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Well-being in later life is founded in childhood. When speaking about problems among young people, quite 

often it is forgotten that health inequalities and social exclusion are phenomena that root themselves in 

earlier life events. Genetic heritage together with family- and social circumstances shape people and 

spiritual-, social-, financial- as well as cultural resources get passed on through generations. Societal 

support for well-being should begin early, as attachment to society begins already at birth, if not already in 

the womb. The processes of social exclusion should be countered even before actual problems occur, as we 

know that those with the least resources due to, for example, handicaps, ill-health or parental problems 

have the highest risk of exclusion.  

The 1987 Finnish Birth Cohort -study follows all, approximately 60 000 persons born in the year 1987, 

from the prenatal period through the year 2008, using official registers collected by Finnish authorities. The 

study has found that disadvantage transfers through generations, and inequality is a widespread and 

multifaceted societal challenge. While most of the Finnish youth is doing very well, there is a notable group 

of children and young people who need support in attaching to the society.   

The study has thus far shown that of those born in the year 1987, before the age 21, one fifth has 

received specialized psychiatric care or medication for mental health problems. Approximately 18 percent 

of the cohort members have completed only primary education and of them 40 percent have mental health 

problems. Social support assistance has been received by 23 percent of the cohort members, and 26 percent 

have a record in the police or judicial registers for a misdemeanor or for a sentence. Approximately three 

percent of the cohort has been placed in out-of-home care. Problems in well-being, such as lack of 

secondary level education, mental health- and financial problems accumulate and parental difficulties 

influence children’s later well-being.     

The birth cohort 1987 grew up- and was raised during the recession of the 1990s, when unemployment 

and financial difficulties were faced by a large number of families. Political decisions made during that 

time have an impact still today. Services designed for children and families were reduced significantly and 

preventative work was compromised. School health check-ups and prenatal care visits were cut, and 

services provided to the homes of families with children were made obsolete, at the same time when cuts 

were made to the resources of schools and kindergartens. Even today the preventive- and welfare services 

of municipalities have not caught up to the pre-recessions levels and the use of corrective services increases 

constantly. The current systems of service production meet the real needs of the citizens poorly, as 

problems today are often multidimensional and the sectorally divided service system fails at creating a 

holistic picture of the clients’ needs. 

The purpose of this report is to give an overview of the well-being of today’s young people and outline 

the factors that impact the development of well-being in later life. This research aims also at providing 

information about which preventative and corrective efforts should be emphasized. Children’s well-being is 

founded on the well-being of families and other developmental environments such as childcare, school and 

hobbies can serve to ease the functioning of the everyday life and support family welfare.    
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Introduction  

Children’s development and well-being is affected by both genetic heritage as well as the biological, 

psychological and social environment. Also, political decisions and the social, financial and cultural capital 

that passes on through generations have an impact. Human beings are entities in which physiological and 

psychological health intertwine.  

The Medical Birth Register (MBR) was established in Finland 1987, and the 1987 Finnish Birth Cohort -

study follows all, approximately 60 000 persons born in the year 1987, from the prenatal period through the 

year 2008. The study investigates the different biological, social and environmental childhood determinants 

for the well-being of young adults. This research has combined more existing data from social and health 

registers in more diverse ways than has ever been done before in Finland. The dataset includes also large 

amounts of information about the cohort members’ parents, so that it can say many things about the life of 

the cohort members. Long-term register-based follow ups offer new possibilities to research how different 

factors impact over generations and combine to influence later life. 

This study shows how childhood environment impacts later life in a number of ways. Death of a parent, 

serious illness or financial difficulties relate closely to children’s well-being. Previous research shows how 

parental ill-health, especially mental health problems increase children’s difficulties. Research evidence on 

other parental health problems impact on children’s welfare is, however, lacking or consists of studies with 

limited data. We know also that family’ financial problems impact children’s well-being, but clear evidence 

on the size of the impact is lacking. 

A key question regarding inequality among young adults is that of education and labor market attachment. 

Young adults without secondary level schooling have an increased difficulty in attaching to society at large. 

Comprehensive preventative and welfare supporting efforts require solid research evidence on the factors 

that threaten or protect well-being. This research shows that welfare problems, such as lack of education, 

mental health and financial problems accumulate, and that socioeconomic and regional inequality is 

significant in today’s Finland. Based on the results of this study, it is clear that there is much room for 

improvement in young people’s well-being. The results also show clearly how childhood conditions 

influence later well-being. Supporting well-being has to in reality begin early and children’s situation should 

always be considered if parents have challenges.  

 



 

   

 

Data  

1. The 1987 Finnish Birth Cohort 

 

Altogether 60 069 children, including all live births and stillbirths of infants weighing more than 500 grams 

or having a gestational age of 22 weeks or more born in Finland  in 1987 were included in the 1987 Finnish 

Birth Cohort follow-up study covering the years 1987-2008 (Paananen & Gissler IJE). Only 73 (0.1%) 

children were untraceable from national registers because of an incomplete, missing, incorrect or changed 

identification number provided by the Central Population Register. The children surviving the perinatal 

period were included in the follow-up study (n = 59 476), and at the end of the year 2008, 58 320 cohort 

members (98.1%) were alive and living in Finland. The study obtained ethics approval of the National 

Institute for Health and Welfare. Ethical committee §28/2009.  

The original cohort data were based on Medical Birth Register (MBR) data on perinatal health and on 

information on maternal health, and diagnoses and interventions during pregnancy and delivery (National 

Institute for Health and Welfare, THL). The original data were complemented with follow-up information on 

births and deaths, parents’ marriages and divorces, migration, most recent occupations and dates of death 

from the CPR. Information on the educational achievements and socioeconomic status of cohort members 

and their parents was received from the Educational Register (Statistics Finland). The health data consist of 

information on episodes of hospital care (THL), on sexually transmitted infections (THL), on reimbursed 

prescribed medicine, special reimbursement rights for long-term medication of certain diseases, child 

care/disability allowance [Social Insurance Institution (SII)] and on causes-of-death (Statistics Finland). For 

female cohort members, information on births and induced abortions was collected from the MBR and the 

Register on Induced Abortions (THL). There was less information on the use of social welfare services. 

These data included information from the registers on social assistance and children placed in out-of-home 

care (THL). In addition, the Finnish Defence Forces provided information on military service and the results 

of aptitude tests (mostly boys), and the Finnish Legal Register Centre provided information on criminality.  

Table 1 describes the data used in the The 1987 Finnish Birth Cohort -study, registers used and the time 

periods covered.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

Table 1. Summary of registers and data in the study.  

Register authority   Register   Data   Period covered 

National Institute for 
Health and Welfare 
(THL) 

 

 

 

 

 

 
  Finnish Medical Birth Register  Pregnancy and birth outcomes  1987-2008 

  Finnish Hospital Discharge 
Register 

 Hospitalisation data (discharge 
diagnosis, date, duration, etc.) 
(parents and cohort members) 

 1969-2008 
Inpatient 
1998-2008 
Outpatient 

  Infectious Disease Register  Sexually transmitted infections  2004-2008 

  Register on Induced Abortions  Induced abortions  2000-2008 

  Register on Social Assistance  Social assistance for parents 
and cohort members 

 2002-2008 cohort 
members  
1987-2008 parents 

    Register on Child Welfare   Information on children placed 
in out-of-home care 

  1987-2008 

Statistics Finland       
  Cause of Death Register  Dates and causes of death  1987-2008 

    Register of Educational 
Achievements 

  Educational achievements by 
cohort members and their 
parents  

  30.6.2009 

Central Population 
Register 

  
     

  Population Registers  Parents’ marriages and 
divorces 

 1987-2008 

    Parents occupations  30.6.2009 

    Within and outside country 
migration 

 1987-2008 

        Home municipality   1994, 2009 

Social Insurance 
Institution of Finland 

 
     

  Social Security Allowance 
Registers 

 Reimbursement entitlements in 
respect of medicines 

 1994-2008 

    Reimbursements for 
prescription medicines 

 1987-2008 

        Disability benefits   1987-2008 

Finnish Defence 
Forces Registers  

 
     

      Data on service and results of 
aptitude tests 

  2005-2009 

Finnish Legal 
Register Centre 

  
     

    Summary Penal Judgement 
Register, Criminal Record 

  Information on criminality, 
offences and court decisions 

  2002-2009 

 



 

   

 

Overview of children’s and adolescents’ 
well-being 

The 1987 Finnish Birth Cohort -study illustrates how the youth of today’s Finland are doing. One should 

note, however, that the registers kept by official authorities contain significantly more information regarding 

the use of public services and well-being problems than actual well-being information. Based on the data, we 

can say that the majority of Finnish children and adolescents are doing well, but a significant number of 

Finnish youth have faced challenges on their path to adulthood. Figure 1 and table 2 show some indicators of 

well-being among the birth cohort during the follow-up. 

Among those born in the year 1987, approximately 11 000 (18,5%) have completed only primary 

education, boys (20,7%) slightly more often than girls (16,1%). Every fifth, approx. 12 000 (20,1%) persons 

have been either prescribed psychopharmaceuticals or has had specialized psychiatric health care, girls 

(23,9%) more often than boys (16,5%). Of the cohort, 22,8 percent, or 13 600 persons, have received social 

assistance during the follow-up (21,1% of boys and 24,6% of girls). Of those who have received social 

assistance, the average length of receipt was 10,4 months, the longest period being 6 years and 10 months.       

