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Lung cancer diagnosed following an emergency admission: Exploring 

patient and carer perspectives on delay in seeking help 

 

Abstract 

Purpose: Compared to others, patients diagnosed with lung cancer following 

an emergency, unplanned admission to hospital (DFEA) have more advanced 

disease and poorer prognosis.  Little is known about DFEA patients’ beliefs 

about cancer and its symptoms, or about their help seeking behaviours prior 

to admission.   

Methods: As part of a larger single centre, prospective mixed methods study 

conducted in one University hospital, we undertook qualitative interviews with 

patients DFEA and their carers to obtain their understanding of symptoms and 

experiences of trying to access health care services before admission to 

hospital.  Interviews were recorded and transcribed. Framework analysis was 

employed.  

Results: 13 patients and 10 carers, plus 3 bereaved carers took part in 

interviews. 3 patient/carer dyads were interviewed together. Participants 

spoke about their symptoms and why they did not seek help sooner. They 

described complex and nuanced experiences. Some (n=12) had what they 

recalled as the wrong symptoms for lung cancer and attributed them either to 

a pre-existing condition or to ageing. In other cases (n=9) patients or carers 

realised with hindsight that their symptoms were signs of lung cancer, but at 

the time had made other attributions to account for them. In some cases 

(n=3) a sudden onset of symptoms was reported. Some GPs (n=6) were also 

reported to have made incorrect attributions about cause. 

Conclusion: Late diagnosis meant that patients DFEA needed palliative support 

sooner after diagnosis than patients not DFEA. Professionals and lay people 

interpret health and illness experiences differently. 
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Introduction 

Compared to other countries, fewer UK patients with lung cancer are 

diagnosed at an early stage [1]. Approximately 40% of UK patients are 

diagnosed following an emergency admission (DFEA) to hospital [2] through, 

for example, the accident and emergency department or urgent GP referral 

[3]. Patients DFEA are more likely to have advanced disease, and poor 

prognosis [4]. Patient related delay, defined as the period between patients 

becoming aware that something is wrong and the time when they seek 

medical advice [5], is identified as a key factor contributing to late diagnosis 

[6]. 

The reasons given by patients for their delay in seeking help may appear 

irrational to health professionals. Findings from previous research suggest that 

while patients understand scientific and clinical issues about risk in lung 

cancer, they also have beliefs and knowledge drawn from a wider cultural and 

social sphere, which influences their help-seeking behaviours [6, 7, 8, 9]. 

There is also a body of evidence from varied contexts which underlines the 

importance of lay beliefs and knowledge as determinants of help-seeking 

behaviour [10, 11, 12, 13, 14]. Understanding the context within which lay 

people make decisions about whether or not to seek help may enable health 

professionals to engage more effectively with patients with, or at risk of, lung 

cancer. 

Patients who present late are likely to have many symptoms, which can have 

an adverse effect on their quality of life [15, 16, 17, 18]. Research studies in 

the context of lung cancer have identified a number of factors that may 

influence patients’ decision-making processes [19, 20], including the belief 

that bodily changes are normal [7, 8], or that symptoms they experience are 

minor or do not require medical assistance [8, 9]. Worry about wasting 

doctors’ time, fear of receiving a serious diagnosis or living in a social setting 
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where individuals make poor use of healthcare provision can all affect patients’ 

decision-making processes with regard to help-seeking [9].  

Campaigns targeted at individuals vulnerable to lung cancer can be effective. 

A project in Yorkshire, England, which implemented a public awareness 

campaign alongside intervention training for GPs, found that in the 

intervention area patients were 1.97 times more likely to go to their GP with a 

cough and 21% of the targeted population remembered the campaign [21]. 

In the East Midlands region of England during 2011 the Department of 

Health’s Be clear on cancer campaign was piloted. This was a series of TV, 

radio and press advertisements which encouraged people to consult their GP if 

they had a cough for more than three weeks [22]. An evaluation of GP 

practices involved showed that the number of patient visits with a cough 

increased by 23% compared to the same period in the previous year [23]. In 

2013 there was a follow up campaign on national TV, radio and press, 

encouraging individuals to seek help if they had a cough for three weeks or 

more [24].  

