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The prediction of different experiences of longterm
illness: a longitudinal approach in Sweden

Nelson Blank, Finn Diderichsen

Abstract
Study objective -To analyse the role played
by socioeconomic factors and self rated
general health in the prediction of the re-
porting of severe longterm illness, and the
extent to which these factors explain social
class differences in the reporting of such
illness.
Design - Analysis of panel data from the
survey of living conditions, conducted by
Statistics Sweden over the years 1979-81
and 1986-89.
Setting - A random sample ofthe Swedish
population, interviewed in 1979-81 and
then re-interviewed in 1986-89.
Participants - A representative sample of
3889 employed Swedish people, aged 16-65
years.
Main results - Socioeconomic and in-
dividual factors predict severe longterm
illness regardless of the kind of reported
disorder from which the subject suffers.
The main predictive factor involved is
health selfrated as fair/poor, but exposure
to high physical job demands proved to be
the main explanation of the role played by
socioeconomic class. There was a sig-
nificant interaction effect between self
rated general health and physical job de-
mands with regard to the experience of
severe illness.
Conclusions - The results of the study
strengthen the hypothesis that manual
workers are not only more exposed to
causes of illness that have important in-
dividual and social consequences, but also
to the personal factors that determine
different experiences ofillness. Interaction
between these two kinds of factors (job
demands and self rated health) suggests
that socioeconomic and individual factors
play different but complementary roles in
the causal process leading to the ex-
perience of severe longterm illness.

(J7 Epidemiol Community Health 1996;50:156-161)

While disease refers to a medical view of
pathological abnormality indicated by a set of
signs and symptoms, illness refers both to a
person's feelings of pain and discomfort' and
to the psychological and social consequences
of having to bear such pain and discomfort.2
In the view of some medical anthropologists,
illness is shaped by cultural and social
characteristics, including the experience of
sickness.34 Young,3 for instance, treats sickness
as "the process through which worrisome be-
havioural and biological signs, particularly ones

originating in disease, are given socially re-
cognisable meanings, ie, they are made into
symptoms and socially significant outcomes".
This can be interpreted to mean that the actual
degree of suffering experienced by an ill person
is influenced by social context and the kind of
life disturbance caused by the illness. On these
lines, a chronic illness may be conceptualised
as an event through which the structures of
everyday life are disrupted,5 which may have
quite specific social and individual con-
sequences. For example, a back pain may be
experienced with much greater intensity by
a manual worker than a non-manual worker
because the former is more likely to experience
some restriction in his or her working capacity
as a result of that illness; in turn, this may
result in a more severe rating of the condition.
Thus, self reported morbidity seems to be re-
lated to the salience of illness,6 not only in
terms of actual feelings of distress, but also as
a result of interactions between social, psy-
chological, and environmental factors. Few
studies, however, have treated severity of illness
as an outcome variable, despite the fact that
attention has been drawn to its importance.7-'0

In an earlier study conducted by the cur-
rent authors (unpublished), a cross sectional
design was employed to compare two different
experiences oflongterm illness (severe and non-
severe) on the basis ofthe intensity offrequency
of symptoms reported. We found that lower
socioeconomic classes not only reported a
higher prevalence of longterm illness, but also
reported their illnesses as being more severe
in terms of frequency of symptoms and the
discomforts to which they gave rise. Despite
this, observed differences between severe and
non-severe illnesses in relation to the factors
covered by the earlier study (social class, job
demands, economic difficulties, social network,
and smoking daily) proved to be due to inter-
actions between these factors and other health
dimensions, such as subjective health and per-
ceived impairment of personal working cap-
acity. Most of the studied variables could,
however, be interpreted as either causes or
consequences of illness, and the cross sectional
design of the study did not permit us to draw
conclusions on causality. The confounding
effects of different diagnostic groups (of per-
sons with different diagnosed diseases) were not
examined. Nevertheless, the fact that perceived
state of health emerged as an interacting vari-
able of fundamental importance in the re-
lationship between perception of severe illness
and the studied factors makes it interesting to
examine the role of this factor more closely.
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The prediction model for severity of longterm illness.

