
Health Expectations

REVIEW ARTICLE OPEN ACCESS

Exploring Whether and How People Experiencing High
Deprivation Access Diagnostic Services: A Qualitative
Systematic Review
Christine Vincent1 | Lee‐Ann Fenge1 | Sam Porter1 | Sharon Holland2

1Department of Social Sciences and Social Work, Faculty of Health and Social Sciences, Bournemouth University, Bournemouth, UK | 2Department of

Nursing Science, Faculty of Health and Social Sciences, Bournemouth University, Bournemouth, UK

Correspondence: Christine Vincent (cvincent@bournemouth.ac.uk)

Received: 31 January 2024 | Revised: 3 June 2024 | Accepted: 16 June 2024

Funding: This research makes up part of a PhD project that is funded by Dorset Clinical Commissioning Group and Bournemouth University.

Keywords: barriers | deprivation | diagnostic services | diagnostics | facilitators | public involvement

ABSTRACT
Introduction: To contribute to addressing diagnostic health inequalities in the United Kingdom, this review aimed to

investigate determinants of diagnostic service use amongst people experiencing high deprivation in the United Kingdom.

Methods: A systematic review was conducted using three databases (EBSCO, Web of Science and SCOPUS) to search studies

pertaining to diagnostic service use amongst people experiencing high deprivation. Search terms related to diagnostics, barriers

and facilitators to access and deprivation. Articles were included if they discussed facilitators and/or barriers to diagnostic

service access, contained participants' direct perspectives and focussed on individuals experiencing high deprivation in the

United Kingdom. Articles were excluded if the full text was unretrievable, only abstracts were available, the research did not

focus on adults experiencing high deprivation in the United Kingdom, those not including participants' direct perspectives (e.g.,

quantitative studies) and papers unavailable in English.

Results: Of 14,717 initial papers, 18 were included in the final review. Determinants were grouped into three themes (Beliefs

and Behaviours, Emotional and Psychological Factors and Practical Factors), made up of 15 sub‐themes. These were mapped to

a conceptual model, which illustrates that Beliefs and Behaviours interact with Emotional and Psychological Factors to

influence Motivation to access diagnostic services. Motivation then influences and is influenced by Practical Factors, resulting

in a Decision to Access or Not. This decision influences Beliefs and Behaviours and/or Emotional and Psychological Factors

such that the cycle begins again.

Conclusion: Decision‐making regarding diagnostic service use for people experiencing high deprivation in the United

Kingdom is complex. The conceptual model illustrates this complexity, as well as the mediative, interactive and iterative nature

of the process. The model should be applied in policy and practice to enable understanding of the factors influencing access to

diagnostic services and to design interventions that address identified determinants.

Patient or Public Contribution: Consulting lived experience experts was imperative in understanding whether and how the

existing literature captures the lived experience of those experiencing high deprivation in South England. The model was

presented to lived experience experts, who corroborated findings, highlighted significant factors for them and introduced issues

that were not identified in the review.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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1 | Introduction

Diagnostic services are tests or procedures that identify diseases
or conditions, allowing diagnoses to be made [1]. For non‐
infectious diseases, increased time to diagnosis is associated with
poorer outcomes [2–5]. In high‐income countries, variations in
stage of diagnosis and survival are associated with socioeconomic
status, ethnicity, geographical location, age and other character-
istics [6–10]. When differences are perceived as ‘unfair’ or
‘avoidable’, they are considered ‘health inequalities’ [11].

In England, diagnostic health inequalities relate to deprivation
such that people experiencing high deprivation have higher
levels of diagnosed illness on average than those in affluent
areas [12–14]. However, the diagnostic health gap may be wider
than some studies suggest. For instance, people experiencing
high deprivation are less likely to participate in bowel, breast
and cervical cancer screening than those in affluent areas,
reducing the number of people experiencing high deprivation
who receive diagnoses [15, 16]. One study found that despite
higher illness rates for people in deprived groups, proportion-
ately higher diagnosis was not observed [17].

This review aims to investigate determinants of diagnostic
service use amongst British residents experiencing high
deprivation. Portrayed views were synthesised to emphasise
participants' lived experiences and explore factors that influence
their decision to access diagnostic services.

2 | Methods

This review uses ENTREQ guidelines for reporting on qualita-
tive data synthesis [18] (Appendix A).

2.1 | Patient and Public Involvement

Seven lived experience experts (LEEs) experiencing high
deprivation in South England were recruited via purposive
sampling by a gatekeeper (a local community‐based charity)
and opportunity and snowball sampling by the researcher.
Two patient and public involvement (PPI) sessions were held:
one attended by a man in his 70s and a man in his mid‐20s, and
one attended by two women aged 70+, a mother in her 20s and
two women 50+. All participants live on the same estate and are
White British. Once recruited, the LEEs contributed their lived
experiences and personal expertise to enhance the applicability
of the findings.

2.2 | Defining Terms

For studies to be included in this review, they must have
evaluated factors contributing to the active or passive decision‐
making of individuals identified as having low socioeconomic
status or experiencing high deprivation. In some cases, this was
made explicit, while in others, the reviewers determined high
deprivation levels based on data collected in the studies
regarding income or educational level, occupational status

and/or area of residence. This approach was driven by the way
deprivation is measured in England, which incorporates factors
such as income, education, employment and crime levels in a
given geographical area [19].

2.3 | Search Strategy

As detailed in protocol PROSPERO CRD42023399252, a
comprehensive search was conducted using EBSCO, Web of
Science and SCOPUS, searching MEDLINE, EMBASE, PsycIN-
FO, CINAHL and SocINDEX. ClinicalTrials were searched for
in The Cochrane Library and WHO Clinical Trials. Forward and
backward citation searches were conducted for identified
studies and generic web searches were conducted in Google
Scholar using similar search terms. Grey literature was searched
via the same methods and in the British Library's EThOS
database. Searches were not restricted by language. The search
period spanned from inception of the database to the present
date. All searches took place from February 2023 to March
2023. The search strategy was repeated in November 2023 to
identify literature published from March 2023. No papers were
added after re‐running the search.

2.3.1 | Example Search Terms

Searches were limited to titles and abstracts and search terms
related to diagnostics, barriers and facilitators to access and
deprivation. A non‐exhaustive example of search terms used is
included as follows:

• Diagnostic* OR screen*

• Barrier* OR obstacle* OR challeng* OR difficult* OR issue*
OR problem*

• Facilitat* OR factor* OR influenc* OR enabl*

• “Low income” OR “low‐income” OR depriv* OR welfare
OR poverty OR “socio‐economic” OR socioeconomic

• Utilis* OR utiliz* OR access* OR attend* OR “no show” OR
“hard to reach” OR “no‐show” OR “hard‐to‐reach” OR (not
N3 attend) OR (non N3 attend)

2.4 | Inclusion and Exclusion Criteria

To ensure that included papers related to participants' perceptions
of determinants of diagnostic service access in high‐deprivation
areas in the United Kingdom, included papers must have discussed
facilitators and/or barriers to diagnostic service access in the United
Kingdom, contained participants' direct perspectives and focussed
on British residents experiencing high deprivation. Due to this
review aiming to emphasise the lived experience of participants,
only qualitative studies and those incorporating PPI were included.
Exclusion criteria included papers in which full text was
unretrievable, abstracts only, those not focused on adults experien-
cing high deprivation in the United Kingdom, those not including
participants' direct perspectives (e.g., quantitative studies) and
papers unavailable in English.

2 of 19 Health Expectations, 2024

 13697625, 2024, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.14142 by B

ournem
outh U

niversity T
he Sir M

ichael C
obham

 L
ibrary, W

iley O
nline L

ibrary on [29/07/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



2.5 | Data Extraction

Identified records were initially stored on Zotero 6.0.30 [20].
Following duplication removal, C.V. screened titles and abstracts
for eligibility. The remaining full‐text articles were screened
according to eligibility criteria. To reduce bias, second reviewers
(L.‐A.F., S.P. and S.H.) independently shared screening of 20% of
the sample. Rates of concordance between first and second
reviewers were high. Disagreements were resolved by discussion.

All included papers were uploaded in full to NVivo Pro 12.5
[21], where the data contained within ‘results’ and/or ‘findings’
sections were synthesised [22].

