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The common sense model of illness self-regulation: a conceptual
review and proposed extended model
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ABSTRACT
The common sense model of illness self-regulation outlines the dynamic
processes by which individuals perceive, interpret, and respond to health
threats and illness-related information. An extended version of the model
is proposed, which specifies additional constructs and processes to
explain how lay perceptions of health threats impact coping responses
and health-related outcomes. The extended model provides detail on:
(a) the mediating process by which individuals’ illness representations
relate to illness outcomes through adoption of coping procedures; (b)
how illness representations are activated by presentation of health-
threatening stimuli; (c) behavioral and treatment beliefs as determinants
of coping procedures and illness outcomes alongside illness
representations; and (d) effects of moderators of relations between
cognitive representations, coping procedures, and illness outcomes. The
extended model sets an agenda for future research that addresses
knowledge gaps regarding how individuals represent and cope with
health threats, and may inform effective illness-management
interventions. We identify the kinds of research required to provide
robust evidence for the extended model propositions. We call for
research that employs incipient illness samples, utilizes designs that
capture dynamic processes in the model such as cross-lagged panel
and intervention designs, and adopts illness-specific measures of coping
procedures rather than relying on generic instruments.
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Detecting, processing, and responding to information signaling a potential threat to health are fun-
damental processes that are not only necessary for maintenance of everyday functioning, but for sur-
vival. Understanding these processes is a priority concern for healthcare organizations interested in
developing models of care aimed at promoting health, and preventing and managing illness
(Hagger, Moyers, et al., 2020; Johnson & Acabchuk, 2018; Leventhal et al., 2008). As illness manage-
ment moves away from inpatient care to self-management, patients bear an increasing burden of
the responsibility for their own treatment. Successful treatment for illnesses and health conditions
is, therefore, increasingly dependent on patients’ capacity to regulate their own treatment regimens
(Horne & Weinman, 1998; Leventhal et al., 2016). In addition, understanding how individuals monitor
and respond to information and stimuli regarding health threats may inform early detection of acute
illness (e.g., stroke, sepsis, meningitis), avoid delay in responding to illness symptoms (e.g., sexually-
transmitted infections, cancers) or symptoms signaling exacerbation of existing conditions (e.g.,
swollen legs in congestive heart failure), and to address non-completion of treatment or non-attend-
ance at medical appointments in prevention of chronic illnesses. For example, maximizing
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attendance to cancer screening programs and associated treatment is reliant on at-risk individuals’
capacity to respond to illness threat information (Anagnostopoulos et al., 2012; Orbell et al., 2004,
2006, 2008).

Gaining insight into individuals’ lay beliefs or representations of health threats and illnesses is
paramount to this understanding. Beliefs play a central role in motivating individuals’ decisions to
seek treatment or engage in actions directly aimed at addressing the threat (Carver et al., 1989;
Leventhal et al., 1980). Conversely, beliefs may also be implicated in threat responses that may
lead to failure to engage in treatment-seeking behavior, actions that are erroneous or ineffective
in addressing the threat, or denial or minimization of the threat, which may have serious implications
for prevention and prognosis of serious illness (Hagger, Koch, et al., 2017; Leventhal et al., 1998).
Facilitating understanding of patients’ beliefs and how they impact treatment decisions is, therefore,
fundamental to informing the development of interventions that may be effective in promoting
adaptive, treatment-seeking behavior (Cameron et al., 2020; Horne et al., 2013; Leventhal et al.,
1992). Patients are also often faced with complex or ongoing treatment related decisions, and under-
standing beliefs that guide these decisions is important for care management.

The common sense model of illness self-regulation is a prominent social cognition approach
to describing the processes by which patients’ form lay beliefs about health threats, how the
beliefs impact coping procedures, and how subsequent appraisals of these procedures, itera-
tively and dynamically, update beliefs and assist in managing the perceived threat (Clatworthy
et al., 2007; Leventhal et al., 1980, 2016). Two types of beliefs, cognitive and emotional, are
identified in the model and are proposed to operate in parallel, and interactively, in determining
coping procedures. The model takes an individual perspective, recognizing that illness manage-
ment is highly, sometimes exclusively, dependent on individuals’ motivation to respond to
manage threat. Importantly, the lay beliefs and associated coping responses make sense to
the individual, even though they may be inconsistent with an ‘expert’ illness model and, there-
fore, erroneous or ineffective as a response to a health threat. The model has been extremely
influential in advancing knowledge on how patients self-regulate health threats, and has
been applied extensively to management of acute and chronic illness (Dempster et al., 2015;
Hagger, Koch, et al., 2017; Hagger & Orbell, 2003; Mc Sharry et al., 2011). Although the original
purpose of the model was to describe how people make sense of health threats and illnesses,
and their coping responses, it has also been used to describe how illness beliefs relate to illness
outcomes (e.g., illness progression, perceived health, functioning, psychological well-being)
through the selection of coping procedures, which may, ultimately, determine the course of
the illness and prognosis.

The model is also evolving, encompassing additional constructs and processes that more
effectively and comprehensively explain the processes by which patients’ make sense of
health threats and regulate their responses (e.g., Benyamini & Karademas, 2019; Cameron
et al., 2005; Durazo & Cameron, 2019; Hagger, Koch, et al., 2017; Karademas et al., 2011;
Leventhal et al., 2016; Moss-Morris, 2013; Orbell et al., 2006, 2015; Orbell & Phillips, 2019; Phillips
et al., 2013). Many of these additions represent formal specification of Leventhal et al.’s (1980)
original proposals, while others seek to extend the model to increase its scope and predictive
validity. In the present article, we provide a critical review of the common sense model and
the extant research testing its hypotheses, and propose an extended version of the model
that clarifies and broadens its predictions. First, we elucidate and formally operationalize
some key processes identified in, or inferred by, the original model. Second, we identify some
key moderating factors that influence model processes contextual and dispositional factors.
Third, we outline how explicitly differentiating between sets of beliefs in the model, such as
beliefs regarding performing coping behaviors and treatment beliefs, may facilitate understand-
ing of the determinants of coping behaviors and the processes involved. We expect our
extended model to set an agenda for future research applying the model to explain how indi-
viduals respond to, and cope with, health threats.
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The common sense model

Development of the model and basic processes

The common sense model arose from Leventhal et al.’s (1980) proposals to understand how individ-
uals’ responses to health threats relate to actions taken to deal with them. According to the model,
individuals’ coping responses to stimuli signaling threat are guided by cognitive representations of
the illness formed by information stored in memory relating to illnesses, and individuals’ cognitive
processing of threat-related information. These representations of illness are proposed to be sche-
matic and acquired through experience (e.g., bodily sensations, past illness history, interactions
with others). Sources of information on health threats can be endogenous, such as experienced
symptoms and somatic responses, or come from external sources, such as messages presented in
pamphlets or television advertisements. Information can also be derived from other expert and
lay sources, such as a doctor informing a patient of a diagnosis, reading about an illness in a news-
paper, or having a conversation with a colleague about a friend’s illness. Symptoms or somatic
responses, indicating sharp deviation from normal functioning, are consideredmost likely to catalyze
a response. Threatening information may activate associated illness-related information stored in
memory and, if the information is perceived as posing a significant threat to health, may motivate
individuals to form an appropriate coping response. The basic processes of the common sense
model are depicted in Figure 1.

A distinction is made between the abstracted information relating to illnesses stored in long-term
memory and the specific mental representations of illness activated by the illness-related stimuli
(Henderson et al., 2007; Henderson et al., 2009; Leventhal et al., 1980, 2016). Information regarding
illnesses is stored schematically in memory as illness prototypes, constructed over time from per-
sonal and vicarious experience, and social and cultural knowledge of the illness. Representations
are a temporarily available mental model of the illness informed by currently available illness-
related information and the stored prototype. Experience of a stimulus indicating a potential
health threat, such as a headache or tightness in the chest, activates aspects of illness prototypes
with similar symptoms such as those for the common cold or influenza. This ‘matching’ process

Figure 1. The common sense model of illness self-regulation (Leventhal et al., 1992).
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likely results in the activation of representations or schema for illness with reasonable fit with the
stimuli. Stored knowledge on procedures to cope with the illness, and associated action plans to
enact them, may also be activated, leading to fast and efficient initiation of a coping response
such as taking analgesic medication or to lie down in a dark room. Ambiguous information may
lead to the activation of multiple representations, which may result in the individual evaluating
the merits of the available coping responses and selecting the one with the best fit, or holding
off on taking definitive coping procedures until more information comes to light. These processes
are dynamic and iterative, with appraisals of coping effectiveness providing salient information to
guide coping efforts and illness representations.

Representations, coping, appraisals, and outcomes

Given that illness representations reflect individuals’ lay or ‘common sense’models of an illness (c.f.,
Hampson et al., 1995, 1990), the selection of coping procedures1 in response to the representation
will also make ‘common sense’ to the individual, even if the response is contraindicated from the
perspective of an ‘expert’ illness model. Individuals monitor effects of the selected coping response
for changes relating to illness progression, such as changes in symptoms or somatic information
(‘Has my illness or condition got better?’), or changes communicated by health professionals or
medical diagnoses (‘What do the test results show?’). If little or no change is detected in the symp-
toms or other potentially threatening illness-related indicators, or, worse, the symptoms or indicators
signal further progression, the individual may opt to adapt or modify the coping procedure. For
example, the individual may opt to prolong the selected coping procedure based on their appraisals
(e.g., ‘I didn’t perform it [the treatment] long enough and need to be patient’), adjust the intensity
(e.g., ‘the dose of [the treatment] was not optimal, so I will increase it’), or modify it (e.g., ‘I did not do
[the treatment] correctly, I will do it a different way’). These alterations will also be constrained by the
individual’s beliefs about the ease, accessibility, and costs of the coping procedure. If appraisals of
the effectiveness of the selected coping procedure against symptomatic and other illness-related
information indicate little change, or even a worsening of the condition after several iterations of
adjustment, then the individual may update their representation, consistent with model predictions
(Clatworthy et al., 2007; Leventhal et al., 1980). This updating may alter the course of the coping
response, or terminate it altogether. The iterative appraisal process, therefore, provides an
ongoing means to guide individuals’ coping response to mitigate health threats and restore health.

