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The relationship between illness representations, alexithymia, coping
strategies and subjective well-being among persons with asthma

Shiri Shinan-Altman, PhD and Keren-Or Katzav, MSW

The Louis and Gabi Weisfeld School of Social Work, Bar Ilan University, Ramat-Gan, Israel

ABSTRACT
Background: In order to examine subjective well-being (SWB) among persons with asthma,
most of the existing studies have focused on disease-related variables or concentrated on
illness representations, alexithymia and coping, making it difficult to determine whether the
relationship between illness representations, alexithymia, coping and SWB is just an artifact
of the disease’s severity.
Objective: Based on the Self-Regulation Model, this study aimed to examine the interrela-
tionships between the disease’s characteristics (annual mean of asthma attacks, preventive
treatment), illness representations, alexithymia, coping strategies and SWB among persons
with asthma.
Methods: A convenience sample of 208 persons with asthma completed measures of the
disease’s characteristics (annual mean of asthma attacks, preventive treatment), illness repre-
sentations (identity, causes, timeline, consequences, control, coherence, emotional represen-
tations), alexithymia, coping strategies, SWB, and socio-demographic questionnaires. A
hierarchical multiple regression was calculated with SWB as the dependent variable.
Results: The regression model was found significant (F(14, 133) ¼ 6.42, p< 0.001), explain-
ing 34% of the variance in SWB. Higher levels of alexithymia, identity, cause and emotional
representations and lower levels of control were related to lower levels of SWB. The add-
ition of coping strategies did not add to the explained variance of SWB.
Conclusion: This study contributes to a better understanding of the determinants of SWB
among persons with asthma. The findings indicate that clinical interventions targeting per-
sons with asthma illness representations and alexithymia may assist persons with asthma to
improve their SWB.
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Introduction

Asthma is a heterogeneous chronic disease characterized
by recurrent attacks of breathlessness and wheezing and
is associated with gene-environment interactions (1).
Asthma presents a significant global health burden as
more than 235 million people worldwide are affected by
asthma, and over 380 000 deaths were attributed to
asthma over a 12-month period (2). Asthma attacks
move along a continuum of intensity and duration,
meaning they may not appear for long periods, while
one episodic attack may be life-threatening (3). Given
the severe characteristics of the disease, persons with
asthma face many negative consequences, with impaired
subjective well-being considered to be one of the most
significant consequences (4).

Subjective well-being (SWB) has been defined as a
broad concept comprising a wide range of distinct

dimensions such as life satisfaction, positive affect, per-
sonal growth, and autonomy (5,6). To date, various
studies examined SWB factors among persons with
asthma (7,8). For example, it was found that asthma
has a significant impact on the SWB of participants due
to symptom experience and treatments they had to
undergo (7). However, most prior studies focused on
medical aspects to improve functional ability to pro-
mote SWB among persons with asthma, providing few
indicators as to how health professionals may be able to
assist persons with asthma in promoting SWB in rela-
tion to this challenging disease (7). Furthermore,
although SWB is likely to involve numerous associated
interacting factors (9,10), only a handful of studies
examined this construct among persons with asthma
guided by a theoretical framework (e.g. (4)). In order to
overcome these shortcomings in the literature, the pre-
sent study examined factors associated with SWB
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among persons with asthma, using the self-regulation
model (11) as a conceptual framework.

The self-regulation model

The self-regulation model (SRM), which was initially
described in 1980 (11) (Figure 1), refers to the ways in
which individuals perceive illness (cognitive illness repre-
sentations) and react to it emotionally (emotional repre-
sentations). The cognitive component consists of six
dimensions (12): Identity – perceptions of symptoms;
Causes – the perceived causes of the symptoms;
Timeline – beliefs about the duration of the illness;
Consequences - the perceived impact of the illness;
Control - the perceived ability to control the illness; and
Coherence – the extent to which patients perceive they
understand the illness. The emotional component refers
to the production of emotional responses to the illness,
such as concern and anxiety.

Research on illness representations in asthma have
shown relationships with a variety of outcomes, such
as medication adherence and quality of life (13–15).
For example, it was found that stronger beliefs in the
personal impact and severity of asthma, and having a
better understanding of asthma were associated with
better asthma self-management (16). Another study
found that both identifying more symptoms (identity)
and higher treatment beliefs were significantly, and
strongly, associated with higher self- reported medica-
tion adherence among asthmatic population (14). The
present study was designed to provide a further test of
the SRM by examining alexithymia in the framework
of this model, as previous studies emphasized the role
and high prevalence of alexithymia in persons with
asthma (17).

