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Parents’ labour market participation as a predictor of
children’s health and wellbeing: a comparative study in
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Objective: To study the association between parents’ labour market participation and children’s health
and wellbeing.
Design: Parent reported data on health and wellbeing among their children from the survey Health and
welfare among children and adolescents in the Nordic countries, 1996. A cross sectional study of ran-
dom samples of children and their families in five Nordic countries (Denmark, Finland, Iceland, Nor-
way, and Sweden).
Participants: A total of 10 317 children aged 2–17 years.
Results: Children in families with no parents employed in the past six months had higher prevalence
of recurrent psychosomatic symptoms (odds ratio 1.67, 95% confidence intervals 1.16 to 2.40),
chronic illness (odds ratio 1.35, 95% confidence intervals 1.00 to 1.84), and low wellbeing (odds
ratio 1.47, 95% confidence intervals 1.12 to 1.94). Social class, family type, parents’ immigrant sta-
tus, gender and age of the child, respondent, and country were included as confounders. When social
class, family type and the parents’ immigrant status (one or more born in the Nordic country versus both
born elsewhere) were introduced into the model, the odds ratios were reduced but were still statistically
significant. Health outcomes and parents’ labour market participation were associated in all five coun-
tries.
Conclusions: Children in families with no parents employed in the past six months had higher preva-
lence of ill health and low wellbeing in the five Nordic countries despite differences in employment
rates and social benefits.

Studies on social inequality in health use a range of deter-
minants; a key one is labour market participation.
Inequality in children’s health, with disproportionately

many diseases and symptoms among underprivileged groups,
has been shown in all countries investigated: in industrialised
countries currently and historically and in less developed
countries today.1–4

Social inequality in health starts at birth. Children born to
women with no marketable skills, with little education, or
who are unemployed have lower mean birth weight, with a
higher percentage of children outside the optimal birthweight
range, higher perinatal mortality rates, and higher early and
late neonatal mortality rates.1 4–8 Among older children,
children whose parents were unemployed had increased rates
of psychosomatic symptoms, nervous symptoms, admission to
hospital, and parasuicide.9–13 A survey of children’s health
upon entering school in Denmark showed worse health
outcome among children if their father was unemployed.14

Children aged 11–15 years in families with income from social
welfare payments have been shown to have more psycho-
somatic symptoms and lower wellbeing than children in
families with parents in paid work.15 Nevertheless, studies
published in the past decade, including ones in Scotland, Fin-
land, and the Netherlands, have found no such social
inequality.16–19

Many studies seem to support the assumption that
unemployment is considered to cause mental distress.11 13 20 21

Unemployment may lead to decreased social status, disruption
of roles, loss of self esteem, and increased financial strain. All
these changes may affect mental health.22 23 As children are
highly sensitive to their parents’ emotional state, unemploy-
ment can affect the lives of children.24 25 Parents’ unemploy-
ment can be accompanied by other potentially adverse factors

as experienced by ethnic minority groups or children living
with single parents or in stepfamilies.

The Nordic countries are associated with a special model of
welfare policy characterised by a general, solidaristic, and
universal nature of social legislation: the state redistribution
welfare system.26 All Nordic countries have groups marginal-
ised by the labour market. The size varies and so does the sup-
port society gives to these groups. The traditional family has
gradually changed since 1960: more and more women have
entered the labour market, and the post-modern family has
both parents in paid work and the children in day care insti-
tutions. This post-modern family is seen in all the Nordic
countries but especially in Denmark, Finland, and Sweden. In
general, the Nordic countries have high employment rates
despite variation between countries. The proportions of the
population aged 16 to 64 years not in paid work in 1996 were
14% in Iceland, 20% in Denmark, 21% in Norway, 22% in Swe-
den, and 26% in Finland.27 Men marginalised by the labour
market because of unemployment or anticipatory pension are
more likely to remain childless, whereas highly educated
women are more likely to remain childless than are women
with no marketable skills or little education.28 The economic
stagnation of recent decades resulting in unemployment hit
all the Nordic countries, but in some countries the recession
came quickly and hit hard and in others it was a slow process,
permitting time for adaptation. Denmark experienced high
unemployment for more than 20 years, and especially Finland
but also Sweden were hit by recession in the 1990s, with huge
rises in unemployment and cuts in social benefits. However, in
1996 the economies in all the Nordic countries were growing.