As an example of these processes, consider an individual with a headache. In the absence of other
symptoms, he or she will likely match the representation to a ‘headache’ prototype, and not rep-
resent it as highly threatening. They may choose to either wait and see if the headache recedes,
or take a mild painkilling medication. If the symptoms dissipate, the ‘wait and see’ or mild medication
coping procedure would be appraised as effective, leading the individual to confirm their original
representation as a minor headache and to acquire illness coherence. The experience will further
reinforce the individual’s headache schema, and the associated successful coping routine, stored
in associative memory. If the headache symptoms persist, the individual will likely make alterations
to their selected coping response, to perhaps see whether it can be carried out more effectively or
more intensely. For example, the individual may rationalize that they did not give the medication
enough time to work, did not wait long enough for it to work, or may identify mitigating factors
that may still be causing the headache to persist (e.g., dehydration, stress), and may seek other con-
current actions to mitigate their influence (e.g., drink water, use relaxation techniques). If after
several iterations in which the coping procedure is applied but is not appraised as effective in redu-
cing headache symptoms, the individual may conclude that their representation was not correct in
the first place, and subsequently seek to update it by searching for other illness prototypes that
match the representation. This may, in turn, lead them to seek an alternative coping procedure
for dealing with the health threat whose cause is uncertain, such as seeking medical attention.
Appraisals, therefore, act as a dynamic feedback mechanism that permit ongoing updating of
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representations and coping responses according to changes in outcome-related stimulus infor-
mation (Leventhal et al., 1980; Martin et al., 2003). H. Leventhal (personal communication, 18
January 2018) has suggested that the ongoing appraisal of the effectiveness of the selected
coping procedure and updating of threat representations is akin to a Bayesian process. Illness rep-
resentations and prototypes represent ‘priors’ in the model while appraisals of success of coping pro-
cedures are used as posteriori information to adjust and update the representation and subsequent
coping. The process is, therefore, a dynamic, iterative one with the purpose of arriving at the coping
procedure that has the greatest likelihood of success in managing the health threat.

Dimensions of illness representation

Research on the common sense model has explored the content of cognitive illness representations.
Multidimensional scaling studies (e.g., Bishop & Converse, 1986; Linz et al., 1982) and open-ended
interviews (e.g., Baumann et al., 1989; Croyle & Jemmott, 1991; Lau & Hartman, 1983; Meyer et al.,
1985) have identified five distinct cognitive representation dimensions: cause, consequences, iden-
tity, personal control, and timeline. The cause dimension reflects beliefs about the causes of the
illness such as genetics, infection, diet, environmental pollution, or risky behaviors; the consequences
dimension reflects beliefs regarding the impact of the illness on everyday life such as physical and
role functioning, work capacity, and personal relationships; the identity dimension reflects the symp-
toms and label given to the illness or condition; the timeline dimension describes the expected dur-
ation and time course of the illness or symptoms; and the personal control dimension reflects beliefs
about whether the illness can be effectively cured or controlled by personal actions such as seeking
help or taking medication. While each dimension is considered a separable aspect of the cognitive
representation, they are also expected to be interrelated.

The representation dimensions have typically been measured using psychometric inventories
such as the illness perception questionnaire (IPQ; Weinman et al., 1996; Weinman et al., 2018) and
the personal models of illness interview (Hampson et al., 1990). Measures of the identity and
causal attribution dimensions comprise lists of symptoms and potential causes, respectively. For
the identity scale, individuals note on binary scales (yes vs. no) whether or not each symptom on
the list has been experienced and can be attributed to the illness. The lists of symptoms are typically
tailored to the illness or condition of interest, and also include items that are not medically related to
the illness or condition of interest, which individuals may, nevertheless, attribute to the illness or
condition (e.g., ‘pain’, ‘sore throat’, ‘nausea’, ‘breathlessness’ etc.). For the cause scale, individuals
provide responses on standard psychometric scales to each listed cause, irrespective of whether
the item is a verified cause of the illness or condition (e.g., ‘A germ or virus caused my illness’; ‘Pol-
lution of the environment caused my illness’; ‘Stress was a major factor in causing my illness’). By
contrast, measures of the consequences (e.g., ‘My illness has major consequence on my life’),
control (‘There is a lot I can do to control my symptoms’), and timeline (e.g., ‘My illness will last
for a long time’) dimensions use multi-item scales adjusted to make reference to the illness or con-
dition of interest.

The inventories have been further adapted to include additional dimensions consistent with con-
cepts in the common sense model. For example, important additional dimensions included in the
revised illness perception questionnaire (IPQ-R; Moss-Morris et al., 2002) are treatment control and
illness coherence. Treatment control reflects individuals’ beliefs that treatment regimens (e.g., medi-
cine, rehabilitation, health behaviors) will be effective in treating or managing the illness or con-
dition. This dimension aims to capture control-related perceptions that focus on typical
treatments, and isolate them from other control-related perceptions. This is derived from prior
research that focused on specific forms of treatment control, such as beliefs about medication for
illnesses and conditions for which medication adherence is a key treatment (e.g., Horne et al.,
1999). Illness coherence taps patients’ perceived clarity in understanding their illness (whether the
illness ‘makes sense’). As a meta-cognitive belief, the coherence dimension is set apart from other
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cognitive representation dimensions in that the extent of an individual’s understanding of their
illness or condition will likely have pervasive effects on their entire approach to coping. A further
important development of the IPQ-R inventory is the introduction of a measure of emotional rep-
resentations, which captures individuals’ beliefs that thinking about the illness is associated with
negative emotions such as anger, anxiety, depression, and worry.2

Taken together, the revised questionnaire provides a sample of generically-worded items that
might be employed to assess relevant illness representation dimensions, and researchers are encour-
aged to modify the items so that they refer to the specific illness or condition of interest based on
pilot work, extant literature, and medical knowledge (French & Weinman, 2008; Moss-Morris et al.,
2002; Weinman et al., 2018).

Evidence for the common sense model

Summarizing the current evidence
There has been a proliferation of research examining the tenets of the common sense model using
illness representation measures alongside measures of coping responses and illness outcomes (for
reviews see Hagger, Koch, et al., 2017; Hagger & Orbell, 2003; Leventhal et al., 2011; Leventhal
et al., 2016). Research has typically demonstrated positive correlations between measures of the
illness representation dimensions that tend to signal a health threat (consequences, timeline,
cause, identity, emotional representations) and maladaptive illness-related outcomes (e.g., anxiety,
poor quality of life, low positive affect, illness progression), while representations reflecting less
threat and beliefs in controllability (e.g., personal control, treatment control, coherence) are nega-
tively related to these outcomes. Research has also shown that dimensions reflecting threat percep-
tions tend to be positively related to coping procedures that are not likely to lead to adaptive
outcomes (e.g., avoidance, denial, emotion venting, seeking social support) and, surprisingly, nega-
tively related to coping behaviors (e.g., visiting health professionals) or other coping procedures that
might facilitate adaptive outcomes (e.g., cognitive reappraisal). Similarly, research on the causal attri-
butions of illness have indicated similar patterns. For example, cardiac patients attributing their
illness to stress-related causes (e.g., stress responses) are more likely to exhibit maladaptive out-
comes (e.g., greater risk of heart attack, morbidity) (e.g., Affleck et al., 1987). However, cardiac
patients who attributed their condition to behavior-related causes (e.g., poor health habits) were
more likely to subsequently adopt adaptive coping behaviors (e.g., uptake of dietary and exercise)
(e.g., Weinman et al., 2000). The personal control and coherence dimensions, on the other hand,
have been found to be positively related to coping procedures likely to lead to adaptive outcomes,
and negatively related to avoidant-oriented coping procedures.

These findings have been confirmed in meta-analytic research examining these sets of relations
across multiple illnesses and populations (e.g., Dempster et al., 2015; Hagger, Koch, et al., 2017;
Hagger & Orbell, 2003), and in specific illnesses (e.g., Hudson et al., 2014; Mc Sharry et al., 2011).
Together these studies seem to indicate that threat perceptions and emotional representations
tend to be positively related to avoidant coping procedures, negatively related to coping procedures
likely to lead to adaptive outcomes, and linked to maladaptive outcomes such as higher negative
emotional responses, lower quality of life, and poorer functioning, reduced likelihood of treat-
ment-seeking behavior, and increased illness progression. In contrast, control-related perceptions
and more coherent beliefs regarding the illness are linked to greater use of coping behaviors and
approach coping procedures, as well as better functioning, increased treatment seeking, reduced
distress, and lower illness progression.

Limitations and boundaries of current evidence
As these findings illustrate, the general trend within research applying the common sense model has
been to focus on correlations between illness representation dimensions and coping responses and
illness outcomes (e.g., Heijmans, 1999; Scharloo et al., 1998), or, in cases where multivariate analytic
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techniques were adopted (e.g., multiple regression, structural equation modeling), the unique
effects of the dimensions on outcomes while accounting for the effects of the others (e.g., Hagger
et al., 2005; Horne & Weinman, 2002; Rutter & Rutter, 2002). However, research examining how
characteristic patterns of interrelations among the dimensions may determine coping procedure
selection or outcome appraisals is limited by comparison. Such an approach may be more consistent
with the original model in that representation dimensions are expected to be related in meaningful
ways for each individual, reflecting their personal ‘model’ or ‘theory’ of their illness (Clatworthy et al.,
2007; Leventhal et al., 1980). One alternative approach has been to examine whether distinct
‘profiles’ of illness representations exist, and whether these profiles are linked to the adoption of par-
ticular coping procedures. Research applying cluster analytic methods (see Clatworthy et al., 2007)
has demonstrated how characteristic clusters of representation dimensions exist. For example,
Hobro et al. (2004) identified an ‘adaptor’ illness representation cluster in chronic pain patients,
defined by lower scores on timeline and emotional distress, and higher scores on personal and treat-
ment control, and coherence, relative to a ‘non-adaptor’ cluster. Similar ‘positive’ and ‘negative’
cluster profiles have been identified in other studies (Crawshaw et al., 2015; Norton et al., 2014).
‘Adaptor’ and ‘positive’ illness perception profiles have been shown to be associated with better
prognosis, recovery, and functioning as well as adoption of adaptive coping procedures (Crawshaw
et al., 2015; Hobro et al., 2004; Norton et al., 2014). However, the clusters in these analyses were gen-
erated at the sample level, so do not capture individualized illness representation profiles as
suggested by the model. The adoption of research methods that focus on single-cases such as N-
of-1 designs (e.g., McDonald et al., 2017), which enable exploration of effects of individual profiles
of beliefs on coping and outcome appraisals over time, might offer an alternative approach and
may be a viable option for future research.

