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Abstract
Background: Very little is known about the influence of chronic conditions on symptom attribution 
and help- seeking for potential cancer symptoms.

Aim: To determine if symptom attribution and anticipated help- seeking for potential lung cancer 
symptoms is influenced by pre- existing respiratory conditions (often referred to as comorbidity), such 
as asthma or chronic obstructive pulmonary disease (COPD).

Design & setting: A total of 2143 adults (1081 with and 1062 without a respiratory condition) took 
part in an online vignette survey.

Method: The vignette described potential lung cancer symptoms (persistent cough and breathlessness) 
after which questions were asked on symptom attribution and anticipated help- seeking.

Results: Attribution of symptoms to cancer was similar in participants with and without respiratory 
conditions (21.5% and 22.1%, respectively). Participants with respiratory conditions, compared with 
those without, were more likely to attribute the new or changing cough and breathlessness to asthma 
or COPD (adjusted odds ratio [OR] = 3.64, 95% confidence interval [CI] = 3.02 to 4.39). Overall, 56.5% 
of participants reported intention to seek help from a GP within 3 weeks if experiencing the potential 
lung cancer symptoms. Having a respiratory condition increased the odds of prompt help- seeking (OR 
= 1.25, 95% CI = 1.04 to 1.49). Regular healthcare appointments were associated with higher odds of 
anticipated help- seeking.

Conclusion: Only one in five participants identified persistent cough and breathlessness as potential 
cancer symptoms, and half said they would promptly seek help from a GP, indicating scope for 
promoting help- seeking for new or changing symptoms. Chronic respiratory conditions did not 
appear to interfere with anticipated help- seeking, which might be explained by regular appointments 
to manage chronic conditions.

How this fits in
Very little is known about how pre- existing chronic conditions may influence the time between 
first noticing potential cancer symptoms and seeking help from a health professional. This study 
investigated how people with respiratory conditions would interpret and seek help for potential lung 
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cancer symptoms. Having a chronic respiratory condition does not appear to interfere with help- 
seeking, despite patients attributing symptoms to their pre- existing condition. This suggests an 
opportunity for early cancer diagnosis during and after the first medical encounter.

Introduction
Approximately 50% of the UK population have at least one long- standing health problem, and 25% 
have ≥2 conditions.1,2 The majority of patients diagnosed with cancer have a pre- existing condition 
(sometimes referred to as comorbidity); therefore, it is important to examine the potential influence 
of chronic conditions on the timeliness of cancer diagnoses.3–5 Pre- existing morbidities are associated 
with advanced stage or emergency cancer diagnosis, but the underlying mechanisms are not well 
understood.6,7 Some studies focused on their possible effect on the diagnostic interval (the time 
between the first consultation with a healthcare professional and cancer diagnosis), but relatively 
little is known about how chronic conditions may influence the patient interval (the time between first 
noticing a symptom and seeking help from a healthcare professional).8–11

One hypothesis is that pre- existing conditions could affect symptom attribution (that is, the perceived 
cause of symptoms) and help- seeking, particularly when cancer and comorbidity have overlapping 
symptomatology. This could lead to longer patient intervals with delays in cancer diagnoses, but the 
evidence is heterogeneous and dependent on the specific chronic condition and cancer site.12–14 In the 
case of lung cancer symptoms, such as persistent cough, when patients have a pre- existing respiratory 
condition this could provide a plausible ‘alternative explanation’, with patients underestimating the 
need for prompt help- seeking. Small qualitative studies10,15,16 and a survey retrospectively collecting 
information from patients with cancer3 suggested a similar mechanism, but recall bias might have 
influenced the findings. Vignette studies can be particularly useful in early diagnosis research for 
providing evidence on complex phenomena.17–24 By manipulating in a standardised way symptoms 
and comorbidities, and simultaneously maintaining other factors as constant (for example, healthcare 
and patient factors), they can provide quantitative estimates of comorbidity- specific effects and 
evaluate underlying mechanisms.

Population surveys have shown that 26% of the general public in England are aware that persistent 
cough might be a possible symptom of lung cancer.25 However, evidence is lacking on the impact 
that pre- existing conditions have on attribution of symptoms to cancer and how this might influence 
help- seeking.

The present study aimed to test the ‘alternative explanation hypothesis’ by using a vignette study. 
This was undertaken by comparing the perceived cause of the symptoms (‘symptom attribution’ 
hereafter) and anticipating help- seeking for potential lung cancer symptoms in people with and 
without pre- existing lung conditions, such as asthma or COPD. The study also aimed to evaluate 
whether severity and management of respiratory conditions may influence anticipated time to help- 
seeking for potential lung cancer symptoms, hypothesising that regular consultations would increase 
the likelihood of prompt help- seeking.

Method
Design & setting
An online cross- sectional vignette survey was carried out in June 2018 with participants recruited from 
the Norstat online panel.26 Norstat’s UK panel consists of 20 000 people (66% female) with an equal 
number of participants across all age groups and an average response rate of 30%. Panel members 
are recruited online and by phone (>50% by phone) to increase representativeness. For the survey, 
panel members were contacted by email and asked whether they would be interested in participating 
in a study on health- related issues without mentioning the word ‘cancer’. Eligibility criteria were: 
living in the UK, aged ≥50 years, and no history of cancer in the previous 5 years. Quota sampling 
ensured that 50% had a diagnosis of a respiratory condition. Sample size calculations using pilot study 
data indicated a sample of 2000 participants would be sufficient to detect a difference of 10% (80% 
power, P<0.05) in prompt anticipated help- seeking between participants with and without respiratory 
conditions.
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Vignette
All participants were shown a vignette describing new or changing symptoms of persistent cough and 
breathlessness over 3 weeks:

'You have been coughing for the past 3 weeks. You also noticed that you have been short of 
breath when doing household chores or when climbing stairs. Aside from these changes you 
have not noticed anything about your health that is different from usual.'

The choice of a cough and breathlessness was based on their high frequency as lung cancer 
symptoms and their high prevalence as symptoms of COPD and asthma.27–29 Coughing up blood was 
not included in the vignette to mask the cancer context of the survey, given the high public awareness 
of this as a symptom of lung cancer.30 The vignette- based survey was informed by previous research 
and refined using ‘think aloud’ cognitive interviews with 11 research volunteers representative of the 
target sample.31,32 To ensure that participants had understood the vignette fully, two questions were 
asked to test understanding of the nature and duration of symptoms. Participants had to answer these 
questions correctly before continuing to the next question.

 Measures
After reading the vignette, participants were asked a range of questions on symptom attribution, 
actions taken in response to new symptoms and anticipated time to help- seeking from the GP, friends 
and family, the pharmacy, and from accident and emergency (A&E). For participants who said they 
would not see their GP, barriers to anticipated help- seeking were evaluated. Details of these measures 
are summarised in Box 1.

