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Introduction: Health anxiety is recognized as an important psychological factor 

influencing individuals’ perception of illness, particularly among older adults. However, 

the mechanisms underlying this relationship, especially the mediating role of bodily 

symptom vigilance, remain insufficiently explored. The present study aimed to 

investigate the role of health anxiety in illness perception, emphasizing the mediating 

effect of bodily symptom vigilance among elderly individuals attending medical clinics 

in Urmia. 

Methods: This fundamental study employed a descriptive-correlational design using 

structural equation modeling. The statistical population included individuals aged 60 

years and older who visited medical centers in Urmia in 2024. A convenience sample of 

200 participants was selected. Data were collected using the Health Anxiety Inventory, 

the Brief Illness Perception Questionnaire, and the Body Vigilance Scale. Data analysis 

was performed using SPSS and SmartPLS software.

Results: Health anxiety significantly predicted illness perception both directly (β = 

0.313, t = 5.04, p < 0.001) and indirectly through bodily symptom vigilance (β = 0.200, 

t = 4.26, p < 0.001). Health anxiety also significantly predicted bodily symptom vigilance 

(β = 0.323, t = 5.27, p < 0.001), while bodily symptom vigilance significantly predicted 

illness perception (β = 0.620, t = 10.60, p < 0.001). Model fit indices indicated an 

acceptable fit of the proposed model (SRMR = 0.089, NFI = 0.891). 

Conclusion: Health anxiety and heightened bodily vigilance play a crucial role in 

shaping illness perception among older adults. These findings highlight the importance 

of addressing psychological factors in developing mental health policies and 

interventions for the elderly population.
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Introduction 

    Aging is a phenomenon caused by biological, 

physiological, biochemical, and anatomical changes in 

the body’s cells (1). These changes gradually affect 

cellular function and, in terms of age, are defined as the 

transition beyond 60 years of age (2, 3). Aging has 

various consequences across physical, social, economic, 

familial, and psychological dimensions (4, 5). In 

examining psychological problems among older adults, 

feelings of loneliness, boredom, irritability, emptiness, 

anxiety and worry, insomnia, fatigue, and exhaustion 
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are among the most prominent issues (6). In addition, 

entering old age can trigger psychological 

consequences, including health anxiety and fear of 

illness (7). Due to their physical condition, older adults 

are at higher risk of developing illnesses and are more 

likely to experience somatic symptoms and perceive 

themselves as ill (8). Illness perception plays an 

important role in an individual’s behavior, adaptation to 

illness, self-management of the disease, and ultimately 

its outcome (9). Illness perception refers to the beliefs 

and mental images that patients hold about their illness, 

and this cognitive representation influences their 

adaptation to the disease as well as their psychological 

state and anxiety levels (10). Illness perception consists 

of five dimensions: identity (symptoms), timeline 

(duration of illness), cause, consequences/outcomes, 

and controllability /treatability (11). It also refers to the 

patient’s organized cognitive representation of their 

illness and their beliefs about different aspects of their 

new health condition (12). Based on Leventhal’s self-

regulation model, patients determine their behavioral 

and emotional responses to illness based on their 

perception of symptoms, beliefs about treatments, 

perceived impact of the illness on overall life, expected 

duration of the illness, and beliefs about controllability 

and cyclicality of the disease and its treatment (13). In 

other words, illness perception helps identify factors 

influencing adaptation to and acceptance of the disease 

(14) and is associated with patients’ quality of life (15). 

    Research shows that illness perception influences 

individuals’ self-care behaviors (16, 17). Studies have 

demonstrated that illness perception is one of the most 

important predictors of low-level adaptation outcomes, 

including social dysfunction, fatigue, anxiety, 

depression, and self-esteem (18). Furthermore, research 

indicates that illness perception has an impact on 

individuals’ mental health and psychological quality of 

life (19). In addition, a study found a significant 

relationship between illness perception, quality of life, 

and optimism in patients (20). One of the issues that 

older adults—especially those who are aware of having 

a disease or are concerned about becoming ill—struggle 

with is health anxiety (21). This is because older adults, 

due to aging and reduced immune function, often 

experience numerous thoughts and concerns about their 

health (22).  

