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REVIEW ARTICLE

Employing illness perceptions and mindsets in health contexts: 
towards an integrative framework
Rachael Yielder a, Alia Crum b, John Weinman c and Keith J. Petrie a

aDepartment of Psychological Medicine, Faculty of Medical and Health Sciences, University of Auckland, Auckland, 
New Zealand; bDepartment of Psychology, Stanford University, Palo Alto, CA, United States of America; cSchool of 
Cancer and Pharmaceutical Sciences, Faculty of Life Sciences and Medicine, King’s College London, London, United 
Kingdom

ABSTRACT  
Beliefs about illness powerfully shape how people experience and respond to 
health conditions. The dominant theory underpinning illness perception – 
Leventhal’s Common-Sense Model – proposes that individuals construct 
cognitive representations of illness based on specific beliefs about its 
features and likely course (e.g., symptom severity, timeline, controllability). 
These perceptions predict key outcomes, including functioning, quality of 
life, emotional distress, and treatment adherence. Mindsets are related but 
distinct: they are broader, more abstract beliefs about the nature and 
meaning of illness (e.g., viewing cancer as ‘manageable’ or ‘a catastrophe’). 
While the illness perception literature is well established, mindset research 
in the health context is more recent, with promising findings and 
emerging tools for intervention. In this paper, we critically review both 
constructs, highlight their complementary strengths and limitations, and 
propose an integrative framework that unites them. We argue that 
combining these perspectives can sharpen measurement, deepen 
theoretical understanding, and enhance the impact of belief-based 
interventions in healthcare.
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Beliefs about illness and treatment play a central role in health psychology. From beliefs formed long 
before illness – shaped by culture, media, or past experience – to those that arise with the first sign of 
a symptom and persist through the ongoing demands of chronic illness, beliefs shape how people 
understand their illness and how they act to improve their health. As chronic conditions rise globally 
(Global Burden of Disease Cancer Collaboration, 2022; Khan et al., 2020; Townsend et al., 2022) and 
new acute threats like COVID-19 emerge (World Health Organization, 2023) healthcare systems are 
increasingly recognising the profound influence of beliefs and are seeking ways to harness them to 
improve care (Capobianco et al., 2020; Leventhal et al., 2016).

This paper reviews two related but historically separate constructs: illness perceptions and illness- 
related mindsets. We argue that while these constructs are distinct – illness perceptions referring to 
specific beliefs about an illness’s features (e.g., what it is, how it was caused, and how long it will last), 
and mindsets referring to broader beliefs about the nature and meaning of illness (e.g., whether an 
illness is a ‘catastrophe’ or an ‘opportunity’). They are also inherently related, which each offering 
unique insights into how people experience and navigate illness.
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We begin with a high-level overview of the foundations of illness perceptions and illness mindsets 
and a summary of the important theoretical distinctions between mindsets and perceptions. Follow
ing this, we more thoroughly review the extant literature on mindsets and perceptions and discuss 
the strengths and limitations of each currently separate body of research. Finally, we explore the 
potential for a more integrated framework and outline key priorities for future work on illness 
beliefs, with the aim of better supporting patient care in addressing two key questions: (a) which 
patient beliefs are most useful in predicting patient outcomes? and (b) which patient beliefs are 
amenable to intervention/change? While we acknowledge the important roles of other psychosocial 
factors such as culture and personality (Clifton & Crum, 2024; Diefenbach & Leventhal, 1996; Zion & 
Crum, 2018), a full treatment of these influences is beyond the scope of this paper.

Foundations of illness beliefs

Illness perceptions

Illness perception research and theory emerged from Leventhal’s self-regulatory model in the 1990s 
and soon became the dominant framework for explaining how specific beliefs about the character
istics of an illness can influence health outcomes (Leventhal et al., 1992; Weinman et al., 1996). 
According to the model, individuals act as common-sense scientists, intuitively drawing on personal 
experience, cultural knowledge, and observation to make sense of their symptoms (Hagger & Orbell, 
2003). For example, despite having no prior first-hand experience of an asthma attack, someone who 
notices tightness in their chest and wheeziness may match these symptoms to their existing rep
resentation of the condition. Their representation might have been formed through viewing 
actors on television depicting an attack by clutching their hands to the region of their chest and 
gasping for breath, or having heard second-hand verbal accounts of family members’ experiences. 
The resulting ‘lay’ asthma attack diagnosis may or may not be accurate, but it informs the actions 
people take to cope with the experience (Hagger & Orbell, 2022; Petrie & Weinman, 2012). The 
self-regulatory model, also known as the Common Sense Model (CSM), proposes that if coping 
actions lead to resolution of the health threat the person’s existing representation of the illness is 
reinforced, but the lay diagnosis will be re-evaluated and a new illness representation adopted if 
the chosen coping strategies fail (Kaptein et al., 2018; Leventhal et al., 2016). Arriving at an 
asthma representation may result in the person seeking out a Ventolin inhaler. Experiencing an alle
viation of symptoms after using Ventolin would reinforce their belief that chest tightness and whee
ziness represents an asthma attack. On the other hand, if symptoms persisted after using the inhaler, 
the person could abandon asthma as their lay diagnosis, and move on to another possible illness 
representation, such as an allergic reaction.

An illness representation consists of five main components. These include perceptions of the 
illness’ identity (the label or name of a condition that a person assigns to their somatic experience, 
and the symptoms they associate with it), consequences (the impact/intrusion on daily life), the cause 
(the most likely reason/s for the development of the illness), and timeline (length of time they believe 
that the condition will last). Finally, whether the illness can be controlled, which can be further sep
arated into a perception of personal ability or a treatment’s ability to control the illness (Broadbent et 
al., 2006). The Illness Perception Questionnaire (IPQ), was developed in 1996 to measure the five core 
cognitive elements (identity, timeline, controllability, consequences, and cause) (Weinman et al., 
1996).

Four core characteristics underpin the five original dimensions of illness perceptions: First, they 
are specific, with each component focusing on a detailed aspect of the illness experience (Diefenbach 
& Leventhal, 1996; Petrie & Weinman, 2012). For example, one factor focuses specifically on percep
tion of symptoms, and another on how long the condition is likely to last. Second, each illness per
ception is concrete in that for each health threat there is an objective reality from which an 
individual’s perception may match or deviate. For instance, gout is caused by increased levels of 
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urate in the body forming urate crystals in the joints of extremities, yet deviating from this medical 
understanding, people often believe that gout is caused by diet and lifestyle choices (Petrie et al., 
2018). Third, the components are interrelated and form an overall illness schema (Leventhal et al., 
2005). Although each perception is a distinct factor, interactions play a significant role in informing 
the formation and adoption of the full illness representation. For example, perceiving symptoms like 
headache and brain fog (identity), that do not resolve with common painkillers (treatment 
control), and which continue for longer than anticipated (timeline) might lead to the lay diagnosis 
of a brain tumour, whereas each factor experienced in isolation may not. Fourth, illness perceptions 
are dynamic as they can change over time as a result of feedback from an individual’s coping 
attempts, or as symptoms change (Kube & Rozenkrantz, 2021). The earlier example of using a Ven
tolin inhaler for suspected asthma applies here: If using the inhaler alleviates symptoms, perceived 
treatment and personal control would likely increase, and the opposite could occur if the Ventolin 
fails to offer relief.

Since the original model, several extensions have been proposed including an Extended Common 
Sense Model (E-CSM) proposed by Hagger and Orbell (2022), and several revisions of the original 
measure haven been constructed and validated including the Revised Illness Perception Question
naire (IPQ-R) (Moss-Morris et al., 2002) and the Brief Illness Perception Questionnaire (B-IPQ) (Broad
bent et al., 2006). We describe these extensions in more detail in the Illness Perceptions in Depth 
section below.

Illness mindsets

While illness perceptions are relatively specific and contextualised beliefs that help form one’s 
mental model or representation of an illness, people also hold broader, more abstract beliefs 
about the nature and meaning of illness (and relevant other topics such as treatment, symptoms, 
and one’s body). These are referred to as mindsets – core beliefs about the essence of a domain 
(such as illness, symptoms, or the body).