 

Methods  

We report here on one aspect of a three phase, mixed methods study (Figure 

1) which aimed to explore in detail the characteristics, needs, experiences and 

outcomes of a cohort of patients diagnosed with lung cancer following an 

emergency admission [25]. An overview of findings from the study, reporting 

both quantitative and qualitative findings, has been published elsewhere [26]. 
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Figure 1: Three phase mixed methods study 

The study aimed to explore the experiences and needs of patients DFEA and 

identify areas where care might be improved. It was carried out at Nottingham 

University Hospitals NHS Trust. 

Phase 1: basic information from hospital records on all patients diagnosed 

with lung cancer in 12 month period (n=401) 

 

 

 

 

 

Phase 2: all patients DFEA (n=154) and/or family carers invited to complete 

questionnaires covering performance status, needs, experiences, co-

morbidities 

 

 

 

 

 

 

43 questionnaires completed (37 patients and 6 carers) 

 

 

 

 

 

 

Phase 3: qualitative interviews with patients and carers (13 patients and 10 

carers) 
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This paper describes the perceptions of a subgroup of patients and carers who 

were recruited to qualitative interviews about early lung cancer symptoms, 

and their reported reasons for delay in seeking medical help. It focuses on 

what participants had to say about their experiences before diagnosis and how 

they made the decision to seek help as and when they did. Gaining 

perspectives from patients and their companions was seen as essential in 

informing understanding of areas where there may be potential to improve the 

care provided to them.  It also provided an opportunity to discern 

respondents’ views about the ‘cough’ campaign.  

We follow the Consolidated Criteria for Reporting Qualitative Research 

(COREQ) guidelines in reporting the qualitative aspect of this study [27]. 

Permission was sought from all phase two participants for the researcher (GC) 

to contact them to discuss the interviews further. Patients were excluded if 

they were experiencing extreme distress, were unaware of their diagnosis, 

lacked the capacity to consent or were unable to communicate in English. If 

patients were unable to participate an informal carer was asked to act as 

proxy.  

Interviews were conducted at the time and place of the participant’s choice, 

which was usually their home. Written informed consent was obtained and all 

interviews were, with participants’ permission, audio recorded and transcribed. 

Thirteen patients and ten carers took part in interviews. Three patient and 

carer dyads chose to be interviewed together. Three interviews were carried 

out with bereaved carers, at least six weeks post-bereavement. Seven women 

and six men took part in interviews as patient participants; the men had a 

mean age of 79, and the women a mean age of 65 (see Table 1). Interviews 

were conducted between February 2013 and January 2014. 

Semi-structured interviews were carried out by one researcher, using an aide-

memoire based on patients’ expected pathway through treatment. Participants 

were encouraged to talk about their experiences in their own words, to gain an 

understanding of patients’ experiences prior to emergency admission. 

Additionally, narratives of the overall care they experienced since emergency 

admission were sought.  
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The study was approved by the National Research Ethics Service Committee 

East Midlands – Nottingham 1 (12/EM/0305) and adopted onto the UK 

National Institute of Health Research portfolio (12993). 

 

Table 1: Characteristic of participants 

 

Patients interviewed (n=13) 

Male  6 

 Age range  64-91 

 Mean age 79 

 Female  7 

 Age range 49-82 

 Mean age 65 

 

Carers interviewed (n=10) 

Relationship to patient 

 Wife 2 

 Daughter  4 

 Widow  2 

 Daughter-in-law 1 

 Stepson (post-bereavement) 1 

Location of interviews 

 Home  18 

 Quiet room in hospice 2 

 Chemotherapy unit 2 

 In-patient side-room 1 
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Analysis  

After transcription interviews were analysed using NVivo10 to manage the 

data. The analysis was carried out using the constant comparative method, 

with two researchers (JS and GC) working independently on transcripts to aid 

rigour [28].  

 

Results  

Patients’ experiences were complex and nuanced, and most did not have just 

one symptom which could be recognised as caused by a serious disease.   

Participants spoke about their early symptoms and the circumstances which 

meant they did not seek help from medical professionals sooner. Although 

some had symptoms which suggested that something was wrong, it was not 

necessarily the case that they could recognise those symptoms as indicative of 

lung cancer, even if they were aware of the public health campaigns which had 

run in the area. For example, being cough-free suggested to some individuals 

that the campaigns did not apply to them. 