Altogether, approximately 15 000 (25,9%) (38,4% of boys, 12,7% of girls) have some kind of a record in 

the penal judgment or criminal record, and about 5000 persons (8,8%) have been given an actual sentence 

(14,1% of boys, and 3,1% of girls). Of the cohort, 1900 (3,2 %) persons have been placed outside the home 

by child welfare, 963 girls and 937 boys.  

By the end of the year 2008, 497 members of the cohort had died. Of the deaths, 269 were due to 

illnesses or medical reasons, and 226 were due to external or self-inflicted reasons: 143 cohort members died 

in accidents, 69 committed a suicide and 14 died as a result of a homicide. Of all deaths, 4 were the direct 

result- and 73 deaths indirectly due to drugs, and alcohol either caused or contributed to 64 deaths.  

 

 

 

Figure 1. Indicators of well-being among the 1987 Finnish Birth Cohort during the follow-up, 1987–2008.  

 

 

 



 

   

 

Table 2. Indicators of well-being and health in the 1987 Finnish Birth Cohort . 

 
  

Date/peri
od 

           

   Boys Girls  All 

      
n= 
30435   % 

n= 
29041   %   

n= 
59476   % 

Health             

Hospital outpatient visit 
1998-
2008 

 21 648  71,1 21 213  73,0  42 861  72,1 

Hospital inpatient visit 
1987-
2008 

 20 556  67,5 18 135  62,4  38 691  65,1 

Death from diseases and 
medical conditions 

1987-
2008 

 149  0,5 119  0,4  268  0,5 

Death from external causes of 
injury and self-inflicted injuries 

1987-
2008 

  168   0,6 59   0,2   227   0,4 

Reproductive health             

Chlamydia infection 
2004-
2008 

 1 103  3,6 2 583  8,9  3 686  6,2 

Induced abortion 
2000-
2008 

 -  - 2 491  8,6  -  - 

Induced abortion under  
20- year-olds 

     1 895  6,5     

Births 
2000-
2008 

  -   - 1 614   5,6   -   - 

Births under  20- year-olds      1 180  4,1     

Mental health disorders             

Purchases of psychotropic 
medication 

1994-
2008 

 3 003  9,9 4 847  16,7  7 850  13,2 

Outpatient care in specialized 
psychiatric care 

1998-
2008 

 3 110  10,2 4 601  15,8  7 711  13,0 

Inpatient care in specialized 
psychiatric care 

1987-
2008 

  1 598   5,3 1 595   5,5   3 193   5,4 

Social welfare             

Social assistance for cohort 
member or spouse 

2002-
2008 

 6 459  21,2 7 170  24,7  13 629  22,8 

Out-of-home placement 
1987-
2008 

  937   3,1 963   3,3   1 900   3,2 

Other data             

Data on fitness for military 
service * 

2005-
2009 

 29 965  98,5 -  -  -  - 

 A    22 988  75,5 -  -  -  - 

 B    1 311  4,3 -  -  -  - 

 C,D,E, T    5 666  18,6 -  -  -  - 

Police or judicial system record 
2002-
2009 

 11 689  38,4 3 689  12,7  15 378  25,9 

Criminal sentence 
2002-
2009 

  4 302   14,1 913   3,1   5 215   8,8 

* A: normal service, B: normal service, slight health restrictions, C,D: released from service due to health restrictions, E: 
temporary suspection of service, T: danger to the safety of service  
 



 

   

 

Education and finances  

Education is closely tied to a person’s health and well-being, as well as financial circumstances in adulthood. 

The cohort members’ educational distribution is shown in Figure 2. Of the boys of the cohort, two thirds 

(40,6%, 12 357) and half of the cohort girls (55,5%, 16 115) had completed the Finnish matriculation 

examination or tertiary education by the year 2009, corresponding to five years after the end of primary 

education. Of the boys, 38,7 percent (11 782) and of girls 28,4 percent (8 238) had at that point completed 

secondary level education. Approximately fifth of the entire cohort had not completed secondary education 

(20,7%, 6 296 boys and 16,1%, 4 688 girls). Statistics Finland does not keep a statistical record of completed 

primary education. However, almost all (99,7%) complete primary education in Finland.   

 

 

 

          

 
Figure 2. Educational distribution by gender in the 1987 Finnish Birth Cohort. 

 

 

 

Members of the cohort with higher educational levels had less visits to specialized psychiatric care facilities 

(boys 9,5%, girls 17,2%)  than those with no secondary degree (boys 35,2%, girls 47,6%). Also in terms of 

criminality, among those boys with no secondary level degree almost a third (31,8%) had committed a 

crime(s), when of the cohort boys with tertiary degree or matriculation exam, 4,1 percent had committed a 

crime(s). 

     Girls had committed crimes much less than boys, but among girls also those with no secondary level 

degrees had committed crimes much more often than girls with higher levels of education. Girls with no 

secondary education had committed crimes more frequently than boys with tertiary degrees (Figure 3).   

 

 

 

 



 

   

 

 
Figure 3. Frequency of social assistance receipt, use of specialized psychiatric care or 

psychopharmaceuticals and convictions for a crime by gender and educational attainment among the 1987 

Finnish Birth Cohort.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

Health 

Mental health 

 

 

Table 3 shows factors related to mental health among the cohort members. Altogether, about a fifth (20,1%), 

girls (23,9%) more often than boys (16,5%), had registered at least one visit to a psychiatric care or purchase 

of psychopharmaceuticals. Psychiatric inpatient visits were recorded to 3 193 cohort members during the 

years 1987-2008, corresponding to 5,4 percent of the cohort, boys and girls equally. Girls had however more 

visits to outpatient psychiatric (15,8%) care than boys (10,2%) during the follow-up years 1998-2008. 

Altogether, 8 582 (14,4%) cohort members had used specialized psychiatric services. Of the cohort members, 

2322 (3,9%) persons had both inpatient and outpatient visits. Psychopharmaceuticals had been prescribed to 

13,2% of the cohort members, during the years 1994–2008, cohort girls (16,7%) having prescriptions much 

more frequently than boys (9,9%).  

     Figure 4 shows the cumulative usage of psychiatric care and psychopharmaceuticals prescriptions. From 

the figure on psychiatric inpatient care we see that boys and girls have the same frequency of usage, but 

there are differences in the onset of care by gender. Boys come to inpatient care on average earlier than girls, 

usually in elementary school age, whereas girls come in adolescence. Also in terms of outpatient care and 

psychopharmaceuticals prescriptions we see the increase for girls in adolescence.   

     Mental health- or behavioral problem diagnosis (ICD-9 (290-319) 1987–1995 or ICD-10 (F00-99) since 

the year 1996) had been given to 7 717 cohort members (13,0%, boys 11,6%, girls 14,4%) who have 

received specialized psychiatric care.  The most common diagnosis was mood disorders (F30-39), which has 

been given to 3 014 cohort members (5,1%), girls more often than boys. Neurotic, stress related or 

somatoform disorder diagnosis (F40-49) had been given to 2551 cohort members (4,3%), girls much more 

frequently than boys. Behavioral- or emotional disorder diagnosis (F90-98) usually beginning in childhood 

or adolescence had been given to 2 023 cohort members (3,4%), boys (3,8%) more frequently than girls 

(3,0%).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

 

Table 1 Psychiatric morbidity and use of specialised psychiatric care and psychopharmaceuticals in the 

1987 Finnish Birth Cohort 

 

 Males  Females   

 Number 

of cohort 

members 

% of 

cohort 

members 

Number 

of cohort 

members 

% of 

cohort 

members P value 

Any psychiatric care
 a
 5034 16.5 6947 23.9 <0.001 

Psychopharmaceuticals purchase/s 3003 9.9 4847 16.7 <0.001 

Specialised psychiatric outpatient care 3110 10.2 4601 15.8 <0.001 

Specialised psychiatric inpatient care 1598 5.3 1595 5.5 0.191 

Diagnosed psychiatric disorders
b 
      

Any psychiatric diagnosis (F00-99) 3533 11.6 4184 14.4 <0.001 

Organic mental disorders (F00-09) 20 0.1 12 0.0 0.219 

Mental and behavioural disorders due to 

psychoactive substance use (F10-19) 591 1.9 496 1.7 0.033 

Schizophrenia, schizotypal and delusional 

disorders (F20-29) 276 0.9 293 1.0 0.201 

Mood (affective) disorders (F30-39) 972 3.2 2042 7.0 <0.001 

Neurotic, stress-related and somatoform 

disorders (F40-49) 932 3.1 1619 5.6 <0.001 

Behavioural syndromes associated with 

physiological disturbances and physical factors 

(F50-59) 175 0.6 676 2.3 <0.001 

Disorders of adult personality and behaviour 

(F60-69) 194 0.6 302 1.0 <0.001 

Mental retardation (F70-79) 135 0.4 95 0.3 0.023 

Disorders of psychological development (F80-

89) 994 3.3 416 1.4 <0.001 

Behavioural and emotional disorders with onset 

usually occurring in childhood and adolescence 

(F90-98) 1152 3.8 871 3.0 <0.001 

Unspecified mental disorder (F99) 99 0.3 166 0.6 <0.001 

a: includes psychopharmaceuticals and specialised psychiatric outpatient and inpatient care. 

b: F-diagnoses; inpatient care data 1987–2008 and outpatient care data 1998–2008. 