Illness-related mindset research is relatively new within health psychology but it builds upon a 
rich literature in social and developmental psychology (Dweck, 1999; Dweck & Yeager, 2019; Zion 
& Crum, 2018), Initial conceptualisations of mindset arose from the study of beliefs about intelli
gence. Research demonstrated that individuals who believe ‘intelligence is malleable’ (known collo
quially as a growth mindset) perform better academically than those who believe ‘intelligence is 
fixed’ (Dweck & Yeager, 2019; Yeager & Dweck, 2012). Similarly, mindsets about illness are broad 
and abstract, reflecting the ‘core’ (or essence) of the domain, for example, ‘cancer is manageable’; 
‘my body is capable’; ‘symptoms are positive signals’.

Mindsets follow the general format of ‘[topic] is [modifier]’. For example, ‘cancer is an opportu
nity’. Unlike illness perceptions, which are structured around pre-defined components (e.g., conse
quences, timeline), mindsets are not tied to a fixed set of dimensions. Instead, they are 
characterised by modifiers that meets three criteria (updated from Clifton et al., 2019; Zion & 
Crum, 2018). Firstly, they are simple for most people to understand in relation to the domain/ 
topic. For example, ‘intelligence is malleable’ as opposed to ‘I have free will’. Secondly, they are adjec
tival, summarising a whole, stable, and central quality of a topic rather than a specific, or temporary 
aspect. For example, ‘stress is enhancing’ as opposed to ‘stress triggers a physiological response’. 
Thirdly, mindsets are evaluative, meaning they concern highly subjective, qualitative judgements 
(see also Lazarus & Folkman, 1984 on appraisals). This criteria makes them difficult, and in some 
cases impossible, to falsify (evidence can readily be found for both sides of the mindset continuum, 
e.g., stress is enhancing and debilitating; cancer is both a catastrophe and manageable; the body is 
both an ally and an enemy) and inherently relative (where someone stands on the continuum is 
inherently relative to their perspectives and other characteristics) (Crum & Clifton, 2025).

Indeed, because mindsets are highly abstract, overly simplified and evaluative judgements, mind
sets are not objectively ‘right’ or ‘wrong’, ‘true’ or ‘false’. Instead, they are oversimplified assumptions 

HEALTH PSYCHOLOGY REVIEW 3



about the nature and meaning of illness that serve as interpretive lenses, orienting attention, 
shaping motivation, guiding behaviour, and in some cases shaping physiology (Crum et al., 2017; 
Crum & Zuckerman, 2017).

Mindsets have been explored across a wide range of domains, from intelligence and personality 
(Dweck & Yeager, 2019), to stress (Crum et al., 2013; Jamieson et al., 2018), food (Crum et al., 2011; 
Turnwald et al., 2019), and exercise (Crum & Langer, 2007; Zahrt et al., 2023). In the context of health, 
emerging work has introduced mindsets about illness (Zion et al., 2023), the body (Dowling et al., 
2024), symptoms (Howe et al., 2019), and treatment (Boswell et al., 2024). These health-related mind
sets are increasingly recognised as shaping not only how people interpret their health experiences 
but also how they respond – physiologically, emotionally, and behaviourally. We describe these 
domains of health mindsets in more detail in the sections that follow.

High level summary of theoretical distinctions

To summarise, at the most basic level, illness perceptions and illness mindsets are distinct psycho
logical constructs. Illness perceptions, as originally formulated in the CSM, are relatively specific, 
structured beliefs about the concrete features of an illness – its identity, cause, timeline, controllabil
ity, and consequences. These perceptions are shaped by symptom experiences, past knowledge, and 
feedback from coping behaviours, and they form the basis of a condition-specific mental model that 
evolves over time. By contrast, mindsets are abstract, stable beliefs about the general nature and 
meaning of illness, the body, treatment, or symptoms. They are simple, adjectival, and evaluative 
in structure (e.g., ‘illness is manageable’ or ‘the body is an adversary’) and they serve as overarching 
interpretive lenses that orient people’s responses to health experiences.

These differences can be framed through the lens of epistemic stance. Illness perception theory 
positions people as common-sense scientists, seeking to understand the ‘what’ of illness based on evi
dence and experience. In contrast, mindset theory positions people as common-sense philosophers, 
seeking to make meaning of the ‘why’ – to assign value, purpose, or essence to what is happening to 
them. This distinction in orientation helps explain why mindsets are particularly potent in shaping 
subjective experience, even in the absence of clear objective data.

However, in practice, the boundary between perceptions and mindsets is not always clear-cut. 
Over time, illness perception research has expanded well beyond the five original components, 
incorporating elements such as emotional response, concern, and understanding – some of which 
are arguably closer to downstream outcomes, and others more mindset-esque in their abstractness 
and evaluative tone. Even within the five core components, certain beliefs (e.g., about consequences) 
may straddle the line between situational assessments and global meaning-making. This conceptual 
fluidity is not inherently problematic, but it does highlight the need for more precise articulation of 
the psychological nature of each dimension.

The purpose of making these distinctions is not to argue for one framework over another, but 
rather to illuminate the varied types of people form beliefs about illness – and to better understand 
how different types of beliefs may offer distinct advantages or limitations in terms of their predictive 
utility and their responsiveness to intervention. To move the field forward, we must better charac
terise the psychological structure of each belief dimension, understand their relationships to one 
another, and assess the distinct strengths and limitations of these constructs – not only mindsets 
versus perceptions, but also the many components housed within illness perception models 
themselves.

In the next two sections, we examine the research on illness perceptions and illness mindsets in 
greater detail. For each, we review their theoretical underpinnings, empirical support, predictive 
value, and utility as targets for intervention. In doing so, we aim to clarify how these belief 
systems operate independently and in tandem – and where they may provide complementary 
insight into the psychology of health and illness.
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Illness perceptions in depth

Extensions of illness perceptions: measures and models

As discussed earlier, illness perceptions stem from Leventhal’s dual-process self-regulatory, or 
‘common-sense’ model of illness representation (Diefenbach & Leventhal, 1996). The development 
of scales to effectively measure illness representations began with the IPQ, which focused on asses
sing the five core cognitive elements (Weinman et al., 1996). However, as researchers’ interest in 
illness perception grew, and the IPQ was applied more widely in research and clinical settings, 
the original core elements were retained, whilst extra elements were added to facilitate a broader 
understanding of people’s illness experiences. Emotional impact (distress) and concern were 
included in the IPQ-R (Moss-Morris et al., 2002) and the B-IPQ (Broadbent et al., 2006) as a means 
of incorporating the emotional response component of the self-regulatory model. Understanding 
of illness (comprehension) was also added as an element of the cognitive response. All three versions 
of the IPQ have been employed extensively in research involving diverse health conditions, 
languages, ethnicities, countries and age groups (Broadbent et al., 2015). Furthermore, all iterations 
of the questionnaire have shown the many ways in which illness perceptions can influence patients’ 
illness experience (Hagger et al., 2017).

However, none of the additional factors are strictly perceptions of illness. For example, perceived 
comprehension or coherence is a metacognitive judgement on personal knowledge of a condition 
rather than a perceived characteristic of the illness. Rather, the three added factors are more like out
comes or refinements of the five original components. The self-regulatory model always considered 
the cognitive and emotional representation pathways distinct yet inherently related, with the 
emotional response often stemming from a cognitive appraisal (Diefenbach & Leventhal, 1996). 
For example, a woman who finds a lump in her breast may have little emotional response until 
she arrives at a lay diagnosis of cancer. In this case, fear and anxiety are the result of activation of 
her pre-existing ‘breast cancer’ schema, which for her might include expecting severe disruption 
to her family and ability to work (consequences) and believing that cancer treatments usually do 
not work or will not be available to her (treatment control). Including the extra factors in illness per
ception measures may have added unnecessary complexity and confusion to research findings, 
clouding our understanding of how, when, and which perceptions drive differences in health out
comes (Alyami et al., 2021; Aujla et al., 2016; Dempster et al., 2015; Leysen et al., 2015; Richardson 
et al., 2017).