2.6 | Quality Assessment

Critical Appraisal Skills Programme (CASP) was applied for this
review [23]. Quality was assessed to inform analysis and synthesis.
As no papers were assessed as low quality, none were excluded.

2.7 | Data Synthesis

Inductive thematic synthesis was applied [19]. For a full
description of the synthesis process, see PROSPERO
CRD42023399252. In summary, three stages were followed:
line‐by‐line coding of the findings, organising the codes into
descriptive themes and inferring key analytical themes.

Initially, findings were entered into NVivo Pro 12.5 [21] and a
code was associated with each line of text. Any data labelled as

‘finding’ or ‘result’ were included [22]. Next, codes were
grouped together based on similarities and differences. If
deemed necessary, new codes were added to capture group
meaning. Finally, factors affecting study participants' decision
to access diagnostic services were inferred from descriptive
themes and codes. Analytical themes were organised into a
conceptual model, as presented in Figure 2.

3 | Results

3.1 | Search Results

Initial searches identified 14,717 papers. After removing 8400
duplications and 207 for missing identifiable information (title or
author names), 6110 were screened. During the first round of
screening, 5123 papers were excluded for irrelevance to the
review. As a result, 987 papers were sought for retrieval. A
further 22 could not be retrieved. Therefore, 965 papers were
assessed for eligibility. During full‐text screening, 954 studies
were excluded for not meeting one or more inclusion criteria and
11 papers were included. Following backward and forward
citation searching, an additional seven papers were identified.
Therefore, 18 papers were included in the final review (Figure 1).

Table 1 describes the characteristics of each included paper.

3.2 | Data Synthesis

The aim of this analysis was to develop a conceptual model
illustrating determinants of participants' decision to access

FIGURE 1 | PRIMSA flowchart.
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diagnostic services. Three key themes were identified, com-
posed of 15 subthemes (Table 2).

Themes were mapped into a conceptual model (Figure 2),
which introduces three categories: Emotional and Psychological

Factors, Beliefs and Behaviours and Practical Factors. Initially,
Beliefs and Behaviours interact with Emotional and Psycholog-
ical Factors to influence motivation to access diagnostic
services. Motivation influences and is influenced by Practical
Factors, contributing to a Decision to Access or Not. This

TABLE 2 | Themes and subthemes identified.

Theme Subtheme Subtheme description

Beliefs and Behaviours Perceived benefits Perception, particularly amongst participants of diagnostic
testing, that there are benefits to early detection of illness and/or

that the benefits of testing outweigh the negatives.

It's my responsibility Sense of familial, civic or legal duty to participate in testing.
Familial duty played a significant role, with some non‐

participants claiming that if they had a family to test for, they
would be more likely to access diagnostic services.

Valuing the NHS Particularly common amongst those from minority ethnic and
migrant backgrounds. Sense of appreciation for the NHS, which
tends to encourage participation in diagnostic testing. However,
not wanting to waste NHS resources could also act as a barrier to

access.

Cultural factors Also common amongst those from minority ethnic and migrant
backgrounds but tending to act as barriers to access. Includes, for
example, reluctance from British‐Pakistani women to reveal

breasts during testing and that ‘seeking help, even when feeling
unwell, is perceived as a weakness’ [40].

Diagnostic Testing is
unnecessary or unimportant

Perceiving diagnostic testing as unimportant or unnecessary due
to, for example, believing an invitation letter is unimportant,
culturally held beliefs influencing perception of the benefits of
testing, overestimation of one's ability to detect illness within
oneself and, particularly for home testing, removal from the
clinical setting reducing perceived importance of the test.

Low perceived personal risk Feeling that one is at low risk for the condition in question,
particularly due to lack of present symptoms, no family history

of the condition, perception of a healthy lifestyle and
misconceptions about causal factors.

Emotional and
Psychological Factors

Stigma Stigma was found to relate to the condition in question, the
diagnostic process itself, lifestyle factors associated with the
condition and fear of being ‘shunned’ [26, 27]. While fear of
stigma extended to friends and family, it was also found that

some non‐participants feared being ‘treated less sympathetically
by medical professionals’; for instance, if lung cancer was found

in smokers [39].

Fear Fears often related to receiving a diagnosis, waiting a long time
to receive results and that treatment is unpleasant and futile.

Fear was also found to be closely linked to fatalism.

Vicarious experiences Vicarious experiences are those that are had by other people but
are recalled by the potential participant when deciding whether
to access diagnostic services. These include knowing someone
who became ill from the condition but survived, suffered greatly
from the condition or from treatment, died from the condition or
had a negative experience with the diagnostic test. Vicarious

experiences could act either as a barrier or facilitator, depending
on their influence on the potential participant.

Convenience of eest If the diagnostic test was perceived by the potential participant
as convenient, this acted as a facilitator to access. However, if the

(Continues)
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decision influences Beliefs and Behaviours and/or Emotional
and Psychological Factors and the cycle begins again.

The following sections expand upon the identified themes and
sub‐themes. Quotes are derived from participants of included
studies except where otherwise indicated.

3.3 | Beliefs and Behaviours

This theme is composed of perceived benefits, it's my
responsibility, valuing the NHS, cultural factors, screening
is unnecessary or unimportant and low perceived personal
risk. The most discussed sub‐themes were ‘Perceived Bene-
fits’ and ‘Low Perceived Personal Risk’ (Figure 3). The least
discussed sub‐themes were ‘Cultural Factors’ and ‘Valuing
the NHS’, likely because these sub‐themes relate to ethnic
minority and migrant participants' views and few included
studies highlighted explicit determinants for these groups.

3.3.1 | Perceived Benefits

For diabetes, diabetic retinopathy and lung, colorectal and
breast cancers, the belief that early detection is beneficial
[25–28, 30, 35, 39, 40] and that benefits outweigh disadvan-
tages [29, 33, 40] increased motivation to access diagnostic
services.

Peace of mind was cited as a key benefit of early detection.

I like the fact that you instantly see and can get a decent

steer on if there is anything negative; it's complete peace

of mind—well my results anyway.
(Hipwell et al. [30])

Researchers in one study reported that, for some, the prospect
of ‘more successful treatment and fewer complications’ that
could ‘ultimately save one's life’ was a perceived benefit of early
detection [27].

TABLE 2 | (Continued)

Theme Subtheme Subtheme description

test was perceived as inconvenient, then this factor acted as a
barrier. Importantly, what is perceived by one person as

‘convenient’ is not always perceived so by another.

Practical Factors Practical barriers Includes testing difficulties associated with illness or disability,
transport issues, unpleasantness of the test and discomfort or

pain experienced during the test.

Competing priorities Includes carer and family responsibilities, work commitments
and competing health priorities. Some people found that it was
difficult to arrange appointments around busy schedules, while
others claimed that they could not attend appointments due to

carer or other familial responsibilities.

Lack of knowledge or
awareness

Lack of knowledge or awareness around the condition itself,
benefits of early detection, test practicalities and causal factors

tended to act as a barrier to access.

Healthcare professionals'
characteristics

Includes perception of healthcare professionals' character,
mannerisms and level of empathy, as well as their insistence and
encouragement for the potential service user to participate in

diagnostic testing.

Ability to trust Includes both ability to trust in and build rapport with
healthcare professionals, as well as trust in the wider NHS/

healthcare ‘system’.

FIGURE 2 | Conceptual model.
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Even when testing was associated with negative connotations,
participants believing in benefits felt that these outweighed
disadvantages.

What's a few minutes of discomfort for our health, yeah.
(Marlow et al. [33])

3.3.2 | It's My Responsibility

In studies related to colorectal cancer and lung cancer, a sense
of responsibility to access diagnostic services was a common
facilitator [26, 27, 29, 39, 40].

Some participants claimed that familial responsibility encour-
aged them to access diagnostic services. In some cases,
participants desired remaining healthy so they could continue
to support their family [26, 39, 40], while others desired not to
burden them with an ill family member [26, 27, 40].

I suppose really it's for your own peace of mind, isn't it?