This study analysed the relation between parents’ labour
market participation and children’s health and wellbeing in
five Nordic countries. Did children living in families with no
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parent employed in the past six months differ from other chil-

dren in health and wellbeing? Is this relation stable enough to

be seen in five countries that share the same high level of wel-

fare but differ greatly in the proportions of the population

marginalised by the labour market?

METHODS
Sample population and methods
This study was based on parent reported data from the survey

Health and Welfare among Children and Adolescents in the

Nordic countries, 1996, a cross sectional study of random

samples of children and their families in five Nordic countries

(Denmark, Finland, Iceland, Norway, and Sweden).29 30

The project was planned and the handling of the question-

naires was organised at the National Institute of Public Health

in Denmark, the Social Insurance Institution in Finland, the

Directorate of Health in Iceland, the National Institute of

Public Health in Norway, and the Nordic School of Public

Health in Sweden.

The study included a random sample of 15 255 children. A

random sample of about 3000 children aged 2–17 years was

drawn from the population registers of the respective national

bureau of statistics in each participating country. Children liv-

ing in institutions were excluded. In Finland only children

speaking Finnish as their primary language were included

(6% of children in Finland speak Swedish as their primary

language). In Denmark, children living in Greenland and the

Faeroe Islands were excluded. Parents born in Greenland or

the Faeroe Islands were categorised as being born in Denmark.

Two reminders were sent, the last including a new

questionnaire, and 10 667 completed questionnaires were

obtained. In Finland, 350 questionnaires were lost during

preparation for scanning, and the final material consisted of

10 317 completed questionnaires, corresponding to a response

rate of 67.6%. The response rate in Denmark was 68.6%

(n=2169), Finland 67.8% (n=2034), Iceland 68.1% (n=2048),

Norway 64.5% (n=1936), and Sweden 69.0% (n=2130). The

internal non-response rate in the completed questionnaires

varied from 1.5% to 10%.

The questionnaire was sent by mail to the parents or, in a

few cases, the guardian of the selected child. The instructions

asked the parent who was most familiar with the child’s situ-

ation to fill in the questionnaire together with the child and

the other parent if possible. The questionnaire comprised 60

questions on illness, symptoms, wellbeing, socioeconomic

data, activities of the child and activities of the child and par-

ents together, contact with the health care system, and the

parents’ health and wellbeing. The original Swedish questions

were translated into Danish, Finnish, Icelandic, and Norwe-

gian and adapted in a few cases because the structure of the

health care systems differs.

Analysis of non-respondents
Non-respondents were analysed in Denmark and Norway.

Respondents and non-respondents were compared by register

data. The following variables were included: the age of the

child and the parents, the gender of the child, family size and

structure, and the parents’ native country (dichotomised as at

least one parent born in the Nordic country versus none),

education and profession. In Denmark, the respondents and

non-respondents did not differ according to the gender of the

child. The following groups were overrepresented among non-

respondents: children older than 14 years (p<0.01), mothers

and fathers younger than 25 years or older than 50 years

(p<0.05), parents with little education, unskilled workers or

not in paid work (p<0.001), single parent families (p<0.001),

families with more than three children below 18 years (p<

0.001), and families with no parent born in Denmark (p<

0.001). The response rate varied from 55% among single par-

ent families to 71% among two parent families. The mothers’

occupational class influenced the response rate. The response

rate among mothers not employed was 58% versus 84%

among mothers who were not manual workers and of high

social class. The response rate in families with at least one

parent born in Denmark was 70% versus 53% in families with

no parent born in Denmark. The non-respondent analysis in

Norway obtained comparable results. In Finland and Sweden,

modified non-respondent analysis was conducted by compar-

ing respondents with information from national registers on

all children aged 2–17 years. In Sweden the items mentioned

above did not differ significantly between respondents and the

general population. However, the following groups were non-

significantly underrepresented among respondents: children

aged 2–6 years, families with only one child below 18 years,

parent less than 40 years, parents born outside the Nordic

countries, single parent families, and main bread winner who

was skilled or unskilled manual worker. In Finland no signifi-

cant differences were seen among respondents compared with

the general population in regard to age and gender of the chil-

dren or the geographical distribution. Non-respondents were

not analysed in Iceland.

