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The Prevalence of 
Self-Reported Health
Problems in Male and
Female Dutch Adolescents

Public health is commonly described not by indicators of health but

rather by indicators of the absence of health, namely morbidity and

mortality. The absence of health and health problems of several groups

in the population are strongly divergent. The prevalence and incidence

of many health problems are both age-specific and gender-specific

(Gijsbers van Wijk et al 1992). Reliable and valid information concern-

ing the health status of specific groups in the population therefore

needs at least age-specific indicators and measures.

This paper describes the prevalence of several health problems for one

specific age group, the adolescents. Despite a growing interest in ado-

lescent health, much remains unknown about the pattern of health

problems in adolescence. This paper is a contribution to an understand-

ing of experienced health problems in adolescence, and has two main

aims. Firstly, drawing on data from a cohort of adolescents in the

Netherlands, we describe the results on self-reported health problems

in adolescence, in terms of physical health, psychosocial health and

chronic illnesses. Secondly, we examine differences between male and

female adolescents, because several studies have shown enormous dif-

ferences in health between these two groups (Sweeting 1995).

Before exploring these two questions, we begin by giving a broad

overview of some theoretical issues with respect to the concepts of

health and health measurement. Firstly, we shall give some general

remarks, and subsequently we shall focus on health and health meas-

urement in adolescence.
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Health and health measurement

For some considerable time, researchers and policy makers have been

discussing about the concept of health and, in particular, the question

of how to measure health. This discussion has found concrete shape in

several review books (Antonovsky 1987, European Commission 1996,

Ruwaard & Kramers 1997). Each of these review books starts with an

introduction to the concepts of health and illness, with three elements in

common.

Firstly, the multidimensionality of the concept of health is stressed,

expressed in the WHO definition "Health is a state of complete physi-

cal, mental and social well-being, and not merely the absence of disease

or infirmity" (WHO 1977). Secondly, the distinction is drawn between

three dimensions of the absence of health: disease (medical), illness

(subjective) and sickness (social) (Heuvel van den 1974). These three

dimensions are interrelated: disease can lead to illness and illness can

subsequently be followed by sickness. The other way round is also pos-

sible, and no disease can be diagnosed in case of illness or sickness.

Eight combinations are possible with these three dimensions, represent-

ing different situations. Thirdly, the introductions of the review books

focus on the difference between positive and negative health concepts.

One can observe that the overall attention shifts from a negative health

concept towards a positive one, and from risks towards protectors. This

shift also manifests itself in health promotion by changing the focus

from attempting to reduce risk behaviour towards encouraging beha-

viour that protects health.

Principles of ordering are essential in operationalising the concepts

regarding health indicators. These principles are mostly implicitly for-

mulated in the review books. One review book, as an exception, pays a

lot of attention to these principles of ordering (Ruwaard & Kramers

1997). The authors combine two principles of ordering by their choice

of health indicators. At first, three considerations restricted their choice

of indicators. The first consideration concerns the importance of the

aspect of health at population level. The second consideration concerns

both positive and negative angles of approach. The third consideration

concerns the availability of valid data.

Besides these three considerations, the second principle of ordering

contains eleven quantitative criteria which select specific diseases and

ill health, based on their impact on morbidity and/or mortality.

Examples for these criteria are those diseases that are responsible for

more than 2% of the total mortality, avoidable (consequences of) dis-

eases and ill health by means of primary and secondary prevention,
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and expensive diseases and ill health in the context of health care costs.

One can argue whether or not these ordering principles, explicitly

focusing on the population as a whole, are suitable for dealing with one

specific age group, in our study, adolescents. 

Health and health measurement in adolescence

In several countries, governmental policies are calling for a major

national effort to develop a well-validated instrument for assessing the

health of young people (US Congress 1991, WRR 1992, NHS 1995).

According to Raphael et al (1996), this interest is growing because, in

contrast to other age groups, mortality and morbidity rates for adoles-

cents in Western countries have increased in the past few decades.