Further theoretical developments have also been made to the CSM since its inception including 
an extended model (E-CSM) proposed by Hagger and Orbell (2022). There were several suggested 
developments outlined in the E-CSM. Firstly, emphasis was placed on operationalising mediation 
pathways between representation dimensions and illness outcomes via a person’s coping pro
cedures, and on highlighting interaction effects between cognitive and emotional representation 
factors. Secondly, the E-CSM formally recognises the role of fine-grained treatment beliefs, for 
example, people’s perceptions of the necessity of treatment and their concerns about it (Horne 
et al., 2013). Thirdly, new constructs were added, and links were made between the CSM’s pro
cesses and other existing models. The authors argued that beliefs about one’s ability to perform 
a behaviour in the future are an important predictor of coping strategies, which could be 
accounted for by tying in Ajzen’s (1985) Theory of Planned Behavior (TPB). Therefore, perceived 
behavioural control (specific belief in one’s capacity/ability to perform a behaviour) was added, 
along with abstract constructs including attitudes (positive or negative disposition towards behav
iour) and subjective norms (what is seen as acceptable by generalised or significant others) from 
the TPB, and also individual differences and personality traits like optimism and self-efficacy 
(Hagger & Orbell, 2022). The overall aim of the E-CSM was to formalise speculation of how 
additional processes and constructs would interact and work with the CSM and to give direction 
to future empirical research. The E-CSM will be discussed further in a later section about 
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integrating an illness perception and mindset approach. The remainder of this section briefly sum
marises each illness perception factor as they relate to health outcomes, followed by what is yet to 
be explored.

Predictive validity

Perceived consequences may be the most potent illness perception factor to influence health out
comes (Broadbent et al., 2015; Dempster et al., 2015). Perceiving more severe consequences of 
illness translates to an expectation of how much an illness will interfere with life, for example, ‘My 
illness stops me from doing things I like’, and can motivate behaviour (for example seeking medical 
help, or engaging in other coping strategies), and inform an emotional response (Petrie & 
Weinman, 2012). The impact of perceived consequences is seen in wide-ranging health contexts, 
including acute and chronic conditions and diverse cultures (Broadbent et al., 2015; Hagger & 
Orbell, 2022). Findings are robust for self-reported health outcomes, with more severe consequences 
showing moderate-strong relationships with poorer quality of life, greater anxiety and depression, 
and longer recovery time/time off work (Badawy et al., 2017; Bassi et al., 2020; Broadbent et al., 
2015; Hagger & Orbell, 2003; Sawyer et al., 2019). However, there should be a caveat about the 
findings showing high correlation between perceived consequences and poorer quality of life, 
since the questionnaire items used to assess each construct are often very similar (i.e., could be a 
result of a common measurement error). A smaller number of studies indicate a link between 
severe consequences and objective markers of disease severity such as higher HbA1c levels for 
patients with type II diabetes (Broadbent et al., 2015), advanced stages of kidney disease (Clarke 
et al., 2016), greater gout disability (Broadbent et al., 2015), and mortality for patients with colorectal 
cancer (Thong et al., 2016). However, the directionality of the relationship between perceived con
sequences and clinical health outcomes is complex and inherently context-specific (Hagger et al., 
2017). For example, poorly controlled asthma is predicted by the perception of less severe conse
quences in adolescent patients, who are developmentally focussed on the present (Kosse et al., 
2020), but by the perception of more severe consequences in adult patients in another study 
(Silva et al., 2023).

Perceived identity of an illness includes the label (i.e., the name which the person gives to their 
condition) and the symptoms people associate with it. Since the development of the B-IPQ and 
its use of single-items to assess illness perception factors, identity now primarily consists of the 
patient’s perceived symptom burden (e.g., ‘I experience many severe symptoms from my arthritis’) 
(Broadbent et al., 2006). Like perceived consequences, higher identity scores are strongly and con
sistently linked with poorer self-reported health outcomes such as anxiety, depression, functioning, 
and quality of life across different illnesses and patient populations (Broadbent et al., 2015; Dempster 
et al., 2015; Light et al., 2021; Schoormans et al., 2020; Zou et al., 2022). Prior research findings do 
suggest that perceived identity and consequences of illness may exert influence in tandem. For 
example, a review of illness perceptions and high hospital readmission health outcomes showed 
that patients simultaneously reporting higher consequences and higher illness identity have experi
enced lower quality of life, worse mental health, and greater physical disability (Sawyer et al., 2019). 
The review concluded that perceived identity and consequences, and often longer perceived time
line, frequently occur together in research and are generally paired with higher emotional response 
and worse outcomes. Again, the caveat about common measurement error applies here. Similarly, a 
meta-analysis by Hagger et al. (2017) calls for future research to explore a proposed pathway model 
between representations of illness threat, coping strategies and health outcomes, with perceived 
illness threat driven by identity and consequences.

Timeline refers to people’s perception of how long an illness and attributed symptoms are likely to 
last, for example, ‘I’ll have heart disease for the rest of my life’. Both the IPQ and the B-IPQ assess time
line along the dimension of acute-chronic. However, the IPQ-R also measures perceptions of the 
cyclical nature of an illness (e.g., ‘My gout flares up every few months’) (Moss-Morris et al., 2002). 
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The heterogeneity of results across studies once again highlights the importance of considering 
context in relation to perceived timeline. In many cases, the perception of a shorter timeline is 
assumed to be a positive cognition. A longer perceived timeline is generally related (with small 
effects) to adverse health outcomes, including greater distress, poor quality of life, reduced social, 
role and physical functioning, longer time to return to work, and slower recovery (Broadbent et 
al., 2015; Hagger & Orbell, 2003; Hepgul et al., 2018; Muscat et al., 2021; Shahin et al., 2019). 
However, exceptions exist; in the case of pregnancy, a longer perceived timeline is associated 
with reduced rates of pre-term birth (Broadbent et al., 2015). Also a longer timeline perception 
could be indicative of a greater acceptance of the permanence of a chronic condition and a 
greater long term commitment to medication use (Shahin et al., 2019). If contextual exceptions 
are not considered, then the potency of perceived timeline may be underestimated.

Early research explored people’s perceptions of the overall controllability of a condition, referring 
to a person’s beliefs about their ability to recover from or manage an illness (Weinman et al., 1996). A 
critical review of the IPQ found issues of internal consistency for the control subscale, and a two- 
factor structure was incorporated into the IPQ-R consisting of perceived personal control, incorpor
ating self-efficacy beliefs (e.g., ‘I have the power to change the future of my arthritis’), and treatment 
control, including beliefs in the efficacy of treatment and medical advice (e.g., ‘My treatment can 
improve my arthritis’) (Moss-Morris et al., 2002). Splitting the control factor highlighted divergent pat
terns in the relationships between each new factor and health outcomes. In the initial validation 
study for the B-IPQ, perceived personal control was associated with better metabolic control 
(lower HbA1c levels) in diabetes (Broadbent et al., 2006). In contrast, higher treatment control 
beliefs were associated with poorer metabolic control for diabetes and slower return to work in 
patients who experienced myocardial infarction. A later meta-analysis did not find such a stark differ
ence in metabolic control since there was a significant correlation between HbA1c levels and per
sonal control (r = −.27) but not for treatment control (r = −.05) (Broadbent et al., 2015), indicating 
that perceived control centred around internal factors may be a more potent driver of behaviour 
than perceived control centred around factors in the external environment. Wider research has 
shown that both personal and treatment control can predict lower disability, better adherence, 
more adaptive coping, and shorter time to return to work following recovery from illness (Alluhayyan 
et al., 2020; Bijsterbosch et al., 2009; Broadbent et al., 2015; Miceli et al., 2019; Shahin et al., 2019; 
Valentine et al., 2022). For people who have recovered from an illness such as cancer, lower per
ceived treatment control has been linked to greater fear of illness recurrence (Lebel et al., 2020). 
In contrast, greater perceived personal control is associated with a better overall quality of life in 
the context of chronic illness and following invasive surgeries (Broadbent et al., 2015; Sawyer et 
al., 2019).

