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ABSTRACT 

Objectives: Personal beliefs about illnesses have 

received increasing interest because these cog- 

nitions help to explain and predict preventive 

and therapeutic coping efforts, adjustment to a 

disease and health outcomes. We sought to ex- 

plore and compare non-specialised illness rep- 

resentations of hypertension among adults never 

suffering from hypertension who had and had 

not lived with hypertensive patients. Design: 

Hypertension representations were explored in a 

community-based, convenient sample of nor- 

motensive Spanish adults of both genders from 

different educational backgrounds and with dif-

ferent family experience with this illness. Method: 

An adapted Illness Perception Questionnaire-R 

was used to assess such perceptions among 

healthy people in nine dimensions: Identity, Time- 

line, Consequences, Personal Control, Treatment 

Control, Illness Coherence, Evolution, Emotional 

Representations and Causes. Results: The par- 

ticipants’ beliefs mixed accurate and folk knowl- 

edge, while gender, age and education level had 

little impact, family experience (having or not 

having a relative with hypertension) strongly 

determined the content of hypertension repre- 

sentations. Participants with family experience 

held significantly stronger beliefs of controlla- 

bility of the disease, both by patients and treat- 

ments, considered the disease as less stable 

and reported a lower emotional impact when 

thinking on suffering from hypertension. Family 

experience was the only significant predictor of 

illness cognitions. Conclusions: This study al- 

lowed us to know the perceptions of hyperten- 

sion among non-patients and healthy relatives  

of patients. Our findings are useful in designing 

interventions aimed at hypertension prevention, 

particularly considering family experience with 

the disease. 
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1. INTRODUCTION 

Hypertension is a public health problem in both eco- 

nomically developing and developed nations. Nearly one 

third of the adult worldwide population has hypertension 

[1-3]. In Spain, hypertension prevalence in the adult popu- 

lation is currently around 35%, affecting around 10 mil- 

lion people [4]. Although hypertension is not a severe 

disease by itself, it is considered a “silent killer” because 

high blood pressure is an important risk factor for other 

more serious disorders such as cardiovascular, kidney, 

eye or pulmonary diseases. Thus, hypertension is a major 

source of morbidity and mortality. 

According to the Self-Regulation Model of Common 

Sense Illness Representations (SRM) [5-13], people are 

active decision-makers and problem solvers and play an 

agentic role in self-regulation. Both healthy and ill peo- 

ple construct non-specialized models about illnesses which 

comprise a series of cognitive and emotional representa- 

tions to create an integrated, comprehensive and mean- 

ingful picture of a health-threatening condition. Illness 

representations derive from several informational sources, 

including: 1) an individual’s knowledge and direct ex- 

periences; 2) sociocultural knowledge; and 3) informa- 

tion and experiences from significant others (e.g., rela- 

tives, physicians) [6,7]. 

Sociodemographic variables such as gender, age and 

educational level are not usually significant correlates of 

illness beliefs in the case of physical diseases [14-16], 
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although a number of exceptions have been reported 

[17-19]. However, having suffered from the disease or 

having an ill relative consistently emerges as a relevant 

contributor to illness representations for physical ill- 

nesses [14-16,20-28]. 

Individuals use these representations to evaluate the 

risks for health and well-being, and then direct diverse 

behavioural and emotional efforts to face the perceived 

risks and to protect health. Individuals who are already 

ill use these representations to manage their condition, to 

control its consequences in their lives and to recover 

their health, well-being and quality of life. Therefore, as 

for the SRM illness representations directly influence the 

illness-related emotion- and problem-focused coping ac- 

tions and indirectly, by a mediation path of coping, also 

influence the consequences of illnesses and the adjust- 

ment to the disease. There is substantial evidence from 

populations with different physical and mental illnesses 

supporting the relationship between illness perceptions 

and specific coping behaviours (such as adherence to 

medical recommendations) and between illness beliefs 

and a wide range of consequences (such as quality of life) 

(see [29-32] for a review). 

Although hypertension is a frequent disease, non-spe- 

cialised illness beliefs about it have been examined in 

only a few studies. Research conducted with hyperten-

sive patients [23,33-41] has shown that their representa- 

tions of the disease include biomedical knowledge mixed 

with folk information, and that those representations im- 

pact on their illness-related behaviours, such as adher- 

ence to treatments. Some of these studies have also ex- 

amined the impact of sociodemographic conditions on 

hypertension beliefs. Ross et al. (2004) found that men, 

compared to women, considered that hypertension has a 

broader impact on the patient’s life, but also held stronger 

beliefs of personal and treatment control on the disease. 

Older participants, compared to younger participants, held 

weaker beliefs on consequences, personal control and 

emotional impact, but stronger perceptions on treatment 

control. Wilson et al. (2002) also found that younger 

participants’ underestimated mortality associated with 

hypertension. Research on hypertension beliefs among 

healthy individuals is very sparse and the findings are 

inconclusive. Wilson et al. (2002) assessed beliefs about 

hypertension in an African-American sample including 

hypertensive patients and healthy people. The disease 

was perceived by most of the participants, with no dis- 

crimination between healthy and hypertensive partici- 

pants, as symptomatic, caused mainly by stress, heredity 

and eating habits and treatable with vitamins, home 

remedies, medication and lifestyle changes. Meyer et al. 