The extant research testing common sense model hypotheses has also been criticized by the pre-
ponderance of largely static correlational designs which do not account for change in represen-
tations, coping, and illness outcomes over time (DeLongis & Morstead, 2019; Hagger, Koch, et al.,
2017; Leventhal et al., 2016). Such research may not provide sufficient tests of model processes, par-
ticularly the mechanisms underpinning the role of coping as a mediator between representation and
outcome, and the dynamic nature of the model including coping appraisals, as a mechanism for
updating and modifying representations and ongoing coping procedure selection. Furthermore,
research to date has not extensively tested potential interaction effects within the model, such as
the moderating effects of emotional and cognitive representation dimensions (Leventhal et al.,
2001), or extraneous variables such as individual differences and personality traits (e.g., Cameron
et al., 1998; Karademas et al., 2011; Moss-Morris et al., 2011), on the pattern of effects in the
model. In the following sections, we propose revisions to how the common sense model is tested
and outline some extensions to the model, based on recent theory and evidence, that may serve
to provide tests that capture these key processes, often neglected in research applying the
model, and also broaden its capability to explain the processes by which representations relate to
coping responses and illness-related outcomes.

Extending the model

Overview of the extended model

Our proposed extended model is presented in a generalized form in Figure 2. A prominent extension
is the hypothesized mediation of the effect of representation dimensions, particularly the role of
threat perceptions (e.g., consequences, identity, timeline), on illness outcomes by coping pro-
cedures. Although the mediation prediction was not a hypothesis made explicit in the original
model, it was implied and provides a logical extension to model so that it captures the process
by which illness representations guide coping and impact outcomes. We also extend the model
by specifying interactive effects among emotional and cognitive representation dimensions. A
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further extension is formalization of the schematic structure of illness representations, and the
process by which illness stimuli activate appropriate representation dimensions and concomitant
coping procedures. These aspects of our extended model seek to provide a more comprehensive,
formal description of existing model tenets, which can form a template for subsequent research
testing these processes.

Consistent with recent approaches to theory integration (e.g., Ajzen & Kruglanski, 2019; Hagger,
2009; Hagger & Hamilton, 2020a; Hofmann & Kotabe, 2012), we also introduce additional constructs
and associated processes in the model to extend its predictive validity, particularly the conditions
that determine selection of coping behaviors and approach-oriented responses resulting from rep-
resentations of health threats. Specifically, we propose inclusion of beliefs with respect to specific
coping behaviors as predictors of coping alongside illness representations. We also propose the
inclusion of beliefs about treatment, such as beliefs in effectiveness, concerns, side effects, and
overuse, and their impact on coping and outcomes independent of illness representations.
Finally, we also explore the potential impact of socio-structural constructs (e.g., socio-economic
status, ethnicity) in the model, and propose that such variables should be included as integral to
model processes rather than as mere control variables.

Coping as a mediator

Theory and evidence for mediation
As implied in the original common sense model, coping responses have been proposed to mediate
relations between representations of health threats and illness outcomes (Hagger, Koch, et al., 2017;
Hagger & Orbell, 2003; Leventhal et al., 1980, 2016). The mediation effect is based on the premise
that effects of illness representations on outcomes are due to the coping procedures individuals
adopt to manage their illness. Conceptually, individuals’ representations of health threats motivate
selection of common sense coping procedures to manage the threat and restore emotional

Figure 2. The extended common sense process model adapted from Hagger et al. (2017). Note. Solid lines represent proposed
effects of illness representation dimensions and beliefs about behaviors on coping procedures and effects of coping procedures
on illness outcomes, and broken lines represent moderator effects. The following effects have been omitted for clarity: (a) Direct
effects of cognitive and emotional representations on illness outcomes and (b) moderating effects of individual difference and
illness characteristics on relations between coping and outcomes.
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equilibrium and maintain health. The coping procedures will be expected to affect a change in the
course of indicators of the deviation from functioning. For example, a coping behavior such as taking
medication or attending a clinic is likely to lead to a reduction in perceived illness progression or felt
symptoms. A coping procedure such as distraction or seeking social support may lead to a reduction
in distress and worry. The mediation process is illustrated in Figure 2 as the effects of cognitive rep-
resentations, threat and control and coherence, and emotional representations on coping pro-
cedures, and the effects of the coping procedures on illness and affective outcomes. The
mediation processes are also precursor to the re-appraisal process in which changes in outcomes
and perceived effectiveness of the coping procedures serve as sources of information that stimulate
updating of representations. For example, an individual who copes with asthma by regularly using
prophylactic medication should experience a reduction in symptoms that will, in turn, lead her or
him to update, or reappraise, their condition as more controllable and less threatening. The same
process will follow in all subsequent coping attempts and appraisals of subsequent outcomes.
The highly routinized association between the representation and coping procedure will likely mani-
fest in the development of close associations between the illness representation and the coping pro-
cedure in memory and habitual use of the medication (Henderson et al., 2009; Orbell & Phillips,
2019). Over time, the illness will be perceived to be highly controllable with low perceived
consequences.

There is a relative dearth of formal tests of the mediation process. Tests have indicated that effects
of representations indicating elevated threat (e.g., perceived consequences, identity, cause, timeline)
on maladaptive outcomes is mediated by emotion-focused coping procedures (Benyamini et al.,
2004; Evans & Norman, 2009; Rutter & Rutter, 2002), while effects of representations of personal
and treatment control on adaptive outcomes tend to be mediated by problem focused-coping pro-
cedures (Rutter & Rutter, 2002). However, few studies have demonstrated effects of threat percep-
tions on adaptive outcomes mediated by coping behaviors and approach-oriented coping
procedures. This is noteworthy given that a fundamental prediction of the model is that threat per-
ceptions should motivate individuals to take action to manage the threat. Studies reporting this
pattern of effects are relatively scarce. As an example, Brewer et al. (2002) demonstrated that
effects of the consequences representation dimension on hypercholesterolemic patients’ cholesterol
levels were mediated by their medication adherence. Similarly, research on causal attributions has
demonstrated that internal, unstable, and controllable attributions were indirectly associated with
positive psychological adjustment through the use of approach and emotion-focused coping pro-
cedures (Roesch & Weiner, 2001). These findings notwithstanding, the majority of mediation tests
indicate that coping behaviors and approach-oriented coping procedures tend not to mediate
relations between threat perceptions and outcomes. Furthermore, given the multidimensionality
of illness representations, and the myriad of available coping responses, confining analyses to indi-
vidual representation dimensions, coping procedures, and outcomes likely oversimplifies the
process. Such analyses do not test the unique effects of the representation dimensions on outcomes,
and do not enable tests of multiple coping procedures as mediators. Studies that are selective in the
representation dimensions and coping procedures may result in inaccurate reflections of the true
effects of representation dimensions on outcomes and the mediated effects through coping
procedures.

Updated evidence for mediation and a meta-Analysis
The relative dearth of tests of the mediation hypothesis in the common sense model, and even fewer
testing multiple mediator models, indicated a need for research testing how multiple coping pro-
cedures serve to explain effects of illness representation dimensions on illness outcomes. Hagger,
Koch, et al. (2017) conducted a meta-analysis of 254 studies reporting effect sizes among illness rep-
resentation dimensions (consequences, emotional representations, identity, illness coherence, per-
sonal control, timeline),3 coping responses (avoidance, cognitive reappraisal, emotion venting,
problem-focused coping procedures, seeking social support), and illness-outcomes (disease state,
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distress, physical, role, and social functioning, well-being) in chronic illness. The matrix of meta-ana-
lytically synthesized correlations were subjected to a path analysis testing the multiple mediator
model.

The analysis identified several important patterns of findings consistent with the common sense
model. First, coping procedures were identified as mediators of effects of representation dimensions
on illness outcomes, but direct effects of representations on outcomes remained, suggesting that
coping procedures only partially accounted for representation-outcome relations. A possible expla-
nation for these direct effects is the potential of other unmeasured coping or mediating variables
that accounted for the residual effects of representations on illness outcomes. For example, it
may reflect implicit beliefs that directly impact outcomes (e.g., individuals who believe that their
illness is more serious may function less well). Alternatively, direct effects may also be indicative
of measurement overlap with the representation dimensions and the measured outcomes, which
is likely to be exacerbated in studies that measure these variables concurrently. Second, the analysis
yielded some theoretically consistent patterns of effects, which were also in keeping with previous
mediation analyses (e.g., Benyamini et al., 2004; Brewer et al., 2002; Evans & Norman, 2009; Rutter &
Rutter, 2002), and patterns of correlations among model constructs from previous research (Demp-
ster et al., 2015; Hagger & Orbell, 2003; Mc Sharry et al., 2011). For example, positive effects of
emotional representations on distress and negative effects on well-being were mediated by avoid-
ance and emotion venting coping procedures. Positive effects of perceived control on adaptive out-
comes, such as well-being, and physical and role functioning, were mediated by generic and illness-
specific forms of coping procedure. These findings support the general conclusions of previous
studies that threat-related perceptions relate to maladaptive outcomes mediated by coping pro-
cedures that focus on emotion control.

