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and so fails to account for the fluid nature of events. It also fails to acknowledge the 

influence of different individuals (i.e. patient, doctor and system) throughout the pathway. 

According to this model patients can only cause delays in the pre-consultation period and 

all delays occurring in secondary care are attributable to the system, despite the fact that 

there can be patient, practitioner or system induced delays throughout the diagnostic 

pathway. 

 

 

Fig 4: Categorisation of Delay (Olesen et al. 2009) 

 

The Model of Pathways to Treatment (Figure 5) addresses some of the failings of the two 

previously discussed models, in that the non-linear nature of the pathway is represented 

and the pathway is also broken down into intervals, within which key events occur (Walter 

et al. 2012). By introducing the patient, system, practitioner, and disease, as contributing 

factors it considers how a range of actors can facilitate or hinder progression through the 

diagnostic journey. One of the drawbacks of this model is the proportionate value it places 

on the different intervals, with the appraisal, help-seeking and diagnostic intervals being 

equally weighted. Contrary to this depiction of a pathway with equally weighted intervals, 

recent research has shown that actual diagnostic interval lengths are not equally 

distributed (Lyratzopoulos et al. 2015).  

http://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click on image to zoom&p=PMC3&id=2790711_6605383f1.jpg
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Fig 5: The Model of Pathways to Treatment (Walter et al. 2012) 
 
 

Research utilising GP reports of avoidable delay has found that the majority of reported 

delays occurred within the diagnostic interval and so the limited emphasis placed upon the 

component processes may not be entirely accurate (Dobson & Rubin 2013). Another 

drawback of this model is that it does not explicitly address the setting of delay i.e. pre-

consultation, primary care or secondary care, which is of importance. For instance, 

appraisal delays may occur in any of these three settings, either on the part of the patient, 

GP or specialist.  

Despite their differences there are clear similarities between the three models which we 

can integrate to inform our vision of the diagnostic pathway. There is consensus on the 

presence of a pre-consultation period, in which the individual experiences and acts upon 

symptoms, as well as a post-consultation period, in which the patient undergoes 

investigations which ultimately lead to diagnosis and commencement of treatment. There 

is an emerging acceptance that a number of actors can influence the length of the 

diagnostic pathway and its component intervals, which comprise an amalgam of the 

patient, the practitioner, the system, and the nature of the disease. These will be briefly 

presented here.  

1.4 Diagnostic Delay  
By understanding the nature of the diagnostic pathway we are able to examine how and 

why situations may arise which prolong the time it takes to receive a diagnosis. One 

approach is to examine delays in relation to where they occur along the diagnostic 

pathway, be it pre-consultation, in primary care or secondary care. At each of these points 

http://hsr.sagepub.com/content/17/2/110/F3.large.jpg
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diagnostic journey and so the cumulative effect has the potential to substantially impact 

time to presentation, staging and survival.  

It is important to understand the pathway to diagnosis in greater detail in order to identify 

factors which could be addressed to aid in tackling and reducing delays at each stage. This 

study seeks to illuminate the patient interval, identifying facilitators and barriers to 

presentation, and examining whether people who report longer help-seeking intervals face 

specific challenges to consulting.  
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Pragmatism rejects the traditional dualisms of research paradigms and instead 

recommends a more pluralistic approach, whereby researchers choose the combination of 

approaches most suitable for addressing the research question, as opposed to methods 

which conform to a particular philosophical tradition (Johnson & Onwuegbuzie 2004). 

Pragmatists believe that research cannot be representative and, as such, we should stop 

striving for representativeness within our work. Instead we should aim for utility and 

usefulness in our research endeavours, which comes from engaging in reflexive research 

practice (Feilzer 2010).  

Pragmatism is therefore a good fit with the aims and philosophy of this research, as it 

acknowledges that data are one representation of an ever-shifting reality, and does not 

seek to produce statements of representativeness. It allows the researcher to use the 

methods that best support the research endeavours, meaning that we are empowered to 

explore questions from a number of angles and approaches, seeking different perspectives 

on the same concept.  

