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Abstract

Background Public awareness campaigns for cancer are used to alert

the UK population to symptoms which, if experienced, should be dis-

cussed with their general practitioner (GP). More timely diagnosis of

cancer is assumed possible if patients with the appropriate symptoms

present to GPs and GPs recognise the need to act on these symptoms.

Objective To investigate GPs’ perceptions and experiences of

public awareness campaigns for cancer.

Methods Semi-structured interviews with 55 GPs from practices in

the North and North East of England and Greater London. Inter-

views were recorded and transcribed verbatim. Repeated reading

of GP transcripts engendered thematic analysis and co-coding

ensured legitimacy of findings.

Results Participants supported the underpinning ethos of public

health campaigns and articulated a commitment to engaging with

patients with respect to cancer warning signs and symptoms despite

the common perception that public awareness campaigns increased

numbers of consultations. Tensions were evident with regard to

increased demands on GP time and primary care resources during a

period of major upheaval within the NHS. Concern was raised that

some patients remain outwith the reach of campaign messages. The

complexity of addressing how public health messages compete with

other issues in people’s lives was identified as challenging.

Conclusions General practitioners provided insight into why some

members of the general public do not engage with public health

messages. Public health/primary care interaction that incorporates

GPs’ knowledge of their patient populations could advance the

search for solutions to a more robust approach to earlier cancer

recognition and referral in primary care.
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Introduction

Cancer remains one of the UK’s biggest health

issues, both in terms of morbidity and mortality.

Because of this, there is increasing interest in how

patients and professionals recognize cancer symp-

toms,1 particularly since European data show that

1-year survival figures for many cancers are

poorer in the UK than in comparable European

countries.2,3 This suggests that some people in the

UK are diagnosed at a later point in their cancer

history than others in Europe4 leading to the ques-

tion of why there should be this apparent delay in

diagnosis.5 This has resulted in an increased inter-

est in all stages of the patient pathway to diagno-

sis and, in terms of the NHS, response has

focussed attention on general practitioners (GPs)

due to their traditional gatekeeping role within

the UK health system. The National Awareness

and Early Diagnosis Initiative (NAEDI), launched

in England as a partnership between the Depart-

ment of Health (DH) and Cancer Research UK in

2008, recognized that timely cancer diagnosis is

dependent both on patients taking symptoms to

their GPs, and GPs recognizing the need to act on

these symptoms. NAEDI thus sought to address

both of these aspects in order to improve patient

pathways to earlier diagnosis.

In the UK, patients usually present first to

GPs with new potential cancer symptoms. These

interactions are then the front line for contact

between public/patient and the NHS with

respect to the understanding of symptoms, stage

at presentation and GP response.6 The context

to this is challenging as the majority of patients

who present to GPs with potential cancer symp-

toms have a diagnosis other than cancer.7,8

Moreover, recognition of potential cancer symp-

toms can be complex and might involve several

GP appointments and investigations.6 Inherent

uncertainties therefore underscore referral deci-

sions in primary care.

So primary care has been identified as one

arena wherein diagnostic delay might occur. The

other key aspect of the pathway to diagnosis is

the identification by patients that they have a bod-

ily change for which they need to seek help.

Awareness of many cancer symptoms is generally

low,9 and it is when these symptoms are particu-

larly worrying or interfere with daily life that

patients are most likely to present.7 There has

therefore been considerable activity in England in

particular in seeking to improve general awareness

of cancer symptoms in order to reduce the overall

pathway to diagnosis. This activity has included

mass media campaigns in which promotion mate-

rial did not just speak to symptoms people might

be experiencing, but linked these symptoms with

consultation through, for example, an image of a

GP holding a sign that reads, ‘just tell me’.10

Mass media and public health

The use of mass media techniques in public health

initiatives is not new.11 In the 1960s, the main ave-

nues for such information were radio, television

and the printed word. More recently, there has

been an exponential increase in electronic media

so that the vast majority of people in the UK have

access to a plethora of health-related as well as

other information, which is of variable quality

and at times poorly supported.12 Given the preva-

lence of such techniques as potential vehicles for

change, these can prove fruitful for those who

wish to promote a particular kind of product or,

indeed, promote particular forms of knowledge.