Interestingly, the overall effect of threat perceptions on illness outcomes such as distress, disease
state, well-being, and functioning tended to be very small or zero. This seemed to imply that threat
perceptions were not effective in motivating individuals to engage in approach-oriented coping pro-
cedures that will impact their illness. However, the multiple mediator analysis enabled estimation of
specific indirect effects, which permitted isolation of mediated effects of each representation dimen-
sion on each illness outcome through each coping procedure dimension. The specific indirect effects
revealed positive indirect effects of consequences, a threat representation, on functioning and well-
being through approach-oriented coping procedures, and a negative indirect effect through avoid-
ance. As a practical illustration, consider an osteoarthritic patient experiencing knee pain. The patient
is likely to view the pain as indicative of potentially serious consequences for future mobility, but
such pain may be a signal to engage in rehabilitation exercises prescribed by their physiotherapist,
a coping behavior likely to lead to adaptive outcomes. This coping response is likely to be effective in
improving future functioning and perceived well-being. However, adoption of an avoidance-
oriented coping procedure in response to knee pain, may result in reduced functioning and under-
mine well-being.

A similar pattern of specific indirect effects, although with opposite signs, was found for con-
sequences on disease state, a measure of illness progression, and distress through approach-
oriented coping procedures and avoidance. For example, a patient with type II diabetes per-
ceiving their condition as having a serious impact on future functioning, may adopt a coping
behavior, such as moderating their dietary sugar intake or taking medication to manage
glucose levels, which may reduce illness progression (e.g., lowered HbA1c measures) and mod-
erate felt distress. Alternatively, although coping with the perceived serious consequences of
diabetes through avoidance may moderate felt negative affect in the short term, such a
response is likely to lead to increased illness progression, and ultimately to increased distress
in the long term. Taken together these indirect effects suggested that the zero total effect of
consequences on these outcomes observed in the overall indirect effects masked the true
pattern of effects, and examination of the specific indirect effects enabled detection of these
specific pathways.
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The analysis, therefore, indicated that representations of threat motivated individuals to adopt
approach-oriented coping procedures, which were related to adaptive outcomes (c.f., Brewer
et al., 2002). It also revealed that threat perceptions predicted coping procedures likely to lead to
maladaptive outcomes such as avoidance, which were related to maladaptive outcomes. As the
analysis was conducted across multiple illnesses and populations, the most probable interpretation
is that the two pathways reach sufficient strength in different population groups or illness contexts
for them to both emerge as significant in the aggregate analysis. So rather than the unlikely scenario
in which both pathways occur simultaneously, a more likely explanation is that contextual and popu-
lation-level factors determine whether individuals adopt an approach or avoidant coping response
in relation to a threatening representation. A key avenue for future research arising from these
findings, therefore, would be to identify the specific conditions that moderate the indirect effects
of threat perceptions on illness outcomes through coping procedures; a moderated mediation
effect (Hayes, 2018). For example, which factors determine whether arthritis or diabetic patients
adopt approach or avoidant coping procedures in response to their perceptions of serious conse-
quences, and have a bearing on adaptive or maladaptive outcomes? In summary, Hagger, Koch,
et al.’s (2017) mediation analyses serve to broaden the understanding of patterns of effects in the
common sense model, and indicate that overreliance on bivariate relations or simple mediation
models does not capture the complexity of effects in the model.

Methodological limitations and recommendations for future mediation tests
The conclusion from Hagger et al.’s meta-analysis points to a general limitation of the research
testing common sense model effects: a preponderance of correlational studies, which do not
provide clear illustration of the order of mediated effects and preclude inference of causality
(Hagger, Koch, et al., 2017). Causal effects in these studies are inferred from theory alone rather
than the data itself. A number of authors have made similar observations (Hagger & Orbell, 2003;
Hoving et al., 2010; Leventhal et al., 2016). Researchers are, therefore, encouraged to adopt research
designs that more appropriately capture effects as specified in the model. One possible approach
would be to adopt a panel design enabling tests of reciprocal effects and staggered mediation
effects. An example of a panel design to test some key hypotheses of the revised common sense
model is illustrated in Figure 3. Specifically, the design allows the modeling of (a) the effects of
the representation, coping, and outcome measures on themselves over time, known as ‘autoregres-
sive’ effects, which provide information on the stability of the constructs; (b) reciprocal effects
among model constructs through the cross-lagged effects, which provide information on how con-
structs in the system account for variance in others and vice-versa; and (c) prediction of outcomes
over time, which tests hypothesized directional relations based on model predictions (Selig &
Little, 2012). Other than modeling temporal change in the variables, testing cross-lagged effects
may provide insight into the dynamic nature of the appraisal process and capture how appraisal
of changes in outcomes may inform updating of representations and coping responses. A panel
design may also be useful to examine how relations among representations, coping, and outcomes
change over an extended period of time. For example, measuring these constructs at three or more
points in time may permit sequential mediation analysis, such that representation coping outcome
relations, and reciprocal effects, links are assessed across time points (Preacher et al., 2006).

Although panel designs allow for the modeling of these effects across a number of discrete time
points, it does not account for relatively rapid fluctuations and modifications in illness perceptions,
coping, and outcomes over time. Alternative innovative approaches may be to adopt more frequent
sampling of the constructs and a time phased analysis, using, for example ecological momentary
assessment (Burke et al., 2017) or latent growth curve analysis to model effects of representation
dimensions on outcomes over an extended period of time (Chilcot et al., 2020; Preacher et al., 2006).

In a similar vein, although there have been studies that have adopted experimental designs to
test model predictions (e.g., Evans & Norman, 2009; Heerema-Poelman et al., 2013; Karademas,
2012; Petrie et al., 2002), these studies also number relatively few. Manipulation of illness

HEALTH PSYCHOLOGY REVIEW 357



representation dimensions and examining effects on coping procedures will demonstrate how
change in these constructs affects selection of coping procedures, outcomes, and subsequent
beliefs about the illness. Changing illness representations may be difficult for patients with
chronic illness and considerable experience with a particular illness, and it is also challenging for
researchers to gain access to individuals at the exact point of onset of symptoms or provision of
information regarding an illness. One possible research strategy would be to examine changes in
illness representations during recovery or rehabilitation from acute illness and their relationship
to outcomes such as return to work and normal functioning (e.g., Petrie et al., 2002). Another strategy
might be to use hypothetical scenarios or priming to change or activate threat representations and
examine effects on coping procedures and related outcomes (e.g., Henderson et al., 2007, 2009;
Orbell et al., 2015). Overall, adoption of innovative longitudinal and experimental designs would
be an important step toward providing stronger evidence for the pattern of effects in the model,
particularly testing for change in model constructs that may capture the dynamic nature of the
model.

A further limitation of research testing mediation effects in the common sense model is an
observed overreliance on generic coping measures. The original conceptualization of the
common sense model had a clear focus on specific behaviors that patients need to adopt to
manage health threats, and the action plans required to enact them. However, meta-analyses of
research applying the model revealed that those that operationalized specific coping behaviors
numbered relatively few (Hagger, Koch, et al., 2017; Hagger & Orbell, 2003). Instead, researchers
have tended to rely on standardized coping instruments (e.g., the COPE, Ways of Coping Checklist)
that exhibit good psychometric properties, but only capture broad, generalized cognitive and
emotional coping styles or tendencies (e.g., ‘I tried to do something about the problem’ or ‘I
made a plan and followed it’). Such instruments do not precisely capture the specific behaviors
likely to bring about change in the course of the health threat. Furthermore, reliance on such
measures likely introduces error in tests of model predictions and may lead to inaccurate con-
clusions. Together these limitations pose a significant barrier to progress in testing mediation and

Figure 3. Panel design testing stability, cross-lagged (reciprocal), and time-lagged effects of constructs of the common sense
model over time. Note. Solid lines represent autoregressive effects and effects of representation and coping dimensions on
illness outcomes. Broken lines represent reciprocal effects. Double headed arrows represent correlations among variables
within time points.
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the development of effective interventions based on the model (Cameron et al., 2020). Conse-
quently, we call for greater use of coping measures that are concordant with the specific coping
behaviors advocated in the original model and correspond more closely with the illness under inves-
tigation and measures of illness representations.

Links between stimuli and representations

Illness ‘Schema’ and illness stimuli
According to the original conceptualization of the common sense model, information on health
threats and illnesses originate from many sources (Baumann et al., 1989; Leventhal et al., 2005).
The information may be somatic information signaling deviation from normal functioning that
could be attributed to a health threat. Alternatively, the information may arise from external
sources processed by the individual such as reading a pamphlet, seeing a television advertisement,
or receiving information when in conversation. The information may be derived from experience of
the illness vicariously through friends, family, or acquaintances. According to the common sense
model, sources contribute to the development of a representation of illness that is stored schema-
tically in memory, and represents generalized abstracted and stable information about the illness.
Experimental evidence supports the proposition that illness information is schematically organized
(Henderson et al., 2007).

For example, Henderson et al. employed a narrative priming method to ‘activate’ either common
cold schema or cardiovascular disease schema in two experiments involving healthy participants.
Compared to a control group that received a neutral non-illness prime, participants demonstrated
attentional bias to concepts associated with the primed illness, but not to concepts related to the
non-primed illness. Findings are consistent with the idea that an environmental prime or
symptom might activate a particular illness prototype. The extent of attentional bias represented
by interference of word meaning in color naming illness concepts, was positively associated with
explicit threat representations of illness, suggesting that the extent to which an illness is represented
as threatening governs attention to illness-specific information. Contextual factors such as season-
ality of illness, or public health campaigns, might also render particular illness schema more acces-
sible and guide interpretation and response to symptoms (Orbell et al., 2015). These findings suggest
that people do possess illness prototypes for well-known illnesses (correct or otherwise) but do not
imply that these are not updated or unresponsive to new information in a flexible manner that
involves interactions between consciously experienced and non-conscious processes.