    Health anxiety, or illness anxiety disorder, was first 

introduced in the fifth edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM) 5 under 

the category of somatic symptom disorders. Previously, 

in DSM-III and DSM-IV, it was referred to as 

hypochondriasis (23). This disorder creates a chronic, 

episodic, and recurrent condition that often begins in 

early adulthood and worsens with age, affecting men 

and women equally. Health anxiety refers to a condition 

characterized by the misinterpretation of bodily 

sensations or physical changes as signs of a serious 

illness. Individuals affected by health anxiety are 

preoccupied with the belief that they are currently 

suffering from a physical disease (24). Evidence 

suggests that health anxiety has a dimensional structure, 

ranging from the absence of concern about one’s health 

at one end to excessive anxiety about health at the other 

(25). Health anxiety differs from general anxiety 

because it involves irrational concerns that physical 

symptoms indicate the presence of a serious illness (21, 

26). Salkovskis and Warwick (27) described four 

dysfunctional health-related beliefs that are particularly 

important for understanding health anxiety: the 

likelihood of having or developing a serious illness, fear 

of illness, perceived inability to cope with illness, and 

the belief that medical services are insufficient for 

effective treatment. 

    In its severe form, health anxiety has a significant 

long-term impact on individuals’ self-rated physical and 

mental health functioning, as well as on healthcare costs 

(28). In this disorder, physical symptoms may be absent 

or very mild; therefore, the individual’s distress is not 

primarily caused by somatic symptoms, but rather by 

anxiety and worry about the causes and consequences of 

an undiagnosed illness (29-31). As a result of this 

obsessive distress, individuals may develop increased 

attention to bodily sensations, misinterpretation of 

health-related stimuli, and excessive engagement in 

health-related behaviors (32). In this context, it is 

assumed that when an individual attempt to control or 

resist unexpected bodily sensations, health-related 

frightening thoughts, and anxiety feelings, the vigilance 

required for such control paradoxically re-establishes a 

connection with the very negative experiences they are 

trying to avoid. The final outcome is a vicious cycle 

(33). Therefore, hypervigilance toward bodily 

symptoms may intensify an individual’s health anxiety. 

It may also act as a mediating factor in the relationship 

between health anxiety and illness perception, thereby 

exacerbating the deterioration of conditions in older 

adults. Research suggests that heightened bodily 

awareness, or the extent to which individuals attend to 

and perceive bodily sensations, may represent an 

important vulnerability factor for the development and 

maintenance of anxiety and depressive symptoms, and 

may also contribute to psychosomatic disorders (34-35). 

Findings indicate that bodily vigilance increases among 

individuals with depressive and anxiety disorders, as 

they tend to excessively focus on potentially threatening 

bodily cues (35, 36). Increased awareness of possible 

changes in bodily sensations enhances the likelihood of 

perceiving physiological signals as threatening, which 

may contribute to heightened fear and bodily arousal 

(37). Research further shows that individuals with high 

levels of anxiety also demonstrate elevated levels of 

vigilance (38). A review of studies on illness perception, 

health anxiety, and bodily vigilance indicates that most 

research has focused on their relationship with panic 

disorder (39), anxiety disorders (40), or multiple 

sclerosis (41), among others. However, these variables 

have been relatively neglected in older adult 

populations, despite the fact that older adults—due to 

their heightened sensitivities—may be more vulnerable 

to health anxiety and increased vigilance toward illness 

and bodily symptoms. It is evident that individuals in 

this age group are more engaged with illness and 

physical symptoms than any other group. Therefore, the 

present study aims to examine the relationship between 

health anxiety and illness perception in older adults, 

with bodily vigilance as a mediating variable. 
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Methods 

Study design 

    This study is basic research in terms of its objective 

and employs a descriptive–correlational design using 

structural equation modeling (SEM). 

Participants 

    The target population consisted of elderly individuals 

attending medical clinics in the city of Urmia in 2024. 

Due to the absence of an accurate registry or statistical 

record regarding the number of elderly individuals 

attending medical clinics in Urmia, a convenience 

sampling method was employed. Accordingly, 

participants were recruited from individuals who were 

willing to participate in the study across 12 centers, 

including four public clinics, four private clinics, and 

four psychological clinics. The sample size was 

determined based on Kline (42) guideline, a widely used 

approach in SEM studies. According to Kline’s 

guideline, the recommended sample size for structural 

equation modeling ranges from 10 to 20 participants per 

estimated parameter, resulting in an estimated sample 

size of approximately 200 to 400 participants for the 

present model. Although the upper bound of this range 

was not achieved due to practical constraints, the final 

sample size of 200 participants meets the minimum 

recommended threshold and is considered adequate for 

PLS-SEM analysis. Previous methodological research 

has indicated that PLS-SEM is suitable for studies with 

relatively smaller sample sizes and complex models, 

particularly when the primary objective is prediction 

and theory development (47). In addition, given the 

observed effect sizes and significant path coefficients, 

the statistical power of the model can be considered 

acceptable. However, future studies with larger sample 

sizes are recommended to further enhance the 

robustness of the findings (47). Participants were not 

selected based on any specific clinical diagnosis of 

health anxiety; rather, the study aimed to assess varying 

levels of health anxiety within a general elderly clinical 

population. 

