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Abstract

Objective: The incidence of lung cancer is four times higher in people with chronic

obstructive pulmonary disease (COPD) compared with the general population.

Promotion of a shorter time from symptom onset to presentation is one potential

strategy for earlier lung cancer diagnosis, but distinguishing respiratory symptoms

can be difficult. We investigated how the experience of COPD influences symptom

appraisal and help seeking for potential lung cancer symptoms.

Methods: We conducted qualitative interviews with men (n = 17) and women

(n = 23) aged 40 to 83 years with COPD. Topic guides drew on the integrated

symptom‐response framework and covered symptom experience, interpretation,

action, recognition, help seeking, evaluation, and reevaluation. We used the frame-

work method to analyse the data.

Results: Participants said that they attributed chest symptoms to their COPD; no

other cause was considered. Participants said that family/friends noticed changes in

their symptoms and encouraged help seeking. Others felt isolated by their COPD

because they could not get out, were fatigued, or were embarrassed. Participants

visited health professionals frequently, but increased risk of lung cancer was not

discussed.

Conclusions: Our study provides insight into different levels of influence on

symptom appraisal and targets for intervention. Greater awareness of increased lung

cancer risk and support to act on symptom changes is essential and could be achieved

through a concerted information campaign. Health professionals working with people

with COPD could also optimise appointments to support symptom appraisal of

potential lung cancer symptoms.
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1 | BACKGROUND

Lung cancer is one of the most common cancers in the United

Kingdom, with more than 35 000 deaths each year.1 Most lung

cancers are detected at a late stage when prognosis is poor, and only

10% of people diagnosed with lung cancer will survive for 5 years.1 To

increase lung cancer survival, improvements in the lung cancer care

pathway are needed. But first, we need to know where and how to

intervene for most benefit.

People diagnosed with lung cancer often have multiple symptoms,

which make it hard for patients and health care professionals to act

promptly in relation to help seeking or onward referral.2,3 The pres-

ence of chronic obstructive pulmonary disease (COPD), which has

similar symptoms, makes deciding to act even more difficult.4,5 The

similarity in symptoms is of particular concern because people with

COPD are four times more likely to develop lung cancer than the

general population.6 One of the problems might be that people with

COPD do not know that COPD poses an increased risk of lung cancer,

which is independent from the risk posed by smoking, or that health

professionals do not know it or consider it salient in consultations.7,8

People with COPD will experience ongoing lung symptoms, and

attributing any changes in symptoms or new symptoms to a cause

other than their existing diagnosis of COPD may be challenging. In a

previous study, a history of COPD was one of the few factors

independently associated with increased time before seeking initial

contact with a health care professional,9 and qualitative research with

people experiencing symptoms suggestive of lung cancer confirmed

that symptom appraisal was made difficult by lung comorbidities

masking new respiratory changes.10-12

The common sense model13 describes the self‐regulation of

health and illness with the goal being able to manage or regulate the

perceived threat. More recently, an integrated symptom‐response

framework (ISRF)14 has been proposed (Figure S1) that provides a

cross‐disciplinary model of symptom appraisal, where responses to

symptoms are considered an iterative process influenced by the self,

social interaction, cultural expectations, and social structure. Emphasis

is on the changeable and cyclical nature of symptom appraisal, which

is particularly important for COPD, where changes in existing respira-

tory symptoms may be a critical cue to action.

The impact of comorbidities on cancer diagnosis more generally

has received little attention, and there is a lack of theoretical underpin-

ning to inform our understanding.15 Furthermore, previous work

considering responses to potential symptoms of lung cancer has

examined symptom appraisal post cancer diagnosis11 or post referral12

but has not attempted to capture the symptom appraisal and help‐

seeking process in an everyday context of people living with COPD.