Although advertising products for consump-

tion differs in several ways from promoting

health-related information, in recent years simi-

lar marketing techniques have been utilised in

order to promote public health messages.13–15

Even though the evidence to support different

interventions is limited, the Department of

Health Cancer Reform Strategy is underpinned

by behavioural science methodology which high-

lights tactics that might well be effective in

changing people’s behaviour including the sys-

tematic application of marketing concepts and

techniques to achieve specific behavioural goals

relevant to a social good.1

There is, however, some evidence that sug-

gests public health interventions can have the

effect of widening health inequalities within and

between patient populations, so these techniques

are not without challenges or pitfalls.16,17

Capewell and Graham, for example, have argued
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in relation to cardiovascular disease that ‘atten-

tion needs to be paid to how inequalities within

disadvantaged groups can influence responses to

population-wide interventions and their overall

impacts’.17 Such a claim resonates with any

attempt to change health-related behaviours.

In the application of these techniques to recog-

nition of potential cancer symptoms, there are

two ‘parties’ of interest: the person with a poten-

tial cancer symptom and the health-care practi-

tioner (in England, generally a GP). However,

although work to date has included a GP per-

spective in cancer-specific studies, there has been

limited work investigating GPs’ own understand-

ing of awareness and early detection.8,18 Our

study aimed to address this gap. Of particular

interest for us was to understand the ways in

which individual GPs in England consider their

role in public health terms (if indeed they do).

Cancer symptom recognition might largely be

an activity that happens in a consulting room

between a patient and GP. But if the public

health policy agenda is to be realized (that is,

reduction in deaths from cancer in England), then

primary care practitioners might need to engage

more intimately with the public health agenda.

An example of this is provided by Damery and

colleagues19 whose study showed that when GPs

endorsed public health drives for bowel cancer

screening, patients complied. Our aim therefore

was to find out how GP practice was affected by

public health initiatives aimed at heightening

the public’s awareness of cancer symptoms.

Although data for our study were gathered in

the midst of Be Clear on Cancer (BCoC) cam-

paign activity, this was not intentional and this

article presents GPs’ reflections on and impact

of public health initiatives on their practice per

se. (At the time of the study, results of the

BCoC campaigns were unavailable; these can

now be accessed via the Cancer Research UK

website: www.cancerresearchuk.org).

Objectives

We aimed to explore how GPs perceived their

role in the early detection of cancer and how

this role could be maximized when considered

alongside heightened awareness of cancer symp-

toms within the public domain. Although some

evaluations of the effectiveness of public health

campaigns have been made from patients’ per-

spectives,20 there is little known about GPs’ expe-

riences of such initiatives. This article adds to

these debates from a unique perspective as it

offers insight from GPs regarding the impact of

public health campaigns on both their patient

populations and their own practice.

Method

Participants

Participants were drawn from practices in sixteen

former Primary Care Trusts, eleven located in the

north and north-east of England and five in

Greater London. Recruitment was enabled by

colleagues in local Primary Care Research Net-

works (PCRNs), who contacted practices on our

behalf with study details. GPs were asked to

return an expression of interest form to the

research team if they wished to participate. Inter-

ested GPs were then contacted by the researcher.

As we were keen to achieve maximum variation

across the geographical spread of our study, it

was decided that all GPs who responded to our

call should be interviewed. In all, 55 GPs from 43

practices participated (31 practices in the north

and the north-east, 12 in Greater London). While

this is larger than many qualitative studies, we

were keen to get a variation in experience and

location (in particular including London as well

as a mix of urban and rural practices in the

north) and so the sample size helped capture the

heterogeneity of this professional group: four GP

Cancer Leads, seven GPs with a special interest

in cancer, five senior partners, 30 partners, two

junior partners, 12 salaried GPs, two single-

handed GPs. Number of years since qualifying

ranged from <1 to 39 years. Thirty-two male and

23 female GPs participated (see Box 1).