While the decisions patients made about whether or not to seek help were 

made in the context of their wider understandings of health and illness, pre-

existing health conditions also influenced their perception of ‘new’ symptoms 

and health events.  

In summary, we found three patterns, examined below: 

 Patients attributed symptoms either to natural ageing or to a pre-

existing illness 

 Patients had symptoms which were appropriate for lung cancer, but 

which they did not recognise  

 Patients experienced a sudden onset of symptoms 

We begin by presenting a short case study which illustrates the complexity of 

patients’ situations. Patients are identified by their study number, carers by 

the prefix ‘C’. 
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Figure 2: Case study
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1) The wrong symptoms  

In some cases the patient or carer reported that they recognised the patient 

was ill, but did not recognise symptoms as indicating a serious illness.  Such 

symptoms included swollen eyes, back ache, tiredness or pain. One patient 

(101) claimed that he had experienced no symptoms at all, but then revealed 

he had lost a lot of weight. A woman in her forties, interviewed with her 

daughter, said: 

Well, I knew something was wrong when I, I realised my hands 

were, my hands were changing …They went like my dad’s.  They 

went, they sort of went old and big (231). 

In these situations patients and carers tended to develop alternative 

explanations for the symptoms (Table 2). Some reported that their GP also 

offered explanations not involving lung cancer so that GPs, at least in the early 

stages, sometimes reinforced patients’ and carers’ personal rationales. 

 

Other attribution by patient  

A number of patients had pre-existing health problems, including diabetes, 

fibromyalgia and phlebitis. Symptoms experienced were often attributed to 

this pre-existing condition, even when the symptom was a new development. 

The widow of a patient who had a prior diagnosis of fibromyalgia said: 

The other thing that was happening with him was he was getting 

very tired and he was in quite a lot of pain but that was because, 

well, we thought, it was because of other health problem that he 

had (C071).   

Where patients had no pre-existing health problem their attribution of cause 

related to alternative factors, such as tiredness due to age or pain due to 

muscle strain: 

She, my mum thought, because she’d got the flat where she lived, 

where she’d got a tray on a trolley and she used to have to pull 
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herself up with it so she thought she’d strained a, or pulled a muscle 

(C103).   

In the following extract a wife describes her husband’s increasing tiredness as 

he came closer to retiring from work: 

You was a little bit tired, weren’t you, but you kept saying Oh, I’m 

getting, getting on a bit, you know, feeling my age a bit… you’d 

come home and doze in the chair, wouldn’t you, and then you’d have 

your dinner and then you’d have another doze (C273).   

 

In this situation, patients and carers made common sense attributions of the 

new health events in their lives.  

 

Other attribution by GP  

In some cases patients went to see their GPs, and reported that the GP 

attributed their problem to a cause other than lung cancer. Such attributions 

included sciatica, tonsillitis, depression and pain.  For example, the carer of a 

78 year old man recalled how the GP attributed his signs of illness to pain from 

a knee replacement:  

We said, you know, he’s really finding it hard to mobilise and you 

know, loss of appetite and depression.  And, (the GP) instead of 

looking for another reason, it was, oh well, he’s in pain.  You know, 

if you sort the pain out, we’ll sort the other bits out (C164). 
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Table 2: The wrong symptoms 

 

 

The right symptoms  

Some patients had symptoms which they were able to recognise with the 

benefit of hindsight as being signs of lung cancer, but which they recalled not 

recognising at the time. These symptoms were mainly a cough and 

breathlessness, and, as shown in Table 3 patients, carers and GPs sometimes 

developed alternative attributions. 

 

Other attribution by patient  
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In some instances a pre-existing health condition was thought responsible for 

the new symptoms so that a patient with atrial fibrillation (AF) thought his 

breathlessness was caused by the AF:  

He had breathing problems and that was evident at Christmas, he 

was quite sluggish and any exertion, it was difficult to find his 

breath… And I did remember saying, ‘Can you have a look at the 

heart?’ … he’d got (pre-existing) AF (C066).   

Other patients with breathlessness thought this was caused by COPD or 

asthma, and in one case it was believed to be a side effect of medication taken 

for AF. 