(1985) sampled 230 individuals, 50 of whom were non- 

hypertensive, and found that both normotensive and hy- 

pertensive participants believed that symptoms were as- 

sociated with elevations in blood pressure, and conse- 

quently could be used to monitor blood pressure eleva- 

tions, that the disease has a limited duration and that it is 

caused by a variety of environmental and psychosocial 

conditions, such as work or family problems, stress and 

diet. 

To our knowledge, only one study has been conducted 

with Spanish population. Godoy-Izquierdo et al. (2007) 

investigated illness representations for several diseases 

(cancer, hypertension, influenza, depression and schizo- 

phrenia) in a sample of university students who had or 

had not had any of those diseases and who did or did not 

live with a patient suffering from any of them. They util- 

ized a less-used survey for assessing illness beliefs. Ap- 

proximately 2.5% of the participants suffered or had suf- 

fered from hypertension, and 43.5% were living or had 

previously lived with a hypertensive patient. Most of the 

participants believed that hypertension had no bodily 

symptoms, it had a notable impact on patients’ life and it 

was long-lasting but amenable to cure. A high percentage 

of participants thought that hypertension was linked to 

psychological factors, such as stress and emotional acti- 

vation or lack of rest. These findings are consistent in 

many respects with those from studies of hypertensive 

patients [34,35,37,39,41], but they differ particularly on 

the identity dimension, as patients tended to believe that 

high blood pressure manifests through bodily symptoms. 

Godoy-Izquierdo et al. (2007) also found for the dis- 

eases studied that the illness cognitions of participants 

who had either personal experience of the diseases or a 

diagnosed relative were significantly different from those 

of participants without such a direct or family experience. 

Compared to participants without a personal or family 

experience, patients and their relatives perceived the dis- 

eases as significantly less chronic and serious, more sta- 

ble but also recurrent, with fewer or less severe cones- 

quences for daily functioning and well-being, as more 

preventable and controllable, and as more amenable to a 

cure. These findings imply an essential influence of ex- 

perience with a disease on lay representations of it.  

The present study was conducted to address and com- 

pare the illness representations of hypertension among 

healthy, normotensive Spanish adults who differed in their 

family experiences with the disease. To our knowledge, 

no study has considered the impact of sociodemographic 

factors on the representations of hypertension specifi- 

cally among healthy people, and we also addressed this 

issue. We used the most widely accepted SRM-derived 

tool for assessing illness representations: the revised ver-

sion [42] of the Illness Perception Questionnaire [43]. 

Based on previous findings in the above-mentioned ill- 

ness representations studies, we predicted that the par- 

ticipants’ beliefs about hypertension would reflect both 

biomedical knowledge and folk information. We did not 
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expect that gender, age or educational level would influ- 

ence hypertension representations. However, we expected 

that the experience of living with a hypertensive patient 

would impact the representations of healthy participants. 

2. METHODS 

2.1. Participants 

A total of 130 adults (50% women) 18 to 66 years old 

(M = 39.97; SD = 13.81) participated. Table 1 displays 

their most relevant characteristics. At the time of the 

study, none of the participants had ever suffered from 

hypertension, and 38.5% (50 participants) had lived or 

were currently living with any relative who had hyper- 

tension. This community-based, convenience sample was 

recruited at random from private households and com- 

munity settings such as public transport stations, work- 

places, parks, healthcare service delivery locations, aca- 

demic centres and shopping centres. In 17.7% of cases, 

participants reported suffering from a physical or mental 

disease at the time of the study. More frequently reported 

diseases were depression (30.4%), anxiety (26.1%) and 

diabetes (17.4%). The other reported illnesses affected 

only one or two individuals each. No participant reported 

any severe illness. 

2.2. Measures 

The participants completed a Spanish-modified ver- 

sion of the Revised Illness Perception Questionnaire  

(IPQ-R) by Moss-Morris et al. (2002) adapted to assess 

illness perceptions among healthy people [21]. The IPQ- 

R evaluates nine dimensions from Leventhal and col-

leagues’ SRM model and research findings [42]: Identity 

(symptoms associated with the illness and label); Time-

line (duration and chronicity); Consequences (effects of 

the illness on an individual’s lifestyle, health and well- 

being); Personal Control (personal influence on prevent-

ing and managing the disease); Treatment Control (avail- 

ability and efficacy of treatments to manage or cure the 

disease and its symptoms); Illness Coherence (personal 

understanding of the disease); Evolution (course and tem- 

poral changeability or fluctuation of the illness and symp- 

toms); Emotional Representations (emotional impact of 

the disease) and Aetiology or Causes (psychological, be- 

havioural, biological, chance and external causes of the 

disease). 

For all of the dimensions except identity and causes, a 

series of statements (e.g., “My illness does not worry 

me”) are included for which the person must express his 

or her level of agreement on a Likert-type scale with five 

alternatives (from “Strongly disagree” to “Strongly agree”). 