We used the ISRF to explore how people with COPD appraise and

respond to potential lung cancer symptoms.
2 | METHODS

2.1 | Design

We conducted a qualitative study involving semistructured interviews

with men and women with COPD in Glasgow, Scotland, UK, between

July 2016 and May 2017 (Data S1).
2.2 | Participants and procedure

Glasgow provided an ideal setting for the study because rates of lung

cancer in Scotland are among the highest in the world. We recruited

people diagnosed with COPD aged 40 years or older using a specialist

qualitative research company. From their database of people inter-

ested in research, we sought a sample of participants who had COPD,

with approximately equal numbers of men and women and people

living in areas of high and low deprivation. The research company

contacted potential participants with written information about the

study. If the person was interested, they arranged an interview with

the researcher (Y.C.). Written consent was obtained from each

participant. Ethical approval was received from the University of

Glasgow, College of Medical, Veterinary & Life Sciences (200150084).

We finished interviewing participants when we reached data

saturation, using a stopping criterion of three interviews after new

ideas stopped emerging.16 In total, 17 men and 23 women were

interviewed, ranging in age from 40 to 87 years (Table S1).
2.3 | Topic guide

We developed a topic guide to explore interviewees' experience of

lung symptoms over the previous 6 to 12 months (Data S2). The aim

of the guide was to capture the symptom appraisal process in an

everyday context. The interview began with the open question, “In

the last six to twelve months, have you experienced any new or chang-

ing health symptoms?” Only four participants had not experienced any

new or changing symptoms in the past 6 to 12 months, and these

people answered the question by going back further to describe their

experience. The interview continued with semistructured questions

drawing on the ISRF,14 including questions on symptom experience,

interpretation, and action. The draft topic guide was reviewed by all

authors and discussed at a multidisciplinary advisory group meeting,

including a patient representative. Following the initial batch of 10

interviews, it was striking that interviewees did not mention cancer;

therefore, the topic guide was adjusted to include a fuller discussion

of lung cancer at the end of the interview.
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2.4 | Analysis

Interviews were digitally recorded, transcribed verbatim, and imported

into the software package NVivo, version 11 (QSR International,

Melbourne, VIC, Australia). We analysed the data using the framework

method,17 which allows organisation of data according to key themes

and concepts. Following familiarisation with the transcripts by Y.C.,

K.A.R., and K.L.W., an initial thematic coding frame was developed

and then discussed among the wider research team. The themes were

based on the ISRF as per the topic guide. There was little evidence of

additional themes relating to symptom response emerging. The agreed

themes were applied to extract data from the transcripts for further

interpretation. We arranged the framework matrix in a spreadsheet

containing one data‐generated theme per worksheet with subthemes

in the columns. The rows represented individual participants. Y.C.

populated the framework matrix with relevant data extracts from

the transcripts and summarised each theme with representative

extracts. K.A.R. and K.L.W. reviewed the summaries and discussed

them with Y.C. to check consistency with the data. Data requests

should be addressed to the corresponding author.
3 | RESULTS

Participants were interviewed in their own homes, apart from two

who requested to be interviewed in cafes. Interviews lasted an
average of 42 minutes (range: 24‐72 min). The analysis was organised

into four main “circles of influence” on the response to symptoms (self,

social interaction, culture, and social structure; Figure 1). Each

influence is described with supporting quotes from participants, along

with their participant number, gender, and age.

3.1 | Influence—self

Knowledge of COPD and their own body were prominent in

participants' accounts. Participants described having always had “chest

problems”; eg, they had suffered from asthma since childhood and

then later developed COPD. Participants emphasised that their long

history of COPD meant that they had come to know their own bodies

and felt they had the expertise and confidence to advise their doctors

on appropriate treatment. One participant described how she had

educated herself about her condition.
I think I know all about my lungs now. I think. I am quite

educated …. when I took the pneumonia there was

different names used, and I wasn't sure what they

meant. And, I looked that up. [P6, female, age 64]
Participants said that because they knew their body so well, they

were able to make sound judgements about help seeking.
Actually, but I think your body's the best doctor, you

know? Tells you everything. [P4, male, age 78]
FIGURE 1 Thematic structure according to
the integrated symptom‐response
framework14
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When prompted to think of what could cause changes to their

chest symptoms, participants tended to draw on external factors such

as smoking, the weather, or age:
It's always worse most winters, because we are going into

the damp cold weather. That's when I am worse. In the

summer time it's more like, it's reverting to my asthma,

you know, allergies to the pollen and things like that.

