other people. This construct is made up of
four discrete working processes; differentiation, communal specification, individual
specification, and internalisation (May and Finch, 2009, May et al., 2009a). Each
working mechanism is described, in turn, in Table 6.
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Table 6: Making sense of it (Coherence) - working mechanisms

Understanding the uniqueness of it

Collectively interpreting it

(Differentiation)

(Communal Specification)

An important element of sense-making work
is to understand how a set of practices and
their objects are different from each other.

Sense making relies on people working
together to build a shared understanding of
the aims, objectives and expected benefits
of a set of practices.

Individually interpreting it

Coming to a conclusion

(Individual Specification)

(Internalisation)

Sense making has an individual component
too. Here participants in coherence work
need to do things that will help them
understand their specific tasks and
responsibilities around a set of practices.

Finally, sense-making involves people in
work that is about understanding the value,
benefits and importance of a set of
practices.

Definition of working mechanisms is taken from May et al. (2015).

My interpretation of the working mechanisms: Table 6 shows how each working
process has been defined. Essentially, the process that people go through to make
sense of a practice – or a thing – can be broken down into four interrelated processes.
The first mechanism – differentiation – can be interpreted as how people understand
the new practice to be unique or different from other ways of working
(understanding the uniqueness of it). The second mechanism – communal
specification – can be understood as the work people do, together, to interpret the
new practice in order to come to a collective understanding of it (collectively
interpreting it). The third mechanism – individual specification – can be understood
as the work people do, individually, to interpret the new practice in order to come to
an individual understanding of it (individually interpreting it). The fourth mechanism
– internalisation – can be interpreted as the work people do to come to a conclusion
about a practice and deciding to either engage with it, or not (coming to a
conclusion).

77

The current study is interested in unpacking how individuals make sense of the
NHSHC offer and how they begin to interpret its relevance in the context of their
daily lives and what, if any, added value it offers. To do this the study explores the
ways that individuals work individually and with others (health professionals, family,
friends, and other social networks) to achieve an individual and shared understanding
of the work involved to participate in the NHSHC process and in any recommended
intervention. Table 7 shows the key questions raised by the construct of coherence, in
relation to this study.
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Table 7: Making sense of it (Coherence) - application

Making sense of it
(Coherence)

Mechanism
Understanding the
uniqueness of it
(Differentiation)

Collectively interpreting
it
(Communal Specification)

Individually interpreting
it
(Individual Specification)

Coming to a conclusion
(Internalisation)

Key areas to explore
1. How does this differ from other routine checks I
have been offered?
2. How does this differ from other interventions that
have been aimed at me
a. That I have sought out
b. That have been offered to me
c. General health promotion activity
3. Do I recognise the NHSHC brand?
4. What is unique about the invitation/ offer?
5. What were my expectations/ why did I attend?
1. Am I clear about everyone’s role in the NHSHC
process?
2. Am I able to work with others (health professionals/
family/ friends) to access information about the
assessment and intervention?
3. How is risk communicated to me?
4. How is treatment/ intervention communicated to me?
5. Do my friends and family have an opinion about the
assessment and subsequent intervention?
1. Do I understand the purpose of having a CVD risk
assessment?
2. What is my own role in the assessment and
subsequent intervention?
1. How do my previous experiences help me to make
sense of
a. The NHSHC
b. CVD risk
c. Intervention and treatment pathways
2. Do I think there is added value from the
assessment/intervention?
3. What are the specific benefits to me from the
assessment/ intervention?

4.4 Working out participation (cognitive participation)
The working out participation (cognitive participation) construct is a planning phase
of work concerned with identifying and unpacking the work that people do when
trying to think through and organise themselves and other people to undertake a new
practice. It is about the relational work that is undertaken by people to build a group
with shared agreement and engagement around the new practice. The four working
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mechanisms of cognitive participation are; initiation, enrolment, legitimation, and
activation (May and Finch, 2009, May et al., 2009a). Each working mechanism is
described, in turn, in Table 8.

Table 8: Working out participation (Cognitive Participation) - working mechanisms

Having the skills to engage

Organising people

(Initiation)

(Enrolment)

When a set of practices is new or modified,
a core problem is whether or not key
participants are working to drive them
forward.

Participants may need to organise or
reorganise themselves and others to
collectively contribute to the work that may
involve rethinking group relationships
between people and things.

Believing practice is valid

Defining actions

(Legitimation)

(Activation)

An important component of relational work
around participation is the work of ensuring
that other participants believe it is right for
them to be involved, and they can make a
valid contribution to it.

Once it is underway, participants need to
collectively define the actions and
procedures needed to sustain a practice and
stay involved.

Definition of working mechanisms is taken from May et al. (2015).

My interpretation of the working mechanisms: Table 8 shows how each working
mechanism has been defined. Essentially, the process that people go through to think
through and organise themselves and others around a practice – or a thing – can be
broken down into four interrelated mechanisms. The first mechanism – initiation –
can be interpreted as how people identify that they have the right skills set to drive
forward the new practice (having the skills to engage (initiation)). The second
mechanism – enrolment – can be understood as the work people do to organise
themselves and other people so that they can carry out the new practice (organising
people (enrolment)). This organisation work is the process of making sure that the
right people, with the right skills are ready to carry out the work. The third
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mechanism – legitimation – can be understood as the work people do to come to an
understanding that a new practice is a valid thing for them to do, a legitimate part of
their role (believing practice is valid (legitimation)). The fourth mechanism –
activation – can be interpreted as identifying what actions need to be undertaken to
carry out the new practice (defining actions (activation)).

The current study is interested in exploring how high CVR risk individuals work to
organise themselves and others to ‘buy into’ (or not) the NHSHC programme and
define, explicitly, tasks need to be undertaken to engage with the NHSHC
assessment and any recommended interventions. Table 9 shows the key questions
raised by the core construct cognitive participation, in relation to this study.
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Table 9: Working out participation (Cognitive Participation) - application

Working out participation
(Cognitive Participation)

Mechanism
Having the skills to
engage
(Initiation)

Organising people
(Enrolment)

Believing practice is
valid
(Legitimation)

Defining actions
(Activation)

Key areas to explore
1. Do I have the right skills to
a. Engage with the NHSHC
b. Engage with the intervention(s)
2. Do I know how to
a. Eat better
b. Take more (appropriate) physical activity
c. Take lipid lowering medications correctly
1. How do I engage with and organise other people in
the NHSHC process?
a. Health professionals
b. Family
c. Friends
1. Have I sought reassurance from others about
a. Having the assessment?
b. Treatment options?
2. Is risk reduction and prevention a legitimate part of
my role?
1. How can I arrange to carry out the requirements of
the NHSHC
a. Logistical issues (getting to appointments,
shopping, physical activity)
b. Administrative (ordering prescriptions etc…)
c. Accessing services
2. Are ‘doors opened’ for me? (have I been given
access to services?)
3. What are the actions I need to do to comply with the
NHSHC?
4. What actions do I need to sustain to stay involved in
the NHSHC?

4.5 Doing it (collective action)
The doing it (collective action) is a doing phase of work that is concerned with
identifying and unpacking what people actually do when enacting a practice. This
action work can, of course, relate to the work undertaken to comply, or resist and
subvert the therapeutic intervention (in the case of this study, statin and lifestyle
changes) and the self-monitoring work undertaken by the individuals (May and
Finch, 2009). This construct is made up of four working mechanisms; interactional
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workability, relational integration, skill set workability, contextual integration (May
and Finch, 2009, May et al., 2009a). Each working mechanism is described, in turn,
in Table 10.
Table 10:

Doing it (Collective Action) - working mechanisms

Working with and trusting the work of
others

Performing the actions
(Interactional Workability)

(Relational Integration)

The interactional work that people do with
each other, with artefacts, and with other
elements of a set of practices, when they
seek to operationalize them in everyday
settings.

The knowledge work that people do to
build accountability and maintain
confidence in a set of practices and in each
other as they use them.

Appropriate division of tasks

Allocating resources

(Skill Set Workability)

(Contextual Integration)

The allocation work that underpins the
division of labour that is built up around a
set of practices as they are operationalized
in the real world.

The resource work - managing a set of
practices through the allocation of different
kinds of resources and the execution of
protocols, policies and procedures.

Definition of working mechanisms is taken from May et al. (2015).

My interpretation of the working mechanisms: Table 10 shows how each working
mechanism has been defined. The actions that people perform to carry out the work
of a practice – or a thing – can be broken down into four interrelated mechanisms.
The first mechanism – interactional workability – can be understood as the physical
action taken to perform the task (performing the actions (interactional workability)).
The second mechanism – relational integration – can be interpreted as the work that
is done to work with others and trust their work (working with and trusting the work
of others (relational integration)). The third mechanism – skill set workability - can
be understood as the work that is undertaken to make sure that the tasks are divided
appropriately according to people’s skill, knowledge and expertise (appropriate
division of tasks (skill set workability)). The fourth mechanism – contextual
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integration – can be understood as the assigning of resources to undertake the task
(allocating resources (contextual integration)).

The current study, is interested in how and if high-risk individuals enact the tasks
that are required to comply (or not) with the NHSHC principles by accepting CVR,
taking prescribed medications (or not) and making sustained changes to their lifestyle
(or not). Table 11 shows the key questions raised by the construct of collective
action, in relation to this study.

Table 11:

Doing it (Collective Action) - application

Doing it
(Collective Action)
Mechanism
Performing the actions
(Interactional Workability)

Working with others
and trusting the work of
others
(Relational Integration)

Appropriate division of
tasks
(Skill Set Workability)

Allocating resources
(Contextual Integration)

Key areas to explore
1. Do I perform the task of taking the tablets prescribed
to me?
a. Do I actively refuse to take tablets?
b. How do I deal with side effects, practically?
2. Do I make changes to my lifestyle?
a. If so, to what extent?
3. Do I attend appointments?
4. Do I actively refuse to ‘comply’ or resist an illness
identity?
1. Have I developed relationships with others involved
in the NHSHC process?
2. Am I confident in the work that’s being carried out
by the health professionals?
3. Do I have confidence in the actions of the people
involved in the NHSHC?
4. Do I trust the actions of the people involved in the
NHSHC?
1. How are the tasks divided between actors?
2. Have I set up routines to carry out the tasks required?
3. Is the required ‘work’ appropriate for the skills that I
have?
1. Do I integrate the notion of risk into my social life?
2. Do I integrate medications and lifestyle changes into
my social life?
3. Do I have the financial resources to take medications
and engage in lifestyle advice?
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4.6 Reflecting on it (reflexive monitoring)
The reflecting on it (reflexive monitoring) construct is an appraisal phase of work
concerned with the formal and informal processes that are involved in monitoring
and evaluating the work that has been carried out during the collective action phase.
This reflexive stage of the normalising process is carried out, again, both individually
and with others involved in the process. Reflexive monitoring is made up of four
working mechanisms; systematisation, communal appraisal, individual appraisal,
reconfiguration (May and Finch, 2009, May et al., 2009a). Each working mechanism
is described, in turn, in Table 12.

Table 12:

Reflecting on it (Reflexive M onitoring) - working mechanisms

Collecting feedback information

Collectively evaluating it

(Systematisation)

(Communal Appraisal)

Participants in any set of practices may seek
to determine how effective and useful it is
for them and for others, and this involves
the work of collecting information in a
variety of ways.

Participants work together - sometimes in
formal collaboratives, sometimes in
informal groups to evaluate the worth of a
set of practices. They may use many
different means to do this drawing on a
variety of experiential and systematized
information.

Individually evaluating it

Changing the way things are done

(Individual Appraisal)

(Reconfiguration)

Participants in a new set of practices also
work experientially as individuals to
appraise its effects on them and the contexts
in which they are set. From this work stem
actions through which individuals express
their personal relationships to new
technologies or complex interventions.

Appraisal work by individuals or groups
may lead to attempts to redefine procedures
or modify practices - and even to change
the shape of a new technology itself.

Definition of working mechanisms is taken from May et al. (2015).

My interpretation of the working mechanisms: Table 12 shows how each working
mechanism has been defined. The process of gathering feedback on the actions
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performed in the doing it (collective action) phase of work and evaluating them can
be broken down into four interrelated mechanisms. The first mechanism –
systematisation – can be understood as collecting information and feedback about
how performing the task worked, in practice (collecting feedback information
(systematisation)). The second mechanism – communal appraisal – can be
interpreted as the work that is done to with others to evaluate the practice
(collectively evaluating it (communal appraisal)). The third mechanism – individual
appraisal - can be understood as the work that is undertaken individually to evaluate
the practice (individually evaluating it (individual appraisal)). The fourth mechanism
– Reconfiguration – can be understood as the process that people go through to take
the information and feedback gained through the other three working mechanisms,
synthesise this information and make changes to the way they enact the practice in
the future (changing the way things are done (reconfiguration)).

The current study is interested in how individuals appraise the NHSHC process, their
engagement with the programme and how they evaluate the effectiveness and
usefulness of the interventions both individually and in collaboration with others
involved in the process (health professionals, family, and friends). It is also of
interest how individuals may reconfigure their treatments again, individually or by
engaging with others. Table 13 shows how the four working mechanisms of the
reflexive monitoring construct have been interpreted in relation to the current study.
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Table 13:

Reflecting on it (Reflexive Monitoring) - application

Reflecting on it
(Reflexive monitoring)
Mechanism
Collecting feedback
information
(Systemisation)

Collectively evaluating it
(Communal Appraisal)

Individually evaluating
it
(Individual Appraisal)

Changing the way things
are done
(Reconfiguration)

Key areas to explore
1. How do I collect/ gather information about:
a. Progress?
b. Side effects?
c. Usefulness of interventions?
d. Effectiveness of interventions?
1. How do I work with other people (health
professionals, family, and friends) to evaluate:
a. If being involved in the programme is
worthwhile?
b. Medications are appropriate and effective?
c. Lifestyle changes are appropriate and
effective?
d. Make a decision to continue or modify
engagement?
1. How do I use feedback from my experiences of the
NHSHC process to:
a. Evaluate appropriateness of interventions?
b. Evaluate effectiveness of interventions?
c. Make a decision to continue or modify
engagement?
1. How do I use the information (from the first 3
mechanisms) to:
a. Alter/ subvert/ modify my actions, moving
forward

4.7 How has Normalisation Process Theory been applied, previously?
Normalisation Process Theory is said to have emerged, in a grounded way, from the
work Carl May and colleagues were engaged with in trying to unpick the
mechanisms that resulted in the normalising, or not, of new practices introduced as
part of complex interventions (May, 2006, May, 2013b, May, 2013a, May et al.,
2011a, May et al., 2011b). The theory has been refined over several iterations and
continues to evolve as more practitioners and academics interact with it and utilise its
concepts in their own work (May, 2013b, May and Finch, 2009, May et al., 2009a,
May et al., 2015). Normalisation Process Theory was developed specifically to look
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at the processes at play within organisational settings, mainly the NHS. Since NPT’s
focus is to describe the processes at play when people work together to engage with
and routinise practices, it has been described as having the potential to have an
important role to successfully implement interventions that require interaction and
engagement with improvement activities (Davidoff et al., 2015).

Normalisation Process Theory is promoted as a tool that can be utilised and helpful
at any stage of a research project’s lifecycle; from informing study design through to
analysis and interpretation (May et al., 2015). McEvoy et al. (2014) found, in their
systematic review, that researchers had used, and found useful, the constructs of NPT
across the life course of the projects and that it had been used to inform study design,
data analysis, and interpretation. The same systematic review concluded that NPT
constructs had been operationalised and interpreted consistently across studies, with
two notable exceptions (Gunn et al., 2010, Sanders et al., 2011). Regardless of these
slight variations in interpretation, it was concluded that NPT constructs were helpful
to researchers by providing a framework to highlight important issues relating to
routinisation.

The majority of papers reviewed for this thesis and those included within McEvoy et
al. (2014) systematic review of studies that have utilised NPT at various stages of the
research process have identified NPT as a beneficial framework. NPT’s utility seems
to lie in its capacity to provide a systematic way of interrogating the processes of
implementation, integrating and embedding (Macfarlane and O'Reilly-de Brun, 2012,
McEvoy et al., 2014, Blakeman et al., 2012, Elwyn et al., 2008, Gunn et al., 2010).
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There is little critique of NPT and any limitations encountered in its use in the
literature. Finch et al. (2012) highlight that whilst NPT provides a framework to
explore the processes of implementation, it cannot provide a definition of what
‘normalisation’ looks like in a given context. This is a judgement call to be made by
those exploring any given intervention or practice. Other critiques relate to the
interpretation of the constructs and mechanisms of NPT. Gunn et al. (2010), Atkins
et al. (2011), Franx et al. (2012), and Macfarlane and O'Reilly-de Brun (2012) all
describe difficulties in ensuring that interpretations of constructs are congruent with
those in the original theory. Finch et al. (2012) also discusses the intensity of the
translation work that has to be undertaken to ensure NPT constructs are interpreted in
relation to the context in question.

I feel the core constructs of NPT could be seen to encapsulate the underpinning
stages of biographical disruption (Bury, 1984) and developing an illness identity
(Karp, 1994) (discussed in chapter 3). Table 14 shows the similarities between
theories and how each stage could be mapped onto a core construct of NPT. This
demonstrates one of the reasons I selected NPT as a tool for use in this study. It
draws together concepts from divergent theoretical standpoints and processes into a
single tool that can be applied across the research process.
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Table 14: Biographical disruption, illness identities, and NPT

Bury’s biographical disruption stages

Normalisation Process Theory constructs

Acknowledge signs and symptoms of

Coherence

illness
Identification of illness

Coherence

Decision to seek help

Cognitive participation

Constructing a narrative

Collective action

Mobilising resources

Collective action

Karp’s illness identities stages
Noticing signs and symptoms

Coherence

Recognising the symptom is wrong

Coherence

Suffering period of crisis

Cognitive participation and collective
action

Restructuring narrative to include illness

Coherence and reflexive monitoring

identity
State of acceptance

Illness identity has been ‘normalised’

The processes offered by the concept of biographical disruption and illness career
progression mirror many of the stages of NPT and the normalising of behaviours or
work by making sense of the issue, internalising and enrolling oneself and then
practically dedicating resources to action.

Normalisation Process Theory has, in recent years grown in popularity – as seen by
the increased number of publications that utilise it as their theoretical framework. It
is widely used to illuminate issues around implementation of health interventions
such as care for chronic conditions (Harris et al., 2017), digital health interventions
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(Band et al., 2017). However, to my knowledge, only one previous body of work has
used NPT to explore processes of routinising practices outside of a formal
organisational setting. The work of Gallacher et al. (2011) explores the issue of
treatment burden in a population that has chronic heart failure. This work and that
around minimally disruptive medicine (May et al., 2009b, Montori et al., 2006) have
resulted in the development of Burden of Treatment Theory (May et al., 2014a).
However, this thesis focusses on how individuals, outside of a formal organisational
structure, interact with a health intervention and work through the processes of
understanding what the intervention is offering them, working out their participation,
doing (or not) what is asked of them, and participating in ongoing monitoring and
surveillance. To my knowledge, this is the first time that NPT has been utilised in
this way.

Chapter 4 has introduced NPT as the theoretical lens used to underpin this study and
discussed how it has been used previously in other research. I have unpacked the
interpretation work I engaged with to make sense of the constructs and subordinate
working mechanisms and then applied each one in practical terms to generate the
questions used to build the interview questions for the semi-structured interview
guide (discussed further in Chapter 5, section 5.2.3). The following chapter, chapter
5, moves on to discuss the methodology that was employed to collect and analyse the
data.
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5 Methodology and process
The following chapter is comprised of two parts. Part one (5.1) describes the
methodological approach taken in the research and discusses the epistemological
position, theoretical perspective, methodology, and methods used to collect data and
analyse it. Part two (5.2) describes the procedural methods of the study, how the
study was conducted, how data was analysed, and a description of the achieved
sample.

As discussed in Chapter 1 this PhD project was developed alongside a collection of
projects that were undertaken to explore the local roll out of the NHSHC programme.
The PhD project was identified at the very beginning of the development phase of a
commissioned piece of work that focused on patient adherence to the NHSHC. As
such, the commissioned piece of work was constructed to serve both purposes – to
meet the needs of the commissioning body (for which descriptive data, thematically
analysed was required) but also to allow the collection and further theoretical
analysis of data for the PhD study. The processes described over the following pages
define the work undertaken by me to design and carry out the research. Essentially,
because the analysis for the PhD study was carried out after the commissioned work
was completed, what is described is a secondary analysis; however, this was planned
from project initiation.

5.1 Methodology
This section (5.1) provides a rationale for the selection of a qualitative approach and
a justification of its appropriateness for exploring how individuals experienced their
involvement in the NHSHC programme and being identified as at increased risk of
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an adverse cardiovascular event. Drawing heavily on what Crotty (1998) describes as
the ‘four pillars’ of research, the following section outlines the links between
epistemological position that underpins this work, the theoretical perspective, the
methodological design, and chosen methods of data generation and analysis. Below
these ‘four pillars’ are displayed pictorially for the reader (Figure 2). These will be
referred to throughout this chapter.

Epistemology

Theoretical Perspective

Constructionism

Interpretivism

Question
Method(s)

Methodology

Semi-structured interviews
& Thematic Analysis

Phenomenology

FIGURE 2:

CROTTY’S FOUR PILLARS OF RESEARCH

The selection of method of data generation and analysis must be firmly rooted in its
capacity to explore and illuminate the question(s) of interest. This forms the basis for
study design, situating the question firmly within the centre of any decision making
processes (Ritchie et al., 2014). Method selection and methodology are intrinsically
linked to their parent theoretical perspective and overall epistemological position
meaning that there must be congruence throughout the whole approach taken (Crotty,
1998). Each of the ‘four pillars’, in relation to this study, are discussed below.
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5.1.1 Constructionism (Epistemology)

Epistemology

Theoretical Perspective

Constructionism

Interpretivism

Question
Method(s)

Methodology

Semi-structured interviews
& Thematic Analysis

Phenomenology

FIGURE 3:

CROTTY’S FOUR PILLARS OF RESEARCH - EPISTEMOLOGY

What, then, is constructionism? It is the view that all knowledge,
and therefore all meaningful reality as such, is contingent upon
human practices, being constructed in and out of interaction
between human beings and their world, and developed and
transmitted within an essentially social context (Crotty, 1998).

This study is borne from a constructionist (Silverman, 2005) standpoint; an
epistemological position that at its core acknowledges that there is no singular
objective truth about reality, experience, objects, or phenomena to be unearthed
(Crotty, 1998). Rather, constructionism acknowledges that meaning is attributed to
objects and experiences through a process of communal and individual interaction
with the world (Silverman, 2005, Giacomini, 2010). Constructionism recognises the
collective work of social groups, alongside the individual, to ‘construct’
understanding and generate meaning (Silverman, 2005, Crotty, 1998). A nuanced yet
clear difference should be highlighted between constructionism and constructivism,
the latter being concerned with generation of meaning by the individual (Crotty,
1998).
94

The theoretical lens (NPT) chosen to explore the data generated for this thesis is
primarily concerned with the work that people do, interacting with each other, to
make sense of processes in order to normalise actions and behaviours. Therefore,
grounding the thesis in constructionism is congruent with both the methodology and
data generation and analysis techniques (discussed below), but also the theoretical
lens underpinning interpretation of the data.

A worked example from the thesis can be used to understand how this
epistemological position is consistent with the topic under exploration. For example,
how cardiovascular risk (CVR) is interpreted and internalised as meaningful (or not)
will differ from individual to individual. No doubt there will be similarities in
experience due to the shared social context from which the sample is drawn. This
CVR meaning will be synthesised by the individual and will draw upon personal
experiences of CVD and its component ‘risk factors’, knowledge passed on through
interactions with other people, media coverage, health promotion activity,
physiological symptoms, and so on. Each individual will take parts of these
collective ideas to formulate their own understanding of CVR, and what it means
within the context of their own lives. There will be similarities between individual
interpretations of CVR but also nuanced differences. Evidence of similarities of
interpretation of CVR experience will indicate a socially constructed reality present
within this group of people (Ritchie et al) and help build an understanding of the
ways in which this group of people engage, or not, in the work of being at increased
CVR. Adopting a constructionist standpoint, epistemologically speaking,
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acknowledges and gives space for that voice and construction of reality to emerge
(Quinn Patton, 2015).

5.1.2 Interpretivism (Theoretical Perspective)

Epistemology:

Theoretical Perspective

Constructionism

Interpretivism

Question

Method(s)

Methodology

Semi-structured interviews
& Thematic Analysis

Phenomenology

FIGURE 4:

CROTTY’S FOUR PILLARS OF RESEARCH – INTERPRETIVISM

People are constantly involved in interpreting and reinterpreting
their world – social situations, other people’s actions, their own
actions, and natural and humanly created objects. They develop
meanings for their activities together, and they have ideas about
what is relevant for making sense of these activities. In short, social
worlds are already interpreted before social scientists arrive
(Blaikie, 2007).

If, through the adoption of a constructionist epistemological position, we believe that
meaning is afforded to an object or phenomenon through a process of collective
construction (Quinn Patton, 2015, Crotty, 1998, Silverman, 2005, Denzin and
Lincoln, 2000, Giacomini, 2010), we must assume that those creating meaning are
actively interpreting, integrating, and synthesising different forms of knowledge to
make sense of the object or phenomenon (Smith et al., 2009, Weber cited in Blaikie,
2007). These perspectives and meanings are unique to the individuals involved in the
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process of interpretation and are directly related to their situation and their
relationship to the world around them.

The process of interpretation is a common thread, weaving through the entire
research process from initiation, through data collection, and analysis. Whist an aim
is to capture and understand how individuals at-risk of CVD make sense of being an
‘at-risk individual’ and what that means for the integration, embedding and
normalisation of associated practices, interpretation is happening at many other
levels throughout the process. The researcher is bound within the research process
(Creswell, 2013). She is an active participant in the process of data generation and
interpretation process (Giacomini, 2010). Essentially, the participant and researcher
are bound in what is termed the ‘double hermeneutic’ (Blaikie, 2007, Smith et al.,
2009), whereby the participant constructs, explains, and makes sense of a
phenomenon and the researcher, in turn engages in sense making of the participant’s
interpretation (this is further discussed in section 5.2.4).
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5.1.3 Phenomenology (Methodology)

Epistemology:

Theoretical Perspective

Constructionism

Interpretivism

Question
Method(s)

Methodology

Semi-structured interviews
& Thematic Analysis

Phenomenology

FIGURE 5:

CROTTY’S FOUR PILLARS OF RESEARCH - PHENOMENOLOGY

[phenomenology calls us to] set aside all previous habits of
thought, see through and break down the mental barriers which
these habits have set along the horizons of our thinking…to learn to
see what stands before our eyes (Husserl, cited in; Crotty, 1996;
p58).

Methodology refers to the research design selected to undertake the study; a
phenomenological approach has been utilised for this study. Phenomenological
approaches focus on and try to surface how individuals ‘make sense’ of their
experiences of, for example, an organisation, a service or in the case of the current
study a CVR reduction programme, as individuals and as members of a social group
(Quinn Patton, 2015), making it congruent with both a constructionist
epistemological perspective and an interpretivist theoretical perspective.

Developed by Husserl, phenomenology can be understood as both a philosophy and a
methodology (Smith et al., 2009). A Husserlian phenomenological approach is
concerned with understanding and surfacing how people come to know what they
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know and how they construct meaning of their experience of being participants in the
world (Smith et al., 2009). However, Heidegger, originally a student of Husserl,
expanded his own arm of phenomenological investigation to interpretative
phenomenology (Crotty, 1996). For Heiddeger, a phenomenological approach not
only describes the phenomenon, but is a process of interpretation, by participant and
also researcher (van Manen, 1990, Creswell, 2013). This focus makes the selection
of a phenomenological approach sit well within a constructionist epistemological
standpoint and also an interpretative theoretical perspective. Moreover, it provides
justification for the selection of NPT as a theoretical lens for the study, as NPT has,
at its core, an interest in unpacking the individual and collective roles that people
play in making sense of a practice when engaging in the process of ‘normalising’ and
the interactions between ‘actors’ to that end (see chapter 2.1).

Taking a phenomenological approach is intrinsically linked to the selected methods
to collect data (discussed in chapter 3.1.4). To elicit individuals’ interpretation of an
experience necessitates paying attention to how they perceive the experience, how
they describe it and make sense of it (Quinn Patton, 2015), ideally lending itself to
the selection of in-depth interviews as a data generation method (described in section
5.1.4).
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5.1.4 Semi-structured interviews and Thematic Analysis (Methods)

Epistemology:

Theoretical Perspective

Constructionism

Interpretivism

Question
Method(s)

Methodology

Semi-structured interviews
& Thematic Analysis

Phenomenology

FIGURE 6:

CROTTY’S FOUR PILLARS OF RESEARCH - SEMI-STRUCTURED
INTERVIEWS & THEMATIC ANALYSIS

It takes no great self-awareness or self-confidence to report a
statistically significant t test with confidence intervals based on a
formula and calculations easily replicated and confirmed. It can
take considerable self-awareness and confidence to report: I coded
these 40 interviews, these are the themes I found, here is what I
think they mean, and here is the process I undertook to arrive at
those meanings. The latter statement calls for, even demands, a
sense of voice and perspective (Quinn Patton, 2002).

A semi-structured interview technique was utilised as the tool to generate data.
Interviews, essentially a conversation with a purpose (Berg, 2007), are tools
congruent with the methodological approach described on the previous pages. Semistructured interviews allow the researcher to cover a standardised set of topics whilst
giving the freedom to explore these topics in any order as the conversations flow and
evolve, and also to explore new lines of enquiry as they arise, spontaneously (Quinn
Patton, 2002, Berg, 2007, Rapley, 2007). The process of interview schedule
generation and interviews is described in the following section (Chapter 5.2).
Interviews were selected as a data generation technique because it is impossible to
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directly observe other people’s feelings and experiences of a phenomena – in this
case engaging with the NHSHC programme.

The timing of the research is also crucial. Phenomenological studies require that the
individual has had sufficient time to reflect upon the experience of interest. People
are unable to reflect upon an experience whilst they are in the process of going
through it, therefore, phenomenological studies are generally carried out ‘after the
event’ (Van Maanen, 1979). In the current study, it was important to understand
participant’s experience of not only the NHSHC assessment process, but also more
longitudinally, their experience of living with a ‘risk diagnosis’ for a period of time,
to understand their engagement with lifestyle advice and adherence to lipid lowering
medication. Individuals were therefore approached who had undergone at least one
annual review, so there had been ample opportunity to engage with the NHSHC
programme and opportunity to reflect both individually (over the course of the year)
and collectively (at the annual review appointment). The timing of interviews was
also developed so all aspects of NPT, including reflexive monitoring, could be
explored. Interview at an earlier time point would not have captured this important
information. Of course, I should note that I am relying on rather historic accounts of
their experience of the assessment, however, this trade off was deemed necessary to
capture a more holistic interpretation of the NHSHC process.

In keeping with all other aspects of the methodology outlined, an inductive approach
to data analysis was undertaken. This allowed analysis to be rooted in the
descriptions of experience presented by the participants. A description of this process
can be found in section 5.2.4.
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Part of a phenomenological approach, as outlined by Husserl, is the process of
epoche or bracketing. This process is achieved through the researcher attempting to
set aside their own experiences of the phenomenon, in order to view it through a
fresh lens (Creswell, 2013). One way in which bracketing is achieved is through the
utilisation of a semi-structured interview approach, allowing the experiences and
interpretations of the participant to be central. However, by acknowledging the
constructionist, interpretative approach employed within this study we must also
acknowledge the central role the researcher plays in eliciting the data and
subsequently synthesising and interpreting it (Crotty, 1998). The data and the
researcher, as an active participant in the research and ultimately the social context
within which the research is situated, are inextricably bounded. The notion of
objectivity is not in keeping with the epistemological and theoretical stance taken in
this research. However, whilst not seeking objectivity I have tried to remain faithful
to the interpretations provided by participants (Ahern, 1999) and provide an
acknowledgement about my own position within the research in Chapter 1 and
Chapter 3.4

5.1.5 Assessing methodological quality
Yardley (2000) offers a framework to explore and assess the characteristics of good
quality qualitative research. Yardley describes four key areas of qualitative research
where quality is demonstrated and can be assessed; sensitivity to context,
commitment and rigour, transparency and coherence, and finally, impact and
importance. Yardley’s framework has been chosen to explore issues of
methodological quality as the broad concepts are more applicable to assessing a
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study that is grounded in phenomenology rather than the more commonly cited
concepts of trustworthiness (Lincoln and Guba, 1985).

Sensitivity to context
Demonstrating sensitivity to context includes awareness of, and engagement with
previous theoretical and empirical work that has been undertaken in the same, or
similar, area of study interest (Yardley, 2000). Chapters 2, 3, and 4 demonstrate how
the policy and practice context, previous academic work, and underpinning theory
have been acknowledged and explored. Furthermore, Yardley highlights the fact that
the importance of sensitivity to participants’ experiences and ethical issues is
paramount. Participants’ experiences are central to this study and care has been taken
through data gathering stages, analysis, and reporting to ensure that findings and
implications drawn from the study are rooted in participants’ experiences.