Inclusion and exclusion criteria 

    Participants were included if they: provided informed 

consent; were aged 60 years or older; had the 

willingness and ability to participate voluntarily; 

possessed literacy skills to understand questionnaires; 

and had attended medical clinics in Urmia within the 

past six months; and obtained permission from their 

physician. Exclusion criteria included loss of 

willingness to cooperate at any stage and incorrect or 

incomplete responses to questionnaires, leading to data 

removal. 

    Following approval of the research proposal by the 

ethics committee and obtaining the necessary 

permissions, the research instruments were prepared, 

and the necessary coordination with medical clinics in 

Urmia was carried out. To reduce potential bias, the 

researcher was trained in standardized questionnaire 

administration procedures prior to data collection and 

analysis. Prior to data collection, the researcher was 

trained in standardized questionnaire administration 

procedures to ensure consistency across all interviews. 

Eligible participants (aged 60 years and above, willing 

to participate, and possessing basic literacy skills) were 

identified. After obtaining informed consent, the 

questionnaires were administered and collected in 

person. Given the older age groups of the participants 

and the possibility of limited literacy among some 

individuals, the questionnaires were administered 

through structured interviews conducted by the 

researcher. To minimize interviewer bias, the researcher 

followed a standardized protocol and read each item 

verbatim without interpretation or guidance. 

Participants’ responses were recorded exactly as 

expressed. In addition, efforts were made to ensure 

privacy and confidentiality during data collection in 

order to reduce social desirability bias. 

Instruments 

Health Anxiety Inventory 

    The Health Anxiety Inventory was used to assess 

health anxiety. The short form of this instrument was 

developed by Salkovskis and Warwick (25) and consists 

of 18 items. Each item includes four response options, 

each representing a declarative statement describing 

different aspects of health and illness. Respondents are 

required to select the statement that best describes their 

condition. The questionnaire comprises three main 

components: perceived likelihood of illness, negative 

consequences of illness, and general health concerns. 

The perceived likelihood of illness component is 

assessed by items 5, 6, 8, 9, 11, and 12. The negative 

consequences component includes items 13, 15, 16, 17, 

and 18. General health concerns are measured by items 

1, 2, 3, 4, 7, 10, and 14. Scoring is based on a 4-point 

scale ranging from 0 to 3 for each item, where option A 

is scored 0, option B 1, option C 2, and option D 3. 

Regarding psychometric properties, the original version 

demonstrated good reliability, with test–retest reliability 

reported at 0.90 and Cronbach’s alpha ranging from 

0.70 to 0.82. Validity was supported by a correlation of 

0.63 with the Illness Attitudes Scale (IAS) (25), while 

Abramowitz et al., (43) reported a higher validity 

coefficient of 0.94. In the Iranian version, the 

questionnaire showed satisfactory internal consistency 

with a Cronbach’s alpha of 0.87, indicating acceptable 

reliability in the local population (44). 

Illness Perception Questionnaire 

    The Brief Illness Perception Questionnaire was 

developed by Broadbent et al., (45) to assess cognitive 

and emotional representations of illness. It includes 9 

items measuring consequences, timeline, personal 

control, treatment control, identity, concern, illness 

understanding, emotional response, and causes. The first 

eight items are rated on an 11-point scale (0–10), while 

the ninth is an open-ended question about perceived 

causes. The total score is calculated by summing or 

averaging the eight scored items, ranging from 0 to 80, 

with higher scores indicating more negative illness 

perceptions. Interpretation is typically: 0–20 low, 20–60 

moderate, and above 60 high illness perception. The 
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original version showed good reliability, with 

Cronbach’s alpha of 0.80 and test–retest reliability 

between 0.42 and 0.75, along with acceptable construct 

validity across different patient groups. The Persian 

version validated, demonstrated good internal 

consistency (α = 0.87) and acceptable content and 

concurrent validity based on expert review and 

correlations with related constructs (r = 0.32–0.63) (46). 

Body Vigilance Scale 

    The Body Vigilance Scale was developed by Smith et 

al., (34) to assess the degree of attentional focus on 

internal bodily sensations. This scale consists of four 

items. The first three items assess the extent to which 

individuals attend to bodily sensations, their sensitivity 

to such sensations, and the amount of time they spend 

each day focusing on bodily processes. The fourth item 

assesses the extent to which individuals attend to 15 

specific bodily sensations, each rated on a 0–10 scale. 