[P12, male, age 52]
Participants always drew on their experience of COPD when

attributing symptoms beyond external factors such as the weather

or illness. It did not seem to occur to them that a change in symptoms

could have a cause other than COPD.
I just thought it was down to the COPD. Yeah, I did not

think it was anything else really, just, I just thought it

was, I know it's a progressive illness. So I thought well

it's getting a bit worse. [P14, female, age 67]
Participants were unaware that people with COPD are at

increased risk of developing lung cancer and attributed worsening

symptoms to their COPD. Many expressed surprise when the

researcher informed them of this near the end of the interview.
No, I never gave cancer a thought I was just thinking of

the breathing I never actually, … … you are saying to

yourself, well, if this gets really worse, like what I am

saying, you just keep putting it down to that [COPD].

[P33, female, age 61]
3.2 | Influence—social interaction

The role of other people was central; family members could draw

attention to bodily changes, such as noticing a worsening cough or

changed pallor:
Or if I am getting up in the morning and going to work or

something like that, if my mum's round, she'll be like,

“Think you need to put a bit more blusher on,” you

know? She can see it. She can see that colour draining

from me. [P9, female, age 45]
Participants also provided examples of other people noticing

symptoms before they did.
They would notice the wheeziness when I am sitting

down. Short of breath when I am sitting down as well.

That's what they would notice and they would notice

the wheeziness and just probably the way I look, kind of

grey. [P32, female, age 53]
Participants talked about family members encouraging them to

seek help for a changing or worsening symptom. Participants

described how family members would even go so far as to arrange

appointments or drive them to the hospital:
They come up and they say, no, we are not waiting. Telly

goes off, bag ready. “you are going to the hospital.” [P3,

female, age 69]
COPD participants also talked about how the condition was

socially isolating and reduced their opportunity for social interaction

because of the physical limitations of the illness:
I do not have much of a social life now … …. So I have sort

of socially excluded myself from a lot of things. Because I

cannot keep, I cannot really keep up with any of it, you

know, any walking or anything like that now, you know.

[P25, male, age 68]
Participants described deliberately avoiding social situations

where symptoms would become apparent because they perceived

them to be embarrassing or did not want people to notice them:
I hate staying with anybody, because, the noise of my

chest, and coughing on, and—maybe—we went away,

crowd of women …. And it was one woman, and she

went, “Oh, I could not sleep with you.” Oh, I felt awful—

I cried my eyes out. [P3, female, age 69]
This resulted in participants describing that they had fewer people

in their lives, which may also impact on help seeking:
I think at one time I was sociable and now there is

virtually nobody in my life so. [P12, male, age 52]
3.3 | Influence—culture

In talking about how they respond to changing or new chest

symptoms, participants portrayed the role of being a “good patient”:
Yes, mm. “Persistent three weeks on with chest

infection”—well, obviously I would go to the doctor's

immediately. “A cough that does not …” Go to the

doctor's immediately. [P1, female, age 74]
Another feature of culturally acceptable responses was to appear

stoical in response to symptoms. Participants were keen to be seen to

“not make a fuss” or as time‐wasters.
I do not know, it's just a thing I do. I am not one for

running to the doctor, to be honest with you. [P17,

male, age 58]
Participants also emphasised that poor health was something that

had to be accepted.
I mean, look at—you have just got to accept that that's

the way it is. … Yeah. [P1, female, age 74]
In more extreme cases, this view led to a fatalistic attitude, as it

did with one participant, who was weary of “putting up with” his poor

health:
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I am 55, I have lived my life, I would like to see my

granddaughter grow up but really I have had enough.