Covariates
All models were adjusted for the number of chronic conditions, sociodemographic variables (age, 
sex, ethnic group, and educational attainment) and smoking status (never, previous, or current). The 
presence of chronic conditions was assessed using a question adapted from the GP Patient Health 
Survey.33 As respiratory conditions were the main focus of the study, they were examined separately 
as a potential alternative explanation for the cough and breathlessness symptoms described in the 

Symptom attribution
After reading the vignette, participants were asked what they thought the symptoms were due to, and to write everything that came to mind. These 
free- text responses were analysed and coded by two researchers using content analysis to identify a range of attributions.20 These attributions were 
coded as: 'cancer', 'asthma or COPD', 'other lung disease', 'infection', 'allergies', 'heart problems', 'obesity', 'smoking', 'environment', and 'don’t 
know'.
 
Responding to new symptoms
Anticipated help- seeking and other actions
Participants were asked how they would respond if they were to experience symptoms as described in the vignette. Pre- coded answers included 
the following: ‘talk to friends and family’, ‘go to the pharmacy’, ‘contact the GP’, ‘mention the symptoms to the GP or nurse if seen for another 
reason’, ‘go to A&E’, ‘look up information online’, ‘wait and see’, ‘dismiss the symptoms as not worth worrying about’, ‘use previously prescribed 
medication’, or ‘use over- the- counter medication’. The order of options was randomised for each participant; response options were coded as 
'would' and 'wouldn’t', with those selecting 'not applicable' excluded.
 
Time to anticipated help- seeking
Time to anticipated help- seeking was measured, with pre- coded response options including 'within 3 weeks' versus 'more than 3 weeks or not at all'. 
This cut- off was used to align with advice given in the Department of Health’s Be Clear on Cancer lung cancer awareness campaign, which has been 
running since 2010 and recommends seeking help after coughing for 3 weeks.51

Barriers to help- seeking
Participants selected all that applied from: 'I have other health problems that are more important', 'I don’t think the symptoms are serious', 'I’ve had 
the symptoms before', 'It would be a waste of my time', 'I prefer to self- manage my symptoms', 'I’ve been tested for the symptoms before', 'It would 
be a waste of the GP’s time', 'I don’t think the GP would be able to help', 'the GP would not take the symptom seriously', and 'I would worry about 
any tests I might need to have'.
 
 Respiratory condition management, duration, and severity
Participants with a respiratory condition reported whether their condition was managed in primary care and/or secondary care, and whether 
they were taking medications for their condition. All response options were binary ('yes' or 'no'). Further questions were asked about how long 
participants had their respiratory condition for (<6 months, 6–12 months, 1–5 years, and >5 years) and how frequently it limited their daily activities 
('never or rarely', 'sometimes', 'very often or always').

Box 1   Details of outcome measures used in analysis
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scenario. All other conditions were summed to create a total number of other health conditions 
ranging from 0 to ≥3.

Analyses
Initially, characteristics of participants were compared with and without a chronic respiratory condition 
using χ2 tests. The associations between having a respiratory condition and the following outcomes 
were then examined: a) symptom attribution; b) anticipated help- seeking and other actions; c) 
anticipated time to help- seeking; and d) reasons for not visiting the GP. Each outcome was included 
in a separate logistic regression model, with models a)–c) including the total study sample (N = 2143), 
while model d) only included the subgroup reporting that they would not seek help (n = 489). All 
models were adjusted for variables thought a priori to be potentially important explanatory factors 
based on previous evidence and clinical reasoning (that is, age, sex, education, ethnic group, marital 
status, smoking status, and number of prior morbidities), as well as variables associated with the 
outcome of interest at univariable analyses. Models b) and c) testing associations with anticipated help- 
seeking were also adjusted for cancer attributions, as this was considered a priori to be a potentially 
important explanatory variable. All regression models were tested for interactions between health 
conditions and sociodemographic factors. In the subgroup of participants with respiratory conditions, 
the study also examined the associations between duration, severity, and management of respiratory 
conditions with anticipated time to help- seeking using logistic regression models. The analyses were 
initially performed grouping together participants with asthma and/or COPD; subsequently, the study 
specifically focused on participants with COPD, given their higher risk of lung cancer.34,35

Results
Participants
A total of 6943 participants were screened for inclusion in the survey. After excluding ineligible 
participants, 2143 comprised the final analytical sample. Overall, 51.4% of participants were female 
and 84.2% lived in England, with smaller proportions coming from Scotland, Wales, and Northern 
Ireland, in line with UK population statistics; 97.0% were from a white ethnic background, which is 
higher compared to census data (86%).36 Supplementary Figure S1 shows the response and completion 
rate for the survey. Participants with a respiratory condition were more likely to be younger, female, to 
have ≥3 pre- existing conditions, and to be smokers or previous smokers compared with those without 
a respiratory condition (Table 1). Among participants with a respiratory condition, 688 (63.6%) had 
asthma, 264 (24.4%) had COPD, and 126 (11.7%) had both conditions (Table 1).

Symptom attribution
There was a similarity between participants with and without a respiratory condition in attributing 
symptoms to cancer (21.5% and 22.1%, respectively). Participants with a chronic respiratory condition 
most frequently attributed the symptoms described in the vignette to asthma or COPD (62.6%); 
while individuals without respiratory conditions most frequently attributed symptoms to an infection 
(38.9%). Half of participants, independently of chronic condition status, mentioned only one symptom 
attribution; multiple attributions were more frequently reported by participants with chronic conditions 
(Table 2).

Figure 1 shows that having a respiratory condition was associated with higher odds of attributing 
symptoms to the pre- existing condition (OR = 3.64, 95% CI = 3.02 to 4.39), a change in the environment 
(OR = 2.95, 95% CI = 1.59 to 5.49), and allergies (OR = 1.57, 95% CI = 1.16 to 2.10), taking other 
health conditions, smoking status, and sociodemographic characteristics into account. Individuals with 
a respiratory condition were less likely to attribute symptoms to other lung problems (OR = 0.64, 
95% CI = 0.47 to 0.87), heart problems (OR = 0.61, 95% CI = 0.47 to 0.80), or to say they did not 
know what the symptom could be (OR = 0.27, 95% CI = 0.19 to 0.39). Further details are reported in 
Supplementary Table S1.

