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Abstract
Background: The Revised Illness Perception Questionnaire (IPQ-R) has been used extensively in the study of illness
perceptions across different populations. Only few confirmatory factor analytic (CFA) studies of the questionnaire
are available. This study examines the construct and discriminant validity of the Turkish IPQ-R in patients with
diabetes and cardiovascular disease focusing on the hypothesized seven dimensions of personal controllability,
treatment controllability, timeline acute/chronic, timeline cyclical, coherence, consequences and emotional
representations.
Methods: 302 patients (60.6% women) with a medically confirmed diagnosis of diabetes or cardiovascular disease
and a mean age of 53.9 years were recruited from out-patient clinics in Turkey and surveyed by means of
standardized interviews. Direct maximum likelihood confirmatory factor analysis was conducted.
Results: Several areas of ill-fit were identified in the original measurement model of the IPQ-R. Four items
(items 17, 19, 20, and 31) were deleted because of poor factor loadings. Also, two error covariances (between
items 33 and 34 and between items 7 and 8) were added and item 6 respecified to obtain a good model fit.
The modified 34-item model showed good reliability and discriminant validity.
Conclusion: In accordance with studies on other language adaptations of the questionnaire, we identified certain
items of the IPQ-R as potential sources of poor model fit. Their inclusion should be reconsidered in future
applications of the questionnaire and researchers should examine whether our reduced set of items is stable across
different populations. Our modified 34-item model showed a good reliability and discriminant validity and hence
could be a valuable instrument in the assessment of illness perceptions in the Turkish health care setting, provided
that the model is confirmed in subsequent research.
Keywords: Revised illness perception questionnaire (IPQ-R), Turkish, Confirmatory factor analysis, Diabetes,
Cardiovascular disease

Background
Chronic diseases such as diabetes and cardiovascular
disease evolve gradually. They usually require long-term
therapies and have consequences on the everyday life of
affected individuals [1]. In the study of patients’ coping
behavior and associated chronic disease outcomes, the
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self-regulatory model of illness (SRM) developed by
Leventhal, Meyer & Nerenez has gained particular attention [2]. It suggests that individuals develop perceptions
of their illness that have an impact on the choice and appraisal of coping strategies—and both illness perceptions
and coping strategies are constantly adjusted to one another throughout the course of illness [2]. Leventhal
et al. identified five core dimensions of cognitive illness
perceptions: identity (perceptions about symptoms and
illness labels), consequences (beliefs about possible illness
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effects), timeline (expectations about the duration of illness), cause (beliefs about the cause of the illness) and
cure/control (beliefs about controllability and curability
of the illness) [3]. These cognitive perceptions are accompanied by the development of emotional representations such as fear of illness severity.
The assumptions of the model are supported by empirical research. In a meta-analysis Hagger & Orbell illustrated that illness perceptions are associated with
physical functioning, psychological distress, role functioning, social functioning, vitality, psychological wellbeing and health-related quality of life [4]. Also, there is
some evidence that health outcomes and quality of care
can be significantly improved when illness perceptions
of patients are addressed in the health care process [5].
Among the quantitative instruments for the assessment of illness perceptions [6], the Illness Perception
Questionnaire has gained most acceptance. It was originally developed by Weinman et al. [7] and was revised
by Moss-Morris et al. [8] to improve its psychometric
performance. Today the Revised Illness Perception
Questionnaire (IPQ-R) is the most commonly used instrument for the assessment of illness perceptions. It is
theoretically derived from the SRM with the dimensions
of the SRM each being represented by a scale consisting
of several items. In the course of the development of the
IPQ-R, the control and timeline dimensions were further
differentiated and each split into two scales. The personal control scale represents beliefs about personal abilities to control illness and the treatment control scale
represents beliefs about the ability of the treatment or
therapy to control or cure illness. Similarly, the timeline
acute/chronic scale assesses beliefs about the duration of
illness, while the timeline cyclical scale assesses beliefs
about stability of illness symptoms over time. MossMorris et al. also introduced the coherence scale in order
to measure the degree to which the individual considers
his or her illness as comprehensive and clear [8].
Based on its layout and response format, the IPQ-R
can be divided into three parts: Part I examining illness
identity by means of 14 items with a double yes-no response format, part II assessing the seven dimensions of
controllability (personal and treatment), timeline (acute/
chronic and cyclical), coherence, emotional representations and consequences by means of 38 items with a 5point Likert scale response format (strongly agree to
strongly disagree), and part III applying the same response format and presenting 18 items on causal
attributions.
Moss-Morris et al. [8] tested the validity and reliability
of the IPQ-R in patients from eight different illness
groups. It showed a good test-retest reliability and good
divergent, known group and predictive validity. Exploratory analyses by means of principal component analysis
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supported the construct validity of the seven factor
model of the IPQ-R part II.
Several translations of the instrument into other languages are available on the internet (http://www.uib.no/
ipq). The Turkish version of the IPQ-R was evaluated
exploratively by means of principal component analysis
in patients with cancer and other physical diseases admitted to hospitals in Istanbul, Turkey [9]. It showed
properties similar to the original version. Despite the extensive use of the IPQ-R in health research and practice,
only few studies evaluated its factor structure by means
of a hypothesis-testing approach. Confirmatory factor
analysis (CFA), for example, is considered superior to
data-driven procedures such as principal component
and exploratory factor analysis. It allows to test for a factor structure that is hypothesized by theory and is
powerful in exploring potential areas of ill-fit. These
advantages are particularly important when researchers
aim to examine the transferability of instruments across
different populations and languages [10]. Aside from
studies that aimed to confirm the validity of the IPQ-R
applied to English speaking populations [11-16], to our
knowledge only three CFA studies evaluated the factor
structure of translated versions of the seven-dimensional
core part of the IPQ-R (part II)—the Chinese [17], the
Swedish [18] and an adapted Spanish version of the
questionnaire [19]. All three CFA studies identified considerable sources of ill-fit in the measurement model
proposed by Moss-Morris et al. [8] and several modifications had to be applied to obtain good model fit in the
populations under study. These results illustrate that a
thorough evaluation of the instrument’s construct validity is necessary before it can be applied in research on
illness perceptions.
The aim of our study was to examine the factor structure of the Turkish IPQ-R and to test the measurement
model proposed by Moss-Morris et al. [8] in Turkish
patients with diabetes and cardiovascular disease by
means of CFA. In line with previous research, we focused on the 38 items of the seven-dimensional IPQ-R
part II.

