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care seeking, The aim of this experimental study was to examine the relationship of exposure to a
common sense model, lung cancer illness prototype to perceptions of illness severity, illness recognition, and
illness coping behaviours, coping responses. Two hundred and ten students were presented with Scenarios of a
Illness prototype, person suffering from lung cancer-related symptoms. Participants were randomly
perceived illness severity assigned in two groups: half were asked to think of themselves as the patient, and

half of “someone else they know”. After each Scenario, participants were asked to
respond to a set of questions regarding the perceived severity of symptoms, potential
coping actions, and illness recognition. Repeated Measures MANOVAs, moderation
analyses, correlations, and chi-square tests were used to analyse the data. According
to the results, gradual exposure to more severe symptoms was related to increased
perceived illness severity, increased possibility of using an active coping plan (e.g.,
care seeking), and more accurate illness recognition. Perceived illness severity was
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disorder in the majority of Scenarios. Participants in the other-person-group reported
greater possibility of using active coping. The findings provide support to several of
the Common Sense Model suggestions regarding the role of illness prototypes. They
email: karademas@uoc.gr also indicate that illness prototypes are flexible, dynamic constructs that vary
according to the specific aspects of the condition.
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There is a close relationship between the perceived severity of a symptom and the decision to seek professional
help or treatment. Symptoms that are represented as more severe or as indicators of an underlying illness, which
a person is not able to personally manage, are more likely to lead to care-seeking (Leventhal et al., 2015).
According to the Common Sense Model (CSM) of Self-regulation, when a person is faced with a symptom or a
deviation from ‘normal’ self (that is, how a person usually feels about their physical condition and functioning),
an illness-related prototype (or schema) is activated (Leventhal et al., 2005; Orbell & Henderson, 2016). Illness-
related prototypes generally refer to what a person knows or believes and feels about a disease (Leventhal et al.,
2005). The CSM suggests that it is against these prototypes that a symptom is compared so as to be interpreted
(or not) as an indicator of illness (Leventhal et al., 2016).

Indeed, Bishop and Converse (1986) found in two experiments that people organize and recall information
about illness according to pre-existing beliefs which refer to the associations between the symptoms and a
disease. People are more likely to identify a set of symptoms as indicators of illness (either serious or not) when
these fall within the commonly held prototype of that illness. In addition, Bishop, Briede, Cavazos, Grotzinger,
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and McMahon (1987) found that people respond more rapidly to a set of symptoms that highly fits an illness
prototype than to a set of symptoms containing irrelevant ones.

An illness prototype includes personal perceptions and information about several aspects of the illness such
as symptoms, potential causes and consequences, and possible coping responses (Leventhal et al., 2005;
Leventhal et al., 2016). The content can be generic or specific and varies depending on the type of illness. For
example, the prototype for a common cold may include specific perceptions of a brief, easily controllable (e.g.,
‘rest and take an aspirin’ action plan) condition which is characterized by a runny nose, sore throat, and cough.
The prototype of a more severe condition, however, may not always be detailed or specific. As a person often
lacks similar experiences or specific knowledge, they frequently include diverse information coming from family
and friends, especially when they have been diagnosed with such an illness, as well as media campaigns, and
cultural beliefs (Leventhal et al., 2016). Still, even for the more common conditions, such as the common cold,
the corresponding illness prototypes may be quite multifaceted (Orbell & Henderson, 2016), with the components
of each prototype strongly interconnected (Henderson et al., 2007).

In any case, the activation of an illness prototype guides the development of particular action plans and
coping procedures in order to manage this condition (Leventhal et al., 2005). For instance, there is evidence that
patients who view an illness as having more severe consequences worry more and are more likely to adopt an
active, problem-solving response to symptoms (Walsh et al., 2004). Also, even the subliminal activation of an
illness prototype can automatically activate coping reactions and behaviors that are typically associated with that
illness (Henderson et al., 2009; Orbell & Henderson, 2016). A recent study by Lowe and Norman (2017), using a
connectionist network simulation, showed that the activation of an illness schema spontaneously leads to the
activation of certain coping responses. For a more transient condition, self-treatment as a coping response was
significantly more likely than seeing a physician or calling emergency services. Seeing a physician became the
coping priority when the condition became more serious.

Despite that illness prototypes seem to be important in guiding illness-related reactions and behaviour, only
a few studies so far have examined their impact. In this respect, the aim of this experimental study in a sample
of university students was to examine the relationship of gradual exposure to a severe illness prototype to
perceptions of illness severity (as a major factor that guides health-related behavior; Leventhal et al., 2005), and
two coping responses. That is, care-seeking, and delay any action. The first coping behavior corresponds to an
active effort to deal with a severe illness, whereas the second refers to an effort to escape the situation or the
related distress and may be detrimental when dealing with a severe condition (Sarafino & Smith, 2017). We also
examined whether a higher illness prototype (i.e., a profile of illness with more and more severe symptoms) is
related to a more accurate recognition of illness, as well as whether a more accurate recognition is related to
perceived illness severity and coping responses. In order to examine the impact of a severe illness prototype, we
focused here on lung cancer.