[P12, male, age 52]
The role of smoking also influenced how participants responded

to symptoms. Participants acknowledged that smoking is an increas-

ingly culturally unacceptable behaviour, particularly for people with

COPD. In some instances, the stigma associated with continued

smoking made participants reluctant to seek help because they felt

the doctor would blame smoking for their symptoms:
… … they'll just tell me it was the fags [cigarettes]. Do you

know what I mean? [P2, male, age 60]
3.4 | Influence—social structure

Our participants described the influence of social structure on

potential responses to new or changing symptoms and help‐seeking

behaviour. Participants talked about barriers to accessing care, which

included scheduling appointments outside of usual working hours

and difficulties in obtaining an appointment.
Well the only thing I could do is you know go and see the

doctor, see what he thinks. As I say, I know they are

under a lot of pressure, but I think you know, it's easier

to get in and see the pope than it is to see our doctor.

[P13, male, age 76]
Barriers to accessing care and health services also included

the physical challenge of travelling to the health centre, which is

particularly relevant for COPD patients who may have reduced

mobility.
Because I cannot get a bus from here down to my

doctors. I can get two buses but the problem with that

is it runs every half hour and the two of them run at

the same time. [P21, female, age 54]
While difficulties in accessing care were talked about among our

participants, they also described that they had better access to health

services because of their COPD diagnosis. Doctors acknowledged

the seriousness of their symptoms and accommodated them with

emergency appointments or prescriptions.
I have got what they call “save” antibiotics in the house.

And that's good because that takes away some of the

worry. [P36, female, age 65]
4 | CONCLUSIONS

This study considered how the experience of COPD influences

symptom appraisal and help seeking for potential lung cancer

symptoms. Drawing on the ISRF,14 our analysis identified key influ-

ences across many levels, including self, social interaction, culture,
and social structure. A common thread was that having an existing

explanatory model impacted not only on how participants interpreted

and responded to symptoms but also in how social interactions and

structures, described within the ISRF, responded in the presence of

this existing morbidity. This made it difficult for patients and health

care professionals to consider the possibility of lung cancer in

response to a new or changing lung symptom, despite people with

COPD being at higher risk of lung cancer.

Participants in the current study did not identify any potential link

between their symptoms and lung cancer, nor recognise that they

were at higher risk, even after specific probing by the interviewer. This

is consistent with previous research, which reported that public

awareness of COPD as a lung cancer risk factor, independent of

cigarette smoking, is low.8 COPD participants attributed new or

ongoing respiratory changes to their existing condition or at most

considered their symptoms to be exacerbated because of other

external factors such as the weather. There was no evidence that

social interactions with friends or family or health care professionals

themselves discussed alternative explanations (eg, the possibility of

cancer), and therefore, their existing explanatory model remained

unchallenged.18

The ready attribution of new symptoms to innocuous explana-

tions but not to the presence of a new, frightening illness such as lung

cancer could be due to what Anderson et al19 called “optimistic bias,”

the tendency to favour nonthreatening explanations to those that are

threatening. Although participants appeared to look for innocuous

explanations, friends and family could trigger help seeking in particular

by highlighting visible symptoms. The importance of interpersonal

relationships in help seeking has been observed before20,21 and

specifically in the context of lung cancer.11

Moving beyond social interaction to wider cultural influences,

we identified a concern among COPD participants about being

labelled a “time‐waster” and valued cultural attributes of stoicism.

Worry about wasting the doctor's time is a well‐recognised barrier

to prompt help seeking11,22,23 and demonstrates the complex and

delicate moral balance patients have to make between responsible

use of health care services and not taking unnecessary risks with

their health.

Despite having a recognised chronic condition requiring medical

involvement, participants were keen to distance themselves from

those considered time‐wasters and instead stressed that they would

consult their doctor only when absolutely necessary. Stoicism and

acceptance of poor health also manifested as fatalism, with one man

(aged 55 years) saying wearily “I've lived my life.” Fatalism has previ-

ously been identified as a barrier to medical help seeking,24 and this

is important because raising awareness of a link between COPD and

cancer may be detrimental if it leads to increased fatalism. Raising

awareness of the link between COPD and lung cancer should

therefore be conducted alongside raising awareness of the benefits

of early diagnosis.

