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TO THE READER

To the reader

The Constitution (Section 109.2) requires the Parliamentary Ombudsman to
submit an annual report to the Eduskunta, the parliament of Finland. This must
include observations on the state of the administration of justice and any short-
comings in legislation. Under the Parliamentary Ombudsman Act (Section 12.1),
the annual report must include also a review of the situation regarding the per-
formance of public administration and the discharge of public tasks as well as
especially of implementation of fundamental and human rights.

The undersigned Mr Petri Jdadskeldinen, Doctor of Laws and LL.M. with
Court Training, served as Parliamentary Ombudsman throughout the year un-
der review 2019. My term of office is from 1 January 2018 to 31 December 2021.
Those who have served as Deputy-Ombudsmen are Licentiate in Laws Ms Maija
Sakslin (from 1 April 2018 to 31 March 2022) and Doctor of Laws and LL.M. with
Court Training Mr Pasi Polénen (from 1 October 2017 to 30 September 2021).

Licentiate in Laws and LL.M. with Court Training, Principal Legal Adviser
Mr Mikko Sarja was selected to serve as the Substitute for a Deputy-Ombuds-
man for the period 1 October 2017-30 September 2021. He performed the tasks
of a Deputy-Ombudsman for a total of 88 days during the year under review.

The annual report consists of general comments by the office-holders, a re-
view of activities and a section devoted to the implementation of fundamental
and human rights. It additionally contains statistical data and an outline of the
main relevant provisions of the Constitution and the Parliamentary Ombuds-
man Act. The annual report is published in both of Finland’s official languages,
Finnish and Swedish.

The original annual report is about 400 pages long. This brief summary in
English has been prepared for the benefit of foreign readers. The longest section
of the original report, a review of oversight of legality and decisions by the Om-
budsman by sector of administration, has been omitted from it. However, the
chapter dealing with the oversight of covert intelligence gathering as well as
the chapter of European Union law issues are included in this summary.

I hope the summary will provide the reader with an overview of the Parlia-
mentary Ombudsman’s work in 2019.

Petri Jddskeldinen
Parliamentary Ombudsman of Finland
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Parliamentary Ombudsman
Mr PETRI JAASKELAINEN

100 years of the Parliamentary

Ombudsman

The institution of the Parliamentary Ombudsman
was established by the Constitution of 1919, and
the first Parliamentary Ombudsman took office
at the start of 1920 - 100 years ago. The institution
is, therefore, almost as old as the independent
nation of Finland, and it is the second-oldest par-
liamentary ombudsman institution in the world.

The Parliamentary Ombudsman received his
first complaint on 11 February 1920. For this rea-
son, the institution has traditionally celebrated its
anniversary on the eleventh day of February, and
the institution’s centenary celebration was held
on 11 February 2020 in the Finnish Parliament
Annex.”

How has the Ombudsman institution devel-
oped from its original role as the formal judicial
overseer of legality to extend its focus into fun-
damental rights and guiding the activities of the
authorities? What expectations have the Parlia-
ment and Members of Parliament placed on the
Ombudsman’s work? How has the Parliamentary

1)

GENERAL COMMENTS
PETRI JAASKELAINEN

Ombudsman appeared in the media over the
last 100 years?

In a book published to celebrate the insti-
tution’s centenary, Markus V. Kari, LL.D,, Jukka
Lindstedt, LL.D,, and legal affairs journalist Susan-
na Reinboth answer these questions and discuss
the activities of the Parliamentary Ombudsman
in the societal, political and journalistic contexts
of each period.

In my opinion, the book is impressive, both
visually and in terms of its content. Assessing
some of the same events from different stand-
points using different material provides deeper
insight into the Parliamentary Ombudsman’s
activities and how they have developed over the
course of a century. I would like to thank the au-
thors of the jubilee book and everyone involved
in editing it!

This text is based on the undersigned’s opening speech at the celebration.

n
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FEATURES OF THE INSTITUTION'S DEVELOPMENT

It almost happened that the Institution of the
Finnish Ombudsman never came into being. In
1918, a government proposal for a monarchical
Constitution included regulations concerning
the Ombudsman. However, no such regulations
were included in the proposal for a republican
Constitution submitted to the Parliament in 1919.
Nevertheless, the Constitutional Law Committee
added the regulations with regard to the Ombuds-
man into that proposal, which the Parliament
approved.

The Parliamentary Ombudsman’s early years
were fraught with difficulty. In her contribution
to the jubilee book, Susanna Reinboth character-
ised the first Ombudsman’s term in office in the
following title, which could also be extended to
cover the early years of the institution more gen-
erally: “The Parliamentary Ombudsman seeks out
work and a purpose and finds neither.”

In the early years, there were numerous calls
for the institution of the Parliamentary Ombuds-
man to be abolished. These came from the first
Ombudsman himself, several Members of Parlia-
ment, several newspapers, the Chancellor of Jus-
tice, and it was ultimately proposed in a draft Gov-
ernment bill in 1932. Fortunately for us, the Con-
stitutional Law Committee did not approve the
proposal, and the Parliament rejected the Govern-
ment’s bill.

What was the reason behind these difficulties?
The root cause was that when the institution of
the Parliamentary Ombudsman was established,
Finland already had a supreme overseer of legal-
ity - the Chancellor of Justice - whose position
was already well established. For this reason, there
were simply not enough complaints or work for
the Parliamentary Ombudsman in the early years.

The Parliamentary Ombudsman’s remit and
responsibility for overseeing legality are laid down
in the Constitution of Finland, and they have re-
mained largely the same ever since the institution
was established. However, other provisions in the
Constitution concerning the Ombudsman have
undergone some changes. In 1933, the Parliamen-
tary Ombudsman’s term of office was extended

12

from one to three years, and in 1957, it was extend-
ed to four years. Since 1957, it has been possible to
elect a “person” to serve as the Parliamentary Om-
budsman, whereas the original provision called
for the election of a “man”. However, it would be
30 years before the first female overseer of legality
was elected: Pirkko K. Koskinen was elected Dep-
uty-Ombudsman in 1988. The first and - so far

- only female Ombudsman was Riitta-Leena Pau-
nio, who served two terms beginning in 2002.

Since 1928, it has not been possible for the
Ombudsman to be a Member of Parliament. Be-
fore this, in the most extraordinary cases, the Par-
liamentary Ombudsman could have served as a
Member of Parliament and Chair of the Constitu-
tional Law Committee!

Initially, the election of the Parliamentary
Ombudsman was highly political, and for a long
time, it was typical for the post of Parliamentary
Ombudsman and that of Vice-Ombudsman - and
later Deputy-Ombudsman - to be held by people
of different political orientations. Political lean-
ings are discernible in the activities of the early
Ombudsmen, but the articles in the jubilee book
lend weight to the idea that Finland’s Parliamen-
tary Ombudsmen have, in general, been relatively
successful in avoiding political bias in their work.
Since the mid-1990s, the elections of Parliamenta-
ry Ombudsmen have no longer been political - at
least not on the basis of the voting behaviour of
Members of Parliament.

The post of Deputy-Ombudsman was created
in 1971, and the second Deputy-Ombudsman’s
post was established in 1997. These changes reflect
the number of cases and the increase in the vol-
ume of activities. It should be noted that there
have been years, already in the post-war era, when
the Parliamentary Ombudsman has received more
complaints - and nowadays a three folded num-
ber - than the Chancellor of Justice. The creation
of the two Deputy-Ombudsman posts has had the
natural effect of attenuating the once highly per-
sonalised nature of the institution.

Since 1995, the duties assigned by the Consti-
tution to the Parliamentary Ombudsman have in-
cluded the oversight of fundamental and human
rights in addition to the oversight of legality. In-



deed, the Ombudsman has been a leading figure
in promoting fundamental and human rights and
pioneered the instilment of the topic in Finland.
By contrast, the Ombudsman’s activities in the
early years of the Office were highly legalistic and
focused on formal judicial oversight. In the 1960s,
the Parliamentary Ombudsman issued his first in-
dividual statements containing argumentation on
fundamental rights. By the 1970s and 1980s, this
practice had become more established, and the
Ombudsman also invoked international human
rights treaties. The actual breakthrough that led
to the Parliamentary Ombudsman’s focus shifting
to the realisation of individual rights in the field
of fundamental and human rights took place in
conjunction with the internationalisation of the
1990s and the accession to the European Conven-
tion on Human Rights.

I will not go into any more detail here on the
development of the Ombudsman’s activities in
different periods - the articles in the book cover
the topic thoroughly. I would like to highlight
just one aspect.

Ever since the early years, the complaints and
other cases processed by the Parliamentary Om-
budsman have overwhelmingly concerned prison-
ers and courts. In the 1970s, the majority of cases
still focused on prisoners or courts. Cases con-
cerning prisoners were significant and politically
sensitive in the early years of the Ombudsman’s
activities because Finland was a country with po-
litical prisoners, firstly following the Civil War
and then during the World Wars. Cases concern-
ing prisoners became an even more pronounced
figure of the Parliamentary Ombudsman’s work
when the Act on the Division of Duties between
the Chancellor of Justice and the Parliamentary
Ombudsman entered into force in 1933, delegating
such cases primarily to the Parliamentary Om-
budsman for review. The Ombudsman at that
time was opposed to the Act as, in his opinion,
prisoners’ complaints were “often of rather minor
importance”.

In retrospect, however, it would seem that
this focus onto prisoners’ rights laid the founda-
tions for the future development of the institu-
tion of the Parliamentary Ombudsman. Prisoners

GENERAL COMMENTS
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are not only offenders but also persons in closed
institutions who find themselves in a vulnerable
position. It is not by chance that the Parliamenta-
ry Ombudsman has since begun focusing on the
oversight of the human rights and treatment of
all institutionalised people and those in vulnerable
positions.

This development has culminated in the spe-
cial responsibilities based on UN Conventions.
Since 2014, the Parliamentary Ombudsman has
had the special duty, based on the UN Conven-
tion, of monitoring all places of detention and the
treatment of persons deprived of their liberty. In
addition to prisoners, such persons may include
for example children, elderly persons, persons
with disabilities and psychiatric patients. Since
2016, another duty of the Ombudsman derived
from the UN Convention is monitoring and pro-
moting all of the rights of persons with disabilities
in collaboration with the Human Rights Centre.
This development is also demonstrated by the fact
that the Human Rights Centre was established in
connection with the Office of the Parliamentary
Ombudsman.

PRESENT AND FUTURE

The institution of the Parliamentary Ombudsman
has found the work and the purpose that it was
lacking in the early years. This is apparent from
the number of cases it handles. Whereas in 1920,
the Parliamentary Ombudsman received 39 com-
plaints, the year 2019 saw a record number - 6,267.
The institution’s development could be described
thus: the ugly duckling of the early years has grad-
ually grown feathers, and, perhaps in the 1970s,

it became a swan, which took flight in the 1980s
and 1990s.

It is hard to predict the future, but I think the
swan will reach new heights. The most important
reform on the horizon is the development of the
division of duties between the Parliamentary Om-
budsman and the Chancellor of Justice. If this re-
form is enacted, it will further strengthen the Par-
liamentary Ombudsman’s role as an overseer and
promoter of the rights and treatment of people

13
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in vulnerable positions. The reform will also
strengthen the role of the Chancellor of Justice
in his current special duties and give him certain
new responsibilities.

In the future, the institution of the Parliamen-
tary Ombudsman may come under threat. For
example, responsibilities closely related to the
legal positions of individuals could be left outside
the Ombudsman’s remit, or reforms may be en-
acted or actions taken that would jeopardise the
Ombudsman’s independence. Such threats may
arise from the European Union or national actors.
Some examples of such threats already exist, both
in Finland and elsewhere. As the caseload contin-
ues to increase, efforts must be made to ensure
the sufficiency of the Ombudsman’s resources.

EVENTS IN THE CENTENARY YEAR

The Parliamentary Ombudsman is there to serve
everybody. In this spirit, the Office of the Parlia-
mentary Ombudsman decided not to hold the in-
stitution’s centenary celebration at Finlandia Hall,
but instead to hold a smaller event in the Finnish
Parliament Annex, and moreover, we reach out

to the people. During the jubilee year, we will
arrange several public events to coincide with the
inspections the Ombudsman performs in various
parts of Finland. At these events, we will cover
selected themes relevant to the sites under inspec-
tion, present the activities of the Parliamentary
Ombudsman and talk to people who the Ombuds-
man may be able to help. We will also organize
several public events at the Finnish Parliament
Annex, each covering one of the areas of the Om-
budsman’s activities. In addition to these events,
everybody will be able to read the jubilee book,
one copy of which will be sent to each of the 600
libraries in Finland.

Internationally, the Parliamentary Ombuds-
man’s centenary will be celebrated at the Interna-
tional Ombudsman Institute’s World Conference
in Dublin.

14

CONCLUSION

The transformation of the ugly duckling into a
handsome swan is the result of many factors. The
Parliamentary Ombudsman performs his duty
by virtue of the trust vested in him by the highest
organ of government, the Parliament. The insti-
tution’s establishment, survival and development
have required the support, trust and foresight

of the Parliament and its Constitutional Law
Committee. An institution largely based on in-
vestigating complaints also requires the trust of
citizens - otherwise, no complaints will be made.
As the Parliamentary Ombudsman’s statements
are not legally binding, the effectiveness of deci-
sions ultimately requires the authorities to show
trust in the Ombudsman’s activities.

The Parliamentary Ombudsman’s activities
enjoy the institutional support deriving from the
authority of the nation’s highest organ of govern-
ment. Ultimately, the Parliamentary Ombudsman
must himself or herself earn the trust of various
parties — trust that is vital for the Ombudsman’s
activities. In conclusion, I would like to thank all
of the former Parliamentary Ombudsmen and
Deputy-Ombudsmen and the current and former
personnel in the Office for the work they have
done over the course of a century to build up the
trust that the institution can lean on today.



Deputy-Ombudsman
Ms MAJA SAKSLIN

Guarantees of the Parliamentary
Ombudsman’s effectiveness and

independence

THE PARLIAMENTARY OMBUDSMAN
IN A STATE GOVERNED BY THE RULE OF LAW

The history of the Parliamentary Ombudsman
describes how the Ombudsman, as an overseer of
legality, has upheld trust in the exercise of public
power and in the respect for the Constitution and
laws of Finland. Over the last hundred years, the
Parliamentary Ombudsman has become a strong
institution that builds on our understanding of
legality and lays the foundations for a functional
democracy and the strong rule of law, thereby
promoting the realisation of fundamental and
human rights.

However, in order to fulfil its role, the Parlia-
mentary Ombudsman institution relies on the
strong rule of law for support.

Rule of law is not only dependent on the ex-
istence of legal and institutional structures; it also
requires institutional practices. Bodies such as the
Venice Commission have drawn attention to the
importance of sincere collaboration between insti-
tutions and highlighted that the basis for the rule
of law is that state actors share a respect for each
others’ duties. The oversight of legality can be ef-

GENERAL COMMENTS
MAIJA SAKSLIN

fective only as long as it enjoys sufficient authori-
ty within the parliament, judiciary, administration
and society in general.

However, trust in the Parliamentary Ombuds-
man’s activities and the respect on which the
oversight of legality depends could easily crumble.
For this reason, it is important for the Parliamen-
tary Ombudsman to be able to take action to pro-
mote and maintain this trust.

At present, there are more than 140 ombuds-
man institutions in the world. In recent years,
many of them have come under threat or been
attacked in ways that have jeopardised their inde-
pendence or finances or restricted their authority.
In many countries, the dwindling support for the
national constitutional tradition and its political
and judicial culture has increased the international
monitoring of the activities of national ombuds-
men. Several international mechanisms of protec-
tion and control have arisen to supplement and
safeguard national institutions.

One of the distinctive characteristics of Fin-
land’s constitutional system is the strong position
of the Parliamentary Ombudsman, underpinned
by the culture of constitutional law. Indeed, we

15
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can be proud of the success we have had in foster-
ing the institution of the Parliamentary Ombuds-
man as an integral part of the Finnish constitu-
tional legal tradition.

THE PARLIAMENTARY OMBUDSMAN
IN THE CONSTITUTION OF FINLAND

Section 109 of the Constitution of Finland assigns
the Parliamentary Ombudsman the duty of over-
seeing compliance with the law and the realisation
of fundamental and human rights. This duty of
the oversight of legality is anchored in several
provisions of the Constitution. The constitutional
basis for every exercise of public power and public
action is set out in the first section of the Consti-
tution of Finland, which states that our constitu-
tion guarantees the inviolability of human dignity
and the freedom and rights of the individual and
promotes justice in society. Paragraph 3 of section
2 of the Constitution confirms the principle of the
rule of law, which is based on the principle that
the administration conforms with and commits
to the law and the obligation to safeguard the
realisation of fundamental and human rights in
accordance with section 22 of the Constitution.

The duties and authority passed down to the
Parliamentary Ombudsman in the Constitution
are strongly linked to the aforementioned consti-
tutional principles. They also guarantee that the
Parliamentary Ombudsman has a strong constitu-
tional position.

The position of the Parliamentary Ombuds-
man in relation to the government as the holder
of executive power and the courts as the holder of
judicial power is based fundamentally on the pro-
vision of paragraph 1 of section 2 of the Consti-
tution, which states that the powers of the State
in Finland are vested in the people, who are rep-
resented by the Parliament. The Parliamentary
Ombudsman and Deputy-Ombudsmen are elect-
ed by the Parliament, and the realisation of their
legal responsibilities is also an essential matter for
the Parliament. The new Constitution included
the option of relieving a Parliamentary Ombuds-
man or Deputy-Ombudsman from their position
for weighty reasons, a provision that was lacking
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in the previous Constitution Act. The possibility
was considered a necessary option for use in the
event that a Parliamentary Ombudsman or Depu-
ty-Ombudsman no longer had the capabilities to
discharge their duties. According to the justifica-
tions for the amendment to the Constitution, the
Ombudsman or Deputy-Ombudsman cannot be
relieved of their position if an individual decision
is severely criticised.

The Parliament and its members have tradi-
tionally respected the integrity and independence
of the Parliamentary Ombudsman institution. If
Members of Parliament contact the Ombudsman,
it is usually to convey a message they have re-
ceived amounting to a complaint. When a report
from the Parliamentary Ombudsman is debated
in Parliament, the discussion is both positive and
negative, but the Constitutional Law Committee
has very seldom criticised individual decisions or
statements by the Parliamentary Ombudsman.

The 2019 reporting year was the first occasion
that the Parliamentary Ombudsman’s report for
2018 was sent to other select committees in ad-
dition to the Constitutional Law Committee for
commenting. This procedure provides the op-
portunity to expand the interaction and direct
dialogue between the Parliament and the Parlia-
mentary Ombudsman. As such, it promotes the
involvement of the Parliament in the evaluation
of the fundamental and human rights situation in
Finland. This is a positive development in terms of
the realisation of fundamental and human rights,
as well as for the institutional support that the
Parliament shows to the Ombudsman.

The Constitutional Law Committee has stat-
ed that the Parliamentary Ombudsman is a par-
liamentary body with the constitutional duty of
overseeing all public administration on behalf of
the Parliament. According to the Committee, the
fact that the Constitution requires the Parliament
and the Constitutional Law Committee to inves-
tigate of the legality of the official activities of
the supreme overseers of legality highlights the
importance of the independence of the supreme
overseers of legality, especially in relation to the
authorities under supervision.



INTERNATIONAL PRINCIPLES
AND RECOMMENDATIONS

In the last 30 years, international organisations
have paid increasing attention to national bodies
tasked with promoting and safeguarding human
rights.

The first international recommendations of
significance to the Parliamentary Ombudsman
were the Paris Principles relating to the status of
national institutions that promote and protect hu-
man rights, approved by the General Assembly of
the United Nations in 1993. According to the Paris
Principles, governments should establish perma-
nent bodies with the special duty of promoting
and safeguarding human rights at a national level.
These bodies should be afforded independence,
financial autonomy and pluralism.

Since approving the Paris Principles, the Gen-
eral Assembly of the United Nations has approved
several resolutions acknowledging the roles of
ombudsmen and other human rights bodies in
promoting and protecting human rights and high-
lighting the importance of the autonomy and
independence of ombudsmen. The resolutions
take into consideration the role of the ombuds-
man institution in ensuring good governance and
strengthening the availability of public services,
as well as in effectively realising the rule of law.
States are called upon to strengthen the independ-
ence and autonomy of the ombudsman and to
raise public awareness of the ombudsman institu-
tion. States should also reinforce the legitimacy of
ombudsmen by taking constitutional, legislative
and financial measures. Ombudsmen are encour-
aged to operate in accordance with the Paris Prin-
ciples.

In 2019, the Council of Europe’s Venice Com-
mission approved the 25 principles guiding the
establishment and operations of ombudsman in-
stitutions. The principles were approved against a
background of numerous threats to ombudsman
institutions.

The Venice Commission emphasises the im-
portance of effective and independent institutions
in line with the Paris Principles in promoting
and protecting human rights, and it encourages
Member States to establish and reinforce them
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by means such as guaranteeing their financial and
administrative independence and stability, as well
as their independent right to conduct investiga-
tions. According to the Venice Commission, the
role of ombudsmen in publicly highlighting prob-
lems serves to raise people’s awareness of their
rights and strengthens a culture of human rights
in society. As the ombudsman institution has an
important duty to promote and protect the rule of
law, good administration and human rights in de-
mocracies, states should support and protect the
ombudsman institution and refrain from taking
any action that endangers its independence and
impartiality.

Ombudsmen should be entitled to demand
that civil servants and authorities take action on
the basis of their recommendations. They should
also be entitled to issue recommendations to par-
liaments and governments, including proposals
to amend legislation or enact new legislation. Om-
budsmen are tasked with warning the legislature
if legislation conflicts with human rights, and
they should be entitled to question the constitu-
tionality of laws, decrees and administrative meas-
ures. Ombudsmen should be guaranteed sufficient
financial resources. The funding should be ade-
quate to guarantee the full, independent and effi-
cient realisation of duties.

In October 2019, the Committee of Ministers
of the Council of Europe approved an updated
recommendation expressing grave concern about
the challenging working conditions, threats, pres-
sures and attacks which ombudsman institutions
are at times exposed to in Member States. For this
reason, the Committee of Ministers recommends
that Member States adopt the principles of the
Venice Commission and strengthen their om-
budsman institutions, avoid weakening them, and
regularly evaluate the effectiveness of the meas-
ures taken. According to the recommendation,
Member States should ensure that ombudsman
institutions operate in a conducive environment
which allows them to carry out their mandate
independently of any provider of public services
over which they hold jurisdiction. States should
take all necessary measures to protect ombuds-
men from threats and harassment. Ombudsmen
should be assured sufficient and sustainable finan-
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cial and human resources. Ombudsmen should
also have a confirmed mandate to oversee human
rights treaties. The ombudsman’s oversight of le-
gality should be effective, impartial, transparent
and just. According to the recommendation, the
ombudsman should provide right-holder-friend-
ly, nonjudicial means in order to protect people
against maladministration, violation of rights, un-
fairness, abuse, corruption and injustice.

The Parliamentary Assembly of the Council
of Europe also discussed the ombudsman institu-
tion and the need for common European stand-
ards in October 2019. It stated that the duty of
ombudsman institutions to protect individuals
plays a crucial role in democracy, the rule of law
and human rights. It welcomed the Venice Com-
mission’s principles, which describe the minimum
standards for protecting ombudsman institutions
and increasing their effectiveness. The Parliamen-
tary Assembly called upon Member States to re-
frain from taking any action or launching attacks
that could prevent the office of the ombudsman
and its staff from operating and to protect them
from any such actions. States should also promote
an atmosphere conducive to the activities of om-
budsmen, in particular by guaranteeing that om-
budsmen are easy to contact, by granting suffi-
cient financial resources.

Various monitoring mechanisms are also con-
nected with some of these international princi-
ples and recommendations. Monitoring focuses
not just on the realisation of human rights, but,
in particular, the independent and impartial posi-
tion of the national ombudsman institution and
its effectiveness in promoting and protecting
human rights.

The enforcement of the Paris Principles was
adopted as the most significant and advanced
structure for monitoring. At regular intervals,
the UN’s international network of national hu-
man rights institutions evaluates whether the ac-
tions and operating conditions of national human
rights institutions meet the requirements of the
Paris Principles. Institutions are granted ‘A’ status
if they fulfil the Paris Principles.

In addition, the UN’s General Assembly has
asked the Secretary-General to report to the As-
sembly on the implementation of his resolution
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and any impediments and best practices in imple-
menting the resolution.

The recommendation of the Committee of
Ministers of the Council of Europe provides for a
review of the implementation of the recommen-
dations in five years’ time. In addition, the Coun-
cil of Europe’s Commissioner for Human Rights
monitors the impartiality of ombudsmen and the
adequacy of their financial resources.

CONCLUSION

It is a matter of grave concern that the impartial-
ity and effectiveness of ombudsman institutions
have come under threat in some states in recent
years. The threats have typically taken the form
of legislative amendments that erode the institu-
tion, unjustified delays in appointing ombudsmen
in parliaments, or parliaments refusing to debate
their ombudsman’s reports. These have also in-
cluded unfounded budget cuts, unjustified finan-
cial audits or difficulties in obtaining the docu-
ments or information required for the oversight
of legality. In some states, ombudsmen have also
been the targets of verbal attacks from politicians
or even ministers.

Although the Parliamentary Ombudsman in
Finland holds a robust constitutional position,
threats of this kind are not entirely unheard of in
Finland either. However, a strong constitutional
culture and the rule of law have effectively pre-
vented the erosion of the Parliamentary Ombuds-
man institution so far.

On the other hand, the content and conditions
of the Parliamentary Ombudsman’s operations
have already been subjected to regular internation-
al evaluations. In particular, attention is paid to
the effectiveness and impartiality of the nation-
al oversight of the Convention on the Rights of
the Child, the Convention on the Rights of Per-
sons with Disabilities, and the Convention against
Torture and Other Cruel, Inhuman or Degrading
Treatment or Punishment. The Parliamentary
Ombudsman has been evaluated as a national hu-
man rights body on the basis of the Paris Princi-
ples.



Traditionally, effective means of legal protection
for citizens’ rights and political rights have pri-
marily referred to appeal bodies other than the
courts. Conversely, other bodies are required to
support these rights in a welfare state. One of the
distinctive characteristics of the Parliamentary
Ombudsman’s activities is that social, financial
and cultural rights constitute a significant pro-
portion of the cases related to the oversight of
legality. In part, this may explain the increasing
international interest in safeguarding the effective
and independent activities of national parliamen-
tary ombudsmen. It is clear that the institute

of the Parliamentary Ombudsman, which was
created by Finland’s previous Constitution Act

as a very national institution, will increasingly be-
come the focus of international evaluations in the
future. These evaluations will examine the Par-
liamentary Ombudsman’s institutional operating
conditions and the content of the Ombudsman’s
oversight of human rights. It is already apparent
that closer international interaction has altered
the Ombudsman’s activities as well as the nature
of the Parliamentary Ombudsman as an institu-
tion. In the future, it will not be enough for the
Parliamentary Ombudsman to concentrate on
preventing violations of fundamental and human
rights. The Parliamentary Ombudsman’s duty is
to effectively use and reform the full diversity of
means at its disposal for the oversight of legality
to influence the kind of future we can expect and
ensure that the Finnish state is ruled by law, re-
mains strong, and safeguards fundamental rights
for everyone.
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Deputy-Ombudsman
Mr PAsI POLONEN

Good governance secures
basic and human rights in
basic education

Of all functions in society, education is the most
comprehensive one measured by the number
of people participating in it. At the beginning of
the year under review, there were approximately
1.84 million people in Finland studying at 3,200
educational institutions. There are 715 education
providers in Finland, mainly local authorities and
joint authorities. There were 2,234 comprehensive
schools (with 560,000 pupils) and 336 general
upper secondary schools (with 103,000 students).
Nearly one-fifth of comprehensive school pupils
received intensified or special support ».
Education also represents a major sector in the
oversight of legality carried out by the Parliamen-
tary Ombudsman. As the overseer of all public
administration, the Parliamentary Ombudsman’s
remit extends to all levels of education from early
childhood education through pre-primary and
comprehensive school education to secondary,
tertiary and liberal education. Deputy-Ombuds-
man Jussi Pajuoja has discussed questions relating
to education in two annual reports (Parliamenta-

ry Ombudsman Annual Report 2013 pp. 18-22 and
2015 pp. 17-21). Owing to the significance of the
area, I again wish to raise this topic; this time I
will be concentrating on comprehensive schools.

THE RIGHTS OF A CHILD IN BASIC EDUCATION

The Finnish comprehensive school is widely
deemed a success story and the leaning outcomes
are among the top in international comparison.
As an overseer of legality, the Parliamentary Om-
budsman does not intervene in matters related

to pedagogical methods or outcomes. The Parlia-
mentary Ombudsman focuses on good govern-
ance and the rights of pupils. The provision of
education is largely an administrative service func-
tion. While one role of comprehensive schools is
to provide education and support upbringing, they
also have the role of an administrative authority.
Those working at comprehensive school must
have a good command of administrative princi-

D Statistics Finland, Official Statistics of Finland - education publications, www.tilastokeskus.fi/til/kou.html;

referred 22 January 2020.
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ples and be able to meet the requirements follow-
ing from the Administrative Procedures Act and
the Basic Education Act and Decree as well as the
Student Welfare Act, Child Welfare Act and the
UN Convention on the Rights of Persons with
Disabilities. The oversight of legality comes into
play when deciding on the application of law.

All activities in the field of education rest on
basic and human rights and, more specifically, the
rights of a child. Basic and human rights belong
to everyone, including children. Children must
be treated as individuals. Children are not “exten-
sions of their parents”, and the rights of a child
are not always identical to the interests of their
parents. Engaging the children and hearing their
voice should always be ensured as appropriate
when decisions concerning them are being made,
including and especially regarding the context of
schooling. Pursuant to the UN Convention on
the Rights of the Child the best interests of the
child shall be a primary consideration. The diverse
nature of actions taken and the legal norms that
govern them makes this a challenging regulatory
field to negotiate. The priority is to find a balance
between respecting the autonomy of the child and
safeguarding their needs.

An aspect worth noting is that the Basic Edu-
cation Act was not drafted under the guidance of
the Constitutional Law Committee, nor was the
process informed by the UN Convention on the
Rights of the Child in any systematic manner.
From the perspective of legal oversight, all legal
guidelines governing a child’s legal situation must
be observed when making decisions.

COMPLAINTS AS AN INSTRUMENT OF
LEGAL OVERSIGHT IN EDUCATION

Regardless of the extensive scope of the activities
taking place in the field of education, adminis-
trative decisions are taken at schools only with
regard to a limited group of subjects. Similarly,
cases taken to administrative court in the field of
education are rare, and even in these rare cases,
the administrative courts have no jurisdiction to
evaluate and oversee the actual content of tuition.
In fact, comprehensive schools are not subject to
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any external oversight on a regular basis. Unlike in
Sweden and many other countries, Finland does
not have a system of school inspections. External
control is exercised by the Regional State Admin-
istrative Agencies and by the supreme overseers
of legality through handling of complaints. This
gives the decisions passed by overseers of legality
added and exceptional weight.

In 2019, the Parliamentary Ombudsman re-
ceived 256 complaints in the field of education.
The number of complaints has increased slowly
but steadily in the past few years. In addition, the
Chancellor of Justice processes annually approx-
imately 50 cases concerning the field of educa-
tion. A significant number of such complaints is
also handled by the Regional State Administra-
tive Agencies. Monitoring the decisions passed,
or even obtaining quantitative statistics on com-
plaints, is challenging, and few decisions are
published online. This is a regrettable situation,
bearing in mind how important the role of the
Regional State Administrative Agencies is in the
information steering and training within this sec-
tor. The number of complaints filed with Region-
al State Administrative Agencies in the education
and cultural sector has increased noticeably: while
in 2015 the number of complaints filed was slight-
ly over 250, last year it had already reached 416.

During the year under review, the Parliamen-
tary Ombudsman passed 243 decisions on com-
plaints in the field of education. A quarter of these
warranted full investigation with all parties heard.
The number of cases taken under investigation is
slightly higher than the average of all administra-
tive branches in general. Some 20% of the cases
led to measures, a percentage which is also above
the average (approximately 15%). The legal over-
sight afforded to this sector is, in other words,
somewhat more intensive than usual.

Most of the measures taken within the edu-
cation sector concerned basic education. How-
ever, the number of cases requiring measures in
the secondary and tertiary education is also per-
haps surprisingly high. The cases were typically
to do with the observation of students’ and pupils’
rights. Shortcomings were also identified in the
HR administration within the sector, usually in
connection with recruitment.
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IMPLEMENTING THE STRATEGY OF
THE FINNISH HUMAN RIGHTS INSTITUTION

Protecting basic and human rights and securing
good governance are among the constitutional
obligations of public organisations and form the
foundation of their decision-making processes
and operations. Formed by the Office of the Par-
liamentary Ombudsman, the Human Rights Cen-
tre and its Human Rights Delegation, the Finnish
National Human Rights Institution’s operative
strategy aims at increasing public awareness, un-
derstanding and competencies in the field of basic
and human rights. Another aim is to support hu-
man rights education and training as prescribed in
the UN Declaration on Human Rights Education
and Training and training of basic rights (for more
details, see https:/www.humanrightscentre.fi/
hreducation/). The aim is also to exercise well-or-
ganised and efficient internal administrative
oversight.

The above goals are general in nature and ones
that govern all activities of the Finnish National
Human Rights Institution. The goals concerning
basic and human rights and good governance are,
however, particularly relevant for the education
sector. Cooperation between the Human Rights
Centre and the Parliamentary Ombudsman has
been highly effective in achieving tangible results
in this sector. Thanks to the active role played by
the Human Rights Centre, the Office of the Par-
liamentary Ombudsman has been involved in the
project Basic and Human Rights in Education
(2018-2019). In this project, the decisions adopted
by the Parliamentary Ombudsman in its legal
oversight task have been utilised as training mate-
rials for senior leaders in the education sector.

Another project worthy of mention is the De-
mocracy and Human Rights in Teacher Training
project (2018-2019), a collaboration between the
Human Rights Centre, Ministry of Justice and the
University of Helsinki, which included a 5-credit
study module focusing on democracy and human
rights education with the Parliamentary Ombuds-
man’s decisions used as the learning materials. As
a continuation to the above projects, the Office of
the Parliamentary Ombudsman signed a collabo-
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ration agreement in 2019 with the University of
Helsinki Faculty of Educational Sciences on
co-production of e-learning materials including
case studies that presented challenges from the
basic and human rights perspective, reflective as-
signments, Parliamentary Ombudsman’s state-
ments and clarifying instructions for teachers.

These projects are excellent examples of the
initiatives the Finnish National Human Rights
Institution has launched to promote human
rights and human rights education. Actions such
as this help communicate the legal message of
individual complaint resolutions - that good gov-
ernance protects basic and human rights - to a
wider audience within the education sector than
isolated cases concerning specific municipalities
or schools.

SECURING AND IMPROVING
GOOD GOVERNANCE AND LEGAL RIGHTS

The Parliamentary Ombudsman’s opinions for
the education sector typically concern failures in
administrative procedures and decision-making.
The general legislative point of reference for the
education is the Administrative Procedure Act.
However, sometimes education providers or even
local education authorities may have gaps in the
basic knowledge of good governance.

The themes brought to the Parliamentary
Ombudsman for opinion include equal access
to education (e.g. the provision of education for
children with disabilities or illnesses), failures in
administration or decision-making, decisions on
awarding special support, religious elements in
schools and the safety of the learning environ-
ment (e.g. the mould problems in school build-
ings and the prevention of and intervention in
bullying).

Pupil disciplinary measures and decision mak-
ing process may also prove difficult on occasion.
The disciplinary measures and securing peaceful
conditions are always subject to measures pre-
scribed in the law. However, children also have
the right to expect assistance and intervention in



problems they may be facing.” In one case I han-
dled in the year under review, a student had been
suspended for two weeks with immediate effect
as a disciplinary measure. The decision conflicted
with the provisions of the Basic Education Act
under which a decision concerning the enforce-
ment of a pending decision on suspension and the
date on which its enforcement is instigated shall
be made simultaneously with the decision on
suspension.

The Parliamentary Ombudsman is approached
relatively often in matters related to the indoor air
quality at schools: of all decisions passed last year,
17 concerned indoor air quality at schools and the
measures taken by the local authorities to address
the problem. This figure includes three municipal
and school inspections focusing on this aspect.
When addressing problems in indoor air quality at
schools, the question is about students’ right to a
safe learning environment. Equally, the matter is
relevant to the occupational health and safety of
all staff groups working at the property. For the
purpose of legality oversight, the actions taken by
local authorities are reviewed specifically from the
perspective of the oversight of supervision: have
the actions taken by the local authority been suf-
ficient and appropriate to identify and remove or
limit adverse health effects? The Parliamentary
Ombudsman’s competence does not extend to
commenting on technical building or medical
questions. Instead, the Parliamentary Ombuds-
man must focus on evaluating the procedure the
local authority has followed. Indoor air quality is-
sues must be addressed using multi-professional
expertise to ensure that the problem is identified,
investigated and documented, that the necessary
risk assessments and the contracting and execu-
tion of the repair work are carried out as appropri-
ate and with due transparency. The outcomes of
the process must also be monitored and evaluated.

In the following, I am discussing two exam-
ples of the Parliamentary Ombudsman’s oversight
of children’s rights in the education sector. The
first example highlights a child’s right to free edu-

2)
2012, p. 194.
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cation. Certain municipalities had adopted practic-
es that proved to be in violation of the principle
of free basic education. One case concerned a
school’s physical education day for which the ac-
tivities were selected according to whether fami-
lies had opted for a free-of-charge or paid alterna-
tive. In other cases, families had been asked for
money to cover the costs of optional physical ed-
ucation or a school field trip. In my decisions, I
pointed out that the requirement of free basic ed-
ucation is plain and unequivocal: it is the responsi-
bility of the education provider to allocate enough
resources for activities it organises, including
those taking place outside school. Organising field
trips and physical education days in such a way
that free-of-charge and paid alternatives are of-
fered has the result of dividing the pupils into two
groups: those who are able to pay to participate
and those who are not. As the parties responsible
for organising education, municipalities have an
obligation to refrain from establishing practices
that may de facto lead to an increase in inequality
between children. It is naturally perfectly accept-
able that parents contribute voluntarily to raising
funds for an activity, but on the condition that the
funds are divided equally between students.

The second example concerns religious prac-
tices in basic education, a theme that accounts for
a fair number of complaints. As with the principle
of free basic education, this question is also close-
ly linked with equality. The basic tenet behind
the legal practice adopted by the Constitutional
Law Committee and the European Court of Hu-
man Rights (ECHR), as well as the guidelines of
the Finnish National Agency for Education based
on it, and the statements issued by the supreme
overseers of legality, is that the government must
remain impartial and neutral in relation to re-
ligions and beliefs, while allowing for national
margin of manoeuvre based on local tradition.
The expressions of traditions, including religious
ones, that are integral to Finnish cultural histo-
ry are a well-established part of school life. How-
ever, there may be situations where established

See Hakalehto-Wainio, Suvianna: Oppilaan oikeudet opetustoimessa [Pupils’ rights in education],
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traditions cannot be easily be reconciled with the
above-mentioned legal principles and boundaries.

The presence of religious elements at school
is also a matter of legal consideration in relation
to which children and their parents must have
access to effective legal remedies. The demand for
rectification and a lawsuit are instruments only
available in the case of religious and ethics edu-
cation, and even then, the administrative court
has no jurisdiction over the content of education
(see Supreme Administrative Court 23 February
2017, Record number 763). In matters related to a
child’s right to education and freedom of religion,
the European Court of Human Rights may take a
very close look at the core curriculum to establish
whether students are in fact obliged to participate
in the practicing of a religion as part of school
activities. This applies to religious education as a
separate school subject and also other religious
elements in the general activities at school (see
ECHR judgment on Hasan and Eylem Zengin v.
Turkey (9 October 2007), sections 47-55, and Laut-
si and others v. Italy (18 March 2011, GC), sections
63-65). The only legal remedy practically available
in Finland in matters other than those related to
choosing of religious education as opposed to eth-
ics as a school subject is to file a complaint with
the Regional State Administrative Agency or to
either of the two supreme overseers of legality.
Whether or not a structure such as this can be
considered sufficient as a legal remedy as provided
in Article 13 of the European Convention on Hu-
man Rights has not been tested, as far as is known.

As Finland is the only Nordic country where edu-
cation in one’s own religion is part of the national
core curriculum, at the same time when legal rem-
edies through courts of law appear to be highly
limited, effective access to legal remedy cannot be
considered undisputable.

The decisions of the Parliamentary Ombuds-
man are legal decisions arrived at through normal
methods of legal interpretation. On example is
the decision I passed towards the end of the year
under review on the end of autumn term celebra-
tions, that is, the school Christmas celebrations.
In this case, the school had organised the end-of-
term celebrations as an event with religious con-
tent and, therefore, was in breach of the national
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core curriculum and the policy adopted by the
Constitutional Law Committee. In my decision,

I also touched on the choice of venue, and found
it in principle legally problematic to organise the
celebrations in the church hall of an Evangelical
Lutheran church. The decision was met with wide
public debate, and to some extent, the arguments
presented by different parties concerned areas that
completely fell outside the scope of my decision.
The end-of-term celebration is an educational ac-
tivity participated in by all students together, so its
content must remain neutral in terms of religion
and beliefs. That the chosen venue was a church
building presents certain problems from the per-
spective of the school’s educational remit. Unlike
the singing of certain hymns and including other
similar items of cultural traditions involving reli-
gious elements in school events, which has been
discussed and found acceptable by the Constitu-
tional Law Committee, the above question had
never been previously specifically examined. For
the sake of clarity, this decision does not govern
voluntary church services that may be arranged as
part of end-of-year celebrations and for which an
alternative non-religious format of celebration is
available.

STUDENT WELFARE SERVICES
ARE FACING CHALLENGES

As I mentioned at the beginning of this brief
article, the scope of the remit of local education
authorities is wide and varied. The services they
provide will leave a lasting imprint on an individu-
al and the community. To conclude this overview,
I wish to emphasise the importance of student
support services, which schools are by law obliged
to offer.