Therefore, the total score ranges from 0 to 180. These 

sensations represent common somatic symptoms 

characteristic of panic attacks. Smith et al., (34) 

confirmed the construct validity of the scale and 

reported a correlation of 0.68 with the Anxiety 

Sensitivity Questionnaire. They also reported a 

Cronbach’s alpha coefficient of 0.98 for the scale, 

indicating excellent internal consistency. Since no 

validated Persian version of the Body Vigilance Scale 

was available for the target population, the instrument 

was translated into Persian using a forward–backward 

translation procedure. In addition, face validity and 

content validity were qualitatively assessed by a panel 

of experts in psychology and health psychology to 

ensure cultural and conceptual equivalence for the 

elderly population. Minor linguistic adjustments were 

made based on expert feedback to improve clarity. The 

Persian version of the Body Vigilance Scale 

demonstrated satisfactory face, content, and construct 

validity, as confirmed by university professors and 

experts. The instrument also showed excellent 

reliability, with a Cronbach’s alpha of 0.96 and 

composite reliability (CR) of 0.964, along with adequate 

convergent validity (AVE = 0.78). Discriminant validity 

was also confirmed based on the HTMT criterion, with 

all values below 0.85, indicating strong psychometric 

validity of the scale. These analyses were conducted 

using SmartPLS software. 

Statistical analysis 

    Three standardized questionnaires were administered 

in person at medical clinics in Urmia for data collection. 

To ensure accurate comprehension of the items, 

additional explanations were provided to participants 

when necessary. Descriptive statistical methods, 

including frequency, percentage, mean, standard 

deviation, and standard error, were used to summarize 

the data. Out of the initial 200 distributed 

questionnaires, all responses were complete and eligible 

for analysis; therefore, no cases were excluded due to 

missing data. No participant withdrew from the study 

after providing informed consent. In the inferential 

statistics section, the Pearson correlation coefficient and 

Partial Least Squares Structural Equation Modeling 

(PLS-SEM) were applied to test the research 

hypotheses. Statistical analyses were conducted using 

SPSS and SmartPLS software. 

Ethical considerations 

    This study was conducted in accordance with the 

Declaration of Helsinki and was approved by the Ethics 

Committee of Islamic Azad University, Urmia Branch 

(protocol code: IR.IAU.URIMA.REC.1403.003). All 

participants provided written informed consent prior to 

participation. 

Results 

Demographic characteristics 

    The descriptive statistics of the participants’ 

demographic characteristics, including education level, 

marital status, gender, and age, are presented in Table 1. 

As shown in Table 1, the majority of participants had a 

diploma or lower level of education (70%) and were 

married (92.5%). The mean age of the participants was 

76.80 years (SD = 6.46), indicating that the sample 

primarily consisted of older adults in advanced age. 

Other demographic characteristics are reported in Table 

1. The mean age of participants was 76.80 years (SD =

6.46), reflecting that the sample predominantly 

consisted of older adults in advanced stages of aging. 

Overall, the demographic profile suggests that the 

sample was largely composed of married elderly 

individuals with relatively low educational attainment. 

    The descriptive statistics for the study variables 

indicated that the mean score of health anxiety was 

38.33 (SD = 11.54), the mean score of bodily vigilance 

was 99.29 (SD = 42.21), and the mean score of illness 

perception was 42.46 (SD = 18.50). The skewness and 

kurtosis values for all study variables (health anxiety, 

bodily vigilance, and illness perception) were within the 

acceptable range of ±2, suggesting no severe deviation 

from normal distribution. Overall, the findings indicate 

that the study variables approximately follow a normal 

distribution. A more detailed assessment of the 

normality assumptions is provided in the subsequent 

section. 

   Prior to conducting structural equation modeling, 

assumptions of normality, multicollinearity, and outliers 

were examined. Normality was assessed using skewness 

and kurtosis indices, as well as the Kolmogorov–

Smirnov test. The results indicated that all study 

variables fell within acceptable ranges of skewness and 

kurtosis (± 2) and showed non-significant Kolmogorov–

Smirnov statistics (p > 0.05), suggesting no serious 

deviation from normal distribution. 

    Outlier analysis was performed through standardized 

score inspection, and no extreme outliers were identified 

that could influence the results. 

