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ABSTRACT
Objective A number of studies have explored delayed
help-seeking practices for acute coronary syndrome (ACS)
and have indentified multiple intersecting factors which
may play a role, for example, attributing symptoms, age,
gender, ethnicity and contextual influences. However, the
pathway to diagnosis for suspected coronary heart disease
(CHD) symptoms in a rapid access chest pain clinic
(RACPC) context is underexplored. The objective of this
study was to examine patients’ help-seeking experiences
of accessing RACPC services, from the point at which they
notice and interpret symptoms, to their decision to seek
help from their general practitioner.
Design Qualitative study.
Setting Interviews were conducted in the RACPC at
Queen Mary’s Roehampton Hospital, London, UK.
Participants Maximum variation sampling was used to
recruit 30 participants (15 men and 15 women) referred to
a RACPC, using sampling dimensions of age, ethnicity and
occupation.
Methods Semi-structured interviews focussed on
the patient experience of their pathway to the RACPC.
Thematic analysis was used to analyse the interview data.
Results Participant interpretation of symptoms was
shaped by multiple influences; reluctance to seek help
contributed to delay; various factors acted as drivers as
well as barriers to help-seeking; and GP referrals to RACPC
were based on symptoms as well as patients’ need for
reassurance.
Conclusion We found complex issues shaped the
patient’s decision-making when accessing the RACPC,
including making sense of symptoms and help-seeking
practices. These findings can be used to develop health
promotion literature to encourage early help-seeking and
improve RACPC services.

BACKGROUND
Coronary heart disease (CHD) remains a
leading cause of mortality, accounting for
42% of all European deaths.1 Rapid clinical
evaluation and intervention are known to
be critical in improving patient outcomes.2
Chest pain is the most prevalent presentation
of CHD in both men and women.2–4 Importantly, chest pain can have many non-cardiac
causes; in 15% of cases, no origin can be

Strengths and limitations of this study
►► The study explores the pathway into rapid access

chest pain clinic (RACPC) among a previously neglected cohort of patients.
►► Qualitative methods uncovered in-
depth insights
into patients’ interpretation of symptoms and help-
seeking practices.
►► Findings can be used to inform RACPC pathway accessibility and service improvements.
►► While maximum variation sampling recruited participants with a broad set of demographic characteristics, this single centre study may have
under-represented the opinion of individuals with
Black ethnicity.

attributed.5 As a result, understanding the
significance of chest pain and establishing
its causality can be complex for patients and
health professionals.
In the UK, rapid access chest pain clinics
(RACPC) introduced by the National Service
Framework for CHD (NSF-CHD), are often
used as the initial referral pathway to evaluate
the potential causality of chest pain.6 Referrals to RACPC originate in primary care via
general practitioners (GPs), following a clinical evaluation. RACPC pathways are operated by cardiac scientists and nurses, who
undertake advanced practice roles.7 8 In the
years following their implementation (2002
to 2006), referral rates to RACPC doubled
and deaths from acute CHD events began to
decline,9 suggesting that the NSF-CHD (2000)
programme was effective in improving access
to services and enhancing public awareness.
However, the ability of the RACPC to reach
all potential patients with CHD symptoms
may be reduced by suboptimal help-seeking
practices.
Help-seeking is a concept used to understand the enablers and barriers to accessing
help for health conditions.10 Help-seeking
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can be informal through speaking with friends and family,
or formal through a consultation with a medical professional.11 Informal help-seeking can promote obtaining
medical help(e.g. when people are encouraged to speak
to a professional)12 13 or delay it when loved ones downplay symptoms for reassurance.14 The extent to which
informal help-seeking for CHD is sought is influenced
by multiple factors, including a reluctance to speak to
family members about health symptoms so as not to worry
them.12 14 The context may also be influential e.g. those
present at the time of chest pain onset are more likely to
be consulted.15
The drivers for medical help-seeking in patients with
potential CHD are complex. Several studies have found
that the severity of symptoms, perceived significance of
symptoms, coronary candidacy (lay perception about
who is at risk of CHD) and the ability to access medical
services all play a role. Severe symptoms often encourage
help-seeking, whereas there is a reluctance to do so for
milder symptoms which may be dismissed or initially self-
managed.16–18 The significance attached to symptoms is
influenced by one’s knowledge of CHD, previous experience of CHD, family history of CHD and worries about
one’s lifestyle choices.12 14 19 20 Popular media and public
health campaigns can also influence the interpretation of
CHD symptoms and may promote help-seeking by creating
awareness.21 22 However, they can also act as barriers,
since patients are reluctant to seek help if symptoms do
not align with what is expected.16 18 23 More recently, the
COVID-19 pandemic has illustrated how a well-intended
media campaign ‘Stay home, save lives’24 can have unintended impacts on help-
seeking for CHD.25 26 Other
barriers to help-seeking include concerns about wasting
the doctor’s or one’s own time with unimportant symptoms14 21 and difficulties accessing medical services.14 19 27
Many studies have explored the role of gender in help-
seeking for CHD in acute coronary syndrome (ACS).
Gender appears to interplay with multiple factors that
influence help-
seeking including knowledge, personal
beliefs, age, ethnicity and socioeconomics. In some studies
women are reported to be more likely to delay seeking
help than men.22 28–31 However, other studies suggest that
help-seeking delays occur irrespective of gender and that
factors including the severity of symptoms, age, socioeconomics, culture, ethnicity and context may override
gender.15 17 18 Despite this debate around gender, the
underdiagnosis and treatment of CHD in women remains
a recognised problem.4 32 33 A recent European study4
highlighted the negative effects on clinical outcomes in
women with ACS as a result of delayed help-seeking.
While the ACS patient pathway to diagnosis and treatment is widely reported in the literature21 34–36 the RACPC
context (noticing symptoms, accessing a GP referral and
receiving a RACPC diagnosis) remains largely unexamined. Insights into patient pathways to diagnosis for
cancer are particularly useful to examine here, as they
are potentially reflective of the non-emergency situation
for patients attending RACPC.36–39 For example, Scott et
2