 

 



 

   

 

 
 

Figure 4. First instance of specialized psychiatric in- and outpatient care and purchase of 

psychopharmaceuticals in the 1987 Finnish Birth Cohort. Left panel shows the cumulative frequencies of 

psychiatric care based on age. Right side panels show horizontally the distribution of the first instance of 

care and vertically the gender distributions at the care instance.   



 

   

 

Psychopharmaceuticals 

 

Purchase of psychopharmaceuticals had been registered for 7 850 (13,2%) cohort members during the years 

1994-2008. Figure 5 shows the frequencies for different categories of psychopharmaceuticals purchased by- 

and compensated for the cohort members. Antidepressants were the most common type of 

psychopharmaceuticals prescribed for the cohort members.  Every tenth member of the cohort had used 

antidepressants during the follow-up. Girls had used antidepressants almost twice as more frequently 3 938 

(13,6%), than boys (2 133, 7,0%). Of all of the cohort members who had used psychopharmaceuticals, over 

half had used antidepressants. Second most used types of psychopharmaceuticals are sedatives and anti-

neurosis medications (2 138, 3,6% of cohort members), sleep medications (1 749, 2,9% of cohort members) 

and anti-psychotics (1 698, 2,9% of cohort members). Of all the medications, girls had used them more 

frequently than boys. 

 

 
Figure 5. The frequencies for different categories of psychopharmaceuticals purchased by- and 

compensated for the cohort members by gender between 1994 and 2008. 

 

Sexual- and reproductive health 

 

Sexual- and reproductive health is studied through the statistics on chlamydia infections, abortions and teen-

age births (less than 20-year-old mother). During the follow-up, 2004--2008, 3 686 (6,2%) cohort members 

had had a chlamydia infection, girls more frequently than (2 583, 8,9%) boys (1 103, 3,6%). Most of the 

cohort members who had had a chlamydia infection had only had one infection (447 persons) during the 

follow-up, and 72 persons had had 3 or 4 infections.  

During the follow-up, 2 491 (8,6%) girls had had an abortion, and of them, 1 001 had had it at under 18 

years of age. Of those who had had an abortion, most had had only one, while 328 girls had had 2-4 

abortions.  

Of the cohort girls, 1 180 (4,1%) had given birth before the age of 20 years, and of them, 242 had given 

birth before the age of 18 (0,8%). During the follow-up, altogether 1 614 (5,6%) girls had given birth, of 

whom 1 433 (88,8%) only one time and 181 (11,2%) two times or more.    

The indicators for sexual- and reproductive health are clearly related to other well-being indicators. 

Figure 6 shows the relationship between educational level and sexual- and reproductive health among the 

cohort girls. Those girls with matriculation exam or tertiary level education had less chlamydia infections (5, 



 

   

 

5% vs. 15,8%), abortions (3,9% vs. 20,7%), and teenage pregnancies (0,7% vs. 16,0%) during the follow-up 

period than those cohort girls who had no secondary level education.  

 

 

 
Figure 6. Indicators of girls’ sexual- and reproductive health by educational attainment in the 1987 Finnish 

Birth Cohort.  

 

Physical health 

 

The information on the frequency of the cohort members’ somatic illnesses is based on the diagnosis made in 

the specialized health care setting (ICD-9- and ICD-10-diagnosis given by a medical doctor). Figure 7 shows 

five indicators for the physical health of the cohort. Of the cohort members, 3 797 (6,4%) had been 

diagnosed with asthma during the follow-up, boys (7,2%) slightly more often than girls (5,6%). Epilepsy 

diagnosis had been set to 919 (1,6%) cohort members, girls and boys equally often. The diagnose for 

diabetes had been set to one percent of the cohort (569), and 0,5% had been diagnosed for arthritis or cancer.  

 
Figure 7. Frequency of different physical illnesses among boys and girls in the 1987 Finnish Birth Cohort.  



 

   

 

 

Criminality 

Finnish Legal Register Centre has a national central register of the criminal records. An entry is made into 

the criminal records when a person is sentenced to unconditional or conditional imprisonment, to pay a fine 

(supplementary fine), to do community service or is placed under supervision, community service, juvenile 

penalty or, instead of juvenile penalty, to pay a fine dismissal, or sentence is waived on grounds of the 

person´s criminal irresponsibility. In addition, the register also contains data on the summary penal fines 

imposed by the prosecutor and on petty fines imposed by the police, customs officials or frontier guard 

authorities. 

Criminality by the cohort members has been studied using two different variables: “Police and judicial 

system records”, which means all types of penal records, from misdemeanors to criminal sentences.  

Altogether, of the cohort members, 15 378 (25,9%) had been given a summary penal judgment, or been 

sentenced, boys (38,4%) much more than girls (12,7%).  Altogether, 25 952 summary penal judgments had 

been recorded to 13 381 cohort members during the years 2002–2008, and a total of 12 324 court decisions 

had been registered to 5 215 (8,8%) cohort members, boys (4 302, 14,1%) much more frequently than girls 

(913, 3,1%). Most of the court decisions were fines, and 1871 (3,1%) of the cohort members were sentenced 

to community service or to suspended or unconditional imprisonment, again more boys 1 640 (5,4%) than 

girls 231 (0,8%).   

For boys, the most common types of summary penal judgments were endangering road safety, traffic 

violations and petty theft. For girls, the most common types of summary penal judgments were endangering 

road safety, petty theft and traffic violations.  For boys the summary penal judgments were most commonly 

related to water-, land- and road traffic (12 770 cases), shop-lifting (1 986 cases), vehicle violations (1 522 

cases) and unlicensed driving (1 484 cases). Drug related offences were registered a total of 528 cases. For 

girls, the summary penal judgments were most commonly related to water-, land- and roadtraffic (2 924), 

shop-lifting (1 037), unlicensed driving (231), vehicle violations (217) and use of drugs (124).  

Figure 8 depicts, the relative proportions of all different types of sentences, and table 4 shows the number 

of cohort members for each type of crime category. Of all crimes committed by the cohort members during 

the follow-up, 39,1 percent were crimes against property, and those types of crimes were committed by 3,0 

% of the cohort members (boys 4,8%, girls 1,1%). Traffic violations were about a third (32,5%) of all 

crimes, committed by 5,4 percent (boys 9,2%, girls 1,5%) of the cohort members. Convictions due to driving 

under the influence of alcohol had been recorded to 2 074 (3,5%) cohort members, 1 777 (5,8%) boys and 

297 (1,0%) girls. Figure 9 shows the gender proportions of different crimes. The proportion of crimes 

committed by boys is considerably larger than that of girls.  

 

 



 

   

 

 
Figure 8. The relative proportions of all different types of criminal sentences in the 1987 Finnish Birth 

Cohort.   

 

 
Figure 9. Gender proportions of different crimes in the 1987 Finnish Birth Cohort. 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

Table 4. The number of crimes committed by- and convictions in the 1987 Finnish Birth Cohort by crime 

category. The percentages indicate the proportion of the convicted cohort members.  

 

  Boys  Girls  All 

Crime category 
crimes / 
convicted %   

crimes / 
convicted %   

crimes / 
convicted % 

Criminal sentences 2002–2009 
20 258 /  
4 302 

14,1  1 360 / 913 3,1  23 033 / 5 215 8,8 

A: Property offence 7 897 / 1 462 4,8  1 104 / 310 1,1  9 001 / 1 772 3,0 

B: Offence against a person 2 300 / 1 305 4,3  367 / 282 1,0  2 667 / 1587 2,7 

C: Sexual offence 74 / 60 0,2  1 / 1 0,0  75 / 61 0,1 

D: Crimes against regulation 355 / 260 0,9  72 / 62 0,2  427 / 322 0,5 

E: Traffic offence 6 698 / 2 789 9,2  792 / 423 1,5  7 490 / 3 212 5,4 

 
Driving under the influence of 
alcohol 

2 618 / 1 777 5,8  328 / 297 1,0  2 946 / 2 074 3.5 

F: Other criminal law 1 753 / 962 3,2  257 / 157 0,5  2 010 / 1 119 1,9 

 Drug offence 843 / 441 1,4  199 / 118 0,4  1 042 / 559 0,9 

G: Alcohol offence 84 / 74 0,2  9 / 9 0,03  93 / 83 0,1 

H: Crimes against authorities and order 1 097 / 665 2,2   173 / 116 0,4   1 270 / 781 1,3 

 

 

 

Children and adolescents placed in out-of- 
home care  

During the follow-up period 1987-2008, 1 900 (3,2 %) members of the 1987 Finnish Birth Cohort had been 

placed in out-of-home care. Of those in foster or other care, 937 were boys and 963 were girls. About half of 

all placements took place between the ages of 13 and 16, average being 10,7 years. Figure 10 shows the age 

and gender distribution during the first placement. The proportion of girls grew after the age of 13 years and 

of those placed outside the home at the age of 13 or over 54 percent were girls and 47 percent were boys.     

Two thirds (66,3%) of the children and adolescents placed in out-of-home care during the follow-up had 

been in care for over a year, and a third (35,2%) over 5 years. Over half (55,2%) of the children and 

adolescencts in care had at some point been in institutional care, 38,5 percent in family- and 29,1 percent in 

professional family care.  
 