Both policy makers and researchers agree that the concepts underlying

health status in adolescence differ from those for adults (Starfield et al

1993, Raphael et al 1996). However, the development of a suitable

health measurement instrument and a health profile for adolescents is

still in its infancy. In the Netherlands, Bun et al (1996) assessed a study

among experts in the field of youth health care. They consulted 29

experts to find out which aspects of health are relevant for inclusion in

a health profile of adolescents. Their conclusion was that aspects of

psychological health, lifestyle and environment are found to be more

relevant for a health profile than aspects of physical health.

Palentien and Hurrelmann (1995) consider psychosomatic, psychoso-

cial and chronic illnesses as the most relevant health measures for the

young generation. A commonly applied central aspect in the concept of

health among adolescents is �̀development' (Starfield et al 1993,

Starfield et al 1996, Raphael et al 1996, King et al 1996).

Besides this agreement regarding different health concepts for adults

and adolescents, major discrepancies exist in the point of departure

concerning the health of adolescents. On the one hand, there is the

assumption that adolescence and health are almost synonymous.

According to Spruijt-Metz (1996), "adolescence is generally a time of

radiant health and well-being, and the approaching years bear the

promise of the greatest physical strength to be achieved during the life

span". Macintyre (1988) also endorsed this point of departure.

Adolescents are very healthy and need therefore suitable health mea-

sures. On the other hand, many researchers emphasized that the tradi-

tional view of healthy adolescents is denied by various empirical

studies (Starfield et al 1993, Palentien et al 1995, West & Sweeting

1996). West and Sweeting (1996), for example, found, contrary to the
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assumption of healthiness, high levels of poor physical and mental

health in youth. The evidence accumulating from a number of studies

about the level of health problems experienced by young people stands

in marked contrast to the assumption of youthful healthiness.

Methods

Procedure and respondents
Data were collected in 1994 and 1995 as a part of a study on social

inequality and health in adolescence. For this study purpose, data were

assessed concerning the socioeconomic status of both the respondent

and his or her parents, the health behaviour and the health of the

respondent. The data collection was done in co-operation with four

Public Health Services in the four northern provinces of the

Netherlands, one Public Health Service from each province. In these

areas, a random sample was drawn of 18 secondary schools, encom-

passing the four educational levels of the regular Dutch secondary

school system. Our aim was to acquire 500 respondents from each of

the four educational levels. Two of the 18 schools approached refused

to co-operate. To complement the desired sample size, an additional

sample was drawn from two areas, one school per area. Eventually,

1984 of the total sample (N=2090) of fourth-grade scholars filled out a

questionnaire. This represents a response rate of 95%. The respondents

(51.6% male and 48.4% female; mean age 16.2 years) completed the

questionnaire at school, in their classrooms, under the guidance of a

field worker.

Measurements of (the absence of) health 
The data were assessed by means of a self-report questionnaire, which

included the following measurements of (the absence of) health.

Self-reported health was measured by means of one question in which

the respondents were asked to rate their health. There were five possi-

ble answers: "excellent", "very good", "good", "fairly good", or "bad".

From international and national literature it is known that this question

has a high predictive value for morbidity and mortality over long

periods (Kaplan et al 1988). A Dutch follow-up study over a period of

10 years shows a strong relation between self-reported health and

mortality (Bosma et al 1991, Appels et al 1996).

Experienced health complaints were measured by the Questionnaire for

the Assessment of Subjective Health (Dirken 1967, Dutch abbreviation:

VOEG). This questionnaire shows a valid and reliable picture of the

Health in Adolescence

1

2

jol.qxd  28-04-98 19:26  Page /28



current health status, expressed in physical health complaints (Furer et

al 1995). In the present study we used the shortened 13-item version of

the VOEG (Jansen & Sikkel 1981). Both the prevalences of the 13 sep-

arate VOEG items and the sumscore of the VOEG, varying from 0 to 13,

are examined.

