Using Leventhal’s Common Sense Model of Self-Regulation, critically evaluate the extent to
which beliefs about illness influence people’s responses to illness. 

 The Common Sense Model of Self-Regulation is an extensively utilised theoretical framework that explicates the processes in how patients are made aware of a health threat, navigate affective responses to the health threat, develop perceptions of the threat and possible treatment actions, create action plans for addressing the threat, and assimilate constant feedback on action plan efficacy and threat perception (Leventhal, Phillips and Burns, 2016). 
	Leventhal et al (2016), argue that that the Common Sense Model of Self-Regulation provides a conceptual framework for examining the perceptual, behavioural and cognitive processes required in a patient’s self-management of persistent and future health threats.  Leventhal’s Common Sense Model of Self-Regulation describes a dynamic, multi-level process that perpetuates patients’ representations of threats to health, actions for management, and  a system for constructing plans of action and subsequent implementation of action. The process is commonly proposed by somatic sensations and deviations from normal functioning (e.g., symptoms), also by observation and discussion of illness in other people (e.g., medical diagnosis), occasionally from suggestions from the environment and from the media Levemthal et al, 2016). These stimuli ignite prototypes, or illness related memory schema.   These stimuli generate and form mental representations of the perceived illness threat (i.e., patient’s belief in regarding illness identity, cause, control, consequence, and duration beliefs), treatment routes and action plans. The prototypes or illness related memory schemas are commonly based on personal   history (Benyamini and Karademas, 2019). 
The CSM has developed over several decades, according to Leventhal et al (2016) , it’s contemporary conceptual structure has been derived from specific routes of empirical research.  The CSM offers a framework to gain an understanding of the processes associated with the initiation and maintenance of behaviours for managing health threats.  The CSM was designed to provide a descriptive of the dynamic interactions within the variables governing health behaviours in direct response to present or possible future health threats. As well as addressing the factors for the underlying behaviour, the CSM offers a framework for predicting adherence to treatment, care and lifestyle options in order to manage the perceived health threat.
	This essay will evaluate the extent to which patient’s beliefs about diabetes and mental health diagnosis influence their response to the illness. 
	McAndrew, Musumeci, Mor, et al (2008), evaluated the CSM in order to illustrate how the CSM, specifically it’s dynamic, Self-regulatory (feedback) control feature and it’s system structure, can provide the basis for developing interventions to improve chronic illness management and in turn to reduce the overall burden of chronic conditions.  McAndrew et al (2008), suggested interventions utilising multiple CSM strategies in order to influence how patients think, feel and act, with regard to their diagnosis. McAndrew et al’s (2008) diabetes intervention utilised a bottom up, concrete/behavioural approach. The bottom up approach commenced with a focus on behaviour to formulise an overarching view of diabetes as a chronic illness that demands consistent self-regulation and the use of a monitoring device. 
	Subjective beliefs and emotions regarding an illness can impact how individuals make sense of and cope with their illness. The relationship between illness representations, illness responses, and outcomes was conceptualised as the common sense model, this has been extensively researched amongst patients with physical illness (e.g., diabetes, asthma, multiple sclerosis) (Hagger and Orbell, 2003, Jopsen and Moss-Morris, 2003). However, less research has been conducted into how illness cognitions and emotions potentially influence the recovery of individuals with mental illness. Randolf, Chan, and Winnie (2016), conducted a study applying the common sense model in order to investigate how cognitive and emotional representations of mental illness among individuals in recovery would influence their internalisation of mental illness stigma, and the effects on recovery. 
	The CSM suggests that individuals develop simultaneous cognitive and emotional representations regarding their illness (Leventhal et al., 1992). Common sense beliefs in relation to an illness ae derived from the assimilation of lay knowledge about the illness by the individual themselves (Hagger and Orbell, 2003, Leventhal et al., 1980). The beliefs surrounding the illness may not necessarily be an accurate perception, their common sense perception forms how the individual make sense of their diagnosis both cognitively and emotionally. This in turn has the capacity to influence their subsequent responses and future health outcomes. Studies have demonstrated that illness perceptions have the capability to predict behavioural and psychosocial outcomes past the objective severity of a disorder (Croom, 2013, Hirsch et al., 2009). 
	Randolf et al (2016), argue that the cognitive dimensions of illness perceptions highlights how an individual characterises the etiology of the illness, experience a sense of personal control over the illness, appraise the impact of the illness , identify with symptoms of the illness, and perceive chronicity of the timeframe (Leventhal et al., 1980). It can be argued that individuals who perceive their mental illness as having low controllability, who regard mental illness as having a chronic discourse or as having serious consequences, and who experience more symptoms are more likely to report low psychosocial adaptation (Marcus et al., 2007), erratic medication adherence (Lobban et al., 2003), and negative help-seeking attitudes (Wong et al., 2010). Psychiatric literature has shown thar researchers have utilised insight in order to refer to an individual’s capacity to recognise their mental illness, in addition to the awareness of the symptomatic expressions and psychosocial problems associated with their illness (David, 1990). This can be argued to be theoretically similar to the identity and consequence realms of illness representations. Consistent with the recommendations of the cognitive representations of mental illness, an absence of observation has been shown to correlate with treatment non-adherence (Lincoln et al., 2007) and maladaptive coping (Lysaker et al., 2003). 