Commitment and rigour
Yardley describes how commitment and rigour relate to depth of engagement with
the topic and methodological competence demonstrated through data collection,
analysis, and reporting. Methodological rigour was a concern over the lifespan of the
study. Care was taken at the design stages by engaging with more experienced
researchers (supervisory team) and utilising NPT to construct a study that was
methodologically sound and robust. Supervisory meetings were held to discuss the
unfolding project and issues that arose. Data analysis was guided by standardised
processes and a proportion of transcripts were coded and agreed by both members of
the supervisory team and myself. Care was taken in the reporting stages to ensure
they were a true reflection of participants’ experiences and NPT was used as a
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confirmatory tool to abstract the descriptive themes from the analysis to implications
that were relevant and grounded in the findings.

Transparency and coherence
Yardley discusses the importance of clarity and power of description and argument,
transparency of methods and how data are presented. In the study, this has been
achieved through the presentation of verbatim quotations from the participants
alongside a description of the theme to which they relate. Procedural methods are
described later in chapter 5.2. The fit between method and theory is also imperative,
states Yardley. Chapter 5.1 has described how Crotty’s four pillars of social research
were taken into account to ensure a congruent fit between epistemological position,
theoretical perspective, methodology, and method. Section 5.1.6 demonstrates how
NPT was utilised within the study also.

Impact and importance
Yardley’s final measure of methodological quality relates to the impact and
importance of the research and its ability to enrich understanding and its practical
utility for those who may utilise the findings for example policy and practice. This
study seeks to explicitly demonstrate the utility of the findings in Chapter 9.
Implications derived from the findings are presented for future users of NPT
(theory), for policy and practice, for training, for support and education and finally
for future research.
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5.1.6

Normalisation Process Theory’s role within the methodology

Normalisation Process Theory was used as a tool across the lifecycle of the PhD
project. In the initial planning stages, it provided a framework to sensitise me to
issues around the implementation, embedding, and integration of knowledge and
practices. At the planning stage, NPT helped to think through what, in a best-case
scenario, would need to be in place within the NHSHC process to facilitate an
individual’s journey if adhering to the principles of the programme. With this in
mind, the interview schedules were constructed in such a way that they would elicit
information about the process of normalisation through ‘making sense’ of the
NHSHC and CVR (coherence), ‘working out participation’ the NHSHC and
suggested intervention (cognitive participation), ‘doing the work’ of being at high
CVR (collective action), and ‘reflecting on it’ (reflexive monitoring).

At the analysis stage, NPT was utilised to make sense of the themes emerging
through the inductive coding stage. Initially, the constructs and working mechanisms
were used as the basis to undertake a Framework Analysis (Ritchie and Spencer,
1994). However, this process proved unhelpful and raised concerns about imposing a
deductive approach to data analysis that did not sit within the ethos of the
methodology previously outlined. Thus, Framework Analysis was abandoned in
favour of an inductive analysis process, a blended approach taking principles from
both Interpretative Phenomenological Analysis (Smith et al., 2009) and Braun and
Clark’s six-stage thematic analysis (Braun and Clarke, 2006, Braun and Clarke,
2013). Once the inductive coding was complete, the domains of NPT were
considered in relation to the findings to see if the NPT domains could help to shed
light on the issues that had arisen and help make sense of the findings. In essence,
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NPT was used as a theoretical lens with which to interrogate the findings. Three
constructs; making sense of it (coherence), doing it (collective action), and reflecting
on it (reflexive monitoring) were especially helpful when making sense of the data;
the construct working out participation (cognitive participation) less so. However,
this could be a reflection on how the constructs were interpreted initially and
therefore the way in which the interview schedule was constructed, rather than the
usefulness of the construct per se. The theory was helpful, however, in illuminating
the strengths and weaknesses of the NHSHC programme, at the time of the study,
and allowed the emergence of implications for policy, practice, and further research
(discussed in Chapter 9).

5.2 Process and design
The following procedural methods section is described utilising the COREQ
framework (Tong et al., 2007) for reporting qualitative studies.
5.2.1 Participant selection
A purposive sampling technique (Quinn Patton, 2015) was employed to include
individuals who fitted the following inclusion criteria:
1. Had undergone a full NHSHC assessment at their GP practice
2. Had been identified as at high risk (>20%) of having a cardiovascular event
in the next ten years
3. Had been given lifestyle advice and/or been prescribed prophylactic lipid
lowering medication
4. Had attended at least one annual review
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This approach was selected to fit the needs of the commissioned evaluation, to
ensure that participants had experienced the entire NHSHC process from invitation
through to annual review.

Participants were approached to take part through their GP practice. Four GP
practices that had taken part in the first evaluation (Oswald et al., 2010) were
approached to help with participant recruitment; one in each of the Hartlepool,
Stockton on Tees, Middlesbrough and Redcar and Cleveland Primary Care Trust
(PCT) localities. The practice manager or lead CVD nurse, who had overall
responsibility for the delivery of the NHSHC programme, was contacted by email.
The email explained the research project, and what would be involved in terms of
fieldwork if their patients did decide to take part. Of the four practices that were
initially contacted all agreed, in principle, to help recruit participants into the study.

Once a practice indicated they were happy to contact patients on behalf of the
research team, each GP practice was visited to discuss what would be required of
them and to answer any questions that they might have had. During this initial visit
practices were provided with copies of key information for staff (Appendix 11.4), a
participant information sheet (Appendix 11.6) and a patient contact details form
(Appendix 11.7). Practices were asked to discuss the project with patients at the point
of annual review using the key information sheet as a reminder. Patients who
expressed an interest in taking part were then given a hard copy of the participant
information sheet. Their contact details were recorded, using the contact details form,
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and kept in a safe place, according to each practice’s protocol for storing patient
information, until they were ready to be collected.

The practices kept in contact through regular email and telephone contact. Once
several patients had expressed an interest in taking part in the study, I visited each
practice to collect the information. All this contact information was kept securely in a
locked filing cabinet at Teesside University until the interview with that patient was
complete. Once all data had been collected and all tapes transcribed. All of the
participant contact details were shredded using Teesside University’s secure
shredding system.

This method of patient recruitment posed a challenge, as the number of patients
called into practices for their annual review was variable. Some practices had
engaged with the programme much more than others (Oswald et al., 2010) and
therefore had many more patients attending for the review. Some practices were
experiencing difficulty getting patients to attend for their annual review
appointments and speculated that this was because patients had not been taking their
medications or keeping up with the lifestyle changes proposed at their assessment.

Recruitment of GP practices in the Middlesbrough locality was challenging and took
some time. In Stockton one practice agreed to take part but, after recruiting two
participants, withdrew from the study. Therefore, another practice was identified in
that area in order to achieve the required number of participants. Table 15 shows the
number of practices contacted in each area, how many agreed to take part and finally
how many practices went on to identify and approach participants.
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Table 15: GP practice recruitment

Locality
Hartlepool

Middlesbrough

Stockton-onTees

Redcar

Contacted

1

14

2

1

Agreed

1

3

2

1

Took part

1

1

2

1

Number

Each participant who expressed interest in the study was contacted, via telephone, to
establish that they were happy to be interviewed. Participants were given the
opportunity to ask any questions they had about the study and what would happen if
they agreed to be interviewed. Each participant was asked if they had had the
opportunity to read through the printed information sheet to ensure they had read and
understood it. Once interest in the study was established an appointment was made
for them to take part in an interview at a time and location that was convenient to
them.

Thirty-one participants expressed an interest in the study and all went on to be
interviewed. However, at the point of interview I had concerns about three of the
patients’ ability to give informed consent. Upon arriving at one interview the
participant was found to be accompanied by a carer, who explained that the
participant had suffered a hypoxic brain injury and might not be able to recollect the
assessment. After a short conversation with the participant it became clear that they
could not recollect their assessment or review, so the participant was thanked for
their time and the interview was terminated. Another interview was terminated
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because it quickly became apparent that the participant was drunk. The final
interview that was terminated was with a lady who was in a semi-secure forensic unit
and who did not remember her NHSHC or review. In these three instances I made a
decision to abandon the interview process. One other interview had to be removed
from this analysis as the interview failed to record. One further interview was
excluded from analysis as the interview was cut unexpectedly short when I left early
because of safety concerns. Twenty-six interviews were therefore taken forward for
analysis. No participants asked to be removed from the study once they had taken
part in interview.

Participants were given the opportunity to choose the location where the interview
would take place, for example, their home, at the university, a coffee shop or a local
community centre. Many of the GP practices offered rooms in their buildings to host
interviews. However it was felt preferable to conduct the interviews in a place that
was neutral for the participant, to facilitate frank and open discussions about their
experiences of being involved in the NHSHC programme. It was also important that
participants did not assume that I was linked to their GP practice.

Interviews therefore took place either in participants’ homes or at Teesside
University. As interviews took place at participants’ homes, the Teesside University
lone worker policy was implemented. This necessitated the use of a ‘buddying’
system, whereby a colleague was aware of where interviews were to take place, to
ensure my safety at all times.
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For the majority of the interviews there was only the participant and I present.
However, on five occasions the participant’s partner/ spouse was also present. This
was because the interview was being conducted in their own home. Consent was also
gathered from the spouses that were present so that their commentary could be
included within the analysis, if it was relevant.

5.2.2

Ethics and ethical scrutiny

As discussed in the opening sections of chapter 5, this study is a secondary analysis
of data that I collected as part of a commissioned piece of work. As such, approval to
undertake the secondary analysis was sought from Teesside University’s School of
Health and Social Care Research Ethics and Governance Committee. A copy of the
approval letter is included in Appendix 11.5. The original commissioned study that
this data was collected for received approval from the same committee in February
2011. Approval was sought from the National Research Ethics Service (NRES)
(latterly replaced by the HRA) to undertake the study. However, it was classified, as
per the guidance at that time, as a service evaluation. Therefore, full NHS ethics was
not required for the original study. Local R&D permission was given by the relevant
Trusts.

The acquisition of informed consent was an iterative process. Participants were given
written and verbal information about the project and given the opportunity at several
points, before the interviews took place, to ask questions. Immediately before the
interview took place they were asked if they were happy to go ahead. Each
participant was informed that they could stop the interview at any time to ask further
questions or to stop participating. If they wanted to stop the interview and leave, they
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did not have to give a reason. No participants decided to stop the interview.
However, on three occasions participants became distressed whilst recounting
personal experiences. On these occasions the interviews were paused, the
participants given time to collect themselves and I offered to terminate the interview.
On each occasion the participant was happy to continue.

All participants were ensured that the information they gave would be kept
confidential, in that only I and my supervisory team would read the transcripts in
their entirety. However, each participant was made aware that direct quotations from
what they said would be used when reporting the study. For this reason, they were
assured that they, as participants, would be granted anonymity through the use of
pseudonym. All transcripts were anonymised – all participants were given
pseudonyms and I was selective about the demographic information that was
attributed to direct quotations so as to maintain this.

5.2.3 Data collection
Data were collected through semi-structured interviews to (as much as possible)
facilitate frank and open discussions and were guided by the interview schedule
presented in Appendix 11.8. Chapter 4 described how I used NPT constructs to
identify key areas to explore with participants to understand their engagement with
elements of the NHSHC programme. I developed the interview schedule to cover
the aims of the aforementioned evaluation but furthermore to probe into deeper
questions which served to explore the aims of the PhD study.
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To design the tool that would be used in each of the interviews (Appendix 11.8) I
followed a six stage process as outlined by Braun and Clarke (2006): Brainstorming
initial questions, considering the sequencing of questions, constructing and wording
the questions, developing prompts and probes, piloting the interview guide, and
finally refining the interview guide.

Brainstorming initial questions: I began by taking the four constructs of NPT and
brainstorming how each construct and working mechanism might be helpful in
understanding the journey that potential participants might travel through the
NHSHC programme. Tables 7, 9, 11, and 13 demonstrate the types of questions that
I generated through this process. Initial question generation was also informed by my
previous work evaluating aspects of the NHSHC programme from an organisational
perspective and the requirements of the commissioned piece of work already
discussed. This was an important process to undertake as it identified a wide variety
of issues and aspects of potential engagement with the NHSHC programme to
explore (Quinn Patton, 2015).

Sequencing of questions: I then began a process of grouping questions by ‘topic’ or
‘theme’ in order to sequence the questions. I decided that the most logical way to
sequence them was by stages of the NHSHC journey: receiving the invitation,
attending the initial risk assessment, being informed of CVR status, making changes
to lifestyle, attending annual review. This allowed the interview to progress logically
and thereby shift from one topic to the next (Braun and Clarke, 2013).
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Constructing and wording the questions: the next stage was to consider how the
questions might be worded. In order to allow the interview to progress in a
conversational manner, strict questions that had to be adhered to were not developed,
rather example phrasings were developed whilst being mindful that the wording of
the questions may change depending on participants’ previous responses in the
interview. I wanted to allow the interview conversations to emerge in a natural but
purposeful way (Burgess, 2002), whilst being mindful of the specific topic areas I
wanted to address.

Developing prompts and probes: the next stage of the process was to develop a set
of prompts and probes for my questions. Prompts and probes can encourage
participants to open up a little more and expand on their answers in more detail
(Braun and Clarke, 2013). Prompts and probes were not developed for every
question – only those where I felt it would be most helpful to delve a little deeper
should the interview require it.

Piloting and refining the interview guide: the final stages in the development of
the interview guide included the piloting of the tool and refining it prior to use. The
tool was appraised and agreed with the supervisory team. Before I began piloting it
members of the commissioning organisation also appraised the tool to ensure that it
met their needs and to offer expert insight from those tasked with commissioning and
implementing the NHSHC locally. I undertook a ‘mock interview’ with a colleague
to ensure I was happy with the flow and wording of the questions prior to embarking
on ‘live’ interviews.
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Each participant was asked to sign a consent form (Appendix 11.9) prior to the
commencement of the interview. Once interviews had been completed each
participant was thanked for their time and given a £20 High Street voucher as a
gesture of good will. Each participant was also sent a thank you card. Interviews
lasted between 20 and 90 minutes. The interviews were, with the permission of the
participants, digitally recorded and later fully transcribed ready for analysis. Field
notes were made after each interview and were used to inform the analysis stage.

5.2.4

Analysis and findings

All interviews were conducted by RM and all transcripts were coded by her. JS and
AS coded a subset of six transcripts. All coders met to discuss and agree the patterns
and themes that were evident in the transcripts to ensure consistency of coding and to
ensure that themes were not being overstated.

An inductive approach to data analysis was undertaken to ensure that all themes were
derived from the data corpus. Data analysis drew on (Braun and Clarke (2006),
Braun and Clarke (2013)) six stage thematic analysis framework and Interpretative
Phenomenological Analysis (IPA) (Smith et al., 2009). Table 16 shows the stages of
each type of analysis.
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Table 16 Key stages of analysis

Thematic Analysis
(Braun and Clarke)
Relevant stages of
analysis

Stage 1: Familiarisation with
the data

Interpretative
Phenomenological Analysis
(Smith et al)
Stage 1: Initial familiarisation
with the text

Stage 2: Generating initial
codes

Stage 2: Identification of initial,
preliminary themes

Stage 3: Searching for themes

Stage 3: Grouping of
preliminary themes into clusters

Stage 4: Reviewing themes

Stage 4: Tabulation of clusters
and themes into a summary
table (Smith et al., 2009,
Biggerstaff and Thompson,
2008)

Stage 5: Defining and naming
themes
Stage 6: Producing the report

Each participant’s account was dealt with, initially, on an individual basis.

Each transcript was read whilst listening to the tape simultaneously. This allowed me
to make notes on tone and language used by the participant and to immerse herself in
the account that the participant was describing. During this process of familiarisation
descriptive notes were made, about language used, repeated phrases, inconsistencies
in the participant’s account, questions about the data and my own emotions and
preconceptions that may affect analysis. The latter notes were made in a separate
research diary in an attempt to acknowledge, suspend and lay aside the my own
opinions and judgements as a form of bracketing (Smith et al., 2009, Creswell,
2013).
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Each transcript and the accompanying notes made in stage one were then re-read.
NVIVO 10 was used to manage the large corpus of data and to facilitate the
organisation of data into themes. At this second stage the descriptive ‘free notes’
were condensed and transformed into phrases which captured and summarised the
meaning contained in the ‘free notes’. These phrases, or initial themes, became
abstracted from the data and began to convey deeper meanings that had been derived
from the text. This second stage of analysis saw me move away from working with
the text of the transcript to working more analytically with the initial notes, but with
regular cross checking back to the data to confirm interpretations. At this stage I was
not only abstracting themes but looking for connections between the themes, in each
transcript.

The third stage of analysis consisted of taking these newly derived initial themes and
clustering them into a logical structure of concepts, clustering was tried in several
ways, cross checking back to data. This stage of analysis aimed to arrange and group
themes into super-ordinate categories and to identify relationships between the
clusters (Biggerstaff and Thompson, 2008). During this phase of analysis I began to
move into a stage of interpretation from the story the participant had told. Whilst the
interpretation began to become more and more abstracted from the data it should be
noted that the words and description from the participant were always the
springboard for interpretation and all interpretation was rooted in the data from the
participant, representing how the hermeneutic circle is manifest in the analysis
(Smith et al., 2009).
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Clusters and their related themes were then mapped to make sure they were distinct
from one another and to show how the themes fit together. At this point in the
analysis the constructs of NPT were cross referenced against the emergent themes to
see if NPT could illuminate the themes derived from the data. This phase of
deductive analysis was performed at this stage to ensure that any themes were
directly derived from the data and data was not forced to fit the constructs of NPT.
The themes were then named ready for reporting.

The themes reported in Chapters 6 and 7 are presented descriptively alongside direct
quotations from the interview transcripts to show how the theme was derived from
the data. The analytical interpretation is presented in the discussion chapter (Chapter
8) where it is linked back to relevant literature.

5.2.5 Research team and reflexivity
All interviews were conducted by me, a female full time Research Associate working
in the School of Health and Social Care at Teesside University. I hold a BSc
Psychology and MSc Social Research Methods and have a decade of practical
qualitative research experience. I am not a medical practitioner. At the beginning of
each interview this was stressed to participants so that they were aware she could not
offer any medical advice or enter into conversations about the appropriateness of
their treatment or care. On many occasions participants seemed conflicted by this
information, as they did try to engage in these kinds of conversations. The
participants were made aware that I was not affiliated with their GP practice and that
anything they told me would not be passed back to their practice. This enabled
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participants to be frank and honest about their experiences of the NHSHC
assessment, the staff delivering it, and their experience of the annual review process.

This process of identifying myself as separate to the intervention and the staff
delivering it had both advantages and disadvantages. Participants could speak openly
about the care and treatment they had received without fear of repercussions from
practice staff. In many cases participants took the opportunity to tell me things they
suggested they would not normally tell staff responsible for their care. This process
of separating myself from the intervention also allowed me to ask naïve questions
that perhaps a health professional would have taken for granted and to explore
avenues that would otherwise have been left. However, this separation did have
another side. I was not known to them and also not a ‘trusted professional’; I was not
affiliated to any organisations that were responsible for care. On some occasions this
caused participants to think I was an undergraduate student from the University
carrying out a project for my course, very similar to the case outlined by Richards
and Emslie (2000). In the case reported by Richards and Emslie, participants
changed the way they interacted with the researchers based upon their perceptions of
who the researchers were, professionally. One of the researchers was a trained
medical doctor. When participants were aware of this information they tended to ask
for reassurance about medical conditions and adopt a more subordinate role within
the interview process. The other researcher was an academic. When participants were
aware of this information they questioned if the researcher was a student,
undertaking fieldwork for study. This study demonstrates that participants change
how they interact with researchers based upon their perceptions of positions of
power. This impacted on the project, as the reality that participants described me
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may well have been different to what had actually happened in the assessments or in
the subsequent year leading to the annual review.

It must be acknowledged that I was integral to the analysis and that this analysis was
formed and shaped by me. Phenomenology acknowledges the pivotal role of the
researcher in generating the data and of course its subsequent analysis.

5.2.6 Limitations to study design
There are, of course, limitations to the chosen methods of data collection.
Recruitment of patients was reliant on the cooperation of General Practice staff,
mainly Practice Managers and Practice Nurses. Some practices that were approached
to take part in the study agreed quite quickly. Others agreed but never actually
produced any patient details or they refused completely. Recruitment of participants
in one locality proved difficult, this was overcome by continual recruitment of
practices until one finally agreed to help. However, this created a long delay in the
project.

Once I had approached the relevant person within the GP practices, responsibility for
recruitment was handed over. I had no way of knowing if the personnel were sticking
to the protocol for giving out the appropriate information. Moreover, GP practice
participation was subject to other professional priorities such as staff sickness and
holidays which caused, in some cases, much delay in participant recruitment.

The sampling strategy was chosen to suit the priorities of the commissioner, the
evaluation, and for pragmatic purposes. It must be noted that patients who agreed to
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take part were, to all intents and purposes, a self-selecting sample. To fully
understand patient adherence with the NHSHC programme it would have been
beneficial to include patients within the sample who had refused to have a NHSHC
in the first place. Identifying and contacting that cohort of patients however, carries
many practical and ethical implications. It should also be noted that participants were
not recruited from all age groups eligible for the NHSHC. Through the sampling
strategy employed, participants who agreed to be interviewed were from older age
groups. No one between the ages of 40-56 years old is included within this sample.
As stated earlier this could be a reflection on the approach taken by the Tees PCTs to
target those who were most likely to be at increased risk of CVD in the early stages
of roll out.

Chapter 5 has outlined the philosophical underpinnings of the research, the
procedural methods employed in data generation, analysis and the limitations to this
approach. The following chapters move on to discuss the findings of the study.
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6 Findings – making sense of it and working out
participation
The following chapters present the findings from the study and discussion about how
findings can be understood through the theoretical lens adopted for this study. The
two findings chapters (6 and 7) are presented descriptively. Each theme is presented
alongside example verbatim quotations that demonstrate how the theme was derived
from the data. Analytical interpretations of the data and how they relate to the NPT
constructs are presented in chapter 8.

Chapter 6 presents findings that mainly relate to the patient ‘work’ involved in
making a decision to attend assessment and understanding the initial diagnosis of
increased cardiovascular risk. This can be illustrated through exploring the constructs
of making sense of it (coherence) and, to some extent, working out participation
(cognitive participation). Chapter 7 relates to phases of patient ‘work’ that relate
mainly to the constructs doing it (collective action) and reflecting on it (reflexive
monitoring). The themes presented in these two findings chapters thus follow the
progression of the patient journey from invitation to attend assessment through to
annual review. This was done purposively to allow the voice of the participant to
shine through and to demonstrate how NPT constructs relate to each stage of the
journey through the NHSHC. Deeper, conceptual discussion about the implications
of the findings is presented in chapter 8.
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This first findings chapter explores the phases of work that participants undertook to
engage with the NHSHC programme, make sense of their diagnosis of risk, and
engage with questions around preventative medicine. Therefore, the findings in this
chapter relate primarily to the first two constructs of NPT; making sense of it
(coherence) and working out participation (cognitive participation).

Section 6.1 presents demographic information about participants. Section 6.2 is
concerned with the reasoning that took place to make a decision to attend and engage
with the initial stages of the NHSHC assessment. 6.3 describes how people reacted to
being told they were at increased CVR. 6.4 discusses the identity work undertaken
after identification of increased CVR. Finally 6.4 assesses participant’s views on
preventative action in terms of CVR.

6.1.1 Participant demographic information
Of the 26 participants, the majority (65.4%, n= 17) were male and nine were female
(34.6%) (Table 17). Participants were aged between 57 years old and 76 years old at
the time of interview. Whilst the NHSHC assessment is available to the entire
English and Welsh population who are aged between 40 and 74 years old, no one
from the younger age groups (40-56 years old) took part in the study. This could be a
reflection on the way in which the Tees PCTs implemented the check by utilising a
targeted approach alongside the recommended universal approach. It can be seen in
Table 17 that the majority of participants in the sample (60%) were in the older age
categories and aged between 65 and 74 years old. The majority, 84.6% (n=22), were
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currently married with 7.7% (n=2) divorced, 3.8% (n=1) widowed and a further 3.8%
(n=2) being single.

Despite efforts to recruit evenly from each of the four PCT areas; Hartlepool,
Middlesbrough, Redcar, and Stockton on Tees, the distribution of participants
included within the sample was far from equal (Table 18). However, as participants
were, essentially, a self-selecting sample, the distribution of participants across the
localities was dictated by the responses to the study invitation.

The majority of participants included within the study were retired (78.6%, n=22),
two were still in employment and two were unemployed due to disability (Table 18).
All participants had attended at least one annual review. Twenty participants (76.9%)
had attended just one annual review at the point of interview and six had attended
two annual reviews (23.1%). It should be noted that the people included within this
study are already compliant to some extent as they have received an assessment,
been identified as at high risk and have attended at least one annual review. A
majority of participants (69.2%, n=18) had a history of CVD in their family, eight
(30.8%) stated that there was no history of CVD in their family but two (7.7%) of
those eight did describe a history of cancer.
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Table 17: Sex, age, and marital status of participants

Sex

Number
(%)

Age group

Marital status

Male

Female

55-59

60-64

65-69

70-74

75+

Married

Divorced

Widowed

Single

17

9

3

5

3

7

2

22

2

1

1

(65%)

(34.6)

(11.5)

(19.2)

(4.6)

(26.9)

(7.7)

(84.6)

(7.7)

(3.8)

(3.8)

Table 18: Recruitment locality and employment status of participants

Locality

Number
(%)

Employment status

Hartlepool

Middlesbrough

Redcar

Stockton-onTees

Retired (semiskilled)

Retired
(professional)

Employed
(professional)

Disabled

2

9

6

9

13

9

2

2

(7.7)

(34.6)

(23.1)

(34.6)

(50)

(34.6)

(7.7)

(7.7)
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Table 19: Statin status and dietary advice given to participants

Statin status

Number
(%)

Dietary advice

Taking

Discontinued

refused

Not prescribed

Made changes

Made no changes

No advice offered

17

4

4

1

14

8

4

(65.4)

(15.4)

(15.4)

(3.8)

(53.8)

(30.8)

(15.4)

Table 20: Physical activity advice, alcohol consumption advice, and smoking status

Physical activity

Number
(%)

Alcohol consumption

Smoking status

Made
changes

Made no
changes

No advice
offered

Made
changes

Made no
changes

No advice
offered

Non smoker

Ex smoker

Made no
changes

Quit

2

7

17

1

3

22

10

13

1

1

(7.7)

(26.9)

(65.4)

(3.8)

(11.5)

(84.6)

(38.5)

(50)

(3.8)

(3.8)
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IMD quintile
(LA) (1=least
deprived)

Ex-smoker

3

Barbara

Female

66

Married



2

Discontinued





-

Ex-smoker

3

Bernie

Female

61

Married



1

Refused





-

Non-smoker

3

Brian

Male

66

Divorced



1

Taking



-

-

Non-smoker

3

Carol

Female

75

Divorced



1

Taking

-

-

-

Ex-smoker

1

Colin

Male

57

Married



1

Taking



-

-

Ex-smoker

3

David

Male

62

Married



1

Taking

-

-

-

Non-smoker

2

Dennis

Male

65

Married



1

Taking



-

-

Ex-smoker

4

Doug

Male

71

Married



1

Not prescribed





-

Non-smoker

1

Fran

Female

70

Married



1

Taking



-



Ex-smoker

3

Gary

Male

67

Married



1

Taking

-

-





4

Harry

Male

75

Married



1

Taking





-

Ex-smoker

1

Jeff

Male

71

Widow



2

Discontinued



-

-

Ex-smoker

1

Alcohol
-

Physical
activity


Diet


Statin status
Refused

Number of
annual
reviews
2

Family
history of
CVD


Marital
Status
Married

Age
67

Sex
Male

Name

Smoking

Table 21: Participant Demographic information

=discussed and made changes
 =discussed and no changes made
- =no recollection of discussion

Alex
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Smoking

IMD quintile
(LA) (1=least
deprived)

Ex-smoker

1

John

Male

71

Married



1

Taking



-

-

Ex-smoker

3

Kate

Female

68

Married



1

Refused



-

-

Ex-smoker

4

Keith

Male

60

Married



2

Taking







Non-smoker

2

Ken

Male

74

Married



1

Discontinued



-

-

Ex-smoker

4

Linda

Female

66

Married



1

Refused

-

-



Ex-smoker

4

Maureen

Female

58

Married



2

Taking





-



3

Nigel

Male

72

Single



1

Taking





-

Non-smoker

3

Paul

Male

63

Married



1

Discontinued



-

-



1

Paula

Female

57

Married



1

Taking





-

Non-smoker

2

Phillip

Male

65

Married



1

Taking



-

-

Non-smoker

1

Shirley

Female

72

Married



2

Taking



-

-

Ex-smoker

3

Male

66

Married



1

Taking



-

-

Non-smoker

3

Alcohol
-

Physical
activity
-

Diet


Statin status
Taking

Number of
annual
reviews
1

Family
history of
CVD


Marital
Status
Married

Age
61

Sex
Male

Name
Jim

=discussed and made changes
 =discussed and no changes made
- =no recollection of discussion

Tom
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6.2 Making a decision to attend an NHS Health Check
The success of the NHSHC programme relies on several distinct processes taking
place, these processes are congruent with the processes proposed by the constructs of
NPT. Firstly, individuals must accept the invitation of assessment and attend their
assessment appointment (making sense of it (coherence)). Individuals must then
receive and accept their diagnosis of CVR (making sense of it (coherence) and
working out participation (cognitive participation)) and go on to internalise the
necessity to implement lifestyle changes and also accept, comply, and sustain
engagement with prophylactic medications (doing it (collective action)). Individuals
must also agree to long term monitoring of CVR through the annual review process
(reflecting on it (reflexive monitoring)). Therefore, the way in which people are
approached to undergo a CVD risk assessment may be pivotal to their initial ‘buy in’
to the NHSHC programme. In order to encourage people to attend assessment, the
invitation needs to be presented in a way that makes sense and offers something that
is attractive, coherent, and worthwhile for them to attend.

For the individuals in this study, the invitation offered to them to undergo risk
assessment, was not initially interpreted as unique, or different from many other
invitations to attend their GP practice (understanding the uniqueness of it
(differentiation)). In fact, their invitation for assessment seemed to be part of a
routine offering by their GP practice. As Jim summed up in his interview:
It was just a routine check (Jim, 61).
General curiosity and interest in maintaining overall health led this group of patients
to attend their NHSHC assessment. As Nigel described:
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It was a letter from the surgery, and that was it, inviting me to take
part. So I thought “I’ve got nothing to lose” so I went (Nigel, 72).
The importance, or value of the health check was not particularly scrutinised at an
individual level. It was suggested that if routine health checks are offered by health
professionals, it must have some clinical importance, and therefore it is good practice
to attend:
If they invite you to go and do these things then I think you should
go and do them. They obviously regard it as something important,
so why not? It doesn’t cost you anything, just 20 minutes (Kate,
68).
People often did not distinguish the NHSHC as different from their current ways of
routinely engaging with their GPs (understanding the uniqueness of it
(differentiation)). For example, Alex and Barbara described how Barbara had been
having the NHSHCs for a number of years, even before the NHSHC programme was
in existence. This lack of differentiation between the NHSHC and other checks that
were routinely accessed led some participants to not even realise they were engaging
with a ‘new’ programme:
Alex:

Well, my wife has been going on a Healthy Heart
Check (NHSHC) for what must be three or four years
now, haven’t you?

Barbara:

I think so, yeah?

Alex:

I don’t know why the women got theirs, but the men’s
came after, if you like? (Alex, 67. Barbara, 66).

In addition to the perceived routine nature of the offer of a health check, many
participants interpreted the offer of assessment as a result of their advancing age
(individually interpreting it (individual specification)). Again, reiterating the
interpretation of risk assessment invitation as a routine offering from the health
services:
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I thought it was everybody of a certain age who got invited. I never
actually wondered why I had been invited. I thought it was
something people have to go through at a certain age, and that
people at that age had all been invited (Brian, 66).
People are used to being offered routine checks for many different possible health
complaints right across the life course, and this was not distinguished as different
from any of those other health screenings:
You get to a certain age and you need to come in and get a Healthy
Heart Check-up for different things when you get to 60 you get that
thing through the post for the check [of] your stools for the bowel
cancer (Paul, 63).
Another participant noted:
I was just called up. As far as I was aware, it was for an MOT3…I
mean a lot of GPs do this thing now, every year or two, if you’re
over 60 you get invited for an MOT (Gary, 67).
These findings highlighted how individuals were passively compliant in the
initial stages of the NHSHC journey.

