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Abstract 

Family and school are the two major socialization agents for young people with important 

implications for their social, psychological and cognitive development. This thesis aimed to 

investigate the extent to which family conditions in terms of parental attachment and support 

(PAS) and school conditions in terms of participation and teacher support were associated 

with adolescents’ psychosomatic health. The thesis also explored whether school participation 

and support (SPS) could compensate for the potentially negative health implications of 

experiencing poor relational support at home. Association patterns according to gender and 

grade were also investigated. Data were derived from a classroom survey of all ninth and 

eleventh-grade students carried out in Stockholm 2006 (n=9,560). Results from linear 

regression analyses showed that both PAS and SPS were negatively associated with 

psychosomatic complaints. Gender and grade differences were also noted in respect to PAS 

and SPS as well as in the interaction between them. The study failed to find a compensatory 

function of school characteristics for less advantaged students, but modifying effects were 

nevertheless found. Students with a combination of high PAS and low SPS had worse health 

than expected, thus indicating that poor condition in school modifies the positive health effect 

of PAS in a negative way. 
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Introduction 

The assumed increase of psychosomatic health complaints among adolescents has been given 

much attention in media and in the political discourse in Sweden since the 1990s. The Royal 

Swedish Academy of Science released two literature reviews in 2010 on this topic: “The 

Mental Health of Children and Adolescents in Sweden” (Petersen, Bergström, Cederblad, 

Ivarsson, Köhler, Rydell, et al., 2010) and “School, Learning and Mental Health” 

(Gustafsson, Allodi, Westling, Alin Åkerman, Eriksson, Eriksson et al., 2010). The evidence 

in these reviews suggested that there has been an increase in psychosomatic health complaints 

among Swedish adolescents for both genders during the past decades (The Royal Swedish 

Academy of Science, 2010). Even though this statement was based on subjective reports from 

different surveys, there were also more objective indicators that pointed in the same direction, 

such as higher prevalence of in-patient care for suicide attempts (The Royal Swedish 

Academy of Science, 2010) and mental diseases (Socialstyrelsen, 2013a).  

 

Many speculations behind the statistically observed increase in psychosomatic health 

complaints among adolescents have been put forward (Socialstyrelsen, 2013a). However, the 

most valid explanations have been the high youth unemployment and the individualization in 

terms of new possibilities and demands on how to live one’s life (SOU, 2006:77). An 

alternative angle to these observations has been proposed by Lindblad and Lindgren (2009). 

In their book “The riddle of the welfare state”, they proposed that societal changes and 

increased welfare in Sweden have resulted in unrealistic expectations about life in general and 

wellbeing in particular. When young people realize that life is not as prosperous as they 

imagined, feelings of disappointment follow, which increase the risk for mental health 

complaints.  

 

There are of course many different conditions that are involved in the development of 

psychosomatic symptoms and mental illness. The family and the school are considered as the 

two major socialization agents for young people, with important implications for their social, 

psychological and cognitive development (Campbell, 1969). Inferior family attachment and 

poor support from school are considered as risk factors for the development of mental health 

problems (World Health Organization, 2005). In addition, low participation in terms of lack 

of control and insufficient ability to decide about one’s life situation has been put forward as 

harmful for health (Marmot, 2004). It is also well established within the research area of 
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sociology that social support is strongly related with mental health (Cohen & Syme, 1985; 

Berkman, Glass, Brissette & Seeman, 2000). The mechanism behind this association has been 

proposed to operate in two ways: through a main or direct effect on mental health or through a 

moderating/buffering effect on negative life events or stressful situations that could otherwise 

have developed into mental illness (Cohen & Syme, 1985).  

 

Social support has been defined as: “the sense of being someone important in the eyes of 

others, being cared for and loved, being esteemed and valued as a person, and having 

someone who will listen, understand, and help when needed” (Mirowsky & Ross, 1989, 

p.13). Social support is often divided into different types, with the most common ones being 

emotional (love and caring), appraisal (decision-making and feedback), informational 

(knowledge, advice and guidance) and instrumental (tangible and material) support (Berkman 

et al., 2000). Emotional support has been shown to be the sub-type most strongly related to 

health (Schulz & Rau, 1985). It is described as the kind of support that provides the individual 

with esteem and acceptance and where the individual is valued for his or her own worth 

regardless of difficulties and personal faults (Cohen & Syme, 1985). Parents are often seen as 

crucial providers of emotional support, while the function role of teachers is more oriented 

towards lending instrumental support (Furman & Buhrmester, 1985).  

 

Psychosomatic health complaints 

Psychosomatic health derives from the Greek doctrine of looking at health in a holistic way 

where body, mind and soul are integrated, comprising psychological, somatic as well as social 

aspects of an individual’s health  (SOU, 2010:80). Symptoms such as depression, anxiety, 

worry, sadness, sleep problem, headache and stomach ache have all been classified as 

components of the wider concept of psychosomatic disease. Health complaints in adolescence 

of this kind have been suggested to be bodily reactions to anxiety, a condition closely related 

to mental illness in early adulthood (Kinnunen, Laukkanen & Kylmä, 2010). According to the 

latest report from The National Board of Health and Welfare, 32 percent of girls reported 

worry and anxiety, and 26 percent reported sleeping difficulties. The corresponding numbers 

for boys were 14 and 16 percent (Socialstyrelsen, 2013b).  

Psychosomatic health problems during adolescence may result in both short- and long-term 

consequences. Short-term consequences include school related problems, injuries, suicide 

attempts, alcohol and substance use and premature death (Socialstyrelsen, 2013c). Long-term 
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consequences are increased risk for mental health problems to persist into adulthood 

(Cornwell, 2003; The Mental Health Foundation, 2004; SOU, 2006:77) 

with negative consequences such as lower education, problems with labour market 

establishment and family formation (The Mental Health Foundation, 2004; SOU, 2006:77). 

 

Parental attachment and support  

Social support can be seen as beginning already in infancy through the attachment bond 

between parent and child. This bond is seen as crucial for the child’s wellbeing and 

considered as the primitive base for all social relations later in life (Boyce, 1985). The well-

established theory of attachment was developed by the British psychologist John Bowlby in 

the 1950s (Bowlby, 1977). The theory refers to the importance of an intimate relationship 

between the child and the parent. A healthy attachment bond is characterized by love, feelings 

of security, protection and a caring environment. Bowlby (1977) maintained that mental 

illness in adolescents or adulthood could be attributed to a disturbance or deviation during the 

development of attachment. He further claimed that the attachment between child and parent 

impacts on how children deal with emotions in relation to others and on the development of 

their behaviour and identity (Bowlby, 1977), as well as on the development of their social, 

cognitive, and emotional skills during upbringing (Moretti & Peled, 2004). A distrusting 

attachment bond between the infant and the parent has been suggested to reduce the 

development of connectedness to other people later in life (Milkman & Wanberg, 2012).  

 

Furthermore, the attachment bond is seen as an essential source of orientation throughout the 

life course (Bowlby, 1977; Raja, McGee & Stanton, 1992), something which has also been 

empirically demonstrated in studies by Raja et al (1992) and Raudino, Fergusson and 

Horwood (2013). Raja et al. (1992) showed that low parental attachment among adolescents is 

associated with higher levels of mental illness in terms of depression, conduct problems and 

experiences of negative life events. A longitudinal study also recently found that the quality of 

the parent-adolescent attachment is important for mental health in adulthood (Raudino et al., 

2013).  

 

The period of adolescence is recognized as a time of change and development of functioning, 

where social support and healthy relationships are of great importance to make the transition 

into adulthood easier (Cornwell, 2003). This transition has been shown to be partly 

responsible for the increased risk of mental illness during adolescence, and therefore loss of 
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social support during this stage in life is considered as traumatizing (Cornwell, 2003). At the 

same time, the attachment bond during this phase is in a state of transformation, with the 

adolescent striving for autonomy and parents searching for new ways of supporting their 

children (Moretti & Peled, 2004). Adolescents with strong attachment to their parents are less 

likely to engage in health risk behaviour such as alcohol abuse and substance use. They also 

have a lower risk for mental health problems in terms of anxiety, depression and aggression 

(Moretti & Peled, 2004). Even though peers and significant others become more important 

during adolescence (Moretti & Peled, 2004), social support from parents (Malecki & 

Demaray, 2003) and the family as a whole is still of great significance for adolescents mental 

wellbeing (Burt, Cohen & Bjorck, 1988).  