Practice demographics

We accessed the National General Practice

Profiles (NGPP) and attributed deprivation
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scores to our sample practices.21 These range

from 1 to 10, where 1 signifies the highest level

of deprivation and 10 represents the lowest; in

the practices we visited, 20 were in the 1–5
range and 23 were in the 6–10 range. The eth-

nic make-up of patient populations in the

north and north-east practices was predomi-

nantly White British. In Greater London, all

practices had higher numbers of ethnic minor-

ity patients than their northern counterparts

in deciles across all levels of deprivation and

affluence.

Data collection

In-depth semi-structured interviews were con-

ducted between May 2012 and April 2013. All

interviews were conducted by the first author,

were digitally recorded (with interviewee per-

mission) and professionally transcribed verba-

tim. A topic guide was used to explore the GP

role in early detection, the role of primary care

with respect to cancer awareness, the role of

GPs with respect to cancer screening and NHS

changes. Each topic entailed a series of open-

ended probes. Interviews lasted between 50 and

75 min. To contextualize the fieldwork, during

data collection, several local and national pub-

lic health campaigns for cancer were on-going,

alongside major changes to the infrastructure

of primary care and the GP remit. The Health

and Social Care Act (HSCA) was implemented

in 2012, towards the end of our data collection

phase.

Box 1 GP demographics

Participant Years in practice Position Participant Years in practice Position

GP1/F/4 6 Salaried GP29/F/10 11 Partner/SI Cancer

GP2/M/3 26 Senior Partner/SI Cancer GP30/M/10 20 Senior partner

GP3/M/6 26 Junior Partner GP31/M/10 25 Partner

GP4/M/8 27 Partner GP32/M/3 5 Partner

GP5/F/2 25 Partner/SI Cancer GP33/M/6 24 Partner

GP6/M/2 27 Partner/SI Cancer GP34/M/1 6 Partner

GP7/M/7 22 Partner GP35/F/8 24 Single-handed

GP8/M/5 20 Partner GP36/M/7 26 Partner

GP9/M/7 6 Salaried GP GP37/F/4 2 Salaried

GP10/M/4 9 Single-handed GP38/F/8 10 Salaried

GP11/M/7 14 Salaried GP39/M/8 26 Senior partner

GP12/F/7 6 Partner GP40/M/8 10 Junior partner

GP13/M/5 3 Partner GP41/M/1 16 Partner

GP14/F/10 19 Partner/SI Cancer GP42/F/8 19 Partner

GP15/F/3 27 Partner/SI Cancer GP43/M/8 15 Partner

GP16/M/8 7 Patner/SI Cancer GP44/F/8 11 Partner

GP17/M/9 39 Partner GP45/F/1 1 Salaried

GP18/M/9 9 Salaried GP46/M/10 27 Senior partner

GP19/M/9 25 Partner GP47/F/10 15 Salaried

GP20/M/3 13 Partner GP48/M/8 21 Senior partner

GP21/F/6 7 Salaried GP49/F/8 13 Partner

GP22/M/7 13 Salaried GP50/F/6 9 Partner

GP23/F/9 23 Partner GP51/M/9 5 Partner

GP24/F/5 25 Partner GP52/F/3 32 Cancer Lead

GP25/F/9 8 Salaried GP53/M/2 13 Cancer Lead

GP26/F/4 23 Partner GP54/M/3 18 Cancer Lead

GP27/F/5 10 Salaried GP55/F/9 14 Cancer Lead

GP28/F/10 39 Partner
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Data analysis

We utilized a systematic approach to data analy-

sis, engaging detailed familiarization, identifica-

tion and indexing of key themes, contextualizing

of themes in relation to the framework of cancer

diagnosis in primary care, and interpreting these

within the context of theoretical themes relevant

to the interview material. Thematic analysis

explored relationships between patterns, catego-

ries and descriptive themes22 that were interro-

gated in relation to each individual account as a

means of understanding a particular perspective.