Methods
Study design and data collection procedures

We recruited patients with a medically confirmed diagnosis of diabetes or cardiovascular disease (hypertensive
disease, ischemic and pulmonary heart disease) from
out-patient clinics in Gaziantep, Turkey during August
2010 and June 2011. Overall 314 patients were
approached of which 302 (96.2%) participated in the
study. Patients were surveyed by means of a quantitative
questionnaire (see below) during their stay in the clinic
using standardized interviews. They were informed
about the purpose of the study and about the voluntary
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and anonymous nature of the data collection and analysis procedure. Prior to the survey, all participants gave
consent to their participation. The study was cleared by
the appropriate ethics committee at the University of
Münster, Germany.
Measures

The Turkish version of the Revised Illness Perception
Questionnaire (part II) was administered as translated
and published by Kocaman et al. [9] and Armay et al.
[20]. The authors translated the questionnaire using a
forward-backward translation by two independent
researchers following guidelines of cross-cultural adaptation. It was pilot-tested in a clinical setting in Istanbul.
In the present study, the original 5-point Likert scale response format was retained. Aside from the IPQ-R, the
research instrument included questions on the duration
of illness and on basic socio-demographic information
such as age, sex and level of education.
Sample size considerations

Given a number of ≥3 indicators per latent variable of
the IPQ-R part II, a sample size of 300 can be considered sufficient for confirmatory factor analysis [21]. This
was further supported by a Monte Carlo study with a
simulated amount of 5% missing values conducted following published guidelines [22]. Population values for
parameter estimates were obtained from prior research
[9,12]. With a sample size of 300, parameter and standard error biases did not exceed the recommended
threshold of 10%, coverage was between 93% and 97%
and average values for goodness-of-fit indices indicated
good model fit [22].
Statistical analysis