Earlier studies have shown that health can

be self rated as poor even in the absence of any
apparent disease,7 and also that selfrated health
is a significant predictor of mortality'-''" even

in the absence of current disease.'4 Several
authors have pointed out that self rated health
combines a variety of physical and emotional
components of wellbeing'5 and life satis-
faction.'6 Thus, it is reasonable to hypothesise
that subjective health is an indicator of some of
the psychosocial factors involved in the causal
process leading to the experience of illness.
Naturally, predictors of self reported illness
include both specific causes of illness and the
stated reasons why people "feel" their illness
in different ways. While, in the previous study,
we could not distinguish between these "two
causes", making the distinction itself raises the
question ofwhether it is possible to improve our

knowledge of the relationship between social
factors, to be regarded more or less directly as

causes of illness (for example, job demands),
and the subjective factors (for example, per-
ceived state of health) that have been supposed
to have a strong association with the way a

specific illness is experienced.
Accordingly, the purposes of the present

study are to analyse the role played by a se-

lection of socioeconomic factors and also sub-
jective health (in the absence of chronic illness)
in the prediction of different experiences of
illness (severe and non-severe), and to analyse
the extent to which such factors also explain
social class differences in the reporting of se-

verity of illness. The figure illustrates our hy-
pothesis that socioeconomic and subjective
factors are inter-correlated and play both an

independent and complementary role in de-
termining the way illness is experienced. We
address the following specific questions:

Are experiences of severe and non-severe long-
term illness predicted by the factors under study?
* Do manual workers show a higher prob-
ability than non-manual workers of reporting
severe illness? If so, can this be explained by
varying prevalences ofdisorders (different diag-
nostic groups) between socioeconomic classes?
* To what extent is the predictive power of
social class with regard to severe illness ex-

plained by the factors under study?

* To what extent do these factors explain social
class differences in the severity of longterm
illness seven or eight years later?
* Is self rated general health in people with no
chronic illness a predictor of the reporting of
severe illness? If so, does it interact with socio-
economic factors in the determination of the
experience of severe illness?

Methods
This longitudinal study uses a data set from
the survey of living conditions (ULF) under-
taken by Statistics Sweden. The main purpose
of the survey is to collect individual data from
a representative sample of the Swedish popu-
lation, which can then be used for the con-
tinuous description and analysis of the
distribution of welfare. The proportion of non-
respondents is about 20%, but there are no
important differences in response rates between
genders or age groups. 7 No information is
available, however, on the socioeconomic
classes to which non-respondents belong.
Over the years 1979-81, 24 421 people aged

16-74 years were interviewed. A random sub-
sample of 9300 subjects was re-interviewed
between 1986 and 1989-that is seven to eight
years later. Those first interviewed in 1979 were
re-interviewed in 1986-87, and those in-
terviewed in 1980-81 were re-interviewed in
1988-89. The empirical base for the current
study of subjects extracted from this population
was defined in accordance with three criteria:
subjects had to be 16-65 years old at the time
of the first interview (T1); they had to be
employed during the week preceding TI; and
they did not report any longterm illness at Ti.
Altogether 3889 individuals met the inclusion
criteria (2210 men and 1769 women) and com-
prise the cohort in this study.
A measure oflongterm illness was created from

responses to a combination of questions: "Do
you suffer from any longterm disease/illness,
effects of injury, disability, or weakness?" In the
case of an affirmative response, the interviewer
inquired further: "Could you elaborate on this
a little more?", "What did the doctor say it
was?", "What part of the body is affected?".
Other questions, such as "In addition, do you
have any other longterm illness, or suffer from
the effects of injury, disability or weakness?"
and "Do you take regular medication for any-
thing else?", were included to cover conditions
not reported in response to the preceding ques-
tions. In total, 24-9% (967 people) reported at
least one illness on the second occasion of
interview (T2).
The illnesses reported were later classified

and coded by specially trained raters from Stat-
istics Sweden in accordance with the Swedish
version of the International Classification of Dis-
eases, ICD8 for 1979-8618 and ICD9 for 1987-
r%f% I