Cases were compared to highlight potential simi-

larities and differences and were related to char-

acteristics of the respondent that could be

reasonably justified as an explanation that medi-

ated experience, such as role, demography of

practice, experience.23 This involved understand-

ing the meaning of actions, beliefs, attitudes and

views from the range and frequency of partici-

pants’ narratives as well as consistent cross-

referencing. We adopted an iterative approach,

whereby themes were identified and fed back into

the data collection process. This method of mov-

ing between formulating theory and analysing

data facilitated better understanding of the GP

role in early cancer diagnosis and enabled pat-

terns of views and perceptions to be identified

and comparisons made, as well as contradictions

in views to be explored. Data were uploaded to

NVivo 10, enabling development of a coding

framework that facilitated data retrieval and

comparative analysis. Records of data collection

and analysis were kept at all stages.

Ethical approval

The study was submitted to the Hull York

Medical School Ethics Committee for ethical

approval and via the Integrated Research Eth-

ics Service to the relevant NHS R&D depart-

ments. The main ethical issues related to

confidentiality of participants and to storage of

data. Participants were assured on the issue of

confidentiality, and all data are anonymized

accordingly and stored securely. Pseudonymi-

zation illustrates the order that the interviews

were conducted, GP gender and the practice

deprivation score.

Findings

Due to their gatekeeping role, GPs in England are

at the front line when it comes to cancer symptom

recognition and referral and during the data col-

lection phase for this study, cancer awareness

campaign materials endorsed the GP to the gen-

eral public as their first port of call.10 Findings

from our interviews with GPs revealed that such

initiatives increased the numbers of patients pre-

senting to them. Although this is a desired effect

of campaign activity, our analysis revealed that

GPs bear the brunt of such initiatives with

increased numbers of consultations with ‘worried

well’ patients. While GPs took every opportunity

to educate and inform their patients of the signs

and symptoms of cancer, they expressed some

tension and anxiety in terms of competing

demands on their time and their role in promoting

health and educating their patients. Participants

also perceived that campaign messages did not

always reach as widely as they should.

The inclusion of GPs in cancer awareness

campaigns

The figure of the GP is prominent in recent pub-

lic health initiatives aimed at raising awareness

of cancer symptoms in the public domain, where

members of the public are urged to visit their

GP if certain symptoms manifest. GPs’ aware-

ness of this was apparent in the interviews:

The bottom line on all the campaigns is, if you’re

worried go to your GP, aren’t they? So we are first

stop, so, you know, it’s going to be us. (GP25/M/9)

For the most part, GPs were keen to support

campaign initiatives, but there was a general

unease at an apparent lack of dialogue from

public health colleagues prior to campaigns

and several participants told us they found out

about campaigns through the same means as

the general public:

If at the outset that was put out as being, you

know, these are the benefits, these are the costs
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but it, we see it and still feel it’s the right thing

to do, you’re much more likely to have us on

side. (GP2/M/2)

It’s nice as a GP to reinforce the public health

campaign, erm, and that legitimises it with

patients [but] the cough campaign came out with-

out any notification to GPs really. Hadn’t caught

up that that was going on, that it was on the

buses and, and in other places and on the telly,

ooh that’s why everybody’s coming in with their

cough. (GP35/F/8)

Although efforts are made on behalf of cam-

paign organizers to inform key stakeholders of

public health initiatives (pers. comm., NHS

England), several GPs explained how this kind

of information competes on a daily basis with

other demands on their time, which might

explain why some of our participants had not

been aware of campaign activities prior to their

patients’ visits:

We get so many bits of paper, like this morning

alone I’ve had, I don’t know what, ten emails?

Some of which have got attachments that are run-

ning to pages and pages and pages, and that’s, you

know, that’s on top of the surgery and me looking

up stuff. Something’s got to give, this morning it’s

been those emails so, there might have been some-

thing really important in them. (GP5/F/2)

GPs also expressed anxiety with regard to

changes within the NHS and primary care

more specifically, that were on-going through-

out the data collection phase of our study. GPs

experienced an increase to their workload that

resulted in competing demands on resources:

Stuff gets dropped by other organisations or

dumped onto us but, we, and we have to pick up

the slack, but actually we have no resources to do

it, and because we are at the coalface dealing with

the people, that’s a real challenge. (GP2/M/3)