Plus the family, you know. I'm still married and have a

couple of kids and grandchildren, you know, so it's not

only that will sort of go, it's going to affect the family

as well.
(Dharni [26])

3.3.3 | Valuing the NHS

Common amongst minority ethnic and migrant participants
was appreciation for the NHS, primarily because it is free at
point of use, does not discriminate against rich or poor and
provides high quality of care [26, 27, 40].

NHS services were often contrasted to the healthcare system of
the home country [26, 27, 36].

Those of us who have the privilege of being in this

country, are lucky with the care and technology. Where I

come from, Nigeria, you don't have these. People dying of

one thing or the other… the state doesn't have any

provision for them, so they die.
(Dharni and colleagues [26, 27])

However, in Pfeffer's [36] study, native British women were,
according to researchers, ‘more likely to understand healthcare,
including the [NHS Breast Screening Programme], as a
citizenship right and to complain about having to pay for
things like medicines and glasses’.

Participants from ethnic minority or migrant backgrounds
also emphasised not wanting to waste NHS resources [26,
27, 29]. However, this was also cited as a barrier for some
[25, 29].

I won't have treatment for cancer… So, you know, I just

think I'm not wasting people's, the NHS's, money or

whatever, you know, I'm just not.
(Hall et al. [29])

3.3.4 | Cultural Factors

For ethnic minority and migrant participants, cultural barriers
were cited as deterrents to access [26, 27, 40, 41].

For instance, in Woof et al.'s [41] study on breast cancer
screening, British‐Pakistani women were reluctant to reveal
their breasts during testing, due to cultural values.

… she's just saying, her religion, says the same, her

culture, if you're a daughter, you can't be uncovered.
(Woof et al. [41])

FIGURE 3 | Number of papers discussing ‘Beliefs and Behaviours’ sub‐themes.
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In Tsipa's [40] study on colorectal cancer, participants believed,
according to the researcher, that ‘seeking help, even when
feeling unwell, is perceived as a weakness’.

3.3.5 | Diagnostic Testing Is Unnecessary or
Unimportant

In some studies, participants perceived diagnostic testing as
unimportant or unnecessary, which reduced motivation to
access [28, 29, 33, 41]. One participant in Goyder et al.'s [28]
study on diabetes screening stated,

“[I tend not to] bother with letters… I'll see how

important it is, if it's important I'll deal with it, if it's

not that important then I'll leave it.”

Woof et al. [41] found that British‐Pakistani women viewed
breast cancer screening as a symptomatic service, rather than
an early detection or preventative measure.

… it's really when they get the disease and they feel it's

[the breast] hard, then they will go, before that they think

they don't need to go.

(Woof et al. [41])

Some perceived diagnostic testing as unnecessary, due to an
overestimation of ability to detect cancer within the self [30].
However, in some cases, participants already received screening
elsewhere or had been told by their doctor that screening was
unnecessary for them [24, 29, 33, 38].

3.3.6 | Low Perceived Personal Risk

Low perceived personal risk, which tended to reduce motiva-
tion, was associated with breast, cervical, colorectal and lung
cancers [24, 29, 33, 35, 38, 39, 41].

Common reasons for this belief were a perceived healthy
lifestyle [24, 29, 35], being asymptomatic or normalising
symptoms [26, 35, 38–40] and having no family history of the
condition [33, 35].

I do not feel at risk of bowel disease because I am not a

heavy drinker, I hardly ever take pills and I have been

vegetarian for 25 years and have an excellent diet and

fitness regime. But I still think it's a great idea to offer this

screening to people 55+.
(Hall et al. [29])

3.4 | Emotional and Psychological Factors

Emotional and Psychological Factors could positively or
negatively impact motivation to access diagnostic services and
include stigma, fear and vicarious experiences.

The most discussed subtheme within this theme was ‘Fear’
(Figure 4). ‘Stigma’ was discussed in half of the included
studies, while ‘Vicarious Experiences’ was discussed in just
under half.

3.4.1 | Stigma

Stigma, which tended to reduce motivation to access diagnostic
services, was associated with cervical, colorectal and lung
cancer [25–27, 32, 35, 39, 40]. Participants expressed concern
over stigma related to the condition [26, 27, 40], lifestyle factors
associated with that condition [25, 32, 39] and fear of being
‘shunned’ [27].

Some participants expressed concern that if lung cancer was
found, they would be ‘treated less sympathetically by medical
professionals’ [39].

FIGURE 4 | Number of papers discussing each ‘Emotional and Psychological Factors’ sub‐theme.
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For other conditions, such as colorectal cancer, anticipated
stigma was associated with the ‘taboo’ nature of the test.

The problem is you wouldn't bring it up in the middle of a

dinner party, you know… I find it awkward and

embarrassing. It's not […] ‘I went down to the hospital

and had a blood test today.’ That probably have more

chance of entering a conversation than ‘I did this

poo test’.
(Tsipa [40])

Closely linked to stigma was feelings of embarrassment,
particularly for cervical and colorectal cancers [29, 32, 33, 35, 40].

3.4.2 | Fear

Fear could either increase or decrease motivation, based on
what is feared. Most fears related to receiving a diagnosis of the
condition [25–27, 35–40], the screening procedure itself [29, 32,
35, 37, 39], waiting a long time to receive results [32, 39, 40] and
unpleasantness and futility of treatment [35, 39, 40].

Fears were also expressed through fatalism, where participants
believed that the condition was associated with ill health and
death [33, 36, 37, 39, 40]. Those with fatalistic views tended not
to access diagnostic services, viewing it as a ‘waste of time’ or
not wanting to know if they had the condition [33, 36, 40].

Palmer et al. [35] found it common for participants to describe
treatment as unpleasant and futile. For lung and colorectal
cancers, there were fears that treatment would be ‘detrimen-
tal’ to quality of life [37].

Well would you like a bag stuck to you? And it's

permanent as well. Just horrendous, I wouldn't be able to

cope with that.
(Tsipa [40])

3.4.3 | Vicarious Experiences

Vicarious experiences are those experienced by others and
recalled by the participant. These can be individuals who
suffered or died from the condition [26, 27, 29, 30, 35, 39, 40] or
had negative experiences with the procedure [32, 35].

Vicarious experiences sometimes related to knowing someone
who suffered from the condition, which contributed to fear of
receiving a diagnosis and, in some cases, that treatment is futile.

Sometimes all these treatments and nothing works, so I

think I would just give in at the first hurdle… they

(friends with bowel cancer) went through all that battle

and nothing worked.
(Hall et al. [29])

In other cases, participants feared suffering, which improved
motivation to access diagnostic services.

I had a very close friend who died of it, we were for many

years close. So, and erm, I saw the whole process as such,

I was with him throughout the period until he passed

away…When you've seen someone close going through

that process, then you understand why you fill in those,

do those tests.
(Dharni et al. [27])

3.5 | Practical Factors

Practical Factors could act as barriers or facilitators to
participation and include convenience of testing, practical
barriers, competing priorities, lack of knowledge or aware-
ness, healthcare professionals' characteristics and ability to
trust.

The most discussed sub‐themes were ‘Practical Barriers’ and
‘Competing Priorities’, likely due to large variations in the type
of practical barrier and competing priority (Figure 5).

3.5.1 | Convenience of Testing

For cervical, lung and colorectal cancers and diabetic retinopa-
thy, perceived convenience of the procedure acted as a
facilitator to access [25, 26], while perceived inconvenience
acted as a barrier [30, 32, 33, 40].

Inconvenience ranged from appointment times and testing
location [32, 33] to difficulties coping with aspects of the test,
such as mydriasis drops for diabetic retinopathy screening [30].
Contrasting the convenience of home testing cited by Dharni
[26], researchers in Tsipa's [40] study on colorectal cancer
reported that home testing was perceived as inconvenient, due
to ‘the screening process, including the manual handling and
sampling of one's own stool, storing the kit in one's home and
posting the kit to the laboratory for examination’.

3.5.2 | Practical Barriers

Practical barriers, which tended to reduce likelihood of access,
even in the presence of motivation, included difficulties
associated with illness or disability; transport issues;
unpleasantness of the test; lack of appointment availability;
and discomfort, embarrassment, or pain during testing [24–27,
29–33, 35, 38, 40].

A common practical barrier was transport issues, particularly
for diabetic retinopathy testing, which involves mydriasis drops
being administered.