Measurements of health and wellbeing
This study used three indicators to describe children’s health

status: recurrent psychosomatic symptoms, chronic illness,

and level of wellbeing.

Recurrent psychosomatic symptoms
Recurrent psychosomatic symptoms were defined as a parent

reporting at least one moderate or severe symptom at least

every two weeks. The list of symptoms and complains

included: stomach pain, headache, back pain, sleep disorders,

dizziness, and loss of appetite and “other (please specify)”.

Chronic illness
Chronic illness was defined as a parent reporting at least one

moderate or severe chronic illness or disability that had

considerably affected the child’s daily life during at least three

of the past 12 months. The list of chronic illnesses included:

diabetes, visual impairment, hearing impairment, speech

defect, mental disorder, epilepsy, gastric disorder, asthma,

allergies, eczema, physical disability, overweight, and hyperac-

tivity and “other (please specify)”.

Level of wellbeing
The child’s self esteem was measured by six indicators:

dependent versus independent, passive versus active, lonely

versus not lonely, restless versus calm, depressed versus happy,

and anxious versus confident. The parents rated each item on

a scale from 1 to 7, the higher values indicating more positive

psychological attributes compared with children of the same

age. The maximal score was 7×6=42 points and was

dichotomised as the lowest quintile versus the rest. This index

was constructed and validated by Lindström as part of a

measure of quality of life for children in the Nordic

countries.31 32

Measuring parents’ labour market participation
The measure for parents’ labour market participation was

dichotomised: at least one parent in the family employed in

the past six months versus no parent employed in the past six

months. Parents not employed were a mixed group, especially

the women. The group consisted of unemployed people,

people on long term sick leave from illness, people awarded an

anticipatory pension, people in an educational programme,

and housewives. A total of 436 children lived in families with

no parents employed; 244 of these (56%) lived in single parent

families, mostly with their mother. Single parents not

employed were assigned as follows: 43% unemployed, 37% in

an educational programme, 9% housewives, 10% long term

absence because of illness, 1% anticipatory pension. Among
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two parent families (192 children, 44%), the largest group was

both parents unemployed (40%). Both parents were in an

educational programme in 16% of these families. The remain-

ing 44% were assigned different combinations.

Potential confounding variables
Social class
As an indicator on socioeconomic status parents’ social class

was used. The Swedish socioeconomic classification (SEI) was

used to classify parents’ currently or former occupation. The

classification is based on trade union affiliation and the

educational requirements for different occupations and is

considered to be applicable to all Nordic countries.33 For each

child in the study social class was defined as the highest social

class in the family. The children were grouped into three

groups: (1) low social class: skilled and unskilled manual

worker and parents in an educational programme, (2) middle

social class: assistant non-manual and intermediate non-

manual, (3) high social class: highest non-manual and self

employed.

Family type
The children were grouped into three groups: traditional

family—the child lives with two biological or adoptive

parents; a single parent family, the child living with one

biological or adoptive parent; and a stepfamily—the child lives

with one biological or adoptive parent and a step-parent.

The parents’ native country
This variable was dichotomised: one or more parent born in

the Nordic country versus both or a single parent born

elsewhere. Children with no parents born in the country are

named children of immigrants here. The Icelandic question-

naire did not include this item in their study, because very few

people living in Iceland were born outside Iceland. Some par-

ents not born in the country were born in another Nordic

country. This was the case for 47 (23%) of the children of

immigrants in Sweden, 12 (13%) in Denmark, 5 (11%) in

Norway, and 0 (0%) in Finland, the overall percentage being

18%. For most of the families in which both parents were born

outside the Nordic countries, both parents were born in the

same country or at least in the same region.

Gender and age
Gender of the child. Age of the child (in three age groups, 2–6

years, 7–12 years, 13–17 years).

Respondent
The parent who was best familiar with the child’s situation

was instructed to fill in the questionnaire. Respondent in three

groups (1) mother (2) father (3) mother and father or other

Country
Denmark, Finland, Iceland, Norway, and Sweden.

Statistical analysis
The statistical analysis was performed as logistic regression

separate for each of the three dependent variables: recurrent

psychosomatic symptoms, chronic illness, and low wellbeing.