A measure of the severity of illness con-
structed using three questions on duration
("When did the illness start?"), on frequency
("How often do you suffer from the effects of
the illness?"), and intensity ("How much does
your illness bother you?"). We regarded as
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Table 1 Classification of self reported longterm illness
according to severity based on the frequency and discomfort
of symptoms (S = severe and NS= non-severe)

Discomfort Frequency

Seldom Now and then Often All the time

Minor NS NS NS NS

Moderate NS NS |-S S
Serious NS S S S
Very serious NS S S S

longterm illnesses only complaints ofmore than
three months' duration. As shown in table 1,
a composite variable was created, with two
values for severity ofillness: severe (n = 491) and
non-severe (n = 476). Subjects were regarded as

having a severe illness if any one of the illnesses
they reported fulfilled the severity criteria. The
rationale for constructing the measure in this
way lay in our presumption that the intensity
and frequency of reported illness reflect the
importance such illness has for the individual.
Thus, for example, a discomfort that is per-

ceived as only moderate but occurs frequently
is regarded as being sufficiently serious to dis-
turb the person's everyday life in some way,

and is therefore regarded as severe.

Three variables were analysed as potential
background confounders: (1) gender, (2) age

(16-39 or 40-65) and (3) immigrant status
(born in Sweden or not born in Sweden). A
measure of socioeconomic class at Ti was used
- comparing "manual workers" with "non-
manual workers" in line with the socio-
economic classification generally used in Swe-
den.20 At T2, 638 subjects were no longer
employed, for they had either retired or become
housewives, students or self employed. A new

socioeconomic distribution was established:
those workers who had retired were classified
as non-manual or manual according to their
socioeconomic class at time of retirement; oth-
ers, namely the self employed, housewives, and
students, were grouped together as "other
classes". All analyses were performed con-

trolling for the variable "employment status"
(employed or not employed).
Four variables were treated as representing

potential exposure to severe illness.

* The variable physical job demands (high or

low) was constructed on the basis of the fol-
lowing five aspects of work: lifts heavy loads on
daily basis, monotonous working movements,
inappropriate working positions, jolts and vi-
brations, breaks into sweat on daily basis. A di-
chotomous category variable (below and above
the median) was created, with the value "high"
being attributed to physical job demands if two
or more of these conditions were met.
* Psychological job demands (high or low) were
estimated on the basis of combinations of re-

sponses to two questions: "Is your job hectic?"
and "Is your job mentally strenuous?" An affir-
mative response to either question was regarded
as sufficient for the subject to qualify as facing
high exposure to psychological job demands.
* Economic difficulties (yes or no): the re-

spondent was unable to raise a certain amount
of money (10 000 Swedish kroner) within a

week; and/or the respondent had difficulty
managing running expenses over the past year,
forcing him or her to borrow from relatives or
friends to buy food or pay the rent, to apply
for public assistance for food or rent, or to pay
the rent after the due date.
* Self rated general health (excellent/good or
fair/poor) was based on the question "How do
you judge your general state of health?"
The effect measure used in this study was

the odds ratio for severe illness; 95% confidence
intervals were calculated by means of multi-
variate logistic regression. The importance of
each factor to the explanation of differences in
the reporting of severe illness between in-
dividuals was assessed from the proportion of
the residual deviance in the full model ac-
counted for by each variable separately. This
proportion was obtained by dividing the re-
duction in deviance generated by the inclusion
of a variable in the model containing all vari-
ables (except this particular one) by the de-
viance of the full model (containing all
variables). The deviance is used to assess the
significance of independent variables when
constructing multivariate logistic regression
models.2'

In order to analyse the influence of specific
diagnoses on differences in the reporting of
severe illness between manual and non-manual
workers, we selected two rather prevalent
groups: persons suffering from locomotive dis-
orders (ICD/9 710-738) and those with cardio-
vascular disorders (ICD8: 390-458; ICD9:
390-459).

