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Abstract

A national profile of the occupational health system is an important instrument for policy-making and
programme development, as recommended by the WHO Global Plan of Action on Workers’ Health and the
ILO Promotional Framework for Occupational Safety and Health Convention. This document provides an
overall picture of the current status of governance of workers’ health in Finland, focusing on the national
policy framework, priorities for action, objectives and targets, mechanisms for implementation, and human
and financial resources for protecting and promoting workers’ health. Along with the current statistics on
occupational accidents, occupational diseases and work-related health problems, preventive and compensative
approaches to noncommunicable diseases related to the working environment (such as musculoskeletal,
cardiovascular and mental disorders) are described. Future priorities for occupational health system
development in Finland are described, based on a survey of key stakeholders. The strengths and weaknesses
of the Finnish occupational health system are analysed, together with opportunities and threats. The document
concludes with a list of the prerequisites for a minimum level of occupational safety and health infrastructure.
An annex provides a brief history of the evolution of the Finnish occupational health system, along with the
current activities of implementing the WHO Global Plan of Action on Workers’ Health in Finland. Lessons
from the Finnish occupational health system reported in this document will provide policy-makers and their
advisers in the WHO Member States with up-to-date guidance on good practice in the governance of workers’
health to meet the challenges of the 21* century.
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Foreword

Workers represent half the population and are the major contributors to economic and social
development in the WHO European Region. Health hazards and risks in the working environment
are among the major social determinants of health, killing more than 300 000 workers every year
and contributing to the health inequities within and between the countries of the Region. The
workplace is also a setting for health promotion and essential public health interventions targeting
communicable and noncommunicable diseases. This is why the health, working ability and well-
being of the working population should be one of the priority areas of good governance pursuing
health in all policies.

Considering that workers’ health is determined not only by the working environment but also by
social and individual factors and access to health services, it is crucial to adopt a holistic approach
in developing an effective and efficient occupational health system at the national level. The
Sixtieth World Health Assembly endorsed the Global Plan of Action on Workers’ Health as a ten-
year work plan for WHO and the Member States to protect and promote occupational safety and
health and to prevent occupational diseases and work-related health problems.

In the Parma Declaration, adopted at the Ministerial Conference on Environment and Health, the
Member States agreed to commit to act on the health risks to vulnerable groups posed by poor
working conditions, health inequalities and the burden of noncommunicable diseases, which can be
reduced through adequate policies on the working environment. The inequality in the development
of occupational health systems in the Region is remarkable. Less than 10% of workers in the
southern and eastern parts of the Region have access to occupational health services, whereas
more than 90% of the employed population enjoy such access in some countries in the northern
and western parts of the Region.

One of the goals of the new European health policy, Health 2020, being developed by the WHO
Regional Office for Europe is to reduce the health inequalities within and between countries. The
Regional Office worked with WHO collaborating centres to produce a series of national profiles
of occupational health systems in selected countries as models of good governance for workers’
health. The Finnish national profile, prepared in collaboration with the Finnish Ministry of Social
Affairs and Health and the Finnish Institute of Occupational Health, is the first result of this
effort. We are grateful to the Occupational Safety and Health Agency of the Republic of Korea for
financial support for initiating this project.

Occupational health and safety is an important facet of modern public health, addressing one of
the major social determinants of health and the health divide. We hope this document will help
the Member States in developing more effective and efficient occupational health systems and in
implementing the WHO Global Plan of Action and the Parma Declaration for the improvement of
workers’ health.

Dr Guénaél R. M. Rodier
Director, Division of Communicable Diseases, Health Security and Environment
WHO Regional Office for Europe
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A national occupational health system profile is an important instrument for policy-making and
programme development at the national and international levels, as recommended by the WHO
Global Plan of Action on Workers’ Health (resolution WHA60.26) and the ILO Promotional
Framework for Occupational Safety and Health Convention (ILO C. 187). This document provides
an overall picture of the current status of governance for workers’ health in Finland, focusing
on the national policy framework, priorities for action, objectives and targets, mechanisms for
implementation, and human and financial resources for the protection and promotion of workers’
health. The purpose of this document is to facilitate the development of more effective and
efficient occupational health systems and the implementation of the WHO Global Plan of Action
for Workers’ Health and the Parma Declaration in the Member States by disseminating models
of good practice in the Region. The target audience includes policy-makers and their advisers as
well as experts and other stakeholders in the area of occupational health and safety (OH&S) at the
national and international levels.

Basic country information

According to the Health for All database of the WHO Regional Office for Europe, Finland has
a population of 5.339 million (2.618 million male, 2.721 million female) with life expectancy at
birth of 80.19 years (76.74 years for men and 83.56 years for women) and an infant mortality rate
of 2.65 per 1000 live births as of 2009. One of the biggest challenges facing Finnish society is the
ageing of the population, which is the main cause of a foreseen labour shortage in the future. The
need for young workers is obvious, and maintaining and promoting the working ability of ageing
workers is crucial for maintaining and sustaining the key functions of society and ensuring sound
socioeconomic development. The WHO estimate of expenditure on health was 8.4% of gross
domestic product, amounting to PPP$2979 per inhabitant as of 2008.

Health inequalities

The National Action Plan to Reduce Health Inequalities outlines strategic policy definitions and
the most important measures for reducing socioeconomic and health inequalities in Finland. This
Action Plan is closely linked with the Government’s health promotion policy programme. The
Action Plan will also implement the relevant aims of the national “Health 2015 programme to
reduce mortality differences by a fifth by 2015. The National Institute for Health and Welfare and
the Finnish Institute of Occupational Health have had an important role in planning and preparing
the Action Plan, which operates in priority areas: (a) social policy measures: improving income
security and education and reducing unemployment and poor housing; (b) strengthening the
prerequisites for healthy lifestyles: measures to promote healthy behaviour of the whole population
with special attention to disadvantaged groups where unhealthy behaviour is common; and (c)
improving the availability and quality of social and health care services for everyone.

Social security system

The Finnish social security system covers the whole life cycle from pregnancy (maternal and
child health) to death (funeral allowances). The employer is bound by law to ensure health and
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safety at work. The Occupational Accidents Insurance Act has priority over other social insurance
compensation systems. The occupational accident insurance system is financed through premiums
paid by the employer. The scope of compensation by occupational accident insurance is very
broad and the level of compensation is relatively high, resulting in almost 100% compensation of
all costs caused by the accident or occupational disease and the loss of earnings plus, if needed,
temporary or permanent loss of working capacity. The accident insurance institutions also provide
advisory services for the prevention of accidents.

Health system and public health services

The Ministry of Social Affairs and Health defines the course of social and health policy in Finland
in its strategy and implements these policy lines through legislation, quality recommendations,
programmes and projects. The goal of health care in Finland is to maintain and improve people’s
mental health and physical functional capacity through preventive and comprehensive health
services. Health care services are divided into primary health care (PHC) and specialized medical
and hospital care, arranged by municipal health centres and hospital districts, respectively.
Occupational health services (OHS) are one of the six elements of public health services, as
summarized in Table I.

Table I. Public health services

Access to Everyone residing in Finland is entitled to receive good-quality health care within
health care set timeframes.

The primary goal of the Finnish health policy is disease prevention. Preventive ser-

Preventive . . . - .
services vices are provided by health centres, child health clinics, school health services,
i
student health care and OHS.
Pri Municipal health centre services include physical examinations, oral health,
rima
E medical care, ambulance services, maternity and child health clinics, school and
health care . .
student health care and other basic services.
Specialized outpatient and institutional treatment is provided by hospital districts.
. Diseases requiring highly demanding treatment are handled by regional arrange-
Specialized

. ments or centrally according to a specific decree.
medical care , L . . - .
Each hospital district contains a central hospital and other specialized units. There

are five university hospitals.

Occupational Employers are responsible for providing employees with preventive health care
health services and, as far as possible, medical care.
Private Private health care is used to supplement public health services. Private doctors’

health care and dentists’ fees and examinations are partially reimbursed.
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Occupational safety and health (OSH) system

The country’s first legislation on occupational safety and health (OSH) was passed in 1889, and
the development of the occupational health service infrastructure started immediately following
industrialization of the country. OSH and the working ability of employees have been of high
priority, partly due to democratic development and a longstanding tradition of social dialogue.
Currently, one of the key factors in the development of Finnish society is to ensure longer careers for
all working people. This means more emphasis on improving working conditions and lengthening
working life in general, through a higher standard of occupational health, safety and well-being at
work. Fig. I summarizes the overall structure and key players in the Finnish OSH system.

Fig. . OSH organizations in Finland
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Notes: DOSH=Department of Occupational Safety and Health, DPWH=Department for Promotion of Welfare and Health, EK=
Confederation of Finnish Industries, MTK=Central Union of Agricultural Producers and Forest Owners, OHS=0Occupational health
services, SAK=Central Organization of Finnish Trade Unions, STTK= Finnish Confederation of Salaried Employees;
STUK=Radiation and Nuclear Safety Authority, TUKES=Safety Technology Authority.

Government structure and responsible officers

The leading OSH authority is the Department of Occupational Safety and Health of the Ministry of
Social Affairs and Health. It is responsible for policy-making under the supervision of the Minister
of Social Affairs and Health. Several institutions carry out OSH research in Finland. The Centre
for Occupational Safety organizes a great deal of training on occupational safety in Finland.



National Profile of Occupational Health System in Finland
page xiii

Major laws and regulations

The major laws on OSH are:

* The Occupational Safety and Health Act (738/2002);

* The Act on Occupational Safety and Health Enforcement and Cooperation on Occupational
Safety and Health at Workplaces (44/2006);

» The Act on Occupational Health Services (1383/2001); and

* legislation on occupational accidents and occupational diseases:
— The Occupational Accidents Insurance Act (608/1948; 681/2005);
— The Act on Occupational Diseases (1343/1988; 1317/2002).

The Occupational Safety and Health Act (738/2002) sets out the duties and responsibilities of the
employer in detail. In general, the employer is obliged to ensure employees’ safety and health
at work, considering and covering all aspects of work and working conditions and the work
environment as well as the personal prerequisites of the employee, including professional skills,
experience, age, gender and other relevant aspects. The following principles must be followed as far
as possible: primary prevention; elimination of hazards and, when not possible, replacement with
less hazardous alternatives; collective safety and health measures ahead of individually targeted
ones; and application of the best available technology. The Act on Occupational Health Services
(1383/2001) obliges employers to organize and pay for preventive services for all workers, covering
both public and private sectors, regardless of the size or nature of the enterprise or workplace.

Coverage of OHS

The development trend in OHS was strongly supported by the commitment of the Government
and social partners to developing OHS according to the lines of ILO Convention No. 161
and Recommendation No. 171, which Finland ratified in 1986. A national programme for the
development of OHS was presented to Parliament in 1989 in the National Programme for the
Development of Occupational Health Services. An evaluation of the implementation of the
Programme in 1997 showed that most of the objectives plus a number of new developments had
been achieved. The new OHS legislation was passed in 2001 and a new government ordinance has
been adopted. At present, more than 90% of engaged employees are covered by services through
four models of access (Fig. II and III).

Human resources for OH&S

Well-educated and well-trained personnel such as occupational health physicians, occupational
health nurses and occupational hygienists comprise the key expert group for the development of
OH&S. Almost 6900 people work in the Finnish OHS system, including 2369 physicians and 2634
nurses. There are 113 occupational hygienists and 700 safety engineers. The inspectors have the
power to inspect the compliance of employers with the requirements of the Act on Occupational
Health Services. The focus of OH&S inspection has been shifted so that it increasingly focuses on
essential OH&S priorities. There are approximately 450 OH&S inspectorate personnel responsible
for OH&S supervision.
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Fig. Il. Coverage of employees by OHS in Finland
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Compliance with regulatory actions

The Occupational Safety and Health Authority oversees compliance with the regulations.
Workplaces are ranked in priority order on the basis of risks and inspected according to that order.
A substantial part of the OSH legislation has been reformed in recent years to focus on systematic
prevention.

Indicators of working conditions

The Finnish Institute of Occupational Health carries out a comprehensive computer-assisted
telephone interview survey every three years. The Work and Health Interview Survey includes
physicochemical factors, ergonomic factors, psychosocial factors, working hours and lifestyles.

Indicators of occupational and work-related health

The number of occupational accidents at Finnish workplaces has declined over the past 30 years,
although the trend has levelled off over the past 15 years. According to the WHO Health for All
database, the fatality rate due to work-related accidents in Finland was consistently lower than the
European Union (EU) average between 1979 and 2007 (Fig. IV).

Fig. IV. Fatal accidents at work per 100 000 employees, 1979-2007, Finland and EU
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The Act on Occupational Diseases (1343/1988) defines an occupational disease as a disease
caused by any physical factor, chemical substance or biological agent encountered in the course of
work. In principle, any disease or adverse health outcome meeting the above criteria is cause for
compensation provided the disease is contracted as a consequence of exposure at work under an
employment contract with a private employer, in public service or in public office.

A part of occupational morbidity, which is not recognized as an occupational disease but is classified
as work-related, is not covered by occupational disease compensation. If such a work-related
outcome results in inability to work, compensation is made through general disability schemes.
The Ministry of Social Affairs and Health and the Finnish Institute of Occupational Health have
published a guidebook for health examinations in OHS. This so-called “Blue Book™ contains a
description of exposures in 12 specific professions or sectors of the economy and guidance on
carrying out health examinations.

The Finnish working-age population is under health surveillance for both public health and
occupational health purposes. The OHS carry out specific health examinations of the working
population, divided into the following categories according to the Act on Occupational Health
Services:

* pre-employment

» special examinations for workers in hazardous jobs

* when returning to work after a long sick leave

 for the assessment of working ability

* after retirement from particularly hazardous jobs, e.g. asbestos work.

In international comparisons, Finnish sick leave rates are around the European average. In
evaluations and studies, the vast majority of sick leave has been found to be justified and abuse is
rare. The rates vary widely depending on the factors listed above. They are currently increasing
slightly (~2% a year), probably due to the ageing working population and intensified job demands.
The number of sick leave days in 2008 was on average 6.3 per worker. Female workers on average
take two days more sick leave than male workers, and blue-collar workers two days longer than
white-collar workers. The most common causes of sick leave are musculoskeletal disorders (36%),
mental health disorders (22%) and injuries and poisonings (13.6%).

Working ability and its maintenance has been the topic of active debate in Finland, owing to a
predicted shortage of labour and expected problems in the sustainability of social security. Actions
for the promotion and maintenance of working ability have been made a legitimate task of OHS.
The effective retirement age has increased over the current decade: the pension legislation has
been amended to extend the upper retirement age to 68 years.

Prevention and compensation approaches to
work-related health problems

All occupational accidents and diseases are, in principle, preventable. Therefore, structural and
primary prevention are the most important starting points for all OH&S activities. Fig. V shows
the preventive power of various measures to be considered in all policies in each country. OH&S
aspects should be looked at in all decisions, including sectors that are not under the jurisdiction of
the Ministry of Health and the Ministry of Labour.
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Fig. V. Hierarchy of prevention
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Compensation for occupational diseases in Finland

Compensation practice for occupational diseases is based on the Act on Occupational Diseases
(1343/1988) and its amendments (1643/1992; 1315/2002; 1366/2004) as well as the Decree
on Occupational Diseases (1347/1988) and its amendments (1315/2002; 252/2003). When an
occupational disease is diagnosed, the workplace is routinely requested to undertake measures to
prevent new cases from occurring. Disability benefits are based on medical criteria of disability,
which are drawn up under the leadership of the Ministry of Social Affairs and Health. The Federation
of Accident Insurance Institutions (FAII) coordinates the criteria and principles used by insurance
companies in practical decisions on compensation cases, thus standardizing the compensation
policies and reducing variation between individual companies.

Work-related musculoskeletal disorders

More than a million workers have a chronic musculoskeletal disorder, and another million suffer
from acute musculoskeletal disorders related to work. The sickness absenteeism caused by
musculoskeletal disorders has been on the increase in the 2000s. The costs caused by musculoskeletal
disorders consist of premature retirement costs and loss of work input, amounting to close to
€2 billion a year. The National Programme for the Prevention of Musculoskeletal Disorders was
launched in 2008 and will continue until 2015. In 2008, it had a total of 16 participant institutions
and nongovernmental organizations.
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Cardiovascular disorders

As a general public health trend, the past 30 years have shown a positive development in the
reduction of cardiovascular disorders (80% reduction from the level of 1970). Cardiovascular
disorders cause long periods of sickness absenteeism, and constitute the third largest cause of work
disability pensions after mental health disorders and musculoskeletal disorders. The cardiovascular
health of working-age people is a part of the National Action Plan for Finnish Heart Health for the
Years 2005-2011, and the occupational causes of cardiovascular morbidity are recognized in the
programme.

Work-related stress and psychosocial risks

The Ministry of Social Affairs and Health has established a national programme, the Masto Project
(to reduce depression-related work disability), whose aim is to foster good practices for well-being
at work, prevention of depression, good treatment and rehabilitation (including continuing at work
and a smooth return to work) and reducing the number of people on disability pensions due to
depression. The main contents of the project are: (a) promotion of well-being and mental health
at work (working-age population); (b) activities aiming at preventing depression (risk groups); (c)
early recognition and treatment of depression (people who have become ill); and (d) rehabilitation
and return to work (people recovering from depression).

Future priorities

A survey was conducted in 2006 among the 16 organizations involved in OH&S, covering all
the key stakeholders (including three ministries) and all the key social partner organizations
and associations of OH&S professionals. The survey identified the central values, problems
and priorities of these organizations for OH&S, and formulated the strengths and weaknesses of
OH&S in Finland, as well as the most important development targets in the future. Coping with
work, stress, mental well-being, musculoskeletal disorders and occupational accidents/diseases
were the top five urgent problems in OH&S in Finland. All respondents assessed that the tripartite
collaboration has been beneficial and successful during the past years. It was noted that the initiative
for new ideas and a proactive approach often lies with the trade unions and that psychosocial well-
being was one of the biggest challenges.