For all these subscales, partial scores were defined as the 

mean of the scores for the items on each subscale (con- 

sidering direct and inverse items, see Table 2), with 

higher scores indicating stronger beliefs about the dis- 

ease chronicity, cyclical course, impact and outcomes, 

personal influence, cure possibilities, perceived under- 

standing and emotional reactions to the disease. For the  

 
Table 1. Socio-demographic data. 

 % 

Age ranges 

18 - 25 

26 - 35 
36 - 45 

46 - 55 

56 - 66 

20.8 

22.3 
17.7 

21.5 

17.7 

Educational level 

(highest completed level) 

No formal education 
Primary school 

Secondary school 

Vocational training 
and other formal education 

University 

7.7 
21.5 

27.7 

9.2 
 

33.8 

Work status 

Student 

Employed 
Student & Employed 

Housework 

Unemployed 

13.1 

59.2 
5.4 

14.6 

7.7 

Marital status 

Single 

Short-term relationship (<3 years) 
Long-term relationship (>3 years) 

Separated/Divorced 

Widow 

19.2 

23.8 
47.7 

6.9 

2.3 

Physical or mental disease 

at the time of the study 

Yes 

No 

17.7 

82.3 



A. Del Castillo et al. / Health 5 (2013) 47-58 

Copyright © 2013 SciRes.                                 Openly accessible at http://www.scirp.org/journal/health/ 

50 

Table 2. Percentages of agreement responses and descriptive results for each subscale. 

Dimensions % 

Identity (0 - 15a) 
(perceived symptoms of 

hypertension) 

M = 5.38, SD = 2.51; R = 0 - 13 

Fatigue, tiredness 

Tachycardiab 
Dizziness, vertigob 

Pain anywhereb 

Emotional distress, sadness or anxietyb 
Weakness, loss of strengthb 

Breathlessness, respiratory problemsb 

Sleep difficulties 
Nausea 

Mobility difficultiesb 

Stiff joints 
Stomach-intestine problemsb 

Feverb 

Weight loss 
Delirium and hallucinationsb 

76.2c 

76.2 
74.6 

49.2 

43.1 
40 

39.2 

34.6 
23.1 

17.7 

16.2 
11.5 

10 

9.2 
7.7 

Timeline (acute/chronic) (1 - 5) 

(This illness…) 
M = 3.92, SD = 0.65; R = 2.17 - 5 

3. Will last for a long-time 

2. Is likely to be permanent rather than temporary 

5. Is expected to be for life 
6. Will improve in timee (Item 18 in IPQ-R) 

4. Will pass quicklye 
1. Will last a short timee 

80d 

69.2 

63 
17.7 

7.7 
2.3 

Consequences (1 - 5) 

(This illness…) 

M = 2.87, SD = 0.57; R = 1.33 - 5 

7. Is a serious condition 

8. Has major consequences on patient’s life 

12. Causes difficulties for the people close to patients 

9. Does not have much effect on patient’s lifee 
11. Has serious financial consequences 

10. Strongly affects the way others see patients 

59.3d 

49.2 

14.6 

12.3 
12.3 

8.5 

Personal control (1 - 5) 

M = 4.18, SD = 0.58; R = 2 - 5 

17. Patients have the power to influence their illness 

14. What patients do can determine whether their disease gets better or worse 
13. There is a lot which patients can do to control their symptoms 

15. The course of the disease depends on the patient 

18. A patient's actions will have no effect on the outcomes of her/his illnesse 
16. Nothing the patient does will affect his/her illnesse 

94.6d 

88.4 
85.4 

73 

8.4 
5.3 

Treatment control (1 - 5) 

M =3.91, SD = 0.45; R = 2.71 - 5 

22. The treatment can control the disease and its negative effects 

21. The illness can be prevented 

20. The treatment effectively relieves the symptoms but does not cure the disease (new) 

25. Some treatment or intervention exists which is effective in curing this disease (medication,  

therapy, surgery, rehabilitation...) (Item 20 in IPQ-R) 

23. There is nothing which can help the patient's conditione 

19. There is very little that can be done to improve when ille 

24. This illness goes away or is cured by its owne (new) 

85.4d 

76.2 

63 

38.4 

 

10 
3.8 

2.3 

Illness coherence (1 - 5) 

M =3.41, SD = 0.89; R = 1.40 - 6 

30. I have a clear picture or understanding of the disease 

26. The symptoms of this disease are puzzling to mee 
27. The disease is a mystery to mee 

28. I don’t understand this illnesse 

29. The disease doesn’t make any sense to mee 

51.6d 

26.9 
23.1 

19.2 

7 

Evolution (timeline-cyclical) (1 - 5) 

