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Editorial

Healthcare quality and the public
understanding of health
A Niroshan Siriwardena MMedSci PhD FRCGP
Community and Health Research Unit (CaHRU), University of Lincoln, Lincoln, UK

Just as better individual knowledge is essential for
good personal health, improving the public understanding of health is becoming increasingly vital for
population health and quality improvement in healthcare. Poor personal understanding of health might be
bad for us as individuals, but a lack of understanding
of an increasing number of health issues among the
wider public can be bad, not only for individuals, but
also for those around them: family, friends, neighbours and community. People are the most important
part of the healthcare system and healthcare quality is
increasingly becoming dependent on people, the public and their understanding of health.
In light of this, a recent newspaper headline caught
my eye: ‘Denying young women smear tests is a
disgrace’. The ﬁrst line tells the tragedy of a ‘26-yearold woman dying of cervical cancer’ and the article, in
a national broadsheet, goes on to describe how the
woman ‘asked for a smear test two years earlier, when
consulting a doctor about abnormal bleeding, but was
refused as she was under 25’. The article, by a respected
journalist, goes on to state that she was refused because
of ‘[the mantra of] substandard health care: what
happened to her is rare’.
The shocking headline and criticism of a health
system that failed to diagnose cervical cancer is
attributed to the failure to provide cervical cancer
screening for women under the age of 25 years, a
failure described in the article as ‘bordering on criminal’. Sadly, a further tragedy exempliﬁed by this article
is the tragedy of misinformation. There are at least
three errors in the article which, assuming a reader will
believe what is written, will impair their understanding of this important health issue.
First, cervical cancer screening is not a diagnostic
test for cancer, so the doctor was correct not to use
cervical screening for the diagnosis of cancer. Second,
abnormal vaginal bleeding, in between periods or after
intercourse, should be investigated with pelvic examination, vaginal swabs and a blood count, and if a
cause is not found and corrected or cancer is suspected
a referral to a gynaecologist is indicated; there is no age
cut-oﬀ for referral for gynaecological cancer.1 Finally,

we know how common cancer is in a woman aged 25
with abnormal vaginal bleeding: the risk of developing
cervical cancer in a woman with abnormal vaginal
bleeding is 2% over 2 years increasing to 6.5% if a
blood tests shows anaemia.2,3 All of this information
is available to general practitioners and the public
through the National Institute for Health and Clinical
Excellence (NICE) and QCancer-2013 websites.2–4
There is a delicate balance between explaining the
indications, beneﬁts and risks of screening and other
population-based preventative measures honestly while
encouraging those who might beneﬁt from them
to take these opportunities in suﬃcient numbers to
improve the quality of such interventions and to
beneﬁt population health.5,6
There have been a number of high-proﬁle examples
where public understanding of health issues has been
an important factor in the quality of care provided,
including in prevention and health promotion, as well
as acute or urgent care. Gaps in public knowledge of
health issues have been highlighted in the case of herd
immunity for measles, screening for breast cancer, risk
factors and their modiﬁcation, whereas greater awareness of symptoms has led to improved presentation of
stroke.
The recent measles, mumps and rubella outbreaks
in Britain have highlighted that herd immunity is
essential for some vaccines to be eﬀective.7 Although
there are ethical problems around autonomy for
parents and children and shared decision making
for professionals,8 the recent measles epidemic has
increased public understanding of the importance of
herd immunity for protecting individuals.
A better understanding of how screening can sometimes be eﬀective, but at other times harmful is
becoming increasingly important as evidence emerges
of problems of overdiagnosis of benign lesions as
cancer, and the unintended consequences of overtreatment.5,6
Finally, understanding how risk factors are assessed
and can be modiﬁed, is important in helping people
take a sensible approach to managing health risks and
behaviours. In acute and emergency care, better public
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understanding of the symptoms of stroke have helped
people, their families and friends to seek early diagnosis and eﬀective treatment.9
There are many contributory factors to gaps in
public understanding of health. The examples above
show how complex information, particularly involving statistics and probability can be confusing; there is
often misunderstanding about the diﬀerences between screening and diagnosis or between risk factors
and disease; misinformation and misperceptions abound
in the media but sometimes also in the scientiﬁc
literature;10,11 ﬁnally, just as health workers struggle
to keep up with the literature and emerging or changing knowledge leading to gaps in clinical knowledge,
there is an inevitable lag also in the public understanding of health.
If we really want to improve the quality of
healthcare, then improving knowledge about health
in the wider public is not simply an add-on – it will be
essential to achieving this.

7

8

9

10
11

previously diagnosed breast cancer. Quality in Primary
Care 2013;21:187–8.
Cockman P, Dawson L, Mathur R and Hull S. Improving
MMR vaccination rates: herd immunity is a realistic
goal. BMJ 2011;343:d5703.
Redsell SA, Bedford H, Siriwardena AN, Collier J and
Atkinson P. Health visitors’ perception of their role in
the universal childhood immunisation programme and
their communication strategies with parents. Primary
Health Care Research and Development 2010;11:51–60.
Robinson TG, Reid A, Haunton VJ, Wilson A and
Naylor AR. The face arm speech test: does it encourage
rapid recognition of important stroke warning symptoms? Emergency Medicine Journal 2012; doi:10.1136/
emermed-2012–201471.
Goldacre B. Bad Science: quacks, hacks, and big pharma
ﬂacks (1e). Faber and Faber: New York, 2010.
Goldacre B. Bad Pharma: how drug companies mislead
doctors and harm patients. Fourth Estate: London, 2012.

PEER REVIEW

Commissioned; not externally peer reviewed.
REFERENCES
1 National Institute for Health and Clinical Excellence
(NICE). Referral Guidelines for Suspected Cancer. NICE:
London, 2005.
2 Hippisley-Cox J and Coupland C. QCancer-2013.
ClinRisk Ltd: Leeds, 2013.
3 Hippisley-Cox J and Coupland C. Symptoms and risk
factors to identify women with suspected cancer in
primary care: derivation and validation of an algorithm.
British Journal of General Practice 2013;63:11–21.
4 Hippisley-Cox J and Coupland C. Symptoms and risk
factors to identify men with suspected cancer in primary
care: derivation and validation of an algorithm. British
Journal of General Practice 2013;63:1–10.
5 Vaidya JS. Should healthy populations be screened for
breast cancer? A breast surgeon’s perspective. Quality in
Primary Care 2013;21:189–92.
6 Blennerhassett M. Should healthy populations be screened
for breast cancer? A perspective from someone with

CONFLICTS OF INTEREST

None declared.
ADDRESS FOR CORRESPONDENCE

Professor A Niroshan Siriwardena
Community and Health Research Unit (CaHRU)
College of Social Sciences
University of Lincoln
Lincoln LN6 7TS
UK
Tel: +44 (0) 1522 886939
Email: nsiriwardena@lincoln.ac.uk