Lung cancer is one of the most common types of cancer worldwide for both sexes; it is the most common
cause of death due to cancer and is mainly a result of personal lifestyle (i.e., smoking and exposure to tobacco
smoke; World Cancer Research Fund/American Institute for Cancer Research, 2018). The typical symptoms of
lung cancer include constant cough, hemoptysis, weight loss, dyspnoea, fever, fatigue, lack of appetite, pain in
chest and other body parts, swollen throat (European Lung Foundation/European Respiratory Society, 2016).
However, provided that young students do not typically have a direct experience with lung cancer, it is very likely
that they build their relevant illness prototype based on information coming from diverse sources, such as media

stories, while it is also possible that they use their imagination to create the prototype (Leventhal et al., 2016).
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For this reason, a preliminary study took place before the present one so as to examine students’ beliefs regarding
lung cancer symptoms. The findings of this preliminary study are presented below, in the Method.

Based on the CSM suggestions regarding the role of illness prototypes (Leventhal et al., 2011; Leventhal et
al., 2016) and the findings of previous studies that relate severe illness prototypes to worry and activation (e.g.,
Bishop et al., 1987; Lowe & Norman, 2017; Walsh et al., 2004), we expected higher lung cancer prototypes to be
associated with a perception of illness as more severe, with more accurate recognition of illness (i.e., as a case of
lung cancer or cancer in general vs. other severe conditions) and the adoption of more active coping responses
(e.g., care-seeking). We also expected the perceived severity of the illness and its accurate recognition to be
associated with more active coping responses.

A further aim of this study was to examine potential differences in the ways that participants respond to
exposure to a severe illness prototype, depending on whether exposure refers to themselves as a potential patient
or to other persons. It is possible for a person’s interpretation and reaction to a health threat towards self to
differ in comparison to a health threat against other persons. Although the perceptions about others, or about
their condition and behaviour are influenced by self-perceptions (O’Mahony, 1984), the context of a situation
(e.g., whether it refers to self or others) can impact these perceptions and subsequent behaviour (Smeesters et
al., 2010). For example, patients’ partners develop their own illness representations (Weinman et al., 2003), but
these are often significantly different from those held by patients (e.g., Karademas et al., 2019). Given that illness
prototypes are complex mental constructs (Orbell & Henderson, 2016), our question was whether focusing on
self as a (potential) patient vs. focusing on the health condition of another person impacts these constructs and,
thus, potential action plans. Given the lack of relevant studies, the examination of this effect may add to our
understanding of the impact of illness prototypes activation on illness-related behavior.

Method

Participants and procedure

A convenience sample of undergraduate students coming from the Department of XX, University of XX, were
invited to participate in the study. They were recruited through class announcements and participated voluntarily
(no incentives were provided). Inclusion criteria were age over 18 years, being able to provide informed consent,
being free of any illness. Eleven students currently suffering from an illness were excluded from analyses
following data collection. The final sample consisted of 210 students (148 females and 62 males; mean age =
19.60 years, SD = 1.94).

Participants were presented, in small groups of 10-15 persons, with five short Scenarios of a person
experiencing a set of symptoms. The scenarios were developed for the purposes of the present study and all
symptoms included in these scenarios were referring to lung cancer but in a gradual way (i.e., later Scenarios
contained more symptoms, corresponding thus to a higher lung cancer prototype). In Scenario 1, the hypothetical
person was suffering for the last two weeks from malaise, fever, and cough. In Scenario 2, in addition to the
symptoms included in Scenario 1, the hypothetical person was suffering from pain in the chest and high fever. In
Scenario 3, the person was additionally suffering from lack of appetite and dyspnoea. In Scenario 4, the person
was moreover suffering from weight loss, a really hard cough, and swelling in the throat. In the final Scenario,
the person was furthermore suffering from constant pain in the chest and other parts of the body, severe
dyspnoea, hemoptysis, and severe weight loss.

Each Scenario was followed by a phrase asking participants to imagine that the person suffering from the
symptoms was either themselves or another person. Participants were randomly assigned into two groups. In
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the first group (N = 108, after excluding currently ill participants) participants were asked to think of themselves
as the suffering person, whereas in the second group (N = 102, after excluding currently ill participants)
participants were asked to think of “someone else they know”. Finally, participants were asked to respond to a
set of questions (see Measures), before being presented with the next Scenario. Each scenario and subsequent
questions were presented to the participants for 10 minutes, before moving to the next one. The entire procedure
was conducted by trained research assistants.

In order to make sure that the Scenarios correspond to undergraduate students’ beliefs about the disease
symptoms, a simple preliminary study took place in a different sample. Eighty-one undergraduate healthy
students (51 females, 30 males; mean age = 21.53 years, SD = 2.68), coming from the same Department, were
directly approached during a class and were asked, if agree, to write down the three or four symptoms which
they thought that mainly characterize lung cancer. They were also asked about their health status and their
experience with Iung cancer. None was suffering from a chronic condition, and only one student reported some
experience with lung cancer (recent diagnosis of a family member). According to the results, (severe) dyspnoea
was the most frequently reported symptom (by 43.4% of the participants), followed by pain (on chest or body in
general; reported by 40.9%), (severe) cough (40.4%), and hemoptysis (35.9%). Also, fatigue/weakness was
reported as a potential symptom (28.4%), (high) fever (27%), and weight loss (18.5%). These symptoms, which
correspond to a great extent to the actual symptoms of lung cancer (European Lung Foundation/European
Respiratory Society, 2016), were incorporated in the Scenarios detailed above.