Focusing specifically on participants with COPD showed similar findings to those observed for the 
combination of COPD and/or asthma. Cancer attribution was reported by 19.5% of participants with 
COPD; in multivariable analyses COPD increased the odds of attributing symptoms to the pre- existing 

https://doi.org/10.3399/bjgpopen20X101086


 

 5 of 16

Research

Kaushal A et al. BJGP Open 2020; DOI: 10.3399/bjgpopen20X101086

Table 1 Participant characteristics

Characteristics
Total 

(N = 2143), %

With a respira-
tory condition 
(n = 1081), %

Without a 
respiratory 
condition 

(n = 1062), %
P value 
(χ2 test)

Age, years

50–59 43.4 46.2 40.5 <0.05

60–69 36.8 35.3 38.2

≥70 19.9 18.5 21.3

Sex

Male 48.6 42.8 54.4 <0.001

Female 51.4 57.2 45.6

Education

No qualifications 9.2 10.6 7.7 0.06

Secondary 46.3 46.4 46.3

Higher education 44.5 43.1 46.0

Marital status

Single 38.5 39.0 38.1 0.7

Married or living with partner 61.5 61.1 61.9

Ethnic group

White 97.0 97.2 96.8 0.6

Other 3.2 2.8 3.2

Region

England 84.2 83.2 85.3 0.2

Scotland 8.7 9.9 7.4

Wales 4.8 4.8 4.7

Northern Ireland 2.3 2.1 2.5

Smoking

Current smoker 18.3 22.0 14.5 <0.001

Previous smoker 40.7 42.8 38.5

Never smoked 41.0 35.2 47.0

Other health conditions, n

0 22.9 18.4 27.5 <0.001

1 21.4 19.9 22.9

2 20.0 19.2 20.7

≥3 35.7 42.5 28.9

Type of respiratory condition

Asthma 63.6

COPD 24.4

COPD and asthma 11.7

Primary care management for respiratory 
condition

Yes 81.7

continued on next page
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Characteristics
Total 

(N = 2143), %

With a respira-
tory condition 
(n = 1081), %

Without a 
respiratory 
condition 

(n = 1062), %
P value 
(χ2 test)

No 18.3

Secondary care management for respiratory 
condition

Yes 14.8

No 85.2

Over- the- counter medication taken for 
respiratory condition

Yes 3.0

No 97.0

Respiratory condition limits daily activities

Never or rarely 47.2

Sometimes 30.9

Very often or always 21.9

Duration of respiratory condition, years

≤5 25.9

>5 74.1

COPD = chronic obstructive pulmonary disease.

Table 1 Continued

Table 2 Symptom attribution among participants with and without respiratory conditions

Without a res-
piratory condi-
tion (n = 1062), 

%

With a respirato-
ry condition (n = 

1081), % Total (N = 2143), %
P value (χ2 

test)

Symptom attribution

Cancer 22.1 21.5 21.8 0.709

Asthma or COPD 30.8 62.6 46.9 <0.001

Other lung disease 10.9 7.0 9.0 0.002

Infection 38.9 35.2 37.0 0.073

Allergies 8.2 12.5 10.4 0.001

Heart problems 15.1 10.6 12.8 0.002

Obesity 3.0 2.5 2.8 0.466

Smoking 3.4 3.7 3.6 0.698

Environment 1.4 3.5 2.5 0.002

Don’t know 14.4 4.0 9.2 <0.001

Symptom attributions, n

0 18.0 5.9 11.9 <0.001

1 47.9 49.6 48.8

2 20.7 28.2 24.5

≥3 13.4 16.3 14.8

COPD = chronic obstructive pulmonary disease.

https://doi.org/10.3399/bjgpopen20X101086
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Figure 1 Odds ratios for different symptom attributions for participants with respiratory conditions compared with participants without respiratory 
conditions (adjusted for other health conditions, sex, age, education, smoking status, and marital status; n = 2143). Each estimate is derived by a 
different model with the condition of interest as a yes or no outcome variable. COPD = chronic obstructive pulmonary disease

condition (OR = 3.50, 95% CI = 2.67 to 4.57) and a change in the environment (OR = 4.95, 95% CI = 
2.10 to 11.68), with no effect on cancer attribution (OR = 0.82, 95% CI = 0.60 to 1.12).

Responding to new symptoms

anticipated help-seeking and other actions
Participants indicated a median number of five possible actions (interquartile range [IQR] 4–7 actions), 
with no difference by chronic disease status. The most frequently reported action was ‘mention the 
symptoms to the GP or nurse if they saw them for another reason’ (89.7%), followed by ‘contact the 
GP’ (76.7%), ‘talk to friends or family’ (64.1%), and ‘look up information online’ (63.8%). Over a quarter 
(28.3%, n = 601) said they would ‘dismiss the symptoms as not worth worrying about’. The majority 
of this subgroup, while not worrying about the symptoms, would still ‘mention the symptoms to the 
GP if seen for another reason’ (86.7%, n = 521/601), with no difference by chronic disease status. At 
multivariable analyses there were no differences in intention to contact the GP between participants 
with and without a respiratory condition (OR = 1.08, 95% CI = 0.88 to 1.34; 77.3% versus 76.1%; n = 
824 versus n = 785; Table 3). Participants with a respiratory condition were less likely to say they would 
‘go to the pharmacy’ for advice (OR = 0.70, 95% CI = 0.58 to 0.84; 49.5% versus 58.3%), ‘use over- 
the- counter medicine’ (OR = 0.68, 95% CI = 0.56 to 0.81; 35.8% versus 44.8%), ‘look up information 
online’ (OR = 0.79, 95% CI = 0.66 to 0.96; 61.3% versus 66.4%), or ‘dismiss the symptoms as not worth 
worrying about’ (OR = 0.76, 95% CI = 0.62 to 0.93; 26.3% versus 30.5%).

Time to anticipated help-seeking from the GP
Examining time to seeking help from the GP has shown that 56.5% of participants with a respiratory 
condition (62.5% specifically among participants with COPD) would seek help within 3 weeks, 
compared with 54.2% of those without respiratory conditions.

At multivariable analyses, having a respiratory condition increased the odds of anticipated help- 
seeking within 3 weeks (OR = 1.25, 95% CI = 1.04 to 1.49), controlling for sociodemographic factors, 
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Table 4 Seeking help from the GP within 3 weeks for potential lung cancer symptoms by chronic 
respiratory conditions, sociodemographic factors, and symptom attribution: multivariable logistic 
regression analyses

Individuals with COPD and/or asthma 
versus no respiratory conditions 

(n = 2084), OR (95% CI)

Individuals with COPD versus no res-
piratory condition 

(n = 1402), OR (95% CI)

Unadjusted

Respiratory condition

No 1.0 1.0

Yes 1.20 (1.01 to 1.42)a 1.41 (1.11 to 1.79)b

Adjusted

Respiratory condition

No 1.0 1.0

Yes 1.25 (1.04 to 1.49)a 1.36 (1.04 to 1.78)a

Other health conditions, n

0 1.0 1.0

1 0.98 (0.75 to 1.27) 0.89 (0.65 to 1.23)

2 1.02 (0.78 to 1.34) 1.08 (0.78 to 1.50)

≥3 1.20 (0.94 to 1.53) 1.36 (1.01 to 1.83)a

Age, years

50–59 1.0 1.0

60–69 1.13 (0.92 to 1.38) 1.19 (0.93 to 1.54)

≥70 1.29 (1.00 to 1.65)a 1.32 (0.98 to 1.77)