 

 



 

   

 

 
Figure 10. Age at first out-of-home placement among the members of the 1987 Finnish Birth Cohort. 

Gender proportions are indicated by color.   

 

Factors related to the well-being of children and adolescents placed in out-of-home care are depicted in 

Figure 11. If we compare the well-being of the cohort members placed outside the home to those not in 

placement, the differences are large. Four out of every five children in placement have received social 

assistance, when of those not placed in out-of-home care only a fifth has. Similarly of those children and 

adolescents placed in out-of-home care, a large number have been in psychiatric care or used 

psychopharmaceuticals. Two thirds of boys in placement have been in psychiatric care or used 

psychopharmaceuticals (67,3%), and of the girls 71,5 percent. For those who have not been placed in out-of-

home care, the numbers are considerably smaller, for boys 14,9 and girls 22,3 percent.     

Those young people who had been placed outside the home have also considerably more often completed 

only primary education than those who have not been placed outside the home, of boys two thirds (6 %) and 

of girls three fifths (59,5%), when for those not in placement the proportion is less than a fifth. Also, of the 

boys who had been placed in out-of-home care, about half had received a criminal sentence, when of those 

not in placement 12,8 percent had. Of the girls in placement, one fifth had been sentenced during the follow-

up. More information about the risk factors related to being placed outside the home and about the well-

being of those children and adolescents can be found from published articles (Kestilä at al., 2012a and 

Kestilä et al., 2012b).  

 



 

   

 

 
Figure 11. Well-being indicators by gender among those cohort members placed in out-of-home care.  

 



 

   

 

Parents 

Table 5 shows demographic, socioeconomic and health information about the cohort members’ parents. 

During the follow-up, 58 percent of the cohort members’ parents were married and 30,2 percent of the 

parents were divorced. In the year 1987, when the cohort member was born, 5,2 percent of the mothers were 

single parenting. About 15 percent of the cohort members had been exposed to maternal smoking, 

corresponding to 9 000 members of the cohort. During the follow up, 4 047 (6,8%) members of the cohort 

lost one of their parents.   

The recession of the 1990s shows up in the data when we look at the number of the parents who have 

received social assistance, a total of 38 percent. Long-term social assistance, meaning over 10 months in a 

year, had been given to one sixth of the cohort parents.   

 Altogether, about a fourth of all the cohort members have at least one parent with a tertiary degree. 

Slightly under a fifth of the cohort members’ fathers had the highest level of education (12 years or more of 

schooling) and 15,9 percent of the cohort members’ mothers had the highest level of education. Of the cohort 

members’ fathers, every fourth (24,8%) and of the mothers every sixth (15,9%) had no secondary level 

education.  

Looking at the parents’ professions, every fourth of the cohort members’ fathers and every sixth of the 

cohort members’ mothers belonged to the highest socioeconomic category. Altogether every third of the 

cohort members’ parents belonged to the highest socioeconomic category (31,1%). Every tenth of the cohort 

members’ mothers or fathers belonged to the heterogenic group called “other”, which consists of 

entrepreneurs, farmers, stay-at home mothers, students and pensioners.  

     About every fifth of the cohort members parents (18,9%) had been in specialized psychiatric outpatient 

care during the years 1998-2008, and about every tenth (8,4%) had been in psychiatric inpatient care during 

the years 1986-2008. Of the cohort members’ parents, a psychiatric diagnosis had been given to 17,3 

percent. Of the 1987 Finnish Birth Cohort, 6,7 percent had a parent with a cancer, and a traumatic brain 

damage had been diagnosed to either of the parents of 1,3 percent of the cohort members.  

 

 

 



 

   

 

Table 5. Information regarding cohort members’ parents 

    All 

Data from 
the year 

    
  n= 59 476   % 

Demographic data     

2009 Parents are married  34 486  58.0 

1987-2008 Parents’ divorce during follow-up  17 938  30.2 

1987 Mother single parenting  3 117  5.2 

1987 Mother’s smoking during pregnancy   8 908  15.0 

1987 
Mother or Father under 20 years of age at the time 
of cohort members birth 

  2 034  3.4 

1987-2008 Mother passed away during follow-up  1 187  2.0 

1987-2008 Father passed away during follow-up  3 169  5.3 

1987-2008 Social assistance receipt by mother/father/both parents  22 599  38.0 

2009 Educational attainment           

 

  Tertiary degree 

Highest  15 412  25.9 

 Lowest  4 756  8.0 

 Father  10 723  18.0 

 Mother   9 445   15.9 

 

 Lowest Level Tertiary Education 

Highest  14 297  24.0 

 Lowest  7 596  12.8 

 Father  8 179  13.7 

 Mother  13 714  23.1 

 

 Upper Secondary Level Education 

Highest   25 639   43.1 

 Lowest  27 100  45.6 

 Father  25 851  43.5 

 Mother   26 888   45.2 

 

  Primary Education 

Highest  4 128  6.9 

 Lowest  20 024  33.7 

 Father  14 723  24.8 

 Mother   9 429   15.9 

       

2009 Socioeconomic positions     

 
 Upper-level employees 

Father   14 433   24.3 

 Mother   9 319   15.7 

 
 Lower-level employees 

Father   9 102   15.3 

 Mother   28 270   47.5 

 
 Manual workers 

Father   24 440   41.1 

 Mother   11 917   20.0 

 
 Other 

Father  6 978  11.7 

  Mother   5 986   10.1 

Health data     

1987-2008 Diagnosed cancer 
Mother   2 413   4.1 

Father   1 659   2.8 

1987-2008 Diagnosed traumatic brain injury 
Mother  166  0.3 

Father   644   1.1 

1986-2008* Psychiatric diagnosis 
Mother  6 353  10.7 

Father   4 684   7.9 

1998-2008 Visit to outpatient specialized psychiatric care 
Mother  6 732  11.3 

Father   4 728   7.9 

1969-2008 Inpatient specialized psychiatric care 
Mother  2 834  4.8 

Father   3 560   6.0 

*Mental health and behavioral disorder diagnosis from inpatient psychiatric specialized care from 1986–2008 
and outpatient care 1998–2008. 



 

   

 

 

The relationship between parental education and children’s well-being  

  

Parent’s socioeconomic position, education and financial- and health circumstances and changes in family 

relationships affect their children’s education and other aspects of well-being. Figure 12 shows the cohort 

members’ educational level based on their parents educational level. Of those children whose parents had no 

secondary education, 38,1 percent had also no secondary level education at the end of the follow-up. A fifth 

of the parents with no secondary level education had children with high school or tertiary level education. 

Similarly, of the children with parents with highest levels of education, three out of four (74,1 %) had high 

school or tertiary level education, and every tenth (10,1%) had no secondary level education. Of the entire 

cohort, about a fifth (18,5%) did not have secondary level education and every fifth (47,9%) had high school 

or tertiary level education.  

 

 

 
Figure 12. The 1987 Finnish Birth Cohort members’ educational distribution by parents’ educational 

attainment (four categories). 

 

 

 

Parent’s socioeconomic position and education affects their children’s well-being. Figure 13 shows the 

relationship between parents’ education to different aspects of their children’s well-being. Children of 

parents with the highest levels of education used specialized psychiatric health care services less than 

children of parents with lower levels of education (17,7% vs. 27,9%). They had also fewer marks in the 

police and judicial registers (18,9 % vs. 35,7%) and used social assistance less frequently (10,2% vs. 42,5%). 

 

 

 

 



 

   

 

 
Figure 13. Cohort members’ well-being indicators by parental educational attainment. 

 

 

Parental receipt of social assistance and children’s well-being  

 

Family financial difficulties are closely tied to children’s’ later well-being and mental health problems. 

About three out of four (71,6%) members of the age cohort who had received social assistance had a parent 

who had also received social assistance. Also over half (53,3%) of the cohort members with a psychiatric 

diagnosis and two thirds (62,6%) with no secondary level education had a parent who had received social 

assistance. Parental social assistance recipiency showed up also as a risk factor for children’s out of home 

placement, as nine out of ten children placed outside the home had a parent who had received social 

assistance during the follow-up.  

As the parents’ receipt of social assistance support prolongs, children’s well-being problems get more 

common. Figure 14 shows the months of parental social assistance support together with different aspects of 

children’s well-being. If neither of the parents had received social assistance, tenth of the children had 

received social assistance during the follow up (10,3%). If a parent had received social assistance at some 

point during the follow-up, 43,2 percent of the children had registered use of social assistance. If the 

combined receipt of parental social assistance exceeded 92 months, had three out of four (72,9%) children 

also received social assistance.   

Every ninth of the children with parents who had not received social assistance had not completed 

secondary level education, when of the children whose parents had received social assistance every slightly 

under a third had not completed secondary level education. Almost half of the children whose parents had 

received social assistance over 92 months had not completed secondary level education by the end of the 

follow-up period.  