Illness schema and coping procedures
An active illness representation is a crucial precursor to taking action to regulate illness threat. For
example, Leventhal et al. (1998) suggested: ‘The representation of an illness can affect behaviour
only when it is activated, though activation does not imply that the representation will be fully con-
scious’ (p. 8). People are prompted to visit their local pharmacy or grocery store to buy throat
lozenges or pain killers after they realize they are ill. The common sense model does not explicitly
suggest that coping responses might be encoded in memory, but there is evidence that they may
be capable of automatic activation along with an illness schema. When an illness schema is activated
resulting in the individual suddenly realizing that he or she is ill, it is likely that well learned coping
responses previously used for the particular illness and appraised as effective will also be brought to
mind. Consistent with this idea, Henderson et al. (2009) demonstrated that activation of a cold or ‘flu’
schema using subliminal priming resulted in heightened attention to the words ‘lozenge’ and ‘Lem-
sipTM’, representing typical strategies used to cope with a cold or ‘flu, in a subsequent grammatical
decision task amongst frequent users. Similarly, Ahluwalia et al. (2017) showed that a ‘headache’
prime influenced responses to the word ‘paracetamol’ in participants who had previously declared
positive beliefs about the efficacy of paracetamol in the treatment of headache. An important obser-
vation in both studies is that attention to coping responses amongst participants with past use of
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LemsipTM or paracetamol occurred only when the illness schema was also made accessible by
priming. For commonly experienced symptoms, evidence suggests that coping procedures associ-
ated with illness experiences in the past are encoded as part of the illness schema and are activated
when that illness schema is subsequently activated.

Laboratory studies have been effective in illustrating the schematic nature of illness represen-
tations, how illness-related information may activate the representations, and how information relat-
ing to coping may be stored concurrent with the representations and may be activated along with
the representation (Henderson et al., 2009; Orbell et al., 2015; Orbell & Phillips, 2019). However, to
date there have been relatively few studies that have been effective in exploring these processes
in field studies on patients. Capturing the processes by which illness-related information results in
the activation of illness representations and concomitant selection of coping procedures presents
considerable challenges to researchers given the difficulty of recruiting participants at the precise
time they receive information relating to an illness or health threat. One strategy would be to
develop a quasi-experimental design for conditions that are diagnosed through blood or genetic
tests such as familial hypercholesterolemia or sexually transmitted infections like chlamydia. The
fact that these conditions are typically asymptomatic in early stages controls for potential confound-
ing effects of pre-diagnosis symptomatic information. Measures of illness representations would be
taken prior to diagnosis, after, and at follow up some time later, with measures of coping procedures
and illness outcomes administered post-diagnosis and at follow up. Individuals receiving a positive
diagnosis would form the ‘experimental’ group, and those receiving negative results would serve as
the ‘control’ or comparison group. Such designs would require considerable coordination with
medical professionals, but could be achieved in conjunction with existing networks such as
routine screening programs.

An example of this approach is provided in Orbell et al.’s (2008) study examining differences in
illness representations in people receiving diagnostic information from health professionals after
colonoscopy. Distinctive patterns of illness representation were observed in groups diagnosed
with no neoplasia (absence of illness), adenoma (a benign tumor), or cancer. Representations in
turn were associated with use of escape or avoidance, reappraisal, and change in coping behaviors.
These types of study permit testing effects of diagnosis on activation of representation, selection of
coping procedures, and, ultimately, adherence to treatment, and illness outcomes. Such studies
extend laboratory-based research on the processes by which threatening information about a con-
dition leads to the development or activation of representation dimensions and concomitant coping
procedures selection in ‘real world’ settings.

Behavioral and treatment beliefs

Introducing additional beliefs in the model
Our extended model includes social cognition beliefs concerning future performance of specific
coping behaviors, and beliefs about treatment, alongside beliefs about illnesses captured by the
illness representation dimensions from the common sense model. Inclusion of these beliefs are con-
sistent with the original conceptualization of the theory, but provide formal descriptions of predic-
tions arising from the model or represent theory-consistent extensions. For example, inclusion of
additional social cognition beliefs is consistent with research that has utilized constructs from
other theories with those of the common sense model to provide testable predictions or links
between representations, coping behaviors, and outcomes based on the original model or in
keeping with its predictions (Hagger et al., 2016; Orbell et al., 2006; Sniehotta et al., 2010).

Similarly, precedence for the inclusion of treatment beliefs in the model can be found in the
research literature on medication beliefs. Medication adherence has been studied as a specific
coping behavior, and researchers have incorporated beliefs about medication as determinants of
medication adherence as a specific coping behavior, particularly looking at beliefs about necessity
and concerns (e.g., Horne et al., 1999). Our extended model includes treatment beliefs as a separate
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construct, to formally define hypotheses relating to treatment beliefs, but it is consistent with the
original predictions of the model. It is also important to recognize that our focus in the extended
model is on specific behaviors aimed at coping with the health threat, consistent with the original
model. Behaviors include seeking advice from a health professional, screening attendance, taking
medication, and participating in rehabilitation exercises.

Beliefs about behaviors
According to the common sense model, individuals form illness representations that reflect the
extent to which the illness or condition represents a threat, which may provide impetus to identify
a behavioral coping response (Leventhal et al., 2016). If the individual’s representation of their illness
is sufficiently threatening and signals the need to take action, they will also form, or activate (see
Henderson et al., 2009; Orbell et al., 2015; Orbell & Phillips, 2019), representations of coping beha-
viors (Orbell et al., 2006). Researchers have proposed that such representations should encompass
beliefs about the subsequent initiation and performance of specific coping behavior itself. These
beliefs likely encompass the individual’s evaluations of the utility and expected outcomes (for
example; amelioration of symptoms, minimization of consequences) including affective dimensions
of the behavior, personal capacity to engage in it, and the presence or absence of extraneous factors
or social supports that may facilitate or inhibit participation. The considerations will correspond
specifically to the behavior, and will be highly pertinent to its enactment relative to illness beliefs
which signal a need to act rather than determining specific intentions to act.

The focus on beliefs about specific behaviors is consistent with the key tenet of the model that
individuals’ develop representations of potential coping responses. Leventhal et al. (2016) stated
that ‘the same five sets of variables define treatment representations, both self-selected and medi-
cally prescribed’ (p. 937). After recognizing a health threat, the individual may form or ‘activate’ a
representation of a coping behavior, which comprises similar dimensions as the representation of
the threat itself. For example, the individual may form representations of the label and experience
with the coping action (identity), its potential effects on symptoms or unwanted side-effects (con-
sequences), how long it will take to be take effect (timeline), and the extent to which it can be
accessed and managed (control). However, measures of illness representations have tended not
to encompass beliefs about coping behaviors. Some of the IPQ-R dimensions make some general-
ized reference to beliefs about coping actions. For example, the personal control and treatment
control dimensions in the IPQ-R make reference to personal efficacy (e.g., ‘there are things I can
do to control my illness’) and treatability (e.g., ‘treatment can control my illness’) with respect to
coping with the illness, but do not reference specific behaviors or strategies. Furthermore, the
measures do not consider other sets of beliefs that might govern the adoption of a coping response,
such as its ease of performance or the extent to which it is socially supported.

We propose, therefore, that tests of the model explicitly incorporate beliefs about performance of
specific coping behaviors. There has been a trend toward inclusion of measures of constructs that
reflect beliefs about future performance of coping behaviors alongside representations of illness.
Research integrating constructs from social cognition theories of intentional behavior, such as the
theory of planned behavior (Ajzen, 1985), has been at the forefront of this trend (e.g., French
et al., 2013; Hagger et al., 2016; Hagger, Hardcastle, et al., 2018; Hagger et al., 2019; Orbell et al.,
2006). The inclusion of such constructs have the goal of incorporating the motivational processes
that determine future participation in specific coping behaviors not encompassed by illness rep-
resentations. Consideration of sets of beliefs relating to coping behaviors will provide important
information on how patients evaluate available treatment options and facilitate better understand-
ing of their choices. In the next section we outline the rationale for incorporating additional beliefs,
and related mechanisms, into the revised common sense model and outline how such integration
may advance understanding of illness coping.

Rationale for Including Beliefs about Behaviors. The potential role of beliefs in the selection of
behavioral coping response was proposed by Leventhal et al. (1980) in the original conceptualization
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of the common sense model. For example, self-efficacy, an individual’s belief in their capacity to act
to attain a given outcome derived from Bandura’s (1986) social cognitive theory, was proposed as a
necessary determinant of a behavioral response to a health threat along with the representation of
the threat. Incorporating such beliefs is important to understand the coping process that has seldom
been accounted for in tests of the common sense model. Social cognition theories, which identify
the antecedent factors that determine future participation in the behavior, offer fully-developed
means to identify the specific sets of beliefs that determine coping behaviors, and chart the pro-
cesses involved. We represent these original predictions of the common sense model in our
extended version by integrating beliefs from a prototypical form of these theories, the theory of
planned behavior (Ajzen, 1985), alongside representation dimensions with the goal of providing a
more comprehensive account of the coping process.

The theory of planned behavior (Ajzen, 1985) identifies the belief-based antecedents of social
behavior, and the processes by which the beliefs relate to behavior. Consistent with a social cogni-
tion approach in which behavior is assumed to be a function of prospective evaluations of future
action (Seligman et al., 2013), the theory predicts that behavioral engagement is controlled by a
reasoned process, represented by individuals’ beliefs and intentions with respect to performing
the behavior in the future. The key tenet of the theory is that behavior is a function of individuals’
beliefs that engaging in a given behavior within a specific timeframe will result in desired or unde-
sired outcomes, or attitudes,4 beliefs regarding the social influence on the behavior from significant
others, subjective norms, and beliefs in control over engaging in the behavior, or perceived behavioral
control.5 Behavioral intentions are proposed as the most proximal determinant of behavior. Inten-
tions represent an individuals’ strength of motivation and the effort an individual is prepared to
invest in performing the coping behavior in future (c.f., Chatzisarantis et al., 2004). Intentions are con-
ceptualized as a mediator of the effects of attitudes, subjective norms, and perceived control on
behavior. The theory has been applied extensively to predict health-related behavior in multiple
behavioral contexts (Armitage & Conner, 2001), including health (Hagger, Polet, et al., 2018; Hamilton
et al., 2020; McEachan et al., 2011).