Alexithymia is a personality dimension, character-
ized by different cognitive and emotional features,
such as difficulty in describing and identifying emo-
tions, problems communicating feelings, and limited
imagination (18). As such, individuals with alexithy-
mia have difficulty in identifying and describing emo-
tions and tend to misinterpret their emotional arousal

as signs of physical disease (19), which may affect
their SWB (20).

According to the SRM, illness representations are
associated with coping strategies (21), and coping
strategies play a mediating role between illness repre-
sentations and health outcomes (22). Coping strategies
are defined as the cognitive and behavioral actions a
person takes (or does not take) to enhance health and
treatment (i.e. cure or control), and rehabilitate from
the illness. However, only a few studies have exam-
ined the mediating effects of coping strategies on the
associations between illness representations and out-
comes. These studies have been conducted in popula-
tions with chronic diseases other than asthma, and
results on the mediating effects of coping are incon-
sistent (23). Furthermore, there is limited evidence
about the association of coping strategies with SWB in
the presence of the disease’s characteristics (e.g.
annual mean of asthma attacks, preventive treatment),
illness representations and alexithymia.

The present research

Based on the SRM, the aim of the present study was
to examine the interrelationships between the disease’s
characteristics (annual mean of asthma attacks, pre-
ventive treatment), illness representations, alexithymia,
coping strategies and SWB among persons with
asthma. We also hypothesized that coping strategies
will mediate the association between illness represen-
tations and alexithymia (independent variables) and
SWB (the outcome variable).

Method

Procedure and study’s population

In a pre-study, a questionnaire was distributed to 10
persons with asthma to test the clarity of the items,
identify difficulties in understanding them, and exam-
ine the reliability of the questionnaires. Comments
from this pilot study contributed to the construction

Figure 1. The self-regulation model (Leventhal et al., 1980).
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of the final questionnaire such as changing wording
where necessary. Next, questionnaires were adminis-
tered through the Qualtrics online platform (www.
qualtrics.com). Participants were invited via the
Internet to take part in a survey on the SWB of per-
sons with asthma. They were recruited mainly
through Internet forums and websites dealing with
asthma which were selected randomly, as well as
through social media outlets (Facebook pages focusing
on asthma). These types of recruiting participants
allowed us to access a wider group of individuals with
asthma at different stages of the disease. Notes on
these websites contained a short explanation about the
study and a link to the questionnaire. We assume that
the current sample included only Israelis because the
randomly selected Internet forums and websites were
in Hebrew. The protocol study was approved by Bar-
Ilan University’s Ethics Committee of the School of
Social Work.

The study population was formed by persons who
were diagnosed with asthma aged � 18 years. The
study included 208 persons with asthma. As shown in
Table 1, the mean age was 29.6 years, with a range of
18 to 74. The majority were single women, born in
Israel and almost half of the participants had children.
Most of the participants had more than 12 years
of education.

Measures

Dependent variable
Subjective well-being was assessed using the short ver-
sion of the Mental Health Inventory (24) (MHI). This
instrument includes 21 items (e.g. “How much of the
time, during the past month, have you felt calm and
peaceful?”). Respondents rated each item on a 6-point
Likert-type scale, which measured the frequency or
intensity as to how they felt during the past month
(1¼ all of the time, 6¼Never). Scores were reversed
and mean scores were calculated, higher scores indi-
cating lower reported SWB.

Independent variables
Illness representations were assessed using the Revised
Illness Perception Questionnaire and included seven
dimensions: identity, causes, timeline, consequences,
control, coherence and emotional representations
(IPQ-R12). For the illness identity dimension, partici-
pants were asked whether they perceived a list of 14
symptoms (e.g. nausea, shortness of breath, heavy
breathing) as being related to asthma (0¼ no, 1¼
yes). An overall index was calculated by summing the

number of symptoms rated as being related to asthma.
Total scores ranged from 0 to 14, with higher scores
indicating a stronger illness identity.

Based on the IPQ-R12, for the other dimensions,
participants were asked to indicate their degree of
agreement on a 5-point Likert-type scale (1¼ strongly
disagree, 5¼ strongly agree) in relation to 17 items
referring to attribution to asthma (e.g. “stress or
worry”); 5 statements concerning acute/chronic time-
line (e.g. “asthma lasts a short time”); 6 items about
the severe consequences of asthma (e.g. “asthma is a
serious condition”); 11 items representing beliefs
about personal and treatment control (e.g. “The
course of asthma depends on the patient”); 5 items
about the coherence of asthma (e.g. “I don’t under-
stand asthma”); and 6 items dealing with emotions
caused by asthma (e.g. “asthma makes me feel
angry”). Scores were reversed and overall indices for
all dimensions were calculated as the mean of the
items per-scale, with a higher score indicating stron-
ger perceptions of the assessed attributions.