I felt I was blinded temporarily and got into a taxi and

then got out of the car somehow. I had to cross the road

and I was just looking like that [stares blankly] because I

was waiting for the taxi and I had to do like that

[waves arms].
(Hipwell et al. [30])
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Additionally, issues such as travel distance, lack of public
transport, rurality, journey cost, hospital parking or not having
a car were prominent concerns [24, 25, 29].

Unpleasantness of the test deterred those invited to attend
cervical or colorectal diagnostic appointments and those asked
to complete at‐home tests [26, 29].

It's just such a horrible thing to have done.

(Marlow et al. [33])

Beyond unpleasantness, some participants expressed that the
test may be painful, particularly for cervical screening [33].

3.5.3 | Competing Priorities

Competing priorities were factors that tended to reduce
likelihood of access, even in the presence of motivation.
Common competing priorities were carer or family responsibil-
ities, work commitments and competing health priorities [24,
26, 27, 29, 30, 32, 33, 35, 38].

Inability to attend appointments due to family or carer
responsibilities was a common theme [24, 26, 27, 29, 32]. Some
people found it difficult to arrange appointments around busy
schedules. This related to worries about taking time off work
[29, 30, 32] or having competing health priorities, such as an
operation due around the same time as diagnostic testing [30].
Competing health priorities presented as difficulties balancing
other health conditions with attending diagnostic testing. For
instance, comorbidities and related treatments or physical or
mental health problems sometimes prevented appointment
attendance [24, 27, 29, 34].

I am being admitted to hospital on December 2nd 2011 for

hip replacement otherwise I would have been happy to

participate.
(Ali et al. [24])

3.5.4 | Lack of Knowledge or Awareness

Lack of awareness or knowledge reduced likelihood of access
and was related to the condition itself, benefits of early
detection, test practicalities and causal factors [28, 32, 33, 40].

Regarding cervical screening, there was a lack of awareness
around testing practicalities, such as testing frequency and age
at which the test is offered [33]. In one focus group, poor
knowledge about cervical cancer was linked to stigma and
fatalism [33]. In another study, one participant stated,

I didn't know anything about cervical cancer and that I

had to go for cervical screening… I didn't go because I

didn't know that it was important.

(Logan and Macllfatrick [32])

Researchers in Tsipa's [40] study reported, ‘not forming a direct link
between screening and early diagnosis of cancer, as well as reduced
awareness about the benefits of detecting cancer early, are both
factors that can negatively impact on people's decisions to
participate in screening’. This supports results discussed in
Section 3.3.1, indicating that people who perceive diagnostic testing
as beneficial are more likely to access than those who do not.

3.5.5 | Healthcare Professionals' Characteristics

Healthcare professionals' personal characteristics could increase
or decrease likelihood of access, depending on participant
perceptions [32, 33, 35, 36, 40]. According to researchers,

Particularly, participants seemed more likely to seek

medical advice from their GPs when they perceived them

as friendly, understanding, as taking a positive approach

to their concerns and considerate in addressing sensitive

healthcare issues.

(Tsipa [40])

FIGURE 5 | Number of papers discussing ‘Practical Factors’ sub‐themes.
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Lack of encouragement from healthcare professionals led some
to believe that testing was unimportant, discouraging access,
while presence of encouragement convinced others to access
services when they may not have otherwise.

The last time I went for my medical for work the doctor

went, ‘Oh you haven't had a smear for a while. Just go

around and get it while you're here.’ I was like, ‘No, I haven't
time, no’, and he went, ‘No, you've plenty of time.’ … I did go

and afterwards I was sort of like glad I went.
(Logan and Macllfatrick [32])

However, how healthcare professionals encourage access
should be considered with sensitivity and care.

I remember, now it's a while ago, but I had to go for my

six week check‐up…He says right, while you're here… So

it wasn't we'll send for you, but we'll do it. You're here for

your six week check, it is being done. So there was no

option. I hadn't even my legs shaved or anything or time

for a bath, I was mortified.

(Logan and Macllfatrick [32])

3.5.6 | Ability to Trust

Ability to trust and develop rapport with healthcare profes-
sionals was important to increase likelihood of access [25, 33,
37, 38, 40].

I think that going to the GP would be the easiest for me.

They know what they're doing and they do it very

efficiently, so I'm quite happy with that idea.

(Brown et al. [25])

In one study, this extended to trust in the NHS.

The best part of this screening, and any screening you do

as part of the NHS, if they do find anything that you will

get treatment. Because we are very lucky here, we do get

treatment, and we have amazing, super‐hero NHS staff

and we are well looked‐after.
(Tsipa [40])

Lack of trust was shown to discourage access [37, 40] and
ranged from an inability to trust test results to general distrust
in the healthcare system [33, 40]. For some, distrust was deeply
embedded and appeared to frame overall perceptions of the
healthcare system.

… In my mother's day it was hysterectomies. About half

the women had hysterectomies, which were unnecessary,

right? Nowadays you have these breast mastectomies,

and it seems to me that there is a sort of trend that men

like carving up women's bodies that isn't necessary.

So… I'm sceptical about medical politics, trends, data

security, practices, fashions if you like.
(Tsipa [40])

3.6 | PPI

After themes were identified and mapped to the model, a
simplified language version of the model (Figure 6) and its
component factors were presented to the two groups of LEEs.
LEEs within each group corroborated findings from the review,
adding and emphasising elements that were important
for them.

3.6.1 | Digital Exclusion

LEEs over 70 feared being ‘left behind’ by the NHS' digital
transformation. It was discussed that NHS providers are
introducing new methods for scheduling appointments, includ-
ing mobile text messages containing hyperlinks to online
systems. LEEs discussed how this was not feasible, particularly
for people who do not have a smartphone or who are ‘not
online’. This factor could fit within the Practical Factors theme
but was not discussed in the literature.

3.6.2 | Trust in the NHS

During both PPI sessions, LEEs largely felt unable to trust the
NHS, aligning with the findings of the review. Importantly, all
LEEs in these groups are White British and if other ethnic
groups had been present during the discussion, this view may
have differed, as indicated by findings related to ethnic minority
and migrant participants' perceptions.

FIGURE 6 | Simplified language conceptual model.
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3.6.3 | Fear of Judgement

In line with the findings of the review, fear of judgement was
discussed in both sessions; however, mode of judgement differed
between men and women. While men discussed fearing
judgement from society and their peers, primarily fearing being
labelled as ‘ill’ and the implications of this, women feared
judgement from healthcare professionals. Women self‐
identifying as ‘overweight’ feared that healthcare professionals
would recommend weight loss, rather than attempting to provide
a diagnosis. However, even if weight loss was recommended,
women reported that little support was offered.

4 | Discussion

This study aimed to evaluate determinants of accessing
diagnostic services for British residents experiencing high
deprivation. The conceptual model, as corroborated and
supplemented by LEEs' experiences, illustrates the interactive
and mediative nature of these determinants.

4.1 | A Multiplex, Mediative and Iterative Model

Findings from this review indicate that decision‐making around
diagnostic service access for people experiencing high deprivation in
the United Kingdom is a complex, iterative process that can be
mediated by several interactive factors. Where certain facilitators
and/or barriers are present, these can be mediated by the presence
of others. Fear, for instance, has been shown to have a complex
influence on healthcare access [42–44]. Our model may contribute
to simplifying the understanding around the influence of fear on
diagnostic service access. As an Emotional and Psychological
Factor, fear can initially be mediated by any factor within Beliefs
and Behaviours, which will ultimately result in the presence or
absence of Motivation to access the services. The absence or
presence of Motivation can then be mediated by Practical Factors,
which may act as facilitators or barriers to access, resulting in a
decision on whether to access. Therefore, fear is only one element of
the decision‐making process. While it may be a prominent emotion
or psychological state for some, it can be mediated by the presence
of other factors. Additionally, fear will not be experienced the same
way for everyone. Some people may fear receiving a diagnosis,
therefore reducing their Motivation to access diagnostic services,
while others may fear suffering, which may increase their
Motivation to access the services due to the Belief that early
detection may result in less suffering. It is therefore apparent that no
single factor acts in isolation. It is the culmination of all factors that
determines whether diagnostic services will be accessed.