Conclusion and lessons

The Finnish occupational health system is comprehensive and dynamic, responding to changing
priorities effectively with multisectoral cooperation and coordination led by the Ministry of Social
Affairs and Health. Nevertheless, owing to major challenges posed by the traditional health and
safety hazards, new problems related to the rapid development of global economies, technologies
and demographic change, and new types of work organization and employment patterns, much
remains to be done in further developing occupational health in Finland. With its well-developed
OH&S policies, modern legislation, social dialogue, infrastructures and human resources, the
Finnish occupational health system has good prospects for generating new responses and solutions
to the problems and challenges that lie ahead.
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SWOT analysis

The situation of the Finnish system can be summarized as follows.

Its strengths are:

comprehensive and modern OHS legislation;

government policy programme positively addressing OH&S;

wide consensus on national key strategic objectives in OH&S;

well-trained OH&S officials, inspectors and employers’ and workers’ representatives;

positive trends in the past three decades in safety and health;

successful actions for safety, health and working ability of ageing workers;

strong research support to OH&S administration and workplace-level activities;

wide coverage of OH&S with a modern content; and

active international and Nordic collaboration in policies, governance activities, research,
training and information.

Its weaknesses are:

difficulties in keeping abreast with rapid changes in working life and the emergence of new
risks;

lack of coverage of about 200 000 entrepreneurs who are not covered by OH&S legislation;
levelling off of the declining trends of occupational accidents during the past few years (residual
risk);

lack of coverage of the smallest enterprises by OH&S and OHS services;

difficulties in controlling the working conditions and employment contracts of guest and
migrant workers, mobile workers and informal workers;

declining interest of employees in serving as safety and health representatives;

reconciliation of working life and family life, particularly for parents of small children and of
workers with dependants (e.g. older family members); and

less successful outcomes from attempts to manage job insecurity, stress and long working hours.

Its opportunities are:

effective implementation of new OH&S legislation;

development of working conditions conducive to working ability and coping with work
(particularly among ageing workers);

high renewal of workforce in the next 10 years with new skills, competence and attitudes;
development of new managerial cultures and modern leadership giving high value to OH&S
and well-being at work;

understanding OH&S as a factor for improved well-being, job motivation, productivity, quality,
innovation and competitiveness; and

effective use of new technologies for safer and healthier workplaces.

Its threats are:

risks can increase as a consequence of weakening control of working conditions;

exclusion of ageing workers through imbalance between capacity and demands;
disappearance of the tacit knowledge of OH&S owing to retirement;

decline of innovation under too high short-term demands;

threat of global pandemic and risks of frontline workers in several sectors of working life
(frontier guards, travel occupations, international workers, health care workers);

new, unexpected risks of new technologies and substances; and

new occupational hazards related to terrorism.
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Lessons

The development of the occupational health system and related infrastructures is a long-term
societal process in a country, which is often related to cultural and sociopolitical aspects. If a
country wants to take lessons from the Finnish system, it is very important to take into account
the whole cycle of policy development and to involve all relevant stakeholders (including social
partners) in the process, even at the earliest stage of development. The factors shown in Fig.
VI can be identified as lessons for other countries from the Finnish system in the order of their
development.

The following prerequisites are identified as a minimum set of OH&S infrastructure supporting
the Finnish occupational health system:

+ legislation on social security and social insurance

* The Act on Occupational Diseases

* list of occupational diseases

» service infrastructure — basic occupational health services (BOHS) for all employees

* training for occupational health physicians and occupational health nurses

» secondary- and tertiary-level support services, including multidisciplinary support

 notification and registration system of occupational accidents and diseases

+ feedback to the workplace built into the occupational health system for primary prevention of
occupational diseases and accidents.

The factors and order for the development of OSH are shown in Fig. VI.
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Fig. VI. Factors and order for the development of OSH
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Indicators of occupational safety and health

Basic country information

According to the Health for All database of the WHO Regional Office for Europe, Finland has a
population of 5.339 million (2.618 million male, 2.721 million female) with life expectancy at birth
of 80.19 years (76.74 years for men and 83.56 years for women) and an infant mortality rate of
2.65 per 1000 live births as of 2009. The Swedish-speaking population is 5.5% of the total (2007)
and consequently, Finland is constitutionally bilingual (Finnish and Swedish). The geographical
area of the country is 338 000 km?, giving a population density of 16 per km?.

According to the Health for All database of the WHO Regional Office for Europe, the birth rate is
11.32 per 1000 population and the death rate 9.35 per 1000 population. Population growth is 4.9
per 1000 in 2009 (7). The distribution of the population into various fractions in 2008 is shown in
Fig. 1.1.

Fig. 1.1. Population and working population in Finland, 2008
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Source: The Finnish Ministry of Social Affairs and Health (2).
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Indicators of socioeconomic development

Population and age distribution

The age distribution of the population in 1958 and 2008 is shown in Fig. 1.2, which indicates one
of the biggest challenges facing Finnish society, i.e. the ageing of the population.

Fig. 1.2. Age distribution of the population in Finland, 1958 and 2008

Age group (years)
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Source: Statistics Finland (7).

Mainly owing to the ageing of the population, a shortage of labour is foreseen in the future
(Fig. 1.3). The need for young workers is obvious, and maintaining and promoting the working
ability of older workers is crucial for maintaining and sustaining the key functions of society and
ensuring sound socioeconomic development.

GDP per capita

In spite of the global economic recession, Finland’s economic situation so far has been relatively
stable, although the prognosis for recovery is still uncertain. The recent economic crisis may
change this situation. GDP growth slowed rapidly towards the end of 2008 (Table 1.1).

Health expenditure

The WHO estimate of expenditure on health was 8.4% of gross domestic product, amounting to
PPP$2979 per inhabitant as of 2008.
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Fig. 1.3. Ratios of people aged 65+ years to the total labour force in 2005 and 2020 in 30 OECD countries
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Source: Organisation for Economic Co-operation and Development (3).

Gender equality

Gender equality has long been a core value in Finland. It is enshrined in the Constitution and,
more specifically, in the Act on Equality between Women and Men (Equality Act). An independent
authority, the Ombudsman for Equality, also monitors and oversees compliance with legislation
concerning gender equality.

The Ministry of Social Affairs and Health plays a key role in promoting gender equality by:

» preparing legislation

* monitoring the situation of gender equality nationwide

+ coordinating the development of gender equality activities
* promoting the Government’s equality policy objectives.
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Table 1.1. Gross domestic product at market prices
Year At current prices At reference year 2000 prices
€ billion € per inhabitant € billion
2000 132.2 25 541 132.2
2005 157.1 29 946 149.6
20062 167.0 31713 157.0
20072 179.7 33970 163.6
20082 184.7 34 769 165.3

Source: Statistics Finland (7).
@ Preliminary data.

The main themes of Finnish gender equality promotion are:

+ gender mainstreaming

* equality in working life

* equal pay

* equality in training

* women and decision-making

* the reconciliation of work and family life
* preventing violence against women

* men and equality.

The principles of equality in Finland are the same for everyone, regardless of age, origin, language,
religious belief or health. The Ministry of Social Affairs and Health is responsible for implementing
equality in workplaces via the network of OH&S inspectorates. Overall, equality matters in Finland
are the responsibility of the Ministry of the Interior.

Every four years, the Ministry of Social Affairs and Health together with Statistics Finland
publishes the Equality Barometer, which reports on the state of gender equality and the gendered
division of work and power relations in different areas of life. The latest barometer was published
in 2008 (4). It summarizes equality in working life as follows.

» The majority of full-time employees believe that equality has been achieved at their workplaces.
More men than women consider conditions at workplaces to be more equal than before.

* Around one third of women have experienced gender disadvantage at work with respect to
pay, career advancement and appreciation of professional ability. Men experience gender
disadvantage at work much less often than women.

* Women also experience disadvantages caused by gender more often than men when it comes
to fringe benefits and information, access to training, distribution of workload, continuity of
employment contract, assessment of work results and independence at work.

» Experiences of gender equality at the workplace have not changed significantly over the past
ten years.

Health inequalities

There are large differences in health according to economic and educational status, and between
the regions of the country. The National Action Plan to Reduce Health Inequalities (5) outlines
proposals for strategic policy definitions and the most important measures to reduce socioeconomic
health inequalities in Finland. A separate action plan was deemed necessary, since inequalities
persist despite the efforts undertaken through health and social policy. Narrowing health gaps has
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been the objective of Finnish health policy since the 1980s. This objective has not been achieved,
however, and inequalities have even grown to some extent.

The National Action Plan is closely linked with the Government’s Health Promotion Policy
Programme. The Action Plan will also partially implement the aims of the national “Health 2015”
programme to reduce mortality differences by a fifth by 2015. Members of the TEROKA project,
which is being carried out together by the National Institute for Health and Welfare and the Finnish
Institute of Occupational Health, have had an important role in planning and preparing the Action
Plan.

The objective of the Action Plan is to reduce social inequalities in working ability and functional
capacity, self-rated health, morbidity and mortality by levelling up. Narrowing of the inequalities
will have a positive effect on public health and help to secure the services as the population ages,
raise the employment rate and restrain costs.

Changes in the health status of entire population groups often take a long time to materialize.
Persistent, multisectoral work is needed to reduce health inequalities. Social determinants of health
and the processes behind the inequalities must be addressed. To pursue the objective of reduction
in health inequalities, the Action Plan mainly operates in the following three priority areas:

* social policy measures: improving income security and education and reducing poor housing
and unemployment;

» strengthening the prerequisites for healthy lifestyles: measures to promote healthy behaviour of
the whole population, with special attention to disadvantaged groups where unhealthy behaviour
1s common; and

» improving the availability and quality of social and health care services for everyone.

Unemployment

The current unemployment rate i1s 7.6% and is increasing (2009). Special problems are youth
unemployment and long-term unemployment of older workers. Special intervention programmes
have been launched for improving the employability of unemployed young people and are enjoying
promising results (6).

Social security system

General

The Finnish social security system covers the whole life cycle from pregnancy (maternal and
child health) to death (funeral allowances). There are more than 100 legal provisions on social
security and social benefits, covering universal social security needs and the needs of various
special groups.

Accident insurance and workmen’s compensation

The employer is bound by law to ensure health and safety at work. A part of the realization of this
principle is the duty to compensate for loss of earnings, health care costs, and disability due to
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an occupational accident or disease. In order to bear this responsibility, employers are obliged to
insure their employees against these.

The Occupational Accidents Insurance Act has priority over other social insurance compensation
systems. The real monetary value of the compensation is ensured with the help of a special salary
and wage index, which is periodically adjusted to be in line with developments in costs and salaries.

Structure

As part of the social insurance system (Fig. 1.4), the Finnish system of occupational accident
insurance is controlled by the Ministry of Social Affairs and Health, which has a special Insurance
Department. The Ministry controls the activities of insurance institutions that deal with occupational
accidents and diseases. The insurance companies must have a licence granted by the Government.
In practice, the companies operate very independently and the control of the Ministry focuses on
the economic stability of the companies, on the legal aspects of their operation and on the legal
aspects and fairness of compensation. Another control system dealing with individual cases and
with the protection of legal rights of the insured and the injured is provided by the appeal system
described below.

Fig. 1.4. Social security system in Finland

Social insurance

Labour accident insurance| || Unemployment insurance
Private insurance institutions Private insurance institutions,
The State Treasury UIFs, UFs, 551

l

— Employees’ group
Iife Insurance
Frivate insurance institutions

Pangion insurancea Sicknass insurance
=5l and WFFs S35l

Mational flat Earnings-related

rate pansion work pension
335 WFFs Traffic accident

insurance

for athird party
Private insurance insttutions

Source: The Finnish Ministry of Social Affairs and Health (2).
Notes. SSI = social security institution; WPF = work pension fund; UIF = unemployment insurance fund; UF = unemployment fund.
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Federation of Accident Insurance Institutions (FAII)

The FAII is a coordinating body for insurance institutions dealing with statutory accident insurance.
Membership is obligatory for the institutions. At present, the FAII has 14 insurance company
members plus the Farmers’ Social Insurance Institution and the State Treasury, which is responsible
for the compensation of occupational accidents and diseases in the Government sector. The FAII is
governed by a General Assembly and Board, with membership from the insurance institutions and
the organizations of the social partners.

The FAII’s activities are:

+ the collection and maintenance of statistics on work accidents and occupational diseases;

+ tasks connected with strengthening the principles governing insurance premiums;

+ providing guidance on handling claims;

» developing legislation;

* supervision;

 certain types of compensation;

+ forming agreements for arranging medical care with nursing institutions;

* maintaining a system of free medications obtainable;

 dealing with issues involving the implementation of international social security affairs; and

* processing, collecting and remitting agreements of unemployment insurance premiums and
central funds of the unemployment fund system.

A special government decree defines the tasks and the composition of the Occupational Accident
Compensation Board under the auspices of the FAIIL. The Board coordinates and harmonizes the
compensation practices of the institutions. The members of the Board represent the Ministry of
Social Affairs and Health (chair), competence in insurance law, social partners and the medical
disciplines relevant to accidents and occupational diseases.

According to the law, employers are free to choose which insurance company they wish to work
with to meet the legal insurance obligations. On the other hand, insurance protection must meet the
requirements defined by legislation and controlled by the Ministry of Social Affairs and Health. Thus
the organization of insurance services is relatively free and flexible, but the particular protection
provided by the insurance is stipulated in detail by law, and is relatively strictly controlled.

The occupational accident insurance system is financed on the basis of premiums paid by the
employer. The amount of the premium depends on salaries and wages paid. It also depends on the
average accident risk of the industrial sector to which the company belongs. It is determined by
the Ministry on the basis of the average accident risk of the industry concerned (pooling collective
risk of the branch). For large companies paying more than the preset limit premium, the level of
the premium is defined on the basis of the accident rates of the individual company (experience-
based tariffing). For smaller companies paying smaller premiums than the preset limit premium, it
is based on the average risk of the branch. Thus, in the larger companies, accident insurance costs
of the company are dependent on the accident risks and level of safety in the company itself.



National Profile of Occupational Health System in Finland
page 9

Activities of the insurance system

Compensation
The Occupational Accidents Insurance Act covers the following events.

A. Occupational accidents occurring:
1. on the job
2. in conditions resulting from the job
(a) at the workplace or in an area belonging to the workplace
(b) on the way to or from work
(c) when the employee is running an errand for his employer
3. if the employee attempts to protect or save his employer’s property or human lives in
connection with his work.
B. Occupational diseases defined by the Act on Occupational Diseases.
C. Injuries caused by specially defined physical strain or other unfavourable ergonomic conditions
at work.

The scope of compensation by occupational accident insurance is very broad, and the level of
compensation is relatively high, practically resulting in full 100% compensation of all costs
caused by the accident or occupational disease and the loss of earnings and, if needed, also the
temporary or permanent loss of working capacity. The appropriate diagnosis and treatment, as well
as rehabilitation for occupational injuries and occupational diseases are compensated. Pensions for
loss of working ability will be paid to the insured employee and, in the case of fatal injuries and
diseases, to the survivors.

Prevention

The accident insurance institutions also provide advisory services for the prevention of accidents
and may, if needed, provide consultations for employers on how to improve safety. Particularly
for employers with high numbers of workers, the experience-based premium tariffing provides an
incentive for prevention.

National health system

The goal of health care in Finland is to maintain and improve people’s mental health and physical
functional capacity. The system is based on preventive health care and well-run, comprehensive
health services. The national health system comprises public universal health care supplemented
by private-sector outpatient clinics. The universal sickness insurance also partly compensates
private services (Fig. 1.5).

Public health services are divided into PHC and specialized medical and hospital care, arranged
respectively by municipal health centres and hospital districts. Each municipality belongs to a
particular hospital district (Table 1.2).

The overview of the health and OSH systems in Finland is described in Fig. 1.6 and the whole
Finnish health system is described in detail in the Finland health system review (7).
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Fig. 1.5. The Finnish health care system

Source: Jarvelin (8).
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Table 1.2. Public health services

Access to Everyone residing in Finland is entitled to receive good-quality health care within set
health care timeframes. Status and rights of patients (9).
P i The primary goal of the Finnish health policy is disease prevention. Preventive
reventive
services services are provided by health centres, child health clinics, school health services,
i

student health care and OHS. Health promotion (70).

Primary health

Municipal health centre services include physical examinations, oral health, medical
care, ambulance services, maternity and child health clinics, school and student

care . .
health care and other basic services.
Specialized outpatient and institutional treatment is provided by hospital districts.
L Diseases requiring highly demanding treatment are handled by regional arrange-
Specialized

medical care

ments or centrally according to a specific decree.
Each hospital district contains a central hospital and other specialized units. There
are five university hospitals.

Occupational
health services

Employers are responsible for providing employees with preventive health care and,
as far as possible, medical care.

Private health
care

Private health care is used to supplement public health services. Private doctors’
and dentists’ fees and examinations are partially reimbursed.

Source: Health services [web site]. The Finnish Ministry of Social Affairs and Health, 2011
(http://www.stm.fi/fen/social_and_health_services/health_services, accessed 12 December 2011).
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Fig. 1.6. Overview of the health and OSH systems in Finland
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Notes: DI =

Department for Insurance, DOSH = Department of Occupational Safety and Health, DPWH = Department for Promotion

of Welfare and Health, E = enterprises, ME = medium-sized enterprises, MOSAH = Ministry of Social Affairs and Health, NIHW =
National Institute for Health and Welfare, OD = occupational disease, SC = Safety Committee; SE = small enterprises, SME = small
and medium sized enterprises, SSE = small-scale enterprises, SSI = social security institution.

Health care reform and development

The Ministry of Social Affairs and Health defines, in its strategy, the course of social and health
policy in Finland and it implements these policy lines through legislation, quality recommendations,
programmes and projects. Every four years, the Ministry compiles a development programme
for social and health care, setting out the main points of emphasis of policy aims, activity and
oversight, as well as the reforms, legislative programmes, guidelines and recommendations needed

to implement them.