al describe ‘detection of bodily changes’ and ‘perceives
reason to discuss symptoms with healthcare professionals’
as key events in the initial stages. Similar understanding
of patients’ decision-
making and help-
seeking experiences in the RACPC pathway could lead to improvements
in health education and RACPC services that promote
early diagnosis and treatment.
Study aim
The aim of this study was to explore patients’ help-seeking
experiences of accessing RACPC services from the point
at which they notice and interpret symptoms, to their
decision to seek help from their GP and obtain a referral
to RACPC.

METHOD AND STUDY DESIGN
The study adopted an interpretative qualitative approach
using semi-
structured interviews.40 Semi-structured
interviews were selected as the best means to capture
the participants’ interpretation of symptoms, decision-
making processes and their experiences of GP referral
pathways to RACPC. Interviews were conducted face-to-
face, which is appropriate when dealing with potentially
sensitive health conditions .41 42
The original research protocol for this study was
published as ‘Gender comparisons in non-acute cardiac
symptom recognition and subsequent help-seeking decisions: a mixed-methods study protocol’ and included the
construction of a help-
seeking questionnaire.43 As the
study evolved the authors decided an in-depth focus on
the qualitative approach would provide a better contribution to the research literature. Thus, the latter part of
the study described in the original protocol was dropped
and the research question was also changed to reflect
this. The study is reported here using the Standards for
Reporting Qualitative Research (SRQR) guidelines.44
Sampling
The study used maximum variation (MV) sampling to
recruit a diverse range of participants from a London-
based RACPC, subject to inclusion/exclusion criteria
(table 1).42 45 The MV characteristics used in this study
were age, sex, ethnicity and occupation. Participants
were interviewed (sampled) either prior to receiving
the RACPC diagnosis or immediately afterwards. The
rationale was to record the varying patient perspectives.
A sample of 30 patients (15 men and 15 women) with
the desired sampling characteristics were recruited, as
detailed in table 2.
Recruitment
The sample was identified from multiple sources
including GP referral letters, medical records and the
patient administration system. As MV characteristics were
rarely contained in a single source, multiple records were
examined to determine suitability. A total of 42 patients
were identified. All potential participants were contacted
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Table 1 Inclusion and exclusion criteria
Inclusion criteria

Exclusion criteria

Males and females over the age of 18 years.
Patients referred to rapid access chest pain
clinic (RACPC) for assessment of chest pain
(including associated symptoms, that is, arm
pain, throat pain and breathlessness).

Patients presenting with an acute cardiac event.
Patients not accessing the RACPC. For example, patients referred directly to
cardiac outpatients or treated as a acute coronary syndrome (ACS).