The measure for parents’ labour market participation and the

potential confounding variables were included in the statisti-

cal model simultaneously. The p values indicate the effect of

excluding this variable from the model. All tests for

interaction effect are conducted by introducing one interac-

tion term in the model. The Hosmer-Lemeshow goodness of fit

test was conducted for all models analysed with logistic

regression.

RESULTS
Table 1 shows key information about the children and their

parents. The prevalence of the three health indicators are

shown: 8.5% of the children had one or more recurrent

psychosomatic symptom varying from 7,2% in Sweden to

10.1% in Finland. Some 15.7% had one or more chronic illness,

Table 1 Prevalence of recurrent psychosomatic symptoms, chronic illness, and low wellbeing among participating
children. Percentage of children belonging to families with no parent employed. Percentage of children according to
social class, family type, parents’ immigrant status, gender, and age of the child and respondent

Denmark Finland Iceland Norway Sweden Total

Outcome measures (%)
Recurrent psychosomatic symptoms 7.6 10.1 8.6 9.3 7.2 8.5
Chronic illness 13.5 17.5 20.1 15.4 12.9 15.7
Low wellbeing 18.4 28.0 35.7 20.8 21.8 24.9

Labour market participation
No parent employed (%) 5.5 3.6 2.5 3.5 6.5 4.3

Confounding variable
Social class

High 31.9 34.6 43.2 34.7 32.6 35.4
Middle 39.4 33.5 31.0 45.3 36.6 37.1
Low 28.7 31.9 25.8 20.0 30.8 27.5

Family type (%)
Traditional family 79.9 81.7 81.5 80.1 81.1 80.9
Single parent family 12.2 14.1 11.1 13.0 12.2 12.5
Stepfamily 7.9 4.1 7.3 7.0 6.7 6.6

Parents’ immigrant status (%)
Children of immigrants 4.2 1.2 Not asked 2.4 9.7 3.6
Children of non-immigrants 95.8 98.8 100 97.6 90.3 96.4

Gender (%)
Boys 49.7 52.0 50.2 52.2 52.9 51.4
Girls 50.3 48.0 49.8 47.8 47.1 48.6

Age (y) (%)
2–6 33.7 29.6 34.9 32.8 33.3 32.9
7–12 36.1 38.5 37.9 37.1 37.7 37.5
13–17 30.1 31.9 27.2 30.1 29.0 29.7

Respondent (%)
Mother 80.3 84.9 83.5 76.9 80.6 81.3
Father 12.6 9.2 8.1 17.0 13.3 12.0
Mother and father or other 7.1 5.9 8.4 6.0 6.1 6.7
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varying from 12.9% in Sweden to 20.1% in Iceland. The preva-

lence of children with low wellbeing varied from 18.4% in

Denmark to 35.7% in Iceland. A total of 4.3% of the children

lived in families with no parent employed in the past six

months: 2.5% in Iceland, 3.5% in Norway, 3.6% in Finland,

5.5% in Denmark, and 6.5% in Sweden. The table also shows

the distribution of participating children according to the

confounders.
Table 2 shows the results of logistic regression with parents’

labour market participation as the independent variable. The
dependent variables were recurrent psychosomatic symptoms,
chronic illness, and low wellbeing, respectively. The confound-
ers included in the model were social class, family type,
parents’ immigrant status, gender and age of the child,
respondent, and country. The degrees of freedom are reduced
because Iceland did not include parents’ native countries in
the questionnaire.

Children with no parent employed in the past six months
had higher prevalence of recurrent psychosomatic symptoms,
chronic illness, and low wellbeing than did children in
families with at least one parent employed. Introducing inter-
action terms in the model showed no significant interaction
between country and parents’ labour market participation for
any of the three health indicators (p=0.49, p=0.65, p=0.53,
respectively): the influence on children’s health and wellbeing
did not differ significantly between the countries. All
confounding variables were tested for interaction with
parents’ labour market participation. No significant interac-
tion were seen (p values not shown).

Each confounding variables included in the model were
significant associated with two or three of the three health
indicators investigated. Children from low social class had
higher prevalence of recurrent psychosomatic symptoms and
chronic illness compared with children from high social class.
Children from middle social class had higher prevalence of
recurrent psychosomatic symptoms compared with children
in high social class.