Comprehensive health care legislation is in the process of renewal. The whole health service
infrastructure is also being reorganized, aiming at fewer, larger and better-equipped service

provision units.
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Occupational safety and health system

Government structure and responsible officers

The leading OSH authority is the Department of Occupational Safety and Health of the Ministry of
Social Affairs and Health. It is responsible for policy-making under the supervision of the Minister
of Social Affairs and Health.

The coordination of policies and activities at the national level takes place in ministerial groups at
the government level: the ministers of neighbouring sectors coordinate their policy-making. The
OSH Department of the Ministry coordinates its activities, primarily in two advisory committees
(Advisory Committee on Occupational Safety and Health and Advisory Committee on Occupational
Health Services), which constitute a broad consultative mechanism with social partners and other
relevant stakeholders. Ad-hoc negotiations with other ministries and social partners may also
be needed. The coordination mechanisms cover the whole OSH sector shown in Fig. 1.7. The
workplace is considered the main focus and arena of OSH activity.

Fig. 1.7. Occupational safety and health organizations in Finland
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OHS = Occupational health services, STUK = Radiation and Nuclear Safety Authority, nTUKES = Safety Technology
Authority, MTK = Central Union of Agricultural Producers and Forest Owners, EK = Confederation of Finnish Industries,
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Source: The Finish Ministry of Social Affairs and Health (2).
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The various institutions carrying out OH&S research in Finland are listed in Table 1.3. In addition,
the Centre for Occupational Safety organizes a great deal of training on occupational safety in
Finland, particularly for various branches of the economy.

Table 1.3. OH&S research institutions and their main research orientation

Research institute

Main focus in OSH research

Finnish Institute of Occupational Health?
http://www.ttl.fi

Comprehensive, multidisciplinary research structure
and programme covering all fields of OH&S

State Technical Research Centre, VTT Automation
http://www.vtt.fi

Safety technology, risk assessment and manage-
ment

Radiation and Nuclear Safety Authority (STUK)P
http://www.stuk.fi

Research, regulation, enforcement and services in
the field of radiation safety

Safety Technology Authority (TUKES)®
http://www.tukes.fi

Safety-promoting research and development activi-
ties

Tampere University of Technology, Occupational Safety
Engineering
http://www.tut.fi

Safety technology

University of Kuopio, Department of Environmental
Science
http://www.uku.fi/english

Occupational and environmental hygiene

University of Oulu, Work Science
http://www.oulu.fi/english/index.html

Ergonomics, safety systems

Helsinki University of Technology, Laboratory of Work
Psychology and Leadership
http://www.helsinki.fi/university

Organization of work, leadership, psychosocial as-
pects of work and work organizations

Lappeenranta University of Technology
http://www.it.lut.fi/index_eng.html

Safety technology research

Work Research Centre at the University of Tampere
http://www.uta.fi/laitokset/yti/english/wrc/index.html

Research on working life and its structural changes,
and social aspects of work

Tampere School of Public Health at the University of
Tampere
http://www.uta.fi/english/index.html

Occupational health, musculoskeletal disorders and
ergonomics

UKK Institute for Health Promotion Research
http://www.ukkinstituutti.fi/en/

Promotion of physical working ability and general
functional capacity at work

Source: The Finish Ministry of Social Affairs and Health (2).
@ To a small extent, the activities comprise government agency functions.
® A substantial part of STUK and TUKES activities comprise government agency functions.

Major laws and regulations

The major laws on OSH are:

The Occupational Safety and Health Act (738/2002);
The Act on Occupational Safety and Health Enforcement and Cooperation on Occupational

Safety and Health at Workplaces (44/2006);

The Act on Occupational Health Services (1383/2001); and
legislation on occupational accidents and occupational diseases:
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— The Occupational Accidents Insurance Act (608/1948; 681/2005)
— The Act on Occupational Diseases (1343/1988; 1317/2002).

A summary of the main content of the legislation is given below (2).
Finland has ratified most of the central ILO Conventions concerning OSH, including Convention
No. 155 on Occupational Safety and Health, No. 161 on Occupational Health Services and No.

187 on Promotional Framework for Occupational Safety and Health.

The Occupational Safety and Health Act

The Occupational Safety and Health Act, originating from 1958 and amended recently (738/2002),
sets out in detail the duties and responsibilities of the employer (Table 1.4).

Table 1.4. Content of the Occupational Safety and Health Act

General obligations of the employer

The general obligation is to ensure the safety and health of employees at work, considering and covering
all aspects of work and working conditions and the work environment, as well as the personal prerequisites
of the employee, including professional skills, experience, age, gender and other relevant aspects.

In the planning of safety and health measures, the following principles must be followed as far as possible

(2):

« primary prevention;

+ elimination of hazards and, when not possible, substitution with less hazardous alternatives;

» collective safety and health measures ahead of individually targeted ones;

+ the development of technology and other available means must be considered (best available
technology principle);

» the working environment, the state of the working community and the safety of working practices must
be continuously followed up;

+ the impact of the implemented measures on safety and health must be evaluated, including physical
and mental health and safety and the functioning of social relations at the workplace, plus aspects of
possible harassment as well as inappropriate behaviour; and

» safety and health measures must be considered at all levels of the organization (integration of safety
and health in the overall activities of the enterprise).

Specific obligations of the employer

The action plan may include the following aspects:

+ the principle of predictive safety and health;

» evaluation and follow-up of the need to develop the working environment;

» consideration of development needs in the planning and implementation of the company’s activities;

» adescription of the arrangement of safety activities and OHS;

+ a description of methods for following up the OH&S objectives, and organization of the follow-up of
working conditions and internal inspections;

» a description of the role of OH&S authorities and OHS as experts in the OH&S activities of the
company; and

» principles of information and training in OH&S, and the role of OH&S in the guidance and instruction
of new employees.




National Profile of Occupational Health System in Finland
page 15

Identification and assessment of hazards and risks

The following aspects are considered:

 risk of accidental injury or other detriment to health;

+ registered accidents, occupational and work-related diseases, and hazardous conditions;
* age, gender, professional skills and other personal prerequisites of the employee;

+ workload;

» possible risk for reproductive health (both female and male);

» especially dangerous (high-risk) jobs; and

* hazards to pregnant women or to the fetus.

The results of the assessment must be documented, updated, and repeated when the conditions of work
essentially change.

Planning the working environment

» planning safe work tasks and working environments;

+ consideration of handicapped and otherwise vulnerable employees;
+ responsibilities of the planners (internal or external); and

+ good planning practice.

Planning of work
+ considering the physical and psychological capacities of the employees;

+ particular attention to physical and mental workload; and
+ use of external experts.

Training and guidance for employees
» sufficient guidance and instruction for new employees;
 training and guidance in the prevention and avoidance of hazards and risks;

* instructions on how to act in exceptional situations, such as maintenance work or disturbances in
production processes; and

« updating or complementing training and instructions when needed.

Provision of personal protective equipment and work aids

» provision of a secondary safety measure;

» special requirements for effectiveness, safety and usability;

* purchasing and costs handled by the employer;

+ selection and suitability for use;

+ protective clothing and work clothing; and

+ provision of work aids.

Detailed requirements are to be found in the government decree.

Employer’s substitute
+ criteria for a person who can represent and be responsible for the legal obligations of the employer
in OH&S matters.

Collaboration between employers and employees
» special provisions of the Act on Occupational Safety and Health Enforcement and Cooperation on
Occupational Safety and Health at Workplaces;

+ provision of information concerning safety and health and other aspects related to working conditions
at work (right to know), assessments, investigations and plans;

« discussion of the above matters with employees and their representatives;
« duty of employees to collaborate in OH&S activities with the employer, and
+ right of the employee to take initiatives and make proposals related to OH&S.
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In addition to basic safety and health aspects, the Act obliges the employer to consider several
general aspects of work: predictive safety analysis; psychological stress and other psychological
and psychosocial aspects; adjustment of the work to the worker’s capacity; paying special attention
to young and ageing workers, chronically ill and handicapped persons and pregnant women; and
hazards to the reproductive health of workers. The Act also covers the need for training, information
and guidance of workers exposed to particular safety and health hazards.

The employer is obliged to draw up an OSH policy that includes objectives for the promotion of
safety and health and the maintenance of employees’ working ability. The need to develop the
working environment and the impact on safety and health of factors in the working environment
must be taken into consideration. These objectives are to be taken into account in planning and
developing the workplace and in drawing up of an OSH action plan.

The Act on Occupational Health Services

The Act on Occupational Health Services obliges employers to organize and pay for preventive
services for all workers, covering both public and private sectors, regardless of the size or branch
of the economy of the enterprise or workplace (Table 1.5).

Table 1.5. Main features of the Act on Occupational Health Services

Employer organizes

Financing employer/subsidized
Obligations Coverage for all employees

Use of health personnel

Voluntary for the self-employed

Essentially preventive

Curative services allowed
Risk-oriented

Only core activities stipulated
Subsidies conditioned by content
Action programme requested

Content

Flexible, several alternatives
Organization Full coverage aimed for
Municipality always responsible for service provision

OSH Committee evaluates the programme and report

celElberElon £t FRE pEUEn Subsidies conditioned by the OSH Committee’s statement

Special training requested

Complementary training requested

Only health personnel stipulated
Multidisciplinary team possible but not requested

Personnel

Source: The Finnish Ministry of Social Affairs and Health (2).
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Coverage of OHS

The development of OHS was strongly influenced by the commitment of the Government and
social partners to develop OHS along the lines of ILO Convention No. 161 and Recommendation
No. 171, which Finland ratified in 1986. A national programme for such development was presented
by the Government to Parliament in 1989 in the National Programme for the Development of
Occupational Health Services. The Programme included 18 specific development objectives for
further strengthening the OHS system. The implementation of the Programme was evaluated in
1997, and it was noted that most of the objectives plus a number of new developments had been
achieved. Along with the implementation of the Programme, the OHS moved on to a new stage
with the passing of further OHS legislation in 2001, and a new Government Resolution has been
adopted for guiding the implementation of the amended Act (Occupational Health 2015) (71).

Development since the Act came into force has been highly positive as regards both the coverage
(Fig. 1.8) and the content of the services. At present, 90% of engaged employees are covered by
services. Occupational health service provision models are seen in Fig. 1.9. Almost 6900 people
work in the Finnish OHS, of whom 2369 are full- or part-time occupational health physicians and
2634 are occupational health nurses.

Fig. 1.8. Coverage of employees by OHS in Finland
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Source: The Finnish Ministry of Social Affairs and Health (2).

Human resources for OH&S

Well-educated and well-trained personnel comprise the key expert group for the development of
OH&S. The numbers of staff in various occupational health service units, at workplaces and in the
OH&S inspectorates are shown in Tables 1.6, 1.7, 1.8, and 1.9, respectively.
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Fig. 1.9. Finland’s four models of OHS provision and their shares of companies and employees

< Enterprise >

_C__Enterprise__>

_Self-employed_

L}
W

—— " Municipal .-
2007, %  2004,% — health fr‘_Farmers_hﬂi}
Enterprises 81 81 centre e,
Employees 32 ar T Enterprise o
OHS units 29 k|
P - o
Enterprises 1 2 rg Enterprie }
Employees 16 26 ( OHS unit I . _@:____E_ntarpris_g_,}
OHS units 26 3= M p I
o E"mrp"“ — Enterpnse e
Enterprises 3 4 i
Employeeas 1 G Jng:_lrgndﬂi'! nq - —
OHS units 6 7 L —_ Enterpnse I
Enterprises 36 33 —_Enterprise_ i
Employees 48 3z
OHS unlts 38 24 — Enterpnse >

Source: Manninen et al. (12).

Table 1.6. OSH and OH&S professionals in Finland

Munici- Private OHS In-company Group

Profession i i Total
pal OHS centre service service
Occupational health physi-
. 578 1309 351 131 2 369
cians
Occupational health
823 1220 444 147 2634
nurses
Physiotherapists 232 348 137 34 751
Psychologists 103 176 33 4 316
Assistant staff 281 328 140 50 799
Total OH&S staff 2017 3281 1105 366 6 869
Occupational
L. 113 113
hygienists®
Safety officers and engi-
700 700
neers’
Total OH&S staff +
7 682

hygienists and engineers

Source: Rantanen, unpublished data, 2009.
a Members of the Finnish Occupational Hygiene Association.
5 Members of the Association of Finnish Safety Managers.
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Density
Expert Number Person years

(workers/person year)
Occupational health physicians 2295 1095 1662
Occupational health nurses 2 355 1934 941
Physiotherapists 752 398 4572
Psychologists 287 78 23 333
Total 5689 3505 519

Source: Manninen et al. (12).

2 In addition, occupational hygienists, technical experts, agricultural experts, ergonomists, nutritionists, physical exercise counsel-
lors, logotherapists and ophthalmologists/optometrists were available to 13—-84% of the OHS units, depending on the type of expert

and OHS unit. Densities are available only for data on human resources in OHS in 2004.

Table 1.8. Human resources in OSH at workplaces in 2005

Category Number
Safety chiefs (employer’s representative) 12439
Workers’ safety representatives 9 581
Workers’ deputy safety representatives 14 317
Salaried employees’ safety representatives 4794
Salaried employees’ deputy safety representatives 7145
Safety agents 10 102
Members of OSH Committees 6 481
Total 64 859

Source: The Finnish Ministry of Social Affairs and Health (2).

Table 1.9. Number of personnel in OSH inspectorates in 2005

Number of Density 1: total workforce Density 2: employees Density 3:0SH staff per to-
personnel per OSH staff member per OSH staff member tal workforce/employees?
475 4979 4 339 0.20/0.23

Source: The Finnish Ministry of Social Affairs and Health (2).
@ Workforce = 2.365 million, employees = 1.8 million.
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Specialized training for OSH professionals

Specialized training, consisting of both theory and clinical practice, is required for all OSH
professionals in Finland.

Occupational health physician
An overview of the training of occupational health physicians in Finland is given in Table 1.10.

Table 1.10. Training of occupational health physicians

Course and period of training

1. Basic qualifications training, two years (24 months): at least nine months at a municipal health centre and at
least six months at a hospital, and at least nine months of elective training (of which maximum six months
elsewhere, e.g. in occupational health services rather than a municipal health centre or hospital)

2. Specialized qualification training, four years (48 months)
*  Occupational health service segment — two years (24 months)
« Clinical service in other fields of specialization — one year (12 months)
«  Segment on assessment of work ability and rehabilitation — 2 year (six months)
«  Segment at the Finnish Institute of Occupational Health — 'z year (six months)
Course-type training (120 hours)

National Specialist Examination
National Certification Board for Specialists

3. Advanced specialist studies in occupational medicine
Finnish Institute of Occupational Health
Theoretical training and resident service, two years

Advanced Specialist Examination
National Certification Board for Specialists

Source: Rasanen, personal communication, 2008.

Specialist examination

A government ordinance specifies specialist education and provides rules for the specialist
examination. The Ministry of Education, following consultation with the Ministry of Social
Affairs and Health, defines the curricula for each university. Curricula for occupational health
are available in all five medical faculties. Those who complete the specialist course of study sit
the national specialist examination, and the medical authority grants those who pass the right to
work as a specialist. After the specialist examination in OHS, one can continue to study to further
specialize in occupational medicine, aiming at competence in senior level (clinical) occupational
medicine positions. These further studies require a two-year residence and theoretical studies at
the Finnish Institute of Occupational Health.

Curricula

Table 1.10 shows the latest version (2007-2009) of the specialist training curriculum in
occupational health at the University of Kuopio. In principle, the curricula are the same at all five
Finnish universities training occupational health physicians, as agreed on in a coordination group
comprising professors and lecturers in occupational medicine from all five universities.
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Table 1.10 summarizes the six-year training contents. There are some alternative models to
completing the segment at the Finnish Institute of Occupational Health or at the University of
Kuopio. Slightly different arrangements may also be applied at the other universities, but otherwise
the contents are the same.

Log book

Each university has its own log book to be completed by the trainee. The log book is in accordance
with the training curriculum but until now has not included any specific quantitative measures
to evaluate the different tasks the trainee has completed during his/her training period (except
theoretical course-type training of 100 + 20 hours during the six-year period, in-service training
of 160 hours during the occupational health segment of two years and 80 hours during the clinical
service of one year).

However, a task force has recently unified the requirements of the log book and some quantitative
measures have been included, such as how many work site assessments with reports or health
examinations of different types the trainee should complete under the supervision of the trainer.
The coordination group for occupational health specialization training has accepted the new log
book. The task group finalized the book during the spring of 2008 and it came into use in the
autumn semester of 2008 in all five universities. It was also decided that training in the proper use
of the log book be organized for all tutors and physicians in specialist training during the last part
of 2008.

Research project or thesis

During the segment at the Finnish Institute of Occupational Heath, the trainee usually participates
in some kind of project work, the contents of which can vary greatly (participating in and reporting
on a research project; participating in the preparation of a web-based learning course at the virtual
university; literature reviews, etc.). Although it is recommended that students participate in such
activities, they are not obligatory.

Occupational health nurse

Occupational health nurses undergo the basic training of a public health nurse. The studies of a
public health nurse include theory and practice in OHS. The complementary studies needed to
work in OHS are available at polytechnics and at the Finnish Institute of Occupational Health.
These studies provide the competence to work in OHS.

The education and training of an occupational health nurse in Finland is shown in Fig. 1.10.

The main contents of the complementary training cover the OHS system; legislation on OHS
and OSH; risk assessment; occupational hygiene (exposure to chemical, physical and biological
factors); occupational medicine; psychosocial factors at work; ergonomics; health promotion;
national OSH strategies; and planning of OHS.

The role of occupational health nurses is crucial: they coordinate the services and work as a core
group with occupational health physicians in the Finnish OHS system.
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Fig. 1.10. Occupational health nurse training scheme in Finland
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Note. One academic year corresponds to 60 ECTS (European Credit Transfer and Accumulation System) credits, equivalent to 1500—
1800 hours of study in all countries irrespective of standard or type of qualification, and is used to facilitate transfer and progression
throughout the EU.

Occupational hygienist

Occupational hygienists undergo basic university education and training in chemistry or physics,
which takes on average five years. Complementary training is organized while working at the
Finnish Institute of Occupational Health. The specialist examination is taken after a certain number
of years of work experience and organized training.