Only patients able to communicate sufficiently in Patients unable to give consent for whatever reason or are deemed unable to
English .
give consent, as it would be unethical to include them.
Able and willing to consent to the study.

by the researcher or senior member of the clinical team
by telephone in advance of their RACPC appointment,
and were invited to participate in an interview. Three
patients chose not to participate at the outset. Participant
information sheets and consent forms were sent to 39

patients, all of whom agreed to participate; however, nine
of these patients did not complete the interview on the
day. All participants provided written consent.
The recruitment process continued until data saturation and the MV sampling criteria were achieved.

Table 2 Recruited sample characteristics
Participants

Age

Gender

Ethnicity

Occupation

Pre/post consultation

Time delay

PA01
PA02

44
63

Male
Female

White
White

Senior management
Finance

Pre
Pre

1 month
Routine visit

PA03

29

Male

White

Management

Pre

6 weeks

PA04

37

Male

White

Management

Post

A few months

PA05

76

Female

Arabic

Retail

Post

Routine visit

PA06

60

Female

White

Retail

Post

1 week

PA07

46

Male

White

Artisan

Pre

A few months

PA08

54

Male

White

Business owner

Pre

A few months

PA09

27

Female

White

Legal

Pre

2 months

PA10

71

Male

Asian

Retail

Pre

3 months

PA11

29

Male

White

Media

Post

2 months

PA12

47

Male

Asian

Civil servant

Post

6 months

PA13

25

Female

Asian

Creative industries

Post

6 months

PA14

70

Male

White

Artisan

Post

10 days

PA15

80

Male

White

Creative industries

Post

3 months

PA16

42

Male

Asian

Artisan

Post

2 months

PA17

46

Male

White

Senior management

Post

6 weeks

PA18

49

Female

White

Education

Pre

1 week

PA19

77

Female

Asian

Education

Post

4 weeks

PA20

48

Female

White

Artisan

Pre

2 to 3 months

PA21

51

Female

Black

Social care/manager

Pre

1 month

PA22

54

Male

White

Business owner

Post

12 hours

PA23

76

Female

White

Administration

Pre

2 weeks

PA24

67

Female

White

Finance

Pre

2 weeks

PA25

80

Male

White

Academic

Pre

A few hours

PA26

72

Female

Asian

Artisan

Post

Few months

PA27

80

Female

White

Retail

Pre

1 week

PA28

60

Male

White

Artisan

Pre

A few months

SUBP01
SUBP02

59
61

Female
Female

White
White

Administration
Administration

Post
Post

A few days
1 month
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Table 3 Authors characteristics
Nolan Stain (NS)

Anna Cheshire (AC) Catherine Ross (CR)

Damien Ridge (DR)

PHD

MSc Cardiac Imaging

PHD

Profession

Doctor of
Professional
Studies
Clinical Scientist

Research Fellow

Professor of Health Sciences

Relationship

Doctoral Student

Second Supervisor

Clinical Scientist and Scientific
Lead
Collaborating colleague

Qualifications

Although data saturation was achieved at around 20
patients, in line with similar studies the MV sampling
criteria for gender and ethnicity was not sufficient.22 46
Therefore, recruitment continued until 30 patients were
enrolled to improve minority variation in the study.
Despite the continued recruitment, Black male participants remained unrepresented.
Data collection
Data were collected from February 2014 to October
2015. All interviews were conducted by NS, who received
qualitative research training prior to data collection and
analysis. The interviews were regularly discussed with
the other authors DR and AC; author characteristics are
detailed in table 3.
The interview guide (online supplemental file 1) was
initially informed by current literature on symptom
interpretation and help-
seeking for CHD, as well as
by discussions with chest pain specialists, specifically
cardiac scientists and nurses. Later, the guide was
informed by the interview process itself. The guide was
piloted with two participants and revisions were made
to allow for greater scope for broader participant narratives. Throughout the interview process, the guide was
refined by NS following discussion with the research
team (DR and AC) to allow for the exploration of
emerging areas.
For convenience, interviews were held on the same day
as patients’ RACPC appointments and were conducted
in one of the cardiology department offices to avoid
interruptions. Prior to the interviews commencing,
introductions were made and key points from the participant information sheet were reiterated: participation
was voluntary and non-participation would not have any
bearing on care. An opportunity to ask any further questions was provided.
During the interview participants were asked broad
questions, for example, ‘Tell me about the symptoms that
led you to see your GP’. They were encouraged to tell
their own narrative and were not interrupted. During
natural breaks in the patient narratives, probing was used
to zone in on key issues, for example, ‘How severe were
your symptoms?’ The interviews lasted approximately
45 min, were audio recorded and transcribed verbatim.
All digital recordings were checked by NS and labelled
with a unique study number only for anonymity.
4