6.2.1

Feeling fit and well

Whilst the invitation to attend a health check did not, initially, seem out of the
ordinary to participants, the need to have a health check to assess CVR was not
something many of them had ever considered they needed, as, prior to the
assessment, they all felt fit and well. All participants in the sample had been
asymptomatic prior to invitation, and none of them had sought out or requested a
CVD risk assessment. For example, as Brian describes:

3

MOT is an abbreviation of Ministry of Transport. MOT is a common name given to a vehicle safety
test in the UK. https://www.gov.uk/getting-an-mot/when-to-get-an-mot
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I mean I really wouldn’t know? If you were having problems with
your heart what it would be like? But I mean I have never felt as
though I am having a problem with it…I mean, I walk miles!
(Brian, 66).
And Phillip describes:
I mean I only go to the doctors if I don’t feel very well, but I felt
healthy [prior to assessment]. So there were no signs of anything, I
wasn’t suffering with anything due to high cholesterol (Phillip, 65).
The offer of CVR assessment did, for some, act as a catalyst to begin a process of
analysis leading to the consideration that even though they felt fit and well now, the
assessment could highlight underlying conditions or point to future ill health:

In one way you can think about it and think am I being healthy, am
I doing the right things, is it worth it because I am feeling alright?
I don’t have any problems that I think would cause me any
problems. So, do I really need to go? So, I suppose it can sow the
seed of doubt (Tom, 66).
It was clear from discussions about being invited for an NHSHC that whilst people
feel fit and well, and in this respect may feel that attending the assessment may not
make immediate sense, the routine nature of the request seemed to override this. For
many, the offer of a CVD risk assessment is interpreted as something that is just par
for the course – just one of those things you expect to do as you get older. People are
used to being offered health checks for illness that may lie symptomless for many
years, for example many forms of cancer, so in this respect the CVD assessment is
not differentiated as unique in comparison to any other invitation that is accepted as
‘normal’ or ‘routine’. Rather, the perceived routine nature of the assessment led many
to attend the check. As people age, the number of routine health assessments they are
invited to attend increases and the CVD risk assessment seems to fit neatly into just
another one of those things that is offered.
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6.2.2

Reasoning about the likelihood of being a candidate for cardiovascular
disease

When making a decision about attending the NHSHC, and subsequently throughout
the NHSHC journey, individuals considered their likelihood of being a candidate for
CVD. Candidacy, as demonstrated in Davison et al. (1991), is a construction by
individuals, drawing in many different types of knowledge about themselves, their
lifestyles, experiences of CVD, understanding of clinical information, and the way in
which numerical risk scores are calculated and presented. In one case, a participant
described a very high level understanding of CVR and the way in which CVR scores
were relevant to different sections of the population:
Well, that’s another issue I have with numbers. It’s calculated on
a total population, which is nonsense, because I am not a total
population. The white indigenous population is quite different to
the Asian population; it’s quite different to the black
population… (David, 62).
This high level analysis was not the norm; however, it demonstrates participants’
methods of constructing a perceived likelihood of a cardiovascular event through
processes of individual interpretation (individual specification) and coming to a
conclusion (internalisation).

The impact of behavioural choices such as poor diet, carrying excess weight,
physical inactivity, and smoking were highlighted as reasons that people would be
expected to be at increased risk of cardiovascular disease. Participants often
discussed who they felt should be at increased risk of CVD:
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To me, I suppose, somebody who is overweight and has a bad
lifestyle, you know [would be at high risk of CVD]. [Who has]
bad eating habits and eats chocolate and stuff like that. Which I
don’t! (Linda, 66).

Barbara:

Alex’s mother died of a heart attack. A
massive heart attack, and that was at 80.

Alex:

But she had smoked, from when she was 12
year old, right through her life. So, she had
created a problem for herself, I think!
(Alex, 67. Barbara, 66).

These interpretations at both the individual and collective (individual and collective
interpretation) demonstrated a synthesis of myriad sources of information about
candidacy gleaned from health promotion information and from interacting with
friends, family and the social world to come to a conclusion (internalisation) about
what factors affect CVR.

Interestingly, in the majority of interviews, when discussing what it was that would
make an individual a candidate for a CVD related event, people were able to recall
an instance of an exception to ‘the rule’. People, who were physically fit, lived a
virtuous lifestyle, yet in spite of this were still either disabled or killed by CVD.
These stories seem to run counter to any coherent argument for risk reduction and
management as they point to a more random and fatalistic understanding of CVD.
Fran described:
I have a friend who’s six years older than me. Five years ago we
were all out [for a celebration]…and within two weeks of that
she was paralysed with a stroke. She was about five foot,
weighed about seven stone wringing wet, you know? Went
swimming, I mean she’d been swimming that afternoon! (Fran,
70).
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Gary also noted:
I worked with a lad, and he was 38 [when he died of a heart
attack]. He was built like a robber’s dog; I mean he was fit and
skinny…he rode his bicycle every day to work, and back… [He
had] a heart attack at 38. Didn’t drink, didn’t smoke! (Gary, 67).

These examples of exceptions to the rule were not limited only to cases of disability
and death. Examples of the unfair nature of precursors to disease were also noted:
I don’t eat butter; if I have anything it’s margarine. I always
have skimmed milk. So, yeah, that was a shock – because I have
a friend; she has full cream, she has butter, and she hasn’t got
high cholesterol! (Carol, 75).

6.2.3

Clinical testing for cardiovascular risk

In discussions, participants rarely focussed on the testing that they were offered as
part of the NHSHC. When testing was discussed it was described as something that
was routine. Again, this suggests that the NHSHC was not seen as offering anything
particularly unique, by way of offer or testing:
[Testing was] the usual things; you know, blood pressure and all
the rest of it. [The nurse] advised me to go on statins (laughs)
and that sort of thing (Jim, 61).

The lack of distinction of the NHSHC testing process from other routine tests that
participants are offered locks in to the construct of making sense of it (coherence),
particularly the working mechanism of understanding the uniqueness of it
(differentiation). This could suggest that the type of tests offered to participants
(height, weight, blood pressure, lipid testing) are already routinised, therefore leading
participants to think there is no need to question or consider them in any great depth.
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It has been previously noted (in chapters 2 and 3) that cholesterol and cholesterol
testing are both very common notions in the UK population’s collective
consciousness. It is understandable, therefore, that this became the focus when
recalling testing during the NHSHC process. There was an awareness, in general,
about the thresholds of what is considered to be ‘normal’ cholesterol and what is
considered to be ‘high’. However, in some cases where an individual’s total
cholesterol lay within the recommended limits, the concepts of high density
lipoprotein (HDL) – also termed ‘good cholesterol’ – and low density lipoprotein
(LDL) – also termed ‘bad cholesterol’ – were introduced, by the nurses in the
consultation, as a way of justifying the provision of statins. As Gary describes,
below, how good and bad cholesterol were introduced as concepts during the
assessment encounter as a way of encouraging him to take statins for the purposes of
prevention, regardless of his seemingly low total cholesterol level:
She put me on statins. My cholesterol is 3.5, but I have got more
bad statins than good statins. Err, more bad cholesterol than
good cholesterol. So, she put me on these statins, which I don’t
like (Gary, 67).

This demonstrates a tension between individual interpretation (individual
specification) of what constitutes high cholesterol and therefore the need for medical
intervention and collective interpretation with the health professional about the
justification for pharmaceutical intervention and how the process of collective
interpretation (communal specification) can be used as a tool to influence the
outcome of the encounter.
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6.3 Receiving and interpreting a diagnosis of cardiovascular risk
There were differing reactions displayed by participants regarding the news that they
had been identified as at-risk of suffering a cardiovascular event in the next ten years.
How people reacted to this news had the power to influence their subsequent journey
and engagement with lifestyle advice and prophylactic medication. As mentioned
previously, individuals who had been identified as at high risk, had, essentially been
offered a ‘diagnosis of risk’. This diagnosis of risk was based on the assessment of
surrogate markers (anthropometric measurements; family history; cholesterol
screening; and lifestyle factors). These surrogate markers, when assessed singly do
not constitute illness or disease but when assessed in conjunction with one another by
means of an algorithm which calculates odds, it is posited that they indicate
increased CVR. This lack of defined clinical diagnosis of a physiological condition
meant that individuals did not always perceive that there was a problem that
warranted attention through the implementation of behavioural changes or embarking
on prophylactic medications.

Upon hearing the news that they were at increased risk of a cardiovascular event,
individuals began to engage with another layer of sense making work in order to
unpack this news and integrate (or not) the concept of risk into their identity and
lives. The following pages will explore; the differential reactions to the ‘at-risk’
diagnosis, how individuals begin to interpret and understand CVR, the working out
participation (cognitive participation) work that individuals do to resist or accept a
risk identity and finally how individuals engaged with concepts of prevention and
fatalism.
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6.3.1 Reactions to being identified as at high risk of a cardiovascular event
Individuals reacted in three ways to the news that they were at CVR; some were
shocked at the news; some felt they had had a diagnosis of ‘nothing’ and others felt
that being identified as at-risk was actually reassuring. The following section will
unpack these findings more fully.

For many, learning that they were now considered to be at increased CVR, came as
quite a shock. Confirmation of CVR was something unexpected. For some, like Fran,
the communication of CVR expressed as a percentage drove home the message of
risk and allowed the recipients to begin to internalise risk as something real and
tangible that could be changed. Coming to a conclusion (internalisation) that CVR
was indeed a threat became a catalyst to engage with preventative behaviours and
accept prophylactic medications:
But it was a bit of a shock because it was 25 point something
chance of having a heart attack or stroke within ten years. I mean,
I thought it would be high. I mean, I didn’t think it would be that
high (Fran, 70).
The emotion of shock allowed health professionals to work with individuals to coconstruct the problem of CVR through the process of collective interpretation
(communal specification) and provide reassurance to the individual about the extent
of the risks posed to them. Brian demonstrates this co-construction of the problem
and how the health professional provided legitimation of the problem by providing
reassurance that he was ‘just’ over the limit, so there was preventative action that
could be taken:
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As I said it is something that came as a great shock, when they said
that I had a problem, I've got to say. Because, I always felt I was
pretty healthy, for a 66 year old. But it comes with a bit of shock. I
couldn’t quite believe it to be honest. The one consolation was she
[the nurse] said "you are just over the limit" (Brian, 66).
Again, Barbara describes how the health professional worked with her to co-construct
the problem of CVR whilst allowing her as the individual to interpret, specify and
internalise the news in relation to her current lifestyle practices and family history:
Yes, it came as a shock to me. And the cholesterol thing came as
a shock as well because we do eat well…and it seemed the way
the nurse put it over, it seemed to be the fact, that I was
overweight, well, obese. That was the reason that I was at high
risk of a heart attack. That was the only reason. Well, my
cholesterol and my weight because everything else, we don’t
smoke, we don’t drink, there’s no family history of it. So it was
only the fact that I was obese that was making me at-risk
(Barbara, 66).

As mentioned earlier, a diagnosis of CVR is based on mathematical calculations and
projections of risk derived from surrogate markers. None of these markers constitute
illness on their own – something that many individuals were well aware of. The lack
of identification of a physiological condition that could be clinically diagnosed and
treated led to many dismissing the concept of CVR. For these individuals, the
NHSHC had failed to identify, classify or provide a name for a condition that
warranted medical intervention:
If someone came along and said "I'm sorry to have to tell you this,
but you have angina or your blood pressure is either too high or
too low", then you could be like "oh right! What can you do for
me?” and, they could give you something, whether that just be an
aspirin or something to get your blood pressure up or down. You
have got something then, where you can say that there is something
wrong with me. They can put it right and I have to take whatever,
and do whatever they tell me (Alex, 67).
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For those who recognised that the identification of CVR did not constitute a tangible
illness to be treated with prophylactic medications and lifestyle intervention, attempts
were made to open up a dialogue with the health professional who had undertaken
the assessment to explore the reasons for the increased CVR and to acquire robust
reasons for their at-risk status, providing an opportunity for collective interpretation
(communal specification) about the reality of CVR. Health professionals often did
not give a satisfactory explanation:
She didn’t seem to know, really. You see, she went through did I
smoke? Well, she knew I didn’t smoke. Do I do this? Do I do that?
She really didn’t know what caused it to be honest with you…I
mean if there was something that you could say "right that’s what
caused it" you could do something about it. If nobody can say that
"that caused it" there is nothing, in my mind, there is absolutely
nothing you can do about it. You just have to live with it, type of
thing (Brian, 66).
Brian had decided to accept his risk status (come to a conclusion/internalisation) and
to take medication to reduce his risk, since there was nothing he could do to change
it, demonstrating a perceived lack of control. However, this response was not the
only way people reacted. Like Alex, Linda interpreted her risk as something that did
not warrant medical intervention. Linda had also probed the nurse performing her
assessment about what had caused her risk to be increased, and again, she did not get
an answer that satisfied her. Linda resented being directed straight down the route of
medication, a route that she felt very strongly was an unnecessary course of action:
But, if she'd [practice nurse] gone through and said "your
cholesterol's high, we'll go through your diet and see what's what
and see if we changed something in your diet and see if we can
bring it down" but no. It was straight away, you know - take these
[statin]. But there's nothing wrong with me, why do I want to? I
believe people only take tablets if there's something wrong with
them (Linda, 66).
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This demonstrates how the process of making sense of CVR through understanding
CVR’s relevance, individual interpretation that CVR does not warrant intervention,
and the process of communal specification between health professional and
individual failing to convince that CVR is indeed a risk, leads to a breakdown in
internalisation of risk.

In some cases, paradoxically, people found knowledge of their at-risk status
comforting. Having a risk confirmed was preferable to having a physiological
condition that could be life threatening. Risk in this case was something to aspire to,
meaning that there was a lack of condition that needed treatment and could affect
quality of life. Paula explained how she felt after her assessment:
I know I'm ok really. You know? It’s not… I've not got nothing
life-threatening! (Paula, 57).
People were sometimes concerned that visiting the doctors for a check-up inevitably
meant that you went in feeling fit and well but came out 15 minutes later with a
diagnosis of illness, and probably medications. However, the delivery of a risk
diagnosis did not hold the same weight. It instead led to internalising a sense of
relief, rather than fear of potential CVD:
You go in thinking you are pretty fit and healthy, and you come out
[after initial assessment, before calculation of risk score] thinking
you might have something that is going to floor you. But,
fortunately, they haven't come back with anything (Tom, 66).
The NHSHC assessment provided the opportunity to assess current health status and
led some people to leave feeling that they had excelled - it was almost like passing an
exam. This was further reinforced by messages given by the health professionals
conducting the assessment. In Harry's case the nurse had complimented him on his
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overall fitness, for his age. These positive messages left Harry feeling that he was
doing well and that CVR was probably not all that bad, demonstrating that the
process of collective interpretation during the assessment may lead to unintended
(mis)understandings about health status:
Harry:

[talking proudly] She [nurse] wishes she was
as healthy as me!

Interviewer:

Did she?

Harry:

That was her words, not mine. Everything was
above normal (Harry, 75).

The number and frequency of tests relating to the NHSHC assessment also sent
messages of comfort to individuals. The perceived concern of the health profession
was related to the level of fear the individual experienced. Here, Colin describes how
he relies on the health professions to alert him to health concerns and, if they are not
overly concerned, neither is he:
Colin:

Well, I mean, they aren't over concerned, otherwise
they would have done more checks on my cholesterol
levels, if they were worried about it

Interviewer:

So, if they are happy, are you happy?

Colin:

Yes. I put my faith in their hands (Colin, 57).

The opinion of health professionals, who were perceived as being experts and of high
standing, held weight for individuals. Positive messages seemed to reinforce the lack
of an actual physical condition and provided a source of comfort for the individuals,
and their families. As Ken’s wife explains:
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Dr [name], who is the head of the doctors' association, he did
say "you have got the body of a young man, slim" (Ken’s wife).
Receiving a diagnosis of risk provided peace of mind by signalling that there was no
biological disease present in the body at the current time. Doug, the only participant
who had not been offered statins for the purposes of prevention, described how he
had left his assessment with the sense that he did not need to worry, that the
assessment had not identified elevated cholesterol that justified intervention and
therefore he had been afforded peace of mind, regardless of being at increased CVR
and therefore a candidate for intervention, according to NHSHC protocol and
guidance:
They said my cholesterol was slightly up, but nothing to worry
about at all. There was no need for any medication to bring the
cholesterol down…it definitely is a good thing [the NHSHC], I
think. It gives me peace of mind (Doug, 71).
These positive messages, arrived at through the processes of collective interpretation
(communal specification), were not limited to discussions about cholesterol and
medication, Alex explained how, after refusing to initiate treatment with statins, he
felt that the health professional who carried out his assessment must not have been
overly concerned that anything was fundamentally wrong with him. Participants
were relieved when a health professional confirmed that aspects of their health, such
as weight or cholesterol, were within satisfactory limits. For example:
He said it was up to me but I said I don’t want to take them, full
stop. I take enough tablets as it is! My weight was OK, so I wasn't
really overweight...so as far as they were concerned I was OK
(Alex, 67).
These positive messages were reiterated, for some, at the annual review, giving
people a clean bill of health, at least for the coming year. As Harry explained:
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So when you go for these check-ups and they say you're fine,
well you think to yourself "that's me for a year now, I'm good for
a year” (Harry, 75).
Doug also described how the annual review process reinforced positive messages
about good health through the process of collective interpretation with the health
professional:
But, going to the Healthy Heart Check once a year, I do find it
reassuring - especially to come away with a fairly good, clean
bill of health (Doug, 71).

6.3.2 Understandings of CVD risk
Risk of future illness can be a difficult concept for health professionals to
communicate clearly and accurately. In order for the recipient of this risk
communication to make sense of what danger, if any, it poses, they must attribute
meaning to risk to make sense of it in the context of their own life. Understanding of
risk is not solely based on facts and figures and decisions that are based on risk
perceptions are not always made in a clear cut rational manner. Rather, it is a
synthesis through processes of individual interpretation of risk, where information
gathered from interacting with friends, family, media is processed to conclusion.

Risk was often described by participants as a ticking time-bomb, over which the
individual did not have ultimate control. The hereditary nature of certain illnesses
and conditions were often acknowledged, as was the role of the genetic make-up of
the individual, in relation to the likelihood of experiencing illness. In the extract
below, Fran described how she had no control over the genetic nature of disease and
subsequently cardiovascular risk. She acknowledged that measures could be put in
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place to reduce risk but ultimately felt that disease and illness progression is not
controlled by the individual, but rather that fate played a role:
Fran:

I think it is something in your genes, it’s
gonna be, I mean you can prevent it, I
suppose you can? You know, help prevent it,
but I think it’s inevitable if it is in your
genes that you’re gonna, you know?

Interviewer:

So you’ve got a limited control?

Fran:

Yeah

Interviewer:

But you do have some control?

Fran:

You have some control over it but I think the
older you get, the more (laughs)
philosophical you get about it. I mean, when
you’re young you’re invincible! (laughs)
(Fran, 70).

The influence of genetic and biological factors in the development of ill health was
pertinent. These were factors that participants often felt were outside of their control.
Whilst lifestyle choices and behaviours were within the remit of an individual’s
regulation, should they prioritise behaviour change, many changes within the body
were hidden from sight and may present no symptoms.

In the extract below, Keith explains his realist view of illness and behaviour change.
He describes how one must strike a balance between taking control of behaviours,
acknowledging the limits of one’s ability to control the biological nature of illness
and live in a way that is sustainable, without going to extremes:
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Keith:

I will do what I have to do to get by, but
you’re not in control of the (clicking
fingers)

Interviewer:

Outcome?

Keith:

You are not in control. I don’t know what’s
inside of me, what’s going on. I have no
control of it really. In one sense, what goes
in – lifestyle. I can control that. But you
can’t control, you know, whether you are
going to get Alzheimer’s or whatever. Who
knows?

Interviewer:

So there are biological factors outwith your
control?

Keith:

What was I reading the other day? Four out
of five men over 50 catch some sort of
cancer and you think “well what can I do
about that?” You can’t do anything, can
you? I know that some are related to
lifestyles but some are not, are they? Others
are just part of life, if you abuse your body,
you know. But you can’t go the other way
and be like a monk and eat porridge every
morning! (Keith, 60)

This ‘realism’ in attitude demonstrates how participants were aware that there is
value in doing prevention work, but also acknowledge that preventative behaviour
may not be enough to guarantee avoidance of an adverse event.

There was an acknowledgement that illnesses can be symptomless, for extended
periods of time, and there was a feeling that family history, along with age, played a
role in its development. Colin described:
You could have hardly any symptoms, you know. So, if it runs in
your family, it will always be on your mind you know, and
especially like when you come to a certain age (Colin, 57).
Colin later went on to describe how his family history of asthma concerned him,
rather than the possibility of cardiovascular disease:
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It’s always on my mind about certain things. Like I brought up with
the doctor, the other week [when] I was there, one of my older
brothers, ‘cause I’m the youngest in our family, he died of
emphysema and he was asthmatic, and with me being asthmatic it’s
a bit of a, I call it a bit of a phobia. It’s in my head that one day I
might get it. So, he died at 53 so, I’m past him now; I’m 57 (Colin,
57).
The onset of illness was described as unexpected in nature, something that could
sneak up on you and expose itself, regardless of putting measures in place to lead a
healthy lifestyle. Keith described this in the context of his own father who had been
fit and healthy for the majority of his life, until he developed diabetes and suffered
multiple heart attacks:
It could happen tomorrow, but you’re not expecting it. Me dad
cycled for 40 years. He didn’t drink. He didn’t smoke. He biked to
work for 45 years. He had three heart attacks in one year and died
at 68, and he was ten stone. But he caught diabetes. I looked at his
death certificate and it said that one of the side effects was failure
of the arteries, and that’s what he died with (Keith, 60).
The link between lifestyle factors and cardiovascular events was explored by
participants and facilitated their interpretations, individual and collective, of CVR.
Brian described how he was surprised that he had been told he was at-risk of such an
event at this point in his life. For him, he had always made a connection between
heart problems and being in a stressed state, something that he experienced more
when he was employed and working in a stressful environment:
I was surprised, I’ll be honest with you. I mean I always think of
heart [problems] equals stress. I mean if I had got this problem
when I was taxiing I would have said “well fair enough, it’s all
part of the job” but I really don’t understand what caused it? [The
increased risk of CVD] (Brian, 66).
Often, ideas about likelihood of suffering an adverse event were linked to
understandings of weight management and being physically fit. Tom and Maureen
describe, below, how they had thought of themselves as reasonably fit and healthy
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for their age and had therefore not identified themselves as candidates for
cardiovascular disease prior to their risk assessment:
I suppose it was [a surprise] in a way. I mean I don’t think of
myself as a fat person, and I’d have thought if I had been fat and
that [I would have been at-risk]. But, because I wasn’t so fat I
would have thought I was reasonably healthy? (Tom, 66).

I was surprised because I had always thought of myself as
reasonably fit (Maureen, 58).

David also described the link between physical fitness and the likelihood of suffering
heart problems and suggested that this had not been taken into consideration within
the NHSHC assessment and subsequent provision of advice about lifestyle and
medication. He describes a tension between knowing his body’s limits physically and
being assessed as at high risk, based upon one consultation:
[I’d go to] the gym and I’d be on high impact aerobic type activity
and I’d be going flat out. Now does that indicate a bad heart?
That’s what I would be doing… so that’s what I mean, you’ve got
to look at people [and] see what they are doing and [their]
lifestyle…rather than [taking] a single reading. Even if you read
medical books it says single readings have no meaning (David, 62).
Whilst the hereditary nature of cardiovascular disease was widely acknowledged by
participants it was noted that the NHSHC programme failed to acknowledge the very
different lifestyles participants had from those experienced by their parents. Both
Kate and Linda describe, below, how they acknowledge the role that family history
may play in increasing their risk of cardiovascular disease but also noted that their
lifestyles are very different to their parents. They were mindful to acknowledge not
only the biological factors that contribute to CVD risk but also environmental and
lifestyle factors too:
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I don’t have the same lifestyle as my father and brother did. They
were both manual workers. I mean, my father, it was hard work
that killed him, purely hard work. I have never had that sort of
lifestyle. Apart from that, my mother died of breast cancer and I
have a very high risk of dying of breast cancer. One thing or the
other is going to get me, so why worry? (Kate, 68).
There’s nothing wrong with me – nothing at all! I said [to the
nurse] I have a different lifestyle to my parents. They worked very
hard, you know? My dad had a very manual job, in fact he had
three jobs. My mum had six children, you know, it doesn’t help,
does it? Especially during the war they were poor. I said I have a
completely different lifestyle to my parents and I’m very healthy, I
think, for my age of 66. I still go out on the motorbike, still go and
do all of my exercise classes, still go line dancing. In fact I said to
her [the nurse] “I think I have a healthier lifestyle than you” and
she said “I think you have” (laughs) (Linda, 66).
The role that family history of CVD plays in the development of disease risk
provided participants with some understanding of why they had been identified as at
high risk and that this genetic role increased the likelihood of experiencing a CVD
related event:
My father and all his family have heart problems so it’s
hereditary in that respect (Dennis, 65).
Gary also described how illnesses such as heart disease and cancer have a tendency
to ‘run in families’:
That sort of stuff, heart problems, I believe is family [related] and
quite a lot of cancer is family [related]. Because, how often do you
hear about someone say “she died of cancer. Oh yeah it was only
two year since her sister died of cancer”. You know, and to me it
all seems family related – in your genes – and I think [that] heart
problems, [and] cancer, I’m not saying it’s all in your genes but I
think a lot of it is in your genes (Gary, 67).

Keith describes below how he felt his family were responsible for his increased risk
of CVD, rather than acknowledging that multiple factors could have played a part:
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Interviewer:

When you were told that you were at high
risk, how did that make you feel?

Keith:

Err, it’s all their fault, not mine! (laughs)

Interviewer:

Who’s fault?

Keith:

Well me mam and dad had the heart attack,
and me brother’s got diabetes, but I have
always been pretty healthy. (Keith, 60)

Although there was a link made between family history of disease and developing it
oneself, there was an acknowledgement that other factors could also influence
susceptibility to disease, such as lifestyle factors and, of course, chance or fate. Gary
went on to describe how his mother had been a candidate, as he saw it, for a heart
attack and that was indeed what had taken her life. However, his father who had also
lived life in such a way as to make him a candidate for a heart attack had succumbed
to pneumonia, highlighting how chance or fate plays a role making it difficult to
predict what would finally end your life:
My mother did die of a heart attack when she was 72, but she had
angina and she was really overweight. She loved dairy products
and she loved fried food…. My father who lived to 87, I think he
was, lived out of the frying pan all his life and he smoked all his
life…and he died of pneumonia (Gary, 67).
There was an air of mystery surrounding how CVD risk was actually calculated and
an acknowledgement that family history obviously played a significant part in
determining an increased risk and that lifestyle choices, family history, and
propensity for disease were entwined. Linda uses the case of her husband to try and
unpack why she had been offered intervention after her assessment and her husband
had not. She concluded that even though her husband ate and drank the same as her
(if not more) he was not at the same risk as her because cancer, rather than CVD, ran
in his family:
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My husband, she checked him [he received an NHSHC] and all she
said to him was, I mean he drinks as much as I do, if not more
because he has a pint. He’s underweight, she said that, and then
she didn’t offer him any [statins] because his parents died of
cancer. His aunties and uncles and cousins all died of cancer. Well
you can’t do anything about that. You can’t stop getting that, well
unless its lung cancer (Linda, 66).
Diseases of the cardiovascular system, whilst they posed a threat to the individual,
were not described as the only illness that was threatening. Alzheimer’s disease was
identified as much more of a risk. Barbara described taking measures to ward off
Alzheimer’s disease by keeping an active mind, not just an active body:
I do an awful lot of crosswords to keep the mind active – for
Alzheimer’s! You don’t know what’s going to happen (Barbara,
66).
Alzheimer’s was described, by Maureen, as being much more of a threat than CVD.
Maureen, a full time carer for her husband with heart failure, was fearful of
developing an illness that would cause her to be a burden on her family:
I think I’m more frightened of getting Alzheimer’s or something like
that. And then I think who is going to look after me? I’ve got both
sons over here [in the UK], but they are absolutely useless...or like
the unexpected happens and then you think “oh God! I’m a burden
on somebody”. I would hate to, I’m more scared of getting
Alzheimer’s or something like that (Maureen, 58).
Much of the population of Teesside has, historically, worked in heavy industry and
that comes with its own set of consequences. Gary describes, below, how fear of
CVD was low on his list of priorities. Gary had worked with asbestos for many
years, and had watched several of his colleagues die from complications attributed to
asbestos:
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I worked in the chemical industry, petrochemical industry all my
life. The stuff you breathe on those plants, and you work with
asbestos, you know the killer asbestos, I’ve been covered in it. I’ve
eaten sandwiches amongst it. I’ve drank tea amongst it. So I’ve got
asbestos in me without any doubt. So, I’m not going to worry about
a heart attack! (Gary, 67).
Risk is all around us, in everyday life, and many participants acknowledged it, whilst
refusing to let it take over their lives or stop them from engaging in daily activities.
Kate discussed how with each returning visit for her annual review her risk of CVD
had increased, regardless of any changes she had made to her lifestyle in the previous
year.
It has gone up again this year [risk score] of course, because I am
a year older. Each year they add on a little bit more on. I say “yes
but you are another year nearer the grim reaper anyway aren’t
you?” (Laughs) I don’t take it terribly seriously as you can tell.
You can’t or else you would wrap yourself in cotton wool (Kate,
68).
The acknowledgement that risk of future illness was something one has to live with,
without it taking over your life, was reiterated by Keith:
Well without going over the top or morbid or stupid – you just
have to live well, try to eat properly, exercise without it actually
absorbing your life! (Keith, 60).
Being conscious of one’s health, keeping fit and active and being mindful of dietary
habits were seen as a way of keeping risk of CVD ‘in check’:
I don’t go mad. I do believe in healthy eating and looking after
yourself. And as I say I don’t smoke. I don’t, I mean you couldn’t
call me a drinker… (Carol, 75).
Linda described how she felt she already did enough to combat CVD risk through
diet and exercise:
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I’ve been aquafiting this morning and line dancing. I got a salad
and salmon croutons for my lunch – what more could you want?
(Laughs) (Linda, 66).
Kate reiterates this vein of thought, stating that she felt a healthy lifestyle was
sufficient to reduce any risk posed to her by CVD without the need for prophylactic
intervention:
I think it is all just a bit of a lottery, but I think you can do as much
you can by living a healthy lifestyle. I mean I have never been
overweight and I am well within my band for my BMI. You now, I
have always been pretty active and I eat as much fruit and veg as I
can. I can’t manage five [portions of fruit and vegetables] everyday
but I eat healthily and I mean, what else can you do? You do
everything you can apart from popping pills! (Kate, 68).
However, there was sometimes surprise that looking after yourself in this way was
not sufficient to eradicate risk, as Fran described:
I try and eat fairly healthy but you see, as I said to her [nurse], I do
like my butter, I don’t like the spreads and I would rather have the
butter. But it was a bit of a shock because it was 25 point
something chance of having a heart attack or a stroke within ten
years. I thought it would be high but, I mean, I didn’t think it would
be that high! (Fran, 70).
The mechanism used to deliver a person’s CVD risk score had the potential to impact
on an individual’s embodiment, or internalisation, of the notion of ‘risk’ and
subsequent action. Whilst Fran described, above, her horrified reaction to being told
she was at 25% risk, this did not hold true for all individuals who recalled being told
of their percentage chance of CVD. This interpretation of percentage risk had the
potential to be reassuring. Jeff discusses how the interpreted his risk for CVD as low
when her was told his risk score of 28%:
When they said that I was 28 out of 100, well I thought that was
quite low. If I was 50%, 60%, 70% then I would be quite worried.
At 28% I wasn’t all that worried, if you know what I mean? (Jeff,
71).
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Paul also describes how the receipt of his risk score had not evoked a fear response
that would be sufficient to instigate any significant changes to the way in which he
lived his life:
If I was at a stage where I really, like I was told that you must
change your lifestyle otherwise you are not going to last the next
five years type of thing then, yeah, I would definitely change what I
could (Paul, 63).
Participants clearly drew on many sources of information about their current
lifestyle and family history to formulate a conclusion (internalisation) about their
candidacy for cardiovascular disease through processes of individual and collective
interpretation of knowledge (individual and communal specification). They used
this knowledge to either internalise, or not, CVR. This suggests that the
internalisation mechanism of NPT is a product of the other three working
mechanisms; differentiation, communal specification, and individual specification.

6.4 Identity and responsibility – am I really at-risk now?
Prior to the NHSHC assessment participants were asymptomatic and afterwards,
despite their ‘diagnosis’, to all intents and purposes they still were, due to lack of
physiological symptoms. Participants had not sought out assessment; rather they
were invited to attend. Every participant described themselves as feeling fit and well
(for their age) despite being classified as at an increased risk of CVD in the next ten
years. The incongruence of feeling well within themselves and being told they were
at increased future risk posed problems for many when trying to engage in sense
making work about CVR and what could be done, if anything, to reduce risk through
lifestyle changes and medications.
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Shirley acknowledges, below, how experiencing symptoms is important to
identifying as being ill. However, she was generally well within herself and felt there
was no cause for concern:
Shirley:

As long as I don’t feel bad, I’m OK

Interviewer:

And do you feel healthy?

Shirley:

Oh yes; a few aches and pains, but that’s
old age! (Shirley, 72).

Again, in the extract below, Paul describes feeling in good health. The absence of
symptoms that could be explained by CVR led him to feel like nothing much has
changed as a result of his check and subsequent diagnosis of risk, especially as he
was not taking medication for the prevention and reduction of risk. Like Shirley, to
Paul being an ill person was intrinsically linked to signs and symptoms of illness:
I am just doing what I am doing. I am quite happy with what I am
doing. I don’t feel unhealthy. I am not one of these people that is
coughing and sneezing and dying all the time (Paul, 63).