    Multicollinearity was evaluated using tolerance and 

variance inflation factor (VIF) values at both 

measurement and structural levels. The results showed 

that tolerance values were above 0.10 and VIF values 

were below the critical threshold of 10, indicating no 

multicollinearity issues among the variables. 
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    The correlation coefficients among the study 

variables are presented in Table 2. As illustrated, all 

variables demonstrate statistically significant positive 

correlations with each other at the 0.01 significance 

level. These findings indicate that health anxiety, bodily 

vigilance, and illness perception are significantly and 

positively interrelated. Accordingly, it can be concluded 

that the variables included in the model are 

meaningfully associated with one another, and the use 

of SEM is appropriate and justified. Although the 

correlation between bodily vigilance and illness 

perception was relatively high (r = 0.713), additional 

collinearity diagnostics indicated that all values were 

below the recommended threshold, confirming that 

multicollinearity was not a concern in the present model. 

    In the assessment of the measurement model, 

reliability was examined using Cronbach’s alpha, 

composite reliability (CR), and rho coefficient. The 

results are presented in Table 3. The findings indicate 

that all reliability indices for the study variables are 

within acceptable ranges. Cronbach’s alpha values 

exceeded the recommended threshold of 0.70 for all 

constructs, indicating satisfactory internal consistency. 

Similarly, rho coefficients were also above 0.70, 

confirming adequate reliability across all variables. In 

addition, CR values were higher than 0.70 for all 

constructs, further supporting the reliability of the 

measurement model. Convergent validity was 

confirmed as all constructs demonstrated Average 

Variance Extracted (AVE) values above the 

recommended threshold of 0.50, indicating that the 

constructs adequately explained more than half of the 

variance in their indicators. In addition, discriminant 

validity was assessed using the Heterotrait–Monotrait 

(HTMT) ratio, and all values were below the 

conservative threshold of 0.85, indicating satisfactory 

discriminant validity among the constructs. 

    In the assessment of the structural model, model fit 

indices were examined to evaluate the overall goodness-

of-fit. The results of the model fit indices are presented 

in Table 4, and the path coefficients are illustrated in 

Figure 1. The results indicate that the Standardized Root 

Mean Square Residual (SRMR) value was 0.089, which 

reflects an acceptable level of model fit, as values closer 

to zero indicate better fit between the model and the 

data. The squared Euclidean distance (d_ULS) was 

7.79, suggesting a small discrepancy between the 

estimated and saturated models. Similarly, the geodesic 

distance (d_G) was 4.22, indicating a satisfactory level 

of model fit. The Chi-square statistic was 5362.61, 

which is commonly used to assess overall model fit, 

where lower values indicate better model performance; 

however, this index is sensitive to sample size. Finally, 

the Normed Fit Index (NFI) was 0.891, which is slightly 

below the recommended threshold of 0.90 but still close 

to the acceptable range, indicating an acceptable but not 

optimal level of model fit. Overall, the findings suggest 

that the structural model demonstrates an acceptable 

level of fit across most indices, with the NFI being 

slightly below the ideal cutoff. Overall, the model fit 

indices indicated an acceptable but not optimal model 

fit. Specifically, SRMR was slightly above the 

recommended threshold, and NFI was marginally below 

the ideal cut-off value. Therefore, these indices should 

be interpreted with caution. 

Table 1. Demographic characteristics of the participants and descriptive statistics of age 

Variable Categories Frequency Percentage 

Education Diploma or lower 140 70%  
Associate degree / Bachelor’s degree 39 19.5% 

Master’s degree and higher 21 10.5% 

Marital status Married 185 92.5%  
Single 15 7.5% 

Gender Male 110 55%  
Female 90 45% 

Age 200 (Mean ± SD) 76.80 6.46 

Table 2. Correlation matrix of study variables 

Variables 1 2 3 

1. Health anxiety — 

2. Bodily vigilance 0.305** — 

3. Illness perception 0.497** 0.713** — 

 p < 0.01 

Table 3. Measurement model fit indices (Reliability indicators) 

Variables Cronbach’s Alpha Rho Composite reliability (CR) AVE 

Health anxiety 0.922 0.926 0.931 0.72 

Bodily vigilance 0.960 0.943 0.964 0.78 

Illness perception 0.920 0.964 0.935 0.70 
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Figure 1. Structural equation model of the relationships among health anxiety, bodily symptom vigilance, and illness 