Psychological health was measured by the 12-item version of the

General Health Questionnaire (GHQ, Koeter & Ormel 1991). The GHQ

is a self-report questionnaire consisting of statements about aspects of

well-being, such as worries, tension or sleep loss. A salient point of the

GHQ is that the respondent is his or her own reference. With each state-

ment, the current status of the respondent (over the past four weeks) is

compared with his or her 'normal' status by one of four responses. 

We used a binary score (range 0-12), which permitted the identification

of 'cases'. Scores of three or more were deemed to be 'cases' (West et al

1990), that is, a level of symptomatology of potential clinical relevance.

Two subscales of the RAND-36 were used to measure vitality and men-

tal health (Zee van der & Sanderman 1993). The four items of the vital-

ity scale concern feelings of energy and fatigue. The scale of mental

health has 5 items representing feelings of depression and nervousness.

The respondents were asked to evaluate their feelings over the past

four weeks. The scores were transformed following the prescribed for-

mula (range 0-100). A higher score indicates a better health status.

Chronic illness was assessed by means of a questionnaire based on the

Health Interview Survey of the Central Bureau for Statistics (CBS 1994).

The questionnaire in the present study provides a selection of eleven

chronic illnesses which are most prevalent in adolescence. The respon-

dents were asked whether or not they suffered from any of the eleven

chronic illnesses; per illness they could mark a 'yes' or a 'no'. 

We examined both the prevalences of the separate chronic illnesses and

also the distribution of a dichotomization of the eleven chronic ill-

nesses: none versus one or more chronic illness.

Analysis
The analyses were all done by using the statistical software package

SPSS/PC+. Two different analyses were used to test the distribution of

the health measurements between the male and female adolescents. The

first analysis is a Chi-square test, done for the categorical variables, i.c.

the self-rated health variable, �̀ cases' of the GHQ, and the dichotomised

variable for one or more chronic illnesses. The second analysis used is

the analysis of variance. This analysis was used for the continuous

health measurements: the mean sumscore of the VOEG, vitality and

mental health.
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Results

Table 1 shows the answering patterns of both male and female adoles-

cents concerning their self-rated health. Their answering pattern is sta-

tistically significantly different. Males more often report their health as

being excellent and very good, while females more often report their

health as being good and fairly good. A very small percentage of both

male and female report their health as being bad.

Self-rated health, percentages per category for males and females

eexxcceelllleenntt vveerryy ggoooodd ffaaiirrllyy bbaadd PP22 ddff pp
ggoooodd ggoooodd

total 21.7 31.5 39.2 6.9 0.7

male 27.3 35.1 32.4 4.3 0.9

female 15.8 27.7 46.3 9.7 0.5 85.21 4 0.000

Some of the percentages of adolescents reporting health complaints are

remarkably high (Table 2). Especially the items concerning tiredness

have high prevalences: 43.5% of the adolescents often feels tired and

44.6% of them generally gets up in the morning feeling tired and

unrested. Also, headaches and backache were reported by a significant

group of adolescents. For twelve of the thirteen physical complaints, the

ratio between females and males is disadvantageous to the females.

Females twice as often report, for example, that they get tired sooner

than they consider to be normal, that they often feel dizzy, and that

they often have headaches.

The disadvantageous ratio of females, concerning the prevalence of

health complaints, is also expressed by the mean VOEG score (Table 2).

Females report a mean of 4.62 health complaints and males 3.02. 

This difference between the sexes is statistically significant. Overall,

the picture of the number of health complaints is not one of 

healthiness. 

Only a minority of both sexes report no physical health complaint at all.

Even more remarkable than the high levels of experienced physical

health complaints are the high levels of psychological morbidity mea-

sured by the GHQ. Table 3 shows the rates of caseness for males and

females, respectively 22% and 44%. The difference between males and

females is statistically significant. Further investigation of the potential

cases shows that three items of the GHQ are most responsible for �being

a case, namely �̀been feeling unhappy or depressed', �̀ felt constantly
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under strain' and �̀ lost much sleep over worry'. Of the potential cases,

respectively 73.3%, 71.7%, and 61.6% scored for these three items.