According to the ISRF,14 social structure can influence responses

to symptoms directly (eg, through health care access) or indirectly

(though social networks' access to resources, knowledge, and so on).



BOX 1 Recommendations

Finding Recommendations

Cancer was not considered a
potential explanation for
chest symptoms.

•Alert people with COPD to
risk of lung cancer.

•Alert people with COPD to
consult with changes in
symptoms.

•Encourage relevant charities/
support groups to include
information about lung
cancer risk in
communications.

Family or friends noticed
changes in symptoms and
encourage help seeking.

•Provide information aimed at
empowering patients and
family members to speak
about symptoms and take
action.

•Encourage family members to
attend consultations.

People felt isolated by their
COPD.

•Encourage patient
engagement with COPD
services such as pulmonary
rehabilitation programmes
or other well‐being/exercise
classes to gain social
support from others with
COPD.

Participants visited health
professionals frequently, but
lung cancer risk was not

•Alert health professionals to
be vigilant to lung cancer
risk in COPD patients.
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We observed evidence for both. Firstly, there was a juxtaposition

between commonly identified access barriers to help seeking,

alongside expedited access due to having COPD. Different dimen-

sions of accessing health care were highlighted, including lack of

availability and problems with accessibility.25 Conversely, participants

described expedited access or “short‐cuts” to accessing medical care

because of their condition. Although this may appear helpful on one

level, it may also result in health care professionals attributing new

or changing symptoms to existing medical conditions rather than con-

sidering alternative explanations.

Social isolation also impacted on help seeking—COPD participants

described lack of mobility and the need to hide embarrassing or

worsening symptoms. Evidence of social isolation in COPD patients

has been identified before,26 but our study highlights that this may

have wider consequences on consulting behaviour.

A major strength of this study is that it is the first to examine

the process of symptom appraisal of potential warning signs for

cancer in patients with an existing health condition prior to the

potentially biasing effects of cancer diagnosis or referral on suspicion

of cancer. The study adopted a theoretically driven approach to

capture the symptom appraisal process in an everyday context for

a diverse sample of men and women of relatively low socioeconomic

status.

discussed. •Move away from a “disease

silo” approach. Consultations
could include the question
from the health professional,
“is there anything else?” This
recommendation is
transferable to other patient
groups with pre‐existing
conditions at risk of
developing cancer.

COPD, chronic obstructive pulmonary disease.
4.1 | Study limitations

Glasgow was purposively identified as a good site for the study

because of high prevalence of COPD and lung cancer; however, we

acknowledge that our sample is geographically limited. We used a

specialist qualitative research company for recruitment that may have

biased our sample because these people are interested in taking part

in research. However, on the basis of informal feedback from partici-

pants, it is our belief that this form of recruitment allowed us to reach

participants who would not have engaged with more conventional

approaches.
4.2 | Clinical implications

Our study provides insights into how to intervene at different levels

of influence to improve the likelihood of patients and health care

professionals suspecting and acting on potential lung cancer. Studies

testing health care–based interventions addressing symptom

awareness/normalisation and fatalism in patients at high risk of lung

cancer are ongoing.27,28 Our study highlights the potential need for

similar interventions in patients with COPD, and we have developed

recommendations in order to help mitigate specific issues within this

sample (see Box 1). For example, raising the awareness of the link

between cancer and COPD in patients will help in identifying

symptoms as something different, but this needs to be dealt with

sensitively to avoid increased fatalism. For those who are socially

isolated, encouraging engagement with COPD services, such as

pulmonary rehabilitation programmes, may provide social support, in
addition to providing another opportunity to engage with symptom

awareness messages.

Emerging evidence suggests that doctors may be reluctant to

openly discuss cancer with their patients.29 Another avenue may

therefore be to help doctors recognise symptoms as a presentation

of possible cancer and encourage open and honest conversations

between patients and doctors about the link between COPD

and cancer.