It is important to note that the constructs from the theory of planned behavior represent sets of
beliefs. Based on Ajzen’s original suggestions, the theory constructs may be operationalized as
summary evaluative measures (e.g., attitude measures tapping positive or negative disposition
toward the behavior, ‘performing coping behavior X is… pleasant/unpleasant, worthwhile/not
worthwhile’) or in terms of underlying behavioral outcome expectancies specific to the population
and coping behavior under investigation that are derived from pilot elicitation surveys (e.g., items
reflecting the likelihood of specific outcomes resulting from behavioral performance, such as
whether it will be painful, embarrassing, effective in controlling symptoms; Ajzen, 1985). Similarly,
subjective norms may reference ‘the generalized other’ or seek information about specific social
agents such as family members, doctors or employers. Perceived behavioral control may refer to
factors relating to objective control (e.g., accessibility of healthcare, costs of medication), or
beliefs in capacity to manage or overcome barriers that make action difficult to perform (e.g., insuffi-
cient knowledge on how to perform health-promoting behaviors, medication side effects, perceived
ability to cope with side effects, personal efficacy in talking to a physician or health professional
about prognosis and outcomes), similar to self-efficacy beliefs.

Importantly, the theory is viewed as a flexible framework that can be augmented with additional
belief-based predictors and has been the root of newly-developed integrated models of behavior
(cf., Fishbein & Ajzen, 2010; Hagger & Chatzisarantis, 2009; Jacobs et al., 2011; Montaño & Kasprzyk,
2015; Protogerou et al., 2018), including the common sense model (Hagger, Koch, et al., 2017). Orbell
et al. (2006) first proposed an integration of the common sense model with constructs from the
theory of planned behavior to test the simultaneous effects of ‘beliefs about illness’ and ‘beliefs
about behaviors’ on coping procedures in patients invited to attend a colposcopy clinic. Participants
were newly ‘diagnosed’ in the sense that they had just received an abnormal cervical screening
result. Beliefs about behaviors and intentions were found to have the most pervasive effects on
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clinic attendance, but the cause, identity, and illness coherence representation dimensions alongside
the planned behavior constructs were important in discriminating between those who attended
their clinic appointments, those who had to be prompted, and those that failed to attend. Sub-
sequent studies have adopted similar integrated approaches in the prediction of behaviors in mul-
tiple illness contexts (e.g., French et al., 2013; Hagger et al., 2016; Hagger, Hardcastle, et al., 2018;
Hagger et al., 2019; Molloy et al., 2009). Overall, results have corroborated Orbell et al.’s findings
with beliefs about behaviors tending to have stronger effects on adoption of coping behaviors,
with effects of representations dimensions smaller by comparison (e.g., French et al., 2013; Orbell
et al., 2006). So while it could be argued that a level of perceived threat (e.g., perceived serious con-
sequences) is pre-requisite to motivate behavior change, it seems that beliefs about behaviors gen-
erally account the majority of the variance in coping behaviors when measured alongside illness
representations (Hagger, Cameron, et al., 2020). Illness representations, on the other hand, may
be important determinants of emotion-focused, avoidant-oriented coping procedures that do not
involve participation in specific, treatment-focused behaviors, such as avoidance and emotion
venting (Dempster et al., 2015; Hagger, Koch, et al., 2017).

Consistent with this research, we have integrated belief-based constructs regarding coping
behavior from the theory of planned behavior in our extended version of the common sense
model (see Figure 2). Attitudes, subjective norms, and perceived behavioral control are depicted
as having independent effects on coping behaviors alongside illness representation dimensions. It
is important to note that a focus on future performance of specific coping behaviors (e.g., medication
adherence, appointment attendance) and procedures (e.g., cognitive reappraisal) likely to lead to
adaptive outcomes is central to the extended model, consistent with the original conceptualization
of the common sense model. This should be contrasted with the generic problem-focused coping
procedures that have been the focus of much research applying the common sense model, and
reflect generalized tendencies rather than specific behaviors. As a consequence, we refer to
approach-oriented coping behaviors or procedures in the revised model and coping procedures
aimed at managing or avoiding the negative emotional response arising from the health threat.
Intentions are also included as a mediator of the effects of the beliefs on coping behaviors, consist-
ent with theory.

A consistent observation in research applying the theory of planned behavior to predict health
behavior is the relatively modest size of the relationship between intentions and behavior.
Studies examining this intention-behavior ‘gap’ has revealed that while some individuals are
effective in enacting their intentions, others, labeled ‘inclined abstainers’ or ‘unsuccessful intenders’,
do not do so (Orbell & Sheeran, 1998; Rhodes & de Bruijn, 2013). One reason why individuals fail to
act on their intentions is that they do not sufficiently specify the conditions or steps required to carry
out the intended behavior. The common sense model and other ‘action control’ models (e.g., Goll-
witzer & Brandstätter, 1997; Schwarzer, 2008; Zhang et al., 2019) highlight the value of supplement-
ing intentions with action plans – stated plans on when, where, and how the intended behavior
should be performed – in facilitating intention enactment. Research has indicated that prompting
people to form plans (see Hagger et al., 2012 for an example intervention) promotes behavioral
enactment by improving recall of the intention and promoting greater efficiency in action control
(Gollwitzer & Brandstätter, 1997; Leventhal et al., 2016, 1965; Orbell et al., 1997). We have also
included action planning as a moderator of relations between intentions and behavior in the
extended model, consistent with the original model (see Figure 2). Action plans are inextricably
linked with beliefs about the coping behavior, and should also, therefore, be correlated with the
belief-based determinants of the coping behavior, namely attitudes, subjective norms, and per-
ceived behavioral control.

Specifying the Model. A specific example of the integration of beliefs from the theory of planned
behavior and common sense model as antecedents of coping behavior is presented in Figure 4.
Coping behaviors aimed at managing the target illness is depicted as a function of cognitive rep-
resentations of the illness (e.g., whether or not the illness will have serious consequences and
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is controllable) and social cognition beliefs about the behavior (e.g., whether or not the behavior
is instrumental in producing desired outcomes, endorsed by significant others, and something
the individual has the capacity to do). Both sets of beliefs are hypothesized to relate to the
coping behavior mediated by intentions. Action planning is included as a moderator of the inten-
tion-behavior relationship. The relations outline the multiple pathways on which patients’
decisions to engage in coping behaviors depend. Beliefs about illness and behavior are likely
to have independent effects on individuals’ intentions to select the coping behavior, and sub-
sequent participation in the coping behavior, which in turn is expected to affect illness related
outcomes.

In addition, consistent with the common sense model, cognitive and emotional illness rep-
resentation dimensions may also predict coping behavior directly, unmediated by intentions.
The direct effects may reflect more spontaneous, automatic associations between representations
and performance of the coping behavior (Orbell & Phillips, 2019). Cognitive representations are
likely to predict behavior directly if the individual has a long history of using a particular
coping behavior for the illness in question. In such cases, activation of the illness representation
will lead to concomitant activation of the coping response, and fast, efficient enactment of the
coping behavior with little conscious, intentional input (Henderson et al., 2009; Orbell & Phillips,
2019). Similarly, emotional representations are also likely to affect behavior through a spon-
taneous pathway. This is consistent with previous research with the common sense model, and
other social cognition models, in which decisions based on affect evoke reflexive behavioral
responses that are often well-learned, habitual decisions (e.g., Conner et al., 2015). For
example, emotional representations (e.g., beliefs that the illness will lead to negative emotional
responses) may result in the fast and efficient activation of a reflexive coping response stored
in associative memory that has been effective in dealing with the emotional upheaval in the
past, like substance use or emotion venting. Again this pathway is more likely if the individual

Figure 4. Independent effects of beliefs about coping behavior and illness representations on proposed pathways of the
extended common sense model. Note. Figure adapted from Hagger, Koch, et al. (2017). Direct effects of cognitive and emotional
representations on illness outcomes omitted for clarity. Higher scores for illness representation dimensions (identity, conse-
quences, timeline, emotional representations) indicate greater threat, high levels of attitude, subjective norms, perceived behav-
ioral control, and personal control indicate stronger beliefs, high levels of functioning and well-bring indicate adaptive outcomes,
and high levels of distress and disease state indicate maladaptive outcomes.
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has performed the coping behavior in the past and it is represented as a viable coping response in
their illness schema.

More broadly, the presence of direct effects of representation dimensions on coping behaviors
unmediated by intentions effectively illustrates a boundary condition of both the common sense
model and the theory of planned behavior. These social cognition approaches place considerable
emphasis on constructs whose effects on action represent reasoned processes. This is contrasted
with research that has recognized the importance of impulsive, non-conscious processes to action
initiation and maintenance (Deutsch et al., 2017; Deutsch & Strack, 2020; Hagger, 2016). Research
has suggested that certain behaviors, and in certain contexts and conditions, are determined by con-
structs that represent these non-conscious processes. For example, studies have noted the consist-
ent effect of constructs representing habit or implicit cognition on behavior in multiple health
contexts (e.g., Hagger, 2019; Hagger, Trost, et al., 2017; Hamilton et al., 2017; Keatley et al., 2012;
Orbell & Verplanken, 2010). Within the common sense model, researchers have demonstrated
how certain processes in the model, such as the link between illness-related stimuli and represen-
tations, or between illness and coping representations, are activated in an ‘automatic’ fashion (Hen-
derson et al., 2009; Orbell et al., 2015). There have also been calls to recognize how such automatic
processes can be capitalized upon to develop more effective behavioral interventions to promote
adaptive coping (Hagger, 2016; Hagger, Cameron, et al., 2020; Orbell & Phillips, 2019). However,
to date, there is relatively little research examining effects of implicit cognition in the context of
the common sense model and, given the excess emphasis on constructs that represent reasoned
processing in the current research literature, represents a priority area for future investigation.