Supervisory Chair

Data analysis
The analysis was conducted in parallel with data collection and comprised four phases: recording the interview
observations; coding and coding queries; organising
the themes; rerunning coding queries and rechecking
themes. Observation notes were completed for each interview to record overall impressions. An initial paper-based
line-by-line coding was undertaken after the first four
interviews, and 48 draft codes were then identified. Later,
an additional 11 codes were added following further
interviews. After discussions with the research team (NS,
AC and DR) codes were streamlined by merging similar
codes, which resulted in a working set of 44 codes (online
supplemental file 2). In the second phase, transcripts and
draft codes were entered into NVivo, and coding queries
were used to explore relationships between different
codes, for example, ‘symptoms’, ‘severity’ and ‘help-
seeking’. Data codes were also explored within sample
dimensions, for example, ‘women’ and ‘help-
seeking’.
Tabulation was used to begin the thematic analysis and
to organise themes. Initially, four overarching themes
were identified: ‘chest pain and CHD symptoms’; ‘help-
seeking practices’; ‘CHD risk and behaviours’; and ‘test
and treatments’. Following discussions with the research
team, to better reflect the data, themes were reorganised into three main headings: ‘symptoms’; ‘barriers and
enablers of help-seeking’; and ‘seeking help from a GP’.
For the fourth phase as an iterative process, NS reran the
coding queries and compared them to the initial analysis
for accuracy and consistency.
Patient and public involvement
There was no formal Patient and Public Involvement (PPI)
in the design phase as it was not required at the time by
the ethics committee. In addition, the study was of small
scale, and carried out in a short time frame to fit National
Health Service (NHS) capacity. However, PPI was undertaken in the dissemination of findings, where patients
were involved in the development of a leaflet to improve
CHD help-seeking and symptom interpretation.47
FINDINGS
Findings are reported around three key themes: ‘making
sense of symptoms’; ‘barriers and enablers of help-
seeking’; and ‘seeking help from a GP’. Participant quotes
are provided to support findings presented in themes;
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quotes are followed by sex, age, ethnicity, job area and
when the interview was undertaken (pre/post receiving
RACPC results) in order to provide context.
Making sense of symptoms
Attributing symptoms can be understood as a three-
stage process: first, if the participant believed that a new
sensation in their body was a medical symptom; second,
whether that symptom needed to be acted on; and third,
if the participant believed that the symptom could have
a potential cardiac cause. For a participant to assign a
‘medical status’ to a symptom it had to be new, unfamiliar,
troublesome and persistent. It did not necessarily have to
be painful, although it often was.
PA03. ‘I wouldn’t call it pain, no, I would more
call it abnormal, un-
normal.’ (Male, 29, White,
Management) (Pre)
PA19. ‘Basically, I had a pain here that went a little bit
down my arm, and it was a pain that I didn’t recognise.’ (Female, 77, Asian, Education) (Post)
Symptoms were not initially assigned a medical status;
they were normalised or even dismissed, for example, as
age-related pain or fitness-related, or attributed to pre-
existing conditions. Some participants, who were younger
and otherwise healthy, believed their symptoms were
psychosomatic. Here, participants reported thinking that
their symptoms were partially imagined or exacerbated
because of stress and worry about them, or believing that
the body was ‘releasing stress’. These factors all delayed
seeking help.
PA17. ‘If anything did slow me down it was that psychosomatic thing […] my worry if I was just imagining it [… ] I am quite youngish and it in all honesty it
was not likely to be something too dramatic.’ (Male,
46, White, Management) (Post)
PA11. ‘I was worrying about having these symptoms
and I did think that was probably part of it, the more
worry about it the worse it gets. I don’t know what you
call it when you make symptoms worse by worrying it.
Psychosomatic. But there was no denying that there
was a physical pain.’ (Male, 29, White, Media) (Post)
Even after a ‘medical status’ was assigned, symptoms
were not necessarily acted on; in many cases, participants
attempted a variety of self-management strategies. It was
only when these strategies failed, and their symptoms
continued or worsened, that further steps were likely to
be taken.