M = 2.83, SD = 0.92; R = 1 - 5 

34. The patient goes through cycles in which the disease gets better and worse 
33. The disease is very unpredictable 

32. The symptoms come and go in cycles 

31. The symptoms of this disease change a great deal from day to day 

34.7 
33 

29.2 

23.8 

Emotional representations (1 - 5) 
M = 2.57, SD = 0.79; R = 1 - 5 

38. I am not worried about this disease or suffering from ite 

35. I get depressed when I think I have or may have this disease 

36. When I think on this disease I get upset 
40. Thinking on having this disease makes me feel afraid 

39. I feel anxious about the idea of having this disease 

37. To think on having this illness makes me feel angry 

21.5d 

15.3 

13.8 
12.3 

11.5 

9.2 
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Continued 

Causes 

Diet, eating habits 

Stress or worry 
Smoking 

Ageing 

Overwork 
Hereditary, geneticb 

Alcohol consumptionb 

Poor medical care in one’s life 
Family problems or worries 

One’s own behaviour and habitsb 

One’s own emotions and moods 
Accident or injury 

One’s own mental attitude and thinkingsb 

Chance,bad luck 
Pollution, environmental contaminationb 

One’s own personality 

Other peopleb (new) 
Immunity problemsb 

Germs or viruses 

86.9d 

84.6 
83.9 

81.6 

76.1 
73.1 

66.1 

51.6 
48.5 

44.7 

43 
41.5 

24.7 

22.3 
21.5 

19.3 

9.2 
7.7 

6.2 

Footnotes: Range of possible responses: Identity subscale: 1 = Yes, 0 = No; Remaining subscales: 1 = “Strongly disagree”-5 = “Strongly agree”. 
a
Minimum and 

maximum possible score in the subscale in the revised questionnaire used in this study; 
b
Symptoms/causes added, completed or grouped in categories; 

c
Per-

centage of people answering “Yes”; 
d
Percentage of people answering “Agree” plus “Strongly agree”; 

e
Reverse-scored item. 

 

identity dimension, answers to whether each in a series 

of symptoms was perceived as characteristic of the dis- 

ease were examined. The higher the score, the more 

symptomatic the disease was perceived to be. For the 

cause subscale, those factors scoring the highest in a se- 

ries of possible causes are those the person considers to 

be the most relevant aetiological factors for the illness. A 

global score was calculated by summing the answers to 

all items excepting those from causes’ subscale, with 

higher scores reflecting stronger illness representations. 

Following previous suggestions [42,43], we modified 

the questionnaire to adapt it to non-patients and to make 

it more complete and better fitted to hypertension. There- 

fore, each reference to “my” illness was substituted by 

“the” illness or “hypertension”. For the identity subscale, 

some new symptoms were added, while others were 

augmented with additional detail or re-categorised. Two 

new items (#20 and #24 in our version) were added to 

assess complementary beliefs about a cure for hyperten- 

sion. Item 21 in our version was rewritten to assess be- 

liefs about prevention of the disease. Items measuring the 

emotional representations dimension were also rewritten 

to assess emotional distress among healthy people. Items 

22 and 25 were completed. Some causes were completed 

or added to the cause subscale (see all changes in Table 

2). 

The psychometric properties of the IPQ-R have been 

previously demonstrated among English-speaking and 

Spanish populations [21,42,44], as well as in the context 

of hypertension [44]. The internal reliability of the IPQ-r 

version used was alpha = 0.77 (the identity dimension 

was excluded from the analysis). 

2.3. Procedure 

After the study was approved by the institutional re-  

search ethics committee, participants were asked to take 

part voluntarily and to sign an informed consent form. 

They had been informed previously that the general ob- 

jective of the study was to learn their beliefs about hy- 

pertension and not to gauge their level of knowledge. 

Specific instructions for completing the questionnaire 

were given. A survey requesting personal and sociode- 

mographic data was also included and contained ques- 

tions about whether participants had ever suffered from 

hypertension and whether they had ever lived with a rel-

ative who was diagnosed with hypertension. 

A community-based convenience sample was con- 

structed. Three housing buildings and several community 

settings per district were selected at random with a local 

telephone directory. A person in one of every three pos- 

sible households and one of every three people in the 

public settings were asked to participate and followed the 

above-mentioned procedure when they accepted. Ques- 

tionnaires from people suffering or having suffered from 

hypertension were not considered for analysis. 

2.4. Data Analyses 

We conducted preliminary analyses to detect errors in 

data, lost or absent data, or extreme and outlier values 

and to check parametric assumptions to make decisions 

on statistical tests. Given that the parametric assumptions 

were met in the majority of the variables (although Kol- 

mogorov-Smirnov tests were usually significant, no sig-

nificant Levene coefficients were found), we opted for 

parametric tests. Descriptive analyses, ANOVAs and t- 

tests for group comparisons and multiple linear regres- 

sion analyses were conducted. In addition, Cohen’s d 

coefficient was calculated to estimate effect size (for 

equal or unequal sample sizes). 
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3. RESULTS 

3.1. Non-Specialised Beliefs about  
Hypertension 

To establish the contents of illness models for hyper-

tension in detail, descriptive data and the percentages of 

responses for each item were obtained (see Table 2). 

