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Abstract

Objectives: Preventative services are required to address the risk factors for chronic conditions such as cardiovascular disease. The National
Health Service Health Checks in England were introduced to provide such services. One School of Pharmacy established a student-led clinic to
provide this service to the local community. The clinic was provided by undergraduate pharmacy students and delivered free of charge within a
central city locality. The aim was to explore the impact of the clinic on user thoughts and motivations around healthy living and investigate user
experience.

Methods: A sequential explanatory mixed methods approach was used consisting of a survey that measured users’ thoughts about their health
and well-being and experience of the clinic. Qualitative interviews explored the user experience and barriers and facilitators to making healthier
lifestyle choices.

Results: One hundred and fifty-four members of the public accessed the clinic over the evaluative period. Ninety-six (60%) completed the
pre—post survey and 12 participated in follow-up interviews. Users reported statistically significant improvements in how informed, competent
and motivated they felt towards making healthier lifestyle choices after the clinic consultation. Interview findings highlighted the positive user
experience, reported appreciation for clinic accessibility, availability of healthy lifestyle education, and a desire for more preventative services
being as readily available.

Conclusions: The student-led clinic has demonstrated positive impacts on user experience, knowledge, competence, and motivation to make
healthier lifestyle choices. The clinic provides proof-of-concept for pharmacy students to deliver preventative community services that aim to
improve population health at a time when primary care is experiencing unprecedented challenges.
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Introduction elevated risk factor, even those under 50 years of age. Referral
to onward services, such as General Practice (GP), has also
been high. Based on these success factors, the report includes
six recommendations which include focussing more on pre-
ventative care, starting younger, improving engagement and
participation, enhancing the offer through digital technology,
addressing more conditions, and creating a learning system
[6]. However, these recommendations come against the back-
drop of primary care which is already challenged with the

Antihypertensive and blood cholesterol-lowering drugs are
among the most cost-effective interventions to reduce the
risk of cardiovascular disease (CVD) events and deaths, how-
ever, the implementation of these preventative measures is not
sufficient [1, 2]. Intervention strategies are needed for other
interrelated risk factors including preventing diabetes, re-
ducing tobacco use, maintaining a healthy body-mass index,
engaging in physical activity, and a healthy diet [3]. In 2009, -
thég }’*onnglgish lIiTa};ional Healt}lll Service (NH}S/) started an NHS after-effects of the COVID-19 pandemic.

Health Check programme aiming to reduce CVD risks and One SCh,OOI of Pharmacy in the UK has feasib%lity tested
events. This consisted of a structured clinical assessment and the potential for undergraduate student pharmacists to run

consultation for those aged 4075 years old with no pre- a community-based, student-led clinic (Young@Heart clinic)
existing diabetes or CVD. The check involved a review of ~ t© offer the equivalent of the NHS health check to members

CVD risks including blood pressure, blood glucose, blood of Fhe public [7]. The national service has an eligibility cri-
cholesterol, alcohol intake, physical activity, and diet [4]. The terion which was not adhered to as the main purpose of the
United Kingdom (UK) government has been evaluating this clinic was to provide students with a practical clinical experi-
initiative given that it was implemented wholesale without ~ CCe: As described in our previous work, the clinic is delivered
underpinning high-quality evidence [5]. in a city centre location within a covered market [7]. A

The latest report found that millions of people have accessed comp let(?d TIDier (Terpplate fo.r Intervention Description and
the service and been assessed. Uptake has generally been rep- Rep hcatlf)n) has been mcluded in the Sup P lem.entary mfprma-
resentative of the socio-economic and ethnic diversity of the ~ t1Om to glve more details about the clinic. This study aims to

population. Many attendees (>75%) recorded at least one report the impact of this clinic on service users in relation
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to their knowledge and motivation about healthier lifestyle
choices and experience and perceptions of accessing preven-
tative services in this way. The Capabilities—Opportunity—
Motivation-Behaviour model was used to inform the data
collection and analysis in this study. The COM-B model
is widely used to identify what might need to change for a
behaviour change intervention to be effective [8]. The NHS
health check involves advice and signposting for people to
improve their health and well-being and reduce the risk of
disease, therefore the use of the COM-B model was deemed
appropriate.

Materials and methods
Study design
A sequential explanatory mixed methods approach was

utilised [9]. Quantitative data collection acted as the base upon
which the qualitative data collection phase was developed.