Additionally, our model illustrates that motivation alone is not
sufficient to encourage participation [45]. Even where Beliefs
and Behaviours and Emotional and Psychological Factors result
in Motivation to access diagnostic services, Practical Factors
must also align to enable access.

The model also indicates that the decision‐making process is
iterative, which was corroborated by LEEs, who discussed that
they would not fear cervical screening unless results were
abnormal, at which point they would fear any subsequent

testing. This illustrates how the Decision to access diagnostic
services influences Emotional and Psychological Factors,
beginning the cycle again for any subsequent testing.

Some determinants identified in this review were exclusively
experienced by specific groups. Factors such as a sense of civic duty,
not wanting to waste NHS resources and valuing the NHS were
seen in ethnic minority and migrant groups and were contrasted by
opposing views by native and White British participants.

This review included participants from Southeast Asia, North
and Central Africa, the Caribbean and Pakistan. It is important
that future studies do not overgeneralise the experiences of
people with different backgrounds and lived experiences. As
such, it is imperative that future studies focus on specific
demographics to ensure that variations in lived experience are
captured and explored appropriately.

4.2 | Social Determinants of Health

For LEEs and participants in included studies, determinants of
diagnostic service access were not usually linked directly to health,
but to wider Social Determinants of Health (SDH) [46]. SDH are
non‐medical factors that influence health outcomes [47]. It is well
established that a social gradient of health and illness exists, such
that higher deprivation is associated with poorer health [12].

Additionally, this review has highlighted the significant influence
of behavioural and psychosocial factors on a person's decision to
access diagnostic services. What a person believes, how they
perceive the world and experiences of those around them and
their individual and collective experiences contribute to whether
they ultimately access diagnostic services. It is important that
these factors, including the social, psychological and behavioural
influences on active and passive decision‐making, are understood
by policymakers, community‐based decision makers and practi-
tioners when attempting to improve access.

4.3 | Comparison With Existing Models

There are several existing models for healthcare access, including
but not limited to Andersens' Behavioural Model of Health
Services Use [48], Penchansky and Thomas' theory of access [49],
the COM‐B model [50] and Levesque's Conceptual Framework for
Healthcare Access [51]. While these models incorporate elements
included in our model (for instance, all mentioned models
incorporate some element of behavioural, psychological, social
and/or practical factors affecting access), our model illustrates the
unique experiences of people experiencing high deprivation in the
United Kingdom when deciding whether to access diagnostic
services. Whether and how our model compares against existing
models, and whether the experiences of people living in high
deprivation in the United Kingdom are unique or common
amongst other groups should be further explored in future studies.

Until tested for use in other domains, within different populations
or regarding different types of healthcare, our model is limited to
the uses indicated in this review. Its key unique factor is its
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illustration that even where barriers exist, these can be overridden
by facilitators later down the line, or vice versa. Our model,
therefore, illustrates the complexity of decision‐making regarding
diagnostic service access, while providing a useful tool for
healthcare and community‐based decision makers to identify and
address barriers to access and enhance the influence of facilitators.

4.4 | Strengths and Limitations

Incorporating PPI into this review was essential. The PPI sessions
not only corroborated the findings but also emphasised important
factors for people experiencing high deprivation in South England
specifically. PPI is a useful tool for assessing how synthesisation of
existing literature may not capture the finer details of lived
experience. Our PPI sample was relatively small and ethnically
homogeneous, which may have been a limitation of this review.
While the PPI sample in this review was ethnically homogeneous,
this was largely expected, because the population on the estate is
primarily comprised of White British residents, with a small
proportion (6.1% for the whole of the county; specific data for the
estate are unavailable) of the population comprising individuals
from ethnic minority or migrant backgrounds [52]. No adults
living on the estate were excluded from participating in the PPI
sessions, unless they did not have the capacity to consent.
However, greater efforts could have been made to include people
from ethnic minority and migrant backgrounds and any future
studies regarding this review should incorporate these efforts.

PPI is not intended to be representative of the wider population,
but to assess different perspectives based on the PPI group's
lived experience [53]. While the ethnic homogeneity of the PPI
group may act as a limitation for this review, the LEEs included
in the PPI sessions were not intended to be representative of the
area's population. They were included so they could share their
personal and collective lived experiences relating to diagnostic
service access in their area. Future studies should aim to
incorporate perspectives from people with different lived
experiences, either in this area or others.

As this review consisted of a systematic, qualitative analysis of the
literature, there was an element of subjectivity. Although attempts
were made to reduce this through involving a PPI group and
communicating and collaborating with the research team, the
authors acknowledge that bias and subjectivity cannot be
completely removed from qualitative studies. However, the aim of
this qualitative research is not to provide objective neutrality [54,
55], but to explore the unique (or common) experiences of those
with specific experiences living in a specific area. To reduce any
influence of researcher or LEE bias, future studies should assess the
applicability of the model in real‐world practice, in other domains
and in different parts of the United Kingdom and/or the world,
expanding on the findings from this review and contributing to the
wider body of knowledge regarding diagnostic service access.

4.5 | Implications for Policy, Practice and
Further Research

It is envisaged that this model can be used in two parts by
policymakers, practitioners and community‐based decision

makers. First, patients' participation in diagnostic testing can
be mapped against the model to understand barriers and
facilitators to access for a specific sample. Once understood,
tailored interventions can be planned and implemented that aim
to address barriers and enhance facilitators. Interventions can
target any of the three categories, but, due to the anticipated
complexity of real‐world applications of the model, it is suggested
that more effective interventions will target more than one.

For instance, an intervention campaign could aim to improve
potential patients' perceived benefits of testing, as well as knowledge
and awareness of causal factors and the conditions themselves,
particularly for those less often highlighted by the media. NHS
trusts could simultaneously emphasise healthcare professionals'
demeanour by offering specific training to encourage the fostering
of trust. Services could also be offered in a more convenient and
familiar location, as is currently being demonstrated through the
Community Diagnostic Centre programme, to reduce the likelihood
that competing priorities will act as barriers to participation. This
could also help to address some practical barriers, such as travel
difficulties. Any proposed interventions should make use of
community members' voice and emphasise the value of lived
experience expertise. Efforts should also be made to emphasise the
influence of facilitators, rather than simply reducing the influence of
barriers. This could include incorporating community‐based
sessions, led by trusted members within the community, to
encourage potential patients to discuss any concerns or fears, as
well as hopes, in accessing diagnostic services.

In included studies, determinants of diagnostic access tended to
be measured through recruitment of patients already registered
with a General Practitioner and therefore eligible to receive a
diagnostic invitation. This excludes people who may not access
General Practitioner services for any reason. To address this gap,
future studies should explore whether and how people who are
not current healthcare patients access diagnostic services.
Additionally, the authors found that determinants of access
varied based on ethnic background and gender. Future studies
should explore what differences may be present amongst different
groups and why people perceive these differences to exist.

Future studies should also explore whether the model and its
component themes and sub‐themes are comparable to factors
affecting access in other high‐income countries.

Finally, future studies should both test our model's usefulness
with other samples and evaluate whether it can be extrapolated
and used in other contexts.

5 | Conclusion

By emphasising participants' lived experience, this review has
illustrated the complexity associated with diagnostic service
access, particularly when described directly by qualitative study
participants and LEEs. The conceptual model proposed in this
review illustrates this complexity, as well as the mediative,
interactive and iterative nature of deciding to access diagnostic
services for people experiencing high deprivation in the United
Kingdom. No single factor acts in isolation. It is the culmination
of all elements experienced by the person deciding whether to
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access diagnostic services that determine whether they ulti-
mately access, and continue to access, these services.

The proposed model should be applied in policy and practice to
enable understanding of the factors influencing access to
diagnostic services and to design interventions that address
identified determinants.

Author Contributions

Christine Vincent: conceptualisation, investigation, writing–original draft,
methodology, visualisation, formal analysis. Lee‐Ann Fenge: supervision,
writing–review and editing, funding acquisition, formal analysis. Sam
Porter: writing–review and editing, supervision, formal analysis. Sharon
Holland: writing–review and editing, supervision, formal analysis.

