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Self-rated health and measures of functional limitation are
commonly used global indicators of morbidity.1–3 Self-rated
health is frequently reported as an overall assessment of health
status, such as excellent, good, fair or poor, or other similar
categories. For functional limitation, one frequently used
measure in Europe is ‘limiting longstanding illness’, which is
intended to focus on chronic conditions that limit an individual’s
activities. Chronic limiting illnesses require considerable health
and social resources, and, with increasing life expectancy, have
become a major public health concern. Health status monitor-
ing is therefore an important activity for which appropriate
measures are required. The two global health measures are now
used so extensively that they allow international comparisons
of morbidity prevalence,1,4–7 trends over time8–10 and of
healthy life expectancy.11–13 The usefulness of self-rated health

and limiting illness for determining population health is
therefore a focus of recent research.

Self-rated health has been shown to be a valid indicator of
health status, particularly among the elderly. Individuals with
poor health ratings tend to have higher mortality,3,14–17 poorer
physical functioning,18–23 and psychological distress22,24–27

compared to individuals rating their health as excellent or good.
Less is known about the validity of self-rated health among
younger adults, yet it is frequently used in general population
health surveys covering a broad age range, including younger
adults. For functional limitation, predominantly at older ages
the literature on measurement is extensive.28,29 Only a few
evaluation studies exist on the validity of limiting longstanding
illness,30,31 but despite this, the measure is used in surveys of a
broad age range.

In view of the current reliance on self-rated health and
limiting illness it is important to improve our understanding of
what they mean. Global health status measures may have a
different meaning for men and women, since it is commonly
assumed that women are more willing to report ill-health than
men, despite inconclusive evidence on this topic.32 It is also
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likely that the meaning of global health measures may vary
with increasing age. Studies of early adulthood are desirable to
determine whether health measures appropriate for older age
groups also apply to a relatively healthy life stage.

The main purpose of this paper is to establish whether 
self-rated health and limiting longstanding illness are useful
indicators of health status in early adulthood. The three aims
are as follows: (1) to determine whether self-rated health is asso-
ciated with other more specific diseases or health problems at
two ages (23 and 33 years); (2) to establish similar associations
for limiting illness; and (3) to examine changes in these two
global health status measures with increasing age in association
with changes in other specific diseases. We also examine whether
relationships differ by gender. Data are from a nationally repre-
sentative British birth cohort for which comprehensive health
information was obtained at ages 23 and 33.33

Methods
Study sample

The 1958 birth cohort34 originated in the Perinatal Mortality
Study of all children born in England, Wales and Scotland
during one week in March 1958. Information was collected 
on 98% of births totalling 17 414. Five follow-up studies were
conducted at ages 7, 11, 16, 23 and 33, with 11 405 subjects
included in the 33-year survey.33 Despite sample attrition, those
remaining in the study have been found to be generally repre-
sentative of the original sample.33,35 Biases were minimal in
our study, based on ages 23 and 33. To illustrate, among those
with data at age 23, 5.1% of men reported a limiting illness,
compared with 5% among those with data at both ages. The
figures for women were 4.1% and 3.9%, respectively.

Measures

Two global health measures reported at ages 23 and 33 were:
(1) self-rated health, subjects assessed their health as excellent,
good, fair or poor. Fair and poor health were combined into 
one group, which hereafter is referred to as poor-rated health;
excellent and good categories were also combined; (2) limiting
longstanding illness, respondents were asked whether they had
a longstanding illness, disability or infirmity that limits daily
activities in any way compared to people of the same age.