The same phenomena get repeated when we look at children’s psychiatric care, use of 

psychopharmaceuticals, criminal offences and out of home placement. About every sixth (15,5%) member of 

the cohort had used specialized psychiatric care or psychopharmaceuticals, when of those whose parent had 

received social assistance 27,7 percent had used those services or medications. Of the children whose parents 

had received social assistance more than 92 months, 40,6 percent had used specialized psychiatric care or 

psychopharmaceuticals. Of the children whose parents had not received social assistance 22,4 percent had a 

police or judicial system record, when of the children with parents who had received social assistance, 31, 

and 5 percent had a record. Of those children whose parents had received social assistance over 92 months, 

39, and 4 percent had a police or judicial system record. Altogether, 0,4 percent of the cohort members had 



 

   

 

been placed outside the home, but of those children whose parents had received social assistance 7,7 percent 

had been placed outside the home. Furthermore, of those children whose parents had received social 

assistance over 92 months during the follow-up almost, a quarter (24, 2%) had been placed outside the home.   

 

 

 

 
Figure 14. Cohort members’ well-being indicators by the combined social assistance receipt of the parents. 

Parents who have received social assistance have been divided into six equal size groups based on the 

number of months on social assistance.   

 

Parental health and children’s well-being 

Parental mental health  

 

Parents’ mental health problems increase not only their children’s risk of having mental health problems but 

also other well-being problems. Figure 15 shows different children’s well-being indicators when a parent has 

been treated in a specialized psychiatric care.  Of the children whose parents had been treated in psychiatric 

care facilities, one third had received social assistance during the follow-up when of those children whose 

parents had not received psychiatric care about a fifth (19,9%) had received social assistance. Of the children 

whose parents had been treated in psychiatric care facilities, one fourth (23,2%) had not completed 

secondary level education, and 28 percent had been treated in specialized psychiatric care or had used 

psychopharmaceuticals (vs. 17,9% with no parent in psychiatric care). Furthermore, of the children whose 

parents had been in psychiatric care, 11,1 percent had received a judicial sentence (vs. 8,1 %) and 7,6 percent 

had been placed outside the home (vs. 1,9%). Parents’ addiction diagnoses, which in and of itself is a serious 

risk factor for children well-being, was also included in the studied specialized medical treatments.  



 

   

 

 
Figure 15. Cohort members’ well-being indicators based on whether one of the parents has used specialized 

psychiatric care.  

Parental serious illnesses  

 

Not only parental psychiatric problems, but also physical ill-health increases their children’s risk for 

experiencing different well-being problems. Figure 16 shows the received specialized psychiatric care or use 

of psychopharmaceuticals among the age cohort members based on whether their parent has a diagnosed 

traumatic brain injury or cancer. Of those born in the year 1987 whose parent had been diagnosed with brain 

injury during the follow-up, a third (33,8%) of girls and 26,9 percent of boys had themselves used 

psychiatric care or psychopharmaceuticals, when the corresponding frequencies for the rest of the cohort 

girls was 23,8 percent and boys 16,4 percent.  A parent’s cancer increased especially girls’ use of psychiatric 

care or psychopharmaceuticals (27% vs. 23,7%). More about the relationship between parents’ physical ill-

health and their children’s use of psychiatric care can be read from a published article “Niemelä et. al, 2012”. 

 
Figure 16. Cohort member’s use of specialized psychiatric care or psychopharmaceuticals by parental 

traumatic brain injury or cancer. 

 



 

   

 

Regional aspects of well-being  

The 1987 Finnish Birth Cohort –study shows large regional differences in the cohort members’ well-being. 

Figures 17-21 show the regional distributions of the different well-being indicators, Figure 17 the 

educational distributions based on the home municipality of the year 1994, picture 18-21 information based 

on the home municipality of year 2009, and table 6 depicts in more detail the municipal level well-being 

information.  

Having completed at least secondary level education was most common among those members of the 

cohort whose home municipality in the year 1994 was in Central Ostrobothnia, Ostrobothnia, Southern 

Ostrobothnia, or North Karelia. Having only basic education was most common among those whose home 

municipality was in Päijät-Häme, Uusimaa, Eastern-Uusimaa, or Åland. If we compare the percentage of 

completed basic education from the years 1994 and 2009, shown in Figures 17 and 18, the Figure of regional 

well-being gets a new perspective. For example, of those children who began their schooling in the year 

1994 in Uusimaa, 22 percent had not completed secondary level education by the end of the follow-up. If 

compare the information from the Figure 17 to the education information based on the municipal residence 

in the year 2009, in Figure 18, we see that of the youth living in Uusimaa in the year 2009 19,8 percent had 

not completed secondary level education. During the years 1994 and 2009 a large number of persons with at 

least secondary level education had moved to Uusimaa, when at the same time the number of people with 

basic education only had increased by 5 percent in Kanta-Häme.    

This research confirms the established knowledge about the impact of education in within country 

migration. Well-educated young people move frequently away from rural areas towards the larger cities and 

growth areas, such as the capital region. This research tells, however also that while Uusimaa draws large 

numbers of well-educated young people and as a snap shot seems to enjoy from relatively well educated 

population, over a fifth of those who began their schooling in Uusimaa, completed only basic education 

when the national average is 16,9 percent. Similarly those regions that seem to suffer from low education 

levels, quite often lose their most educated residents to other areas.   

Figure 19 and table 6 show that the use of specialized psychiatric care or psychopharmaceuticals was the 

least common in Ostrobothnia, Southern Ostrobothnia, Tampere Region, Satakunta and Lapland. Most 

frequent use of specialized psychiatric care or psychopharmaceuticals was among those cohort members who 

resided in Central Ostrobothnia, Pohjois-Savo, Uusimaa, and Southern Karelia. More careful analysis 

showed that the regional disparities in the use of specialized psychiatric care come from particularly uneven 

distribution of the use of psychiatric outpatient care, as psychiatric inpatient care is fairly evenly distributed 

geographically (Paananen et al., 2012) 

Social assistance receipt was most common among those members of the cohort whose home 

municipality was in the year 2009 in Lapland, Kainuu, Pohjois-Savo and Nothern Karelia (Figure 20). In 

these areas over 30 percent of the cohort members had received social assistance. In Uusimaa, South-west 

Finland, Ostrobothnia, and Central Ostrobothnia the receipt of social assistance was less common than on 

other parts of the country, less than 20 percent. 

During the follow-up period, those members of the cohort who lived in Kainuu, Southern Ostrobothnia, 

Satakunta, Åland, or Kymenlaakso had most frequently a mark in the police or judicial system record 

(Figure 21).  



 

   

 

 
Figure 17. Regional percentages of the cohort members without post-primary education based on the year 

1994 home municipality information.   

 

 

 

 

 

 

 



 

   

 

 
Figure 18. Regional percentages of the cohort members without post-primary education based on the year 

2009 home municipality.   

 

 

 

 

 

 

 



 

   

 

 
Figure 19. Regional percentages of the cohort members who have received specialized psychiatric care or 

used psychopharmaceuticals, based on the year 2009 home municipality.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

 
Figure 20. Regional percentages of the cohort members who have received social assistance based on the 

year 2009 home municipality.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

 
Figure 21. Regional percentages of the cohort members’ police- or judicial records based on the year 2009 

home municipality.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

 

Table 6.  Indicators of well-being among the 1987 FBC based on the year 2009 home municipality. 

     Education 
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Region 2009         Basic Up.sec Higher 