Acknowledgements

We thank Karen Bew and Vince O'Mahoney for their continued support
in the conduct of this review and for offering insurmountable insight
into the applicability of the results. We would also like to thank our
lived experience experts, without whom this work would have
substantially less impact, validity and applicability. This research
makes up part of a PhD project that is funded by Dorset Clinical
Commissioning Group and Bournemouth University.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

Data sharing is not applicable to this article as no new data were created
or analysed in this study.

References

1. “Diagnostic Waiting Times and Activity: Guidance on Completing the
‘Diagnostic Waiting Times & Activity’ Monthly Data Collection,” NHS
England, published October 2006, https://www.england.nhs.uk/statistics/
wp-content/uploads/sites/2/2013/08/DM01-guidance-v-5.32.pdf.

2. R. D. Neal, P. Tharmanathan, B. France, et al., “Is Increased Time to
Diagnosis and Treatment in Symptomatic Cancer Associated With Poorer
Outcomes? Systematic Review,” supplement, British Journal of Cancer 112,
no. S1 (March 2015): S92–S107, https://doi.org/10.1038/bjc.2015.48.

3. A. N. Kollias and M. W. Ulbig, “Diabetic Retinopathy,” Deutsches
Ärzteblatt International 107, no. 5 (February 2010): 75–83, https://doi.
org/10.3238/arztebl.2010.0075.

4. K. Unger‐Saldana, K. Fitch‐Picos, and C. Villarreal‐Garza, “Breast
Cancer Diagnostic Delays Among Young Mexican Women Are
Associated With a Lack of Suspicion by Health Care Providers at First
Presentation,” JCO Global Oncology 5 (2019): JGO.19.00093.

5. L. M. Elit, E. M. O'Leary, G. R. Pond, and H.‐Y. Seow, “Impact of
Wait Times on Survival for Women With Uterine Cancer,” Journal of
Clinical Oncology 32, no. 1 (January 2014): 27–33, https://doi.org/10.
1200/JCO.2013.51.3671.

6. C. A. Reyes‐Ortiz, J. S. Goodwin, and J. L. Freeman, “The Effect of
Socioeconomic Factors on Incidence, Stage at Diagnosis and Survival
of Cutaneous Melanoma,” Medical Science Monitor 11 (2005):
RA163–RA172.

7. E. Ward, A. Jemal, V. Cokkinides, et al., “Cancer Disparities by Race/
Ethnicity and Socioeconomic Status,” CA: A Cancer Journal for
Clinicians 54, no. 2 (March/April 2004): 78–93, https://doi.org/10.
3322/canjclin.54.2.78.

8. K. Anyiwe, Y. Qiao, P. De, E. M. Yoshida, C. C. Earle, and H.‐H. Thein,
“Effect of Socioeconomic Status on Hepatocellular Carcinoma Incidence and
Stage at Diagnosis, a Population‐Based Cohort Study,” Liver International 36,
no. 6 (June 2016): 902–910, https://doi.org/10.1111/liv.12982.

9. N. Afshar, D. R. English, and R. L. Milne, “Rural–Urban Residence and
Cancer Survival in High‐Income Countries: A Systematic Review,” Cancer
125, no. 13 (July 2019): 2172–2184, https://doi.org/10.1002/cncr.32073.

10. M. Araghi, M. Arnold, M. J. Rutherford, et al., “Colon and Rectal Cancer
Survival in Seven High‐Income Countries 2010–2014: Variation by Age and
Stage at Diagnosis (the ICBP SURVMARK‐2 Project),” Gut 70, no. 1
(January 2021): 114–126, https://doi.org/10.1136/gutjnl-2020-320625.

11. “Heath Profile for England,” Public Health England, published
September 11, 2018, https://www.gov.uk/government/publications/
health-profile-for-england-2018.

12. M. Marmot, T. Atkinson, J. Bell, et al., “Fair Society, Healthy Lives
(The Marmot Review),” published February 2010, https://www.
instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-
the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf.

13. G. Dahlgren and M. Whitehead, “The Dahlgren–Whitehead Model
of Health Determinants: 30 Years on and Still Chasing Rainbows,”
Public Health 199 (October 2021): 20–24, https://doi.org/10.1016/j.puhe.
2021.08.009.

14. T. Watt, A. Raymond, and L. Rachet‐Jacquet, “Quantifying Health
Inequalities in England,” The Health Foundation, published August
15, 2022, https://www.health.org.uk/news-and-comment/charts-and-
infographics/quantifying-health-inequalities.

15. K. Moser, J. Patnick, and V. Beral, “Inequalities in Reported Use of
Breast and Cervical Screening in Great Britain: Analysis of Cross Sectional
Survey Data,” BMJ 338 (2009): b2025, https://doi.org/10.1136/bmj.b2025.

16. R. H. Jack, T. Robson, and E. A. Davies, “The Varying Influence of
Socioeconomic Deprivation on Breast Cancer Screening Uptake in
London,” Journal of Public Health 38, no. 2 (June 2016): 330–334,
https://doi.org/10.1093/pubmed/fdv038.

17. N. Steel, A. C. Hardcastle, M. O. Bachmann, et al., “Economic
Inequalities in Burden of Illness, Diagnosis and Treatment of Five Long‐
Term Conditions in England: Panel Study,” BMJ Open 4 (2014):
e005530, https://doi.org/10.1136/bmjopen-2014-005530.

18. A. Tong, K. Flemming, E. McInnes, S. Oliver, and J. Craig,
“Enhancing Transparency in Reporting the Synthesis of Qualitative
Research: ENTREQ,” BMC Medical Research Methodology 12 (Novem-
ber 2012): 181, https://doi.org/10.1186/1471-2288-12-181.

19. D. McLennan, S. Noble, E. Plunkett, G. Wright, and N. Gutacker,
“The English Indices of Deprivation: Technical Report,” Ministry of
Housing, Communities & Local Government, published Septem-
ber 2019, https://assets.publishing.service.gov.uk/media/5d8b38774
0f0b609909b5908/IoD2019_Technical_Report.pdf.

20. “Zotero 6.0.30 [Software],” Corporation for Digital Scholarship,
published November 2, 2024, https://www.zotero.org.

21. “NVivo (Pro 12.5),” Lumivero, published July 3, 2019, https://www.
lumivero.com.

22. J. Thomas and A. Harden, “Methods for the Thematic Synthesis of
Qualitative Research in Systematic Reviews,” BMC Medical Research
Methodology 8 (July 2008): 45, https://doi.org/10.1186/1471-2288-8-45.

23. J. Dalton, A. Booth, J. Noyes, and A. J. Sowden, “Potential Value of
Systematic Reviews of Qualitative Evidence in Informing User‐Centered
Health and Social Care: Findings From a Descriptive Overview,”
Journal of Clinical Epidemiology 88 (August 2017): 37–46, https://doi.
org/10.1016/j.jclinepi.2017.04.020.

24. N. Ali, K. J. Lifford, B. Carter, et al., “Barriers to Uptake Among
High‐Risk Individuals Declining Participation in Lung Cancer Screen-
ing: A Mixed Methods Analysis of the UK Lung Cancer Screening

17 of 19

 13697625, 2024, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.14142 by B

ournem
outh U

niversity T
he Sir M

ichael C
obham

 L
ibrary, W

iley O
nline L

ibrary on [29/07/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2013/08/DM01-guidance-v-5.32.pdf
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2013/08/DM01-guidance-v-5.32.pdf
https://doi.org/10.1038/bjc.2015.48
https://doi.org/10.3238/arztebl.2010.0075
https://doi.org/10.3238/arztebl.2010.0075
https://doi.org/10.1200/JCO.2013.51.3671
https://doi.org/10.1200/JCO.2013.51.3671
https://doi.org/10.3322/canjclin.54.2.78
https://doi.org/10.3322/canjclin.54.2.78
https://doi.org/10.1111/liv.12982
https://doi.org/10.1002/cncr.32073
https://doi.org/10.1136/gutjnl-2020-320625
https://www.gov.uk/government/publications/health-profile-for-england-2018
https://www.gov.uk/government/publications/health-profile-for-england-2018
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf
https://doi.org/10.1016/j.puhe.2021.08.009
https://doi.org/10.1016/j.puhe.2021.08.009
https://www.health.org.uk/news-and-comment/charts-and-infographics/quantifying-health-inequalities
https://www.health.org.uk/news-and-comment/charts-and-infographics/quantifying-health-inequalities
https://doi.org/10.1136/bmj.b2025
https://doi.org/10.1093/pubmed/fdv038
https://doi.org/10.1136/bmjopen-2014-005530
https://doi.org/10.1186/1471-2288-12-181
https://assets.publishing.service.gov.uk/media/5d8b387740f0b609909b5908/IoD2019_Technical_Report.pdf
https://assets.publishing.service.gov.uk/media/5d8b387740f0b609909b5908/IoD2019_Technical_Report.pdf
https://www.zotero.org
https://www.lumivero.com
https://www.lumivero.com
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1016/j.jclinepi.2017.04.020
https://doi.org/10.1016/j.jclinepi.2017.04.020


(UKLS) Trial,” BMJ Open 5, no. 7 (July 2015): e008254, https://doi.org/
10.1136/bmjopen-2015-008254.