Compliance with regulatory actions

The Occupational Safety and Health Authority oversees compliance with the regulations.
Workplaces are ranked in priority order on the basis of risks and inspected according to the ranking
order. Sanctions cover warnings, requests for correction, conditional imposition of a fine that is
proportional to the urgency and severity of the risk, immediate closing of the plant, and legal
proceedings. Only a very minor proportion of inspections lead to a lawsuit.

Section 23 of the Act on Occupational Health Services states that employees have the right to
refuse work that may cause serious danger to their life or health or that of any other employee. The
employer or the employer’s representative must be informed as soon as possible of the employee’s
refusal to work. The right to refuse work remains until the employer has eliminated the hazard or
in some other way ensured that the work can be safely performed. Refusal to work must not restrict
working to a greater extent than is necessary to ensure safety and health. The eventual risk arising
from refusal must also be as low as possible. If an employee refuses work on the basis of Section
23, he or she will not be liable for any damages arising from the refusal.

Any worker can complain about harassment at work, and the employer must immediately take
measures to examine the case and take any necessary action.

Every worker is entitled to notify the Occupational Safety and Health Authority of hazardous or
unhealthy working conditions and of the absence or malfunctioning of the OHS.
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Scope of sectoral coverage of inspection and enforcement

The law dealing with working conditions, including OH&S, applies to all persons with a
contract of employment. With a few exceptions, responsibility for its enforcement lies with
the Occupational Safety and Health Administration. Inspection coverage thus extends to all
sectors and all branches of the economy, including private and public sectors, cooperatives and
nongovernmental organizations. The inspection of mines is the task of the Safety Technology
Authority. The Radiation and Nuclear Safety Authority, with a staff of about 50, is responsible for
monitoring OH&S standards in nuclear power stations and all other sectors of industry involving
the use of ionizing radiation. It also provides a monitoring service for the Occupational Safety
and Health Inspectorate if the latter suspects the presence of radon gas, particularly in connection
with tunnelling operations. Health and safety in the field of transport, including that of employees
on ships, rests with the Occupational Safety and Health Administration. Safety matters connected
with the design, construction and maintenance of the vessels themselves, rather than with their
operation, lie with the Ministry of Employment and the Economy.

Scope of enforcement powers

According to the Act on Occupational Safety and Health Administration (16/1993) the OSH
authorities shall promote safety and health at work by:

+ developing (and promoting) safety and health at work;

» supervising through inspections and investigations compliance with OSH regulations, within
the legal mandate of the Occupational Safety and Health Administration;

* carrying out planning and development activities for OSH;

» carrying out advisory, information, research, and training and education activities for OSH;

» providing instructions, advice and statements on the implementation of OSH regulations;

+ providing instructions, advice and training on OSH for the self-employed, and planning and
developing OSH for their needs;

* collaborating actively with employers’ and workers’ organizations in the field of OSH;

» performing all the other functions and tasks specially delegated to the Occupational Safety and
Health Authority.

The inspectors also have the power to inspect employers’ compliance with their duty to organize
OHS according to the Act on Occupational Health Services.

The OSH authorities are independent in their supervisory and inspection activities.

The powers given to inspectors are set out in the Act on Occupational Safety and Health Enforcement
and Cooperation on Safety and Health at Workplaces (44/2006) and include the power of entry
into any place of work at any reasonable time of day or night to carry out inspections and make
enquiries, by:

* questioning employers and employees on OSH and other matters concerned with working
conditions (this does not extend, however, to requiring them to make a written statement);

+ calling for and examining all registers and other documents required to be kept by law;

+ taking samples of materials and products for analysis;

+ taking photographs and measurements;

* issuing an inspection protocol or improvement notice that identifies the law that is being broken,
describes the nature of the deficiency, may suggest how the deficiency can be rectified, and
stipulates a time limit within which the employer must respond to the inspector on the action
he has taken;
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 issuing a legally binding enforcement notice under the authority of the Head of Inspectorate if
the inspection protocol has not had the desired effect, setting out a time limit within which the
required work must be completed and possibly (though this is not obligatory) setting a fine that
must be paid if the deadline is not met; and

* issuing a prohibition notice in cases where an inspector believes there is an imminent risk to life
or health; the notice comes into force immediately.

In cases of wilful intent or negligence, and normally after an accident, an inspector may draw up a
report for the public prosecutor, who will initiate an investigation by the police. Any prosecution
that ensues may lead to the offender being fined or sent to prison. The action will be taken against
an individual or individuals within the company, since there is no facility in the law for the company
itself to be prosecuted.

A substantial proportion of OSH legislation has undergone reform in recent years. The legislative
changes and the practical execution of the national OSH strategy in the administrative sector of the
Ministry of Social Affairs and Health have also brought changes into OSH inspection. The focus of
OSH inspection has been shifted so that it is increasingly targeted at the essential OSH priorities.
As the focus of the Occupational Safety and Health Act is on systematic prevention, i.e. the
identification and assessment of hazards and risks, workplace inspections are increasingly
directed toward supervising the systems contributing to safety and health at workplaces rather than
tackling single defects. Instead of solitary defects in working conditions, the focus of inspection is
increasingly shifting toward checking the functioning of workplace assessments and plans (Table
1.11). Hence the knowledge of OSH inspectors has improved, and the growing demands have been
taken into account when recruiting new inspectors.

Table 1.11. OSH supervision activities in numbers

Workplace inspections 1998 2000 2002 2004 2006 2007 2008 2009
Number of inspections 26 415 24 533 23393 17 016 17514 19771 20477 19916
Number of inspected objects 19 984 16 704 15634 11207 12082 13485 14717 14618

Total duration of inspections
(h ) 60 594 54 312 55772 43 594 38969 41629 42265 40593
ours

Average duration of one

. . 2.3 2.2 24 2.6 2.2 2.1 2.1 2.0
inspection (hours)
Coercive means
Number of coercive measures 72 69 45 44 111 280 207 -
Prohibitions of use confirmed by

50 29 16 19 20 34 39 40
the Inspectorate
Prohibitions of use not confirmed

2 6 6 8 4 5 14 6

by the Inspectorate

Binding decisions 22 40 29 27 80 146 168 184
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Notifications and reports
Notifications to the
. 117 191 136 225 339 330 331 366
police/prosecutors
Reports to the police/prosecutors 201 179 183 354 408 599 331 366
Reports on occupational ac-
. 189 266 249
cidents
Requests for services
Contacts from clients 132633 137 289 130650 109860 102087 96122 85027 78103
— matters relating to employment 82 647 71720 59 461 56658 56094 45350 44638
— matters relating to working
B 41 684 38 310 38 820 38938 35040 33833 26736
conditions
— other requests 8 302 20620 11 579 6 261 5061 6 036 5679
Inspections performed on re-
9517 9077 8 542 4 206 3695 3717 3357 2766
quest
Reports on ex-ante supervision 1432 1290 1151 591 389 311 - -
Number of training sessions
1090 1032 1098 609 532 448 - -

requested by clients

Training requested by clients
) 86 854 78715 106 495 45512 53115 64199 33211 19137
(hours in total)

Investigations of occupational accidents and diseases

Occupational accidents
. . 699 832 632 624 782 797 856 700
investigated

Occupational diseases
. . 58 99 84 57 35 46 47 29
investigated

Licence administration of OSH inspectorates

Asbestos authorizations 39 21 28 31 23 37 31 25
Exemption orders relating to

. 17 25 22 159 186 190 204 195
working hours
Personnel in person-years
Department for Occupational

84 84 90 88 87 78 75.8 70.6

Safety and Health
OSH inspectorates 428 427 426 425 443 449 448 446

Source: The Finnish Ministry of Social Affairs and Health (13).

Indicators of working conditions

Every three years, the Finnish Institute of Occupational Health carries out a comprehensive
computer-assisted telephone interview survey representing the whole Finnish working life. The
following trends in exposures are from the surveys carried out in 1997, 2000, 2003 and 2006. The
2009 survey has recently been published.
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The occurrence and trends in the main exposure categories are shown in Fig. 1.11-1.17.

Physicochemical factors

Fig. 1.11. Exposure to physicochemical agents in the surveys in 1997, 2000, 2003 and 2006 as a percentage of
those employed (slightly, rather or very hazardous)
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Source: Perki6 (14).

Fig. 1.12. Exposure to chemical agents in the surveys in 1997, 2000, 2003 and 2006 as a percentage of those
employed (slightly, rather or very hazardous; smell of mould present)
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Source: Perki6 (14).

Register of employees occupationally exposed to carcinogens (ASA Register)

Since 1979, under the aegis of the Ministry of Social Affairs and Health, the Finnish Institute
of Occupational Health has maintained a register of workers at risk of exposure to carcinogenic
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substances and processes. In 2007, a total of 23 346 such workers were registered, amounting to
1.1% of the Finnish working population. The most common sources of cancer risk were chromium
(VI) compounds (7171), tobacco smoke (6986) and nickel and its inorganic compounds (6736)
(15).

Ergonomic factors

Fig. 1.13. Trends in various ergonomic hazards in 1997, 2000, 2003 and 2006 as a percentage of those employed
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Psychosocial factors

Fig. 1.14. Time pressure at work in 1997, 2000, 2003 and 2006 as a percentage of those employed?
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Source: Perkio (14).
Replies to the question: How often do you need to rush in order to get your work done?
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Working times

Fig. 1.15. Working hours and time for commuting according to socioeconomic status in the 2006 survey
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Fig. 1.16. Work time patterns in 1997, 2000, 2003 and 2006 as a percentage of those employed
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Health-related lifestyles

Fig. 1.17. Health-related lifestyles in 1997, 2000, 2003 and 2006 as a percentage of those employed
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Source: Perki6 (14).
Indicators of occupational and work-related health

Occupational accidents

The number of occupational accidents at Finnish workplaces has declined over the last 30 years,
although the trend has levelled off over the last 15 years (Fig. 1.18). The data in Fig. 1.19 cover
both accidents at the workplace and traffic accidents when on duty.

According to the WHO European Health for All database, fatalities due to work-related accidents
in Finland were consistently lower than the EU average during the period of 1979-2007
(Fig. 1.20).
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Fig. 1.18. Occupational accidents at Finnish workplaces 1976-2006
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Fig. 1.19. Fatal occupational accidents 1975-2006
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Fig. 1.20. Fatal occupational accidents per 100 000 employees, Finland and EU, 1979-2007
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Occupational diseases

The Act on Occupational Diseases defines an occupational disease as one caused by a physical,
chemical or biological agent at work. The occupational exposure must be the main cause of the
disease and the probability of association between the exposure and outcome must be proven. In
principle, anybody contracting a disease or adverse health outcome meeting the above criteria is
entitled to compensation, provided it is contracted as a consequence of exposure at work under
the employment contract with a private employer, in public services or public offices. As the
Act defines the concept and criteria for the disease, compensation is made according to accident
insurance legislation. Agricultural entrepreneurs are also entitled to compensation on the basis
of their specific accident insurance legislation. The number of notified occupational diseases in
Finland is presented in Fig. 1.21.
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Fig. 1.21. Notified occupational diseases in Finland, 1964—-2009
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Source: Palo (17).

The Decree on Occupational Diseases (1347/1988) lists examples of various physical, chemical
and biological factors and typical forms of disease. Although many occupational diseases are
covered by the Act on Occupational Diseases, some outcomes caused by work are not exclusively
diagnosed as diseases or accidents. These are compensated for on the basis of the Statute on
Certain Injuries Compensable as Occupational Accidents (852/1948), which stipulates that the
following conditions are to be compensated for in the same manner as occupational diseases or
accidents, i.e., if they are caused by work factors:

* sores

* lesions caused by a corrosive substance

* lesions due to inhalation of a dangerous gas

* lesions due to considerable fluctuations in air pressure

+ lesions attributable to extreme temperatures, such as frostbite or sunstroke
* inflammation of the patella or elbow due to repeated or unusual pressure

* pain in a muscle or tendon (tendonitis) due to repetitive movement.

Occupational diseases may be diagnosed by any medical doctor. Patients presenting with the most
difficult cases are referred by the insurance system for thorough examination to the Centre for
Occupational Medicine at the Finnish Institute of Occupational Health.

All occupational diseases need to be prevented. The Finnish Institute of Occupational Health
therefore trains occupational health physicians and other OHS personnel to take measures at the
workplace level to improve working conditions to prevent new cases.

Finland has a referral system for diagnostics of occupational diseases. The primary level (OHS,
municipal health care or general practitioner) can refer complicated cases to the occupational
medicine polyclinics of four university hospitals. The Occupational Medicine Clinic of the Finnish
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Institute of Occupational Health serves as a national referral point. By law, the cost of such
consultations must be covered by insurance, even in cases that do not lead to the diagnosis of an
occupational disease.

Work-related health problems

Some occupational morbidity that is not recognized as an occupational disease, but is classified
as work-related, is not covered by occupational disease compensation but under general disability
schemes.

There is research evidence that the work-related component of several common diseases is high.
Estimates from 49 different diagnostic groups found that 7% of deaths in the population of working
age were attributable to work factors (/8). In view of the occupational health policy, work-related
morbidity as a whole (occupational diseases and other work-related health outcomes) constitutes
the main target for preventive programmes (musculoskeletal, cardiovascular, mental health, and
allergies).

The Ministry of Social Affairs and Health and the Finnish Institute of Occupational Health have
published a guidebook (the so-called Blue Book) for health examinations in OHS (79). The earlier
decision of the Ministry stipulating health examinations in especially hazardous jobs has been
replaced by this guidebook. It prescribes health examinations in OHS, and contains a great deal
of detailed information and guidance on the need for specific health examinations in various
occupations. Musculoskeletal disorders are included. The guidebook contains a description
of exposures in 12 professions or sectors of the economy and guidance for carrying out health
examinations.

Periodic medical examinations

The Finnish working-age population is kept under surveillance for both public health and
occupational health purposes. OHS carry out specific health examinations of the working
population, divided into the following categories according to the Act on Occupational Health
Services:

* pre-employment

» for workers in hazardous jobs

* when returning to work after a long period of sick leave

+ for assessment of work ability
+ after retirement from especially hazardous jobs, e.g. asbestos work.

Sickness absenteeism

Rates of sickness absenteeism depend on several factors: the sector of the economy, occupation,
type of work, workload, quality of working conditions, working hours, size of company, season,
and several individual factors such as age, gender, family relations and type of working contract.
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In Finland, sickness absenteeism is compensated for in two different ways.

1. Employees in most sectors of the economy will be reimbursed their full salary by the
employer according to the collective agreement made for the sector. The duration of employer-
paid compensation varies among sectors between 30 and 90 days. In some agreements the
compensation may be reduced to 70%, or even lower, if absence continues longer. If sickness
absenteeism has continued for one year, the worker moves to either a permanent or time-
limited disability pension.

2. Every citizen, irrespective of type of employment, is covered by sickness insurance, which
compensates for loss of earnings if the employer does not pay the salary for sick days until
the one-year period has expired. If the employer has paid a higher salary than the stipulated
sickness insurance daily allowance, the insurance pays the allowance to the employer. If the
employer’s compensation is lower than the daily allowance of sickness insurance, the insurance
pays the difference to the worker.

Finnish rates of sickness absenteeism have traditionally been reasonable. In international
comparisons, Finnish sick leave rates are at the European average. In evaluations and studies,
the vast majority of sick leave has been found to be justified and misuse is rare. The rates vary
widely, depending on the factors listed above. Currently the rates are slightly increasing (~2% a
year) probably owing to the ageing working population and intensified job demands. The average
number of days of sick leave in 2008 was 6.3 per worker per year. Women take on average two
days more sick leave per year than men, and blue-collar workers two days more than white-collar
workers.

The average number of days of sick leave increases almost linearly with age among both sexes,
being about twice as common in the 55—-64-year age group than in the 15-24-year group. The highest
rates are recorded in paper industries (shift work), construction (heavy work, often outdoors) and
property maintenance and cleaning work (heavy physical work). The most common causes of sick
leave are musculoskeletal disorders (36%), mental health disorders (22%) and poisonings and
injuries (13.6%) (20).

Working ability and disability

Working ability and its maintenance has been the topic of active debate in Finland because of a
predicted shortage of labour and expected problems in the sustainability of social security. The
steady decline in the average working ability index among 47-year-old working Finns has been
shown to be approximately 10%, i.e. 0.16% a year. During the same period, the percentage of
workers with full working capacity drops by 30% on average.

Intensive action to maintain and promote working ability has been initiated through the National
Programme for Ageing Workers (21) and by recognising this as a legitimate task of OHS. The
long-term objective is to lengthen working careers, and the legislation on work pensions has been
amended to extend the upper retirement age to 68 years (22).

Owing to several policy measures, including those mentioned above, the effective retirement
age has increased over the current decade. Between 2000 and 2008, the effective retirement age
increased by a good six months. In 2008, the average effective retirement age for those over 50
years of age was 61.4 years. This figure does not include those who retired before the age of 50,



National Profile of Occupational Health System in Finland
page 35

who mainly draw a disability pension. Disability pension rates have declined over the long term
(by about 10% since 1996). In the public sector, the effective retirement age has continued to
increase steadily. “Baby boomers” are now approaching retirement age. The first of those in this
age group reached the lower age limit for retirement of 63 years in 2008. The number of new
retirees is therefore increasing and the extension of working careers is highly topical (23).

Finland has a double disability pension system based on:

« a flat-rate “people’s pension” to which every citizen in a relevant age group is entitled; and
» a work-related pension dependent on one’s working history and level of earnings. Disability
pension is payable after one year on sick leave compensated by sickness insurance.

Some 5% of working-age Finnish women and 7% of men are on disability pension. The pension
level is calculated by using the estimated earnings that the person would have accumulated by
working continuously until the predicted normal retirement age if the disability had not occurred.
The trends and causes of disability pension are shown in Fig. 1.22.