Children in stepfamilies had higher prevalence of recurrent
psychosomatic symptoms, chronic illness, and low wellbeing
than did children in traditional families. Children in single
parent families showed higher prevalence of recurrent
psychosomatic symptoms and chronic illness, but the differ-
ences in wellbeing were not significant. Children of immi-
grants showed higher prevalence of recurrent psychosomatic
symptoms and low wellbeing. The prevalence of recurrent
psychosomatic symptoms was higher among girls than boys
and higher among children older than 6 years than among
younger children. Correspondingly, low wellbeing was more
prevalent among boys than girls, and more children among
the two oldest age groups had low wellbeing than did children
in the youngest age group. Chronic illness was more prevalent
among the oldest age group compared with the youngest.

Genders groups did not differ in chronic illness. The gender of

the proxy respondent was associated with responses to health

indicators. Fathers reported fewer chronic illnesses and fewer

recurrent psychosomatic symptoms than did mothers. In con-

trast, fathers more frequently reported low wellbeing among

children than did mothers. The prevalence of recurrent

Table 2 Adjusted odds ratios (95% confidence intervals) and p values for recurrent psychosomatic symptoms, chronic
illness, and low wellbeing

Recurrent psychosomatic
symptoms Chronic illness Low wellbeing

Parents’ labour market participation p<0.01 p<0.05 p<0.01
One or two parents employed 1.00 1.00 1.00
No parent employed in the past 6 months 1.67 (1.16 to 2.40) 1.35 (1.00 to 1.84) 1.47 (1.12 to 1.94)

Social class p<0.001 p<0.01 NS
High social class 1.00 1.00 1.00
Middle social class 1.27 (1.05 to 1.53) 1.08 (0.93 to 1.24) 1.00 (0.89 to 1.13)
Low social class 1.50 (1.23 to 1.83) 1.33 (1.14 to 1.55) 1.12 (0.98 to 1.27)

Family type p<0.001 p<0.001 p<0.001
Traditional family 1.00 1.00 1.00
Single-parent family 1.20 (0.95 to 1.51) 1.44 (1.21 to 1.73) 1.10 (0.94 to 1.29)
Stepfamily 1.73 (1.34 to 2.24) 1.59 (1.28 to 1.97) 1.60 (1.33 to 1.92)

Parents’ immigrant status p<0.01 NS p<0.01
Children of non-immigrants 1.00 1.00 1.00
Children of immigrants 1.76 (1.20 to 2.59) 1.13 (0.80 to 1.61) 1.65 (1.22 to 2.21)

Gender p<0.001 NS p<0.001
Boys 1.00 1.00 1.00
Girls 1.71 (1.46 to 1.99) 0.95 (0.84 to 1.06) 0.77 (0.70 to 0.85)

Age (y) p<0.001 p<0.01 p<0.001
2–6 1.00 1.00 1.00
7–12 1.54 (1.25 to 1.89) 0.92 (0.79 to 1.06) 1.25 (1.11 to 1.41)
13–17 2.59 (2.11 to 3.18) 1.18 (1.01 to 1.37) 1.29 (1.14 to 1.46)

Respondent p<0.05 NS p<0.001
Mother 1.00 1.00 1.00
Father 0.72 (0.55 to 0.94) 0.80 (0.66 to 0.98) 1.27 (1.09 to 1.47)
Mother and father or others 1.14 (0.84 to 1.54) 1.06 (0.82 to 1.36) 0.73 (0.58 to 0.92)

Country p<0.001 p<0.001 p<0.001
Denmark 1.00 1.00 1.00
Finland 1.61 (1.27 to 2.05) 1.37 (1.14 to 1.66) 1.82 (1.55 to 2.14)
Iceland 1.30 (1.02 to 1.65) 1.69 (1.41 to 2.02) 2.61 (2.25 to 3.04)
Norway 1.37 (1.07 to 1.76) 1.21 (1.00 to 1.47) 1.14 (0.96 to 1.35)
Sweden 1.01 (0.79 to 1.29) 0.92 (0.76 to 1.11) 1.20 (1.02 to 1.41)

The measure for parents’ labour market participation and the potential confounding variables (social class, family type, parents’ immigrant status, gender,
and age of the child, respondent and country) were included in the statistical model simultaneously.
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psychosomatic symptoms and chronic illness were higher in

Finland, Iceland, and Norway than in Denmark and Sweden.