Pre—post surveys

Clinic users were approached by a researcher upon entry to
take part in the study. They were provided with a participant
information sheet outlining the aims and remit of the study
and a survey which included a preclinic section and postclinic
section to complete if they chose to. Users were also provided
with a consent form to complete and sign to indicate their
willingness to participate in the study. Users could consent
to the qualitative or the quantitative parts of the study. If
the user did not wish to take part in the study, they could
still access the services. The pre—post survey was employed
to measure the clinic users’ perceptions of their health and
well-being before and after the health check. (The survey has
been included in the Supplementary information.) The survey
consisted of Likert-scale statements (strongly agree-strongly
disagree) that mapped to the elements of the COM-B model
[8]. This included knowledge about their current health status
(capability), awareness of healthy lifestyle interventions
they thought they needed to adopt (capability), barriers
and facilitators to engaging with healthier lifestyle choices
(capability and opportunity) and how motivated they were
to make or maintain active changes in relation to their health
and wellbeing (motivation). Supplementary data (free text)
were collected about their expectations of and reasons for
attending the clinic, current health, and wellbeing concerns
(preclinic) and overall satisfaction with their experience
(post-clinic). In the first two days of the evaluative period, the
researcher provided the survey to consenting participants and
offered to provide any advice or clarity on the survey. This
piloting of the survey led to the reformatting of the Likert
scales in the survey to improve clarity.

Semi-structured interviews

All clinic users completing the survey were invited to pro-
vide their contact details for a follow-up interview. All those
who provided their details and had provided consent were
contacted within 2-weeks of attending the clinic and invited
to a face-to-face or telephone interview at their convenience.
Participants were incentivised with a £20 gift voucher.

An interview topic guide was developed to capture feedback
about their experience at the clinic and explore if and how the
clinic had an impact on their thoughts and approach to health
and lifestyle. Participants were asked about any barriers and

Chin et al.

facilitators to engaging in healthier lifestyle choices and about
any engagement with health and social care services because
of the clinic.

Interviews were audio-recorded with consent and
transcribed verbatim for analysis. No identifiable informa-
tion was recorded. Where required, observational notes were
made during the interviews to record nuances, impressions,
and behaviours.

The consolidated criteria for reporting qualitative
(COREQ) studies have been used to inform the reporting of
the qualitative aspects of the study. The completed checklist is
included in Supplementary file 1.

Quantitative analysis

Descriptive statistics was used to analyse quantitative survey
data. The Likert-scaled items were scored on a scale of
1-5 with a lower score indicating a more positive user be-
lief, attitude, and opinion towards their health and lifestyle.
Participant scores pre—post clinic was compared, where a
negative difference indicated a more positive response to
the COM-B statements. McNemar’s chi-square analysis was
carried out on the categorical Likert scale responses of the
paired statements with statistical significance levels set a
priori at 0.05.

Qualitative analysis

Qualitative content analysis (QCA) was employed to analyse
the data. QCA has been described as a ‘sibling to thematic
analysis’, with commonalities that include its subjective inter-
pretative nature through the systematic process of coding and
identifying themes or patterns [10].

Following QCA, data were coded using deductive the-
matic framework analysis [11], where the constructs of the
topic guide formed the initial codebook. Subsequently, induc-
tive thematic analysis was adopted to identify further codes
and modify the framework for analysis. Two researchers [PS
and HN] independently coded the first three interviews and
met to discuss the analysis, review the codebook and agree
on the subsequent approach to analysing the remainder of
the transcripts. The remainder was coded by one researcher
[PS]. The research team met once all transcripts were coded
to generate themes from the data. Theoretical saturation was
deemed to have been met when no new open codes could be
extrapolated from the data.

Institutional ethical approval was granted for this study.

Results

Data were collected from 18 October 2022 to 24 November
2022 when 154 members of the public accessed the clinic
services over 10 days of operation.

Of these users, 96 completed the pre—post survey producing
a response rate of 60%. Participants were mainly those
identifying as white, over the age of 60 and with no pre-
existing CVD (Table 1).

Two-thirds of users reported not having attended an NHS
health check (7 = 65, 67.7%) at the point of completing the
survey. Reasons for this were largely a lack of awareness (1 =
39, 60%), followed by non-specific reasons (7 = 15, 23.1%)
such as not making the time to attend or difficulty with access
to general practices. Ineligibility, i.e. individuals not within
the age range or inclusion criteria, was reported by nine
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Table 1. Clinic user demographics, characteristics, and information about
use of the clinic.