 

Previous research has studied the association between parental social support and mental 

health with various study designs, in different populations, and in relation to various 

outcomes, demonstrating relatively consistent findings (Meehan, Durlak & Bryant, 1993; 

Cornwell, 2003; Brolin Låftman & Östberg, 2006; Stewart & Suldo, 2011; Khatib, Bhui & 

Stansfeld, 2013). One study examined different sources of social support with both positive 

and negative mental health outcomes. The results showed that parental support, in comparison 

with support from teachers and classmates, had the strongest predictive power on symptoms 

of psychopathology and life satisfaction, although both teacher and classmate support 

predicted adolescents’ mental health as well (Stewart & Suldo, 2011). A recent prospective 

study investigated whether parental support was linked to later psychological and depressive 

symptoms among British students. The results showed that low parental social support was 

associated with depressive symptoms, but not with psychological distresses (Khatib et al., 

2013). In addition, a study based on Swedish data showed that adolescents who reported low 

social support from, and strained relations with, their parents had a higher risk for 

psychosomatic complaints (Brolin Låftman & Östberg, 2006).  

 

Cornwell (2003) studied parental social support in a different manner, by investigating how 

social support as a dynamic process in terms of decay, staticity and growth affected 

depression in adolescents. It was concluded that especially decay, but also growth, of parental 

support had larger effects on depression over time than a consistently low or high level of 

support. While most studies in this field of research have focused on the negative relation 

between poor social support and mental health problems, Meehan et al. (1993) instead 
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focused on the positive health implications of social support and concluded that it increased 

subjective wellbeing and perceived control over life events.  

 

In sum, theories investigating the importance of parent-child attachment and parental support 

during upbringing indicate that these social bonds play a crucial role for children’s and 

adolescents’ psychological wellbeing. Moreover, numerous empirical studies investigating 

both parental attachment and mental health (Raja et al., 1992; Raudino et al., 2013) and 

parental support and mental health (Meehan et al., 1993; Cornwell, 2003; Brolin Låftman & 

Östberg, 2006; Stewart & Suldo, 2011; Khatib et al., 2013), have largely confirmed that this 

indeed seems to be the case.  

 

School participation and support  

It has been shown that young people with unsecure attachment to parents, possibly through 

their lower self-perception and poorer social competence than other children, also have 

greater difficulties to maintain social relations with their teachers (Hamre & Pianta, 2001). 

Since school is a place where children and adolescents spend a large part of their awake time, 

it seems reasonable to assume that the social environment offered is of important for students’ 

wellbeing as well. There is indeed plenty of evidence showing that school support, in 

particular when received from teachers, is important for students’ mental wellbeing 

(Fredriksen & Rhodes, 2004). Support from teachers has, in fact, been found to be a vital 

component for students’ academic success and functioning (Suldo, Friedrich, White, Farmer, 

Minch & Michalowski, 2009) as well as for several other positive school outcomes such as 

attendance, hours studied, school satisfaction- and engagement, self-efficacy and grades 

(Rosenfeld, Richman & Bowen, 2000).  

 

Based on a review on the topic, Eccles and Roeser (2011) assert that adolescents who feel that 

“teachers care” have both a better self-esteem and a greater sense of belonging at school. 

Another review concluded that a high level of support from teachers is associated with higher 

school achievement, better self-esteem and lower levels of depressive symptoms (Thapa, 

Cohen, Guffey & Higgins-D’Alessandro, 2013). Thus while negative exposures, such as 

school failure, stress-related school tasks and negative experience with teachers, tend to 

induce mental health problems, positive feedback and praise instead tend to stimulate 

students’ motivation, self-esteem and wellbeing (Gustafsson et al., 2010).  
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The effects of the school’s quality for students’ attainment and behaviour have been studied 

by the British psychiatrist Michael Rutter and his colleagues since the 1970s (Rutter & 

Maughan, 2002). In the book “Fifteen Thousand Hours: Secondary Schools and Their Effects 

on Children”, Rutter and his co-authors described the characteristics of the so-called effective 

schools as a strong school ethos, a good teacher-student relationship, and a pedagogy that 

focuses on clear goals, high expectations and feedback to the students regarding their school 

performance (Rutter, Maughan, Mortimore, & Ouston, 1979). Based on their empirical 

studies, it was found that some educational environments were more successful than others in 

terms of introducing adolescents into adulthood, and in the way that the school managed to 

counteract negative effects of external factors (e.g. negative experience from home). Another 

important finding was that school environments characterized by rewards and praise were 

more productive compared to harsh and disciplinary school environments. Further, positive 

school influences had benefits both for advantaged and disadvantaged students. These were in 

fact the findings that gave rise to the concept of effective schools (Rutter et al., 1979; Rutter 

& Maughan, 2002). 

 

School participation is a relatively new concept based on ideas about democracy and fostering 

children to become responsible and independent individuals (National Healthy School 

Standard, 2004). The Convention on the Rights of the Child from 1989 has contributed to the 

emergence of this concept by stating that every child has the right to have a say in things that 

affect their life (Rudduck & Flutter, 2000; De Ro´iste, Kelly, Molcho, Gavin & Gabhainn, 

2012). Participation refers to listening to and involving students in school life as well as to 

value their opinions and give them control over their learning environment (National Healthy 

School Standard, 2004). School participation has proved to be of great importance for several 

outcomes, for instance better school achievements, good teacher-student relations, more 

harmonized school culture and environment, reduced prevalence of bullying and inequality as 

well as better discipline and behaviour (National Healthy School Standard, 2004). Several 

studies have also found that indicators of school participation are positively associated with 

students’ mental health (Modin & Östberg, 2009; Gustafsson et al., 2010; De Ro´iste et al., 

2012).   

 

The relationship with teachers has been shown to be of particular importance in facilitating 

student participation (Rudduck & Flutter, 2000). Teachers who encourage students to have an 

opinion enable an environment that supports students’ learning and competencies (Rudduck & 
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Flutter, 2000). In addition, positive teacher characteristics have been shown to play an 

important role for student health (Konu, Lintonen & Rimpelä, 2002; Modin & Östberg, 2009; 

Bergh, Hagquist & Starrin, 2010). Moreover, teachers can serve as important sources of 

support for adolescents during times of self-struggling or when the relationships to their 

parents and peers are problematic (Fredriksen & Rhodes, 2004). They can also function as a 

source of motivation to reach the school goals and boost self-confidence (Gustafsson et al., 

2010). Conversely, unfair treatment by teachers can result in detrimental effects, not only for 

the exposed student, but also for the entire class, through loss of their trust and motivation. 

Finally, while most studies in this area of research have established an association between 

school support and mental health, at least one study exists showing that social support from 

teachers is unrelated to adolescent depression (Ellonen, Kääiänen & Autio, 2008).  

 

In sum, theories and empirical research investigating the importance of school participation in 

general as well as support from teachers in particular, show that the support offered by 

schools is of major importance for adolescents’ mental wellbeing. It is also important for 

developing and maintaining psychological wellbeing through factors such as self-esteem, 

motivation and health-promoting behaviours. 

 

Gender differences  

It is well known that girls report more psychosomatic health complaints compared to boys and 

that this gender gap increases as children turn into adolescents and young adults (Hauglund, 

Wold, Stevenson, Aaroe & Woynarowska, 2001; Kinnunen et al., 2010; The Royal Swedish 

Academy of Science, 2010). During childhood, boys and girls seem to have relatively 

equivalent health status (SOU, 2010:80). It is not until girls enter the early stage of puberty 

that their health disadvantages in relation to boys, in terms of self-reports, becomes evident. 