Measures of central tendency, frequencies, chi-squaretests and independent t-tests were used for sample
description.
Direct maximum likelihood (ML) confirmatory factor
analysis (CFA) was used to examine the construct validity of the 38 items of the Turkish IPQ-R part II [10].
CFA was conducted using Mplus version 5.1 [23]. The
hypothesized factor structure of the IPQ-R part II tested
was the standard seven-factor solution identified by
Moss-Morris et al. [8]. It consists of the timeline acute/
chronic (items 1–5, 18), consequences (items 6–11), personal control (items 12–17), treatment control (items
19–23), illness coherence (item 24–28), timeline cyclical
(items 29–32) and emotional representations (items 33–
38) factor. The factors were allowed to covary.
The fit of the measurement model was assessed by different fit indices. The goodness-of-fit chi-square and the
standardized root mean square residual (SRMR) were
calculated as indices of absolute model fit. SRMR values
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≤0.08 were considered to indicate acceptable model fit.
The comparative fit index (CFI) and the Tucker-Lewis
index (TLI) were used to evaluate the adequacy of the
proposed CFA model in comparison to a restricted independence model. According to guidelines, CFI and TLI
values >0.90 indicate a good fit of the CFA model. Also,
the root mean square error of approximation (RMSEA)
and its 90%-confidence interval were calculated with
RMSEA values between 0.05 and 0.08 considered indicating a reasonable and values <0.05 considered indicating a good model fit [10,24].
The reliability was assessed by composite reliability
estimates (ρ) with values ≥0.60 indicating satisfactory reliability in the latent factors [25]. Discriminant validity of
the seven factors was evaluated by the size of their intercorrelations with correlation coefficients <0.85 indicating
acceptable discriminant validity [24].
Items with completely standardized factor loadings (λ)
<0.40 and standardized residuals >2.58 were considered
for deletion. Furthermore, modification indices (MI) and
completely standardized expected parameter changes
(EPC) were calculated in order to identify potential for
model improvement. Only modifications reasonable on
theoretical grounds were made and implemented oneby-one as suggested by published guidelines [10].
A maximum of 3.8% missing values was observed for
the IPQ-R items in the sample. To prevent selection
bias, direct ML estimation was used for CFA as recommended by Brown [10].

Results
Sample description

302 patients with diabetes and/or cardiovascular disease
participated in the study. Of these, 183 (60.6%) were female. On average, patients were 53.9 years old, with a
mean duration of illness treatment of 8.8 years. Men had
a significantly higher educational status than women,
with 8.5% of men as compared to 37.4% of women having no formal school education (p < 0.001). 62.1% of all
patients reported to have diabetes, 20.6% stated to have
cardiovascular disease and 17.3% reported both conditions. These proportions slightly differed between men
and women (p < 0.05). Basic characteristics of the study
sample stratified by sex are displayed in Table 1.
Confirmatory factor analysis

The original factor structure proposed by Moss-Morris
et al. [8] did not fit the data well as indicated by several
goodness-of-fit measures. Although RMSEA indicated a
reasonable fit (RMSEA = 0.075 [90%-CI = 0.070-0.079]),
the other fit indices were below the thresholds for acceptable fit (χ2 = 2396.73 [df = 644,p < 0.001]; SRMR =
0.109; TLI = 0.765; CFI = 0.785; AIC = 18177.43). Four
items showed low and non-significant factor loadings.
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Table 1 Basic characteristics of the sample stratified by
sex
Sex

Age in years (mean; sd)
(p > .05)

Male
(n = 119)

Female
(n = 183)

55.4; 11.8

52.9; 10.9

Total
(n = 302)
53.9; 11.3

Education (%)(p < .001)
no school education
primary school education

8.5

37.4

26.1

47.9

41.2

43.8

secondary school education

11.1

5.5

7.7

high school or university
education

32.5

15.9

22.4

58.5

64.5

62.1

Diseases (%) (p < .05)
Diabetes
Cardiovascular disease

27.1

16.4

20.6

Diabetes and cardiovascular
disease

14.4

19.1

17.3

Duration of disease treatment
in years (mean; sd) (p > .05)

8.9; 6.6

8.7; 6.7

8.8; 6.6

sd: standard deviation.

The first was purported to measure personal control
(item 17 “My actions will have no effect on the outcome
of my illness”, λ=0.11), the second and third were part of
the treatment control factor (item 19 “There is little I
can do to control my illness”, λ=0.10; item 20 “Treatment will be effective in treating my illness”, λ=0.19) and
the fourth was specified to load on the timeline cyclical
factor (item 31 “My illness is very unpredictable”,
λ=0.21). All other factor loadings were significant and
ranged from 0.40 to 0.90. All standardized residuals were
<2.58.
For a modified model (model 2a), we dropped the
above mentioned items with poor loadings and conducted CFA on the remaining 34 items. Goodness-offit indices suggested an improvement of the model fit