Coping strategies were assessed using the COPE, a
30-item Hebrew version questionnaire, based on the
scale developed by Carver et al. (25). Items were div-
ided into 15 coping strategies � 2 items per strategy.
Participants were asked to rate the extent to which
they used each coping option in stressful situations on
a 4-point Likert-type scale ranging from 1¼ I usually
don’t do this at all to 4¼ I usually do this a lot. A fac-
tor analysis with Varimax rotation showed a two-fac-
tor structure, as reported by Carver et al. (24): the
Problem-Focused scale included six coping strategies
and the Emotion-Focused scale included four cop-
ing strategies.

Alexithymia was assessed using the Toronto
Alexithymia Scale (TAS-20 (26)). This scale includes
20 items, scored on a 5-point Likert-type scale ranging
from 1¼ strongly disagree to 5¼ strongly agree (e.g.

Table 1. Participants’ characteristics (N¼ 208).
Socio-demographic characteristics

Mean age (SD), range 29.58 (9.13), 18-74
Gender (%)
Male 55 (26.8)
Female 150 (73.2)

Marital status (%)
Married 70 (34.0)
Not married 136 (66.0)

Place of birth (%)
Israel 169 (88.5)
Other 22 (11.5)

Have children (%)
Yes 102 (48.6)
No 105 (51.4)

Education (%)
More than 12 years of education 121 (65.1)
Less than 12 years of education 65 (34.9)
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“I often find it difficult to understand what emotion I
am feeling”). Mean scores were calculated, higher
scores indicating higher levels of alexithymia.

Annual mean of asthma attacks was examined with
the question: “How many asthma attacks do you have
during a one-year period?”

Preventive treatment was examined with the ques-
tion: “Do you use preventive treatment?” (0¼ no,
1¼ yes).

Sociodemographic details included age, gender
(female/male), marital status (married/not married),
have children (yes/no), education (more than 12 years
of education/less than 12 years of education). It should
be noted that marital status was originally measured
with 4 categories (married, single, divorced, separated)
and was collapsed into two mutually exclusive catego-
ries, based on responses. Marital status was tested in
order to obtain a broad picture of participants’ back-
ground characteristics.

Statistical analysis

Data were analyzed using SPSS ver. 25. Descriptive
statistics were used to describe the participants’ demo-
graphic characteristics and the research variables.
Pearson correlations were calculated to assess the
associations between the research variables. Age and
annual mean of asthma attacks were positively
skewed, and were thus log transformed. A hierarchical
multiple regression was calculated with SWB as the
dependent variable. Gender (1-males, 0-females) and
marital status (1-married, 0-not married) were entered
in the first step; disease characteristics (annual mean
of asthma attacks and preventive treatment) were
entered in the second step; alexithymia and illness
representations were entered in the third step; and

coping strategies were entered in the fourth step.
Because of the high correlation between the subscales
of the cause dimension (r¼ 0.71), a total cause score
was used in the bi-variate and regression analysis,
with an internal consistency (a) 0.87.

Results

The internal consistency (a) found in the present
study for each of the measures was as follows: subject-
ive well-being a¼ 0.95; illness representations a
ranged from 0.67 to 0.93; problem-focused coping
strategies a¼ 0.82; emotion-focused coping strategies
a¼ 0.64; alexithymia a¼ 0.83.

The study included 208 persons with asthma. Table
2 summarizes the means, SDs, ranges and correlates
of the study variables. As can be seen, the mean SWB
score was relatively moderate (actual range 1.24–5.34).
The annual mean of asthma attacks was 9.6. Most
participants reported a moderate number of symp-
toms they identified or believed to be associated with
asthma, perceived the disease as more chronic (actual
range 1–4.67), attributed several moderate causes of
the disease (actual range 1–4.18), perceived asthma as
having moderately serious consequences (actual range
1–4.67), reported high control of the disease (actual
range 1.36–5), and high understanding of their disease
(actual range 2–5). Participants reported low levels of
negative emotional representations (Mean ¼ 2.07, SD
¼ 0.71, actual range 1–5). It also appears that partici-
pants used less problem-focused coping strategies
(actual range 1–3.5) and more emotion-focused cop-
ing strategies (actual range 0.93–2.79), and reported
low levels of alexithymia (actual range 1–3.8).