Men’s psychosomatic health complaints also increase in their 20s, but this tendency is even 

more pronounced among women (SOU, 2010:80). There is no unambiguous explanation 

behind the gender differences in self-reported health complaints (SOU, 2006:77; SOU:80, 

2010). Researchers have suggested biological mechanisms such as hormone differences and 

sex-differences in development processes (Hauglund et al., 2001) as possible explanations in 

the production of these health differences. In a different vein of research, however, structural 

conditions are instead focused upon, stating that society’s social constructions of gender is the 

source from which these health disparities origin (SOU, 2006:77; SOU, 2010:80). 
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Gender differences have also been distinguished in relation to parental attachment. In the 

theory “the feminine orientation towards relationships”, Gilligan (as cited in Colby & Damon 

1983) claimed that girls tend to report a higher degree of attachment compared to boys, which 

led her to propose that biological differences cause girls to become more relation-oriented, 

and that this quality makes it easier for them to establish social relations compared to boys, 

who instead become more individualistic by nature. Gender differences have also been found 

in perceived parental support. An Icelandic study found that girls on average receive more 

support and feel more connected to parents compared to boys (Kristjánsson & Sigfúsdóttir, 

2009).    

 

Research has also indicated gender differences in the association between school support and 

students’ wellbeing, with girls’ life satisfaction being more negatively affected by poor 

school-related social support than boys’ (Danielsen, Samdal, Hetland & Wold, 2009). A 

mixed-method study showed that emotional and instrumental support from teachers was 

related to subjective wellbeing in both genders. However, from the qualitative part of the 

study it became clear that boys and girls perceived teacher support differently. Girls were 

more focused on interpersonal interaction with teachers, while boys had a stronger focus on 

achievement (Suldo et al., 2009). In contrast, Brolin Låftman and Modin (2011) found that 

girls reported higher levels of emotional support from teachers, whereas boys communicated 

receiving higher levels of instrumental and appraisal support in the classroom.  

 

Buffering effect of social support on health 

Several models have been developed in order to search deeper into the association between 

social support and health. The buffering model is one of two well-established approaches 

developed by Cohen and Wills (Kawachi & Berkman, 2001). This model suggests that social 

support can serve as a buffering effect between stressful situations and the development of 

psychological symptoms (Cohen & McKay, 1984). According to Lin and Ensel (1989), “A 

buffering or interacting effect is said to have taken place when the joint presence of two 

exogenous factors impacts the well-being” (p. 386). This means that an individual who 

encounters a stressful situation without access to social support has higher risk for 

psychological symptoms than the corresponding individual with access to social support. 

Interpersonal relations can provide the individual with coping strategies and mitigate the 

perceived threat of the stressful event so that they decrease, or even eliminate, the risk for 

psychological health consequences (Cohen & McKay, 1984). In situations that are difficult to 



9 
 

cope with, social support can, according to this theory, provide the individual with self-esteem 

and feelings of belonging, which in turn reduces the risk of mental illness.  

 

Therefore, in the present study, it is assumed that the stress experienced by having poor 

parental attachment and support can be “buffered”, or compensated for, by a supportive and 

participating school environment, thereby lowering the expected increase of psychosomatic 

health complaints. Adolescents who experience difficulties in their home environment, are 

thus assumed to benefit from support from school through a buffering effect. This link was 

exemplified in the qualitative part in the review “School, Learning and Mental Health”, with 

a narrative of a student who experienced family difficulties, and who was able to complete 

school only thanks to a supportive teacher (Gustafsson et al., 2010). 

 

Possible confounders 

Factors that may affect adolescents’ perception of support in the home or in the school as well 

as their vulnerability to psychosomatic health complaints can act as confounders in the 

proposed study described above. Three such potential confounders are alcohol consumption, 

substance use and school performance. Adolescence is often considered as a phase when 

youths experiment with risk behaviours such as alcohol and substance use. It is well 

established that those behaviours are damaging for psychological and somatic symptoms 

(Socialstyrelsen, 2013a). The relationship between alcohol consumption, substance use and 

psychosomatic complaints can be described as reciprocal, meaning that individuals suffering 

from depression and anxiety are more likely to consume alcohol and take illegal substances, 

while those who abuse alcohol and take illegal substances to a larger extent tend to experience 

mental health problems (Socialstyrelsen, 2013a). It could, however, be argued that 

psychosomatic components in terms of headache and stomachache are more likely caused by 

such abuse than the other way around.  

 

Also school performance is a well-known predictor of psychosomatic complaints (SOU, 

2010:80; Brolin Låftman & Modin, 2011). However, poor school performance can also affect 

the relations with parents and teachers negatively and thus act as another type of confounder 

in the association between adult support and adolescents’ psychosomatic health. Previous 

research has found that low school performance is negatively associated with self-esteem, 

which in turn tends to result in lower subjective psychological health (SOU, 2010:80). 
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Academic achievement has also been found to moderate the association between parental 

support and mental health (Stewart & Suldo, 2011).  

 

Study aim 

With the theoretical and empirical background above as the framework, the aim of the present 

study was to examine how parental attachment and support (PAS), and school participation 

and support (SPS), were associated with psychosomatic health complaints among ninth and 

eleventh grade students in Stockholm, and whether SPS could compensate for the potentially 

negative health implications of experiencing poor PAS.  

 

Research questions  

1. Is there an association between parental attachment and support and psychosomatic health 

complaints among ninth and eleventh grade students in Stockholm? 

 

2. Is there an association between school participation and support and psychosomatic health 

complaints among ninth and eleventh grade students in Stockholm? 

 

3. Can school participation and support compensate for the potentially negative health 

implications of poor parental attachment and support? 

 

4. Can any such association be explained by school marks, alcohol consumption and 

substance use? 

 

5. Are any such association patterned by gender and/or age?  
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Methods 

Data material 

The Stockholm School Survey is an investigation directed to nearly all ninth and eleventh 

grade students in the municipality of Stockholm. It is carried out by the Stockholm City 

Administration every second year as part of their preventive work against drugs and 

delinquency, and covers all public and most private schools in the municipality. The survey 

includes questions about alcohol, tobacco and substance use, criminal behaviors, social 

relations, school- and family conditions as well as health complaint (see 

http://www.stockholm.se). The present study consisted of questionnaire data from 2006 for 

11,778 students in grade nine and eleven. External attrition (i.e. students who did not take part 

in the survey due to absence from school when the survey took place) and internal attrition 

due to unreliably filled-in questionnaires has been estimated to 22% by the Stockholm Office 

of Research and Statistics (Brolin Låftman & Modin, 2011). The study subjects in the present 

study were restricted to participants that had complete information on all of the variables used 

in the analyses (n=9,560), corresponding to 81% of those who took part in the study 2006, 

and approximately 63% of the target population. Descriptive statistics of the variables used in 

this study are presented in Table 1 (for a more detailed description, see Appendix). 

 

Dependent variable  

The dependent variable was psychosomatic health complaints as measured by ten questions: 

“How often have you had headache this school year?”, “Do you feel sad and depressed 

without knowing why?”, “Do you ever feel frightened without knowing why?”,  “How often 

do you have bad appetite?”, “How much would you like to change yourself?”,  “How often 

this year have you had ‘nervous tummy’ (e.g. stomachache, stomach cramps, upset stomach, 

nausea, wind, constipation or diarrhoea)?”, “How often do you feel you are not good 

enough?”, “How often this school year have you had difficulty falling asleep?”, “Do you feel 

sluggish and uneasy?”, and “How often this school year have you slept uneasily and woken 

up during the night?”. For each question there were five response alternatives. Depending on 

how the questions were addressed, response alternatives ranged from never to several times a 

week, seldom to very often, or not at all to very much. Each item was given a score between 1 

and 5, with higher scores representing more severe health complaints. In factor analysis the 

items fell into two dimensions reflecting psychological and somatic health, (Eigenvalue=4.00 

and 1.05) with factor loadings ranging between 0.58-0.75 (factor 1: sad, frightened, change 
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oneself, not good enough, uneasy) and 0.47-0.78 (factor 2: headache, appetite, nervous 

tummy, fallen asleep, slept uneasily). The two factors were combined to form an index 

reflecting psychosomatic health complaints. The health index ranged between 10-50 points, 

where a score of ten points corresponded to the best health and fifty points to the worst 

possible health. The analyses indicated a good internal reliability for the index (Chronbach’s 

alpha=0.83). A similar health index has also been used in other studied based on the 

Stockholm School Survey (Brolin Låftman & Modin, 2011).  

