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Stress and self-rated health;
comparison between 26-year old
Swedish women at intervals of twenty
years
Transition
Transition to adulthood is a
Society of today is characterized
period in life when women
by great demands on young adult encounter many conflicts, ambiwomen concerning knowledge
guities and rapidly expanding
ABSTRACT and competence as well as creati- multiple roles that can be very
In society of today there are great vity and success. Old structures
stressful and difficult to manage
demands on young women con- in working life such as stability
(8, 9). People in transition of any
cerning education, work and and safety have changed and been kind tend to be more vulnerable,
social life and also concerning replaced by flexibility with frewhich in turn may affect their
health and beauty expectations. quent reorganisations and flexible health (10). In all transitions there
The aim of this study was to com- forms of employment (1). Also in is a striving for balance in life
pare 26-year old Swedish women private life there are great
and a healthy completion of transtudied at intervals of twenty demands and expectations of suc- sition is determined by skills and
years concerning stress in daily cess. Relationships, circle of fribehaviours needed to manage the
life and self-rated health. The ends and a place to live can be
new situations or environments.
participants in 2002 (n=386) projects besides other projects to Personal, community, or societal
answered the same questionnaire reach perfection, changeable if
conditions may facilitate or conthat was used twenty years ago in not coming up to expectations.
strain the processes of healthy
a prospective population study Frustrations and feelings of insuf- transitions and the outcome. Gen(n=85). The result showed no dif- ficiency may be one reason to the der inequity is a constraint at the
ference in self-rated health bet- high level of stress and health
societal level that can influence
ween the two groups. However, problems among young adults (2, transition. Also cultural attitudes
women in 2002 reported more 3). In addition to the great
toward women’s bodies and expestress and health complaints such demands of education, work and
riences are another societal inhias exhaustion, sleep disorders, social life there are also health
bitor to a healthy transition.
restlessness and difficulty concen- and beauty expectations in a way
The focus of this study was
tration. They also reported low that differ from earlier decades.
women in the midst of transition
energy level and bad appetite. To reach perfection and to be
to adulthood growing up in the
This discomfort must be interpre- accepted many young women are same society at intervals of
ted with caution and not necessa- excessively preoccupied with
twenty years. Transition to adulrily as ill health. However, it is their bodies (4). This obsession
thood has probably always been
important to take the experience has left more and more young
stressful but the demands on
of stress in daily life and the women ill at ease with their own
women today and their life condiincrease in health complaints into bodies and thus with themselves
tions seem to have changed in a
consideration even if women (5). Slenderness has for a long
negative way as their health situatoday rate their health as good in time been a sign of beauty, but
tion has changed for the worse (1,
order to avoid lasting imbalance today it is no longer enough to
3). Environmental demands and
and thereby future diseases. lose weight. The thin body must
the conflicts they can create are
also be the well-trained and sexy among the most obvious sources
KEY WORDS: Self-rated health, body. Such beauty ideals are
of psychological stress according
stress, transition, young adult impossible for most women to
to Lazarus (11). How young
women achieve by healthy means (6).
women cope with these demands
Mass-media have great influand conflicts and the emotions
ence on body image (5,7) and
aroused by this struggle, may
their way of expose the female
influence their social functioning
body has changed radically
and physical well-being. Accorduring the last decades. In soci- ding to the Ottawa declaration
ety of today self-objectification
(12) health and ill-health is seen
has become frequent occurring,
as a consequence of a dynamic
meaning that women have inter- state of interaction between the
nalised an external view of their social and physical environment
bodies (7). This perspective has and (the milieu extern) and the
a number of negative consebody’s milieu interne, with the
quences such as reduced body
mind caught in the middle reacsatisfaction and self-esteem as
ting to this dynamic interaction.
well as depressive symptoms
In this frame of reference, illand disordered eating.
health is seen as a consequence of
Cathrine Hildingh RNT, PhD
Amir Baigi, MD, PhD
Evy Lidell RNT, PhD
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destructive environment, inadequate norms, lack of self-worth,
self-awareness and adequate
social support (13). The aim of
this study was to compare 26year old Swedish women, studied
at intervals of twenty years, concerning stress in daily life and
self-rated health.
Material and methods