Support for learning and school attendance
and student welfare services form one thematic
entity. The Basic Education Act specifies a three-
tier support model. Only in the case of the third,
“highest” tier, known as ‘special support’, as well
as interpretation and teaching assistant services,
an administrative decision that is open to appeal
must be provided. While student welfare services
are a child’s subjective right, their provision de-



pends largely on the discretion of the education
provider. Therefore, there is substantial variation
between the ways different providers organise
student welfare services, and there are no binding
regulations on the required number of staff in stu-
dent welfare services. This means that children

in Finland may not have equal access to student
welfare services. On average, a school psychologist
is responsible for 985 pupils. Only approximately
20% of school psychologists’ time is spent on col-
lective student welfare which, according to law,
should be the primary format of service provi-
sion.? The supervision of student welfare services
is not supported by comprehensive effective legal
protections to ensure that pupils’ subjective rights
are adequately met.

It is therefore not surprising that, based on the
observations of the Parliamentary Ombudsman,
the organisation and resourcing of student wel-
fare services are consistently found to be lacking.
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The recruitment of school psychologists is known
to be a nationwide, ongoing problem. Inspections
have also revealed that the workload of school
counsellors is found to be excessive in the light of
the actual demand. Collective student welfare ser-
vices, in particular, seem to suffer in this equation.
Collective services are targeted at preventive
work and timely identification of needs and early
interventions. This is a matter of children’s rights,
the best interest of the child. Deficiencies in sup-
port services may result in far-reaching conse-
quences for the individual and the community
- our school years shape us, and some carry their
experiences with them for the rest of their lives.
The period between year one and year nine can be
decisive for a young person at risk of social mar-
ginalisation. It is my intention to put emphasis
into questions related to student welfare services
in my future oversight work.

3 See Finnish Education Evaluation Centre: Oppilas- ja opiskelijahuoltolain toimeenpanon arviointi
esi- ja perusopetuksessa sekd lukiokoulutuksessa [Provision of student welfare services in pre-primary,
basic and general upper secondary education] (https:/karvi.fi/app/uploads/2018/03/KARVI_0418.pdf)
and THL - Tutkimuksesta tiiviisti, [THL Research summary] February 2019 (http:/www.julkari.fi/

handle/10024/137541)
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2 THE FINNISH OMBUDSMAN
INSTITUTION IN 2019




2.1
Review of the institution

The year 2019 was the Finnish Ombudsman insti-
tution’s 100th year of operation. The Parliamen-
tary Ombudsman began his work in 1920, making
Finland the second country in the world to adopt
the institution. The Ombudsman institution orig-
inated in Sweden, where the office of Parliamen-
tary Ombudsman was established in 1809. After
Finland, the next country to adopt the institution
was Denmark in 1955, followed by Norway in 1962.

The International Ombudsman Institute (IOI)
currently has over 200 members. Some Ombuds-
men, however, are regional or local. For example,
Germany and Italy do not have a Parliamentary
Ombudsman. The post of European Ombudsman
was established in 1995.

The Ombudsman is the supreme overseer
of legality, elected by the Parliament of Finland
(Eduskunta). The Ombudsman exercises oversight
to ensure that those who perform public tasks
comply with the law, fulfil their responsibilities
and implement fundamental and human rights
in their activities. The scope of the Ombudsman’s
oversight includes courts, authorities and public
servants as well as other persons and bodies that
perform public tasks. By contrast, private instanc-
es and individuals who are not entrusted with
public tasks are not subject to the Ombudsman’s
oversight of legality. Nor may the Ombudsman
investigate Parliament’s legislative work, the ac-
tivities of Members of Parliament or the official
duties of the Chancellor of Justice.

The Ombudsman is independent and acts out-
side the traditional tripartite division of the pow-
ers of state - legislative, executive, and judicial.
The objective of the activities, among other things,
is to ensure that various administrative sectors’
own systems of legal remedies and internal over-
sight mechanisms operate appropriately. The Om-
budsman has the right to obtain all information
required to oversee legality from the authorities
and persons in public office.
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The Ombudsman submits an annual report to the
Parliament of Finland in which he evaluates, on
the basis of his observations, the state of admin-
istration of the law and any shortcomings he has
discovered in legislation.

The election, powers and tasks of the Parlia-
mentary Ombudsman are regulated by the Con-
stitution of Finland and the Finnish Parliamentary
Ombudsman Act. These provisions can be found
in Appendix 1.

In addition to the Parliamentary Ombudsman,
Parliament elects two Deputy-Ombudsmen; their
term of office is four years. The Ombudsman de-
cides on the division of labour between the three.
The Deputy-Ombudsmen decide on the matters
they are given responsibility for independently
and with the same powers as the Ombudsman
(unless the matter pertains to what is provided for
under Section 14 (3) of the Finnish Parliamentary
Ombudsman Act).

Parliamentary Ombudsman Petri Jadskeldin-
en made decisions on cases involving questions of
principle, the Government, and other of the high-
est organs of state. In addition to this, his respon-
sibilities also included, among others, matters
concerning the police, the Emergency Response
Centre Administration and rescue services, guard-
ianship, language, the rights of foreigners and per-
sons with disabilities, as well as covert intelligence
gathering. His responsibilities also included the
prosecution service; however, not including the
Office of the Prosecutor General. Parliamentary
Ombudsman Jidskeldinen was also responsible
for handling matters concerning the coordination
of tasks and reporting in the National Preventive
Mechanism against Torture.

Deputy-Ombudsman Maija Sakslin dealt with
matters such as health care, social welfare, chil-
dren’s rights and rights of the elderly, regional and
local government, the Church, debt enforcement
and the Customs. In addition, she assumed re-
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sponsibility for matters relating to taxation, the
environment, agriculture and forestry, traffic and
communications as well as Sami affairs.

Deputy-Ombudsman Pasi P6l6nen was re-
sponsible for matters relating to the courts, jus-
tice administration and legal assistance, criminal
sanctions (meaning matters relating to the treat-
ment of prisoners), the enforcement of sentences,
and prisoner after-care services as well as military
matters, Defence Forces and Border Guard. He al-
so resolved matters concerning social insurance,
social assistance, early childhood education and
care services, education, science and culture as
well as labour affairs and unemployment security.
His responsibilities also included matters concern-
ing distraint, bankruptcy and dept arrangements
as well as data protection, data management and
telecommunications.

A detailed division of labour is provided in
Appendix 2.

If a Deputy-Ombudsman is prevented from
performing their tasks, the Ombudsman can in-
vite a Substitute for the Deputy-Ombudsman to
stand in. The substitute for the Deputy-Ombuds-
man in 2019 was Principal Legal Adviser Mikko
Sarja, who served as a substitute during the year
under review for a total of 88 working days.
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THE SPECIAL DUTIES OF THE OMBUDS-
MAN DERIVED FROM UN CONVENTIONS
AND RESOLUTIONS

The Parliamentary Ombudsman is part of the Na-
tional Human Rights Institution of Finland as set
forth in the so-called Paris Principles defined by
the UN (A/RES/48/134) together with the Human
Rights Centre established in 2012 and its Delega-
tion. For more information on the Human Rights
Centre and the National Human Rights Institu-
tion of Finland, refer to sections 3.3 and 3.2.

Under the amendment to the Parliamentary
Ombudsman Act, which came into force on 7 No-
vember 2014 (new Chapter 1(a), sections 11(a) -
(h)), the Parliamentary Ombudsman was appoint-
ed as the National Preventive Mechanism (NPM)
under the Optional Protocol to the UN Conven-
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tion against Torture and other Cruel, Inhuman or
Degrading Treatment or Punishment. The NPM’s
duties are described in more detail in section 3.5.

On 3 March 2015, the Parliament adopted an
amendment to the Parliamentary Ombudsman
Act, which entered into force on 10 June 2016,
whereby the tasks under Article 33(2) of the Con-
vention on the Rights of Persons with Disabili-
ties of December 2006 would fall legally within
the competence of the Ombudsman and the Hu-
man Rights Centre and its Delegation. The struc-
ture, which must be independent, is tasked with
the promotion, protection and monitoring of the
Convention’s implementation. The duties of the
national structure are described in more detail in
section 3.4.

2.1.2

DIVISION OF TASKS BETWEEN

THE PARLIAMENTARY OMBUDSMAN
AND THE CHANCELLOR OF JUSTICE

The two supreme overseers of legality, the Om-
budsman and the Chancellor of Justice, have
virtually identical powers. The only exception is
the oversight of advocates, which falls exclusively
within the scope of the Chancellor of Justice. Only
the Ombudsman or the Chancellor of Justice can
decide to bring legal proceedings against a judge
for unlawful action in an official capacity.

In the division of labour between the Om-
budsman and the Chancellor of Justice, however,
responsibility for matters concerning prisons and
other closed institutions where people are de-
tained without their consent, as well as for the
deprivation of liberty as regulated by the Coercive
Measures Act, has been entrusted to the Ombuds-
man. The Ombudsman is also primarily respon-
sible for monitoring matters concerning the De-
fence Forces, the Finnish Border Guard, crisis
management personnel, the National Defence
Training Association of Finland, and courts mar-
tial. The act on the division of tasks between the
Parliamentary Ombudsman and the Chancellor
of Justice can be found in Appendix 1.

In its statement (PeVL 52/2014) on the Gov-
ernment Report on Human Rights Policy, and in



several of its reports when processing the reports
of the supreme overseers of legality, the Parlia-
ment’s Constitutional Law Committee has con-
sidered it important that the division of tasks be-
tween the Parliamentary Ombudsman and the
Chancellor of Justice is defined and clarified and
their cooperation improved. The committee has
also submitted its opinion on the matter when
processing reports of the overseers of legality
from 2016 and 2017, and expedited the making

of an examination (e.g. PeVM 2/2019 vp, PeVM
3/2018 vp, PeVM 2/2017 vp). Parliamentary Om-
budsman Jadskeldinen dealt with the development
of the division of tasks in his Parliamentary Om-
budsman’s address in the summary of the annual
report for 2016 (pp. 12-20).

On 25 September 2018, the Ministry of Justice
appointed a working group to determine and eval-
uate the current status, development needs and
possibilities of the division of tasks between the
Parliamentary Ombudsman and the Chancellor
of Justice, and to prepare policy suggestions on
the basis of the evaluation. The instruction was to
evaluate the division of tasks and the possibilities
for improving cooperation within the boundary
conditions as set forth in the Constitution. Ilkka
Rautio, Master of Laws (trained on the bench),
was appointed Chairman of the working group
and Parliamentary Ombudsman Petri Jidskeldinen,
Tuomas Poysti, Chancellor of Justice, and Chief
Director, succeeded by Committee Counsel Sami
Manninen. Professor Tuomas Ojanen was ap-
pointed permanent expert and special expert Anu
Mutanen as secretary, succeeded by Senior Min-
isterial Adviser Marietta Keravuori-Rusanen. The
working group submitted its report in May 2019.

The working group proposed that the division
of responsibilities should be based on leveraging
and concentrating expertise as required by each
task. The group recommends that in addition to
what is currently provided for in the law on the di-
vision of responsibilities, the Parliamentary Om-
budsman should also include in its remit matters
pertaining to the rights of children, the elderly
and persons with disabilities, to social welfare,
health care and social insurance, police and cus-
toms officials, secret information and intelligence
gathering and most aspects of pre-trial investi-
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gations. The Chancellor of Justice would, in turn,
focus on matters pertaining to the Government,
government ministers and the President of the
Republic, courts and most aspects of the prosecu-
tion service and certain other areas.

Nearly all commentators on the report con-
curred with the changes proposed to the division
of responsibilities of the overseers of legality.
However, the suggestion that oversight of courts
should be concentrated under the Chancellor of
Justice faced some sharp criticism.

The government proposal on the division of
responsibilities will be submitted to the Parlia-
ment in 2020.

21.3

THE VALUES AND OBJECTIVES OF
THE OFFICE OF THE PARLIAMENTARY
OMBUDSMAN

Oversight of legality has changed in many ways
in Finland over time. The Ombudsman’s role as a
prosecutor has receded into the background, and
the role of developing official activities has been
accentuated. The Ombudsman sets standards for
administrative procedure and supports the au-
thorities in good governance.

Today, the Ombudsman’s tasks also include
overseeing and actively promoting the implemen-
tation of fundamental and human rights. This
has altered views of the authorities’ obligations
in the implementation of people’s rights. Funda-
mental and human rights are relevant to virtually
all cases referred to the Ombudsman. The evalua-
tion of the implementation of fundamental rights
means weighing contradictory principles against
each other and paying attention to aspects that
promote the implementation of fundamental
rights. In his evaluations, the Ombudsman stress-
es the importance of arriving at a legal interpreta-
tion that is amenable to fundamental rights.

The establishment of the Finnish National
Human Rights Institution supports and high-
lights the aims of the Ombudsman in the over-
sight and promotion of fundamental and human
rights. Section 3 of this report contains a more
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detailed discussion on fundamental and human
rights.

The statutory duties of the Ombudsman form
the foundation on which the values and objectives
for the oversight of legality, as well as the other
responsibilities of the Office, are based. The core
values of the Office of the Parliamentary Om-
budsman were created from the perspectives of
clients, authorities, Parliament, the personnel
and management.

A summary of the values and objectives of
the Ombudsman’s Office is on next page.

21.4
OPERATIONS AND PRIORITIES

The Ombudsman’s primary task is to investigate
complaints. The Parliamentary Ombudsman will
investigate a complaint, if the concerned matter
falls within the scope of his or her oversight of
legality, and where there is reason to suspect un-
lawful conduct or neglect of duty, or if the Om-
budsman otherwise deems it necessary. The Par-
liamentary Ombudsman has discretionary powers
in the examination of complaints. Arising from a
complaint, the Ombudsman shall take the meas-
ures that he or she deems necessary from the
perspective of compliance with the law, protection
under the law or implementation of fundamental
and human rights. In addition to complaints, the
Ombudsman can also choose on his own initiative
to investigate issues that he or she has observed.
By law, the Ombudsman is required to conduct
inspections of public agencies and institutions.
He has a special duty to oversee the treatment of
persons detained in prisons and other closed insti-
tutions, as well as the treatment of conscripts in
garrisons. In his capacity as the National Preven-
tive Mechanism against Torture (NPM), the Om-
budsman also makes visits to places and facilities
where individuals deprived of their liberty are or
may be detained. For a more detailed discussion
of the NPM, see section 3.5. One of the priorities
within the Parliamentary Ombudsman’s remit is
to monitor the implementation of the rights of
persons with disabilities, the elderly and children.
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Following a legislative amendment that entered
into force at the beginning of 2014, the Om-buds-
man’s remit concerning the special monitoring
of covert intelligence gathering was ex-tended

to cover all methods of covert intelligence. The
amended legislation has also expanded the scope
of supervision accordingly. Covert intelligence
gathering is used by the police, Customs, the
Border Guard and the Defence Forces.

Covert intelligence gathering involves inter-
fering with several constitutionally guaranteed
fundamental rights and liberties, such as the right
to privacy, confidentiality of communications and
protection of domestic peace. The use of covert
intelligence gathering is usually subject to the per-
mission of a court; this ensures that it is used law-
fully. However, the Ombudsman also plays a vital
role in the appropriate monitoring of the use of
such intelligence gathering, which must be kept
secret from the subject of investigation at the
time. The oversight of covert intelligence gather-
ing is detailed in section 4.

In the year under review, a new regulatory
framework for intelligence gathering was adopted.
The Act on the Oversight of Intelligence Gath-
ering (121/2019) entered into force on 1 February
2019. The amendment to the Police Act, Chapter
5a (civilian intelligence, 581/2019), Act on Tele-
communications Intelligence in Civilian Intelli-
gence (582/2019) and Act on Military Intelligence
(590/2019) entered into force on 1 June 2019. The
legislation includes the obligation of the author-
ities to submit an annual report to the Ombuds-
man on their operations. The oversight of intelli-
gence gathering is detailed in section 4.

Fundamental and human rights are relevant to
the oversight of legality not only when individual
cases are being investigated, but also in conjunc-
tion with inspections and when deciding on the
focus of own-initiative investigations. Emphasis-
ing and promoting fundamental rights guides the
thrust of the Ombudsman’s activities. In connec-
tion with this, the Ombudsman engages with var-
ious bodies, including the main NGOs. The Om-
budsman addresses issues in connection with the
inspections, as well as on his own initiative, that
are sensitive from the perspective of fundamental
rights and that have broader significance than in-
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The values and objectives of
the Office of the Parliamentary Ombudsman

VALUES

The key objectives are fairness, responsibility and
closeness to people. They mean that fairness is
promoted boldly and independently. Activities
must in all respects be responsible, effective and
of a high quality. The way in which the Office
works is people-oriented and open.

OBJECTIVES

The objective with the Ombudsman’s activities
is to perform all of the tasks assigned to him or
her in legislation to the highest possible quality
standard. This requires activities to be effective,
expertise in relation to fundamental and human
rights, timeliness, care and a client-oriented
approach as well as constant development based
on critical assessment of our own activities and
external changes.

TASKS

The Ombudsman’s core task is to oversee and
promote legality and implementation of funda-
mental and human rights. In this capacity, the
Ombudsman investigates complaints and his
own initiatives, conducts inspection visits and
issues statements related to legislation. The spe-
cial tasks of the Ombudsman include monitoring
the conditions and treatment of persons deprived
of their liberty, the monitoring and promotion
of the rights of persons with disabilities and chil-
dren, and the supervision of covert intelligence
gathering.

EMPHASES

The weight accorded to different tasks is de-
termined a priori on the basis of the numbers
of cases on hand at any given time and their
nature. How activities are focused on oversight
of fundamental and human rights on our own

initiative and the emphases in these activities as
well as the main areas of concentration in special
tasks and international cooperation are decided
on the basis of the views of the Ombudsman and
Deputy-Ombudsmen. The factors given special
consideration in the allocation of resources are
effectiveness, protection under the law and good
administration as well as vulnerable groups of
people.

OPERATING PRINCIPLES

The aim in all activities is to ensure high quality,
impartiality, openness, flexibility, expeditiousness
and good services for clients.

OPERATING PRINCIPLES
IN ESPECIALLY COMPLAINT CASES

Among the things that quality means in com-
plaint cases is that the time devoted to investigat-
ing an individual case is adjusted to management
of the totality of oversight of legality and that
the measures taken have an impact. In com-
plaint cases, hearing the views of the interested
parties, the correctness of the information and
legal norms applied, ensuring that decisions are
written in clear and concise language as well as
presenting convincing reasons for decisions are
important requirements. All complaint cases are
dealt with within the maximum target period
of one year, but in such a way that complaints
which have been deemed to lend themselves to
expeditious handling are dealt with within a sepa-
rate shorter deadline set for them.

THE IMPORTANCE OF ACHIEVING OBJECTIVES

The foundation on which trust in the Ombuds-
man’s work is built is the degree of success in
achieving these objectives and what image our
activities convey. Trust is a precondition for the
Institution’s existence and the impact it has.
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dividual cases as such. In 2019, the special theme
for the monitoring of fundamental and human
rights is the right to privacy. The content of the
theme is outlined in section 3.8, which discusses
fundamental and human rights.

The Office of the Parliamentary Ombudsman
is preparing the Parliamentary Ombudsman’s
operative strategy. The general strategic starting
point has been to implement the constitutional
task of the Parliamentary Ombudsman such, that
its impact is as extensive as possible.

COMPLAINTS ARE PROCESSED
WITHIN ONE YEAR

With the amendment to the Parliamentary Om-
budsman Act, which entered into force in 2011,
the oversight of legality was increased by giving
the Ombudsman greater discretionary powers and
a wider range of operational alternatives, and by

a greater focus on the perspective of the citizen.
The period within which complaints can be made
was reduced from five to two years. The Parlia-
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mentary Ombudsman was granted the possibility
of referring a complaint to another competent
authority. The amendment of the Act also enables
the Parliamentary Ombudsman to invite a Substi-
tute Deputy-Ombudsman to discharge the duties
of the Deputy-Ombudsman as and when required.

The legal reform made it possible to allocate
resources more appropriately to matters in which
the Ombudsman could assist the complainant
or otherwise take action. The aim is to assist the
complainant, where possible, by recommending
that an error that has been made be rectified, or
that compensation be paid for an infringement
of the complainant’s rights.

With the more effective processing of com-
plaints, the Ombudsman achieved the target time
- of maximum one year for handling complaints
- for the first time in 2013. The target has subse-
quently been met each subsequent year, including
2019, when there were no complaints older than
one year pending a decision.

The average time taken to deal with com-
plaints was 103 days at the end of the year, com-
pared to 98 days at the end of 2018.
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Complaints received and
resolved in 2010-2019

2010 2011

received

COMPLAINTS AND OTHER
OVERSIGHT OF LEGALITY MATTERS

A record number of complaints were received
in 2019, in total 6,267. This is around 670 (12%)
more than in 2018 (5,594). The number of cases
increased across every branch of administration.
The largest numbers of complaints concerned
social services (1,112), the police (752) and health
care (698). In 2019, 6,057 complaints were re-
solved. The figure for 2018 was 5,410.

The number of complaints submitted by letter
or fax or delivered in person has decreased in re-
cent years, while the number of complaints sent
by email has increased correspondingly. In 2019,
the majority of complaints, 76%, were submitted
electronically.

Before the introduction of the electronic case
management system, complaints received by the
Ombudsman were recorded under their own sub-
ject category (category 4) in the register of the
Office of the Parliamentary Ombudsman. Other
communications were recorded under category
6 (“Other communications”); these included let-
ters from citizens containing enquiries, clearly un-
founded communications, matters that fell out-

2012 2013 2014 2015 2016 2017

2018 2019

resolved

side the Ombudsman’s remit, and letters with un-
clear content or letters sent anonymously. These
communications were not processed as com-
plaints. They nevertheless counted as matters rele-
vant to the oversight of legality and were forward-
ed from the Registry Office to the Substitute Dep-
uty-Ombudsman or the Secretary General, who
passed them on to the notaries and investigating
officers to handle. The senders would receive a
response, which was reviewed by the Substitute
Deputy-Ombudsman or the Secretary General.

With the introduction of the electronic case
management system in 2016, communications
that were previously filed under category 6 “Other
communications”, are now filed under complaints.
The processing of these communications, how-
ever, remains the same: they are forwarded to the
Substitute Deputy-Ombudsman or Secretary Gen-
eral for further distribution and handling. The re-
plies are reviewed by the Substitute Deputy-Om-
budsman or the Secretary General.

Once a complaint has been filed with the Of-
fice, a confirmation of receipt is sent to the com-
plainant if the complaint leads to an investigation.
The complainant also receives an immediate noti-
fication of the receipt of the email.
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B received @ resolved 2018 | 2019
: 5561 | 6,223
Complaints cqo | 605
Transferred from the 33 44
Chancellor of Justice
« e, . 79 95
Taken up on own initiative % 63
Requests for submissions and 145 82
attendances at hearings 137 84
5,818 6,444
Total 2629 | 6204

Oversight-of-legality matters received and resolved
in 2018-2019

Some complaints are handled through an accel-
erated procedure. In 2019 around one half of all
complaints were handled through the accelerated
procedure. The purpose of the procedure is to
identify immediately on receipt the complaints
that require no further investigation. The acceler-
ated procedure is suitable especially in cases where
there is manifestly no ground to suspect an error,
the time limit has been exceeded, the matter falls
outside the Ombudsman’s remit, the complaint
is non-specific, the matter is pending elsewhere,
or the complaint is a repeat complaint with no
grounds for a reappraisal. In the accelerated pro-
cedure, the complainants do not receive a notifi-
cation letter. If a complaint proves un-suitable for
the accelerated procedure, the matter is referred
back for the normal distribution of complaints,
and the complainant will receive the letter of ac-
knowledgement from the Registry Office. A draft
response is given within one week to the party
deciding on the case. The complainant is sent a
reply signed by the legal adviser taking care of
the matter.

Anonymous messages are not treated as com-
plaints, but the Ombudsman takes the initiative
in assessing the need to investigate them.
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Communications and messages that were submit-
ted for information only, that are not considered
to have been sent for the purpose of initiating
action and that are in no way related to any other
matter under process, are not recorded. They

are, however, always reviewed by the Substitute
Deputy-Ombudsman or the Secretary General.
Communications sent using the feedback form
on the Office website are dealt with in accordance
with the principles described above. In 2019 a total
of 7,471 written communications submitted for
information were received.

In addition, submissions and attendances at
hearings in various committees of Parliament are
counted belonging to oversight of legality. The
number of statements and hearings decreased to
approximately the previous level.

In 2019, 74% of all the complaints that arrived
were related to the ten largest categories. Statistics
on the Ombudsman’s activities are provided in
Appendix 6.

In 2019, a total of 63 matters investigated on
the Ombudsman’s own initiative were resolved.
Of these, 47(75%) led to action on the part of the
Ombudsman.



MEASURES

The most relevant decisions taken in the Om-
budsman’s work are those that lead to him taking
measures. These measures include prosecution

for breach of official duty, a reprimand, the expres-
sion of an opinion and a recommendation. A mat-
ter may also result in some other measure being
taken by the Ombudsman, such as ordering a
pre-trial investigation or bringing the Ombuds-
man’s earlier expression of opinion to the atten-
tion of an authority. A matter may also be rectified
while the investigation is still ongoing.

A prosecution for breach of official duty is the
most severe sanction available to the Ombuds-
man. However, if the Ombudsman takes the view
that a reprimand will suffice, he may choose not
to bring a prosecution, even though the subject of
oversight has acted unlawfully or neglected to ful-
fil their duty. He may also express an opinion as
to what would have been a lawful course of action
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or draw the attention of the oversight subject to
the principles of good administrative practice, or
to aspects that are conducive to the implementa-
tion of fundamental and human rights. The opin-
ion expressed may be formulated as a rebuke or
intended for guidance.

In addition, the Ombudsman may recommend
the rectification of an error or draw the attention
of the Government or other body responsible for
legislative drafting to shortcomings that he has
observed in legal provisions or regulations. The
Ombudsman may also suggest compensation for
an infringement that has been committed or make

a proposal for an amicable solution on a matter.
Sometimes an authority may preemptively rectify
an error at a stage when the Ombudsman has al-
ready intervened with a request for a report. The
proposals are listed in Appendix 3.

Decisions on complaints and investigations at
the Ombudsman’s own initiative that led to meas-
ures totalled 921 in 2019, which represented nearly
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In 2002-2019, the number of measures taken as a result of complaints increased from 320 up to over 1,000.
The number of resolved complaints within the same period increased from approximately 2,500 up to over
6,000. Despite the increase in the number of complaints, the relative proportion of complaints leading to
measures (measure %) has remained unchanged.

35



THE OMBUDSMAN INSTITUTION IN 2017
2.3 MODES OF ACTIVITY AND AREAS OF EMPHASIS

E|E58 2| E| & & 5
= —r e c - +— 172} = *
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MEASURES TAKEN BY 8 é v 8 E* gl 5] & = | B S| &
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(X% O = =
4y g 2% | &
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Social welfare - -1 25| 162 5 71 19 218 | 1102 | 19,8
Criminal Sanctions field - 1 21109 | 15 2 7 136 462 | 29,4
Health - - 5| 58| 13 2| 21 99 643 | 15,4
Police - 3 -1 67 5 2 12 89 720 | 12,4
Administrative branch of the Ministry
of Economic Affairs and Employment - - - 8 2 - 3 881 331266
Soial insurance - - 3| 67 - 2 4 76 455 | 16,7
Administrative branch of the Ministry
of Education and Culture B B 1| 34 3 1| 10 “ 248 | 198
Local government - - 6| 15 - - 7 28 196 | 14,3
Aliens affairs and citizenship - - 12 7 - 1 4 24 159 | 15,1
Administrative branch of tl}e Ministry B _ | 13 B B 5 20 169 | 11,8
of Transport and Communications
Enforcement (distraint) - - 1 9 4 1 1 16 200 | 8,0
Taxation - - 2 9 1 - 1 13 118 | 11,0
Administrative branch of the Ministry B B | 10 B B 1 1 50 | 22,0
of Defence
Administrative branch of B B 1 9 B B B 10 129 | 7,7
the Ministry of the Environment
Administrative branch of the Ministry B B B 5 1 ) 1 9 35| 257
of Finance
Administration of law - - 1 6 - - - 7 230 | 3,0
Guardianship - - - 5 - 1 1 7 73| 9,6
Adm1q1strat1ve branch of the Ministry B B B 5 B 1 B 6 78| 77
of Justice
Adm1q1strat1ve branch of the Ministry _ _ 1 ) B 1 1 5 771 65
of Agriculture and Forestry
Customs - - 1 4 - - - 5 13 | 38,5
Administrative branch of the Ministry B B B ) 1 B B 3 1| 273
for Foreign Affairs
Prosecutors - - - 2 - - - 2 64 3,1
Total - 4| 61| 685 50 23| 98 921 | 6120 | 15,0

* Percentage share of measures in decisions on complaints and own initiatives in a category of cases
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14,4%

B no action taken
[ complaint not investigated

1 decisions leading to measures

All cases resolved in 2019

opinions
10,1% other measure

recommendations

75,5% reprimands
matters redressed in the course of investigation

B assessment of the need for pre-trial investigation

Decisions involving measures in 2019

still pending before a competent authority
or possibility of appeal still open

unspecified
answer without measures

matter not within Ombudsman'’s remit

transferred to Chancellor of Justice,
Prosecutor-General or other authority

older than two years

no answer

W inadmissible on other grounds

Complaints not investigated in 2019
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15% of all decisions. Nearly one quarter of com-
plaints and investigations at the Ombudsman’s
own initiative were subject to a full investigation;
in other words, at least one report and/or state-
ment was obtained.

In about 42% of the cases (2,560), there were
no grounds to suspect erroneous or unlawful ac-
tion, or there was no reason for the Ombudsman
to take action. A total of 194 cases (approximately
3%) were found not to involve erroneous action.
No investigation was conducted in 40% of the
cases (2,429).

In most cases, the complaint was not inves-
tigated because the matter was already pending
with a competent authority. An overseer of le-
gality usually refrains from intervening in a case
that is being dealt with at the appeal stage or by
another authority. Matters pending with other
authorities, and therefore not investigated, ac-
counted for 15% (909) of all complaints dealt with.
Other matters not investigated include those that
fall outside the Ombudsman’s remit and, as a rule,
cases that are more than two years old.

The proportion of all investigated complaints
that led to measures, when cases not investigated
are excluded, was 24%.

None of the matters handled in the year under
review were brought to prosecution for breach of
official duty. There were four matters that merited
pre-trial investigation by the police. A total of 61
reprimands were given, and 686 opinions were ex-
pressed. Rectifications were made in 22 cases while
under investigation. Decisions classed as recom-
mendations numbered 50, although opinions re-
garding the development of governance that
count as recommendations were also included in
other types of decisions. Other measures were re-
corded in 97 cases. In reality, the number of other
measures that the decisions lead to is greater than
the figure shown above, because only one mea-
sure is recorded under each case, even though
several measures may have been taken.

Statistics on the Ombudsman’s activities are
provided in Appendix 6.
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INSPECTIONS

A total of 104 inspections were carried out during
2019. A full list of all inspections is provided in
Appendix 4. The inspections are described in more
detail in connection with the respective topic.

Approximately half of the inspections were
conducted under the leadership of the Ombuds-
man or the Deputy-Ombudsmen and the remain-
der by legal advisers. A total of 60 visits were made
to places and facilities where individuals are or
may be kept while deprived of their liberty; 45 of
these visits were unannounced. These visits were
made in the capacity of the National Prevention
Mechanism against Torture (NPM).

The NPM visits are made, in particular, in pris-
ons, police detention facilities, social welfare and
healthcare units, child welfare institutions includ-
ing youth homes, and residential units of intel-
lectually or physically disabled people. Both the
individuals placed in these facilities and the staff
are given the opportunity to discuss issues in con-
fidentiality with the Ombudsman or his assistant.
An opportunity for a discussion is also given to
conscripts during the Ombudsman’s visit.

180 —
160 —
140 —
120 —

100 —

60 —

20 —

(e RSN |
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inspections

The number of inspections between 2010 and 2019



The annual report of the NPM details the observa-
tions listed in Section 3.5 and recommendations
given and measures taken by authorities as a
result. Shortcomings, which are often observed

in the course of inspections, are subsequently
investigated on the Ombudsman’s own initiative.
Inspection visits also fulfil a preventive function.

2.1.5
COOPERATION IN FINLAND
AND INTERNATIONALLY

EVENTS IN FINLAND

Ombudsman Jddskeldinen and Deputy-Ombuds-
man Sakslin submitted the Parliamentary Om-
budsman’s annual report 2018 to Speaker of the
Parliament Matti Vanhanen on 11 June 2019. The
Ombudsman attended a preliminary debate and
a parliamentary debate on the report in plenary
sessions of the Parliament on 13 June 2019 and on
13 November 2019 respectively.

Several Finnish authorities and other guests
visited the Ombudsman’s office, and topical is-
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Deputy-Ombuds-
man Maija Sakslin
and Parliamentary
Ombudsman Petri
Jddskeldinen handed
the Ombudsman's
Annual Report for
2018 to Matti Van-
hanen, Speaker of
the Parliament, on
11 June 2019.

sues and the work of the Ombudsman were dis-
cussed with them.

Parliament’s Legal Affairs Committee paid a
visit to the Office on 24 October and the Constitu-
tional Committee on 29 November. The Office re-
ceived visits from representatives of the Supreme
Administrative Court on 24 November and 28 No-
vember and the Border Guard on 25 November.
Ombudsman for Children Elina Pekkarinen visit-
ed the Office on 14 June and the Non-Discrimina-
tion Ombudsman Kirsi Pimid on 15 October.

The Office also hosted discussion events on
the over-indebtedness of the elderly, children and
persons with disabilities as a result of the social
and health care fees. The event was attended by
Deputy-Ombudsman Pasi P6lonen and his offi-
cials as well as representatives of several NGOs
and the church.

During the year, the Ombudsman, Depu-
ty-Ombudsmen and members of the Office paid
visits to familiarise themselves with the activities
of other authorities, gave presentations and partic-
ipated in hearings, consultations and other events.

Ombudsman Jddskeldinen gave a presentation
on intelligence gathering legislation at a training
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event for judges on 16 May and introduced the
new MPs to the activities of his office on 9 Octo-
ber. He also participated in the panel discussion
held on 13 September marking the 100th anni-
versary of the Finnish Constitution and gave the
opening address at the Kalle Kénkkold Symposi-
um on 22 October.

Deputy-Ombudsman Sakslin gave interviews
to the media on the oversight and promotion of
the rights of the elderly. She also gave a lecture on
the topic in the above centennial seminar. Dep-
uty-Ombudsman P6lénen gave a talk on 20 Sep-
tember at the seminar for the senior command of
the Finnish Defence Forces and on 25 October at
the training event for Chief Legal Advisors of the
Defence Forces. The topic of the latter event was
“Parliamentary Ombudsman as the overseers of
courts - the history and regulatory framework
for legality oversight”

INTERNATIONAL COOPERATION

In recent years, the Office of the Parliamentary
Ombudsman has engaged in an increasing num-
ber of various international activities due, among
others, to the duties in connection with the UN
Conventions mentioned above.

The Ombudsman has traditionally participat-
ed as a member of the International Ombudsman
Institute (IOI) in the events of the institute and
attended the related conferences and seminars,
as well as those organised by the IOI’s European
chapter, IOI Europe. In the year under review, IOI
Europe held working meetings in Riga, Latvia on
16-17 October on the theme “General Data Pro-
tection Regulation and its challenges from human
right’s aspect”. The event was attended by Depu-
ty-Ombudsman Polonen.

The Parliamentary Ombudsman is a member
of the European Network of Ombudsmen, the
members of which exchange information on EU
legislation and good practices at seminars and
other gatherings as well as through a regular
newsletter, an electronic discussion forum and
daily electronic news services. Seminars intended
for ombudsmen and other stakeholders of the
network are organised every year. Ombudsman
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Jddskeldinen and Principal Legal Adviser Lansi-
syrjd participated in the conference of the network
in Brussels on 8-9 April. Ombudsman Jddskeldinen
gave a presentation and chaired a working group
on the theme “Developing soft powers: Relations
with stakeholders, strategic initiatives, building
support among the public”.

The Nordic parliamentary ombudsmen have
convened on a regular basis every two years, at a
meeting held in one of the Nordic countries. In
the year under review, no meeting was held.

For several years, the Finnish Parliamentary
Ombudsman has also engaged in dialogue with
the Baltic ombudsmen. The meeting for Nordic
and Baltic ombudsmen was held 26-27 September
in Vilnius, Lithuania. The meeting was attended
by Parliamentary Ombudsman Jddskeldinen and
Deputy-Ombudsman Sakslin. Ombudsman Jdds-
keldinen gave a presentation at the meeting on
“Securing economic and social rights of persons
with disabilities: Ombudsman’s role and activities
in Finland”.

Furthermore, the Nordic countries have estab-
lished a Nordic network for NPMs, with meetings
held on 23-24 January at the Office of the Parlia-
mentary Ombudsman in Helsinki and on 29-30
August in Reykjavik.

On 22-23 February and on 22-23 May, Depu-
ty-Ombudsman Sakslin attended the meetings of
the Nafplion group, which was established at the
initiative of the Greek Parliamentary Ombudsman
in Athens. The purpose of the group is to moni-
tor and assess the implementation of fundamen-
tal rights in the activities of Frontex (the Euro-
pean border and coast guard agency) when it im-
plements return flights and monitors the return
flights that it implements. Member States’ Parlia-
mentary Ombudsmen, National Preventive Mech-
anisms (NPM), the European Union Agency for
Fundamental Rights and the European Commit-
tee for the Prevention of Torture (CPT) have been
involved in discussions on the effectiveness of
monitoring. The theme of the first meetings was
“Strengthening the independence and increasing
the accountability of the FRONTEX pool of mon-
itors” and of the second meeting “NPM institu-
tions to remedy the absence of an external, inde-
pendent governance of the pool of forced-return



monitors”. Deputy-Ombudsman Sakslin attended
the meetings.

Senior Legal Adviser Jari Pirjola has been Fin-
land’s representative on the European Committee
for the Prevention of Torture and Inhuman or De-
grading Treatment or Punishment (CPT) since
December 2011. This representative is elected for
a term of four years. The Committee of Ministers
of the Council of Europe elected Mr Pirjola for a
third four-year term, ending on 19
December 2023.

Deputy-Ombudsman P&lénen and Senior
Legal Adviser Kristian Holman participated in a
conference held in Sarajevo, Bosnia-Herzegovina
on 28-29 October themed “The 11th Internation-
al Conference of Ombuds Institutions for the
Armed Forces - Building resilient and sustainable
ombuds institutions”.

One of the main events during Finland’s Pres-
idency of the Council of the European Union was
the high-level conference held in Helsinki on
26-27 February on the impact of artificial intelli-
gence on human rights, democracy and the devel-
opment of the rule of law. The conference was
attended by Deputy-Ombudsman Sakslin.

Parliamentary Ombudsman Jadskeldinen and
Deputy-Ombudsman Sakslin attended and par-
ticipated in the international conference held in
Finlandia Hall, Helsinki on 10-11 September as
part of Finland’s Presidency of the Council of the
European Union; the topic of the conference was
“How to Ensure the Resilience of Our Societies
in a Changing European Landscape - The interac-
tion between democracy, the rule of law and fun-
damental rights”.

The international networks in which Finland’s
National Human Rights Institution participates
are introduced in section 3.2.1.

INTERNATIONAL VISITORS

During the year, the Office received a number

of visitors and delegations from other countries,
who came to familiarise themselves with the Om-
budsman’s activities. Some of these were working
visits, during which the visitors were given a
practical introduction to the work and procedures
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of the Office as well as the administration, and

met employees working at the Office. One of

the reasons for which the Finnish Parliamentary

Ombudsman institution and its activities attract

international interest lies in the fact that the Finn-

ish institution is the second oldest of its kind in
the world.

The European Ombudsman, Emily O 'Reilly,
visited the Office on 3 June. Ombudsman Jaiske-
ldinen participated in the open panel discussion
organised as part of the visit on 6 June.

Below is a list of some individuals and delega-
tions that visited the Office in the year under
review.

- 20 February: Delegation from Kosovo
(Kosovo Probation Services)

- 2 May: Delegation from the national police
supervision and inspection body of the
Republic of Korea

- 28 May: A group of Iranian women MPs

- 19 June: A Palestinian delegation representing
AGO Judicial Inspection Department

2.1.6
SERVICE FUNCTIONS

CLIENT SERVICE

The objective of the Office of the Ombudsman

is to make it as easy as possible to turn to the
Ombudsman. Information on the Ombudsman’s
tasks and instruction on how to make a complaint
can be found on the website of the Office and

in a leaflet entitled ‘Can the Ombudsman help?’.
A complaint may be sent by post, email or fax or
by completing the online form. The Office pro-
vides clients with services by phone, on its own
premises and by email.

Two on-duty lawyers at the Office are tasked
with advising clients on how to make a complaint.
In addition, the Legal Advisers of the Office have
also provided advice on matters that concern their
field of activity.

The Office’s Registry receives and logs arriving
complaints and responds to related enquiries, as
well as documents requests and provides general
advice on the activities of the Office of the Par-
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liamentary Ombudsman. The Registry received
around 2,200 (2,400) calls during the year. There
were approximately 70 (120) visits from clients
and 800 (550) requests for documents/informa-
tion.

COMMUNICATIONS

A new collection of information regarding elderly
care and the rights of the elderly was published
on the website of the Office of Parliamentary
Ombudsman. The information is presented in text
and video format. The new brochure published by
the Office on elderly care is also available online.

In 2019, the Office published 29 (32) press re-
leases on the Ombudsman’s decisions, inspections
and statements, if they were of particular legal or
general interest. In addition, information was ac-
tively provided on the special tasks of the Office.
The press releases are given in Finnish and Swed-
ish and are also posted online in English. The Of-
fice has increasingly transferred to utilising Twit-
ter when providing information at a fast pace.

The Office commissioned an analysis of its
media visibility, which showed that the Ombuds-
man had been visible in the online media in 2019
in the context of 2,499 news items and articles.
Use of Twitter and visibility on social media were
increased significantly. In 2019, there was a total
of 10,303 media hits, i.e. 3,545 more than in 2018
(6,758). There were 25% more Tweets generated
from the Ombudsman’s Twitter account in 2019
than in 2018.

A total of 335 (291) anonymous solutions were
posted online. The website includes decisions and
solutions that are of legal or general interest.

The Ombudsman’s website is available in
English at www.ombudsman.fi/english, in Finn-
ish at www.oikeusasiamies.f1 and in Swedish at
www.ombudsman.fi. At the Office, information
is provided by the information officers as well as
the Registry and legal advisers.
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THE OFFICE AND ITS PERSONNEL

The role of the Office of the Parliamentary Om-
budsman, headed by the Ombudsman, is to pre-
pare issues for the Ombudsman’s resolution and
manage other relevant duties and the tasks of the
Human Rights Centre. The Office is located in
the Parliament Annex at Arkadiankatu 3.