Fig. 1.22. Trends in disability pensions among Finnish workers by main cause, 1996-2008
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Prevention and compensation approaches to
work-related health problems

All occupational accidents and diseases are, in principle, preventable, and structural and primary
prevention therefore constitute the most important starting point for all OH&S activities. Fig.
2.1 shows the preventive power of various measures. It should be utilized in all policies in every
country. This means that OH&S aspects should be looked at in all decisions, even in sectors that
are not under the jurisdiction of the health or labour ministry in a country.

Fig. 2.1. Hierarchy of prevention
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Source: Rantanen, unpublished data, 2009.

Effective prevention, in addition to it being the most effective strategy for reducing the burden of
occupational and work-related morbidity among the working population, has also been found to
be most beneficial in terms of productivity and the economy. Finnish evaluation studies show that
the benefits derive from two sources:

* control of unnecessary loss from diseases and injuries; and
* increased productivity owing to reduced disturbance of production.

Compensation for occupational diseases in Finland

Compensation practice for occupational diseases is based on the Act on Occupational Diseases
(1343/1988) and its amendments (1643/1992, 1315/2002 and 1366/2004) and the Decree on
Occupational Diseases (1347/1988) and its amendments (1315/2002 and 252/2003). As stipulated
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inthe Act, an occupational disease is ““... a disease caused by any physical factor, chemical substance
or biological agent encountered in the course of work done under a contract of employment, in
a public service or in public office or as [an] agricultural entrepreneur ...”. The Decree specifies
in greater detail the criteria for evidence of a causal relationship between the exposure factor and
the disease. Diseases other than those caused by the physical, chemical and biological factors
specified in the Decree also qualify as occupational diseases if it can be proved that they were
caused by the factors in question.

The FAII coordinates the criteria and principles used by insurance companies in practical decisions
on compensation cases, thus standardizing the compensation policies by reducing variation between
individual companies. Compensation practice is not always determined by purely medical criteria;
for many diseases it has been established in accordance with the observed legal praxis, such as
rulings made by the Insurance Court.

Forms of compensation

When an occupational disease is diagnosed, it is a routine that the workplace is requested to take
measures to prevent new cases from occurring.

Compensation for occupational diseases is specified by the Occupational Accidents Insurance Act
(608/1948, amendment 526/1981). The forms of compensation are: medical treatment costs, daily
allowance, occupational disability pension, disability benefit, survivor’s pension, funeral expenses,
invalid care allowance and compensation for damaged disability aids. The level of compensation
for accident insurance is higher than general health insurance or pension insurance, the former
aiming at 100% compensation of earnings lost. Rehabilitation benefits follow the same principle.
The right to rehabilitation is guaranteed by law if the need for it is due to an occupational disease.
This facilitates rapid initiation of rehabilitation measures after the occupational disease has been
diagnosed. Workers’ compensation can be used to compensate any loss of income, provided that
the income is less than that previously earned.

Any justifiable examination costs incurred in confirming the existence of an occupational disease
are covered by insurance, even where the disease is subsequently found not to be an occupational
disease eligible for compensation. The examination must, however, be based on the diagnosis
of a physician specialized in OHS or occupational medicine and on information on the working
conditions of the employee being examined. Physicians not specialized in OHS or occupational
medicine can, in practice, also refer the patient for examinations or conduct occupational disease
examinations in cases where exposure is obvious on the basis of the occupation in question (e.g.
“baker’s asthma”).

Disability benefits are based on medical criteria of disability. The criteria are drawn up under the
aegis of the Ministry of Social Affairs and Health.

Work-related musculoskeletal disorders

Musculoskeletal disorders comprise from time to time one of the biggest causes of pain, reduction
of functional capacity, work disability and early retirement. More than one million Finns have
a chronic musculoskeletal disorder and another million suffer from temporary musculoskeletal
disorders. The sickness absenteeism caused by musculoskeletal disorders has been on the increase
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in the 2000s. The costs caused by musculoskeletal disorders consist of premature retirement costs
and loss of work input, which amounts to close to €2 billion a year (25).

The National Programme for the Prevention of Musculoskeletal Disorders was launched in
2008 and will continue until 2015. In 2008, it had a total of 16 participating institutions and
nongovernmental organizations, including the Finnish Institute of Occupational Health.

Cardiovascular disorders

There has been a positive trend in cardiovascular disorders over the last 30 years (an 80% reduction
from the 1970 level) but further measures are sorely needed in order for the trend to continue.
Cardiovascular disorders cause long periods of sickness absenteeism and constitute the third largest
cause of pensionable work disability after mental health disorders and musculoskeletal disorders.

There are several factors in working life and life in general that are counterproductive to
cardiovascular health. The cardiovascular health of the working-age population is part of the
national Action Plan for Finnish Heart Health for the Years 2005-2011 (26). In addition, the
occupational causes of cardiovascular morbidity are recognized in the Programme.

Recommendations for improving the cardiovascular health of the working-age population include:

* supporting the maintenance and promotion of a strategy on working ability and ensuring that
activities promoting heart health are implemented as a part of this strategy;

» guaranteeing a well-functioning OHS that includes health promotion, surveys of cardiovascular
disease risks and the prevention and prompt treatment of cardiovascular diseases, and the
expansion of this work to psychosocial risk factors;

» guaranteeing the opportunity to eat healthy meals during the working day for as many working
people as possible, and increasing the demand for such meals;

* encouraging and improving opportunities for physical activity among commuters;

* increasing the amount of physical activity during working hours and getting employers to
encourage their employees to exercise;

» adopting current guidelines on smoking cessation as a routine practice in health care and the
OHS, and intervening in passive smoking;

» supporting early intervention with regard to the excessive use of alcohol;

* maintaining and promoting the health and working ability of the unemployed by including
such themes in courses and training provided to the unemployed and by encouraging them to
participate in activities organized by various associations and organizations;

+ guaranteeing the right treatment at the right time; and

* increasing women’s knowledge about the risk factors of cardiovascular diseases, and supporting
the know-how of health care professionals regarding the special characteristics of women’s
heart health.

The goal of the Finnish Heart Association is that, in 20 years’ time, cardiovascular disease will
no longer be a significant health problem among Finns of working age and that people will have
more healthy and active years during the course of their lives. More information on cardiovascular
issues is available at: http://www.sydanliitto.fi/home.
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Work-related stress and psychosocial risks

The Ministry of Social Affairs and Health has established a national programme, the Masto Project
to reduce depression-related work disability. Its aim is to foster good practices for well-being at
work, the prevention of depression, good levels of treatment and rehabilitation, the possibility of
continuing to work or to have a smooth return to work, and a reduction in the number of disability
pensions due to depression (27). The Programme is scheduled to run from 1 November 2007
to 31 May 2011 and is targeted at the whole working-age population. The main contents of the
Programme are:

promotion of well-being and mental health at work (working-age population);
activities aimed at preventing depression (risk groups);

early recognition and treatment of depression (people who have become ill); and
rehabilitation and return to work (people recovering from depression).

The adverse health outcomes associated with work stress have been extensively studied in Finland
and other European countries. Examples of a well-established association between work stress
and disease, derived from epidemiological studies by Finnish researchers either in Finland or in
collaboration with others, are as follows:

* elevated risk of coronary heart morbidity and mortality among workers with high level of stress
(28);

* clevated risk of mental health disorders among workers exposed to work stress, time pressure,
low control of one’s own work, bullying at work, a poor working atmosphere, injustice at work
and risk of being laid off (29-31);

* increased risk of burnout among PHC personnel and social workers with high job demands, poor
work management, poor working atmosphere, and high amount of work and lack of sufficient
staff (32);

* clevated risk of being pensioned off for depression-related work disability among workers with
a high level of work with clients and exposure to human-human interaction (33);

+ elevated risk of accidents among workers with a reduced sense of coherence (34);

» increased probability of being prescribed antidepressant medication among temporary workers
(35);

+ elevated overall mortality among temporary workers (36);

« elevated risk of hypertension and coronary heart disease among shift workers (37); and

* other (38—40).
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Future priorities

Survey among the main actors in OH&S

A survey was conducted in early 2006 among the 16 organizations involved in OH&S in
Finland for the purposes of the National Occupational Safety and Health Profile (2006). The
study covered all the key stakeholders in OH&S, including three ministries, all the key social
partners organizations and associations of OH&S professionals. The response rate was 100%. The
respondent organizations were:

the Ministry of Social Affairs and Health

the Ministry of Labour

the Ministry of Education

the Confederation of Finnish Industries

the State Employer in Finland

the Local Authority Employers in Finland

the Central Organization of Finnish Trade Unions

the Finnish Confederation of Salaried Employees

the Confederation of Unions for Academic Professionals in Finland
the Central Union of Agricultural Producers and Forest Owners
the Finnish Association of Occupational Health Physicians

the Finnish Association of Occupational Health Nurses

the Finnish Occupational Hygiene Association

the Finnish Association of Safety Chiefs

the Federation of Accident Insurance Institutions

the Centre for Occupational Safety.

The aim of the survey was to discover the central values, problems and priorities of these
organizations for OH&S, and to disclose the strengths and weaknesses of OH&S in Finland as
well as the most important development targets to be achieved by 2010.

Although these organizations came up with a long list of priorities, it could be seen that their main
priorities were largely the same.

Values in OH&S

The first question of the survey dealt with the most important values in OH&S that each of the
organizations considered reflected its own values. A clear majority of respondents recognized the
a-priori value and pro-health mission of occupational health as justification for the development
and maintenance of the occupational health system. The material values were also recognized, but
at much lower rates than the substantive mission (Fig. 3.1).

Problems of OH&S

The second question addressed the most urgent OH&S problems in Finland according to the
16 organizations active in the field. The results reflected the broad spectrum of problems still
prevailing in Finnish working life. It seems clear from the replies that stress and mental well
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being are among the most significant problems (Fig 3.2). Safety and accident prevention are
nevertheless still topical issues, possibly due to the fact that the vast majority of Finnish companies
and workplaces are small.

Fig. 3.1. Values inherent in OH&S activity in Finland as expressed by the 16 organizations taking part in the survey

T | | | l l 1 |
_ 1 [ |
‘Well-being at work
I I
1 [ |
L [ |
|
|
(I

Experis 1 |

P

Safety and health at work

Warking ability

Services

Equity

Ensuring skilled labour

Contlnuing at work

Economy, com petitiveness

Job satisfaction

Reconciling work and family life

o 1 2 3 4 5 & 7 8 g 10
Mumber of responses

Source: The Finnish Ministry of Social Affairs and Health (2).

Fig. 3.2 Problems of OH&S in Finland at present
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Strengths and weaknesses in OH&S

The third and fourth questions dealt with the strengths and weaknesses of the Finnish OSH system.
The infrastructure of services was deemed to be well developed (Fig. 3.3). Also, the tripartite
collaboration and the consensus society were well placed. The respondents found the legislation
on OH&S and OHS to be up-to-date and to correspond well with the requirements and demands
of working life. Also, the competence and training of OH&S experts was perceived to be good.

Fig. 3.3 Main strengths of OH&S in Finland
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The weakness most often mentioned was the uneven distribution of OHS among companies,
workplaces, sectors of the economy and workers. Also, the rather poor ability of municipal health
care centres to provide services, especially for small companies and the self-employed, was also
mentioned (Fig. 3.4).

The economic aspects of OH&S

The fifth question addressed the views of the responding organizations about the possible economic
aspects and efficiency of OH&S activities. It turned out that the respondents expected economic
benefits from OH&S work at all levels: the national economy, the company economy, social
security and social economy, and the individual worker. The benefits for the national economy were
deemed to be the following: preventing economic losses at the level of the national economy, such
as reduction of sick leaves, occupational accidents and diseases, declining premature retirement,
and better work ability and staying on at work (promotion of extension of work careers to older
ages). These same features were also seen to have an impact on better productivity at the company
level. The effects on social security can be seen as reduced health care costs. Also, the state of
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health of the workers was believed to have a serious effect on the attitudes and motivation of
younger workers starting their working careers. Individual workers would benefit from OH&S
activities through improved working conditions and better organization of work. This, in turn,
would encourage employees to continue to work longer and consequently lead to a better life after
retirement.

Fig. 3.4 Main weaknesses of OH&S in Finland
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Understanding the relationship between the need for OH&S activities and better productivity
requires improved professional competence of the occupational health personnel. Although the
importance of the economic dimension was recognized, it was deemed important not to compromise
health issues to business objectives. Also, bringing OH&S within the reach of small workplaces
was mentioned as a special challenge.

Tripartite collaboration

The sixth question of the survey dealt with the importance of tripartism in the development of the
Finnish working life. All respondents assessed that the tripartite collaboration has been beneficial
and successful over the past years. In general, it was considered that the initiative for new ideas
and a proactive approach often lay with the trade unions. Some respondents found it important to
expand the participation of some organizations such as some research institutions. The challenge
of reconciling the time spans in the objectives of the various partners and, for example, agreeing on
the time perspectives for calculating the costs of occupational health were also matters discussed
by the respondents.
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Challenges for OH&S

The respondent organizations also presented their views on the short- and longer-term challenges
of OH&S in Finland. There were a few topics that received a lot of emphasis. The longer-term
perspectives emphasized the importance of the further development of OH&S infrastructures,
such as OHS, training of personnel and the development of models to help enforce legislation
effectively. The main challenges are shown in Fig. 3.5.

Fig. 3.5. The main challenges of OH&S in Finland
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Conclusion and lessons

In general, the basic safety and health issues are relatively effectively managed and show a positive
trend in Finland, while the rapid changes in the structure of working life, in work organization, in
employment patterns, in job demands and in the demands of growing competition and productivity
challenge safety, health, and well-being at work. There are several opportunities to respond to the
new challenges, which, however, will need new approaches to the overall social dimension of
working life, including safety and health cultures.

Table 4.1 summarizes the strengths, weaknesses, opportunities and threats in the development of

the Finnish occupational health system.

Table 4.1. Situation analysis of Finnish occupational health and safety

Strengths

Weaknesses

+  Comprehensive and modern legislation on OSH

+ Government policy programme  positively
addresses OSH

+ Wide consensus on national key strategic
objectives in OSH

*  Well-trained OSH officials, inspectors, and
employers’ and workers’ representatives

+ Positive trends in the past three decades in safety
and health

»  Successful action for the safety, health and
working ability of ageing workers

«  Strong research support to OSH administration
and workplace activities

*  Wide coverage of OHS with a modern content

+ Active EU, Nordic and international collaboration
in policies, authorities’ activities, research, training
and information

+ Difficulties to keep abreast with the rapidly
changing working life and the emergence of new
risks

+  Some 200 000 entrepreneurs are not covered by
OSH legislation

+ Levelling off of the declining trends of occupational
accidents during the past few years (residual risk)

*  Lack of coverage of OSH and OHS of the smallest
companies

« Difficulties in controlling the working conditions
and employment contracts of guest and migrant,
mobile and informal workers

+ Declining interest among employees in serving as
safety and health representatives

* Reconciliation of working life and family life,
particularly for parents of small children and of
workers having other dependants (e.g. older family
members)

* Less successful outcomes from attempts to
manage job insecurity, stress and unreasonable
working hour

Opportunities

Threats

+  Effective implementation of new OSH legislation

+  Development of working conditions conducive to
working ability and coping with work (particularly
among ageing workers)

*  High rate of renewal of the workforce in the next 10
years with new skills, competences and attitudes

+ Development of new managerial cultures and
modern leadership, giving high value to OSH and
well-being at work

* Understanding OSH as a factor for improving
well-being, job motivation, productivity, quality,
innovation and competitiveness

+ Effective use of new technologies for safer and
healthier workplaces

* Risks will start to increase as a consequence of
weakened control of working conditions

*  Exclusion of ageing workers through imbalance
between capacity and demands

* Disappearance of the tacit knowledge of OSH
through retirement of “baby boomers”

* Decline of innovation under too high short-term
demands

*  Threat of global pandemics and risks to frontline
workers in several sectors of working life (frontier
guards, travel occupations, international workers,
health care workers)

. New, unexpected risks of new technologies and
substances

*  New occupational hazards related to terrorism

Source: The Finnish Ministry of Social Affairs and Health (2).



National Profile of Occupational Health System in Finland
page 51

Finland, with its well-developed OSH policies, modern legislation, social dialogue, infrastructures
and human resources, has good prospects for generating new responses and solutions to the
problems and challenges. Nevertheless, major challenges from traditional health and safety hazards,
together with new problems related to the rapid development of global economies, technologies
and demographic changes plus new types of work organizations and employment patterns, mean
that much remains to be done in further developing occupational health in Finland.

Fig. 4.1. Factors and order for the development of OSH

Ltilizing the international instruments -
ILD Conventions Mo. 155, 161 and 187 and

WHO Global Plan of Action on Workers' Health

!

[ Ensuring high-level political support ]

-

Preparing a national occupational safety and
health profile to serve as a baseline for the
development of OSH In the country

-

Drafting a comprehensive OSH policy

}

[ Preparing a strategy and a national

programme on OSH and OHS

.

ldentifylng the needs for development of OSH J

.

Praviding a legizlative basis

}

Invalving all relevant actars

| |
{Developlnn OSH traI:Ing, Information support J
[ l

J

and research — natlonal centre(s) of
excellence are of importance

.

Netwarking — sharing and learning from others

!

[ International collaboration

Lessons

There is no way of transferring the OSH system of one country to another. The development
of infrastructures is based on long-term societal development that takes cultural developments
into consideration. Thus it is extremely important that the whole developmental cycle is thought
through and discussed in collaboration with all relevant stakeholders in a stepwise manner.
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The factors shown in Fig. 4.1 can be identified as lessons for other countries from the Finnish
system in the order of their development.