Perceived cause of illness is an underutilised factor in the existing body of research. In the IPQ and 
IPQ-R, a list of possible causes is provided but in the B-IPQ the item assessing cause asks respondents 
to list in rank-order the three most important factors that they believe caused their illness. This item 
is frequently omitted from study questionnaires, most likely because as the only qualitative factor, it 
is the most time-consuming to analyse (Broadbent et al., 2015). When the causal item is incorpor
ated, researchers tend to categorise participants’ responses into broad themes, such as ‘stress’, ‘gen
etics’, or ‘lifestyle’. When assessed, perceived cause of illness does appear to predict behavioural and 
emotional outcomes. For example, belief in a genetic or hormonal cause for breast cancer is associ
ated with greater chance of choosing bilateral mastectomy to prevent recurrence (Petrie et al., 2015), 
attributing a heart attack to lifestyle leads to better adherence to lifestyle-related behaviour changes 
(Weinman et al., 2000) whereas attributing the main cause to family history predicts unwillingness to 
engage with health-checks (Grauman et al., 2022), and noting stress/psychological factors as a cause 
of chronic obstructive pulmonary disease is associated with greater illness anxiety and reduced 
quality of life (Hoth et al., 2011). However, due to the low number of studies including the cause 
item and the heterogeneity in how it has been interpreted between studies, the impact of perceived 
cause of illness on health outcomes has not yet been included in meta-analytic reviews (Hagger et 
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al., 2017). Efforts should be made to incorporate the cause item in future research, and a distinction 
needs to be made between patients’ perceptions of the proximal causes (i.e., what they believe trig
gered the immediate onset of their illness, such as a heart attack) and the distal causes (i.e., what they 
believe about the long term or underlying cause of their condition), since these beliefs could have 
very different effects on their willingness to accept and adhere to treatment options and advice.

Finally, in regard to the three additional factors, emotional representations of illness (including 
the emotional impact and concern items) are also associated with subjective indicators of adjustment 
to life with illness. A stronger emotional representation is linked to poorer quality of life, functioning 
and return to work, and to higher HbA1c levels in the case of diabetes (Broadbent et al., 2015; Hagger 
& Orbell, 2003; Heruti et al., 2021; Williams et al., 2023). Further meta-analysis also found that 
emotional representation, along with perceived consequences, were the factors most strongly 
linked with emotional health outcomes (i.e., anxiety and depression) (Dempster et al., 2015). Evi
dence is less consistent and extensive for perceived comprehension (i.e., how well one feels they 
understand their health condition), although a weak relationship is observed with quality of life, 
self-management behaviours, and anxiety (Aujla et al., 2016; Broadbent et al., 2015; Dempster et 
al., 2015).

In line with our assertions about the limitations of regarding the three additional factors strictly as 
illness perceptions, the existing meta-analyses: (1) highlight the likely tautology of treating 
emotional impact and concern as perceptions leading to changes in emotional health outcomes 
(Dempster et al., 2015). In other words, concern and emotional impact are most likely synonymous 
with, or symptomatic of, anxiety and depression, rather than functioning as inherent beliefs about 
illness characteristics. And, (2) have argued that comprehension, rather than being a perception, 
is a judgement of the hypothesised illness model (Broadbent et al., 2015). Therefore, the function 
of all three additional factors are best explained as outcomes of the five core cognitive factors, 
albeit ones that contribute to the dynamic feedback loop that can trigger and inform refinements 
to the cognitive representation of illness.

The five core factors that make up the cognitive illness representation reliably predict subjective 
health outcomes, and indications are that they can significantly influence clinical outcomes like 
disease state and progression in certain contexts and when measured effectively. Importantly, 
although condition-specific, perceptions are not entirely dependent on the objective reality and fea
tures of an illness. Recent research involving patients with spinal cord injury found that demographic 
variables and injury severity together accounted for only 12% of variance in patient’s illness percep
tions (Kuiper et al., 2022). Furthermore, illness perceptions typically explain far more variance in 
quality of life, mood, and adjustment to illness than biomedical indicators of disease severity (e.g., 
Pavon Blanco et al., 2019).

Intervention research

Together, these features mean that in clinical contexts, illness perceptions offer essential insight into 
how well someone adapts to an illness and can provide an avenue for intervention on an individual 
level. One such intervention aimed to improve young adults’ adherence to their preventative asthma 
medication (Petrie et al., 2012): Illness and medication beliefs were assessed at the start of the study, 
and those that were inaccurate or maladaptive were targeted through a series of individualised text 
messages sent over an 18-week period. For example, if a participant perceived that asthma has a 
short timeline (i.e., that it is an acute or episodic illness) and low identity (i.e., low symptom 
burden) they would receive messages highlighting asthma’s chronic nature even when asympto
matic, such as ‘your asthma is always there even when you don’t have symptoms’ and ‘asthma 
doesn’t take a holiday. Even when you don’t have symptoms your asthma is still there’. The interven
tion resulted in significant changes in beliefs (improving their accuracy) and improved treatment 
adherence, which persisted at a 9-month follow-up. Interventions targeting harmful illness percep
tions have shown efficacy in other clinical populations, including improving the accuracy of causal 
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perceptions following a heart attack (Broadbent, Ellis, et al., 2009), addressing inaccurate causal 
beliefs and improving perceived personal and treatment control to optimise management of type 
II diabetes (Keogh et al., 2011), and targeting cause and consequence beliefs to promote wellbeing 
and adaptive coping strategies for psoriasis (Fortune et al., 2004). Assessing the illness perceptions of 
clinical populations and individualising efforts to address harmful beliefs can effectively improve 
understanding and outcomes.

Summary of strengths and weaknesses

The illness perception framework offers a powerful and widely applied model for understanding how 
individuals represent, interpret, and respond to illness. Its key strengths lie in its specificity and com
prehensiveness: the five core dimensions – identity, timeline, cause, control, and consequences – are 
theoretically coherent, psychometrically validated, and empirically predictive of a wide range of 
psychological, behavioural, and clinical outcomes. However, this same specificity brings challenges. 
The sheer number of dimensions, combined with their dynamic interrelations, can make measure
ment and interpretation complex. In practice, researchers and clinicians often selectively focus on 
a few dimensions or collapse them into composite scores – approaches that risk diluting the concep
tual nuance and predictive utility of the framework (Broadbent et al., 2015). Inherent and complex 
relationships between factors are lost, increasing the chance of type II errors and inconsistent 
findings across studies (Aujla et al., 2016; Petrie & Weinman, 2012). Furthermore, Leventhal et al. 
(1992) proposed that the different illness perceptions were not separate entities but could be com
bined in many different ways to form a schema, and illness representations are not static; they evolve 
through feedback loops with behaviours and outcomes. Consequently, capturing these shifting 
relationships and changing them in meaningful ways requires sophisticated measurement and 
analytical tools to effectively represent the model’s complex, evolving nature.

Compounding this issue is the expansion of the model to include additional constructs such as 
emotional response, concern, and perceived understanding: factors that may be better understood 
as outcomes of illness representations rather than core perceptions. These additions have intro
duced conceptual ambiguity and inconsistent associations with health outcomes across studies. 
Relatedly, questions remain about the pathways and mechanisms underlying the relationship 
between illness representations and health outcomes. Early research proposed coping strategies 
as a mediating force however, more recent analyses suggest that these may exert a more 
complex and independent influence on psychological health outcomes (Dempster et al., 2015; 
Richardson et al., 2017).

Methodologically, while illness perceptions are consistently predictive, their explanatory value is 
sometimes undermined by conceptual and measurement overlap with outcomes (e.g., perceived 
consequences and self-reported quality of life may rely on similarly worded items). Moreover, the 
pathways through which illness perceptions influence health remain incompletely understood. 
Although early models emphasised coping as a key mediator (Diefenbach & Leventhal, 1996; 
Leventhal et al., 1992; Weinman et al., 1996), more recent work has found mixed evidence, and 
the field continues to rely heavily on cross-sectional designs with limited ability to establish causality. 
Longitudinal and mechanistic studies remain urgently needed.