perception 

Table 4. Structural model fit indices 

Index Value Evaluation 

SRMR 0.089 Acceptable 

d_ULS 7.79 Acceptable 

d_G 4.22 Acceptable 

Chi-Square 5362.61 Acceptable 

NFI 0.891 Near acceptable 

    The results of structural equation modeling revealed 

that all proposed hypotheses were statistically 

significant and supported by the data. Specifically, 

health anxiety demonstrated a positive and significant 

direct effect on illness perception (β = 0.313, t = 5.04, 

p < 0.001), indicating that higher levels of health 

anxiety are associated with stronger perceptions of 

illness among elderly individuals. Furthermore, bodily 

vigilance showed a strong and significant positive 

effect on illness perception (β = 0.620, t = 10.60, p < 

0.001), suggesting that increased attention to bodily 

sensations substantially enhances illness perception. In 

addition, health anxiety had a significant positive 

effect on bodily vigilance (β = 0.323, t = 5.27, p < 

0.001), confirming that individuals with higher health 

anxiety exhibit greater monitoring of bodily 

symptoms. Most importantly, the mediating role of 

bodily vigilance in the relationship between health 

anxiety and illness perception was also confirmed (β = 

0.200, t = 4.26, p < 0.001). The indirect effect was also 

supported by bootstrapped confidence intervals, which 

did not include zero, confirming the significance of the 

mediation effect. The coefficient of determination (R²) 

indicated that health anxiety and bodily vigilance 

explained a substantial proportion of variance in 

illness perception (R² = 0.56), reflecting moderate 

explanatory power. In addition, R² for bodily vigilance 

was 0.42, indicating moderate predictive accuracy of 

the model. Effect size (f²) values showed that health 

anxiety had a medium effect on bodily vigilance (f² = 

0.18), while bodily vigilance had a large effect on 

illness perception (f² = 0.42), and health anxiety had a 

small-to-medium effect on illness perception (f² = 

0.12). Overall, the results provide strong empirical 

support for all four hypotheses of the study and 

confirm the robustness of the proposed structural 

model. 
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Table 5. Structural path coefficients for direct and indirect effects (hypotheses testing) 

Hypothesis path Path 

coefficient (β) 

Standard 

deviation 

t-

value 
p Result 

Health anxiety → Illness perception 0.313 0.062 5.04 0.001 Supported 

Bodily vigilance → Illness perception 0.620 0.058 10.60 0.001 Supported 

Health anxiety → Bodily vigilance 0.323 0.061 5.27 0.001 Supported 

Health anxiety → Bodily vigilance → 

Illness perception (Indirect effect) 
0.200 0.047 4.26 0.001 Supported 

Discussion 

    This study aimed to examine the role of health 

anxiety in predicting illness perception among older 

adults. Accordingly, the first hypothesis proposed that 

health anxiety is associated with illness perception in 

elderly individuals. The findings of the present study 

indicated that health anxiety has a positive and 

significant relationship with illness perception, 

meaning that higher levels of health anxiety are 

associated with more negative and exaggerated 

perceptions of illness among older adults. This result 

suggests that elderly individuals with higher anxiety 

levels are more likely to interpret bodily sensations as 

threatening and to experience excessive concerns 

regarding their health status. 

    The findings of the present study revealed that 

health anxiety has a significant positive relationship 

with illness perception in older adults. This result is 

consistent with the theoretical assumptions of 

Leventhal’s self-regulation model (13), which 

emphasizes that individuals construct cognitive 

representations of illness based on perceived bodily 

cues, emotional responses, and health-related beliefs. 

In line with this framework, older adults with higher 

levels of health anxiety are more likely to interpret 

bodily sensations as indicators of serious disease, 

thereby forming more threatening and maladaptive 

illness representations. This finding is supported by 

prior empirical research indicating that health anxiety 

is closely associated with distorted interpretations of 

bodily sensations and exaggerated illness-related 

beliefs. For example, Fergusson-White (10) and 

Gåfvels and Wändell (11) emphasized that illness 

perception is shaped by cognitive representations such 

as symptom identity, perceived consequences, and 

controllability. Individuals with elevated health 

anxiety tend to negatively bias these cognitive 

dimensions, particularly by overestimating the severity 

and consequences of symptoms. Similarly, Salkovskis 

and Warwick (27) highlighted that dysfunctional 

beliefs about the likelihood of illness and the perceived 

inability to cope with disease are central mechanisms 

underlying health anxiety, which directly contribute to 

intensified illness perceptions. From a developmental 

perspective, this relationship may be particularly 

pronounced in older adults. As highlighted in the 

literature, aging is associated with increased physical 

vulnerability, reduced immune function, and a higher 

frequency of somatic experiences (8, 22). These age-

related changes create a context in which health-

related concerns are more easily activated and 

maintained. Consequently, older adults with 

heightened health anxiety may be more prone to 

misinterpret normal bodily changes as pathological, 

thereby reinforcing maladaptive illness perceptions 

(7). Furthermore, consistent with cognitive-behavioral 

accounts of health anxiety, individuals with elevated 

anxiety demonstrate increased attention to bodily 

sensations and a tendency toward catastrophic 

interpretation of ambiguous physical cues (25, 32). 