Tom expands on this below:
I suppose in one way it is a good service and I suppose in another
it could make you think well “Am I healthy or not?” otherwise you
could just plod on and carry on and not bother and not even think
about these things. I suppose it’s good and bad. In one way you can
think about it and think “Am I being healthy?” “Am I doing the
right things?” “Is it worth it?” Because I am feeling alright, I
don’t have any problems that I think would cause me any problems,
so do I really need to go? [For annual review] (Tom, 66).
Participants, especially those who had made a conscious decision not to embark on a
pharmaceutically aided journey, tended to describe how they actively resisted the
temptation to think of themselves as ‘at-risk’ or to begin to identify as an ill person
when they had been given no clinical reason to do so. People were aware of their
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body’s limitations and used this information to inform their understanding of
potential candidacy for CVD, rather than accepting the clinical information that had
been presented as their predicted ten year risk score. This suggests that without
coming to a conclusion (internalisation), CVR participants were unlikely to
undertake the ‘work’ of complying with the NHSHC by making and sustaining
lifestyle changes or taking prophylactic treatments. Kate describes how she resisted
the temptation to identify as being at-risk and changing her behaviours accordingly:
You could get yourself very depressed and think of nothing but that
[being ill]. You can’t! I mean if I thought like that then I wouldn’t
have gone out climbing in the hills in the Lake District because I
would have been thinking I would have a heart attack. You can’t
live like that. I’m sure people do, but no way! (Laughs) (Kate, 68).
Alongside the refusal to identify oneself as an ill or at-risk person, some participants
described how they did not want the outside world to now perceive them as an ill
person. Phillip describes, below, how he disliked taking medications whilst in public,
for example with a meal, and would, in those circumstances, not take that particular
dose of medication:
[If] I’m in a restaurant, you don’t want to take a pill if you are in a
restaurant (laughs), so you’ll probably skip it once if you were
eating out that day (Phillip, 65).
Receipt of an NHSHC did act as a means to take stock of behaviours and lifestyle
choices, sometimes regardless of any subsequent behaviour modifications. The
process of spending time with a health professional, to engage in collective
interpretation and collective evaluation, and having a sustained opportunity to
discuss health, behaviours and the future was a valued opportunity for many:
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I wouldn’t say it was frightening in the very first meeting I had, but
when they sort of lay it out, what’s happening to your body,
basically through taking all of these fats in, it does make you think
that maybe I need to do something different that I haven’t done in
the last 30 or 40 years (Phillip, 65).

6.5 The question of prevention
The majority of participants felt that taking preventative action to avoid future ill
health was a good idea – it made sense. Phillip describes his reasoning about
embarking on a preventative journey. He incorporates notions about candidacy for
disease and the asymptomatic nature of ‘risk’ to make sense of and weigh the pros
and cons of medicating for the purposes of prevention:
Otherwise I felt healthy. I mean I only go to the doctors if I don’t
feel very well, but I felt healthy. So, there were no signs of
anything. I wasn’t suffering with anything due to high cholesterol
but then she did explain that it can lead to heart attacks and
strokes, which I suppose can happen to the healthiest person, even
if you are feeling healthy – it can happen to you anytime. So, I
thought, well its good preventative medicine. I would rather go for
preventative medicine than try and get somebody to sort me out
after the event (Phillip, 65).
Likewise, Fran justifies taking medications for the purposes of prevention by
drawing in previous knowledge of visiting her husband after his heart attack and
other benign preventative behaviours:
It's preventative. Well I mean a lot of people take aspirin – they
think that that’s going to be preventative and that. I don’t mind
taking it [statins] because I’ve been into heart wards and I have
seen how some of them are. So I think if I can take this and it stops
me being like that, along with other things, you know, I don’t mind
taking it, it doesn’t bother me (Fran, 70).
Taking preventative measures was seen as a way of planning for the future, in some
respects. Keeping the body as fit and healthy as possible was a way of ensuring that
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participants got to enjoy the rest of their years, in relative good health, as Phillip
describes:
I sometimes sit and think “do you realise you only live three score
years and ten?”…if you look at all the programmes on the telly and
that, that’s what they are saying and anything over that is
borrowed time. So I want a lot of borrowed time. There’s a lot of
places I want to go and see, a lot of things I want to do yet. So
yeah, if I keep myself fit and healthy I’ll be able to do it. That’s the
way I look at it (Phillip, 65).
Dennis describes how engaging in preventative behaviours can act as an insurance
policy for later life:
I think you can certainly put safeguards in place, well not
safeguards, but you can sort of change your lifestyle. If you are
having a [healthy] lifestyle then you would hope that that would
pay off in future years (Dennis, 65).
Whilst prevention may act as an insurance policy for the individual to allow them to
enjoy a full and happy life, it may also mean that people can live independently for
longer, as Maureen discusses:
The preventative things we are taking, I think that’s better. I would
rather know of something than the unexpected happens and then
you think “oh God I’m a burden on somebody” (Maureen, 58).
Wider society stands to benefit from preventing illness at an individual level. It was
appreciated that "the powers that be" were being seen to be caring for the individual,
even if the motive was to save money, in the long run, by reducing hospital
admissions, morbidity and mortality. Phillip explains below:

So, as I say, I'm a big believer in preventative medicine and I think
it's a good thing that they're going to see people and to help them.
I suppose you're saving the medical system some money, aren't you,
if you haven't got to be taken in with a heart attack (Phillip, 65).
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Whilst the majority of people felt that prevention of future ill-health was a good idea,
there was feeling in some quarters that screening and intervention had gone a step
too far. For these people, the ever growing remit of the medical gaze felt obtrusive:
Personally, I think we are going too far with a lot of these
medical things. I think it’s a load of bollocks, to be honest (Gary,
67).
Whilst CVD was acknowledged as potentially life threatening, the necessity to
reduce CVR through medical intervention was afforded meaning not only through
interaction with health professionals during the assessment but also by taking into
account one’s own context or situation and future aspirations. Jeff described how he
was reluctant to take prophylactic medications to reduce his risk when they had the
potential to cause physical damage:
I am 72, right? What have I got to look forward to? Nothing. Old
age, what’s the point of going on a statin which probably
destroys my kidneys or whatever it does? (Jeff, 71).
Furthermore, Jeff acknowledged how he would prefer to suffer an acute event that
caused his death, rather than lingering in a hospital bed. He felt that developing a fear
of a CVD event may impinge on the small things he took pleasure in:
To be quite honest it didn’t really bother me [being identified as atrisk of CVD]. Like I said, I don’t want to end up in a hospital [or]
in a care home or in a bed for two to three years. I don’t care if I, I
love walking, I go on the hills, I go by myself with the dog. I do a
lot of walks – seven miles, ten miles. If I drop down dead there I’d
be quite happy or if I dropped down dead here sitting down, I
would be quite happy. I don’t want to end up as a cabbage, you
know what I mean? (Jeff, 71).

The first two NPT constructs – making sense of it (coherence) and working out
participation (cognitive participation) – help to illuminate the work patients
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undertake to make sense of their personal need for CVR assessment and taking part
in the programme. These two constructs are helpful in unpacking people’s journeys,
regardless of whether or not they go on to engage with making changes to their
lifestyles.

Understanding the uniqueness of it (differentiation) and individually interpreting it
(individual specification) were the most useful constructs to understand the processes
people underwent when considering their initial attendance to CVR assessment, this
process was mostly undertaken at an individual level. However when participants
began to describe their reasonings for being identified as at increased CVR
individually and collectively, interpreting it (individual and communal specification)
began to play bigger roles. Participants synthesised knowledge about their perceived
current health status, their family history, knowledge about their wider social
networks, media representations of CVR factors, and evidence gained from health
professionals to construct their understanding of CVR and what its implications (or
not) may be for them in real terms.

There was often a tension described between a participant’s individual interpretation
(individual specification) of their candidacy for CVD which was based upon the
synthesis of many sources of evidence and the interpretation presented by the health
professional which was based upon the aggregation of surrogate markers for CVD.
The outcomes of the processes identified by the construct making sense of it
(coherence) and its subordinate working mechanisms were good indicators to how
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engaged (or not) participants would become with aspects of the NHSHC programme
that required them to make significant changes to their lifestyles (chapter 7).

Chapter 6 has explored participant’s perceptions and experiences of their initial
engagement with the NHSHC programme and their initial assessment for CVR. The
following chapter will explore participants’ experiences of trying to make changes to
their lifestyle, being prescribed prophylactic medications, and engagement with the
annual review process.
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7 Findings – doing it and reflecting on it
Chapter 7 presents findings that relate to the patient ‘work’ involved in making
changes to their lifestyle through implementing changes to their diet, physical
activity levels, alcohol consumption, and smoking or through taking medications to
reduce CVR. This is illustrated by exploring findings through the lens of NPT’s
construct doing it (collective action). Secondly, findings that relate to engagement in
reflection and monitoring work through participation in the annual review can be
explored through the lens of NPT’s construct reflecting on it (reflexive monitoring).
These themes represent the latter stages of the patient journey through the NHSHC
programme.

Section 7.1 explores participants’ reactions to making (or not) lifestyle changes
based upon their CVR assessment. Section 7.2 unpacks participants’ reactions to
taking statins for the purposes of CVR prevention. Finally, section 7.3 explores
participation in surveillance and monitoring activity.

7.1 Lifestyle advice and intervention
7.1.1 Patient adherence with advised lifestyle changes
Promotion of lifestyle changes e.g. making healthy dietary choices, reducing
sedentary behaviour, reducing alcohol consumption, and smoking cessation, are all
integral to the NHSHC. In order for it to be judged a success and if it is to reach the
longer term targets set out in chapter 2, it is felt that those delivering the NHSHC
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assessment and intervention should engage with those identified as at high CVR,
convince them that they should, and can, make positive changes to their lifestyle and
facilitate long term and sustained engagement with the changes. In terms of NPT,
professionals are required to facilitate the implementation, embedding, and
integration of lifestyle changes. The activation of behaviour change cannot be the
sole focus here, there also have to be appropriate and accessible services and
intervention pathways available to individuals, if the NHSHC programme is to
support behaviour change. In terms of NPT this is the stage where making sense of it
(coherence) and working out participation (cognitive participation) come into
fruition (or not) and the work of doing it (collective action) and reflection on it
become activated.

During the interviews, all participants were asked to cast their mind back to the
initial assessment that they had received, which for some participants had been as
long as two years prior to interview. Participants were asked to recall if the health
professional had discussed diet, physical activity, alcohol consumption, and smoking.
Tables 19 and 20 show the distribution of participant’s responses. Findings that relate
to adherence with lifestyle and prophylactic medications are reported in
(McNaughton and Shucksmith, 2015) (Appendix 11.1). It was clear that participants
understood the link of ‘unhealthy behaviours’ to their current and future health, and
valued the impact that adopting a healthier lifestyle could have on their CVR. Some
even discussed how the NHSHC assessment and news that they were at increased
risk had acted as a catalyst to begin considering the impact of lifestyle on CVR:
I wouldn't say it was frightening, the very first meeting I had, but
when they sort of lay it out - what's happening to your body
basically through taking all these fats in - it does sort of make you
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think …maybe I need to do something different that I haven't done
in the last 30 or 40 years (Phillip, 65).

7.1.2 Discussions about diet
The majority of participants (n=22) did recall having a discussion about their diet
with the health professional after they had been identified as high CVR (Table 19).
Of these, 14 individuals felt they had taken on board the advice given to them as part
of the assessment, and had made changes to the way they shopped for, prepared, and
consumed food. Eight participants recalled being given dietary advice but had not
made any changes to their diet as a result of the discussions, and four did not recall
having a discussion about diet at all. None of the participants within this sample
recalled being offered a referral to weight management services, either provided by
the GP practice or in the community.

Discussions about diet and weight management can be difficult for those on the
receiving end. The medical terminology used has the potential to offend individuals.
Navigating the clinical encounter and receiving news that you are defined as
clinically obese can be shocking. Barbara describes how she felt after her initial
assessment, when she was told that she was obese:

Barbara:

I must admit when she said to me that I was ‘obese’
I was devastated

Interviewer:

Were you?

Barbara:

Yes. It really shocked me, didn’t it? [Husband
nods] And I couldn’t get over it. I was really like,
“I can’t believe I'm obese.” But then we got a Wii
and I got weighed on the Wii and according to that
I am ‘obese’! (Barbara, 66)
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Barbara describes the processes of collectively and individually interpreting her
weight status (communal and individual specification) that she went through by
being told by a health professional that she was obese and then double checking this
for herself when she got home. Both sources of information that she sought out were
congruent with each other, confirming she was in fact classified as clinically ‘obese’.

Discussions about diet within the clinical encounter had prompted many individuals
to make changes to their diet. These changes were normally in line with heavily
promoted guidelines such as reducing saturated fat and salt. For these participants the
NHSHC assessment had provided a catalyst to engage in making sense of it
(coherence) and working out participation (cognitive participation) work to
subsequently spur doing it (collective action) work:
I don’t think I eat unhealthily, so I suppose it was a bit of a
surprise. So, I just said ‘right, well that is fair enough then’ and the
things I cut down on – cheese and milk and chips and stuff like that
(Tom, 66).
Participants who had made changes to their diet demonstrated how they were
supported in their changes by family, normally spouses, supporting the notions of
working with and trusting the work of others (relational integration) and appropriate
division of tasks (skill set workability) by engaging those within the household who
held responsibility for preparation of food:
I used to have a lot of salt at that stage but I've cut that down to
zero, I don't have any salt now on my food and my wife doesn't
cook with it. And I didn't eat a great lot of fatty food but I've
reduced that as well, you know. I'm taking more exercise than
what I did, I have lost weight (Jim, 61).
The engagement of others in carrying out the behaviour changes was integral
to the success of implementation and embedding of these new ways of
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working, which often led to increased work when shopping for and
preparing food:
Like my wife says, the shopping takes about three hours longer
because you now start to read the labels on food. Whereas you
didn't bother looking for saturated fat before, we now look for very
low fat, we eat low fat cheese most of the time, try to get foods that
haven't got a high content of fat (Phillip, 65).
For others, to engage in new behaviours that were sustainable and easily integrated
into their daily lives, portion control, rather than making changes to the ingredients
was the key to successful integration of dietary changes:
Interviewer:
Barbara:
Alex:
Barbara:

So, have you had to make any changes to the way
that you eat?
Just to cut down on portions – that’s all we have
done really. We do eat a lot of…
…good stuff really. We don’t eat pies and things like
that.
Or processed food (Alex, 67. Barbara, 66).

This concept of ‘balance’ when making dietary choices, and any choices that were
made needing to be achievable and sustainable, was a common thread through
discussions of diet. This links to the notion of allocating resources (contextual
integration); participants were in many cases reluctant to make huge changes to their
diet and instead opted for consumption in moderation:
I eat everything. I don’t have eggs every day. I maybe have them
twice a week. I don’t have bacon sandwiches every day; I maybe
have it once a week. I eat veg, I eat fruit, I had a pear this morning
for my breakfast – that kind of thing (Jeff, 71).
The fact that any dietary changes had to work for all members of the household
became an obstacle for some. The importance of eating a healthy balanced diet that
included fresh fruits and vegetables could be a barrier, if all members of the
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household did not like the new menu. If everyone within a household was not on
board (believing the practice is valid/ legitimation) and engaged, it had practical
implications for the dietary choices of individuals. Colin describes the difficulties of
eating fresh fruits and vegetables in his household, because there is only him that
enjoys them. He had to incorporate different techniques to satisfy both his agenda
and his wife’s palate whilst not being wasteful of resources of food and money,
highlighting the importance of appropriate allocation of resources (contextual
integration):
Because with the wife not eating all veg, we don't buy fresh veg
because it goes off. I mean there's no point buying a pound of
carrots because I don't eat that many, though I like them (Colin,
57).
Those participants who had made a choice to not engage in dietary change activity
cited dietary change as unnecessary. The internal processes of making sense of it
(coherence) and working out participation (cognitive participation) had, in these
cases, not acted as a catalyst for change. Rather, they had provided the individual
with a reason not to engage in behaviour change:
You know, I’m 72 in this year and you think to yourself, ‘Oh
crumbs. I am done!’ I am eating everything right. We both have a
drink - we like a drink - but if my main doctor says, “Just go and
live your life,”, that’s what I do (Ken).
Despite the efforts of health professionals to come to a communal place where
individuals understood the importance of making lifestyle changes, some participants
had not internalised that there was anything to gain by making changes and instead
carried on as before:

167

Interviewer:

So, did she give you any advice about, sort of, losing
weight or anything like that?

Harry:

Why, she gave me some paraphernalia, but it was a
waste of money giving me that, because I didn’t
bother with it, because I’m quite happy (Harry, 75).

The transient nature of health advice and current trends in health promotion activity
were acknowledged by some, providing support for their non-engagement with
lifestyle changes. Participants noted that there were often conflicting messages
around foods and consumption, which made them reluctant to make significant
changes to lifestyle and internalise the advice they were presented with:
I don’t believe in all this stuff… when you read all this stuff about...
don’t do this. And years ago, potatoes, they were taboo. Don’t eat
them! Though, it is what you do with them that causes you
problems (Ken).
This distrust in the advice that is given, because within living memory advice
has been subject to change, led some participants to be more cautious when
being asked to change their diet:

They say eat margarine; then butter is better for you, don’t eat
margarine. That’s what I am saying, I don’t take any notice of all
these “you must eat this” because two years later they are saying it
is no good for you. You know … at one time eggs was bad for you,
do you remember? Then they decided no, eggs are good for you
(Jeff, 71).

7.1.3 Discussions about physical activity
Participants recalled discussions about physical activity much less frequently than
discussions about diet and healthy eating. Nine participants recalled having a
discussion about physical activity during the NHSHC assessment consultation,
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however, only two participants stated that they had made any changes to their
physical activity levels on the basis of being identified as high CVR. The majority
(n=17) did not recall being offered any advice about physical activity levels. One
participant recalled being offered exercise on prescription (but had not attended). The
rest of the participants did not recall being offered a referral to physical activity
intervention at either the GP practice that they were registered at or in a community
setting. As such, there was very limited discussion about the interaction between
health professional and outcomes of the assessment on physical activity.

Regardless of CVR identification, some participants identified how they had begun
to be more physically active as a result of having more free time after retirement:
Well when I retired - actually I worked part time for the last two
years and I have been fully retired now for two years - I have just
had much more free time. So I took up swimming. I go three
mornings a week (Keith, 60).
The population targeted in the NHSHC is aging (40-74 years old); the age range of
participants interviewed in this study represented the older end of the spectrum.
Participants acknowledged the aging process and the impact it had on them
physically. Many participants were unable to engage in strenuous activity, as they
once had:
I don't feel old, but then my body is telling me I am. I try running,
because I used to do cross country at school, but now I couldn't run
five yards and that's my body telling me I'm old. I only feel 19, but
then when I try doing something, I know I'm not (Colin, 57).
Often, engagement in physical activity was restricted by comorbidities,
demonstrating the importance of being physically capable to undertake the
recommended physical activity to reduce CVR (having the skills to engage
(initiation)):
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I can’t do much. I can garden and that but I have got arthritis and
so I battle a bit. I have got a thing that I kneel on to get up and
down like that, but if I go on the floor and need to get up then I
crawl to something to get hold of and things like that. And I need
help with getting in the bath and things like that. But otherwise I
am fine. So it would have to be gentle exercise (Maureen, 58).
Physical activity was described by most as a form of leisure and of gaining pleasure,
rather than something that was engaged with for the purposes of improving fitness
levels or specifically losing weight:
She asked about what I do. Well I mean I don't do any. I mean I
bowl twice a week, green bowling, lawn bowling, and in the
wintertime it's once a week because we do carpet bowls. And I
walk up and down the village every day and I go swimming about
once a week and we go dancing once a week, so she said that was
all....She said about housework and I said, “Well I do my own
housework and my own gardening; nobody else will do it!”
[Laughs] (Fran, 70).
Few participants had taken up organised activities but, when they had, they were
social activities undertaken in groups:
On average I walk four miles a day. I go on the hills, climb. I have
the Ordnance Survey map with all these walks and so for the walks
I go seven to ten [miles] up on the moors, everywhere. And then I
joined a walking club for no reason, other than I walk on my own
(Jeff, 71).

7.1.4 Discussions about alcohol consumption
When asked to recall discussions about alcohol consumption and recommended
limits, the vast majority of participants (n=22) could not recall any discussion. Four
participants recalled having a discussion about alcohol consumption and of those,
one had made a change to consumption of alcohol as a result.
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For the most part, participants felt their alcohol consumption was within acceptable
limits. Like discussions about dietary choices, participants discussed alcohol
consumption in terms of moderation, rather than exclusion. When considering
moderation, participants tended to take a holistic view of their behaviours and
lifestyles and began trading between behaviours. Nigel describes his alcohol
consumption:
I love wine, I drink wine, but I don’t drink a bottle at a time. I’ll
have a glass or I’m more within limits, and I don’t smoke - never
smoked - and I exercise (Nigel, 72).
Some participants, who had made a conscious decision not to change their alcohol
consumption, described a process of negotiation (collectively interpreting it/
communal specification and believing the practice is valid/ legitimation) within the
NHSHC consultation. Linda was clear about her drinking habits and how they were
entwined with her social life. The pleasure derived from the social aspects of alcohol
overrode the perceived gains from reducing her consumption:

Linda:

Yeah, I have a drink every night, yeah.

Interviewer:

And did she advise you to stop doing that?

Linda:

Oh yes, [the nurse said], “I think you should have
two nights off.” Ohhh ! So I said, “Which nights
would they be [nurse’s name]?” [The nurse said]
“Monday and Sunday?” [I said] “No, after line
dancing it's my cricket club [night]. [The nurse
said] “And Tuesday?” [I said] “Oh no, after I've
been to my Aquafit I have my cider.” She said,
“you're not going to, are you?” I said, “No, I was
young in the 60s, [nurse’s name]. Nobody told you
anything was bad for you in those days. Even when
you were pregnant they didn't say stop drinking, like
the silly things do in this day and age (Linda, 66).

Some participants described discussions with health professionals that indicated their
alcohol consumption was well within the recommended limits and therefore through
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the process of individual and communal specification process came to the conclusion
that alcohol reduction was not needed to reduce CVR:
She said I was quite in the limit of what I drank, you know, because
we have wine on the Sunday and a couple of brandies sometimes,
not two on a night but one on a night a couple of times a week. But
yeah, she said it was within the limit (Fran, 70).
The limited discussions about alcohol consumption demonstrated how limits and
thresholds for ‘sensible drinking’ limits were negotiated through interaction with
health professionals but needed to be acknowledged within the wider social context
of the individual’s life. Lifestyle changes, whether dietary, physical activity, or
alcohol consumption cannot be viewed in isolation.

7.1.5 Discussions about smoking
When asked about smoking habits, the majority of participants had either never
smoked (n=10) or had stopped smoking many years before attending an NHSHC
(n=13). Two participants were smokers at the time of assessment. Of those, one had
decided to quit smoking after discussions within the NHSHC consultation and one
was still smoking at the time of interview.
Gary was the only current smoker within the sample. He described the process of
individual interpretation (individual specification) that he had gone through in
making a decision to carry on smoking. For Gary, at this point in his life, he felt that
it was a futile activity to engage with smoking cessation, as the effects would not be
experienced for quite some time. This lack of perceived coherence around smoking
cessation led him to make a mindful decision to carry on:

172

Interviewer:

So do you think that it’s a pointless activity giving
up smoking now then?

Gary:

Well it is now for me …it’s too late, yeah. It’s far
too late, I mean sixty seven… Say I live another
twenty year, eighty seven, which would be brilliant,
but it would take twenty year minimum for my lungs
to get clear, minimum (Gary, 67).

Evidence from discussion about lifestyle changes demonstrates a relationship
between knowing and acknowledging being identified as at increased risk of
cardiovascular disease and putting into action behaviours to tackle or reduce it. There
seems to be a delicate interplay between and within the constructs of NPT in that
equal weighting is not given to each working mechanism. The collective
interpretation (communal specification), the negotiation work that takes place
between health professional and individual is not afforded as much credibility or
weight as the individual interpretation work (individual specification) work that
people undertake, drawing in knowledges about their wider lives and social contexts.
It would seem, again, that the first construct, making sense of it (coherence) is the
most important initial step and that the coming to a conclusion (internalisation)
process is crucial to instigating action(s).

7.2 Statins promotion and adherence
The majority of participants, in the sample, could recall being offered statins for the
purposes of prevention. Twenty one participants had initially accepted the offer of
statins as a direct result of their NHSHC CVR assessment. Of these, 17 were still
continuing statin treatment at the time of interview, and four had decided to
discontinue treatment due to unpleasant side effects that they found intolerable.
There were four participants who had been offered statins but had refused outright to
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commence treatment at the time of assessment. Finally, one participant had not been
offered statins, despite being identified as being at increased risk of CVR.

7.2.1 Prescription of medication
All participants were aware that they had been identified as at increased CVR and
that as a result of this assessment, they were advised to take statins for the purposes
of preventing a possible future event. Although participants recalled discussions
about healthy lifestyles and the impact ‘being healthy’ could have on their CVR,
cholesterol and cholesterol management became the focus for many when weighing
up the concept of risk:
I was advised, last year, to go on statins, because when they did
my cholesterol check and everything, it [cholesterol] was higher
that what it should be at my age, and everything. I had a, I can’t
remember, it was a 60% or a 40% chance of having a heart
attack, or stroke, or whatever (Jim, 61).
Individual and collective interpretations (individual and communal specification)
about the need for intervention with statins were, in some cases, at odds with one
another. Health professionals promoted the use of statins and their prophylactic
capabilities in what is deemed a population with elevated CVR. However, it is not
always as clear cut on the part of the individual patient, and this importance is not
built in a shared understanding of CVR. There can be a lack of understanding of the
purpose of engaging with medication, because the risk of CVR does not become
internalised (coming to a conclusion (internalisation)) to an extent that becomes a
catalyst for action:
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She told me that my cholesterol was the main thing they were
worried about. It was not really high, but it was high, and there
was a higher risk of stroke or heart attack, or whatever, you
know. She gave me some tablets and said “you need to start
taking these tablets”. I can’t remember what they are. I don’t
bother taking them to be honest with you (Paul, 63).
Many participants were aware that the thresholds and cut offs for what constitutes
high cholesterol were subject to change, and had indeed changed during the time of
assessment and annual review, for many. Whilst recommendations are to offer statins
for the purposes of prevention, regardless of cholesterol levels, patients clung to the
common concept of high and low cholesterol as a marker of CVR. These changing
thresholds were rarely acknowledged by the health professional delivering the
assessment, and only one participant discussed this in interview:
The results came through at something like 4.5 for my cholesterol
so the doctor just said, “You don’t really need statins.” He did say
though that the government keep changing the rules as to what the
levels should be. He said it was up to me, but I said I don’t want
them …full stop! I take enough tablets as it is! (Alex, 67).
These shifting thresholds and concepts of cholesterol within limits were further
exacerbated by discussions of ‘good’ (HDL) and ‘bad’ (LDL) cholesterol. Whilst
health professionals were seen to recommend statins for patients with increased
LDL cholesterol, these conversations only served to muddy the waters and make
participants question their own knowledge:
I was aware of my cholesterol, and have been for over fifteen
years… [It’s] about 3.5. That’s about what my cholesterol is you
know, always has been. She [the nurse] said, “Yeah but your bad
cholesterol is higher than your good cholesterol.” I thought,
what’s she on? Where’s she coming from? Bad cholesterol, good
cholesterol …never heard of it (Gary, 67).
The concept of preventative medicine was familiar but not always valued by
participants. In an ideal world, it would be unnecessary to embark on medical
treatment. However, a few participants noted that, whilst they would prefer to be free
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of medication, they were unsure if they were able to put in the work to mean that it
was unneeded:
All things being equal, and in a perfect world, you don’t want to be
taking tablets. So, it would be nice to think I wouldn’t have to take
them, and I wonder sometimes if I am doing enough to bring that to
an end, but I don’t know… perhaps it is something I will have to
live with (Tom, 66).
Six participants within the sample had, after discussions with the health professional
conducting their assessment, decided that they would like to try and reduce their
CVR by tackling lifestyle factors before embarking on a medication regimen:
At the beginning I said, “Look, rather than take tablets I will
change my lifestyle”. I am a social drinker. I don’t drink a lot,
never have. In fact, my grandson said to me (he’s 14), “Grandad, I
have never seen you drunk” and I said “No, and you never will see
me drunk”. I mean I like a glass of wine or a couple of pints of
beer, but I’m not a heavy drinker. I said “I will cut back and I will
eat better, rather than take tablets” (Jeff, 71).
Again, this demonstrates the importance of collectively interpreting it (communal
specification) within the NHSHC, to provide an opportunity to come to a shared
understanding of the work that the patient is expected to undertake to reduce their
CVR. The processes of individually and collectively interpreting it (individual and
communal specification) led, in these cases to taking positive action to reduce CVR
through lifestyle. However, when the individual returned to the GP practice to assess
the effects of their lifestyle changes and have a repeat assessment, it was clear in
their results that their efforts had not been sufficient to make a great impact on their
CVR. This cycle of engaging in the work of making sense of it (coherence), working
out participation (cognitive participation), doing it (collective action), and reflecting
on it (reflexive monitoring) encouraged these participants to embark on medical
intervention to reduce risk:
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I wouldn’t take paracetamol unless I was nearly dying [laughs].
So I've an aversion, I've always had [it] to taking my tablets… I'd
much sooner try and do it without them, you know. Because the
first time that it was suggested that I went on the statins, I did
decline it and I said I'll try and do it by myself, you know, by losing
a bit of weight, getting rid of the salt and things like that, but then
when I went for the review my cholesterol, my bad cholesterol, had
gone up a bit, so I was advised to take them then, so I did (Jim, 61).
There was acknowledgement that whilst making changes to their lifestyle was
helpful and did make a difference to ‘risk scores’, these changes were not enough to
make the same impact on cholesterol as medications:

Keith:

Yeah. I tried without [statins] for three months.

Interviewer:

Oh, did you?

Keith:

…and it knocked it down a fraction, so on that level
it would have taken me about 20 years to get it down
to the level it needed to be [Laughs]. (Keith, 60)

However, for one participant, going through the process of trying to reduce
CVR through lifestyle and seeing, at reassessment, that her cholesterol had
reduced, albeit marginally, was enough validation to continue in the same
vein, rather than commence medical intervention:
It was part of the check [reassessment of cholesterol], both in the
first one and the second one I had about a month ago. We
[participant and nurse] couldn’t work it out [why CVR was ‘high’]
because I was eating no butter or margarine or cream at all. I had
dry toast with a bit of marmalade on! I don’t eat a lot of pastries,
you know I eat everything in moderation. The only thing we could
come to was that I eat too much cheese and chocolate. So now I eat
very little cheese and my cholesterol has gone down from 5.3 to 5.0
in the year, so it has gone down! (Kate, 68).
There was some discussion about the role of medications in the prevention and
reduction of cardiovascular risk. In some cases, participants felt that, once on statins
for prophylactic reasons, they could pass over responsibility for keeping risk ‘in
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check’ to medical science. Risk was therefore not something that had to be
monitored by the individual, rather, it was monitored by the daily medication they
were consuming. The relationship between statins use and cholesterol reduction is
well known in the UK population. Its use is often covered in the UK press and
media. It is therefore understandable that this became the focus for many people –
the NHSHC assessment and programme was not focussed on as a risk reduction
programme, rather as a means of keeping one’s cholesterol levels under observation
and surveillance. In the extract below, Phillip describes how he could easily be
tempted to engage in what he deems unhealthy behaviours and allow the medication
to take responsibility for his actions but he tries to keep himself under surveillance as
well:
The one thing that you have to watch, I found out, when you take
these tablets, it can sort of plant into your mind maybe I could have
that big cream cake? I’m taking a tablet that will combat it. But,
you can’t do that because it might keep your cholesterol down but
it knocks your weight back up and I think the two are linked. So
yeah, you’ve got to sort of look the other way when you walk past
the cream cakes (Phillip, 65).
Similarly, Brian describes how he has not made significant changes to the way he
lives his life, the only difference that he could define was that he was now on a daily
medication, which was the sole step to reducing cardiovascular risk:
Really, I would say I am doing exactly what I was doing before,
just that now I am taking the tablets (Brian, 66).
Some people grappled with the idea that they were being asked to take medications
for the prevention of an uncertain outcome. They had not been offered medication
for the treatment of an existing condition, in which case medication could be
lifesaving. This differentiation between physical illness and projections of
uncertainty were pertinent to some people. As Linda explains:
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Linda:

If I had high blood pressure and she offered
tablets specifically for high blood pressure,
I might take them, but the statin isn't for
that, is it? It's not for high blood pressure.

Interviewer:

No. It's marketed, as far as I know, for high
cholesterol

Linda:

So, if she thought my blood pressure was
very high and say oooh, after monitoring it
a few times, if she said "You’d better have
some tablets" or the doctor did, I might take
them to keep it low (Linda, 66).

Likewise, Kate felt that life itself is uncertain, a lottery. She was unhappy taking
medications based on risk:

Interviewer:

So, if you had some sort of event, like a
heart attack or stroke, would you be happy
to take them [medication]?

Kate:

Yes. Because then it could be lifesaving! But
I'm not so sure about just for prevention? I
mean there is no way that I would go and
have a double breast operation, removal,
just because I am at high risk of breast
cancer. I just wouldn’t do it! Life is a
lottery, it is. It’s a lottery. And, nobody is
going to live forever and would you want
to? (Kate, 68).