as compared to the initial model (χ2 = 1479.46 [df =
506,p < 0.001]; RMSEA = 0.059 [90%-CI = 0.054-0.064];
SRMR = 0.083; TLI = 0.864; CFI = 0.877; AIC = 15404.43).
However, fit indices were still not within levels that indicate acceptable fit. Also, modification indices (MI) and
completely standardized expected parameter changes
(EPC) suggested that relevant modifications could be
made in the model. As these modifications were theoretically sound they were carried out in a second modified
model (model 2b) and implemented one-by-one. The
two largest modification indices suggested to add error
covariances between items 33 (“I get depressed when I
think about my illness”) and 34 (“When I think about my
illness I get upset”) belonging to the emotional representations factor (MI = 109.571; EPC = 0.158) as well as between items 7 (“My illness has major consequences on
my life”) and 8 (“My illness does not have much effect on
my life”) belonging to the consequences factor (MI =
80.522; EPC = 0.845). The respecified model resulted in a
considerably better fit (χ2 = 1261.09 [df = 504,p < 0.001];
RMSEA = 0.050 [90%-CI = 0.045-0.056]; SRMR = 0.079;
TLI = 0.901; CFI = 0.911; AIC = 15189.58). Finally, MI and
EPC suggested to respecify item 6 (“My illness is a serious condition”) to load on the timeline acute/chronic
factor (MI = 72.503; EPC = 0.690). The revised final
model (model 2c) with 34 indicators and two error covariances resulted in good fit suggesting superiority to the
other three models (χ2 = 1150.39 [df = 504,p < 0.001];
RMSEA = 0.045 [90%-CI = 0.039-0.050]; SRMR = 0.067;
TLI = 0.921; CFI = 0.929; AIC = 15079.40). A detailed
overview of the goodness-of-fit indices for the four models is presented in Table 2.
Table 3 shows completely standardized factor loadings,
standard errors and composite reliabilities for the
revised final model (model 2c). All factors were statistically significant and composite reliability estimates
exceeded the recommended threshold of 0.60, indicating
satisfactory reliability in the latent factors.

Table 2 Goodness-of-fit indices for the original and revised models of the Turkish IPQ-R part II (n = 302)
Model

χ2 (df)

Model 1 (M1): Original (38 items)

2396.73

Δχ2 (Δdf)

(644)*

RMSEA
(90%-CI)

SRMR

TLI

CFI

AIC

0.075

0.109

0.765

0.785

18177.43

0.083

0.864

0.877

15404.43

0.079

0.901

0.911

15189.58

0.067

0.921

0.929

15079.40

(0.070-0.079)

Model 2a (M2a): Modified (34 items)

1479.46
(506)*

917.27 (138)*

(0.054-0.064)

Model 2b (M2b): Modified (34 items, 2 error covariances)

1261.09

M2a-M2b:

0.050

(504)*

218.37 (2)*

(0.045-0.056)

1150.39
(504)*

M2b-M2c:
110.70 (0)

0.045
(0.039-0.050)

Model 2c (M2c): Modified (34 items, 2 error covariances,
item 6 respecified)

M1-M2a:

0.059

Note. χ2 (df): chi-square test of model fit and degrees of freedom; RMSEA (90%-CI): root mean square error of approximation and 90%-confidence intervals; SRMR:
standardized root mean square residual; CFI: comparative fit index; TLI: Tucker-Lewis index: AIC: Akaike Information Criterion; *p < 0.001.
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Correlations between the seven latent factors of the
IPQ-R part II are given in Table 4. No intercorrelation
exceeded the threshold of 0.85, suggesting acceptable discriminant validity. The largest correlations were observed
between the treatment and personal control factor
(r = 0.54), between the consequences and emotional
representations factor (r = 0.46) and between the timeline
acute/chronic and consequences factor (r = 0.36).

