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Summary 

Tackling chronic disease risk factors requires a systemic approach that addresses the structural 
barriers that disadvantaged groups face in managing their health. In this evidence brief, we focus 
on how health care services, as part of this system, can improve behavioural interventions aiming to 
tackle chronic disease risk factors like smoking, obesity, or hypertension, so that they better address 
the needs and preferences of disadvantaged groups. 

Based on HEEC living evidence maps, a Medline search for review studies on behavioural interventions 
and snowball searching, we screened 1796 studies and extracted data from 153 reviews. 

Improving access, uptake and optimisation of behavioural interventions for disadvantaged groups 
requires a flexible approach, as no single solution fits all. Effective strategies are usually locally 
focused, non-stigmatising, and adapted to the community’s linguistic, cultural, and social needs. 
These interventions work best when delivered over time in a multifaceted way combined with strong 
community involvement. 

Current challenges
There is a consensus that poor diet, smoking or vaping, 
substance misuse, and sedentary lifestyle are risk 
factors for chronic conditions like Type 2 diabetes, 
cardiovascular and respiratory diseases (1). Evidence 
shows that often these factors are more prevalent 
among people living in socioeconomically deprived 
areas, some people of ethnic minority backgrounds, 
and individuals experiencing multiple intersectional 
disadvantage (2,3). In the last couple of decades, 
increasingly these factors are being described as 
unhealthy or health damaging behaviours – often 
disconnected from the socioeconomic and cultural 
drivers that enable them – and are therefore 
understood as modifiable and subject to change 
through behavioural or lifestyle interventions (4–6).

Behavioural or lifestyle interventions are interventions 
which aim to improve health by encouraging changes 
in behaviour. Most often they focus on people’s diet, 
smoking and drinking habits and physical activity 
(PA). They are often complex interventions with 
several interactive components like provision of 
health education, behavioural counselling or cognitive 
behavioural therapy (CBT), and practical components 

Measurability: the factor can be 
measured. 

Potential for change: there is potential for 
change in the quantity and intensity of 
the modifiable factor at individual or/and 
population level. 

Modifiable causes: the drivers of the risk 
factor are modifiable themselves. 

Plausibility: the risk factor can be 
considered as a plausible cause of the 
outcome of interest. 

Empirical evidence of effect: there’s 
empirical evidence of the factor’s direct 
effect on health outcomes. 

General criteria to consider when 
specifying factors as ‘modifiable’ in the 
context of health and disease outcomes (5)
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Summary of evidence

For the purposes of this brief, we defined 
behavioural interventions as sets of behavioural 
strategies aiming to improve an individual’s health 
by encouraging behavioural changes related with 
diet, physical activity, smoking habits, or alcohol 
consumption and/or with chronic disease self-
management like blood-pressure monitoring or 
medication adherence. We searched for relevant 
review studies through the Living Evidence Maps 
of the Health Equity Evidence Centre (HEEC), a 
Medline search and snowball searching. Out of 
1796 studies screened, we included 153 reviews. 

The reviews focused on behavioural interventions 
targeted to improve health or health care related 
outcomes among disadvantaged groups, or to 
reduce inequalities in such outcomes between 
groups. They discussed interventions delivered 
in diverse settings with a health care services 
component and focused on intervention impacts 
or enablers as reported by service users. 
Additionally, we integrated transferable evidence 
from a realist (16) and an integrative (21) review 
of interventions decreasing health inequalities 
through general practice (GP) published in 2023. 

The reviewed evidence covered a wide range 
of localities, settings, interventions, targeted 
groups, and condition related outcomes including 
diabetes, blood pressure and hypertension, 
asthma, and chronic obstructive pulmonary 
disease (COPD), and risk factors including body 
weight and Body Mass Index (BMI), smoking 
rates, physical activity, and alcohol consumption. 
There is no single or set of specific interventions 
that can guarantee increased access, uptake 
and optimisation of behavioural interventions. 
Rather, the most effective interventions vary 
across different contexts and settings but have 
overlapping characteristics across three key areas. 
They tend to be 1) targeted at specific populations 
in non-stigmatising ways, 2) tailored to users’ 
linguistic, cultural and social background, and 
3) delivered over long periods of time employing 
multiple components and strong community 
involvement. In figure 1, we organise the most 
important findings across these three key areas. 

like participation in exercise programmes or 
cooking classes (7). They are delivered in different 
formats and settings ranging from online courses 
to group activities and individual one-to-one 
counselling sessions. 