Sex

Male 1.0 1.0

Female 0.59 (0.49 to 0.71)c 0.51 (0.41 to 0.64)c

Education

Higher education 1.0 1.0

No qualifications 1.08 (0.77 to 1.50) 1.04 (0.70 to 1.54)

Secondary education 0.94 (0.78 to 1.13) 0.92 (0.73 to 1.16)

Ethnic group

White 1.0 1.0

Non- white 2.34 (1.32 to 4.14)b 2.27 (1.07 to 4.08)a

Marital status

Single 1.0 1.0

Married or living with partner 0.93 (0.77 to 1.11) 0.99 (0.79 to 1.23)

Smoking status

Never smoked 1.0 1.0

Current smoker 1.04 (0.81 to 1.34) 1.02 (0.74 to 1.41)

Previous smoker 1.13 (0.93 to 1.39) 1.07 (0.83 to 1.39)

Symptom attribution

Cancer 1.08 (0.87 to 1.34) 1.11 (0.85 to 1.45)

a<0.05. b<0.01. c<0.001. OR = odds ratio.
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Figure 2 Odds ratios for reasons for not contacting the GP for participants with respiratory conditions compared with participants without respiratory 
conditions (adjusted for other health conditions, sex, age, education, smoking status, and marital status; n = 489). Each estimate is derived by a different 
model with the condition of interest as a yes or no outcome variable

smoking, and cancer symptom attribution. Similar findings were observed when focusing on individuals 
with COPD (Table 4).

Multivariable analysis has also shown that the likelihood of prompt anticipated help- seeking was 
higher for older aged participants, while it was lower for females. Examining whether sex modified 
the effect of chronic respiratory conditions on help- seeking yielded no strong evidence for interaction 
(likelihood ratio test for interaction between sex and chronic respiratory condition was P = 0.065 for 
individuals with COPD and/or asthma, and P = 0.689 for the analyses focusing on COPD only).

anticipated barriers to help-seeking
Among participants who said they would not contact their GP (n = 489), those with a respiratory 
condition were more likely to say that they had experienced the symptoms before and knew how to 
manage them (OR = 5.30, 95% CI = 3.11 to 9.01; 31.8% versus 8.1%), and were less likely to say they 
would worry about any tests they might need to have (OR = 0.35, 95% CI = 0.14 to 0.87; 3.3% versus 
7.3%; Figure 2). Further details are reported in Supplementary Table S2.

Management, duration, and severity of respiratory conditions
Figure 3 shows how the management, duration, and severity of respiratory conditions were associated 
with help- seeking from the GP within 3 weeks. Having regular appointments in primary and secondary 
care for respiratory conditions was associated with higher odds of help- seeking from the GP (OR = 
2.20, 95% CI = 1.58 to 3.06, 86.61% versus 74.3%; OR = 2.05, 95% CI = 1.36 to 3.09, 18.7% versus 
9.4%, respectively). Participants whose respiratory condition sometimes limited their daily activities 
had somewhat higher odds of prompt help- seeking compared with those with less severe conditions 
(never or rarely limiting their activities), but not at statistically significant levels (OR = 1.32, 95% CI = 
0.97 to 1.80).

Discussion
Summary

https://doi.org/10.3399/bjgpopen20X101086
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Figure 3 Associations between respiratory condition management, duration and limits on daily activity, and help- seeking within 3 weeks among 
participants with a respiratory condition, n = 1081

Overall, one in five participants attributed new or changing symptoms of persistent cough and 
breathlessness to cancer, with no difference found between participants with and without a respiratory 
condition. People with a respiratory condition were more likely to attribute the persistent cough and 
breathlessness to the pre- existing condition, consistent with the 'alternative explanation' hypothesis, 
and were more likely to anticipate using previously prescribed medications to treat the symptoms. 
Overall, one in two participants reported they would seek help promptly if they were to experience 
the symptoms described in the vignette. Contrary to expectations, there was no association between 
presence of a lung comorbidity and prolonging the time before seeking help from the GP. There was 
some evidence that having a chronic respiratory condition may increase the likelihood of prompt 
help- seeking for new symptoms, particularly for individuals whose chronic conditions are regularly 
managed in primary and secondary care.

Strengths and limitations
The vignette design allowed the authors to perform an in- depth examination of the possible mechanism 
linking pre- existing chronic conditions to symptom attribution and help- seeking on a large sample of 
participants from the four nations of the UK. A strength of the vignette methodology is that it is able to 
present a standardised realistic scenario controlling for other variables. Symptom and chronic disease 
severity could be accounted for in this study, which can influence symptom attribution and help- 
seeking.37 The survey completion rate was very high, with negligible missing data. It is possible that 
people who are more likely to seek help from the GP are over- represented among survey participants, 
potentially leading to an overestimation of help- seeking behaviour.

By the very nature of the study, the authors were only able to ask about anticipated help- seeking 
in relation to a hypothetical scenario. Although intentions do not always translate into actual help- 
seeking, there is clear evidence that formulating intentions is a vital step in the process to taking 
action.38,39

It is not possible to account for the effect of all factors playing a role in the decision to seek help 
(for example, progression of symptoms, response to medications) using a vignette design.40 Owing 
to the relatively low prevalence of COPD in the sample, participants with asthma and COPD were 
initially combined, but additional analyses focusing on the relatively small subgroup of participants 
with COPD showed similar findings.

https://doi.org/10.3399/bjgpopen20X101086
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Owing to multiple testing, the possibility of some false positive associations cannot be excluded. 
However, as pre- defined hypotheses were tested this might be a less relevant issue than in other types 
of studies, such as genomic research. Moreover, while different approaches have been proposed (for 
example, Bonferroni) for correcting for multiple testing, each has its limitations and there is no overall 
agreement in the literature on how to deal with this issue.41 Some authors suggest that multiple- test 
corrections should not be used in scientific experiments to avoid missing possibly important findings.42

Comparison with existing literature
The low level of lung cancer symptom attribution found in this study is in line with previous reports on 
lung cancer awareness in the UK.30,43 Cancer symptom awareness has been reported to be similar in 
the UK compared with other countries.44 The finding in the present study that around half of people 
would seek help promptly for cough and breathlessness from the GP is in agreement with previous 
research.11 Similar to previous qualitative studies with patients with lung cancer,10,15,45 it was found that 
respiratory comorbidity can influence symptom attribution owing to overlapping symptomatology. 
However, no difference was found between those with and without respiratory conditions in attributing 
the symptoms to cancer.