Not having a pre-existing medical condition to which a cause could be 

attributed did not necessarily mean that patients would consider lung cancer 

as a possible cause. For a 55 year old woman with a persistent cough, this 

made her like everyone else in her workplace: 

I’d had a, well, everybody at work had had it, we’d all sort of 

persistent, I work for a GP’s surgery, we’d all had persistent 

coughs… And I’d had a course of treatment with steroids and then 

the cough came back (104). 

In some cases GPs were also reported as making a mistake as to cause of the 

symptoms with which patients presented. 

 

Other attribution by GP  

One daughter described how her mother was diagnosed with a urinary tract 

infection (UTI) by her GP: 

And so she was given some antibiotics for the UTI which, first one 

didn’t work, second one didn’t work, and, she was phoning me up at 

three, four o’clock in the morning, she lives the other end of the 

village, stating she was feeling really, really poorly… I called the GP 

out a few times and then eventually, I got her in to hospital (C362). 
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An 82 year old woman described a complex health situation which included 

feeling generally unwell, having unexplained weight loss, and finally being 

admitted to hospital with pneumonia. She also suffered back pain which was 

ascribed to sciatica by her GP, although with the benefit of:  

I’d (had) the doctor myself, she’d examined me, she said, I, I’d got 

pains in my back…, my own GP and she’d said I’d got sciatica in my 

back bone…and I reckon that’s when the lung collapsed, I do.  But, 

I’m not a doctor so I don’t know.  I just think it in my head, that’s 

when it was (073). 

 

Help sought from GP  

Patients who experienced recognisable lung cancer symptoms had differing 

perspectives on help-seeking. Four patients with a cough sought help from 

their GPs after three or four weeks. They were aware of the campaign about 

going to the doctor with a persistent cough and they followed the advice. In all 

four cases the GPs tried other remedies before referring the patient for 

investigations. One 81 year old woman went to her GP with a cough which she 

had unsuccessfully tried to treat herself: 

It kept me awake at night, kept my husband awake and so you’ve 

got to do something about it when your, you try your own 

medication and things, don’t you, buy things and try those.  And it 

didn’t work, so then I went to my GP… Took it from there and he 

tried lots of different things… Well, I read it in the surgery.  If you 

have a cough for longer than three weeks, see your GP … plus the 

fact that I didn’t like the cough, I mean, I’m not, you know, I’m 

quite sensible, I’ve not lost my brain  (249).    

The only symptom one 91 year old man had was shortness of breath for about 

a week before he called his GP. He said: 

I was suffering shortness of breath and she (GP) said I was short of 

oxygen and something else.  Must go to hospital.  Do I have to?  

Yes, you do… No pain, or anything… I was just short of breath (167).   
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Help not sought from GP  

Having an enduring cough or breathlessness was not necessarily enough to 

prompt patients to go to their GP, and three patients came into this category; 

they were aware of the advertising campaign, but did not apply it to 

themselves.  

A 61 year old woman thought that the adverts were pointless. Prior to 

diagnosis she had a continually runny nose and a cough, but she had not 

sought advice because she did not believe her cough was caused by smoking. 

Receiving a diagnosis of lung cancer had prompted her to stop: 

And since I’ve stopped smoking, well, I don’t cough at all. Because 

my nose has stopped running.  So it was my smoking that was 

causing my nose to run, what everybody kept telling me and I didn’t 

believe them (179). 

 

 

 

 

 

 

 

 

 

 

 

 



16 
 

Table 3: The right symptoms  

 

 

 

Sudden onset  

A small number of patients or carers reported a sudden onset of symptoms 

prompting them to seek medical advice. For two older men, one of whom 

experienced shortness of breath (109) and one who had worsening pain in his 

back (079), this was their only symptom. For other patients, however, who 

were prompted to seek help by the sudden appearance of one symptom, 

discussion during interview revealed a number of underlying symptoms. A 61 
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year old woman who had the sudden onset of pain and difficulty in breathing 

said: 

And, sort of, when you wake up in the morning, I’ve got this little 

twingey thing, it’d been there quite a few month, and I just assumed it 

was because my bladder was full (179). 