Whole country boy n= 30435  20.7 38.7 40.6 16.5 12.1 9.9 21.2 38.4 14.1 

100.0 % girl n= 29041  16.1 28.4 55.5 23.9 16.8 16.7 24.7 12.7 3.1 

  all n= 59476   18.5 33.7 47.9 20.1 14.4 13.2 22.8 25.9 8.8 

Uusimaa boy n= 7843  23.3 25.4 51.3 18.9 14.5 10.6 16.9 34.2 13.2 

52.3 % girl n= 8081  16.4 19.2 64.4 25.4 18.1 17.4 18.5 10.8 2.3 

  all n= 15924   19.8 22.2 58.0 22.2 16.3 14.0 17.7 22.3 7.7 

South-west finland boy n= 2532  17.0 39.7 43.3 15.5 11.7 8.8 17.3 40.8 15.4 

16.7% girl n= 2559  12.7 26.5 60.8 23.4 16.0 17.3 18.2 12.5 3.3 

  all n= 5091   14.8 33.0 52.1 19.5 13.9 13.1 17.8 26.6 9.3 

Satakunta boy n= 1218  24.1 44.6 31.4 14.0 8.9 9.3 23.5 43.8 18.1 

7.6 % girl n= 1103  16.6 30.6 52.8 21.8 15.5 16.1 30.2 17.5 4.3 

  all n= 2321   20.5 38.0 41.5 17.7 12.1 12.5 26.7 31.3 11.5 

Kanta-Häme boy n= 843  26.0 43.5 30.5 17.1 13.0 10.4 22.1 41.8 16.0 

5.5 % girl n= 817  21.5 33.5 44.9 25.5 19.5 17.4 27.8 15.1 3.5 

  all n= 1660   23.8 38.6 37.6 21.2 16.2 13.9 24.9 28.6 9.9 

Tampere region boy n= 2979  17.7 38.0 44.3 13.4 7.3 9.4 19.3 37.8 13.6 

18.9 % girl n= 2777  14.7 28.8 56.5 21.9 12.9 16.6 23.7 12.9 3.4 

  all n= 5756   16.2 33.5 50.2 17.5 10.0 12.9 21.4 25.8 8.7 

Päijät-Häme boy n= 944  25.5 43.1 31.4 16.7 12.0 9.9 26.0 43.3 15.5 

6.3 % girl n= 966  21.2 32.9 45.9 22.3 15.5 18.2 33.2 16.8 4.7 

  all n= 1910   23.4 38.0 38.7 19.5 13.8 14.1 29.6 29.9 10.0 

Kymenlaakso boy n= 843  24.0 50.8 25.3 17.0 13.2 10.3 24.9 44.2 19.1 

5.2 % girl n= 749  19.5 39.1 41.4 25.0 17.6 17.9 27.5 16.8 3.3 

  all n= 1592   21.9 45.3 32.9 20.7 15.3 13.9 26.1 31.3 11.7 

South- Karelia boy n= 761  17.7 41.1 41.1 17.7 13.8 11.7 23.8 37.8 13.7 

4.5 % girl n= 612  12.7 38.4 48.9 27.6 21.9 17.6 30.6 13.4 3.6 

  all n= 1373   15.5 39.9 44.6 22.1 17.4 14.3 26.8 26.9 9.2 

South-Savo boy n= 804  22.6 43.9 33.5 16.5 12.8 10.2 20.8 40.2 15.8 

4.9 % girl n= 689  18.4 32.5 49.1 24.2 16.1 17.9 31.2 15.7 4.1 

  all n= 1493   20.7 38.6 40.7 20.1 14.3 13.7 25.6 28.9 10.4 

North-Savo boy n= 1468  18.5 43.7 37.8 17.1 12.8 10.4 27.8 39.2 13.6 

9.0 % girl n= 1259  15.5 33.2 51.3 28.1 21.8 19.1 34.6 11.3 2.9 

  all n= 2727   17.1 38.8 44.0 22.2 16.9 14.4 30.9 26.3 8.7 

Northern Karelia boy n= 1002  17.0 42.8 40.2 17.2 11.9 11.1 32.3 39.0 12.3 

6.3 % girl n= 929  12.8 30.1 57.1 25.3 16.6 17.7 34.8 12.2 2.9 

  all n= 1931   15.0 36.7 48.3 21.1 14.1 14.2 33.5 26.1 7.8 

Central Finland boy n= 1631  19.2 38.6 42.2 17.2 13.0 10.3 28.3 33.5 12.4 

10.8 % girl n= 1646  15.1 31.0 53.9 27.8 20.6 19.0 31.7 9.8 3.1 

  all n= 3277   17.1 34.8 48.1 22.5 16.8 14.6 30.0 21.6 7.7 

South Ostrobothnia boy n= 1145  15.7 54.1 30.2 14.4 10.9 8.2 19.6 47.6 15.1 

7.0 % girl n= 983  14.0 40.2 45.8 20.5 15.1 14.1 26.0 18.0 3.8 

  all n= 2128   14.9 47.7 37.4 17.2 12.8 10.9 22.6 33.9 9.9 

Ostrobothnia boy n= 1038  16.2 51.0 32.9 16.6 12.9 10.1 12.9 44.4 14.2 

6.5 % girl n= 938  11.2 32.1 56.7 18.1 12.3 12.5 13.8 13.8 3.2 

  all n= 1976   13.8 42.0 44.2 17.3 12.6 11.2 13.3 29.9 9.0 

Central Ostrobothnia boy n= 454  13.2 54.8 31.9 13.9 10.8 6.8 17.2 41.2 12.8 

2.7% girl n= 372  10.8 44.6 44.6 27.4 19.1 16.7 17.7 15.3 2.7 

  all n= 826   12.1 50.2 37.7 20.0 14.5 11.3 17.4 29.5 8.2 

Oulu region boy n= 2646  18.7 42.9 38.4 15.7 10.8 9.9 24.4 36.7 12.9 

16.3 % girl n= 2323  16.1 32.3 51.6 22.4 15.5 15.7 30.6 12.1 3.9 

  all n= 4969   17.5 37.9 44.6 18.8 13.0 12.6 27.3 25.2 8.7 

Kainuu region boy n= 455  19.3 51.0 29.7 18.9 14.1 11.4 30.3 43.3 18.2 

2.7 % girl n= 378  16.4 42.9 40.7 25.4 20.6 15.1 35.2 14.6 3.4 

  all n= 833   18.0 47.3 34.7 21.8 17.0 13.1 32.5 30.3 11.5 

Lapland boy n= 1032  21.2 43.3 35.5 15.0 11.1 7.8 33.3 39.0 13.9 

6.6 % girl n= 960  16.4 31.1 52.5 20.7 15.3 11.8 38.4 10.5 3.5 

  all n= 1992   18.9 37.4 43.7 17.8 13.2 9.7 35.8 25.3 8.9 

Eastern Uusimaa boy n= 383  15.9 55.4 28.7 18.0 13.8 8.9 12.5 46.0 14.4 

2.5 % girl n= 386  19.2 36.8 44.0 24.6 18.1 15.8 17.9 20.2 3.6 

  all n= 769   17.6 46.0 36.4 21.3 16.0 12.4 15.2 33.0 9.0 

Åland boy n= 112  29.5 58.9 11.6 15.2 13.4 12.5 16.1 55.4 28.6 

0.7 % girl n= 92  26.1 50.0 23.9 26.1 20.7 19.6 20.7 23.9 6.5 

  all n= 204   27.9 54.9 17.2 20.1 16.7 15.7 18.1 41.2 18.6 



 

   

 

Discussion 

The 1987 Finnish Birth Cohort -study shows that the majority of young adults in Finland are doing well. 

Nevertheless, there are a considerable number of children and young people who, by the age of 21, have 

experienced different well-being problems. A fifth of the cohort members has used specialized psychiatric 

services or psychopharmaceuticals before adulthood, and every fifth member of the cohort has only basic 

education. Financial difficulties and some type of criminal activities have been part of the life for quarter of 

the cohort.  

This research has shown that well-being is diverging and welfare problems, such as lack of education, 

mental health- and financial difficulties accumulate. Those young persons, who have completed only basic 

education by the end of the follow-up, suffer much more frequently from financial difficulties and have more 

registered use of specialized psychiatric care or psychopharmaceuticals, as well as criminal offences.   

The 1987 Finnish Birth Cohort -study results tell us that welfare problems pass on through generations. 

The conditions in the childhood home influence children’s later well-being significantly. Death or serious 

illness of a parent or mental health problems are closely tied to children’s later well-being and mental health 

problems, and parental unemployment and financial difficulties increase children’s school and mental health 

difficulties and even increase the risk for out-of-home placement. 

Our research shows, for example, that the parents of the young people who have completed only primary 

education have themselves more often than average only primary education and receipt of social assistance. 

Alcohol- and other mental health problems transfer through generations and become risk factors for later 

well-being. Additionally, parents’ physical ill-health increases children’s risks for mental health problems. 

Childhood family circumstances, other life conditions and developmental environments are significant 

determinants for the attachment to society. Previous research has shown that early life conditions affect, for 

example, educational outcomes and subsequently impact later well-being. Research shows also that 

problems in the developmental environment impact well-being more the earlier they appear. 

 

Sosioeconomic, financial and regional inequality  

 

Based on our research, children’s and young people’s well-being is largely determined by their parents' 

education, socioeconomic position and financial circumstances. Parents’ low level of education and low 

socioeconomic position is related to children’s well-being problems. Especially families’ financial problems 

challenge children’s ability to live a financially independent life, and show up later on as mental health 

problems requiring care. Previous research shows also that poverty in early childhood impacts children’s 

cognitive development negatively and decreases the probability of completing primary education (Duncan et 

al., 1998).  

Also, we know that socioeconomic position impacts many aspects of children’s and young people’s lives 

negatively, such as health, learning abilities, behavior and social participation. Leading British researchers 

have estimated that the influence of parents’ socioeconomic position on children’s cognitive development is 

discernible right from the birth of a child and the influence gets strengthened each month (Feinstein, 1998). 

We can also say, based on British longitudinal research that events and circumstances prior to school age 

impact children’s and young people’s educational results at least as much if not more than the circumstances 

during schooling (Wadsworth, 1991).  

Although social mobility measured by financial and educational circumstances is greater in the Nordic 

countries, including Finland, than in several liberal welfare states (Corak 2006; Grawe 2004; Solon, 1999), 

our research shows that, for example education, mental health and financial circumstances have large over 

generational effects. The Nobel laureate Amartya Sen has argued that the goal of social policies should be to 

provide freedom for individuals to develop their capabilities (1999). Freedom in the Senian sense means 

minimizing the over generational influences, and if we analyzed the results of the social policies practiced in 

Finland through Sen’s concept of freedom, the over generational transmission of problems would appear as 

especially problematic. 



 

   

 

The 1987 Finnish Birth Cohort -study shows that the factors impacting the welfare of Finnish youth are 

largely the same as in other parts of the world. Similar longitudinal research, for example, in the United 

States has shown how family finances are the largest predictor for youth well-being and development, even 

larger than maternal education, labor market position, parents IQ, ethnicity or many other factors (Duncan et 

al., 1994; Duncan & Brooks-Gunn 1999; Smith et al., 1994).  

North American research has also shown how poverty has the largest impact of children’s learning 

abilities, and slightly less on physical health and behavior. On the other hand, while the impact of poverty on 

learning abilities is larger than on health, the impact of poverty on health is estimated to be about the same as 

the effect of mother’s prenatal smoking on the health of the child (Children’s Defense Fund, 1996).  