Also with respect to the other measures used for psychological health,

vitality and mental health, we found differences for males and females.

Females report lower levels of vitality and mental health (Table 4).

Percentage of GHQ cases (> 3) for males and females

%% PP22 ddff pp

total 33.1

male 22.3

female 44.4 106.31 1 0.000

Experienced health complaints from the Questionnaire for Assessment
of Subjective Health (Dutch abbreviation VOEG) for males and females

% �yes�
ttoottaall mmaallee ffeemmaallee ff//mm

NN==11998844 NN==11002233 NN==996611 rraattiioo

Does your stomach often feel full and bloated? 25.6 19.6 32.0 1.6

Do you get short of breath easily? 21.0 15.0 27.4 1.8

Do you often have pains in the chest or heart region? 25.1 21.2 29.2 1.4

Do your bones or muscles ever ache? 23.8 20.7 27.1 1.3

Do you often feel tired? 43.5 33.5 54.1 1.6

Do you often have headaches? 35.8 24.2 48.0 2.0

Are you often troubled by backache? 32.9 26.1 40.3 1.5

Is your stomach regularly upset? 18.8 14.3 23.7 1.7

Do your arms and legs often go dead or get

pins-and-needles? 32.0 33.0 30.8 0.9

Do you get tired sooner than you would

consider normal? 23.5 15.0 32.4 2.2

Do you often feel dizzy? 26.2 17.2 35.7 2.1

Do you often feel listless? 28.8 22.4 35.6 1.6

Do you generally get up feeling tired and

unrested in the morning? 44.6 42.3 47.1 1.1

ttoottaall mmaallee ffeemmaallee FF

mean # complaints 3.80 3.02 4.62 168.1*

median 3.00 3.00 3.00

sd 2.84 2.46 2.97

*p < .000

Table 2
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Mean score vitality and mental health for males and females

mmeeaann mmeeddiiaann ssdd rraannggee NN FF pp

vitality

total 58.53 60.00 18.51 0-100 1973

male 62.57 66.67 17.23 0-100 1014

female 54.25 53.33 18.13 0-100 959 109.24 0.000

mental health

total 68.23 70.00 16.39 0-100 1973

male 72.10 75.00 14.86 5-100 1014

female 64.14 65.00 16.93 0-100 959 123.73 0.000

Finally, we examined the prevalences reported for chronic illnesses. As

we can see in Table 5, three chronic illnesses have a prevalence higher

than 10 percent: asthma, skin disease and eczema, and hayfever. These

three chronic illnesses are the top three for both males and females. The

top three are followed by another set of three chronic illnesses with a

prevalence of about 5 percent: migraine, inflammation of frontal sinus,

and chronic back complaints. The other five chronic illnesses listed

have a prevalence of 1 percent or lower.

The differences in reported prevalences between males and females are

mostly disadvantageous to the females. For chronic back complaints

and epilepsy, females report a prevalence as much as three times higher

than that of males. One must take into account that for epilepsy the

prevalences are relatively low, so a prevalence for females that is three

times as high is still lower than a prevalence of 1 percent. Males report

higher prevalences than females only for diabetes and rheumatoid

arthritis. Again these prevalences are relatively low.

Table 5 also shows the percentages of males and females reporting one

or more chronic illnesses. Females make statistically significant reports

of one or more chronic illnesses more often than male adolescents.

Further elaboration of the data shows that the combinations of two

chronic illnesses (n=188) are mostly found for asthma and hayfever,

asthma and skin disease (eczema), and hayfever and skin disease

(eczema), respectively 32%, 11% and 9% of all adolescents with two

chronic conditions. Of the 38 adolescents reporting three chronic ill-

nesses, 45% have asthma and hayfever and skin disease (eczema). 21%

of this group reports a combination of asthma and inflammation of

frontal sinus and hayfever.
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Chronic illnesses for males and females