The prerequisites for a basic OSH infrastructure can be listed as:

* legislation on social security (insurance);

* legislation on occupational diseases;

* list of occupational diseases;

* service infrastructure — basic occupational health services;

* training for occupational health physicians and occupational health nurses;

» secondary- and tertiary-level support services, including multidisciplinary support;

+ notification and registration system for occupational accidents and occupational diseases; and

» feedback to the workplace to prevent occupational diseases and accidents through the removal
of causes.
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Annex 1. Web sites of research and other insti-
tutions related to OSH in Finland

Ministry of Social Affairs and Health
http://www.stm.fi/en/social _and health_services/health services

Finnish Institute of Occupational Health
http://www.ttl.fi

State Technical Research Centre, VIT Automation
http://www.vtt.fi/?lang=en

Radiation and Nuclear Safety Authority, STUK
http://www.stuk.fi

Safety Technology Authority, TUKES
http://www.tukes.fi/en

Tampere University of Technology/Occupational Safety Engineering
http://www.tut.fi/public/index.cfm?siteid=32

University of Kuopio/Department of Environmental Science
http://www.uku.fi/english

University of Oulu/Work Science
http://www.oulu.fi/english/index.html

Helsinki University of Technology/Laboratory of Work Psychology and Leadership
http://www.helsinki.fi/university

Lappeenranta University of Technology
http://www.it.lut.fi/index _eng.html

Work Research Centre at the University of Tampere
http://www.uta.fi/laitokset/yti/english/wrc/index.html

Tampere School of Public Health at the University of Tampere
http://www.uta.fi/english/index.html

UKK Institute for Health Promotion Research
http://www.ukkinstituutti.fi/en/
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Annex 2. History of the Finnish OHS system

From the early days of industrialization, i.e. from the beginning of the 19th century (and even long
before that), the social dimension has traditionally been an important aspect of Finnish working
life. The first law, passed in the second half of the 19th century, established the basic principles
of the employer’s liability for occupational accidents, the regulation of unreasonable working
hours, the work of women and minors, the establishment of labour inspection and control, and
compulsory accident insurance. These first laws were renewed in the 1920s and 1930s, when
two new important aspects were added: workmen’s compensation for occupational diseases and a
universal old-age pension system for everyone.

Systematic prevention began sporadically in some large industries as early as the 1930s but
universally only much later, along with the third stage of legal reform in the 1950s. Universal sickness
insurance was established in the 1960s. The 1970s witnessed the reform of OSH administration
and labour inspection in connection with the “Nordic work environment movement”. Legislation
on universal PHC and OHS was also passed.

The next major step was taken in the first half of the 1990s, when EU Directives were transposed
into the Finnish OSH legislation. This transposition was not too difficult, owing to the high Nordic
standard already prevailing in Finland as a result of evolution over the previous 150 years. Although
the transposition was mainly formal, some important details, such as systematic risk assessment
and the obligations of the employer to prepare an OSH policy for the enterprise, were seen as
positive signals for Finnish OSH. On the other hand, the Finnish OHS system clearly exceeded the
average level of the EU, and will be maintained and further developed to the highest standards.
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QSH collective agreament 1 £ Devalopment
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Source: Rantanen J. Evolution of occupational health services in Finland. Tyéterveysldékéri, 1998, 1:4-9.



National Profile of Occupational Health System in Finland

page 58

"110Z 9| ‘pue|ui4 ‘oods3 ‘|| 0g dunr

Z2—0z UO pjay ‘sadInIeg pue sajijold ‘seidljod :Ajejes pue yjesH (e
-uonednodQ Uuo wnJo4 [euoneulaiu] ay) jo sbuipaadoid ay) bulysignd
"puejul4 ‘00ds3 ‘| L.OZ BUNf ZZ—0g UO play &g 0} ‘SedIAI8S pue S|y
-0l1d ‘sa101|0d :A1ojes pue yjesH |euoiedndd UO WNJOS [BUOBUJIBIU|
3y} yum uonosuuod ul pajidwod aq 0} ‘sjooy aa13oeid poob jo Aiojuaau)
‘pue|uiq ‘oodsg

‘1102 ®UNnr ZZ—0Z UO play ‘SaIAIeg pue sajijold ‘saldljod :Alejes

pue yjesH |euonednod UO WNIOH [BUONBUISIU| 8} YIIM UOI}OBUU0D
ul paquosap aq |im sawwesboud pue sajjoid HSO |euoleu [BJaAaS
ssald ul ‘edoin3 Joy 801 [euoibay OHM a4} Ag paysiignd

aq o} ‘(wopbury pajun ay} pue Auewsas) ‘@duel ‘puejuid) S8LUNOD
ueadoin3 unoj jo sauas e se ‘edoing 4o} 821 |euoibay OHM U}
U}IM UOIJBIOQR[|0D Ul ‘pUBUIH Ul Y}|ESH ,SIaMJOAA UO 8[ij0id Alpuno)

(GG spodey

yoleasay IO pue 81dosd) 200z ‘HOI ‘MUIS|SH ‘s/ojedipu| pue
S9J1j0id S'RHO 207 pue jeuoljeN uo doysyiom 8y} Jo sbuipaadoid
(xdsejnejep/sabed/z00z Aaains jojid/suoneoslgnd o1uoJ3o9|3/suon
-eolignd/ua/iy pymmmy/:diy) seuunod ueadoing gz jo sajyodd Auno)
(Jpd L00Zso|01dAUNOD Y} edaY pue MIOAN/SIUBW

-noog/suoieolignd ojuooa|3/suonealignd/us/y [} mmm//:dRy) 100z
Kvjes pue yjjeaH |euonednad uo ajold Aiunod uo aulspinb v

_ _ (3pd-z/1/-3410=2Wweu
RE0S6E£=P|10P|04, 31l 196/A1BIqGI JUBWINDOP/O/I WS MMM//:d}Y) Hodal
dn-mojj04 ‘ABajens yyesH pue Alajes [euonednadQ ysiuui4 syl
(3pd" L0001 -I41Q=PWeUROLICS=P|4oP|0} Bl Job/AIeiq

-1l JUBWNO0P/O/I Wis'mmm//:diy) ABsjens HSO [euoleN ysiuulg eyl

paules| SUossa|
uo syodai pue ‘sa|yoid
Jeuoneu ‘sueld uoioe
pue saibsjel}s [euoljeu
Jo sisAjeue annesedwo)
«— sindnQ

safjiAloe HSO 8yj Jo uoj

-ejuswajdwi ayy ul paziin aq o} ‘Alojes pue yyesH jeuonednas uo
awuwelboid [euoibay ueouyy jse3 ay} jo Buluue|d ay; yum uoiosuuod
ul sajuno9 (D) AJlunwiwo) ueduyy iseg ay) 4oy patedaud usaq

sey (Aisnpul Jamoyy) sajyold HSO [elo3oas Buledald o) yiomawely
"MOJSOI\

ul 9210 |euoiBaigng O] 8Y} pue spadxa [e20] Yim UoIeIoqe||0d Ul
010z Ul paysiignd pue ysijbug ojul pajejsuel; alom (sise|qo pelbuiua
pue jsuewlnpy pue eljaiey] Jo olgnday) sayo.id jeuoibal aaay ]

HOI4 pue ‘Bingsiajad 1S ‘saipnis ayenpelb)sod Jo Awapedy

[eQ1pa\ @Y} JO sanbeajjoo ypm uolelogel|od ul paltedald usaq sey uod
-SuelJ) peod Ul 9|ijoid HSO Ue ‘UoieIapaH UeISSNY UJS)Sam-ypou ayj u|
pue|ui4 ‘oods3 ‘}LOZ dUN ZZ—0Z Uo play

aq 0} ‘ .S90IAISS pue S9|IJ0ld ‘SaldI|0d :A1ojes pue yyeaH |euonednddQ
UO WNJOH |BUOI}BUIBIU|, ‘@0USI8JU0D [BUOIEUIBIUI UE JO uoieziuebiQ
"auljno awes ay} Buisn ajyoud Jejiwis e apinoid 0y saunod uead
-04n3 Jayjo 9aly] ‘adoing Joj 80O [euoibay OHAA 2l yum Jayiab
-0} pue|ulq Ul YyleaH ,SJax)JopN UO B[1j0id Aluno) ay} jo uoijesedald

sjuawadueApe HSO

ym [9jjeted ui sjuswdojanap [e1a100s Buiquosap ajjoid HSO |euon
-BeN Yysiuul4 ay} Joj Jodal [eonAjeue pajie}ap ajow e jo uoneledald
(yyeaH pue Aajes [euonednoadQ 4oy}

}JomaWel [eUOIIOWOId) /8] "ON UOIUSAUOD O] Jo uoieyuswaldu
3y} Ul [opow e se aAJas 0} ‘07| 40 1sanbal ayy uo ‘90z ‘puelul Jo
9|1joid YjjeaH pue Ajojes jeuonedndo jeuoieN ayj jo uoieledald
(weN 191/ ‘Bluezue] Jo olignday papun

‘puejiey ‘exueT US ‘edly yinog ‘saulddijiyd ey} ‘(edaN ‘eAuay ‘eju
-01s3) §002—200Z ‘s9|yo4d HSO ANunwwo9/|elo}oas Jo uoneiedald
200z ‘saujunod ay} |je Joy aulno ajyoid HSO awes ay) Buisn ‘sal
-unod ay} ypm Jayiaboy ‘seqyoid Aiunod ueadoing zg jo uonesedald
071 pue @doin3z 404 82O [BUOIBDY OHM 8U} ‘HOIH Yim uoneloge|od
ul 1L00Z ‘luawnoop auljino ajiyoid HSO Aunod e jo juswdojaAap juior
800z Wodal dn-mojjo} :ABajens yieaH pue A1ajes jeuonednasQ ‘6661
ABejens (HSO) yiesH pue Aejes [euonednodQ [euolEN ysiuul4

yyeay ,siaxiom
uo suejd uonoe jeuoneu
10 uonen|eAs pue uoy
-ejuswa|dwi ‘yusawdojan
-ap o} 9seq 99UaPIND
apinoud pue yjeay
SsJayom uo sajyoid
|euoneu ayepdn/dojonaq
— 1’1 Aoud

yjleay ,SI1a)JoMm uo sjuswinisuil Aoijod Juswajdwi pue asiAap 0} ;| 9AR93[O VdD

2102-010Z sindjno pajoadxa Jo/pue sjuswdojaraqg

puejui4 ui sjuswdojanaqg

sjndjno pajoadxa
Juondy jo ueid
leqo|9 jo saAndalqo

puejui4 ul YyajesaH ,S19)10AA U0 UoIPY JO ueld |eqo|D OHM 24 Jo uonejuswajdw] "€ xauuy



National Profile of Occupational Health System in Finland

page 59

002
19INJISUISAIISIOQUY PUB OHA ‘ISNP 8LIOqUIe JUSLUUOIAUS YI0M 8y} Ul
J043U0D pue uonusAsaid piezeH Uo |elsiew 8sinod Buluies NOY-aD

SISOIU0D
-ownaud Jo} ela}uo o1}
-soubelp pue ainsodxa

‘|0J3u0D 1SNp Jo} S891}
-oeld poob pue suoi}
-UaAJB}UI [BIRUBSSS JO
sebeyoed ‘sawwelboid
|euoneu jo uonenjeas
«— sindnQ

JuswIsSsasse Ysil 1o} saullepIinB SHOG Jo uonezinn — ¢ julod 898

(eluezuey jo olgnday pepun ayy

Ul saijiAioe Buiuiel; ul (NOY-AD U} paziin aAey sanbes||0d ueduswy
a|dwexa Joj) sanbes||02 Jayjo Ag pasn aq 0} sjo0} asay) Buipiroid
00z ‘senbes||00

USIPaMS YlIM UOIIBIOCE(|0D Ul BOLYY UINOS Ul pajolid ‘Isnp euloqiie
JJUBLUILIOJIAUS XIOM Y] Ul [04)U0I pue UuojuaAa.d piezer Uo [elsjeul
9s4n02 Buluiesy NOY-AD e jo Juswdojaasp ay} ul uonedidnied

‘SoseasIp
pajejai-}snp Jayjo pue
-e9||Is J0 uonuanalid sy}
JOJ Ssaualeme ssiel
pue s]00} uonuaaaid
paseq-a2uUapIAS ajeu
-lwassip pue dojeasq
— 'L fuougd

uoneujwas
-SIp Jo} sJapd|smau [euolbal Buizin pue Aunod ayj ul uolew.ojul
HSO Jjo @ouenodwi ay} buiziseydwas sajoine pazuendod Buiysiignd
S81JJUN0J JBYJO0 Ul YIOM

ajeyioey 0} so|iyosd HSO Ysiuui4 8y} uo uolewlojul buneuiwasssig
$81JJUN0J JBYI0 Yum HOI4 Jo sewwelb

-04d aAneIoge||09 ojul sajyoid HSO jo uonesedaid ay) Buneibayu)

(ueissny pue ysi|bug ul) 6002 ‘SAVIN AdS ‘Bingsisled 1S

‘uoibay peibuiusy ayj pue binqgsisjed juies ui sisauqg podsuely 1ob
-UdSSed pue SJaALd %oni] Jo yjesH pue Ajajes jeuonednas ‘uoibay
pesbuiua ay) pue bBingsiajed ‘1S ul wodsuely peous ul 9jyoid HSO ue
Jo} Juswnoop punolbyoeq e se UoISSNISIP d|gel-punod e Jo uoiedlignd

_ _ (3pd'8008-341Q=2WeEUREERY
9=pl4ep|o)¢, 8|l 18b/A1e1qI JUBWINDOP/O/I) WS MMM//:d)IY) 9002 ‘Hodey
[eonAjeuy ‘puejul4 Jo 8[yoid YieaH pue Alajes [euolednooQ [euoneN
B B (pd-6v6€-3410
=oweuy/0/82=p|1op|os; ol 196/A1eiq)| JusWNOop/O/1 Wis Mmm//:diy)
9002 ‘pue|uld Jo B|y0Id YlesH pue Aejes [euolednodQ [euoleN
(Jpd-elUOIST Ul s8oInIBS yjeaH |euonednao
/sluawinooq/suoneoligndoluosjoa|3/suonediignd/ua/iy i mmmy/:diny)

Z Moday Buiuuim] aouaisjal ‘eluols3 uil ayold [eio3oses |edn}noLby
(3pd-ebpug 1s3ui4ay] /sjuswnoog
/suoneolgndojuouoa(3/suopealignd/us/y ;- mmm//:dy) ebpug js3ul4
(79 suoday yoieasay ‘WIOA\ pue ajdoad)

#00Z ‘HOI ‘Djuls|aH "si0jedipu] pue so|yoid Ajojes pue yjesH |euol
-ednooQ [e007 "Bunssy dn-mojjo4 jeuoieussiul ue jo sbuipasdold




National Profile of Occupational Health System in Finland

page 60

[9A9] [BUOlBU BY]) 1B awwelb
-04d uonuanaid sojsagse aAIsusyaidwod e Jo uoneusws|dwi pue
ubisep wouj Juies| suossa| Buiquosap pue uonew.loul Bueuiwassiq

0z1—1:(z "1ddng)pz ‘2002 ‘HION 40 [ewinor
‘paysiignd seaJe pue saluNoo uelsy ol Jo spodal ‘yyesy jeuonedno

-00 Ul 813uad BuileIoqe||09 oym e ‘nysnANeNy| ‘yijesH |ejuswuoliaug
pue |euoiednooQ Jo AlSIBAIUN By} Yim Jayjebol ‘g0z Jequisides
‘saljuNo0) ueisy Joj wnisodwAg soysagsy oy} Jo sbuipaasold

(9¢ spoday yolessay Yo pue 8jdodd) 000Z ‘HOIL ‘MUISIBH "000Z
AieniqoH LL—6 Buijesyy padx3g jeuoneuiajul ayj jo sbuipesdoid ‘sases
-SIg pdjejoy-s0jsaqsy Jo buiussios pue ABojoipey ul SeouBAPY MON

(9zz=p! 1oeNsqe;dydioensqge

T MOYS/ly yamis'mmm//:dny) 91LE-LLEIET ‘2661 UHESH P JuBILOIAUT
40/ JO [euUINOf uelABUIPUBIS "UOIINQUIE pUe sisoubelp J0) eLS}D
UIS|SH 9y} :182uUed pue ‘sIS0}Sagse ‘sojsagse :Jodal snsuasuon)

(y71 suoday yoleasay ‘YIOA\ pue

a|doad) /661 ‘HOIL ‘MulsieH 2661 Aenuer zz—0z buesyy pedxg
Jeuoneuisiu ue Jo sbuipsadoid 1veoued pue siIS0jSeqsy ‘sojsaqsy
(61 spoday yoleasay ‘YIOAA pue ajdoayd)

8661 ‘HOI4 ‘DuIS|oH "adoung uisjses pue [eJjusd JO S8LUN0y) 8y} 4o}
wnisodwAs sojseqsy ayj jo sbuipsadoid) paysiignd saujunod ueadol
-N3 uJd)Sea pue |eijuadd Q| jo suodal Ai3unod ‘yyesH |euonednooQ ul
allua) bunelioge|o) OHM uelebuny ayl yum Jayjebol /661 Jaquiad
-9 ‘seujunod ueadolng uJs)ses pue |BJuad Joj wnisodwAs so}sagsy

Alleuoibal pue (HOOI ‘Ol ‘OHM) suoneziueblo jeuon
-eulajul ul uoiejuswsldwi pue ubisaep Adljod sojsegse 0} uongLuoD

sloyiom
pasodxa Jo aoue||iIanINs
yyeay ‘sojsagse 0}
alnsodxa Jo uonuansid
pue so}sagse Jo uol
-nsqgns Joy saopoeld
poob Jo mairal ‘sases
-SIp Pa}e[9J-S0}SagSE JO
uapinqg ay} o sejewnsy
«— sindynQ

SIaMJom pasodxe-S0jSagse JO 8oUE||IBAINS Y)jeaH
seluedwoo uonijowsp sojsagse 4o Buisusl| Jo uolenuURUoD
sooe|dyJoM paje|al-sojsagse Jo uonoadsul Jo UoenuuoD

slo
-yJom pasodxa-sojsagse Jo Buljjasunod yijeay pue adue|IdAINs y)jeaH
saseas|p |euonednooo pajejal-soisagse Jo Buuslsibal pue uolesyjoN
sajued