This hypervigilance not only intensifies emotional 

distress but also strengthens maladaptive cognitive 

schemas regarding illness identity, chronicity, and 

consequences. In this regard, the findings of the 

present study align with previous evidence showing 

that heightened health anxiety is associated with 

increased perceived vulnerability to disease and 

exaggerated interpretation of somatic symptoms (26, 

30). Additionally, this result can be understood in the 

context of the cyclical interaction between cognition, 

emotion, and bodily monitoring. As individuals 

become increasingly preoccupied with health-related 

concerns, they engage in excessive monitoring of 

bodily sensations, which paradoxically reinforces their 

perception of illness and strengthens anxiety-related 

interpretations (33). This feedback loop ultimately 

leads to a more negative and rigid illness perception, 

particularly in vulnerable populations such as older 

adults. 

    The second hypothesis of the present study 

proposed that bodily vigilance positively predicts 

illness perception in older adults. The findings 

confirmed this hypothesis, indicating that increased 

attentional focus on bodily sensations is significantly 

associated with more negative and intensified illness 

perceptions among elderly individuals. In other words, 

older adults who are more engaged in monitoring their 

internal bodily states are more likely to interpret 

normal physiological changes as signs of illness, 

which contributes to a heightened sense of 

vulnerability and a more threatening view of their 

health status. This finding can be understood in light 

of the conceptualization of illness perception as a 

cognitive representation of one’s health condition, 

which includes beliefs about symptoms, consequences, 

and controllability of disease (13). According to this 

framework, individuals construct their understanding 

of illness based on perceived bodily signals and the 

way they attend to and interpret these signals. 

Therefore, when attention is excessively directed 

toward bodily sensations, especially in a hypervigilant 

manner, the likelihood of misinterpreting benign or 

normal physical experiences as pathological increases. 
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In older adults, this process may be particularly salient. 

Aging is associated with a wide range of biological and 

physiological changes, which naturally increase the 

frequency of bodily sensations (8). These age-related 

changes can make bodily cues more noticeable and 

therefore more likely to be the focus of attention. As a 

result, elderly individuals who exhibit higher bodily 

vigilance may become more sensitive to these internal 

cues and more prone to interpreting them as indicators 

of serious illness. This heightened attentional focus 

can gradually shape a more negative cognitive 

representation of health, in which bodily sensations are 

seen as threatening rather than neutral or adaptive. 

From a psychological perspective, illness perception is 

not merely a reflection of physical condition, but rather 

a subjective and cognitively constructed process that is 

influenced by attention, interpretation, and personal 

beliefs (10). Within this context, bodily vigilance 

functions as a key cognitive mechanism that shapes 

how internal bodily information is processed. When 

individuals continuously monitor their bodily 

sensations, this sustained attention increases the 

salience of physical experiences, thereby reinforcing 

concerns about health and strengthening illness-related 

beliefs. 

    The third hypothesis proposed that health anxiety 

significantly predicts bodily vigilance in older adults. 

The findings of the present study supported this 

hypothesis, indicating that higher levels of health-

related anxiety are associated with increased 

monitoring and heightened attentional focus on bodily 

sensations. In other words, older adults with elevated 

health anxiety are more likely to engage in persistent 

scanning of their internal bodily states and to allocate 

greater cognitive attention to somatic cues, even in the 

absence of objective medical evidence. This finding is 

consistent with the conceptual understanding of health 

anxiety as a condition characterized by the 

misinterpretation of bodily sensations or physical 

changes as signs of serious illness (24). Individuals 

affected by health anxiety are preoccupied with the 

belief that they may be suffering from a physical 

disease, which leads to sustained attention toward 

bodily signals and heightened sensitivity to internal 

changes. This cognitive orientation naturally 

facilitates increased bodily vigilance, as individuals 

continuously attempt to detect possible indicators of 

illness. In older adults, this relationship may be 

particularly pronounced. Aging is associated with 

numerous physiological changes and reduced immune 

functioning, which increase the frequency and salience 

of bodily sensations (8). These changes can intensify 

health-related concerns and provide a constant source 

of bodily cues that attract attention. As a result, 

individuals with higher levels of health anxiety may be 

more likely to interpret these normal age-related 

sensations as signs of serious illness, thereby 

reinforcing continuous monitoring of the body. From a 

cognitive perspective, health anxiety is also associated 

with dysfunctional health-related beliefs, including 

overestimation of the likelihood of illness, fear of 

illness, perceived inability to cope with disease, and 

doubts about the effectiveness of medical care (27). 