The finding that participants with a respiratory condition, compared with those without, have higher 
odds of anticipated prompt help- seeking contradicts the only comparable other quantitative research, 
which showed that a history of COPD was associated with taking twice as long to seek help.3 Studies 
based on retrospectively asking patients with cancer might, however, be influenced by recall bias. 
Research in this area is lacking but it is becoming clear that comorbidities can sometimes facilitate and 
other times interfere with help- seeking, depending on symptom and comorbidity characteristics and 
previous healthcare experiences.14 Intention to seek help was higher among those who have regular 
appointments in primary and secondary care. Regular appointments can increase a patient’s familiarity 
with healthcare services, which may in turn facilitate reporting of new symptoms.46 Moreover, patients 
might feel that help- seeking for vague symptoms is more acceptable if the consultation is also needed 
for ongoing management of a comorbidity.47 It is also possible that positive expectations can arise from 
successful management of the pre- existing chronic condition encouraging prompt help- seeking.10

The lower likelihood of anticipated prompt help- seeking from the GP observed in the study among 
women contrasts with prior literature47 and merits further examination in subsequent studies. It might 
reflect differences by sex in symptom attribution and attitudes regarding symptom management.48 
Women might have the perception that they are able to manage the symptoms without seeing the 
GP. While no sex difference was found in barriers to help- seeking or in cancer attribution (data not 
shown), women attributed symptoms more frequently to an infection compared with men (40.1% 
versus 33.7%, P = 0.002) and they more frequently reported that they would 'wait and see' and ‘look 
up information online’.

Implications for research and practice
The present study findings suggest that the awareness of possible lung cancer symptoms is low, even 
among patients at higher risk of lung cancer, such as those with COPD.49,50 Mass- media campaigns 
offer an opportunity to address low awareness of lung cancer symptoms, with some studies having 
reported a trend towards earlier stage at diagnosis of lung cancer in areas targeted by cancer 
awareness campaigns.25,51,52 As half of the participants in the present study did not anticipate prompt 
help- seeking from the GP if they were to experience potential lung cancer symptoms, information 
campaigns should also emphasise the importance of promptly discussing new or changing symptoms 
with the doctor. A few studies have evaluated interventions for increasing prompt help- seeking for 
possible lung cancer symptoms, showing some benefits for patients at increased cancer risk.53,54 
However, there are some concerns that mass- media campaigns are short- lived and may create an 
increased workload for primary care.55,56

In addition to examining respiratory conditions, further research is needed on the possible effects 
of other chronic diseases (for example, mental health issues) on help- seeking for potential cancer 
symptoms. Mediators between comorbidities and help- seeking should also be investigated, including 
the experience of previous doctor–patient interactions, patient priorities, overall health status, and 
constructs such as self- efficacy, body vigilance, and cancer worry.10,57,58

https://doi.org/10.3399/bjgpopen20X101086
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In order to seize the opportunities to diagnose cancer early when individuals with pre- existing 
conditions present to their GP with possible cancer symptoms, attention should also be dedicated 
to events occurring post- presentation.59,60 Allowing enough time to discuss all health concerns 
when patients have multiple conditions, and improving timely access to specialist consultations and 
investigations may contribute to reducing the risk of diagnostic delays and advanced cancer stage at 
diagnosis for these complex patients. Future efforts should also focus on improving effective safety- 
netting strategies for patients with multiple health conditions.61

Overall, only one in five individuals identified cough and breathlessness as potential cancer 
symptoms, indicating scope for promoting help- seeking for new or changing symptoms. Having 
a chronic respiratory condition does not appear to interfere with help- seeking, despite patients 
attributing symptoms to their pre- existing condition. As overall half of participants would not seek 
help in a timely fashion, information campaigns need to emphasise the importance of promptly 
discussing new or changing symptoms with a doctor. This is particularly relevant for people with 
chronic conditions, who are at increased risk of advanced stage cancer diagnosis.

Funding
This report presents independent research commissioned and funded by the National Institute for 
Health Research (NIHR) Policy Research Programme, conducted through the Policy Research Unit 
in Cancer Awareness, Screening and Early Diagnosis (reference: PR- PRU-1217-21601). The views 
expressed are those of the authors and not necessarily those of the NIHR, the Department of Health 
and Social Care or its arm's length bodies, or other government departments. Cristina Renzi ac-
knowledges funding from the BMA TP Gunton research grant and the CanTest Collaborative funded 
by Cancer Research UK (C8640/A2338).

Ethical approval
This study was approved by the University College London Research Ethics Committee (ID number: 
3758/002). All participants consented to take part in the study.

Provenance
Freely submitted; externally peer reviewed.

Acknowledgements
The authors would like to acknowledge the contribution made to this project by the Asthma UK, and 
ABACUS (Attitudes, Behaviour, and Cancer- UK Survey) research volunteers who contributed to the 
development of the survey.

References
 1.  Barnett K, Mercer SW, Norbury M, et al. Epidemiology of multimorbidity and implications for health care, research, 

and medical education: a cross- sectional study. Lancet 2012; 380(9836): 37–43. DOI: https:// doi. org/ 10. 1016/ 
S0140- 6736( 12) 60240-2

 2.  Mujica- Mota RE, Roberts M, Abel G, et al. Common patterns of morbidity and multi- morbidity and their impact on 
health- related quality of life: evidence from a national survey. Qual Life Res 2015; 24(4): 909–918. DOI: https:// doi. 
org/ 10. 1007/ s11136- 014- 0820-7

 3.  Smith SM, Campbell NC, MacLeod U, et al. Factors contributing to the time taken to consult with symptoms of 
lung cancer: a cross- sectional study. Thorax 2009; 64(6): 523–531. DOI: https:// doi. org/ 10. 1136/ thx. 2008. 096560

 4.  Edwards BK, Noone A- M, Mariotto AB, et al. Annual report to the nation on the status of cancer, 1975–2010, 
featuring prevalence of comorbidity and impact on survival among persons with lung, colorectal, breast, or 
prostate cancer. Cancer 2014; 120(9): 1290–1314. DOI: https:// doi. org/ 10. 1002/ cncr. 28509

 5.  The Academy of Medical Sciences. Multimorbidity: a priority for global health research. 2018; https:// acmedsci. ac. 
uk/ file- download/ 82222577 (accessed 28 Jul 2020).