The recently published Finnish Youth Barometer showed also that good family financial circumstances 

have a positive impact on all questions related to childhood home environment (Myllyniemi, 2012).  

The impact of poverty on children’s and adolescents’ health is partly explained by biological processes.  

Research has shown that in families with financial difficulties, babies’ stress response may differ from that 

of babies of other families. Babies’ heightened stress response shows up through elevated cortisol levels, 

which is considered a reliable indicator for stress (Saridjan et al., 2010). Furthermore, poverty has been 

shown to be related to babies’ unfavorable temperament already at the age of 6 months (Jansen et al., 2009). 
Previous research has also shown that residential area has an independent impact on child development in 

such ways that, for example, children living in urban areas report more depression and anxiety than children 

living in rural areas (McLeod & Edwards, 1990). Our research tells also about regional inequalities, 

including inequalities in the accumulation of problems and in the availability of services (Paananen et al., 

2012). For example, there are large regional differences in the use of outpatient psychiatric services: 

availability is significantly better in big cities and in southern Finland in general. Also, among the youth with 

only primary education, there are large regional differences in the receipt of social assistance and in police 

records. Considering the Nordic welfare state ideology and particularly the goals of the Finnish welfare 

policies founded on the ideals of equal access, the results this study raise a question about the success of 

those policies. 

 

Mental health and the accumulation of problems  

 

The results of this study tell about the influence of parents’ mental health problems on the mental health of 

their children. In addition to the financial difficulties, children’s problems often show up against the 

backdrop of parental mental health problems and changes in family relations. A third of the children and 

adolescents with a psychiatric diagnosis have a parent who has been treated in psychiatric care, when of all 

of the cohort members, one fifth has a parent who has been treated in psychiatric care. About 62 percent of 

the children and young persons with a psychiatric diagnosis have a single parent or have parents who have 

divorced, or have experienced the death of a parent, when of the entire cohort 45 percent have these 

experiences. Also, our research results show that parents’ low education and socioeconomic position 

increase the risk for children’s use of specialized psychiatric health care. As such, parents’ problems 

accumulate and leave marks on the well-being of their children.   

Our research shows also that a significant number of mental health disorders begin already in childhood 

or adolescence, and as such, have an impact on school performance and later well-being. Previous research 

has shown also that childhood poverty increases the risk for behavioral disorders and depression (McLeod & 

Shannahan, 1993). Early behavioral disorders are then related to unfavorable developmental outcomes such 

as poor school performance and criminality (Silva, 1996).  

The phenomenon of an accumulation of well-being problems has been identified in longitudinal follow- 

up research in other countries as well. For example, British follow-up research has noted the frequent 

accumulation of problems and the most significant background factor found has been lack of education 

(Gregg & Machin, 1997, Kiernan 1995). Accumulation of problems has been thought to be both the result of 

early experiences, as well as a social process which directs life course development (Blane et al., 2007). 

Certain problems increase the probability for the occurrence of certain other problems and especially 

difficulties faced in early childhood increase those risks (Herzman, 1999).  



 

   

 

Mental health disorders are today the most significant cause for work disability. During the year 2011 

about 1 600 under 30-year-olds were approved for work disability pension—in other words four young 

persons each day. Particularly depression, as a cause for employment disability, has increased in the recent 

years (Raitasalo & Maaniemi, 2011). Furthermore, recently the use of psychiatric services among children 

and adolescents has also increased significantly: visits to outpatient child psychiatric services almost tripled, 

and visits to adolescent psychiatric services quadrupled between the years 1994-2011 (Sotkanet). Also, the 

proportion of children and adolescents in inpatient psychiatric care has grown, which means that the focus of 

service provision has not moved towards outpatient services (THL, 2012).  

The results of the School Health Questionnaire show that among the 8th and 9th graders, high school and 

trade school students, the self-evaluated levels of depression have stayed relatively high during the 2000s. Of 

the primary school girls, almost a fifth (18%) experience moderate or serious depression and among high 

school or trade school schools the rate is 15 percent (THL, Kouluterveyskysely, 2011).    

The number of clients in the child protective services has also grown significantly since the 1990s. The 

number of clients in the child welfare services has over doubled and the proportion of children placed 

outside the home has also almost doubled during the last two decades. Especially the numbers of 

adolescents- and urgent placements have increased. The reasons for the out of home placement have usually 

to do with long lasting family financial- and other problems (Kestilä et al., 2012).  

 

 

Importance of education 

 

Based on the 1987 Finnish Birth Cohort -study, members of the cohort with only primary education suffer 

more frequently than others from mental health disorders, and receive social assistance- and commit crimes 

more frequently. A fairly large number of the youth who have not completed secondary level education 

suffer from mental health disorders: 48 percent of girls and 35 percent of boys have been either treated in 

specialized psychiatric care or have used psychopharmaceuticals, when the cohort averages for girls are 23,9 

percent and boys 16,5 percent. Of the youth with only primary education, over half have received social 

assistance, when the cohort average is 23 percent. Similarly a third of those boys with only primary 

education have committed crimes by the age of 21, when among the entire cohort 14 percent of the boys 

have. As such, low education, criminal behaviors, mental health disorders and financial difficulties often 

accumulate in the early adulthood.   

Previous research has also shown that low education increases the risk for diverse types of disadvantage. 

Young persons with only primary education experience more health problems and use more substances than 

those with higher education (Kestilä, 2008). The School Health Questionnaire shows large differences in the 

health- and risk behaviors between those in high school and trade school. For example, every tenth high 

school boy smokes cigarettes every day, when four out of ten trade school boys do so. Similarly of high 

school girls 11 percent and trade school girls 39 percent smoke daily. Also, with regard to alcohol drinking 

there are large differences between high school and trade school students, among both genders. Of trade 

school girls 19 percent and boys 26 percent, and of high school girls 9 percent and boys 14 percent use 

alcohol on a weekly basis of more.  

Unemployment and lack of education go often hand in hand. The number of unemployed and uneducated 

young persons is on an increase, and in 2010 in Finland there were already 51 300 of them, which 

corresponds to almost an entire census of children (Myrskylä, 2011). Every year, about 4000 young people 

living in Finland do not get a secondary level study place for a number of reasons. On top of this, several 

young people discontinue their high- or trade school studies each year. Altogether, of each census about 15 

percent never complete a secondary level degree. Today there are about 110 000 20–29-year olds with only 

primary education (Myrskylä, 2012).  

Increasingly high levels of education are required in today’s Finnish labor markets and jobs that do not 

require specialized skills disappear constantly. Lack of a secondary level education not only increases the 

risk for unemployment, but also for the lengthening of the unemployment period, which in and of itself also 

decreases the chances for reemployment (Sipilä et al., 2011; Jolkkonen et al., 2010).  



 

   

 

 

 

A comparative look into the factors affecting children’s and young people’s well-being  

 

The results of the 1987 Finnish Birth Cohort -study are very similar to those found in Swedish research 

regarding the impact of early childhood conditions on young adults’ well-being. Swedish Institute of Public 

Health published a literature review that showed how Swedish children and youth from disadvantaged 

families experience more health problems than the national averages. Mortality and physical health problems 

are 30 percent more common among disadvantaged children than those coming from more advantaged 

families (Swedish National Institute of Public Health, 2011). Children and young people coming from 

financially disadvantaged families have also almost three times more self-inflicted accidents and twice as 

often accidents caused by others than children and young people coming from wealthier backgrounds.  

Furthermore, disadvantaged children and young persons have cognitive developmental delays three times 

more often than other children. The Swedish research shows that health differences between children due to 

differences in the socioeconomic position are approximately the same size as among adults. For example, the 

risk of mortality explained by socioeconomic position was 1.4 for both adults and children.     

From the OECD country comparisons we see that the child poverty rate in Finland is significantly lower 

than in many other developed countries. In Finland, 4,7 percent of children live in poor households when the 

OECD average is 11,1 percent.  On the other hand we see from the OECD comparisons that child poverty 

rates have increased in Finland between the years 1990 and 2008 2,9 percent, when at the same time it has 

reduced in several OECD countries, average being 0,6 percent (OECD Family Database).  

We know also that in addition to increases in the number of children living in poor households, income 

inequality has increased in Finland during the last two decades. Based on the OECD statistics, the growth in 

income inequality has been particularly fast in Finland as well as in many liberal welfare states (Esping-

Andersen, 1990). During the period of 1980s to the end of the 2000s, gini-coefficient in Finland grew from 

0,21 to 0,32. The gini-coefficient describes income equality on a scale from 0 to 1, where by the value zero 

refers to total equality and one complete inequality in the income distribution. When in the 1980s Finland 

was considered to be a country with low income disparity, today it is more of the middle category (OECD, 

2011).  

The OECD statistics show also that poverty among single parent households is significantly higher in 

Finland than in two earner families. Of the single parent households, 14,2 percent can be considered poor 

(OECD Family Database). Furthermore, of the children with unemployed parents about half live in poor 

households. Differences in the child poverty rates between countries are largely explained by maternal 

employment rates: if maternal employment is uncommon, child poverty rates are usually higher. In Finland 

mothers’ employment rates are high; over 69 percent of mothers of under 15-year-olds are in paid labor. This 

explains the relatively low poverty rates among the households with children where parents are employed 

(OECD Family Database).  