Main independent variables 

In the present study, two independent variables were focused upon: relational support from 

parents and supportive features in the school. Parental support was initially composed of eight 

different statements that the respondent was asked to rate. However, only five of these items 

fell out in a single dimension in a factor analysis, with factor loadings ranging between 0.64-

0.83, and a Chronbach’s alpha of 0.81. These items were: “They praise me when I do 

something good”, “They usually encourage and support me”, “My parents notice if I do 

something good”, “I care about what my parents/guardians say”, and “My parents/guardians 

are an example to me” with the former three statements assumingly tapping into support and 

the latter two attachment. Response alternatives were; “Describes very well”, “Describes 

rather well”, “Describes rather poorly”, and “Describes very poorly” (1-4 p).  

 

In a similar way, school support was initially composed of eight statements of which five 

showed satisfactory results in factor analysis, with factor loadings ranging between 0.59-0.73, 

and a Chronbach’s alpha of 0.68. The items were: “Teachers praise students who do 

something good at school”, “The school lets my parents know if I've done something good”, 

“If you don't understand something, you get help from the teacher straight away”, “Students 

take part in making decisions on things that are important to us” and “Adults step in if anyone 

is harassed and bullied”, where the former three statements are assumed to capture support 

and the latter two points more toward participation. Response alternatives ranged from 

“Describes very well”, “Describes rather well”, “Describes rather poorly”, and “Describes 

very poorly” (1-4 p).  

 

Based on the factor analyses accounted for above, two indexes reflecting “parental attachment 

and support” (PAS) and “school participation and support” (SPS) were constructed, each of 
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which ranged from 5-20. For both indexes, a score of five points corresponds to the worst 

situation and twenty points to the (assumingly) best situation. 

 

Control variables 

School marks, substances use and alcohol consumption were included in the analyses as 

control variables. These variables were treated as potential confounders, because of their 

hypothesized possibility to be associated with the independent variables as well as the 

dependent variable. They were adjusted for in the analyses to avoid an otherwise potentially 

spurious “effect” of PAS and SPS on psychosomatic health complaints. 

 

School marks were measured with the question “What grade did you get last term in the 

following subjects (Swedish, English, and Mathematics)?” The response alternatives were: 

“No grade/fail” (0 p), “Pass” (1 p), “Pass with distinction” (2 p), “Pass with special 

distinction” (3 p). Marks were summarized into an index and treated as a continuous variable 

(0-9 p) in the multiple regression analyses.  

 

Alcohol consumption was measured by the question “How often do you drink the following 

amount of alcohol at any one time (18 cl spirits or a whole bottle of wine or four large bottles 

of strong cider/alcopop or four cans of class III beer or six cans of II beer)?”, with the 

response alternatives 1) “Do not drink alcohol”, 2) “Never” 3) “Very seldom”, 4) “A few 

times each year”, 5) “Some time each month”, 6) “A couple of times each month”, and 7) “A 

few times a week”. These were recoded into the following categories: “Do not drink alcohol” 

(1-2; 1 p), “Drinks moderately” (3-4; 2 p), “Drinks on a monthly basis” (5-6; 3 p) and “Drinks 

on a weekly basis” (7; 4 p). The question regarding substance use was measured with the 

question “Have you ever used illegal substances?” with the response options “No” (0 p) and 

“Yes” (1 p). 

 

Diagnostic tests 

Psychosomatic health complaints, PAS and SPS were comprised of batteries of questions, and 

therefore it was necessary to investigate the underlying structure of these items. The Kaiser-

Meyer-Olkin Measure of Sampling adequacy showed appropriate values <0.5 for all of the 

three indexes. Model fit for multiple linear regression showed satisfying results of normality, 

homoscedasticity and linearity. Normality was checked with histogram, normal P-P plots and 

normal Q-Q plots. Homoscedasticity and linearity were checked with residual plots.  
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Analytical procedure 

All statistical analyses were performed in SPSS Statistics version 19.0. The studied outcome 

(psychosomatic health complaint index) was continuous, and therefore linear regression was 

used in all analyses. In the analyses, the importance of the major independent variables (PAS: 

parental attachment and support, and SPS: school participation and support) for student health 

was first explored separately in two different models, and then their combined contribution 

was studied in a third model. The control variables were added in a fourth model to see 

whether the initial effect of PAS and SPS on student psychosomatic health complaints was 

altered. Finally, possible interactions between conditions at home and in school affecting 

student health was investigated by multiplying PAS and SPS into an interaction term that was 

included in a separate model. To further investigate this interaction, thirds of PAS and SPS 

were combined into an “interaction variable” (with nine categories) and explored in relation to 

students’ psychosomatic health complaints. From these analyses it was possible to illustrate 

how different levels of PAS and SPS, in combination, predicted psychosomatic health 

complaints in the study population as a whole as well as in gender- and grade-specific sub-

groups of the studied subjects. 

 

Ethical considerations 

The students that participated in 2006 answered anonymously and participated voluntarily. 

The questionnaire was distributed during lecture time and was handed in to the teacher in a 

sealed envelope (see http://www.stockholm.se). Therefore, individual student’s answers could 

not be identified after the envelopes had been collected.  
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Table 1. Descriptive statistics of the variables used in the analyses (n=9,560). 

Variables Range Mean (SD) or % 

 
Dependent variable 

  

Psychosomatic health complaints  10-50 24.5 (7.6) 
 
Background variables 

  

Gender: 0,1   
Boys  47.7% 
Girls  52.3% 
   
Grade: 0,1  
9th grade  50.0% 
11th grade (year two in upper secondary school)  50.0% 
   
Main independent variables   
Parental attachment and support (PAS) 5-20 16.3 (3.0) 
School participation and support (SPS) 5-20 12.7 (2.8) 
   
Control variables   
School marksa: 0-9  
Failed to pass in all subjects  8.5% 
Average to good grades   43.8% 
Very good grades  39.7% 
Best possible grade in all subjects  8.0% 
   
Alcohol consumption:   
Never drinks  39.3% 
Drinks moderately  26.9% 
Drinks on a monthly basis  28.2% 
Drinks on a weekly basis  5.6% 
   
Substance use   
No  84.8% 
Yes  15.2% 
   

Number of students   9,560 
Internal attrition   2,218 
aSchool marks were used as a metric variable in the multiple regression analyses, but are 
presented as categories in this table (for clarity). 
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Results 

Table 2 presents the results from the multiple regression analyses. The column called 

“bivariate” shows the crude correlation between each independent variable and 

psychosomatic health complaints. All variables, including background, main as well as 

control variables, are significantly (p<0.001) associated with psychosomatic health 

complaints. Regarding the background variables, results show that students in grade eleven 

score, on average, 0.56 of a unit higher on the psychosomatic health index, indicating more 

health complaints compared to students in grade nine. Girls report considerably more health 

complaints than boys, corresponding to 5.65 units on the health index. The estimates for 

parental attachment and support (PAS) and school participation and support (SPS) are both 

negative, suggesting that a one-unit increase in these indexes is associated with a respective 

0.64 and 0.53 decrease in the health complaints index. All control variables have a strong 

association with psychosomatic health complaints. The estimate for school marks is negative, 

indicating that students with higher marks have less health complaints. The estimates for 

alcohol consumption show a gradient, indicating that the more alcohol students consume the 

more health complaints they report. A positive estimate is found for substance use, suggesting 

that students who use illegal drugs have a worse health compared to other students. 