From an intervention standpoint, illness perceptions have shown promise as modifiable targets in 
improving self-management and treatment adherence (Bos-Touwen et al., 2015; Kaptein, Klok, et al., 
2010). Yet several practical and conceptual challenges persist. First, it is not always clear which 
dimension offers the most leverage – should interventions focus on perceived cause, timeline, 
control, or some combination? Second, because many illness perceptions can be evaluated for accu
racy (e.g., ‘my illness was caused by contagion’, ‘my illness will last a long time’), they are often 
anchored to medical facts. As a result, interventions may need to prioritise information delivery 
and correction, rather than reframing or meaning-making. This may limit flexibility, particularly in 
diverse or uncertain clinical contexts. Third, the specificity of illness perceptions can pose challenges 
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for scalability. A belief that may be adaptive for one condition (e.g., ‘my treatment is effective’) may 
not translate across other illnesses with different prognoses or therapeutic options. Interventions 
must therefore be highly individualised and responsive to medical realities.

Taken together, these strengths and limitations underscore the value of illness perceptions as a 
foundational construct in health psychology – and highlight the need for continued theoretical 
refinement and potential integration with complementary frameworks. In the following section, 
we explore how the construct of illness mindsets may help address some of these challenges by 
offering a broader, more abstract lens through which patients make meaning of illness and 
engage with their health.

Illness-related mindsets in depth

Extensions of illness mindsets: measures and models

Whereas illness perceptions offer a structured, fine-grained representation of a specific condition, 
illness mindsets operate at a broader level. They are abstract beliefs about the nature and 
meaning of illness, symptoms, treatment, or the body – beliefs that help shape how people interpret 
and respond to health experiences from the outset. While illness perceptions are often triggered by 
the onset of symptoms or diagnosis, mindsets tend to precede and inform the interpretation of these 
experiences.

As discussed earlier, recent work in health psychology has extended the mindset framework, orig
inally developed in social and developmental psychology, to illness-related domains. This work 
builds on decades of research demonstrating that beliefs such as ‘intelligence is malleable’ or 
‘stress is enhancing’ can shape outcomes across education, performance, and well-being (Crum et 
al., 2013; Dweck, 1999). In health contexts, mindsets have been applied to beliefs such as illness 
(Zion et al., 2023), symptoms (Crum, Heathcote, et al., 2023; Howe et al., 2019; Leibowitz et al., 
2021; Yielder, Leibowitz, et al., 2024) and the body (Dowling et al., 2024; Dowling, Simons, et al., 
2025; Dowling, Singh, et al., 2025; Zion, 2021). These beliefs are evaluative and simplified, and 
they provide patients with a lens through which to make meaning of their illness.

To capture these constructs, several new measures have been introduced. The Illness Mindset 
Inventory (IMI) assesses whether individuals see chronic illness as a ‘catastrophe’, an ‘opportunity’, 
or ‘manageable’ (Zion et al., 2025), while the Body Mindset Inventory (BMI) focuses on patients’ 
beliefs about their bodies as ‘adversaries’, ‘capable’, or ‘responsive’ (Dowling et al., 2024). These 
tools build on earlier measures in other domains, such as the Stress Mindset Measure (Crum et al., 
2013) and use the three criteria for their modifiers as detailed above (Crum & Clifton, 2025). Still, 
the measurement of health-related mindsets remains relatively new. At present, there is little con
sensus on which mindsets are most relevant and there are likely to be several new mindsets that 
could be identified. Mapping efforts such as those employed in primal world beliefs that seek to 
identify all the possible mindsets in a given topic are underway (Clifton et al., 2019) and may 
prove to be useful in the future.

Predictive validity

Emerging evidence indicates that illness mindsets – the core beliefs individuals hold about their 
illness, symptoms or body – have significant predictive validity for a range of health outcomes. 
Across diverse clinical populations, these mindsets have been shown to correlate with unique var
iance in patients’ behavioural, psychological, and clinical outcomes, even after controlling for con
ventional predictors.

With respect to mindsets about illness, Zion et al. (2025) found that mindsets assessed using the 
IMI (e.g., ‘illness is a catastrophe’, ‘illness is manageable’, ‘illness is an opportunity’) influence func
tioning across a range of conditions. In Study 1, measuring using the 9-item IMI in N = 201 
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healthy participants and N = 200 participants with cancer, diabetes, cardiovascular disease, and/or 
chronic pain, found that illness mindsets were associated with between 5.7 and 12.1% additional var
iance in physical, social, and emotional functioning, above and beyond disease status. In a second 
study including (N = 463) cancer patients with different degrees of cancer severity, illness mindsets 
accounted for between 6.9 and 12.0% additional variance in physical functioning, social functioning, 
and emotional distress in people diagnosed with cancer above and beyond cancer stage, cancer 
status, trait optimism, and self-efficacy.

Studies on mindsets about one’s body in the context of illness have also shown that body 
mindsets predict important outcomes. In a sample of adolescent survivors of childhood 
cancer, Dowling, Simons, et al. (2025) found that body mindsets (e.g., viewing the body as 
capable vs. adversarial) significantly predicted pain acceptance, independent of pain intensity 
or functional limitations. Adolescents who viewed their bodies as adversaries reported less will
ingness to engage with pain, while those who saw their bodies as capable or responsive demon
strated greater psychological flexibility. Body mindsets explained between 6.6% and 26.8% of the 
unique variance in pain acceptance outcomes. Similar findings have been observed among adults 
with chronic kidney disease. Dowling, Singh, et al. (2025) reported that individuals who viewed 
their bodies as adversarial or fragile experienced greater psychological distress, whereas those 
endorsing more adaptive body mindsets (e.g., ‘my body is responsive’) showed lower distress. 
Notably, body mindset scores accounted for 12% of the variance in psychological distress 
even after controlling for dialysis status, comorbidities, and demographic characteristics – reinfor
cing their incremental predictive validity.

These predictive effects are not limited to subjective outcomes. A recent study by Guevarra et al. 
(2024) found that individuals’ mindsets about COVID-19 vaccination (e.g., whether they believed side 
effects were a signal of the vaccine ‘working’ vs. evidence of harm) were associated with a range of 
post-vaccination outcomes, including side effect severity, emotional response, and even antibody 
production. Those with more adaptive mindsets experienced fewer negative affective outcomes 
and demonstrated more robust immunological responses.

Together, these findings suggest that illness mindsets are not merely reflections of physical con
dition or illness severity – they play an active role in shaping how individuals experience and respond 
to health threats. Importantly, these beliefs contribute explanatory power beyond more objective 
measures of the illness, adding an evaluative and meaning-making dimension.

Intervention research

The abstract, simplified, and flexible nature of mindsets makes them appealing targets for intervention. 
Because they are not necessarily anchored to factual claims about a specific condition, mindsets can 
often be shifted without requiring patients to deny or reinterpret the objective reality of their illness. 
This distinguishes mindset interventions from those targeting illness perceptions, which often require 
alignment with medical accuracy (e.g., clarifying the actual cause or timeline of a disease).

Two main intervention strategies have emerged. The first focuses on embedding adaptive 
content-specific mindsets. For example, several studies have targeted beliefs about medication 
side effects, reframing them as positive signals of treatment efficacy. In one trial, children under
going oral immunotherapy for peanut allergy were encouraged to interpret mild symptoms as 
signs of immune strengthening rather than adverse reactions (Howe et al., 2019). This mindset 
shift led to better adherence, reduced symptom distress, and even measurable changes in 
immune function as measured by IgG4 levels. More recently, the same intervention was adapted 
for adults initiating methotrexate for rheumatic disease and delivered via a brief (7-mintue) video. 
Results indicated improvements in symptom interpretation, adherence, and treatment continuation 
(Yielder, Leibowitz, et al., 2024). Another brief (3.43-minute) video version of the intervention was 
given to adults during the waiting period directly after receiving a primary dose of a COVID-19 vac
cination (Crum, Heathcote, et al., 2023). Intervention participants experienced less symptoms 
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immediately following the vaccine, were less worried about them in the following days, and had 
greater intention to vaccinate in the future.