Interaction effects between variables were
evaluated as departures from the additivity of
effects (odds ratios). Such a procedure is suit-
able for testing the hypothesis that different
factors have a role to play in the same causal
step within the process that leads to the tested
outcome.22 Odds ratios corresponding to the
joint effects were calculated by means of logistic
regression, using indicator variables. Two vari-
ables representing the presence of each factor
in the absence of the other, and a third rep-
resenting the presence of both factors, were
constructed. The reference group consisted of
people unexposed to either factor. A synergy
index (SI), with 95% confidence interval, was
also calculated.23 The index indicates the
strength of interaction, and consists in the ratio
of observed effect given joint exposure to the
effect predicted for joint exposure assuming
additivity ofeffects. No interaction corresponds
to SI= 1, synergism to SI>1 and antagonism
of effects to SI< 1.24

Results
Of all reported illnesses at T2, 34-2% were dis-
orders ofthe locomotive system and 20-2% were
cardiovascular disorders. However, 73 0% of
the locomotive disorders, but only 25-6% ofthe
cardiovascular ones, were reported as severe.
This is not a surprising result: musculoskeletal
problems are likely to involve painful conditions
that limit working capacity; by contrast, cardio-
vascular disorders include a large number of
conditions, such as hypertension (64% of all
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Table 2 Odds ratios (95% CI) for locomotive and cardiovascular disorders classified as
severe for the studied variables (models derived by means of multivariate logistic regression
with persons not ill or with non-severe locomotive or cardiovascular disorders as the
reference group)

Locomotive disorders Cardiovascular disorders

40-65 years 1-72 (1-29, 2-28) 6-44 (3-34, 12-40)
Women 1-37 (1-04, 1-80)
Immigrant 1-71 (1-14, 2-51)
Manual workers 1-59 (1-15, 2-21)
Physical job demands 1-55 (1-14, 2-11) 1-92 (1-08, 3-42)
Psychological job demands -

Economic difficulties 1-38 (0 99, 1-95) 2-07 (1-02, 4 23)
Fair/poor health 4-27 (2-83, 6-45) 2-74 (1-12, 6-71)

Table 3 Odds ratio (95% CI) for severe illness, severe illness excluding locomotive
disorders and non-severe illnesses for the studied variables (models derived by means of
multivariate logistic regression with those not ill as the reference group)

Severe illness Severe illness excluding Non-severe illness
locomotive disorders

40-65 years 2-07 (1-68, 2-55) 2-37 (1-81, 3-11) 2-80 (2-30, 3-41)
Women 1-33 (1-09, 1-63) 1-33 (1-02, 1-73) -

Immigrant 1-33 (0-96, 1-84) - -

Manual workers 1-47 (1-15, 1-87) 1-33 (0.97, 1-84) 1-23 (1-01, 1-50)
Physical job demands 1-44 (1-14, 1-81) 1-35 (0 99, 1-83) -

Psychological job demands 1-30 (1-05, 1-61) 1-45 (1-09, 1-92)
Economic difficulties 1-51 (1-17, 1-95) 1-59 (1-13, 2 23) -

Fair/poor health 3-33 (2-36, 4 70) 2-62 (1-65, 4-15) 1-53 (0-98, 2-37)

cardiovascular disorders) which may not have
such an effect.

Table 2 shows that all the studied factors
(measured at T1) with the exception of high
psychological job demands predict the reporting
of locomotive disorders as severe seven/eight
years later, with manual workers having a 59%
higher probability than non-manual workers of
reporting severe illness even after controlling for
other determinants. Economic difficulties, high
physical job demands, and fair/poor health also
differentiate between severe and non-severe ill-
ness.

From table 3 we can observe that even when
locomotive disorders (49-1% of all severe ill-
nesses) are excluded from the analysis, the pat-
tern remains almost the same, with the
exception of the influence of the variable
"immigrant status". Nevertheless, only age,
manual class, and fair/poor health predict non-
severe illness. These results indicate that the
higher risk of developing a severe illness to be
found among manual workers rather than non-
manual workers may not be explained solely by
the fact that the former show a higher incidence
of disorders likely to restrict working activities.