Several specific health problems were also examined at ages
23 and 33, including: (1) psychological distress, indicated by a
score of >4 of 15 psychological symptoms from the Malaise
Inventory,36 (2) respiratory symptoms, one or more of morning
or day/night cough or phlegm;37 (3) obesity, defined as a body
mass index (BMI, kg/m2) .30.0. Height and weight were
reported at age 23 and measured at age 33;38 (4) asthma,
indicated by past wheezing or whistling in the chest; (5)
backache, respondents reported if they ‘often’ had backache; (6)
migraine in the last year; (7) eczema in the last year; (8) 
hay fever in the last year. A further eight measures were
available for age 33 only. Respondents reported if they had ever
suffered from: (1) diabetes, (2) epilepsy, (3) cancer; or if they
had suffered in the last year from: (4) heart trouble, (5) high
blood pressure, (6) arthritis, rheumatism, or painful joints, and
for women, (7) menstrual and (8) other gynaecological problems.

Health-related behaviours included for ages 23 and 33: 
(1) smoking, defined as one cigarette/day for 12 months; 

(2) heavy alcohol consumption, .35 (women) and .50 (men)
units/week; and at age 33 only (3) ‘unhealthy’ diet, classified 
as rare or no consumption of fresh fruit in summer and raw
vegetables in winter.

Analysis

Changes in the prevalence of the specified diseases or health
problems were evaluated by a McNemar’s test, using the sample
of individuals with data at both ages 23 and 33 years, separately
for men and women. Associations between self-rated health
and limiting illness and the 16 specific health problems were
assessed by odds ratios (OR) estimated by a logistic regression
model. In a combined analysis of men and women an inter-
action term was used to test gender differences. We repeated 
the analyses adjusting for current social class to test whether 
the relationships are affected by social class. Associations were
almost identical with or without social class adjustment, and
hence we present the unadjusted results. Odds ratios were then
rank ordered separately for self-rated health and limiting long-
standing illness and the similarity in the ranks was examined
using Spearman’s correlation coefficient. The next stage of
analysis (relating to our third aim) involved an assessment of
change over time (age 23–33) in self-rated health (or limiting
illness) in association with corresponding changes in each
specific health problem. First, we classified changes in each health
measure into three categories: stable, deteriorating (health
problem at age 33, but not at 23 years), or improving (health
problem at 23 years, but not at age 33). Associations between
these changes were summarized with the Gamma measure,
which is appropriate for ordered categorical variables;39 here
ordered as deteriorating, stable and improved health status.
Finally, for pairs of health measures, we compared health
deterioration among individuals without health problems on
either measure at age 23 using a McNemar test. We estimated
the odds of health deterioration on one health measure relative
to that for another measure.

Results
Prevalence and association between health measures

Table 1 shows the prevalence of reported morbidity and health
behaviour at ages 23 and 33. With age there was a general
increase in the prevalence of health problems, especially for
obesity and asthma/wheeze. Modest changes emerged for
respiratory symptoms and, among women only, for backache.
No significant changes were found for migraine, hay fever and
psychological distress for men. The only significant decrease 
in prevalence was for psychological distress among women.
Decreases in the prevalence of risky health behaviours were
apparent for heavy drinking and smoking.

Self-rated health and limiting illness were strongly associated
at both ages 23 and 33, and for both sexes (Table 2). This asso-
ciation was significantly stronger for women than for men at
age 33. The OR for the global measures of health status tended
to be larger than those observed for specific health problems
(Tables 2 and 3). Nonetheless, both self-rated health and limit-
ing illness were significantly associated with all other measures,
except among men for hay fever and obesity, respectively.

For self-rated health OR are at least twofold, apart from for
hay fever and eczema, and for obesity at age 33. There were



larger OR for cancer, heart trouble and high blood pressure in
the preceding year, psychological distress and epilepsy (Table 2).
In comparison, OR for limiting illness tended to be stronger for
chronic conditions such as epilepsy, heart trouble (preceding
year), arthritis, rheumatism, painful joints and, for men, for
diabetes (Table 3). Odds ratios tended to be weaker for limiting
illness in relation to psychological distress, respiratory symptoms
and migraine. Both global health status measures were
consistent in showing weak associations with hay fever and
eczema and in showing a similar relationship at both ages. Thus,
in general, both self-rated health and limiting illness were
strongly related to serious conditions and only modestly related
to other health problems. The similar pattern of associations

was indicated by highly correlated rank ordering of OR for the
two health status measures: Spearman’s rank correlation was
0.62 (men) and 0.88 (women) at age 23; and 0.90 (men) and
0.79 (women) at age 33.