Measures

Severity and potential illness identity. For each Scenario, participants were asked to respond to three questions
regarding the severity of the disease symptoms (Considering these symptoms, how possible is a significant health
problem? How threatening are these symptoms of health? To what degree do you consider these symptoms as
indicative of a severe illness?). The questions for this and the next scales were developed for the purposes of the
present study and were based on the relevant tradition of the CSM (Cameron, Durazo, & Rus, 2016). Participants
responded using a 7-point Likert type scale with anchored endpoints (1=not at all; 7=very much; Cronbach’s as
= .83 t0 .92, across the five Scenarios). Answers to all questions were summed up to an overall perceived severity
score per scenario. In addition, participants were asked to indicate whether the symptoms included in each
Scenario correspond to a specific disease or not and, if yes, which one.

Coping responses. Two types of coping responses were assessed for each Scenario: the “wait and see” and
the “care-seeking” response. The wait-and-see response was assessed with three questions (How likely would it
be to wait for the symptoms to subside on its own? How likely would it be to let time pass and see what happens?
How likely would it be to evaluate these symptoms as passing and thus try to calm down? Cronbach’s as = .75 to
.80, across the five Scenarios). The care-seeking response was assessed with two items (How likely would it be
to ask for a physician’s or other health professional’s advice? How likely would it be to immediately visit a
physician or a health care service? Cronbach’s as = .80 to .93, across the five Scenarios). Participants responded
using a 7-point Likert-type scale anchored at the endpoints (1=not likely at all; 7=definitely).

Results

Preliminary results

No differences were noticed between the two groups as far as sex is concerned (chi-square = .33, p > .10). Also,
the mean age difference between the two groups was not statistically significant, F(1, 209) = .01, p > .10. A one-
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way multivariate analysis of variance (MANOVA) across all variables (i.e., perceptions of severity and the two
coping responses) and across all five Scenarios with sex as the independent variable revealed a statistically
significant difference, Wilks A =.81; F(15, 194) =3.02, p<.001, )*=.19, with females scoring higher in perceived
severity and care-seeking across all Scenarios (p<.01). Thus, all subsequent analyses were conducted after
controlling for sex. A post hoc examination revealed a statistical power equal to .83 at an alpha level equal to 5%
and medium effect size for the analyses performed.

The means and standard deviations of perceived illness severity, wait-and-see, and care-seeking coping
responses across Scenarios, are presented in Table 1

Table 1
Means (Standard Deviation in Parentheses) of Perceived Illness Severity and Coping Responses Across Scenarios for
the Self/Other-focus Groups

Self-focus Group ((N = 108) Other-focus Group (N = 102)

Illness Severity Wait-and-see Care seeking Illness Severity Wait-and-see Care seeking

Scenario 1 11.97 (4.05) 11.17 (4.07) 11.04 (2.66) 13.47 (3.64) 7.82(3.75) 12.89 (1.63)
Scenario 2 15.32 (3.14) 8.85(3.92) 10.45(3.47) 15.51 (3.46) 6.30(3.35) 12.72 (2.10)
Scenario 3 17.46 (3.01) 7.16 (4.04) 12.09 (2.75) 17.58 (3.38) 5.31(3.30) 13.03 (1.94)
Scenario 4 19.37 (2.39) 5.84 (3.67) 12.79 (2.45) 19.00 (2.92) 4.62 (2.68) 13.24 (1.88)
Scenario5  20.27 (2.08) 5.33 (3.72) 13.19 (2.18) 20.23 (2.37) 3.91 (2.26) 13.62 (1.49)

Gradual exposure to severe illness prototype, perceptions of severity, and coping responses

In order to examine the differences in perceptions of severity and coping responses across the five Scenarios, as
well as the potential differences between the self vs. other-focus groups, three 5 (time) X 2 (group) Repeated
Measures MANOVAs were performed (one for each of the dependent variables)." Mauchly’s test of sphericity
indicated that in all relevant analyses the assumption of sphericity had been violated (y*s > 148.00, p < .001) and
thus a Greenhouse-Geisser correction was used (€ = .57-.72, across analyses).

As far as perceived severity is concerned, a statistically significant time (the 5 Scenarios) effect, Wilks A =
.68; F (4, 204) = 24.53, p < .001, partial > = .33, and a time X group effect, Wilks A = .93; F (4, 204) = 3.61, p <
.01, partial n*> = .07, were detected. The tests of within-subject effects, using the Greenhouse-Geisser correction,
revealed significant differences in perceived severity between all pairs of the 5 Scenarios, F (2.48, 512.84) = 41.47,
p < .001, partial n*> = .17. Bonferroni post-hoc tests showed that increasingly higher levels of perceived severity
were reported from each of the Scenarios to the next one (for all pairwise comparisons, p < .001; see Table 1 and
Figure 1). With respect to the mean differences between the self vs. other-focus groups across Scenarios, no
statistically significant differences were found, F (1, 207) = 1.12, p > .05, partial n*> = .01.