 6.  Gurney J, Sarfati D, Stanley J. The impact of patient comorbidity on cancer stage at diagnosis. Br J Cancer 2015; 
113(9): 1375–1380. DOI: https:// doi. org/ 10. 1038/ bjc. 2015. 355

 7.  Wallace D, Walker K, Kuryba A, et al. Identifying patients at risk of emergency admission for colorectal cancer. Br J 
Cancer 2014; 111(3): 577–580. DOI: https:// doi. org/ 10. 1038/ bjc. 2014. 300

 8.  Mounce LTA, Price S, Valderas JM, Hamilton W. Comorbid conditions delay diagnosis of colorectal cancer: a cohort 
study using electronic primary care records. Br J Cancer 2017; 116(12): 1536–1543. DOI: https:// doi. org/ 10. 1038/ 
bjc. 2017. 127

https://doi.org/10.3399/bjgpopen20X101086
https://doi.org/10.1016/S0140-6736(12)60240-2
https://doi.org/10.1016/S0140-6736(12)60240-2
https://doi.org/10.1007/s11136-014-0820-7
https://doi.org/10.1007/s11136-014-0820-7
https://doi.org/10.1136/thx.2008.096560
https://doi.org/10.1002/cncr.28509
https://acmedsci.ac.uk/file-download/82222577
https://acmedsci.ac.uk/file-download/82222577
https://doi.org/10.1038/bjc.2015.355
https://doi.org/10.1038/bjc.2014.300
https://doi.org/10.1038/bjc.2017.127
https://doi.org/10.1038/bjc.2017.127


 

 15 of 16

Research

Kaushal A et al. BJGP Open 2020; DOI: 10.3399/bjgpopen20X101086

 9.  Black G, Sheringham J, Spencer- Hughes V, et al. Patients' experiences of cancer diagnosis as a result of an 
emergency presentation: a qualitative study. PLoS One 2015; 10(8): e0135027. DOI: https:// doi. org/ 10. 1371/ 
journal. pone. 0135027

 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(1): e000067. DOI: https:// doi. org/ 10. 1136/ bmjresp- 2014- 000067

 11.  Salika T, Lyratzopoulos G, Whitaker KL, et al. Do comorbidities influence help- seeking for cancer alarm symptoms? 
A population- based survey in England. J Public Health 2018; 40(2): 340–349. DOI: https:// doi. org/ 10. 1093/ 
pubmed/ fdx072

 12.  Walter F, Webster A, Scott S, Emery J. The Andersen model of total patient delay: a systematic review of its 
application in cancer diagnosis. J Health Serv Res Policy 2012; 17(2): 110–118. DOI: https:// doi. org/ 10. 1258/ jhsrp. 
2011. 010113

 13.  Weller D, Vedsted P, Rubin G, et al. The Aarhus statement: improving design and reporting of studies on early 
cancer diagnosis. Br J Cancer 2012; 106(7): 1262–1267. DOI: https:// doi. org/ 10. 1038/ bjc. 2012. 68

 14.  Renzi C, Kaushal A, Emery J, et al. Comorbid chronic diseases and cancer diagnosis: disease- specific effects and 
underlying mechanisms. Nat Rev Clin Oncol 2019; 16(12): 746–761. DOI: https:// doi. org/ 10. 1038/ s41571- 019- 
0249-6

 15.  Cunningham Y, Wyke S, Blyth KG, et al. Lung cancer symptom appraisal among people with chronic obstructive 
pulmonary disease: a qualitative interview study. Psychooncology 2019; 28(4): 718–725. DOI: https:// doi. org/ 10. 
1002/ pon. 5005

 16.  McLachlan S, Mansell G, Sanders T, et al. Symptom perceptions and help- seeking behaviour prior to lung and 
colorectal cancer diagnoses: a qualitative study. Fam Pract 2015; 32(5): 568–577. DOI: https:// doi. org/ 10. 1093/ 
fampra/ cmv048

 17.  Banks J, Hollinghurst S, Bigwood L, et al. Preferences for cancer investigation: a vignette- based study of primary- 
care attendees. Lancet Oncol 2014; 15(2): 232–240. DOI: https:// doi. org/ 10. 1016/ S1470- 2045( 13) 70588-6

 18.  Sheringham J, Sequeira R, Myles J, et al. Variations in GPs' decisions to investigate suspected lung cancer: a 
factorial experiment using multimedia vignettes. BMJ Qual Saf 2017; 26(6): 449–459. DOI: https:// doi. org/ 10. 1136/ 
bmjqs- 2016- 005679

 19.  Ghanouni A, Nuttall E, Wardle J, von Wagner C. Testing whether barriers to a hypothetical screening test affect 
unrelated perceived benefits and vice versa: a randomised, experimental study. Patient Educ Couns 2017; 100(2): 
e1–e24. DOI: https:// doi. org/ 10. 1016/ j. pec. 2016. 09. 007

 20.  Bhise V, Meyer AND, Menon S, et al. Patient perspectives on how physicians communicate diagnostic uncertainty: 
an experimental vignette study. Int J Qual Health Care 2018; 30(1): 2–8. DOI: https:// doi. org/ 10. 1093/ intqhc/ 
mzx170

 21.  Rose PW, Rubin G, Perera- Salazar R, et al. Explaining variation in cancer survival between 11 jurisdictions in the 
International Cancer Benchmarking Partnership: a primary care vignette survey. BMJ Open 2015; 5(5): e007212. 
DOI: https:// doi. org/ 10. 1136/ bmjopen- 2014- 007212

 22.  Meyer AN, Payne VL, Meeks DW, et al. Confidence, and resource requests: a vignette study. JAMA Intern Med 
2013; 173(21): 1952–1958.

 23.  von Wagner C, Stoffel S, Freeman M, et al. Attitudes towards faecal immunochemical testing in patients at 
increased risk of colorectal cancer: an online survey of GPs in England. Br J Gen Pract 2018; 68(676): e757–e764. 
DOI: https:// doi. org/ 10. 3399/ bjgp18X699413

 24.  Kostopoulou O, Nurek M, Cantarella S, et al. Referral decision making of general practitioners: a signal detection 
study. Med Decis Making 2019; 39(1): 21–31. DOI: https:// doi. org/ 10. 1177/ 0272989X18813357

 25.  Power E, Wardle J. Change in public awareness of symptoms and perceived barriers to seeing a doctor following 
be clear on cancer campaigns in England. Br J Cancer 2015; 112 Suppl 1(Suppl 1): S22–S26. DOI: https:// doi. org/ 
10. 1038/ bjc. 2015. 32

 26.  Norstat. Methods. Online data collection; https:// norstat. co. uk/ methods/ online- data- collection (accessed 28 Jul 
2020).

 27.  Abramson M, Matheson M, Wharton C, et al. Prevalence of respiratory symptoms related to chronic obstructive 
pulmonary disease and asthma among middle aged and older adults. Respirology 2002; 7(4): 325–331. DOI: 
https:// doi. org/ 10. 1046/ j. 1440- 1843. 2002. 00408.x

 28.  Kessler R, Partridge MR, Miravitlles M, et al. Symptom variability in patients with severe COPD: a pan- European 
cross- sectional study. Eur Respir J 2011; 37(2): 264–272. DOI: https:// doi. org/ 10. 1183/ 09031936. 00051110

 29.  National Institute for Health and Care Excellence. Suspected cancer: recognition and referral. NG12. 2015; https://
www. nice. org. uk/ guidance/ ng12 (accessed 28 Jul 2020).