The Office has four sections and the Ombuds-
man and Deputy-Ombudsmen each head their
own section. The administrative section, which
is headed by the Secretary General, is responsible
for general administration. The Human Rights
Centre at the Ombudsman’s Office is headed by
the Director of the Human Rights Centre.

At the end of 2019, there were 61 permanent
positions in the Office, including the Ombuds-
man and two Deputy-Ombudsmen. At the end
of the year under review, the share of women on
the staff was 68%, including the personnel at the
Human Rights Centre.

At the end of 2019, there were no vacant posts
at the Office. In addition to the Parliamentary
Ombudsman and the Deputy-Ombudsmen, the
permanent staff at the Office comprised the Sec-
retary General, 14 principal legal advisers, 14 legal
advisers, two on-duty lawyers and the Director,
three specialists and an assistant of the Human
Rights Centre. The Office also had an information
officer, an information management specialist,
two investigating officers, five notaries, an admin-
istrative secretary, a filing clerk, an assistant filing
clerk, two departmental secretaries, a records
management secretary, an assistant for interna-
tional affairs and six office secretaries.

The share of personnel at least 45 years in age
was 85.3%. The personnel’s education level index
was 6.6. The share of personnel possessing a uni-
versity-level degree was above 83.8%. Of this, the
share of personnel with a Master’s level university
degree was 75% and the share of those who have
completed research training was almost 10.3%.

During a part of the year or the whole year,
there were 15 persons working in the Office in
fixed-term positions, including the fixed-term
positions in the Human Rights Centre. A list of
the personnel is provided in Appendix 5.



The Finnish Parliament Annex.

In accordance with its rules of procedure, the
Office has a Management Group that includes the
Parliamentary Ombudsman, the Deputy-Ombuds-
men, the Secretary General, the Director of the
Human Rights Centre and three staff represen-
tatives. The Management Group discusses in its
meetings matters relating to, among others, the
personnel policy and the development of the Of-
fice. The Management Team convened 11 times.
A cooperation meeting for the entire staff of the
Office was held on three occasions.

The Office had permanent working groups
in the areas of education, wellbeing at work, and
equitable treatment and equality. The Office also
has a job evaluation working group, as required
under the collective agreement for parliamentary
officials. Temporary work groups included the
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working group and steering group for case man-
agement and online service development projects.

The electronic case management system intro-
duced in 2016 allows for the electronic handling
and archiving of matters related to the oversight
of legality and administration. This has signifi-
cantly shortened handling times and the manual
handling of papers at the Office. With the new
system, none of the documents are archived in
paper format.

OFFICE FINANCES

The activities of the Office are financed through
a budget appropriation each year. Rents, security
services and some of the information manage-
ment costs are paid by Parliament, and these ex-
penditure items are therefore not included in the
Ombudsman’s annual budget.

The Office was given an appropriation of
EUR 5,950,000 for 2019. Of this, EUR 6,000,841
was used. The appropriation was exceeded by
EUR 50,841, mainly due to information manage-
ment costs, which exceeded the estimate.

At the end of the year 2018, the Office of the
Parliamentary Ombudsman received a supple-
mentary appropriation of 250,000 euros. In the
beginning of 2019, it received in total 350,000 eu-
ros from the first supplementary budget for the
supervision and promotion of the rights of the
elderly. A part of the appropriation was used to
create three fixed-term Senior Legal Adviser posts
at the Office of the Ombudsman to supervise that
the rights of the elderly are implemented. A part
of the appropriation was used to employ fixed-
term experts at the Human Rights Centre.

The Human Rights Centre drew up its own
action and financial plan and its own draft budget.
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FUNDAMENTAL AND HUMAN RIGHTS

3.1 THE OMBUDSMAN'S FUNDAMENTAL AND HUMAN RIGHTS MANDATE

3.1

The Ombudsman’s fundamental

and human rights mandate

The term “fundamental rights” refers to all of the
rights that are guaranteed in the Constitution of
Finland and all bodies that exercise public power
are obliged to respect. The rights safeguarded by
the European Union Charter of Fundamental
Rights are binding on the Union and its Member
States and their authorities when they are acting
within the area of application of the Union’s
founding treaties. “Human rights”, in turn, means
the kind of rights of a fundamental character that
belong to all people and are safeguarded by inter-
national conventions that are binding on Finland
under international law and have been transposed
into domestic legislation. In Finland, national fun-
damental rights, European Union fundamental
rights and international human rights complement
each other to form a system of legal protection.

The Ombudsman in Finland has an exception-
ally strong mandate in relation to fundamental
and human rights. Section 109 of the Constitution
requires the Ombudsman to exercise oversight to
“ensure that courts of law, the other authorities
and civil servants, public employees and other per-
sons, when the latter are performing a public task,
obey the law and fulfil their obligations. In the
performance of his or her duties, the Ombudsman
monitors the implementation of basic rights and
liberties and human rights.”

For example, this is provided for in the pro-
vision on the investigation of a complaint in the
Parliamentary Ombudsman Act. Under Section 3
of the act, arising from a complaint made to him
or her, the Ombudsman shall take the measures
that he or she deems necessary from the perspec-
tive of compliance with the law, protection under
the law or implementation of fundamental and
human rights. Similarly, section 10 of the Parlia-
mentary Ombudsman Act states that the Ombuds-
man can, among other things, draw the attention

of a subject of oversight to the requirements of
good administration or to considerations of im-
plementation of fundamental and human rights.

For a more extensive discussion of the Om-
budsman’s duty to promote the implementation
of fundamental and human rights, see Parliamen-
tary Ombudsman Jddskeldinen’s article on this
subject in the Annual Report for 2012 (pp. 12-17).

Oversight of compliance with the Charter of
Fundamental Rights is the responsibility of the
Ombudsman when an authority, official or other
party performing a public task is applying Union
law.

Both the Constitution and the Parliamentary
Ombudsman Act state that the Ombudsman must
give the Eduskunta an annual report on his activ-
ities as well as on the state of exercise of law, pub-
lic administration and the performance of public
tasks, in addition to which he must mention any
flaws or shortcomings he has observed in legis-
lation. In this context, special attention is drawn
to implementation of fundamental and human
rights.

In conjunction with a revision of the funda-
mental rights provisions in the Constitution, the
Eduskunta’s Constitutional Law Committee con-
sidered it to be in accordance with the spirit of the
reform that a separate chapter dealing with imple-
mentation of fundamental and human rights and
the Ombudsman’s observations relating to them
be included in the annual report. Annual reports
have included a chapter of this kind since the re-
vised fundamental rights provisions entered into
force in 1995.

The fundamental and human rights section of
the report has gradually grown longer and longer,
which is a good illustration of the way the em-
phasis in the Ombudman’s work has shifted from
overseeing the authorities’ compliance with their
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duties and obligations towards promoting people’s
rights. In 1995 the Ombudsman had issued only a
few decisions in which the fundamental and hu-
man rights dimension had been specifically delib-
erated and the fundamental and human rights
section of the report was only a few pages long
(see the Ombudsman’s Annual Report for 1995
Pp- 26-34). The section is nowadays the longest
of those dealing with various groups of categories
in the report, and implementation of fundamen-
tal and human rights is deliberated specifically in
hundreds of decisions and in principle in every
case.

Information concerning various human rights
events and ratification of human rights conven-
tions are no longer included in the Ombudsman’s
annual report, because these matters are dealt
with in the Human Rights Centre’s own annual
report.
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FUNDAMENTAL AND HUMAN RIGHTS
3.2 NATIONAL HUMAN RIGHTS INSTITUTION OF FINLAND

The National Human Rights Institution of Finland

3.21
COMPOSITION, DUTIES AND POSITION
OF THE HUMAN RIGHTS INSTITUTION

The National Human Rights Institution of Fin-
land consists of the Parliamentary Ombudsman
and the Human Rights Centre along with its Hu-
man Rights Delegation.

National human rights institutions are inde-
pendent and autonomous bodies established by
law that promote and safeguard human rights.
Their position, duties and composition are defined
by the Paris Principles, a set of criteria approved
by the UN in 1993.

National human rights institutions must
apply to the UN international coordinating com-
mittee for human rights institutions (the Global
Alliance of National Human Rights Institutions
or GANHRI) for accreditation. The accreditation
status shows how well the relevant institution
meets the requirements of the Paris Principles.
The ‘A status’ indicates that the institution meets
the requirements in full, and the ‘B status’ indi-
cates some shortcomings. The accreditation status
is re-evaluated every five years.

The ‘A status’ is considered highly significant
in the UN and, in more general terms, in interna-
tional cooperation. Besides its intrinsic and sym-
bolic value, the A status also has legal relevance:
a national institution with A status has, for
example, the right to take the floor in sessions
of the UN Human Rights Council and to vote
at GANHRI meetings. The Finnish Human
Rights Institution has also joined the European
Network of National Human Rights Institutions
(ENNHRI). The Finnish institution was a mem-
ber of the ENNHRI and GANHRI Bureaus until
March in the year under review.

3.2.2
ACCREDITATION LEADS TO
A STATUS ONCE AGAIN

The Human Rights Centre and its Delegation
were established under the aegis of the Ombuds-
man’s Office with the aim of creating a structure
which, together with the Ombudsman, would
meet the requirements of the Paris Principles

to the best possible extent. This process, which
started in the early 2000s, achieved its objective
when the Finnish Human Rights Institution was
awarded an A status for 2014-2019 in December
2014.

In December of the year under review, the
National Human Rights Institution of Finland
was awarded an A status for the second time, cov-
ering the period from 2020 to 2025. The granting
of an A status may be accompanied by recom-
mendations on how to improve the institution.
The recommendations given to Finland stressed,
among other things, the need to safeguard the re-
sources necessary to ensure that the tasks of the
Finnish National Human Rights Institution are
effectively discharged and that it is able to make
its own decisions concerning the focal points of
its activities. In addition, GANHRI emphasised
the importance of submitting the Human Rights
Centre’s annual report to the Parliament in addi-
tion to the Parliamentary Ombudsman’s report.
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3.2.3
THE HUMAN RIGHTS INSTITUTION'S
OPERATIVE STRATEGY

The different sections of the Finnish National Hu-

man Rights Institution have their own functions

and ways of working. The Institution’s first joint
long-term operative strategy was drawn up in

2014. It defined common objectives and specified

the means by which the Ombudsman and the Hu-

man Rights Centre would individually endeavour
to accomplish them. The strategy successfully
depicts how the various tasks of the functionally
independent yet inter-related sections of the In-
stitution are mutually supportive with the aim

of achieving shared objectives.

The strategy outlined the following main
objectives for the Institution:

1. General awareness, understanding and
knowledge of fundamental and human rights
is increased, and respect for these rights is
strengthened.

2. Shortcomings in the implementation of fun-
damental and human rights are recognised
and addressed.

3. The implementation of fundamental and hu-
man rights is effectively guaranteed through
national legislation and other norms, as well
as through their application in practice.

4. International human rights conventions and
instruments should be ratified or adopted
promptly and implemented effectively.

5. The rule of law is implemented.
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3.3 HUMAN RIGHTS CENTRE AND HUMAN RIGHTS DELEGATION

and the Human Rights Delegation

3.3.1
THE HUMAN RIGHTS CENTRE'S
MANDATE

The Human Rights Centre began operating in
2012. It works autonomously and independently,
although it is administratively connected to the
Office of the Parliamentary Ombudsman. The
Human Rights Centre’s duties are laid down in
the Parliamentary Ombudsman Act. The Human
Rights Centre’s statutory duties are:

- Promoting information, education, training
and research associated with fundamental and
human rights

- Drafting reports on the implementation of
fundamental and human rights

- Presenting initiatives and issuing statements
in order to promote and implement funda-
mental and human rights

- Participating in European and international
cooperation related to the promotion and
implementation of fundamental and human
rights

- Performing other similar tasks associated
with the promotion and implementation of
fundamental and human rights

- Promoting, protecting and monitoring the
implementation of the UN Convention on
the Rights of Persons with Disabilities

The Human Rights Centre does not handle com-
plaints or other individual cases.

In 2019, the Human Rights Centre’s budget
was EUR 855,000. The Human Rights Centre had
five permanent posts in 2019: the Director, three
experts and an administrative assistant (as of May
2019). In the first half of the year, two experts
were recruited on fixed-term contracts to promote
the rights of older people.

3.3.2
OPERATION OF THE HUMAN RIGHTS
CENTRE IN 2019

The Human Rights Centre’s Plan of Action for
2019 was approved in January 2019. In the Human
Rights Centre’s assessment, it has reached its ob-
jectives. In addition to the duties included in the
Plan of Action, the Human Rights Centre received
additional resources granted by Parliament in
March, enabling it to begin working to promote
the rights of older people.

PROMOTING FUNDAMENTAL
AND HUMAN RIGHTS

The areas involved in the promotion of funda-
mental and human rights are education, research,
communication and public promotion. The Hu-
man Rights Centre’s fundamental and human
rights education projects progressed well, and
training packages on new themes were prepared
for the Human Rights Centre’s website.

The Human Rights Centre worked with the
Ministry of Justice and the European Union Agen-
cy for Fundamental Rights to organise training
on the Charter of Fundamental Rights of the Eu-
ropean Union for civil servants working at min-
istries. The training aimed to strengthen civil serv-
ants’ competences in the Charter of Fundamental
Rights and provide tools for applying the Charter
to their own work, particularly during Finland’s
presidency of the European Union.

The project to strengthen competence in fun-
damental and human rights in the education sec-
tor was carried out jointly with the Parliamentary
Ombudsman and involved the Regional State
Administrative Agencies, the Finnish National
Agency for Education, the Trade Union of Educa-
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tion in Finland (OAJ), the Finnish Association of
Principals (SURE) and the Finnish Association
of Educational Directors and Experts (OPSIA).

A project to strengthen competences in fun-
damental and human rights continued at the Uni-
versity of Helsinki’s Faculty of Education as part
of teacher training. The project involved produc-
ing a pilot course in democracy and human rights
education, analysing educational materials for
teachers on the subject of democracy and human
rights, and arranging a networking meeting in
order to support democracy and human rights
education at universities and universities of ap-
plied sciences. The project is ongoing in 2020.

In the field of research into fundamental
and human rights, the Human Rights Centre is
a member of several working groups, advisory
boards and management groups. The research fo-
cuses in 2019 included the rights of people with
disabilities and the rights of older people, as well
as research related to human rights education.

The Human Rights Centre actively commu-
nicated and disseminated information on themes
of relevance to fundamental and human rights in
its various communication channels. A campaign
aiming to promote the rights of older Sami people
attracted particular attention and positive feed-
back in 2019.

MONITORING THE IMPLEMENTATION
OF FUNDAMENTAL AND HUMAN RIGHTS

The Human Rights Centre contributes to periodic
reporting on human rights treaties by issuing
statements and attending consultation events,
communicating the recommendations issued by
treaty monitoring bodies and monitoring the
implementation of such recommendations. The
Human Rights Centre also encourages NGOs to
contribute to the reporting by issuing statements
of their own.

In 2019, the Human Rights Centre provided
comprehensive information on the periodic re-
porting process as well as on individual and collec-
tive complaints. As a member of the legal working
group of the European Network of National Hu-
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man Rights Institutions (ENNHRI), the Human
Rights Centre also contributed to the process of
reforming the European Court of Human Rights
and the amicus curiae practice in relation to com-
plaint processes.

Finland received recommendations concern-
ing the implementation of the Council of Eu-
rope’s Framework Convention for the Protection
of National Minorities and the convention on pre-
venting and combating violence against women
and domestic violence (the Istanbul Convention).
The European Commission against Racism and
Intolerance (ECRI) also issued recommendations
to Finland.

The treaty monitoring bodies submitted pre-
liminary questions to the Government for the
periodic reporting on the treaties on Economic,
Social and Cultural Rights, the International Cov-
enant on Civil and Political Rights, and the Com-
mittee Against Torture. The deadlines for these re-
ports are in 2020. The Human Rights Centre had
a substantial influence on the types of preliminary
questions that Finland received for reporting by
issuing statements during the List of Issues Prior
to Reporting (LOIPR) phase.

The Human Rights Centre’s website contains
consolidated information on periodic reporting,
individual complaints, collective complaints and
the annual reports of various actors in the fields
of fundamental and human rights.

MONITORING THE IMPLEMENTATION
OF THE UN CONVENTION ON THE RIGHTS
OF PERSONS WITH DISABILITIES

In 2018 and 2019, the Human Rights Centre con-
ducted an online survey on the rights of disabled
persons in collaboration with the Finnish Disabil-
ity Forum. The survey analysed all of the themes
covered by the UN Convention on the Rights of
Persons with Disabilities (CRPD). The work to
compile and interpret the results of the survey
began in late 2018, and the results were published
in 2019. The Finnish Disability Forum held a semi-
nar in September to review the survey material

in depth.



In 2019, the Human Rights Centre continued
working on its national fundamental rights survey
project in cooperation with the Ministry of Jus-
tice. The project involved conducting a national
survey in conjunction with the Fundamental
Rights Survey conducted by the European Union
Agency for Fundamental Rights. The national
segment was targeted at persons with disabilities
and physical impairments, as well as selected lin-
guistic minorities (Swedish, Russian and Arabic).
The survey studied the views, experiences, and
awareness among the aforementioned population
groups of fundamental and human rights and
their implementation in Finland. The Fundamen-
tal Rights Agency’s Fundamental Rights Survey
targets the entire population in every EU Member
State. The national fundamental rights survey
sample of persons with disabilities and persons
with physical impairments was collected by send-
ing more than 10,000 participation requests to a
group of recipients selected by random sampling
from the register of disability benefit recipients
maintained by the Social Insurance Institution of
Finland. The results of the Fundamental Rights
Agency’s survey and the national fundamental
rights survey will be published in 2020.

The Human Rights Centre participated in
the ENNHRI CRPD working group meeting in
Brussels on 13 May 2019. Especially the obligation
under the UN Convention on the Rights of Per-
sons with Disabilities (CRPD) to ensure inclusive
education and its purpose in practice were dis-
cussed at the meeting.

The Human Rights Centre participated in the
Conference of States Parties to the CRPD in New
York on 11-13 June 2019. The meeting addressed
such issues as the challenges posed by digitalisa-
tion to the inclusion of persons with disabilities
in society, and the rights of disabled persons to in-
clusion in cultural life and leisure time activities.
During the conference, the representatives of na-
tional human rights institutions established the
CRPD working group of the Global Alliance of
National Human Rights Institutions (GANHRI)
and held the working group’s first meeting.

The special duty related to the rights of people
with disabilities is also discussed in section 3.4.
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PROMOTING AND MONITORING
THE RIGHTS OF OLDER PEOPLE

In spring, the Human Rights Centre started sys-
tematic work on a new priority theme: promotion
of the rights of older people. The aim of these ac-
tivities is to introduce a stronger legal perspective
to the activities, decision-making and attitudes
more broadly in relation to older people.
In 2019, the aims of the work to promote the
rights of older people were:
- Strengthening the rights-based perspective
in services for older people
- Influencing values and attitudes
- Influencing knowledge and awareness of
the rights of older people
- Influencing the quality of the legislative
drafting process and the contents of laws/
recommendations related to the rights of
older people

The work to promote the rights of older people
began by creating networks with actors working
with older people and topics related to their rights,
at the same time as charting the implementation
of their rights. The Human Rights Centre met
with organisations representing older people,
Regional State Administrative Agencies and repre-
sentatives, researchers and other experts at Valvi-
ra. In addition, the Human Rights Centre worked
in close cooperation with the experts from the
Office of the Parliamentary Ombudsman.

The Human Rights Centre held a seminar en-
titled The Rights of Older People at the Finnish
Parliament Annex on 10 October 2019, covering
the status of older people in Finland, particularly
from the legal standpoint. The Human Rights
Centre arranged a training event in collaboration
with the Finnish Institute for Health and Welfare
(THL), the Ministry of Social Affairs and Health,
and the Association of Finnish Municipalities.
The event was held on 19 November 2019 and
focused on the provision and procurement of ser-
vices for older people.

October saw the publication of The Rights of
Older People - Key International Treaties and Na-
tional Legislation, which provides a concise review
of human rights treaties and other instruments
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from the perspective of the rights of older people.
The publication also discusses the Constitution
of Finland and other national legislation from the
point of view of older people. The Human Rights
Centre commissioned a Finnish translation of an
English publication from the European Union
Agency for Fundamental Rights entitled “Shifting
perceptions: towards a rights-based approach to
ageing”. This publication examines the impacts of
age discrimination on an individual level as well
as on social groups and society as a whole.

A section on the rights of older people was
added to the Human Rights Centre’s website.

The section includes concise information on the
rights of older people, the Human Rights Centre’s
publications, and the latest news on the Human
Rights Centre’s activities related to the rights of
older people. During the Sami language week,
articles on the status of older Sami people and

the linguistic rights of Sami people were pub-
lished in the Inari Sdmi, Northern Sdmi and Skolt
Sami languages.

As part of the promotion of older people’s
rights, the Human Rights Centre began examin-
ing issues related to corporate responsibility in the
social welfare and health care services sector. In
June, the Human Rights Centre met with repre-
sentatives of the FIBS ry corporate responsibili-
ty network and the Finnish Association of Private
Care Providers, an advocacy organisation. The
meeting laid the basis for the Human Rights Cen-
tre’s potential follow-up measures on the topic
of corporate responsibility.

INTERNATIONAL COOPERATION

The Human Rights Centre engaged in interna-
tional and European cooperation, and it was a
member of the boards of GANHRI and ENNHRI
until March 2019. In addition, an expert from the
Human Rights Centre chaired ENNHRI’s Legal
Working Group. The term of the Human Rights
Centre’s Director as chair of the Management
Board of the European Union Agency for Fun-
damental Rights continued. The centre has been
able to influence the operational development of
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its international networks by means such as par-
ticipation in thematic working groups.

In 2019, the Human Rights Centre worked
actively in its networks to reinforce the principle
of states being governed by the rule of law - a
principle that has increasingly faced challenges in
certain European states. In this area, cooperation
with the European Union Agency for Fundamen-
tal Rights became stronger throughout the year.
The Human Rights Centre participated as an ex-
pert in a project developing the EU Fundamental
Rights Information System. During Finland’s
presidency of the EU in the latter half of 2019,
questions surrounding the rule of law were high
on the agenda. The presidency offered national
human rights institutions the opportunity to con-
tribute to promoting the theme of the rule of law
and several other issues of fundamental and hu-
man rights.

The Human Rights Centre participated in the
Business and Human Rights Forum, a UN event
held in Geneva from 25 to 27 November 2019, as
well as a corporate responsibility event during Fin-
land’s presidency of the EU entitled Business and
Human Rights: Towards a Common Agenda for
Action. The latter event was held in Brussels on
2 December 2019.

3.3.3
ACTIVITIES OF THE HUMAN RIGHTS
DELEGATION IN 2019

The Human Rights Centre has a Human Rights
Delegation, which is appointed by the Parliamen-
tary Ombudsman and functions as a national co-
operative body for fundamental and human rights
actors. The Delegation deals with matters of
far-reaching significance and principal importance
in the field of fundamental and human rights and
approves the Human Rights Centre’s plan of ac-
tion and annual report each year.

The second term of office of the Human
Rights Delegation ran from 1 April 2016 to 31
March 2020. The Delegation had 39 members, in-
cluding specialised ombudsmen and representa-
tives of the supreme overseers of legality and the



Sami Parliament. The Director of the Human
Rights Centre chairs the Delegation and its work-
ing committee. The Deputy-Chair of the second
Human Rights Delegation was Kalle Konkkola
until his death, after which Markku Jokinen took
up the post. The Delegation convened five times
in 2019.

At its meetings in 2019, the Human Rights Dele-
gation discussed several relevant issues in the area
of fundamental and human rights. Based on intro-
ductory speeches given by a range of specialists,
the Delegation discussed themes such as:

- The principle of the rule of law, and the status
of the rule of law in Finland and other coun-
tries

- Theissues of fundamental and human rights
that were at the forefront during Finland’s
presidency of the EU, as well as the results
achieved during the presidency in these areas

- The freedom of religion in school activities

- Legal protection for asylum-seekers.
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A Permanent Working Committee and a
Sub-Committee on the Rights of Persons with
Disabilities operate under the Human Rights Del-
egation. The working committee helps the Dele-
gation to prepare for meetings. The Sub-Commit-
tee on the Rights of Persons with Disabilities is a
mechanism for engaging people with disabilities
and disability associations in the work of the na-
tional human rights institution in general, as well
as in the procedure for monitoring and promoting
the UN Convention on the Rights of Persons with
Disabilities in accordance with a draft government
bill (HE 284/2014 vp).

The Human Rights Centre publishes its own
annual report, which is submitted to the Human
Rights Delegation for approval.
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3.4

Rights of Persons with Disabilities

3.4.1
SPECIAL MANDATE TO IMPLEMENT THE
RIGHTS OF PERSONS WITH DISABILITIES

The ratification of the United Nations’ Conven-
tion on the Rights of Persons with Disabilities
(CRPD) and its Optional Protocol on 10 June 2016
gave the Parliamentary Ombudsman a new special
task, which is laid down in the Parliamentary Om-
budsman Act. The duties set out in Article 33.2 of
the CRPD are attended to by the Parliamentary
Ombudsman, the Human Rights Centre and its
Human Rights Delegation, which together form
Finland’s National Human Rights Institution.

The purpose of the CRPD is to promote, pro-
tect and ensure the full and equal enjoyment of all
human rights and fundamental freedoms by all
persons with disabilities, and to promote respect
for their inherent dignity. The leading principles
of the CRPD are non-discrimination and accessi-
bility. Other key principles of the CRPD include
respect for individual autonomy and the participa-
tion and inclusion of persons with disabilities in
society.

The Convention contains a broad definition
of disability, which can be adequately relied upon
to ensure the rights and equality of the disabled in
different ways. The Convention defines persons
with disabilities as those who have long-term
physical, mental, intellectual, or sensory impair-
ments that, in interaction with various barriers,
may hinder their full and effective participation in
society on an equal basis with others. Therefore,
persons with memory disorders and patients with
psychiatric disorders, for instance, are within the
scope of this Convention.

In 2019, decisions in this category were taken
by Parliamentary Ombudsman Petri Jddskeldinen,
with Senior Legal Adviser Minna Verronen acting
as the principal referendary and Senior Legal Ad-
viser Juha-Pekka Konttinen acting as referendary.
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3.4.2
TASKS AND ACTIVITIES OF
THE NATIONAL MECHANISM

Promoting, monitoring, and protecting the imple-
mentation of the CRPD require input from all the
parties involved in the National Human Rights
Institution, as their mandates complement each
other.

Promotion refers to forward-looking proac-
tive measures, such as the provision of guidance,
advice, training and information. The objective
of monitoring is to find out how effectively the
rights of persons with disabilities are being pro-
tected formally and in practice. Monitoring also
means compiling information on the practical im-
plementation of the contractual obligations aris-
ing from the CRPD and using that information
to correct any shortcomings in the implementa-
tion of those contractual obligations. Protecting
refers to the Government’s obligation to directly
and indirectly protect individuals against potential
violations of the rights prescribed in the CRPD.

PARLIAMENTARY OMBUDSMAN

The Parliamentary Ombudsman protects, pro-
motes and monitors the implementation of the
CRPD within the remit of his or her mandate. The
Ombudsman is responsible for overseeing legality
in the exercise of public authority and supervising
the implementation of fundamental and human
rights. Over the decades, the Ombudsman has
assumed an increasingly proactive role in promot-
ing fundamental and human rights. The Ombuds-
man’s decisions on complaints and inspections

no longer simply address the legality of practices
but also aim to encourage the authorities and su-
pervised entities to adopt policies that implement
fundamental and human rights as effectively as



possible. The Ombudsman’s practices combine
supervision and monitoring, as any failings to
implement the rights of persons with disabilities
discovered in connection with the oversight of
legality also help to monitor how effectively con-
tractual obligations are being observed in practice.

The Ombudsman’s oversight of legality is
largely based on complaints, but the Ombudsman
also investigates non-conformances on his or her
own initiative and in connection with inspections.
In addition to overseeing legality, the Ombuds-
man acts as Finland’s National Preventive Mech-
anism (NPM) under the Optional Protocol to the
UN Convention against Torture (OPCAT). The
NPM is responsible for regularly examining the
treatment of persons who have been deprived of
their liberty in places of detention, including care
homes and residential units for persons with in-
tellectual disabilities or memory disorders. The
Ombudsman can, when carrying out duties in his
or her capacity as the NPM, rely on expert assis-
tance by appointing as an expert any person who
has particular expertise relevant to the inspection
duties of the NPM. The Ombudsman’s experts
include, among others, health care specialists, in-
cluding two physicians who specialise in intellec-
tual disabilities. The Ombudsman also receives
assistance from experts who are disabled them-
selves.

After these individuals complete the necessary
training, the Ombudsman can invite them to par-
ticipate in OPCAT inspections as experts. During
the year under review, two members of the Disa-
bility Rights Committee, which operates as a per-
manent division under the Human Rights Delega-
tion, participated in NPM’s inspections as external
experts. Cooperation with persons with disabili-
ties and organisations representing persons with
disabilities has been, and will continue to be, pro-
moted in other ways as well.

HuMAN RIGHTS CENTRE

The Human Rights Centre’s primary mission is
to promote and monitor the implementation of
fundamental and human rights. Unlike the Parlia-
mentary Ombudsman, the Human Rights Centre

FUNDAMENTAL AND HUMAN RIGHTS
3.4 RIGHTS OF PERSONS WITH DISABILITIES

does not handle complaints or oversee legality.
The Human Rights Centre’s mandate is not lim-
ited to public authorities, and it can also promote
and monitor the implementation of the CRPD
in respect of private operators.

The Human Rights Centre’s priorities in re-
spect of persons with disabilities include promot-
ing the inclusion of disabled persons in society
and increasing the general public’s awareness of
the rights of persons with disabilities.

The Human Rights Centre is collaborating
with the Ministry of Justice to implement a na-
tional fundamental rights survey. This survey is
part of the implementation of the National Action
Plan on Fundamental and Human Rights. The
population groups selected for the survey include
three language groups (Swedish, Russian, and
Arabic speakers), as well as persons with disabili-
ties and persons with physical impairments. The
fundamental rights survey studies the views, ex-
periences, and awareness of the afore-mentioned
population groups of fundamental and human
rights and their implementation in Finland.

The collection of material for the survey was
carried out for all population groups in 2019. The
sample concerning persons with disabilities and
persons with physical impairments was collected
by sending more than 10,000 participation re-
quests to a group of recipients selected by random
sampling from the register of disability benefit
recipients maintained by the Social Insurance In-
stitution of Finland. Among the general popula-
tion, the party responsible for collecting the data
was the European Union Agency for Fundamental
Rights (FRA). The drafting of the survey report
began towards the end of 2019. The report does
not only analyse the views and experiences of in-
dividual minority groups concerning the imple-
mentation of fundamental and human rights, but
it also compares them in relation to the responses
of the general population.

During the year under review, the Disability
Rights Committee convened a total of eight times.
In spring, the committee began preparing the pro-
gramme for the Kalle Konkkold symposium and
the content of the event. At the beginning of 2019,
the committee actively discussed the government
proposals for a new Act on Services and Assis-
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tance for the Disabled (HE 159/2018 vp) and an
Act on Client Charges in Health Care and Social
Welfare (HE 310/2018 vp), which were in commit-
tee reading at the time. In addition, the committee
prepared the observations and recommendations
concerning the rights of persons with disabilities
for the Human Rights Delegation’s publication
Perus- ja ihmisoikeustilanne Suomessa - ihmisoi-
keusvaltuuskunnan suositukset hallituskaudelle
2019-2023 [Fundamental and human rights situ-
ation in Finland - Recommendations of the Hu-
man Rights Delegation for the Government term
2019-2023].

In autumn, the committee prepared a memo-
randum regarding the monitoring of the disability
policy measures included in the government pro-
gramme during the ongoing government term.
The committee will focus on monitoring a few
specific themes related to the government pro-
gramme entries with a direct connection to im-
proving the socio-economic status, educational
level, and labour market inclusion of persons with
disabilities, enhancing accessibility and the oppor-
tunity to participate, and promoting the inclusion
of people with disabilities.

At the request of the Human Rights Centre,
the committee drafted an expert opinion in re-
sponse to the Deputy Chancellor of Justice’s con-
sultation related to the implementation of subti-
tling of YLE news. A complaint lodged with the
Deputy Chancellor of Justice enquired whether
visually impaired TV viewers were being treated
equally to others, because the subtitles of YLE
news were not displayed on a darkened back-
ground. Based on the statement given on the mat-
ter by Yleisradio Oy, the committee concluded
that Yleisradio Oy should provide more compre-
hensive information about the services intended
for the visually impaired than they currently do.
Furthermore, the committee considered it impor-
tant to investigate whether the service available
via Teletext is easy to use. In his decision, the Dep-
uty Chancellor of Justice agreed with the views
presented by the committee.

At the proposal of the Disability Rights Com-
mittee, the Human Rights Centre will collaborate
with the Ombudsman to arrange a Kalle Kénk-
kold symposium at regular intervals. The event is
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held in memory of Kalle Kénkkold’s life work as a
defender of the rights of persons with disabilities.
The purpose of the event is to offer an arena for
discussion and exchange of information relating
to the current state of the implementation of the
rights of persons with disabilities.

The first Kalle Konkko6ld symposium was held
in the Parliament Annex on 22 October 2019. The
keynote speaker at the symposium was Kirsi Var-
hila, Permanent Secretary of the Ministry of So-
cial Affairs and Health, whose speech addressed
the focus areas of disability policy and practices
used for its implementation. In a panel discussion,
the representatives of disability associations ex-
pressed their own views about what kind of a pic-
ture of the daily lives of persons with disabilities
has been conveyed to the organisational field. The
other panel at the event discussed the status of
Finnish disability research.

On 21 November 2019, the Human Rights
Centre, together with the University of Helsinki,
Faculty of Social Sciences, and the Finnish Society
for Disability Research, as well as the European
Union Agency for Fundamental Rights (FRA),
organised a seminar on the independent living of
people with disabilities. At the seminar, a repre-
sentative of the Agency for Fundamental Rights
(FRA) presented the results of the third report
related to the independent living of persons with
disabilities and recommendations related to the
theme. The results of the research project’s field
work conducted in Finland were also heard at the
event. In addition, there was a panel discussion on
the present government’s plans for reducing insti-
tutional living, and people shared their personal
experiences of what it had been like to move from
an institution into their own home. The partici-
pants also discussed, in a wider context, the right
of persons with disabilities to live independently
in a community on an equal basis with others.

To honour the International Day of Disabled
Persons on 3 December and the International
Human Rights Day on 10 December, the Human
Rights Centre ordered table talkers to be placed
at the tables of the restaurants in the Parliament
buildings to increase awareness of the rights of
persons with disabilities and the elderly. Regard-
ing the right of persons with disabilities, our table



talker bulletin highlighted that, when processing
bills related to the rights of persons with disabili-
ties, it is important to keep the obligations of the
UN Convention on the Rights of Persons with
Disabilities in mind and to pay attention to one’s
personal attitudes as well.

DisABILITY TEAM

The Disability Team at the Office of the Parlia-
mentary Ombudsman consisted of three experts
representing the Parliamentary Ombudsman and
one expert from the Human Rights Centre. The
Disability Team worked in close cooperation with
the Disability Rights Committee throughout
2019. It became natural to share the issues raised
in the meetings of the Disability Rights Commit-
tee on the one hand, and in the meetings of the
Disability Team on the other, as two members of
the Disability Team also served as experts on the
Disability Rights Committee.

The Disability Team’s meetings focused on
agreeing on residential units to be inspected and
the inspection procedure, reviewing the Disability
Team’s strategy, and planning training related to
persons with disabilities within the Office of the
Parliamentary Ombudsman, as well as informa-
tion about the rights of persons with disabilities
to be added to the websites of the Human Rights
Centre and the Parliamentary Ombudsman. The
Disability Team contributed to a review of the
tasks of the national mechanism by discussing
and analysing the breadth of the concept of per-
sons with disabilities in government departments
related to legal oversight. The Disability Team’s
meetings also involved planning the new shared
training project aimed at promoting the right of
persons with intellectual disabilities to individual
autonomy in the context of residential services.

In 2019, the Human Rights Centre continued
working together with the Ombudsman on the
project on the Implementation of Fundamental
and Human Rights in Housing Services for the
Disabled. The purpose of the project is to develop
a tool that steers the operations of residential
units to strengthen the individual autonomy of
the residents. On 3 June 2019, the project partners
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convened at a joint workshop to comment on
and discuss the first model of the tool, ‘the assess-
ment framework’, and its suitability for steering
the operations of residential units. Towards the
end of the year, the work focused on producing
and complementing the contents of assessment
frameworks to render them as easy to use as pos-
sible, while enabling the operations of residential
units to be steered in a direction that strengthens
the individual autonomy of the residents.

In connection with the project, an expert from
the Human Rights Centre participated in an in-
spection visit made by the Office of the Parlia-
mentary Ombudsman to the Support and Expert
Centre for Persons with Intellectual Disability,
KTO, on 5 November 2019. The programme of the
inspection visit included a small-group meeting
with the staff members responsible for strength-
ening the clients’ individual autonomy. Further-
more, private meetings with staff members and
residents had been arranged in the programme.
The inspection visit further reinforced the view
that residential units need a tool for steering the
operations of residential services towards strength-
ening the individual autonomy of the clients.

The Disability Team’s public-sector partners
include the National Supervisory Authority for
Welfare and Health (Valvira), regional state ad-
ministrative agencies, and the National Non-Dis-
crimination and Equality Tribunal of Finland. Co-
operation with regional state administrative agen-
cies mostly relates to inspections and the choice
of operators to be inspected.

Members of the Disability Team attended
events hosted by the Parliament of Finland’s
Committee for Disabled Affairs related to the
rights of persons with disabilities. Two members
of the Disability Team attended meetings of the
National Institute for Health and Welfare’s legal
team for the Handbook on Disability Services to
discuss, among other topics, the latest case law
related to disability services and the progress of
the reform of the Act on Services and Assistance
for the Disabled. A member of the Disability Team
was also appointed as an expert member of the
Advisory Board for the Rights of Persons with
Disabilities. The Advisory Board is tasked with
promoting the national implementation of the
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UN Convention on the Rights of Persons with
Disabilities and taking into account the rights of
disabled persons in the operations of all admin-
istrative sectors. Furthermore, a member of the
Disability Team participated in the work of the
monitoring group on the Act on the Provision of
Digital Services. The group is tasked with moni-
toring the implementation of accessibility regula-
tions and the practical realisation of accessibility
requirements in the digital services falling within
the scope of the act, assessing the means and effi-
ciency of the promotion of accessibility, and sup-
porting the Regional State Administrative Agency
for Southern Finland in the relevant implementa-
tion tasks.

At the initiative of the Disability Team, two
training sessions related to the disability theme
were arranged at the Office of the Parliamentary
Ombudsman, to which the members of the Dis-
ability Rights Committee were also invited. The
theme of the first training session was ascertain-
ing the views of children with disabilities (12 June
2019). The theme of the autumn training session
was the role of the UN Convention on the Rights
of Persons with Disabilities in national and supra-
national jurisdiction (30 October 2019).

Members of the Disability Team lectured on the

rights of persons with disabilities at the following

events:

- The Keys of Citizenship seminar in Seindjoki
on 16 January 2019

- The meeting of Nordic National Preventive
Mechanisms in Helsinki on 23—24 January
2019

- The International Day of Sign Languages
seminar in Helsinki on 12 February 2019

- The Round Table on Human Rights workshop
in Helsinki on 9 April 2019

- Evaluation of the action plan of the Advisory
Board for the Rights of Persons with Disabili-
ties for 2018—2019 in Helsinki on 24 May 2019

- The Baltic-Nordic Ombudsman Conference
in Vilnius on 26—27 September 2019

- Anevent of the National Supervisory Au-
thority for Welfare and Health (Valvira) and
the Regional State Administrative Agency for
Southwestern Finland in Pori on 23 October
2019
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- A seminar for municipal councils on Disability
in Vantaa on 27 October 2019

- An Independence Day Celebration for persons
with disabilities in Salo on 8 December 2019

During 2019, a member of the Disability Team
participated in an evaluation interview of the EU
Disability Strategy 2010—2020 on 3 September
2019. In addition, a member of the Disability Team
participated in an evaluation interview for the
evaluation study of the Non-discrimination Act,
with the funding provided by the Government’s
analysis, assessment, and research activities.

INTERNATIONAL COOPERATION

The Human Rights Centre participated in the
ENNHRI CRPD working group meeting in Brus-
sels on 13 May 2019. As its special theme, the
meeting addressed the practical implications of
the obligation of inclusive teaching imposed by
the UN Convention on the Rights of Persons
with Disabilities (CRPD). In addition, the meeting
went through themes in accordance with the
working group’s action plan. The Human Rights
Centre has been in charge of coordinating and
planning operations related to influencing at the
EU level. In this respect, it was agreed that the
working group would target its limited resources
at the evaluation of the EU Disability Strategy
2010—2020 and participate actively in the drafting
of the new strategy. To this end, a representative
of the Human Rights Centre participated later

in the year in the evaluation interview of the EU
Disability Strategy 2010—2020. In its meeting, the
ENNHRI CRPD working group also laid down

a policy that the working group should schedule
regular meetings with independent EU structures,
and the European Union Agency for Fundamental
Rights (FRA) in particular.

A representative of the Human Rights Centre
participated in the Conference of States Parties
to the CRPD in New York on 11-13 June 2019. The
meeting addressed such issues as the challenges
posed by digitalisation to the inclusion of persons
with disabilities in society, and the rights of dis-
abled persons to inclusion in cultural life and lei-



sure time activities. During the conference, the
representatives of national human rights insti-
tutions present established the CRPD working
group of the Global Alliance of National Human
Rights Institutions (GANHRI) and held the work-
ing group’s first meeting.

On 18 October 2019, the members of the Disa-
bility Team attended a study trip to the European
Union Agency for Fundamental Rights (FRA) in
Vienna, organised jointly by the Ombudsman and
the Human Rights Centre, where the FRA pre-
sented its operations and topics related to the EU
Charter of Fundamental Rights. During the trip,
the parties also examined the future cooperation
between the FRA, the Human Rights Centre, and
the Ombudsman.