Regarding the wait-and-see response, a statistically significant time effect, Wilks A = .92; F (4, 204) = 4.49,
p < .01, partial n* = .08, and a time X group effect, Wilks A = .94; F (4, 204) = 3.48, p < .01, partial > = .06, were
found. The tests of within-subject effects, with the use of the Greenhouse-Geisser correction, revealed significant
differences in this response between all pairs of Scenarios, F (2.89, 597.93) = 9.06, p < .001, partial > = .04.
Bonferroni post-hoc tests revealed that lower levels of wait-and-see response were reported from each of the
Scenarios to the next one (for all pairwise comparisons, p < .001; see Table 1 and Figure 2). Significant mean

differences were also found between the self vs. other-focus groups across Scenarios, F (1, 207) = 30.19, p < .001,
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partial n* = .13. Post-hoc analyses revealed that participants in the other-focus group scored lower than those in
the self-focus group across all five Scenarios (mean differences > 1.20, p < .01, 95% Confidence Intervals = .38
to 4.44).

Finally, regarding the care seeking coping response, both time and time X group effects were statistically
significant, Wilks As = .89 and .84; F (4, 204) = 6.54 and 10.08, p < .001, partial n*> = .11 and .17, respectively.
The tests of within-subject effects, using the Greenhouse-Geisser correction, revealed significant differences
between all pairs of Scenarios, F (2.85, 472.99) = 12.73, p < .001, partial n* = .06. According to Bonferroni post-
hoc tests, with the exception of the difference between Scenario 1 and Scenario 2 which was not statistically
significant, gradually higher levels of care seeking were reported from each of the other Scenarios to the next
one (p < .001; see Table 1 and Figure 3). The mean difference between the self vs. other-focus groups across
Scenarios was also significant, F (1, 207) = 21.95, p < .001, partial n*> = .10. Post-hoc analyses showed that in
Scenarios 1 to 3 there was a significant group effect (mean differences > .93, ts > -3.01, p < .01, 95% Confidence
Intervals = -3.08 to -.34). In Scenarios 4 and 5, there were no significant group differences (mean differences <
-.45, p > .05, 95% Confidence Intervals = -1.07 to .07).

22,00
— Self-focus group
-=== Other-focus group

20,00

18,00

16,00

Estimated Marginal Means

14,00

12,00

T T T T T
1 2 3 4 3

Perceived lliness Severity at Scenarios 1to 5

Figure 1 Estimated marginal means (after controlling for sex) of perceived illness severity across Scenarios for the
self and other-focus groups

Relations between perceived illness severity and coping responses across groups

To examine the relationship between perceived illness severity, wait-and-see, and care-seeking, the mean scores
in the three variables across all five Scenarios were calculated. The Spearman’s rho correlation between the mean
scores of perceived illness severity and the wait-and-see response was -.39 (p < .001); the correlation between
illness severity and the care-seeking response was rho = .53 (p < .001), and between the two types of coping

response, rho = -.55 (p < .001).
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Figure 2 Estimated marginal means (after controlling for sex) of the wait-and-see coping response across Scenarios
for the self and other-focus groups
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Figure 3 Estimated marginal means (after controlling for sex) of the care-seeking coping response across Scenarios
for the self and other-focus groups

To examine whether the strength of the correlations between perceived illness severity and the two coping
responses was dependent on the group (i.e., self vs. other-focus), two moderation analyses (one for each coping
response) were performed with group serving as the moderator, perceived severity as the independent variable,
and coping responses as the dependent variables. To run the moderation, PROCESS, a freely available
computational tool for SPSS and SAS (Hayes, 2012), was used. Both normal-theory tests and bias-corrected and
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accelerated bootstrapping (5000 bootstrap samples) were employed to test these effects. According to the results,
and after controlling for participants’ sex, the relations between perceived severity and wait-and-see, and
between perceived severity and care-seeking were both moderated by the group (Bs = .32 and -.31, SEs = .15 and
.10, ts = 2.16 and -3.11, p < .05, Bootstrap Confidence Intervals = .03 to .61, and -.50 to -.11, respectively). In both
cases, the association between perceived severity and coping responses was much stronger in the self-focus group
(Table 2).

Table 2
Mean Effects (Unstandardized Regression Coefficients) of Perceived Illness Severity on Coping Responses at the
Self and Other-focus Groups

Group
Self-focus [CI (95%)] Other-focus [CI (95%)]
Effects on the wait-and-see response -.67 (.11) [-.89 to -.44] -.34 (.10) [-.43 to -.15]
Effects on care seeking .55 (.08) [.40 to .69] .24 (.07) [.11 to .37]

*Notes. Standard Error (SE) in parentheses and 95% bootstrapping bias corrected and accelerated (5000 bootstrap samples) confidence
intervals (CI) in brackets; sex served as covariate in the analyses. Effects are significant at p<.05 for the 95% bootstrap confidence
intervals, when the derived intervals do not include values of zero.