Generally, associations between the global health status
measures and specific health problems were similar for both
sexes, although exceptions for self-rated health include:
asthma/wheeze and hay fever (both at age 33); and for limiting
illness: eczema (age 23), hay fever, high blood pressure, arthritis
and painful joints, and cancer (age 33). This similar gender
pattern is summarized by Spearman’s rank correlations of 0.62
for limiting illness and 0.88 for self-rated health at age 23; and
0.80 and 0.76, respectively, at age 33.

With regard to health behaviours, self-rated health was
strongly associated both with smoking and unhealthy diets, but
no consistent association emerged for limiting illness (Tables 2
and 3). Neither global health status measure was related to
heavy alcohol consumption.

Changes in health status over time

Most subjects reported stable health status: 87% of men and
85% of women reported no change in self-rated health, and
91% and 92%, respectively, no change in limiting longstanding
illness (Table 4). Poor health status at age 23 increased the risk
of poor health status at age 33, for both global measures. For
example, the risk of limiting illness at age 33 was 32% among
men who reported a limiting illness at age 23, and only 5%
among those who did not (Table 4). As expected, the pre-
dominant change in health status was deterioration rather than
improvement: 64% of those reporting a change in self-rated
health had deteriorated; similarly for limiting illness, 60% of
those reporting a change had deteriorating health. (Identical
percentages were obtained when self-rated health was used as
a 4-category rather than dichotomous variable, although the
number of individuals changing their health status was greater
for the former.) Nonetheless, more than a third of changes in
health status were improvements (Table 4), although this varied
by health problem. Improvements were less evident for asthma,
obesity and eczema, and greater for psychological distress and
back pain (data not presented).

Change in self-rated health between ages 23 and 33 was
strongly associated with change in limiting illness (gamma 0.44
for men and 0.47 for women, P , 0.01); and to a lesser extent,
to psychological distress (gamma 0.31 for men and 0.38 for
women, P , 0.01). Significant associations were found for other
health problems, except for hay fever and among men only 
for eczema (results not shown). In contrast, fewer associations
for limiting illness were significant and effects tended to be
weaker. Changes in psychological distress (gamma of 0.29 for
men and 0.28 for women, P , 0.01) and backache (gamma of
0.22 for men and 0.15 for women, P , 0.01) showed stronger
relationships with changes in limiting illness.

Since most change involves worsening health status we
focused on individuals who did not report poor health at age 23,
and examined deterioration in self-rated health and limiting
illness in relation to that occurring for specific health problems.
First, we found that for women the risk of deterioration in self-
rated health was 3.13 times that of deterioration in limiting
illness, whilst for men the OR was 3.03. Second, the odds for
deterioration in specific health problems was larger than the
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Table 1 Prevalence (%) of ill health and health-related behaviour at
ages 23 and 33

Health and health-related
behaviour Age Men (%) Women (%)

Na 23 (6259) (6266)
33 (5550) (5723)