Discussion
The aim of our study was to formally assess the factor
structure of the Turkish IPQ-R and to rigorously test the
measurement model proposed by Moss-Morris et al.
(2002) [8] in Turkish patients with diabetes and cardiovascular disease residing in Turkey. Aside from this study,
only three other studies have examined the dimensional
structure of non-English language versions of the IPQ-R
by means of a hypothesis-testing framework. The original
structure of the second part of the IPQ-R could not be
confirmed for the population in our study. While the
emotional representations and illness coherence factor
showed satisfactory construct validity, several modifications had to be applied to the other factors to achieve a
good model fit. A poor fit of the original measurement
model was also observed in other CFA studies. This comprises an evaluation of the Chinese IPQ-R applied to
hypertensive patients in Taiwan [17], an evaluation of the
Swedish IPQ-R applied to patients recovering from myocardial infarction [18] as well as several CFA studies on
the English version of the instrument applied to patients
with different chronic diseases [11-13,15,16], including a
recent study on populations of African origin with type 2
diabetes [14]. In these studies, several areas of ill-fit were
identified and substantial changes to the measurement
model such as the deletion of items and the respecification
of indicators had to be applied to achieve acceptable
model fit.
In our study, items purported to load on the personal
control, treatment control and timeline cyclical factor
had to be deleted from further analysis due to low factor
loadings. Two of these four items (17 and 19) are negatively worded and, for the same reason, were also
dropped from the analysis in the studies by Chen et al.
[17] on the Chinese and Cabassa et al. [19] on a shortened 27-item Spanish version of the IPQ-R. Though
retained in the model, item 17 also showed a low factor
loading (standardized λ=0.25) in the Swedish validation
study of the IPQ-R [18]. Item 19 was also deleted by
Abubakari et al. [14] in their study of the IPQ-R in type 2
diabetes patients of African origin because of a low loading on its respective factor. The problems encountered
with these two items may be due to a method bias. It is
known from scale development research that negatively
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worded items may introduce method effects because they
can be misunderstood by respondents [26].
Similar to our study, item 20 was also considered
problematic by Abubakari et al. [14]. Based on consultations with subjects from their study population, the
authors argue that this may be due to a mismatch between own beliefs of the patients (that are also shaped
by supernatural causal attributions) and information
they receive from others (e.g. doctors). This may be also
true for Turkish patients who have been reported to
have strong beliefs in fate and divine influence [27,28].
The four items (17, 19, 20, 31) deleted in our study
should be thoroughly scrutinized in further applications of
the Turkish IPQ-R and their omission should be considered. Researchers should also thoroughly evaluate the reliability of the timeline cyclical and treatment control
factor. Though still above the threshold that indicates acceptable reliability, the composite reliability of both factors
was lower than for the other five factors of the model.
Modifications indices strongly suggested to add two
error covariances between items 7 and 8 and between
items 33 and 34, indicating that these item pairs shared
measurement error. Similar to the reversed coding of
items 17 and 19, the error covariance between items 7
and 8 may result from the negative wording used in item
8. The error covariance between items 33 and 34 most
likely results from a very similar phrasing (see Table 3)
which in the Turkish version only differs by a weakly
discriminating adjective (“Hastalığımı düşündüğüm
zaman çökkün oluyorum” vs. “Hastalığımı düşündüğüm
zaman üzgün oluyorum”). In addition, unlike üzgün the
word çökkün is rather rarely used in the Turkish language which bears potential for additional bias.
We recommend an alternative wording for item 33 such
as “Hastalığımı düşündüğüm zaman bunalıyorum” or
“Hastalığımı düşündüğüm zaman karamsar oluyorum”
(likewise literally meaning “When I think about my illness
I get depressed“) that may be better able to discriminate
and achieve equivalence with the original questionnaire.
In our study, item 6—originally purported to load on
the consequence factor—was related to the timeline
acute/chronic factor. Presumably this is because of the
item’s wording used in the Turkish version (“Ciddi bir
hastalığım var”). Although the adjective ciddi means
“serious”, it is often associated with chronicity in the
context of illness. The adjective ağır (severe, serious)
may be better able to attain semantic equivalence with
the original version and should be tested in future evaluations of the Turkish version.
The intercorrelations observed between the factors of
the revised final model support the discriminant validity
of the latent dimensions and are mostly in accordance
with those reported in other studies on the IPQ-R
[8,12,14,17,18]. The largest correlations indicated that
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Table 3 Results of confirmatory factor analysis of the modified final measurement model (Model 2c: 34 items, 2 error
covariances, item 6 respecified) of the Turkish IPQ-R part II
Factors and items

λ

SE

0.92**

0.03

1: My illness will last a short time
2: My illness is likely to be permanent rather than temporary

0.95**

0.02

3: My illness will last a long time

0.96**

0.02

4: This illness will pass quickly

0.89**

0.04

5: I expect to have this illness for the rest of my life

0.96**

0.02

18: My illness will improve in time

0.76**

0.05

6: My illness is a serious condition

0.63**

0.06

7: My illness has major consequences on my life

0.58**

0.06

8: My illness does not have much effect on my life

0.49**

0.06

9: My illness strongly affects the way other see me

0.61**

0.05

10: My illness has serious financial consequences

0.71**

0.05

11: My illness causes difficulties for those who are close to me

0.79**

0.04

0.57**

0.07

0.81

Consequences

0.82

Personal Control
12: There is a lot I can do to control my illness
13: What I do can determine whether my illness gets better or worse