 

Discussion  

The symptoms and experiences which patients in this study reported, and the 

ways in which they viewed those symptoms, are consistent with the findings of 

other studies  [6, 7, 8, 9, 15, 16, 17, 18, 19, 20].  Reporting patient 

experiences as has been done in this paper makes it appear that such 

experiences are linear and straightforward; as if each patient has one 

symptom about which they make one single attribution and one decision about 

help-seeking. This, however, is not the case. Each patient and carer who took 

part in an interview had a complex story to tell, in which the symptoms, 

attributions and decisions made about them were nuanced in sometimes 

subtle ways. 

Health care professionals and patients perceive illness differently from each 

other, and use different explanatory models to explain experiences of health 

and illness [29, 30]. Lay people have access to a well-developed epidemiology 

which they use to make sense of their health-related experiences [31]. This 

epidemiology incorporates elements of scientific explanation, as well as 

elements from everyday experience and collective knowledge [32].  In terms 

of cancer, lay understandings may make use of an explanatory hierarchy in 

which smoking is identified as a prime cause, but in which cancer is also seen 

as unpredictable and random [32]. This unpredictability, alongside a lack of in-

depth knowledge of lung cancer signs and symptoms, means that individuals 

may not recognise the significance of symptoms they experience.  

Health professionals interpret the symptoms that patients bring to them from 

within their skill and knowledge set, developed through basic scientific training 

plus experience and ongoing professional development. Lay people also 

interpret their symptoms through their skill and knowledge set, but their 
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knowledge set is differently derived from that of professionals. Lay knowledge 

may owe something to science; it is well known, for example, that there is a 

causal link between smoking and lung cancer; but lay understandings of 

health and illness also incorporate ideas and beliefs garnered from other 

sources [32, 33]. These sources may be as diverse as personal experience and 

knowledge of how the individual’s own body works; cultural beliefs about what 

constitutes health and illness; socially embedded ideas about the importance 

of stoicism in the face of adversity; inexperience of engaging with health 

services [8, 33] and beliefs acquired through inter-personal relationships [33].  

Lay knowledge and beliefs will influence the decisions that individuals make 

with regard to their own health and illness, and how they interpret symptoms 

of disease. Patient 001 was a smoker, but because he exercised regularly he 

believed he was healthy despite the fact that he smoked. As a fit and healthy 

person he saw himself as an unlikely candidate for cancer, so the decisions he 

made vis-à-vis seeking assistance for his cough were influenced by his self-

perceived immunity. Patient 179 was also a smoker who did not consider 

herself a candidate for lung cancer. Smoking was the norm in her family, and 

none of her relations had ever been diagnosed with lung cancer; from 179’s 

perspective this made her an unlikely candidate for lung cancer [31, 32].  

 

Strengths and limitations  

One limitation of the study is that we were reliant on participants’ recall of 

events that had taken place during a stressful period in their lives. In addition, 

we were unable to achieve data saturation; some in the patient group became 

too ill or died before we had the opportunity to interview them. This also 

prevented us from engaging in the process of respondent validation. A 

particular strength of the study is that we were able to interview terminally ill 

patients and gain their perspectives; these are members of a group not 

routinely included as research participants.  
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Conclusion 

Late presentation for diagnosis and treatment remains a major problem in 

lung cancer care, with consequent poor prognosis and high mortality. This 

paper provides insights into patients’ interpretations of their symptoms and 

what they recall about GP responses to their concerns when they visited the 

surgery. The complex stories that patients and their companions narrated  

suggests that patients and GPs sometimes interpret the significance of 

otherwise ‘red flag’ symptoms in the context of multiple morbidities and 

ageing, and may only recognise the significance of these in hindsight.  

Amongst patients and carers, we also saw an explanatory hierarchy in which 

smoking was identified as a prime cause, but in which cancer was seen as 

unpredictable and random. Our data highlight the challenges the cough 

campaign faces in trying to change knowledge and behaviour amongst both 

lay people and primary care professionals and suggests that there are 

limitations to focusing on one symptom in public health campaigns and 

professional education. An enduring cough is well known as a possible sign of 

lung cancer, but public and professional health education is needed about 

symptoms beyond a cough to help patients and their companions to access 

help more quickly. We recommend that patients who have received a lung 

cancer diagnosis on emergency admission are routinely referred for a 

specialist palliative care assessment, in order to provide them with the best 

possible supportive care while taking account of their multiple morbidities, age 

and frequently complex social contexts.  