3.2. Influence of Gender, Age and  
Educational Level on Hypertension 
Representations 

Women showed stronger beliefs about identity, time- 

line and coherence for hypertension, while men had 

stronger beliefs about consequences, personal control, 

treatment control, evolution and emotional representation. 

We only found one significant difference: men believed 

that hypertension has more serious consequences for 

patients and their families than did women (see Table 3). 

The value of d is moderate for this comparison and be-

low 0.3 for the remaining ones. 

We considered five age groupings for comparative 

purposes. In general, as age increased, stronger beliefs 

were found, with the exceptions of beliefs in the symp-

toms and coherence dimensions. Although no significant 

differences were found in the ANOVAs (see Table 4), we  

found marginally significant differences for two dimen- 

sions and the following significant differences in pair 

comparisons, accompanied by moderate to high effect 

sizes. Bonferroni’s post hoc comparisons revealed that 

participants aged 26 - 35 yr indicated significantly more 

symptoms than did participants aged 56 - 66 yr (p = 

0.028, d = 0.93), and Games-Howell’s test showed that 

participants aged 18 - 25 yr reported a significantly lower 

level of perceived personal control of the disease than 

did participants aged 56 - 66 yr (p = 0.047, d = 0.78). In 

the dimension of emotional representations, although the 

comparison for participants aged 36 - 45 yr and 46 - 55 

yr was non-significant, the d value was 0.67, indicating a 

moderate effect size for this difference. 

Participants’ education level in the Spanish school 

system was also considered for comparison purposes. In 

general, as education level increased, stronger beliefs 

were found, with the exceptions of consequences and 

emotional representations dimensions, although univer- 

sity-educated participants usually showed a change in 

this pattern. ANOVAs showed significant differences for 

two dimensions and marginally significant differences 

for another one (see Table 5). Bonferroni’s posthoc com- 

parisons revealed significant differences for the dimen- 

sion of timeline for participants with no formal education 

 
Table 3. Comparisons according to gender. 

DIMENSIONSa 
MEN (N = 65) WOMEN (N = 65) 

t p d 
M SD M SD 

Identity 5.32 2.13 5.43 2.86 −0.243† 0.808 −0.04 

Timeline 3.9 0.68 3.93 0.62 −0.292 0.770 −0.05 

Consequences 2.98 0.66 2.75 0.44 2.414† 0.017* 0.42 

Personal control 4.22 0.54 4.15 0.61 0.657 0.513 0.12 

Treatment control 3.95 0.43 3.87 0.47 0.945 0.346 0.18 

Coherence 3.33 0.93 3.5 0.86 −1.101 0.273 −0.19 

Evolution 2.89 0.94 2.78 0.9 0.692 0.490 0.12 

Emotional representations 2.66 0.7 2.48 0.88 1.292† 0.199 0.23 

a
Aetiology dimension was not considered for comparison analyses; 

†
Not considering equal variances; 

*
p < 0.05. 

 
Table 4. Comparisons according to age. 

DIMENSION 
18 - 25 (N = 27) 26 - 35 (N = 29) 36 - 45 (N = 23) 46 - 55 (N = 28) 56 - 66 (N = 23) 

F p 
M SD M SD M SD M SD M SD 

Identity 5.37 2.40 6.31 2.25 5.56 2.98 5.21 2.42 4.22 2.24 2.385 0.055 

Timeline 3.82 0.7 3.97 0.56 4.01 0.65 3.73 0.55 4.09 0.77 1.309 0.270 

Consequences 2.78 0.34 2.96 0.8 2.78 0.59 2.86 0.49 2.93 0.56 0.530 0.714 

Personal control 3.99 0.6 4.12 0.74 4.16 0.51 4.29 0.51 4.39 0.39 1.915 0.112 

Treatment control 3.78 0.35 3.98 0.46 3.97 0.46 3.9 0.54 3.93 0.42 0.818 0.516 

Coherence 3.44 0.71 3.52 0.98 3.61 0.87 3.17 0.93 3.33 0.95 0.956 0.434 

Evolution 2.57 0.84 2.97 0.88 3.07 1.07 2.77 0.83 2.8 0.97 1.124 0.348 

Emotional representations 2.49 0.99 2.44 0.84 2.4 0.75 2.84 0.57 2.69 0.73 1.469 0.216 
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Table 5. Comparisons according to educational level. 

DIMENSION 

No education 
(N = 10) 

Primary 
(N = 28) 

Secondary 
(N = 36) 

Others 
(N = 12) 

University 
(N = 44) F p 

M SD M SD M SD M SD M SD 

Identity 5.40 3.50 4.57 2.17 6.19 2.52 4.50 2.47 5.45 2.35 2.119 0.082 

Timeline 3.4 0.66 4.06 0.64 3.75 0.7 4.04 0.76 4.05 0.48 3.366 0.012* 

Consequences 2.95 0.35 2.88 0.57 2.76 0.39 2.61 0.87 2.99 0.63 1.521 0.200 

Personal control 3.97 0.55 4.36 0.41 4.21 0.52 4.15 0.60 4.11 0.69 1.243 0.296 

Treatment control 3.44 0.44 3.89 0.4 4.01 0.43 4.07 0.45 3.91 0.45 3.827 0.006** 

Coherence 3.2 0.72 3.38 0.85 3.54 0.92 3.55 1.2 3.34 0.86 0.491 0.742 

Evolution 2.7 0.59 3.0 1.15 2.88 0.91 2.73 1.22 2.74 0.73 0.444 0.776 

Emotional representations 2.62 0.52 2.65 0.76 2.7 0.83 2.24 1.03 2.5 0.77 0.936 0.445 