The present study advances our knowledge of the process of

symptom appraisal among people with an existing chronic health

condition by highlighting the influence of individual, social, and

cultural factors and how these may culminate in a later diagnosis of

lung cancer. We make a number of recommendations to optimise

lung symptom appraisal and prompt help seeking for people with

COPD.
ACKNOWLEDGEMENTS

This research was supported by a Cancer Research UK Grant

awarded to K.A.R. and K.L.W. (C9227/A21572). We gratefully



724 CUNNINGHAM ET AL.
acknowledge the Patient and Public Involvement support from Mr

Tom Haswell.

CONFLICT OF INTEREST

None.

ORCID

Kathryn A. Robb https://orcid.org/0000-0002-1672-0411

Katriina L. Whitaker https://orcid.org/0000-0002-0947-1840

REFERENCES

1. Cancer Research UK (2018) Lung cancer statistics. Retrieved 23/02/

2018, from http://www.cancerresearchuk.org/about‐cancer/lung‐
cancer

2. Walter F, Rubin G, Bankhead C, et al. Symptoms and other factors

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

tive cohort study. Br J Cancer. 2015;112(S1):S6‐S13. https://doi.org/
10.1038/bjc.2015.30.

3. Mitchell E, Rubin G, Macleod U. Understanding diagnosis of lung cancer

in primary care: qualitative synthesis of significant event audit reports.

Br J Gen Pract. 2013;63(606):e37‐e46. https://doi.org/10.3399/

bjgp13x660760.

4. Birring S, Peake M. Symptoms and the early diagnosis of lung cancer.

Thorax. 2005;60(4):268‐269. https://doi.org/10.1136/thx.2004.

031385.

5. National Institute for Health and Clinical Excellence. Chronic obstruc-

tive pulmonary disease in over 16s: diagnosis and management:

clinical guideline [CG101]. 2010. Available at https://www.nice.org.

uk/guidance/cg101. Accessibility verified September 4, 2018.

6. British Lung Foundation. Chronic obstructive pulmonary disease

(COPD) statistics. 2018. Available at https://statistics.blf.org.uk/copd.

Accessibility verified September 4, 2018.

7. Young R, Hopkins R, Christmas T, Black P, Metcalf P, Gamble G. COPD

prevalence is increased in lung cancer, independent of age, sex and

smoking history. Eur Respir J. 2009;34(2):380‐386. https://doi.org/

10.1183/09031936.00144208.

8. Simon A, Juszczyk D, Smyth N, et al. Knowledge of lung cancer symp-

toms and risk factors in the U.K: development of a measure and results

from a population‐based survey. Thorax. 2012;67(5):426‐432. https://
doi.org/10.1136/thoraxjnl‐2011‐200898.

9. Smith S, Campbell N, Lee A, et al. Factors contributing to the time taken

to consult with symptoms of lung cancer: a cross‐sectional study. Tho-
rax. 2009;64(6):523‐531. https://doi.org/10.1136/thx.2008.096560.

10. Birt L, Hall N, Emery J, et al. Responding to symptoms suggestive of

lung cancer: a qualitative interview study. BMJ Open Respir Res.

2014;1:e000067. https://doi.org/10.1136/bmjresp‐2014‐000067

11. Maclean A, Hunt K, Smith S, Wyke S. Does gender matter? An analysis

of men's and women's accounts of responding to symptoms of lung

cancer. Soc Sci Med. 2017;191:134‐142. https://doi.org/10.1016/j.

socscimed.2017.09.015

12. Corner J, Hopkinson J, Fitzsimmons D, Barclay S, Muers M. Is late

diagnosis of lung cancer inevitable? Interview study of patients' recol-

lections of symptoms before diagnosis. Thorax. 2005;60(4):314‐319.
https://doi.org/10.1136/thx.2004.029264.