0.84**

0.05

14: The course of my illness depends on me

0.77**

0.07

15: Nothing I do will affect my illness

0.55**

0.09

16: I have the power to influence my illness

0.82**

0.06

21: The negative effects of my illness can be prevented by my treatment

0.63**

0.18

22: Treatment can control my illness

0.56*

0.22

23: There is nothing that can help my illness

0.48**

0.14

24: The symptoms of my illness are puzzling to me

0.61**

0.06

25: My illness has no meaning to me

0.87**

0.03

26: I don’t understand my illness

0.90**

0.03

0.63

Treatment Control

0.91

Illness Coherence

27: My illness doesn’t make any sense to me

0.90**

0.03

28: I have a clear picture or understanding of my illness

0.85**

0.04

29: The symptoms of my illness change from day to day

0.49**

0.06

30: My symptoms come and go in cycles

0.63**

0.09

32: I go through cycles in which my illness gets better and worse

0.87**

0.09

33: I get depressed when I think about my illness

0.88**

0.03

34: When I think about my illness I get upset

0.90**

0.02

35: My illness makes me feel angry

0.58**

0.05

0.61

Timeline cyclical

0.94

Emotional representations

36: My illness does not worry me

0.86**

0.03

37: My illness makes me feel anxious

0.95**

0.01

38: My illness makes me feel afraid

ρ
0.92

Timeline acute/chronic

0.89**

0.02

Error covariance between items 33 and 34

0.69**

0.09

Error covariance between items 7 and 8

0.82**

0.04

Completely standardized factor loadings, standard errors, composite reliabilities and error covariances; n = 302; Note. λ: completely standardized factor loading; SE:
standard error; ρ: composite reliability; *p < 0.01, **p < 0.001.
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Table 4 Intercorrelations between the seven latent factors of the Turkish IPQ-R part II (n = 302)
Factors

1

2

3

4

5

6

7

1. Timeline acute/chronic
2. Consequences

0.36**

3. Personal control

0.29*

0.03

4. Treatment control

0.13

0.00

0.54*

5. Illness coherence

0.13

0.03

0.29*

6. Timeline cyclical

0.31*

0.24**

0.02

0.21

7. Emotional representations

0.22**

0.46**

−0.07

−0.10

0.10
−0.08
−0.25**

0.25**

Note. *p < .01; **p < .001.

patients who perceive their treatment as effective also
hold stronger beliefs about personal abilities to control
their illness. Similarly, individuals viewing their illness as
a condition with serious consequences also show a more
intense emotional response to their illness. Both findings are in line with assumptions of the self-regulatory
model [3].
The present study has limitations. First, our results
cannot be generalized to patients with diseases other
than diabetes and cardiovascular disease. Second, the
post hoc modifications of the model that we made
guided by modification indices and theoretical considerations have to be considered an exploratory type of
analysis [10]. Thus, the changes we suggested are a starting point for further analysis that should aim to crossvalidate and confirm the revised measurement model for
other populations. Third, we are aware that a sample
size of 300 is smaller than suggested by classical rules of
thumb that are usually guided by the ratio of subjects to
model parameters [25]. However, these recommendations have to be reconsidered in light of newer simulation studies [21,29]. They show that characteristics such
as the number of indicators in the model, the number of
indicators per latent variable and the average size of factor loadings are of greater importance to attain precise
parameter estimates. Given the high factor loadings in
the present study (on average factor loadings in the
measurement model were ≥0.70) and a ratio of indicators per latent variable of at least 3:1, the estimation in
the present study can be considered robust. In order to
further support the precision of our results we conducted an additional Monte Carlo simulation using the
model estimates as population values following suggestions by Brown [10]. The results showed that with the
given sample size and missing values proportion, the
percentage of parameter and standard error bias, the degree of coverage and average values for goodness-of-fit
indices were within acceptable ranges [10,22].

Conclusion
Our study adds to current research on illness perceptions by providing a thorough examination of the factor