	The emotional representations of an illness can be assumed to run parallel to the cognitive appraisal process. The emotional representations of the illness could influence illness outcomes (Moss-Morris et al., 2002). Individuals with a diagnosis of a mental illness are faced not only with the symptoms of their illness but also the stigma surrounding their illness. This paves the way for an individual to be vulnerable to additional emotional distress (Holiday et al., 2005, Hou et al., 2010, Markowitz, 1998). Studies have demonstrated that individuals in recovery reported high levels of illness related distress (Holiday et al., 2005, Hou et al., 2010). Marcos et al (2007), found that negative emotional representations of illness among individuals in recovery significantly predicted their maladaptive emotional adjustment. 
	The importance of the impact of cognitive appraisal and emotional concern of mental illness on clinical recovery has been widely reported (Baines and Wittkowski, 2013, DeJong et al., 2012). Individuals with a diagnosis of schizophrenia, who possessed a strong illness identity, perceived illness duration as chronic and noted more negative consequences were more likely to report more positive symptoms of schizophrenia (Loban et al., 2005) and more depressive symptoms (Calvelti et al., 2012). Lu et al (2014), reported that individuals with negative illness perceptions predicted higher levels of depression, anxiety and distress with a diagnosis of depression. Marcos et al (2007), reported the same conclusion amongst individuals with a diagnosed eating disorder. However, previous research has concluded that a lack of insight into mental illness was paradoxically correlated with more psychotic symptoms and less symptoms of depression (Lysaker and Buck, 2007) and, also experienced less self-stigma (Mak and Wu, 2006). Illness representations could have the potential to influence an individual’s recovery by determining whether an individual can gain a positive sense of identity and purpose beyond the burden of their mental illness (Anthony, 1993). 
	From the research, an individual’s beliefs regarding mental health can have a negative effect on response to illness. They may not adhere to medication for example (Loban et al, 2015). As mental health covers a vast multitude of illnesses, the CSM may not be able to evaluate beliefs and responses to illness as more severe mental illness can cause a lack of capacity and results will therefore be non-generalisable. 
	Grzywacz et al (2011), propose that the CSM is a useful tool for gaining knowledge and understanding in individuals’ self-management behaviour, in the context of chronic disease particularly diabetes. In the context of chronic diseases (diabetes), a patients CSM of the disease is formed by the identity assigned to the illness (diabetes), it’s presumed cause, beliefs, anticipated consequences, and awareness of alternatives for medical management (Leventhal et al, 1980). The common-sense model has been shown to be useful in research (Clark et al, 2001, Walsh et al, 2004). However, it can be argued that further development of the theory is required. Grzywacz et al (2011), propose that the common sense model offers little direction regarding how beliefs or illness representations are combined to form a common sense model of diabetes (or any other chronic illness). Researchers frequently use the illness perception questionnaire (IPQ) to measure illness representations, however, there exists considerable ambiguity in how to utilise the data Grzywacz et al (2011). Researchers who have been interested in understanding the common sense model of diabetes, commonly use scores from the diabetes-specific illness perception questionnaire (Skinner et al, 2003)  for specific domains (e.g., cause, consequence, control), as independent outcomes (George et al, 2008, Lawson et al, 2007). This research provides an understanding of specific belief domains, however, in contrast it cannot advance understanding of the CSM of diabetes as researchers are only taking into account component of the CSM rather than the whole (Grzywacz et al, 2001). Also, when taken into consideration the consequences of variance in the common sense model of diabetes, researchers utilised data collected from subscales of the illness perception questionnaire as independent predictors of diabetes self-management outcomes (e.g., A1C, frequency of physical activity) (Broadbent et al, 2006, Searle et al, 2007). 
	Grzywacz et al (2001), conducted a study investigating the importance of viewing belief systems holistically. The focus of their research was on beliefs surrounding diabetes management. Diabetes self-management provides a favourable example for viewing belief systems holistically as diabetes is a common chronic illness with well defined behaviour strategies advocated for self-managing blood glucose levels in order to reduce complications of the disease (Grzywacz et al, 2001).  Despite clinical recommendations, one third of diabetic older adults are unable to successfully manage their diabetes nor gain favourable glycaemic control Searle et al, 2007).  The study found that participants who had effective glycaemic control was due to coherent biomedical view of the disease and participants who did not have an informed biomedical view of diabetes did not evidence glycaemic control. These results conclude that the notion to view individuals’ beliefs incrementally is a potentially inefficient way of health behaviour change. Within the context of diabetes management, it could be suggested that targeting individuals’ domains of knowledge or beliefs (e.g., how diabetes works, nutritional support) will have little success. Effective diabetic care and management requires a focus on changing beliefs and knowledge in multiple domains in an integrated and synchronous way. 
[bookmark: _GoBack]	In conclusion, it is of intrinsic importance to view individuals’ belief systems about their health diagnosis holistically. Research has demonstrated that beliefs held by an individual regarding illness can have detrimental consequences in maintaining a healthy lifestyle, this is evident in studies in diabetes (Grzywacz et al, 2011). However, mental health belief systems are complex and the beliefs held by the individual can have both positive and negative effects.  Although there exists difficulties in empirically capturing many parts of the CSM and the complexities of adaption to health threats, a contrast between the research conducted by Hagger and Orbell (2003) and Hagger et al (2017) provides an increase in the amount of studies using the CSM. More research is required into these complexities, in order to gain further understanding of health and illness related self-regulation. The combination of research findings and theory will facilitate the CSM to evolve. However, challenges will arise for researchers who ‘embrace’ the CSM.  There is the need to better understand health and illness related self-regulation (Benyamini and Karademas, 2019). 
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