In addition, regarding the causes to which persons
with asthma attributed their disease, seventy patients

Table 2. Means, SDs, and Correlates of study variables (n¼ 208).
Variable Mean, SD 1 2 3 4 5 6 7 8 9 10 11 12 13

1. SWB 3.03, 0.91 –
2. Preventive treatment – �0.02 –
3. Annual mean of

asthma attacks
9.6, 45.7 �0.07 �0.05 –

4. Identity 4.61, 0.20 �0.12 �0.09 0.05 –
5. Timeline 3.83, 1.14 �0.10 0.23�� 0.02 0.13 –
6. Cause 2.16, 0.65 �0.19�� �0.11 �0.01 0.22�� �0.04 –
7. Consequences 2.23, 0.80 �0.09 0.28�� 0.23�� 0.39�� 0.24�� 0.16� –
8. Control 3.40, 0.65 0.30�� 0.01 0.01 �0.16� �0.25�� 0.16� �0.23�� –
9. Understanding 4.20, 0.68 0.18�� 0.16� 0.86 �0.14 0.05 �0.14 �0.24�� 0.37�� –
10. Emotional

representations
2.07, 0.71 �0.29�� �0.18� 0.07 0.18�� 0.08 0.27�� 0.50�� �0.15� �0.35�� –

11. Problem-focused
coping strategies

2.60, 0.51 0.14� 0.13 0.12 0.06 �0.03 0.20�� �0.03 0.24�� �0.03 �0.03 –

12. Emotion-focused
coping strategies

1.86, 0.35 �0.13 0.10 0.08 0.06 0.02 0.23�� 0.07 �0.04 �0.23�� 0.16� 0.45�� –

13. Alexithymia 2.16, 0.54 �0.38�� 0.14 �0.17 0.17 �0.10 0.02 0.10 �0.16� �0.34�� 0.15� �0.30�� 0.18
�p< 0.05; ��p< 0.01.
Note: Preventive treatment was coded as a nominal variable; therefore, mean and SD were not calculated for this variable.
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(33.8%) attributed their condition to psychological
reasons, eighty-eight patients (47.4%) to risk factors,
twenty (7.5%) to immunity, and thirty (11.3%) to
accident or chance.

According to Table 2, positive associations were
found between SWB, control, understanding and
problem-focused coping strategies. Negative associa-
tions were found between SWB, cause, emotional rep-
resentations and alexithymia.

SWB was higher among males (M¼ 4.26, SD ¼
0.95) than females (M¼ 3.96, SD ¼ 0.88) (t(203) ¼
2.11, p¼ 0.036), and higher among married partici-
pants (M¼ 4.34, SD ¼ 0.78) than non-married ones
(M¼ 3.88, SD ¼ 0.94) (t(165.11) ¼ 3.73, p< 0.001).
The correlation between age and SWB was non-sig-
nificant (r¼ 0.13, p¼ 0.062), and age was significantly
higher among married participants (t(197) ¼ 6.06,
p< 0.001). Having children was not related either to
SWB (p¼ 0.162) or education level (p¼ 0.528). Thus,
analyses were calculated while controlling for gender
and marital status.

Hierarchical multiple regression analysis for
identifying SWB correlates

As can be observed in Table 3, in the first equation,
8% of the variance in SWB was explained, with mari-
tal status being significant. Variables in the next equa-
tions added an additional 26% to the explained
variance in the dependent variable, with alexithymia,
identity, cause, control, and emotional illness repre-
sentations being significant. Namely, higher levels of
alexithymia, identity, cause and emotional representa-
tions and lower levels of control were related to lower

levels of SWB. The addition of coping strategies did
not add to the explained variance of SWB. To sum up,
the regression model was found significant (F(14, 133)
¼ 6.42, p< 0.001), explaining 34% of the variance
in SWB.

Discussion

According to this cross-sectional study, higher levels
of alexithymia, identity, cause and emotional represen-
tations and lower levels of control were related to
lower levels of SWB. The addition of coping strategies
did not add to the explained variance of SWB. We
also found that participants reported relatively moder-
ate levels of SWB. This finding is in line with the
findings of previous studies conducted in other coun-
tries such as Ireland (7), China, Singapore, South
Korea, and Taiwan (27), meaning that persons with
asthma experience decreased SWB. These findings
indicate that improving SWB is an identified objective
for persons with asthma and a concern of professio-
nals, scholars, and policymakers worldwide.