 

From Model 1 it can be noted that the bivariate associations between PAS and psychosomatic 

health complaints becomes stronger when grade and gender are adjusted for, whereas the 

corresponding estimate for SPS, presented in Model 2, remains practically unaltered. The 

health gap between boys and girls increases when PAS is adjusted for in Model 1, suggesting 

that girls benefit more from this than boys; i.e. when girls’ advantage of having high PAS is 

held constant, their disadvantage versus boys in health complaints becomes more pronounced. 

Moreover, health differences between grades decreases when SPS is included in Model 2, 

suggesting that eleventh graders benefit more from this than ninth graders; i.e. when ninth 

graders’ advantage of having higher SPS is held constant, eleventh graders’ health 

disadvantage versus ninth graders’ decreases. 

 

When PAS and SPS are mutually adjusted in Model 3, it becomes evident that parental 

attachment and support is associated with a stronger health gain (-0.64) than school 

participation and support (-0.36). Both variables are however significantly linked to fewer 

health complaints in the studied population. In Model 4, the three potential confounders are 
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added into the analyses (school marks, alcohol consumption and substance use). This only 

leads to a modest reduction of the estimates for PAS and SPS, which still remain strong and 

highly statistically significant. However, the previously significant health disadvantage of 

eleventh grade students disappears, suggesting that the poorer health noted among secondary 

school students is largely the result of grade differences in the importance of school marks, 

alcohol consumption and substance use for student health.  

 

Adjusted R-squared (R2) gives information about how much of the variance in psychosomatic 

health complaints that is “explained” by the included independent variables. Relatively small 

differences in adjusted R2 are seen between the models. Model 1 shows that 22% of the 

variance in psychosomatic health complaints is “explained” by grade, gender and PAS. When 

PAS is replaced by SPS in Model 2, adjusted R2 decreases to 18%, once again underscoring 

the fact that parental attachment and support has a stronger bearing on student health than 

school participation and support. Model 3 nevertheless shows that additionally 2% of the 

variance is explained when SPS is added (going from an adjusted R2 of 22% to 24%). Adding 

the control variables to the model leads to a further increase of 2% in adjusted R2 to 26%. 

Finally, the lower part of Table 2 presents the results from the interaction analysis of 

PAS*SPS. As can be seen from the table, the interaction term is statistically significant 

(p=0.025) when added to Model 3, suggesting an interaction effect on student health of the 

combination of these parent and school characteristics. A reasonable assumption is that SPS 

moderates the association between PAS and psychosomatic health complaints so that high 

school participation and support “compensates” for the negative health consequences of 

having poor parental attachment and support. This will however be further explored after 

results from the gender- and grade-specific analyses have been briefly discussed below.  
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Table 2. Linear regression: Effects of parental attachment and support (PAS) and school participation 
and support (SPS) on psychosomatic health complaints (b-coefficients). Ninth and eleventh grade 
students in Stockholm municipality (n=9,560). 
 
 Bivariate Model 1 Model 

2 
Model 

3 
Model 4 

Grade:      
9th (ref.) 0 0 0 0 0 
11th  0.56***  0.67*** 0.38**  0.55***    0.14 
      
Gender:       
Girls  5.65***  6.02*** 5.69***  6.00***  6.10*** 
Boys (ref.) 0 0 0 0 0 
      
Parents: PAS (5-20) -0.64*** -0.73***  -0.64*** -0.59*** 
      
School: SPS (5-20) -0.53***  -0.54*** -0.36*** -0.32*** 
      
School marks (0-9) -0.35***    -0.27*** 
      
Alcohol consumption:       
  Never drinks (ref.)  0    0 
  Drinks moderately 1.83***    1.19*** 
  Drinks on a monthly basis 2.33***    1.27*** 
  Drinks on a weekly basis 2.49***    1.23*** 
      
Substance use       
  No (ref.) 0    0 
  Yes 2.78***    1.48*** 
      
      
Interaction analysisa   
PAS*SPS  

    
p=0.025 

 

      
Adjusted R2  0.22 0.18 0.24 0.26 
p <0.001=***, p<0.01=**, p<0.05=* 
aInteraction analyses were run in a separate model 
 

 

Table 3 and 4 shows result from gender-specific analyses carried out separately for ninth and 

eleventh grade students. A comparison of the four separate analyses reveals that PAS seems to 

be less important for health complaints in grade eleven than grade nine among both boys and 

girls, whereas SPS seems to be equally important for boys regardless of grade. For girls, 

however, SPS appears to be more important for health complaints in grade eleven than in 

grade nine. Moreover, PAS is consistently more strongly associated with health complaints in 

girls than in boys, whereas SPS is equally important for the two genders in ninth grade. 
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Among eleventh grade students, however, girls seem to benefit more than boys from SPS 

when it comes to health complaints. The separate interaction analyses of PAS*SPS point to a 

borderline significance for ninth grade boys (p=0.057) and a significant effect for eleventh 

grade girls (p=0.035). For ninth grade girls and eleventh grade boys, however, no 

corresponding interaction effects seem to exist. Finally, a comparison of the adjusted R2 in 

Table 2 with the corresponding R2 in Tables 3 and 4, reveals much higher estimates in the 

former table. This is due to the relatively large impact of grade and gender on psychosomatic 

health.  

 
 
Table 3. Linear regression: Gender-specific effects of parental attachment and support (PAS) and 
school participation and support (SPS) on psychosomatic health complaints (b-coefficients).  
Ninth grade students in Stockholm municipality (n=4,780).  
 
 Boys (n=2,297) Girls (n=2,483) 
 Model 1 Model 2b Model 1 Model 2b 
Parents: PAS -0.60*** -0.54*** -0.84*** -0.74*** 
School: SPS -0.31*** -0.28*** -0.31*** -0.27*** 
Interaction terma  (PAS*SPS)  p=0.057 p=0.773  
Adjusted R2 0.12 0.14 0.14 0.18 
p <0.001=***, p<0.01=**, p<0.05=* 
a Interaction analyses were run separately 
b Adjusted for school marks, alcohol consumption and substance use  
 
 
Table 4. Linear regression: Gender-specific effects of parental attachment and support (PAS) and 
school participation and support (SPS) on psychosomatic health complaints (b-coefficients). Eleventh 
grade students in Stockholm municipality (n=4,780).  
 
 Boys (n=2,262) Girls (n=2,518) 
 Model 1 Model 2b Model 1 Model 2b 
Parents: PAS -0.49*** -0.47*** -0.64*** -0.59*** 
School: SPS -0.29*** -0.26*** -0.51*** -0.46*** 
Interaction terma  (PAS*SPS)  p=0.455 p=0.035  
Adjusted R-squared 0.08 0.10 0.13 0.15 
p <0.001=***, p<0.01=**, p<0.05=* 
a Interaction analyses were run separately 
b Adjusted for school marks, alcohol consumption and substance use 
 

 

To further investigate the meaning of the established interactions, a “full” interaction variable 

was constructed by combining thirds of PAS with thirds of SPS (resulting in nine 

combinations of varying degrees of PAS and SPS) using students in the lowest third of both 

PAS and SPS as the reference category. This measure was estimated in a linear regression 

model in relation to psychosomatic health complaints, first for the overall population, and 
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then for the two sub-groups indicating such an interaction (i.e. ninth grade boys and eleventh 

grade girls). The results of these analyses are presented in Figures 1-3. 

 

 

 
 

 

As Figure 1 shows, a clear gradient between SPS and psychosomatic health complaints can be 

distinguished within each category of PAS. The more support the students receive from these 

two sources, the better health they tend to report. The figure also demonstrates that the 

greatest relative health gains (when comparing estimates within thirds of PAS) are seen 

among students with low PAS and medium SPS (versus low SPS) as well as among students 

with high PAS and medium school support (versus low SPS). The latter “health leap” is 

however caused by a group of students that deviates from the overall pattern by having a 

much poorer health than expected, namely students with high PAS and low SPS.  This group 

is most likely the one giving rise to the significant interaction.  