The proportion of children with low wellbeing was lowest in

Denmark, higher in Finland and Sweden, and highest in Ice-

land. The proportion of children with low wellbeing in Norway

did not differ significantly from the proportion in Denmark.

Social class, family type, and parents’ immigrant status

were all associated with the health and wellbeing of children

as assessed above. Labour market participation was not

distributed equally among the three social classes, among dif-

ferent family types, or among immigrants and non-

immigrants in our data. Figures not shown. Table 3 illustrates

the influence of social class, family type, and parents’

immigrant status on the three indicators of health and

wellbeing among children. The odds ratios for recurrent

psychosomatic symptoms, chronic illness, and low wellbeing

are shown with parents’ labour market participation as the

independent variable when neither social class or family type

nor parents’ immigrant status are included in the model and

when these variables are included. The odds ratios declined

modestly but are still statistically significant.

DISCUSSION
Children in families with no parent employed in the past six

months had increased prevalence of recurrent psychosomatic

symptoms, chronic illness, and low wellbeing. When social

class, family type, and the parents’ immigrant status were

introduced in the model, the odds ratios were only modestly

reduced and still statistically significant. The Nordic countries

did not differ in the correlation between parents’ labour mar-

ket participation and the prevalence of recurrent psycho-

somatic symptoms, chronic illness, and low wellbeing among

children despite the differences among the Nordic countries in

the proportion of the population employed and differences in

the prevalence of the three health indicators between the

countries. The associations between the indicators of health

and wellbeing and parents’ labour market participation were

similar among boys and girls and in the three age groups.

The confounders: social class, family type, and parents’

immigrant status illustrates the accumulation of risk factors

within families. Children from low social class had higher

prevalence of recurrent psychosomatic symptoms and chronic

illness compared with children from high social class, children

from middle social class had higher prevalence of recurrent

psychosomatic symptoms compared with children in high

social class. Family type was associated with the investigated

indicators of health and wellbeing among children. For all

three indicators, children in stepfamilies had worse outcome

than did children in traditional families. Children in single

parent families had higher prevalence rates of recurrent

psychosomatic symptoms and chronic illness, but the pro-

portion with low wellbeing did not differ from that in

traditional families. Children of immigrants had higher

prevalence of recurrent psychosomatic symptoms and low
wellbeing compared with children of non-immigrants.

The main results are in accordance with a previously survey
of children’s health upon entering school in Denmark, in
which the prevalence of psychosomatic symptoms and
unhappiness among children was higher when the father was
unemployed. The same study reported lower wellbeing among
children of immigrants compared with children with a parent
born in Denmark.14 A study on the health and lifestyles among
children aged 11–15 years concludes that children aged 11–15
years in families whose income is derived from social welfare
payments have more psychosomatic symptoms, worse well-
being, increased risk behaviour, and increased use of medicine
than do children in families with a parent in paid work.15 A
study in Sweden has also shown increased prevalence rates of
symptoms among children of immigrants.34 Research consist-
ently reports higher rates of problems for children in single
parent and stepparent families. Divorce and repartnering are
parts of a chain of events that involve children in a host of
other changes—changes in financial circumstances, neigh-
bourhoods, schools, extended families, relations with peers,
the presence of step siblings and half siblings, and family
discord.35–38

The prevalence of health indicators varied according to the
gender of the respondent. Other studies have shown the same
pattern, with fathers reporting less chronic illness and fewer
accidents within the past year than did mothers but no differ-
ences in reports on visits to the physician or admission to
hospital.39

Only 4.3% of children were in families with no parents
employed. Although the differences in health and wellbeing
between children grouped according to parents’ labour market
participation are statistically significant, the odds ratios are
less than 2 for all three indicators of health and wellbeing.
Most children with recurrent psychosomatic symptoms,
chronic illness, and low wellbeing did not live in families with
no parents employed. Children in single parent families and in
stepfamilies comprised 12.5% and 6.6% of the study popula-
tion, respectively. An odds ratio of about 1.5 combined with
the magnitude of these groups means that family type
contributed more to the distribution of ill health and well-
being among children in the Nordic countries than did
parents’ labour market participation.