Linda highlighted, again, how she felt unnecessarily steered down the path of
medications for preventing something that, in her mind did not exist:
So your blood sample comes back. Cholesterol is low. Your liver's
good [nurse says] can't believe you drink that much and your
liver's still good! And, they’ve tested for all these and your blood
samples come back great, great, great and then she says family
history and talks through it. "Oh well, I think you're high risk. I
went "But you’ve just taken my blood pressure, and that was fine".
"Yes, it’s very good for your age". "Right, and you’ve done all that,
why would I wanna take tablets?" "Well it might prevent…" I said,
“There's nothing to say, in any of the results, that I'm in danger - is
there? "Well, no…" (Linda, 66).
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Adverse side effects from taking statins were discussed by all participants, regardless
of whether they were taking statins or not. Participants noted multiple sources of
information about side effects, from personal experience, experience of family and
friends, and stories in the British media. Whilst clinical trials of statins suggest that
side effects are rare and tolerable, anecdotal evidence points to the contrary. The
bombardment of evidence from multiple sources understandably creates doubt in the
mind of those who are recommended to take them. The robustness of the evidence
presented in the media was sometimes questioned:
The Saga magazine – they did a big article about people who are
on the statins and the results, and there were a lot of people who
had a lot of problems with them. I don’t know if there had been
some sort of official medical follow up with the side effects of
statins (Kate, 68).
However, information about side effects had a clear impact on participant’s decisionmaking processes when considering whether to engage with medical intervention:
Well, you hear that many horror stories with Simvastatin, the side
effects. I am not a tablet person. I would rather put up with pain
than take tablets, I must admit that (Jeff, 71).
Awareness of side effects did, in some cases, prompt a discussion between the
patient and their GP. It allowed a dialogue to take place that enabled the GP to allay
fears about serious side effects before the individual agreed to take medication:
I started taking the statins. Well, actually not straightaway,
because I thought I’ve been reading about it in the papers. I was
slightly concerned, because there’s a report of all sorts of side
effects. So, what happened? I made an appointment with one of the
doctors and I went and quizzed him about it. He said, “Oh yes,
well there are things could happen - like the main thing is kidney
failure, right”. Well he hasn’t seen anybody like that, he said
(Nigel, 72).
All participants were asymptomatic at the point of assessment and CVR
identification. Some participants, who had refused to take statins, felt adamant that
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there was no clinical need to take medication, especially medication that had the
potential to cause unwanted side effects when they had felt fit and well prior to
assessment:
Linda:

It might reduce the risk of whatever, stroke or I don't
know, but it has some terrible side effects 'cause I've
heard about the side effects.

Interviewer:

Where have you heard that?

Linda:

I can't remember them all now. There's all different
side effects to these tablets but I don't agree that
they should offer you tablets when you're quite
healthy, really and truthfully (Linda, 66).

Many participants, who had embarked on a pharmaceutically aided journey reported
side effects. These ranged from mild effects that were tolerable such as a little gastric
discomfort to side effects that were intolerable:
Interviewer:

How are you finding them?

Fran:

They're fine, I mean I take it before I go to bed at
night but [laughs] it's when you get to bed … it
bubbles in here [pats tummy].

Interviewer:

Does it?

Fran:

I get wind, terrible wind, just bubbling away in here and
seemingly that's a side effect of them (Fran, 70).

Experience of side effects often led the individual to revisit their GP to discuss the
treatment plan and allay any fears. In many cases, these discussions led to a
reconfiguration of treatment (changing the way things are done (reconfiguration)),
whereby the health professional would prescribe a different brand of statins which
the patient found easier to tolerate. This was the case for Phillip, below:
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Well they [legs] stiffened up. It felt as though you'd been stood in a
bucket of concrete! And I got diarrhoea and I felt sick and had a
fuzzy head with them and they said, “Well you usually get this over
the first three months.” Well I took them for three months and it
didn't ease off and I thought, well I felt perfectly well before I went
on these, I'd like to come off them, so I came off them (Phillip, 65).
David described a similar journey of experiencing side effects which later resulted in
the reconfiguration of his treatment:
David:

The doctor then gave me statin which I couldn’t take
because it affected me very, very badly. I couldn’t
move my arms.

Interviewer:

Really?

David:

I was in that much pain, I couldn’t move my arm…They took
literally nine months to a year to get rid of it out of my system
(David, 62).

There were a small number of participants who had experienced side effects and
come to the decision to discontinue treatment of their own accord. These participants
had not sought the opinion of a health professional or sought reconfiguration of
treatment. For these participants, the experience of side effects and knowledge of
side effects from other sources led to the discontinuation of treatment:
I went in [to the GP surgery] and got them [statins] and she gave
me a supply. I started taking them and all the muscles in my back
started jumping about like that. ‘I can’t go on like this’ and so
rang up and said, “I am not taking them.” But as you get older
you are bumping into friends and they are all the same age as you,
and everyone I have known, they have all got bad backs because of
these cholesterol things. So I thought ‘I am not taking them’, and
so I wouldn’t take them (Ken, 74).
The possibility of a ‘prescription waterfall’, whereby preventative treatment could
lead to side effects that subsequently needed treating with other intervention was
acknowledged by some as a valid reason not to engage with medical intervention,
when they were asymptomatic in the first place:
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It [statin] may protect you from one thing but you may end up
getting something else, it could cause something else. You could get
onto this sort of treadmill of taking one medication and having to
take something else to counteract it and something else to
counteract that! (Kate, 68).
Refusers were resolute in their decision. They had synthesised knowledge of their
family history, own personal health history, and current health status to arrive at a
decision not to embark on a journey that included prophylactic medication. These
participants showed sophisticated reasoning and articulated it well. This highlights
how, if an individual is resolute in their own individual interpretation of it
(individual specification), about the importance of CVR and their knowledge of
treatment options, the process of collective interpretation (communal specification),
whereby the health professional attempts to change their mind, is futile:
Linda:

I mean my cholesterol's low, my weight's low, in fact
she [the nurse] reckons I've lost weight since last
year! I said, “No, your scales are wrong.” She
wanted to put me on those, is it stats?

Interviewer:

Statins?

Linda:

Yeah, I said “[nurse’s name], I don't take tablets”. I
said, “If I have a headache I won't take painkillers.
I don't believe in tablets” (Linda, 66).

Refusers drew a distinct difference between medicating for secondary prevention and
primary prevention. The lack of diagnosis of a clinical condition but rather a
prediction of a possible future event was central to their decision to refuse medical
intervention at this time point.

7.3 Surveillance and annual review
After an individual has been identified as at increased CVR and offered lifestyle
advice and/ or treatment, they are entered into an annual recall system. Each year
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they are offered a review appointment which, in theory, provides a space for
reflecting, monitoring and mapping progress in collaboration with a trained health
professional. This annual review could provide an opportunity to renegotiate,
collectively, treatment options and to discuss what is working and what is not
(reflecting on it (reflexive monitoring)).

Generally, the annual review was seen as a positive part of the NHSHC programme,
in that it was preferable to have health professionals monitoring progress alongside
any self-surveillance (discussed later in this chapter) to give validity and legitimacy
to changes that had been undertaken by the individual and their effects in reducing or
managing overall CVR:
I also think it is good how I go back every year and someone is
monitoring it and also them identifying it [CVR] because I would
have lived oblivious to it! (Keith, 60).
Another participant added:
Well it's no hardship is it? If it [review appointment] was every six
months I'd do it, because, at the end of the day, who is it
benefitting? It’s for my benefit, so I have no problems that way
(Colin, 57).
It was, however, acknowledged that the annual review was not necessarily tailored to
individual needs. Participants wanted an individualised service that was relevant to
them and their lifestyles, instead of feeling like they were on a conveyer belt just
being pushed along, through a generic pathway:
It’s alright to say at a population level to be just going through the
motions and making everyone do it [attend and NHSHC, make and
sustain changes], but as an individual you want an individual
service (Dennis, 65).
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Moreover, the time allocated to the annual review process was not deemed as
particularly conducive to providing a shared space for reflection and often the health
professional’s approach to the annual review was seen as being ‘soft touch’ rather
than providing practical support and guidance to facilitate an individual’s adherence
to the programme’s values:
It [review appointment] was only really a few minutes. They didn’t
really ‘push it’, they said you should do this, you should do that,
there was nothing really that you could disagree with – it is just in
practice, doing it! (Keith, 60).
Added to this, the experience and confidence of the health professional had the
power to change the dynamic of the annual review consultation and ultimately the
usefulness of the annual review appointment:
You don’t want to go in and see these nurses and them grill you like
the Third Reich [such as] “you shouldn’t eat these”, ahhh pffft!
You don’t need them to scold you, because you wouldn’t have
people going back. But, on the other side [of it] I remember two
[different health professionals who have carried out an annual
review], the one I have just been to, she was a bit shy, I think? She
did the basics and I was out. The one the year before was a bit of
an older woman and there was a bit more interaction! (Keith, 60).
Some participants used the opportunity to attend an annual review as an opportunity
to set achievable goals for themselves:
I'm trying to lose a bit more weight. I'd like to go, it'll be in April I
think [annual review], March or April. I'd like to go and sort of be
able to get on the scales and see that I've lost a little bit more
weight as well. I know my cholesterol will be down because I'm
taking the medication, that's going to take care of that, I don't have
any worry on that (Phillip, 65).
The annual review was also used as an opportunity to seek reassurance, from a health
professional, that CVR had not increased substantially over the past year:
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[at the annual review] when they tell you things you know, you feel
fifty times better – or more – when you come out of the
doctors…But she [the nurse] said if there is ‘owt wrong then they
will phone me. There can’t be ‘owt wrong with me up until now
since I went on Friday and I’ve heard nowt (Jenny).
However, whilst the annual review was valued as a space to reflect on progress, by
some, it could also be an opportunity to reflect on how CVR was a continual process
that each year, by virtue of aging, increases regardless:
I think it is good that there’s a follow-up. I can’t see the point in
them sending for you one year and never following up…[but] I
mean, it’s a bit shattering when you say you have done all these
things [made changes], and she tells you that you at higher risk
because you are another year older! (Kate, 68).
The opportunity to engage in an annual review appointment was seen by some
participants as an opportunity to impress the health professional with their progress
over the last year and receive validation from the health professional that any efforts
to make quantifiable differences to their physical selves had not been in vain:
I’d put half a stone on since the time before…so when I go back
and see her next time, she will see a big difference, wont she!
(Paula, 57).
Another participant noted:
I was pleased because I had lost the weight and my blood pressure
was down a little; it wasn’t down a lot but it was down a little. It
was nice to chat to her [the nurse]…it’s nice to talk to someone
who isn’t telling you all doom and gloom (Fran, 70).
The annual review, in some circumstances, provided a space to reflect on individual
markers for CVR, such as cholesterol and how an individual lifestyle may impact on
the numerical values afforded to such markers. This process of communal reflection
was useful, to those who experienced it, in trying to unpick what changes they could
make and what might be effective in reducing their individual CVR:
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7.3.1

Self-surveillance and engaging the family

Alongside the annual review appointment, people noted how they had taken on the
role of self-surveillance as a result of being identified as at increased CVR. The
extent to which individuals took on this monitoring role varied from person to
person, and what they monitored varied too. Depending on what measurement they
felt was the causal factor for their increased risk, this became the fixation for the selfmonitoring.

Technologies to facilitate monitoring of markers, such as cholesterol, can be obtained
freely and carried out in the comfort of one’s own home – for a price. The
availability of such technologies can facilitate self-monitoring between annual
review appointments and allow for individuals to map their own progress against the
baseline provided at assessment. Having the opportunity to monitor cholesterol at
home, in Phillip’s case, facilitated the decision to take statins to manage cholesterol:
I used to buy the little Boots cholesterol checks. They’re
expensive though, they’re about £11. You just prick the end of
your finger and run it [the blood] onto a card and it gives you a
basic reading. It’s not a million miles out from what the hospital
one is [results are comparable to those provided in a clinical
setting]. So I monitored myself two or three times over the year,
with that, but I couldn’t get it down to below 5.6 or 5.7. So I said
I would give the medical treatment a try (Phillip, 65).
Self-surveillance of weight was common, with many participants commenting that
they had begun to weigh themselves more regularly since their risk assessment:
I have put on half a stone since the last time I went in [for
annual review]. Even with the exercise, which I was
disappointed in. I knew it was creeping up because I weigh
myself every Monday so I can keep a check on my weight (Keith,
60).
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In some cases, self-monitoring was facilitated by engaging with other members of
the family, who had clinical expertise, to supplement the information captured within
the consultations:
My blood pressure was on the high side [at the time of
assessment]…so my daughter [who is a nurse] said “when I
come I’ll take it for you”…so over a period of two months she
took my blood pressure and I wrote it all down and took it in for
him [the GP]. Every reading was normal. It was all quite low
(Dennis, 65).
Partners also had a role to play in monitoring certain behaviours; they became
enrolled in the task of surveillance:
We tell each other “look, we have been drinking three nights this
week” then we have cocoa instead of drinking [alcohol] on a
night time (Ken).
7.3.2 How do I know if it is working?
The annual review appointment should provide an opportunity to map progress, year
on year, against the baseline risk assessment in the first year. However, not all annual
reviews were conducted to the same specification, across the sites from which the
participants were sampled from. Cholesterol screening, as mentioned previously, was
used as a marker by many participants as something that indicated CVR and was a
common concept that had a numerical value that could be influenced through
lifestyle changes and adherence with lipid lowering medications (statins).
Cholesterol was, however, not reassessed in all annual review consultations (under
national guidance), though this reassessment was an expectation as a way of
monitoring their progress over the last year. This led to disappointment for some
participants as it made them question the validity of the changes they had been trying
to make:
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She said “Oh no, we don’t check that [cholesterol], we just check
the liver function”. So, I thought, “What’s the point if I don’t know
whether it’s working?” (Nigel, 72).
Another participant added:
I said to her, you know, “Are you taking the cholesterol [again]”?
She said, “There’s no need to, with you taking them tablets
[statins]”. Them tablets obviously keep your cholesterol down, but
I would have liked to know what it was; if it had come down, or if
I’m wasting my time taking them? (Carol, 75).
In other cases, however, the annual review served as a perfunctory occasion where
there was little opportunity to engage in shared reflection:
[At the review] they give you the test and blood test and she said,
“If we have a problem, we will get back to you”. They have never
got back to me so I just assume that everything is alright. They
don’t actually go through anything again…it’s over a fortnight
now, so I just assume everything is OK? (Brian, 66).
Whilst the work undertaken to engage with the aspects of the NHSHC programme
that require participants to make changes to their lifestyle, take medications, and
reflect on the programme relate mainly to the NPT constructs doing it (collective
action) and reflecting on it (reflexive monitoring) clearly, processes from each NPT
construct are activated. Sense making work, thinking it through and organising work,
actually actioning behaviours, and reflecting on results occur in parallel. The
processes identified through the NPT constructs are not linear (though it is easier to
describe them that way for clarity). Rather they interact with each other in a
symbiotic relationship.

Chapters 6 and 7 have presented findings from the study that relate to stages of the
patient journey through the NHSHC programme. Furthermore these chapters
highlighted how NPT constructs can be used to explore and explain how people
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make sense of and engage with each stage of that journey. In the following chapter,
chapter 8, a deeper conceptual discussion about how each of the NPT constructs and
their subordinate working mechanisms can be used to explore the findings is
presented.
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8 Discussion
This thesis set out with the intention of exploring the factors that influence the
experience of those people identified as at-risk of adverse cardiovascular events
through the NHSHC programme. To achieve this, the journey that people embarked
on from invitation to attend an NHSHC, through their diagnosis of risk, adherence
(or not) to lifestyle advice and lipid lowering medication, to their experience of
engaging with the annual review process was explored.

Two distinct research questions were posed and the following chapter intends to
demonstrate how these questions were answered and how aims and objectives were
met.
Research question one
What factors influence high-risk individuals’ engagement with the NHSHC
programme?
Aim

Objectives

To understand and explore at-risk individual’s
experience of engaging with the NHSHC programme
to identify factors that promote or inhibit engagement
with assessment, risk identification, intervention, and
sustained engagement over the longer term (1year+).
1. To examine how individuals make sense of the
NHSHC programme
2. To understand how individuals interpret being atrisk of a cardiovascular event
3. To explore how individuals make sense of lifestyle
advice and/or intervention
4. To catalogue how individuals make sense of the
prescription of prophylactic medications
5. To discover how individuals integrate and sustain
lifestyle changes and/or prophylactic medications
6. To determine how individuals engage with ongoing
monitoring of risk
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Research question two
Can NPT provide insight into engagement with the NHSHC programme?
Aim
Objectives;
to explore NPT’s
appropriateness to
explain experience of:

To utilise the constructs of NPT to unpack and explore
reported engagement with the NHSHC programme.
To explore the appropriateness of NPT to explain
people’s understanding of and engagement with
various stages of the patient journey towards living
with a diagnosis of risk, i.e.
6. Invitation to attend assessment
7. Receiving a diagnosis of cardiovascular risk (CVR)
8. Engagement with lifestyle advice and/or
intervention
9. Engagement with prophylactic medication
10. Engagement with ongoing monitoring over the
longer term

This chapter therefore synthesises the themes generated through data analysis and
integrates them with the core concepts of NPT to show whether NPT was helpful, or
not, in providing a lens to view the data. By interpreting and then extrapolating the
data against the NPT constructs, implications for theory, policy and practice,
training, support, and education, and research can be abstracted (chapter 9). Such an
analysis can help to provide insight as to how programmes such as the NHSHC
should be constructed and implemented, as well as providing insight into how this
particular theory can be utilised in contexts for which it was not originally intended.
Generally, the NHSHC assessment and subsequent journey can be divided into two
fundamental categories, much like NPT itself. The first being the making sense of it
(coherence) and working out participation (cognitive participation) work that
patients must undertake to get on board with participating in the NHSHC. Secondly
the work undertaken to implement the practices necessary to participate in the
NHSHC and engage with making lifestyle changes and taking lipid lowering
medications, and engage with surveillance and monitoring activity.
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This discussion chapter is broken down into two main sections. Firstly, the findings
are considered in relation to the constructs of NPT and secondly, the findings are
compared to existing literature.

8.1 How Normalisation Process Theory provides insight into engagement
On the following pages, each construct of NPT is discussed in turn. Each section
begins with a table that presents definitions for each core construct of NPT and its
related four working mechanisms to refresh the reader’s memory before we turn to
discuss each stage of engagement, or not, with the NHSHC programme and how
NPT’s constructs were helpful, or not, in explaining the NHSHC journey for this
group of individuals.
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8.1.1 Making sense of it
Making sense of it
(Coherence)

The process of sense making and understanding that individuals have to go through in
order to promote or inhibit the routine embedding of a practice to its users. These
processes are energised by investments of meaning made by participants (Finch et al.,
2012).
Working mechanisms
Understanding the uniqueness of it

Collectively interpreting it

(Differentiation)

(Communal Specification)

An important element of sense-making work
is to understand how a set of practices and
their objects are different from each other.

Sense making relies on people working
together to build a shared understanding of
the aims, objectives and expected benefits
of a set of practices.

Individually interpreting it

Coming to a conclusion

(Individual Specification)

(Internalisation)

Sense making has an individual component
too. Here participants in coherence work
need to do things that will help them
understand their specific tasks and
responsibilities around a set of practices.

Finally, sense-making involves people in
work that is about understanding the value,
benefits and importance of a set of
practices.

The offer of an NHSHC assessment, at the programme level, was not interpreted by
participants as anything out of the ordinary. Unlike the study conducted by Cheong
et al. (2016) that concluded participants had attended NHSHCs based upon their
readiness to face the outcome of the risk assessment. Rather, participants in this
study discussed how they had attended because they thought it was a routine
offering. What was being offered to them was not initially distinct, and therefore
differentiation from other offers of general check-ups was not achieved. This lack of
distinction, at least for this cohort of participants who were engaged in the
programme, worked in its favour, as it had driven these participants to attend the
initial assessment. Of course, the population from which this sample was drawn was
quite specific. All participants within the sample had undergone a full NHSHC at
194

their GP practice, been identified as at increased CVR, been given intervention, and
attended at least one annual review. Therefore, this sample were already engaged and
compliant to some extent. No comment can be made about why individuals do not
engage with the NHSHC from the outset, or about those who attend assessment but
do not return for intervention and/or annual review because they were not included
within the sample for this study.

None of the participants in this sample had sought out the assessment because they
were experiencing signs and symptoms of CVD, from seeing advertisements, or
word of mouth. Rather, they had all been contacted by their GP practice and invited
to attend assessment. Participants interpreted this offer as commonplace, normal,
routine. It could be postulated that general check-ups and surveillance activity have
already become normalised in a UK population. Many general health checks and
screening opportunities exist and these offers have already become routinised
behaviour for many. Of course, it should be highlighted that this group of
participants were already engaged in the NHSHC programme for at least one year
post assessment, so represent only a small cohort of those eligible for an NHSHC.
That said, the NHSHC offer was understood to be just another one of those things
offered to people, because of their age; an MOT check-up that aimed to assess their
general health and wellbeing.

Many participants were confused about how long they had been engaged in the
NHSHC programme, noting that they had been attending assessment and review for
much longer than was possible – in many cases prior to the inception and roll out of
the NHSHC. This may be explained by them misremembering how long had passed
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since assessment, or again could be a symptom of lack of understanding the
uniqueness (differentiation) of the NHSHC from other routine check-ups they may
have attended. It seemed that none of the participants had considered, prior to the
assessment what the burden of being identified as at high risk of CVD would actually
mean, and the changes that would be necessary to adhere to the suggested
intervention that ensued ((May et al., 2014a, May et al., 2009b, Montori et al., 2006).

This lack of distinctness continued when they presented for assessment. The testing
that was offered to them, the measurements that were taken, and the family history,
were again routine. Again, this could be interpreted as a positive part of the NHSHC
programme, as these types of testing are already routinised, for this population.
However, the outcome of the tests, in particular the cholesterol screening, had been
somewhat repurposed. Cholesterol screening is commonplace in the UK and the
concept of total cholesterol, and its relevant thresholds, are firmly embedded in the
public consciousness. Many products on the supermarket shelves, such as cereals,
yoghurt drinks, dairy spreads and even breads are marketed as ‘heart healthy’ and as
having the ability to help keep cholesterol levels within what is deemed as ‘normal’
levels (Sainsbury's, 2017). Products for home surveillance of cholesterol levels are
also available for a price (Boots WebMD, 2017). Over the counter medications, such
as statins, are familiar pharmaceutical products to reduce total cholesterol. However,
as a result of cholesterol screening for the NHSHC, total cholesterol levels were, in
many cases, disregarded and new concepts of LDL and HDL cholesterol were
introduced as a way of promoting the initiation of statins therapy, for the purposes of
prevention. This is distinctly different from usual ways of working and is something
many participants struggled to make sense of, both individually and in conjunction
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with the health professional. Participants felt that they already had a good grasp on
the concept of cholesterol and cholesterol management. In some cases the health
professionals used this opportunity of collective interpretation through the coconstruction of the ‘problem of CVR’ to use LDL and HDL cholesterol to their
advantage. Essentially the health professionals took a familiar concept but turned the
introduction of good and bad cholesterol concepts to their advantage as a tool to
convince patients to engage in the repurposing, or prophylactic properties, of a drug
that was understood to be used in cases of elevated total cholesterol. However,
findings showed a tension between the two constructs – individual interpretation and
collective interpretation in that participants used their own knowledge and
understanding of cholesterol (as problematic or not) to build a picture of what level
of cholesterol constituted a need for intervention. However, this was often different
from the interpretation of the health professional. The process of collective
interpretation could be used as a tool to change participant’s views about the need for
intervention with medications; however, this did not always happen.

The use of data collected during the NHSHC assessment is used for a predictive
purpose. It is utilised to feed a calculation that results in the percentage chance of the
tested individual suffering an adverse CVD related event in the next ten years
(Davies et al., 2012, Joint British Societies for the prevention of cardiovascular
diseases, 2014). This concept of a risk diagnosis is distinctly different from other
clinical testing that aims to identify signs and symptoms of a pre-existing condition –
which could then be treated and managed by medical intervention. Instead it sets the
NHSHC alongside other screening programmes and new forms of genetic testing,
which focus on potential risk. As such, it has not been adopted by the UK Screening
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Committee, as it does not meet the stringent criteria set out for a screening
programme (UK National Screening Committee, 2013) (see Appendix 11.2).
Nevertheless, the NHSHC programme, as a risk identification, management, and
reduction tool, necessitates the communication of the potential risk of illness that has
been projected many years into the future. The communication of a numerical risk
score is intended, through a process of communal interpretation, to convince the
individual that internalisation of risk is to be prioritised. However, findings
demonstrate that participants do not always go on to internalise their CVR and adopt
a patient identity (Karp, 1994).

Risk communication is fraught, and well documented as an area that health
professionals struggle to articulate (Spiegelhalter and Riesch, 2011, Edwards and
Elwyn, 2009, Edwards et al., 2002). Many participants were unaware of their actual
risk ‘score’ and instead were just told that their risk was ‘high’, meaning they could
not assess the likelihood or extent of the CVR. There was also a tension described
between an individual being told that they were at high CVR, being asymptomatic,
and being told by the health professional that they were currently in good health.
This often resulted in participants feeling reassured about their current health status,
rather than poised for action.

There was evidence that some participants had struggled to make sense and
internalise the notion of risk and make sense of how their individual risk score had
been constructed and arrived at. The assessment provided an opportunity for
participants to engage in a process of both communal and individual interpretation. It
was an opportunity, after risk identification, to co-construct a ‘problem’ of CVR,
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which could then be internalised as something that necessitated action and also could
be treated, and therefore reduced. However, some participants (those who went on to
refuse medical intervention) highlighted how the NHSHC had failed to identify,
classify, or provide a name for any tangible condition or illness that should or could
be treated through medical intervention (Armstrong, 2011, Armstrong and Eborall,
2012). This demonstrates how the working mechanisms of communal and individual
interpretation can work together to produce a negative conclusion about engaging
with the NHSHC.

Refusers displayed an active resistance to reconstructing their self-image and
narrative of past, present and future selves in a way that positioned them as a patient
or as someone in need of intervention (Bury, 1984, Bury, 2001). This apparent lack
of coherence, for the group who refused medical intervention, had a detrimental
impact on their engagement with the NHSHC programme overall. This process
demonstrates the importance of engaging in collective interpretation to come to a
shared understanding of the ‘problem’, and in some respects working with and
trusting the work of others (relational integration) and how that can impact on
individual interpretation (individual specification) and subsequently coming to a
conclusion (internalisation) about the ‘problem’. For this group of participants, the
processes of making sense of CVR had failed to provide a catalyst to engage with the
next construct or process of working out participation (cognitive participation),
specifically the believing the practice is valid mechanism.

Participants actively sought out collective interpretation, in cases where risk and how
the risk calculation had been arrived at was confusing and not immediately clear
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from the individual’s own construction (individual interpretation) of CVR, in
relation to their lifestyle. Some participants recounted asking the health professionals
to go through their ‘risk factors’ to try and pin point what it was exactly that had
identified them as at increased CVR, seeking collective interpretation to justify and
provide a causal link between a surrogate marker and CVR. This was demonstrated
by those participants who went through their diet step-by-step with the health
professional to identify what was responsible for their CVR. In many cases,
participants were left unable to explain why they were at increased risk. Several
participants were able to move past this apparent lack of coherence and go on to
engage further with the programme. However, for those who refused to take statins,
this lack of coherence was all the information that they needed to justify their
disregard for engagement with the programme and subsequently non-acceptance of
medications.

A small number of participants recalled the health professional who was delivering
the assessment working hard to build a shared understanding (collective
interpretation) with them about CVR and its potential physiological complications,
in order to facilitate the internalisation (coming to a conclusion) of CVR being a
problem that could be attended to and essentially the prevention of CVD. The use of
demonstration aides (models of arteries clogged with cholesterol) were effective
tools to help participants to visualise the processes that might be taking place within
their bodies. In these cases, the work of collectively interpreting CVR led to the
internalisation of risk and subsequently adherence with programme interventions.
This demonstrates the importance of collective interpretation with sustained
engagement with the NHSHC programme and its constituent parts.
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The concept of candidacy for CVD (Davison et al., 1991) came out strongly, as
participants explored how they had made sense of the NHSHC in relation to their
specific personal circumstances, and as they made sense of the news that they were
classified as at increased CVR. This concept of candidacy was strongly linked to the
processes of collective and individual interpretation (communal and internal
specification), and eventually coming to a conclusion (internalisation) about the
concept of risk. Participants discussed drawing on multiple sources of knowledge to
make sense of their candidacy for CVD, either knowledge that would explain their
candidacy, such as family history, and lifestyle factors, or knowledge that
highlighted exceptions to the rules and exploring the apparent random nature of
CVD.

Much like the findings of Cheong et al. (2016), the use of genetic information, the
hereditary nature of CVD, to make sense of CVR and its potential threat to future
health was used by participants to make sense and internalise risk in two very distinct
ways. The first way that this information was used was to provide justification for
engaging with the NHSHC and preventative intervention. However, this information
was also used, by those who actively refused to participate in the programme, to
rationalise their non-engagement. This was done through a process of individually
interpreting it (individual specification) and understanding the uniqueness of it
(differentiation) of the NHSHC, in that it was acknowledged that current ways of
living are very different from that of participants’ parents and grandparents. These
participants believed that they were not at-risk of CVD to the same extent as
previous generations and therefore lacked motivation to engage.
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The concept of candidacy for CVD was linked to the working mechanisms of
collectively interpreting it (communal specification) and coming to a conclusion
(internalisation), in that participants described individuals, other than themselves,
that would benefit from the NHSHC intervention because of their apparent candidacy
for CVD. Likewise, participants described exceptions to their perception of CVD
candidates who were apparently able to flout the rules by being able to eat cake and
butter but not be at increased risk of CVD, similar to the work of Davison et al.
(1991). Whilst, it can be seen from previous discussion, that the information that
individuals utilise to construct the problem of CVR and their perceived candidacy for
CVD, it would seem that the role of the health professional is central to the coconstruction of the problem. Those health professionals who can articulate risk and
translate it as a relevant concept, regardless of the patient’s asymptomatic
presentation, facilitate the ‘ignition’ of internalisation of a problem.
The construct of making sense of it (coherence), in the context of understanding the
processes participants engaged with and progressed through to form an opinion about
the relevance of CVR in the context of their lives, was a helpful tool. It illuminated
the sense-making work that individuals undertake at different stages of the NHSHC
programme. The working mechanisms of understanding the uniqueness of it
(differentiation), collectively interpreting it, and individually interpreting it
(individual specification) can be identified as precursors to the working out
participation (cognitive participation) work that followed. However, it would seem
that those three working mechanisms can work independently and are essentially
prerequisites for coming to a conclusion (internalisation). Those participants who
displayed a lack of internalisation of a ‘problem’ that could and should be attended to
by engagement with the NHSHC programme, went on to actively resist taking on an
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‘at-risk identity’ and subsequently engaging with lifestyle and medication regimens.
If the process of coming to a conclusion (internalisation) does not take place, it
cannot act as a catalyst for change, or activation. The processes, or mechanisms, of
understanding the uniqueness of it (differentiation), collectively interpreting it
(communal specification), and individually interpreting it (individual specification)
can be understood to provide the material that is needed to ignite the process of
internalisation, recognising either that something needs action, or concluding that it
does not, generating resistance. From the evidence explored in this chapter it could
be argued that the coming to a conclusion (internalisation) construct is not an
independent mechanism, as the theory suggests (May, 2013b), rather it is a product
of the other three.
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8.1.2 Working out participation
Working out participation
(Cognitive Participation)

The process that individuals and organisations go through in order to enrol individuals to
engage with a new practice. These processes are energised by investments of commitment
made by participants (Finch et al., 2012).
Working mechanisms
Having the skills to engage

Organising people

(Initiation)

(Enrolment)

When a set of practices is new or modified,
a core problem is whether or not key
participants are working to drive them
forward.

Participants may need to organise or
reorganise themselves and others to
collectively contribute to the work that may
involve rethinking group relationships
between people and things.

Believing practice is valid

Defining actions

(Legitimation)

(Activation)

An important component of relational work
around participation is the work of ensuring
that other participants believe it is right for
them to be involved, and they can make a
valid contribution to it.

Once it is underway, participants need to
collectively define the actions and
procedures needed to sustain a practice and
stay involved.

The second phase of work that takes place, after making sense of the NHSHC offer
and being at-risk, can be explored though the working out participation (cognitive
participation) construct. This is the organisational work that people undertake to
understand wat is required of them to participate, or not, in the programme. It can be
understood to be the organisational work to be undertaken before taking physical
action (doing it (collective action)).

In the thesis, this has been identified as appropriate to explain the work that
participants undertook to organise themselves and others around any intervention
offered, or participants’ identification of lack of intervention offer. From the data
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derived from this study, the working out participation (cognitive participation)
construct was helpful in highlighting gaps in the provision of services for
participants. We have seen how this particular cohort of patients were routinely
offered lipid lowering medications for the purposes of prevention, and, in some
cases, struggled to understand the repurposing of this medication to reduce risk in a
population that displays cholesterol levels which are within the thresholds for
‘normal’ total cholesterol levels. If participants made sense of this and internalised
and valued the need for this preventative medication, working out participation
(cognitive participation), with its focus on organisation, skills, and accessing
medication was not very helpful in exploring the patient’s journey. What this
construct did offer, however, was a framework to think through other intervention
pathways around diet, physical activity, alcohol consumption and smoking cessation
– all of which are at the NHSHC core.