Raised public awareness and its impact on GP

practice

Although GPs talked about an increase in their

workload, the majority were supportive of pub-

lic health initiatives. Their perception was,

however, that campaign organizers had not

considered the reverberations their activities

might have on primary care with regard to

increased numbers of consultations and the

effect of these on time and resources. The

majority of participants also stated that extra

consultations were predominantly with patients

they collectively termed ‘the worried well’. So,

and although there was consensus that aware-

ness of cancer symptoms among the public had

increased, due in part to public health initia-

tives, there was also unanimity that campaign

messages often missed their target audience:

The trouble with the media campaigns is that it’s

predominantly the worried well that respond to

them. (GP16/M/8)

It makes the haystack bigger, because more peo-

ple come and they’ve nothing wrong with them.

(GP36/M/7)

Lots of x-rays were done which were not neces-

sary. (GP30/M/10)

Although campaign discourse legitimizes

patients’ appointments with their GPs, study

participants told us that further investigations

were mostly unnecessary because patients’

symptoms did not raise the GP’s alarm; it was

then left to the GP to convey this information to

patients in an acceptable way. In some instances,

GPs said they ran tests to reassure their patients,

rather than because patients’ symptoms war-

ranted such action. Although overall partici-

pants accepted that increased consultations were

an inevitable result of increased information in

the public domain, some also raised some seri-

ous negative consequences of this situation:

There’s a danger that if we get so many people

coming in saying, oh I’ve got, you know, they,

I’ve been seeing the advert and my poo’s chan-

ged a bit, then we’ll just get, you know, the dan-

ger that we will develop a negative response to

that, think, ah not another one, you know, you

will then miss the one that really is. (GP39/M/8)

Anxiety was also raised with regard to

patients who might present ‘too early’, that is,

before symptoms had manifested sufficiently to

raise the GP’s suspicion of cancer:
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I can see that, that there’s going to be, a number

of people who will come inappropriately early as a

result of it and you’ve got to try and work that

out as a GP, from people who are coming with,

with something genuine that are presenting a little

bit earlier, and the earlier you present the harder it

is for us to make the right diagnosis, and the slight

concern is that if you come too early you might

then get put off coming back again. (GP33/M/6)

The skill of general practice is the fact that we

see patients very early in their illness process and

it’s trying to pick the ones out that are going to

not resolve, and these early non-specific symp-

toms are actually a problem. (GP48/M/8)

Participants therefore identified the impor-

tance of encouraging the ‘right’ patients to

present and, ultimately, for GPs to respond

appropriately:

The only way patients will present is if they think

they think they’ve got symptoms that are worry-

ing, the only way they’ll know that they’re wor-

rying symptoms is if we educate them about

them. (GP1/F/4)

As part of the safety netting, er, we, we use that

kind of, er, awareness anyway, so for example if, if

a lady comes with the three weeks cough, we

explain to them, if you have a cancer, these are the

possible other symptoms what would expect you to

have, and then if, if you have any of these symp-

toms we want to see you straight back. (GP9/M/7)

Help-seeking by patients

Although participants perceived that the aware-

ness of cancer signs and symptoms had

increased within the public domain, they also

observed that such information was received

and enacted upon differently by different groups

and individuals within the population. Respon-

dents were concerned about a number of popu-

lation groups including the poor, men, the ‘stoic

elderly’, people with mental health issues, people

with drug- or alcohol-related problems, people

with learning disabilities, people with English as

a second language, black and ethnic minority

patients. These were in addition to some

broader factors such as education levels,

employment status and housing. GPs considered

these groups and individuals to be the least

likely to request or receive timely health care

more generally, to put off their help-seeking and

to be the least likely to be nudged by public

health discourse:24

There’s a real fatalistic attitude amongst a lot of

people that they see, sometimes see illness as inevi-

table because of, because they’re seeing it around

them, you know, their family smoke, drink heav-

ily, family, you know, their parents might, might

be having COPD at an early age, they, they see it

as a sort of progressive thing. People round here

have very hard lives and I think sometimes that

prevention agenda becomes, it’s just not so impor-

tant for them. (GP41/M/2)

Unfortunately it tends to be, you know, the kind

of middle class, erm, professional people who

are, who are, you know, more demanding gener-

ally. The patients I see, the ones who push for

referral, it’s not the, you know, Bengali man in

his seventies who maybe only speaks a little bit

of English. (GP26/F/4)

Our data clearly demonstrate GPs’ percep-

tions of the patients most at risk of a more

prolonged pathway to diagnosis.