Moderation Effects. Consistent with original propositions of the common sense model, the
extended model also formalizes important interactions between the antecedents of coping beha-
viors. Self-efficacy has been identified as an important moderator of effects of threat perceptions
and emotional responses on coping behavior. Leventhal et al. (1980) proposed that the effects of
fear are relatively short lived and seldom motivate change unless the individual has sufficient confi-
dence to engage in a course of action to manage the threat, and view the response as efficacious in
managing the threat. This corroborates research indicating that individuals are more likely to make
an active response to a health threat when self – or response-efficacy are high (e.g., Orbell et al.,
2017, 2020; Peters et al., 2013). Perceived behavioral control and self-efficacy perceptions are, there-
fore, proposed to moderate the effects of cognitive and emotional representations on coping behav-
ior, illustrated by the broken lines in Figure 4.

In addition, we propose that threat perceptions and emotional representations will moderate
effects of intentions on coping procedures. Heightened threat and emotional responses to the
illness may interfere with individuals’ efforts to engage in approach-oriented coping procedures.
Leventhal et al. (1980) suggest that when illnesses are perceived as highly threatening and
accompanied by a heightened fear response, illness representations may interfere with decisions
to engage in coping behaviors. Instead, individuals’ efforts are more likely directed toward managing
the arousal and emotional distress. This is illustrated by the broken lines of cognitive and emotional
representations on the intention-coping behavior relationship in Figure 4. These effects may particu-
larly be the case where perceived behavioral control is low, such that when perceived behavioral
control is low, and threat and emotional responses are high, the individual will be less likely to
enact their typical behavioral response.

Beliefs about treatment
Patients’ beliefs about treatment are also an important component of individuals’ cognitive rep-
resentation of illness (Leventhal et al., 1992). Treatment beliefs are expected to contribute to individ-
uals’ decisions to select a particular treatment or coping behavior and their level of compliance with
their selected treatment. Measures based on the common sense model have been augmented to
incorporate these beliefs, such as the treatment control dimension in the IPQ-R. This measure is
restricted to beliefs that treatment (e.g., using a prophylactic, taking antibiotics, having an operation)
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will be effective in treating the condition (e.g., ‘treatment can control my condition’). However,
researchers have sought to incorporate extended accounts of treatment beliefs within the
common sense model (Horne et al., 2013, 1999; Phillips et al., 2014). In our extended model we
have drawn from this research to include more comprehensive dimensions of treatment beliefs.
In this research, treatments are typically specific coping behaviors such as taking medication or
engaging in exercises to aid rehabilitation, recovery, and prevention of relapse (e.g., performance
of physiotherapy rehabilitation exercises to aid recovery from joint surgery). Similarly, the content
of the representation of these treatments are similar to expectancies for any behavioral coping
response based on the social cognition approach.

At the forefront of research on treatment beliefs, are studies on beliefs about medication – a
specific form of treatment beliefs expected to be related to medication adherence (Horne et al.,
1999). According to Horne et al., medication adherence would also be a function of individuals’
expectancies about the necessity and efficacy of specific medication in treating their particular
illness or conditions, as well as generalized beliefs with respect to the harm and overuse of medi-
cation (e.g., concerns that medication might be unnecessary and potentially harmful). The beliefs
about medication questionnaire (BMQ; Horne et al., 1999) was developed to measure the general-
ized and specific beliefs about medication. Research has demonstrated significant effects of BMQ
dimensions on medication adherence independent of other illness representation dimensions.
Specifically, necessity beliefs were positively associated, and concerns negatively related, to medi-
cation adherence (e.g., Byrne et al., 2005; Horne & Weinman, 2002). Although the BMQ focuses on
medication adherence as a special case of treatment beliefs, research could potentially extend the
necessity and harms components to other types of treatment. Such research may extend the expla-
natory power of the treatment beliefs construct. For this reason we propose to include treatment
beliefs as an additional, independent predictor of coping in the extended model (Figure 2).

It is important to note that while beliefs about behaviors, treatment beliefs, and illness represen-
tations may be correlated, as illustrated by the bidirectional arrows in Figure 2, there are clear con-
ceptual distinctions in the sets of beliefs that underpin the attitude, subjective norm and perceived
behavioral control constructs, and the illness beliefs from the common sense model, such as treat-
ment control, personal control, and treatment beliefs. For example, a patient may believe that an
operation could extend his or her life (treatment control), but also perceive personally negative out-
comes associated with undergoing the operation (e.g., an inability to fulfill role obligations during
recovery; holding an attitude that the procedure discomfort does not justify the possible
outcome) that may or may not correspond with perceived expectations of others regarding
actions taken to manage the illness or condition (subjective norms). Similarly, an individual might
believe an oral medication to treat an illness is necessary (treatment beliefs), but possess low self-
efficacy to adhere to the medication because, for example, they perceive the instructions for use
to be too complex or that it is difficult to swallow (perceived behavioral control).

Moderators of effects of representations on coping

The predictions of the common sense model are conditional on social, cultural, and ecological vari-
ables, some of which have been explored in previous research (e.g., Martin et al., 2003; Petrie &
Weinman, 2012). Potential moderators include objective characteristics of the illness (e.g., whether
the illness is symptomatic or asymptomatic; Orbell et al., 2006; Orbell et al., 2008); personality
traits and individual differences (e.g., optimism, perfectionism, negative affectivity; Karademas
et al., 2011; Martin et al., 2003; McAndrew et al., 2014); and socio-structural variables (e.g., ethnicity,
socio-economic status; Hagger & Hamilton, 2020b; Schüz et al., 2017). It is important to note that
these variables are only a small selection of the potential moderators of common sense model
effects. Other moderators have also been proposed such as variables representing cultural and
socio-ecological contexts (e.g., DeLongis & Morstead, 2019; Leventhal et al., 1992). Furthermore,
the proposed moderators may also impact other pathways in the model, such as relations
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between coping behaviors and some illness outcomes. For example, whether coping behaviors
impact emotional outcomes (e.g., psychological well-being, distress) may be conditional on an indi-
vidual’s optimism or trait negative affectivity. So, the current moderator effects are intended to be
illustrative of potential moderator effects in the model rather than definitive. In the next sections we
illustrate how the effects these select variables moderate effects in the extended model, and how
knowledge of these moderating effects may inform future theory and research.

Illness characteristics
Illnesses with characteristic sets of symptoms that facilitate a good match of the representation with
the illness prototype are likely to lead to strong effects of representation dimensions on coping pro-
cedure selection. This may be the case, for example, for illnesses such as celiac disease or conditions
such as angina that have well-defined sets of symptoms known to the individual. This will also be
dependent on level of experience with the illness and available information on effective manage-
ment strategies, communicated by health professional or other sources of expert information.
This should be contrasted with asymptomatic conditions (e.g., early-stage prostate cancer or glau-
coma), where symptomatic information may be unavailable, or unreliable, as a prompt to coping
procedure selection. For example, an angina sufferer with experience of the condition will likely
have stronger effects of perceived consequences and control on approach-oriented coping pro-
cedures because they have good knowledge of the potential deleterious effects of the condition
if left untreated, and will also have knowledge that the condition can be managed by taking their
medication. In contrast, individuals with asymptomatic conditions would likely have weaker
effects of illness representations on approach coping procedures as there are no direct prompts
for the illness and associated coping procedure. If these pathways are confirmed empirically, they
have clear implications for practice. The onus is on medical practitioners to provide individuals
with asymptomatic conditions, or those with ambiguous or constantly changing symptoms, with
clear information on means to prompt an appropriate coping response.

Individual differences
We also propose individual differences as potential moderators of effects of representations on
coping behaviors in the extended model. Previous research has revealed that individual differences
moderate effects of representations on coping responses and illness outcomes. For example, Kara-
demas et al. (2011) found that optimism moderated illness representation effects on outcomes in
cardiac patients. More optimistic patients generally had stronger effects of treatment control, and
weaker effects of consequences, timeline, and emotional representations, on adaptive outcomes
(e.g., functioning, well-being). Similarly, Spence and Moss-Morris (2007) found that patients with irri-
table bowel syndrome who reported negative perfectionism tended to carry on with their lifestyle
even in the face of mild symptoms, leading to symptom exacerbation until rest is unavoidable.
This led to a cycle of pressing hard followed by rest; an ‘all-or-nothing’ pattern of behavior. For
the same reason, individuals reporting negative perfectionism may also be at greater risk of exacer-
bating the symptoms of infectious diseases (e.g., COVID-19). Such individuals may be more likely to
strive to return prematurely to full functionality in the face of potentially serious consequences,
which may lead to cycles of illness exacerbation and necessity for treatment (e.g., repeated recur-
rence of COVID-19 infections or even multiple hospital readmissions). In such cases, perfectionism
moderates the effect of serious consequences and personal control representations on performance
of the coping response downwards.

Following these lines of research, trait negative affectivity, the generalized tendency to respond
to illness stimuli signaling potentially serious consequences with high levels of negative affect, such
as anxiety and worry, is likely to exacerbate tendencies to adopt coping procedures to deal with
emotional discomfort, and detract from efforts to engage in approach-oriented coping procedures.
We illustrate this pattern in the specific example of the revised common sense model in Figure 5.
Here trait negative affectivity has negative moderating effects, illustrated by the broken arrows,
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on relations of perceived consequences and personal control representation dimensions on problem
focused coping. Similarly, negative affectivity has positive moderating effects on relations between
perceived consequences and emotional representations on emotion-focused and avoidant-oriented
coping. Individuals high in trait negative affectivity are more likely to prioritize coping procedures to
minimize the emotional response, and tend to dampen processes leading to the adoption of
approach-oriented coping procedures. We look to future research to empirically confirm the mod-
erating effect of this trait on model effects.