 

Disclosures:  

None  

 References  

1. Walters S, Maringe C, Coleman MP (2013) Lung cancer survival and 

stage at diagnosis in Australia, Canada, Denmark, Norway, Sweden and 

the UK: a population-based study, 2004-2007. Thorax 68: 551-564. 

doi:10.1136/thoraxjnl-2012-202297 



20 
 

2. Elliss-Brookes L, McPhail S, Ives A, Greenslade M, Shelton J, Hiom S, 

Richards M (2012) Routes to diagnosis for cancer – determining the 

patient journey using multiple routine data sets. Br J Cancer 107: 1220-

1226. doi: 10.1038/bjc.2012.408  

3. Department of Health (2012) Improving Outcomes: A Strategy for 

Cancer. Crown Copyright, London. 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publicat

ionsPolicyAndGuidance/DH_123371  (Accessed October 15, 2014) 

4. Beckett P, Tata LJ, Hubbard RB (2014) Risk factors and survival 

outcome for non-elective in non-small cell lung cancer patients – 

analysis based on the National Lung Cancer Audit. Lung Cancer 83: 

396-400. doi: 10.1016/j.lungcan.2013.10.010 

5. Andersen BL, Cacioppo JT, Roberts DC (1995) Delay in seeking a cancer 

diagnosis: Delay stages and psychophysiological comparison processes. 

British Journal of Social Psychology 34: 33-52. 

6. Corner J, Hopkinson J, Fitzsimmons D, Barclay S, Muers M (2005) Is 

late diagnosis of lung cancer inevitable? Interview study of patients’ 

recollections of symptoms before diagnosis.  Thorax 60: 314-319. Doi: 

10.1136/thx.2004.029264 

7. Brindle L, Pope C, Corner J, Leydon G, Banerjee A (2012) Eliciting 

symptoms interpreted as normal by patients with early-stage lung 

cancer: could GP elicitation of normalised symptoms reduce delay in 

diagnosis? Cross-sectional interview study. BMJ Open 2. Doi: 

10.1136/bmjopen-2012-01977 

8. Corner J, Hopkinson J, Roffe L (2006) Experience of health changes and 

reasons for delay in seeking care: A UK study of the months prior to 

diagnosis of lung cancer. Soc Sci & Med 62: 1381-1391. Doi: 

10.1016/j.socscimed.2005.08.012 

9. Tod AM, Craven J, Allmark P (2008) Diagnostic delay in lung cancer: a 

qualitative study. JAN 61: 336-343. Doi: 10.1111/j.1365-

2648.2007.04542.x 

10.  Forbat L, Place M, Hubbard G, Leung H, Kelly D (2014) The role of 

interpersonal relationships in men’s attendance in primary care: 

qualitative findings in a cohort of men with prostate cancer. Supportive 

Care in Cancer 22: 409-415. 



21 
 

11.  Nettleton S (2013)  The Sociology of Health and Illness. 3rd edition. 

Cambridge, Polity Press. 

12.  Campbell SM, Roland MO (1996) Why do people consult the doctor? 

Family Practice 13: 75-83. 

13.  Noone JH, Stephens C (2008) Men, masculine identities, and health 

care utilisation. Sociology of Health & Illness 30: 711-725. 

14. Vogel DL, Wade NG, Wester S, Larson L, Hackler AH (2007) Seeking 

Help From a Mental Health Professional: The Influence of One’s Social 

Network. J Clin Psychol 63: 233-245.  

15.  Gift AG, Stommel M, Jablonski A, Given W (2003) A cluster of 

symptoms over time in patients with lung cancer. Nursing Research 52: 

393-400. 

16. Maguire R, Stoddart K, Flowers P, McPhelim J, Kearney N (2014) An 

interpretative phenomenological analysis of the lived experience of 

multiple concurrent symptoms in patients with lung cancer: A 

contribution to the study of symptom clusters. Eur J of Oncology 

Nursing 18:310-315. Doi:10.1016/j.eon.2014.02.004 

17. Walter FM, Rubin G, Bankhead C, Morris HC, Hall K, Dobson C, Rintoul 

RC, Hamilton W, Emery J (2015) Symptoms and other factors 

associated with time to diagnosis and stage of lung cancer: a 

prospective cohort study. British Journal of Cancer 112. Doi: 