Evidence shows that among the general 
population, behavioural interventions are overall 
effective in reducing body weight and body 
mass index (BMI), increasing fruit and vegetable 
consumption and physical activity and reducing 
risk of chronic conditions and all-cause mortality 
(8–13). Further, behavioural support or counselling 
has been found to increase smoking cessation 
rates especially for people who do not receive 
pharmacotherapy (14) and reduce unhealthy 
alcohol consumption (15). 

However, additional evidence shows that 
behavioural strategies are differentially effective 
across different population groups (16). People 
who are socially and financially secure tend to 
access and benefit more from such interventions 
because of their increased capacity (material, 
psychological, and social) to make behavioural 
changes compared to socially and economically 
disadvantaged individuals (17). Therefore, 
behavioural approaches, despite their potential to 
improve general population health, often maintain 
or even widen inequalities in health care and 
health outcomes between population groups (18). 
As the NICE guideline on individual approaches 
in behaviour change stresses, equity audits 
are required to ensure that behaviour change 
strategies do not increase health inequalities 
(19). Health care services - while limited in their 
capacity to address structural barriers prohibiting 
disadvantaged groups from adopting healthier 
practices – need to consider these barriers when 
designing and delivering behavioural interventions 
to ensure the potential benefits reach those who 
need them the most. 

In this brief, we review evidence on improving 
access, uptake and optimisation of behavioural 
inventions for disadvantaged groups in health 
care settings. The root causes of inequalities in 
chronic disease risk factors extend beyond health 
care. A systemic approach is essential – one that 
addresses the social determinants of health and 
the support gaps that disadvantaged groups 
face in accessing care and managing their health 
(18,20).



3WHAT WORKS: IMPROVING ACCESS, UPTAKE AND OPTIMISATION OF BEHAVIOURAL INTERVENTIONS FOR DISADVANTAGED GROUPS

1. Target efforts at disadvantaged groups 
without further stigmatising them 

A systematic review of the impact of chronic 
disease self-management support interventions 
on health equity gaps showed that people of lower 
socioeconomic status are less likely to participate 
in relevant programmes (22). The authors reviewed 
19 studies of moderate to good quality from 
different countries. They found that programmes 
with targeted recruitment and retention strategies, 
e.g., through referrals rather than self-selection, 
are more likely to improve participation. Further, 
interventions which addressed users’ social context 
and did not add to their workload were more 
likely to lead to positive clinical outcomes among 
disadvantaged groups compared to interventions 
focusing on self-efficacy. Based on their findings, 
they recommended the Cumulative Complexity 
model, founded on patient burden-capacity 
balance, as a useful framework to inform clinical 
practice (23). 

Literature focusing on smoking cessation 
interventions in the UK also supports a targeted 
approach. A systematic review (24) and equity 
analysis of the impact of specialist and primary 
care stop smoking support (SSS) on socioeconomic 
inequalities is an example. It showed that GP 
brief interventions were equity-positive in terms 
of identifying disadvantaged smokers and 
encouraging them to quit. Smokers with lower 

socioeconomic status were more likely to have 
their smoking status recorded and be offered brief 
advice or SSS referral and cessation medication. 
A review of studies across Europe highlighted that 
this targeted approach in the UK appears to reduce 
inequalities in access, compensating for lower quit 
rates to produce a positive overall equity impact 
on smoking prevalence (25). Recent findings add 
that mobile drop-in SSS might be an effective way 
of reaching more disadvantaged smokers from 
routine or manual occupations, and those who have 
not previously accessed standard support. In a 
programme conducted in Nottingham city, mobile 
SSS smokers (n=811) were more likely to be routine 
or manual workers (33.3% vs 27.2%, p=0.002) and 
to be first-time SSS users (67.8% vs 59.3%, p<0.001) 
compared with smokers accessing the standard SSS 
scheme (n=1856) (26).