25. L. R. Brown, F. Sullivan, S. Treweek, et al., “Increasing Uptake to a
Lung Cancer Screening Programme: Building With Communities
Through Co‐Design,” BMC Public Health 22 (April 2022): 815, https://
doi.org/10.1186/s12889-022-12998-0.

26. N. Dharni, “Understanding Low Uptake of Colorectal Cancer Screening
in South East London Exploration of Demographic, Psychological, Social
and Cultural Factors” (Thesis, King's College London, 2013).

27. N. Dharni, D. Armstrong, G. Chung‐Faye, and A. J. Wright, “Factors
Influencing Participation in Colorectal Cancer Screening—A Qualita-
tive Study in an Ethnic and Socio‐Economically Diverse Inner City
Population,” Health Expectations 20, no. 4 (August 2017): 608–617,
https://doi.org/10.1111/hex.12489.

28. E. Goyder, S. Wild, C. Fischbacher, J. Carlisle, and J. Peters,
“Evaluating the Impact of a National Pilot Screening Programme for
Type 2 Diabetes in Deprived Areas of England,” Family Practice 25, no.
5 (October 2008): 370–375, https://doi.org/10.1093/fampra/cmn054.

29. N. Hall, L. Birt, C. J. Rees, et al., “Concerns, Perceived Need and
Competing Priorities: A Qualitative Exploration of Decision‐Making
and Non‐Participation in a Population‐Based Flexible Sigmoidoscopy
Screening Programme to Prevent Colorectal Cancer,” BMJ Open 6
(2016): e012304, https://doi.org/10.1136/bmjopen-2016-012304.

30. A. E. Hipwell, J. Sturt, A. Lindenmeyer, et al., “Attitudes, Access
and Anguish: A Qualitative Interview Study of Staff and Patients'
Experiences of Diabetic Retinopathy Screening,” BMJ Open 4 (2014):
e005498, https://doi.org/10.1136/bmjopen-2014-005498.

31. A. Lindenmeyer, J. A. Sturt, A. Hipwell, et al., “Influence of Primary
Care Practices on Patients' Uptake of Diabetic Retinopathy Screening: A
Qualitative Case Study,” British Journal of General Practice 64, no. 625
(August 2014): e484–e492, https://doi.org/10.3399/bjgp14X680965.

32. L. Logan and S. McIlfatrick, “Exploring Women's Knowledge,
Experiences and Perceptions of Cervical Cancer Screening in an Area of
Social Deprivation: Cervical Cancer Screening in Women,” European
Journal of Cancer Care 20, no. 6 (November 2011): 720–727, https://doi.
org/10.1111/j.1365-2354.2011.01254.x.

33. L. Marlow, E. McBride, L. Varnes, and J. Waller, “Barriers to
Cervical Screening Among Older Women From Hard‐to‐Reach Groups:
A Qualitative Study in England,” BMC Women's Health 19 (2019): 38,
https://doi.org/10.1186/s12905-019-0736-z.

34. E. Orton, A. Forbes‐Haley, L. Tunbridge, and S. Cohen, “Equity of
Uptake of a Diabetic Retinopathy Screening Programme in a
Geographically and Socio‐Economically Diverse Population,” Public
Health 127, no. 9 (September 2013): 814–821, https://doi.org/10.1016/j.
puhe.2013.04.015.

35. C. K. Palmer, M. C. Thomas, C. von Wagner, and R. Raine, “Reasons
for Non‐Uptake and Subsequent Participation in the NHS Bowel Cancer
Screening Programme: A Qualitative Study,” British Journal of Cancer
110, no. 7 (April 2014): 1705–1711, https://doi.org/10.1038/bjc.2014.125.

36. N. Pfeffer, “Screening for Breast Cancer: Candidacy and Compli-
ance,” Social Science & Medicine 58, no. 1 (January 2004): 151–160,
https://doi.org/10.1016/s0277-9536(03)00156-4.

37. S. L. Quaife, L. A. V. Marlow, A. McEwen, S. M. Janes, and
J. Wardle, “Attitudes Towards Lung Cancer Screening in Socio-
economically Deprived and Heavy Smoking Communities: Informing
Screening Communication,” Health Expectations 20, no. 4
(August 2017): 563–573, https://doi.org/10.1111/hex.12481.

38. G. Saidi, S. Sutton, and G. Bickler, “A Predictive Study of Reasons
for Attendance and Non‐Attendance at a Breast Screening Programme,”
Psychology & Health 13, no. 1 (1998): 23–33, https://doi.org/10.1080/
08870449808406128.

39. J. E. Tonge, M. Atack, P. A. Crosbie, P. V. Barber, R. Booton, and
D. Colligan, “‘To Know or Not to Know? Push and Pull in Ever Smokers

Lung Screening Uptake Decision‐Making Intentions,” Health Expectations
22, no. 2 (April 2019): 162–172, https://doi.org/10.1111/hex.12838.

40. A. Tsipa, “Understanding the Factors and Mechanisms That Influence
Colorectal Cancer Screening Uptake Among Socially Deprived and Non‐
Deprived Populations” (Thesis, University of Leeds, 2018).

41. V. G. Woof, H. Ruane, F. Ulph, et al., “Engagement Barriers and
Service Inequities in the NHS Breast Screening Programme: Views from
British‐Pakistani Women,” Journal of Medical Screening 27, no. 3
(September 2020): 130–137, https://doi.org/10.1177/0969141319887405.

42. T. Dubayova, J. P. van Dijk, I. Nagyova, et al., “The Impact of the
Intensity of Fear on Patient's Delay Regarding Health Care Seeking
Behavior: A Systematic Review,” International Journal of Public Health
55 (2010): 459–468, https://doi.org/10.1007/s00038-010-0149-0.

43. J. L. Hay, T. R. Buckley, and J. S. Ostroff, “The Role of Cancer Worry in
Cancer Screening: A Theoretical and Empirical Review of the Literature,”
Psycho‐Oncology 14 (2005): 517–534, https://doi.org/10.1002/pon.864.

44. B. Young, L. Bedford, D. Kendrick, K. Vedhara, J. F. R. Robertson,
and R. das Nair, “Factors Influencing the Decision to Attend Screening
for Cancer in the UK: A Meta‐Ethnography of Qualitative Research,”
Journal of Public Health 40, no. 2 (June 2018): 315–339, https://doi.org/
10.1093/pubmed/fdx026.

45. K. L. A. Dunlop, H. M. Marshall, E. Stone, et al., “Motivation Is Not
Enough: A Qualitative Study of Lung Cancer Screening Uptake in Australia
to Inform Future Implementation,” PLoS One 17, no. 9 (September 2022):
e0275361, https://doi.org/10.1371/journal.pone.0275361.

46. M. Marmot, “Social Determinants of Health Inequalities,” Lancet
365, no. 9464 (March 2005): 1099–1104, https://doi.org/10.1016/S0140-
6736(05)71146-6.

47. P. Braveman, S. Egerter, and D. R. Williams, “The Social Determinants
of Health: Coming of Age,” Annual Review of Public Health 32 (2011):
381–398, https://doi.org/10.1146/annurev-publhealth-031210-101218.