10.1038/bjc.2015.30 

18. Krishnasamy M, Wells M, Wilkie E (2007) Patients and carer 

experiences of care provision after a diagnosis of lung cancer in 

Scotland. Supportive Care in Cancer 15: 327-332. DOI: 

10.1007/s00520-006-0129-3 

19. McLachlan S, Mansell G, Sanders T, Yardley S, van der Windt D, Brindle 

L, Chew-Graham C, Little P. (2015) Symptom perceptions and help-

seeking behaviour prior to lung and colorectal cancer diagnoses: a 

qualitative study. Family Practice 32: 568-577. Doi: 

10.1093/fampra/cmv048 

20. Walton L, McNeill R, Stevens W, Murray M, Lewis C, Aitken D, Garrett J. 

(2013) Patient perceptions of barriers to the early diagnosis of lung 

cancer and advice for health service improvement. Family Practice 30: 

436-444. Doi: 10.1093/fampra/cmt001 



22 
 

21. Athey VL, Suckling RJ, Tod AM, Walters SJ, Rogers TK (2012) Early 

diagnosis of lung cancer: evaluation of a community-based social 

marketing intervention. Thorax 67: 412-417. Doi: 10.1136/thoraxjnl-

2011-200714 

22. Department of Health (2011) New lung cancer awareness campaign 

launched in the East Midlands. Accessed 06/05/2014 

http://www.cancerresearchuk.org/cancer-

info/prod_consump/groups/cr_common/@nre/@hea/documents/general

content/cr_078046.pdf 

23. Mayden (2012) Lung cancer awareness campaign evaluation.  

24. Public Health England (2013) Be clear on cancer. Accessed 06/05/2014 

(http://www.nhs.uk/be-clear-on-cancer/lung-cancer/home 

25. Wilcock A, Crosby V, Freer S, Freemantle A, Caswell G, Seymour J 

(2013)  Lung cancer diagnosed following emergency admission: a mixed 

methods study protocol to improve understanding of patients' 

characteristics, needs experiences and outcomes. BMC Pall Care 12. 

http://www.biomedcentral.com/content/pdf/1472-684X-12-24.pdf 

26.Wilcock, A., Crosby, V., Hussain, A., McKeever, T.M., Manderson, C., 

Farnan, S., Freer, S., Freemantle, A., Littlewood, F., Caswell, G. and 

Seymour, J. (2016). ‘Lung cancer diagnosed following an emergency 

admission: Mixed methods study of the management, outcomes and 

needs and experiences of patients and carers’.  Respiratory Medicine, 

114, 38-45.  doi:10.1016/j.rmed.2016.03.006 

27. Tong A, Sainsbury P, Craig J (2007) Consolidated criteria for reporting 

qualitative research (COREQ): a 32 item checklist for interviews and 

focus groups. Int J Qual Health Care 19(6): 349–357. 

28. Charmaz K (2006) Constructing grounded theory, a practical guide 

through qualitative analysis. London, Sage. 

29. Hoogerwerf MA, Ninaber MK, Willems LNA, Kaptein AA (2012) “Feelings 

are facts”: Illness perceptions in patients with lung cancer. Resp. Med. 

106: 1170-1176.   doi:10.1016/j.rmed.2012.04.006  

30. Calnan M (1987) Health and illness the lay perspective. London, 

Tavistock. 

http://www.cancerresearchuk.org/cancer-info/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/cr_078046.pdf
http://www.cancerresearchuk.org/cancer-info/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/cr_078046.pdf
http://www.cancerresearchuk.org/cancer-info/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/cr_078046.pdf
http://www.nhs.uk/be-clear-on-cancer/lung-cancer/home
http://www.biomedcentral.com/content/pdf/1472-684X-12-24.pdf


23 
 

31. Davison C, Smith GD, Frankel S (1991) Lay epidemiology and the 

prevention paradox: the implications of coronary candidacy for health 

education. Sociology of Health & Illness 13: 1-19. 

32. Macdonald S, Watt G, Macleod U (2013) In search of the cancer 

candidate: can lay epidemiology help? Sociology of Health & Illness 35: 

575-591. Doi: 10.1111/j.1467-9566.2012.01513.x 

33. Dein S (2004) Explanatory models of and attitudes towards cancer in 

different cultures. Lancet 5: 119-124.  

 

 

 