 30.  Simon AE, Juszczyk D, Smyth N, et al. Knowledge of lung cancer symptoms and risk factors in the U.K.: 
development of a measure and results from a population- based survey. Thorax 2012; 67(5): 426–432. DOI: https:// 
doi. org/ 10. 1136/ thoraxjnl- 2011- 200898

 31.  Darker CD, French DP. What sense do people make of a theory of planned behaviour questionnaire?: A think- aloud 
study. J Health Psychol 2009; 14(7): 861–871. DOI: https:// doi. org/ 10. 1177/ 1359105309340983

 32.  Marcu A, Lyratzopoulos G, Black G, et al. Educational differences in likelihood of attributing breast symptoms to 
cancer: a vignette- based study. Psychooncology 2016; 25(10): 1191–1197. DOI: https:// doi. org/ 10. 1002/ pon. 4177

 33.  Campbell J, Smith P, Nissen S, et al. The GP Patient Survey for use in primary care in the National Health Service in 
the UK — development and psychometric characteristics. BMC Fam Pract 2009; 10(1): 57. DOI: https:// doi. org/ 10. 
1186/ 1471- 2296- 10- 57

https://doi.org/10.3399/bjgpopen20X101086
https://doi.org/10.1371/journal.pone.0135027
https://doi.org/10.1371/journal.pone.0135027
https://doi.org/10.1136/bmjresp-2014-000067
https://doi.org/10.1093/pubmed/fdx072
https://doi.org/10.1093/pubmed/fdx072
https://doi.org/10.1258/jhsrp.2011.010113
https://doi.org/10.1258/jhsrp.2011.010113
https://doi.org/10.1038/bjc.2012.68
https://doi.org/10.1038/s41571-019-0249-6
https://doi.org/10.1038/s41571-019-0249-6
https://doi.org/10.1002/pon.5005
https://doi.org/10.1002/pon.5005
https://doi.org/10.1093/fampra/cmv048
https://doi.org/10.1093/fampra/cmv048
https://doi.org/10.1016/S1470-2045(13)70588-6
https://doi.org/10.1136/bmjqs-2016-005679
https://doi.org/10.1136/bmjqs-2016-005679
https://doi.org/10.1016/j.pec.2016.09.007
https://doi.org/10.1093/intqhc/mzx170
https://doi.org/10.1093/intqhc/mzx170
https://doi.org/10.1136/bmjopen-2014-007212
https://doi.org/10.3399/bjgp18X699413
https://doi.org/10.1177/0272989X18813357
https://doi.org/10.1038/bjc.2015.32
https://doi.org/10.1038/bjc.2015.32
https://norstat.co.uk/methods/online-data-collection
https://doi.org/10.1046/j.1440-1843.2002.00408.x
https://doi.org/10.1183/09031936.00051110
https://www.nice.org.uk/guidance/ng12
https://www.nice.org.uk/guidance/ng12
https://doi.org/10.1136/thoraxjnl-2011-200898
https://doi.org/10.1136/thoraxjnl-2011-200898
https://doi.org/10.1177/1359105309340983
https://doi.org/10.1002/pon.4177
https://doi.org/10.1186/1471-2296-10-57
https://doi.org/10.1186/1471-2296-10-57


Kaushal A et al. BJGP Open 2020; DOI: 10.3399/bjgpopen20X101086

 

 16 of 16

Research

 34.  Koshiol J, Rotunno M, Consonni D, et al. Chronic obstructive pulmonary disease and altered risk of lung cancer in 
a population- based case- control study. PLoS One 2009; 4(10): e7380. DOI: https:// doi. org/ 10. 1371/ journal. pone. 
0007380

 35.  Watza D, Lusk CM, Dyson G, et al. COPD- dependent effects of genetic variation in key inflammation pathway 
genes on lung cancer risk. Int J Cancer 2020; 147(3): 747–756. DOI: https:// doi. org/ 10. 1002/ ijc. 32780

 36.  GOV.UK. UK population by ethnicity; www. ethnicity- facts- figures. service. gov. uk/ uk- population- by- ethnicity 
(accessed 28 Jul 2020).

 37.  Aviram H. What would you do? Conducting web- based factorial vignette surveys. In: Gideon L, ed. Handbook of 
Survey Methodology for the Social Sciences. New York, NY: Springer Science and Business Media; 2012. 463–473.

 38.  Sheeran P, Webb TL. The intention–behavior gap. Soc Personal Psychol Compass 2016; 10(9): 503–518. DOI: 
https:// doi. org/ 10. 1111/ spc3. 12265

 39.  Weinstein ND. The precaution adoption process. Health Psychol 1988; 7(4): 355–386. DOI: https:// doi. org/ 10. 1037/ 
0278- 6133. 7. 4. 355

 40.  Sarfati D, Koczwara B, Jackson C. The impact of comorbidity on cancer and its treatment. CA Cancer J Clin 2016; 
66(4): 337–350. DOI: https:// doi. org/ 10. 3322/ caac. 21342

 41.  Wason JMS, Stecher L, Mander AP. Correcting for multiple- testing in multi- arm trials: is it necessary and is it done? 
Trials 2014; 15: 364. DOI: https:// doi. org/ 10. 1186/ 1745- 6215- 15- 364

 42.  Rothman KJ. No adjustments are needed for multiple comparisons. Epidemiology 1990; 1(1): 43–46. DOI: https:// 
doi. org/ 10. 1097/ 00001648- 199001000- 00010

 43.  Power E, Connor K, Crawford C. Cancer awareness measure 2017. 2017; https://www. cancerresearchuk. org/ sites/ 
default/ files/ cam_ 2017_ key_ findings_ 201808. pdf (accessed 28 Jul 2020).

 44.  Forbes LJL, Simon AE, Warburton F, et al. Differences in cancer awareness and beliefs between Australia, Canada, 
Denmark, Norway, Sweden and the UK (the International Cancer Benchmarking Partnership): do they contribute to 
differences in cancer survival? Br J Cancer 2013; 108(2): 292–300. DOI: https:// doi. org/ 10. 1038/ bjc. 2012. 542

 45.  Corner J, Hopkinson J, Roffe L. Experience of health changes and reasons for delay in seeking care: a UK study 
of the months prior to the diagnosis of lung cancer. Soc Sci Med 2006; 62(6): 1381–1391. DOI: https:// doi. org/ 10. 
1016/ j. socscimed. 2005. 08. 012

 46.  Dixon- Woods M, Cavers D, Agarwal S, et al. Conducting a critical interpretive synthesis of the literature on access 
to healthcare by vulnerable groups. BMC Med Res Methodol 2006; 6(1): 35. DOI: https:// doi. org/ 10. 1186/ 1471- 
2288- 6- 35

 47.  Smith LK, Pope C, Botha JL. Patients' help- seeking experiences and delay in cancer presentation: a qualitative 
synthesis. Lancet 2005; 366(9488): 825–831. DOI: https:// doi. org/ 10. 1016/ S0140- 6736( 05) 67030-4

 48. Whitaker KL, Scott SE, Wardle J. Applying symptom appraisal models to understand sociodemographic differences 
in responses to possible cancer symptoms: a research agenda. Br J Cancer 2015; 112 Suppl 1(Suppl 1): S27–S34. 
DOI: https:// doi. org/ 10. 1038/ bjc. 2015. 39