Data taken User demographics and characteristics Number (%)
from clinic
record Sex
(n =154) Men 63 (48.1)
‘Women 68 (51.9)
Not stated 23 (14.9)
Age
19-30 12 (9.2)
31-40 7(5.3)
41-50 23 (14.9)
51-60 29 (18.8)
61-70 36 (23.3)
>70 47 (30.5)
Ethnicity
Arab 3(2.2)
Asian 14 (9.1)
Black 4(2.6)
Mixed 4 (2.6)
White 116 (88.5)
Not stated 13 (8.4)
Diagnosed cardiovascular condition
Yes 42 (27.3)
No 112 (72.7)
High blood pressure measurement (>
140/90 mmHg)
Yes 65 (42.2)
No 89 (57.8)
Data from Reasons for clinic uptake (could select
pre—post more than one)
survey (7= 96)  Convenience 34 (35.4)
Address health concerns 24 (25.0)
Helping student education 59 (61.5)
Other 6 (6.3)
Awareness of the clinic (could select
more than one)
Recruited by students 72 (75)
Posters/flyers around the clinic venue 14 (14.6)
Recommendation from family/friends 2(2.1)
Other 12 (12.5)
Services received from the clinic
(could select more than one)
Healthy lifestyle advice 36 (37.5)
BMI calculation (height and weight) 21 (21.9)
Blood pressure assessment 94 (97.9)
Blood glucose measurement 81 (84.4)
Blood cholesterol measurement 77 (80.2)
Referral to primary care provider 4 (4.2)
Previous use of NHS health checks
Attended 31(32.3)
Not attended 65 (67.7
Reasons for non-attendance
Ineligibility 9 (13.8)
Lack of awareness 39 (60.0)
Inconvenience 3 (4.6)
Other 14 (21.5)

239

Table 2. Mean scores of clinic users pre—post clinic (n = 96).

Survey item Preclinic Post-clinic P-value
mean (SD) mean (SD)

I feel well-informed about my 2.2 (0.8) 1.6 (0.6) <.01

current health and wellbeing

1 think I know what I need to 2.1 (0.7) 1.9 (0.7) .019

know and have what I need to

make healthier lifestyle choices

I feel motivated to make healthier 2.1 (0.8) 1.9 (0.8) .007

lifestyle choices.

(13.8%) and inconvenience was reported by a further three
(4.6%) users (Table 1).

User experience

Overall, users felt that their health and well-being concerns
were well-managed during their consultation and that their
expectations of the clinic were well met. To the statements
‘I felt my health and wellbeing concerns were well managed
during my consultation,” and ‘My experience at the clinic met
my expectations,” 93/96 (96.9%) and 92/96 (96.4%) users
agreed or strongly agreed respectively.

Written feedback was provided on both the positive and
negative aspects of the clinic. Positive comments were pro-
vided by 76 participants (79.2%) and related to (7 = number
of comments) staff affability (7 = 28); beneficial experience (n
= 22); quality of services (n = 10); general positive feedback
(n = 6), feelings of reassurance (7 = 4) and health intervention
(7 = 3). Negative comments or constructive feedback was pro-
vided by 10 participants (10.4%) relating to the environment
(n = 5), and quality of the services (7 = 4), and one comment
was general feedback (Supplementary information 1).

Pre—post measures

The scores of McNemar’s chi-square analysis of the three
items about: how informed users felt about their health, how
competent they were to make any necessary changes to their
lifestyle, and how motivated they were to make these changes,
showed statistically significant (P < .05) improvements after
attending a consultation at the clinic (Table 2).

Key themes

A total of 12 interviews were conducted with service users,
five of which were in-person and seven via phone call. Each
interview lasted between 5 min and 35 min. Theoretical sat-
uration was reached after seven interviews. Six overarching
themes were identified from the data: making changes be-
cause of the clinic consultation, cognitive effects of attending
the clinic, opportunity and motivational barriers to leading a
healthier lifestyle, frustrations with primary care enhancing
the acceptability of the clinic, reasons for clinic uptake, and
aspects of user experience.

Making changes because of the clinic consultation
Users disclosed if and how they had made any changes as a
consequence of attending the clinic and obtaining their clin-
ical assessments.
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Among the 12 users who were interviewed, seven had been
referred to either attend a second appointment at the clinic
or to contact their GP. Six reported that they had followed
through with this advice.

