[bookmark: _MV3BS_12]
Distorted Emotional and Cognitive Response and “Healthy Prototype”

The focus of this essay is evaluation of the “Common Sense Model” (“CSM”). The model started to develop after a flu pandemic in 1957, when one of the first studies striving to understand the link between beliefs and actions found that people whose loved ones fell ill with flu, were more likely to get flu shot, perceived the illness as more serious and themselves as more suggestible to it. Further, studies surrounding fear-based health promoting messages solidified the importance of action plans in the model (Leventhal, Phillips & Burns, 2016a). Leventhal, Meyer & Nerenz first proposed the model in 1980 and it is still highly influential and actively used today. The premise is that cognitional and emotional response to illness, and threat is presents, will lead to a coping strategy to abate the threat and lower the emotional upheaval caused. The essay aims to answer the question: ”…to what extent beliefs about illness influence people’s cognitive and emotional responses to illness?” using the “CSM”.
[bookmark: _GoBack]Illness respondence and recognition may vary between individuals greatly, our perception and evaluation of the symptoms that changes with experience. Bibace & Walsh (1981) and Burbach (1986) suggest that recognition and evaluation of illness may happen in developmental stages. Koopman, Baars, Chaplin & Zwinderman (2004) seem to support the idea. Furthermore, recent results from a study conducted by Sisco-Taylor & Brittany (2019) seems to suggest a link between: “…temperament traits in childhood and adulthood with illness behaviour development, suggesting distinct associations from early life illness.” (p.9) This could have a significant implication for health behaviour interventions, because predicting future adult health behaviour could be possible from childhood experiences.  This information may also create opportunities to limit the development of negative coping strategies in adults. When communicating with children about illness, their developmental stage should be taken into account to avoid unnecessary confusion and distress.

“The CSM” start with illness recognition and symptom perception– “situational stimuli”; meaning is assigned to illness/symptom -“identity” - from the available schema in the subconscious and conscious mind. From the schema perceived severity – “consequences” and possible longevity “timeline” of the malady is evaluated and – “coping Strategy” chosen; perception of “control” over the illness is also taken into account. A significant part in the “Common Sense Model” holds a “coping appraisal” stage, where the applied coping strategy is evaluated and adjusted depending upon the outcome of the strategy. The first stage may be skipped if the illness is diagnosed without symptom, possibly while visiting a doctor or a hospital. (Hagger, Orbell, Koch & Chatzisarantis, 2017)
In the center of the model stands a private belief about an illness; what it is, what caused it, how long it may last, its seriousness and curability. “Cause” may be internal or external. These views are shaped by prior experience and knowledge, they are affected by bio-psycho-social factors. “Coherence” is the unabridged representation of what illness is and what it means in the mind of its bearer, it is not universal, so no other people share the same prototype in their minds; and it is dynamic in nature, so it changes and adapts. Personal history influences response, if a symptom is new, unfamiliar or “rare”, the threat of it would be considered a more serious, and emotional response to the belief would be stronger. Lau & Hartman (1983) paraphrase Leventhal and Nerenz (1982) and point out that the components of the “CSM” could be divided into three patterns depending upon the “cause” and “longevity of the illness.  1) “chronic” (there is more than one cause and possibly life-long timeline),  2) “cyclic” (returning cause and prolonged timeline) and 3) “acute” (one cause, brief timeline). Reasons for illness could be considered as “external” or “internal”, alternatively they could be observed as from the view of what caused it, person may believe it is their fault, or they may blame something else. Similarly, reasons for getting better could be “external”, “internal” or “passive”. They may wait for the malady to pass (stay passive), strive to change the way they care of themselves (internal), or go to the doctor for prescription (external).
To illustrate: Several people with the same symptom – headache, may have different understanding of illness, “coherence” stored in their subconscious, and have diverse coping methods.
1) First person may believe their headache was caused by dehydration because they did not drink enough water, so the “threat” understood from the “common sense model” point of view, would be short-term, not serious and controllable, and caused by their actions. However, if the headache would not disappear after the chosen coping strategy – drinking more water – the previous strategy would be appraised, and the prototype adjusted, and possibly a new “identity” assigned to the threat. If previously they had a headache and drinking water helped, they are more likely to choose this strategy next time. 

2) The second person may experience headaches as a long-term issue due to short-sightedness, so if the person wears glasses the headaches should stop. However, if the headaches began appear more often, their new strategy could be simply to stay passive and wait if the issue goes away, because headaches from their point of view, are not serious and a possible cause is known. Only after the headaches keep reappearing would the person use reappraisal and adjust their coping strategy, that could be visiting an optician and getting new prescription on glasses. 

3) The third person never had a headache, they are worried, because they know it may mean there is a tumor in the brain, which they heard on television, and they believe they are suggestible to it and its serious. The feeling they have, and the evaluation of "cause", may not be rational – e.g. they could believe it was caused by too much exposure to electro-magnetic waves. Their first coping strategy would be to a book an appointment with their GP straight away or A&E visit, due to the private perception of danger and feeling of urgency.