48. R. M. Andersen, A Behavior Model of Families' Use of Health Services
(Chicago: University of Chicago, Center for Health Administration
Studies, 1968).

49. R. Penchansky and J. W. Thomas, “The Concept of Access:
Definition and Relationship to Consumer Satisfaction,” Medical Care
19 (1981): 127–140.

50. S. Michie, M. M. van Stralen, and R. West, “The Behaviour Change
Wheel: A New Method for Characterising and Designing Behaviour
Change Interventions,” Implementation Science 6, no. 1 (2011): 42,
https://doi.org/10.1186/1748-5908-6-42.

51. J.‐F. Levesque, M. F. Harris, and G. Russell, “Patient‐Centred Access
to Health Care: Conceptualising Access at the Interface of Health
Systems and Populations,” International Journal for Equity in Health 12,
no. 1 (2013): 18, https://doi.org/10.1186/1475-9276-12-18.

52. “State of Dorset: Diversity,” Dorset Council, published December
2023, https://gi.dorsetcouncil.gov.uk/insights/topics/Topic/Diversity.

53. A. Turk, A.‐M. Boylan, and L. Locock, A Researcher's Guide to
Patient and Public Involvement: A Guide Based on the Experiences of
Health and Medical Researchers, Patients and Members of the Public
(Oxford, UK: University of Oxford, no date), https://oxfordbrc.nihr.ac.
uk/wp-content/uploads/2017/03/A-Researchers-Guide-to-PPI.pdf.

54. P. Galdas, “Revisiting Bias in Qualitative Research: Reflections on
Its Relationship With Funding and Impact,” International Journal of
Qualitative Methods 16, no. 1 (2017): 160940691774899, https://doi.org/
10.1177/1609406917748992.

55. S. Thorne, “The Role of Qualitative Research Within an Evidence‐
Based Context: Can Metasynthesis Be the Answer,” International
Journal of Nursing Studies 46, no. 4 (2009): 569–575, https://doi.org/10.
1016/j.ijnurstu.2008.05.001.

18 of 19 Health Expectations, 2024

 13697625, 2024, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.14142 by B

ournem
outh U

niversity T
he Sir M

ichael C
obham

 L
ibrary, W

iley O
nline L

ibrary on [29/07/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1136/bmjopen-2015-008254
https://doi.org/10.1136/bmjopen-2015-008254
https://doi.org/10.1186/s12889-022-12998-0
https://doi.org/10.1186/s12889-022-12998-0
https://doi.org/10.1111/hex.12489
https://doi.org/10.1093/fampra/cmn054
https://doi.org/10.1136/bmjopen-2016-012304
https://doi.org/10.1136/bmjopen-2014-005498
https://doi.org/10.3399/bjgp14X680965
https://doi.org/10.1111/j.1365-2354.2011.01254.x
https://doi.org/10.1111/j.1365-2354.2011.01254.x
https://doi.org/10.1186/s12905-019-0736-z
https://doi.org/10.1016/j.puhe.2013.04.015
https://doi.org/10.1016/j.puhe.2013.04.015
https://doi.org/10.1038/bjc.2014.125
https://doi.org/10.1016/s0277-9536(03)00156-4
https://doi.org/10.1111/hex.12481
https://doi.org/10.1080/08870449808406128
https://doi.org/10.1080/08870449808406128
https://doi.org/10.1111/hex.12838
https://doi.org/10.1177/0969141319887405
https://doi.org/10.1007/s00038-010-0149-0
https://doi.org/10.1002/pon.864
https://doi.org/10.1093/pubmed/fdx026
https://doi.org/10.1093/pubmed/fdx026
https://doi.org/10.1371/journal.pone.0275361
https://doi.org/10.1016/S0140-6736(05)71146-6
https://doi.org/10.1016/S0140-6736(05)71146-6
https://doi.org/10.1146/annurev-publhealth-031210-101218
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1186/1475-9276-12-18
https://gi.dorsetcouncil.gov.uk/insights/topics/Topic/Diversity
https://oxfordbrc.nihr.ac.uk/wp-content/uploads/2017/03/A-Researchers-Guide-to-PPI.pdf
https://oxfordbrc.nihr.ac.uk/wp-content/uploads/2017/03/A-Researchers-Guide-to-PPI.pdf
https://doi.org/10.1177/1609406917748992
https://doi.org/10.1177/1609406917748992
https://doi.org/10.1016/j.ijnurstu.2008.05.001
https://doi.org/10.1016/j.ijnurstu.2008.05.001


Appendix A

See Table A1.

TABLE A1 | ENTREQ Guidelines Checklist (adapted from Tong et al. [18]).

Item Guide and description Reported on

Aim State the research question that the synthesis address. 1

Synthesis methodology Identify the synthesis methodology or theoretical framework that underpins the synthesis and
describe the rational for choice of methodology (e.g., meta‐ethnography, thematic synthesis,
critical interpretive synthesis, grounded theory synthesis, realist synthesis, meta‐aggregation,

meta‐study and framework synthesis).

2

Approach to searching Indicate whether the search was preplanned (comprehensive search strategies to seek all available
studies) or iterative (to seek all available concepts until theoretical saturation is achieved).

2.2

Inclusion criteria Specify the inclusion/exclusion criteria (e.g., in terms of population, language, year limits, type
of publication and study type).

2.3

Data sources Describe the information sources used (e.g., electronic databases [MEDLINE, EMBASE,
CINAHL, PsycINFO and Econlit], grey literature databases [digital thesis, policy reports],

relevant organisational websites, experts, information specialists, generic web searches [Google
Scholar], hand searching and reference lists) and when the searches were conducted; provide

the rationale for using the data sources.

2.2

Electronic search strategy Describe the literature search (e.g., provide electronic search strategies with population terms,
clinical or health topic terms, experiential or social phenomena–related terms, filters for

qualitative research and search limits).

2.2.1

Study screening methods Describe the process of study screening and sifting (e.g., title, abstract and full‐text review and
number of independent reviewers who screened studies).

2.4

Study characteristics Present the characteristics of the included studies (e.g., year of publication, country, population,
number of participants, data collection, methodology, analysis and research questions).

3.3

Study selection results Identify the number of studies screened and provide reasons for study exclusion (e.g., for
comprehensive searching, provide numbers of studies screened and reasons for exclusion indicated
in a figure/flowchart; for iterative searching, describe reasons for study exclusion and inclusion
based on modifications to the research question and/or contribution to theory development).

3.1

Rationale for appraisal Describe the rationale and approach used to appraise the included studies or selected findings
(e.g., assessment of conduct [validity and robustness], assessment of reporting [transparency],

assessment of content and utility of the findings).

2.5

Appraisal items State the tools, frameworks and criteria used to appraise the studies or selected findings (e.g.,
Existing tools: CASP, QARI, COREQ and Mays and Pope (2000); reviewer‐developed tools;

describe the domains assessed: research team, study design, data analysis and
interpretations and reporting).

2.5

Appraisal process Indicate whether the appraisal was conducted independently by more than one reviewer and if
consensus was required.

2.5

Appraisal results Present results of the quality assessment and indicate which articles, if any, were weighted/
excluded based on the assessment and give rationale.

2.5

Data extraction Indicate which sections of the primary studies were analysed and how were the data extracted
from the primary studies? (e.g., all text under the headings ‘results/conclusions’ was extracted

electronically and entered into a computer software).

2.4

Software State the computer software used, if any. 2.4

Number of reviewers Identify who was involved in the coding and analysis. 2.4

Coding Describe the process for coding the data (e.g., line‐by‐line coding to search for concepts). 2.6

Study comparison Describe how were comparisons made within and across studies (e.g., subsequent studies were
coded into pre‐existing concepts, and new concepts were created when deemed necessary).

2.6

Derivation of themes Explain whether the process of deriving the themes or constructs was inductive or deductive. 2.6

Quotations Provide quotations from the primary studies to illustrate themes/constructs and identify
whether the quotations were participant quotations or the author's interpretation.

3.3

Synthesis output Present rich, compelling and useful results that go beyond a summary of the primary studies
(e.g., new interpretation, models of evidence, conceptual models, analytical framework and

development of a new theory or construct).

3.3
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