“I'm going to India in January with a group from church
and 1 thought, “Ob, I'll just wait [to see the GP] until
after then,” but when I came back in [to the clinic], they
[the students] said, “Well, I suggest you do it within the
fortnight.” (Laughs) Because 1 was just thinking “Ob,
me insurance will go up,” but then afterwards, I thought,
well, this is ridiculous, I'm going to have to go get it
sorted. It’s [GP appointment] tomorrow.” (User 5)

Where clinic readings had been outside the healthy range
such as high blood pressure or cholesterol, some revealed
they would have otherwise not been aware had they not
attended the clinic. Most users voiced general appreci-
ation towards receiving their results and information
about a healthier lifestyle, irrespective of whether this was
implemented.

“We've got that printed letter with our blood sugar levels,
our blood pressure, and our cholesterol levels. So that was
helpful to us, too. Because my blood pressure’s quite high.
It’s never been that high.” (User 4)

Where users reported having made changes to their lifestyle,
this was mostly dietary changes to reduce weight, such as con-
suming more fruit or vegetables or reducing consumption of
food products with high sugar or salt content.

“I think so, yes. I think we’re more aware of food we eat,
you know, like when I'm buying a packet of biscuits.”
(User 4)

One user described the uptake of ambulatory blood pressure
monitoring due to being more interested.

“So... I've been thinking about getting a blood pressure
monitor, and just, not being paranoid over it. You know,
but just being aware of things.” (User 7)

Cognitive effects of attending the clinic
Participants described their feelings and impact on their out-
look on their health after attending the clinic. They expressed
feelings of reassurance from broadly positive health screening
results; increased motivation to make healthier lifestyle
choices, and appreciation of the opportunity to receive
screening and healthy lifestyle information.

Feelings of reassurance were expressed often followed with
the acknowledgement that there was no need to access their
GP in the immediate future.

“And I've been wondering about me cholesterol for a long
time because 1 haven’t got the best of diet, and I thought
me cholesterol might have been high, but it was, you know,
nothing to worry about. I don’t have to go see the GP so
that was good. It’s just the reassurance really.” (User 8)

In users who reported not having made any changes to the
way they perceive their health, this usually coincided with
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practising pre-existing healthy habits with no health issues
raised during their consultation.

Opportunity and motivational barriers to leading a
healthier lifestyle

Participants shared more specific information about how the
clinic experience impacted their knowledge about their health
and well-being and how this may (or may not) have impacted
their motivation to make any changes.

Generally, most participants reported they felt sufficiently
informed about their health to know what changes they
were required to make to improve their health and lifestyle.
Collectively, users described a comprehensive understanding
of the benefits of practising healthy lifestyle habits, both phys-
ically and mentally.

“They [the students] told me things about what I need to,
which 1 kind of already know. I know I should eat more fruit
and veg and really get out and about a bit more.” (User 8)

“It’s all stuff that will keep out of the doctors and off
the medicines. Eat well and keep fit. Stopping smoking will
help too, of course!” (User 3)

Users also described a general increase in motivation to make
positive changes to their health, and some reported that the
experience acted as a reminder to maintain a healthy lifestyle,
regardless of what their results had been.

“But when it comes to sort of cooking healthily, I
just sometimes think “Obh crikey, it’s just too much
hard work,” but when you’ve done something like
that and you’re confronted with your height, your
weight, your BMI, you stop and think about it more.”
(User 2)

One participant described their chronic pain preventing them
from increasing their levels of physical activity.

“No, I mean, I do try to walk to the shops and if it gets too
much, I get the bus back, but [ mean, I do try and walk and
move about. It’s just when the pain is really bad. 1 just sit at
home, you know, can’t do anything.” (User 9)

Time constraints and low energy levels were the most re-
ported barriers to making healthier lifestyle choices.

“Yeabh, there are things that I need to try and change at the
moment, but it’s just work constraints at the moment and
time. So, I know I need to get a bit more exercise done and
things like that, but it’s just work and time at the moment.”
(User 6)

“I need to focus more on my health, and I feel I know, I
feel I know what needs to be done, but I don’t always have
time to do it.” (User 12)

“It’s not that I haven’t been able to, it’s that I haven’t
done it. I know what I need to do. It’s putting it into prac-
tice that’s the hard part for me.” (User 2)

Frustrations with primary care enhancing
acceptability of the clinic

Where users expressed beneficial aspects of the clinic, these
statements were commonly found to come in tandem with
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dissatisfaction with NHS services, most prominently due to
the current strains in primary care.

Most users reported appreciation towards the ease of ac-
cess to the clinic and the promptness of the services, such as
receiving their clinical results in a timely manner. This was es-
pecially valued in users who perceived difficulties in arranging
an appointment with their GP or in individuals who simply
did not wish to contact their GP when not acutely ill.