3.4.3
OPERATING ENVIRONMENT AND
CURRENT LEGISLATIVE PROJECTS

The new Administrative Judicial Procedure Act
(808/2019) entered into force on 1 January 2020,
changing the appeal process to the Supreme
Administrative Court in such a manner that deci-
sions on disability services of the Administrative
Court may be challenged by appeal to the Su-
preme Administrative Court only if the Supreme
Administrative Court grants leave to appeal the
case. In appeals related to disability services, the
leave to appeal will be required in matters con-
cerning services and support measures, such as
personal assistance, assisted living services, day-
care activities, and transport services, that the mu-
nicipalities have a statutory obligation to provide.
A goal set in the 2012 Government Resolution
on independent living and services for persons
with intellectual disabilities was that no disabled
person will be living in an institution after 2020.
It has been estimated that there are some 40,000
persons with intellectual disabilities in Finland.
A trend favouring assisted living over the institu-
tional care of persons with intellectual disabilities
has continued through the 21 century.
According to a statistical report compiled by
the National Institute for Health and Welfare
(THL), at the end of 2018, a total of 631 individuals
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(920 in 2016) were living in institutions for the in-
tellectually disabled, which is 15 per cent less than
the year before. Of those living in institutions, 521
(795 in 2016, and 962 in 2015) were long-term res-
idents. Long-term residents are those clients for
whom a decision has been made on long-term
care or who have been in care for more than 9o
days. At the end of 2018, 8 of the long-term res-
idents were under the age of 18 (131 in 2016), of
whom 13 were between the ages of 0 and 7.

On 13 December 2019, the Ministry of Social
Affairs and Health set up a working group on in-
clusion tasked with evaluating and preparing regu-
latory proposals for disability services legislation.

The goal is to ensure and further increase the
participation of persons with disabilities in deci-
sion-making that concerns them and the arrange-
ment of services, and to clarify the legal remedies
concerning the choice of the way in which servic-
es are provided.

3.4.4
OVERSIGHT OF LEGALITY

The Ombudsman oversees the realisation of the
rights of persons with disabilities concerning all
authorities and private bodies performing public
tasks, regardless of the administrative sector of
the authority or other party. In statistics, com-
plaints are primarily filed under the authorities
and administrative branch (social services, social
insurance, health care, education, and cultural au-
thorities, etc.) that are discussed in the decisions.
Some decisions taken in the course of the over-
sight of legality relating to the rights of persons
with disabilities involve several different admin-
istrative branches. This section deals with areas
that are vital for the implementation of the rights
of persons with disabilities regardless of which
administrative branch the matter involved.

The Ombudsman’s annual reports and action
plans have emphasised the importance of the
rights of persons with disabilities since the year
2014, which was the first time that the annual re-
port included a section dedicated specifically to
the oversight of legality related to the rights of
persons with disabilities.
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The oversight of legality related to the rights of
persons with disabilities focuses, in particular, on
fundamental rights, such as access to adequate so-
cial welfare and health-care services, equality, legal
protection, and accessibility, as well as individual
autonomy and inclusion in society.

The disability services provided by local au-
thorities are an important area from the perspec-
tive of the oversight of legality. Many complaints
relate to shortcomings in service plans and special
care programmes, the advice and guidance given
in relation to services, as well as delays and proce-
dural errors in decision-making and other aspects
of case management. Inspections are vital for the
oversight of legality, as persons with disabilities
are not always able to file complaints themselves.
On inspection visits, supervisory measures are
targeted at providing disability services and their
self-monitoring systems, and the local authorities
responsible for the provision and supervision of
services. The Ombudsman also oversees other
special supervisory authorities, such as Valvira
and the regional state administrative agencies.

COMPLAINTS AND INVESTIGATIONS
ON THE INITIATIVE OF THE OMBUDSMAN

The Ombudsman delivered decisions on a total of
281 complaints and cases investigated on his own
initiative relating to the rights of persons with dis-
abilities. The number of decisions was up on the
previous year (257) and the year 2017 (242). The
Ombudsman investigated five cases on his own
initiative. Three of these involved deficiencies in
accessibility and securing the confidentiality of
polls at certain advance polling stations. The num-
ber of cases warranting further action was higher
than in previous years, i.e. 82 cases (29%). Similar-
ly to previous years, the percentage of cases war-
ranting further action was higher than the average
at the Office of the Parliamentary Ombudsman
(14.5%). In three of the cases, the Ombudsman is-
sued a reprimand, and in four of them a proposal.
The Ombudsman also communicated his opinion
on what would be the legal course of action in 65
(42) cases and took other action in 4 (12) cases.
Due to the high number of cases that warranted
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further action, it is not possible to give an account
or even mention in this report anywhere near all
of the decisions taken in 2019 that related to the
rights of persons with disabilities.

Most of the decisions (179) concerning the
rights of persons with disabilities related to social
services, which is similar to previous years (150
each year in 2018 and 2017). This is due to the fact
that the category of social services, such as special
care for persons with intellectual disabilities and
services and support based on disability, is the re-
sponsibility of municipal authorities. A total of
26 cases (38 in 2018, and 40 in 2017) related to per-
sonal assistance within the meaning of the Act on
Services and Assistance for the Disabled, 30 (19
in 2018, and 34 in 2017) to transport services , and
25 (28 in 2018, and 22 in 2017) to the rights of per-
sons with intellectual disabilities. Cases in which
the Social Insurance Institution of Finland has
the role of a provider of interpreters for persons
with disabilities were also included in the catego-
ry of social welfare services. In this category, the
Ombudsman addressed 28 cases in 2019 (11 cases
in 2018).

Cases related to social insurance numbered
46 in 2019 (28 in 2018, and 34 in 2017), while cases
related to health care amounted to 57 (55 in 2018),
and cases related to education to five (seven in
2018, and 12 in 2017). Cases concerning the mon-
itoring and promotion of the rights of persons
with memory disorders are discussed in section
3.5.15.

Cases related to services within the mean-
ing of the Act on Services and Assistance for the
Disabled concerned, among other things, de-
cision-making in respect of services and client
charges, advice and guidance related to services,
the treatment of individuals in the context of
client service or in residential units, the assess-
ment of service needs, delays in the processing
of applications and complaints, local authorities’
guidelines on the implementation of services, and
practical aspects of the provision of services. The
Ombudsman also examined the role of the Social
Insurance Institution of Finland as a provider of
interpreters for persons with disabilities and as
the authority in charge of benefits, such as disa-
bility benefits and rehabilitation benefits. Cases



involving health care were related to the care and
treatment of individuals recovering from mental
illness, reimbursement of the costs of medical re-
habilitation aids, the provision of medical rehabil-
itation, and the provision of adequate health care
services.

INSPECTION VISITS

Practically all inspections of psychiatric hospitals
and residential and institutional units for persons
with disabilities combine the two special man-
dates that the Ombudsman has under internation-
al conventions (CRPD and OPCAT). These kinds
of inspections numbered 28 (25) in 2019. A total of
8 of the inspections were conducted in residential
and institutional units for persons with intellec-
tual disabilities and/or severe disabilities, and 18 in
residential and institutional units for the elderly
(persons with memory disorders). The providers
of psychiatric hospital care inspected in 2019 in-
cluded Harjavalta Hospital in Satakunta Hospital
District and the geriatric psychiatric ward of Pit-
kdniemi Hospital in Pirkanmaa Hospital District.

The Ombudsman’s inspections focus, in par-
ticular, on the implementation of the rights that
persons with disabilities have under the United
Nations Convention on the Rights of Persons
with Disabilities in respect of, for example, indi-
vidual autonomy, the use of restraints, opportu-
nities for participation, and the accessibility of
facilities. In his capacity as Finland’s National Pre-
ventive Mechanism under the Optional Protocol
to the UN Convention against Torture, the Om-
budsman also strives to prevent the ill treatment
of persons who have been deprived of their liberty
and violations of the right to individual autonomy.
The inspectors talk to the management, staff, and
clients of the residential units, and inspect docu-
ments, the communal areas of the units, and the
surrounding area, as well as clients’ private rooms
with their permission.

Inspection visits in residential units for per-
sons with intellectual and/or severe disabilities
were conducted in the units run by joint authori-
ties (Eteva Joint Authority and the Joint Author-
ity of Southwest Finland’s special care district)
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in Nurmijdrvi and Paimio. Inspections were also
made in service units run by private service pro-
viders (such as Omakoti Oiva and temporary care
home Alma in Vantaa) to whom local authorities
had outsourced services.

Key issues addressed in connection with in-
spections of residential and institutional units for
persons with intellectual disabilities included the
new provisions of the Act on Special Care for the
Persons with Intellectual Disabilities that entered
into force on 10 June 2016, which obligate service
providers to revise and reassess their practices.
The inspections of residential services for persons
with memory disorders and the elderly focus, in
particular, on the right to dignity in old age, elderly
people’s right to individual autonomy, and meas-
ures to support and promote the participation of
elderly people. Inspections in units providing psy-
chiatric hospital care are aimed, above all, at en-
suring the proper conditions and treatment of
patients committed to psychiatric care and the im-
plementation of their fundamental rights.

The observations made by the Ombudsman
in his capacity as the National Preventive Mecha-
nism in connection with the aforementioned in-
spections are discussed in section 3.5 of this report.

FINDINGS ON ACCESSIBILITY
AND THE PROMOTION OF INCLUSION

Promoting accessibility and inclusion are among
the horizontal themes of the CRPD, which are fac-
tored into all inspections carried out by the Office
of the Parliamentary Ombudsman. Provisions on
accessibility as well as the right of persons with
disabilities to participate fully in all aspects of life
and have access, on an equal basis with others, to,
for example, the physical environment are laid
down in Article 9 of the CRPD. Article 19 of the
CRPD concerns inclusion in society and ensuring
that services and facilities for the general popula-
tion are available on an equal basis to persons with
disabilities and are responsive to their needs.

An accessible environment is an absolute re-
quirement for persons with disabilities to be able
to live independently and enjoy equal opportuni-
ties with others. The CRPD is based on the notion
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that the demands of accessibility must be factored
into all aspects of society, as accessibility is often

a prerequisite for the implementation of other
rights. Promoting accessibility and inclusion re-
quires continuous work.

Shortcomings in the accessibility of premises
and services and in the implementation of adapta-
tion measures have been detected on the Ombuds-
man’s inspection visits. The following is a summa-
ry of individual observations made mostly in con-
nection with inspections.

Care and residential units for the elderly

- In Pakilakoti of Helsingin Seniorisditio, the
toilet facilities of residential rooms were dis-
covered to be cramped, especially if the resi-
dents were using mobility aids. The communal
areas were also quite cramped in places. The
building had a lot of corridors, and, for exam-
ple, workstations and lifting devices had been
placed along some of the corridors (3763/2019).

- The ramp leading to the entrance of Lizelius-
koti in Mynamaki was relatively steep, which
may, for example, make it difficult for persons
using a wheelchair independently to use the
ramp safely (2009/2019).

62

- The main entrance to Pihlajakoti (Padasjoki)
was located at the bottom of a steep hill,
which made it difficult for persons using a
walker or other mobility aids to enter the
building through the front door (1842/2019).

Residential units for persons with
intellectual and physical disabilities

- From the perspective of mobility, the old
premises of the residential units of Tahkokan-
gas service centre were not accessible in all
respects (4639/2018, 6388/2019, and 6389/2018).

- The door buzzer at the front door of the
temporary care home Alma in Vantaa was so
high up that it was difficult to reach for those
using a wheelchair or other mobility aids
(1684/2019).

Education

- At Otsola school, it was discovered that not
all floors could be reached by lift, and the
toilet facilities had not been designed with
accessibility in mind. There was no designated
disabled parking space in the parking area of
the school (4775/2019).

Accessible entrance to Vuoma
rehabilitation centre.



On the inspection of Haaga-Helia University
of Applied Sciences, the Deputy-Ombudsman
emphasised on a general level the require-
ments of the UN Convention on the Rights

of Persons with Disabilities and the Non-dis-
crimination Act regarding the promotion and
safeguarding of the rights of persons with
disabilities and students in need of special
support. Reasonable accommodations may be
necessary to enable access to education and

to ensure that a student can cope with their
studies and make progress in them. In practice,
the adjustments may include individual steps
related to the accessibility of the place of study,
or the arrangement of special support for the
studies (2550/2019).

Health care

There were no lifts in the buildings of Niuvan-
niemi Hospital. Therefore, patients with im-
paired mobility were placed in the wards on
the first floors, which had been equipped with
ramps (3712/2018).

The Deputy-Ombudsman recommended that
Espoo Hospital should estimate whether they
could improve the interior decoration of the
wards or post signs to make it easier for pa-
tients with memory disorders in particular to
obtain an overall picture of the hospital and its
wards and to move around in them. Further-
more, when planning and implementing com-
munications, it should be taken into account
that elderly patients have limited opportunities
and skills to use electronic devices (1706/2019).
In his decision on a complaint (5467/2018), the
Ombudsman informed the joint municipal
authority and the deputy chief physician of
the Hospital District of Southwest Finland

of his opinion concerning the inaccessibility
of the entrance to Tykslab sampling point on
Kisityoldiskatu. Based on a letter of complaint
and the information provided, it seemed that
the inaccessibility of the entrance (electronic
push-button door opener and a ramp at the
entrance) may put restrictions on or prevent
the entry of persons with physical disabilities
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to the sampling point. According to the Om-
budsman, this may effectively place persons
with physical disabilities in an inferior position
compared to those with no mobility impair-
ments. The Ombudsman emphasised that the
patient is entitled to choose which Tykslab
sampling point they want to use. The Ombuds-
man requested the hospital district to report
by 28 February 2020 on the measures it has
taken in response to his opinion.

According to the hospital district’s report (13
February 2020), the property owner had moved
the door opener downwards and lengthened the
time the front door remains open. According to
the report, the wheelchair ramp will be elevated
to reduce the difference between the level of the
ramp and the entrance, caused by the sinking of
the street.

In another decision (1811/2018), the substitute
for the Deputy-Ombudsman stated that the
entrance of a laboratory was not accessible
within the meaning of article 9 of the CRPD.
Since, in this case, it had been agreed later that
the door between the draught lobby and the
entrance hall would be kept open during the
opening hours of the lab, also allowing the en-
try of persons using a wheelchair by pushing
the front-door button, the case did not war-
rant any further action by the substitute for
the Deputy-Ombudsman.

In the Deputy-Ombudsman’s opinion, during
advance polling, psychiatric hospitals should
separately consider whether each isolated pa-
tient could visit a polling station and vote un-
der supervision, and, if deemed possible, then
actively offer this opportunity to the patient.
The Deputy-Ombudsman felt that, by taking
such an approach, the hospital would promote
the opportunity of patients to participate in
societal activities, as intended under the Con-
stitution of Finland (892/2018).
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Inspections of polling stations in parlia-
mentary elections and European elections
and investigations on the initiative of

the Ombudsman

On 8 April 2019, two public servants from the
Office of the Parliamentary Ombudsman made
unannounced inspections of seven randomly
selected polling stations for the parliamentary
elections (Porvoo, Pornainen, Askola, Pukkila,
Myrskyld, Lapinjdrvi, and Loviisa) following the
orders of the Ombudsman. Two public servants
made similar inspections on 26 May 2019 at eight
polling stations for the European elections (Van-
taa, Riihimdki, Loppi, Tammela, Somero, Forssa,
Salo, and Jokioinen). The purpose of the inspec-
tions was to determine the accessibility of polling
stations, the general order of the premises, and
the smooth running of the voting situation from
the perspective of the implementation of the
rights of persons with disabilities.

- A general observation made during the inspec-
tions was that the arrangements made at the
polling stations regarding provision of infor-
mation about the polling station and voting,
and guidance to the location were rather mod-
est. There was also room for improvement in
the training and orientation of electoral offi-
cials in matters regarding accessibility and the
voting of persons with disabilities.

- Many of the advance polling stations for the
parliamentary elections and the polling sta-
tions for the European elections did not have
accessible polling booths. In one of the polling
stations, persons using mobility aids were of-
fered a plywood writing pad they could place
on their lap in the polling booth. In some
places, persons using a wheelchair were of-
fered an opportunity to vote at a table without
a separate privacy screen. In one of the places,
the space for voting was so cramped that, for
example, persons using a broad electric wheel-
chair did not fit into the polling booth or the
booth was too narrow for them. Some polling
stations did not have a magnifying glass or
other similar aid available for visually impaired
voters.

64

Staircase leading to a polling station.

- There were deficiencies in the accessibility of
the advance polling stations for parliamentary
elections. At one of the polling stations, the
ramp leading to the entrance was quite steep
for persons using a wheelchair. In addition, a
heavy door made independent access to the
premises difficult. At another polling station,
the front door was heavy, and the thresholds at
the entrance were so high that persons using
a wheelchair could not reach the premises in-
dependently without someone assisting them.
All polling stations for the European elections
except one had deficiencies in the accessibility
of the polling facilities or the route leading to
them. Two of the polling stations were totally
inaccessible due to staircases.

Due to the deficiencies observed during the in-
spections, the Ombudsman investigated on his
own initiative the election arrangements of four
local authorities for parliamentary elections and,
similarly, the actions of four local authorities re-
garding the European elections. In his decisions,
the Ombudsman considered it positive that local
authorities and cities announced that they would
take corrective action based on the observations
made. For example, in the next elections, the or-
ganisers will reserve another accessible location
as the voting district’s polling station, or they will
provide accessible polling booths at all advance
polling stations and the polling stations used on



Polling station with privacy screens
at a municipal government office.

Polling station for people with reduced mobili-
ty at an education centre.

the actual election day, and provide aids for the
visually impaired.

Due to the corrective action announced by
local authorities and cities, within the Ombuds-
man’s oversight of legality, the Ombudsman’s own
initiatives did not lead to any other action than
the Ombudsman drawing the attention of central
municipal election boards and municipal and city
governments to the problems related to accessibil-
ity and the realisation of the confidentiality of the
polls caused by the issues identified in the inspec-
tion report.

Inspection reports 1670/2019 (parliamentary elec-
tions) and 2657/2019 (European elections) have
been published online at www.oikeusasiamies.fi
in Finnish.
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Polling station intended for persons with physical
disabilities.

The Ombudsman’s decisions on cases taken on
his own initiative are also available online in
Finnish: 2347/2019, 2348/2019, 2349/2019, 2350/2019,
3332/2019, 3333/2019, 3334/2019, and 3335/2019.

Reception centre and detention unit

- In Tampere Reception Centre, there had been
and still were residents with disabilities at the
time of inspection. The inspectors were in-
formed about problems related to, for exam-
ple, getting sign language interpreters. They
were also told that it was difficult for asylum
seekers to be granted special services. How-
ever, they had succeeded in acquiring assistive
devices for the residents, and, for example, one
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minor had been fitted with a hearing aid by
Tampere University Hospital (3440/2019).

- Helsinki (formerly Metsild) detention unit
reported to inspectors about a foreign detainee
on whom they did not have any background
information at the time of their arrival. The
detainee had to be isolated from others due to
violent behaviour. It was not until later that it
transpired that the detainee suffered from an
autism spectrum disorder. Some of their be-
haviour derived from the fact that their special
needs were not understood from the begin-
ning. After the incident, a representative of the
Autism Foundation Finland was invited to the
unit to talk about how to act with persons in
need of special support and how to prevent the
escalation of similar situations (6841/2019).

Disabled parking spaces

- Indecision 4418/2018, the substitute for the
Deputy-Ombudsman drew the City of Tam-
pere attention to the need to arrange parking
areas (designated disabled parking spaces) for
disabled persons (persons with physical disa-
bilities) particularly during construction work
and renovation projects, because the informa-
tion received did not indicate whether replac-
ing (designated disabled) parking spaces had
been arranged for the duration of renovation
work taking place in the street area in front of
the main police station or whether other alter-
native parking arrangements had been made.

- The substitute for the Deputy-Ombudsman
considered it very positive that Tampere had
conducted a survey on the arrangement of
parking for persons with physical disabilities,
based on which it had proposed measures for
developing disabled parking and improving
the situation. By regularly monitoring the
implementation of such measures, the city
may continue the development of the disabled
parking system and the promotion of the
rights of persons with disabilities.
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Prisons

In inspection reports concerning prisons, the in-
spectors identified the following shortcomings
and development needs mostly related to the
rights of inmates and visitors with physical disa-
bilities:

The Vilppula Prison facilities were not acces-
sible or capable of housing inmates with physical
disabilities (1592/2019).

The Vanaja Prison (Ojoinen unit) facilities
were not accessible or capable of housing inmates
with physical disabilities. According to the staff,
the prison was planning to build an accessible
visiting area that would also allow visits by per-
sons using a wheelchair (3420/2019).

Sukeva Prison

~ The visiting area was problematic from the
viewpoint of accessibility, because the premis-
es could not be accessed by lift.

- On the road with signs indicating the way to
the prison, there is a barrier with a call button
placed in such a way and so high up that it is
impossible to press it without stepping out
of the car, and it is impossible to reach from
a wheelchair.

- There was no parking for persons with phys-
ical disabilities (designated disabled parking
space) in the prison area. The Deputy-Om-
budsman recommended having such a space
arranged near the entrance to the prison.

The Deputy-Ombudsman pointed out the inspec-
tion observations to Sukeva Prison, the Regional
Centre of the Criminal Sanctions Region of
Eastern and Northern Finland, and the Central
Administration Unit of the Criminal Sanctions
Agency, and requested them to report by 1 June
2020 on what action the observations had war-
ranted (5291/2019).



Turku Prison

- The Deputy-Ombudsman stated that living
in a disabled cell as required by a disability or
illness must not be used as grounds for not
placing prisoners in various activities or plac-
ing them in more closed circumstances than
order and security would warrant. Therefore,
prisoners with disabilities should be placed
in activities suitable for them despite the fact
that they live in a ward where other prisoners
are still waiting for a placement in activities.
It is also problematic if the prisoners are kept
in otherwise very closed circumstances even
though such an environment would not be
necessary with a view to institutional security
in the case of the prisoner concerned. The
Deputy-Ombudsman also referred to the Om-
budsman’s decision (EOAK/2871/2016, 30 Au-
gust 2017).

- Inthe cell, the call button to alert the guard/
emergency alarm was placed so high up on
the wall that it could not be reached from the
bed or, for example, the floor. According to
the Deputy-Ombudsman, the opportunity to
sound an alarm must be secured in situations
where the prisoner’s ability to move is weak
and the possibility of problems arising from
that is high. In this respect as well, the Depu-
ty-Ombudsman referred to the Ombudsman’s
decision, as a result of which a prison solved
the issue by giving a portable alarm device to
a prisoner with disabilities.

The Deputy-Ombudsman requested the prison to
report by 1 June 2020 at the latest on what actions
the observations and views described above have
warranted (2449/2019).
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3.3.5
DECISIONS

SOCIAL WELFARE
Reprimands

In 2019, the Ombudsman gave two reprimands.
The first case, 2520/2018, was about arranging
child care. The Ombudsman issued a reprimand
to the City of Helsinki Social Services and Health
Care Division, and the Hospital District of Hel-
sinki and Uusimaa (HUS) for future reference,
because the cooperation issues between these
authorities and the administrative decisions taken
in relation to the obligation to organise care led
to a situation in which continued provision of
home care to a child could not be initially guar-
anteed and, on the other hand, the child’s return
from hospital to home care was delayed. All in all,
the Ombudsman considered the way the City of
Helsinki and HUS acted in the case highly repre-
hensible. When assessing the blameworthiness of
the actions, the Ombudsman took account of the
fact that the case was about organising the care
and nurture of a very young child. In this case, the
authorities failed to ensure the child’s best inter-
ests in the organisation of their care and nurture
in accordance with the UN Convention on the
Rights of Persons with Disabilities and the Social
Welfare Act.

The Ombudsman agreed with the view pre-
sented in the statement by the National Supervi-
sory Authority for Welfare and Health (Valvira)
that the city and HUS should have jointly under-
taken immediate action to investigate how to or-
ganise the services responding to the needs of the
complainant’s child in a place other than a hospi-
tal ward, and that they should have taken a more
active approach to seeking alternatives for organ-
ising the child’s care at home or in a homelike
environment.

The Ombudsman emphasised that the admin-
istrative decision-making concerning care and
nurture and the boundaries between different au-
thorities must not constitute obstacles to arrang-
ing and implementing services responding to the
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needs of clients or patients and safeguarding their
continued provision. The basic premise of both
the Social Welfare Act and the Health Care Act

is that social welfare and health-care authorities
must collaborate to ensure seamless service chains
for clients and patients.

In the same decision, the Ombudsman stated
that the city had unlawfully neglected its duty to
draft a comprehensive client plan for the child,
drawn up in multidisciplinary cooperation. Con-
sidering the difficult overall situation of the child,
the Ombudsman was of the opinion that a com-
prehensive social welfare client plan (or other
similar care and service plan), including a plan on
disability services, should have been drawn up for
them well in advance. In connection with making
plans for the child, the officials could also have as-
sessed and planned means and services to support
the parents in coping, if necessary. The Ombuds-
man emphasised that a multidisciplinary and mul-
tiprofessional client plan enables taking account
of the client’s individual needs and promotes the
implementation of cooperation between the au-
thorities from various administrative sectors.

In another case, 6372/2018, the Ombudsman
issued a reprimand to the disability services of the
City of Jyvaskyld for unlawfully delaying the im-
plementation of a decision issued by the Admin-
istrative Court. In the Ombudsman’s opinion, the
city had not processed the special care programme
of the complainant’s child without undue delay,
as required by the Administrative Procedure Act
and ordered by the decision of the Administrative
Court of Vaasa. In its ruling, the Administrative
Court expressly ordered that the matter con-
cerning the special care programme of the child
should be processed without undue delay and
bearing the child’s best interests in mind, even if
the city were to appeal the Administrative Court’s
decision. The disability services failed to comply
with this decision.

The Ombudsman stated that it is possible to
conclude from the Administrative Court ruling
that this was not a case in which implementation
could render an appeal useless, because the state-
ment stipulated that the only matter that could
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prevent the implementation of the decision would
be the Highest Administrative Court prohibiting
the implementation of the decision. The Ombuds-
man stated that the disability services of the City
of Jyvaskyld had unlawfully and without appro-
priate grounds delayed taking action in the imple-
mentation of a decision issued by the Administra-
tive Court. The Parliamentary Ombudsman em-
phasised that clients who rely on social welfare
must be able to trust that the authorities are pro-
active in implementing court rulings as ordered
by the court and provided for in law.

Delays in decision-making and neglecting
the authority’s duty to make decisions

The most common shortcomings found in the
oversight of legality by the Ombudsman involve
delays in processing applications for benefits or
services granted to persons with disabilities and
neglecting the authority’s duty to make decisions.
The specified procedural errors jeopardise the im-
plementation of legal protection.

The Ombudsman found a city’s negligence
concerning decision-making to be unlawful in
case 6153/2018*, in which the authority had failed
to make a decision even though the client’s round-
the-clock rooming-in care had ended. The Om-
budsman emphasised that the authorities are un-
der an obligation to issue a competent authority’s
challengeable decision on the organisation of as-
sisted living and the way it is organised, as referred
to in the Act on Services and Assistance for the
Disabled. A municipal official had failed to issue a
challengeable decision on their own initiative on
the termination of rooming-in care related to the
organisation of assisted living, but the rooming-in
care had ended based on the client’s service plan.
The Ombudsman stated that the care and service
plan serves as a basis for functional decision-mak-
ing, but drawing up the plan is no substitute for
an administrative decision.



The Act on Services and Assistance for the Disa-
bled provides that decisions on services and sup-
port governed by the act must be taken without
undue delay and in any case within three months
of a disabled person or their representative filing
an application for a service or support.

In case 1283/2018, the Ombudsman concluded
that the prolonged processing of an application
concerning disability services had violated the Act
on Services and Assistance for the Disabled. The
Ombudsman underlined that the relevant provi-
sion of the Act on Services and Assistance for the
Disabled lays down a general rule for the maxi-
mum period of time within which applications
must be processed, and it cannot be interpreted as
allowing the authorities to postpone making de-
cisions until the end of the three-month period
without a valid reason. The requirement to pro-
cess applications without undue delay means that
authorities must start processing the matter im-
mediately after the application has been filed. An
authority cannot postpone its duty to investigate
and make decisions for such reasons as changes in
staff or holiday arrangements or due to a backlog
in the local authority’s processing of applications.

In case 266/2019, the Ombudsman emphasised
that a decision concerning disability services must
be made without undue delay once the requested
statements have been received. In this case, the in-
vestigation of the need for special needs footwear
had required a prolonged processing period.

Case 2343/2018 was also about prolonged deci-
sion-making in disability services. The Ombuds-
man pointed out to a city that the transport ser-
vices and car assistance referred to in the Act on
the Services for the Disabled are not mutually ex-
clusive forms of service and assistance. Using a car
for mobility and community transport services
may complement each other.

In case 1030/2018, the substitute for the Dep-
uty-Ombudsman underlined that a new decision
must be made well enough in advance before the
end of the period of validity of the previous de-
cision to prevent unjustified interruption in the
provision of assistance to a social welfare client.
The substitute for the Deputy-Ombudsman found
that the implementation of a decision concerning
informal care had been unlawfully prolonged and
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drew the attention of the City of Oulu Well-Being
Services to the fact that the decision should have
been implemented within three months from the
date when the application was filed at the latest.
In case 6708/2018, the substitute for the Depu-
ty-Ombudsman concluded that the processing of
the complainant’s transport service case had failed
in many ways. In violation of the Administrative
Procedure Act, a senior social worker had neglect-
ed to take the complainant’s demand for rectifica-
tion to the local authority’s social welfare commit-
tee for investigation. This negligence, on the other
hand, had prolonged the overall processing time
of the complainant’s transport service case, since
the complainant had to file a new demand for
rectification to the committee concerning a later
decision made by a municipal official. The com-
plainant’s individual need for transport service
had not been investigated before the demand for
rectification was pending. The substitute for the
Deputy-Ombudsman was of the opinion that an
appropriate and timely assessment of the need for
service would also have accelerated the processing
of the case.

In some of his decisions, the Ombudsman also
assessed how local authorities or service providers
responded to enquiries and complaints. The Om-
budsman underlined that authorities are obliged
to respond to complaints within a reasonable time
from the date of a complaint being filed. When as-
sessing how long it has taken for the authorities
to respond to a complaint, the Ombudsman takes
account of what kind of a matter the complaint
concerns and how the shortcoming referred to
in the complaint affects the welfare client’s posi-
tion and the organisation of services intended for
them. The Ombudsman stressed that good gov-
ernance requires that appropriate letters and en-
quiries addressed to authorities are responded to
in an appropriate manner and without undue de-
lay (1283/2018).

In decision 4679/2018, the Ombudsman found
that the City of Oulu Well-Being Services had not
responded to a complainant within a reasonable
time from a complaint being filed. In decision
3993/2018, the Ombudsman concluded that the
period of three months it had taken for a service
home to respond to a complaint was too long.

69



FUNDAMENTAL AND HUMAN RIGHTS
3.4 RIGHTS OF PERSONS WITH DISABILITIES

Legal protection issues related
to service plans

In case 5152/2018, the Ombudsman drew the atten-
tion of a city’s disabled services and social welfare
services to the need to draw up individual service
plans without undue delay. According to the Om-
budsman, an individual service plan is also of
special importance when a person with disabilities
and an authority disagree on the way in which dis-
ability services or other services under the Social
Welfare Act should be organised or implemented.
Therefore, the service plan must indicate potential
differing views between the authority and client
about the organisation of services. In a conflict
situation, the client’s own view may be of signifi-
cance when the client is appealing a decision is-
sued by an authority. It may be a question of the
amount of services, or the way in which the ser-
vices are implemented, or what kinds of services
can or should be organised in a particular case.

In case 5826/2018, a city had neglected to make
a multidisciplinary social welfare client plan for a
child. The substitute for the Deputy-Ombudsman
emphasised that a multidisciplinary client plan
enables taking account of the client’s individual
needs and promotes the implementation of coop-
eration between the authorities from various ad-
ministrative sectors and also between the various
sectors within the same field of administration. In
the case concerned, it would have been reasonable
to draw up such a plan from the perspectives of
the child’s best interests and service planning.

In one case, it had taken 18 months to draw up
a service plan for a child, which the Ombudsman
considered unlawful. What made the failings par-
ticularly significant in this case was the fact that
the complainant had requested a service plan to
be drawn up on several occasions, but in spite of
this, no plan had been drawn up (912/2019).

In connection with complaint case 6327/2018,
the Ombudsman assessed the role of a guardian
appointed to manage financial affairs in the ser-
vice planning of a client with an intellectual dis-
ability. In the Ombudsman’s opinion, a solution
that is in the client’s best interests can be reached
if the municipal social welfare services, the social
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welfare client, and the legal representative (the
guardian and family members or other persons
close to the client) mutually agree on the matters
and their interaction regarding their participation
in the service plan meetings, as well as on the role
each one of them will play in the assessment of
the service needs, drafting of the service plan, and
decision-making concerning the services and po-
tential appeals processes. In this connection, it

is possible to assess whether the participation of
“support persons” could promote the realisation
of, for example, the disabled person’s own goals
and preferences and genuinely support them in
making their own personal decisions.

Other decisions concerning
disability services

In connection with complaint case 5658/2018,

the Ombudsman pointed out to a local authority
that there is an employment contract between

a person with a severe disability (employer) and

a personal assistant (employee). If the local au-
thority deals directly with the personal assistant
in matters related to the organisation of personal
assistance, such an arrangement should be agreed
with the employer.

The Ombudsman recommended to a service
home that when they draw up their self-moni-
toring plans, they should take account of the fact
that some of the clients in the service home may
be there based on the Act on Services and Assis-
tance for the Disabled, and, therefore, restrictive
measure in accordance with the Act on Intellectu-
al Disabilities may not be used on them. The Om-
budsman pointed out generally to a service home
that restrictive measures within the meaning of
the Act on Intellectual Disabilities may only be
used if assisted living services are organised as
special care in intensified assisted living services
and only when the client’s around-the-clock as-
sisted living has been organised as special care
(1504/2018 and 1826/2018).

With a view to realisation of the rights of per-
sons with severe disabilities, the Ombudsman
considered it a good and recommended practice



that the local authority pay the costs incurred
from the organisation of occupational health care
for a personal assistant as they emerge, if it is dif-
ficult for the person with disabilities to apply for
compensation for them in arrears. In such a situ-
ation, the person with severe disabilities may, for
example, give a power of attorney to the local
authority, which files the application for compen-
sation with the Social Insurance Institution of
Finland on behalf of the employer with severe
disabilities. The Ombudsman also pointed out to
the municipal social welfare services that it should
also be written down in the client plan and de-
cision how the compensation of costs is imple-
mented in practice (1289/2018).

The Deputy-Ombudsman concluded that a
service home had neglected its duty to ensure ap-
propriate care and good treatment of clients, as a
client had been left sitting in a wheelchair over-
night. After the erroneous action, the matter was
investigated by the service home and the city that
had outsourced the assisted living service, and
guidance was provided to the staff on the correct
care procedures. Since the local authorities had
taken remedial action in the matter, the case gave
rise to no further action by the Deputy-Ombuds-
man (93/2019).

Oversight of private care homes

The Ombudsman drew the general attention of
the Rovaniemi Municipal Authority for Health
Care and Social Services to the importance of
cooperation between authorities in the oversight
of intensified assisted living units. The local au-
thority in charge of the placement of clients is
also responsible for monitoring that the client
they have placed in a service unit receives the kind
of service agreed upon. The City of Rovaniemi had
not been able to supervise the implementation

of the services for clients placed by other local
authorities, because it did not have information —
nor should it have had — about the contents of the
service agreements of the residents placed by oth-
er local authorities or about the service agreement
between the care home and other local authorities
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in charge of placing clients. On the other hand,
the City of Rovaniemi could have informed the
other local authorities in charge of placing clients
about the shortcomings observed by them so that
they could have taken the matter into account in
their own oversight activities.

The Ombudsman agreed with the opinion of
the National Supervisory Authority for Welfare
and Health (Valvira) that the care home run by
Esperi Care Oy had had limited personnel resourc-
es and a large number of changing employees
(substitutes) over a specific period. The changing
employees may also have been a major contribu-
tory factor to generating restlessness and feelings
of insecurity in the daily lives of the clients. In
addition, the changing personnel also burden the
regular staff, because they need to provide orien-
tation to substitutes after each absence, at least in
some respects.

The Ombudsman pointed out at a general
level that the opportunities of the residents to
lead a normal life and receive necessary care must
be secured at all hours. When deciding on the al-
location of staff for night-time supervision duties,
account must be taken of the clients who need to
be assisted by two people. The service unit must
have enough staff in terms of quantity and profes-
sional skills to meet the unit’s operational needs
and the special needs of the persons living in the
service facility. This is one of the essential factors
for securing high-quality treatment and care that
respects the human dignity of the residents. The
changes in the care needs of the residents must
also be appropriately observed in staff allocation
(1504/2018 and 1826/2018).

Application forms for disability services

In case 2059/2018*, the Ombudsman took a stand
on the contents and drafting of application forms
for disability services. The Ombudsman consid-
ered it possible for a city to have, in addition to a
general application form for disability services, a
separate form for applying for transport services.
The application forms may be made available both
in the electronic service system and as printable
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versions on the relevant website. The application
forms should be consistent in terms of subject
matter and questions, no matter in which system
or version they are presented.

The Ombudsman emphasised that the stand-
ard forms used by authorities must be clear and
comprehensible. The forms must not lead to loss
of benefits or the narrowing of procedural legal
protection due to the fact that their interpreta-
tion may cause misunderstandings or uncertainty
among clients. Therefore, authorities need to pay
special attention to the comprehensibility, clarity,
and accessibility of the information provided by
them, particularly when, among their clients,
there may be people with a limited ability to re-
ceive and process information (persons with disa-
bilities and the elderly).

In the Ombudsman’s opinion, it is important
that when authorities ask among their clients to
give their consent for the acquisition of informa-
tion, they identify with sufficient precision what
kind of information they are referring to. If the
form describes the consent requested from social
welfare clients in too general terms, the client will
not be able to assess from which bodies or from
whom such data will be requested and what the
scope of the request for data will be. Therefore,
in the Ombudsman’s view, the form should men-
tion at least the authorities or other bodies from
whom information may be requested. It is also
one of the principles of good governance that au-
thorities clearly state that social welfare clients
have the right to withdraw their consent at any
point in the processing of the case.

In another case, Tampere Social Welfare Office for
the Disabled had stopped providing online appli-
cation forms in its special care services for persons
with intellectual disabilities. The Ombudsman
considered the removal of the application forms
problematic from the viewpoint of fundamental
rights of the disabled but did not find it unlawful.
Application forms may be one way of getting an
application filed. Providing the clients with vari-
ous options for applying for services is in keeping
with the service principles laid down in the Ad-
ministrative Procedure Act, for which reason the
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Ombudsman did not consider the change made
by the Social Welfare Office for the Disabled, or
the removal of the application form, a very good
decision.

The Ombudsman considered it possible that
the different application procedures for intellec-
tual disability services and disability services may
make it difficult for clients to establish an overall
picture of the service packages available, and may
prevent and narrow the realisation of the rights of
persons with disabilities in other respects as well.
The Ombudsman requested Tampere Social Wel-
fare Office for the Disabled to report by 31 Decem-
ber 2019 on what actions it had possibly taken due
to the Ombudsman’s decision (2769/2018).

On 19 December 2019, Tampere Social Welfare
Office for the Disabled reported that they now offer
a separate updated application form for the purpose
of applying for a special care programme, which is
available both from social workers and online on
the Social Welfare Office for the Disabled website.

Deductible in transport services provided
under the Act on Services and Assistance
for the Disabled

The Ombudsman drew the attention of the City
of Hyvinkad to the determination of the client fee
(deductible) in the community transport services
provided under the Act on Services and Assistance
for the Disabled, considering it problematic that
the minimum deductible charged for the trans-
port services was higher than the fee collected in
the Hyvinkad local transport system. The Om-
budsman emphasised that the duty of public au-
thorities to guarantee sufficient social welfare and
health care services for everyone includes the duty
to determine the fees charged for these services in
such a manner that they do not prevent or jeop-
ardise a person’s opportunities to use the statutory
services that they may need (1739/2018).



EU Disability Card

The Ombudsman was of the opinion that, at the
time of assessment, the actions taken by the
Dis-ability Card Office and the Finnish Disability
Forum in granting and defining the criteria for
granting the EU Disability Card did not consti-
tute the performance of a public duty within the
meaning of the rules of jurisdiction applied to the
Ombudsman. Therefore, the Ombudsman did not
have the competence to investigate the procedure
for defining the criteria and principles for granting
the marking A for the EU Disability Card.

The EU Disability Card system is based nei-
ther on the national legislation of Finland nor on
supranational EU regulation, but on the criteria
and principles decided by disability organisations.
However, the potential development and expan-
sion of the Disability Card system may have an
impact on the assessment of issues that fall within
the Ombudsman’s jurisdiction. Within the remit
of his mandate, the Ombudsman may investigate
the Social Insurance Institution of Finland’s prac-
tices in its role as an authority that manages vari-
ous phases of the Disability Card application and
ordering procedure (3142/2018).

Interpreting services
for persons with disabilities

The Social Insurance Institution of Finland took
over the responsibility for providing interpreters
for hearing-impaired persons, deaf-blind persons,
and persons with speech impediments from local
authorities on 1 September 2010. The Social Insur-
ance Institution of Finland can either use in-house
interpreters or outsource interpreting to other
service providers. The Social Insurance Institution
of Finland established its own interpreter service
centre operation on 1 January 2014. The objective
of the interpreter service is to protect the right of
persons with disabilities who need an interpreter
to be treated equally with persons without disabil-
ities by giving them an opportunity to participate
in society and share information and interact with
others.
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The interpreter service for persons with disabil-
ities is reserved exclusively for individuals who
cannot secure the services of a competent and
suitable interpreter under other laws. Other laws
under which persons with disabilities can request
an interpreter include the Basic Education Act and
the Act on the Status and Rights of Patients.

Defining the need for an interpreter
for international travel

The Ombudsman considered it problematic that
the need for an interpreter is defined in advance,
particularly with regard to longer international
travel or other travel where it may be difficult to
anticipate the actual need for an interpreter on
justifiable grounds. Announcing the need for an
interpreter and making a decision on it in advance
may result in a situation in which the client is
granted less or potentially even more interpreter
services than they actually need in practice. As
such, the Ombudsman considered it good client
service that the client is allowed to specify their
need for an interpreter up to one week before

a trip. However, the views of the client and the
Social Insurance Institution (Kela) may differ as
to whether the need for an interpreter has been
itemised to a sufficient extent. The Ombudsman
pointed out to Kela that, if the client so requires,
Kela should issue a written, appealable decision
on the matter in a situation in which Kela is of the
opinion that the applicant has not itemised their
need for an interpreter to a sufficient extent and
the applicant disagrees with this (206/2018).