13. Leventhal H, Leventhal E, Contrada R. Self‐regulation, health, and

behavior: a perceptual‐cognitive approach. Psychol Health. 1998;13(4):

717‐733. https://doi.org/10.1080/08870449808407425.
14. Wyke S, Adamson J, Dixon D, Hunt K. Consultation and illness behav-

iour in response to symptoms: a comparison of models from different

disciplinary frameworks and suggestions for future research directions.

Soc Sci Med. 2013;86:79‐87. https://doi.org/10.1016/j.socscimed.

2013.03.007

15. Mounce L, Price S, Valderas J, Hamilton W. Comorbid conditions delay

diagnosis of colorectal cancer: a cohort study using electronic primary

care records. Br J Cancer. 2017;116(12):1536. https://doi.org/

10.1038/bjc.2017.127‐1543.

16. Francis J, Johnston M, Robertson C, et al. What is an adequate sample

size? Operationalising data saturation for theory‐based interview

studies. Psychol Health. 2010;25(10):1229‐1245. https://doi.org/

10.1080/08870440903194015.

17. Ritchie J, Spencer L. Qualitative data analysis for applied policy

research. In: Bryman A, Burgess RG, eds. Analysing Qualitative Data.

London: Routledge; 1994:173‐194.

18. Kleinman A. Patients and Healers in the Context of Culture: An Explora-

tion of the Borderland between Anthropology, Medicine, and Psychiatry.

CA, United States: University of California Press; 1981.

19. Andersen B, Cacioppo J, Roberts D. Delay in seeking a cancer

diagnosis: delay stages and psychophysiological comparison processes.

Br J Soc Psychol. 1995;34(1):33‐52. https://doi.org/10.1111/j.2044‐
8309.1995.tb01047.x.

20. Whitaker K, Macleod U, Winstanley K, Scott S, Wardle J. Help‐seeking
for cancer ‘alarm’ symptoms: a qualitative interview study. Br J Gen

Pract. 2015;65(631):e96. https://doi.org/10.3399/bjgp15x683533‐
e105.

21. de Nooijer J, Lechner L, de Vries H. A qualitative study on detecting

cancer symptoms and seeking medical help; an application of

Andersen's model of total patient delay. Patient Educ Couns.

2001;42(2):145‐157. https://doi.org/10.1016/S0738‐3991(00)
00104‐X.

22. Cromme S, Whitaker K, Winstanley K, Renzi C, Smith C, Wardle J.

Worrying about wasting GP time as a barrier to help‐seeking: a

community‐based, qualitative study. Br J Gen Pract. 2016;66(648):

e474‐e482. https://doi.org/10.3399/bjgp16X685621.

23. Llanwarne N, Newbould J, Burt J, Campbell J, Roland M. Wasting the

doctor's time? A video‐elicitation interview study with patients in

primary care. Soc Sci Med. 2017;176:113‐122. https://doi.org/

10.1016/j.socscimed.2017.01.025

24. Beeken R, Simon A, von Wagner C, Whitaker K, Wardle J. Cancer fatal-

ism: deterring early presentation and increasing social inequalities?

Cancer Epidemiol Biomarkers Prev. 2011;20(10):2127‐2131. https://

doi.org/10.1158/1055‐9965.EPI‐11‐0437.

25. Penchansky R, Thomas J. The concept of access: definition and

relationship to consumer satisfaction. Med Care. 1981;19(2):127‐140.
https://doi.org/10.1097/00005650‐198102000‐00001.

26. Marx G, Nasse M, Stanze H, Boakye S, Nauck F, Schneider N. Meaning

of living with severe chronic obstructive lung disease: a qualitative

study. BMJ Open. 2016;6:e011555. https://doi.org/10.1136/

bmjopen‐2016‐011555

27. Smith S, Fielding S, Murchie P, et al. Reducing the time before consult-

ing with symptoms of lung cancer: a randomised controlled trial in

primary care. Br J Gen Pract. 2013;63(606):e47‐e54. https://doi.org/
10.3399/bjgp13X660779.