Poor/fair rated health 23 8.4 10.8

33 13.3 14.0

Limiting longstanding illness 23 5.1 4.1

33 6.3 6.1

Psychological distress 23 11.5 27.2

33 10.9 18.9

Respiratory symptoms >1 23 18.3 15.7

33 20.8 17.1

Obesity (BMIb .30) 23 2.3 3.1

33 10.8 12.1

Asthma/wheezing 23 8.1 10.7

33 27.6 28.2

Backache 23 14.7 23.2

33 22.1 26.4

Migraine in last year 23 8.1 20.5

33 8.0 19.7

Eczema in last year 23 3.6 7.0

33 9.9 14.1

Hay fever in last year 23 16.6 16.4

33 15.6 16.3

Diabetes 33 0.7 0.6

Epilepsy 33 1.2 1.3

Heart trouble in last year 33 0.7 0.8

High blood pressure in last year 33 2.8 4.0

Arthritis/painful joints in the last year 33 10.5 11.9

Cancer (ever) 33 0.6 2.3

Menstrual problems in last year 33 – 14.2

Other gynaecological problems, 
in last year 33 – 9.6

Health-related behaviour

Smoking 23 57.4 60.5

33 32.4 32.8

Drinking (heavy) 23 22.0 6.3

33 13.0 3.5

Unhealthy diet 33 13.4 5.3

a Numbers vary slightly for each health measure.
b Body mass index.
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odds of deterioration in limiting illness (Table 5). For example,
the risk of deterioration in BMI was twice, and backache seven
times that of a corresponding deterioration in limiting illness.
The pattern was less consistent for self-rated health, although
odds of decline for asthma/wheeze and backache were greater
by more than twofold compared with the decline in self-rated
health. In contrast, for hay fever (both sexes) and psychological
distress (men only) the risk of decline was not as large as that
observed for self-rated health. In general, trends of relative
health decline were similar for men and women (Table 5).

Discussion
A recent review summarized an extensive literature on self-
rated health.3 One of the research gaps identified was that
whilst studies of mortality are in abundance, few studies exist
on morbidity. This is an important omission because as mortality
rates decline alternative health measures are needed to monitor
population health. Self-rated health has been linked to physical
functioning,18–23 but with few exceptions,16,40 less is known

about other morbidity measures. Similarly for limiting illness,
studies on the relationship with morbidity are rare.30,31,41,42

Our investigation was designed to address this shortcoming by
assessing the relationships between these global health status
measures and specific morbidity. A second shortcoming of pre-
vious work is that it mainly concerns older population samples,
and less is known about younger age groups. It is important 
to consider the meaning of self-rated health and functional
limitation at a relatively healthy life stage, since evidence 
for other age groups may not be applicable. Serious and life-
threatening conditions are more common at older ages.
Nonetheless, these conditions also affect individuals in early
adulthood. Our study of the nationally representative 1958
cohort, followed over a 10-year period from age 23 to 33 years,
therefore contributes to the understanding of global health
status measures in an age group for which knowledge is cur-
rently poor. Also, by investigating relationships for two global
measures simultaneously in the same population, the results
indicate the extent to which the measures are distinct and the
extent to which they overlap.

Table 2 Associations between self-rated health and other health measures at ages 23 and 33, odds ratio (OR), (95% CI)