With its roots in constructionism, pragmatism values the way meaning is constructed out of 

historical and cultural knowledge, interaction with others, and the inherent qualities of 

objects themselves. The coupling of social constructionism and pragmatism in this research 

creates an approach that acknowledges the social construction of meaning from objective 

and subjective realities, whilst aiming to explore the research questions using the most 

appropriate methods, rather than bounding research by the methods traditionally 

associated with particular traditions. By striving to produce a more holistic picture of the 

relationship between social context and help-seeking this research aims to produce 

research findings which are of use when translated into real world contexts, or used to 

enact change.  

3.3 Methodological Approach  

Mixed Methods  
There has been debate as to the validity of mixed methods designs, because of the 

supposedly conflicting underpinning epistemological and ontological assumptions that 

qualitative and quantitative research have (Spicer 2004). In particular, qualitative-

quantitative mixed methods designs have been critiqued because of the perceived 

incompatibility between constructionist and positivist paradigms, calling into question the 

meaningfulness of such studies.  
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3.7 Summary  
This research explores experiences of help-seeking among patients with symptoms of lung 

or colorectal cancer, from a perspective of constructionism and pragmatism. A mixed 

methods approach was taken, with questionnaires and semi-structured interviews utilised 

to investigate the range of factors which influence how, and when, people decide to consult 

about their symptoms. Questionnaire data were explored statistically to identify any 

associations between time to presentation and participant characteristics, and interview 

data were analysed using a constructivist grounded theory approach, which entailed 

thematic coding, constant comparison of data and theory building.  
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Lung  
Participants 

Colorectal  
Participants 

All  
Participants 

range 0-1082 days 0-1973 days 0-1973 days 
mean 50 days 74 days 64 days 

median 16 days 31 days 23 days 
mode 0 days 0 days 0 days 

standard deviation  136 days 211 days 183 days 
inter quartile range 45 days 61 days 58 days 

Figure 17: Patient Interval Lengths 
 

Symptom Disclosure  
Data on symptom disclosure was provided by 70 of the 71 lung participants, but only 70 of 

the 93 colorectal participants.  

The majority of participants discussed their symptoms with someone else, with only 17% of 

lung participants and 21% of colorectal participants not discussing their symptoms with 

anyone. Lung participants who discussed their symptoms with someone else talked to two 

people on average (median), and colorectal participants who discussed their symptoms 

with someone talked to one person on average (median). It was most common for 

participants to discuss their symptoms with one or two people, although discussion of 

symptoms with a large number of other people appeared to be more prevalent among lung 

participants (see figure 18).  

 
Figure 18: Number of People with Whom Participants Discussed their Symptoms 

 
 

0

5

10

15

20

25

30

35

40

0 people 1 person 2 people 3 people 4 people 5 people 6 people

N
um

be
r o

f P
ar

tic
ip

an
ts 

Number of People with whom Participants 
Discussed their Symptoms  

Lung

Colorectal



84 
 

Lung participants talked to a wide range of people, with twelve different types of 

individuals identified (see figure 19). Participants most commonly discussed their symptoms 

with partners, children and friends, but also with other family members and colleagues. 

Interestingly, lung participants also discussed their symptoms with a range of HCPs, 

including the urgent care centre, a pharmacist and a GP, before deciding whether or not to 

consult.  

Figure 19: Who Lung Participants Talked to About Their Symptoms 

 
Figure 20: Who Colorectal Participants Talked to About Their Symptoms 
 

Colorectal participants (see figure 20) talked to a smaller range of people than lung 

participants did, with seven types of individuals identified. As with lung participants, 

partners, children and friends were the people with whom colorectal participants most 

commonly discussed their symptoms. Other types of individuals with whom colorectal 

Who Lung Participants Talked to About 
Their Symptoms  Nobody

Partner
Children
Friend
Sibling
Colleague
Parents
Other Family Member
Chemist
Sister-in-Law
Urgent Care Centre
Other
GP

Who Colorectal Participants Talked to About 
Their Symptoms 

Nobody

Partner

Children

Friend

Sibling

Colleague

Parents

NHS Direct
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participants discussed their symptoms were siblings, parents and colleagues, with one 

individual talking to a HCP at NHS Direct about their symptoms.  