Design and setting
A health survey study was performed in an urban area in the western part of Sweden with a population of 500.000 inhabitants. The
Committee for Ethics in Medical
Investigation, Göteborg University, Sweden approved the study
and the work conforms to the
provisions of the Declaration of
Helsinki in 1995. All participants
were informed in writing about
the study. They were invited to
participate in the study on a
voluntary basis and their confidentiality was guaranteed. Person
data security was taken into consideration.
Sample
Participants, all 26 year of age,
living in a city at the west coast
of Sweden were selected from a
person and address register by
systematic random sample using
the birth-dates 6, 12, 18, 24, 30
each month of the year. The survey also included women from
the same city who were 26 years
of age when they were studied in
1982 in a prospective population
study of women (14). These
women were also selected from a
person and address register by
systematic sample using the
birth-dates 6, 12, 18, 24, 30 each
month of the year.
Instruments
The participants selected in 2002
answered the same standardized
self-administered questionnaire
used in the prospective population study of Swedish women
(14). Relevant questions to the
purpose of the present study were
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Table I. Background variables of 26-year old Swedish women in 1982 and 2002. (Descriptive statistics)

1982
Cohabiting
Children
College graduated
Employed
Satisfied with work situation
Satisfaction with home and family
Satisfaction with leisure time
Satisfaction with economy

collected from the questionnaire.
Self-rated health (SRH) was measured asking «How do you experience your health?» The
response was given on a sevenpoint scale ranging from extremely good to extremely bad.
Stress in daily life was answered
with yes/no response. By use of
factor analysis the following four
factors were constructed:
Physical factors included 3 questions about sight, hearing and
memory (with a seven-point scale
ranging from extremely good to
extremely bad). Questions about
length and weight allowed calculations of body-mass index
(BMI).
Psychological factors included
14 questions about health complaints; dizziness, headache,
general tiredness, sleeping disturbances, nervousness, sweating,
difficulty in breathing, irritation,
exhaustion, difficulty concentrating, restlessness, low-spiritedness, easily crying, difficulty to
relax (with yes/no responses).
Social factors included 5 questions about home and family situation, housing, economy, friends,
and leisure time (with a sevenpoint scale ranging from extremely good to extremely bad).
Fitness included 6 questions
about energy, mood, physical
condition, appetite, self-confidence and working situation
(with a seven-point scale ranging
from extremely good to extremely bad).

2002
n
85
85
85
84
84
84
84
84

%
61.2
41.2
29.4
89.3
76.2
84.5
81.0
58.3

Mean
3.15
1.59
1.82
1.11
2.95
2.50
2.80
3.45

SD
2.80
0.50
0.86
0.31
1.35
1.41
1.19
1.51

Data collection
The questionnaire was sent by
mail to the women included in
the study. They were asked to fill
in the questionnaire and send it
back in the enclosed prepaid
envelope. If they did not answered the questionnaire they were
reminded once. Of the 595 individuals originally selected in 2002,
52 were found to have moved
from the contact address. 386 of
the remaining 543 (71%) returned
completed surveys. Eighty-five
persons (66%) had returned completed surveys in 1982.
Data analysis
Statistical package for Social Sciences (SPSS) (15) was used in
the analysis procedure.
Validity
A construct validity test was performed by means of factor analysis (16). Factors emerged with an
eigenvalue > 1, explaining 52%
of the total variance. To obtain
the best possible model, different
factor combinations were tested.
Finally, model principle components analysis with the rotation
method varimax was chosen.
This procedure resulted in the
four factors (physical factors,
psychological factors, social factors and fitness).
Reliability
The proportion of complete subquestions in each scale, related to
sub-group, was found to be

Median
1
2
2
1
3
2
3
3

n
378
382
382
369
364
378
380
381

%
63.2
18.8
56.3
68.3
67.0
86.8
77.9
55.4

accepted (0.81). The correlation
coefficient between the sub-questions and the hypothetical scale
(item internal consistency) was
above 0.40, the recommended
level according to Klein’s criterion. The correlation coefficient
between the scale (internal consistency reliability) measured using
Cronbach’s alpha exceeded 0.80
(the recommended value 0.70
according to the Nunnaly criterion (17).
Statistical methods
To study the risk of sustaining
SRH related to the four factors
we used the multiple regression
analysis. When studying stress
related to the same factors we
used the multiple logistic regression. The level of significance
was set at 5% by use of confidence intervals (CI).
Results