28. Murray SR, Murchie P, Campbell N, et al. Protocol for the CHEST

Australia Trial: a phase II randomised controlled trial of an interven-

tion to reduce time‐to‐consult with symptoms of lung cancer. BMJ

Open. 2015;5(5):e008046. https://doi.org/10.1136/bmjopen‐2015‐
008046.

https://orcid.org/0000-0002-1672-0411
https://orcid.org/0000-0002-0947-1840
http://www.cancerresearchuk.org/about-cancer/lung-cancer
http://www.cancerresearchuk.org/about-cancer/lung-cancer
https://doi.org/10.1038/bjc.2015.30
https://doi.org/10.1038/bjc.2015.30
https://doi.org/10.3399/bjgp13x660760
https://doi.org/10.3399/bjgp13x660760
https://doi.org/10.1136/thx.2004.031385
https://doi.org/10.1136/thx.2004.031385
https://www.nice.org.uk/guidance/cg101
https://www.nice.org.uk/guidance/cg101
https://statistics.blf.org.uk/copd
https://doi.org/10.1183/09031936.00144208
https://doi.org/10.1183/09031936.00144208
https://doi.org/10.1136/thoraxjnl-2011-200898
https://doi.org/10.1136/thoraxjnl-2011-200898
https://doi.org/10.1136/thx.2008.096560
https://doi.org/10.1136/bmjresp-2014-000067
https://doi.org/10.1016/j.socscimed.2017.09.015
https://doi.org/10.1016/j.socscimed.2017.09.015
https://doi.org/10.1136/thx.2004.029264
https://doi.org/10.1080/08870449808407425
https://doi.org/10.1016/j.socscimed.2013.03.007
https://doi.org/10.1016/j.socscimed.2013.03.007
https://doi.org/10.1038/bjc.2017.127
https://doi.org/10.1038/bjc.2017.127
https://doi.org/10.1080/08870440903194015
https://doi.org/10.1080/08870440903194015
https://doi.org/10.1111/j.2044-8309.1995.tb01047.x
https://doi.org/10.1111/j.2044-8309.1995.tb01047.x
https://doi.org/10.3399/bjgp15x683533
https://doi.org/10.1016/S0738-3991(00)00104-X
https://doi.org/10.1016/S0738-3991(00)00104-X
https://doi.org/10.3399/bjgp16X685621
https://doi.org/10.1016/j.socscimed.2017.01.025
https://doi.org/10.1016/j.socscimed.2017.01.025
https://doi.org/10.1158/1055-9965.EPI-11-0437
https://doi.org/10.1158/1055-9965.EPI-11-0437
https://doi.org/10.1097/00005650-198102000-00001
https://doi.org/10.1136/bmjopen-2016-011555
https://doi.org/10.1136/bmjopen-2016-011555
https://doi.org/10.3399/bjgp13X660779
https://doi.org/10.3399/bjgp13X660779
https://doi.org/10.1136/bmjopen-2015-008046
https://doi.org/10.1136/bmjopen-2015-008046


CUNNINGHAM ET AL. 725
29. Banks J, Walter F, Hall N, Mills K, Hamilton W, Turner K. Decision‐
making and referral from primary care for possible lung and

colorectal cancer: a qualitative study of patients' experiences. Br J

Gen Pract. 2014;64(629):e775‐e782. https://doi.org/10.3399/

bjgp14X682849.

SUPPORTING INFORMATION

Additional supporting information may be found online in the

Supporting Information section at the end of the article.
How to cite this article: Cunningham Y, Wyke S, Blyth KG,

et al. Lung cancer symptom appraisal among people with

chronic obstructive pulmonary disease: A qualitative interview

study. Psycho‐Oncology. 2019;28:718–725. https://doi.org/

10.1002/pon.5005

https://doi.org/10.3399/bjgp14X682849
https://doi.org/10.3399/bjgp14X682849
https://doi.org/10.1002/pon.5005
https://doi.org/10.1002/pon.5005