When asked to recall what advice had been offered about healthy eating, physical
activity, alcohol consumption, and smoking cessation, participants recalled these
offers only sporadically (McNaughton and Shucksmith, 2015). Conversations about
diet happened frequently but other modifiable risk factors that the NHSHC
programme is concerned with were less frequently discussed. No participants
recalled being offered access to services to facilitate change of these risk factors,
either in house at the GP surgery or in a community based setting (McNaughton and
Shucksmith, 2015). The task of tackling weight management and sedentary
behaviour was placed firmly in the hands of the individual.
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The concept of having the skills to engage (initiation) highlights the importance of
having the right skills in place to engage with the NHSHC programme, such as
knowing how to source, prepare and eat appropriate food, to locate and participate in
appropriate physical activity. This could highlight another point at which the
programme could increase inequalities through the differential ability to respond to
the at-risk ‘diagnosis’. NHSHC guidance suggests that intervention should be offered
to those classified as at increased CVR to facilitate change of the modifiable
behavioural factors associated with increased CVR. Individuals were not offered this
opportunity of intervention, rather they were offered brief advice within the
assessment appointment and followed up at the annual review. This lack of an
intervention offer highlights a huge missed opportunity to facilitate the journey of
each individual towards healthier behaviours which could have had a positive impact
on morbidity and early mortality.

Some participants showed their resourcefulness in making what they deemed
positive changes to their food consumption. However, for physical activity, alcohol
consumption and smoking cessation there as very little acknowledgement in the data
of being offered intervention or seeking it out of their own accord. This suggests that
participants did not engage in organising themselves or others in activities to
instigate change for these modifiable risk factors.

The lack of intervention from an external source, the GP practice in this case, raises
an ethical question around the identification of increased CVR with a lack of positive
intervention to change it. As already discussed, participants had not sought an
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NHSHC assessment, it had been offered. Yet participants were left in a state where
they were navigating a potentially very worrying journey without professional
guidance. In the case of many of the identified risk factors, they did not feel they had
the skills to engage with or the capacity to define the actions needed to instigate
change, and so they simply did not embark on changing these behaviours. This
finding could indicate a role for health trainers who may be able to offer support
outside of the assessment appointments as discussed as a success in (Visram et al.,
2014).

There was evidence that participants enrolled the help of family members at many
points in the process of engaging with the NHSHC programme, as did those in the
study conducted by Cheong et al. (2016). One of the first instances of note was when
they were considering whether or not to embark on a pharmaceutically aided journey
or not. This reliance on family members to help make a decision links to the
mechanism of believing a practice is valid and the earlier constructs of collectively
interpreting it (communal specification), showing the influence of extended social
networks in engagement with the NHSHC.

Families were also engaged in incorporating changes into daily lives, especially if it
was deemed to be within the remit of that family member’s realm of labour within
the family. For example, it was common for the men in the sample to identify their
wives as having the prerequisite skills to shop for and prepare healthier food.
Therefore, the men in the sample described their wives taking responsibility for
organising, managing, and subsequently carrying out dietary changes (appropriate
division of tasks (skill set workability)). The enrolment of others to perform the tasks
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of making lifestyle changes was integral to the success they felt they had achieved.
This either worked positively, in cases where wives had incorporated dietary changes
to support their husband’s journey, or negatively, where one husband described not
engaging fully with the programme because his wife would not eat or cook
vegetables. Again, this demonstrates the importance of engaging wider social
networks of the individual in engaging with the programme, as these ‘relevant
others’ provide a system of support for those who are actively trying to make
changes to their lifestyle.

The conceptualisation of engagement with the NHSHC as practice that is valid
impacted on at-risk individuals’ participation with the programme. This was
demonstrated most strongly by those participants who had refused to take, or
discontinued their lipid lowering medications. For these people, the assessing health
professional had failed to build a shared understanding of CVR so that the participant
had afforded meaning to it and therefore they did not cognitively enrol with the
programme. This type of buy in to the programme’s aims and objectives would be
necessary to begin to identify as an at-risk individual and build an ‘at-risk/ illness
identity (Karp, 1994, Kenen, 1996, Goldstein-Jutel, 2011).
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8.1.3

Doing it
Doing it
(Collective Action)

The work that individuals and organisations have to do to enact the new practice. These
processes are energised by investments of effort made by participants (Finch et al., 2012).
Working mechanisms
Working with and trusting the work of
others

Performing the actions
(Interactional Workability)

(Relational Integration)

The interactional work that people do with
each other, with artefacts, and with other
elements of a set of practices, when they
seek to operationalize them in everyday
settings.

The knowledge work that people do to
build accountability and maintain
confidence in a set of practices and in each
other as they use them.

Appropriate division of tasks

Allocating resources

(Skill Set Workability)

(Contextual Integration)

The allocation work that underpins the
division of labour that is built up around a
set of practices as they are operationalized
in the real world.

The resource work - managing a set of
practices through the allocation of different
kinds of resources and the execution of
protocols, policies and procedures.

When discussing the work of actually enacting changes to lifestyle and taking lipid
lowering medications, NPT served to highlight the processes individuals undertook.
The vast majority of participants had recalled conversations with the health
professionals about making changes to their diet in order to reduce their CVR and
many participants (n=14) discussed how they had gone on to make changes to what
they ate. Changes to diet were most popular out of all potential changes that could be
made, perhaps as it was the lowest threshold activity that they could control.
However, again, the enrolment of family members in achieving this goal was pivotal
to its success. The responsibility for preparing healthier alternatives was devolved to
the person within the family with responsibility to prepare meals – normally the wife.
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Moreover, family members had the potential to derail health focussed activity if they
did not like the healthier options.

Whilst participants were, for the most part, willing to make dietary changes, there
was acknowledgement that what is deemed as ‘healthy’ now is subject to change
citing examples of how dietary advice has changed over the years resulting in
conflicting messages, demonstrating a lack of trust in the system. Instead,
participants discussed opting to make small but sustainable changes to their diet such
as exercising portion control and eating in moderation.

A small number of participants did not make changes to their lifestyle as a
consequence of the NHSHC assessment. These participants cited that making these
changes was unnecessary for them as they were already doing all they could to stay
fit and well. This highlights how the processes of making sense of it (coherence) and
working out participation (cognitive participation) had not acted as a catalyst for
change. A number of participants did not recall having discussions about diet
representing a small cohort of participants who either did have a conversation about
diet and had forgotten or a missed opportunity for health promotion.

Engaging with increased physical activity was cited as problematic for some
participants. Comorbidities were often restrictive and they felt they could not engage
in activity as they once had when they were younger. This demonstrates an
opportunity for intervention by health professionals at the point of assessment to
discuss options for physical activity that are appropriate to this population and
signpost them to available services in their local area. Few participants stated that
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they did not need to increase their activity levels as they were already engaged in
regular activities.

The vast majority did not recall discussions about either alcohol consumption or
smoking cessation representing missed health promotion opportunities. However, the
majority of participants had been offered a lipid lowering medication.

When it came to working with and trusting the work of others (relational integration)
the way in which the assessment and monitoring components of the programme are
constructed does not facilitate relationship building in that the individual is offered
two ten minute appointments at assessment and another at annual review. This does
not afford enough time to really do the work of building relationships where people
can explore the options available to them and raise questions and concerns with the
health professional. The use of props and visual aids, as highlighted earlier, did
facilitate the work of building trust in the expertise of the health professional’s
knowledge and build confidence.

The NHSHC programme does, for the most part, divide tasks appropriately – in that
the at-risk individual is expected to carry out tasks that should be within their skillset
e.g. making changes to their particular lifestyle. However, this relies on the
assumption that they have these skills to prepare and cook food, increase physical
activity etc… At the time of undertaking this study there were very few (if any)
lifestyle interventions that participants were signposted to in order to facilitate
gaining skills to make changes. This was noted by many participants as an area that
needed improvement as they had felt unsupported after assessment. The division of
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tasks to make lifestyle changes was often devolved to other members of the family.
For example, in most cases for the male participants it was their spouse who was
responsible for preparing meals. Therefore, this task was entrusted to them in order
to make and sustain changes. This again. Highlights the importance of engaging the
individuals’ wider networks of support to achieve the aims of the programme.

Participants were expected to allocate resources both financially and in giving time
to reduce their CVR. Whilst no one discussed paying for medications, probably by
virtue of all participants being older and eligible for free prescriptions, younger
participants in the programme may well have to pay for medications which may
impact on their adherence to them. Participants were, however, expected to invest
financially in making dietary changes. Some people noted that they were not willing
to start buying separate foods that were deemed to be healthy, such as fruits and
vegetables, as they were not popular with other members of the family, representing
an investment that might go to waste. Only two participants discussed that they had
made changes to their physical activity levels as a result of the NHSHC. These
participants (a married couple) had invested, financially, in a Nintendo Wii to
exercise and monitor weight after being motivated to do so after being called obese.
Regardless of the financial investment in making changes, these changes had to be
appropriate to the individual and sustainable in the context of their everyday life.
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8.1.4

Reflecting on it
Reflecting on it
(Reflexive Monitoring)

The informal and informal appraisal of a new practice once it is in use, in order to assess
its advantages or disadvantages and which develops user’s comprehension of the effects
of a practice. These processes are energised by investments in appraisal made by
participants (Finch et al., 2012).
Working mechanisms
Collecting feedback information

Collectively evaluating it

(Systematisation)

(Communal Appraisal)

Participants in any set of practices may seek
to determine how effective and useful it is
for them and for others, and this involves
the work of collecting information in a
variety of ways.

Participants work together - sometimes in
formal collaboratives, sometimes in
informal groups to evaluate the worth of a
set of practices. They may use many
different means to do this drawing on a
variety of experiential and systematized
information.

Individually evaluating it

Changing the way things are done

(Individual Appraisal)

(Reconfiguration)

Participants in a new set of practices also
work experientially as individuals to
appraise its effects on them and the contexts
in which they are set. From this work stem
actions through which individuals express
their personal relationships to new
technologies or complex interventions.

Appraisal work by individuals or groups
may lead to attempts to redefine procedures
or modify practices - and even to change
the shape of a new technology itself.

Evidence from the findings shows that participants engaged in reflexive work in
many different respects. They reflected upon their progress, their medications, the
annual review process, and their relationships with the health professionals.

Participants described processes by which they performed self-surveillance to assess
their progress to reduce CVR whereby they collected feedback information. For
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those that were engaged with the programme, some did this by monitoring their
weight at regular intervals, purchasing exercise equipment such as a Wii, or by
purchasing equipment to monitor cholesterol levels at home as a way of individually
evaluating it (individual appraisal) progress. These activities necessitated allocation
of resources of time or money. This process of self-surveillance demonstrates how
some participants were highly engaged with the work of ‘being at-risk’, had
incorporated concepts of risk into their identity, and normalised/ embedded these
practices into their everyday life (Jani et al., 2013, May et al., 2014b, Gallacher et al.,
2011).

Experiences of the annual review process varied between participants. This review
should act as a point in time where the individual can come together with the health
professional and engage in a process of collectively evaluating it (communal
appraisal) progress. In some instances, participants had a reassessment of cholesterol
levels and for these people it served as an opportunity to monitor the effects of the
work they had undertaken making lifestyle changes or taking lipid lowering
medications. However, many participants noted that this was not the case for them
and they noted that they would have appreciated the opportunity to monitor and track
their progress, or not, in this way. This lack of opportunity to quantify progress led
many to believe that any efforts they had made to reduce their CVR had been in vain.
However, in reality, overall risk scores may have increased by virtue of being
another year older but the introduction of chances to monitor changes in surrogate
markers such as weight and cholesterol may encourage sustained engagement over
the longer term.
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Moreover, participants discussed how opportunities for collective evaluation were
essentially missed within the construction and delivery of the NHSHC. Whilst
discussing treatment options, many participants felt that they had been steered down
a pathway that assumed that prophylactic lipid lowering medications were the first
course of action. Some felt that they would have liked to reduce their CVR without
the aid of prescribed medications by changing their lifestyle in the first instance.
However, for many, there was no offer of community-based or in-house
interventions that they could participate in to be supported in making lifestyle
changes in the first instance, demonstrating the need for these types of services to be
available. The advice that was offered to people was cited as being generic and CVR
focussed, as discussed in previous sections.

Many opportunities for changing the way things are done (reconfiguration)
presented. A cohort of participants had returned to the GP practice to discuss
treatment options after experiencing side effects from medications. As discussed, all
of the participants who had been offered alternative brands of medications had gone
on to sustain their adherence over the longer term and reported no further side
effects. However, for the small number of participants who had approached their
healthcare providers about alternative treatment options and been refused them, all
went on to discontinue treatment. Changing treatment options, without the say so of a
health professional who is responsible for prescription, is not an option for the
individual. Health professionals are the gatekeepers to medical intervention (Turner,
1995) and hold the power to impact on the success, or not, of each individual who
seeks to change their regimen. The way in which these requests are handled could
have implications for the success of the programme at the individual level. Without
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this engagement of health professionals there is limited scope for the individual to
reconfigure treatment to fit into their lifestyle so that it is workable for them
personally.

Individuals who seek this reconfiguration of treatment represent a cohort of patients
who are willing to comply, have internalised the CVR and the importance of
engaging with the programme and could be convinced to be compliant/ adherent over
the longer term if they are given access to treatments that are tolerable. Those who
discontinued with treatment also represent a cohort of individuals that were willing
to engage with all aspects of the programme, if it fits into their lives and does not
make them feel unwell. If they had not experienced side effects than they might have
continued with lipid lowering medications.

As previously discussed, NPT was used across the life course of the study (section
5.1.6) and I found it more helpful in some stages than others. Below is a more
general discussion about the usefulness of NPT at specific stages of the study.

Planning: in the planning stages of the study NPT acted as a tool that could sensitise
me to issues that are important when thinking through people’s engagement in the
work required to implement, embed, and integrate knowledge and practices. As such,
the constructs and their subordinate working mechanisms helped me to brainstorm
possible questions for the development of the interview guide (section 5.2.3).
However, initially I found the language that is used to describe the constructs and the
subordinate working mechanisms a barrier to engaging with the constructs. To

216

overcome this I undertook a significant amount of re-interpretation and re-labelling
work to ensure that I could contextualise the constructs and working mechanisms to
the specific setting I was interested in (chapter 4).

Analysis: NPT was used at the analysis stages of the project. Initially I had intended
to use the constructs to undertake a Framework Analysis (section 5.1.6) but this
proved unsuccessful as I was concerned about imposing a deductive framework on
the data which was not congruent with the wider approach taken to the study. As
such the Framework Analysis was abandoned in favour of an inductive approach.
The NPT constructs were used post hoc in a confirmatory manner and as a
theoretical lens by which to make sense of the data.

Interpretation: the constructs and subordinate working mechanisms of NPT were
useful at the interpretation stages of the study. They helped to confirm the results of
the inductive analysis and helped to think through, critically, the interplay of
different processes that were taking palace between participants, health care
professionals, friends and family, technologies, media, and health advice. Whilst all
constructs were helpful in unpacking each stage of participants’ journeys through the
NHSHC programme, one construct making sense of it (coherence) was particularly
helpful as it demonstrated the power to explain why people either engaged with the
programme in a positive way or actively resisted aspects of it.

Originally, NPT was developed to explore the ways in which innovative practices
were routinised in organisations. However, I have demonstrated in this study that
NPT is a valuable tool for exploring engagement with practices outside of the context
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for which it was intended; in this instance, in relation to the engagement of people
who were identified as at-risk of cardiovascular disease with the NHSHC
programme.

8.2 How findings link to previous literature
The modelling exercise undertaken by the DH suggested that, if successfully
implemented, the NHSHC programme could be cost effective (Department of
Health, 2008a). The NHSHC programme is being delivered with the intention of
meeting the following aims (which have been revised since its inception and
implementation):
1. Saving 650 lives per year by preventing 1,600 heart attacks
2. Prevent development of diabetes in over 4,000 people per year
3. Aid the early detection of at least 20,000 cases of kidney disease and diabetes
(Public Health England, 2013).
To achieve these aims it is imperative that the programme not only effectively
identifies those people within the population who are at-risk of suffering an adverse
cardiovascular event, but also encourages them to make (and sustain) positive
lifestyle changes and adhere to prophylactic medications. Evidence suggests that the
NHSHC is not achieving its targets, with only 25% of the eligible population having
undergone an assessment (Cook et al., 2016). This is far below the DH’s aspirational
target of covering 20% of the target population each year until total coverage of the
eligible population was achieved by 2013 (Department of Health, 2008a). This low
coverage has been suggested (Cochrane et al, 2013) to indicate a lack of interest in
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the NHSHC programme in the population. However, evidence is emerging from
national evaluation of uptake data that participation has increased year-on-year
(Robson et al., 2016) it is unclear, however, if this means that the NHSHC is
becoming normalised or if the programme is becoming more efficient at attracting
people in.

The focus of the NHSHC programme on the so-called lifestyle factors tends to place
responsibility for CVR at the door of the individual, taking attention away from the
wider social determinants of health (Dahlgren and Whitehead, 2007). We know that
in England, the burden of cardiovascular diseases is felt disproportionately in
disadvantaged communities and therefore structural conditions of class and poverty
play a role (Raphael, 2003). Cardiovascular disease mortality rates within the
population as a whole have been falling by around 6% per year. However, this
reduction is experienced differently between socio-economic groups, meaning that as
overall mortality rates fall, health inequalities are increasing (Bajekal et al., 2012).
One danger of universal programmes such as the NHSHC is that it may inadvertently
increase health inequalities because of differential take up rates between
demographic groups.

It is worth bearing in mind that members of the eligible population often believe that
they are fit and well at the point of their initial invitation. They have been offered a
CVR assessment to predict their future chance of suffering an adverse cardiovascular
event. For those individuals who have attended a check and been advised that they
are at high risk (>20% in the next ten years) they have been advised to make
219

preventative changes to their lifestyle, and in most cases prescribed a lipid lowering
medication for prophylactic purposes. Yet, to re-emphasise, this population is
asymptomatic.

For those participants in the study, the NHSHC programme did not make clear
predictive sense (Conrad, 2011, Rosenberg, 2007). Many noted the difference
between being identified as having a ‘condition’ and being identified as at ‘risk’ of
something happening in the future. Pre or proto diseases have been identified as an
extension to diagnosis and treatment (Armstrong, 2011, Melzer and Zimmern, 2002,
Rosenberg, 2002): however they are difficult concepts for people to understand and
therefore take action to avoid.

The act of diagnosis has been noted to be an event that provides a catalyst to change
(Goldstein-Jutel, 2011, Jutel and Nettleton, 2011), giving access to the sick role
(Parsons, 1975, Parsons, 1951), and access to treatment and services (Smith, 2002b).
Previous research into long term and chronic conditions suggests that patients move
through stages to form an illness identity (Karp, 1994) or to build a new biographical
narrative (Bury, 1984). However, there has been less discussion as to whether these
concepts are relevant to those without a diagnosis of a physiological condition but
only with a diagnosis of risk. (Gillespie, 2012) found that risk identification
symbolically changed the concept of self and identity and (Hindhede (2014),
Hindhede and Aagaard-Hansen (2014)) found that communication of risk served to
incite anxiety and fear.
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Evidence from early evaluation of engagement of at-risk individuals has found that
the NHSHC programme has been effective in acting as a catalyst to make changes to
dietary behaviour (Alford and Perry, 2010, Krska et al., 2014, Perry et al., 2014,
McNaughton and Shucksmith, 2015). This is mirrored in findings from this thesis.
Dietary changes were cited most often by participants as a method of reducing CVR
to achieve weight-loss or to reduce cholesterol intake. Participants were happy to
discuss diet within the context of the NHSHC assessment. However, the way in
which the health professional broached the subject of weight and weight-loss had the
potential to impact on participants’ experience of the assessment. The use of terms
such as ‘obese’ had the potential to negatively impact the individual.

Making small but sustainable changes to diet such as managing portion control or
reducing fat and salt intake were preferable, as these were thought more achievable.
Increased knowledge about risk factors for CVD has been shown to increase
adherence to lifestyle interventions (Alm-Roijer et al., 2004). People in this study
were reluctant to make radical changes to their diet and in many cases were cautious
about cutting out certain food groups, citing how often official guidance on food
consumption was subject to changes and even reverses. Many participants recounted
how guidance about the consumption of eggs has changed over their life course from
being a healthy food, to them being cited as a source of high cholesterol, then being
declared a healthy option again.

The information provided to at-risk individuals about healthy lifestyles was deemed
to be too generic and not focussed specifically on CVR reduction. This lack of
221

specific CVR reduction advice left many feeling they were not being supported in
reducing risk. Many conditions such as diabetes or irritable bowel syndrome have
specific diets to which patients must adhere to reduce symptoms or disease
progression. This was not the case for those with increased CVR. The development
of branded materials with healthy lifestyle advice specifically for those involved in
the NHSHC programme could provide much needed support and a point of reference
for people once they have left the GP surgery and are expected to manage dietary
changes (McNaughton et al., 2013, Krska et al., 2014)

The use of visual aids to explore and explain the physiological effects of high
cholesterol on the body has been found to be effective (Shaw et al., 2015). Again,
this was mirrored in findings from this study. Participants who recalled having these
aids used in assessment consultations felt they understood the processes taking place
within their body and felt motivated to reduce these effects by engaging in healthier
lifestyles and taking lipid lowering medications.

The use of lipid lowering medications has been found to be effective in the primary
prevention of CVD and associated complications (Taylor et al., 2011a). However,
there is evidence that overall adherence to these medications has been found to be
low, with only half of those prescribed medications taking them on a daily basis
(Poluzzi et al., 2008). Patients who have received treatment with lipid lowering
medications for the purposes of primary prevention, as opposed to secondary
prevention, have been found to be more likely to discontinue treatment (Ellis et al.,
2004, Jackevicius et al., 2002). The most often cited reason for discontinuation of
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medications is the development of side effects from taking the medications (Mann et
al., 2007); this evidence is congruent with findings from this study.

The majority of participants were offered lipid lowering medications, for the
purposes of prevention. Of those participants offered medications, four had refused
outright to take them, as they did not believe they were suitable. Twenty-one
participants had initially accepted the offer of medication and, of that number, 17
were still taking them at the point of interview, leaving four participants who had
discontinued due to side effects. This is higher than the 50% expected adherence rate
expressed by Poluzzi et al. (2008), however comment cannot be made about how
regularly participants were taking their medications. Concerns about treatment
options have been shown to negatively impact on medication adherence in previous
studies with people who have long term conditions (Horne et al., 2013) Whilst the
majority of participants who had started taking lipid lowering medications had
continued to do so for at least one year post risk assessment, this sustained adherence
could be attributed to a number of individuals being afforded the opportunity to
change medications that were not suiting them. A number of participants had
returned to their healthcare provider because they were experiencing side effects that
they attributed to the commencement of treatment. Many people described a number
of adverse effects of the treatment ranging in severity from mild and tolerable (such
as gastric discomfort) to unbearable (such as severe muscular pains or heaviness of
limbs). Side effects were cited as the reason for discontinuing with lipid lowering
medications.
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The way in which discussions about side effects were handled by the health
professionals impacted greatly on people’s decision to carry on with treatment or
discontinue altogether. This finding is consistent with (Martin et al., 2005) who
highlighted the importance of open communication to increase adherence with
medications, Upon experiencing side effects that were attributed to the lipid lowering
medication, a number contacted their GP practice to discuss the side effects. Many
participants were offered the chance to swap from one brand of medication to
another that might be easier for them to tolerate. In these cases, participants noted
that they were able to tolerate a different brand better and that they were happy to
continue taking them indefinitely. However, the opportunity to reconfigure
medication regimens was not consistent across all GP practices. When some
participants approached their GP practice to discuss the intolerable side effects that
they were experiencing, they had been turned away and informed that the current
medication was the only brand they could be offered. In each of these cases the
individual had made the decision to discontinue treatment with lipid lowering
medication. This inconsistency between practices in the way in which side effects
were dealt with represents the impact that individual health practitioners can have on
the outcomes of the programme. Had the individual had the opportunity to try
another brand of medication, and tolerated it, they may have adhered to it over the
longer term, therefore reducing their risk.

Testing for high cholesterol and trying to treat it through making dietary changes or
by taking lipid lowering medications is a familiar concept in the UK, and it is
regularly discussed in the media and national press. Cholesterol management was
often discussed in interview and many participants emphasised that they had been
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advised to take a drug that they assumed was normally promoted for cholesterol
reduction for a new purpose – prevention, rather than cure. Lipid lowering
medications were, in the eyes of participants, now being offered regardless of
cholesterol levels or whether an individual’s cholesterol sat inside or outside of the
current recommended thresholds. This apparent lack of regard for prescription
according to measured cholesterol levels caused confusion and anxiety. New
concepts such as high-density lipoprotein level (HDL/ ‘good cholesterol’) and lowdensity lipoprotein level (LDL/ ‘bad cholesterol’) were being introduced into
discussion in consultations as a way of encouraging people to commence statins
treatment. However, this only served to muddy people’s understanding of concepts
they had previously thought they had a grasp on.
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9 Conclusions, implications, and limitations
The following chapter will draw together the salient points from the findings and
discussion chapters to highlight the conclusions and then implications of the study
for: theory; policy and practice; training, support, and education; and – finally –
future research. Each will now be discussed in turn.

9.1 Conclusions of the study
Normalisation Process Theory has helped to surface important aspects of the
NHSHC programme that influence participants’ engagement with the NHSHC and
their subsequent journey throughout the process from: attending the assessment,
being identified as at-risk, making sense of this ‘diagnosis’, and engaging in lifestyle
changes and/or a pharmaceutically aided journey. Evidence from this study suggests
that the at-risk individual should be viewed as a participant in a social system, and
this wider social system is integral to engagement, both positively and negatively,
with all aspects of the programme. The NHSHC programme places responsibility for
CVR and lifestyle changes firmly at the door of the individual. Whilst it is the
individual who is identified as at increased risk of CVR and it is the individual that
ultimately makes changes to their lifestyle or adheres to prophylactic medications,
their network of family, friends, and health professionals influence each stage of the
journey. In this respect the individual is a single cog in a much wider system.

Findings have shown how the engagement of the health professional delivering the
CVR assessment is pivotal to the individual and how they perceive their CVR and its
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potential impact on their life. The collective interpretation work that is undertaken
between these parties has a huge influence on the individuals’ subsequent journey
through the NHSHC. Health professionals have the opportunity to positively or
negatively influence the individuals’ understanding of CVR. Those health
professionals who are able to interpret and deliver CVR into something that is
important to the individual have the capacity to help the individual to afford meaning
and value to CVR and meaningfully engage in activities to reduce it. Those health
professionals who are unable to meaningfully interpret CVR can likewise, negatively
influence the individual’s perception.

The role of family, friends, and anecdotal evidence about potential candidacy for
CVD impacts individuals’ engagement with the NHSHC programme, and this
influence cannot be underestimated. Provision of ‘scientific evidence’ based upon the
calculation of surrogate markers for CVR is not necessarily sufficient to convince
many people that they should engage with lifestyle changes or take lipid lowering
medications prophylactically. To be effective, messages about CVR must be
contextualised into the individuals’ specific circumstances. This may require
involvement from at-risk individuals’ families, friends, and may require sustained
engagement from health professionals.

Social networks are called upon to make sense of, and engage with, the work of
changing behaviours through modifying diet, increasing physical activity, monitoring
alcohol consumption, and smoking cessation – all of which are social activities and
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have social determinants. Harnessing the influence of these social networks is
essential if impacts on health are to be seen from the NHSHC programme.

Sustained interaction with health professionals was also shown to be important at
stages of reconfiguration of treatment. For those individuals who had suffered
adverse side effects from the prescribed medications, the relationship with the
prescribing professional had the power to determine their continuation, or not, with
medications. This demonstrates again the impacts of wider social networks on the
individual’s journey.

9.2 Implications arising from the study
The following section considers the implications that arise from the study. In
particular it considers: implications for theory; implications for policy and practice;
implications for training, support, and education; and implications for future
research.
9.2.1 Implications for Theory


Normalisation Process Theory proved useful at all stages of the research
project. Other researchers or those interested in exploring people’s
engagement in health services and health intervention may also find NPT
useful in guiding the construction and implementation of their project –
especially relating to:
a. In the planning phases NPT can act as a sensitisation tool to consider
aspects of people’s engagement with services/ interventions. i.e. the
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work undertaken to consider engaging with health interventions,
organising resources, engaging with programme activities, and
reflecting on the benefits or disadvantages of health services and
interventions.
b. When constructing interview schedules NPT provides a framework to
inform the development of a comprehensive set of questions that
consider aspects of engagement that may otherwise be overlooked.
c. At the analysis stages of a project, NPT constructs can be used in a
confirmatory manner. In this respect the constructs of NPT are helpful
to abstract themes into higher order concepts.
d. NPT is also helpful in providing a framework to discuss emergent
themes and consider their implications.


Normalisation Process Theory was developed to explore the ways in which
innovative practices were routinised in organisations. However, this study
shows that NPT is a useful tool to explore people’s engagement with
practices outside of an organisational setting. Normalisation Process Theory
may be used to explore aspects of how individuals adopt (or reject) a
diagnosis and subsequently engage with (or resist) lifestyle intervention and
medication regimens.



Normalisation Process Theory is presented as a universal tool that can be
applied to any context. Whilst this is helpful to demonstrate its utility in a
variety of contexts and settings, it means that the constructs and underlying
working mechanisms need to be interpreted on a case-by-case basis to be
relevant. The work required to contextualise the theory to a particular
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problem or setting by interpreting what the constructs are asking of the
‘problem’ should not be underestimated, or avoided.


In the context of this study, the construct of making sense of it (coherence)
was the most useful construct to explore, as findings relating to this construct
acted as an indicator as to whether participants would actively take part in the
programme or actively resist aspects of it.



A tension between the working mechanisms of making sense of it (coherence)
– individual interpretation (individual specification) and collective
interpretation (collective specification) was found, as the evidence
underpinning each of these types of interpretation was often founded on
contrary information. However, those delivering the programme may want to
focus on the work of collective interpretation as it could influence
engagement in programmes such as the NHSHC.



Findings from the study suggest that the processes explored in the construct
making sense of it (coherence) have the power to provide rationale for both
engagement in programmes such as the NHSHC and also rationale for active
resistance with it, or parts of it i.e. lifestyle changes or medication.



Findings from this study suggest that the coming to a conclusion
(internalisation) working mechanism is not a discrete process, like the other
working mechanisms, rather it is a product of the other three working
mechanisms of that construct. Therefore, those using NPT to explore how
people make sense of a process or practice may want to focus on the
processes involved in understanding the uniqueness of it (differentiation),
collectively interpreting it (communal specification), and individually
interpreting it (individual specification).
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9.2.2

Implications for Policy and Practice

Findings from this study have implications for the structuring and delivery of the
NHSHC.


The way in which the NHSHC programme is expected to bring about change
in a high-risk population could be developed and made explicit. Findings
have highlighted that simply providing information about individual risk is
not sufficient to spur adherence from individuals, over the longer term.
Rather, there is significant work required to support patients to buy into the
premise of the programme and the subsequent work they must engage in to
reduce their CVR.



The NHSHC offer was not viewed as distinct. The offer – in terms of what is
provided in the assessment, treatment, and advice – was not considered novel.
There is an opportunity for those tasked with programme delivery to promote
the unique aspects and offerings of the NHSHC to those attending
assessment.



There is an opportunity to strengthen the relationship between healthcare
provider and patient (collectively interpreting it (communal specification)) to
encourage shared decision making and the implications of being identified as
at high risk of CVR.



When this research was conducted there were few defined referral pathways
for those identified as at high risk, meaning that individuals were informed of
their high-risk status but there was no defined intervention to support changes
in lifestyle. Further programme development would benefit from having clear
referral pathways to community and individual lifestyle interventions.

231



The study highlighted a possible unintended outcome of the NHSHC
programme – the perception, for some, that being identified as high risk of
CVR was reassuring as no physiological condition had been identified. There
is an opportunity for those delivering the programme to work with patients to
build an understanding of the implications of being at-risk.



The development of branded materials with healthy lifestyle advice
specifically for those involved in the NHSHC programme could provide
much needed support and a point of reference for people once they have left
the GP surgery and are expected to manage dietary changes and increase
physical activity levels.



The annual review process demonstrates a missed opportunity to re-engage
individuals with the NHSHC programme. Risk reassessment would offer an
opportunity to monitor progress.



Individuals who experienced debilitating side effects from the prophylactic
medications they were prescribed often sought out opportunities to
reconfigure their treatment options. However, in some cases alternative
treatment was refused. In these cases, individuals discontinued their
medications. Had the opportunity of treatment reconfiguration (to different
types of statin that may cause less side effects) been offered – those patients
may not have discontinued treatment altogether.

9.2.3 Implications for Training, Support, and Education
The delivery of the programme has been delegated in the GP setting to practice
nurses and, in many cases, healthcare assistants, who do not have the depth of
clinical knowledge to be able to sufficiently answer technical questions raised by
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individuals. Findings from this study highlight some areas for increased training,
support, and education.


Nurses are perceived as having difficulty explaining:
a. complex concepts such as risk (absolute versus relative risk)
b. how being at-risk of CVD interacts with pre-existing conditions
Training specific to the communication of these complex concepts would be
beneficial, perhaps accompanied by reference material that could be used in
consultations.



The use of demonstration aides worked well in cases where they were used.
The extension of their use is recommended.



Individuals do not make changes or decisions about their health in a vacuum.
They include family and friends in their discussions, and utilise other forms
of information to synthesise and come to a decision. Education of HPs should
support this notion and facilitate the inclusion of the patient’s wider social
network in decisions and participation in all aspects of the NHSHC
programme.



Support and advice given to those identified as at high risk should be CVR
specific. Dietary and physical activity advice was viewed as too generic.