Recognition of illness identity

Table 3 presents participants’ responses regarding which illness might be the cause of the symptoms presented
in each Scenario. Lung cancer or cancer in general was reported by only 2.4% of the participants in Scenario 1,
and by 3.8% in Scenario 2 (see, Table 3). In Scenario 3, 8.1% reported cancer as a potential cause of symptoms.
Cancer was reported by 22.9% and 50.5% of the participants in Scenarios 4 and 5, respectively. Flu or a
respiratory infection, and pneumonia or bronchitis were the most frequently reported responses in Scenarios 1
to 3. Moreover, several participants named a “severe” or “life-threatening” illness with no other specification in
Scenarios 3 to 5, while a significant number of participants (ranging from 17.3% in Scenario 5 to 31-32% in
Scenarios 3 and 4) reported other diseases, such as AIDS, tuberculosis, hepatitis, anxiety and eating disorders,
severe allergies, and gastrointestinal diseases.

Chi-square tests were employed to determine whether there were any differences in recognizing illness
identity (i.e., cancer vs. other diseases) across Scenarios between the self and the other focus groups. According
to the results, no statistically significant differences were found (x> (1) < 1.67, p > .10).

Illness recognition, perceptions of severity, and coping responses

A MANOVA across perceptions of illness severity and coping responses for each one of the five Scenarios with
the recognition of the illness identity (cancer vs. other diseases) and self/other-focus groups as the independent
variables was performed. No statistically significant differences with respect to the recognition of illness identity
were observed, Wilks As < 1.00; F(3, 203) < 2.20, p > .05, )* < .04. In addition, no statistically significant
differences were observed as far as the interaction between recognition of illness identity and self/other-focus

groups is concerned, Wilks As < .99; F(3, 203) < 2.14, p > .05, )* < .03.
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Discussion

The aim of this study was to examine the relation of gradual exposure to a severe illness (i.e., lung cancer)
prototype to perceived illness severity, coping responses, and the accurate recognition of the disease. Overall, the
findings provided support to our hypotheses.

Table 3
Percentages of the Type of Disease Named by the Participants Across Scenarios 1 to 5

Lung Flu/ Pneumonia/ A cardiac A very Other

cancer or infection bronchitis disease severe/life

cancer in etc. threatening

general illness (no

other
specifications)

Scenario 1 2.4% 65.3% 9.1% - - 23.2%
Scenario 2 3.8% 28.7% 32.9% 9.5% - 25.1%
Scenario 3 8.1% 15.8% 30.9% 4.5% 9.5% 31.2%
Scenario 4 22.9% 7.9% 14.4% 5.5% 17.6% 31.7%
Scenario 5 50.5% - 12.9% 5.5% 13.8% 17.3%

Gradual exposure to a higher lung cancer prototype was accompanied by an increase in perceived illness
severity and increased possibility of using an active coping plan (i.e., less use of the “wait and see” response, and
more use of care-seeking). As also expected, the perceived severity of illness was related to the adoption of more
active coping responses. These findings are in accordance with the CSM (e.g., Leventhal et al., 2011) according to
which, the activation of an illness prototype results in specific illness representations (e.g., regarding its severity)
and the development of action plans. They are also in accordance with the findings of previous studies which
have also shown that people respond with more worry and more activation to those symptoms that match their
prototype of a severe illness (Bishop et al., 1987; Lowe & Norman, 2017; Walsh et al. 2004).

Gradual exposure to a higher lung cancer prototype also led participants to a more accurate recognition of
the potential disease-causing the symptoms (i.e., as lung cancer or cancer in general). A respiratory system
related illness (e.g., flu, bronchitis, pneumonia) was recognized by most participants in Scenarios 1 to 3. Only in
Scenario 5, cancer was recognized by the majority of participants. But, even in this case, when the described
symptoms were very severe, only half of the participants accurately identified the disease. In fact, most
participants named a rather acute disorder as the cause of symptoms in the majority of Scenarios (even at the
later ones).

The prototype for acute conditions is the default for the interpretation of symptoms (Leventhal et al., 2016).
Most people tend to interpret symptoms, especially early ones, as a sign of an acute, time-limited illness that will
go by soon. Moreover, the acute prototype stays always ‘in the background’ and often seeds doubts about the
actual severity and meaning of symptoms (Halm et al., 2006; Leventhal et al., 2016). The ‘reluctance’ to identify
cancer, found in this study, provides support to the CSM and indicates that the acute prototype is rooted in the
ways of understanding symptoms even when these point to a quite severe and probably long-term illness.
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Whether this is a typical way of interpreting symptoms or a (not always successful) way of coping with the fear
of a distressing diagnosis (e.g., Dracup & Moser, 1997) is something to be examined in future studies.

In addition, it is interesting that many participants (i.e., 17-32% across Scenarios) named a variety of

potential diseases as the cause of the described symptoms. Some of them were more or less related to the
respiratory system (e.g., tuberculosis, severe allergies). Still, several other of the diseases named by the
participants was rather unexpected (e.g., anxiety and eating disorders or AIDS). A possible explanation might be
that people tend to focus on different symptoms, probably based on their personal or close persons’ experiences,
media stories, etc. (Leventhal et al., 2016), which leads them to diverse assumptions/heuristics about the identity
of a disease.
Still, contrary to our hypotheses, the ‘correct’ illness recognition (i.e., cancer vs. other potential diseases) was
not related to perceived illness severity or coping responses. It seems that the evaluation of actions needed to
manage the condition does not depend on the accuracy of illness recognition but probably on the perceived
severity of the condition. Of course, other factors, such as the persistence of symptoms and past experience, are
also crucial determinants of these responses (Leventhal et al., 2015).