Targeted recruitment requires a good 
understanding of the individuals or groups at higher 
risk who are often marginalised within health care 
services. An integrative review of interventions that 
can reduce inequalities in and through primary care 
demonstrated that identifying the group(s) harmed 
by health inequalities using a sensitive localised 
approach is the key first step for the delivery of 
equitable care (see more at HEEC website) (21). 
A scoping review of recruitment strategies for 
engaging adults in PA found limited evidence about 
the suitability of recruitment approaches for those 
experiencing barriers to PA, particularly those from 

Figure 1: Improving behavioural interventions for disadvantaged groups: evidence-based examples
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culturally and linguistically diverse populations, 
older people, or people from low socioeconomic 
backgrounds. However, the authors highlighted 
that in all the reviewed studies (n=9) successful 
recruitment was subject to ‘knowing your audience’ 
(27). 

Understanding the lived experience of those who 
face barriers in accessing interventions can assist 
in undertaking recruitment in acceptable and 
practical ways. For example, health promotion 
interventions targeted to unemployed people 
have better participation rates when participation 
is voluntary (28), and smoking cessation 
interventions with an ‘opt-out’ referral system 
are more acceptable among pregnant smokers 
(29). Similar conclusions emerge from studies on 
influences on NHS health check behaviours. They 
show that people are more likely to attend checks 
if they are reassured and feel comfortable (e.g., 
through outreach services at familiar venues) (30). 
Subsequently they can change their behaviours 
when they can understand the purpose of the 
checks as an opportunity to be proactive regarding 
their CVD risk (31).

Stigma as a barrier to service engagement 

A series of qualitative reviews discuss how for 
disadvantaged groups stigma is a barrier to 
engagement with health care services and 
interventions, especially when the latter focus 
on behaviour changes and risk factors. Medical 
narratives that primarily focus on treatment 
tend to understand individual behaviours as the 
causes of risk factors such as obesity or smoking. 
The underlying assumptions are that behaviour 
is the outcome of informed choice and that 
individuals are independent agents (17). Accordingly 
behavioural interventions often focus on the 
provision of information material which is assumed 
to help individuals make the right choices for their 
health. When this does not work, individuals are 
increasingly blamed for ‘failing’ (20). 

Most relevant studies discuss stigma related with 
smoking or obesity due to the normalisation of 
stereotypes that render smokers and obese people 
as people of weak character, or threats to their 
children, and associate them with more negative 
stereotypes like the ‘chav’ in the UK or the ‘welfare 
queen’ in the US (17,32,33). As the stereotypes 
indicate, smoking and weight stigma intersect 
with socioeconomic status, gender and ethnicity. 
Therefore, many qualitative studies have focused 
on women with low socioeconomic status and/or 
from ethnic minority backgrounds. 

A review of 23 qualitative studies from Western 
developed countries showed that women are likely 
to hide their smoking from health professionals, 
especially if they are pregnant, to avoid potentially 
stigmatising remarks. Further, they express 
negative views of medical professionals, describing 
them as paternalistic and overly reliant on 
brochures and lectures (35). A UK study focusing 
on the willingness of smokers to use NHS SSS also 
addressed stigma as a barrier to use for women, 
especially if they are pregnant, to avoid feeling 
judged. They recommended that interventions 
are more likely to help individuals overcome such 
barriers if they include personalised outreach 
invitations and phone apps (29). 

Similarly, a meta-synthesis of 46 qualitative 
studies focused on factors influencing weight 
management during pregnancy in women who 
are overweight or obese. It showed that women 
endure stigmatisation by the community and 
health care professionals which negatively affects 
their physical and mental health outcomes. In a 
total sample of 910 women, providing evidence-
based information and counselling in a sensitive, 
non-judgemental way emerged as a prominent 
component of effective weight management 
interventions (36). These findings highlight the 
need for trained and empowered health care 
professionals who feel confident to discuss weight 
with patients in an affirmative way using the right 
concepts and words (e.g., weight instead of fat or 
obese) and have sufficient knowledge of available 
referral pathways for support (37).