Study strengths and weaknesses
Information on children’s health and wellbeing can be derived

from a variety of sources. In this study, the mailed

questionnaire instructed the parent who was most familiar

with the child’s situation to fill in the questionnaire together

with the child and the other parent if possible.
The samples were representative in each country, and a

broad age range was chosen. A response rate of 67.6%, corre-
sponding to 10 317 participating children was obtained.

Did non-response bias the results? Respondents and
non-respondents were compared in Denmark and Norway. In

Table 3 Adjusted odds ratios (95% confidence intervals) for recurrent psychosomatic symptoms, chronic illness, and
low wellbeing among children from families with no parents employed in the past six months compared with families
with at least one parent employed. Stepwise inclusion of the three confounding variables: social class, family type, and
parents’ native country

Recurrent
psychosomatic
symptoms Chronic illness Low wellbeing

Parents’ labour market participation 2.24 (1.68 to 2.97) 2.02 (1.59 to 2.55) 1.66 (1.32 to 2.08)
Parents’ labour market participation and socioeconomic status 1.85 (1.33 to 2.57) 1.62 (1.23 to 2.12) 1.58 (1.23 to 2.02)
Parents’ labour market participation, socioeconomic status, and family type 1.80 (1.27 to 2.55) 1.37 (1.02 to 1.83) 1.57 (1.20 to 2.05)
Parents’ labour market participation, socioeconomic status, family type, and native
country of the parents

1.66 (1.16 to 2.38) 1.35 (1.00 to 1.84) 1.47 (1.12 to 1.94)

The following confounders were included in all models analysed: the gender and age of the child, respondent and country.
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Finland and Sweden non-respondents were assessed using

data from the national registers for children. (Non-response

analysis was not performed in Iceland.) These analyses

showed that non-response was higher among parents not in

paid work, parents with little or no education, parents from

ethnic minorities, and single parents. This would probably

tend to underestimate the associations described here.

However, the decisive factor is whether non-response varies

among participating and non-participating parents depending

on the health and wellbeing of their children. Even though

there might be such an association, there is no reason to

expect it to be strong. By contrast, the more disadvantaged

people in each group would be expected to be overrepresented

among non-respondents.

The parents reported the data. However, the parents were

instructed to fill in the questionnaire together with the child,

and almost half the children aged 7 to 17 years were reported

to have participated in completing the questionnaire. Parent

reported data were chosen mainly to cover the wide age range

of children and to obtain reliable data on items concerning the

parents. As children differ in their tendency to report

symptoms to their parents, there was probably some

underreporting. The parents’ reports on their children can

depend on their own health and wellbeing; parents with

health problems would be expected to report more health

problems among children than would parents without health

problems. This might be a problem because symptoms and

diseases are not equally distributed among parents outside

compared with in the labour market. These problems are very

complex, however, since psychosomatic symptoms as a

reaction to stress have some element of learning

incorporated.40–43

The gender of the respondent was associated with the

prevalence rates of all three indicators of health and wellbeing.

Respondent was included in the analysis as confounder.

Parents’ labour market participation was dichotomised: at

least one parent in the family employed within the past six

months compared with none employed. Thus, the selected

families made up a group with a very weak connection to the

labour market at the time of the investigation. A continuum

exists between being fully integrated at the labour market and

being ostracised from the labour market. Furthermore, the

causes for parents not to be employed are many and the

differentiation of being intentionally or forced unemployed

are often obscure. By selecting families with no parents

employed currently or any period during the past six months

a more homogeneous group was selected with minimal

proportion of parents who have chosen that situation. Parents

in an educational programme comprise a problem, as this

group includes, for example, teenage single mothers in

primary school, parents in social rehabilitation programmes,

and parents with one young child finishing their university

education. Of the single parents not in paid work, 34% were in

an educational programme. Their children did worse than or

the same as other children with no parent in paid work on the

three indicators. It seems rational to include single parents in

an educational programme in the group not in paid work.

Children in two parent families with both parents in an edu-
cational programme comprise 15% of the children in two par-
ent families with no parent in paid work. Children in these
families were comparable to other children in health and
wellbeing. Because this group was small, these families are
combined with the other families with no parent in paid work.
This only diminutively weakens the found associations
between parents’ labour market participation and children’s
health and wellbeing.