The sample was made up of 85
women studied in 1982 and 386
women studied in 2002. There
were no differences in marital
status, but more women in 1982
had children. In 1982, more
women were employed than in
2002 and they were also more
satisfied with their working situation. No statistical differences
between groups concerning satisfaction with home and family,
economy and leisure time were
found (Table I). There were no
differences in overweight bet-

Mean
1.37
1.81
2.54
1.32
3.53
2.28
2.89
3.54

SD
Median
0.48
1.00
0.392
2
0.544
3
0.466
1
2.75
3
1.32
2
1.31
3
1.62
3

ween the two groups. The bodymass index in 1982 and 2002
was 21.5 and 22.8 respectively
(mean value). However, more
women in 2002 reported bad
appetite (p=.005). In 2002 more
women experienced health complaints such as restlessness, irritation, difficulty concentration,
relaxing and easily crying. They
also reported exhaustion as well
as difficulty sleeping in a greater extent than did women in
1982 (Table II). Energy level
and physical condition was
lower in 2002, but no differences were found in self-confidence or mood between the
groups.
Stress in daily life
There was a statistical difference
in daily stress with higher ratings
among women in 2002 (67%)
than among women in 1982
(29%) (p<.0001). Psychological
factors was associated with stress
in 2002 (p<.0001) and in 1982
(p=.040). No significant values
were found for physical factors,
social factors or fitness.
Self-rated health (Table III)
There was no statistical difference in SRH between the two
groups of women. SRH in 1982
was dependent of psychological
factors (p<.0001) and fitness
(p=.017) and in 2002 of psychological factors (p<.0001), social
factors (p<.0001) and fitness
(p<.0001).
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and values in society which may
have had some influences on
Table II. Health complaints in Swedish women studied in 1982 and 2002.
people. This fact should be taken
(Bivariate comparisons by Chi-2 test)
into consideration when interpreting the result.
Women 1982
Women 2002
The decision to restrict the
n=85
n=386
choice of informants to 26 year
(%)
(%)
p-value
olds was based on the assumption
Headache
58
76
ns
that women of that age are in the
Tiredness
56
80
ns
midst of transition to adulthood.
Sleep disorders
14
30
0.003
According to Meleis et al. (10),
Irritability
42
65
<0.0001
transitions in human life consist
Exhaustion
21
36
0.020
of periods during which people
Difficulty concentration
19
36
0.002
tend to become more vulnerable,
which in turn may affect their
Restlessness
30
46
0.011
health. Transition to adulthood is
Easily crying
23.5
50
<0.0001
a normal process but, due to the
Difficulty relaxing
34
52
0.007
demands of society, which make
ns=not significant
it difficult to fit in, stress in daily
life and consequently ill health
may occur. During recent decades
there has been a dramatic increase in sick leave among young
Table III. Differences in self-rated health between Swedish women in 1982 and 2002.
women (1, 3), and increased
(Multiple regression analysis with beta-coefficient, p-values and 95% confidence interval)
stress has been found in women
of this age group (2, 3), perhaps
Women
n=85
Beta
p-values
95% CI
due to the fact that they find it
1982
Adj R2=0.45
difficult to cope with the
Social factors
0.050
0.053
-0.001–0.101
demands placed upon them (11).
Biological factors
-0.054
0.155
-0.129–0.021
The results of this study show
Fitness
0.068
0.017
0.012–0.123
that, in 2002, women experienced
Psychological
-0.145
0.0001
-0.217– -0.072
more stress in their daily life than
factors
women of the same age twenty
Women
n=386
years earlier. There is no doubt
2002
Adj R2=0.55
that society has changed in the
course of the last twenty years
Social factors
0.050
0.0001
0.027–0.072
and that demands on young
Biological factors
0.015
0.336
-0.016–0.046
women have increased both in
Fitness
0.097
0.0001
0.079–0.116
terms of social life and fitness
Psychological
-0.067
0.0001
-0.089– -0.045
(3–5, 7), which may lead to stress
factors
in daily life. Also demands in
relation to higher education may
be an important reason to stress.
In this study social factors were
regard to the sample size, appro- sing data, indicating that the
Discussion
ximation from ordinal to ratio
questionnaire was easy to under- not found to be predictors of
The questionnaire employed in
stress in daily life either in 1982
scale level was deemed accepstand and experienced as meathis study was also used in a
or 2002. However, they were
ningful by the informants irrestable. Normal approximation
prospective population study of
found to influence health today in
was also taken into considerapective of the time lapse betSwedish women (14) and sevecontrast to twenty years ago,
ween the two studies. It is
tion in the regression analysis.
ral other Swedish studies (18,
By choosing relevant factors,
important to take the time factor which would seem to indicate
19). However, only questions
that social factors have become
interaction between two variainto consideration when interrelevant to the present study
more important for women’s well
preting the result, as there may
bles could be observed. Variawere analysed. Factor analysis
being. No differences were found
bles with higher correlation
be variations over time, even if
was used to validate the questiin the home or family situation,
the terms used are identical.
were given priority. The
ons at ordinal scale level, which response rate was acceptable,
financial situation, housing or leiAlso the population growth and
may be questioned, as the varia- both in the prospective study
sure time between the two groups
varying circumstances during
bles in the analysis were not
the period 1982–2002 may have of women. However, there was a
(66%) and in the present study
ratio scales. However, with
(71%), and there were few miscontributed to changes in society difference in satisfaction with the
VÅRD I NORDEN 3/2006. PUBL. NO. 81 VOL. 26 NO. 3 PP 30–33

