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Supplementary File 1

ILLNESS PERCEPTION QUESTIONNAIRE (IPQ-R) 

Name	 Date	 YOUR VIEWS ABOUT YOUR ILLNESS Listed below are a number 

of symptoms that you may or may not have experienced since your illness. Please indicate by circling Yes or No, whether 

you have experienced any of these symptoms since your illness, and whether you believe that these symptoms are related to 

your illness.

Clinical symptom
I have experienced this symptom  

since my illness
This symptom is  

related to my illness

Pain Yes/No Yes/No

Pruritus Yes/No Yes/No

Redness Yes/No Yes/No

Skin color change Yes/No Yes/No

Scaling Yes/No Yes/No

Bullous lesions Yes/No Yes/No

Lymphadenopathy Yes/No Yes/No

Weight loss Yes/No Yes/No

Fatigue Yes/No Yes/No

Hair falling Yes/No Yes/No

We are interested in your own personal views of how you now see your current illness. Please indicate how much you agree 

or disagree with the following statements about your illness by ticking the appropriate box.
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We are interested in what you consider may have been the cause of your illness. As people are very different, there is no 

correct answer for this question. We are most interested in your own views about the factors that caused your illness rather 

than what others including doctors or family may have suggested to you. Below is a list of possible causes for your illness. 

Please indicate how much you agree or disagree that they were causes for you by ticking the appropriate box.

In the table below, please list in rank-order the three most important factors that you now believe caused YOUR illness. 

You may use any of the items from the box above, or you may have additional ideas of your own. The most important 

causes for me:

1.	 _______________________________________

2.	 _______________________________________

3.	 _______________________________________