*
p < 0.05; 

**
p < 0.01. 

 

versus primary education (p = 0.049, d = 1.02) and ver- 

sus university education (p = 0.036, d = 1.25), with par- 

ticipants with higher education scoring higher. In the 

treatment control dimension, significant or marginally 

significant differences were found between participants 

without studies and the remaining participants, such that 

participants with no education scored lower (p = 0.06, d 

= 1.10; p = 0.004, d = 1.32; p = 0.009, d = 1.41; p = 

0.027, d = 1.04, respectively). We also found a margin- 

ally significant difference in identity beliefs between the 

participants with primary versus secondary education lev- 

els, with primary-educated participants indicating fewer 

symptoms (p = 0.102, d = 0.68). A moderate effect size 

was also found for the non-significant difference in iden- 

tity beliefs between participants who had secondary-level 

education and those with other formal education (d = 

0.67). Although no further significant differences were 

found, we obtained two other large effect sizes that in- 

cluded the dimension of personal control, in the com- 

parison between participants with no formal education 

and those with primary studies (d = 0.87), and the di- 

mension of timeline, in the comparison between partici- 

pants without studies and those with other formal studies 

(d = 0.89). 

3.3. Influence of Family Experience with the 
Disease on Hypertension  
Representations 

When we compared the representations of hyperten- 

sion of participants who had never lived with a person 

with hypertension and those who were currently living 

with someone with this disease or who had done so in the 

past, we generally found that those who had experience 

with the disease had stronger beliefs on all dimensions 

except consequences and emotional representations. Sig- 

nificant differences were found for the dimensions of 

personal control, treatment control, evolution and emo- 

tional representations (see Table 6). Effect sizes were up 

to moderate for these differences. 

3.4. Predictors of the Illness Perceptions on 
Hypertension 

Finally, to establish which variable(s), if any among 

the sociodemographic and family experience variables, 

significantly predicted hypertension representations, we 

conducted a step-wise multiple regression analysis. We 

considered the outcome variable to be the total IPQ-R 

score obtained by adding all the partial scores (except for 

the causes dimension) such that the higher the global 

score, the more robust the beliefs about hypertension. 

Controlling for age, gender and educational level (none 

of which explained an independent, significant propor- 

tion of the predicted variable in an analysis conducted as 

a first step), family experience was the only significant 

predictor, explaining 3.2% of the IPQ-R total score (cor- 

rected R
2
 = 0.032; F = 5.307, p = 0.023). Having a rela- 

tive diagnosed with the disease increased a person’s 

score by 0.2 units (standardised beta = −0.200; t = 

−2.304, p = 0.023). Although the influence of family 

experience is small, it is a significant impact. 

4. DISCUSSION 

Although the SRM has been applied to different physic- 

cal and mental illnesses, there are relatively few studies 

regarding the non-specialised beliefs that healthy people 

hold and how their beliefs influence health- and disease- 

related behaviours [e.g., 16,21,27,41,45,46]. This is par- 

ticularly true for the Spanish population. Furthermore, 

research specific to hypertension is scarce, although this 

disease is one of the leading causes of morbidity in the 

world and one of the main risks factors for serious pa- 

thologies such as heart attack, stroke or chronic renal 

failure. Consequently, healthy people, risk populations, 

patients, relatives of patients and even health profession- 

als are in need of tailored interventions. This study fo- 

cused on establishing the representations of hypertension 

among healthy, normotensive Spanish adults of both gen- 

ders and with diverse educational backgrounds and vary-  
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Table 6. Comparisons according to experience with the disease. 

DIMENSIONS 

EXPER. 

(N = 50) 

NO EXPER. 

(N = 80) t p d 

M SD M SD 

Identity 5.66 2.58 5.20 2.47 1.016 0.312 −0.18 

Timeline 3.99 0.69 3.87 0.62 0.974 0.332 −0.19 

Consequences 2.8 0.56 2.9 0.58 −0.975 0.331 0.17 

Personal control 4.35 0.53 4.08 0.58 2.641 0.009** −0.48 

Treatment control 4.06 0.41 3.82 0.45 3.040 0.003** −0.55 

Coherence 3.57 0.89 3.32 0.88 1.580 0.117 −0.28 

Evolution 3.15 0.93 2.63 0.85 3.232 0.002** −0.59 

Emotional representations 2.35 0.79 2.71 0.77 −2.562 0.012* 0.46 

Equal variances assumed for all. 
*
p < 0.05; 

**
p < 0.01. 

 

ing family experience with the disease. In summary, we 

found that the participants’ beliefs about hypertension 

were fairly accurate but also deviated from medical 

knowledge in some respects. Our findings also indicated 

that there was a little influence of educational level gen- 

der and age. However, a personal experience of having 

lived with a hypertensive patient had a relevant impact 

on the contents of illness representations. 