Primary care and public health – towards

interactive practice

We explored GPs understanding and views of

their own role within the public health agenda.

Although there were some examples of GP/

practice involvement in community outreach-

type activities, these were in the minority.

Overall, GPs felt their place was in the surgery,

a model of practice that relies on patients pre-

senting to primary care in the first instance,

which is the aim of public health campaigns:

It’s always going to be, or it’s likely to always

be, patients come to you with symptoms which

you hopefully are picking up on as potential,

erm, signs of cancer. I don’t think it’s, it, well it

certainly currently isn’t a kind of screening thing

where we would go into a church hall and erm,

and ask people questions relevant to cancer. . .

it’s reactive rather than proactive, in terms of

our approach. (GP2/M/3)

I think if we were clear of what we were trying to

do and how to do it then We would be very happy

to go with, along with a campaign, where we are
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at the moment doesn’t feel as though this practice

is about to mount single-handedly any sort of pro-

active checks for our patients. (GP15/F/3)

Equally important to consider then is how

GPs engage with patients about symptom

awareness when they do present, be this insti-

gated by campaign messages or self-motivation.

Some like GP2, quoted above, described the

approach of general practice as reactive, others

demonstrated a more proactive approach.

Despite increased numbers of consultations,

for example, GPs perceived the situation as an

opportunity to provide advice and education.

They described how they would explain which

signs and symptoms to be mindful of as well as

couching such conversations in terms that

would encourage patients to re-present. Data

thus demonstrate how participants made efforts

to safety-net patients who responded to cam-

paign advice and perceived their role to be edu-

cational. In so doing, they took a proactive

stance on public health, albeit confined to the

four walls of their surgery:

In our day to day conversations with patients,

obviously, you know, try to, erm, you know,

encourage people to return back and if their

symptoms don’t settle or, you know, use the

word cancer or, you know. So, so as if it’s a nor-

mal thing that they should be, can be, you know,

talking about and, and it’s not an issue for us, so

I think those are the things in a sense we can do,

but I would say that’s sort of just general com-

munication. (GP4/M/8)

I’ll chuck preventative things into, into the con-

sultations, smoking, alcohol, weight, erm, cer-

tainly where I practice is, is always relevant, erm.

(GP33/M/3)

More of what we do is about health promotion

so I’d see more of myself a role about behaviour

modification, behavioural change, which helps

reduce someone’s risk of developing cancer, I

can’t say I’ve ever discussed what symptoms, you

know, to be alerted for, it doesn’t naturally flow

into what you’re doing and I, I would see a

much bigger role about, about behavioural

change. [. . .] And also that cancer is only a small

part of what’s in those things, and they cause

a lot of other morbidity and illness as well.

(GP41/M/1)

Discussion and conclusion

The majority of GPs in England will encounter

a cancer diagnosis quite rarely in comparison

with the numbers of symptoms patients might

present with that could be suggestive of the

disease.5 Detecting cancer therefore takes up

much GP time.25 There is some evidence to

indicate that time to diagnosis can be reduced

by involving both patients and GPs in any

awareness raising activity, so that both are

primed to act18 and as we have demonstrated,

GP inclusion was evident in public health cam-

paigns on-going at the time of our study. As

our data show, GPs possess in-depth knowl-

edge of their patients and as such are able to

specify which groups and individuals are most

at risk of receiving later diagnoses of can-

cer.26,27 It is right, therefore, that public health

initiatives continue to encourage members of

the general public to consult primary care if

worrying symptoms manifest. However, al-

though policy discourse constructs mass media

techniques as effective methods of promoting

health information to the public,1,28–30 analysis

of our data demonstrates that the ways in

which such information was received and inter-

preted differed across individual patients and

patient populations.

Overall, our findings reflect the challenge

that English general practice faces in dealing

with all the demands made of it at a time of

major upheaval and change within the NHS.