Stigma: the negative labels, pejorative 
assessments, social distancing and 
discrimination that can occur when individuals 
who lack power deviate from group norms (32).

Weight stigma: the social devaluation that 
individuals perceive/experience because of 
their weight (34).
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2. Tailor programmes to service users’ 
languages, values and cultural practices 

Ensuring that interventions, whether face-to-face 
or digital, align with users’ language and cultural 
background is key to person-centred care but 
can also benefit uptake and outcomes among 
disadvantaged groups including people from ethnic 
minority backgrounds, linguistically diverse groups, 
and groups with low socioeconomic status. 

A systematic review and meta-analysis of 31 studies 
focused on interventions to improve the quality 
of diabetes care in African Americans. It showed 
that programmes, which mainly included culturally 
adapted diabetes self-management education, 
reduced the percentage of Hemoglobin A1c (HbA1c) 
by 0.8% (38). Another meta-analysis of 12 studies 
with 1495 participants also showed that people 
from ethnic minority backgrounds benefit more 
from culturally tailored diabetes education when 
compared with usual care. The effect of intervention 
was greatest when HbA1c level was measured at 
6 months (−0.41; 95% confidence interval, −0.61 to 
−0.21). 

A systematic review and meta-analysis of 58 
studies of tailored education for culturally and 
linguistically diverse (CALD) groups revealed that 
culturally appropriate services had short-term  
(≤ 6 months) and medium-term (6 to 12 months) 
impact on obesity, cholesterol and HbA1c (40). 
Cultural tailoring and linguistic adaptation were 
differentially defined and implemented across 
studies. A systematic review of 74 studies focused 
on community based culturally tailored education 
for black communities with chronic conditions. It 
highlighted that impactful linguistic strategies did 
not involve translated material but rather included 
using the local dialect and accent of the target 
community and having black community members 
delivering education material (41). 

The study revealed a wide range of additional 
tailoring strategies which included: 

	� Peripheral strategies, e.g., ‘marketing’ the 
programmes as culturally specific for African 
Americans. 

	� Evidential strategies which used resources 
developed for the target communities, e.g., 
discussion of race-specific health strategies 
such as foot care for people with dark skin tones. 

	� Constituent-involving strategies, e.g., 
incorporating lay individuals or key celebrities 
in information sharing and/or partnering with 
ethnicity-concordant organisations that served 
black communities. 

	� Socio-cultural strategies, e.g., dance classes, 
use of cultural recipes, involvement of family 
members. 

Location was also stressed as an important factor 
in tailoring interventions to communities’ needs 
which complements an additional systematic 
review of tailoring methods and their effectiveness 
among people from black ethnicities with diabetes 
(42). The review showed there are four domains 
of tailoring (location, facilitators, messaging and 
language). Most interventions tailored to location 
and facilitators, but less to messaging and 
language. Seven out of 16 studies incorporated 
more than two domains of cultural adaptation, and 
four found significant difference between groups 
in HbA1c, weight and diabetes knowledge. Overall, 
interventions that tailored to all four domains 
showed greater success than those only tailoring to 
one. 

Cultural tailoring is relevant to digital interventions 
as well as shown by a realist review of digital 
interventions for CVD among South Asian and black 
minority ethnic groups (43). Based on 15 studies, 
the authors found that what makes interventions 
relatable and acceptable differs across ethnic 
groups. For example, people from the South 
Asian ethnic group valued learning from family, 
and people from the African American ethnic 
group prioritised community, such as learning 
health information from their peers. Digital health 
interventions that were positively reviewed by 
participants across all ethnic groups included those 
that provided education modules which were easy 
to understand. 

A further discussion on the importance of the 
cultural domain in the design and delivery of 
equitable care can be found in HEEC website and 
in the complementary HEEC evidence briefs on 
improving health literacy among disadvantaged 
groups, and community engagement and 
empowerment to address health inequalities.