structure of the Turkish Revised Illness Perception
Questionnaire using confirmatory factor analysis. We
identified several misspecifications that contributed to a
poor model fit in the model proposed by the developers
of the original IPQ-R and—similar to studies on other
language adaptations of the questionnaire—some modifications had to be applied before a good model fit could
be achieved. We can confirm the observations made in
other studies on the IPQ-R that certain items are potential sources of ill-fit. The inclusion of these items should
be reconsidered in future applications of the instrument
and researchers should examine whether our reduced
set of items is stable across different populations. The
modifications we applied to the original measurement
model could serve as a starting point for further analysis.
In this respect, it must also be noted that despite the fact
that the Turkish translators of the IPQ-R used a rigorous
translation and adaptation procedure including pilot
testing [9,20], the translation remains rather literal and
applies standard rather than spoken language. Since both
aspects may reduce the questionnaire’s semantic equivalence to the original version, we recommend that the
further evaluation of the Turkish IPQ-R also comprises
a qualitative component. For instance, this may include
a think-aloud survey on the understanding, interpretation and usability of the questionnaire [30]. Similar surveys were for example conducted on the Brief IPQ [31].
Our modified 34-item model showed a good reliability
and discriminant validity and hence could be a valuable
instrument in the assessment of illness perceptions in
the Turkish health care setting, provided that the model
is confirmed in subsequent research. Given the role of
illness perceptions in clinical practice, we therefore
strongly encourage further evaluation of the questionnaire in health research and practice. The IPQ-R may be
also useful in the study of illness perceptions among
Turkish migrant populations and could help to improve
health care for this population group in different host
countries. This could address findings from health services research showing that Turkish migrant patients—
similar to other ethnic minority groups—experience
barriers to health care access and effectiveness that may
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result from culture-specific illness perceptions [32,33].
Prior to an application, however, a separate validation of
the IPQ-R in these populations is necessary [34].
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
PB developed the concept and design of the study, performed the statistical
analysis, interpreted the findings and drafted the manuscript. YYA
contributed to the development of the study design and research
instrument, trained the interviewer (ES) and helped to interpret the findings
and to write the manuscript. ES conducted the standardized interviews and
together with BS coordinated the field work. OR helped with the study
design and data interpretation and critically revised the manuscript. All
authors read and approved the final manuscript.
Acknowledgements
We acknowledge support of the publication fee by Deutsche
Forschungsgemeinschaft and the Open Access Publication Funds of Bielefeld
University. We also thank the two reviewers for their helpful remarks on a
previous version of the manuscript.
Author details
1
Department of Epidemiology & International Public Health, School of Public
Health, University of Bielefeld, Bielefeld, Germany. 225 Aralık Government
Hospital, Gaziantep, Turkey.
Received: 16 February 2012 Accepted: 4 October 2012
Published: 9 October 2012
References
1. Lubkin IM, Larsen PD: What is chronicity? In Chronic illness: Impact and
interventions. Edited by Lubkin IM, Larsen PD. Sudbury: Jones and Bartlett;
2005:1–24.
2. Leventhal H, Meyer D, Nerenez D: The common sense representation of
illness danger. In Contributions to medical psychology. Edited by Rachman S.
Oxford: Pergamon Press; 1980:7–30.
3. Leventhal H, Brisette L, Leventhal EA: The common-sense model of
self-regulation of health and illness. In The self-regulation of health and
illness behaviour. Edited by Cameron LD, Leventhal H. New York: Routledge;
2003:42–65.
4. Hagger MS, Orbell S: A meta-analytic review of the common-sense model
of illness representations. Psych Health 2003, 18:141–184.
5. Broadbent E, Ellis C, Thomas J, Gamble G, Petrie KJ: Further development
of an illness perception intervention for myocardial infarction patients:
A randomized controlled trial. J Psychosom Res 2009, 67:17–23.
6. Scharloo M, Kaptein AA: Measurement of illness perception in patients
with chronic somatic illness: A review. In Perception of health and illness.
Edited by Petrie KJ, Weinman J. Amsterdam: Harwood; 1997:103–154.
7. Weinman J, Petrie KJ, Moss-Morris R, Horne R: The illness perception
questionnaire: a new method for assessing the cognitive representation
of illness. Psych Health 1996, 11:431–445.
8. Moss-Morris R, Weinman I, Petrie KJ, Horne R, Cameron LD, Buick D: The
revised illness perception questionnaire (IPQ-R). Psych Health 2002,
17:1–16.
9. Kocaman N, Özkan M, Armay Z, Özkan S: Hastalik Algisi Ölçeginin Türkçe
uyarlamasinin geçerlilik ve güvenilirlik çalismasi [Reliability and validity
study of the Turkish adaptation of the revised Illness Perception
Questionnaire]. Anadolu Psikiyatri Dergisi 2007, 8:271–280.
10. Brown T: Confirmatory factor analysis for applied research. New York: Guilford;
2006.
11. Dempster M, McCorry NK: The factor structure of the revised illness
perception questionnaire in a population of oesophageal cancer
survivors. Psychooncology 2012, 21:524–530.
12. Hagger MS, Orbell S: A confirmatory factor analysis of the revised illness
perception questionnaire (IPQ-R) in a cervical screening context. Psych
Health 2005, 20:161–173.
13. Wittkowski A, Richards HL, Williams J, Main CJ: Factor analysis of the
revised illness perception questionnaire in adults with atopic dermatitis.
Psychol Health Med 2008, 13:346–359.