A most interesting finding of this study refers to the differences noticed in the self vs. other person-focus
groups. The results showed that, although there was no difference in perceptions of severity, the participants in
the other person-focus group reported a lower possibility of using the wait-and-see response across all five
Scenarios, and a greater possibility of seeking care when the symptoms were less or moderately severe (i.e., at
Scenarios 1 to 3). Moreover, the correlations between perceived severity and coping responses were weaker in
the other person-focus group. Overall, it seems that participants were more willing or ready to urge another
person to undertake action in order to deal with a health threat, in comparison to what they would do for
themselves. This may reflect personal concerns about another person’s condition and thus it is not surprising
(Eisenberg & Sulik, 2012). Still, it may also be indicative of the ways that illness prototypes function.

Illness prototypes are not simple constructs. They consist of several types of beliefs (e.g., regarding
symptoms, appropriate actions to deal with threats, potential consequences) and they incorporate information
coming from a variety of resources over time (Leventhal et al., 2005; Orbell & Henderson, 2016). The findings of
this study indicate that illness prototypes are also flexible mechanisms, the activation of which and the reactions
they initiate may greatly depend on the details of the particular condition (e.g., the self vs. other person-focus as
examined in this study) and other factors that are not directly related to illness.

Of course, the findings of this study should be interpreted in relation to certain limitations. First, participants
were young and healthy students with no direct experience of a severe illness. This may have affected the accurate
recognition of illness as well as the reported potential coping reactions. Future studies need to focus more on the
illness prototypes of older persons and, especially, those vulnerable to chronic illness (e.g., persons adopting non-
healthy lifestyles) so as to better understand their reactions to a potential illness and, through this, promote more
effective prevention programs. Second, the five Scenarios included in the study contained only potential
symptoms of the disease. However, illness prototypes also include beliefs and information regarding several other
aspects of the disease (Orbell & Henderson, 2016). Moreover, although symptoms are necessary for care-seeking,
they are not always sufficient as several other factors are involved in this process (Cameron et al., 1993). This is
a limitation that may have significantly affected participants’ responses. Third, in this study, we focused on only
one severe disease. A clearer understanding of the impact of illness prototypes probably requires the examination
of the illness prototypes of more common and less threatening conditions as well. Fourth, only two types of
coping reactions were assessed. There is a need for future studies to examine further reactions, such as asking
for advice from friends and relatives, using self-medication, etc. Finally, participants in the other person-focus
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group were not inquired about the particular person they had had in mind when responding to the five Scenarios.
However, this might have provided some explanation to the findings (e.g., whether they were thinking of a close
person or a person vulnerable to health threats). Future studies are needed to examine this crucial topic. That is,
whether the degree of familiarity with the potential patient moderates the relation of an illness prototype
activation to coping responses.

Nevertheless, we believe that the findings of this study have significant theoretical and practical implications.
They provided support to several of the CSM suggestions regarding illness prototypes (Leventhal et al., 2011;
Leventhal et al., 2016). They showed that the accurate recognition of illness is not linked to perceived severity or
coping reactions. It seems that it is the severity of symptoms, even when the disease is erroneously recognized,
which guides illness-related responses. Also, when the focus of attention was another person, more active coping
responses were reported earlier in the illness prototype activation process. This points to the possibility that
illness prototypes are flexible, dynamic constructs that respond to the specific aspects and demands of the
situation and vary across time and conditions (see also, Anderson, 2009).

As far as the practical implications are concerned, the ‘reluctance’ to recognize a severe illness until the
symptoms became very severe, rings a warning bell regarding how fast people will respond to alarming
symptoms. Previous studies (Bishop et al., 1987; Horne et al., 1999) have already shown that people respond
more rapidly to symptoms that highly fit an illness prototype. However, delays in matching symptoms with a
severe illness prototype and thus in seeking appropriate help might take a toll on health. This points to the need
to educate people more effectively in the ways of interpreting symptoms and professional help-seeking. Another
potential answer to this need may also emerge from the findings of the study. Namely, the finding that people
tend to urge other persons to seek help earlier than they would for themselves. The involvement of close persons
in the process of evaluating symptoms and responding accordingly might result in an acceleration of care-
seeking. This is important especially for persons dealing with a health threat whose close persons may play a
crucial role by preventing patients from misinterpreting symptoms or adopting maladaptive coping reactions
(e.g., procrastination in care-seeking).

BifAoypadia

Anderson, J. R. (2009). Cognitive psychology and its implications (7th ed.). Worth Publishers.

Bishop, G. D., & Converse, S. A. (1986). Illness representations: A prototype approach. Health Psychology, 5, 95-
114. https://doi.org/10.1037/0278-6133.5.2.95

Bishop, G.D., Briede, C., Cavazos, L., Grotzinger, R., & McMahon, S. (1987). Processing illness information: The
role of disease prototypes. Basic and Applied Social Psychology, 8, 21-43. https://doi.org/10.1080/019
73533.1987.9645875

Cameron, L., Durazo, A., & Rus, H.M. (2016). Illness representations. In Y. Benyamini, M. Johnston & E.C.
Karademas (Eds), Assessment in Health Psychology (pp. 45-59). Hogrefe.