employment situation, which
received lower ratings in 2002.
According to Edlund and Stattin
(20) working life has changed a
great deal since the 1980s, and
they consider that there is a link
between health problems and
working life. Edlund and Stattin
(20) drew attention to a particular
group of people, who they termed
«healthy people with complaints», a term that might be suitable for the women in this study
as well. Despite more stress and
complaints, such as general tiredness, poor appetite, irritability,
difficulty concentrating and lowspiritedness in women in 2002,
there was no difference in SRH
between the two groups. In both
1982 and 2002, over 70% rated
their health as good. This raises
questions about the meaning of
health complaints in women
today. Do they experience a kind
of general discomfort leading to
health complaints, but not so serious that they rate their health as
poor? Perhaps they are reacting to
something intangible in their life
situation that lies in the interaction between the external milieu
and the body’s internal milieu.
On the other hand, it may well be
that women today are more worried about themselves and thus
more inclined to express health
complaints. Perhaps it is more
normal to talk openly about problems and failings today than it
was twenty years ago, which
could lead to misconceptions
about ill-health among young
women today. However, when
viewing health as a kind of
balance or harmony in the human
being and world system, it is
necessary to look at the whole
person and his or her life situation (13). Imbalance in systems
will always have consequences,
and health may be put at risk.
Therefore, it is important to take
the increase in health complaints
among young women into consideration, even if they rate their
health as good, in order to avoid
lasting imbalance and thereby

future diseases. It is well known
that cardiovascular diseases, for
instance, are developed over a
long period, which makes it
extremely important to pay attention to young women and their
complaints in order to try to prevent such diseases. Young women
in the midst of transition, who
express health complaints to such
a great extent as those in this
study, are in need of support.
According to Meleis et al. (10),
transitions are very relevant to
nursing, as nurses meet people at
all stages of life under many different circumstances. In order to
understand the experience of
young women during transition, it
is necessary to identify the personal and environmental conditions
that facilitate or hinder progress
towards achieving a healthy transition. Identifying process indicators
that reveal whether young women
are moving in the direction of
health or towards vulnerability and
risk, permits early assessment and
intervention by nurses and other
health professionals, in order to
ensure healthy outcomes.
Conclusion

This study reveals that there are no
statistical differences in self-rated
health among 26- year old women
growing up in the same society at
intervals of twenty years. However, women today experience a
great deal of health problems and
stress in daily life, which should
be interpreted with caution and not
necessarily as ill health. Despite
the fact that women today rate
their health as good, it is important
to take the increase in complaints
into consideration in order to
avoid long term imbalance and
thereby future disease.
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