Descriptive findings indicated that hypertension was 

considered by non-patients to be a symptomatic, stable 

and durable (i.e., chronic) disease that is highly control- 

lable by both the patient and by treatments and that has 

only a moderate impact on the patient’s life. Specifically, 

the participants believed that the patients experience an 

average of five symptoms related to high blood pressure, 

such as fatigue or tiredness, tachycardia, dizziness or 

vertigo (identified by 3 out of 4 participants), and even 

pain or mood disturbances (identified by almost half of 

participants). These data stand in contrast to the asymp- 

tomatic character of hypertension, the so-called “silent 

killer”, at least until the disease becomes very advanced. 

The results are consistent with others’ findings obtained 

from patients [37,39,41] and indicate the necessity for 

non-specialised people of looking for indicators of the 

presence of the illness (signs and symptoms) as a way to 

identify when they are ill or not. 

For the majority of the participants, hypertension was 

seen as a moderately severe, life-long disease that causes 

some difficulties to patients but not to their families. This 

perception may derive from the severe pathologies that 

follow from hypertension and not to hypertension itself, 

which generally does not have a significant impact on 

patients’ daily lives. Furthermore, hypertension was per- 

ceived as a disease whose development, evolution and 

recovery are controllable by both the patient and the 

available treatments. Participants implicated behavioural 

and psychological factors, such as eating habits, stress 

and substance abuse (e.g., smoking, alcohol intake) more 

frequently. Uncontrollable causes, such as age or genet- 

ics, were also indicated. This finding may be due to the 

way hypertension is treated in prevention interventions, 

where management of controllable psychosocial aspects 

is emphasised to decrease the impact of other uncontrol- 

lable risk factors. Moreover, a very high percentage of 

the sample believed that available treatments could bring 

relief from symptoms of the illness; however, hyperten- 

sion was not perceived as a curable disease. 

Regarding its course and evolution, hypertension was 

perceived as a stable disease, although one out of three 

people believed that it goes through cycles in which the 

symptoms increase or decrease. Half of participants af- 

firmed they had poor understanding of the disease. This 

low level of understanding probably is related to the 

asymptomatic nature of hypertension and the absence of 

clear signs of the disease beyond blood pressure tests, at 

least in the initial disease stages. These circumstances 

can impede the layperson’s grasp of the disease and its 

characteristics, although the high incidence and preva- 

lence of hypertension is a reality of our culture. 

Regarding the emotional representations, we found 

that participants did not feel particularly worried, fearful 

or sad when thinking about developing this disease. This 

low perceived emotional impact stands in contrast with 

the fact that almost 6 out of 10 participants considered 

hypertension a serious illness and almost half of them 

believed that it has important consequences for patients. 

Although hypertension has a high incidence and preva- 

lence in the population worldwide and it can be associ- 

ated with serious or even lethal disorders, this is per- 

ceived as only occurring in a relatively low proportion of 

hypertensive patients. Hence, the vast majority felt that 

suffering from this illness does not mean experiencing 

very serious consequences in daily life or general health. 

Our results support previous findings regarding both 

the content and fit of beliefs on hypertension with objec- 

tive medical knowledge [37-39] and are similar in many 

respects to those obtained in a Spanish study [23]. In our 

study, hypertension representations were generally accu- 
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rate but sometimes they differed from medical knowl- 

edge and were based on common sense, cultural beliefs 

and folk knowledge. Other researchers have stated that 

laypeople’s illness cognitions of diverse physical illness 

diverge sharply from current medical understanding [14, 

21,23,37,39,41,47,48]. 

Research exploring the influence of sociodemographic 

factors on lay representations of hypertension is scarce. 

Contrary to findings by Ross et al. (2004), we have 

found that sociodemographic variables have little influ- 

ence on hypertension cognitions. When we examined the 

impact of gender, we only found that, compared to women, 

men perceived significantly more frequent or severe 

consequences of hypertension (i.e., men perceived hy- 

pertension as more serious, with a strong and broad im- 

pact to patients, their relatives and caregivers). With re- 

gard to age, only 2 significant differences in 80 com- 

parisons were found. Some significant differences emerged 

for educational level, although only regarding the disease 

timeline and treatment control dimensions. The general 

tendency of the significant findings was, as expected, 

that a higher level of formal education led to more accu- 

rate beliefs. 

As we documented in the Introduction, direct experi- 

ence with an illness, in terms of suffering from the dis- 

ease or caring for a patient, is proposed by the SRM and 

has been found to have an important influence on the 

construction of illness representations. To date these in- 

fluences from personal experience with the disease have 

not been broadly explored in the case of hypertension 

[e.g., 23,41]. In our study, after controlling for sociode- 

mographic variables, personal experience (i.e., living 

with a patient) was the only significant predictor of hy- 

pertension representations. Furthermore, patients’ rela- 

tives or caregivers perceived hypertension as signifi- 

cantly more manageable by both patients and treatments. 