The duty of authorities to examine
the content of an order for an interpreter

The Ombudsman drew the attention of Kela’s
Centre for Interpreting Services for Clients with
Disabilities to the need for care in client commu-
nications related to ordering interpreters, to en-
sure that all the information needed for relaying
an order, such as the time of termination of the
order, is communicated appropriately and to a
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sufficient extent. In the Ombudsman’s opinion,
this case was not only about client communica-
tions, but basically it was a question of the duty
of authorities to ensure that the contents of an
order for an interpreter are based on sufficient in-
formation. Since Kela announced that it has taken
action to improve its client communications, the
matter did not give rise to further action by the
Ombudsman (2538/2018).

Protection under the law after
the competitive tendering of interpreters

Usually, the users of interpreter services do not
have the legal remedies provided by the Act on
Public Procurement at their disposal, because they
are not a concerned party in the procurement
matter. In the year under review, the Ombudsman
assessed, in many of his decisions, the realisation
of the legal protection of the users of interpreters
for the persons with disabilities in a situation in
which it was claimed that the procurement deci-
sion on the provision of interpreters for the disa-
bled taken by Kela jeopardised the observation of
the individual special needs of the service user in
the implementation of interpreter services.

According to the Ombudsman’s view, Kela should
have processed a complainant’s demand for recti-
fication of a procurement decision, as provided in
the Act on Interpreter Services for Persons with
Disabilities. The complainant’s demand had been
based on the requirement to take account of their
special needs even though it had been titled ‘de-
mand for rectification on a procurement matter’
and the complainant was not a concerned party
in the procurement matter. The Ombudsman
found the title understandable, because the state
of affairs on which the demand was based had
come about due to a procurement decision. An in-
terpreter may play a key role in whether the right
of the person concerned to an interpreter service
is realised. To ensure the realisation of this right,
the service user should have a right of appeal in a
situation where they are of the opinion that their
special needs require the organisation of interpret-
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er service in an individual manner, and the service
providers selected through the procurement pro-
cess are not suitable with regard to their special
needs.

According to the Ombudsman, in such a sit-
uation, the service user should have the right to
ultimately have their case heard before a court of
law. Therefore, Kela should attach the decision it
is issuing with the appeal instructions required
under the Act on Interpreter Services for Persons
with Disabilities, as far as the matter does not fall
within the Market Court’s jurisdiction. However,
the Ombudsman came to the conclusion that
the questions of which procedure to follow and
whether the client is entitled to appeal the deci-
sion are open to interpretation, and the questions
will ultimately be solved by a court of law. The in-
terpretation presented above would guarantee the
service user’s access to a court of law in a situation
in which the individual special needs of the party
concerned have not been taken into account in
a public procurement of social welfare or health
care services. The same outcome (i.e. access to a
court of law) could also be achieved if the service
user files a separate direct procurement request
based on their individual special needs, and the
authority gives an appealable decision on this re-
quest (760/2018).

In three of his decisions, 1108/2018, 4875/2018,

and 5156/2018, the Ombudsman was of the opin-
ion that Kela should have issued an appealable
decision on a complainant’s direct procurement
request. The complainants had required that their
interpreter services be organised as a direct pro-
curement by the interpreters of a specific service
provider, because the interpreters they had been
using earlier had been left outside the scope of the
procurement. The Ombudsman found it problem-
atic that Kela’s view was that the processing of the
direct procurement request filed by the user of in-
terpreter services was actually an administrative
matter and, therefore, there was no need to issue
an appealable decision on the matter to the com-
plainant. According to the Ombudsman’s view,
when deciding on the right of the user of inter-
preter services to a direct procurement, Kela as-



sesses and investigates whether the user meets the
requirements for awarding a direct procurement,
as required by the Act on Public Procurement and
Concession Contracts.

Therefore, the Ombudsman was of the opin-
ion that, in this case, the service user’s rights were
involved in such a manner that it must be possi-
ble to have the case dealt with by an independent
body for the administration of justice, as required
by section 21 of the Constitution of Finland. To
ensure realisation of these rights, the service user
should have a right of appeal in a situation in
which they are of the opinion that their special
needs require the organisation of interpreting ser-
vices in an individual manner, and the service pro-
viders selected through the procurement process
are not suitable with regard to their special needs.
In the Ombudsman’s opinion, the request of the
interpreter services client to have the service or-
ganised through a direct procurement is a matter
pertaining to the practice by which the service is
organised. For the sake of clarity, the Ombudsman
also stated that the question of the right of appeal
is a different matter than the appeal actually being
approved.

In its decisions 5156/2018 and 1108/2018, the
Ombudsman considered the processing times for
direct procurement requests to be too long. It has
been an established practice, in the Ombudsman’s
oversight of legality, that a lack of personnel can-
not be a special reason that can be used as justifi-
cation for prolonged processing of applications.

Another decision also related to the competitive
tendering of interpreter services was taken by the
substitute for the Deputy-Ombudsman. He agreed
with the view of the Ministry of Social Affairs and
Health about how important it is that, drawing

on the interpreter resources from other areas,

Kela tries to organise interpreter services in areas
where they have previously failed to acquire the
desired interpreter resources. From the viewpoint
of the flexibility of the system, the substitute for
the Deputy-Ombudsman found it good that Kela
had emphasised in its statement that, according to
their guidelines, in certain situations, the search
for an interpreter can be extended to the procure-
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ment area neighbouring the municipality where
the interpreting is to take place. The organisation
of interpreter services and the client’s right to an
interpreter service in an individual case should be
implemented in such a manner that it promotes
the opportunities of persons with disabilities to
act as equal members of society in every manner
possible (1342/2018).

Delays in the organisation of an interpreter
for studies after the procurement of interpreter
service

The Ombudsman pointed out to Kela that it
must take account of the special needs of service
users and factors related to the continuity and
comprehensiveness of services when acquiring
interpreter services. In addition, the contracting
entity must specify the duration and other terms
and conditions of the contracts so that they do
not give rise to unreasonable or inappropriate
consequences for service users. Kela had failed to
organise a sign-language interpreter for studies
for a complainant at the beginning of a new pro-
curement period at the beginning of 2018. The
Ombudsman was of the opinion that Kela should
have, better and earlier, ensured that the provision
of the services of a sign-language interpreter for
studies to the complainant would continue. The
Ombudsman finds that, as such, competitive
tendering and its outcome are not valid grounds
for not organising interpreter services for a client
who needs them (1268/2018).

EARLY CHILDHOOD EDUCATION
AND TEACHING

Organisation of therapy
in early childhood education

Case 4536/2018* was about a time limitation set
for the provision of individual therapy arranged
in early childhood education. As a rule, the Dep-
uty-Ombudsman found the time limitation set in
the early childhood education plan of the City of
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Raisio (no therapy during the activity period from
9 to 11) problematic, because a categorical time
limitation actually steers the operating units of
early childhood education to ignore the observa-
tion of each child’s individual circumstances and
needs.

According to the Deputy-Ombudsman’s opin-
ion, an organiser of early childhood education
must assess each child’s situation individually, in
good collaboration with the child’s parents or oth-
er guardians. If necessary, day-care centres should
offer opportunities for individual flexibility in
therapy and rehabilitation matters if the child’s
best interest so requires, and if the therapy cannot
be otherwise arranged. The various operating
units of the organiser of early childhood educa-
tion must also be informed about these opportu-
nities for flexibility.

Implementation of special adjustments
at university

The Ombudsman assessed the implementation of
special adjustments (peaceful examination room)
at a university. According to the Ombudsman,
actions related to reasonable accommodation to
help a person with disabilities, as referred to in
the Non-Discrimination Act, are needed if, for ex-
ample, it is actually impossible for the student to
take exams in a similar manner as other students
without such adjustments being made. The key is-
sue in the case was to find a way to accommodate
the student’s circumstances so as to give them an
opportunity to take the exams in such a manner
that they can make progress in their studies and
complete their education.

Denying reasonable accommodation to help a
person with disabilities also constitutes discrimi-
nation within the meaning of the Non-Discrimi-
nation Act. In this case, the adjustments had not
been denied, but it was a question of how they
were implemented in practice. The adjustments
should be tested in advance, because, should they
fail, the whole exam may fail. If the adjustments
do not work in practice, from the student’s point
of view, the outcome is the same as if they had
been denied.
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According to the Ombudsman, the university
seemed to apply the same practice in the provision
of a peaceful examination room to everyone need-
ing this kind of special accommodation. The Om-
budsman emphasised that reasonable accommo-
dation should always be made on a case-by-case
basis and that they should respond to the needs
of the person with disabilities in each particular
situation. Therefore, the arrangements are not
necessarily the same for everyone, nor can they
be. Reasonable accommodation to help a person
with disabilities must be differentiated from gen-
eral accessibility measures of a permanent nature.
The university pointed out that the shortcomings
could have been remedied had the complainant
informed the supervisor of the exam about them.
However, according to the complainant’s account,
in the acute exam situation, it was impossible for
them to call the arrangements into question. The
university had tried to investigate the matter af-
terwards, but the complainant had not taken the
opportunity to do so.

The Ombudsman did not have sufficient
grounds to conclude that the university had acted
unlawfully or neglected its duty. He drew the uni-
versity’s attention to the viewpoints he presented
and to the steps that the complainant had con-
sidered to be a sufficient solution to the situation.
The Ombudsman proposed that the university
consider contacting the complainant to have the
matter solved and requested the university to re-
port its potential action in the matter (2719/2018).

The university reported that it had paid atten-
tion to the arrangements of the faculty’s general
exams in such a manner that the study secretary is
present in the hall at the beginning of each exam to
ensure, together with the supervisors of the exam,
that, for instance, the exam begins smoothly and
that potential special arrangements have been taken
into consideration. The faculty has also acquired
new computers for exams that can be easily moved
around. In addition, a special examination room has
been introduced at the university level, which is in-
tended for students with a recommendation to use
a separate room in exam situations.



HEALTH CARE

Pursuant to Article 25 of the United Nations’
Convention on the Rights of Persons with Disa-
bilities, persons with disabilities have the right to
the enjoyment of the highest attainable standard
of health without discrimination on the basis of
disability. States parties must provide persons
with disabilities with the same range, quality,
and standard of health care as provided to other
persons.

Case 2680/2018 was about the City of Tampere’s
criteria for providing a wig as an assistive device
for medical rehabilitation. According to the sub-
stitute for the Deputy-Ombudsman, the criteria
should be complemented with factors based on
individual need, such as medical reasons. The sub-
stitute for the Deputy-Ombudsman informed the
city about his opinion. Furthermore, he proposed
that the city contact the complainant in a manner
they consider suitable to potentially reassess their
need for an assistive device 2680/2018.

The City of Tampere announced that it had
taken the substitute for the Deputy-Ombudsman’s
decision into account and taken action in response
to the decision. The complainant had been granted
a voucher for a custom-made wig. In the future, the
criteria for granting a custom-made wig will also
take account of, in addition to an exceptional head
size, potential skin symptoms or other medical rea-
sons.

The Deputy-Ombudsman reprimanded the HUS
Assistive Device Centre for unlawful conduct,
because the provision of care at the HUS Assistive
Device Centre was not at a level required by law.
The Deputy-Ombudsman considered it prob-
lematic that paediatric patients were treated very
differently depending on where they had been
referred to the Assistive Device Centre. There also
seemed to be delays in the provision of assistive
devices for adults; for example, the centre had
been unable to process the queue of non-acute
patients in a timely manner (5646/2018). The fol-
lowing decisions concerning unlawful conduct of
the HUS Assistive Device Centre have also been
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published on the website of the Parliamentary
Ombudsman: 5093, 5617, and 6202/2018.

The Substitute for a Deputy-Ombudsman em-
phasised that individual and functional assistive
device solutions and well-functioning services are
of major importance for the functional ability of
persons with disabilities and their equal participa-
tion in society. If a patient’s situation changes, and
previous assistive devices are no longer suitable
for them, their need for assistive devices must be
reassessed. If necessary, the patient should also be
guided to use other social welfare and health-care
services 1607/2018.

Case 6173/2018 was about a delay in the access
of a patient with intellectual disabilities to dental
treatment under general anaesthesia. Due to the
patient’s restricted ability to open their mouth and
their insufficient ability to cooperate, the patient’s
need for dental treatment could not be assessed
during a clinical appointment. The Deputy-Om-
budsman found that the dentists at the Oral and
Maxillofacial Surgery Outpatient Clinic of Tam-
pere University Hospital should have considered
bringing forward the patient’s appointment for
dental treatment under general anaesthesia at the
latest when the patient’s mother contacted the
outpatient clinic because of the patient’s tooth-
ache. The patient had displayed signs of toothache
such as pained facial expressions and moaning;
painkillers had also been used to alleviate their
toothache. The dentists should have taken this
change in the course of the patient’s illness into
account.

Even though the patient received treatment
within the treatment time guarantee applied for
specialised medical care, the Deputy-Ombudsman
noted that the patient should have been provided
with dental treatment under general anaesthesia
earlier than it actually happened, considering the
overall situation of the patient’s oral health and
the delayed assessment of the need for treatment,
and the pain and suffering they were subjected to
while waiting for treatment. In the Deputy-Om-
budsman’s opinion, the patient did not receive
treatment within a reasonable time. The Depu-
ty-Ombudsman brought her view of the erro-
neous conduct to the attention of the dentist in
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charge of oral and maxillofacial surgery and the
dentist in training in the unit.

In case 5160/2018, the Deputy-Ombudsman
recommended that a psychiatric hospital start
monitoring more carefully the realisation of the
opportunities of patients and those undergoing
examinations to have outdoor exercise. The Dep-
uty-Ombudsman found the time of 12 to 30 min-
utes reserved for outdoor exercise to be much too
short. The Deputy-Ombudsman stressed how im-
portant it is to arrange outdoor exercise and stated
that only in exceptional cases can the lack of per-
sonnel or the treatment of other patients in the
ward be used as a reason to limit the amount of
outdoor exercise.

The Deputy-Ombudsman found it a deficiency
that there are no legal provisions for providing pa-
tients ordered to involuntary treatment with op-
portunities to purchase foodstuffs and other items
for personal use, as there are in the field of crimi-
nal sanctions (3952/2018).
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National Preventive Mechanism against Torture

3.5.1
THE OMBUDSMAN'S TASK AS
A NATIONAL PREVENTIVE MECHANISM

On 7 November 2014, the Parliamentary Ombuds-
man was designated as the Finnish National Pre-
ventive Mechanism (NPM) under the Optional
Protocol of the UN Convention against Torture
and Other Cruel, Inhuman or Degrading Treat-
ment or Punishment (OPCAT). The Human
Rights Centre (HRC) at the Office of the Parlia-
mentary Ombudsman, and its Human Rights del-
egation, fulfil the requirements laid down for the
National Preventive Mechanism in the Optional
Protocol, which refers to the ‘Paris Principles’.

The NPM is responsible for conducting visits
to places where persons are or may be deprived
of their liberty. The scope of application of the
OPCAT has been intentionally made as broad as
possible. It includes places like detention units
for foreigners, psychiatric hospitals, residential
schools, child welfare institutions and, under cer-
tain conditions, care homes and residential units
for the elderly and persons with intellectual disa-
bilities. The scope covers thousands of facilities in
total. In practice, the NPM makes visits to, for ex-
ample, care homes for elderly people with memo-
ry disorders, with the objective of preventing the
poor treatment of the elderly and violations of
their right to self-determination.

The OPCAT emphasises the NPM’s mandate
to prevent torture and other prohibited treatment
by means of regular visits. The NPM has the pow-
er to make recommendations to the authorities
with the aim of improving the treatment and con-
ditions of the persons deprived of their liberty and
preventing actions that are prohibited under the
Convention against Torture. It must also have the
power to submit proposals and observations con-
cerning existing or draft legislation.

Under the Parliamentary Ombudsman Act, the
Ombudsman already had the special task of car-
rying out inspections in closed institutions and
overseeing the treatment of their inmates. How-
ever, the OPCAT entails several new features and
requirements with regard to visits.

In the capacity of the NPM, the Ombudsman’s
powers are somewhat broader in scope than in
other forms of oversight of legality. Under the
Constitution of Finland, the Ombudsman’s com-
petence only extends to private entities when they
are performing a public task, while the NPM’s
competence also extends to other private entities
in charge of places where persons are or may be
deprived of their liberty, either by virtue of an or-
der given by a public authority or at its instigation
or with its consent or acquiescence. This defini-
tion may include, for example, detention facilities
for people who have been deprived of their liberty
on board a ship or in connection with certain pub-
lic events as well as privately controlled or owned
aircraft or other means of transport carrying peo-
ple deprived of their liberty.

In the case of the Parliamentary Ombudsman’s
Office, however, it has been deemed more appro-
priate to integrate its operations as a supervisory
body with those of the Office as a whole. Several
administrative branches have facilities that fall
within the scope of the OPCAT. However, there
are differences between the places, the applicable
legislation and the groups of people who have
been deprived of their liberty. Therefore, the ex-
pertise needed on visits to different facilities also
varies. As any separate unit within the Office of
the Ombudsman would, in any case, be very small,
it would be impossible to assemble all the neces-
sary expertise in such a unit, and the number of
visits conducted would remain considerably
smaller. Participation in the visits and the other
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tasks of the Ombudsman, especially the handling
of complaints, are mutually supportive activities.
The information obtained and experience gained
during visits can be utilised in the handling of
complaints, and vice versa. For this reason, too, it
is important that those members of the Office’s
personnel whose area of responsibility covers
facilities within the scope of the OPCAT also par-
ticipate in the tasks of the NPM. In practice, this
means the majority of the Office’s legal advisers,
nearly 30 people.

The OPCAT requires the States Parties to make
available the necessary resources for the function-
ing of the NPM. The Government proposal con-
cerning the adoption of the OPCAT (HE 182/2012
vp) notes that in the interest of effective perfor-
mance of obligations under the OPCAT, the per-
sonnel resources at the Office of the Parliamenta-
ry Ombudsman should be increased.

In its recommendations issued on the basis of
Finland’s seventh periodic report, the UN Com-
mittee against Torture (CAT) expressed its con-
cern about the Ombudsman having insufficient
financial or human resources to fulfil the man-
date of the NPM. The CAT recommended that
the State strengthen the NPM by providing it
with sufficient resources to fulfil its mandate in-
dependently and efficiently. The CAT also recom-
mended that Finland should consider the possi-
bility of establishing the NPM as a separate entity
under the Parliamentary Ombudsman. The Om-
budsman submitted his statement on the matter
to the Ministry for Foreign Affairs. In giving his
opinion, the Ombudsman stated that the Office
had received no additional human resources to
fulfil its remit as the NPM, although such increas-
es had been proposed.

The Office of the Parliamentary Ombuds-
man’s operating and financial plan for 2019-2022
states that allowances should be made for increas-
ing the human resources in the NPM’s area of re-
sponsibility during the planning period. In the
budget proposals for 2018 or 2019, however, the
Parliamentary Ombudsman did not propose an
appropriation for the new posts. This was largely
due to the savings targets set by the Office Com-
mission.
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In 2019, several cases of negligence were identified
in service units for the elderly. The Parliament
granted additional funding for the Office of the
Parliamentary Ombudsman for 2019 to step up
the supervision of the rights of the elderly. In
2019, new instances of neglect were identified,
and closures of service units were carried out. The
Office of the Parliamentary Ombudsman was
granted additional funding for 2020 to establish
new posts. Three of the new posts concentrate on
the supervision of the rights of the elderly, which
also contributes to the resourcing the NPM, as
most of the inspection visits to elderly care units
are carried out under the NPM mandate.

3.5.2
OPERATING MODEL

The tasks of the National Preventive Mechanism
have been organised without setting up a separate
NPM unit in the Office of the Parliamentary
Ombudsman. To improve coordination within the
NPM, the Ombudsman decided to assign one legal
adviser exclusively to the role of coordinator. This
was achieved through the reorganisation of duties,
as no new personnel resources were gained. At the
beginning of 2018, the role of principal legal ad-
viser and full-time coordinator for the NPM was
assumed by Principal Legal Adviser Iisa Suhonen.
She is supported by Principal Legal Adviser Jari
Pirjola and On-duty lawyer Pia Wirta, who coordi-
nate the NPM’s activities alongside their other du-
ties, as of 1 January 2018 and until further notice.

The Ombudsman has also appointed an OPCAT
team within the Office. Its members are the prin-
cipal legal advisers working in areas of responsi-
bility that involve visits to places referred to in the
OPCAT. The team has ten members and is led by
the head coordinator of the NPM.

The NPM has provided induction training for
external experts regarding the related visits. The
NPM currently has 12 external health-care special-
ists available from the fields of psychiatry, youth
psychiatry, geriatric psychiatry, forensic psychia-
try, geriatrics, and intellectual disability medicine.
A further three external experts represent the



Sub-Committee on the Rights of Persons with
Disabilities operating under the Human Rights
Delegation at the Human Rights Centre. Their
joint expertise will benefit inspection visits carried
out at units where the rights of persons with dis-
abilities may be restricted. In addition, the NPM
has trained five experts by experience to support
this work. Three of them have experience of
closed social welfare institutions for children and
adolescents, while the expertise of the other two
is used in health-care inspection visits.

3.5.3
INFORMATION ACTIVITIES

A brochure on the NPM activities has been
published, and it is currently available in Finnish,
Swedish, English, Estonian, and Russian.

The reports on the inspection visits conducted
by the NPM have been published on the Parlia-
mentary Ombudsman’s external website since the
beginning of 2018. The NPM has enhanced its
communications on inspections and related mat-
ters in social media.

354
EDUCATION AND TRAINING ON
FUNDAMENTAL AND HUMAN RIGHTS

The Parliamentary Ombudsman and the Human
Rights Centre launched a joint initiative in 2018 to
promote fundamental and human rights within
residential service units for persons with disabil-
ities. In preparation for the project, experts em-
ployed by the Human Rights Centre participated
in inspection visits of service units for disabled
people. The aim is to develop an assessment
framework as part of the self-monitoring plan to
guide the residential unit staff to assess how well
the human rights of the residents with disabilities
are respected. The initiative is introduced in sec-
tion 3.4.

FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

3.5.5
TRAINING

In 2019, members of the Office of the Parliamen-
tary Ombudsman participated in the following
events and courses as part of their duties under
the NPM:

- Memory Disorders Expertise seminar, 17 May
2019. The programme included a presentation
on the elements in a living environment for
persons with memory disorders by Laura
Arpiainen, architect and professor at Aalto
University. Organised by the Finnish Society
for Memory Disorders Expertise.

- Seminar on elderly care, 10 June 2019. The

programme included presentations on the

conditions in elderly care (Professor Teppo

Kroger, University of Jyvaskyld) and increasing

life expectancy, leading to changes in demand

and access to care (Professor Marja Jylhg,

University of Tampere). Organised by the Par-

liamentary Ombudsman.

Internal training for the Office of the Parlia-

mentary Ombudsman on obtaining the opin-

ion of a child with a disability, 12 June 2019.

The training included expert guidance on

methods and tools suitable for establishing

the views of adults with memory disorders
and learning disabilities.

Internal training on conducting interviews

during visits made in the capacity of the NPM,

13 September 2019.

Violence and domestic violence against

women, 25 September 2019. The theme was

the recommendations for Finland based on
the first evaluation procedure under the Istan-
bul Convention. The event was joined by Iris

Luarasi, Member of the Group of Experts on

Action against Violence against Women and

Domestic Violence (GREVIO). The event was

organised by the Human Rights Centre.

- Use of coercion in social and health-care ser-
vices — where to draw the line? seminar, 2 Oc-
tober 2019. Themes included: 1) restrictive
measures in social and health-care services,

2) restrictive measures in institutions, and 3)
improving quality through increasing moni-
toring. The discussion on restrictive measures
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involved representatives from different fields
of practice: child welfare and foster care, ser-
vices for persons with learning disabilities,
elderly care, and mental health care. The event
was organised by FCG Finnish Consulting
Group Oy.

- Rights of the elderly seminar, 10 October 2019.
The themes included services for the elderly
and inclusion and self-determination in elderly
care. The event was organised by the Human
Rights Centre.

- Kalle Kénkkold Symposium, 22 October 2019.
The theme was the rights of persons with dis-
abilities - a snapshot. The event was organised
by the Parliamentary Ombudsman and the
Human Rights Centre.

- Internal training on the legislative implemen-
tation of the Convention on the Rights of
Persons with Disabilities, 30 October 2019.
The speaker was Professor Tuomas Ojanen,
University of Helsinki.

- Internal training on identification and preven-
tion of radicalisation in Finnish prisons, 3 De-
cember 2019. The presentation was delivered
Annika Finnberg, who has served as a tempo-
rary deputy investigating officer at the Office
of the Parliamentary Ombudsman.

- Internal training on oral health care for the
elderly, 17 December 2019. The training was
delivered by specialist dentist Pauli Varpavaara.

3.5.6
NORDIC AND INTERNATIONAL
COOPERATION

The Nordic NPMs meet regularly, twice a year.
The Finnish NPM organised a cooperation meet-
ing in Helsinki in January 2019. The main theme
of the meeting was inspection visits at elderly care
units. The opening address was given by Jari Pir-
jola, Principal Legal Adviser and Member of the
Committee for the Prevention of Torture, on the
topic “Are elderly people in social care homes de-
prived of their liberty?”. Furthermore, the Finnish
NPM gave a presentation of the visits it had made
to residential units for persons with disabilities,
while the Swedish NPM shared its observations
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on the special theme of transport of persons de-
prived of their liberty.

Iceland ratified the Optional Protocol to the
Convention against Torture (OPCAT) on 20 Feb-
ruary 2019, and the Icelandic NPM hosted its first
cooperation meeting in August 2019 in Reykjavik.
The topic was “Ethical issues regarding therapeu-
tic treatment, a person’s rights to privacy and
security measures in secure settings - where do
we draw the line?. Principal Legal Adviser Hakan
Stoor gave a talk on “Ethical issues in NPM visits
in Finland”. Principal Legal Adviser Jari Pirjola dis-
cussed the same topic from the perspective of the
CPT. The meeting included a site visit to a psychi-
atric hospital (Kleppur).

The implementation of the UN Convention
against Torture is overseen by the Committee
against Torture (CAT). Parties to the convention
have the obligation to report at regular intervals
on the implementation of the Convention. Ac-
cording to the reporting procedure, to which Fin-
land has agreed, CAT presents a document known
as the List of Issues Prior to Reporting (LOIPR),
with responses submitted to the list serving as
the report. For the purpose of compiling the 8th
periodic report, in June 2019, the Parliamentary
Ombudsman and the NPM submitted a list to

the UN Committee Against Torture (CAT) of the
issues they wished to bring to the attention of
the committee and to be raised in the list of ques-
tions submitted by the committee to the Finnish
Government. A total of eight topics were covered.
These covered themes such as preventing the
mistreatment of the elderly, securing and improv-
ing the right to self-determination of persons
with disabilities, honouring the rights of children
placed in child welfare institutions, and the deten-
tion of intoxicated persons in police custody. A
general theme relevant to everyone who has been
deprived of the liberty is the need for training in
fundamental and human rights for those who, in
their professional capacity, must intervene with a
person’s right to self-determination and integrity
(3513/2019).



3.5.7
VISITS

Fulfilling the role of an NPM requires regular
visits to sites. In some administrative branches,
such as the police and criminal sanctions, such
visits are also possible in practice. However, in the
case of social services and health care, the number
of units is so large that sites must be selected for
visits on the basis of certain priorities. In 2019,
some follow-up visits were also made in order

to determine how the recommendations of the
NPM had been implemented in practice. Com-
pliance with the recommendations is monitored
by requesting the facility visited and sometimes
also the officials responsible for its supervision

to report any changes and improvements in the
practices.

During 2019, the NPM carried out 60 visits
(compared to 73 in 2019). The total number of site
visits carried out by the Office of the Parliamen-
tary Ombudsman was 110 (120). The majority (45)
of the NPM visits were carried out unannounced.

Of these, 25 visits included participation by
one or several external experts (compared to 19
in the previous year). On five visits to housing ser-
vice units for persons with disabilities, a medical
expert was also accompanied by two representa-
tives from the Sub-Committee on the Rights of
Persons with Disabilities. Two visits to health-care
units included participation by an expert by expe-
rience. Involving external experts in visits has be-
come an established practice in certain adminis-
trative branches. During 2019, a total of ten exter-
nal experts (of 15 experts available) were invited
to join inspection visits.

Of the other visits conducted by the Parlia-
mentary Ombudsman, five were related to the
duties of the NPM, including visits made to the
National Police Board of Finland, the Border
Guard Headquarters, and the Defence Command
of the Finnish Defence Forces.

Since the establishment of the NPM, the inspec-
tors have increasingly focused on interviewing
persons who have been deprived of their liberty.
The aim is to give a voice to those in the most
vulnerable positions, such as minors and foreign
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nationals. This has meant an increase in the use of
interpreter services, among other things. The con-
fidential discussions held with children in foster
care during visits made to child welfare institu-
tions have been crucial in producing effective out-
comes in the exercise of NPM’s visiting mandate.
One of the key themes for the Office of the
Parliamentary Ombudsman for 2019 was the right
to privacy. Further details on the theme of funda-
mental and human rights are provided in section
3.8. In addition to the key theme, the special du-
ties of the Parliamentary Ombudsman, namely,
the rights of children, the elderly, and the disabled,
are considered on each visit. The visits also involve
the “oversight of oversight”, meaning the realisa-
tion of the NPM’s duty to oversee the activities
of other supervisory authorities. A good example
of this is the measures put forward on the visit re-
ports, which the supervisory authorities of child
welfare institutions and elderly care units are ex-
pected to observe.
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NPM visits by region in 2019. Most of the population and the sites visited are located in Southern
and Western Finland. A full list of all visits and inspections is provided in Appendix 5.
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3.5.8
THE IMPACT OF NPM'S PREVENTIVE
MANDATE

Regardless of the number or frequency of visits,
their impact will be inconsequential if recom-
mendations made based on the visits do not lead
to improved treatment and conditions of persons
deprived of their liberty at the respective institu-
tions. If tangible results cannot be documented,
the visits will lose their corrective impact. Overall,
the opinions and recommendations of the Om-
budsman lead to positive actions. Often, the dia-
logue during the actual visit alone helps establish
mutual understanding on how operations could
be improved and issues addressed. Following the
visit, a draft visit report is sent to the visited facili-
ty, which has the opportunity to comment on the
provisional opinions and recommendations made
by the Ombudsman. In many cases, the visited
unit reports on the measures it has taken on the
basis of the preliminary recommendations already
at this stage.

An official request for information is some-
times enough incentive to take the necessary ac-
tions. A good example of this is the plan launched
by the police administration that led to an inves-
tigation into the suitability of detention facili-
ties and the introduction of an approval system.
Sometimes putting recommendations into prac-
tice takes time, as was the case in organising train-
ing on the distribution of medicines for guards
working at police detention facilities.

On occasion, the operations of the NPM have
led as far as the amendment of legislation; for
example, the Child Welfare Act was amended as
a matter of urgency based on the findings of the
NPM. Other administrative branches have also
benefitted from the identification and addressing
of legislative gaps, leading to improved legislation.

3.5.9
POLICE

It is the duty of the police to arrange for the de-
tention of persons deprived of their liberty not
only in connection with police matters, but also
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as part of the activities of Customs and the Border
Guard. The greatest number of people are appre-
hended because they are intoxicated: more than
50,000 every year. The second largest group is
formed by persons suspected of an offence, num-
bering approximately 22,000. A small number of
people detained under the Aliens Act are also held
in police prisons.

Visit reports are always sent to both the Na-
tional Police Board and the visited police depart-
ment. Internal oversight of legality at police de-
partments is conducted by separate legal units.
Each year, the National Police Board provides the
Parliamentary Ombudsman with a report on the
oversight of legality.

According to information provided by the Na-
tional Police Board, its plan is to focus more atten-
tion in 2020 on developing detention and guard-
ing practices. The prioritisation stems from ob-
servations made by the police themselves and the
Parliamentary Ombudsman. The development
work is also informed by observations made by
the Ombudsman in connection with deaths in
custody. The rights of persons deprived of their
liberty is also a focus area in the internal oversight
within the police in 2020.

The police currently have 45 police prisons in
use. The NPM visits are usually carried out at po-
lice detention facilities unannounced. This is why
it is important that the Ombudsman has reliable
and up-to-date information on whether, for ex-
ample, a detention facility in use. The informa-
tion obtained from the National Police Board was
partly outdated. For this reason, the Ombudsman
requested an updated list of police detention facili-
ties from the National Police Board in March 2019
and the immediate notification of the Ombuds-
man of any changes to the list. Another finding to
surface in 2019 was that the Ombudsman has not
received fully updated information on the actual
use of detention facilities (6000/2019 Imatra).

In 2019, 9 inspection visits were made to police
prisons (compared to 13 visits made in the previ-
ous year). The visit to the Espoo police prisons
also included an inspection visit at the adjacent
City of Espoo sobering-up station. All of the visits
were made unannounced. The sites visited were:
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date of target number case other / previous visit
inspection g of inmates | number P
27 February . . Ombudsman included,
2019 Espoo police prison# 30 cells 1201/2019 previous visit 2017 (1382/2017)
27 February | City of Espoo sobering-up Ombudsman included,
2019 station# 15 places | 1202/2019 previous visit 2017 (1606/2017)
. . . previous visit 2016
10 April 2019 | Raahe police prison# 15 cells 1950/2019 (1940/2016)
10 April 2019 | Haukipudas police prison# 18 cells 1954/2019 | previous visit 2005
Tampere Central Police Sta- . -
27 May 2019 tion, police prisont# 64 cells 2982/2019 | previous visit 2018 (4394/2018)
1July 2019 Hiameenlinna police prison# 59 cells 3621/2019 previous visit 2011
1July 2019 Hyvinkad police prison# 18 cells 3622/2019) | previous visit 2016 (212/3/16)
1July 2019 Jarvenpad police prison# 14 cells 3623/2019 | previous visit 2016 (211/3/16)
6 November L i sont 1 . ..
2019 appeenranta police prison 24 cells 5999/2019 | previous visit 2009
6 November I li isond 1 6 . . 6
2019 matra police prison 1ce 000/2019 | previous visit 2015 (4620/3/15)

#=unannounced inspection

During 2019, one visit was also made to the Po-
lice University College, where the themes raised
included guard training and deaths in custody.
During the visit to the National Police Board, the
issues raised included police prisons and their
renovation work, and the NPM visits to police
prisons. During the visit to the Oulu Police De-
partment, the previous day’s visits to Raahe and
Haukipudas police prisons and the observations
during the visits were discussed (1951/2019).

The following issues were repeatedly identified

during the visits to the police detention facilities:

- guards are working alone

- guards are assigned additional duties such as
recording personal descriptions, which could
interfere with their guarding duties
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police officers are used as guards without
sufficient training

guards are aware of the rectification
procedure but are unable to identify which
actions require a written decision
persons deprived of their liberty are not
notified of their rights

the outdoor spaces are not suitable for
outdoor exercise

the detention facilities are not suitable
for long-term stays

cells used for intoxicated persons lack
privacy when using the toilet

persons deprived of their liberty have no
facilities to wash daily

the level of cleanliness of the facilities is
unsatisfactory




THE IMPACT OF INSPECTION VISITS

The opinions and recommendations of the NPM
are sent to the respective police departments for
comment before finalising the visit report. The
police departments have taken a constructive view
of the opinions and recommendations. For ex-
ample, more than half of the police departments
visited during 2019 reported at the commentary
stage the actions they were taking to improve
their practices and the conditions of persons de-
prived of their liberty. However, as is evident from
the list above, some issues remain, although they
have been repeatedly raised, sometimes repeatedly
with certain police prisons.

To maximise the impact of visits, it is impor-
tant that visits to police detention facilities are
made regularly, including as part of the independ-
ent legality oversight of the police. In November
2017, the National Police Board issued a circular
(guidelines) on matters that should be considered
in police detention facilities. The circular required,
for example, that persons deprived of their liberty
should be informed of the conditions of the de-
tention facilities as soon as possible on arrival.
This could be arranged by handing persons de-
prived of their liberty a form specifying their
rights and obligations and a list of house rules (as
required by the National Police Board guidelines).
Records should be made indicating that the in-
formation has been duly provided. Regardless of
this, more room for development in communica-
tions was identified in the visits to police deten-
tion facilities in 2019 (1201/2019 Espoo, 3621/2019
Himeenlinna, 3622/2019 Hyvinkad, 1950/2019
Raahe, 1954/2019 Haukipudas, 5999/2019 Lappeen-
ranta). The National Police Board finds it reason-
able to expect that every police detention facility
make available a written list of oversight author-
ities, which can be given to persons deprived of
their liberty for information. Although such as
list was appended to the National Police circular,
it had not been made available at sites visits in
2019 (1950/2019 Raahe, 3621/2019 Hiameenlinna,
3622/2019 Hyvinkaa).
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Police departments have reported the following
with regard to deficiencies in information dissem-
ination and self-monitoring:

Line managers at detention facilities have been
reminded of the importance of handing out
written information materials to all persons
deprived of their liberty and also communicat-
ing the same information verbally. Managers
and the Legal Unit review detention forms on
a regular basis and notify the staff of any defi-
ciencies in the information (1950/2019 Raahe,
1954/2019 Haukipudas).

- The police department will issue guidance to
all detention facility guards to give all detained
persons, on arrival, the necessary information
about the facilities and procedures while in
detention, such as the use of the cell alarm,
mealtimes, outdoor exercise, shower facilities,
and phone calls. The detained persons, includ-
ing those detained under the Police Act (intox-
icated persons), will also be informed about
supervisory authorities and their contact
details. Written instructions will also be made
available in Swedish at the reception desk
on arrival at the detention facility (3621/2019
Hiameenlinna).

- The police department reported that the no-

tifications and records of persons deprived of

their liberty, as well as information provided
to them on the conditions at the facility, have
been given attention both in self-monitoring
and legal oversight. Checklists have been dis-
tributed amongst staff to support this meas-
ure. Following the visit of the NPM, the re-
cords have been monitored in real time. New
guidelines are also under preparation, includ-
ing instruction on verbally informing new
arrivals of the conditions at the facility and the
regulations governing police detention facili-
ties (5999/2019 Lappeenranta).

It would seem that changes in practices require
ongoing training for detention facility staff. This,
in turn, requires that managers at the facilities are
motivated to actively influence and develop the
practices at their facilities. The training received
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by guards, and senior guards as their line man-
agers, has a key role when further aligning the
treatment of persons deprived of liberty and the
condition of detention facilities with fundamental
and human rights.

There are, however, examples of how practic-
es can be overhauled at a rapid pace. In 2017, the
NPM intervened in the use of a restraining bed
discovered at Espoo police prison. It was noted
during a visit at the same facilities in 2019 that the
restraining bed had been removed and the space
was used as an ordinary cell. According to the
staff, any problem situations have been dealt with
by other methods, such as placing the detained
person under observation (1201/2019 Espoo).

APPROVAL OF POLICE DETENTION FACILITIES

Under the Act on the Treatment of Persons in
Police Custody, police detention facilities must be
approved by the National Police Board. However,
specific approval decisions have not been issued.

The Ombudsman placed an inquiry with the
Ministry of the Interior regarding the approval
process for detention facilities. The National Po-
lice Board issued a plan in February 2019, accord-
ing to which an audit of the current condition and
suitability of detention facilities for detaining per-
sons deprived of their liberty began the same year.
The aim was to issue an approval decision on the
fitness for use of all detention facilities by the end
of 2020.

In November 2019, the National Police Board
also issued guidelines on the approval of detention
facilities for persons in police custody, which en-
tered into force on 1 January 2020. The guidelines
refer to the statements issued by the Ombudsman
and the CPT on the treatment of detained per-
sons, which must be observed when approving
detention facilities. The condition for approval is
that the space meets the criteria laid down in the
legislation on detention facilities for persons de-
prived of their liberty and that the facilities allow
for due compliance with the legislation governing
the detention of persons deprived of their liberty.
The space must be safe and must honour the de-
tained person’s right to privacy. The space must
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be equipped so that a person deprived of their lib-
erty has access to all the rights that they have not
been deprived of on the basis of the law, such as
the right to meetings or the right to follow pub-
lic media. The space must provide conditions that
comply with the principle of normality. The facili-
ties must be organised so that different persons
of different genders, age groups, and grounds for
detention can be kept apart.

Police departments have since initiated inspec-
tions of police station detention facilities based
on the National Police Board guidelines. During
these inspections, observations have been made of
any issues and deficiencies regarding the right to
privacy and lighting in cells, and access to verbal
communication channels for persons deprived of
their liberty. Evacuation safety has also been given
attention. Following these measures, a represent-
ative of the National Police Board has carried out
an audit at the facility. In conjunction with this,
a need has also arisen to update the house rules
at police stations. The National Police Board has
started its process of approval for detention facil-
ities. The precondition for approval is that the
required measures have been carried out within
the agreed time scale. At the time of writing this
annual report, the matter was still pending with
the Ombudsman. The Ombudsman has already
received some completed approval decisions.

THE ROLE OF SENATE PROPERTIES
AS THE LESSOR OF DETENTION FACILITIES

Senate Properties serves as the lessor of all gov-
ernment agency facilities, including police deten-
tion facilities. It is regularly brought to the atten-
tion of the Ombudsman and the NPM during site
visits that addressing any deficiencies at the leased
premises is not possible without a contribution
from Senate Properties. The Deputy-Ombudsman
has launched an investigation at his own initiative
into the role of Senate Properties as the sole lessor
of government agency facilities. Issues requiring
further inquiry include the division of liability

for maintaining the condition and healthiness of
detention facilities for persons deprived of their
liberty.
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The pictures show outdoor recreation facilities
in different police prisons.

SERIOUS DEFICIENCIES AT
HAUKIPUDAS DETENTION FACILITIES

The detention facilities used at the Oulu Police
Department’s Haukipudas Police Station were
previously used as police cells (already decommis-
sioned in 2009) and were modules built from ship-
ping containers in the police station courtyard.
The facilities were originally designed for tempo-
rary use for only a few months but have since re-
mained in permanent use. It was not yet known at
the time of the visit when the facilities would be
finally decommissioned. However, the Ombuds-
man finds it obvious that even temporary facilities
must meet all the requirements laid down in the
law on the treatment of persons deprived of their
liberty.