The second approach involves what has been called a meta-mindset intervention approach 
(Crum, Santoro, et al., 2023). Rather than embedding a single belief, these interventions teach indi
viduals what mindsets are and how they influence health. One such intervention, delivered to 
patients with a new cancer diagnosis, helped participants recognise and shift their existing illness 
mindsets. Compared to usual care, participants in the intervention group showed greater endorse
ment of adaptive mindsets (e.g., ‘cancer is manageable’, ‘cancer is an opportunity’) and improve
ments in emotional, social, and physical well-being 10 weeks later (Zion et al., 2023). Replication 
studies for this intervention assessing physiological impacts and changes are underway.

These findings demonstrate that mindsets can be modified through scalable, low-burden inter
ventions. Importantly, these interventions do not aim to replace medical explanations but rather 
to offer patients an additional tool for psychological adaptation and engagement with care.

Strengths and weaknesses of mindset research

Research on illness-related mindsets offers a promising and increasingly validated framework for 
understanding how abstract beliefs about illness, the body, symptoms, and treatment shape clinical 
outcomes. One of the primary strengths of mindset theory lies in its conceptual simplicity: mindsets 
are broad, interpretive lenses – often expressed as ‘[topic] is [modifier]’ – that orient attention, shape 
motivation, and influence physiological and behavioural responses. Unlike illness perceptions, which 
can often be proven to be accurate or inaccurate (the illness is or is not cancer; the cause is or is not 
genetic; the condition is or is not chronic), their abstract, evaluative nature also means they are less 
constrained by objective accuracy and, in some cases, more amenable to reframing. This flexibility 
makes them attractive targets for scalable psychological interventions.

At the same time, several limitations warrant careful consideration. The field remains relatively 
young, and important foundational questions remain unanswered. For example, while initial 
studies suggest that mindsets influence health-related outcomes, the generalizability and durability 
of these effects across populations and conditions have yet to be fully established. In contrast to the 
Illness Perception literature which has a wide and vast history, existing studies have been limited in 
scale, culturally narrow, and typically cross-sectional in design. Consequently, it is not yet known how 
long the benefits of mindset interventions persist or whether they translate effectively across diverse 
clinical contexts.

There are also conceptual and measurement challenges. The term mindset is used widely both in 
popular and academic discourse, but its definition and operationalisation vary considerably across 
disciplines. Even within psychology, the mindset construct is inherently broad and abstract, 
making it difficult to delineate clear boundaries and core components. More recent theoretical 
frameworks have helped (Crum & Clifton, 2025) but work is still needed to provide conceptual 
clarity more broadly to the field. Nonetheless, promising progress is being made. For example, 
the IMI and BMI have emerged as initial efforts to quantify beliefs about illness and the body, respect
ively (Dowling et al., 2024; Zion, 2021). These measures have shown preliminary validity and offer a 
foundation for future standardisation.

One of the key strengths of mindset research is the demonstrated efficiency with which mindsets 
can be targeted through intervention. As reviewed above, even brief interventions – sometimes 
lasting only minutes – have been shown to produce measurable improvements in psychological 
and behavioural outcomes, highlighting the promise of mindset as a practical and scalable lever 
in health care. Although health-related mindset research is relatively nascent, the broader literature, 
particularly in education, offers a rich foundation. While the proliferation of mindset interventions 
underscores the value of the construct, it has also generated debate. For instance, Macnamara 
and Burgoyne (2022) raised concerns about the modest average effect sizes of growth mindset inter
ventions on academic achievement. However, other reviews (e.g., Burnette et al., 2022) have 
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reported positive effects and emphasised the importance of contextual fit, population character
istics, and implementation fidelity. Perhaps the strongest evidence for the validity and utility of 
mindset interventions comes from the National Study of Learning Mindsets (Yeager et al., 2019), a 
large, preregistered randomised controlled trial conducted with over 12,000 students across more 
than 60 schools in the United States. This study found that a well-designed mindset intervention sig
nificantly improved academic performance, particularly for students in less supportive environ
ments. The broader lesson is not that mindset interventions are universally effective, but that 
they are powerful tools when thoughtfully designed and contextually attuned. Like surgery, their 
success depends on precision and skill in application, not simply on the tool itself.

An additional and important consideration concerns the ethical framing of mindset interventions 
within broader social and structural contexts. As with many psychological constructs that emphasise 
individual beliefs and self-regulation such as self-efficacy, optimism, or personal control, mindsets 
carry the risk of being interpreted as placing undue responsibility on the individual. Without the 
appropriate context, these interventions could inadvertently imply that patients are solely respon
sible for their health outcomes, even when those outcomes are heavily influenced by factors such 
as access to care, socioeconomic status, or systemic inequities. To mitigate this risk, mindset- 
based interventions must be designed with explicit attention to structural realities and contextual 
constraints. For example, the cancer mindset intervention (Zion et al., 2023) explicitly communicates 
that mindset is not a substitute for medical care or a guarantee of outcome, but rather one psycho
logical resource among many – alongside medical treatment, social support, and structural con
ditions – that may help individuals make meaning of and adapt to illness. This ethical clarity 
should be standard practice. As mindset research moves further into health domains, it must 
carry with it a commitment to equity of access, contextual sensitivity, and transparent communi
cation about what such interventions can and cannot do. Ultimately, the power of mindset lies 
not in promoting individual responsibility in isolation, but in offering an additional lever that patients 
can choose to engage, if and when it feels accessible and meaningful to them.

In summary, mindset research offers a valuable, complementary lens through which to under
stand and improve health experiences. Its conceptual breadth and intervention potential are com
pelling, but progress will depend on addressing definitional ambiguities, clarifying mechanisms, 
refining measurement, and tailoring interventions to real-world complexity.

Integrating mindset and perceptions: A multilevel framework

Both mindsets and illness perceptions have emerged as meaningful constructs for understanding 
how people make sense of illness and engage with healthcare. Each offers a distinct but complemen
tary perspective. On their own, neither construct fully captures the complexity of belief-based influ
ences on health behaviour, affect, and physiology. Yet when considered together, these constructs 
may offer a more complete and dynamic account of how beliefs shape health outcomes.

A common critique in psychological science is the proliferation of overlapping constructs, which 
can lead to conceptual redundancy and confusion. However, the issue is not the proliferation of con
structs per se, but the addition of redundant or ill-defined ones. As with anatomy, where understand
ing the distinct roles of bones, muscles, and ligaments is essential to effective diagnosis and 
treatment, the same holds true in psychological models of health. Progress depends on the clear 
differentiation and operationalisation of constructs, their interrelations, and their context-dependent 
relevance. The aim should not be to collapse belief constructs into one general category, but to 
develop a more nuanced map of how they function together – and how best to intervene when 
a patient is struggling.

At a foundational level, belief constructs can be viewed hierarchically and interactively (see Figure 
1). Traits such as optimism, self-efficacy, and locus of control – often conceptualised as individual 
differences – represent the most stable and dispositional level of belief. These traits, included in 
the E-CSM (Hagger & Orbell, 2022) are thought to shape coping patterns and behaviour across 
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diverse health contexts. Mindsets, meanwhile, occupy a middle ground: they are more abstract and 
enduring than illness perceptions, yet more malleable and context-sensitive than traits. Critically, 
mindsets are interpretive in nature, concerned not with the mechanisms of illness, but with its 
meaning. At the most fine-grained level, illness perceptions reflect specific beliefs about a particular 
condition, including its timeline, causes, consequences, and controllability. These beliefs are often 
more closely tethered to the perceived objective features of a diagnosis.

It is important to distinguish these belief constructs from related psychological processes such as 
emotion, behaviour, and physiology. While these are clearly shaped by beliefs, and can serve as 
mechanisms or outcomes, they are not beliefs in themselves. This distinction has practical impli
cations for measurement. For example, the inclusion of ‘emotional representation’ items in illness 
perception measures (e.g., ‘I get depressed when I think about my illness’) has been criticised for 
conflating emotion with belief (Dempster et al., 2015). These items may function more as proxies 
for emotional distress than as stable representations. As such, including them as belief components 
risks circularity in analyses where emotional outcomes are predicted by these same items.