 

Figure 1: Linear regression: Illustration of the interaction of PAS and SPS on psychosomatic health 
complaints for ninth and eleventh grade students in Stockholm municipality (n=9,560).  
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This deviation also means that students receiving medium PAS and high SPS have 

significantly less health complaints than students with high PAS and low SPS. Thus, even if 

PAS is generally more important than SPS for student health, this finding shows that poor 

school support can modify the effect of parental support for the psychosomatic health of 

students. Among students who receive medium and high SPS, however, the additional health 

gains from receiving more PAS follow an almost linear gradient. Due to the deviant group of 

students referred to above, this is not the case with students receiving low SPS. As expected, 

the best health gain is seen among students with high PAS and high SPS, and the poorest 

health among those with low PAS and low SPS. 

 

 

 

 
 

 

Figure 2 illustrates how the interaction between PAS and SPS operates among boys in grade 

nine. A similar pattern as in Figure 1 can be noted. The greatest relative health gain (when 

 
Figure 2. Linear regression: Illustration of the interaction of PAS and SPS on psychosomatic health 
complaints for ninth grade boys in Stockholm municipality (n=2,297).  
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comparing estimates within thirds of PAS) is seen for ninth grade boys with medium (versus 

low) SPS in combination with both low and high PAS. This means that the “jump” in health 

between those receiving low versus high SPS is greatest among boys reporting low and high 

PAS. Both of these differences are also statistically significant. The corresponding range for 

boys with medium PAS is smaller and non-significant, but an increasing tendency towards 

better health can still be seen with rising school support.  

 

Notable is also that boys with low PAS and medium SPS report the same average health as 

boys with low PAS and high SPS. Similarly, boys with medium PAS and middle to high SPS 

have roughly the same health as boys with high PAS and low SPS, once again showing that 

poor school support can modify the effect of high parental support in a negative way.  

 

 
 

 
 

 

Finally, Figure 3 demonstrates the corresponding interaction for girls in grade eleven. The 

health gradient according to levels of SPS within the three groups of PAS overlap, indicating 

Figure 3. Linear regression: Illustration of the interaction of PAS and SPS on psychosomatic health 
complaints for eleven grade girls in Stockholm municipality (n=2,518). 
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that support from school is even more important for eleventh grade girls’ health. Thus, girls 

with low SPS combined with medium or high PAS report roughly the same health (on 

average) as girls with high SPS and low PAS.  

 

The group that seems to cause the significant interaction is girls with high PAS and low SPS. 

They have a much worse health than could be expected based on the overall pattern, with 

significantly poorer health than high PAS-girls with medium and high SPS. This indicates, 

once again, that even if the relationship with parents is more important than school 

characteristics for girls’ health, poor conditions in school can still obstruct the positive health 

effects of parental attachment and support among eleventh grade girls.  

 

Discussion 

The present study aimed to investigate the role of parental attachment and support (PAS) on 

the one hand, and school participation and support (SPS) on the other hand, for adolescents’ 

psychosomatic health complaints. The study further examined whether the investigated school 

characteristics could compensate for the potentially negative health implications of 

experiencing poor parental attachment and support. Finally, differences according to gender 

and age in the above-mentioned associations were also explored.  

 

The first research question concerned whether PAS was associated with ninth and eleventh 

grade students’ psychosomatic health complaints, something which was verified in this study. 

The more PAS the adolescents received the better health they reported. The association 

remained strong and significant even after adjustment for possible confounders (school marks, 

alcohol consumption and substance use). Previous studies have also confirmed the importance 

of a strong parental attachment (Raja et al., 1992; Raudino et al., 2013) and parental support 

(Meehan et al., 1993; Cornwell, 2003; Brolin Låftman & Östberg, 2006; Stewart & Suldo, 

2011; Khatib et al., 2013) for adolescents’ mental wellbeing. 

 
The second research question concerned the importance of SPS for adolescents’ 

psychosomatic health complaints, and was also verified in the present study. The predictive 

power of SPS on student health was not as strong as it was for PAS in the mutually adjusted 

model, but remained stable and with a significant effect even when possible confounders were 

included in the analysis. The direction of the health gradient for both SPS and PAS was 
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negative, i.e. the higher the supportive relations the fewer the health complaints. Similar 

studies in this area of research have demonstrated contradictory findings, with several studies 

showing that indicators of social support from teachers are related to adolescents’ mental 

health (Gustafsson et al., 2010; Thapa et al., 2013), while at least one study failed to find any 

such association (Ellonen et al., 2008). The present study is however in accordance with what 

other studies have found about the relation between school participation and mental health 

complaints (Modin & Östberg, 2009; Gustafsson et al., 2010; De Ro´iste et al., 2012). 

 

The gender- and grade-specific analyses showed that PAS was more important for ninth than 

for eleventh grade students. It is not surprising that parents become less important the older 

the child gets, and that peers and romantic relationships instead tend to fill an increasingly 

important function as sources of social support. Additionally, PAS was more important for 

girls’ than boys’ psychosomatic health. It has previously been claimed that girls are more 

connected to, and receive more support from parents than boys do (Kristjánsson & 

Sigfúsdóttir, 2009). SPS was equally important for boys’ psychosomatic health regardless of 

grade, and equally important for both genders in grade nine. It was however most strongly 

associated with eleventh grade girls’ psychosomatic complaints. Similar gender differences 

have been reported also in previous studies (Danielsen et al., 2009; Suldo et al., 2009). The 

present study found that PAS was more important than SPS for both genders, which is not 

astonishing per se; even though many adolescents spend more of their awake time in school 

than at home, the relationship with parents is still of high importance. Arguably, support from 

parents and teachers may serve of different purposes in adolescents’ life. This has to some 

extent been suggested by Furman and Buhrmester (1985), who found that parents are the ones 

who usually lend emotional support, while teachers provide more instrumental support. It was 

also evident that PAS and SPS were more important for girls’ psychosomatic health than 

boys’. The author of “the feminine orientation towards relationship” suggested that girls are 

more relation-oriented and have easier to connect with other people (Gilligan as cited in 

Colby & Damon, 1983), which is consistent with the findings in this study. 

 

The third research question, whether school participation and support could compensate for 

the potentially negative health implications of experiencing poor parental attachment and 

support, failed to show such a compensatory function, but school characteristics nevertheless 

showed some modifying effects. The overall pattern in the full interaction analysis showed a 

gradient in health, i.e. students with high PAS and high SPS reported the best health, while 
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students with low PAS and low SPS reported the worst health. This finding is not surprising, 

but points to a potentially problematic situation in schools, where the students in greatest need 

of support pass unnoticed.  

 

Recent statistics demonstrate that 20-30 percent of Swedish teachers suffer from stress-related 

complaints (Arbetsmiljöverket, 2012:5). The teacher profession is also among the most 

stressful in today’s Sweden when compared to other non-manual occupational groups (TCO, 

2012). Furthermore, the economic crisis that hit Sweden during the 1990s, led to several cut-

downs in the school system, which for instance led to a great deal of administrative burdens 

on teachers, such as extra curriculum obligations (Åman, 2011:8). Not surprisingly, this have 

resulted in less time for preparation of pedagogic lessons, practical work as well as emotional 

support for students, but also reduced time to recognize and notice individual students that 

may have problematic home circumstances and therefore are in particular need of the extra 

support.  

 

The Swedish school system has also gone through many structural changes since the 1990s 

(Åman, 2011:8). It went from a centralized (state) to a decentralized (municipality) school 

system, and from only having public schools, to permitting privatization. An effect of the 

privatization reform has been that the most favorable (inner city) schools tend to end up with 

the most ambitious and high-performing students and that schools with less resources (suburb 

schools) tend to be left with students from more disadvantaged socioeconomic situations 

(Åman, 2011:8). Private schools also tend to attract highly motivated students with privileged 

background circumstances (Åman, 2011:8). Indeed, a complementary analysis of school 

participation and support between two extremes (Tensta gymnasium and Victor Rydberg) in 

the present study showed a difference in mean SPS-values of 12.2 and 14.1 (p<0.05), 

respectively, although the mean differences in general did not differ all that much between 

suburb- and inner city schools in this study.  