Cameron, L., Leventhal, E. A., & Leventhal, H. (1993). Symptom representations and affect as determinants of
care seeking in a community-dwelling, adult sample population. Health Psychology, 12, 171-
179. https://doi.org/10.1037/0278-6133.12.3.171

Dracup, K., & Moser, D. K. (1997). Beyond sociodemographics: factors influencing the decision to seek treatment
for symptoms of acute myocardial infarction. Heart & Lung, 26, 253-262. https://doi.org/10.1016/s0147-
9563(97)90082-0

Eisenberg, N., & Sulik, M. J. (2012). Is self - other overlap the key to understanding empathy? Emotion Review,
4, 34-35. https://doi.org/10.1177/1754073911421381

European Lung Foundation/European Respiratory Society (2016, October). Lung cancer factsheet. Available at
https://www.europeanlung.org/assets/files/el/publications/lung-cancer-factsheet-gre.pdf

196



KARADEMAS, THOMADAKIS (2020)

Halm, E.A., Mora, P., & Leventhal, H. (2006). No symptoms, no asthma. The acute episodic disease belief is
associated with poor self-management among inner-city adults with persistent asthma. Chest, 129, 573-580.
https://doi.org/10.1378/chest.129.3.573

Henderson, C. J., Hagger, M. S., & Orbell, S. (2007). Does priming a specific illness schema result in an additional
information-processing bias for specific illness? Health Psychology, 26, 165-173. https://doi.org/10.1037/
0278-6133.26.2.165

Henderson, C. J., Orbell, S., & Hagger, M. S. (2009). Illness schema activation and attentional bias to coping
procedures. Health Psychology, 28, 101-107. https://doi.org/10.1037/a0013690

Horne, R., Weinman, J., & Hankins, M. (1999). The beliefs about medicine questionnaire: The development and
evaluation of a new method for assessing the cognitive representation of medication. Psychology and Health,
14, 1-24. https://doi.org/10.1080/08870449908407311

Karademas, E.C., Dimitraki, G., Thomadakis, C., & Giannousi, Z. (2019). The relation of spouse illness
representations to patient representations and coping behavior: A study in couples dealing with a newly
diagnosed cancer. Journal of Psychosocial Oncology, 37, 145-159. https://doi.org/10.1080/
07347332.2018.1508534

Leventhal, H., Diefenbach, M., & Leventhal, E. A. (1992). Illness cognition: Using common sense to understand
treatment adherence and affect cognition treatment. Cognitive Therapy and Research, 16, 223-230.
https://doi.org/10.1007/BF01173486

Leventhal, H., Halm, E., Horowitz, C., Leventhal, E.A., & Ozakinci, G. (2005). Living with chronic illness: A
contextualized, self-regulation approach. In S. Sutton, A. Baum & M. Johnston (Eds.), The SAGE handbook
of health psychology (pp. 197-240). Sage.

Leventhal, H., Leventhal, E. A., & Breland, J. Y. (2011). Cognitive science speaks to the “common-sense” of chronic
illness management. Annals of Behavioral Medicine, 41, 152-163. https://doi.org/10.1007/s12160-010-9246-
Q

Leventhal, H., Yu, J., & Leventhal, E.A. (2015). Illness behavior and care-seeking. In M.J Smelser & P.B. Baltes
(Eds.), International Encyclopedia of Social and Behavioral Sciences (2™ ed; pp. 596-602). Elsevier.

Leventhal, H., Yu, J. S., Leventhal, E. A., & Bodnar-Deren, S. M. (2016). Cognitive mechanisms and common-sense
management of cancer risk: Do patients make decisions? In M.A. Diefenbach, S. Miller-Halegoua & D.J.
Bowen (Eds.), Handbook of health decision science (pp. 87-108). Springer.

Lowe, R., & Norman, P. (2017). Information processing in illness representation: Implications from an
associative-learning framework. Health Psychology, 36, 280-290. https://doi.org/10.1037/heao000457
O’Mahony, J. F. (1984). Knowing others through the self-influence of self-perception on perception of others: A

review. Current Psychological Research & Reviews, 3, 48-62. https://doi.org/10.1007/BF02686558

Orbell, S., & Henderson, C. J. (2016). Automatic effects of illness schema activation on behavioral manifestations
of illness. Health Psychology, 35, 1144-1153. https://doi.org/10.1037/hea0000375

Sarafino, E. P., & Smith, T.W. (2017). Health psychology: Biopsychosocial interactions (9™ Ed). Wiley.

Smeesters, D., Wheeler, S. C., & Kay, A. C. (2010). Indirect prime-to-behavior effects: The role of perceptions of
the self, others, and situations in connecting primed constructs to social behavior. In M.P. Zanna (Ed.),
Advances in experimental social psychology (vol. 42; pp. 259-317). Academic Press.