 49.  Durham AL, Adcock IM. The relationship between COPD and lung cancer. Lung Cancer 2015; 90(2): 121–127. DOI: 
https:// doi. org/ 10. 1016/ j. lungcan. 2015. 08. 017

 50.  Young RP, Hopkins RJ, Christmas T, et al. COPD prevalence is increased in lung cancer, independent of age, sex 
and smoking history. Eur Respir J 2009; 34(2): 380–386. DOI: https:// doi. org/ 10. 1183/ 09031936. 00144208

 51. Ironmonger L, Ohuma E, Ormiston- Smith N, et al. An evaluation of the impact of large- scale interventions to raise 
public awareness of a lung cancer symptom. Br J Cancer 2015; 112(1): 207–216. DOI: https:// doi. org/ 10. 1038/ bjc. 
2014. 596

 52.  Cancer Research UK. About Be Clear on Cancer. 2014; https://www. cancerresearchuk. org/ health- professional/ 
awareness- and- prevention/ be- clear- on- cancer/ about- be- clear- on- cancer (accessed 28 Jul 2020).

 53.  Smith S, Fielding S, Murchie P, et al. Reducing the time before consulting with symptoms of lung cancer: a 
randomised controlled trial in primary care. Br J Gen Pract 2013; 63(606): e47–e54. DOI: https:// doi. org/ 10. 3399/ 
bjgp13X660779

 54.  Emery JD, Murray SR, Walter FM, et al. The chest Australia trial: a randomised controlled trial of an intervention to 
increase consultation rates in smokers at risk of lung cancer. Thorax 2019; 74(4): 362–370. DOI: https:// doi. org/ 10. 
1136/ thoraxjnl- 2018- 212506

 55.  Bethune R, Marshall MJ, Mitchell SJ, et al. Did the 'Be Clear on Bowel Cancer' public awareness campaign pilot 
result in a higher rate of cancer detection? Postgrad Med J 2013; 89(1053): 390–393. DOI: https:// doi. org/ 10. 
1136/ postgradmedj- 2012- 131014

 56.  Peacock O, Clayton S, Atkinson F, et al. 'Be Clear on Cancer': the impact of the UK national bowel cancer 
awareness campaign. Colorectal Dis 2013; 15(8): 963–967. DOI: https:// doi. org/ 10. 1111/ codi. 12220

 57.  Winstanley K, Renzi C, Smith CF, et al. The impact of body vigilance on help- seeking for cancer 'alarm' symptoms: 
a community- based survey. BMC Public Health 2016; 16(1): 1172. DOI: https:// doi. org/ 10. 1186/ s12889- 016- 3846-7

 58.  Vrinten C, McGregor LM, Heinrich M, et al. What do people fear about cancer? A systematic review and meta- 
synthesis of cancer fears in the general population. Psychooncology 2017; 26(8): 1070–1079. DOI: https:// doi. org/ 
10. 1002/ pon. 4287

 59.  Emery JD, Shaw K, Williams B, et al. The role of primary care in early detection and follow- up of cancer. Nat Rev 
Clin Oncol 2014; 11(1): 38–48. DOI: https:// doi. org/ 10. 1038/ nrclinonc. 2013. 212

 60.  Rubin G, Berendsen A, Crawford SM, et al. The expanding role of primary care in cancer control. Lancet Oncol 
2015; 16(12): 1231–1272. DOI: https:// doi. org/ 10. 1016/ S1470- 2045( 15) 00205-3

 61.  Nicholson BD, Mant D, Bankhead C. Can safety- netting improve cancer detection in patients with vague 
symptoms? BMJ 2016; 355: i5515. DOI: https:// doi. org/ 10. 1136/ bmj. i5515

https://doi.org/10.3399/bjgpopen20X101086
https://doi.org/10.1371/journal.pone.0007380
https://doi.org/10.1371/journal.pone.0007380
https://doi.org/10.1002/ijc.32780
www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity
https://doi.org/10.1111/spc3.12265
https://doi.org/10.1037/0278-6133.7.4.355
https://doi.org/10.1037/0278-6133.7.4.355
https://doi.org/10.3322/caac.21342
https://doi.org/10.1186/1745-6215-15-364
https://doi.org/10.1097/00001648-199001000-00010
https://doi.org/10.1097/00001648-199001000-00010
https://www.cancerresearchuk.org/sites/default/files/cam_2017_key_findings_201808.pdf
https://www.cancerresearchuk.org/sites/default/files/cam_2017_key_findings_201808.pdf
https://doi.org/10.1038/bjc.2012.542
https://doi.org/10.1016/j.socscimed.2005.08.012
https://doi.org/10.1016/j.socscimed.2005.08.012
https://doi.org/10.1186/1471-2288-6-35
https://doi.org/10.1186/1471-2288-6-35
https://doi.org/10.1016/S0140-6736(05)67030-4
https://doi.org/10.1038/bjc.2015.39
https://doi.org/10.1016/j.lungcan.2015.08.017
https://doi.org/10.1183/09031936.00144208
https://doi.org/10.1038/bjc.2014.596
https://doi.org/10.1038/bjc.2014.596
https://www.cancerresearchuk.org/health-professional/awareness-and-prevention/be-clear-on-cancer/about-be-clear-on-cancer
https://www.cancerresearchuk.org/health-professional/awareness-and-prevention/be-clear-on-cancer/about-be-clear-on-cancer
https://doi.org/10.3399/bjgp13X660779
https://doi.org/10.3399/bjgp13X660779
https://doi.org/10.1136/thoraxjnl-2018-212506
https://doi.org/10.1136/thoraxjnl-2018-212506
https://doi.org/10.1136/postgradmedj-2012-131014
https://doi.org/10.1136/postgradmedj-2012-131014
https://doi.org/10.1111/codi.12220
https://doi.org/10.1186/s12889-016-3846-7
https://doi.org/10.1002/pon.4287
https://doi.org/10.1002/pon.4287
https://doi.org/10.1038/nrclinonc.2013.212
https://doi.org/10.1016/S1470-2045(15)00205-3
https://doi.org/10.1136/bmj.i5515

	The role of chronic conditions in influencing symptom attribution and anticipated help-seeking for potential lung cancer symptoms: a vignette-based study
	Abstract
	How this fits in
	Introduction
	Method
	Design & setting
	Vignette
	Measures
	Covariates
	Analyses

	Results
	Participants
	Symptom attribution
	Responding to new symptoms
	Anticipated help-seeking and other actions
	Time to anticipated help-seeking from the GP
	Anticipated barriers to help-seeking
	Management, duration, and severity of respiratory conditions


	Discussion
	Summary
	Strengths and limitations
	Comparison with existing literature
	Implications for research and practice

	Funding
	Ethical approval
	Provenance
	Acknowledgements
	References