WHO Health Behaviour in School-aged Children -study shows that already among 11 year olds, their 

parents’ socioeconomic background impacts the children’s experience of their health, life quality and   

satisfaction, health behaviors, as well as family and friendship relations together with school performance, 

across the world.  Finnish results regarding the impact of the socioeconomic position are average (Currie et 

al., 2012). 

 

 

Strengths of the register-based data and the reliability of the results  

 

Longitudinal follow-up studies using reliable register data offer many benefits for the study of well-being.  

The 1987 Finnish Birth Cohort -study is the first longitudinal follow-up study covering an entire census of 

children born in a year. Furthermore, Finnish register data is of great quality, both in terms of quantity and 

reliability.     



 

   

 

National register-based follow-up studies’ strength is also in the rate of coverage, both in terms of study 

population, variables and regional factors. Survey studies related to well-being often have difficulties in 

reaching exactly those whose welfare we know the least about. Willingness to take part in research is related 

to socioeconomic status (SES) and often those with low SES are underrepresented in survey studies. The 

1987 Finnish Birth Cohort -study results are based on nation-wide registers, and the data collected in them is 

not biased by background variables.  

On the other hand, the results of the 1987 Finnish Birth Cohort -study are based on the use of services, so 

that well-being is assumed from a lack of ill-health indicators. As such, Finnish well-being data is not based 

on indicators of well-being. Also, data about the use of services does not tell directly about rates of illness, 

but simply about the use of- and access to services.  On the other hand we know that, for example, in terms 

of mental health services, not all of those in need get the services they should get.  Regardless of these 

weaknesses, register-based follow-up studies offer the most reliable information there is about the well-being 

of Finnish youth.   

 

 

Well-being is created in the everyday life 

 

Even though the results of the 1987 Finnish Birth Cohort -study show that the majority of young adults are 

doing very well, they show also how problems accumulate and transfer through generations. The results 

show correlations between the difficulties faced by the parents and the children, for example, between 

parents' education and children's mental health. These correlations do not mean that only- or all children of 

parents with low levels of education will require specialized psychiatric care. The results of our research do 

not support the idea that there are biologically predetermined or genetically transmitted over-generational 

phenomenon, but rather children’s development has a direction that gets shaped constantly in the everyday 

life, and that the surrounding environment can strengthen or weaken those early influences. 

The results of the study show how disadvantage is transmitted across generations, but we should not 

forget that the values and attitudes held by the childhood home and society also pass through generations.  

The recently published Youth Barometer results show how a childhood home with an open interaction style 

is strongly connected to young people’s societal trust. Young people who have gotten positive feedback from 

their parents, and have shared their joys and sorrows with the parents, are across the board more satisfied 

with different aspects of their life than young people who grew up in less dialogic families. 

We know also from research that health problems often show up after long delay. Hence, the support for 

well-being and prevention of ill-health should begin early, before problems arise, attending to early signals 

of approaching difficulties. The Finnish service system, when evaluated from the individuals’ perspective, 

however, often reacts only after serious problems have arisen. 

The children born in 1987 grew up during the recession of the 1990s, when large numbers of families 

faced unemployment and financial difficulties. Political decisions made during that time have an impact still 

today. Services targeted for children and families, as well as prevention programs, were cut back. School 

health check-ups, family preparation classes of the prenatal care services, as well as services provided to the 

homes of families were cut back, while school and day care resources were reduced (Paakkonen, 2012). 

Even today problem prevention and services for the early support for well-being have not been brought back 

to the levels prior to the recession, and the costs of the corrective services are constantly increasing. The 

service system is also not responding to the actual needs of individuals, as problems today are often 

multifaceted and considering all the different aspects is difficult and slow in the sectorally divided service 

systems.  The service system should also be able to support children’s and young person’s own coping skills 

and the possibility to be an active agent in the decisions made regarding their own lives.   

Although our analysis has focused partly on service systems and the use of services in relation to young 

people’s preparedness to function in the labor markets, it is important to keep in mind that a good and happy 

childhood has its own intrinsic value. All children or young people growing up in a Nordic welfare state 

should have equal possibilities to have a happy childhood and an equal opportunity for a good later life 

regardless of parents’ education, financial situation and residential area. Furthermore, it would be important 



 

   

 

to strengthen and support each child’s own agency and ability to make decisions regarding his/her own life 

in an age appropriate fashion. 

 

Conclusions and recommendations  

Longitudinal register-based follow-up studies offer new possibilities to study the causal relationships in the 

development of well-being. It appears clear that well-being is diverging and disadvantage accumulates. 

While the majority of young people are doing well, a growing number of children and young persons need 

help in attaching to society. Different kinds of protective factors can safeguard development even when risk 

factors are present. Some of the most important protective factors being positive human relationships and 

having positive experiences in school or in spare time activities. It should also be kept in mind that the 

influence of detrimental and protective factors vary for different individuals, and many persons growing up 

in challenging environments do very well in later life.    

Research has shown that the cut-back mentality of the 1990s has directed the development of municipal 

basic services through the growth decade of the 2000s until today. The cuts of the recession period targeted 

largely the prenatal and child- and school health services, and even today the service levels have not been 

brought back to the levels prior to the recession despite the recommendations of professionals. Even today, 

in every two out of three municipalities, kindergarten group sizes are above recommendations and in almost 

half of all municipalities the size of school classes has grown from the 1990s to today. Also, services brought 

to households with children have largely disappeared even though they are both, the most efficient way to 

help families and prevent parents’ burn out, when measured both financially and from a human perspective 

(THL, 2012).  

At the same time when the basic municipal services have been cut since the 1990s, the number of clients 

in the expensive specialized care and other corrective services has sharply risen by the year 2010. For 

example, the proportion of children in inpatient psychiatric care and in out-of-home placement has risen by 

150 percent. We know, however, that the yearly costs of out-of-home placement for one child correspond to 

a yearly salary of a social worker. Research has shown that resources saved from prevention increase the 

need and costs of the corrective services that often come too late, and at worst, are inefficient. It is thus 

recommendable that the municipal decision makers would consider the importance of the resources invested 

in supporting children’s early well-being, and would make sure that the directions and regulations inscribed 

in the Child Welfare Act, the Health Care Act, and the Statue on Child Day Care regarding, for example, 

regarding the size of day care groups and school classes, as well considering the needs of children in the 

adult services, are followed by municipal service providers.       

The significance of the preventive services and those that support the well-being of children stand out 

when we attempt to end the over-generational transmission of disadvantage and social exclusion. Today the 

efforts to prevent social exclusion often come too late. One concrete recommendation that is also inscribed in 

law (Child Welfare Act 1, 10§, Health Care Act, 8, 70§) is to always consider the situation of children when 

parents have problems. Adult services should always map out the situation of children and parents’ possible 

need for additional support for the parenthood. Also, in addition to the basic health care services, the ability 

of other developmental environments, such as child care, school and hobbies to support children’s well-

being and strengthen the protective factors, should be secured. 

The accumulation of hardship is often a chain of events that begins early, and where problems follow 

from each other. Lämsä (2009) has described the process of exclusion as a continuum that begins with 

coping difficulties and continues on to helplessness, ending with exclusion from society. In a way social 

exclusion is like falling into an incremental cliff, from the bottom of which climbing up is challenging and 

requires larger financial and other investments from society. During the process of exclusion, in addition to 

the accumulation of hardship, Lämsä argues, the control that authorities place upon the youth often weakens 

the development of the individual’s coping skills. Socially excluded youth or those at risk of exclusion may 



 

   

 

also not always have the skills to navigate in the jungle of the well-meaning services and find those services 

targeted precisely for them (Hämäläinen, 2012). 

The results of our study show large regional disparities in well-being, as well as in the use of services. 

Based on our results it is necessary to strengthen the evaluation of the regional influences of social policies. 

Particularly important would be to strengthen regional equality when it comes to the ability of young people 

to complete post-primary education. Our results show how the accumulation of disadvantage is much more 

frequent among those young people who have only primary education than those with a secondary level 

degree or higher. The results of our study confirm the goals of the Finnish government’s youth guarantee, 

where by every young person under the age of 25 and recently graduated people under 30 will be offered a 

job, a traineeship, a study place, or a period in a workshop or rehabilitation within three months of becoming 

unemployed. In order for the youth guarantee goals to be achieved in a regionally equal fashion, based on 

our results, it would be important to increase the number of study places in areas that suffer from low 

educational attainment. In addition to institutional study places, alternative ways of skill development and 

attainment of degrees should also be provided.   

Children’s and young people's learning disabilities, behavioral problems and other hardships may be 

partly explained by genetic and neurological reasons, but it is possible to influence the environmental factors 

such as family relations, school performance, social relationships or hobbies. By supporting the well-being 

factors and making sure that the positive every day routines and structures function, we can prevent the 

occurrence of hardships and support coping with them. Instead of stepping in when problems have already 

appeared, it would be essential to invest in well-being and strengthening of resilience, efforts in which the 

role of day care and school gets emphasized. In addition, investing in basic services as well as in outpatient 

psychiatric services is crucial. Preventive work and early interventions are not only crucial from the financial 

but also from human perspective. According to the Nobel laureate Heckman (2008) investing in children’s 

human capital have twice as much impact as those invested later on. 
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