“And yeah, as I say just getting the results of the blood tests,
and, you know, really rapidly and the cholesterol and the
diabetes check as well. That was really good. Everything
was immediate, we didn’t have to wait for a phone call or
whatever.” (User 12)

Frustrations about not being able to make an appoint-
ment with their GP within a reasonable period were also a
reoccurring theme among users.

“So, if [ wanted them done, I would have to ring my GP,
probably see a practice nurse, you can’t get into the doctors,
you've got to wait ages to see anybody. [ mean it’s just a
total nightmare now trying to get things done.” (User 8)

Some users voiced apprehensions towards the uptake of pri-
mary healthcare, such as having a distrust in their GP to make
effective healthcare interventions in a timely manner.

“They [the students] said, you need to contact your doctor.
It’s pointless contacting my doctor; what will he do? [...] 1
don’t see the point in going to the doctor, to wait for two
weeks for an appointment, to sit there and be told, “Ob your
blood pressure’s a bit high. We’ll see how it goes, come back
in a month.” Because that’s exactly what would happen.”
(User 4)

Some participants described the need for more readily avail-
able preventative services.

“I think it would be a good idea if GPs gave everyone a
health check every year. Because I think- I was a main-
tenance electrician, and maintaining, regular maintenance
on the machines was much, much preferable to machines
breaking down. Same with bodies 1 assume, isn’t it? And
I don’t know why I struggled to get a health check once a
year.” (User 7)

Reasons for clinic uptake

Users were, in general, enthusiastic engaging with and
contributing to student learning.

“T’ve always been one to help where I can, and you know-
people have to learn. And you’re doing your studies and
I thought, “What’s the harm?” that’s fine yeah, I've got
time!” (User 2)

Self-interest or curiosity in one’s health was also identified
as a motivator for users to attend the clinic, as well as, social
influences from family and friends.

“It’s always nice to know if youve got any underlying
problems. So, it was just a good way to do a bealth check.”
(User 11)
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Aspects of user experience

All 12 interviewees had some positive general experiences
to share, particularly about the clinics being delivered by
students. These findings closely aligned with the comments
provided in the survey.

“It was very interesting from a novice point of view, be-
cause we're not health experts or anything. It’s very inter-
esting for them[students] to do that and explain why they
were doing it and they’re very good at explaining what
they were doing. They were very friendly, very polite.”
(User 4)

Users described empathetic and approachable students and
reported feeling more comfortable in the clinic, owing to the
lack of time constraints usually seen in primary care, the fa-
miliarity of the setting, and flexibility for questions or queries
to be openly asked and answered.

“And you[students] all were listening to us and giving us
your time whereas sometimes the local nurses are just so
rushed off their feet, they can’t really focus on things. We
felt as though we could talk to you. We botb felt as though
it was a positive experience, just because we could ask
questions.” (User 12)

Users felt that the clinic consultations contained useful in-
formation, such as dietary or healthy lifestyle advice to
improve blood pressure levels, blood cholesterol levels,
and blood glucose levels. One user highlighted how re-
ceiving explanations about their health from a healthcare
professional was much more ideal than seeking out this
information themselves, owing to the use of simplistic,
easy-to-understand language and provision of explanations
where required.

“Us older people, need to get told every now and again
because we didn’t know all the facts when we were your
age, we didn’t know the facts about not smoking, not
drinking, you know, cutting back on sugar and things. So
no, I think it’s a good idea and it’s brilliant to bring it to
older people’s attention, that they need to be looking out
for their bealth.” (User 2)

Most interviewees were very enthusiastic about the availa-
bility of the clinic to the public.

“I just think it’s a really good idea, it’s a brilliant idea,
it really does bring to your attention when you've
done it what you need to change, whether you im-
plement it or not it tells you what you do need to do.”
(User 2)

“And 1 just hope it continues for a long time really to
help other people. Because 1 think a lot of people will be,
they’ll avoid going to the doctor’s or the nurses’ because
things get left on the record. Maybe they just want to nip
in and check and see what’s going on sort of informally. So,
it gives them an idea of, you know, the state of play at that
point in time for themselves.” (User 12)

Where constructive criticism was raised, this related to the
environment of the venue or the waiting times such as when
the clinic had reached full capacity.
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Discussion

Users of the student-led Young@Heart clinic report positively
about the care they received and the impact on knowledge
and motivation to make healthier lifestyle choices. Many
users had not accessed an NHS health check previously due
to a lack of awareness and inability to make an appointment
with their GP, which concurs with previous work [12]. This
approach to preventative service provision appears to be
very well accepted by members of the public who self-report
positive effects on knowledge and motivation around health
behaviours. Of particular note is that users did not report any
concerns or negative feedback that the checks were provided
by undergraduate students rather than qualified professionals.