-WO09 uoijowap solsagse Jo Buisuadl| pue uone|siba) Jo Juswaloud
661 ‘SOISagse Jo asn mau Jo Buiuueq [ejo} uo uonelsiba

6861 ‘(slopjoyayels Aoy || pue saulsIuly XIS Buiajoaul)

puejui4 Ul 99)lWOo) SO}SaqsY [BuOllEN pased-apim e Bulysiigels3
ubied

-wed Buisiel-ssauaieme pue UOBWIOUI DAISUSIXS pue ‘|auuosiad
|esipaw jo Buluies) ‘eoue|ioAIns yyeay Buluiejuod ‘HOl4 Aq paionpuod
‘2661—/86] ‘SpJezeH S0}sagsy JO UOJUBAdId Uo swwelbold |euoneN

‘'saseasIp
paje|aJ-sojsagse Jo
uoljeulwi|d ay} Joj ssau
-aleme asiel pue s|00}
paseq-aouspIAd ajeu
-lwassip pue dojaasq
< ¢'1Quond




National Profile of Occupational Health System in Finland

page 61

pleld4 yijesH [euonednao aueiyoo)
S8lUN0D Bag oljjeq
8y} Ul sieyJom aleo yyesy Joj 8onoeld poob jo spodal yalig Buiysiignd

yey—6eree

1002 ‘YyesH 9 JUdWUOIIAUT YO JO [BUINOI UBIABUIPUBIS "9SBaSIp
HWeay Aleuolod Jo ysu pue ainssaid poojq 21|03sAS U0 PeO|YIOM [BD
-1sAyd pue ‘asiou [euoedno20 ‘YJOM YIYS JO 10918 By ‘|e 10 N ewleH
€6-06:(¢ 1ddns)gl ‘z661

‘YiesH ® JuBLIUOIIAUT ‘YIOM JO [eudnop ueireuipueds ‘|auuosiad
aJed yjjeay ysiuui jo Buiag-||lom pue uoneziuebio YIoAA M Wolispul
6.2°01°09'Wa0/9€LL"0L:10P €8/-6/.:09 ‘€002

‘suloipayy [ejuBWIUOIIAUT pue [euoijedndo( “uoissaldap pue aseasip
Je|ndseAoIpJed JO %S a8y} pue BulA|ing aoe|dy)JopA “|B 18 |\ IBWIALY
(ysiuui4 ui) saulepInb snolawnpN

sawwelsboud [euoneu uo
Buiuies; ‘sswwelboid
Bunenjeas pue buiusw
-9|dwi Jo} saluNoo

0] 90UB)SISSE ‘sjuswl
-noop asuepinb ‘sjoo|
«— sindynQ

plel4 yiesH [euonednodo aueiyoo)

S8LUN0D Bag oljjeg oy} woJj seonoeld poob Bul

-qLIOSap ‘sloyIom a1ed yiesy ay} Jo yyesH :Bunssw sy Jo sway} suo
UM ‘0102 1890100 L—iaquisides og ‘Alojes pue yjesH [euonednd
-0 U0 }JoM}aN eag dljjeg 8y} Jo Bunes|y [enuuy sy} 0} UoiINgLIU0D

¥00¢

‘SI9YIOM BJBD U}ESH UO uofe.Iepeq YSSI-HODI dy) 0} Bunguiuod
pIal4 yjesH |euonednadO aueiyooD

slayIom Yiys

10 yyeay ay} uo sawi} Bunpom Jo yoedwi uo ‘e 18 ewleH Ag saipnis
sloylom aied yjeay Jo yyeay

8y} uo uoleziueblo yJom Jo Joeduwl uo ‘|e Jo wouspul] Agq saipnig
sloylom aJed yjeay Buowe yjjeay uo

9oUBN|jUI S)I PUB SSBJ}S UO BISJYBA puB USUBUIA ‘IfewIAly AQ saipng
£00Z2-6661 ‘PuBUl4 Ul 1008 AJNdDS

[E100S puB Yi[ESH BU} Ul ANIIQY HOM PUB Y)esH SISNIOAN ‘SUOIPUOD
Bunjiopp Buinoidwi Joy swwelbold uonoy jeuoneN e Buonpuo)

g snieday jsuiebe uon
-eziunwuwi Buiziseydwa
‘SI9)JoM 81ed yjesy 1oy}
yyeay jo uonowouid pue

uonosjold aAisusyaad
-Ww09 8y} J0o} s|eualew
UOIJEWIOJUI PUB S|00}
paseqg-aouapina dojaasp
pue salpnj}s Jonpuo)

<~ 'L fuoud

(2z+oleqen+A+eiousio+eisinal/oleqen+A+eIousio/selsinal+A+Saunajoq
\mcom+mmco_omo__Q:Q\momwo__Q_o_\wr_ombmc._myc_+-+wr_om>omccoo
Jwom/sdm/=1XJ1INOD 1VEO1D WOMBINIOM
~000000YHISAVYONSD010ag900L099M401 £ Od=131140d
TINOM/ITDNMYAINAD LOZAWEY L N2ADASANANG6ALLIHINCG
-@YOPINMIZLZIOSONNSHPZIYINYGIHMILOPAPIADEZa oM
-HO¥YZ1YoX05 18gpz0dINOAr44reSIYINAIPMSHIONAI0T/EP/SIP
16N1GODB6[1090EBUPGSUbNGEYI9GBIDIODIdINZIMOLVIML TIAMIZEZ6
~USMdMNOY 10AIEdMAT60IMYB8IBES00dD6Z29X8AdZSSINGBIN T
-X8¥89S $0/50/d/ni/lepod/sdm/sm/jo°syoe gcmm//:diy) uesqqued

8y} pue eouswy uneT ul spyodas Aunod  ‘yjeay [euonednaoo ui
aJjusd Buneloge||0o oym e ‘|izelg ‘OYLNIOVANNS Uim Jayieb

-0} .mOON _wm_bc:oo uedllswy uijeT Joj ED_wOQE>w sOjsaqgsy




National Profile of Occupational Health System in Finland

page 62

‘yyieaH [euonednoadQ uo

UOISSIWWOY [BUOIBUIBIU| BY} PUB SUBWUOIIAUT Bujop) pue Bulal
uo uonepuno4 ueadoing ay) ‘YIOAA 1B YjjeaH pue Ajojes Joj Aouaby
ueadoing ay} ‘07| ‘siduenbpeay OHM ‘@doin3 uoy 9210 |euocibay
OHM 8} ‘YjlesH pue sileyy [B100S JO AuSIUIN Ysiuui4 ay} ypm uol
-BJOQE||02 Ul ‘| 10Z dUN[ ZZ—0g ‘S92IAI9S pue Sa|ljold ‘Saldljod :A1ejes
pue yjjeaH |euonednddQ UO WNIOS [BuUOljEUIBIU| BY} JO uoneziuebio
yjeay |euonednd

-00 Ul 8J3uad Buizesoqe||oo OHM B ‘WeN J8IA ‘UlesH |ejuswuoliaug
pue |euoiednao JO alnuIsu| [euoneN ayl yum sjosaloud aaneloqe|on
pasinal Buiaq aJe sauldpinb [WYAA UL

[V 40 @SN 8y uo uonew.lojul a)idwoo 0} (dnoib- ujpexul]) wn.ioy
uolssnosip e pue (JaulvAA) 0L0Z Ul Paysiiqe)ss aq o} [enod [V v

puejui4 ‘BuisS|oH ‘sednoeld pue yoieasal Jo Je-ay)-jo-9)els jual
-1nd JO maiInIBA0 pajepdn ue 186 03 ‘0L 0z Aleniqa4 ZL—01 ‘ Buleg-jlap
pue YIOAA Jopag SpJemo] ,, Uo 8oualajuod [euoneulsiul ue buiziueblQ .
(ausyJom ay) 1e Japlo pue A1gjes) swwelbold YAVLLNL 8y} Buizinn
JOM Je SHSU
|e1oosoyoAsd jusnaid 01 43-VINIYd 01 Bunnquiuoo pue ul Bunedioiyed .
SJI0J0B YSIY [BIDOSOYDASH UO alieuuonsanp ayy buizipn -
sasldiajua Joy paziuebio Buiuiesy Juswabeuew aby .

(zooz
—8661) siaxop) Buleby uo swwelbold [euonjeu ayy 1o} yoeosdde ue

se Jl Buisn pue yA\Nd Jo) subBledwed pue SUOUSAISIUI SAISUBIXT
SHO ul way) bunuswsajdwi pue sayoeo.d

-de |eonoeud Buidojanap ‘(WAMING) Aljige Bupjiom jo aoueusiuiew

pue uonowoud :wbipeled yjjeay [euonednoado ue jo JuswdojpAsg .

sysl
|eoosoyoAsd pue |eoibo|
-o1q ‘|eaisAyd ‘jesiwayo

UO SNJ0} B YNIM ‘SHSlI

(sebenb yeay jeuonednogo Jo

-Ue| G ojul paje|sues}) HOI4 Aq padojaaap (JwAN) xapul ANjIqy YIOA JuswaBeuew pue jJusw
ay) Buizinn ‘siaxiom Buiabe Jo Jejnoiued ‘Aljige Bupjiom Buissassy . -SSOSSE 8} IO} SHY|00}
(ystuui4 u1) HOI4 Aq padojanap usaq aney |eonoeud dojenag

3JOM ]e sainsodxa ulewl |[e Jo uoiuanaid o) S|ge|iBAR SHY|00} [BIASS «— 'z foud

aoejdyiom ay3 je yjjeay ajowoud pue 3o8j0.d 0} :Z 8ARO3IQO VdD

Jpd-y002
02%902%MOHO0C%10402%HO0Z %I313|SM3UQZ % HODI/18R8[smau
-HOOI/wiojul/dloe"-yaon'paw-ojyo//:dpy) uohesepaq YSSI-HODI
plol4 yyesH jeuonednodo auelyoo) sy} Aq SMaIASL OeWSISAS .«
sasodind Buluies pue Buisiel-ssaualeme 10} SS[OILEe [BNpIA
-Ipul SNOJaWNU — JB)}9|SMANSIUSIRG/I} )}’ MMM) JYIS|SMBN sjualeg
sasodind Buluiesy pue Buisiel-ssauaieme 10} SSIOILE [BNPIAIPUI SNO
-Jawnu — (JO)19|SMBNOLIOBJUEISY//I) [} MMM) JO)JO|SMON JlIoBd-UBISY
sasodind
Bulures; pue Buisiel-ssaualeme J0} S[OILE [BNPIAIPUI SNOJBWNU pue
(0LOZ ‘1 "ON ‘0Z '10/\) SJaylom aJied yjeay jo yjjeay [euonednado uo
oanss| [e10ads e — (19)19|SMONUBILIY/IF I MMM) JS)J9|SMAN UBOLY




National Profile of Occupational Health System in Finland

page 63

sowwelb
-04d |eUOnjBU pUB SH}JOM]BU By} Jo uoneusws|dwi ay} Buinuiuo)

‘6002 ‘HOI4 ‘Bluls
-|loH "eogjdyiom 8y e swejqo.id pajeje.-joyoofe bunusaid "deis-y

(3pd" O LM/ 8IMuswIOns Mmm//:diy) Yieay [e1e[exsoinosniy

(usbus1do}
/g9 us/esielyoyuele/y-onijuepAs oispie//:dny) Yyjesy Jejnoseoipied

(uayy usasynuuasewneymmm//:dpy) yyeay [elusiy

(xdsejnejop/sabedq/wnio) usp
-100B™ 0J9Z/sjuapiooe” [euoljednodo/Alares/ua/ly immm//:dp) Alejes

so|diound

SHO pue ainyno Buiow
-o4d-yyeay e Buipnjoul
‘saoe|dylom Ayjesy
Buneaud 1oy sj00}
‘saoe|dylom Ayjeay Joy
sawwesboid Bunsixs jo
SSOUBAIJO9YD JO MIINSY
«— sindynQ

sawwesboud jeuoneu ay} jo uoneuswsajdwi ayy Buinuiuod
wnJo4 Juspiody 0487 8y} Buinuuo)

euale ue se aoe|dyiom ay} Buisn sajhisayl Ayyeay buiusyibusng

(ysiuuig w) G102

—800¢Z SJopJosI[ [Bl1e|e)so|nosn|y JusAald 0} swwelbold |euoneN
LLoc

—G00g sieak ayy Jo} yyeaH WeaH ysiuui4 Bunowold 10} ue|d Uuonoy
yjieay |eyusw suoddns ylom

poo9 :uoissaida( Jo uonuanald 1o} swwelboid [euoeN— OLSYIN
SjuapIooe-1eau pue sjuapiooe bunuaaid Jo wie

BY} YIM WNJo4 8y} Jo siaquiaw 8y} Buowe uoljewlojul pue sainseaw
‘seapl aAuanald ||e a1eys O} WNJo4 JUapIddy 0487 e Bulysiigels3

Sylomawely
Aiunod wuojul 0} 8due
-pinb pue sswweiboud
aoe|dyiom AyyesH

— ¢ fougd

a|qe|leAe s|elsjew |[e Jo uonezi|in
LL0Z Ales ‘saullepinb Y pesiney
010Z ®¥e| ‘|lepod YA

(ypd-@ouUsiBUO] |EUONEUIBIU|
ayy Jo sBuipaadoid/sjuswnood/MIom Is)}ag SPJemO}/S8oualiajuod)e
-uoneuIB Ul US/IY [MMM//:dRY) 01.0Z ‘HOIL ‘BuisIeH “.bureg-flam pue

YoM 48)J8g SpJeMO], 82UBI8JU0Y) Jeuoneulslu] 8y} Jo sbuipsado.id
/00g 4nogeT jo Asiully pue yjesH pue siiey

-}V [e100S Jo AlSIUIN ‘HOIH ‘MUIS|SH "SJo.8/eds Joj soogpuey [2olpapy
6861 ‘HOI4 ‘DuIs|aH ‘sisAjeue aaejdyiom onwouobig

I}’ @ EeAB)N] JOBJUOD ‘UOIBWIOU| 9I0W IO} ‘UueISSny

pue ysiuedg ‘youai4 ‘ysiibug ui osje a|ge|ieAe $300qapIinb WYAVLLNL
xdse-}nejap/bio0°jo-ewud;/:dny

2661 ‘HOl4
‘DJUISIOH "SUOIJONJISUI S,J8S) "8JleulUosany) SSa.iS [euoijednos

G00Z ‘UiESH pue siieyy [e100s

4O AnsiulN ysiuul 8y} pue HOI ‘MUIS|eH “uolun uesdoing ayj uj ol
yiom Jo Ayjenb ayj pue buiaby joyi] 1om 48buoj e spiemo] ‘[ usulew|
(ystuui4

u) 14-y=ebenbuepg | =abedp0 | G=qIWa)'90=a}udIedy | -=q|eD90}
uonpoid=adA | 950Z=pIqel;xdse ynejeq/y 1 eddnexoxpien//:sdpy
pliom a8y} jo sued

snoueA ul pasn Bulaq ‘sabenbue| Juaiayip GZ Olul paje|sued) ‘IvAA

S}I4|00} O

B118)110 UOWWOD JO uoy
-lulyep ‘uonen|eAs ‘s|0o}
1o sadA) pue asn jo buid
-dew ‘quawinoop yiom
-awel} ‘Alojusnul ‘sjoo|
«— sindinQ




National Profile of Occupational Health System in Finland

page 64

saonoeud
poob dn Buieos pue swweiboud Juswdojgasp |1 1]3S 8yl Buinupuo)

81040 SHOE @} Jo sdajs snoliea 1oy sepinb [eoijoeld jo Juswdojeasqg

LL0Z—010¢C

OHd ysiuul4 8y} ul SHOY 0 uonenjeas oiews)sAs uo j108foid v
913udd

Buneloge|j0o QHAM B ‘UleaH |euonednadQ JO S)NHISU| [BUOIIEN BU}
Ylim UolBIOge||0 Ul ‘B0l UINOS Ul SHOY JO PIsY 8y} ul uoneioqe|o)
saujunod Bunedidiued ay) pue

adoun3 10} 9210 |euoibay OHA UM uoieloge||od ul ‘uoneiuswsa|dwi
SHOQg 01 paje|au syosloud ueadoing uisises-yinos ayy 0} Bunquiuoo
asuad Buneloqe|joo OHM B

‘YileaH |ejuswuoliAug pue jeuonedndoQ JO d1NJISU| [BUOHEBN 3Y} YlIM
uolneloge||oo ul ‘wep 8IA ul SHO4g Jo Bunojid uo sewwelboud juior
eolyy 1se3 ui syosfoud joi1d SHOg ay3 buinoddng

el[e.ey] Jo olgnday sy} ul SHOg Buronposu

LLog sunp
‘wnio4 [euoneusaju| ‘syslfosd pue sjold SHOG 10 Aiojuaaul ue Bupey

2102—8002Z ‘SHO 10 waj)sAs uoisinoid ao1alas oy}
Buinoadwi Joy puejui4 ulyym uoneloge||od jeuoibal anosdwi 03 HOI4
PUE Y)[ESH PUE SIlefY |e100S Jo Asiul 8y} jo swwelbold v — | L1138

wasAs DHJ au) Aq papiaoid ‘yoeoidde SHOG ayi 03 Bunnguuon
0861 @ouls yoeoidde HHd oy Buizijizn SHO Ssiswiey jo uswdopaaqg

(ypd-us

TGL0OZ ulesH |euonedndd(  UOBN|OSaY JuswUIBA0OD=9|}11R)pd

"/ ¥6€-I410=0Weuy/0/8Z=Pap|0i; 8]y 1eb/AIelq) Juswnoop/o/
‘wys'MMm//:dny) G1L0Z UlesH [euonednao uo swwelbold [euoneN
‘0002—0661 ‘se21n8S yleaH |euonednao uo awwelbold [euoneN