4.3 Patient Interval Length and Participant Characteristics  
Two participants were excluded from all analyses of the patient interval (R048 and C081) as 

the onset of the symptoms reported in the questionnaire was many years ago and was not 

plausibly related to the symptoms presented to their GP, and which triggered a referral into 

secondary care.  

Mean patient interval length was explored in relation to a number of participant 

characteristics; sex, age, employment status, educational attainment, deprivation, living 

alone, symptom site, type of symptom, symptom disclosure and social support. Tests of 

association were undertaken for time to presentation in relation to type of symptom, 

symptom disclosure and social support score. These variables were investigated for 

statistical association because they most directly related to the social context of help-

seeking and either the descriptive analysis of this data seemed to imply the possibility of an 

association (type of symptom, symptom disclosure), or because this was a novel question, 

rarely addressed in the existing literature (social support score).  

For the remaining characteristics (sex, age, employment status, educational attainment, 

deprivation, living alone and symptom site) other researchers have extensively examined 

their relationship with time to presentation using much larger data sets. Therefore, I 

decided that an examination of these characteristics using this dataset would not add 

anything to the existing body of knowledge because of the small sample size of this study.  

 

The Patient Interval  and Sex 
It was not possible to ascertain sex for three colorectal participants but all lung participants 

were included in this analysis. Female lung participants had greater mean patient intervals 

(55 days) than male lung participants (43 days). However, among colorectal participants it 

was men who had greater mean interval lengths (56 days) than women (51 days) (see 

figure 21).  
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92, has skewed this category. If we are to remove that participant, the distribution of mean 

interval length appears to be more as expected (see figure 23). 

 
     Figure 23: Mean Patient Interval Length and Age (v2) 

 

The Patient Interval  and Employment Status  
Data on employment status was available for all colorectal participants and 69 of the 71 

lung participants. Mean time to presentation in relation to employment status is presented 

in figure 24.   

  
Lung 

Participants 
Colorectal 

Participants 
All 

Participants 

Employed full time 
23 days 
n=13 

84 days 
n=18 

58 days 
n=31 

Employed part time 
33 days 

n=2 
80 days 

n=6 
68 days 

n=8 

Unemployed 
0 days 
n = 1 

75 days 
n=5 

62 days 
n=6 

Retired 
60 days 
n=49 

42 days 
n=61 

50 days 
n=110 

Sick/disabled 
51 days 

n=3 
18 days 

n=2  
38 days 

n=5 
                    Figure 24: Mean Patient Interval Length and Employment Status 

Among lung participants, those who were unemployed had the shortest mean patient 

intervals, followed by those who were working full time, with retired participants taking the 

longest to present. Conversely, among colorectal participants those working full and part 

time took the longest to present, with sick/disabled participants having the shortest mean 

patient intervals. The data on mean patient intervals across different employment 
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categories appears to show no real trends, which is most probably the result of the small 

number of cases within some categories.  

The Patient Interval  and Educational Attainment  

Educational attainment information was provided by 65 lung participants and 89 colorectal 

participants.  

  
Lung  

Participants 
Colorectal  

Participants 
All  

Participants 
Degree or Equivalent 17 days 46 days 39 days 

Diploma or Equivalent 36 days 49 days 44 days 
A Level or Equivalent 34 days 38 days 36 days 

GCSE or Equivalent 37 days 88 days 62 days 
None 103 days 123 days 114 days 

                                    Figure 25: Mean Patient Interval Length and Educational Attainment 

Those with no qualifications reported notably longer intervals than those with at least GCSE 

or equivalent qualifications and higher. It appears that the higher the educational 

attainment, the shorter the mean patient interval, for individual cancer sites and for both 

sites combined.  

The Patient Interval  and Deprivation  
Index of multiple deprivation (IMD) quintiles were identified for all lung participants, 

however, three colorectal participants did not provide their postcodes and so were 

excluded from this analysis.   