Walsh, J. C., Lynch, M., Murphy, AW., & Daly, K. (2004). Factors influencing the decision to seek treatment for
symptoms of acute myocardial infarction. An evaluation of the self-regulatory model of illness behaviour.
Journal of Psychosomatic Research, 56, 67-73. https://doi.org/10.1016/S0022-3999(03)00082-5

Weinman, J., Heijmans, M., & Figueiras, M. J. (2003). Carer perceptions of chronic illness. In L.D. Cameron & H.
Leventhal (Eds.), The self-regulation of health and illness behaviour (pp. 207-219). Routledge.

World Cancer Research Fund/American Institute for Cancer Research (2018). Diet, nutrition, physical activity

and lung cancer. Retrieved March 30, 2020, from https://www.wcrf.org/dietandcancer

197



WYXOAOTIA | PSYCHOLOGY, 25 (2), 186-198

EAAnvikr) Wuyxoloyikr Etalpeia W
(¢l

Hellenic Psychological Society

EMMEIPIKH EPTAZIA | RESEARCH PAPER

'ExOeom o€ 'Eva IIpoturmo Xofapng AcOéverag, AvtiAnym g

YoBapomrag kat Avtidpaoeig Alayeipiong g AcOéveilag

Evdyyerlog X. KAPAAHMAZX!, Xpiotopopog ©QMAAAKHZ!

! Tunpa Wuyoroyiag, Mavemotipio Kpijng, Kpntn, EAGSa

AEEZEEIYX KAEIATIA

ovadrTnon LoTPLKIg
dpovridag,

HOVTEAO KOLVIG AOYLKY|G,
oupmepLdopég drayeiplong
aoBévelag,

TpOTUTTO oOEVELaG,
aVTIANTITH) ooPapotnta
aoBévelag

STOIXEIA EIIIKOINQNIAX

Evayyeiog X. Kapadnpag,
Tuipa Yuyoroylag,
IMavemompo Kpning,
PéBupvo, EAAGSa.

TnA. 28310 77532,

email: karademas@uoc.gr

INEPIAHWYH

160G AUTIG TNG TELPAUATIKIG HEAETNG NTAV Vo EEETAOTEL 1] OY€om NG €kBeONG OTO
«pdtuTto acBévelag» TOU Kapkivou TOUu TveVpova HE TNV ovtiAnym yla
coPapotnta g acbévelag autg, TNV avayvoplon g achévelag, kabwg Kot Tig
avtdpdoetg dtayeiplonig Tng. Atakdaolol SEka portntég ektédnKaV oe diddopa oevapla
€VOG TIPOOWTOU TIOU UMEPEPE otd CUPMTOHATH KapKivou Tou mveUpova. Ot
OUUUETEYOVTEG Ywplotnkav pe tuxaio Tpomo oe d00 opddeg: ot pool kKAONKav va
davtaoTovv Tov eaUTd TOUG WG TOV AoBEVT) TTOU UTTEDEPE TA CUUTTOLATA, KAL OL AAAOL
pool va ¢actactolv wg acBevyy «kdmowov GAAo mov yvwpilouv». Metd v
Tpovoiaon K&Be oevapiov, oL CUHIETEXOVTEG KAAOUVTO VA OTAVTIIOOUV € L0 OELPA
EPWTNOEWV TYETIKA LE TNV AVTIANTTH 00BapdTNTH TV CUPTTOWHATOV TNG A0OEVELAG,
TI§ mBavég dpaoelg dtayeiplong TG aoBEVELAG KoL TNV avayvmpLoT TG acBEvelag.
MANOVA EnMQVOANTTIK®OV HETPNOEWV, AVOAVOELS PUOULONG, OUOYETIOEIS KoL X
Kputmpla xpnotpomowifnkav ywx myv avédivon twv dedopévav. Zopdwva pE To
euprjpata, 1 otadiokn €kBeon oe 6Ao koL ooPapdTeEpPa CUUTTOUATA OXETIOTNKE LE
av€avopevn aviiinyn g coPapoétnta g acBévelag, avéavopevn mbavotnta
XPNONG VoG evepyntkol TAGvou Siaxeipong g acBévelag (Y., avalitnon
latpknig dpovtidag), kal axpiféotepn avayvoplon g acbévelng. H avtinmm
goPapdnta g aobévelng oxeTioTnke BeTKA [le XP1OT) TTEPLOGOTEPO EVEPYNTIKGOV
oupnepipopwv  dlayeipiong g aoBévelag. OL  TEPLOOOTEPOL  CULHETEXOVTEG
avayvoploav AavBaopéva v aoBévela wg oelar 0TV TAELOVOTNTA TV TEVApiwV.
Ot ouppetéyovteg oty opdda mov toug (Ntidnke va okeToUV Eva GAAO TTPOTWITO WG
aoBevn) avédepav wg mepLoadTEPO TLOAVT] TN XPNON EVEPYNTIKGOV cupnepldopav. Ta
euprjpata tpoodEpouv otpLen o€ APKETEG TAEUPEG ToU Moviédou g Kowvrg Aoyikng
WG TTPOG TO POA0 TwV TPOTUNWV aobévelag. Emiong, deiyvouv o1l tar mpdtuma
ao0évelag eival eVEAMKTEG, SUVLLIKEG KATOOKEVEG OL 0Toleg LETAfdANoVTAL avAAoY
HE TG oLattepotnTEG K& KaTdTOONG.
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