In the light of the fact that people reporting
non-severe illnesses did not differ importantly
from those not reporting any illness in relation
to the variables studied, we decided to merge
the two categories to form the control group
for further analysis. Accordingly, in table 4 we
display the odds ratios for severe illness of
each factor after controlling for the background
variables (models I-VI) and the contribution
made by each of them to accounting for de-
viance in the full model (the model that in-
dicates all the variables under study). The full
model demonstrates the major contribution of
the variable "self rated general health". Even
after controlling for all variables, people who
rated their health as fair/poor had a 3 09 higher
probability of reporting severe illness seven/
eight years later. Furthermore, subjective health
accounted for 1-44% of the deviance in the
model, being even more important than age in
explaining variation in the reporting of severe
illness between individuals.
However, in explaining class differences rel-

ative to severe illness, exposure to high physical
job demands proved to be the more important
factor. This can be discerned by considering
the reduction in the odds ratio for manual
workers when each variable is included (see
revised models III-VI) compared with model
II where only background variables and social
class are included. In fact, we note that the
odds ratio for manual workers in the full model
is exactly the same as in model III. Although
including economic difficulties and fair/poor
health reduces the effect of social class, the
effect of these two variables is in part con-
founded by the impact of high psychological
job demands, which increases the odds ratio for
social class. High psychological job demands
prove to be a predictor of severe longterm
illness, particularly in the case of non-manual
workers.

Table 5 shows the same analysis performed
as for table 4, but with social class at TI
substituted for social class at T2. The results
are basically unchanged: high physical job de-
mands remain the main factor explaining
differences in the experience of severe illness
between manual and non-manual workers. It
is interesting to note, moreover, that "other
classes" (60-2% consisting of self employed

Table 4 Odds ratios (95% CI) for severe illness in relation to persons not ill plus those with non-severe illnesses for the studied variables, and the
contribution of each variable to the full model

Multivariate logistic models % deviance
accounted forI II III IV V VI Full model

40-65 years 1-63 1-70 1-74 1-71 1-81 1-65 1-75 1-06
(1-34, 1-97) (1-40, 2-06) (1-43, 2-11) (1-41, 2-08) (1-48, 2-21) (1-36. 2-00) (1-43, 2-15) p<0-0001Women 1-26 1-30 1-33 1-31 1-30 1-31 1-32 0-27
(1-04, 1-53) (1-07, 1-58) (1-10, 1-61) (1-08, 1-59) (1-07, 1-58) (1-08, 1-59) (1-08, 1-60) p<0-01Immigrant 1-58 1-46 1-48 1-49 1-41 1-36 1-35 0 40
(1-17, 2-15) (1-07, 1-99) (1-09, 2-02) (1-09, 2-04) (1-03, 1-93) (0-99, 1-87) (0-98, 1-85) p<0-001Manual workers 1-71 1-41 1-84 1-63 1-65 1-42 0-31

(1-40, 2-08) (1-12, 1-77) (1-50, 2-26) (1-33, 2-00) (1-35, 2-01) (1-12, 1-81) p<0005Physical job demands 1-54 1-42 0-88
(1-23, 1-93) (1-13, 1-79) p<0-0001Psychological job demands 1(443 132 0-35

(1-17, 1-77) (1-07, 1-63) p<0 05Economic difficulties 1-59 1-47 0-75
(1-25, 2-03) (1-15, 1-89) p<0-0001Fair/poor health 3-31 3-09 1-44

(2-40, 4-57) (2-23, 4-30) p<0-0001
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Table 5 Odds ratios (95% CI) for severe illness in relation to persons not ill plus those with non-severe illnesses for the studied variables, analysing
those that contnibuted to socioeconomic-class differences in severe illness at the time of the second interview (T2)

Multivariate logistic models % deviance
accounted for

I II III IV V VI Full model

40-65 years 1 56 1-43 1-47 1-44 1-53 1 41 1-51 0 49
(1 28, 1 90) (1-16, 1-76) (1-19, 1-82) (1-17, 1-77) (1-24, 1-89) (1-14, 1 74) (1 21, 1 87) p<0-001