Men Women

Health measure Age OR 95% CI OR 95% CI Gender differences

Limiting longstanding illness 23 7.96 (6.21–10.20) 10.73 (8.26–13.93) ns

33 6.89 (5.49–8.65) 9.81 (7.82–12.30) P = 0.030

Psychological distress 23 5.44 (4.43–6.63) 5.53 (4.66–6.55) ns

33 4.10 (3.38–4.97) 4.80 (4.09–5.65) ns

Respiratory symptoms >1 23 3.22 (2.67–3.89) 3.77 (3.16–4.49) ns

33 3.02 (2.56–3.57) 3.20 (2.71–3.78) ns

Obesity (BMIa .30) 23 2.62 (1.69–4.05) 2.69 (1.90–3.81) ns

33 1.86 (1.49–2.31) 1.87 (1.53–2.28) ns

Asthma/wheezing 23 2.88 (2.26–3.67) 3.05 (2.50–3.73) ns

33 2.28 (1.94–2.68) 2.89 (2.48–3.37) P = 0.035

Backache 23 2.47 (2.01–3.04) 2.98 (2.52–3.51) ns

33 2.57 (2.18–3.02) 2.85 (2.45–3.33) ns

Migraine in last year 23 2.96 (2.32–3.76) 2.20 (1.85–2.62) ns

33 2.03 (1.60–2.57) 2.26 (1.92–2.67) ns

Eczema in last year 23 1.56 (1.04–2.34) 1.60 (1.22–2.10) ns

33 1.44 (1.14–1.83) 1.62 (1.34–1.97) ns

Hay fever in last year 23 1.12 (0.88–1.41) 1.47 (1.21–1.79) ns

33 0.78 (0.62–0.98) 1.33 (1.10–1.61) P < 0.001

Diabetes 33 3.45 (1.76–6.78) 3.73 (1.81–7.65) ns

Epilepsy 33 4.14 (2.47–6.92) 3.62 (2.24–5.85) ns

Heart trouble in last year 33 6.01 (3.16–11.41) 4.02 (2.22–7.31) ns

High blood pressure in last year 33 4.04 (2.89–5.65) 2.89 (2.16–3.87) ns

Arthritis/rheumatism/painful joints in last year 33 2.88 (2.35–3.52) 2.81 (2.33–3.40) ns

Cancer (ever) 33 5.18 (2.57–10.46) 2.97 (2.04–4.32) ns

Menstrual problems in last year 33 – 2.70 (2.26–3.23) n/a

Other gynaecological problems in last year 33 – 2.56 (2.08–3.15) n/a

Health-related behaviour

Smoking 23 2.25 (1.88–2.70) 2.25 (1.92–2.65) ns

33 1.99 (1.70–2.33) 2.06 (1.77–2.40) ns

Drinking (heavy) 23 1.27 (1.03–1.56) 1.08 (0.79–1.49) ns

33 1.38 (1.12–1.71) 1.30 (0.90–1.89) ns

Unhealthy diet 33 1.84 (1.51–2.24) 2.07 (1.58–2.72) ns

a Body mass index.



604 INTERNATIONAL JOURNAL OF EPIDEMIOLOGY

Three main findings emerged. First, poor health status at age
23, either for self-rated health or for limiting illness, increased
the risk of poor health as assessed by these same indicators 
10 years later. This stability of poor health status suggests that
even in early adulthood self-rated health and reported limiting
illness do not merely reflect transitory health states. The ex-
pected trend of health decline with increasing age predom-
inated, but even so, improvements in health status were also
observed. This may in part reflect adaptation or normalization,
with individuals modifying their perceptions over time on
whether they are limited in their activities. Some improvements
in health status are also likely, given that natural history studies
show symptom remission for conditions, such as epilepsy43 and
asthma/wheeze,44,45 affecting individuals in early adulthood.

Second, self-rated health and limiting illness whilst not
completely overlapping were strongly associated with each
other and with particular health problems prevalent in early
adulthood. Both self-rated health and limiting illness were more
strongly associated with serious conditions (e.g. epilepsy,

cancer, diabetes) than with less serious conditions (e.g. eczema
and hay fever), a pattern that was particularly pronounced 
for limiting illness. Self-rated health appeared to be more
consistently related to health behaviours, specifically smoking
and ‘unhealthy’ diet, than limiting illness. Associations with
heavy drinking were weaker, which may be due to the non-
linear trend in this population, whereby poor health status is
greater among both non- and heavy drinkers.46

Third, changes in self-rated health and limiting illness
appeared to mirror concurrent changes in specific morbidities
over the same period. Most importantly, the deterioration in
limiting illness corresponded to even greater deterioration 
in other conditions, such as backache and asthma/wheeze. 
This provides corroboration that limiting illness status had
deteriorated, as reporting of specific conditions is considered to
be less subjective than global health assessments.47

In general, the pattern of relationships and changes over time
was similar for men and women. This finding accords with the
limited evidence to date32,42,48,49 and supports the conclusion

Table 3 Associations between limiting longstanding illness and other health measures at ages 23 and 33, odds ratio (OR), (95% CI)