% �yes'

ttoottaall mmaallee ffeemmaallee ff//mm

NN==11998844 NN==11002233 NN==996611 rraattiioo

1   asthma, COPD 12.6 11.8 13.4 1.1

2   inflammation of frontal sinus, nasal cavity 5.4 3.2 7.9 2.5

3   inflammation of the bladder 1.1 0.6 1.6 2.7

4   diabetes 0.4 0.6 0.2 0.3

5   chronic complaints of the back 4.3 2.2 6.6 3.0

6   rheumatoid arthritis 0.3 0.3 0.2 0.7

7   epilepsy 0.6 0.3 0.9 3.0

8   migraine 5.6 3.9 7.3 1.9

9   skin disease, eczema 11.0 9.8 12.3 1.3

10 haemophilia 0.3 0.0 0.6 -

11 hayfever 14.6 13.7 15.6 1.1

% prevalence one or 

more chronic illnesses

ttoottaall mmaallee ffeemmaallee PP22((ddff)) pp

37.9 32.8 43.3 23.84(1) .000

Conclusion and Discussion

We conclude that the findings of our study, together with other

research, deny the traditional assumption that adolescence and health

are synonymous. Our findings show remarkably high levels of self-

reported health problems as indicated by measures of absence of

health. Firstly, adolescents report high percentages of tiredness,

headaches and backaches. Only a minority (11.3%) of the adolescents

report no experienced health complaint at all, from the list of thirteen

health complaints. The mean of the number of experienced health com-

plaints is almost four. Secondly, high prevalences of chronic illnesses

are reported, such as asthma, hay fever and skin diseases. More than

one third of the total group reports at least one chronic illness.

Also, the psychosocial health is not at a high level for every adolescent.

One third of the total group exhibits psychological morbidity of poten-

tial clinical significance (GHQ cases). Most of this is manifested as feel-
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ings of unhappiness or depression, feelings of constant strain, and

sleeplessness because of worries. Our findings of high levels of poten-

tial cases are, however, very similar to the GHQ cases found by West

and Sweeting (1996).

Another conclusion of our study is that females report more absence of

health than males, for all health measurements used. Only for some

particular items in an instrument used is the ratio between males and

females disadvantageous to the males. Nevertheless, the overall picture

of our study is clear, namely that female adolescents have more health

problems and health complaints than male adolescents.

Some remarks can be made about our study. Firstly, one can argue that

the prevalences of absence of health in adolescents are high because of

our method of data collection. Some authors (Kooiker 1996) remark that

self-reported questionnaires overestimate the prevalences. Despite the

possibility of this overestimation, we found much support in other

studies for the view that the prevalences found in our study are not

exceptional. Not only do studies with also self-reported questionnaires

find similar results (West & Sweeting 1996), studies where both adoles-

cents and their parents are interviewed also report high prevalences

(Power & Peckham 1990, Ecob et al 1993).

Another remark from a more methodological viewpoint suggests, how-

ever, that our findings tend to be underestimations of health problems

in adolescence rather than overestimations. For it is possible that a

group of severly ill adolescents are excluded from our study, because

they do not attend regular secondary education. Especially adolescents

with a severe chronical illness may thus be excluded from our study.

A final remark concerns a second thought about our introduction con-

cerning how to measure the health of adolescents. The idea that we

need other health indicators for adolescents because of the absence of

any health problem is denied in our study. The indicators and meas-

ures used give a clear picture of the experienced health problems of

youth, both physical and psychosocial. The discussion, therefore,

should focus on the additional information needed about this age group

to complete the picture of their health. Then we should shift our focus

from the absence of health towards health-protecting issues. Self-confi-

dence, self-esteem, effective coping styles and social support are ele-

ments that can complete the picture of the (potential) health of adoles-

cents.

As stated in the introduction �̀development' is a central aspect in the

health concept of adolescents. Health policy concerning adolescents

nowadays focuses on risk behaviour as an impediment to their devel-

opment. However, our findings imply for the health policy that, for a
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substantial group of adolescents, the absence of health is also an

impediment to the development and should therefore be a target of the

health policy.
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