We have examined GPs’ attitudes to awareness

and early diagnosis, including the extent to

which prompt presentation with symptoms is

welcomed on the one hand, while on the other

considered to be a ‘worried well’ burden on

primary care resources. Participants supported

the underpinning ethos of public health cam-

paigns and articulated a commitment to patient

‘safety netting’ and to educating patients

around cancer warning signs and symptoms,

perceiving this to be their contribution to the

public health agenda. That campaign messages

encourage patients to visit their GPs was there-

fore seen as advantageous in many respects by

all of the GPs we interviewed. Consultation
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skills emerged from our data as a major strength

of general practice; encouraging patients to pres-

ent worrying symptoms to their GP is, therefore,

a public health imperative. However, a clear

message from our participants is that adequate

time and resources are necessary to enable GPs

to fulfil this part of their role effectively and in

their patients’ best interests. Our findings sug-

gest that meaningful interaction between pri-

mary care and public health is vital if future

campaigns are to be successful in their quest for

the earlier diagnosis of cancer for increased

numbers of patients.

Strengths and limitations of the study

This study offers unique insights into the effi-

cacy of public awareness campaigns for cancer

from the perspective of GPs. We believe it is

the first study to offer such a perspective. One

of its strengths is in the numbers of GPs who

responded to our invitation for interview

(despite a common narrative that GPs are a

challenging group to involve in research of this

type), which indicates the importance of this

topic for primary care professionals. Although

data presented here are drawn from a larger

than average cohort for a qualitative study, as

with all qualitative research, the findings are

not generalizable and we have to acknowledge

that our interview respondents reflect those

interested enough in the topic to give us an

hour of their time, and so may be those with

particularly strong views on the topic.

Implications for policy, practice and research

Despite carrying the burden of increased con-

sultations from ‘worried well’ patients and

expressing limitations to the amount of dia-

logue between themselves and campaign insti-

gators, the majority of GPs who participated

in our study supported public health cancer

awareness initiatives. They perceived their own

place in this endeavour to be within the con-

fines of their surgery in one-to-one interactions

with their patients and, as such, were support-

ive of drives to increase public knowledge.

However, our data also demonstrate partici-

pants’ perceptions that public health campaigns

do not always reach as widely as they might.

Clearly, GPs’ understandings of their patient

populations could provide a rich source of

information in this regard, which in turn sug-

gests that dialogue between primary care and

public health professionals is integral to suc-

cessful campaigns. It would require further

research to explore whether, over time, GPs

perceived that those campaign messages broad-

cast at the time of our study had not only

reached their desired audiences, but were also

understood and embedded within the public

domain. This would also require research with

the general public. Moreover, the possibility

raised by study participants that increased

numbers of patients presenting to primary

care on the back of campaign messages might

result in missed cancers is worthy of further

exploration.

At the time of the study, there were no

results available from the BCoC campaigns.

However, it should be noted that our results

do not constitute a critique of these initiatives,

but reflect GPs’ perceptions of their role in the

process of cancer awareness campaigns gener-

ally. In campaigns aimed at prevention or ear-

lier diagnosis through behavioural change, the

costs in terms of increased call on clinical

resources, often primary care resources, are

observed first; any benefits do not emerge until

later. The results here suggest that there is a

clear need for primary care practitioners to be

made aware of the results of campaigns in

terms of cancer diagnoses and stage at diagno-

sis, so that they see the benefits as well as the

costs. Publication of the results of campaigns

such as BCoC in the peer-reviewed medical lit-

erature would be a major step forward.

Conclusions

Although participants perceived that their pri-

macy as the first port of call for patients with

suspected cancer symptoms should continue,

this aspect of their role was experienced as

more difficult due to increased responsibility
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for resource management and the impact of

this on their decision making, particularly

when campaign discourse resulted in ‘worried

well’ members of the public taking up already

stretched GP time. In terms of GP engagement

with the public health agenda, our analysis

would suggest that GPs are fulfilling their side

of the bargain. It remains the task of public

health to fulfil theirs by continuing to raise

awareness of cancer symptoms among the gen-

eral public and to encourage the ‘right’ people

to visit their GPs.
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