Women 1 28 1 30 1-33 1-31 1-30 1-31 1-32 0 27
(1-05, 1-54) (1-08, 1-58) (1 10, 1-62) (1-08, 1-59) (1-07, 1-58) (1-08, 1-59) (1 08, 1 60) p<005

Immigrant 1-60 1-54 1-54 1-58 1-47 1-44 1-41 0-45
(1-17, 2 17) (1-13, 209) (1 13, 2-11) (1-15, 2 15) (1-08, 2 02) (1-05, 1-98) (1-02, 1-94) p<0-001

Not employed 1-30 1-63 1 71 1 63 1 65 1-56 1-63 0-35
(T2) (1-02, 1-66) (1-21, 2-19) (1-26, 2 30) (1-20, 2-19) (1-22, 2 22) (1-16, 2-11) (1-20, 2 22) p<001
Manual workers 1-69 1 41 1-83 1-63 1-63 1-41 0 71
(T2) (1-38, 2 07) (1-13, 1-77) (1 49, 2-25) (1-32, 2 00) (1 33, 2 00) (1-12, 1-78) p<0l0001 (2df)
Other classes 0 62 0.55 0-63 0-60 0 63 0 56
(T2) (0 38, 1-01) (0 33, 0 90) (0-38, 1-03) (0-36, 0 98) (0 39, 1 03) (0 34, 0-93)
Physical job demands 1-56 1 45 0-93

(1-25, 1.93) (1 16, 1 80) p<0-0001
Psychological job demands 1-44 1 33 0 35

(1-17, 1-77) (1 08, 1-65) p<0005
Economic difficulties 1-60 1-48 0 75

(1-26, 2 05) (1-15, 1 90) p<O-0001
Fair/poor health 3 21 2-99 1-36

(2-32, 4 44) (2-15, 4-16) p<O-0001

persons) prove to report fewer severe illnesses
than non-manual workers. The group of self
employed individuals at T2, which stemmed
from the group of employed manual and non-
manual workers at Ti, seems to be relatively
very healthy. After controlling for age, gender,
and employment status, all other groups con-
taining individuals who were no longer clas-
sified as manual or non-manual workers
reported 2-24 (1 -25-402) times as many severe
illnesses as the self employed group.

Finally, confirming the validity of the pre-
dictive model displayed in the figure, exposure
to high physical job demands shows a strong
association with fair/poor self rated health at
TI. Among people in highly physically de-
manding jobs, 6&7% rated their health as fair/
poor, in comparison with 3 9% of those fac-
ing low physical job demands (X2 =1 5678
p<O-00 1). In addition, an interaction effect was
found between physical job demands and self
rated health: the OR (95% CI) ofbeing exposed
to high physical job demands among those who
reported good health was 1L70 (138, 2 09);
the OR for fair/poor health among those not
exposed to high physical job demands was 3-06
(1 84, 5 09); and the combined effect was 6-35
(4-18, 9 65). The synergy index in this case
was 1-94 (0.94, 3 99), implying that the effect
on severe illness of being exposed to high phys-
ical job demands in combination with rating
personal health as fair/poor was 94% greater
than would have been expected on the as-
sumption of additivity of effects. No con-
founding effect was observed when controlling
for gender.

Discussion
The results of the present study clearly show
that socioeconomic and individual factors pre-
dict the reporting of severe longterm illness
regardless of kind of reported disorder. To a
lesser extent, self rated health is also a predictor
of non-severe illness. The main predictive fac-
tor that discriminates between individuals with
regard to severity of illness is health self rated
as fair/poor. However, exposure to high physical
job demands proves to be the main explanatory
factor in terms of the role played by socio-

economic class in the reporting of severe illness,
and also in terms of class differences following
the onset of illness.
Our findings concerning class differences are