9861 ‘so

-0IAI9S Yj|eaH |euonednddQ uo L9l "ON UORUSAUOD O] JO uoneouney
(3pd"£8€ 11 002U/ 00ZADSHOUUERY/IN.|/I/I} XB|Ul MMM //:dRY)

|opow DHd paseqg-uone|sibal Buipnjoul ‘uoisinoid 92IAI8S 10} S|opow
anoy ‘seakojdwa |e 1o} SHO 9ziueblo o} siahoidwa buibiqo ‘L00z Ul
papuswe ‘g/ gl 9oUls S82IAISS Y)leaH |euoiiedndoQ uo JoYy [eloadg

$S92IN0S8J PAUIBJISUOD
yum sbuipes pue suon
-e|ndod paalasiapun

uo snooj Jenaied yium
‘OHd J0 1x81u02 8y} ul
SHOY 10 uonenjeAs pue
Aianijep ‘uoneziuebio
8y} JO} S8LIUN0D 0}
2oUB)SISSE [B21UYD8)
apinoid pue spoylow
Buppiom dojaaag

< 1°¢ Aoud

SHO 0} Ss@99k pue jo asuew.oiad ay} anoidwi 03 :¢ 9A123[qO VdO

(ystuui4 u1) 900Z ‘UlesH PUE Siieyy [e190S Jo AnsiuIN pue
HOI4 ‘DuIS|aH "seaiAies yjjeay [euoednoaoo ui suojeuiLEXs Y)esl

S}|00} JO uol

-luyep pue ‘uoneniens

‘s|00} Jo sadA} pue asn
Jo Buiddew ‘yiomaweuy
‘A10jusnul ‘sjoo]

«— sindynQ

(3pd'9z6€-3410=0WeEUR/0/8

Z=PIap|0}i a1y 10B/A1RIqI JUSINDOP/O/Y WIS MMM//:dlY) (Nl BUIMS ‘Ni}
uelAR) BZUBN|HUI JO UORUSABID UO BJB)|OAA PUB U}eaH JO S)n}isu| [euol
-BN 89U} pue yj|esH pue sJieyy [e100s jo Aisiul oy} Ag suononusu|
HOId pue yjjesH pue sllejy

|e100g Jo Ansiulp eyl Ag saseasip auJoqpoolq Uo 3ood e jo Buiysiignd
(ysiuui4 ui) saseasip paje[al-3Iom JO uon

-uanaid pue sisoubelp ul SHO apInb 0} Moog anig, ay} jo Bulysignd

sJayom juelbiw
Auenoned ‘sdnoub ajqe
-laujna Buiziseydwa
‘ezuanjjul pue euejew
‘sisojnaJagny ‘AlH bul
-pnpoul sjealyy yjesy
[eqo|b jo juswabeuew
pue Juawssasse ay}

10} s)yjj00} dojanag

— ¢Z foud




National Profile of Occupational Health System in Finland

page 65

90IAJBS UONONIISUl pue AlosiApe |euoneu e Bulysi|
-qelse Jo Wie ay) yum swwelboud juswdojoasp |1113S @yl Buinunpuo)

sjo/ld SHOY SholleA Jo s}nsaJ Uo uoljewloul Bujeuiwassiq
L10Z Wnlio4 [euoneusiu| 8y jo sbuipassoid

pueluId ‘00dsT ‘| L0Z BUN[ Zg—0Z UO Play 8q 0} ‘SeIAI8S PUe Sa|yold
‘sa10l|0d :A18JES pUue Y)jeaH |euonednadO Uo WNIoH [euoneulaly|

(ystuui4 ur) (xdse}nejep/ANAIS/IISS/Ao8YNUBY/SNWININYI/I [ MMM
//:dny) swweiboud Juswdojaasp aoinies yijeay jeuonednado — |1 113S
(3pd-ppul

02%I114d~ G SHOg/siuawnooq/suoieslignd djuonos|3/suoneolignd
U/l By MMM//:dY) G "ON JUSWISSSSY XSy U0 8pIns SHOY [edloeld
(Jpd"ppPUINZ%TVYNI4 ZSHOSE

/sijuswinoo(/suonedlignd ojuoJjoa|3/suoiealignd/us iy i-mmm//:dny) z
"ON ‘JUBWIUOJIAUT YIOAA BU} JO 8dUB[|IBAINS UO 8pINS) SHOY |ednoeld
(SHOE/MW W Mmm)

L00z Jequisydes /g

‘UOISIOA PasIAaI pIE ‘uoieloge|od [eonjoeld Joj yjesH |euonednad uo
aa)Iwwo) Julor OHA/OTI @u3 Jo 1sanbal ay) 0} asuodsal e ‘auldpinb
oiseq ay Buiysiignd ypm SHOQ 4o juswdolaasp sy} 0} Bunquiuoy
(¢6=p1 onssi¢,dyd-anssi moys/i} yamls:-mmm

//:dny) 1/500z siuswa|ddng yjesH pue juswiuosiAug YIOAM 4O Jeulnop
ueineulpueas ay) ul wnisodwAg SHO |euoljeulaju] ue jo sbuipaadold
(xdsejnejop/sebed/saoinias

“yyesy |euonednaoo o) sabus|jey)/suonedignd d1uol}os|3/suonel|
-gndyua/iy immmy/:dny) Goog Alenuepr ‘saoinIag yyeaH |euonednao
10 Juswdojana |euoibay pue [eqo|S) uo doysyopa e Jo sbuipsasold
(xdse-jnejep/sebed/saoinies yyeay |euonednodo 0}
“sabus|jeyp/suoneolignd oluo.j08|3/suonealignd/usyiy i mmmy/:dny)
G00z Aenuer ul saoineS

yjieaH |euonednao uo wnisodwAg [euoneulsiul ue jo sbuipasdold
(Jpd-aonoeid yjeeH |euonedndd( poos

/sjuswinoo/suoneoljgnd oluo3oa3/suoneolgnd/us/iy immm//:dpy)
00z Ul paysiignd ‘saulapinb aonoeud yyesay jeuoiednddo poos)

aonoeldd HO

1O} S[elI8jew uoljew.ojul
10 asnoybules|o ays
gom ‘siapinoid aoinIes
10 syJomiau abpajmouy
|euoneusdyul ‘Aisniep
92IAJSS JO UOeN|eAd
‘S90INIBS HO Jo Auanijap
pue uoneziueblo Joy
sy09(oid uonesysuowap
pue saonjoeid poos

«— :sinding




National Profile of Occupational Health System in Finland

page 66

(z10guues
JUIMMM) Z1.0Z ‘Sa1BojouyoajouBN U0 80USIa5U0) [BUOjBUIBIU|

uoday Alew

-wng ‘600z 1snBny 9z uo ‘@oualajuo) HIQUEBN 8y} YlIM UOI}O8UUOD
ul yjjeay |euonednaoo ul sanuad Buieloge|jod OHAM dU} Jo Bunas|y
010g Ul 8ausjas joso.aYy Jo jeuinopr pue ABojod

-IX0| pue gjaIued ul paysiignd alem suonejuasald pajos|ag ‘puejui
‘DuIs|sH ‘600Z 1SnhBNy 6Z2—9z ‘HIQUEN UO 82U8I8jU0y) [BUOHBUISIU|
Hoday Alewwng

‘1002 Jequwieda( g ‘@ouaiajuo) HSOUBNOHNT 8Ul YIMm Uoi}osuuod
ul ‘yjjeay |euonednooo ul saayuad Buieloge|od QOHAA Jo Bunasy
sBuipaadolid

‘1002 Joqwedag G—¢ ‘HSOUBNOYNT UO 82UaI8ju0) [euoljeulalu|

yjieay siayiom
2INsSuUa 0} SUOHUAAIB}UI
UO S3LIUNOJ BWOdUI-WN
-Ipaw pue -mo| yym saib
-9JeJ]S UoljeoIuNWWo9
pue suodal yoieasay
«— :s)ndinQ

2102 1990100 1L £-8Z ‘(210ZNNIS) saibojouyosjoueN pue sajoled
-ouepN paJsaulbug jo A1ajes uo ssalbuo) [euonjeulaju ue buiziuebip

LL0C
aunp ‘sedIAIBS pue s8|lold ‘saloljod :Alejes pue yyesH |euonednaoQ
UO WnJIo- |euoleuIBlU| BY) e eBueyd sjewIo uo uoissaes e Buipnjou

109[o1d saibojouyosjouepN
109[01d Sao1napoueN

abueyo

9Jewl|o pue sjelajew
-oueu Buipnjoul ‘sanssi
Buibisawa uo yoleasal
|eonoeud abeinooug
— 'y Aoud

@o130e1d puE UOIJIE 10) BOUBPIAS d)edIUNWWOD pue apiroid 03 :p 8AR3Iq0 YdD

6002 ‘yoeoidde SHOQG e 10} ainpasold ay) Jo Juswdoljorsp asimdalg

uoneonpas
|euoissajoid ojul yjesy
|euonedno20 Jo uonanp
-0JjUl ‘S81JUNOD BWODUI
-Wwnipaw pue -moj ul
sowwelboid Buiuien
|euoneu ‘Buiuies) auljuo
pue $8sJN0d [eUOIJEUIS)
-u1 Jo Auanijep Joy pod
-dns |e21UY29) ‘AlojudAUL
‘SHOY Jo} s8sIN02

pue sjeuajew |9po

«— :s)ndinQ

SHO4 Jo} pue sasJinu yjeay [euoljednado pue

suelpisAyd yjeay jeuonednaoo Joj ejnouund buidojgnsp Aq Awspeoy
aoe|dyJop) ueadoing uis)sea-ynos ay} Jo saiiAloe 0} bunnguiuon
(uonesedaud ui) aAelUl OHM-HODI ‘S92IAIBS U)EdH

[euonednadQ uo wioje|d VdO ay} 0} uolnguiuod pue uj uoiedionied

$81UN0d pajos|es ul sjoid SHOY

UOI}BIOQ.||09 UBDLLY }SBT 8U} Ul PaqLIOSap |9Ad] [euolieu
ay) 1e ainjonysesul SHO Buidojansp Joy ainpasold e jo Juswdojaaag

uieay
|euonednoado uj Buip|ing

Ajoedes jeuoneussyul
J0} Buluiesy pue sjeus}
-ew Bujuiely ‘ejnouind
ajeulwassip pue ydepy
— ¢ fougd




National Profile of Occupational Health System in Finland

page 67

9002 ‘UleaH pue siiej

-V [e100S Jo AlSIUIN ‘DUIS[BH "84/ XIoM Buipusixg pue Buiroidul) 10)
00| & Se Uoiowold Yijesl 82ejadyIop HI0M 4O PLOA 8y} Ul yjesH
(e sHoday yoseasay) LOOZ ‘HOIL ‘DUIS|SH ‘Hodey Arew

-WiNS 8y} Ul SUOHBPUSBLLILLIOISY UOISSOS [ajjeted 8yj jJo sBuipassold
WIOM pue oajdosd "Yoieasay Jo 8joy 8l NIOM je A1ejes pue yjjesH

yjjeay ,siayiom anoid
-Wl1 0} sanuL 10)09s
yjleay-uou ‘syueq jusw
-dojanap Joj aoueping
«— s)ndyno

sylomjau pue sawwelbolid aaneloqge)

900¢ ‘|1ouno) ueadoun3g ayy Jo puejui Jo

Aouapisaid ayj buunp yoeoidde saioijod |y ul yyeaH ay) buizijeyiney
‘(Looz

a34HOD) L00Z 4890300 €1—01 ‘Juswdojoas( 1o} yoseasay yjesH

yjeay ,SIa3J0m uo
uonezijeqo|b jo syoedwi
3y} YlIm pajeloosse

sy s1 abeuew 0} suon
-EpUSWIWODaI JUBAD|D)
pue oyoads dojaaag

-109 |euoibal snouea 0} yoeoidde saioijod || Ul yjeaH ay) aielbaju) UO 92UBIBJUOY |eUOlBUIBIU| Ul UOISSaS |9]|eled e jo uoneziuebiQ «— 7' Aoud
8)is gam OHM

(ysoos 01 paisod uonew.oul

Us009/lj" [} MMM /I MMM) SB1IpN)JS 1119USG—)SO9 JO UoleNn|eAs pue uoleziobajen puE sapIue paysiignd

1} )40 MMM (14" 3yoo 'Mmmm) yjieay [euoizedndoo Uuo SMalAal OlleWd)SAS OG JNoqy < sinding

yilesy

sasAleue Jjouag—)sod ayy buinuuo)
‘SMaINal plal4 yjeaH |euonednao auelyoo) ay) buidojansp Jayung

HS0D3 ‘sdoysiom
aaJy; Jo uoneziueblo Aq salpnys 1ouag—sod Bunenjeas pue Buijos|jon

plel4 yjeeH |euoiednooQ aueiys0)

.Sloylom Jo sjiauaq
21WOU029d 8y} Ajlied 0}
SaIpN]s J1}ouUag—1s0d
1oNpuU0d pue de(|0)
— 1'g foug

salo1jod Jayjo ojul yjjeay ,siayiom ajelodiooul 0} :G aA23[qO VdO

1} JYOO MMM

yoJeasal ul
sdeb juensjal Ajyuspi 0}
Xujew uodal yosessay

< :sjndino

uoneloge|

-|02 BUBIY20D UIYlIM SOIdO] SNOLIBA UO SMBIASI D1}BLISISAS JO UOISIAOIH
(A1orensasqQ ysiy) siauped Jayjo

yum uolelogeljod ur sabus|ieyd pue saniiiold Mau Jo uoneolnuap|

uoljeloqge|
-|02 BUBIY20D UIYNIM S21d0] SNOLIBA UO SMBIASI D1}BWSBYSAS JO UOISIAOIH
HSO uo epuabe

yoteasal |eqo|b ay; Buidojaaap 0} uonnquiuod pue ui uonedioied

yieay ,SIo3I0om 1oy
epuabe yoieasal [eqo|b
ay} dojanap Jayun4
—Z'v Aougd




National Profile of Occupational Health System in Finland

page 68

a1doy ay} jo Bulules| Jayuny

10} S821AI8S AIOSIApE JO SBSeD JO SIsAjeue pue sonsiie)s Jo uone|idwo)
S92IAISS

Bulj@sunoo pue ajis gam B Ylim sadlalas AIOSIAPE 8y} JO Uolenuiuo)

G00Z ‘UiEesH pue siieyy [e100g Jo AisIully ‘DuIs|eH o

-Aojdws ayj 4oj apInb v/ "YIOM O} UInjal pue aAes| SSouXdIS pabuojoi
(3pd'€9/€-341Q=0Weur/0/82=pl4op|0

36811 18b/A1RIg) JUBWINOOP/O/ WIS MMM//:dRY) (Arewwns ysiiBug yum
usiuul4 ur) GOOZ ‘UHESH pue SIIEYY [B100S Jo AlsIUllN ‘MuIs|eH eafojd
-Wo 8y} 10J 8pInb Y XIOM 0} UINo.] pue oABd| SSauXoIs pabuojoid
1002 ‘HOI4 ‘Dluis|eH

‘(ysiuui4 ul) paddeoipuey oy Jo suonIpUOD Buniiom ayj Jo jouuostad
A1ojes jeuonednaoso pue seoinies yjeay [euoiednado o} apinb v
(ysiuui4 ui) paddeoipuey ay} JO JUSWUOIIAUS YIOM UO SBUI|DPINS
(ystuui4 ur) (xdse
‘Inejep/inAiS/nidAiedejuoanau oAy el sneysey/ANANoA) el shania)
AnjeAedeliunjueise/y/y i-mmm//:diy) Aoueubaud o snyay 0} spiezey
pani9oJad JO SBSED Ul SI93JOM o) HOI4 1B ad1alas Buljjesuno)
uoine|siba| Ajluislew |eroads ayy Jo uoneyuswa|dwi ay}

ul pasn aq 0} a2e|dyom 8y} ul yjieay aAionpoidal 1o} spiezey Jo S)siT

(SH0S92€180.208L/LAN
/isurysi|Busiaulayul/ul/ly elex MmMm//:djy) souemolie Ajulejew eroedg

uolen|eAs ‘s|oo}

Jo sadA} pue asn jo fuid
-dew ‘yuswinoop 3Jom
-awel} ‘AIojusnul ‘sjoo]
«— sndino

epuabe

ay} Ul siaxom juelBiw jo oyl Bujiom 0} pajejal sabusjieys Buipniou|
aJl] Bunjiom ui

sdnoub ajgelauinA jo swajqoud |e1oads 0} pajejal yiom ay} Buinupuo)

aAe9| YoIs Buo| e
Jaye ylom 0} Buiuinias usym saskojdws pue Jakojdwa J0j S0ogepIing

sawwelboid Juswabeuew aby
G66L—1661 ‘SiaJopn Buisby Joy swwelboid uonoy HOI4
sloylom paddeoipuey JO JusWUOIIAUS YIom 8y} BuiBuelle uo soueping

Aoueu

-Baid Jo snjoy 0} spiezey panloolad JO SOSED Ul SI9YIOM IO} 9DIAIDS
Buijesunoo pue yjeay [euoiednooo aAnonpoldal Uo 82IApe pasu oym
sJoylom 1o} wioy alleuuonsanb jau e Buipnjoul ‘spiezey aAionpoldal
JO uoijuanaid uo saoe|dylom ysiuulH 1oy HOI4 Ag 901A19s AIOSIAPY
yijesy aAn

-onpo.dal — uswom Buipaajisealq pue jueubaid jo yiom uo uone|siba]

sdnoub

J9)IOM 3|qeJau|nA Jo}
pue sJ0j0as Alsnpul
3su-ybiy ul spiezey
HSO Jo Juswabeuew
pue jJuswssasse ay)l
10} SIY|00} Juswa|dwi
« ¢'G Aond







The WHO Regional
Office for Europe

The WorId Health Organlz ifo)

health. The WHO
Office for Europe iso
s '€gi0NA

Member: States

Albania

\nle(

Hungary
Iceland
Ireland
Israel

Kyrgyzstan =
Latvia
Lithuania

. Tojistan
- The fori U
~ Republicof

ScherﬁgsveJ 8/1DK=2100 Copenhagen @, Denmark -
W Tel.: +45 39 17 174173RaX] 4}-45 302174188'8]E; mail: contact@euro whoint
Awww!eurotwhetint

o