In this model, mindsets serve as orienting frameworks. They shape how individuals interpret 
emerging health experiences and determine which features of an illness become most salient. For 
instance, someone who endorses the mindset that illness is manageable may be more inclined to 
adopt perceptions that the condition is controllable and the consequences are not all that severe. 
Conversely, those who endorse the mindset that illness is a catastrophe may be more likely to per
ceive the condition as having severe consequences and limited controllability. Empirical evidence 
supports this relationship (Table 1). Zion (2021) found that greater endorsement of an illness-as-cat
astrophe mindset was associated with more severe perceived consequences (r = .65) and symptom 
burden (r = .56), while the illness-as-manageable mindset was associated with higher perceived per
sonal (r = .44) and treatment control (r = .44). These correlations, while moderate, suggest that mind
sets and perceptions are correlated in part because of the influence on one another, but are 
nevertheless distinct in abstraction, specificity, and function.

Empirical evidence suggests a relationship of a similar nature between mindsets and the individ
ual differences that were incorporated by Hagger and Orbell (2022) in the E-CSM. An additional study 
by Zion (2021) began examining how self efficacy and optimism, as key traits driving behaviour, 
relate to mindsets about illness. Results showed that the illness-as-catastrophe mindset was associ
ated with poorer self efficacy (r = −.24) and optimism (r = −.29), while the manageable and oppor
tunity mindsets were positively correlated with self efficacy (r = .36, .24) and optimism (r = .33, 

Figure 1. Conceptualising perception, mindsets and individual differences in the context of illness (modified from Zion, 2021).
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.31). These findings suggest that mindsets and general tendencies influence one another, yet 
operate as separate constructs in their function and abstraction.

Importantly, the relationship between illness mindsets and perceptions is likely bidirectional and 
dynamic. An individual who begins with a mindset that their illness is manageable may, after 
repeated treatment failures or symptom escalation, develop illness perceptions characterised by 
greater perceived consequences and lower control. Over time, this could shift their broader 
mindset toward one of catastrophe. Conversely, interventions that improve specific perceptions, 
such as bolstering perceived treatment efficacy, could gradually support the development of a 
more adaptive mindset, particularly if these perceptions are reinforced over time.

When left unaddressed, mindsets tend to remain relatively stable over time (Crum et al., 2013; 
Zion et al., 2022). This stability likely stems from their role as foundational beliefs: by functioning as 
core assumptions about the nature of a domain, mindsets shape how individuals attend to infor
mation, interpret experiences, and behave – often in ways that reinforce the mindset itself. Yet this 
same abstraction also makes mindsets particularly amenable to change. Because they are not 
tightly constrained by objective facts, mindset interventions can shift belief by drawing attention 
to alternative but equally plausible perspectives. For example, by highlighting aspects of illness 
that are manageable or by emphasising the body’s inherent capabilities. In this way, mindset inter
ventions can redirect interpretive focus and reframe the meaning of experience, even in the 
context of objectively difficult health conditions. Illness perceptions may also be changed, but 
their relative impact depends more on the specific nature of the illness and the perception 
being changed.

In summary, we propose that illness mindsets and perceptions represent interrelated belief con
structs that operate at different levels of abstraction and that influence each-other in a dynamic 
fashion that unfolds over time, each offering potential for intervention. They are embedded 
within and shaped by broader psychological tendencies (such as optimism or agency), interact 
with context and prior experience, and influence downstream processes such as affect, coping 
behaviour, and physiological processes.

Applying an integrated model in clinical practice

Integrating illness perceptions and mindsets into a shared framework offers clinicians and research
ers a more comprehensive way to understand patient beliefs and guide health interventions. This 
framework is not intended to advocate for indiscriminately expanding the number of belief con
structs in clinical use. Rather, it seeks to clarify the architecture of belief, mapping how different 
types of beliefs operate, interact, and influence outcomes so that clinicians can more efficiently 
identify which beliefs to assess and intervene upon based on the clinical context.

The first application of this framework is assessment. Clinicians are often tasked with quickly 
understanding how patients conceptualise their illness, particularly when patient behaviour 
appears inconsistent with clinical recommendations. Clinical health psychologists working in 
many regions (such as the UK, New Zealand and Australia) already often assess illness perceptions 
as part of an initial workup. Assessing illness perceptions can reveal important gaps in understand
ing, highlight explanatory mechanisms behind nonadherence or anxiety, and surface potential 
targets for supportive care. However, assessing the full set of beliefs, including all those in the 
CSM and ECSM–illness perception domains, behavioural intentions, treatment expectations– and 
also mindset profiles, would be time-consuming and impractical in routine clinical care.

For these reasons, a mindset assessment can serve as a useful entry point. Because mindsets are 
higher-order and broadly applicable across conditions, a brief mindset measure can offer clinicians 
an immediate interpretive lens into the patient’s worldview. Describing a patient as viewing illness as 
a catastrophe or as an opportunity is more accessible and intuitive in clinical dialogue than describ
ing them as having high concern, low treatment control, moderate timeline perceptions, and high 
emotional response, along with low behavioural intention and moderate treatment necessity beliefs. 
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Mindset profiles can help orient a clinician’s attention to key areas for deeper exploration. Illness per
ceptions, meanwhile, remain vital for condition-specific intervention. For example, in infectious 
disease or autoimmune conditions, a patient’s beliefs about cause or controllability may have 
direct implications for behaviour and health outcomes.

Once beliefs are identified, the next question becomes: where and how should intervention 
occur? The distinction between abstract and concrete beliefs becomes critical here. Concrete 
beliefs, such as those about timeline or treatment efficacy, may require factual correction, especially 
when they deviate from medical reality. These interventions are often most impactful when accuracy 
and clarity are essential for clinical decision-making. However, the specificity of such interventions 
means they may not generalise well across patients or conditions.

Mindsets, by contrast, offer leverage at a different level. Because they are less bound by factual 
constraints, mindset interventions can complement illness perception work by reframing the 
meaning of illness rather than the facts. They may not correct a specific misperception (e.g., that 
heart disease was caused by stress rather than cholesterol), but they can shift the broader narrative 
from ‘this illness is a threat to who I am’ to ‘this illness is a challenge I can navigate’. While illness 
perception interventions may be critical for short-term behaviour change, mindset interventions 
may be better suited to shaping long-term adaptation and engagement with care.

The two approaches are not mutually exclusive. For example, a patient newly diagnosed with rheu
matoid arthritis may hold misperceptions about the causes of their illness (‘it’s arthritis so it’s just wear 
and tear’) and doubt the value of medication. Correcting those illness perceptions through education is 
essential (rheumatoid arthritis is linked to family history/genetics, and medication is necessary to reduce 
inflammation and prevent disease progression). But if they also believe that chronic illness is inherently 
limiting, a mindset intervention that encourages viewing their body as capable and treatment as a 
partner may support a deeper and more enduring adjustment.

This layered strategy is not only more precise but also more ethically sound. Mindsets are often not 
‘right’ or ‘wrong’, they are simplified, evaluative beliefs about meaning. This flexibility enables interven
tions that honour the objective reality of illness while shifting how patients relate to that reality. In con
trast, some illness perceptions, such as beliefs about the cause or timeline, have an objective truth value, 
and interventions must therefore be more carefully aligned with clinical facts. In cases where perception 
and medical reality are tightly coupled, interventions must tread carefully to avoid offering false hope or 
minimising patient suffering. Mindset interventions, by focusing on meaning rather than prediction, may 
offer more room to empower without overpromising.

Consider the case of a patient with advanced cancer. They may accurately perceive the timeline 
to be limited and treatment options to be constrained. A perception-based intervention to shift 
those beliefs could be misleading. But a mindset intervention that helps them see cancer as an 
opportunity for reflection, connection, or legacy-building can be powerful, even within a dire prog
nosis. Research on cancer mindset interventions has shown that such reframing can reduce dis
tress, increase well-being, and promote adaptive coping (Zion et al., 2023). This is not a matter 
of denying reality but of giving patients another psychological tool to help them live meaningfully 
within it.