Hemoglobin A1c (HbA1c): This is something 
that’s made when the glucose (sugar) in 
our body sticks to the red blood cells.  A high 
HbA1c means we have too much sugar in our 
blood. For people at risk of developing type 2 
diabetes target HbA1c level should be below 
6% (39). 
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or peer supporters/leaders can effectively deliver 
behavioural interventions with positive impacts 
among low-income, underserved, and racial and 
ethnic minority groups (55–57). For example, after 
reviewing 17 studies, Rawal and colleagues found 
that lifestyle interventions using either CHWs or 
peer supporters or a combination have modest 
effectiveness in the management of type 2 diabetes 
among people from ethnic minority or migrant 
backgrounds. Their meta-analyses showed that 
interventions were associated with a small but 
statistically significant reduction in HbA1c (−0.18%; 
95% CI −0.32% to −0.04%). However, they were not 
able to produce definite conclusions about potential 
differences in effectiveness between CHW and 
peer-led programmes (58). 

Further, a study on diabetes self-management 
education showed that when participants were 
assigned to a team of people, rather than an 
individual, there was a greater HbA1C reduction 
(-0.295%; 99% CI 0.505, −0.085) (46). The authors 
concluded that combining clinical expertise of 
professionals with community members is likely to 
improve health outcomes in high-risk populations. 
Additionally, a meta-analysis of six studies including 
1280 participants from ethnic minority backgrounds 
showed a significant improvement in HbA1c level 
at 12 months follow-up, with a mean weighted 
difference of 0.5% (95% CI 0.31–0.68) in the CHW 
group (60).

Longer duration is another key aspect of effective 
behavioural interventions. Most studies we reviewed 
focused on short (<6 months) to medium term 
(6-12 months) impacts, highlighting the need for 
longer-term approaches for positive changes to be 
sustained. A systematic review and meta-analysis 
of studies on diabetes self-management education 
in people from Latino backgrounds found that the 
greatest reduction in HbA1C was in studies that were 
≤ 6 months (−0.274%; 99% CI −0.510, −0.039). Based 
on adult learning theories, the authors suggested 
that the effect of new information fades after about 
6 months leading to the relapse of old behaviours 
within a year; demonstrating the need for ongoing 
support to the educational format (46). 

Follow-ups and refresher courses were suggested 
also by Paul and colleagues who reviewed health 
promotion and PA interventions for unemployed 
people (28). With data from 34 studies, they found 
that within the upper limit of about 9 weeks, longer 

3. Develop long-term multifaceted 
interventions with strong community 
involvement 

Behavioural interventions are often complex with 
multiple interrelated components, (e.g., outreach 
activities and behavioural counselling (44)), 
formats (e.g., face-to-face discussions and online 
applications (45)), or professionals (e.g., licensed 
health care professionals with non-medical 
professionals (46)). Overall, the evidence does not 
offer sufficient guidance in terms of which of these 
components are more effective in improving uptake 
and effectiveness among disadvantaged groups. 
This is due to the great diversity of targeted groups, 
interacting nature of different components, and 
interventions being subject to their context (21). It 
is also due to limitations of the reviewed studies 
which in their vast majority compare complex 
interventions with usual care instead of different 
interventions or different components. 

Effective interventions for disadvantaged groups 
often include training staff (47) to support chronic 
disease management in a clear and supportive 
way (48). Weight management interventions with 
positive impacts usually include a combination 
of 1) environmental enhancements (i.e., related 
with housing, transportation, or access to 
recreational facilities), 2) acceptance-based 
enhancements (e.g., a body-positive approach: 
having or showing acceptance and appreciation 
of all body types (49)) and 3) a combination of 
advice (e.g., on healthy food options) with some 
practical activities (e.g., walking) (50). Combined 
diet and PA promotion programmes are also 
effective in decreasing diabetes incidence and 
improving cardiometabolic risk factors for patients 
at increased risk (51), especially people who are 
unemployed. They are also effective for people from 
minority ethnic backgrounds with higher diabetes 
prevalence when they are culturally tailored (48). 
Finally, findings regarding smoking cessation 
show that more effective approaches combine 
behavioural counselling, pharmacological support 
and in-person or phone follow-ups to facilitate 
nicotine replacement and address difficulties. 
Findings are promising also for people from ethnic 
minority and migration backgrounds (52,53).