Some studies suggest beliefs about consequences of illness predict more symptoms, poorer psychological outcome and higher use of health services in the future. A person in the hospital after trauma, with belief of a bleak recovery outlook, is recovering slower than their optimistic counterpart, and have more issues with daily functioning. (e.g. Petrie, Weinman, Sharpe & Buckley, 1996; Jopson & Moss-Morris, 2003; Callaghan, Condie & Johnston, 2008). 

Weinman, Petrie, Moss-Morris & Horne (1996) developed the “illness perception questionnaire” as a specific measure for the “CSM” and opened the usually private illness beliefs to quantitative scrutiny. The scale made evaluation of all the five components easier. The questionnaire reinforces development of a new interventions “Self-Regulatory interventions”, where individuals monitor their own effort in management of their chronic illness, they are appreciated as active problem-solvers and the process changes dynamically with their perception. Broadbent et al. (2015) conducted a systematic review of the literature using the “Brief IPQ”, a shorter version of “IPQ”, and concluded “all items were able to predict outcomes up to a one-year follow-up.” (p.1) The abridged version of the scale has been used on children, translated into different languages and applied onto a wide scale of illnesses; and demonstrated sufficient validity even with the adaptations. The items on the scale found they are the most changeable appears “personal control” and “causal beliefs” and these should be targeted if a change of behaviour is required. Revised “Illness Perception Questionnaire” proposed by Moss-Morris et al. (2002) includes a construct called “illness coherence” formed from the understanding a person has about the whole illness. A separate subscale of “emotional representation” of the disorder has also been included. The “emotional representation” may not correspond with cognitive illness representation; and emotional representation may have stronger influence on coping response, e.g. person may understand that lump in the breast could be -cancer- and cognitively know that the best response would be to treat it as soon as possible, but their emotional reaction – fear of “consequences” - may lead to different coping response – avoidance - then if the symptom may have indicated something more benign like – a cold -  and coping response would be - GP visit for check up.-.  (Hagger et al., 2017)

A meta-analysis done by Brandes & Mullan (2014) to explore if “CSM” would be “able to predict treatment adherence in chronically ill patients” found only a feeble connection between constructs of “CSM” and adherence to treatment [abstract], however their work was not mentioned in the overview of “CSM” by Leventhal, Phillips & Burns (2016b), so in the letter to editor Doyle & Mullan (2017) point out that no null findings are cited in the overview, they imply it is biased, and state that results from well-conducted studies should not be ignored merely because they are inconvenient. The two studies with null findings they mention are Brandes & Mullan (2014); and Law, Tolgyesi & Howard (2014), who focused their systematic review upon “treatment adherence of children and young people with chronic illness” [abstract]. Authors Phillips, Leventhal & Burns (2017) respond to the letter by correcting that their 2016 work was not supposed to be a systematic review, and thus did not have to include the above mentioned papers. They also say Brandes & Mullan 2014 failed to provide any valid evidence against the “CSM”, especially when their only focus of study was adherence to treatment, only part of the whole model. Phillips et al. (2017) continue to point out that a meta-analysis of studies using “illness perception questionnaire” does not represent the whole “common sense model” and results should not be generalised.  The authors find that even the revised variations of “IPQ” are “inappropriate to operationalize the dynamic CSM processes” and note “instrument used to operationalize a concept is not the same as the concept itself.” (p.2) Furthermore, treatment perception was not included in the systematic review done by Brandes & Mullan even when it should be the strongest prediction with regard to adherence to treatment. Other variables also fail to be accounted for. Aujla et al. (2016) did similar systematic review with the aim to find out if “beliefs about illness can predict adherence to self-management health behaviour in adults with both acute and chronic physical illness” They determined there is only “a weak predictive relationship between beliefs and adherence to self-management” [abstract]., and that these did not “differ between behaviours or expected illness timeline” [abstract] , however they admit self-management adherence is known to be generally low and affected by many factors, one of these factors could be “interplay between individual beliefs domains”, such as treatment beliefs. E.g. How effective is the treatment, trust in doctor, side effects of the medication or type of illness. Most of the studies that use the “common sense model” are correlational. Experimental or interventional studies are rare, most of the results end up “static” and fail to address the evaluation phase of the model. Phillips, Leventhal, and Leventhal (2013) found that strength of habit was the strongest predictor in treatment compliance; and advise patients to include any treatment into a normal routine until it become automatised. 
To summarise beliefs that are formed and assimilated through socialisation, they are moldable and influenceable by inside and outside influences. Beliefs appear to be affecting behaviour significantly. The main strength of the “common sense model” is fifty years of history, with research and theoretical development. It provides a useful outline for accessing and evaluating process of health behaviour and its maintenance. The model may describe the changes between set of behaviours but self-reported questionnaires, even at different time-points, are not sufficient to assess the complex interaction between variables.  The purpose of this “regulatory system” is to get back to the “healthy prototype” of itself stored in their mind.  “Illness perception” is one of the major predictors in the perceived disability. Distorted emotional and cognitive response to illness affects whole adaptation to illness and treatment adherence.  (Leventhal, Phillips, & Burns, 2016b)
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