Emotional representations
Consistent with Leventhal et al.’s (1980) proposal that cognitive and emotional representations rep-
resent parallel and interactive pathways to coping responses, emotional representations are also a
candidate moderator of effects of cognitive representations in the model. While cognitive and
emotional representations determine selection of coping procedure independently, Leventhal
et al. indicated occasions where the two pathways may interact. Illness-related stimuli indicating a
health threat may evoke a fear or anxious response. If particularly marked, the emotional response
may lead to the individual prioritizing a coping response aimed at mitigating negative emotions
(e.g., expressing emotions) instead of an approach-oriented coping behavior. In addition, the
emotional response may be relatively short lived, particularly if coping procedures aimed at reducing
negative affect mitigate the discordance. As a consequence, fear may not be sufficient to evoke an
approach-oriented coping response. However, when perceived control or self-efficacy over a salient
approach-oriented coping response is high, emotional representations may lead to engagement in
the coping behavior. This is consistent with research demonstrating the interactive effect of
emotional representations on the effects of perceived control on coping. This pattern of effects is
depicted in Figure 6, with broken lines illustrating the interaction effects.

Similarly, emotional representations may determine whether perceived consequences will motiv-
ate selection of a coping response aimed at managing emotions alone rather than one that is
approach-oriented. When emotional representations are high, threat perceptions like perceived

Figure 5. Moderating effects of trait negative affectivity on proposed pathways of the revised common sense process model,
adapted from Hagger, Koch, et al. (2017). Note. Solid lines represent hypothesized effects of representations on coping pro-
cedures and effects of coping procedures on illness outcomes, and broken lines represent moderating effects. Direct effects
of cognitive and emotional representations on illness outcomes omitted for clarity. Higher scores for illness representation
dimensions (identity, consequences, timeline, emotional representations) indicate greater threat, high levels of functioning
and well-bring indicate adaptive outcomes, and high levels of distress and disease state indicate maladaptive outcomes.
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consequences are more likely to motivate adoption of coping procedures aimed at managing the
emotional upheaval. In contrast, lower emotional representations may mean that individuals are
less likely to be preoccupied with managing negative affect, in which case threat perceptions
may be more likely to motivate selection of a coping behavior rather than an avoidant coping
response. Thus emotional representations may determine the type of coping procedure selected.
While interactions between cognitive and emotional processes in the common sense model have
been widely implied in theoretical accounts, these effects have not, to date, been formally operatio-
nalized or tested empirically. Our formalization of these predictions in our extended model provide
some specific testable hypotheses relating to the potential moderation effects from the original
model, and testing these hypotheses should be a priority in future research.

When evaluating the role of emotional representations in the model, it is important to note the
conceptual distinction between emotional representations (e.g., ‘cancer is a very scary disease’) and
emotional states (e.g., ‘I am scared’). Leventhal et al. (1980) made this distinction in the model, and
measures of emotional representations, such as those introduced in the IPQ-R, represent individuals
reflections on their emotional responses to the illness, which should be distinct from generalized
emotional states. However, making a distinction between these emotional responses empirically
has proven difficult, with high correlations noted between emotional response and emotional rep-
resentation measures (e.g., Hagger & Orbell, 2006). This presents considerable challenges for
researchers aiming to test the distinct influences of emotional representations attributable to an
illness and overall emotional states. This may necessitate measurement studies to identify measures
of emotional representations that achieve discriminant and criterion validity from emotional states
within the model, and remains an important avenue for future studies.

Socio-Structural variables
Leventhal et al. (1980, 2005) explicitly outline that the self-regulatory processes involved in individ-
uals’ coping with illness would be impacted by, and depend on, the socio-cultural context of the indi-
vidual. Individuals’ illness representations are likely to be shaped by their social (e.g., sharing illness
experiences with others, having contact with others with the illness), socio-ecological (e.g., experi-
ences with the healthcare system, treatment availability), and cultural (e.g., group norms within
ethnic groups) contexts. These factors may also impact their selection and representation of

Figure 6. Moderating effects of emotional representations on proposed pathways of the revised common sense process model,
adapted from Hagger, Koch, et al. (2017). Note. Solid lines represent hypothesized effects of representations on coping pro-
cedures and effects of coping procedures on illness outcomes, and broken lines represent moderating effects. Direct effects
of cognitive and emotional representations on illness outcomes omitted for clarity. Higher scores for illness representation
dimensions (identity, consequences, timeline, emotional representations) indicate greater threat, high levels of functioning
and well-bring indicate adaptive outcomes, and high levels of distress and disease state indicate maladaptive outcomes.
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coping behaviors, and moderate the effects of representation dimensions on coping and outcomes.
These predictions are in keeping with studies that have provided accounts of how socio-structural
variables function within social cognition models, beyond mere control for their influence (e.g.,
Godin et al., 2010; Hagger & Hamilton, 2020b; McKinley et al., 2020; Orbell et al., 2006; Orbell
et al., 2017; Schüz et al., 2020, 2017). Although we do not formally specify the role of socio-structural
variables in the extended model, we advocate future mechanistic tests of their effects. To illustrate,
the effect of consequences and perceived control representation dimensions on coping behavior
may be moderated by socioeconomic status. Individuals with lack of access to healthcare or expens-
ive medication may refrain from selecting an approach-focused coping behavior (e.g., attending
medical appointments, taking medication) in response to perceiving their illness will have serious
consequences. Similarly, individuals from disadvantaged or underserved communities may perceive
they have lower personal control over their illness and may be less likely engage in an adaptive
coping behavior as a consequence. Including analyses examining effects of these variables would
advance knowledge on the broader impact of social structures within the model, and should be a
priority agendum for future research.

Conclusion

Effective self-regulation of health threats is fundamental to maintaining good health, optimal func-
tioning, and, ultimately, survival (Hagger, 2010). The common sense model provides a framework of
understanding how individuals process, respond, and manage health threats. We have proposed an
extended version of the common sense model of illness self-regulation. Our extended model for-
mally operationalizes important ancillary processes in the original model, and introduces additional
constructs that provide more comprehensive explanations of relations between lay representations
of health threats, coping responses, and illness outcomes. Our suggestions include (a) formal specifi-
cation of the hypothesized mediation of the effects of representations on illness-related outcomes
by coping procedures; (b) specification of the process by which stimuli may activate illness represen-
tations stored schematically and coping-related information stored in associative memory; (c) expli-
citly stating and modeling effects of beliefs about coping behaviors and treatment beliefs in the
prediction of coping and illness outcomes parallel to the cognitive and emotional illness represen-
tations; and (d) specifying moderators of model effects such as illness type, individual differences
(e.g., optimism, perfectionism, trait negative affectivity), emotional representations, and socio-struc-
tural variables.

We provide hypotheses and evidence to indicate that illness representations are schematic in
nature, are activated on presentation of specific illness stimuli, and that typical coping-related infor-
mation is activated alongside the representation. We highlight the importance of specifying of
mediation effects in the extended model, particularly a consideration of the effects of threat rep-
resentations in motivating approach-oriented coping behaviors and avoidant-oriented coping pro-
cedures. We also specify the importance of distinguishing between illness representations, as
captured by measures such as the IPQ-R, and constructs that represent beliefs about performing
specific coping behaviors in future, represented by constructs from the theory of planned behavior.
Such distinctions enable specification of formal hypotheses regarding the effects of each set of
beliefs, and identifying their relative contribution to the prediction of coping behavior and illness
outcomes. It also permits elucidation of potential mechanisms, such as the extent to which effects
of the belief constructs on coping behavior are mediated by intention to perform the behavior, or
impact coping directly. In addition, we propose the importance of specifying and testing conditions
that magnify or diminish model pathways, particularly selection of coping procedures in response to
threating representations, such as presence of strong emotional responses, trait negative affectivity,
and perfectionism. We have also advocated consideration of socio-structural variables in the model,
and how they may be implicated in representation and coping procedures beyond merely control-
ling for their effects. We have proposed suggestions for future research, such as adoption of
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longitudinal and experimental designs to test hypothesized effects, and practice, such as targeting
change in beliefs about behaviors and illness beliefs depending on the type of coping behavior.

Overall, we have provided formal specification of how the additional constructs and processes fit
within the common sense model, and identified sets of hypotheses that can be tested in empirical
research guided by the revised model. We expect our model to set an agenda for future research
examining the interface between common sense representations of health threats, coping
responses, and illness status and health-related outcomes.

Notes

1. Coping in the context of the common sense model refers to specific coping procedures, usually particular beha-
viors such as taking medication or engaging in treatment, and the action plans needed for individuals to enact
them. However, it should be noted that research applying the model has tended to adopt definitions of coping
from the broader coping literature, which includes specific behaviors, but also other more generalized and non-
specific strategies (see Carver et al., 1989; Folkman & Lazarus, 1988). Researchers have often classified these into
active or problem-focused coping and passive or emotion-focused coping categories (see Hagger, Koch, et al.,
2017; Hagger & Orbell, 2003). However, such a distinction is not explicitly made in the common sense model, and
we focus on coping procedures as any means adopted by individuals to manage or deal with a health threat.
These procedures may involve specific behaviors aimed at managing the health threat, or procedures aimed
at managing or avoiding the emotional response to the health threat.

2. It is important to note that measures of the emotional representation dimension of the IPQ-R prompt respon-
dents to reflect on their emotional responses to their illness (e.g., “the symptoms of my illness are distressing to
me”) as opposed to reporting their actual emotional responses (e.g., “I feel distressed”). The emotional represen-
tation dimension, therefore, taps individuals’ reflections on their emotional responses to illness. To date, rela-
tively little research has explored effects of actual emotional responses to illness, and the appraisals that give
rise to these responses such as those identified in cognitive-motivational-relational theory of emotion
(Lazarus, 1991), in the context of the common sense model.

3. The cause dimension was omitted from the analysis given the considerable heterogeneity in the items and
scales used to measure this dimension.

4. Attitudes are summary of individuals’ outcome expectancies with respect to a target behavior and encompass a
number of related constructs from other social cognition theories such as costs and benefits in the health belief
model (Becker, 1974), response costs and response benefits from protection motivation theory (Rogers, 1975), or
outcome expectancies from the health action process approach (Schwarzer, 2008; Zhang et al., 2019). The atti-
tude construct from the theory of planned behavior should, therefore, be considered representative of the mul-
tiple constructs that reflect outcome expectancies derived from different theories and models (Hagger &
Hamilton, 2020a; McMillan & Conner, 2007).

5. Parallels have been drawn between perceived behavioral control and self-efficacy beliefs (Ajzen, 1985).
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