 

Hence, teachers’ working situation with time pressure, extra curriculum obligation and high 

stress levels leave less time for them to “see” every single student. This could be part of the 

explanation why students that already have good support from home benefit most from school 

characteristics, supposedly because it is easier for these students to utilize such resources. 

These students are probably more able to communicate to teachers and that they expect a 

certain level of support also in the school context. Students with low PAS and low SPS may 
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not have the same capacity to claim the support they need. They may also be more likely to 

suffer from a distrusting attachment with parents, something which has been suggested to 

reduce the development of connectedness with other people, including teachers (Hamre & 

Pianta, 2001; Milkman & Wanberg, 2012). 

 

A more detailed investigation of the interaction between PAS and SPS showed that the 

students who had worse health than expected were those with high PAS and low SPS. Thus, 

even if this study could not verify any compensatory function of the school for students with 

less parental support, poor school support still modified the effect of parental support for 

students’ psychosomatic health. 

 

To further explore the interaction in question it was also tested separately according to gender 

and grade. The results showed that it was mainly driven by boys in ninth grade (p=0.057) and 

girls in eleventh grade (p=0.035). The most obvious deviation in the former group was that 

boys with low PAS and medium SPS reported the same average health as boys with low PAS 

and high SPS, leaving those who scored low on both PAS and SPS with a substantially worse 

health. Hence, while poor SPS seems to be disadvantageous for boys with poor relational 

support at home, the additional support of a high versus a medium supportive environment in 

school does not seem to matter so much for boy’s psychosomatic health. Additionally, boys 

with high PAS combined with low SPS reported poorer health than expected, meaning that 

poor school support seems to modify the effect of high parental support in a negative way. A 

similar pattern was also found for eleventh grade girls, i.e. girls with high PAS and low SPS 

reported worse health than expected when considering the overall pattern. This indicates, once 

again, that even if the relationship with parents is more important than SPS for student health, 

poor conditions in school could still hamper the positive health effects of parental attachment 

and support. Boys and girls who are favored in terms of parental attachment and support thus 

seem to fare worse than expected in situations where they do not receive the support from 

school as they are used to.  

 

The fact that schools in Stockholm County are highly segregated (Skans & Åslund, 2010:4), 

i.e. between inner city- versus suburb schools as well as public- versus private schools, could 

be part of the explanation behind the modifying effect of school characteristics that occurred 

among girls in eleventh grade. It has been claimed that an increased sorting of students have 

taken place since the liberty of school choice reform in 1992 (Björklund, Edin, Fredriksson & 
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Krueger, 2004:1, Åman 2011:8). It is likely that the most ambitious girls with the highest 

school marks in grade nine choose the same type of school and similar programs in upper 

secondary school, and girls who have not performed so well in ninth grade end up in schools 

that are least preferred. The finding that low SPS modified the effect of high PAS among 

eleventh grade girls could be the result of the discrepancy experienced by girls from more 

privileged backgrounds who end up in less privileged secondary school settings (with less 

access to SPS than they are used to). It has been suggested that loss of social support is 

traumatizing (Cornwell, 2003) and that girls’ life satisfaction are more negatively affected by 

poor school-related support (Danielsen et al., 2009). Girls are also considered as more 

sensitive with a higher need of feeling liked by everyone. When this is not the case, it tends to 

be reflected in their psychosomatic health (SOU, 2006:77).  

Limitations of the study 

The study was based on a total sample of students in ninth and eleventh grade in Stockholm, 

which is a strength of the present study. Despite the total sample design, however, the 

generalizability is affected by external and internal attrition, meaning that there is a tendency 

to lose the students who experience the worst health and those with the worst home and 

school environments. Attrition due to absence the day the investigation took place and 

unreliably filled in questionnaires was estimated to 22 percent, which can be considered as 

relatively low (Denscombe, 2009). In addition to this, 19 percent of the respondents were 

excluded because of missing information on the analysed variables. The generalizability is 

also limited to adolescents attending schools in the Stockholm County.  

A second limitation is the cross-sectional study design, which means that no assumption of 

causality could be made. However, the direction of the correlation focused upon here has a 

strong justification according to several other studies (Meehan et al., 1993; Brolin Låftman & 

Östberg, 2006; Stewart & Suldo, 2011 etc.). Thirdly, the questionnaire was self-reported 

covering questions of how students experience their relations to parents and teachers as well 

as psychosomatic health in the recent weeks, which may cause recall bias and negative effect 

bias. Recall bias can be caused by memory problems or due to that students intentionally 

responded incorrectly to the questions. Negative effect bias may occur e.g. if a student is 

temporarily experiencing poor health the day the questionnaire is to be answered, the strength 

of the association is threaten to be overestimated. It has however been argued that 

adolescents’ subjective measures of mental health are reliable and trustworthy (SOU, 
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2006:77), but also that children and adolescents tend to underestimate their mental health 

problems, because of difficulties to explain and understand their feelings (Gustafsson et al., 

2010). Fourthly, the indices for the main independent variables (PAS and SPS) have not been 

analysed based on the Stockholm School Survey before. While parental attachment, parental 

support, school participation and school support have been investigated in previous studies as 

separate units, such combined measurements have not been identified in any previous 

research. The measurement of PAS and SPS may not reflect the exact definition, and could 

therefore have insufficient construct validity. It would have been desirable to use validated 

measurement of PAS and SPS, although the indices revealed satisfactory internal consistency.  

Fifthly, there is a risk of positive selection bias leading to an exclusion of students who 

experience the worst situation in the study sample. Students who experience poor relations 

with teachers or poor psychosomatic health are more likely to be absent from school, which in 

the worst case leads to an underestimation of the result. A sensitivity analysis of the variables 

included in the study showed that there were only marginal differences in the internal attrition 

among adolescents with poor psychosomatic health and those with poor PAS and SPS (data 

not shown). Furthermore, the measurement of psychosomatic health complaints in the present 

study did not include dizziness, lower back and neck pain, which are common indicators of 

psychosomatic health complaints among adolescents (Hauglund et al., 2001). Furthermore, 

there might be other factors explaining the association found here, such as socioeconomic 

status (SES).  

One way of measuring adolescents SES is with parental occupation or education. This has 

however been shown by West and Sweeting (2004) to be of little importance for adolescent 

health complaints, or at least not shown to be of any significant importance due to the 

equalization in young ages. West and Sweeting proposed to measure adolescents’ SES with 

indicators such as deprivation, housing tenure, own bedroom and holidays etc. The Stockholm 

School Survey does not allow such questions and they could therefore not be controlled for.  

Finally, it would have been interesting to measure other support providers’ importance for 

adolescents’ psychosomatic health, such as peers and significant others, to get a more 

complete picture of adolescents’ support network and its impact on health. It would also have 

been interesting to investigate if boys and girls perceive different PAS from mothers and 

fathers. Previous research has suggested that boys and girls receive different types of support 

from parents (Buhrmester & Furman, 1985; Colarossi & Eccles, 2003), e.g. girls might 
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receive more support from their mothers while boys receive more support from their fathers. 

Unfortunately, the present data material did not allow such analyses. 

 

Conclusions 

There is a great deal of research pointing to the importance of adult support on young 

people’s mental health (Cohen & Wills, 1985; Berkman, et al., 2000; Kawachi & Berkman, 

2001). The present study contributes to this research field by showing that parental attachment 

and support and school participation and support, separately as well as in combination, are of 

great importance for adolescent’s psychosomatic health. Even though the study failed to find 

a compensatory function of school characteristics for less advantaged students, it showed that 

participation and support in school have a modifying effect on the association between young 

people’s social relations to parents and their psychosomatic health. Therefore, it is of great 

importance to take the teachers’ situation into consideration when seeking to promote student 

health. The teacher’s working situation in terms of reduced occupational status and decreased 

salaries has resulted in fewer Swedish people wanting to become teachers today (Åman, 

2011:8). This can be considered as an alarming development, since teachers play a crucial 

role for students’ achievement (Rosenfeld et al., 2000; Suldo et al., 2009) and wellbeing 

(Gustafsson et al., 2010; Åman, 2011:8). 