In practice, the integrated framework offers clinicians a more flexible and nuanced approach. It 
enables the selection of belief targets, whether concrete and condition-specific or abstract and 
meaning-oriented, based on the patient’s needs, the clinical context, and the goals of care. While 
illness perceptions provide detailed insight into how patients understand their condition, mindsets 
offer a window into how they live with it. Used together, they can guide individualised care that is 
both evidence-based and psychologically attuned.

Key considerations for future research

Although both illness perception and mindset have demonstrated their influence over various 
health outcomes – and an integrative model shows promise in theory – there remains limited 
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research investigating these constructs in tandem. Numerous avenues for future research exist. 
Below we outline several key priorities.

First, while measuring the full suite of illness perceptions and mindsets (including body, illness, 
and symptom mindsets) may be impractical in routine clinical practice, researchers should aim to 
include both constructs in empirical studies to better examine their relationship. Existing illness per
ception measures are reliable, valid, and impose minimal burden on participants. However, the selec
tive use of items and inconsistent analytic strategies have limited interpretability. Going forward, all 
five core illness perception, including the cause item, should be assessed comprehensively. Rather 
than isolating factors or collapsing them into unvalidated composite scores, researchers and clini
cians should approach the core perceptions as interrelated, as originally conceived in the CSM. 
Cluster analysis is a promising method for examining illness perception ‘profiles’ and their 
influence on outcomes within specific populations (Aujla et al., 2016; Kaptein, Bijsterbosch, et al., 
2010; Rivera et al., 2020). In addition, longitudinal work has shown that shifting illness perception 
patterns can track with changes in quality of life (Meuleman et al., 2017).

Cross-sectional designs that pit constructs against one another are discouraged, as they obscure 
the layered and dynamic relationships among them. In the case of illness perceptions, overreliance 
on such methods has been a persistent limitation (Broadbent et al., 2015; Hagger et al., 2017; Luca et 
al., 2022). Future research should instead focus on how changes in belief constructs correspond with 
clinically meaningful outcomes over time.

Longitudinal study designs are essential and should be guided by strong a priori hypotheses that 
incorporate illness-specific factors, patient characteristics, and social context. These data should then 
be analysed using approaches that capture the dynamic interplay between belief constructs and 
health outcomes. Statistical frameworks such as agent-based modelling (Jackson et al., 2017; 
Tracy et al., 2018) and dynamic systems modelling (Perski et al., 2025) offer promising tools for simu
lating these processes, including feedback loops and system-level change. These techniques may 
also be valuable in modelling the relationships between belief systems, such as mindsets and 
illness perceptions, and their pathways to health outcomes.

To deepen this work, researchers must examine the mechanisms through which beliefs influence 
health. These include attention, expectation, affect, behaviour, and physiological processes. Under
standing how each construct engages these pathways, and how they interact across time, is critical 
to advancing theory and informing intervention.

Intervention research is particularly crucial for testing how changes in one construct might 
influence others. Comparing interventions at different levels – such as mindset versus emotional 
consequences – can reveal the cascading effects of belief change. For instance, even attempting 
to shift emotional consequences may ultimately require altering upstream beliefs. Conversely, mod
ifying higher-level constructs like mindset may lead to downstream changes across the illness per
ception system.

Some interventions will benefit from targeting both. In a study of osteoarthritis, for example, par
ticipants received an intervention that addressed both illness perceptions (e.g., causal beliefs about 
arthritis, specifically whether it was caused by wear and tear) and mindsets about illness, the body, 
and physical activity (Boswell et al., 2024). The 1-hour intervention improved pain and increased 
physical activity compared to an intervention focused purely on osteoarthritis education. Future 
research should test multi-component interventions using mediation analyses or deconstructive 
research designs to identify which elements are most effective.

When designing and evaluating these interventions, researchers should include objective 
markers of disease status and physiological function in addition to self-report outcomes (Broadbent 
et al., 2015; Howe et al., 2019; Zion et al., 2023). In parallel, there is great opportunity to explore inno
vative approaches to measurement. For example, researchers have used patient drawings to illus
trate beliefs about illness severity and damage. Patients are typically asked to draw the affected 
body part before and during illness, with the differences revealing beliefs about damage or pro
gression. This method has been applied across conditions including heart disease (Broadbent et 
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al., 2004), gout (Douglas et al., 2023), asthma (Cheung et al., 2020), COPD (Kaptein et al., 2017), and 
chronic headache (Broadbent, Niederhoffer, et al., 2009). For examples of patients’ drawings of their 
illness, see Figure 2.

Two additional methods are noteworthy. First, puppet interviews have been used to assess illness 
perceptions in young children, demonstrating both feasibility and psychometric validity (Herzog et 
al., 2024). Second, word clouds based on open-ended responses to ‘two words to describe your 

Figure 2. Examples of patient’s drawings of their heart before and after a heart attack.
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illness’ have offered visually rich depictions of illness experience across rheumatic conditions 
(Yielder, Gasteiger, et al., 2024). See Figure 3. Notably, both the drawing and word cloud methods 
have surfaced beliefs that extend beyond the CSM framework (Broadbent et al., 2015; Yielder, Gas
teiger, et al., 2024), making them potentially useful in capturing more abstract constructs like 
mindset.

Additionally, large language models (LLMs) offer a promising frontier for belief assessment. A 
recent study demonstrated that natural language processing could extract belief patterns from 
patient narratives in chronic pain populations and predict outcomes at the individual level 
(Branco et al., 2023). These tools may be especially well-suited for detecting the kinds of latent, inter
pretive beliefs that characterise mindset and illness perception constructs. Future research should 
explore the continued development and validation of language-based belief assessments.

While this work is complex and time-intensive, it is necessary. Just as biologists and immunolo
gists dedicate their careers to understanding the cellular basis of disease, health psychologists 

Figure 3. Examples of word clouds depicting patients’ descriptions of their experiences of four forms of inflammatory arthritis 
from (Yielder, Gasteiger, et al., 2024).
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must pursue comparable precision in studying belief systems. If belief-based approaches are to be 
integrated into routine care, they must meet the same scientific standards.

Finally, while beliefs are powerful determinants of health, they are not the only ones. Structural 
and systemic barriers – such as access, stigma, and social determinants – must also be addressed. 
However, these efforts are not mutually exclusive. Mindsets and illness perceptions can generate 
harm when shaped by past negative experiences or misinformation. Even as we work to improve 
access, we must also ensure that patients trust the systems available to them. A belief-based inter
vention will not be effective in all cases, but when appropriate, it can serve as a crucial lever, helping 
people re-engage with care, reframe their experiences, and foster agency amid difficult health 
circumstances.

Conclusion

Beliefs are central to how people interpret, experience, and respond to illness. Illness perceptions 
have been the dominant framework for assessing these beliefs, providing specific insight into 
how people view their diagnosis and its implications. However, expansion of the framework, 
coupled with inconsistencies in measurement and analysis, has led to ambiguity about mechanisms 
and implementation. Mindsets, by contrast, offer a fresh perspective – highlighting abstract, 
meaning-oriented beliefs that may be particularly ripe for intervention.

In this article, we have outlined the theoretical, empirical, and practical dimensions of each con
struct and explored the benefits of bringing them into dialogue. To move the field forward, we rec
ommend three key steps: (1) renew attention to the five core cognitive illness perceptions and treat 
them as a coherent system; (2) develop and refine validated, comparable measures of mindset; and 
(3) design longitudinal, theory-driven studies that examine both constructs in tandem.

Understanding both the unique contributions and interrelationships between illness perceptions 
and mindsets will be essential. By leveraging the complementary strengths of each – mindset’s 
abstract reach and malleability, and illness perceptions’ specificity and clinical grounding – research
ers and clinicians can design more nuanced, effective, and personalised interventions. Doing so will 
support a healthcare system that recognises the full complexity of patient experience and engages 
the power of belief to improve health outcomes.
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