This study is strengthened by its mixed methods approach
meaning explanatory data collection has provided a more
in-depth understanding of the initial quantitative data collec-
tion. The response rate of the survey was satisfactory; how-
ever, more responses would have improved generalisability.
Interviewees were those who volunteered and consented
meaning participation was dependent on motivations to
share views and experiences. The opportunity to interview
more randomly across the service user population again may
have revealed some further diversity of perspectives. Lastly,
this is a small-scale study, based on one clinic in one location
and a limited data collection period. However, this study does
provide proof-of-concept of a student-led, community-based
clinic that provides CVD preventative services contributing to
the wider agenda for public health in the UK.

Other studies evaluating student-led clinics have either
reported on learning from the design and implementation
[13, 14], student experience [15], or comparability of care
being provided between students and qualified pharmacists
[16]. One interprofessional clinic around posthospital dis-
charge care was well received by patients and student teams
provided useful education and self-management informa-
tion [17]. A systematic review found that the quality of
care provided by students was adequate, but more research
was required about the impact on the students’ developing
skills, knowledge, and behaviours [18]. Another systematic
review reported, when comparing attendees to matched
nonattendees, there is an associated small increase in dis-
ease detection above routine practice, an increased likeli-
hood of statin and antihypertensive prescribing, and small
decreases in modelled CVD risk (one cardiovascular event
is prevented per 4762 attendees, equating to >1400 events
across the country during a 5-year cycle). This same review
highlighted the scarcity of evidence about the impact of at-
tendance on health-related behaviours [19]. The interviews
provide some insight into onward access to healthcare
services; however, this was not recorded for all users. Also,
the impact of the clinic services on clinical outcomes, e.g.
reduction in blood cholesterol, blood pressure and other
CVD risk factors, has not been captured. This would re-
quire longitudinal data collection and most probably digital
infrastructure to control for/measure other confounders,
e.g. access and uptake of services elsewhere in the system.
Other research investigating patient perspectives of the
NHS health check also found that users found the expe-
rience positive, like a wake-up to consider aspects of their
behaviour. Users also reported unmet expectations, confu-
sion about the purpose of the check and information pro-
vided being too vague and generic [20]. Another study also
described that users did not fully understand the risk scores
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generated from the check [21]. These findings did not reso-
nate with our study.

Our study provides proof-of-concept for student-led
clinics to deliver CVD preventative services in the com-
munity which has a positive impact on service users’ self-
reported knowledge and motivation to choose healthier
behaviours, is well-accepted and valued. The findings of this
study in combination with our previous work, demonstrate
that there is an opportunity for closer working between local
authorities, higher education institutes and service designers
and commissioners to explore how undergraduate and
training healthcare students can be trained and deployed to
deliver valuable care to communities which meet local needs
but also meet educational and training requirements for the
future workforce.

More initiatives focused on preventative care being avail-
able for the public to engage with will contribute to the
recommendations from the recent NHS Health Check eval-
uation. The first recommendation was to build sustained en-
gagement. Having clinics in community centres and locations
with high public footfall will increase the opportunity for po-
tential interactions with people to measure and understand
risks and motivate change. Also, by making Health Checks
easier to access through community locations (drawing
lessons from the national COVID vaccination programme),
there should be increased participation (the locality of the
clinic was used as a vaccination centre during the pandemic).
Lastly, this student-led model can be a relatively low-cost
endeavour if the right collaborations and partnerships are
established. This could mean these sites offer a milieu for
further pilots to be trialled and evaluated in a controlled
and scientific way, e.g. adding a digital offer, increasing the
conditions being addressed, etc.

Conclusions

Users of a student-led public health screening and healthy
lifestyle clinic reported positively about their experiences in
accessing CVD preventative services in this way. Users dem-
onstrate statistically significantly improved self-reported
knowledge, competence, and motivation in making healthier
lifestyle choices. This study provides proof-of-concept for
the delivery of preventative services within the community
that limit adding burden to existing primary care services
and offer a testbed for piloting further services before wider
implementation.

Supplementary data

Supplementary data is available at International Journal of
Pharmacy Practice online.
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