played an important part in symptom attribution. Participants used their own behaviours and lifestyle as reference
points for considering the likelihood their symptoms were
heart-related. Smoking, drug use, alcohol consumption
and stress were among the perceived high-risk behaviours
that concerned patients. Family history and past personal
experience of heart disease also played a role.
PA04. ‘I’ve had a number of stress-related issues in
the last 2 years […] I’m a young guy but I’m not very
fit, I drink a lot […]. So that prompted me to connect more dots than were there, probably thinking
it is cardiac’ (Male, 37, White, Management) (Post)
PA08. ‘I’ve had three or four heart attacks before
[…]. There’s something wrong […] I had previous
stents fitted […], I’ve felt a million dollars but since
the last time I haven’t.’ (Male, 54, White, Business
Owner) (Pre)
Some participants had pre-
existing conditions that
added further complexity to the attribution of their symptoms as they linked them to their underlying illnesses. It
was only when their symptoms either did not resolve or
worsened that they considered CHD as a possible cause.
PA09 ‘I first went (GP) about 2 years go (chest pain)
and they said it was mastodynia. Then I started having
spasms (in chest area) and nose bleeds at same time
so I thought I better try and force it through a bit so
I talked to my GP again.’ (Female, 27, White, Legal)
(Pre)
Barriers and enablers of help-seeking
Some participants were initially reluctant to speak to
friends and family about their symptoms, so as not to
burden them. When they did share, they were often selective; parents would avoid telling their children and some
would avoid telling their spouses if they were the main
caregiver or if their spouse was ill. Indeed, the need to
care for an ill partner could act as an enabler for professional help-seeking.
PA23. ‘Well I wanted to go to the doctor because of
the dizziness. I wouldn’t want him [my husband] to
come back and find me on the floor because of his
heart problems’ (Female, 76, White, Administration)
(Pre)

PA09. ‘I tried to drink less coffee for a bit but that’s
quite difficult, and I tried to focus a little bit more on
my diet.’ (Female, 27, White, Legal) (Pre)

For other participants social isolation meant that they
simply did not have access to friends or family to discuss
symptoms. Often this isolation was more prevalent in
ethnic minority groups because their family was overseas.
One widowed participant of Arabic heritage with a traumatic childhood talked about how her personal experiences and cultural influences led to her being isolated.

For the medical symptoms to be attributed as having
cardiac origins, other influences came into play. The
extent to which participants believed they were a ‘coronary candidate’ (lay beliefs regarding who gets CHD),

PA05 ‘My mother died when I was 4 years old. My
father was Iraqi, he had a lot of wives and one day
my mother was there and next day she disappeared.
I am self-reliant. I don’t like to say I have got this or
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that unless I am really really ill […] I’m not very good
with people. I’m slightly solitary’ (Female, 76, Arabic,
Retail) (Post)
However, being alone or living alone at the time of symptoms could also aid prompt professional help-seeking.
PA26. ‘I have a symptom because I was alone, like I
get pain and I can’t breathe like that, you know what
I did, I just ring the ambulance to go’ (Female, 72,
Asian, Artisan) (Post)
Other participants were able to talk about their symptoms with friends and family and it was often a first step
towards formal help-seeking. In one case, a participant
of Asian heritage talked about having multiple influencers—his partner, children and colleagues. They not only
encouraged him to seek professional help, but also to
make his employer aware he had health issues which may
affect his work performance.
PA12. ‘ I told my wife that, oh, I am having this, I told
my children basically. They just said go to the GP and
tell my line manager as well that what I am feeling
[…] they might think I’m lazy or something like that’
(Male, 47, Asian, Civil Servant) (Pre)
Validation of symptoms by friends and family also
prompted professional help-seeking, especially when they
were health professionals. However, this was not always the
case, some friends and family downplayed or dismissed
symptoms, thereby hindering formal help-seeking.
PA20. ‘And I have friends who are ex-
nurses and
they said, look just don’t mess around with it, get it
checked out’. (Female, 48, White, Artisan) (Pre)
PA03. ‘They say, ah don’t worry, it’s nothing, you’re
not going to die.’ (Male, 29, White, Management)
(Pre)
Many participants were reluctant to seek professional
help from GPs. They were cognisant of the pressures on
doctors’ time and the health system as a whole, so they
took care not to ‘waste their time’ with 'trivial' health
concerns. Other participants adopted strategies they
imagined would save their doctor’s time, including
storing up symptoms in order to present a clear picture
and avoid being dismissed by a busy doctor.
PA09. ‘Doctors are under a lot of time constraint and
a lot of pressures, and when one goes to the doctor
one needs to have exactly the symptoms that one can
gather together and put them all in front of them,
otherwise it’s usually going to be dismissed or you
might sound like a hypochondriac.’ (Female, 27,
White, Legal) (Pre)