  
Lung 

Participants 
Colorectal 

Participants 
All 

Participants 
1st  

Quintile 
29 days 

n=9 
55 days 
n=30 

49 days 
n=39 

2nd 
Quintile 

61 days 
n=15 

46 days 
n=15 

53 days 
n=30 

3rd 
Quintile 

16 days 
n=12 

68 days 
n=24 

50 days 
n=36 

4th 
Quintile 

94 days 
n=18 

39 days 
n=10 

74 days 
n=28 

5th 
Quintile 

29 days 
n=16 

48 days 
n=10 

37 days 
n=26 

                                                Figure 26: IMD Score by Cancer Site 
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    Figure 27: Mean Patient Interval Length and Deprivation 

 
 

Among lung participants, those in the 4th or 2nd quintile of deprivation had longer mean 

patient intervals, whereas those in the 3rd quintile had the shortest mean patient intervals. 

Conversely, for colorectal participants those in the 3rd quintile of deprivation had the 

longest mean patient intervals, while participants in the 4th quintile of deprivation had the 

shortest mean patient intervals. We can see from figures 26 and 27 that there does not 

appear to be a discernible trend in relation to quintile of deprivation and mean time to 

presentation, which may because of the small sample size.  

The Patient Interval and Living Alone  
Fourteen lung participants and 25 colorectal participants lived alone, compared to 56 lung 

and 67 colorectal participants who cohabited.  

  
Lung 

Participants 
Colorectal 

Participants 
All 

Participants 
Mean Patient Interval for  

Participants who Live Alone 43 days 67 days 58 days 
Mean Patient Interval for  
Participants who Cohabit 52 days 49 days 50 days 

                            Figure 28: Mean Patient Interval Length and Cohabitation 

The data in figure 28 shows that lung participants had shorter mean intervals when living 

alone, whereas colorectal participants, and all participants combined, had shorter mean 

intervals when cohabiting.  
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Model Sum of Squares df Mean Square F Sig. 

Regression 12855.817 1 12855.817 1.164 .282 

Residual 1767016.140 160 11043.851   

Total 1779871.957 161    

          Figure 32: Regression Analysis of Mean Patient Interval Length and Symptom Type 
 

The Patient Interval and  Symptom Disclosure  
One lung participant and 23 colorectal participants did not provide information on 

symptom disclosure and so have been excluded from this analysis. Twelve lung participants 

and 15 colorectal participants did not discuss their symptoms with anybody, compared to 

57 lung participants and 54 colorectal participants who did discuss their symptoms. 

Participants who discussed their symptoms had shorter mean patient intervals than 

patients who did not discuss their symptoms, both in relation to specific symptom sites and 

across participants generally (see figure 33). A t-test to explore these differences in mean 

time to presentation found there to be no statistical significance (p=0.632) (see figure 34).  

 

  
Lung  

Participants 
Colorectal  

Participants 
All  

Participants 
Mean interval length: Participants 

who did not discuss their symptoms 
with somebody else 

 
52 days 

 

 
51 days 

 

 
51 days 

 
Mean interval length: Participants 

who did discuss their symptoms 
with somebody else 

 
49 days 

 

 
45 days 

 

 
47 days 

 
       Figure 33: Mean Patient Interval Length and Symptom Disclosure 

 
 95% Confidence Interval 
 T Df 2 tailed sig Lower Upper 

Equal Variances 
Assumed 

-.170 136 .865 -48.377 40.701 

Figure 34: Association between Mean Patient Interval Length and Symptom Disclosure 

 
The distribution of participants across different interval lengths, in relation to symptom 

disclosure, for lung and colorectal participants combined, is presented in figure 35. Again, 

for the purposes of a descriptive analysis, a short interval was categorised as less than or 

equal to 1 week, a medium interval as between 1 week and 2 months, and a long interval as 

equal to or greater than 2 months.  
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condition. The fear of being labelled with illness, and the potential stigma that could bring 

to himself and his family was arguably the key barrier to presentation for Abdul. He said 

himself that although he viewed himself as a modern man, free from cultural boundaries, 

he was still constrained by them, because of fear of how others would judge him and his 

family.   
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Figure 46: Model of the Patient Interval for Participants  
with Symptoms of Lung or Colorectal Cancer 
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Figure 47: The Contextual Model of the Patient Interval
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Figure 48: Symptom Burden Beyond Threshold of   Figure 49: Threshold of Tolerability Beyond Symptom 
                  Tolerability      Burden 

      
Figure 50: Lowered Threshold of Tolerability, Constant  Figure 51: Increasing Symptom Burden, Constant 
  Symptom Burden     Threshold of Tolerability 
 

Amongst people whose symptoms remain below the threshold of tolerability one of two 

scenarios must occur in order for that individual to seek help about their symptoms. The 

first is that the threshold of tolerability changes as a result of a reappraisal of relevant, and 

potentially novel, elements. This revision of tolerability results in the threshold moving. 