 

The school’s two primary missions are to teach and educate but also to care for students’ 

health (SFS, 2010:800). Furthermore, the school has a responsibility to be a place for 

everyone and to offer an environment where students, regardless of their social or cultural 

background, feel safe and stimulated (Åman, 2011:8). One could argue that today’s school 

has fallen into an imbalance, where the school’s missions to some extent stand in conflict with 

each other. Naturally, students sometimes need to stress in order to perform well in school, 

but ideally, i.e. with enough school participation and support, this should not result in any 

harm for their health. 

 

In order for the school/teachers to be able to fill a compensatory role for students with less 

supportive relations at home, more time and resources need to be set free for teachers to 

support and interact with students in the classroom setting. Smaller class sizes, skills 

development (SOU, 2010:8; Åman, 2011:8) and ongoing education for teachers have been 

some suggestions of improvements (SOU, 2010:80). Relief from certain work tasks as well as 

more control over their working situation, more feedback, understanding and support from the 
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school management could potentially improve the situation for teachers and thereby also the 

situation for the students. Not until the status of teachers has changed, and the conditions 

under which they work have improved, will the school be able to offer a healthy, stimulating 

and supportive environment for its students.  
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Appendix 

Detailed	gender‐specific	description	of	the	variables	used	in	the	study.	
 Boys (n=4559) Girls (n=5001)  Boys (n=4559) Girls (n=5001) 
 n % n %  n % n % 
Parental attachment and support     School participation and support     
They praise me when I do something good 2731 59.9 3362 67.2 Teachers praise students who do something good at school     
  Describes very well 1458 32.0 1263 25.3   Describes very well 843 18.5 910 18.2 
  Describes rather well 237 5.2 275 5.5   Describes rather well 2425 53.2 2600 52.0 
  Describes rather poorly 133 2.9 101 2.0   Describes rather poorly 990 21.7 1207 24.1 
  Describes very poorly       Describes very poorly 301 6.6 284 5.7 
They usually encourage and support me     Students take part in making decisions on things that are important to us     
  Describes very well 2384 52.3 3063 61.2   Describes very well 420 9.2 522 10.4 
  Describes rather well 1666 36.5 1407 28.1   Describes rather well 1984 43.5 2312 46.2 
  Describes rather poorly 379 8.3 396 7.9   Describes rather poorly 1582 34.7 1703 34.1 
  Describes very poorly 130 2.9 135 2.7   Describes very poorly 573 12.6 464 9.3 
My parents notice if I do something good     The school lets my parents know if I've done something good      
  Describes very well 1598 35.1 2113 42.3   Describes very well 298 6.5 354 7.1 
  Describes rather well 2292 50.3 2191 43.8   Describes rather well 812 17.8 846 16.9 
  Describes rather poorly 516 11.3 554 11.1   Describes rather poorly 1360 29.8 1629 32.6 
  Describes very poorly 153 3.4 143 2.9   Describes very poorly 2089 45.8 2172 43.4 
I care about what my parents/guardians say     Adults step in if anyone is harassed and bullied      
  Describes very well 1730 37.9 2239 44.8   Describes very well 926 20.3 980 19.6 
  Describes rather well 1996 43.8 2076 41.5   Describes rather well 2053 45.0 2335 46.7 
  Describes rather poorly 519 11.4 456 9.1   Describes rather poorly 1143 25.1 1291 25.8 
  Describes very poorly 314 6.9 230 4.6   Describes very poorly 437 9.6 395 7.9 
My parents/guardians are an example to me     If you don't understand something, you get help from the teacher straight away     
  Describes very well 1340 29.4 1711 34.2   Describes very well 739 16.2 744 14.9 
  Describes rather well 1778 39.0 1932 38.6   Describes rather well 2099 46.0 2200 44.0 
  Describes rather poorly 996 21.8 905 18.1   Describes rather poorly 1260 27.6 1577 31.5 
  Describes very poorly 445 9.8 453 9.1   Describes very poorly 461 10.1 480 9.6 
 
Psychosomatic health complaints 

     
Continuation psychosomatic health complaints 

    

How often have you had a headache this school year?     How often do you feel you’re not good enough?     
  Never 933 20.5 313 6.3   Almost never 2616 57.4 1509 30.2 
  About once a term 1417 31.1 1100 22.0   Occationally 964 21.1 1273 25.5 
  About once a month 1355 29.7 1755 35.1   Sometimes 627 13.8 1238 24.8 
  About once a week 577 12.7 1132 22.6   Pretty often 230 5.0 631 12.6 
  Several times a week 277 6.1 701 14.0   Very often 122 2.7 350 7.0 
Do you feel sad and depressed without knowing why?     How often this school year have you slept uneasily and woken up during night?     
  Seldom 1826 40.1 654 13.1   Never 1949 42.8 998 20.0 
  Occationally 1118 24.5 975 19.5   About one night a term 1251 27.4 1442 28.8 
  Sometimes 984 21.6 1642 32.8   About one night a month 857 18.8 1422 28.4 
  Pretty often 402 8.8 975 19.5   About one night a week 344 7.5 700 14.0 
  Very often 229 5.0 755 15.1   Several nights a week 158 3.5 439 8.8 
Do you ever feel frightened without knowing why?     Do you feel sluggish and uneasy?     
  Seldom 3781 82.9 3114 62.3   Never 1571 34.5 1026 20.5 
  Occationally 460 10.1 1019 20.4   About once a term 1059 23.2 1174 23.5 



 

 
 
Table 1 (continued) 

 
 
Boys (n=4559)

 
 
Girls (n=5001)

    
 
Boys (n=4559)

 
 
Girls (n=5001) 

 n % n %  n % n % 
  Sometimes 234 5.1 624 12.5   About once a month 1204 26.4 1700 34.0 
  Pretty often 46 1.0 159 3.2   About once a week 535 11.7 782 15.6 
Very often 38 0.8 85 1.7   Several times a week 190 4.2 319 6.4 
How often do you have bad appetite?     How often this school year have you had difficulty falling asleep?     
  Never 2318 50.8 1460 29.2   Never 1038 22.8 553 11.1 
  About once a term 797 17.5 980 19.6   About one night a term 809 17.7 789 15.8 
  About once a month 612 13.4 1071 21.4   About one night a month 1076 23.6 1278 25.6 
  About once a week 539 11.8 897 17.9   About one night a week 898 19.7 1171 23.4 
  Several times a week 293 6.4 593 11.9   Several nights a week 738 16.2 1210 24.2 
How much would you like to change yourself?     School mark     
  Not at all 884 19.4 416 8.3   Failed to pass all subjects 409 9.0 403 8.1 
  Pretty much 1788 39.2 1577 31.5   Average to good grades  2135 46.8 2056 41.1 
  Some 1234 27.1 1507 30.1   Very good grades 1671 36.7 2123 42.5 
  Not much 390 8.6 857 17.1   Best possible grade all subjects 344 7.5 419 8.4 
  Very much 263 5.8 644 12.9 Alcohol consumption     
How often this year have you had “nervous tummy”(e.g. 
stomach ache, stomach cramps,  
upset stomach, nausea, wind, constipation or diarrhoea)? 

    How often do you drink the following amount of alcohol at any one time?  
18 cl spirits (a whole bottle of wine or four large bottles of strong cider/alcopop 
or four cans of class III beer or six cans of II beer. 

    

  Never 1556 34.1 907 18.1   Never drinks 1764 38.7 1994 39.9 
  About once a term  1374 30.1 1263 25.3   Drinks moderately 1193 26.2 1375 27.5 
  About once a month 930 20.4 1365 27.3   Drinks on a monthly basis 1287 28.2 1410 28.2 
  About once a week 448 9.8 850 17.0   Drinks on a weekly basis 315 6.9 222 4.4 
  Several times a week 251 5.5 616 12.3 Substance use     
     Have you ever used illegal substances?     
       No 3817 83.7 4288 85.7 
       Yes 742 16.3 713 14.3 

 