The Ombudsman found it problematic from
the perspective of legal requirements for the fa-
cilities that sections of the modular space needed
regularly to be closed off for reasons of fire safety,
indoor temperature, and drainage. The following
other issues that were integrally linked with the
humane treatment and safe detention of persons
deprived of their liberty:

- The right of persons deprived of their liberty
to immediately contact staff was compromised
because cell calls were received at the control
room, which was not always manned.

Furthermore, the lack of an audio connection
to the old police station cells presented a clear
safety risk for the detained persons. An audio
connection to the modular cells could be made
only if the detained person had first pressed
the call button.

Persons deprived of their liberty were received
and examined in a narrow corridor that was
not fit for the purpose and could also present
an occupational health and safety risk.

The rules regarding the storage of personal
property were unclear, as there was no desig-
nated space for the purpose.
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- The outdoor exercise premises did not meet
the needs for exercise as intended in the law.
The outdoor exercise premises must offer
plenty of fresh air and a view to the outside.

- The outdoor exercise area had been out of use
at times, so that persons deprived of their lib-
erty had no access to outdoor exercise.

- Due to a lack of meeting rooms, visits by a
legal counsel or family members took place in
the changing room next to the shower rooms,
under camera surveillance. A changing room
is not a suitable meeting room. Visits by a legal
counsel, in particular, should take place with-
out camera surveillance.

- Camera surveillance should not be used in
washing facilities or changing rooms, where

persons deprived of their liberty may be naked.

- Up to six persons could be detained in one
cell, where they were forced to use the toilet
in full view of the others and under camera
surveillance. This practice is against the right
to privacy of persons deprived of their liberty.

The Ombudsman found it highly problematic
that the detention of persons deprived of their
liberty at Haukipudas police prison had been or-
ganised using a temporary arrangement that is, in
many respects, unsatisfactory or even illegal. This
situation has remained unchanged for years. The
Ombudsman considered it paramount that these
practical issues at the detention facilities be reme-
died as a matter of urgency, if the facilities are

to continue to be used for detaining persons de-
prived of their liberty.

Besides the police department in question, the
Ombudsman also requested that the Ministry of
the Interior and the National Police Board submit
a report on measures carried out. The National
Police Board reported that the facilities have been
or will be upgraded to a satisfactory standard dur-
ing spring 2020. According to the report of the
Ministry of the Interior, the Haukipudas police
prison will remain in use until the new police sta-
tion building is completed. At the time of writing
this annual report, the National Police Board was
pending its decision on the approval of the Hau-
kipudas detention facilities.
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THE SEPARATION OF POLICE DETENTION
AND INVESTIGATION OPERATIONS

It was noted on nearly each visit to police deten-
tion facilities that criminal investigators partici-
pated in many ways in duties that fall under the
remit of the detaining authorities. Investigating
officers could decide on various aspects of civilian
life and purchases, and sometimes even on meet-
ings and phone calls allowed for persons deprived
of their liberty (3622/2019 Hyvinkdd, 3623/2019
Jarvenpdd). The head of the investigation could
also decide on access to private property, such as
having a TV in the cell. In some units, the house
rules specifically assigned certain detention duties
to the investigating officer.

On a general level, it is acceptable according to
legality oversight that police officers with appro-
priate training may participate in the supervision
of persons deprived of their liberty, and it is obvi-
ous that the head of investigation can decide on
the restriction of communication as provided in
the law. However, the Deputy-Ombudsman finds
it problematic that the police officer investigating
the matter concerning a person deprived of their
liberty participated in the detention duties and
decisions concerning the latter at the police pris-
on. The Ombudsman has requested that the in-
vestigation of a criminal case and the detention of
a person deprived of their liberty be kept strictly
separate.



Following the opinions expressed by the Ombuds-
man, police departments have taken the following
measures, among others:

- The house rules have been updated with
guidelines prohibiting criminal investigators
or the head of investigation from participating
in decisions regarding the basic care, meetings,
phone calls, civilian matters, or purchases of
persons deprived of their liberty. The head
of the crime prevention sector has guided all
heads of investigation to make sure that crimi-
nal investigation and detention duties are kept
separate in all eventualities (1950/2019 Raahe,
1954/2019 Haukipudas).

- The police station has reported that it will
adjust and clarify the conduct by guards at the
detention facilities and by the investigating
police officer when making decisions on the
detention of a person and the conditions of the
detained person (3621/2019 Himeenlinna).

- The police department commented that, based
on its own observations, investigators do not
make decisions on the affairs of persons de-
prived of their liberty as described in the visit
report. However, the updated rules for the
detention facilities will issue guidance on keep-
ing the police prison operations and criminal
investigations as separate entities. The police
department will also take note of the Ombuds-
man’s observations in their future operations
and guidance (3622/2019 Hyvinkad).

- The new rules for the police detention facili-
ties will include guidance on the appropriate
conduct for the police prison and criminal
investigation (3623/2019 Jarvenpdd).

- Theaim is to keep these two domains as strict-
ly separate as possible. The staff serving in
guarding duties at a police prison work under
different management from those investigat-
ing crime. Only police prison staff have access
to the cells of persons detained at the police
prison (1201/2019 Espoo).
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According to information based on a visit made
by the National Police Board, the separation of
criminal investigation and detention is one of the
reasons for amending the Act on the Treatment
of Persons in Police Custody.

CATERING IN POLICE DETENTION FACILITIES

Catering in police prisons was discussed in the
2018 annual report in section 3.4.8. During 2019,
the Ombudsman has brought to completion mat-
ters under investigation at his own initiative. The
Ombudsman has noted, for example, that catering
for persons deprived of their liberty should be
more tightly regulated in the reformed Act on

the Treatment of Persons in Police Custody. The
intervals between meals should not be too long,
and food safety must be secured.

PREVENTION OF DEATHS IN CUSTODY

The Ombudsman has carried out investigations
on his own initiative into deaths in custody
(4103/2016). The Ombudsman recommended in
his decision of July 2019 that the National Police
Board step up its actions to prevent and monitor
deaths in custody. The report revealed that the
National Police Board had no detailed statistics
on the number of deaths in custody. According to
the data obtained, the annual number of deaths in
custody in the 2000s varied between 6 and 27. In
addition to statistical data, it is essential to analyse
the information gathered for investigations and
possible criminal procedures following the deaths.
This would provide valuable knowledge that could
help prevent deaths in custody and could be used
in the training of police officers and police prison
guards.

Since the beginning of 2014, it has been the
law to report all deaths in custody to prosecution
services. According to the Ombudsman, the role
of the prosecutor in the process is unclear. The
Ombudsman also drew attention to the lack of
separate sobering-up stations even in some of the
largest cities, although it is widely agreed that it
is not an appropriate use of resources for the po-
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lice to care for intoxicated persons. According to
the Ombudsman, the act on treating intoxicated
persons, which dates back to the 1970s, needs to
be reviewed. The Ombudsman has also identified
needs for amendment in the acts on the treatment
of persons in police custody, criminal investiga-
tion, and the investigation of the cause of death.
The Ombudsman presented his findings and
views regarding these acts to the ministries re-
sponsible for the respective legislation.

The Ombudsman also urged the National Po-
lice Board to pay closer attention to deaths in cus-
tody that take place during transport and to the
prevention of suicide by persons deprived of their
liberty. As the Ombudsman discussed the training
of police officers and police prison guards in his
decision, this was also submitted for the attention
of the Police University College. The Ombudsman
asked the National Police Board, the Ministry of
the Interior, the Ministry of Justice, the Ministry
of Social Affairs and Health, and the Office of the
Prosecutor General to report on the measures
they have taken to remedy the matter.

The reports submitted by public authorities
concur with the Ombudsman’s views. The Na-
tional Police Board reported, for example, that it
is updating its guidance on deaths in custody to
secure the availability of accurate data. It also an-
nounced it is exploring technologies that could
be used to improve safety in custody. Above all,
the organisation intends to focus on improving
its operations in relation to custody in 2020. The
Prosecutor General has also reviewed her guidance
on the prosecutor’s role in investigating deaths in
police custody. According to the Ministry of Jus-
tice, projects to reform the Criminal Investigation
Act and the Coercive Measures Act will begin in
2020. The process will also involve assessing the
prosecutor’s role in investigating deaths in police
custody, including in cases where a person dies
or is severely injured as a consequence of the use
of force by the police. Reforms of the Act on the
Treatment of Persons in Police Custody and the
Act on Determining the Cause of Death are cur-
rently underway, and the Ombudsman’s positions
will also be taken into consideration as part of
these reforms.
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POSITIVE OBSERVATIONS
Health care at detention facilities

Based on visits to police detention facilities, in-
creased attention has been paid to access to health
care. As a rule, all facilities visited had appropriate
arrangements in place for the storage of medi-
cines, as well as the documentation of their dis-
tribution. All guards at police detention facilities
have completed medicine distribution training.

The Ombudsman has recommended that any
person deprived of their liberty for more tha 24
hours in police detention facilities should receive
a health check on arrival. This recommendation
has not been observed even in places where
health-care professionals deliver care on a regular
basis. Furthermore, the National Police Board has
not provided guidance in its circular to organise
health checks. However, the Western Uusimaa
Police Department has notified the Ombudsman
that negotiations with the manager of the Espoo
sobering-up station have been initiated to enable
those kept at the Espoo police prison for longer
tha 24 hours to be seen by a health-care profes-
sional (1201/2019* Espoo).

Training

One of the topics raised during the visit to the
Police University College was the training of
police prison guards and senior guards. The guard
training with a reformed curriculum provided by
the police administration started in autumn 2018
and the reformed senior guard training in spring
2019. The guard training provides the competence
to serve independently as a guard at police deten-
tion facilities and to apply the relevant legislation
while honouring fundamental and human rights.
The senior guard training provides qualifications
to work independently as a line manager of
guards.



Detention of remand prisoners

Since 1 January 2019, the detention of remand
prisoners in a police detention facilities for longer
than seven days has been prohibited without an
exceptionally weighty reason considered by a
court. Based on observations made during visits,
the amendment has shortened the time that
persons deprived of their liberty spend at the
police prison (1201/2019 Espoo, 1950/2019 Raahe,
3621/2019 Hameenlinna, 3622/2019 Hyvinkad,
3623/2019 Jarvenpdd, 5999/2019 Lappeenranta).
The Ombudsman has repeatedly criticised the
practice of detaining remand prisoners in police
facilities, which are not suited for long-term de-
tention. According to the Ministry of Justice, leg-
islation governing the placement of remand pris-
oners in prisons is awaiting review. The aim is to
place all remand prisoners in prisons following
the detention hearing, rather than in police deten-
tion facilities, from 2025 onwards. The period of
detention would be shortened to four days.

Reform of the Act on the Treatment
of Persons in Police Custody

According to the legislative plan of the Govern-
ment, the reformed Act on the Treatment of Per-
sons in Police Custody will be enacted in January
2021.

3.5.10
DEFENCE FORCES AND
BORDER GUARD AND CUSTOMS

The treatment of person deprived of their liberty
in Defence Forces facilities is governed by the

Act on the Treatment of Persons in Police Cus-
tody. During these visits, attention is paid to the
conditions and treatment of those deprived of
their liberty, their access to information, and their
security. A preannounced visit to the detention fa-
cilities at Utti Jaeger Regiment was carried out on
17 April 2019 (2420/2019). The detention facilities
had last been used in 2013. Regardless of this, the
NPM received all the necessary information from
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the person introducing the facilities regarding

the staff, rules, supervision arrangements, arrival
health assessment, and delivery of health care. In
addition, a handout explaining the rights and ob-
ligations of persons deprived of their liberty was
made available, together with a folder containing
information about the rules of the facility. The fa-
cilities were in clean and tidy condition. The room
had a call button and a fire alarm. The area for
outdoor exercise was not protected from outsid-
ers, but it was located within a closely guarded and
fenced-off military property. The visit gave rise to
no measures.

The Finnish Border Guard currently uses 15
closed spaces for the detention of persons de-
prived of their liberty. The facilities are typically
shared by the Border Guard and Customs. Cus-
toms also has facilities for its exclusive use. These
detention facilities are used for short-term deten-
tion before transferring detained persons to a po-
lice prison, detention unit for foreigners or recep-
tion centre. The treatment of persons deprived of
their liberty at Customs or Border Guard facilities
is governed by the Act on the Treatment of Per-
sons in Police Custody. The duration of detention
in these facilities varies from one to several hours.
The maximum detention time is 12 hours in all
cases. The locations, standard and furnishing of
the facilities vary. The Border Guard Headquarters
has approved the Border Guard’s detention facili-
ties and issued the house rules for detention facil-
ities No visits to the Border Guard’s detention fa-
cilities were made in 2019. Customs has approved
the detention facilities that is uses and has issued
its own rules for its detention facilities.

The crime prevention unit of Customs En-
forcement Department has a detention room at
Turku Customs, where an unannounced visit was
made on 17 December 2019 (7048/2019). The new
space had not yet been used. A need for a deten-
tion facility for persons deprived of their liberty
had arisen following the closure of Turku police
prison. The purpose was not to hold anyone at the
detention facility for longer than a few hours and
never, for example, overnight. The Deputy-Om-
budsman made some suggestions on what the
rules of the facility should contain and how the
monitoring should be organised.
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3.5.11
DISTRICT COURT DETENTION FACILITIES

An unannounced visit to the detention facilities
for persons deprived of their liberty at Helsinki
District Court was carried out on 11 September
2019 (5072/2019). This was a follow-up visit based
on the 2017 visit (5560/2017). During this visit,
special attention was paid to issues on which
recommendations had been made during the pre-
vious visit.

During the previous visit, the Deputy-Om-
budsman had commented on the size of the single
reserve cells on different floors and, in particular,
on their size, lighting, and lack of alarm equip-
ment. These cells were no longer in use in 2019.
The Deputy-Ombudsman had also recommend-
ed that at least one cell should be reserved for
non-smokers. During the 2019 visit, it was noted
that the non-smoking cells were tidy and fresh,
and the walls were clean and white.

However, the cleanliness of the other cells, as
well as the meeting rooms for persons in custo-
dy and their legal counsels, still had room for im-
provement. For example, there were inscriptions
on the walls, which in the Deputy-Ombudsman’s
view undermine the purpose of the restriction
on communication. The Deputy-Ombudsman
suggested that the walls and the doors should be
checked on a regular basis, and inscriptions such
as those discovered should be removed immedi-
ately. The Deputy-Ombudsman repeatedly drew
the District Court’s attention to the requirement
that all persons in custody and their legal counsels
should have access to a space where confidentiali-
ty can be ensured. Furthermore, the Deputy-Om-
budsman found it problematic that there was only
one room for the meetings.

The District Court noted that the graffiti and
inscriptions on the walls would be given more at-
tention in the future. The walls will be repainted at
shorter intervals, more than once a year. If there is a
clear indication that the walls are used for commu-
nication between persons in detention, or for nam-
ing or shaming other individuals or similar conduct,
the inscriptions will be removed before the cell is
used for the next person.
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Furthermore, the District Court reported that
it has negotiated with the owner of the property to
carry out alterations in the meeting space and to
build a new meeting space, as intended in the report.
The design and alteration work in these premises
will commence in the near future. The alterations
will be carried out in compliance with the provisions
of Chapter 14, section 4 of the Remand Imprison-
ment Act.

3.5.12
THE CRIMINAL SANCTIONS FIELD

The Criminal Sanctions Agency operates under
the Ministry of Justice and is responsible for the
enforcement of sentences to imprisonment and
community sanctions. The Criminal Sanctions
Agency runs 26 prisons. Prisoners serve their sen-
tences either in a closed prison or an open institu-
tion. Of Finnish prisons, 15 are closed and 11 open
institutions. In addition, certain closed prisons
also include open units. THE NPM visits mainly
focus on closed prisons. The average number of
prisoners has remained stable at around 3,000
prisoners for several years now.




During 2019, the Deputy-Ombudsman issued

one statement to the Legal Affairs Committee

of Parliament on a government proposal related
to prisoners. In addition, eleven proposals were
made, mostly related to legislation or internal
guidance within an administrative branch. The
biggest point of public debate was the smoking
ban for prisoners. The Deputy-Ombudsman
found the regulations governing the smoking ban
unclear and proposed their speedy amendment.
The Deputy-Ombudsman also proposed that the
prison should compensate the cost of nicotine
replacement products for the duration of the time
that the prisoner is suffering from withdrawal

symptoms (5349/2019).

The Deputy-Ombudsman proposed that com-
pensation be paid to a prisoner in a matter that
involved the inappropriate treatment and viola-
tion of human dignity of the prisoner while placed
under observation (5960/2018). This issue is dis-
cussed further in section 3.7.

During 2019, a decision was issued on the
monitoring of the health of a prisoner living in
segregation at their own request (247/2016). The
decision is discussed in section 3.5.17 on health
care.

A delegation from the national the national sup-
port organisation for prisoners and prisoners’ fam-
ilies (VAO) visited the Office of the Parliamentary
Ombudsman during 2019.

In the field of criminal sanctions, visit reports
are sent for information to the visited prison, the
Central Administration of the Criminal Sanctions
Agency, the management of the criminal sanc-
tions region in question, and the Department for
Criminal Policy and Criminal Law at the Ministry
of Justice. In addition, the prison and the central
and regional administrations are often requested
to report measures taken as a result of the obser-
vations. The Ombudsman receives reports on the
facilities visited, drawn up for the internal over-
sight of legality in the criminal sanctions field.

Each month, the Criminal Sanctions Agency
provides the Ombudsman with its statistics on
the number of prisoners and prison leave. Among
other things, the prisoner statistics indicate the
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Indoor smoking area.

number of remand prisoners, male and female
prisoners, and prisoners under the age of 21. The
statistics on prison leave give an indication of the
processing practices concerning leave applications
in each prison, or in other words, how many pris-
oners apply for leave and how often, and how
much leave is granted. The NPM visits also draw
attention to the processing of prison leave applica-
tions, emphasising the importance of taking the
related decisions individually, based on the law
and reasonable grounds.

In previous years, the NPM visits have been
made to prisons with the focus exclusively on
accessibility. In 2019, accessibility was covered dur-
ing regular visits as one of the points of interest.
Observations of accessibility in prisons are dis-
cussed in section 3.4 on the rights of persons with
disabilities.

Prisons and prisoner transport facilities were
visited 6 times during 2019 (compared to 13 in
2018). The visits were preannounced except for
the visit to the prisoner transport facilities, which
was a follow-up visit based on the visit in 2018.
The visited facilities were:

95



FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

date of target number case other / previous visit
inspection g of inmates | number p
8 April 2019 | Vilppula Prison capacity 73 | 1592/2019 | previous visit 2006

) . . Deputy-Ombudsman inclu-
7-8 May 2019 | Jokela Prison capacity 65 | 1936/2019 ded, previous visit 2016
28-29 Ma Deputy-Ombudsman and
2019 y Turku Prison capacity 255 | 2449/2019 | external expert included,

previous visit 2016

25 June 2019 | Vanaja Prison, Ojoinen Unit capacity 50 | 3420/2019 previous visit 2012
;ggugust Prisoner transport by train# 4575/2019 previous visit 2018
5.-7.11.2019 Sukeva Prison capacity 181 | 5291/2019 Deputy-Ombudsman inclu-

ded, previous visit 2015

#= unannounced inspection

In addition, three visits were made to prisoner - access to regulations and other information

health-care units (also three in 2018). These visits - conditions in isolation cells

are discussed in section 3.5.17 on health care. - placement of remand prisoners

Opinions and recommendations based on prison - position of Roma prisoners

visits were issued on the following topics: - meeting arrangements, particularly for child

- updating the sentence plan and Skype visitors

- communication to prisoners on prison - outdoor exercise facilities
conditions/prisoner induction - library services

- duration of detention in so-called “travelling
cells” for temporary accommodation

The special theme on all the Ombudsman’s prison
visits was “Right to privacy”. Observations and
opinions on privacy are further introduced in
section 3.8. In prisons, privacy issues are related to
the use of the toilet, the arrangements for testing
as part of illegal substance control, and the privacy
of telephone conversations.

PRISONERS NEED MORE CONSTRUCTIVE
ACTIVITIES AND TIME OUTSIDE THEIR CELLS

International recommendations and the Parlia-
mentary Ombudsman’s decisions have for a long
time been based on the premise that prisoners and
remand prisoners should be permitted to spend
Inside view of Turku Prison transport vehicle. a reasonable amount of time outside their cells:
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Prisoners have access to a variety of activities.

at least eight hours each day. During that time,
they should be able to engage in rewarding and
stimulating activities, such as work, training, and
exercise. This is considered essential for prisoners’
mental and physical wellbeing. It has been noted
during prison visits that most closed prisons still
have problems in this respect (2449/2019 Turku,
5291/2019 Sukeva).

Time spent outside the cell is important not
only to avoid extended solitary incarceration. It is
particularly important in order to allow prisoners
to fill their time with activities that will be benefi-
cial to the prisoner and their eventual adjustment
back to society. Access to constructive activities
outside the cell is also necessary for remand pris-
oners.

FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

For this reason, the Deputy-Ombudsman
found it necessary that prisoners’ use of time is
researched in more detail. However, collection of
such data has proved a challenging and labour-in-
tensive task, particularly with prisoners who are
not placed in work activity wards. Prisoners’ use of
time could not be established based on daily pro-
grammes or prisoner information statistics. Judg-
ing by the daily programmes, activities mostly in-
volved sports and exercise, making the choice of
activities extremely limited. As a result, the Depu-
ty-Ombudsman has requested the Regional Cen-
tre in conjunction with prison to provide data on
the activities in which prisoners participate and
the time engaged in these activities (2449/2019
Turku).
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COERCIVE BEHAVIOURS AMONG PRISONERS

A prisoner has the right to serve their sentence
free of any pressure or threat placed on them by
other prisoners. The way prisoners are placed in
different wards is essential for maintaining order
in prisons and for the safety of prisoners and
prison staff. Legislation gives tools for intervening
in coercion among prisoners. Authorities have
wide discretion concerning the prison or ward in
which a prisoner is placed and to which activities
they are given access. However, a successful pris-
oner placement requires that the authorities who
decide on the placement have all the necessary
information available. Such information includes
possible membership of criminal organisations.
Two closed prisons were visited during 2019,
both housing a high number of prisoners with
connections to organised crime. However, the two
prisons were very different in that the structure
of one prison allowed for a high level of security
through compartmentation into fairly small
wards (2449/2019 Turku). According to the prison
management at the other prison, compartmenta-
tion was not possible in the building, which, to-
gether with the increased time outside the cells,
created ample opportunities for coercion and vi-

98

. 3
WG

M

Pictures of Sukeva Prison.

olence among inmates (5291/2019 Sukeva). There
had been several violent altercations between pris-
oners at the prison, some extremely serious.

In both prisons, prisoners who exercised co-
ercion and made threats against other prisoners
were placed in the more open wards. This led to
a situation in which other prisoners, who other-
wise would have been suitable for an open setting,
refused to move to these wards. It also appeared
that organised crime prisoners had the power to
decide which courses other prisoners were able to
attend. In Sukeva Prison, the guarding staff found
it problematic that organised crime prisoners ran
the narcotics trade inside the prison and were in
control of the lives of the other inmates.

It was noted during the visit to Sukeva Prison
that the entire operating culture in the prison was
quite open. Prisoners from different wards were
in contact with each other in workspaces, during
outdoor exercise and mealtimes, and at the gym.
Organised crime prisoners made up approximate-
ly 18% of all the prisoners at Sukeva, and none of
them were placed in wards for prisoners whose
behaviour puts the order and safety of the prison
at risk. A high proportion of the prisoners (20%)
had requested to live in segregation. The same
phenomenon was discovered in Turku Prison,



where a number of prisoners have requested to
serve their sentence in the closed ward for fear of
threats and pressure. Prisoners’ families had been
intimidated, and opportunities for unsupervised
meetings and leave were declined to avoid pressure
from other prisoners.

The challenge in intervening in coercive behav-
iours at Turku Prison seemed to be the reluctance
of the staff to use information about the problems
between prisoners in their decision-making. The
staff felt that prisoners spoke to them about their
issues in confidence, and acting based on this
could place them at serious risk. The Deputy-Om-
budsman understands that this is a very real risk.
However, methods must be found to intervene

in coercion among prisoners. According to leg-
islation, a party involved in such a situation does
not have the right to all the information about
themselves. For the prison authorities to place
prisoners in appropriate wards, they must have all
possible information about prisoners who form a
threat to other prisoners. This should make it pos-
sible to remedy a situation in which some prison-
ers can compromise the safety of other prisoners
because of their placement in the same ward.

The situation in Sukeva Prison was, in the Dep-
uty-Ombudsman’s view, extremely grave. The
prison was unable to organise its operations so
that prisoners could serve their sentences without
experiencing coercion or threats from other pris-
oners. The Deputy-Ombudsman recommended
that the prison and the Regional Centre of the
Criminal Sanctions Agency investigate what re-
medial measures could and should be taken. The
Deputy-Ombudsman also found it necessary for
the Regional Centre, the prison, and the assess-
ment centre to cooperate to optimise prisoner
placement. The Deputy-Ombudsman considered
it justified to request that the prison thoroughly
examines the grounds for the placement of each
prisoner. The prison should make sure that those
deciding on prisoner placement have all the neces-
sary information available.

Sukeva Prison has since reported having initiat-
ed the requested measures to improve safety at the
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prison and to intervene more effectively in coercive
behaviours among prisoners. The measures were
also aimed at improving staff health and safety. Ac-
cording to the prison’s subsequent report, the crimi-
nal sanctions managers deciding on prisoner place-
ment are now informed about a prisoner’s involve-
ment in organised crime.

POSITION AND TREATMENT
OF FOREIGN PRISONERS

The proportion of foreign nationals in the prison
population has varied between 15-20% over the
years, which is near the European average. It is
typical in Finland that an exceptionally large pro-
portion of foreign prisoners are remand prisoners.
In international matters, the most common
problems experienced by foreign prisoners in-
clude the language barrier and gaps in knowledge
about their rights, inadequate training of prison
staff, and difficulties in maintaining contact with
families and people close to them (for further
discussion, see Jussi Pajuoja: Rikosseuraamuslai-
toksen toiminta- ja asiakasprosessien tulevaisuus,
(in Finnish only) Publications of the Ministry of
Justice 2019:15).
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The aforementioned problem areas are also re-
peatedly identified by the NPM during inspection
visits. It would appear that while some arrange-
ments have been made at a prison through the
provision of written material and interpretation
services to better communicate with foreign pris-
oners, these options are not fully utilised. It has
been established during visits that foreign pris-
oners appear to have no or only sporadic access
to essential information. The Deputy-Ombuds-
man has, therefore, recommended that prisons
review their practices regarding foreign prisoners.
It must be clearly established whose role it is to
manage foreign prisoners’ induction and how the
induction is to be carried out. Moreover, it should
be clear to everyone how to communicate with
foreign prisoners in the course of daily routines
(2449/2019 Turku).

There are many prisoners with whom the prison
staff are unable to communicate because of the
language barrier. However, according to the law,
all prisoners must be informed about the con-
ditions at the prison and their rights and obliga-
tions, without delay on arrival. This information
must be made available in the most commonly
spoken languages, as necessary. Interpretation
services must be utilised as much as possible. Pris-
ons nowadays have access to a tablet-based mobile
interpretation service, through which an inter-
preter can be contacted remotely. The purpose of
the visits has been to establish how widely the
interpretation services are used by requesting the
prison to report their annual interpretation costs
and by interviewing the staff and foreign prison-
ers regarding the use of interpretation services.
Prisoners’ induction guides and prison rules
are increasingly available in foreign languages oth-
er than English, which is a positive development.
However, during visits, the NPM still come across
foreign prisoners who report having no or insuf-
ficient access to the necessary information about
prison procedures or the rights and obligations of
the inmates. Prisoners may have had insufficient
information about their opportunities to contact
their families through video calls, or how to gain
access to their personal belongings. There has al-
so been uncertainty as to what is prohibited and
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what is allowed in prison, what the sanctions are
for breaking these rules, and how health-care ser-
vices can be contacted. The NPM heard on occa-
sion that the guarding staff never once made use
of interpretation services. Documents have shown
that interpretation services have not been used
even in situations where a breach of the rules has
been investigated (2449/2019 Turku).

The Ministry of Justice published unofficial Eng-
lish translations of the Imprisonment Act and the
Remand Imprisonment Act in spring 2019, which
have subsequently been distributed to the Central
Administration Unit of the Criminal Sanctions
Agency. Information about the publication of the
translations was also shared with prisons through
the Central Administration Unit’s intranet, from
where they can be printed out. Some prisons have
unfortunately overlooked the opportunity to
print out the translations for prisoner use, as was
discovered during some visits (1936/2019 Jokela,
5291/2019 Sukeva).

Video meetings (Skype calls) may be the only
way for a foreign prisoner to see their family and
people close to them. However, this option is not
always actively offered, or the instructions for or-
ganising a Skype meeting are available in Finnish
only. This may give the staff the wrong impres-
sion on how much demand there is for Skype
meetings. Once this need was recognised, the pris-
on in question had the Skype meeting guidelines
translated into English. The Deputy-Ombudsman
finds it important that the possibility of video
meetings is sufficiently communicated among
both Finnish speakers and non-Finnish speakers
(1592/2019 Vilppula).

Access to media in a prisoner’s preferred language
varies between prisons. The selection of TV chan-
nels in prison is not necessarily extensive enough
to serve all major languages spoken by foreign
prisoners. Even in prisons where over 30% of the
population are foreign nationals, only Finnish
channels can be accessed. The Deputy-Ombuds-
man requested the Central Administration Unit
of the Criminal Sanctions Agency to investigate
how easily foreign prisoners can access interna-



tional TV programmes in different prisons. He
also asked the Central Administration Unit to find
suitable ways for prisons to subscribe to foreign
TV channels as soon as possible. As a result of
this request, it was discovered that some prisons
already had a wide selection of international TV
channels available for foreign-language speaking
prisoners. It was also discovered that several
foreign channels were available free of charge
through satellite TV packages, which can be in-
stalled at a very reasonable cost. The Central Ad-
ministration Unit urged prisons to investigate the
actual situation of their foreign inmates and take
measures to offer them reasonable opportunities
to follow television programmes in languages spo-
ken by them. The Deputy-Ombudsman asked the
Central Administration Unit to provide a report
on the measures taken in prisons to address this
matter. The Deputy-Ombudsman also noted that
he will pay attention on future visits to the access
of foreign prisoners to foreign-language TV pro-
grammes (757/2019).

The number of titles in foreign languages in
prison libraries varies. As a positive observation,
the action plan of the prison included a plan to
allow foreign prisoners to borrow literature as
interlibrary loans from the Multilingual Library
(5291/2019 Sukeva).

The prison library had the Ombudsman’s annual
reports available for the use of prisoners.
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PRISONER TRANSPORT BY TRAIN

The NPM visit of prisoner train transport was
made in May 2018, when serious deficiencies were
identified in the conditions for prisoners during
transport. The Deputy-Ombudsman gave recom-
mendations on 1) access to drinking water, 2) the
use of a toilet without the presence of others, 3)
testing the alarm equipment, 4) the temperature
of the prisoner carriage, 5) meals, 6) the level

of hygiene, and 6) the comfort of non-smoking
prisoners In addition, the Deputy-Ombudsman
made some observations regarding health care.
The Central Administration Unit of the Criminal
Sanctions Agency reported in October 2018 to
the Deputy-Ombudsman on the measures it had
taken.

The NPM carried out a follow-up visit of prisoner
train transport in August 2019 The Deputy-Om-
budsman was mostly satisfied with the measures
taken by the Criminal Sanc-tions Agency and The
Railway Company (VR) since the previous visit
The NPM noted that prisoners were now given

View of a prisoner train carriage.
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bottled water to drink. The prisoners were also
informed of the possibility to use the toilet and a
non-smoking space. Prisoners interviewed dur-
ing the visit confirmed they were aware of these
facilities. However, the prisoners were not aware
of the call buttons that can be used to contact a
guard and to flush the toilet. The level of clean-
liness of the cells had not improved. Communi-
cation with the private cleaning service provider
was also found to be a problem. As a positive
improvement, the mattresses in the cells had been
replaced by new ones. In addition, the windows of
prisoner carriages had been fitted with heat and
light-reflecting films. According to the staff, these
helped lower the temperature in the prisoner car-
riage. Significant changes had been made in food
provision. Prisoners were given a hot meal for
dinner if they had missed a meal because of the
transport.

The Central Administration Unit of the Crimi-
nal Sanctions Agency reported that VR will attach
a pictogram (a drawing) to inform all users that tap
water in the toilets is not suitable for drinking. The
guard call button and the toilet flush button will be
marked with pictograms indicating their purpose.
The Central Administration Unit considers it par-
ticularly important that the standard of cleaning be
improved and any deficiencies in the quality of the
service be addressed without delay. VR has reported
that it will step up the quality control of the prisoner
carriage cleaning and give prisoner carriage guards
contact details for the cleaning service provider to
give any immediate feedback on the standard of
cleanliness.

POSITIVE OBSERVATIONS AND GOOD PRACTICES

Prisoners’ access to the Internet and video meet-
ings (Skype) has been organised in Sukeva Prison
by appointing a supervisor exclusively for elec-
tronic communications at the prison. Because of
the remote location of the prison, which makes
the journey to meet prisoners exceptionally long,
it is important that the prisoners are given easy
access to contacts through video technology. The
Deputy-Ombudsman noted that the prison had
organised Skype meetings and Internet access
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An official from the inspection team trying out a
terminal available for prisoners to file a complaint
electronically with the Ombudsman.

exceptionally well and with great flexibility. He
found the arrangements at Sukeva Prison a good
example for other prisons who wish to improve
prisoners’ access to electronic communications in
the same way.

Sukeva Prison has reported that the prison has
appointed a new supervisor as of 1 February 2020 to
deputise for the reqular Internet and Skype meeting
supervisor.

3.5.13
ALIEN AFFAIRS

Finland had 38 reception centres for adults and
families at the end of 2019. In addition to the re-
ception centres, there were six units for children
who had entered the country alone. Some asylum
seekers are also housed in private accommodation.
Under section 121 of the Aliens Act, an asylum
seeker may be held in detention for reasons such
as establishing their identity or enforcing a deci-
sion on removing them from the country. Finland
has two detention units for foreigners in opera-
tion, one in Metsild, Helsinki (40 places), and one
in Konnunsuo, adjacent to the Joutseno reception
centre (68 places). Both units operate under the
Finnish Immigration Service.



Some residents in reception centres and detention
units may be victims of human trafficking, and
recognising such residents is a challenge. The
assistance system for victims of human traffick-
ing operates in connection with the Joutseno
reception centre. According to the media release
of the Finnish Immigration Service, a record-high
number of new customers, 229, were accepted into
the assistance system in 2019. Of these, 70 were
estimated to have become victims of exploitation
indicative of human trafficking in Finland. It was
estimated that most of the victims of exploited

in Finland were subject to forced labour. There
were a total 676 people within the scope of the
assistance system’s services at the end of 2019
(compared to 455 in 2018).

The Ombudsman does not oversee return
flights in its role as the NPM, although this would
fall under its jurisdiction. This is because the
Non-Discrimination Ombudsman has been as-
signed the special duty of overseeing the removal
of foreign nationals from the country. However,
the Ombudsman has received complaints, such as
the conduct of the police, regarding issues related
to return flights for asylum seekers.

Until now, visits to reception centres have
been made under the jurisdiction of the Parlia-
mentary Ombudsman.

The aim is to make regular visits to both deten-
tion units. The detention unit at the Joutseno
reception centre was last visited in November 2018
(5145/2018) and the Helsinki detention unit in De-
cember 2019 (6841/2019).

At the Joutseno detention unit, the NPM was in-
formed about a male asylum seeker who had been
brought to the unit from Helsinki Police Depart-
ment’s Pasila police prison. Prior to this, the asy-
lum seeker had been hospitalised for periods at a
psychiatric hospital, where he had been placed un-
der an order of treatment and isolation. On arrival
at the detention unit, the asylum seeker, who had
been deprived of his liberty, had to be placed di-
rectly in isolation. On the same day, he was trans-
ferred to Lappeenranta police prison, from where
he was taken to the emergency care unit on sever-
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al occasions and the psychiatric ward of the South
Karelia Social and Health Care District for assess-
ment. Owing to his aggressive behaviour, he was
not admitted to the hospital for observation, and
instead he remained in police detention facilities.
At the hospital, he was prescribed antipsychotic
medication, which became the responsibility of
the police prison staff to administer. Eventually,
he was admitted to Niuvanniemi Hospital. The
Ombudsman decided to launch an investigation
into the case on his own initiative (5675/2018).
Based on the initial findings, it would appear that
the conduct of the police or the detention unit
gave no rise to suspect of any wrongdoing that
would merit an intervention by the Ombudsman.
However, it remains questionable whether the de-
tainee received appropriate treatment. On request
by the Ombudsman, the National Supervisory Au-
thority for Welfare and Health (Valvira) initiated
an inquiry into the care aspects of the case. At the
time of writing this annual report, the matter is in
process at Valvira.

The following opinions and recommendations
following the visit conducted by the NPM con-
cern the Helsinki detention unit only. The visit
was made unannounced. The detention unit had
29 detainees at the time of the visit. The detainees
reported to the NPM that they had been treated
well at the unit.

INFORMATION ON RIGHTS AND OBLIGATIONS

Following the previous visit in December 2017, the
Ombudsman drew attention to, for example, the
duty to inform persons placed under detention

of their rights and obligations immediately upon
their arrival. The NPM was now told that the
residents are given information about their rights
and obligations as soon as they arrive. The detain-
ees confirm receipt of the information with their
signature.
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HEALTH-CARE RESOURCES AND
HEALTH ASSESSMENT ON ARRIVAL

Following the previous visit, the Ombudsman
reiterated the recommendation that all detainees
should receive a health assessment within 24
hours of arrival. Fulfilling this recommendation
naturally requires adequate health-care personnel
resources. At the time of the visit, there was one
nurse on site responsible for the delivery of health
care at the unit. It was discovered during the De-
cember 2019 visit that there were two nurses on
duty at the unit, with one of them on a temporary
contract. According to the director of the unit,
they would be allowed to keep the one temporary
contract nurse in addition to the permanent nurse
in 2020. This was considered highly necessary.
The nurse is on duty from Monday to Saturday.

The NPM was told that the aim was the health
assessment of each arriving resident within 24
hours from their arrival, and that this goal was
achieved with 83% of the residents. The aim is to
carry out a health assessment on all arriving res-
idents. An exception to this rule is made with de-
tainees who are detained for less tha 24 hours,
who arrive during the weekend, or who decline
the health check. The arrival health assessment
covers the individual’s mental and physical well-
being, medications, oral health, vision, and hear-
ing. The person is also asked questions about pos-
sible infectious diseases and injuries, and their
experience of the transport to the detention unit.
Detainees transferred from another detention unit
also undergo the health assessment. A more ex-
tensive arrival interview form will be introduced
with the new electronic patient information sys-
tem.

On arrival and in the case of unsuccessful repa-
triation or deportation, health-care providers will
pay special attention to possible signs of violence
on a detainee. Any findings are recorded in the
medical history of the individual, and the patient
is referred to a physician if necessary.
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CONSENT TO RELEASE MEDICAL RECORDS

The Ombudsman considered it good practice to
use a separate consent form in the detention unit,
with which the detained person can give their
consent to the sharing of their medical records
between other health-care organisations. The
Ombudsman was also pleased to note that the
form is available in several languages. However,
the Ombudsman also noted that only the medical
records for which the consent has been given may
be shared. The person giving their consent must
be made aware of which specific records are re-
leased and for what purpose. Ultimately, the party
releasing the medical records must ensure that the
person giving the consent was given the appropri-
ate information before the release.

PREMISES

The outdoor exercise space at the detention unit
had no rain shelter. According to the director

of the unit, residents could borrow raincoats to
spend time outdoors.

The premises cannot be compartmented, which
could help reduce the need for segregation.

Moreover, the health-care staff had no sepa-
rate space for medicine distribution. Medicines
were given at the surgery, so when the room was
occupied for a medical examination, the nurse had
no access to the medicine cabinet.
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Medication times, or, the times a nurse
dispenses medications.

REPORTING ON MISTREATMENT

The detention unit had no system or guidelines in
place indicating how and to whom the detainees
or staff could report any mistreatment observed.
The feedback box was used only little, as far as is
known, and it was not clear to the NPM whether
the detainees were aware of the feedback box or
its purpose.

The Ombudsman noted that the detention
unit should operate an effective complaint sys-
tem that both the detainee and the staff would be
aware of, and that would enable the filing of com-
plaints to both an external remedial body (such
as the Parliamentary Ombudsman) or internally
(such as to the director of the unit). Under inter-
national recommendations, the complaints pro-
cedure must be accessible, transparent, and suf-
ficiently advertised. In addition to this, all com-
plaints and actions arising from them must be
documented.

POSITIVE OBSERVATIONS

All supervisors at the detention unit had received
medicine distribution training in 2018.

Health-care professionals monitor the detain-
ees’ health is segregation at least once a day, and
more frequently if necessary.
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The NPM was told about a detainee whose back-
ground information was not available and who
had to be placed in isolation because of their ag-
gressive behaviour. It transpired only later that the
detained person had an autism spectrum disorder.
Some of their behaviour derived from the fact
that their special needs were not understood from
the beginning. After the incident, a representative
of the Autism Foundation Finland was invited to
the unit to talk about how to act with persons in
need of special support, and how to prevent the
escalation of similar situations.

3.5.14

UNITS FOR CHILDREN AND
ADOLESCENTS IN THE SOCIAL
WELFARE SERVICES

Under the Child Welfare Act, only children

placed in an institution or similar place (including
emergency placement) may be subjected to the
restrictive measures referred to in legislation.
Foster care may be provided by units owned by
municipalities, or the municipality responsible for
the placement may buy foster-care services from
units maintained by private service providers.
There are currently some 1,000 units in Finland
offering substitute care. There are seven residen-
tial schools; five are managed by the state, and
two are privately run. The state residential schools
operate under the guidance and supervision of
the National Institute for Health and Welfare and
the Finnish National Agency for Education as
non-profit child welfare institutions.