enjoy seeing him.’ (Male, 54, White, Business Owner)
(Post)
Time and accessibility to GP services impacted professional help-
seeking. Many participants highlighted
complex booking processes and long appointment
waiting times as issues, especially if they worked full-time
or had other commitments. However, if participants’ GPs
were accessible, as they had pre-booked appointments or
were consulting for other matters, they sought assistance
for their potential CHD symptoms immediately.
PA12. ‘It is the time, waiting time to see GP and particularly finding time as well, either you have to find
time to book an appointment in the morning or late
evening, then you have to change your work schedule
as well.’ (Male, 47, Asian, Civil Servant) (Post)
PA05. ‘About three weeks ago, I had an appointment
with the doctor (routine monitoring) and I walked
fast and I got this pain in my chest pain. He said to
me “Are you ok?” And I said, “yes, but I have got this
funny pain in my chest.” That was the start of all this
about sending me to cardiology.’ (Female, 76, Asian,
Retail) (Post)
Popular media (specifically television) were linked to
a reluctance to seek help for some participants. Participants talked about ‘typical heart symptoms’ they had seen
in the media such as sweating, extreme pain, collapsing
with a gripping pain in the chest. They were reluctant to
seek help when their milder symptoms did not match this
depiction. However, media health campaigns also encouraged help-
seeking. One participant was prompted to
seek help when they recalled a television (TV) campaign
about CHD; another was prompted by a high-profile TV
campaign about lung cancer.
SUBP01. ‘My perception of a heart attack is someone
flaking out on the floor […] you see people, on TV,
having heart attacks, and that wasn’t me […] I am
not going to make a fool of myself by queuing up in
A&E.’ (Female, 59, White, Administration) (Post)
PA 11. ‘At the moment there is this NHS campaign
about cough and lung cancer, it is everywhere at the
moment […] prompted me to go the doctor for this
cough more so than the chest pain.’ (Male, 29, White,
Media) (Post)

However, conversely, other participants had no doctor
reluctance. In these cases, a positive relationship with
their GP appeared to support help-seeking.

seeking contributed to a delay in
Barriers to help-
consulting a professional. In some cases it was a few hours,
but in others it was weeks or even months. Although variable, some of the shortest delays tended to be reported
among White male participants in higher-income professional occupations, for example, business owners. Some
of the longer delays tended to be reported by ethnic
minorities.

PA22. ‘No, I do see my doctor […] I've had for many,
many years. So, it may sound awful, I actually quite

PA22. ‘You know, 12 hours later.’ (Male, 54, White,
Business Owner) (Post)
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PA13. ‘It’s about 6 months ago […] I had a problem
with breathing. And it’s a little bit of pain on my left
side, so it’s chest pain.’ (Female, 25, Asian, Artisan)
(Post)
Seeking help from a GP
Once the decision to seek professional help was made,
participants consulted their GPs. Presentations to GPs
were complex, including a range of symptoms with
varying degrees of severity and risk factors, as well as some
pre-existing conditions. Some participants, who had clear
typical cardiac symptoms with a relevant history and risk
factors, were referred immediately to RACPC. In other
cases, where symptoms were less typical, a referral was still
made if it was evident that reassuring the patient was a
helpful thing to do.
PA20. ‘I went to my GP after having chest pains after
about 2 weeks […] I saw [my doctor] who got quite
concerned and she said to me, given your history,
your background, your parents, I’m going to refer to
the chest pain clinic.’ (Female, 48, White, Artisan)
(Pre)
PA17. ‘ He [my doctor] said it probably was something muscular but nevertheless you’re identifying it
as maybe to do with your heart and this would be a
useful thing for you to do. I was grateful that he did
that.’ (Male, 46, White, Senior Management) (Post)
Other participants with non-specific symptoms or pre-
existing conditions which might produce similar symptoms were not always referred immediately. Multiple visits
were sometimes required before referral as their health
concerns persisted, worsened and/or changed.
PA11. ‘ Around 6 months before this appointment
[…] I started having a cough related to a chest pain,
after a month, I thought I’d go to the doctors who
said it was asthma. It came and went over a 6 month
period […] So I went to a GP [different one] a couple of weeks ago because for seven consecutive days,
I had a pain in my chest pain and the GP referred to
RACPC ’ (Male, 29, White, Media) (Post)