9.2.4

Implications for Future research

The study has highlighted several areas for future research:


Further research could explore the need to develop new theories about ‘risk
biographies’ or ‘risk narratives’ to build upon and extend the work of Bury
(1984) and Karp (1994).
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Further research with high risk individuals in other geographically locations
to explore if these findings are consistent in other locales.



Research with individuals who have not engaged with the programme to find
out reasons why.



Research with those identified as low and medium risk to explore their
experiences of engagement with the NHSHC programme.



Research with other, more diverse demographic groups to explore if these
findings are consistent.

9.3 Strengths and limitations of the study
Findings from this thesis have been derived from a number of interviews with people
who have been identified as at high risk of an adverse cardiovascular event in the
next ten years. Much attention has been focussed on evaluating the impact of the
NHSHC programme through monitoring the uptake of CVR assessment. However, a
strength of this study is that it is one of a limited number that has explored the
experiences of those people identified as at increased risk of CVD through the
NHSHC programme. Studies such as this, which acknowledge the journey that those
identified as at-risk undertake are essential to ensuring such offerings are appropriate
and acceptable to the targeted population. Moreover, another strength of this study is
that it is the first time (to my knowledge) that a theoretically driven approach (using
NPT) to understanding the patient journey has been undertaken and the first time
NPT has been used, prospectively, to understand the work patients do to interact with
health provision.
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Participants were sampled using a purposive approach – all needed to have
undergone an NHSHC, been identified as at high risk of CVD, been given lifestyle
advice and in most cases prescribed statins prophylactically, and attended at least one
annual review. This sampling strategy enabled the inclusion of participants who
shared common experiences to allow patterns and commonalities to be identified in
the data (Gray, 2018). However, due to the sampling strategy and how it worked in
practice (section 5.2.1) there were unintended limitations, (primarily homogeneity of
the sample) which could impact on the transferability of these findings. This arose
due to the type of people who agreed to be interviewed for the study. All participants
in the study were White British – which reflects the particular catchment areas from
which they were sampled. The majority of them were living in the least deprived
quintiles of the Tees Valley (Table 21) and were over 55 years old, representing the
older end of the possible spectrum of those offered an NHSHC (40-74 years old).
Caution must therefore be taken when transferring these findings more widely to the
population identified as at increased CVR through the NHSHC programme. Further
research should aim to include additional investigation of patient adherence with the
NHSHC programme by recruiting participants from more deprived communities,
ethnically diverse participants, and younger participants.

Qualitative studies do not seek to achieve large representative samples from which
results can be generalised to other populations. Rather, we seek insights developed
through looking at issues in-depth (Kelly, 2010). The analysis presented in this thesis
is based upon responses from 26 individuals. This represents a very small sample
size in relation to the population from which it was drawn and again caution must be
taken when transferring these findings to the wider population. Further research
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could explore, on a larger scale, the transferability of these findings to a wider
population.

Individuals were asked to recall many aspects of the assessment they had received
from invitation, delivery of risk score, what lifestyle advice, and medical intervention
which had occurred some time prior to interview. The lapse of at least one year
(patients were contacted after their first annual review) may have affected the
accuracy of their recall around what was offered in terms of lifestyle
advice/intervention. However, their current behaviour is obviously determined by
their memory and understanding of that encounter.

Findings in this thesis were drawn from interviews with individuals who were
already compliant, to some extent, with many aspects of the NHSHC programme. No
data was collected from individuals who:
1. were invited for assessment but decided not to attend (refusers), or
2. attended assessment but did not attend an annual review (drop outs).
Further qualitative research is needed to understand the experiences and needs of
these two groups and any new study along these lines should include representation
from ethnically diverse populations.

236

10 References
ABRAMSON, J., ROSENBERG, H., JEWELL, N. & WRIGHT, J. 2013. Should statins be
prescribed to people at low risk of cardiovascular disease? BMJ 347, 15-17.
ACHESON, D. 1998. Independent Inquiry into Inequalities in Health Report. London.
AHERN, K. J. 1999. Ten Tips for Reflexive Bracketing. Qualitative Health Research, 9, 407411.
ALFORD, S. & PERRY, C. 2010. Knowsley at heart community NHS health checks: behaviour
change evaluation.
ALM-ROIJER, C., STAGMO, M., UDEN, G. & ERHARDT, L. 2004. Better knowledge improves
adherence to lifestyle changes and medication in patients with coronary heart
disease. Eur J Cardiovasc Nurs, 3, 321-30.
AMERICAN PSYCHIATRIC ASSOCIATION 1968. Diagnostic and Statistical Manual of Mental
Disorders II, Washington DC, American Psychiatric Association.
ARMSTRONG, D. 1995. The rise of surveillance medicine. Sociology of Health and Illness, 17,
393-404.
ARMSTRONG, D. 2011. Diagnosis and nosology in primary care. Soc Sci Med, 73, 801-7.
ARMSTRONG, N. & EBORALL, H. 2012. The sociology of medical screening: past, present and
future. Sociol Health Illn, 34, 161-76.
ARONOWITZ, R. A. 2009. The converged experience of risk and disease. Milbank Q, 87, 41742.
ARTAC, M., DALTON, A. R., BABU, H., BATES, S., MILLETT, C. & MAJEED, A. 2013a. Primary
care and population factors associated with NHS Health Check coverage: a national
cross-sectional study. J Public Health (Oxf), 35, 431-9.
ARTAC, M., DALTON, A. R., MAJEED, A., CAR, J., HUCKVALE, K. & MILLETT, C. 2013b. Uptake
of the NHS Health Check programme in an urban setting. Family Practice, 30, 426435.
ATKINS, S., LEWIN, S., RINGSBERG, K. & THORSON, A. 2011. Provider experiences of the
implementation of a new tuberculosis treatment programme: a qualitative study
using the normalisation process model. BMC Health Services Research, 11.
AVEN, T. 2013. The concepts of risk and probability: an editorial. Health, Risk & Society, 15,
117-112.
AZJEN, I. 1991. The theory of planned behaviour. Organizational Behavior and Human
Decision Processes, 50, 179-211.
BAJEKAL, M., SCHOLES, S., LOVE, H., HAWKINS, N., O'FLAHERTY, M., RAINE, R. & CAPEWELL,
S. 2012. Analysing recent socioeconomic trends in coronary heart disease mortality
in England, 2000-2007: a population modelling study. PLoS Med, 9, e1001237.
BAND, R., BRADBURY, K., MORTON, K., MAY, C., MICHIE, S., MAIR, F. S., MURRAY, E.,
MCMANUS, R. J., LITTLE, P. & YARDLEY, L. 2017. Intervention planning for a digital
intervention for self-management of hypertension: a theory-, evidence- and
person-based approach. Implementation Science, 12, 25.
BARTON, P., ANDRONIS, L., BRIGGS, A., MCPHERSON, K. & CAPEWELL, S. 2011. Effectiveness
and cost effectiveness of cardiovascular disease prevention in whole populations:
modelling study. BMJ, 343, d4044.
BEANLANDS, H. J., LIPTON, J. H., MCCAY, E. A., SCHIMMER, A. D., ELLIOTT, M. E., MESSNER,
H. A. & DEVINS, G. M. 2003. Self-concept as a “BMT patient”, illness intrusiveness,
and engulfment in allogeneic bone marrow transplant recipients. Journal of
Psychosomatic Research, 55, 419-425.
BENNER, J. S., CHAPMAN, R. H., PETRILLA, A. A., TANG, S. S., ROSENBERG, N. & SCHWARTZ,
J. S. 2009. Association between prescription burden and medication adherence in
237

patients initiating antihypertensive and lipid-lowering therapy. Am J Health Syst
Pharm, 66, 1471-7.
BENNER, J. S., GLYNN, R. J., MOGUN, H., NEUMANN, P. J., WEINSTEIN, M. C. & AVORN, J.
2002. Long-term Persistence in Use of Statin Therapy in Elderly Patients. Journal of
the American Medical Association, 288, 455-461.
BERG, B. L. 2007. Qualitative Research Methods for the Social Sciences, London, Pearson.
BIGGERSTAFF, D. & THOMPSON, A. R. 2008. Interpretative Phenomenological Analysis (IPA):
A Qualitative Methodology of Choice in Healthcare Research. Qualitative Research
in Psychology, 5, 214-224.
BLACK, D. 1980. Inequalities in health: report of a research working group. London.
BLAIKIE, N. 2007. Approaches to Social Enquiry, London, Ploity.
BLAKEMAN, T., BOWER, P., REEVES, D. & CHEW-GRAHAM, C. 2010. Bringing selfmanagement into clinical view: a qualitative study of long-term condition
management in primary care consultations. Chronic Illness, 6, 136-150.
BLAKEMAN, T., PROTHEROE, J., CHEW-GRAHAM, C., ROGERS, A. & KENNEDY, A. 2012.
Understanding the management of early-stage chronic kidney disease in primary
care: a qualitative study. Br J Gen Pract, 62, e233-42.
BOOTH, H. P., PREVOST, T. A., WRIGHT, A. J. & GULLIFORD, M. C. 2014. Effectiveness of
behavioural weight loss interventions delivered in a primary care setting: a
systematic review and meta-analysis. Family Practice, 31, 643-653.
BOOTS WEBMD. 2017. Cholesterol home kits [Online]. Available:
http://www.webmd.boots.com/cholesterol-management/guide/cholesterol-hometest-kits [Accessed 04/07/17.
BOUDON, R. 1991. What Middle-Range Theories Are. Contemporary Sociology-a Journal of
Reviews, 20, 519-522.
BRAUN, V. & CLARKE, V. 2006. Using thematic analysis in psychology. Qualitative Research
in Psychology, 3, 77-101.
BRAUN, V. & CLARKE, V. 2013. Successful Qualitative Research, London, Sage.
BRINDLE, P., BESWICK, A., FAHEY, T. & EBRAHIM, S. 2006. Accuracy and impact of risk
assessment in the primary prevention of cardiovascular disease: a systematic
review. Heart, 92, 1752-9.
BRITISH HEART FOUNDATION. 2014. Research reveals the rising cost of CVD [Online].
Available: https://www.bhf.org.uk/news-from-the-bhf/newsarchive/2014/august/rising-cost-of-cvd [Accessed 18th June 2015 2015].
BRODERSEN, J., SCHWARTZ, L. M., HENEGHAN, C., O’SULLIVAN, J. W., ARONSON, J. K. &
WOLOSHIN, S. 2018. Overdiagnosis: what it is and what it isn’t. BMJ Evidence-Based
Medicine, 23, 1-3.
BROWN, P., LYSON, M. & JENKINS, T. 2011. From diagnosis to social diagnosis. Soc Sci Med,
73, 939-43.
BURGESS, R. G. 2002. In the field: and introduction to field research, London, Routledge.
BURY, M. 1984. Chronic illness as biographical disruption. Sociology of Health and Illness, 4,
167-182.
BURY, M. 2001. Illness narratives: fact or fiction? Sociology of Health & Illness, 23, 263-285.
BURY, M. 2013. Medical Model. In: GABE, J. & MONAGHAN, L. F. (eds.) Key Concepts in
Medical Sociology. 2nd ed. London: Sage.
CAPEWELL, S. 2008. Will screening individuals at high risk of cardiovascular events deliver
large benefits? No. BMJ, 337, 785.
CAPEWELL, S. & FORD, E. S. 2011. Why have total cholesterol levels declined in most
developed countries? BMC Public Health, 11, 641.
CAPEWELL, S. & GRAHAM, H. 2010. Will cardiovascular disease prevention widen health
inequalities? PLoS Med, 7, e1000320.
238

CAPEWELL, S., MCCARTNEY, M. & HOLLAND, W. 2015. Invited debate: NHS Health Checks a naked emperor? Journal of Public Health, 37, 187-192.
CARTER, S. M. 2017. Overdiagnosis, ethics, and trolley problems: why factors other than
outcomes matter—an essay by Stacy Carter. BMJ, 358.
CHAMNAN, P., SIMMONS, R. K., HORI, H., SHARP, S., KHAW, K. T., WAREHAM, N. J. &
GRIFFIN, S. J. 2010a. A simple risk score using routine data for predicting
cardiovascular disease in primary care. Br J Gen Pract, 60, e327-34.
CHAMNAN, P., SIMMONS, R. K., KHAW, K. T., WAREHAM, N. J. & GRIFFIN, S. J. 2010b.
Estimating the population impact of screening strategies for identifying and
treating people at high risk of cardiovascular disease: modelling study. British
Medical Journal (Clinical Research Ed.), 340, c1693.
CHAPMAN, R. H., BENNER, J. S., PETRILLA, A. A., TIERCE, J. C., COLLINS, S. R., BATTLEMAN,
D. S. & SCHWARTZ, J. S. 2005. Predictors of adherence with antihypertensive and
lipid-lowering therapy. Archives of Internal Medicine, 165, 1147-1152.
CHEONG, A. T., KHOO, E. M., TONG, S. F. & LIEW, S. M. 2016. To check or not to check? A
qualitative study on how the public decides on health checks for cardiovascular
disease prevention. PloS One [Online], 11.
CLARK, D. 2002. Between hope and acceptance: the medicalisation of dying. BMJ, 324, 905907.
COCHRANE, T., GIDLOW, C. J., KUMAR, J., MAWBY, Y., IQBAL, Z. & CHAMBERS, R. M. 2013.
Cross-sectional review of the response and treatment uptake from the NHS Health
Checks programme in Stoke on Trent. J Public Health (Oxf), 35, 92-8.
COLLINS, G. S. & ALTMAN, D. G. 2010. An independent and external validation of QRISK2
cardiovascular disease risk score: a prospective open cohort study. British Medical
Journal (Clinical Research Ed.), 340, c2442.
COLLINS, G. S. & ALTMAN, D. G. 2012. Predicting the 10 year risk of cardiovascular disease
in the United Kingdom: independent and external validation of an updated version
of QRISK2. British Medical Journal (Clinical Research Ed.), 344, e4181.
CONRAD, P. 1979. Types of medical social control. Sociol Health Illn, 1, 1-11.
CONRAD, P. 1992. Medicalization and Social Control. Annual Review of Sociology, 18, 209232.
CONRAD, P. 2005. The shifting engines of medicalization. J Health Soc Behav, 46, 3-14.
CONRAD, P. 2011. Foreward. In: GOLDSTEIN JUTEL, A. (ed.) Putting a Name to It: Diagnosis
in Contemporary Society. Baltimore: Johns Hopkins University Press.
CONRAD, P., MACKIE, T. & MEHROTRA, A. 2010. Estimating the costs of medicalization. Soc
Sci Med, 70, 1943-7.
COOK, E. J., SHARP, C., RANDHAWA, G., GUPPY, A., GANGOTRA, R. & COX, J. 2016. Who
uses NHS health checks? Investigating the impact of ethnicity and gender and
method of invitation on uptake of NHS health checks. International Journal for
Equity in Health, 15, 13.
CRAMER, J. A., BENEDICT, A., MUSZBEK, N., KESKINASLAN, A. & KHAN, Z. M. 2008. The
significance of compliance and persistence in the treatment of diabetes,
hypertension and dyslipidaemia: a review. Int J Clin Pract, 62, 76-87.
CRESWELL, J. W. 2013. Qualitative Inquiry & Research Design: Choosing Among Five
Approaches, London, Sage.
CROTTY, M. 1996. Phenomenology and Nursing Research, Melbourne, Churchill Livingstone.
CROTTY, M. 1998. The foundations of social research: meaning and perspective in the
research process, London, Sage.
DACHSEL, M. & LEE, E. 2011. Opportunistic health checks in a retail environment. London
Journal of Primary Care, 1-6.
DAHLGREN, G. & WHITEHEAD, M. 2007. European strategies for tackling cocial inequalities
in health: Levelling up, Part 2. Copenhagen: WHO Regional Office for Europe.
239

DALTON, A. R. 2013. Re: Response to Krogsbøll and colleagues: NHS health checks or
government by randomised controlled trial? BMJ, 347, f5984.
DALTON, A. R., BOTTLE, A., OKORO, C., MAJEED, A. & MILLETT, C. 2011. Uptake of the NHS
Health Checks programme in a deprived, culturally diverse setting: cross-sectional
study. J Public Health (Oxf), 33, 422-9.
DAVIDOFF, F., DIXON-WOODS, M., LEVITON, L. & MICHIE, S. 2015. Demystifying theory and
its use in improvement. BMJ Quality and Safety, 24, 228-238.
DAVIES, M., KHUNTI, K., WEBB, D. R., MOSTAFA, S., GHOLAP, N., CRASTO, W., GRAY, L.,
YATES, T., BRADY, E., CARTER, P., SUTTON, S., BONAR, M. & FISHER, H. 2012.
Updated: The handbook for vascular risk assessment, risk reduction and risk
management. Leicester.
DAVIS, G. 2011. “DSD is a Perfectly Fine Term”: Reasserting Medical Authority through a
Shift in Intersex Terminology. In: MCGANN, P. J. & HUTSON, D. J. (eds.) Sociology of
Diagnosis (Advances in Medical Sociology). London: Emerald Group Publishing
Limited.
DAVISON, C., DAVEY SMITH, G. & FRANKEL, S. 1991. Lay epidemiology and the prevention
paradox: the implications of coronary candidacy for health education. Sociology of
Health and Illness, 13, 1-19.
DAWSON, P. 2013. Why do GPs prescribe too many drugs? The Guardian, 19th February
2013.
DENZIN, N. K. & LINCOLN, Y. S. 2000. Handbook of Qualitative Research, London, Sage.
DEPARTMENT OF HEALTH 2008a. Economic Modelling for Vascular Checks. London:
Department of Health.
DEPARTMENT OF HEALTH 2008b. Putting prevention first Vascular Checks: risk assessment
and management: Impact Assessment. London.
DEPARTMENT OF HEALTH 2008c. Putting prevention first. Vascular Checks: risk assessment
and management. London.
DEPARTMENT OF HEALTH 2008d. Putting prevention first. Vascular Checks: risk assessment
and management ‘Next Steps’. Guidance for Primary Care Trusts. London.
DEPARTMENT OF HEALTH 2009. Putting Prevention First. NHS Health Check: Vascular Risk
Assessment and Management Best Practice Guidance. London.
EBELING, M. 2011. 'Get with the Program!': pharmaceutical marketing, symptom checklists
and self-diagnosis. Soc Sci Med, 73, 825-32.
EBORALL, H. C. & WILL, C. M. 2011. ‘Prevention is better than cure, but …’: Preventive
medication as a risk to ordinariness? Health, Risk & Society, 13, 653-668.
EBRAHIM, S. 2002. The medicalisation of old age: should be encouraged. BMJ, 324, 861-3.
EDWARDS, A. & ELWYN, G. (eds.) 2009. Shared Decision-Making in Health Care: Achieving
Evidence-Based Patient Choice, Oxford: Oxford University Press.
EDWARDS, A., ELWYN, G. & MULLEY, A. 2002. Explaining risks: turning numerical data into
meaningful pictures. BMJ, 324, 827-830.
ELLIS, J. J., ERICKSON, S. R., STEVENSON, J. G., BERNSTEIN, S. J., STILES, R. A. & FENDRICK,
M. 2004. Suboptimal statin adherence and discontinuation in primary and seconday
prevention populations. Journal of General Internal Medicine, 19, 638-645.
ELWYN, G., LEGARE, F., VAN DER WEIJDEN, T., EDWARDS, A. & MAY, C. 2008. Arduous
implementation: does the Normalisation Process Model explain why it's so difficult
to embed decision support technologies for patients in routine clinical practice.
Implement Sci, 3, 57.
EMSLIE, C. & HUNT, K. 2008. The weaker sex? Exploring lay understandings of gender
differences in life expectancy: a qualitative study. Soc Sci Med, 67, 808-16.
ENRIQUEZ, M. & CONN, V. S. 2016. Peers as Facilitators of Medication Adherence
Interventions:A Review. Journal of Primary Care & Community Health, 7, 44-55.
240

FAHY, K. & SMITH, P. 1999. From the Sick Role to Subject Positions: A New Approach to the
Medical Encounter. Health:, 3, 71-94.
FARRIMOND, H., SAUKKO, P. M., QURESHI, N. & EVANS, P. H. 2010. Making sense of being
at 'high risk' of coronary heart disease within primary prevention. Psychology and
Health, 25, 289-304.
FINCH, T. L., MAIR, F. S., O'DONNELL, C., MURRAY, E. & MAY, C. R. 2012. From theory to
'measurement' in complex interventions: Methodological lessons from the
development of an e-health normalisation instrument. BMC Medical Research
Methodology, 12.
FRANX, G., OUD, M., DE LANGE, J., WENSING, M. & GROL, R. 2012. Implementing a
stepped-care apprach in primary care: results of a qualitative study. Implement
Science, 7.
FREEMANTLE, N. & CALVERT, M. 2007. Composite and surrogate outcomes in randomised
controlled trials. BMJ, 334, 756-757.
GABE, J. 2013. Medicalization. In: GABE, J. & MONAGHAN, L. F. (eds.) Key concepts in
Medical Sociology. 2nd ed. London: Sage.
GADKARI, A. & MCHORNEY, C. 2012. Unintentional non-adherence to chronic prescription
medications: How unintentional is it really? BMC Health Services Research, 12, 1-12.
GALLACHER, K., MAY, C. R., MONTORI, V. M. & MAIR, F. S. 2011. Understanding patients'
experiences of treatment burden in chronic heart failure using normalization
process theory. Ann Fam Med, 9, 235-43.
GALLACHER, K. I., MAY, C. R., LANGHORNE, P. & MAIR, F. S. 2018. A conceptual model of
treatment burden and patient capacity in stroke. BMC Family Practice, 19, 9.
GHOLAP, N., DAVIES, M., PATEL, K., SATTAR, N. & KHUNTI, K. 2011. Type 2 diabetes and
cardiovascular disease in South Asians. Prim Care Diabetes, 5, 45-56.
GIACOMINI, M. 2010. Theory matters in qualitative health research. In: BOURGEAULT, I.,
DINGWALL, R. & DE VRIES, R. (eds.) The SAGE Handbook of Qualitative Research
Methods. London: Sage.
GIDLOW, C. J. & ELLIS, N. J. 2014. Opportunistic community-based health checks. Public
Health, 128, 582-584.
GILLESPIE, C. 2012. The experience of risk as 'measured vulnerability': health screening and
lay uses of numerical risk. Sociol Health Illn, 34, 194-207.
GLENTON, C. 2003. Chronic back pain sufferers—striving for the sick role. Social Science &
Medicine, 57, 2243-2252.
GOLDSTEIN-JUTEL, A. 2011. Putting a Name to It: Diagnosis in Contemporary Society,
Baltimore, Johns Hopkins University Press.
GRALEY, C. E., MAY, K. F. & MCCOY, D. C. 2011. Postcode lotteries in public health--the NHS
Health Checks Programme in North West London. BMC Public Health, 11, 738.
GRAY, D. E. 2018. Doing research in the real world, London, Sage.
GREENE, J. A. 2007. Prescribing by numbers: drugs and the definition of disease, Baltimore,
The Johns Hopkins University Press.
GREENHALGH, T., ROBERT, G., MACFARLANE, F., BATE, P. & KYRIAKIDOU, O. 2004. Diffusion
of innovations in service organizations: systematic review and recommendations.
The Milbank Quarterly, 82, 581-629.
GRIMES, D. A. & SCHULZ, K. F. 2005. Surrogate endpoints in clinical research: Hazardous to
your health. Obstetrics and Gynecology, 105, 1114-1118.
GUNN, J. M., PALMER, V. J., DOWRICK, C. F., HERRMAN, H. E., GRIFFITHS, F. E., KOKANOVIC,
R., BLASHKI, G. A., HEGARTY, K. L., JOHNSON, C. L., POTIRIADIS, M. & MAY, C. R.
2010. Embedding effective depression care: using theory for primary care
organisational and systems change. Implement Sci, 5, 62.

241

HAIGHTON, C., WILSON, G., LING, J., MCCABE, K., CROSLAND, A. & KANER, E. 2016. A
Qualitative Study of Service Provision for Alcohol Related Health Issues in Mid to
Later Life. PLOS ONE, 11, e0148601.
HARRIS, M., LAWN, S. J., MORELLO, A., BATTERSBY, M. W., RATCLIFFE, J., MCEVOY, R. D. &
TIEMAN, J. J. 2017. Practice change in chronic conditions care: an appraisal of
theories. BMC Health Services Research, 17, 170.
HARVEY, A. 2010. Genetic risks and healthy choices: creating citizen-consumers of genetic
services through empowerment and facilitation. Sociol Health Illn, 32, 365-81.
HEATH, G., PARRA, D. C., SARMIENTO, O. L., ANDERSEN, L. B., OWEN, N., GOENKA, S.,
MONTES, F. & BROWNSON, R. C. 2012. Evidence-based intervention in physical
activity: lessons from around the world. Lancet 380, 272-81.
HEYMAN, B., HENRIKSEN, M. & MAUGHAN, K. 1998. Probabilities and health risks: a
qualitative approach. Soc Sci Med, 47, 1295-306.
HINDHEDE, A. L. 2014. Prediabetic categorisation: the making of a new person. Health, Risk
& Society, 16, 600-614.
HINDHEDE, A. L. & AAGAARD-HANSEN, J. 2014. Risk, the prediabetes diagnosis and
preventative strategies: critical insights from a qualitative study. Critical Public
Health.
HINGORANI, A. & HEMINGWAY, H. 2011. How should we balance individual and population
benefits of statins for preventing cardiovascular disease? British Medical Journal
(Clinical Research Ed.), 342, 313-315.
HO, P. M., BRYSON, C. L. & RUMSFELD, J. S. 2009. Medication adherence: its importance in
cardiovascular outcomes. Circulation, 119, 3028-35.
HOFFMANN, T. C., GLASZIOU, P. P., BOUTRON, I., MILNE, R., PERERA, R., MOHER, D.,
ALTMAN, D. G., BARBOUR, V., MACDONALD, H., JOHNSTON, M., LAMB, S. E.,
DIXON-WOODS, M., MCCULLOCH, P., WYATT, J. C., CHAN, A.-W. & MICHIE, S. 2014.
Better reporting of interventions: template for intervention description and
replication (TIDieR) checklist and guide. BMJ : British Medical Journal, 348.
HORNE, R., CHAPMAN, S. C. E., PARHAM, R., FREEMANTLE, N., FORBES, A. & COOPER, V.
2013. Understanding Patients’ Adherence-Related Beliefs about Medicines
Prescribed for Long-Term Conditions: A Meta-Analytic Review of the NecessityConcerns Framework. PLOS ONE, 8, e80633.
HORNE, R., WEINMAN, J., BARBER, N., ELLIOTT, R., MORGAN, M. & CRIBB, A. 2005.
Concordance, adherence and compliance in medicine taking. London.
HOVSTADIUS, B. & PETERSSON, G. 2011. Non-adherence to drug therapy and drug
acquisition costs in a national population--a patient-based register study. BMC
Health Serv Res, 11, 326.
HUNT, B. D., HILES, S. L., CHAUHAN, A., IGHOFOSE, C., BHARAKHADA, N., JAIN, A., DAVIES,
M. J. & KHUNTI, K. 2013. Evaluation of the Healthy LifeCheck programme: a
vascular risk assessment service for community pharmacies in Leicester city, UK. J
Public Health (Oxf), 35, 440-6.
ILLICH, I. 1976. Limits to Medicine, London, Marion Boyars.
ILLICH, I. 2003. Medical nemesis. 1974. Journal of Epidemiology and Community Health, 57,
919-22.
JACKEVICIUS, C. A., MAMDANI, M. & TU, J. V. 2002. Adherence with statin therapy in elderly
patients with and without acute coronary syndromes. Jama-Journal of the
American Medical Association, 288, 462-467.
JACKSON, R., MARSHALL, R., KERR, A., RIDDELL, T. & WELLS, S. 2009. QRISK or Framingham
for predicting cardiovascular risk? BMJ, 339, b2673.
JANI, B., BLANE, D., BROWNE, S., MONTORI, V., MAY, C., SHIPPEE, N. & MAIR, F. S. 2013.
Identifying treatment burden as an important concept for end of life care in those
with advanced heart failure. Curr Opin Support Palliat Care, 7, 3-7.
242

JOHANSON, R., NEWBURN, M. & MACFARLANE, A. 2002. Has the medicalisation of
childbirth gone too far? BMJ, 324, 892-895.
JOINT BRITISH SOCIETIES FOR THE PREVENTION OF CARDIOVASCULAR DISEASES. 2014. JBS3
[Online]. Available: http://www.jbs3risk.com/index.htm.
JØRGENSEN, T., CAPEWELL, S., PRESCOTT, E., ALLENDER, S., SANS, S., ZDROJEWSKI, T., DE
BACQUER, D., DE SUTTER, J., FRANCO, O. H., LOGSTRUP, S., VOLPE, M.,
MALYUTINA, S., MARQUES-VIDAL, P., REINER, Z., TELL, G. S., VERSCHUREN, W. M.,
VANUZZO, D. & EACPR, P. E. P. S. O. 2013. Population-level changes to promote
cardiovascular health. Eur J Prev Cardiol, 20, 409-21.
JØRGENSEN, T., JACOBSEN, S. J., TOFT, U., AADAHL, M., GLÜMER, C. & PISINGER, C. 2014.
Effect of screening and life-style counselling on ischemic heart duisease in general
population: Inter99 randomised controlled trial. BMJ, 348, g3617.
JUTEL, A. & NETTLETON, S. 2011. Towards a sociology of diagnosis: reflections and
opportunities. Soc Sci Med, 73, 793-800.
KARP, D. A. 1994. Living with depression: illness and identity turning points. Qualitative
Health Research, 4, 6-30.
KELLY, S. E. 2010. Qualitative interviewing techniques and styles. In: BOURGEAULT, I.,
DINGWALL, R. & DE VRIES, R. (eds.) The SAGE handbook of qualitative methods in
health research. London: Sage.
KENEN, R. H. 1996. The at-risk health status and technology: A diagnostic invitation and the
'gift' of knowing. Social Science & Medicine, 42, 1545-1553.
KHUNTI, K., WALKER, N., SATTER, N. & DAVIES, M. 2011. Unanswered questions over NHS
health checks. British Medical Journal (Clinical Research Ed.), 342, 316-318.
KRITHARIDES, L. 2014. Not so "good" cholesterol. BMJ, 349, g4664.
KROGSBØLL, L. T., JØRGENSEN, K. J. & GØTZSCHE, P. C. 2013. Universal health checks should
be abandoned. British Medical Journal [Online], 347. Available:
http://www.bmj.com/content/347/bmj.f5227?etoc= [Accessed 20/02/2014].
KROGSBØLL, L. T., JØRGENSEN, K. J., GRØNHØJ LARSEN, C. & GØTZSCHE, P. C. 2012. General
health checks in adults for reducing morbidity and mortality from disease (Review).
The Cochrane Collaboration, 1-140.
KRSKA, J., DU PLESSIS, R. & CHELLASWAMY, H. 2014. Views and experiences of the NHS
Health Check provided by general medical practices: cross-sectional survey in high
risk patients. Journal of Public Health, 37, 210-217.
KUMAR, J., CHAMBERS, R., MAWBY, Y., LEESE, C., IQBAL, Z., PICARIELLO, L. & RICHARDSON,
D. 2011. Delivering more with less? making the NHS Health Check work in
financially hard times: real time learning from Stoke-on-Trent. Quality in Primary
Care, 19, 193-199.
LAMBERT, A. M., BURDEN, A. C., CHAMBERS, J., MARSHALL, T. & HEART OF BIRMINGHAM
TEACHING PRIMARY CARE, T. 2012. Cardiovascular screening for men at high risk in
Heart of Birmingham Teaching Primary Care Trust: the 'Deadly Trio' programme. J
Public Health (Oxf), 34, 73-82.
LAWSON, K. D., FENWICK, E. A., PELL, A. C. & PELL, J. P. 2010. Comparison of mass and
targeted screening strategies for cardiovascular risk: simulation of the
effectiveness, cost-effectiveness and coverage using a cross-sectional survey of
3921 people. Heart, 96, 208-12.
LINCOLN, Y. S. & GUBA, E. G. 1985. Naturalistic Inquiry, Beverly Hills, CA, Sage.
MACFARLANE, A. & O'REILLY-DE BRUN, M. 2012. Using a theory-driven conceptual
framework in qualitative health research. Qual Health Res, 22, 607-18.
MANN, D. M., ALLEGRANTE, J. P., NATARAJAN, S., HALM, E. A. & CHARLSON, M. 2007.
Predictors of adherence to statins for primary prevention. Cardiovascular Drugs
and Therapy, 21, 311-6.
243