People who had lived with a hypertensive patient also 

perceived the disease as significantly more unpredictable 

and changeable, with improvements and relapses over 

time. They also reported a significantly lower level of 

negative feelings of worry, fear or sadness when faced 

with the possibility of suffering from hypertension them- 

selves. This apparent emotional immunity may be linked 

to their daily experience with the disease and its conse- 

quences. 

The SRM proposes that illness-related behaviours, such 

as adhering to a healthy habit or to drug treatments, are 

strongly influenced by illness perceptions. Patients and 

non-patients consider whether such behaviour changes 

are consistent with what they believe about the illness 

and its management when deciding on complying with 

the recommended changes. In the case of hypertension 

particularly, adherence to behavioural changes has an 

added importance because inaccurate beliefs about this 

illness [37-39,41,49], particularly about its causes [42], 

together with its asymptomatic nature, seem to nega- 

tively affect adherence to prescribed treatments and pre- 

ventive or therapeutic behaviours. 

It is important to know how a very extended but pre- 

ventable disease such as hypertension is understood by 

healthy laypeople and to know which beliefs derive from 

a direct experience with the disease so that interventions, 

such as health promotion and disease prevention pro- 

grammes, can be targeted appropriately. Our findings 

provide a basis for new research and interventions aimed 

at hypertension prevention. As the SRM suggests, pa-

tients cope with their disease and its impact based on 

their beliefs and, for example, adhere to treatments, self- 

regulate emotional distress or adopt self-care activities or 

changes in lifestyles if they believe something can be 

done to manage the disease, its symptoms and its conse- 

quences for their lives. Similarly, it is expected that 

healthy people avoid risks, seek medical care, undergo 

medical exams and adopt new healthy behaviours if they 

believe they can act to prevent a disease. In our study, 3 

out of 4 participants perceived hypertension as a pre- 

ventable disease. Previous research has established a posi- 

tive relationship between perceptions about an illness 

and the attitudes, intentions and actions regarding future 

protective and preventive behaviours [26,50-52]. Thus, it 

is expected that more accurate beliefs will lead non-pa- 

tients to carry out more appropriate and beneficial ac- 

tions to face illnesses before a diagnosis is given. Indi- 

vidually focused revision and discussion of illness beliefs 

should modify misconceptions and biased, inappropriate 

and unrealistic expectations. 

Understanding the illness beliefs held by healthy peo- 

ple would also provide insights as to how a particular 

illness or health-threatening condition is perceived prior 

to a possible personal or family experience with the dis- 

ease. It would help us to understand how these represen- 

tations are changed by the illness experience; how they 

relate to specific coping behaviours, adjustment and health 

outcomes with and without personal or family experience; 

and how this information can be used to derive preven- 

tive and therapeutic interventions aimed at modifying 

illness beliefs in both patients and non-patients. Fur- 

thermore, such knowledge would allow us to inform ap- 

propriate preventive and therapeutic interventions, so as 

the emotional and behavioural managing actions of non- 

patients and patients could be better adjusted to their 

respective conditions and result in more positive out- 

comes in terms of health and well-being and manage- 

ment of risks. Our study also stresses the key role of 

health psychologists in primary and specialised care and, 

more broadly in community health policies and cam- 

paigns, for educating both laypeople (patients, non-pa- 

tients, relatives and caregivers) and specialised staff. 
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However, some limitations of this study should be 

considered in future research. Given the scarcity of stud- 

ies on hypertension representations in Spanish samples 

we encourage researchers to conduct new studies aimed 

at replicating our results and to include cross-cultural 

comparison purposes. It would be advisable to increase 

the number of participants and to include a more hetero- 

geneous sample. Further, sample size made comparisons 

between groups to have been done with small groups, 

limiting the statistical power of the analyses. The reli- 

ance on self-reported diagnoses of personal and family 

member hypertension has important limitations, as preva- 

lence may be under- or overestimated. Nonetheless, this 

procedure has been found to show a moderate to excel- 

lent agreement with epidemiological, population-based 

prevalence in nationwide samples [53-55]. Thus, self- 

reports are considered valid and an appropriate indicator 

for the surveillance of hypertension prevalence in the 

absence of blood pressure measurement. Researchers and 

health specialists are increasingly obtaining information 

on chronic illnesses from self-reports [e.g., 56-60]. Fu- 

ture research should also compare the beliefs of non- 

patients, caregivers, patients with hypertension and peo- 

ple who have suffered from hypertension. Further, nei- 

ther the type and accuracy of knowledge the participants 

had nor the sources of said knowledge were considered 

herein, and it would be appropriate to know and compare 

the beliefs of people who have significant medical knowl- 

edge with those held by people with no specialised 

knowledge. It would be also interesting to consider par- 

ticipant’s current or future risk of having hypertension 

due to behavioural or genetic causes. Finally, it would be 

interesting to explore how illness perceptions themselves 

change over time in response to new influences, such as 

an individual’s personal and/or family experience with 

the illness. 
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