Community engagement in programme design 
and delivery is also key for the effectiveness of 
interventions (see more in the HEEC Community 
Engagement and Empowerment Evidence 
Brief). Here, we focus specifically on behavioural 
interventions. Systematic reviews support involving 
members of the target community in design 
and delivery to ensure the cultural and linguistic 
tailoring of interventions to communities’ needs and 
preferences (41,54). Additional evidence suggests 
that trained community health workers (CHWs) 

WHO definition of Community Health Workers: 
members of communities who are supported 
by the health system but not necessarily a part 
of its organisation and have shorter training 
than professional workers (59). 



7WHAT WORKS: IMPROVING ACCESS, UPTAKE AND OPTIMISATION OF BEHAVIOURAL INTERVENTIONS FOR DISADVANTAGED GROUPS

training programmes were more successful 
than shorter, and within the upper limit of 40-
hour contact time, higher intensity training was 
more promising than lower intensity. Similar 
findings emerged in two systematic reviews of 
the effectiveness of interventions at reducing 
socioeconomic inequalities in obesity. They 
showed that tailored PA and weight management 
interventions delivered in primary care or 
community settings have short- to medium-
term impacts highlighting the need for follow up 
and long-term evaluation (61). Finally, sustained 
implementation is supported in a review of 
socioeconomic inequality impacts of chronic 
disease self-management. Based on 19 studies 
from different countries, the authors concluded 
that although such interventions can impact 
groups with lower socioeconomic status differently, 
more individualised treatment over longer time 
periods (6-12 months) tend to be more effective in 
reducing inequalities (22).

Limitations
This evidence brief covered existing international 
review articles identified through the HEEC evidence 
maps, a search on Medline for studies published 
from 2018, and snowball searching. While we are 
confident that we have captured the breadth of 
the published academic evidence, it is likely that 
we have not integrated key primary studies that 
may have offered deeper insights to interventions’ 
characteristics. The majority of evidence reviewed 
concerns the impact of complex multicomponent 
interventions in comparison to usual care. The 
studies did not compare different intervention 
strategies with each other or different intervention 
components. They did not address potential 
differential impacts of interventions across different 
groups. This means that the findings, even when they 
describe positive intervention impacts, may have 
different impacts in different contexts or population 
groups and do not allow for direct generalisations. 

What works: key recommendations

Recommendation Target audience GRADE 
certainty*

Acknowledge in policy and practice the structures and social 
determinants that lead to disadvantaged groups being more 
susceptible to chronic disease risk factors. 

NHS England, ICBs, PCNs, 
trusts, pharmacies, local 
authorities and GPs 

   
Moderate 

Use local knowledge to identify underserved groups with unmet 
needs and target with tailored and empowering programmes. 

NHS England, ICBs, PCNs, 
local authorities 

   
Moderate

Co-design and deliver interventions with community members 
and develop partnerships that combine clinical expertise and 
community knowledge. 

NHS England, ICBs, PCNs, 
local authorities 

    
Moderate

Tackle weight and smoking stigma through agreed language, 
educational material and training for staff and community 
members. 

NHS England, ICBs, local 
authorities 

   
Low

Ensure programmes are culturally tailored through delivery 
in familiar and convenient locations, local partnerships, and 
upskilling health and care staff. 

NHS England, ICBs, PCNs, 
trusts, pharmacies, local 
authorities and GPs 

    
Moderate

Recruit frontline health and care staff who can speak a range of 
languages and dialects according to local need. 

NHS England, ICBs, PCNs, 
trusts, pharmacies, local 
authorities and GPs 

    
Low

Develop programmes that provide multiple contact 
opportunities and ongoing support across sustained periods. 

NHS England, ICBs, PCNs, 
trusts, pharmacies, local 
authorities and GPs 

    
Moderate

*GRADE certainty communicates the strength of evidence for each recommendation.
Recommendations which are supported by large trials will be graded highest whereas those arising from small studies or 
transferable evidence will be graded lower. The grading should not be interpreted as priority for policy implementation – i.e. 
some recommendations may have a low GRADE rating but likely to make a substantial population impact. 
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