DISCUSSION
Among this novel research on RACPC patients we found
that patients actively interpreted the importance of
their symptoms with or without the help of significant
others. Overall, there were similar challenges around
interpreting symptoms and help-seeking practices in the
RACPC context as reported in the ACS literature. We also
found that several factors including coronary candidacy,
access to medical services, family and friends could play a
contradictory role in help-seeking and sometimes encouraged a delay. Media could also have conflicting influences
on help-seeking.
As other health research has noted, the interpretation of
symptoms involved several decisions and processes.16 36 In
Stain N, et al. BMJ Open 2020;10:e040468. doi:10.1136/bmjopen-2020-040468

this study, participants considered whether a new symptom
was important, what its cause was and whether it needed
to be acted on. In general, new, unknown, bothersome
and persistent physical sensations were classified as symptoms requiring medical help. They did not necessarily
need to be painful or severe although they often were,
which increased the likelihood of prompt help-seeking.
In other studies, it has been noted that the severity of
symptoms influences how quickly they are acted on.14 19 48
Even after a potential medical status was assigned to
symptoms, initial actions undertaken by many participants included dismissing or normalising symptoms
as age-related, fitness-related or related to pre-existing
health complaints. Others attempted to self-
manage
their symptoms. It was only after non-
resolution and
progression participants reappraised their symptoms and
took steps to obtain lay and/or professional assistance.
Similar responses have been described by studies on ACS
and patients with cancer.16–19 34 37 49 We also found that
believing symptoms had a psychosomatic element was
present among a few participants. Some believed themselves to be healthy thus their symptoms were unlikely
to be significant; others believed their symptoms were
exacerbated by worry. This was not found in ACS studies
and may be a result of the milder symptoms experienced
by this cohort of patients. For a potential cardiac cause
to be assigned, our findings generally echoed the literature on patients in an ACS context. The type and locality
of pain were important.19 Coronary candidacy was also
evaluated based on lifestyle and family history,12 14 and
current symptoms were referenced against knowledge of
CHD through personal experience or the experiences of
others.16 18 22
The reluctance to seek professional help reported in
ACS studies was also raised by our participants, including
being mindful of the doctors’ time and not wanting to be
seen as wasting time with unimportant health concerns.14 21
Participants also adopted strategies they imagined would
save their doctor time, including collating symptoms to
present a clear picture to the doctor or not asking about
secondary health complaints. Other health research has
noted that patients take active steps to save doctors’ time,
but they did not raise the specific strategies described in
this study as highlighted above.50–52 Another factor, noted
in this research, that could deter help-seeking was difficulty accessing medical services. This is echoed by other
studies that found time-
consuming, inconvenient or
complex processes to access medical services could act as a
barrier to help-seeking.14 19 27 53 This was a particular issue
for participants who had their own business, as a significant absence would have a direct financial impact.30 54–56
However, we also found, as other works have done, that
accessible GPs, for example, pre-book appointment or
consulting for another matter, enabled help-seeking.36
Many factors influencing help-seeking identified by this
study could also have a contradictory role. Friends and
family, as other studies have noted, could validate symptoms and encourage help-seeking;13 57 other times, they
7
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downplayed symptoms for reassurance, hindering professional help-seeking.14 19 The role of caregiver and financial provider was also contradictory in this study, as other
works have found.12 13 57 In some cases, participants prioritised their care duties and work commitments above their
own health needs. For others, the need to be healthy and
to be able to provide care or financial stability acted as
an enabler to get medical attention. Coronary candidacy
among participants also had contrasting impacts on help-
seeking, as other research has noted.12 14 16 The more
participants believed they were at risk through information gathered in the media, family history or lifestyle, the
more promptly they acted. However, the converse was
also true and could impede help-seeking.
Popular media and health campaigns also played a role
in both symptom interpretation and help-seeking. Among
our participants, as in other studies in an ACS context,
media and public health campaigns can promote help-
seeking by creating awareness of conditions and how to
access help.21 22 Interestingly, our study highlighted that
these campaigns did not even need to be in the area of
CHD. Campaigns for other conditions encouraging help-
seeking for minor persistent symptoms linking them to
potentially more serious issues seemed to give permission to seek medical attention more generally. However,
there are now concerns that the COVID-19 ‘Stay home,
save lives’ campaign24 might be having unintended consequences on help-seeking, as accessing medical services
for CHD and other non-COVID-19 illnesses has dropped
significantly in the UK and the rest of Europe.25 26 Additionally, as other authors have noted, participants could
be reluctant to seek help if their symptoms were not as
they had seen in the media.16 18 23 These studies highlighted the effects of the ‘Hollywood heart attack’ with
dramatic symptoms often portrayed on TV, discouraging
help-seeking in those with milder symptoms.
In our study, as in studies based on ACS, many participants delayed seeking help.4 28 29 We found that several
factors influenced help-seeking delay including coronary
candidacy, accessibility of medical services and friends
and family, as highlighted above. Culture and family also
intersected with these issues. Some ethnic minorities in
our study were more removed from their overseas family
and were unable to get support for their health issues.
Other research has also found immigrants with cultural
differences can become socially isolated causing negative health consequences.58 However, for others help-
seeking was encouraged by their larger extended families
supporting help-
seeking. In addition, the need to be
healthy to support family as an enabler to help-seeking
was noted among some Asian men. Other works have
also highlighted potential cultural differences between
western and non-westernised approaches to help-seeking
among men.57 Overall, while our study did observe
cultural circumstances that influence help-seeking, more
examination in this area is needed.
Referrals to the RACPC are via primary care which acts
as the gateway to specialist services. In our cohort GPs
8