Should the threshold be raised (i.e. perceived risk in relation to help-seeking barriers is 

judged to be minor) then the individual will continue to manage their symptoms in their 

everyday life. However, if the reappraisal of tolerability results in the threshold of 

tolerability being lowered (i.e. perceived risk in relation to help-seeking barriers is judged to 

be significant), then the individual seeks help for their symptoms (see figure 50). The 

second scenario in which the decision to seek help for previously tolerated symptoms 

occurs is when symptom burden changes over time. Whilst the threshold of tolerability 
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response rate to the study may have been better, particularly if this follow up had been by 

phone call.  

One disadvantage of the approach taken was that patients were isolated from the 

researchers and were expected to complete the questionnaire alone. This isolation from 

the researcher may have meant that people were less willing to participate in the study. A 

randomised controlled trial of the C-SIM found that a researcher-completed method of 

delivery resulted in lower levels of anxiety among participants and greater data 

completeness (Neal et al. 2014). However, it would have been difficult to undertake 

researcher administered questionnaires in this study because of the lack of time and 

resources. Another explanation may be that the time we were approaching people was far 

from ideal as patients could be in a state of anxiety as to the outcome of their 

investigations, or they were having to come to terms with their diagnosis. 

A final consideration in relation to the poor response rate to the questionnaire is the fact 

that the questionnaire was not piloted. It may be that the structure or layout of the 

questionnaire was not suitable, or that some of the questions were not comprehensible. It 

may be that the re-phrasing of the RSQ was not effective and that people did not 

understand what was being asked of them. This is supported by the fact that 39.6% of 

respondents failed to complete this section. Had I undertaken a pilot of the questionnaire, 

this would also have enabled me to identify any issues with the wording or format and to 

undertake a sample size power calculation. This would have indicated exactly how many 

responses were needed to obtain a sufficiently powered sample, and would have given us a 

more definitive time period in which recruitment must run.  

It was felt to be unnecessary to pilot the questionnaire as the changes made to the phrasing 

of the RSQ and the inclusion of the two questions on religion and caring, were agreed to be 

minor. However, in hindsight both the response rate and the data obtained would likely 

have been improved had the questionnaire been piloted.   

8.4 Original Contributions and Implications  

What Does this Study Contribute?  
This PhD adds to the growing body of evidence which stresses the centrality of contextual 

influences on the patient interval, situating the individual and their help-seeking decision 

making within the wider social context. It highlights the importance of social context in 

help-seeking decisions and points to a role for social discourses in shaping what people 

believe to be appropriate behaviours. The main contributions of this study to the field are: 
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experience and thereby resonate with the general public, in a manner which supports and 

legitimises early presentation among the symptomatic population.  
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1. Inclusion / Exclusion Criteria  
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2. Lung Invitation Letter  
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3. Colorectal Invitation Letter  
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4. Participant Information Sheet  
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5. Lung Questionnaire  
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6. Colorectal Questionnaire  
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7. Letter to the GP 
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Do you tend to go to the doctors when you are unwell? What things would you normally go for? 

Do you find it easy to get an appointment with your doctor? 

Do you find it easy to talk to your doctor? 

Do you find it easy to talk about your type of symptom? 

Did anything slow you down in going to the doctors?  

Is there anything else you would like to tell me about your symptoms, or the time between getting 
them and going to the doctors? 
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9. Interview Part icipant Information Sheet  
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10. Interview Consent Form  

 

 

 
 



301 
 

11. Coding Theme Matrix  
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17. Participant Study Summary Sheet  
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