Visits by the NPM have been made exclusively
to institutions or similar units. As many children
as possible, that is, everyone who is willing to
share their issues with the NPM, are interviewed
during child welfare visits. When speaking with
children, they are informed of the possibility to
contact the NPM if they are subjected to discipli-
nary measures or similar conduct as a result of the
visit. The personnel are also reminded that any
retaliatory measures against the children are pro-
hibited. This is also mentioned in every NPM visit
report.
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It has not been entirely unproblematic to com-
municate the rationale and importance of the
prohibition on retaliatory measures. The dialogue
with the child welfare institution revealed that
the unit’s employees had not always comprehend-
ed the contents of the UN Convention against
Torture in this regard, and had experienced the
prohibition against retaliatory measures, noted in
the NPM visit report, as insulting. Ultimately, it is
the duty of the institution management to ensure
that their staff are aware of the legal provisions
governing their work. It is also vital for them to
be knowledgeable about the duties and powers

of different supervisory authorities. The Depu-
ty-Ombudsman has required the institution to ar-
range training on these matters for its employees
(4099/2018 Child Welfare Unit Jussinkodit).

As will become apparent from the opinions
and recommendations presented later in this re-
port, the management and staff at child welfare
institutions have an obvious need for further
training on fundamental rights and the content
of the Child Welfare Act and the principles pre-
sented in the rationale of the Act. The comments
submitted by the child welfare institutions on the
reports suggest that the child welfare service pro-
viders do not always understand what concepts
such as the good treatment of a child, an accept-
able method of upbringing, restriction on the
freedom of movement, isolation, or requesting a
person to remove their clothes entail from a legal
perspective. It has repeatedly proved necessary
during visits to draw the institution staff’s atten-
tion to the importance of always documenting a
specific and reasoned decision when restrictive
measures are applied.

Inspection visits to child welfare institutions are
carried out unannounced and last for 1-3 days. The
NPM pays attention to the treatment of the chil-
dren and to any restrictive measures to which they
may be subjected, and to the related decision-mak-
ing process. The visits have revealed a lack of
awareness of the difference between restrictive
measures and acceptable child-rearing methods.
Restrictions may be imposed on the children as
part of their normal upbringing, but most such
restrictions require an administrative decision.
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The Deputy-Ombudsman has considered it neces-
sary that the authorities charged with the supervi-
sion of foster care react when they notice such is-
sues or deficiencies in foster care that could affect
the treatment or care of the child. The authorities
should notify, without delay, the municipality

of placement, the State Regional Administrative
Agency (AVI), and any other municipalities that
are known to have placed children in the same
place of foster care of any issues identified. The
State Regional Administrative Agency responsible
for the regional steering and supervision of social
welfare services should also communicate any
shortcomings, especially to the municipalities
responsible for the placements.

The NPM visit reports are sent to the visited unit
and the local AVI. According to the Child Welfare
Act, the local AVI is responsible for the supervi-
sion and monitoring of restrictive measures, in
particular. In addition, the report is submitted

to the local authorities of the municipality that
has placed children in the institution in question.
The Deputy-Ombudsman has required that social
workers discuss the content of the report with
the placed child and explain what it means. The
Deputy-Ombudsman may also have required that
the social worker ensures that the child is aware
of their rights and of what actions they may take
if they face inappropriate treatment in the future.
In such situations, the Deputy-Ombudsman has
requested information on how the child was met
with for the purpose of providing this informa-
tion (5377/2018 Special Child Welfare Unit Loika-
lan kartano). Reports are often sent for informa-
tion to the National Supervisory Authority for
Welfare and Health (Valvira), which is responsible
for the national guidance and supervision of social
services.

Institutions usually take a constructive attitude to
the Deputy-Ombudsman’s opinions and comply
with the recommendations given. In most cases,
they react to the observations and recommenda-
tions promptly, either while the visit is ongoing
or upon receiving a draft copy of the visit report.
However, it has become apparent in recent years
that the institutions have taken a more critical



view of the inspection operations of the Parlia-
mentary Ombudsman and NPM. Some institu-
tions have publicly criticised the inspections and
the observations made during them. It has even
been claimed that the Parliamentary Ombuds-
man’s and NPM’s actions could create obstacles to
finding suitable institutions for children placed in
care outside the home. The Deputy-Ombudsman
has been forced to strictly remind an institution
of its obligation to comply with the opinions of
the authority charged with the oversight of le-
gality. The Deputy-Ombudsman was also forced
to emphasise that child welfare institutions have
the obligation to cooperate with the Parliamenta-
ry Ombudsman, the NPM, or other overseers of
legality in order to provide them with all of the in-
formation required to perform the inspection and
effectively fulfil the children’s right to be heard
during the visit (1353/2018 Residential School
Pohjolakoti).

The visits made to child welfare facilities over
the past few years have been proven to have a
far-reaching impact. The observations made
during the visits have also led to an urgent amend-
ment to the Child Welfare Act. For example, sys-
tematic measures will be required in the future to
help reduce the use of restrictions to a minimum.
Each child welfare institution will be required to
present a plan for the good treatment of children
as part of their self-monitoring plan. It is also
required to involve and engage the children placed
in the institution in the creation of the plan. If
restrictive measures are used, they must be dis-
cussed with the child in a mandatory debriefing.
A child’s care and education plan drawn up by the
institution must include measures agreed on by
the social worker and the child on how the use of
restrictive measures could be avoided. The amend-
ments entered into force on 1 January 2020.
Observations made by the NPM have led to
several other legislative projects focusing on the
legal position of children placed in care and their
right to necessary services during the placement.
There will also be a review of what amendments
to legislation governing restrictive measures
would be required.
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Following visits by the NPM, many child welfare
institutions have reviewed their practices and
rules as recommended in the visit reports. Ob-
servations made during these visits have gained
wide publicity. At the same time, the awareness of
children placed in institutions of their rights has
improved. This shows in the substantial increase
in the number of complaints filed by the children.

More attention has also been paid to the effective-
ness of the work carried out by respective super-
visory authorities responsible for the monitoring
of child welfare institutions. There are cases where
the monitoring efforts fall far short of satisfacto-
ry. The Deputy-Ombudsman has reprimanded
Valvira for negligence in the supervision of sub-
stitute care provision and, in particular, the use of
restrictive measures in this setting (4168/2018).
Following visits conducted by the NPM, amended
legislation entered into force on 1 January 2020,
requiring that children residing at a unit visited by
a Regional State Administrative Agency must be
given an opportunity to be heard in person.

The visit reports may also have requested the
local AVT, as the authorising public official, to as-
certain that the institution complies with the li-
cence under which it operates. For example, does
the institution genuinely employ personnel as
specified in its licence, or does the children’s ex-
tensive demand for various services call for a
re-evaluation of the licensing decision or the li-
censing criteria (5377/2018 Loikala). In some cases,
it is may be left for the local AVI to verify that the
recommendations made on the visit report have
been implemented by the institution, in which
situation a separate report on the measures from
the institution is not necessary. This is the case
when, for example, a Regional State Administra-
tive Agency has conducted their own guidance
and assessment visit at the institution concurrent-
ly with the Ombudsman’s visit and reported that
it will continue to monitor the standard of foster
care provided by the institution and the nature
of restrictive measures applied (5916/2018 Family
Home Ojantakanen).

107



FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

During 2018, the NPM carried out 10 visits to child
welfare institutions. The reports on the visits are
extensive and detailed. In 2019, it was necessary to
give priority to finalising past visits instead of car-
rying out new ones, so the number of visits made
during the year was only one. The institution was
Jaloverso youth home in Hollola, and the visit
took place on 28-29 October 2019 (5930/2019).
The visit was carried out unannounced and con-
currently with the inspection of AVI Southern
Finland. The visit focused, among other things,
on measures taken at the institution following the
decisions made by the Ombudsman in summer
2019. These decisions were made as a response

to complaints filed by five children placed at the
institution. These covered the isolation of a child
and the inappropriate conduct by institution

staff (4566/2018) and withholding of an incentive
payment (3662/2019). At the time of writing this
annual report, the final report on the visit to Jal-
overso was not yet available.

Some of the key opinions and recommendations
issued on the basis of the visits are presented
below. They concern visits made in 2018, with
the respective opinions issued in 2019. The
institutions visited were Children’s Home Sute-
lakoti (1605/2018), Children’s Home Rivakka
(1606/2018), Special Child Welfare Unit Loikalan
kartano (5377/2018), and Family Home Ojantaka-
nen (5916/2018).

The Deputy-Ombudsman has ordered pretrial
investigations to be carried out on instances of
suspected unlawful conduct at two child welfare
institutions. The pretrial investigations are cur-
rently in process.

HOUSE RULES AND EDUCATIONAL
CULTURE AT THE UNIT

A child welfare institution must continually eval-
uate how to best sustain the growth and develop-
ment of a child, and how the institute can support
the child’s independence and life skills after the
placement in substitute care ends. The rules

and practices at an institution must support the
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achievement of these goals. The rules of the insti-
tution cannot override the provisions of the Child
Welfare Act, and they may not restrict a child’s
right to self-determination any more than is
necessary. Situations must be evaluated on a case-
by-case basis with each individual. Collective pun-
ishment aimed indiscriminately at all the children
is not an acceptable method of upbringing.

Based on observations, the institution had adopted
a culture of upbringing heavily based on restric-
tions. The rules placed unlawful restrictions on
the children’s freedom of movement, social life,
and self-determination. The policy was deliberate,
and the staff members endorsed this approach.
The fact that restricting the rights of a child must
be based on the law was simply ignored in daily
life at the institution. According to the Depu-
ty-Ombudsman, neither the rules and practices of
the institutions nor their application supported
and promoted such high-quality care, education,
and rehabilitation that would serve to prepare

the placed children for the kind of daily life that



can be considered normal in today’s society. The
Deputy-Ombudsman required that the rules of
the institution and their implementation must be
brought into line with the provisions of the Child
Welfare Act (5377/2018 Loikala).

The Deputy-Ombudsman has made the rec-
ommendation to a number of institutions that
they work together with the resident children to
draw up rules that are understandable and fair, so
that the children will find it possible to commit to
them. Changes to the rules should also be agreed
on in cooperation (1606/2018 Rivakka, 5377/2018
Loikala, 5916/2018 Ojantakanen).

The institution reported that the unit had adopt-
ed rules that were in line with the recommendations,
that were drawn up in cooperation with the resident
children, and that were available for the children to
read at all times (5377/2018 Loikala).

It was noted during the visit that children were
expected to knock on their door if they wished to
leave their room. Permission to leave the room
was not necessarily given immediately. The prac-
tice was a rule adopted by the institution which re-
stricted the child’s right to freely leave their room.
The rule was enforced at all times. The practice
was against the law, according to which a child has
the right to free movement within the indoor are-
as of an institution that serves as the child’s home.
In reality, the practice constituted confinement in
one’s room. The Deputy-Ombudsman found that
the practice had no basis in the Child Welfare Act,
and there were no acceptable educational grounds
to justify it. The practice was demeaning for the
children (5377/2018, Loikala).

The institution has since reported that it has
abandoned the practice.

DECISION-MAKING ON RESTRICTIVE MEASURES

It has been repeatedly necessary to remind institu-
tions of the provisions of the Child Welfare Act
when making decisions on restrictive measures.
The Deputy-Ombudsman has drawn the serious
attention of the institutions to, for example, the
fact that a restrictive measure must always be
based on a separate decision, for which the pro-

FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

visions of the law are reflected on a case-by-case
basis. The institution must ensure that these
conditions are met in the case of each restrictive
measure employed. The requirement is especially
relevant now that the aim of avoiding the use of
restrictive measures is enshrined in law.

The institution has since reported that its staff
has received training in the assessment of restric-
tive measures in individual circumstances. More-
over, the customer data system Nappula has added
consistency in the use of restrictive measures
(1605/2018 Sutelakoti).

The institution reported that it will pay further
attention to the individual grounds for decisions on
restriction in the future. The staff will receive train-
ing in the use of restrictive measures (5377/2018,
Loikala).

Restrictive measures are not to be applied routine-
ly on all children in certain situations. It is prohib-
ited to search through each child’s belongings

on arrival as a routine practice. Conducting “mass
raids” in children’s rooms is unacceptable, and
children’s freedom of movement may not be re-
stricted as a matter of regular practice (5916/2018
Ojantakanen).

Restrictive measures and disciplinary methods
must be documented as required by the law
(5377/2018 Loikala, 5916/2018 Ojantakanen).

The institution reported that attention had been
paid to the documentation of restrictive measures
and customer records in the Nappula data system.
Authorised access to customer records has also been
limited (5377/2018, Loikala).

A child should also receive the original decision, or
a copy of it, on the use of restrictive measures con-
cerning them. The delivery of the decision should
be indicated in the child’s records. If the child
does not wish to keep the decision themselves,
the child should be informed that the original or
the copy of the decision will be archived in a place
where they can access it on request. The decision
should be kept within easy access at least during
the appeals period, should the child wish to see
the decision (1606/2018 Rivakka).
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The child should always be appropriately notified
of restrictive measures. The child should always
be given sufficient and understandable informa-
tion about the content of the decision. The child
should also be informed about their rights and the
obligations of the institution. The way the infor-
mation has been delivered must be described in
the child’s records (5377/2018 Loikala).

RESTRICTIONS ON CONTACT

The Child Welfare Act states that foster care must
safeguard the continuous and safe relationships
that are important for the child’s development.

If an agreement on communication cannot be
reached, communication between the child and
the people close to the child can only be restricted
on grounds specifically provided for in the Child
Welfare Act. This must be assessed on a case-by-
case basis. The authority to make such decisions
lies with the social worker responsible for the
child’s affairs, not the place of foster care. The
restriction of communication always requires a
decision open to appeal. In no case should restric-
tions on communication be based on the rules of
the institution alone. The Deputy-Ombudsman
required that the institution inform the child’s so-
cial worker in advance about their plan to restrict
the child’s communications (e.g. when a child’s
leave is being cancelled). The institution cannot
exercise powers that by law belong to the social
worker (5377/2018 Loikala).

The institution reported that the restriction of
communication is mainly aimed at restricting the
use of the phone. The restriction does not apply to
maintaining contacts with the child’s parents, as the
child has access to a phone for that purpose. When
a decision to restrict a child’s communication needs
to be made during the weekend or evening, it has not
always been possible to consult the social worker.

In situations when it is necessary to cancel the
child’s leave, the matter is always first discussed
with the social worker. There have been situations
when the child’s leave has been cancelled because of
the parents’ situation. If the leave has been cancelled
because of an event or a camp organised by the in-
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stitution, the child’s leave has been rescheduled
rather than cancelled. It is possible that the child’s
records are not appropriately updated on these de-
tails, and the institution will take steps to remedy
this in the future. According to the institution, it has
not used, and has never intended to use, powers that
belong to the social worker. Any restrictions on com-
munication have not been imposed based solely on
the rules of the institution.

The starting point for a child’s access to their own
phone is that each child can use their phone as is
appropriate for their age and level of development,
as any child outside an institutional setting would.
If using their phone causes no harm to the child,
there are no educational grounds to intervene in
the child’s use of their phone by confiscating it
“just to be safe”, let alone as a punishment. The
Deputy-Ombudsman has proposed that the insti-
tution draw up a plan on procedures that would
help reduce or completely avoid the use of certain
restrictive measures (5916/2018 Ojantakanen).

ENCOURAGING SOCIAL RELATIONSHIPS

Every child has the right to build and maintain
social relationships within and outside the in-
stitution. A child must have opportunities to
interact with other people. Methods by which a
child is prevented from speaking with another
person for long periods of time are inhumane and
reprehensible. It transpired during a visit that the
institution restricted and even completely pre-
vented the children’s social interaction by limiting
or prohibiting conversations between children

in certain situations. For example, the institution
had adopted quiet mealtimes as a permanent prac-
tice. All social contacts between children during
mealtimes were prohibited. Under the rules, the
mealtime continued until everyone had emptied
their plates. The children had been compelled to
agree to this practice for fear of repercussions. The
Deputy-Ombudsman found that the institution
was exercising institutional powers that were not
based on law. The Deputy-Ombudsman requested
that the institution immediately discontinue the



Dining room at a child welfare institution.

unlawful and demeaning practice of restricting the
children’s social relationships (5377/2018 Loikala).

The institution reported that it has reviewed its
practices and the children are allowed to freely com-
municate with each other. Maintaining social rela-
tionships is supported by allowing children the use
of their phone at all times of the day. Exceptions in-
clude restriction measures by which a child’s phone
has been confiscated. Social relationships are no
longer restricted or supervised in daily life without
appropriate restriction decisions. Normal conversa-
tion is allowed during mealtimes and children can
freely choose where they sit at the table. Children
are encouraged to taste different foods. However,
they are not expected to eat anything against their
will.

The children’s movements within and outside
the property will no longer be restricted without an
appropriate restriction decision. Children’s conver-
sations are no longer intervened in except in cases of
verbal abuse witnessed by an adult. The children are
allowed to spend time in each other’s rooms for an
agreed period of time. The children will be given the
opportunity to visit the shopping centre in the near-
by town for independent shopping once a week.
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VIOLATIONS OF A CHILD'S RIGHT
TO SELF-DETERMINATION AND PRIVACY

The children placed in substitute care also report-
ed to the NPM that they were forbidden from
using make-up in the institution, dyeing their hair,
having piercings, and wearing tops or other cloth-
ing that the institution deemed inappropriate.
The children could not understand the purpose or
reason for these rules. The institution confirmed
that the rules described by the children were in
force at the institution. The Deputy-Ombudsman
found that piercings, clothing, and matters such as
dyeing one’s hair are an essential element of a per-
son’s self-expression. The rules of the institution
regarding the physical appearance of the children
violate children’s fundamental right to self-deter-
mination and privacy, in other words, their rights
over their own bodies and appearance. The rules
may not restrict a child’s right to self-determina-
tion any more than is necessary. Each case must
be considered within its own context (5377/2018,
Loikala).

The institution reported that the children’s
choice of clothing, piercings, personal appearance,
and self-determination will no longer be intervened
in. Previously, these aspects were intervened in if
they supported or maintained symptomatic behav-
iours. In the future, the use of hair dyes and pierc-
ings will not be restricted.

The children reported to the NPM that they

were not allowed to dye their hair. Some children
reported restrictions on their choice of clothing.
The baseline in the protection of personal integri-
ty is that everyone has the right to live their own
lives without arbitrary or unjustified intervention
by authorities or anyone else in their private life.
The Deputy-Ombudsman noted that the place of
substitute care may offer the child support and
guidance through discussion, and may help the
child choose their outfits taking into considera-
tion the event they may be attending, the weather
conditions, and their health. Such situations are
an opportunity to guide a child to understand
traditions and customs related to clothing in dif-
ferent cultures. The Deputy-Ombudsman empha-
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sised that a child has the right to decide on their
appearance and clothing (5916/2018 Ojantakanen).

A review of documentation during the visit re-
vealed that under the institution’s rules, girls were
allowed to use tampons only when participating
in sports or swimming and in the sauna. Accord-
ing to the documents, girls were not allowed

to decide for themselves on the type of period
protection to use while residing at the institution.
They were not allowed to purchase the type of
menstrual pads they preferred from the shop, as
the institution prohibited shopping. The Depu-
ty-Ombudsman considered that this rule was an
example of the extent to which the institution ex-
ercised control over the children’s personal lives.
The institution’s practices on menstrual protec-
tion severely restricted the rights of a girl to make
decisions concerning her own body and to decide
on matters intimately related to her own person
and privacy. The practice was demeaning and did
not respect the girls’ right to dignified treatment.
The practice violated the central element of
personal privacy protected by section 10 of the
Constitution: everyone’s right to make decisions
concerning their private life (5377/2018, Loikala).

The institution reported that it no longer inter-

feres with the residents’ personal privacy and does
not dictate which type of period protection the girls
are allowed to use. To the contrary, the staff give en-
couragement, advice, and guidance on personal hy-
giene.

RESTRICTING THE FREEDOM OF MOVEMENT

A child’s freedom of movement is being restricted
if, in addition to generally acceptable boundaries
related to normal upbringing, the child is prevent-
ed from leaving the institution or deprived of the
opportunity to participate in hobbies in or outside
the institution. Only permitting the child to move
in the company of an employee is also considered
arestriction of the child’s freedom of movement.
Restrictions are always subject to a written deci-
sion open to appeal.
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Restricting a child’s freedom of movement may
not be used as a punishment for the child’s behav-
iour. If the child’s personal contacts are restricted
while restrictions of the child’s freedom of move-
ment are in place, a separate decision must be
made on the restriction on personal contacts.

The institution reported that, in the future, an
individually reasoned restriction decision will be
made on the possible restriction of a child’s freedom
of movement, if the conditions for such as decision
exist (1605/2018 Sutelakoti).

The de facto restrictions on the children’s freedom
of movement imposed by the institution affected
every child at the institution and were in force at
all times. Restrictions on the children’s freedom of
movement were based solely on the institution’s
own rules and without an individual assessment
of the child’s situation based on the law. It was
not a matter of restricting the free movement as
provided in the Child Welfare Act, but a much
farther-reaching practice concerning all the chil-
dren. The Deputy-Ombudsman requested that
the free movement of children be restricted only
if the conditions determined by law are met. Re-
strictions on the freedom of movement must be
based on decisions in due process, open to appeal.
Restricting a child’s freedom of movement may
not be used as a punishment for the child’s be-
haviour. The Deputy-Ombudsman required that
during a restriction on the freedom of movement,
the child’s right to social relationships must be
ensured. The child’s right to education and hob-
bies must also be safeguarded during a period of
restriction (5377/2018 Loikala).

The institution reported the practices have been
changed so that if a decision on the restriction of
freedom of movement has not been made in accord-
ance with the Child Welfare Act, child will be al-
lowed to move freely within and outside the institu-
tion. Curfew times are agreed on together with the
child. Decisions on restrictions of freedom of move-
ment and the grounds for the restrictions are made
according to due process, and they will not prevent
the child from attending school or hobbies or partic-
ipating in activities organised by the institution.



The Deputy-Ombudsman drew the institution’s
attention to their decision-making obligation un-
der the Child Welfare Act. If it is necessary to re-
strict the child’s freedom of movement by prohib-
iting their access to areas outside the institution’s
grounds or otherwise, the institution must make
a decision on the matter. The decision on a restric-
tion on the freedom of movement does not allow
for the actual isolation of the child or the prohibi-
tion of social contacts (5916/2018 Ojantakanen).

CONFISCATION OF SUBSTANCES AND OBJECTS

The Deputy-Ombudsman has drawn the atten-
tion of institutions to the legal provision under
the Child Welfare Act that a child’s property can
only be confiscated under certain, specified cir-
cumstances. If a child’s property is confiscated by
the institution, a decision required by law must
be duly made and entered into the records. Con-
fiscation may never be used as a punishment
(1605/2018 Sutelakoti, 5377/2018 Loikala, 5916/2018
Ojantakanen).

Adolescents’ possessions in safekeeping at
the institution.
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The child’s mobile phone cannot be confiscated
by the institution as a precautionary or punitive
measure (1605/2018 Sutelakoti).

A child has the right to keep their belongings
in their own room. A child’s property cannot be
taken for storage without the child’s own request
(5377/2018 Loikala).

BODILY SEARCH AND PHYSICAL EXAMINATION

The bodily search of a child must be based on due
statutory decisions with the required documenta-
tion in place. The child’s records must provide the
reason for a bodily search or physical examination.
According to the law, only when there is a justified
reason to suspect that the child has in their cloth-
ing or otherwise on them prohibited substances
or objects, a bodily search or physical examination
may be carried out on them for the purpose of in-
vestigate the matter. Such reasons are always indi-
vidual and must be evaluated individually for each
child. The child’s documents must also describe
the practical implementation of any bodily search
or physical examination.

The institution has since reported that it has
made a focused review of the practices regarding
this issue. In the future, bodily searches and physi-
cal examinations will be performed only on a case-
by-case basis. In addition, the decision describes
how the restrictive measure was implemented in
practice (1605/2018 Sutelakoti).

According to the institution, attention has been
paid to the grounds for the decisions and the accu-
racy of the related records. The number of bodily
searches performed has been significantly reduced,
which has led to an increase in the influx of drugs,
fire-making tools, and blunt instruments into the
residents’ rooms. Staff observations are not consid-
ered to form a sufficient basis for performing bodily
searches (5377/2018 Loikala).

Bodily searches may not be performed routinely
every time a child goes on leave or returns to the
institution (5916/2018 Ojantakanen).

Several of the children reported to the NPM
that on occasions they had been required to un-
dress during a bodily search. This meant having to
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remove all their clothes and turn around in front
of the supervisors. According to the children, the
undressing practice had taken place at least after
each unauthorised absence (5916/2018 Ojantaka-
nen).

Upon arrival at the institution, the child is sub-
jected to a bodily search. The children reported to
the NPM that they had been asked to remove all
their clothes for the bodily search and that their
bodies had been contemplated by supervisors.
Most of the children said they had been subjected
to the practice more than once, some up to 5-6
times. According to the children, all their clothes
are removed until they are completely naked, and
they must place their clothes in a basket. Once
naked, the children are required to wear the insti-
tution’s clothes, including the underwear. During
the visit debriefing with the institution, the insti-
tution admitted to the practice of requiring chil-
dren to undress until they are naked (5377/2018
Loikala).

The Deputy-Ombudsman seriously emphasised
the importance of taking the child’s age, sex, level
of development, individual attributes, religion, and
cultural background into account when conduct-
ing bodily searches and physical examinations on
a minor. Such searches and examinations must be
carried out in a manner that causes the least harm
to the child. The Deputy-Ombudsman required
that the practice be discontinued immediately,

as the Child Welfare Act does not allow for the
undressing of a child in connection with a bodily
search. A child’s personal consent to the method
is not sufficient justification for a bodily search
(5377/2018 Loikala, 5916/2018 Ojantakanen).

The institution reported that, in the future, the
children will be given a bathrobe to protect them-
selves when changing their clothes. The bodily
search is always carried out in a camera-free room
(the surveillance camera is covered) by two staff
members of the same sex as the child (5377/2018
Loikala).

M4

|ISOLATION

The Deputy-Ombudsman requested the insti-
tution to immediately discontinue the ongoing
practice of de facto isolation. Isolation may only
be used as a measure when specific conditions
laid down by law are met. In the future, a decision
to isolate a child must clearly indicate: 1) the
situation and behaviour that led to the isolation,
2) the implementation method of the isolation,
3) the assessment of the grounds for continuing
the isolation, and 4) the grounds for ending the
isolation. The Deputy-Ombudsman emphatically
drew the institution’s attention to the fact that the
time limits for isolation laid down in the law are
absolute and may never be exceeded (5377/2018,
Loikala).

The institution has reported that it will pay fur-
ther attention and be more careful in documenting
the use of restrictive measures, observing time lim-
its, and assessing the necessity of each measure tak-
en. According to the institution, the use of the safety
room on a resident’s arrival is justified to establish
the resident’s initial situation, wellbeing, and physi-
cal condition, and to protect their privacy. The pres-
ent practice is to carry out an assessment of a new
arrival based on their current wellbeing and behav-
iour, to decide whether they can be placed directly in
their own room and whether they are immediately
able to participate in shared activities at the unit.
For example, if the resident is intoxicated, they can-
not participate in any activities.

Houwever, the institution disagreed with the find-
ing in the report according to which the institution
imposed isolation on the children lasting for days
or weeks. In the view of the institution, enhanced
adult supervision and monitoring of the residents’
wellbeing on arrival or in times of crisis does not
constitute isolation. The child may have been taken
to their room for a reasoned didactic purpose for the
duration of the staff handover report, which takes
place on weekdays.They were not obliged or forced
to stay in the room for several hours, as described in
the visit report. At the moment, the residents are free
to move in and out of their rooms and around and
outside the institution grounds.



Security room used for isolation.

A child may be isolated only if the specifically
assessed conditions laid down in the Child Wel-
fare Act are met. Isolation may not continue any
longer than is necessary and must be discontinued
as soon as the conditions for isolation have ceased
to exist. The Deputy-Ombudsman required the
institution to discontinue all practices resembling
isolation (5916/2018, Ojantakanen).

TRANSPORT SERVICES IN CHILD WELFARE
SERVICE PROVISION

During 2019, the Substitute Deputy-Ombudsman
issued a decision in an investigation on his own
initiative concerning the use of private compa-
nies providing transport services in child welfare
service provision (4771/2017). It was noted during
NPM visits to child welfare institutions that
institutions with children with extensive needs
for services relied heavily on private transport
services. The users of private transport services
include state residential schools, private child
welfare institutions, and local authorities. The
Substitute Deputy-Ombudsman requested Valvira
to investigate the use of private transport services
and the oversight of the services by the relevant
authorities.
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In their decision, the Substitute Deputy-Ombuds-
man found it a serious failure from the perspec-
tive of a child’s legal rights and right to self-deter-
mination that the authorities responsible for the
child, state residential schools, and other places
of substitute care have, in practice, not supervised
the operations of the businesses providing search
and transport services. Moreover, there is no
documentation on the transport and searching of
a child as required by law. It remained unclear to
what extent local authorities and child welfare in-
stitutions had disclosed confidential information
about the children or other persons (such as their
relatives) to private companies. It also remained
unclear how that information had been recorded
and possibly stored in companies’ databases. The
Substitute Deputy-Ombudsman considered it a
grave malpractice that, according to the informa-
tion obtained during the visits, children would
have been subjected to coercive or restrictive
measures during transport. However, under no
circumstances do the employees of a private com-
pany have the right to use coercive or restrictive
measures on a child without the express authori-
sation provided by law.

There has been uncertainty within the child
welfare services sector whether or not the use of
private companies has been lawful. This uncer-
tainty is partly due to the lack of explicit provision
in the law on the transport and search of a child.
The uncertainty has been compounded by the fact
that at least one Regional State Administrative
Agency has entered two service providers within
its jurisdiction in its register of private social ser-
vice providers. In the registration information,
both companies had stated that they provided
transport services as well as other open-care child
welfare services. It was not clear from the deci-
sions of the local AVI that transport and search ac-
tivities would have been excluded from the scope
of the registration, or in other words, that their
registration for these services would have been
specifically rejected.

The use of private companies for transport in
child welfare services was brought to the atten-
tion of the Ministry of Social Affairs and Health
as a result of the Ombudsman’s findings, as well
as through other channels. As a result, a provision
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(Section 69a) was added to the Child Welfare Act
on the acceptable methods of returning a child to
an institution from unauthorised leave and how
the transport should be safely organised. The pro-
vision entered into force on 1 January 2020. It ex-
plicitly stipulates that a child welfare institution
or a social worker may not use a private company
to search for and transport a child back to the
place of substitute care. The transport may only
be carried out by a professionally qualified mem-
ber of the institution’s care and educational staff,
the child’s own social worker, or another public
authority. The amendment also provides for the
safe transport of a child, the related decision-mak-
ing process, and documentation obligations.

The Substitute Deputy-Ombudsman consid-
ered it necessary for the Regional State Adminis-
trative Agencies to issue guidance to the local au-
thorities and service providers in their area on
the changes in the Child Welfare Act, including
provisions on the safe transport of a child in ac-
cordance with the new legislation.

3.5.15
SOCIAL WELFARE UNITS
FOR OLDER PEOPLE

The goal is that older people can live at home with
the support of the appropriate home-care services.
When this is no longer possible, the elderly per-
son moves into an institutional care and residen-
tial unit, where they receive care round the clock,
including end-of-life care if necessary. Today,
no-one is cared for by any unit solely on the basis
of old age. Caring for elderly people with multiple
conditions consists of health care and nursing in
either a social welfare or health-care unit. There
are some 2,000 social welfare units providing full-
time care for older people in Finland. Visits made
by the Parliamentary Ombudsman and the NPM
are primarily made to closed units providing full-
time care for people with memory disorders, and
to psycho-geriatric units, where restrictive meas-
ures are used. The aim is to visit care units run by
both private and public service providers within a
given municipality. This allows for the detection
of any differences in the standard of care.
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Social welfare and health-care units, including
units providing services for older people, are re-
quired to draw up a self-monitoring plan. Such a
plan includes the key measures taken by the ser-
vice provider to monitor their operative units, the
performance of their staff and the quality of the
services they provide. Staff members have a stat-
utory obligation to report any deficiencies in the
care provided. Persons voicing concerns may not
be subjected to negative consequences of any kind.

NPM visits to care units for older people pay spe-
cial attention to the use of restrictive measures.
The use of such measures is made problematic

by the fact that there is still no legislation on im-
posing restrictive measures on older people with
memory disorders. According to the Constitution,
restrictive measures must be based on law. The
Parliamentary Ombudsman has issued several
opinions in which he has demanded legislation to
be passed on the matter. It is the opinion of the
Parliamentary Ombudsman that, even though
there is no legislation on restrictive measures yet,
their use should be transparent and respectful of
human dignity. As a minimum, the provisions on
restrictive measures under other relevant legisla-
tion, such as the Mental Health Act and the Act
on Special Care for Persons with Intellectual Disa-
bilities, should be observed. On its visits, the NPM
paid attention to matters such as the grounds, du-
ration, and recording of restrictive measures and
deciding on them.

All NPM visit reports are published on the
website of the Ombudsman. The purpose of the
publication is to inform the general public that
the operations are being monitored. The reports
also provide residents, family members, and staff
with important information on the observations
made during the visit. The visit report may also
stipulate that the report be made available to the
public on the noticeboard of the unit for a period
of three months. The aim is for residents, family
members, and other stakeholders to report any
shortcomings that have been overlooked to the
supervisory authorities.



Restraint clothing.

The Parliament granted additional funding for
the Office of the Parliamentary Ombudsman for
2019 to step up the supervision of the rights of
the elderly. In 2019, new instances of neglect were
identified, and closures of service units were car-
ried out. Since the promotion of the rights of the
elderly required additional resources, the Office
of the Parliamentary Ombudsman was granted
supplementary funding for 2020 to establish new
posts.

Most visits to social welfare units for the el-

derly in 2019 were made under the NPM mandate.

A total of 16 visits were made in 2019 (compared
to 11 in 2018). Four of these were made to private
service providers’ facilities. All of the visits

were made unannounced. In addition, nine
visits were carried out at general health-care
units, with the focus on the health care of the
elderly. The findings and recommendations
based on these visits are presented in section
3.5.17 on health care.

There are also cats living
at the Lizelius Home.
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During visits to care units for the elderly, special
attention was paid to the use of restrictive meas-
ures and the safety of the residents during the
night. In addition, attention was paid to the pro-
tection of privacy, oral health care, and the avail-
ability of outdoor activities. Several of the visited
units provide end-of-life care, which is why the
visits also touched upon the principles of end-of-
life care and how the humane and dignified treat-
ment of elderly patients and their right to self-de-
termination can be provided in practice.
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The following is a summary of the NPM visits to

vations and recommendations made in connec-

social welfare units for the elderly and the obser- tion with visits:
date of taroet number case other
inspection g of inmates | number
19 March Mariahemmet, City of institutional care, Deputy-
2019 Raasepori 29 places 1764/2019 Ombudsman included
19 March . .. . 24-hour residential service,
2019 Villa Rosa, Folkhilsan, Karjaa 21 places 1765/2019 Deputy-Ombudsman included
28 March Pihlajakoti, Piijat-Hdme Joint
2019 Authority for Health and Well- | 20-30 places | 1842/2019 | 24-hour residential service
being, Padasjoki
Lizeliuskoti, Akseli Joint 24-hour residential service 15
10 April 2019 | Authority for Social Services, 15+33 places | 2009/2019 | places and institutional care
Mynamaki 33 places
Moisiokoti, Akseli Joint . } . . .
10 April 2019 | Authority for Social Services, 50 places in 2010/2019 24-hour residential service
Nousiai total and institutional care
ousiainen
City-koti, Joint Authority for B . . .
11June 2019 | Health Care and Social Services | 60 places 3015/2019 gﬁtetzlr(;llelili I;Slgftn itrllilliglggCe,
in Kymenlaakso, Kotka P
Mintyld residential service unit, 24-hour residential service
13 June 2019 | Pdijat-Hame Joint Authority for | 73 places 3016/2019 . ’
Health and Wellbeing, Heinola external expert included
Pakilakoti, Helsingin Senio- short-term and long-term
4]July 2019 risddtio, Helsinki 210 places 3763/2019 institutional care
Vaahterakoti, Keski-Uusimaa short-term care 27 places and
; ; 27+60 plac- care 2/ place
%gugust Joint Authority for Health Care 7+60 plac 4743/2019 | 24-hour residential service 60
and Social Services, Jirvenpaa | €S places
2 September | Esperi Hoivakoti Niva, short-term and long-term
2019 Rovaniemi 31 places 4921/2019 24-hour residential service
3 September | Palvelukoti Onnela, Municipali- 24-hour residential service,
2019 ty of Pelkosenniemi 24 places 5023/2019 Deputy-Ombudsman included
3 September | Saukoti, Municipality of 24-hour residential service,
2019 Savukoski 25 places 4922/2019 Deputy-Ombudsman included
éz)gctober (I}lirérr?;géé?go, Municipality 76 places 5595/2019 | 24-hour residential service
29 October | Villa Mintykoto, Hoiva 24-hour residential service,
2019 Mehildinen, Hyvinkda 38 places 5880/2019 2 external experts included
gé\{g vember Eaell‘l'fll;lllkeSkus Lehtiniem, 41 places 6033/2019 | 24-hour residential service
5 November | Kotikyld Sammonkoti, 67 places 6032/2019 24-hour residential service,

2019

Humana, Jyvaskyld

external expert included

#=unannounced inspection
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The Saukoti Sheltered Home features a large fenced
outdoor area.

OVERSIGHT OF OVERSIGHT

In 2017, the National Supervisory Authority for
Welfare and Health (Valvira) took under its super-
vision a group of private companies that delivered
residential care services for the elderly. Valvira
passed a decision in April 2019 that each company
was required to take measures specified by Valvira
to remedy any malpractices and failures and to
submit a report of these measures to Valvira by
the end of July 2019. The decision extended to all
residential service units in elderly care managed
by the provider.

At the order of the Deputy-Ombudsman,
one of the units of the above-mentioned group
was visited in September 2019 (4921/2019 Niva).
Both the local AVI and the municipal authorities
had made several inspections at the unit. Most
of them were pre-announced. The local AVI had
carried out its first inspection at the facility in
December 2017, based on several notification of
shortcomings made by the staff. The municipal
authorities had placed the unit under special su-
pervision and steering for 2018. The most recent
inspections prior to the NPM visit were an un-
announced inspection by the local authorities in
March 2019 and one by the local AVI in May 2019.
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Service Center Lehtiniemi lobby area.

Following the earlier NPM visit and based on a
new notification, an additional unannounced visit
was conducted by the local AVI in 2019 and at-
tended by representatives from Valvira as experts.

The Deputy-Ombudsman drew attention to
the fact that the institution had been under spe-
cial supervision since 2017. In spite of that supervi-
sory authorities received continually notifications
of shortcomings on the institution. It was obvious
that the supervision and special measures were
not sufficient to remedy the issues in the standard
of care and treatment and to prevent the emer-
gence of new shortcomings. The short duration of
the inspections carried out by the authorities, and
their implementation mostly as pre-announced
visits, may have led to a delay in the identification
of shortcomings. The Deputy-Ombudsman found
it extremely concerning that the authorities had
not required improvements immediately.

The effectiveness of supervision may have
been affected by the extensive workload of the su-
pervisory bodies, insufficient resourcing, and in-
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adequate time reserved for reflecting on practices.
However, the Deputy-Ombudsman welcomed the
fact that Valvira and the AVIs had identified the
shortcomings and were working on further devel-
oping their operations. However, the Deputy-Om-
budsman stressed that the public service unit it-
self, as well as the local authority providing the
service, has the primary responsibility for ensur-
ing services are delivered to a high standard and in
compliance with the law.

The Deputy-Ombudsman required that the
unit immediately take the measures mentioned
in the NPM report, as well as any measures re-
quested by Valvira and the local AVI in other doc-
uments. In addition, the Deputy-Ombudsman
required the local authorities to ensure that the
shortcomings does not recur. The local authorities
were also to take measures to ensure that the ser-
vice provided to a resident met their service needs
and that the unit delivering the service had suffi-
cient staff, as required by the service decisions. If
aresident was not in reality able to live at the unit
with no staff on site at night, or if they would not
be able to independently seek help when needed,
a decision on 24-hour residential service for them
should be made. Service decisions were to meet
the needs of the residents and the delivery of ser-
vices were to meet the conditions for a licence.

RIGHT TO PRIVACY

Sharing a room or bathroom
with another resident

The protection of privacy is a fundamental right,
and care for the elderly is no exception. The aim is
that every elderly person in long-term care should
have their own room, including sanitary facilities.
When residents unknown to one another are
placed in the same room in long-term care, this
should be based on the persons’ own fee will. The
Deputy-Ombudsman stated that in an institution-
al setting, attention should be paid to maintaining
the privacy of residents living in double-occupan-
cy rooms in, for example, the delivery of personal
care (1764/2019 Mariahemmet).
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In a 24-hour residential service unit, some resi-
dents did not have a private room and thereby no
private toilets and bathrooms. Furthermore, it was
not always possible to determine whether clients
were willing to be placed in a double-occupancy
room with a stranger, due to the clients’ dimin-
ished cognitive capacity. However, these clients
had given their consent to be accommodated in
a double-occupancy room. The Deputy-Ombuds-
man emphasised the importance of privacy pro-
tection, which is a fundamental right, and of
listening to the will of the clients (1842/2019 Pih-
lajakoti).

The long-term care ward had a total of 37
residents and 8 double-occupancy rooms. Some
residents could not have a private room despite
having requested one. The toilet between some
rooms was shared by the residents of the two
rooms and could not be locked from the inside.
Adjacent rooms could accommodate people of
different sexes, who then had to share the toilet.
In the short-term care ward, some residents also
used the toilet independently, so it was possible
that residents would need to use the toilet at the
same time (3763/2019 Pakilakoti).

Protection and use of confidential information

In the short-term care ward, patient records
were updated in a room that also served as a staff
break room and kitchen. The space could be sep-
arated from the residents’ quarters by a sliding
door. However, the sliding doors were kept open
to allow for the monitoring of the residents.
Therefore, the residents in the dining area could
overhear discussions between staff members
(3763/2019 Pakilakoti).

It was discovered during a visit that a unit no
longer had the practice of inquiring about resi-
dents’ biographical information. The policy had
changed after one relative prohibited questions
about a resident’s biographical information, find-
ing it to be unlawful. A note had been posted in
the staff office informing that biographical infor-
mation could no longer be inquired about for rea-
sons of security. The Deputy-Ombudsman noted
that clarifying the biographical information of a



person with memory disorders was important in
order to respect their preferences and, for exam-
ple, religious beliefs. It is, therefore, the view of
the Deputy-Ombudsman that residents’ biograph-
ical information can and should be inquired about
in elderly care units. However, data protection and
data security must be observed in the care unit in
accordance with legislation. This does not conflict
with the need to inquire about biographical infor-
mation from clients or their relatives for the pur-
pose of delivering high-standard care. Since the
Deputy-Ombudsman found that data protection
law had, in this respect, been generally misinter-
preted, it was important that relevant care units
were informed about the correct interpretation of
the law. The unit in question has since changed its
practice following the Deputy-Ombudsman’s de-
cision (4922/2019 Saukoti).