Men Women

Health measure Age OR 95% CI OR 95% CI Gender differences

Poor/fair rated health 23 7.96 (6.21–10.20) 10.73 (8.26–13.93) ns

33 6.89 (5.49–8.65) 9.81 (7.82–12.30) P = 0.030

Psychological distress 23 3.56 (2.73–4.78) 3.12 (2.41–4.05) ns

33 3.91 (3.03–5.01) 2.95 (2.35–3.71) ns

Respiratory symptoms >1 23 1.93 (1.50–2.47) 2.73 (2.08–3.59) ns

33 2.23 (1.77–2.82) 2.81 (2.23–3.55) ns

Obesity (BMIa .30) 23 1.65 (0.88–3.08) 2.36 (1.39–4.00) ns

33 1.13 (0.80–1.58) 1.64 (1.23–2.19) ns

Asthma/wheezing 23 3.29 (2.47–4.38) 3.74 (2.82–4.97) ns

33 1.88 (1.50–2.34) 1.83 (1.47–2.28) ns

Backache 23 2.35 (1.81–3.06) 2.18 (1.67–2.85) ns

33 3.59 (2.87–4.49) 2.68 (2.16–3.34) ns

Migraine in last year 23 1.76 (1.25–2.47) 1.79 (1.36–2.36) ns

33 1.93 (1.40–2.66) 2.37 (1.89–2.98) ns

Eczema in last year 23 3.01 (2.01–4.50) 1.42 (0.92–2.18) P = 0.012

33 1.93 (1.43–2.59) 1.71 (1.31–2.23) ns

Hay fever in last year 23 1.38 (1.05–1.82) 1.98 (1.49–2.63) ns

33 1.19 (0.89–1.58) 1.74 (1.36–2.25) P = 0.048

Diabetes 33 5.98 (2.95–12.12) 2.85 (1.09–7.44) ns

Epilepsy 33 9.49 (5.65–15.93) 4.74 (2.72–8.23) ns

Heart trouble in last year 33 8.64 (4.45–16.77) 5.56 (2.85–10.84) ns

High blood pressure in last year 33 5.02 (3.42–7.39) 2.63 (1.78–3.88) P = 0.021

Arthritis/rheumatism/painful joints in the last year 33 5.22 (4.10–6.63) 3.68 (2.89–4.69) P = 0.046

Cancer (ever) 33 6.66 (3.14–14.10) 1.82 (1.03–3.20) P = 0.007

Menstrual problems in the last year 33 – 2.78 (2.17–3.55) n/a

Other gynaecological problems in last year 33 – 2.43 (1.83–3.22) n/a

Health-related behaviour

Smoking 23 1.16 (0.93–1.45) 1.11 (0.86–1.43) ns

33 1.24 (0.99–1.55) 1.25 (1.00–1.56) ns

Drinking (heavy) 23 0.81 (0.60–1.08) 0.79 (0.45–1.40) ns

33 1.35 (1.00–1.80) 1.13 (0.65–1.97) ns

Unhealthy diet 33 1.48 (1.12–1.96) 1.31 (0.85–2.02) ns

a Body mass index.



that men and women appear to be assessing similar symptoms
and disease experiences when they report their health status.

With regard to specific health problems, our study is con-
sistent with previous research showing that poor-rated health is
strongly associated with global measures of physical function-
ing, including limiting illness.18,20,23,27,50,51 This provides
support for the view that perceived health status mainly reflects
an underlying disease burden.16 But this interpretation is not 
to deny that self-ratings are affected by subjective influences.
Hence, we observe an elevated risk of poor-rated health among
those with psychological distress in the 1958 cohort, which agrees
with findings reported elsewhere.22,24–27 The subjectivity of
self-rated health might be regarded as a shortcoming, but as in-
dicated on numerous occasions,52,53 physical and psychological
health are inextricably linked. The direction of association is
often uncertain, with evidence existing for both poor psycho-
logical outcomes for those with physical disabilities,54 and
conversely, for poorer physical outcomes among those with
psychological symptoms (e.g. for back pain).55,56