Three indicators were used to measure health and wellbeing
among children: recurrent psychosomatic symptoms, chronic
diseases, and low wellbeing. The most frequent symptoms
were abdominal pain and headache. Several studies investi-
gating the causes of abdominal pain among children have
shown that the symptoms have psychosocial origin in 95% of
cases.44–47 For headache, about 75% of cases have a psychosocial
pathogenesis.48 To some degree, the same can be assumed to be
the case for the other symptoms reported in this study. There-
fore the measure for recurrent psychosomatic symptoms
reflected the burden of these symptoms in the child.

Chronic disease in this study covered one or more specific
diseases, disorders, defects, impairments, or disabilities that
had considerably affected the child’s daily life during at least
three months of the previous year. The most frequently
reported diseases were asthma, allergies, and eczema, all
atopic conditions with a multifactorial pathogenesis. Advan-
taged socioeconomic groups have higher prevalence rates of
hayfever and childhood eczema but not asthma.49 50 Despite
these results from other studies we found an increased burden
of chronic diseases among children in families with no parents
in paid work by combining all chronic diseases.

The measure for wellbeing was an index constructed and
validated by Lindström as part of a measure of the quality of
life of children in the Nordic countries.32 The purpose was to
evaluate a proxy for the child’s self esteem. As the parents
reported the data, the self esteem of the parent can interfere
with their response to these items. This can be regarded as a
weakness in studies with parent reported data. Conversely,
parents’ self esteem may be a part of the pathway between
parental unemployment and ill health and wellbeing among
their children.

The age and gender of the child, the respondent parent,
family social class, the family type, parents’ immigrant status,
and the country are included as confounders in all analyses.
These variables are all statistically significant associated with
health and wellbeing among children in this study. Including
these confounders have strengthened the found associations
between parents’ labour market participation and children’s
health and wellbeing.

Mechanisms
Our study shows that parents’ labour market participation

was associated with health outcome among children, but the

odds ratios were modest. Also social class, family type, and

parents’ immigrant status were associated with health indica-

tors. All these variables are included in an extensive range of

risk factors and protective factors acting together. Each of

these factors on its own may contribute only modestly to the

social gradient in health. However, the social structure leads to

clustering of advantages and disadvantages at any particular

time in a person’s life and throughout the life course.2 51 52 Risk

factors can be social, economic, or biological status, behaviour

or environments that are associated with or cause increased

susceptibility to a specific disease, ill health, or injury. In this

study clustering of risk factors were also shown in that fami-

lies with no parents employed more often were single parent

or step-parent families, immigrant families and/or from lower

social classes. However, several studies show that it is not pos-

sible to predict about the life trajectory of an individual child

or adolescent based on these associations between risk factors

and health indicators.

Key points

• Children living in families with no parents employed are in
increased risk for negative health outcomes.

• Associations between parents’ labour market participation
and children’s health and wellbeing are found in all five
Nordic countries.

• Social class, family type, and parents’ immigrant status are
important confounding variables. However, these variables
do not explain the associations between parental
employment status and children’s health and wellbeing.
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The direction of causes cannot be revealed thoroughly in

this cross sectional study, but it is not likely to ascribe parents’

labour market participation to the health of their children, in

that the associations were found in all age groups and for psy-

chosomatic symptoms as well as for chronic illness. The

mechanisms behind the shown associations are not known

but they are various: mental strain put on the family and

thereby on the child, financial strain, and maybe increased

level of risk behaviour, for example, smoking behaviour,

contact with the health care system, etc. Also, how do we

explain the marked individual variation in children’s response

to stress and adversity? Some succumb and some escape

harm. The concept of resilience has been introduced to explain

the complicated mechanisms involved.53 Resilience is con-

cerned with individual variation in response to risk. However,

resilience is not a fixed attribute of the person. If circum-

stances change, resilience alters. Resilience results in part

from the balance between protective mechanisms and vulner-

ability. Vulnerability and protective mechanisms are the nega-

tive and positive poles of the same concept, the essence being

that vulnerability or protective mechanisms are evident only

in combination with the risk variable. Protective factors

include both individual and environmental characteristics

that ameliorate a person’s response to constitutional risk fac-

tors or stressful life events.54

Conclusion
Children in families marginalised by the labour market had

higher prevalence of ill health and low wellbeing. These asso-

ciations were found in five Nordic countries despite differ-

ences in employment rates and social benefits.

. . . . . . . . . . . . . . . . . . . . .
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