in line with Lundberg's earlier study.25 Al-
though a quite different outcome measure was
employed in that study, the author dem-
onstrated that physical working conditions in
conjunction with economic hardship during
childhood, and to some extent health related
behaviours, were the most important factors in
explaining class differences in physical illness
in Sweden. Exposures to heavy physical job de-
mands are, undoubtedly, specific causes ofphys-
ical illnesses such as musculoskeletal disorders;
but in our study, the physical-job-demand factor
also predicted severe illnesses of the cardio-
vascular system. This may, however, be due to
the confounding effect of physical job demands
on other exposures, such as poor decision-lat-
itude at work,26 a characteristic that has been
associated with cardiovascular disease.27 When
interpreting socioeconomic variables as "causal
factors", however, it should be taken into ac-
count that these are often markers for a complex
set of social conditions and processes, all of
which may be causally involved.28
Although not important in explaining class

differences, self rated health and economic
difficulties were the most important factors
in predicting differences in the experiences of
severe illness between individuals. In fact, 5 0%
of the population not reporting any longterm
illness at T1 rated their health as fair/poor.
While it is possible that unreported short term
illnesses might explain part ofthis finding, other
studies have shown that self ratings of health
and reports of symptoms are not strongly as-
sociated. For example, a British study of 2500
subjects revealed that of 95% of adults who
had reported symptoms of illness over the pre-
vious 15 days, only 31% described their health
as fair/poor.29 Results from another study sug-
gest that reported healthiness is more closely
related to people's fears and beliefs concerning
disease, and to their tendency to somatize dis-
tress, than it is to clinical assessments ofmedical
status.30 Further, self rating of health has been
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described as involving relatively stable per-

ceptions over time,'3 and it is suggested that
health is viewed predominantly in psychological
terms.3' 32 There is strong evidence in the pub-
lished reports that subjective health is con-

stituted by psychosocial dimensions such as

psychological distress,33 life satisfaction and
wellbeing,'5'6 or by inadequate coping mech-
anisms for dealing with life demands.34
Although we were not able to test the extent

to which subjective health should be regarded
as a proxy for certain psychosocial variables,
one finding of our study supporting such an

interpretation is that health self rated as fair/
poor and economic difficulties are strongly re-

lated. At T1 (when unaffected by illness) 8-7%
of persons with economic difficulties reported
fair/poor health, compared with 4-2%
(p<0-001) of those without economic diffi-
culties. The experience of economic difficulties
in our study should be understood as an in-
dicator of relative deprivation (temporary or

permanent), involving economic vulnerability
and giving rise to psychological strain.35

In the light of this, the interaction found
between job demands and self rated health
strongly suggests that socioeconomic and per-

sonal factors may play different but com-

plementary roles in the causal process leading
to the experiences of severe longterm illnesses.
Mechanic and Angel36 for example, in analysing
factors associated with self reported back pain,
found that physical impairment may contribute
to depressed mood at the same time that psy-

chological distress augments the experience of
pain. Along the same lines, Turner and Noh37
showed that the physically disabled face a dra-
matically raised risk of suffering depressive
symptoms, and that the severity of their prob-
lems is conditioned significantly by degree of
function limitation and pain.
One important drawback of the current study

is that individuals were observed on only two

occasions, before and after the onset of illness.
As a result, it was not possible either to follow
possible changes over time in relation to the
variables or more precisely to differentiate be-
tween individuals with regard to the onset of
illness. Nevertheless, the longitudinal design of
the study enables us to draw certain conclusions
concerning causal relations between the studied
variables and the severity of longterm illness.
The small number of variables analysed within
the confines of the study and the relative large
residual remaining after data were fitted to the
full model suggest that other socio-economic
and personal factors must be taken into con-

sideration in further analysis.
Our results strengthen the hypothesis that

manual workers are not only more exposed to

causes of illness, such as high physical job
demands (which also have important social
consequences, such as disability or absence
from work through sickness), but are also more
exposed to psychosocial influences that interact
in some manner so as to generate illnesses
that are experienced with greater intensity and
frequency. How these two aspects interact to

produce different experiences of illness is a
new and important question that needs to be
addressed in research on health inequalities.
The study was supported in the form of grant by CAPES (Post-
Graduate Education Federal Agency-Brazil) and The Swedish
Council of Social Research.
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