Overall, participants’ cognitive and emotional ill-
ness representations are congruent with the clinical
characteristics of asthma. Regarding the causes to
which persons with asthma attributed their disease,
we found that almost half of the participants indicated
that risk factors were the main cause for the develop-
ment of the disease. This finding is somewhat encour-
aging, given that risk perceptions may guide people to
engage in protective behavior toward their disease
(28), such as using inhalation when needed and not
smoking. However, it should be noted that persons
with asthma who are aware of the disease’s risk

Table 3. Hierarchical multiple regression analysis for identifying SWB correlates (N¼ 208).

Step 1 b Dadj. R2 Step 2 b
Dadj.
R2 Step 3 b

Dadj.
R2 Step 4 b

Dadj.
R2

Total
Adj. R2

Gender .12 Gender .12 Gender .06 Gender .07
Marital

status
.28��� Marital status .29��� Marital status .23�� Marital status .22��

.08��� Annual mean of
asthma attacks

�.02 Annual mean of
asthma attacks

.02 Annual mean
of asthma attacks

.01

Preventive
treatment

.05 Preventive treatment .02 Preventive treatment .02

�.01 Alexithymia �.34��� Alexithymia �.28���
Identity �.15� Identity
Cause �.14 Cause �.16�
Timeline .01 Timeline �.15�
Consequence .11 Consequence .12
Control .29��� Control .25��
Coherence �.13 Coherence �.11
Emotional

representations
�.19� Emotional

representations
�.20�

.26��� Problem-focused coping .16
Emotion-focused coping �.05

.01
.34���

�p<.05; ��p<.01; ���p<.001.
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factors may feel more threatened, and may be more
worried and mentally involved with their disease
because of their higher educational level and/or
deeper understanding of the disease (29).

Even after controlling for disease characteristics
(annual mean of asthma attacks and preventive treat-
ment), we found that higher levels of alexithymia,
identity, cause and emotional representations and
lower levels of control were related to lower SWB lev-
els. Thus, in line with the existing literature (17), our
findings indicate that alexithymia may play an import-
ant role among persons with asthma. Furthermore,
the associations we found between asthma illness rep-
resentations and SWB support the SRM’s postulations.
Our findings suggest that it is the subjective percep-
tions of asthma, rather than the objective characteris-
tics of the disease, that appears to determine SWB.
However, it should be noted that apart from identity,
cause, control and emotional representations, other ill-
ness representations were not related to SWB. Indeed,
Hagger and Orbell (30) concluded in their review that
different groups of people hold variations of illness
beliefs. However, it is recommended that future stud-
ies will examine whether the illness representations of
persons with asthma may predict SWB, using a longi-
tudinal design.

In this study, coping strategies were not related to
SWB in the regression model; thus, coping strategies
were not examined as mediators between illness repre-
sentations and SWB. Although a few studies (31,32)
found some mediating effects of coping strategies in
the framework of the SRM, our results contribute to
the general finding that most relations between illness
perceptions and outcomes cannot be explained by
coping strategies (23). Furthermore, this finding is in
line with Hagger and Orbell’s (30) meta-analysis of
the intercorrelations between the components of the
SRM, which found no support for the hypothesis that
coping strategies mediate the illness representations-
illness outcome relationship.

Five main limitations regarding our study should be
noted. First, the use of a convenience sample does not
allow us to generalize the results, nor does it provide
an accurate representation of all Israeli persons with
asthma. Second, the quantitative survey method that
was used did not allow respondents to expand on their
views and experiences regarding their SWB. Third,
objective characteristics of asthma were assessed based
on the self-assessment of participants, which could rep-
resent a bias. Fourth, we did not ask participants about
the duration they have asthma. Finally, the results may
not be generalized to less affluent persons, males, and

older people due to the characteristics of the current
sample and due to the way they were obtained (via
Internet). It might be that persons recruited via
Internet are different from those recruited in other
ways (e.g. printed questionnaires).

Our findings suggest that clinical interventions tar-
geting self-reported asthma and alexithymia may help
persons with asthma to improve their SWB. In other
words, these interventions should concentrate on
helping persons with asthma reinforce their ability to
identify and describe emotions (alexithymia), explore
their perceptions regarding the identity of the disease
and it’s causes, develop more positive perceptions
regarding the ability to have control over the disease
and its symptoms, and explore their emotional repre-
sentations toward the disease.
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