These maladaptive beliefs contribute to increased 

vigilance toward bodily sensations, as individuals 

attempt to achieve certainty about their health status. 

However, this heightened focus on the body does not 

reduce anxiety; rather, it maintains and intensifies it by 

increasing awareness of bodily sensations that may 

otherwise be ignored. 

    The fourth hypothesis proposed that bodily 

vigilance mediates the relationship between health 

anxiety and illness perception in older adults. The 

findings of the present study confirmed this 

hypothesis, indicating that bodily vigilance plays a 

significant mediating role in this relationship. In other 

words, health anxiety not only exerts a direct effect on 

illness perception, but also influences illness 

perception indirectly through increased attentional 

focus on bodily sensations. This suggests that older 

adults with higher levels of health anxiety are more 

likely to engage in excessive monitoring of their bodily 

states, which in turn contributes to more negative and 

intensified perceptions of illness. This finding can be 

understood within the conceptualization of health 

anxiety as a condition characterized by the 

misinterpretation of bodily sensations or physical 

changes as signs of serious illness (24). Individuals 

with health anxiety are preoccupied with the belief that 

they are suffering from a physical disease, which 

increases their attention to internal bodily cues. This 

heightened attentional focus constitutes bodily 

vigilance, which serves as a cognitive mechanism 

through which health anxiety is translated into illness 

perception. In line with Leventhal’s self-regulation 

model, illness perception is shaped by individuals’ 

cognitive representations of symptoms, perceived 

consequences, and controllability of illness (13). 

Accordingly, when bodily sensations are continuously 

monitored and selectively attended to, they are more 

likely to be incorporated into these cognitive 

representations. In older adults, this process may be 

particularly pronounced due to age-related 

physiological changes, increased frequency of somatic 

experiences, and reduced physical resilience (8). These 

conditions make bodily sensations more salient and 

more likely to be interpreted as indicators of illness. 

    Furthermore, health anxiety involves dysfunctional 

beliefs about the likelihood of illness, fear of disease, 

perceived inability to cope with illness, and doubts 

regarding medical reassurance (27). These 

maladaptive beliefs intensify attention toward bodily 

sensations and increase the tendency to interpret 

ambiguous physical cues as threatening. As a result, 

bodily vigilance becomes a central pathway through 

which cognitive and emotional concerns about health 

are transformed into illness-related interpretations. 

Within this framework, bodily vigilance acts as a 

mediating cognitive process that links emotional 

vulnerability (health anxiety) to cognitive outcomes 

(illness perception). As individuals increasingly 

monitor their internal bodily states, they become more 

likely to detect normal physiological sensations, which 

are then interpreted through the lens of health-related 

fears.  
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Conclusion 

    The findings indicated that health anxiety had a 

significant positive effect on both bodily vigilance and 

illness perception, and bodily vigilance also 

significantly predicted illness perception. In addition, 

bodily vigilance was confirmed as a significant 

mediator in the relationship between health anxiety 

and illness perception. These results suggest that 

illness perception in older adults is shaped through 

both direct emotional-cognitive processes and indirect 

attentional mechanisms. From a theoretical 

perspective, the findings support cognitive-behavioral 

models of health anxiety, emphasizing the role of 

maladaptive beliefs and attentional bias toward bodily 

sensations. Practically, the results highlight the 

importance of targeting both health anxiety and 

excessive body monitoring in psychological 

interventions for older adults. 

Study limitations 

    This study had some limitations. The cross-sectional 

design limits causal interpretations, and the use of 

convenience sampling restricts generalizability. In 

addition, reliance on self-report measures may have 

introduced bias, and medical variables such as 

comorbidities were not controlled. In terms of practical 

implications, it is recommended that health 

professionals screen for health anxiety in the elderly 

populations and use interventions such as cognitive-

behavioral therapy to reduce maladaptive health 

beliefs and bodily hypervigilance. Future research 

should employ longitudinal designs and broader 

samples to better clarify causal relationships among 

these variables. In addition, participants were recruited 

from clinical settings without formal diagnostic 

screening for health anxiety. Therefore, the sample 

may include individuals with varying levels of health 

anxiety rather than clinically diagnosed cases, which 

should be considered when interpreting the findings. 

Furthermore, due to the use of interviewer-

administered questionnaires for some participants, the 

possibility of interviewer bias and social desirability 

bias cannot be completely ruled out. Although 

standardized administration procedures were applied 

to minimize these effects, future studies are 

recommended to use multiple trained interviewers and 

to assess inter-rater reliability. Another limitation of 

the present study is the absence of inter-rater reliability 

assessment, as data coding and analysis were 

conducted by a single researcher. 
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