Men and women with poor-rated health were more likely to
be obese and more likely to smoke and have an unhealthy diet,
as shown in other studies.14,24,48,57,58 This suggests that when
individuals assess their health status they process a wide range
of information on factors relevant to their health.3 Thus, 

self-assessment will be based not just on current symptom and
ill-health experience, but on lifestyles and other characteristics
that influence the risk of morbidity and mortality. In contrast,
relationships with smoking and diet were less pronounced for
limiting illness than for self-rated health, suggesting that
individuals reporting a limiting illness focus less on the broader
range of mortality risk factors. As expected, those reporting 
a limiting illness were more likely to have specific chronic
conditions, such as heart problems, epilepsy and diabetes. This
adds to evidence from other studies in which individuals
reporting functional limitation were more likely to have heart
disease, as well as other chronic conditions, such as diabetes,
arthritis and asthma.30,31,41,42,59–61

Only a few studies exist with which we can compare our
results on the stability of health status in early adulthood.
Previous studies tend to differ in their approach.23 or focus on
the elderly.4,21,42,62–65 Changes in global health status
measures are rarely examined in relation to corresponding
changes across multiple morbidities. We find, as expected, a
decline in health status over the 10-year period examined.
Health decline is generally attributed to the biological effect of
aging, but studies of the elderly are presenting alternative
patterns.66 For example, Beckett et al.64 reported improvement
and stability in health status among some individuals. In our
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Table 4 Stability and change, age 23 to 33 in health status: self-rated health and limiting longstanding illness (%)

Age 33

Self-rated health Limiting illness

Age 23 No illness Ill health No illness Ill health

Men (n = 4674)a

No illness 3881 (90) 421 (10) 4243 (95) 201 (5)

Ill health 207 (56) 165 (44) 157 (68) 73 (32)

Women (n = 4960)a

No illness 4017 (90) 445 (10) 4526 (95) 249 (5)

Ill health 286 (57) 212 (43) 136 (74) 49 (26)

a Sample with data on both health measures at both ages.

Table 5 Health deteriorationa: odds of decline in specific health problems relative to decline in self-rated health and limiting longstanding illness

Self-rated health Limiting illness

Men Women Men Women

Odds Odds Odds Odds
Health measure ratio 95% CI ratio 95% CI ratio 95% CI ratio 95% CI

Psychological distress 0.61 (0.50–0.73) 1.11 (0.92–1.35) 1.64 (1.32–2.04) 2.50 (2.00–3.13)

Respiratory symptoms >1 1.75 (1.49–2.08) 1.16 (1.00–1.37) 4.17 (3.33–5.00) 2.70 (2.27–3.33)

Obesity (BMIb .30) 0.94 (0.80–1.10) 0.88 (0.76,1.03) 2.12 (1.49,2.56) 1.89 (1.59–2.22)

Asthma/wheezing 3.03 (2.63–3.57) 3.12 (2.70–3.57) 7.69 (6.25–9.09) 6.67 (5.56–7.69)

Backache 2.38 (2.04–2.78) 2.94 (2.50–3.45) 7.14 (5.88–9.09) 7.14 (5.56–8.33)

Migraine in last year 0.49 (0.41–0.59) 1.41 (1.19–1.64) 1.18 (0.95–1.45) 3.12 (2.56–3.70)

Eczema in last year 0.88 (0.76–1.03) 1.15 (0.99–1.33) 2.08 (1.72–2.50) 2.27 (1.92–2.70)

Hay fever in last year 0.55 (0.46–0.66) 0.62 (0.53–0.74) 1.31 (1.06–1.64) 1.41 (1.15–1.69)

a Deterioration is defined as a poor health at age 33, but not at age 23.
b Body mass index.
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study too, most, but not all, change represented health decline.
The likelihood of decline was greatest for the specific health
problems, smallest for limiting illness, and intermediate for self-
rated health. This reflects the greater stability of limiting illness
due to the chronicity of conditions reported.30,42 Reassuringly,
however, the pattern of worsening health status for the global
measures corresponds to declines in health for specific health
problems.

The general conclusion from this study is that self-rated
health and functional limitation are valid health status

measures appropriate for use in general health surveys, which
include younger as well as older age groups.
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