needed to be convinced patients’ symptoms justified a
referral. It appeared GPs did not only consider typical or
classical CHD symptoms when making a decision to refer,
they were also sensitive to patients’ emotional concerns
and need for reassurance. While referrals for reassurance
can be helpful for patients,they may have limited reach
for those who are not able or willing to communicate this
need to a GP. Indeed, a study in the field of medically
unexplained symptoms—sometimes attributed to chest
pain—noted patients are not always comfortable sharing
the emotional aspects of their health concerns.59 Additionally, cultural differences and language barriers have
been found to present communication challenges in
primary care, acting as obstacles to diagnosis and treatment for patients.60 However, research into referral practices for CHD has highlighted GPs use non-explicit clues
and non-verbal cues: in one Belgian study, GPs reported
using observations including a tendency to downplay
symptoms, changes in daily routine, physical appearance and their own ‘gut feeling’ about the patient when
deciding to refer.61 The help-
seeking experiences of
patients in primary care in the context of accessing the
RACPC pathway is an area requiring further exploration.
Strengths and limitations
Our study has several limitations. First, there was no PPI
design phase of this study; future studies should include
PPI in the design phase as it may improve data collection
and interpretation of findings. Second, some participants
had symptoms for a period of time before seeking help
and their accounts may have been influenced by a degree
of recall bias (table 2). Third, we only interviewed participants at RACPC at a single centre based in London.
Fourth, despite over-
enrolment, participants of Black
ethnicity were under-represented in the study. Aside from
this under-representation, we believe the strength of this
study is the diverse range of experiences and insights
obtained.

CONCLUSION
This study explored help-seeking experiences of patients
in relation to interpreting their symptoms, deciding
to seek help, seeking advice from family and friends
and accessing medical services. Qualitative evidence is
important to inform primary care and public health
approaches. This study’s findings suggest that interpreting
symptoms is challenging for patients of RACPCs and this
can contribute to a reluctance to seek professional help.
This work also sheds light on GPs responses and referral
practices for CHD-related symptoms. It revealed that GPs
consider other factors in addition to symptom presentation when making referral decisions, such as the need for
reassurance. However, this may be limiting where patients
are not comfortable or unable to communicate their
health concerns. Media and public campaigns, have the
potential to be confusing, yet can have benefits in encouraging appropriate help-seeking. Insights gathered from
Stain N, et al. BMJ Open 2020;10:e040468. doi:10.1136/bmjopen-2020-040468
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this study were used to develop a patient leaflet for the
NHS focussed on the importance of acting promptly for
symptoms even if they are mild.
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