Page 8 of 8

14. Abubakari AR, Joney MC, Lauder W, Kirk A, Devendra D, Anderson J:
Psychometric properties of the revised illness perception questionnaire:
factor structure and reliability among African-origin populations with
type 2 diabetes. Int J Nurs Stud 2012, 49:672–681.
15. Chilcot J, Norton S, Wellsted D, Farrington K: The factor structure of the
revised illness perception questionnaire (IPQ-R) in end-stage renal
disease patients. Psychol Health Med 2012, 17:578–588.
16. Nicholls EE, Hill S, Foster NE: Musculoskeletal pain illness perceptions:
Factor structure of the Illness Perceptions Questionnaire-Revised. Psych
Health 2012,: [Epub ahead of print].
17. Chen SL, Tsai JC, Lee WL: Psychometric validation of the Chinese version
of the illness perception questionnaire-revised for patients with
hypertension. J Adv Nurs 2008, 64:524–534.
18. Brink E, Alsén P, Cliffordson C: Validation of the Revised Illness Perception
Questionnaire (IPQ-R) in a sample of persons recovering from
myocardial infarction – the Swedish version. Scand J Psychol 2011,
52:573–579.
19. Cabassa LJ, Lagomasino IT, Dwight-Johnson M, Hansen MC, Xie B:
Measuring Latinos’ perceptions of depression: a confirmatory factor
analysis of the illness perception questionnaire. Cultur Divers Ethnic Minor
Psychol 2008, 14:377–384.
20. Armay Z, Özkan M, Kocaman N, Özkan S: Hastalik Algisi Ölçegi’nin Kanser
Hastalarinda Türkçe Geçerlik ve Güvenirlik Çalismasi [The reliability and
validity of the Illness Perception Questionnaire in cancer patients].
Klinik Psikiyatri Dergisi 2007, 10:192–200.
21. Marsh HW, Hau KT, Balla JR, Grayson D: Is more ever too much? The
number of indicators per factor in confirmatory factor analysis. Multivar
Behav Res 1998, 33:181–220.
22. Muthén LK, Muthén BO: How to use a Monte Carlo study to decide on
sample size and determine power. Struct Equ Model 2002, 9:599–620.
23. Muthén LK, Muthén BO: Mplus User’s Guide. 5th edition. Los Angeles:
Muthén & Muthén; 2007.
24. Kline RB: Principles and practice of structural equation modeling. New York:
Guilford Press; 2005.
25. Bagozzi RP, Yi Y: On the evaluation of structural equation models. J Acad
Market Sci 1988, 16:74–94.
26. Netemeyer RG, Bearden WO, Sharma S: Scaling procedures. Issues and
applications. Thousand Oaks: Sage; 2003.
27. Minas H, Klimidis S, Tuncer C: Illness causal beliefs in Turkish immigrants.
BMC Psychiatry 2007, 7:34.
28. Önder SW: We have no microbes here: Healing practices in a Turkish Black Sea
village. Durkham: Carolina Academic Press; 2007.
29. Jackson DL: Sample size and number of parameter estimates in
maximum likelihood confirmatory factor analysis: A Monte Carlo
investigation. Struct Equ Model 2001, 8:205–223.
30. Ericsson KA, Simon H: Protocol analysis: Verbal reports as data. Cambridge:
MIT Press; 1993.
31. van Oort L, Schröder C, French DP: What do people think about when
they answer the Brief Illness Perception Questionnaire? A ‘think-aloud’
study. Br J Health Psychol 2011, 16:231–245.
32. Bäärnhielm S, Ekblad S: Turkish migrant women encountering health care
in Stockholm: a qualitative study of somatization and illness meaning.
Cult Med Psychiatry 2000, 24:431–452.
33. Brzoska P, Voigtländer S, Spallek J, Razum O: Utilization and effectiveness
of medical rehabilitation in foreign nationals residing in Germany.
Eur J Epidemiol 2010, 25:651–660.
34. Brzoska P, Razum O: Validity issues in quantitative migrant health research.
The example of illness perceptions. Frankfurt am Main: Peter Lang; 2010.
doi:10.1186/1471-2458-12-852
Cite this article as: Brzoska et al.: The factor structure of the Turkish
version of the Revised Illness Perception Questionnaire (IPQ-R) in
patients with diabetes and cardiovascular disease. BMC Public Health
2012 12:852.