MARMOT, M. 2001. From Black to Acheson: two decades of concern with inequalities in
health. A celebration of the 90th birthday of Professor Jerry Morris. International
Journal of Epidemiology, 30, 1165-1171.
MARMOT, M. 2010. Fair Society, Healthy Lives. Strategic review of health inequalities in
england post-2010. The Marmot Report.
MARMOT, M., FRIEL, S., BELL, R., HOUWELING, T. A. J. & TAYLOR, S. 2008. Closing the gap in
a generation: health equity through action on the social determinants of health.
The Lancet, 372, 1661-1669.
MARSHALL, T. 2008. Identification of patients for clinical risk assessment by prediction of
cardiovascular risk using default risk factor values. BMC Public Health, 8, 25.
MARTIN, L. R., WILLIAMS, S. L., HASKARD, K. B. & DIMATTEO, M. R. 2005. The challenge of
patient adherence. Therapeutics and Clinical Risk Management, 1, 189-199.
MATHES, T., JASCHINSKI, T. & PIEPER, D. 2014. Adherence influencing factors - a systematic
review of systematic reviews. Archives of Public Health [Online], 72.
MAY, C. 2006. A rational model for assessing and evaluating complex interventions in
health care. BMC Health Serv Res, 6, 86.
MAY, C. 2007. The Clinical Encounter and the Problem of Context. Sociology, 41, 29-45.
MAY, C. 2010. Reconfiguring illness careers? Applications for Normalization Process Theory
in understanding the work of being a patient. UK Society for Behavioural Medicine:
6th Annual Scientific Meeting. University of Leeds.
MAY, C. 2013a. Agency and implementation: understanding the embedding of healthcare
innovations in practice. Soc Sci Med, 78, 26-33.
MAY, C. 2013b. Towards a general theory of implementation. Implement Sci, 8, 18.
MAY, C., ETON, D. T., BOEHMER, K., GALLACHER, K., HUNT, K., MACDONALD, S., MAIR, F.,
MAY, C. M., MONTORI, V., RICHARDSON, A., ROGERS, A. & SHIPPEE, N. 2014a.
Rethinking the patient: using Burden of Treatment Theory to understand the
changing dynamics of illness. BMC Health Services Research, 14.
MAY, C., ETON, D. T., BOEHMER, K., GALLACHER, K., HUNT, K., MACDONALD, S., MAIR, F.,
MAY, C. M., MONTORI, V., RICHARDSON, A., ROGERS, A. & SHIPPEE, N. 2014b.
Rethinking the patient: using Burden of Treatment Theory to understand
thechanging dynamics of illness. BMC Health Services Research [Online], 14.
MAY, C. & FINCH, T. 2009. Implementing, Embedding, and Integrating Practices: An Outline
of Normalization Process Theory. Sociology, 43, 535-554.
MAY, C., FINCH, T., BALLINI, L., MACFARLANE, A., MAIR, F., MURRAY, E., TREWEEK, S. &
RAPLEY, T. 2011a. Evaluating complex interventions and health technologies using
normalization process theory: development of a simplified approach and webenabled toolkit. BMC Health Serv Res, 11, 245.
MAY, C., FINCH, T., MAIR, F., BALLINI, L., DOWRICK, C., ECCLES, M., GASK, L., MACFARLANE,
A., MURRAY, E., RAPLEY, T., ROGERS, A., TREWEEK, S., WALLACE, P., ANDERSON, G.,
BURNS, J. & HEAVEN, B. 2007. Understanding the implementation of complex
interventions in health care: the normalization process model. BMC Health Serv
Res, 7, 148.
MAY, C., FINCH, T. L., CORNFORD, J., EXLEY, C., GATELY, C., KIRK, S., JENKINGS, K. N.,
OSBOURNE, J., ROBINSON, A. L., ROGERS, A., WILSON, R. & MAIR, F. S. 2011b.
Integrating telecare for chronic disease management in the community: what
needs to be done? BMC Health Serv Res, 11, 131.
MAY, C., HARRISON, R., FINCH, T., MACFARLANE, A., MAIR, F. & WALLACE, P. 2003.
Understanding the normalization of telemedicine services through qualitative
evaluation. Journal of the American Medical Informatics Association, 10, 596-604.
MAY, C., MAIR, F., FINCH, T., MACFARLANE, A., DOWRICK, C., TREWEEK, S., RAPLEY, T.,
BALLINI, L., ONG, B. N., ROGERS, A., MURRAY, E., ELWYN, G., LEGARE, F., GUNN, J.
244

& MONTORI, V. M. 2009a. Development of a theory of implementation and
integration: Normalization Process Theory. Implement Sci, 4, 29.
MAY, C., MONTORI, V. M. & MAIR, F. S. 2009b. We need minimally disruptive medicine.
British Medical Journal, 339, 485-7.
MAY, C., RAPLEY, T., MAIR, F., TREWEEK, S., MURRAY, E., BALLINI, L., MACFARLANE, A.,
GIRLING, M. & FINCH, T. L. 2015. Normalization Process Theory On-line Users’
Manual, Toolkit and NoMAD instrument [Online]. Available:
http://www.normalizationprocess.org [Accessed 14/02/2017.
MCCARTNEY, M. 2014. NHS Health Check betrays the ethos of public health. BMJ, 349,
g4752.
MCEVOY, R., BALLINI, L., MALTONI, S., O'DONNELL, C. A., MAIR, F. S. & MACFARLANE, A.
2014. A qualitative systematic review of studies using the normalization process
theory to research implementation processes. Implementation Science, 9.
MCINTOSH-GRAY, A. 1982. Inequalities in Health. The Black Report: A Summary and
Comment. International Journal of Health Sciences, 12, 349-380.
MCNAUGHTON, R. J., GRAY, J. & SHUCKSMITH, J. 2013. Evaluation of the NHS Health Checks
in Tees: a cost effectiveness and patient compliance study. Middlesbrough: Centre
for Health and Social Evaluation.
MCNAUGHTON, R. J., OSWALD, N. T., SHUCKSMITH, J. S., HEYWOOD, P. J. & WATSON, P. S.
2011. Making a success of providing NHS Health Checks in community pharmacies
across the Tees Valley: a qualitative study. BMC Health Serv Res, 11, 222.
MCNAUGHTON, R. J. & SHUCKSMITH, J. 2014. Utilization of Heart Disease Prevention
Services. In: COCKERHAM, W. C., DINGWALL, R. & QUAH, S. R. (eds.) The Wiley
Blackwell Encyclopedia of Health, Illness, Behavior, and Society. London: John Wiley
& Sons, Ltd.
MCNAUGHTON, R. J. & SHUCKSMITH, J. 2015. Reasons for (non)compliance with
intervention following identification of ‘high-risk’ status in the NHS Health Check
programme. Journal of Public Health 37, 218-225.
MELZER, D. & ZIMMERN, R. 2002. Genetics and medicalisation. BMJ, 324, 863-4.
MICZO, N. 2004. Stressors and social support perceptions predict illness attitudes and careseeking intentions: re-examining the sick role. Health Communication, 16, 347-361.
MONTORI, V. M., GAFNI, A. & CHARLES, C. 2006. A shared treatment decision-making
approach between patients with chronic conditions and their clinicians: the case of
diabetes. Health Expectations, 9, 25-36.
MOYNIHAN, R., HEATH, I. & HENRY, D. 2002. Selling sickness: the pharmaceutical industry
and disease mongering. BMJ, 324, 886-91.
MOYNIHAN, R. & SMITH, R. 2002. Too much medicine? Almost certainly. BMJ 324, 859860.
NATIONAL INSTITUTE FOR HEALTH AND CARE EXCELLENCE 2016. Cardiovascular disease:
risk assessment and reduction, including lipid modification. Clinical Guideline
CG181. Online: National Institute for Health and Care Excellence.
NATIONAL INSTITUTE FOR HEALTH AND CARE EXCELLENCE 2018. Smoking cessation
interventions and services [B] Evidence reviews for interventions to aid smoking
cessation: behavioural support and pharmacotherapy NICE guideline NG92. Online:
National Institute for Health and Care Excellence.
NHS ENGLAND 2014. National Health Service Commissioning Board; Annual Report &
Accounts 2013–14. London.
NHS HEALTH CHECK. 2014. NHS Health Check Dementia Leaflet [Online]. Available:
http://www.healthcheck.nhs.uk/commissioners_and_healthcare_professionals/nat
ional_resources_and_training_development_tools/dementia_resources/ [Accessed
27/01/2015.
245

NHS HEALTH CHECK. 2016. Explore NHS Health Check data [Online]. Available:
http://www.healthcheck.nhs.uk/interactive_map/ [Accessed 2nd May 2016.
O'FLAHERTY, M., BUCHAN, I. & CAPEWELL, S. 2013. Contributions of treatment and lifestyle
to declining CVD mortality: why have CVD mortality rates declined so much since
the 1960s? Heart, 99, 159-162.
OFFICE FOR NATIONAL STATISTICS. 2013. Avoidable deaths from cardiovascular disease fell
sharply between 2001 and 2011 in England and Wales [Online]. Available:
http://www.ons.gov.uk/ons/rel/subnational-health4/avoidable-mortality-inengland-and-wales/2011/sty-avoidable-mortality.html [Accessed 18th June 2015
2015].
OFFICE FOR NATIONAL STATISTICS. 2016. Deaths registered in England and Wales (Series
DR): 2015. Registered deaths by age, sex, selected underlying causes of death and
the leading causes of death for both males and females. [Online]. Available:
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriag
es/deaths/bulletins/deathsregisteredinenglandandwalesseriesdr/2015 [Accessed
23/06/2017.
OLIVER, M. 2009. Let's not turn elderly people into patients. BMJ 338, 603-6.
OSWALD, N. T., MCNAUGHTON, R. J., WATSON, P. S. & SHUCKSMITH, J. S. 2010. Tees
Vascular Assessment Programme: main evaluation report. Middlesbrough.
PARSONS, T. 1951. The Social System, London, Routeledge & Kegan Paul Ltd.
PARSONS, T. 1975. The sick role and the role of the physician reconsidered. Milbank Mem
Fund Q Health Soc, 53, 257-78.
PATEL, K. C., MINHAS, R., GILL, P., KHUNTI, K. & CLAYTON, R. 2009. Vascular risk checks in
the UK: strategic challenges for implementation. Heart, 95, 866-7.
PATHIRANA, T., CLARK, J. & MOYNIHAN, R. 2017. Mapping the drivers of overdiagnosis to
potential solutions. BMJ, 358.
PERRY, C., THURSTON, M., ALFORD, S., CUSHING, J. & PANTER, L. 2014. The NHS health
check programme in England: a qualitative study. Health Promot Int.
PLATT, L., MELENDEZ-TORRES, G. J., O'DONNELL, A., BRADLEY, J., NEWBURY-BIRCH, D.,
KANER, E. & ASHTON, C. 2016. How effective are brief interventions in reducing
alcohol consumption: do the setting, practitioner group and content matter?
Findings from a systematic review and metaregression analysis. BMJ Open, 6.
POLUZZI, E., STRAHINJA, P., LANZONI, M., VARGIU, A., SILVANI, M. C., MOTOLA, D., GADDI,
A., VACCHERI, A. & MONTANARO, N. 2008. Adherence to statin therapy and
patients' cardiovascular risk: a pharmacoepidemiological study in Italy. Eur J Clin
Pharmacol, 64, 425-32.
PORTNEY, L. G. & WATKINS, M. P. 2009. Foundations of Clinical Research: Applications to
Practice, Philadelphia, Pearson.
PUBLIC HEALTH ENGLAND 2013. NHS Health Check implementation review and action plan.
London: Public Health England.
PUBLIC HEALTH ENGLAND, DEPARTMENT OF HEALTH & SOUTHWARK COUNCIL 2015. Low
cost ways to increase NHS Health Check attendence: results from a randomised
controlled trial.
QUINN PATTON, M. 2002. Qualitative Research & Evaluation Methods, London, Sage.
QUINN PATTON, M. 2015. Qualitative Research & Evaluation Methods, London, Sage.
RADCLIFFE, E., LOWTON, K. & MORGAN, M. 2013. Co-construction of chronic illness
narratives by older stroke survivors and their spouses. Sociol Health Illn, 35, 9931007.
RAPHAEL, D. 2003. Barriers to addressing the societal determinants of health: public health
units and poverty in Ontario, Canada. Health Promot Int, 18, 397-405.
RAPLEY, T. 2007. Interviews. In: SEALE, C., GOBO, G., GUBRIUM, J. F. & SILVERMAN, D. (eds.)
Qualitative Research Practice. London: Sage.
246

RICHARDS, H. & EMSLIE, C. 2000. The 'doctor' or the 'girl from the University'? Considering
the influence of professional roles on qualitative interviewing. Family Practice, 17,
71-75.
RICHARDSON, G., VAN WOERDEN, H. C., MORGAN, L., EDWARDS, R., HARRIES, M.,
HANCOCK, E., SROCZYNSK, S. & BOWLEY, M. 2008. Healthy hearts--a communitybased primary prevention programme to reduce coronary heart disease. BMC
Cardiovasc Disord, 8, 18.
RITCHIE, J., LEWIS, J., MCNAUGHTON NICHOLLS, C. & ORMSTON, R. 2014. Qualitative
Research Practice. A guide for social science students and researchers, London,
Sage.
RITCHIE, J. & SPENCER, L. 1994. Qualitative data analysis for applied policy research. In:
BRYMAN, A. & BURGESS, R. G. (eds.) Analyzing qualitative data. London:
Routeledge.
ROBSON, J., DOSTAL, I., SHEIKH, A., ELDRIDGE, S., MADURASINGHE, V., GRIFFITHS, C.,
COUPLAND, C. & HIPPISLEY-COX, J. 2016. The NHS Health Check in England: an
evaluation of the first 4 years. BMJ Open, 6.
ROCKHILL, B. 2001. The privitisation of risk. American Journal of Public Health, 91, 365-368.
ROSENBERG, C. E. 2002. The tyranny of diagnosis: specific entities and individual
experience. Milbank Quarterly, 80, 237-260.
ROSENBERG, C. E. 2007. Our present complaint: American medicine, then and now,
Baltimore, The Johns Hopkins University Press.
SAINSBURY'S. 2017. Cholesterol lowering - brands [Online]. Available:
http://www.sainsburys.co.uk/webapp/wcs/stores/servlet/IdeaDisplayView?langId=
44&categoryId=172226&storeId=10151&krypto=SLTZrrGrNGMV%2BCtK1R2WadBc
7L3v92eO0A9H6qUCBHlB%2FrTA5dYlHMXbNnNibCkzjotjxHG3YJ0sJ5OVXeBPGRsqu
UC5zeOAL9WT2cj%2BbUiw%2Fs8QZn4Hq6C8PMBUtasNMVSzcCGJsFzDxfqBsasLuh
Ke9QFdDIs%2Fm0tAgpZLQ%2FBMWZucH4lGc7vbPCEEukOJ3aAQcYwU64tw%2BKm
ywzYK%2Fih6H7guEqDp10IitX7l8TqH%2BO3nicY25GxpQYUPTCN0LHO7ttaCtrZBm1
npHYM9a%2B1dsKUvR%2FlbWHhpsCo6FzTRaSs1WAu407fEi1H8nk3U&ddkey=http
%3AIdeaDisplayView [Accessed 04/07/2017.
SANDERS, T., FOSTER, N. E. & ONG, B. N. 2011. Perceptions of general practitioners towards
the use of a new system for treating back pain: a qualitative interview study. BMC
Medicine [Online], 9.
SCOTT, I. 2010. Improving the accuracy of predicting cardiovascular risk. BMJ, 340, c2334.
SECRETARY OF STATE. 2013. Local Authorities (Public Health Functions and Entry to
Premises by Local Healthwatch Representatives) Regulations 2013 [Online].
http://www.legislation.gov.uk/uksi/2013/351/contents/made: Crown Copyright.
2014].
SERVICE, O., HALLSWORTH, M., HALPERN, D., ALGATE, F., GALLAGHER, R., NGUYEN, S.,
RUDA, S., SANDERS, M., PELENUR, M., GYANI, A., HARPER, H., REINHARD, J. &
KIRKMAN, E. 2014. EAST: four simple ways to apply behavioural insights. London.
SHAW, R. L., PATTISON, H. M., HOLLAND, C. & COOKE, R. 2015. Be SMART: examining the
expreience of implementing the NHS Health Check in UK primary care. BMC Family
Practice [Online], 16.
SILVERMAN, D. 2005. Doing Qualitative Research, London, Sage.
SKOLBEKKEN, J. A. 1995. The risk epidemic in medical journals. Soc Sci Med, 40, 291-305.
SMITH, J. A., FLOWERS, P. & LARKIN, M. 2009. Interpretative Phenomenological Analysis:
Theory, Method and Research, London, Sage.
SMITH, R. 2002a. The discomfort of patient power. BMJ, 324, 497-8.
SMITH, R. 2002b. In search of "non-disease". BMJ 324, 883-885.
SMITH, R. 2009. GPs are medicalising healthy elderly people, professor warns. The
Telegraph, 4th March 2009.
247

SOLJAK, M., MAJEED, A. & MILLETT, C. 2013. Response to Krogsboll and colleagues: NHS
health checks or government by randomised controlled trial? British Medical
Journal (Clinical Research Ed.), 347, f5984.
SPIEGELHALTER, D. J. & RIESCH, H. 2011. Don't know, can't know: embracing deeper
uncertainties when analysing risks. Philos Trans A Math Phys Eng Sci, 369, 4730-50.
STAFFORD, M., SOLJAK, M., PLEDGE, V. & MINDELL, J. 2012. Socio-economic differences in
the health-related quality of life impact of cardiovascular conditions. Eur J Public
Health, 22, 301-5.
TAYLOR, F., WARD, K., MOORE, T. H. M., BURKE, M., DAVEY SMITH, G., CASAS, J. P. &
EBRAHIM, S. 2011a. Statins for the primary prevention of cardiovascular disease
(Review) The Cochrane Collaboration, 1-72.
TAYLOR, F., WARD, K., MOORE, T. H. M., BURKE, M., DAVEY SMITH, G., CASAS, J. P. &
EBRAHIM, S. 2011b. Statins for the primary prevention of cardiovascular disease
(review). The Cochrane Library, 1, 1-75.
TEMPLE, R. 1999. Are surrogate markers adequate to assess cardiovascular disease drugs?
Journal of the American Medical Association, 282, 790-95.
TONG, A., SAINSBURY, P. & CRAIG, J. 2007. Consolodated criteria for reporting qualitative
research (COREQ): a 32 item checklist for interviews and focus groups. International
Journal for Quality in Health Care, 19, 349-357.
TOWNSEND, A., WYKE, S. & HUNT, K. 2006. Self-managing and managing self: practical and
moral dilemmas in accounts of living with chronic illness. Chronic Illn, 2, 185-94.
TOWNSEND, N., WICKRAMASINGHE, K., BHATNAGAR, P., SMOLINA, K., NICHOLS, M., LEAL,
J., LUENGO-FERNANDEZ, R. & RAYNER, M. 2012. Coronary Heart Disease statistics:
a compendium of health statistics. London.
TURNER, B. S. 1995. Medical Power and Social Knowledge, London, Sage.
UK NATIONAL SCREENING COMMITTEE 2012. Screening in England 2011-2012: Annual
report. London: Imperial College Healthcare NHS Trust.
UK NATIONAL SCREENING COMMITTEE. 2013. UK National Screening Committee: about us
[Online]. Available: http://www.screening.nhs.uk/about [Accessed 5th December
2013 2013].
VAN DIJK, W., FABER, M. J., TANKE, M. A. C., JEURISSEN, P. P. T. & WESTERT, G. P. 2016.
Medicalisation and Overdiagnosis: What Society Does to Medicine. International
Journal of Health Policy and Management, 5, 619-622.
VAN MAANEN, J. 1979. The facts of fiction in organizational ethnography. Administrative
Science Quarterley, 24, 539-550.
VAN MANEN, M. 1990. Researching Lived Experience, New York, State University of new
York Press.
VASSILEV, I., ROGERS, A., SANDERS, C., KENNEDY, A., BLICKEM, C., PROTHEROE, J., BOWER,
P., KIRK, S., CHEW-GRAHAM, C. & MORRIS, R. 2011. Social networks, social capital
and chronic illness self management: a realist review. Chronic Illness, 7, 60-86.
VISRAM, S., CARR, S. M. & GEDDES, L. 2014. Can lay health trainers increase uptake of NHS
health checks in hard-to-reach populations? A mixed-method pilot evaluation. J
Public Health (Oxf).
WALD, N. J., SIMMONDS, M. & MORRIS, J. K. 2011. Screening for future cardiovascular
disease using age alone compared with multiple risk factors and age. PLoS One, 6,
e18742.
WALKER, E. A., MOLITCH, M., KRAMER, M. K., KAHN, S., MA, Y., EDELSTEIN, S., SMITH, K.,
JOHNSON, M. K., KITABCHI, A. & CRANDALL, J. 2006. Adherence to Preventive
Medications. Predictors and outcomes in the Diabetes Prevention Program, 29,
1997-2002.
WATERALL, J., GREAVES, F., GRESSER, C., KEARNEY, M. & FENTON, K. 2015. Invited debate:
Respnse to Capewell et al. Journal of Public Health, 37, 193-194.
248

WILL, C. M. 2005. Arguing about the evidence: readers, writers and inscription devices in
coronary heart disease risk assessment. Sociology of Health & Illness, 27, 780-801.
WORLD HEALTH ORGANIZATION 2007. Prevention of Cardiovascular Disease Guidelines for
assessment and management of cardiovascular risk. Geneva.
WORLD HEALTH ORGANIZATION 2011a. Global atlas on cardiovascular disease prevention
and control. In: MENDIS, S., PUSKA, P. & NORRVING, B. (eds.). Geneva.
WORLD HEALTH ORGANIZATION 2011b. Global status report on noncommunicable diseases
2010. Geneva.
WORLD HEALTH ORGANIZATION 2011c. Noncommunicable diseases: country profiles 2011.
Geneva.
WORLD HEALTH ORGANIZATION 2013. A global brief on hypertension: silent killer, global
public health crisis. Geneva.
YARDLEY, L. 2000. Dilemmas in qualitative health research. Psychology & Health, 15, 215228.
YUDKIN, J. S. & MONTORI, V. M. 2014. The epidemic of pre-diabetes: the medicine and the
politics. BMJ, 349, g4485.
ZHANG, H., PLUTZKY, J., SKENTZOS, S., MORRISON, F., MAR, P., SHUBINA, M. & TURCHIN, A.
2013. Discontinuation of statins in routine care settings: a cohort study. Annals of
Internal Medicine, 158, 526-534.

249

11 Appendices

250

11.1 Appendix 1: Publications

251

McNaughton, R. J., & Shucksmith, J. (2014). Reasons for (non)compliance with
intervention following identification of ‘high-risk’ status in the NHS Health Check
programme. Journal of Public Health, 37(2), 218-225.
(http://jpubhealth.oxfordjournals.org/content/37/2/218.full.pdf+html)

252

253

254

255

256

257

258

259

McNaughton, R. J., Oswald, N. T., Shucksmith, J. S., Heywood, P. J., & Watson, P. S.
(2011). Making a success of providing NHS Health Checks in community pharmacies across
the Tees Valley: a qualitative study. BMC Health Services Research, 11, 222.

260

261

262

263

264

265

266

11.2 Appendix 2: UK National Screening Committee criteria
Below are the UK National Screening Committee’s standardised criteria to assess the
viability, effectiveness, and appropriateness of screening programmes. They are
organised into four domains; the condition, the test, the treatment, and the screening
programme (reference).

The condition
1.

The condition should be an important health problem

2.

The epidemiology and natural history of the condition, including
development from latent to declared disease, should be adequately
understood and there should be a detectable risk factor, disease marker, latent
period or early symptomatic stage.

3.

All the cost-effective primary prevention interventions should have been
implemented as far as practicable.

4.

If the carriers of a mutation are identified as a result of screening the natural
history of people with this status should be understood, including the
psychological implications.

The Test
5.

There should be a simple, safe, precise and validated screening test.

6.

The distribution of test values in the target population should be known and a
suitable cut-off level defined and agreed.

7.

The test should be acceptable to the population.

8.

There should be an agreed policy on the further diagnostic investigation of
individuals with a positive test result and on the choices available to those
individuals.
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9.

If the test is for mutations the criteria used to select the subset of mutations to
be covered by screening, if all possible mutations are not being tested, should
be clearly set out.

The Treatment
10.

There should be an effective treatment or intervention for patients identified
through early detection, with evidence of early treatment leading to better
outcomes than late treatment.

11.

There should be agreed evidence based policies covering which individuals
should be offered treatment and the appropriate treatment to be offered.

12.

Clinical management of the condition and patient outcomes should be
optimised in all health care providers prior to participation in a screening
programme.

The Screening Programme
13.

There should be evidence from high quality Randomised Controlled Trials
that the screening programme is effective in reducing mortality or morbidity.
Where screening is aimed solely at providing information to allow the person
being screened to make an “informed choice” (e.g. Down’s syndrome, cystic
fibrosis carrier screening), there must be evidence from high quality trials
that the test accurately measures risk. The information that is provided about
the test and its outcome must be of value and readily understood by the
individual being screened.

14.

There should be evidence that the complete screening programme (test,
diagnostic procedures, treatment/ intervention) is clinically, socially and
ethically acceptable to health professionals and the public.

15.

The benefit from the screening programme should outweigh the physical and
psychological harm (caused by the test, diagnostic procedures and treatment).

16.

The opportunity cost of the screening programme (including testing,
diagnosis and treatment, administration, training and quality assurance)
should be economically balanced in relation to expenditure on medical care
as a whole (i.e. value for money). Assessment against this criteria should
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have regard to evidence from cost benefit and/or cost effectiveness analyses
and have regard to the effective use of available resource.
17.

All other options for managing the condition should have been considered
(e.g. improving treatment, providing other services), to ensure that no more
cost effective intervention could be introduced or current interventions
increased within the resources available.

18.

There should be a plan for managing and monitoring the screening
programme and an agreed set of quality assurance standards.

19.

Adequate staffing and facilities for testing, diagnosis, treatment and
programme management should be available prior to the commencement of
the screening programme.

20.

Evidence-based information, explaining the consequences of testing,
investigation and treatment, should be made available to potential
participants to assist them in making an informed choice.

21.

Public pressure for widening the eligibility criteria for reducing the screening
interval, and for increasing the sensitivity of the testing process, should be
anticipated. Decisions about these parameters should be scientifically
justifiable to the public.

22.

If screening is for a mutation the programme should be acceptable to people
identified as carriers and to other family members.
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11.3 Appendix 3: Local clinical pathways (low, medium, and high risk)
Indicative list/ opportunistic screening

Risk assessment:


Age  Sex  Smoking status  Physical activity  Alcohol intake  Family history  Ethnicity  Body Mass Index  Cholesterol test
 Blood pressure (if high follow a)  Diabetes Filter (if at risk follow b)

Hypertension pathway
(a)

Low risk
0% - 10%

Medium risk
11% - 19%

High risk
Over 20%

Risk Management
 Smoking cessation
 Exercise on
prescription/
physical activity
intervention
 Weight
management on
referral
 Lifestyle
management
advice

Risk Management
 Smoking cessation
 Exercise on
prescription/
physical activity
intervention
 Weight
management on
referral
 Lifestyle
management
advice

Risk Management
 Smoking cessation
 Exercise on
prescription/
physical activity
intervention
 Weight
management on
referral
 Lifestyle
management
advice
Offered statin and/ or
antihypertensive

5 year recall

5 year recall

Annual recall
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Diabetic pathway
(b)

Please see flowchart 2

Hypertension pathway (a)

Assessment for
hypertension

Offered
antihypertensives

Serum
creatinine

Chronic Kidney
disease assessment

Disease/ high
risk register
managed
under QOF

Disease/ high risk register
managed under QOF

HbA 1c

Diabetes pathway (b)

Risk Management
Smoking cessation
Exercise on
prescription/
physical activity
intervention
 Weight
management on
referral
 Lifestyle
management
advice



Y
Diabetes
confirmed?
N

IGR/IGT

FPG
Lifestyle management
advice
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11.4 Appendix 4: Key information for staff

Overview of evaluation project:

1. We would like to speak with patients who have just had their first annual review

2. We would like to hear how patients have felt over the last year about
a. Making lifestyle changes
b. Taking medications

3. We would like to have an informal chat for about an hour at a place to suit them.

4. Any travel costs will be reimbursed and a £20 high street voucher given at the end of
the interview as a gesture of good will.
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11.5 Appendix 5: Ethics approval letter
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11.6 Appendix 6: Participant information sheet

Understanding patient experiences of the Healthy Heart Check Programme: First annual
review
Study information for patients
You have been given this information sheet today because you have had an appointment for
your first annual review since having a Healthy Heart Check assessment. We would like to
invite you to take the time to give us your views about how you have felt since being told
you are at high risk of cardiovascular disease.

Why have I been chosen?
You have been chosen because you have had a Healthy Heart Check and have been given
either lifestyle advice to follow, medications to take or a combination of both.

Why do you want to speak to me?
The Healthy Heart Check programme is here to help people to know if they are at-risk of
heart problems and provide advice and in some cases medication to reduce that risk. We
would like to hear about your journey over the last year, since being told you were at-risk, so
that we can understand if the Healthy Heart Check programme is working as well as it could.
If you decide to take part, as a gesture of good will, you will receive a £20 high street
voucher that can be used in many stores nationwide.

What will I have to do if I take part?
We would like to contact you and arrange a time to speak to you to ask you some questions
about the Healthy Heart Check programme and the annual review you have just had. We
would like to arrange this interview at a time and place that suits you – if you need to travel
to a location to meet with us then your travel costs will be reimbursed.

This interview should last around one hour and will, with your permission, be recorded. Only
members of the research team will listen to these recordings. You can change your mind

275

about answering any of the questions and can stop the interview at any time and ask the
researcher not to use your information.

What happens to the information that is collected?
The recording of your conversation (interview) with the researcher will be written up and
used, along with other interviews to form the basis of a report. No personal details (name,
address etc.) will be disclosed in the reports, so you can be assured that you will remain
anonymous. The recordings of interviews and all paper documents relating to them will be
held securely at Teesside University in accord with the data Protection Act (1998). Only staff
directly involved in this evaluation will hear and see these. All data will be anonymised and
held for a minimum of 20 years and may be used for future study but only in research
projects that have received ethical approval from an appropriate committee.

What happens next?
You need not do anything. If you filled in your contact details to be passed to the research
team, they will contact you soon to set up a time and place to hold the interview. If you
would like to speak with the research team before then please contact Rebekah McNaughton
on 01642 342755 or email her at R.McNaughton@tees.ac.uk
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11.7 Appendix 7: Participant details form

Understanding patient experiences of the Healthy Heart Check
Programme: First annual review
If you are happy to take part in the evaluation of the Healthy Heart
Check programme please let us know the best way to get in contact
with you by filling your details in below. Once it is completed,
please hand it back to the nurse and she will make sure you have a
printed information sheet to take away with you.

Name

......................................................

Address

......................................................
......................................................
......................................................
......................................................

Telephone number

......................................................

Email address

......................................................
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11.8 Appendix 8: Interview guide

Interview schedule (Patients)
Being invited for the HHC & results of assessment
What happened when you were invited for a HHC?










Had you seen advertising/ read about the programme?
Did you think attendance was compulsory/ voluntary?
Were you told why you were invited for a HHC?
o How did you feel about being identified for a HHC?
(resentful/grateful/relieved/curious)
Do you know anyone else that had been invited/ attended?
Did you discuss the invitation with family/ friends?
Were you pleased/ anxious to be invited?
What made you decide to go for the check?
Did you already have concerns about your health?
Do you have a history of vascular disease in the family?

Interpretation of risk
 How did you feel when you were told you were high risk?
 What does being ‘at-risk’ mean to you?
o Does it feel ‘real’?
o Does it feel ‘likely’ to happen?

Making Changes




What advice were you given once you were told you were high risk?
Were you advised to make changes to the way you live your life?
What were these changes?
a. smoking, drinking, eating, exercise, medication

**At this point note down what changes they were asked to make for use later in interview**





How did it feel to be asked to make changes to the way you live your life based on a
‘risk’ of being ill in the future?
Was making these changes important to you?
o Did you start to feel ‘sick’ or ‘at-risk’?
o Did you feel in control?
o Did you get others on board with the changes?

Did making these changes seem achievable?
o Family supportive, anxious, dismissive?
o Other mentoring or support?
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Were you given professional help and advice to achieve this?
o Did you understand why you were making the changes?
(understand the ‘science’ behind the programme?)
o Did you rely on the expertise of the HPs to implement the changes?
If there are things you are uncertain about (aspects of health/conditions/changes),
how do you manage this?
o Where would you turn?
(peers, family, professionals, internet...)



How does it make you feel to be asked to take medications/make changes for life?
o How do you fit it into your life? (extra job)
o Remembering/coping strategies for taking medications?
o Are the changes achievable in the long term?
o Do you sometimes have to make compromises/ trade-offs to fit the changes
into your lifestyle?



How did friends and family react to your new lifestyle (smoking, drinking, exercise,
and meds)?
o Were they supportive?
o Did they try to derail your efforts?

Making it happen



Been making these changes for a year now, which ones have managed to ‘stick’?
How have you achieved this?
o Set reminders
o Developed new habits
o Aversion techniques?
 Have there been moments of doubt about why you are doing this?
o What triggered these?
o How have you managed these?
 Given help from the nurse/ GP that did the assessment?
 Anything outside general practice that helps you manage the changes?
o Support groups
o Internet
o Other HPs
o Friends
o Family
o Colleagues
*probe about access to these, how they get there, are they enjoyable*
Reflecting on the past year


Have any noticeable changes happened to your health/ the way you feel mentally of
physically since making all these changes?
 What would you attribute them to?
 How does that make you feel?
(generally feeling healthier, weight loss, feedback from family and friends?)



Were there changes to be noted at the annual review?
What feedback did you receive from the nurse?
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(happy with it? Sad? Frustrated?)




Do you feel that making the changes was worthwhile?
Do you feel you will be able to continue with the changes in the long term?
How do you feel about having review appointments annually?
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11.9 Appendix 9: Consent form
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