Protection of privacy

Some of the rooms at a care facility had doors
with a narrow glass window allowing a view into
the room. The members of staff reported that the
windows were difficult to cover. They also found
it convenient that they could monitor the wellbe-
ing of the residents without waking them up by
opening the door. The Deputy-Ombudsman drew
attention to the lack of privacy and required that
doors like this be altered to protect the residents’
privacy. The Deputy-Ombudsman requested the
unit to provide clarification on the remedial meas-
ures (3763/2019 Pakilakoti).

The Deputy-Ombudsman stated that a high
standard of care includes respectful treatment.
The Deputy-Ombudsman considered it inappro-
priate to keep a resident’s catheter bag in full view.
It was hung on the back of a resident’s wheelchair,
including when spending time in the common
areas. The Deputy-Ombudsman found that re-
specting the dignity and privacy of a resident can-
not solely depend on whether their relatives have
provided sufficient supplies for them (4922/2019
Saukoti).
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SELF-MONITORING PLAN

A unit delivering institutional care for the elderly
was to ensure that its self-monitoring plan was re-
viewed and updated. The plan was also to be made
available to the staff and relatives without a sep-
arate request. It was also recommended that the
self-monitoring plan be made publicly available
on the website of the unit of the local authority
(1764/2019 Mariahemmet).

The original self-monitoring plan had been
drawn up in 2015. The entire staff had been in-
volved in authoring the plan. The plan had been
updated in 2017 and 2019, but no revision dates
were indicated on the plan, and the updated plan
had not been signed off. At the time of the visit,
the self-monitoring plan was not publicly availa-
ble, and the staff were not aware of where it was
kept. The Deputy-Ombudsman emphasised that
sufficient and appropriate self-monitoring can on-
ly be achieved if staff are aware of the content and
objectives of the plan. The Deputy-Ombudsman
recommended updating the plan together with
the staff. The plan was also to be made publicly
available (4922/2019 Saukoti).

The self-monitoring plan should be added,
with procedural guidance on the implementation
of the notification obligation, and it should be
ensured that all staff members are familiar with
the guidance. It is essential for the purpose of
honouring a person’s legal rights while ensuring
effective self-monitoring that the person in
charge of self-monitoring at the unit is knowl-
edgeable about applicable laws, regulations, and
recommendations, and takes them into consider-
ation when planning and exercising self-monitor-
ing (5595/2019 Himminkoto).

THE USE OF RESTRICTIVE MEASURES

Restrictions on the fundamental rights of care
recipients in elderly care are not provided for in
the law. However, the established view of legality
oversight authorities is that restrictive measures
applied to elderly residents must be subject to a
physician’s permission. The use of restrictions
should be monitored by the staff and the physi-
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cian. Restrictions may not be used to any greater
extent or for longer than is necessary, and the
methods used must not be excessive for the pur-
pose.

The Deputy-Ombudsman drew attention to the
fact that a unit did not have written guidelines
on restrictive measures. Moreover, restrictive
measures were not addressed in any detail in the
self-monitoring plan. The Deputy-Ombudsman
required that care policies and practices be clearly
recorded in the self-monitoring plan. The main
goal must be to avoid the use of restrictive meas-
ures and to make a plan for alternative methods.
The unit had several restrictive measures in place.
The grounds for the measures and the name of
the person who had authorised them had not
been recorded in the care and service plans. The
Deputy-Ombudsman required that the unit make
sure, for each resident individually, that the re-
strictive measures applied are based on a physi-
cian’s decision and that this decision is duly re-
corded. In addition, it was important to ensure
that the necessity of restrictive measures be con-
tinuously assessed (4922/2019* Saukoti).

The Deputy-Ombudsman drew attention to the
documentation of decisions on restrictive meas-
ures. The self-monitoring plan included a mention
that restriction decisions could be made for a max-
imum period of one month. Among the restric-
tion decisions submitted to the Deputy-Ombuds-
man, there was a decision issued by a physician
according to which the restrictions were to be re-
assessed in one year’s time at the latest, when the
decision would expire. The Deputy-Ombudsman
found that a restriction on a resident’s freedom of
movement is permissible only on the basis of a
physician’s decision. The physician should ensure
that restrictive measures are not used to any
greater extent or for a longer period of time than
necessary. A restrictive measure may be intro-
duced only if there is no other alternative, less
restrictive method available. Residents’ records
must include information on the use of restrictive
measures, and the use of restrictive measures
must be stopped immediately as soon as they
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become unnecessary. Restrictive measures should
be discussed with the resident themselves, or their
relatives or next of kin, before their use. Restric-
tions cannot be based solely on the consent of a
relative or next of kin (1765/2019 Villa Rosa).

According to the unit’s self-monitoring plan, re-
strictive measures were used only in extreme cas-
es. The restrictions applied included a wheelchair
seat belt and raised bed rails at night. According to
the plan, involuntary treatment and its criteria are
regulated separately in, for example, the Mental
Health Act and the Act on Social Work with Sub-
stance Abusers. At the time of the NPM visit, one
resident was wearing back-zip overalls. No other
restrictive measures were observed during the
visit. It was noted that the supporting and/or re-
striction of a resident’s right to self-determination
was described in the self-monitoring plan mainly
from the perspective of the health-care assistants
and medical care. Some of the restrictive measures
in use had not been specified in the principles for
restrictive measures, and the principles for their
application had also not been described. The Dep-
uty-Ombudsman drew attention to the fact that
the elderly care unit in question did not, as such,
deliver involuntary treatment. None of the units
referred to were authorised to deliver involuntary
treatment measures without a specific legal basis.
In order to avoid misunderstandings, the Dep-
uty-Ombudsman recommended that concepts
related to self-determination and involuntary care
be further clarified in the self-monitoring plan
(2009/2019 Lizeliuskoti).

A unit was applying restrictive measures subject
to a physician’s assessment and decision, accord-
ing to the guidelines. According to the Depu-
ty-Ombudsman, the physician should visit the
unit frequently and meet all the residents at regu-
lar intervals. Where meetings with residents are
rare, there is a risk that the use of restrictions will
continue, even if they are no longer necessary
(3763/2019 Pakilakoti).



DEFINITIONS OF RESTRICTIVE MEASURES

In a 24-hour residential service unit for persons
with memory disorders, a chair would be placed
in front of the door of a single-occupant room at
night to alert the staff if the resident attempted
to leave their room. According to the staff, the
resident in question was in the habit of wandering
around the unit at night and going into the rooms
of other residents. The Deputy-Ombudsman con-
sidered the approach adopted by the unit inap-
propriate because the restriction on movement
constituted a restriction on the resident’s right to
self-determination and freedom. The chair also
posed a potential safety risk. The Deputy-Om-
budsman recommended that the unit consider
other ways to resolve the situation (2009/2019
Lizeliuskoti).

It was discovered during a visit that the staff were
not always able to recognise a restrictive measure.
The Deputy-Ombudsman emphasised the impor-
tance of understanding the concept of restriction,
so that the staff would be able to make the right
decisions. For example, a resident has the right

to prevent another resident from entering their
room. Closing a door and placing an obstacle in
front of the door does not violate another person’s
freedom of movement. However, if the door of
the resident’s own room is closed because of an-
other resident’s behaviour while they themselves
wish to keep the door open, or they are unable to
make their preference known, this constitutes a
restriction. According to established legal practice,
a person cannot give consent on behalf of another
person to use restrictive measures. A relative or
next of kin cannot give definitive permission on
behalf of a resident to close a door. The Depu-
ty-Ombudsman noted that security is not in itself
sufficient reason to restrict a person’s fundamen-
tal rights, as each restriction of a fundamental
right must meet all criteria for restrictions, such
as the requirements of necessity and proportion-
ality. When weighing various options, the goal is
to ensure that a person receives appropriate care
and is not subject to abandonment. If a situation
arises in which a person is in immediate danger, it
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is possible to intervene in the situation based on
self-defence or compelling circumstances. Howev-
er, self-defence and compelling circumstances are
relevant only in acute situations. They cannot be
referred to as a justification for locking doors.

It should be possible to deliver appropriate care
and treatment without compromising the rights
and safety of other residents. With insufficient
staffing, locking the door of a resident’s room may
be dangerous, even if the resident has asked for
their door to be locked. It must be possible in the
case of fire for residents to leave the building or
to be evacuated. The Rescue Act has special pro-
visions on evacuation safety in residential units.
Locking a person in their room, especially if the
unit does not have staff on site at all times who
can rapidly evacuate the residents, poses a serious
fire safety risk. However, if the door mechanism
and the resident’s functional capacity allow them
to open the door by themselves both from the in-
side and outside, the resident will not be restrict-
ed, and their safety will not be at risk. However,
in assessing the situation, it must be taken into
consideration that it may not be possible for a
person to unlock their door if they are alone and
in distress (5595/2019 Himminkoto).

PALLIATIVE TREATMENT AND END-OF-LIFE CARE

The dignity, humane treatment, and self-deter-
mination of a resident at a care unit must be safe-
guarded at all times, including during palliative
treatment and end-of-life care. For this reason,
principles governing palliative treatment and
end-of-life care must be documented in the unit’s
self-monitoring plan. In addition, it should be
ensured that the staff are trained and instructed
in the delivery of appropriate palliative treatment
and end-of-life care (1842/2019 Pihlajakoti).

The delivery of palliative treatment and end-
of-life care should be based on a predictive care
plan and end-of-life care decision that has been
drawn up well in advance (2009/2019 Lizeliuskoti).
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In the short-term care ward of a care unit, the
physician in charge made the decision on end-of-
life care in acute situations, and the care was deliv-
ered as part of home nursing. In these situations,
it was possible to have extra staff on duty and the
patient would be placed in a private room. Family
members were able to stay the night on the ward.
In the long-term care ward, the aim was to give
residents a private room for the duration of end-
of-life care, but this was not always possible. A
family member was able to stay the night with
the patient, who would be given a private room.
Palliative medication was available on the ward,
and administration of intravenous medication
was taken care of by the home nursing team. The
Deputy-Ombudsman welcomed the fact that a
number of staff members at the unit had received
training in end-of-life care, and they were available
for other staff members for consultation. The
Deputy-Ombudsman suggested increasing train-
ing in end-of-life care so that each member of the
nursing staff could participate in it. When review-
ing the end-of-life care guidelines, the national
guidelines for palliative treatment and end-of-life
care should be referenced (3763/2019 Pakilakoti).

OUTDOOR EXERCISE
AND STIMULATING ACTIVITIES

Providing sufficient time outdoors is part of car-
ing for the residents’ basic needs and respecting
their human dignity. It is important that residents
with memory disorders but a high level of phys-
ical function should have the opportunity for
regular outings. Special attention should be paid
to those residents who are unable to move inde-
pendently and cannot clearly express their views.
The time planning for the entire staff should al-
low adequate time for outdoor exercise and stim-
ulating activities in accordance with the needs of
the residents (4921/2019 Niva, 5023/2019 Onnela).
The Deputy-Ombudsman found the 24-hour
residential service for persons with memory dis-
orders somewhat understaffed. The Deputy-Om-
budsman drew attention to the fact that long-
term treatment and care should also include ac-
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The Pakilakoti nursing home features a pleasant
outdoor area.

cess to personalised stimulating activities, outdoor
exercise, and the maintenance of social relation-
ships (2009/2019 Lizeliuskoti).

The unit aimed to offer various outdoor activities
as much as was possible. In short-term care, daily
coffee breaks were held outdoors. It was empha-
sised at the long-term care ward that sitting on a
balcony could not replace outdoor activities. How-
ever, there were no systematic records of the res-
idents’ access to outdoor activities. The ward has
volunteers visit once a week to take the residents
outdoors. In addition, the time use of holiday
cover staff is directed towards outdoor activities.
When other acute duties took longer than antici-
pated, the time for outdoor activities was reduced.
For residents who actively expressed their wish to
spend time outside, more opportunities for out-
door activities were arranged. The Deputy-Om-
budsman emphasised the importance of giving
residents daily access to outdoor activities. With
no systematic records in place, there is the danger
that individual residents end up inadvertently
spending long periods of time indoors. The Depu-
ty-Ombudsman recommended that outdoor time
be included in the residents’ care and service plan
and that the execution of each plan is monitored
(3763/2019 Pakilakoti).



The Deputy-Ombudsman welcomed the contri-
bution of volunteers who took the residents at
the 24-hour residential service unit outdoors.
However, the access of the residents to the out-
doors cannot rely on volunteers alone. Sufficient
and regular outdoor activities should be arranged
based on the residents’ needs. Outdoor activities
should be included in the resident’s care and ser-
vice plan with a daily monitoring practice in place,
involving either customer-specific records or a
unit-specific list, to ensure the completion of the
plan (5595/2019 Himminkoto).

PHYSICIAN'S SERVICES
The Deputy-Ombudsman welcomed the fact that

the nursing staff on the ward had the opportunity
to consult a doctor through various channels, in-

cluding times when the doctor was not at the unit.

However, it was considered a disadvantage that
the actual appointments with patients were very
few and that they were carried out by a specialist
in general medicine. The residents were severely
memory-impaired elderly care recipients consid-
ered to need institutional care. The Deputy-Om-
budsman found that the ward should also employ
a consultant in geriatrics (3763/2019 Pakilakoti).
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ORAL HEALTH CARE

The care plans at a care unit included no informa-
tion on the oral and dental care of the residents or
even whether the resident had their own teeth or
dentures. The daily notes could include sporadic
mentions of brushing a resident’s teeth. The
Deputy-Ombudsman noted that oral and dental
health is of great importance in the well-being
and general health of an elderly person. Therefore,
more attention should be paid to daily oral and
dental hygiene (1764/2019 Mariahemmet).

The unit was visited by a dental hygienist if the
resident themselves had booked an appointment.
There was nobody with specialised knowledge of
oral health on the staff. Efforts were made to take
notes about dental care. The goal was to deliver
dental care twice a day, but this was not always
possible due to the workload of the nursing staff.
If necessary, relatives would book a dental ap-
pointment for a resident. The nursing staff also
had the opportunity to be in contact with dental
care if a resident had an acute need for dental
care. The Deputy-Ombudsman noted that regular
tooth brushing prevents many oral conditions
and is beneficial for overall health and well-being.
For patients with memory disorders, oral pain can
cause anxiety and restlessness, and can make it dif-
ficult to eat. Regular tooth brushing is an integral
part of good treatment and care of every elderly
person. The unit should make sure that regular
tooth brushing was not neglected. If the brushing
had to be skipped during the shift, this needed

to be recorded in the notes so that the matter
could be rectified later. The services of a dental
hygienist should be available to all residents. The
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Pictures of units for the elderly.

unit should also provide a dental care plan by a
dentist without delay and ensure that the staff
adhere to the plan (4921/2019 Niva).

No separate guidance for the oral health care

of the residents with memory disorders at the
unit were available, and the services of a dental
hygienist were not available. The Deputy-Om-
budsman pointed out that oral hygiene should be
part of daily care. If dental care is not monitored
and recorded, the residents may go without dental
care for extended periods of time, and problems
arising from poor oral hygiene may go unnoticed
(3763/2019 Pakilakoti).

The checklist for the nursing staff in a group
home showed that special attention was paid to
the oral health and dental care of the residents.
The dental hygienist from the local health cen-
tre visited the unit once a year to check the oral
health of each resident. If necessary, the hygien-
ist referred a patient to the dentist. If a resident
needed acute dental health, they were taken to the
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dentist. The Deputy-Ombudsman commended
the correct approach of an annual dental check to
maintain good oral health among the residents.
The Deputy-Ombudsman finds it important to
ensure on arrival that a new resident has a recent
dental care plan in place and that the staff are
aware of what steps to take to follow that plan.
Maintaining oral health also requires that the
nursing staff have a general understanding of how
oral health is maintained and how various oral dis-
eases can be prevented. The Deputy-Ombudsman
recommended that the care facility organise staff
training in oral health (3015/2019 City-koti).



3.5.16

RESIDENTIAL UNITS FOR PERSONS WITH
INTELLECTUAL AND DEVELOPMENTAL
DISABILITIES

A goal set in the 2012 Government Resolution on
independent living and services for persons with
intellectual disabilities was that no disabled per-
son will be living in an institution after 2020. The
Finnish Association on Intellectual and Develop-
mental Disabilities reports that the customer vol-
umes in housing with round-the-clock support, or
assisted housing services, and supported housing
services in particular, have been growing. Corre-
spondingly, the number of long-term residents

in institutions for the intellectually disabled has
decreased. Even though the trend is positive, it ap-
pears that giving up institutional housing by the
deadline will not be successful. According to infor-
mation from various sources, there are slightly
fewer than 1,000 intensified assisted living units
for people with learning disabilities in Finland,
and approximately 400 of these are run by private
service providers. There are 22 institutional care
units, of which only one is run by private service
providers. The majority of these units employ
restrictive measures.

On visits to units providing institutional care
and residential services for persons with disabili-
ties, special attention is paid to the use of restric-
tive measures and the relevant documentation, de-
cision-making, and appeals procedures under the
provisions of the Act on Special Care for the Per-
sons with Intellectual Disabilities, which entered
into force on 10 June 2016. According to the pre-
liminary work on the Act, the restrictions must
be highly exceptional and used only as a measure
of last resort. If a person in special care repeatedly
requires restrictive measures, it should be assessed
whether the unit they are currently residing in is
suitable and appropriate for their needs. The prac-
tices of the unit should always be assessed as a
whole. Restrictive measures should only be resort-
ed to when this is necessary in order to protect
another basic right that takes precedence over
the basic right subject to restriction. It follows
from this principle that restrictive measures
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should never be used for disciplinary or education-
al purposes. The purpose of the NPM visits is to
assess the use of restrictive measures, as well as
the living conditions and the accessibility and fea-
sibility of the facilities, while appraising the at-
tainment of the disabled residents’ right to self-de-
termination and the availability of adequate care
and treatment.

With the ratification of the UN Convention
on the Rights of Persons with Disabilities (10 June
2016), the Parliamentary Ombudsman became
part of the mechanism referred to in Article 33(2)
of the Convention designated to promote, protect,
and monitor the implementation of the rights of
persons with disabilities. This special duty of the
Ombudsman, as well as observations on accessibil-
ity and the promotion of inclusion, are discussed
in more detail in section 3.4.

The Parliamentary Ombudsman and the Hu-
man Rights Centre have jointly prepared a project
with the aim of promoting the fundamental and
human rights of assisted living services for per-
sons with learning disabilities. The project is also
introduced in section 3.4.

The number of residential units for persons
with learning and physical disabilities visited in
2019 was 8 (compared to 11 in 2018). Three of the
visits were made unannounced. One unit was run
by private service providers. One of these was of-
fering intensified round-the-clock assisted living
services for adults with severe disabilities It was
also suitable for adults with neurological condi-
tions (such as ALS). At the time of the visit, the
unit also had one resident who was in hospice
care. Another unit run by the private service pro-
vider offered temporary individual and rehabili-
tative round-the-clock care to children and ado-
lescents with learning disabilities, severe disabil-
ities, and autism spectrum disorders. The other
sites visited were mainly units for persons with
intellectual disabilities. In one of the units visited,
there were disabled residents under involuntary
special care.
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The sites visited were:

date of number case
. . target . other
inspection of inmates | number
3(1)11\;[ arch Omakoti Oiva, Mehildinen Oy, Vantaa 10 places | 1683/2019
%é 1l\élarch ;F/;?E:;shmtokotl Alma, Mehildinen Oy, 7 places 1684/2019
4 April 2019 Ertﬁ;’: ﬁ’;ﬂfﬁﬁﬁi&fr“y s residential service | 33 1,005 | 2008/2019
5 November | KTO Medical care, research and rehabilita- 3 external experts
2019 tion unit, Paimio 11 places 5491/2019 included
5 November | KTO Neuropsychiatric research and rehabili- 3 external experts
2019 tation unit NEPSY1, Paimio 13 places 6769/2019 included
5 November | KTO Neuropsychiatric research and rehabili- 3 external experts
2019 tation unit NEPSY2, Paimio 16places | 6770/2019 |, 1 ded
KTO Neuropsychiatric research and reha-
gé\llovember bilitation unit for children and adolescents, 10 places | 6771/2019 ?nec)l(lifil;:r:ial experts
9 Paimio
5 November | KTO Neuropsychiatric crisis and research 3 external experts
2019 unit, Paimio 20 places | 6772/2019 included

#= unannounced inspection

The NPM visits conducted in the KTO units in-
cluded participation by several external experts.
One of them was a medical expert specialized in
intellectual disability medicine. Two other exter-
nal experts were representatives of the Sub-Com-
mittee on the Rights of Persons with Disabilities,
which operates under the Human Rights Delega-
tion of the Human Rights Centre. An expert from
the Human Rights Centre also participated in
some of the visits. Some of the key opinions and
recommendations issued on the basis of the visits
are presented below. Certain remarks relate to
visits made in 2018, but with opinions issued in
2019.
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HUMAN RESOURCES

The Ombudsman has emphatically drawn the
attention of both private and public service pro-
viders to the issue of understaffing. With regard
to the private sector operator, the Ombudsman
noted that the number of staff must be at least
equal to that required in the licence and the Act
on Private Social Services. Challenges in recruit-
ment do not justify deviation from the minimum
staffing as based on the unit’s operating licence.
The Ombudsman was also concerned about

the long shifts of some nursing staff members,
which may have a detrimental impact on their




capacity and the delivery of care to the residents
(1683/2019 Omakoti Oiva).

The service provider reported that the prob-
lem of understaffing had been resolved during the
spring.

Regardless of the notification, the Ombuds-
man requested that the licensing and supervisory
authorities monitor the adequacy of staffing by
the service provider and the staff allocation, with-
in their respective spheres of jurisdiction.

With regard to the public service providers, the
Ombudsman emphasised that care should be
taken at a unit providing intensified assisted living
services for persons with learning disabilities that
the residents are guaranteed round-the-clock care,
treatment, and monitoring, as required by their
individual needs (2008/2019 Eteva).

PROMOTION OF SELF-DETERMINATION

The Ombudsman has emphasised that in the
social care units, situations should be resolved
through methods other than restrictive measures.
These methods include individual service plan-
ning, preventive procedures and development
work, and reasonable adjustments made in indi-
vidual cases. The primary goal should always be
to support an individual’s right to self-determi-
nation.

Where restrictions are placed on the personal
freedom or self-determination of a person with a
disability, it must always be ensured that no other,
less restrictive methods are available. Restrictions
should never be applied to a greater extent or for
a longer period of time than is necessary. The Om-
budsman finds it important that the use of re-
strictive measures is supervised. The legality of re-
strictive measures should ultimately be evaluated
in court. If the use of restrictive measures is not
based on law, the right to self-determination is
not honoured in practice.
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ASIAKASPALAUTE ALMA

Temporary nursing home Alma encourages residents
to exercise their right of self-determination.

IDENTIFYING RESTRICTIVE MEASURES

Residential unit staff are not always aware of what
constitutes a restriction. It was discovered during
a visit that the freedom of movement outside the
unit was restricted for all residents for reasons
of safety. The door leading from the unit to the
stairwell was always kept locked. The unit could
be exited only with a key, which the children were
not given. According to the staff, all the children
and adolescents placed in the home needed adult
support and/or supervision when moving outside.
According to the self-monitoring plan, the re-
strictions on a child’s freedom of movement were
agreed on in cooperation with the social services
and families. The restrictions were based on a
medical evaluation, and they were always moti-
vated by a child’s own safety. None of the children
had been issued decisions under the Act on Special
Care for the Persons with Intellectual Disabilities
on supervised movement, even in cases in which
the child’s freedom of movement had been re-
stricted.

According to the staff, the supervised move-
ment of children had been discussed with the lo-
cal authorities responsible for the cost of the chil-
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dren’s accommodation, but the authorities had
not required any decisions to be made. The local
authorities had not paid attention to the issue dur-
ing their own inspections. The freedom of move-
ment of children who could not be subjected to
restrictions under the Act of Special Care for Per-
sons with Intellectual Disabilities was nonetheless
restricted. The Ombudsman decided to take the
issue of the procedure and decision-making pro-
cess concerning the restrictive measures applied
by the service provider and the residential unit un-
der investigation on his own initiative (1684/2019
Tilapdishoitokoti Alma).

The door of the group home was kept locked on
the inside and outside, but a staff member was not
always present. The movements of the residents
were also monitored with technical equipment.
The Ombudsman noted that the practice seemed
to meet the criteria for restrictive measures under
the Act on Special Care for the Persons with Intel-
lectual Disabilities. Supervised movement should
always be based on a written decision open to
appeal. The Ombudsman also noted that when a
person is placed under supervised movement, it

is important to ensure that the freedom of move-
ment of other persons is not restricted at the same
time (2008/2019 Eteva).

The NPM was informed that no “actual” restric-

tive measures were used in the unit, but raised
bedrails were sometimes used for reasons of
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safety. In many cases, the resident’s consent could
be obtained for the purpose. It was noticed during
a visit that the doors downstairs leading from

the group homes to the lobby were locked. This
meant that the fundamental right to personal lib-
erty of residents, who could not get out of the unit
upon request or with their own key, was effective-
ly restricted (3351/2018 Valkamahovi).

DECISIONS ON RESTRICTIONS

It was noted during the NPM visit that the
grounds cited for the restriction decisions were
very uninformative. The decisions did not include
instructions on how to appeal, and the person
authorising the decision also remained unclear.
The Ombudsman drew the service centre’s atten-
tion to these shortcomings. Each decision must
clearly indicate the name of the public official
issuing the decision. The decisions must include
a description of how the criteria for a restrictive
measure are met for the subject of the decision.
The Ombudsman also pointed out that the deci-
sion on the repeated use of restrictive instruments
or clothing in dangerous situations must clearly
indicate the maximum period of time for which
restrictive instruments or clothing can be applied
at one time, and the reasons why other available
methods are not appropriate and sufficient in the
given situation. The Ombudsman emphasised
that when making a decision, expert assessments
must be requested and taken into consideration
(3375/2018 Kolpene joint authority, service homes
Metsdrinne, Mantyrinne, and Mustikkarinne).

The director of the joint authority recounted
during the debriefing of the NPM visit that the issue
of the appeal instructions would be remedied imme-
diately.

The joint authority has since reported that the
service managers at the service centre had been ver-
bally instructed on the correct procedure for making
decisions on restrictive measures. The guidance on
the right of self-determination is currently being up-
dated, and more detailed instructions on making de-
cisions on restrictive measures will be added.



RESTRICTIVE MEASURES
Safety belt and wrist cuffs

It was discovered during a visit that a safety belt
and wrist cuffs were used to control a resident’s
compulsive movements and to prevent them from
disturbing the PEG feeding tube button (Section
42 k of the Act on Special Care for the Persons
with Intellectual Disabilities). It had been taken
into consideration in the decision passed by the
office holder that the restrictive equipment would
not restrict the voluntary movement of limbs and
body parts to more than a minor degree, and they
would be used for as a short a period of time as
possible (3375/2018 Kolpene). The Ombudsman
decided to take the issue of safety belts and wrist
cuffs and the related documentation practices
under investigation on his own initiative.

Wrapping a resident in a rug

A resident at a care unit was prevented from
harming themselves and others by being wrapped
in a soft rug, leaving their head free. The wrapping
method was said to help calm the resident down
and to minimise the consequences of the episode.
Usually the resident would calm down in less than
an hour, after which the rug would be removed.

If the rug is not used, it takes several hours for

the individual to calm down. The NPM had con-
structive dialogue with the care unit staff about
the wrapping method and the possibility of other
methods (such as a weighted blanket) replacing
the use of a rug The staff reported that the res-
ident themselves felt that the rug was a good
method for calming down. On occasion, the res-
ident wanted to be wrapped in a rug at their own
request.

The Ombudsman found the method of wrap-
ping a resident in a rug to be problematic. It pre-
vented the individual from moving and was simi-
lar to restraining. According to the Act on Special
Care for the Persons with Intellectual Disabilities,
restrictive equipment or clothing may be used in
highly dangerous situations only. A person can be
restrained only if no other method proves suffi-
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Mat used as a restrictive measure.

cient. The Ministry of Social Affairs and Health
only recognises medical restraining equipment
as a legal form of restraint. The legality of restric-
tive measures used in the care of persons with
learning disabilities can be referred to a court for
evaluation. The court will make the final decision
on whether the restrictive measure or piece of
equipment can be considered legal in each specific
case. The Ombudsman also noted that restrictive
equipment must comply with the requirements
of the Act on health care devices and equipment
(3375/2018 Kolpene).

The joint authority commented on the draft re-
port that the use of the restraining method in ques-
tion had been discontinued following the NPM visit.

DEBRIEFING OF RESTRICTIVE MEASURES

The Act on Special Care for the Persons with
Intellectual Disabilities requires that restrictive
measures must be followed by a debriefing, which
must be documented. However, observations
made during the NPM visits suggest that de-
briefings and their documentation are not always
carried out as required by law. The Ombudsman
drew the service centre’s attention to the fact that
the person subject to the restrictive measure must
be invited to a debriefing to discuss the reasons
for and impact of the measure. The law regulates
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in great detail what information must be recorded
(3375/2018 Kolpene).

The joint authority reported that the staff have
received guidance on the evaluation of the use of re-
strictive measures and their documentation in the
client records.

PRIVACY OF RESIDENTS

The Ombudsman has referred to the Convention

on the Rights of Persons with Disabilities (CRPD)
and noted that the goal should be for each person
with a disability living in a residential unit to have
access to a private room, including a bathroom.

The unit had four apartments, with two apart-
ments sharing a toilet and shower facilities. The
bathrooms were located between two apartments
with direct access from the apartments to the
space. According to the staff, sharing the facilities
had not presented problems because the residents
used them at different times. This was because the
residents required assistance in personal hygiene.
From the perspective of arranging home-like ac-
commodation and guaranteeing the protection
of privacy, the NPM found it to be a shortcoming
that not all of the residents had their own toilet
and shower facilities in their apartments. The
need for a private toilet and shower room is em-
phasised in long-term accommodation (1683/2019
Omakoti Oiva). This principle should also be
observed in temporary care and accommodation
services (1684/2019 Tilapdishoitokoti Alma).

In the view of the Ombudsman, the use of a tech-
nical listening device at a resident’s apartment
could prove problematic from the perspective of
privacy and private life (2008/2019 Eteva).

POSITIVE OBSERVATIONS AND GOOD PRACTICES

The resident had a bed which was lowered for the
night. A soft bedside rug was used to soften any
possible fall from the bed (3375/2018 Kolpene).
Two residents had been provided with activ-
ity passes. These included personal information
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Power outlets in the rooms of the Tempo
housing unit residents can be either on view
or behind a locked door, according to an
individual assessment.

on guidance and communication for the resi-
dent, meaningful activities, and the anticipation
and handling of challenging situations (3375/2018
Kolpene).

The NPM found it commendable that spatial
design had been used to support the resident’s
self-determination and wellbeing. This was made
possible by the spacious architecture of the ser-
vice home. The unit offered its resident a sensory
room, an echo room (empty room), and a work-
shop for a resident who was unable to go outside
the unit for daytime activities. The needs of two
residents with challenging behaviours had been
met by placing them in sub-units with several
rooms. The solution effectively supported their
rehabilitation. A resident with impaired hearing
has a doorbell outside their room that activates
a flashing light inside the room. The staff push
the doorbell before entering the room, so the res-
ident’s room cannot be accessed by surprise and
without the knowledge of the resident (3375/2018
Kolpene).



3.5.17
HEALTH CARE

In the health care sector, an accurate number of
health-care units that fall under the NPM’s man-
date is unavailable. According to information
received from the Ministry of Social Affairs and
Health, there are approximately 50 psychiatric
units that employ coercive measures. In addition,
there are health-care units other than those pro-
viding specialised psychiatric care where coercive
measures may be used (emergency care units

of somatic hospitals and geriatric care units), or
where persons deprived of liberty are treated
(VTH).

The Ombudsman and the NPM collaborate in
the health-care sector with the National Supervi-
sory Authority for Welfare and Health (Valvira)
and Regional State Administrative Agencies (AVI).
Before NPM visits, as a rule, the competent Re-
gional State Administrative Agency is contacted in
order to gain information on its observations and
possible measures concerning the facility in ques-
tion. In recent years, it has also been customary to
invite the Regional State Senior Medical Officer of
the competent AVI to the visit debriefing. During
2019, this practice was followed during the visit
to Harjavalta Hospital. The final NPM visit report
is also delivered to the AVI for information.

Background information is requested from
the health-care unit’s patient ombudsman before
each visit. According to the Act on the Status and
Rights of Patients, a patient ombudsman shall be
appointed for each health care unit. A patient om-
budsman’s task is amongst other things to inform
patient of their rights. The final NPM visit report
is also sent to the patient ombudsman for infor-
mation.

Owing to the large number of health-care fa-
cilities to be visited, certain prioritisations must
be made with regard to the allocation of resources.
The NPM has therefore mainly elected to visit
the units where the most coercive measures are
taken, and where the patients are most challeng-
ing. These include the state forensic psychiatry
clinics (Niuvanniemi and the Old Vaasa Hospital)
and other units providing forensic psychiatric
care. The aim is to make regular visits to these
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units, which in practice means a visit every couple
of years. The aim is also to make regular visits to
units that studies and treats underage children
who are difficult to treat (units in Tampere and
Kuopio). Otherwise, the selection of sites will de-
pend on when the place was previously visited,
and the number of complaints made about the
unit.

As arule, visits to units providing health-care
services are always attended by an external medi-
cal expert. Involving a medical expert in the visits
has made it possible to address the use of restric-
tive measures from a variety of angles and to ex-
plore ways of preventing their use.

Visits to psychiatric units are nearly always un-
announced. However, the unit may be notified in
advance by letter that a visit will be made within a
certain period of time. This lets the NPM request
materials from the unit in advance. For example,
psychiatric units have been requested to deliver
lists of basic patient information, such as the date
of admittance, legal status, psychiatric diagnoses,
and significant somatic diagnoses, for each ward.
The list permits the NPM to form an overall pic-
ture of the ward’s patients in a short time. The in-
formation also helps with choosing patients for
discussions with the NPM: for example, the pa-
tient last admitted to the ward, or the patient who
has spent the longest time on the ward.

The care staff play a major role in the preven-
tion of mistreatment. For this reason, the visits
pay a great deal of attention to procedures, the
forms used, and the induction and instruction of
employees.

A draft of the NPM visit report, containing the
Ombudsman’s preliminary opinions and recom-
mendations, is sent to the visited facility, which
has the opportunity to comment on the draft. In
many cases, the health-care unit reports on the
measures it has taken on the basis of the prelimi-
nary recommendations already at this stage. The
Ombudsman welcomes this development as an
indication of constructive dialogue.

A total of 15 visits were made to health-care units
in 2019 (compared to 10 in 2018). The focus of the
visits to health-care units was on somatic care for
elderly patients. The following visits were made:
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2019

date of taroet number case other / previous

inspection g of inmates | number inspection visit

26 March and . .

3 Ap r&;fgofg Espoo Hospital 247 beds 1706/2019 | external expert included

26 March 2019 (I:_IIIIIJHSC] orv, joint emergency 1707/2019 | external expert included

8-9 May 2019 | Katriina Hospital, Vantaa 163 beds 2458/2019 | 2 external experts included
HUS, geriatric psychiatric .

9 May 2019 research and care 7 beds 2759/2019 | 2 external experts included

15 May 2019 Xgrilttaa Hospital, acute geriatric 48 beds 2456/2019 | external expert included

T . Deputy-Ombudsman and
28 May 2019 '113‘?;(1:(1211?};1& Prison Hospital, 40 beds 2570/2019 | external expert included,
previous visit 2009

29 May 2019 | VTH, Turku outpatient clinic 2571/2019 ;’r"e:irigflls‘i,’?s’iet%r{gluded’
Satakunta Hospital District .

11-12 June 2019 | psychiatric wards/ Harjavalta 102 beds 2301/2019 3 éﬁ%r&abfgggrotgénduded,
Hospital P
Satakunta Hospital District Sata- .

11 June 2019 sairaala joint emergency unit 3009/2019 | 2 external experts included
Keski-Satakunta joint authority

11 June 2019 for health care, Harjavalta Health | 30 beds 3264/2019 | external expert included
Centre Hospital

13 June 2019 Pori City Hospital 148 beds 3007/2019 | 2 external experts included
Pelkosenniemi-Savukoski joint g

goslegptember authority for public health, 12 beds 5022/2019 51?131;1 g}e’ dOmbudsman
inpatient ward

16 October TAYS Pitkdniemi Hospital, .

2019 geriatric psychiatry 17 beds 5592/2019 | external expert included

16 October Hatanpadn puistosairaala, :

2019 geriatric psychiatric wards 28 beds 5593/2019 | external expert included

6 November VTH, Sukeva outpatient clinic 5468/2019 | previous visit 2015

#= unannounced inspection
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The visits to VTH units were announced in
advance. The rest of the visits were made either
completely unannounced (emergency clinics) or
the sites were informed that an inspection visit
would be carried out within a certain time period.

VISITS TO ELDERLY CARE UNITS
Adequate staffing

A “hybrid ward” had only one night nurse, which
the Deputy-Ombudsman found a matter of
concern. The ward had a number of separate cor-
ridors. Covering two wards seemed a challenging
task, especially if a patient required two nurses
for handling or was restless (2458/2019 Katriina
Hospital).

The Deputy-Ombudsman drew attention to the
long shifts of the nursing staff. These could pose
a risk to patient safety. The Deputy-Ombudsman
urged the managers to actively monitor the work-
load of the nurses. The Deputy-Ombudsman also
recommended that effective measures be identi-
fied to recruit more nurses (3264/2019 Harjavalta
Health Centre, inpatient ward).

The joint authority reported that the Depu-
ty-Ombudsman’s opinion had been forwarded for
the attention of the management group of the joint
authority and line managers at the health centre
hospital. The authority had succeeded in recruiting
an adequate number of experienced nurses to cover
for planned leave by the nursing staff.

Acknowledging the needs of patients with
memory disorders in spatial design

The spaces in hospitals should be well designed
and easy to negotiate by their intended users.
When caring for the elderly and patients with
memory disorders, it is particularly important to
support the orientation and functional capacity of
the patients through spatial and interior design.
The orientation skills of patients with memory
disorders can be improved by paying more atten-
tion to the distinctive features of patients’ rooms
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Innovation developed in the Pori City Hospital’s
memory disorder ward, the bus stop.

and other facilities, such as wall colours and
pictures. Finding one’s own care unit or room can
be made easier by the use of signs and personal
items.

It was discovered during the visit that a very
monotonous colour scheme had been used in the
design of the wards. All wards looked remarkably
similar. Colour or other visual features had not
been used to help distinguish between wards

or rooms. The lack of colour and the “clinical”
appearance were particularly noticeable on the
hospice ward, where comfort and personable
details would be of particular importance owing
to the nature of the treatment. The Deputy-Om-
budsman recommended that the hospital should
estimate whether they could improve the interior
decoration of the wards or post signs to make

it easier for patients with memory disorders in
particular to obtain an overall picture of the hos-
pital and its wards and to move around in them
(1706/2019 Espoo Hospital).

The patient rooms had no radio or television. The
television sets were placed in the common prem-
ises. It remained unclear to the NPM whether the
seclusion rooms had television sets. The arrange-
ments were intended to motivate the patients to
move around. However, the practice was prob-
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The ward only had a television in the shared spaces.

lematic, especially if a patient was bedridden or

in seclusion. The Deputy-Ombudsman urged the
hospital to consider whether the individual needs
of the patients could be more flexibly considered
in the furnishing of the rooms, without com-
promising the rehabilitative goals of the care. At
least the seclusion rooms should have a television
(2458/2019 Katriina Hospital).

The hospital reported that its goal was to sup-
port the activeness and independence of its patients
to improve their functional capacities and rehabili-
tation. Following the NPM visit, the common prem-
ises have been improved to better meet patients’
needs. The aim is to increase the number of activi-
ties for the patients during the day. As a result, the
patients are encouraged to participate in daytime
activities and move as much as possible within the
limits of their health and functional capacity. For
this reason, television and other stimulating activi-
ties are kept mainly in the common premises. In ad-
dition, the hospital wants to consider the individual
needs of patients more flexibly, including in situa-
tions where a patient may be unable to spend time
and participate in activities in the common premis-
es. Seclusion rooms can be furnished with a televi-
sion, as the hospital has movable televisions.
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Important decisions concerning treatment

The Deputy-Ombudsman recommended that
the hospital provide guidelines to help determine
when a decision concerning a patient with dimin-
ished capacity is important enough to warrant the
involvement of the family or people close to them
(2458/2019 Katriina Hospital).

The local authorities reported that, in order
to clarify its guidance, the hospital has launched
a guidelines project for predictive care planning.
With the guidelines, the role of families will be bet-
ter taken into consideration in situations in which
the patient is no longer able to decide on their own
treatment. If the patient is unable to make decisions
concerning their treatment, the patient’s family
members will be consulted. The purpose of consult-
ing the family is to establish what the patient’s wish-
es most likely would be and what would be in their
best personal interest. In connection with the guide-
lines, specific procedures will also be developed to
support the staff in implementing the guidelines and
ensure that the staff are aware of the guidelines. The
guidelines will be updated annually in the future.
The guidelines are drawn up as a multiprofessional
collaboration and they were scheduled for release in
February 2020.

Discharging an elderly patient

Discharging a patient is a crucial and also a risky
stage from the perspective of patient safety. The
discharge process should be seamless so that
good communication between service providers

is ascertained and services are delivered on time
without disruptions. The City of Espoo and Espoo
Hospital have acknowledged a number of prob-
lems related to patient discharge and have taken
measures to improve their processes. The Dep-
uty-Ombudsman considered this issue to be of
major importance and considered it necessary that
development measures be continued and the situ-
ation closely monitored in the future (1706/2019*
Espoo Hospital).



With elderly patients, it is often necessary to in-
volve a representative from social services in the
planning and implementation of the discharge
process. The Deputy-Ombudsman reiterated that
a patient who is unable to manage independently
at home should not be discharged before making
sure that there is someone to meet the patient at
home and that all services required by the patient
are arranged (3264/2019 Harjavalta Health Centre,
inpatient ward).

According to the joint authority, cooperation
between municipal residential units and care homes,
as well as home nursing, has been successful. Pa-
tients are never discharged without a realistic
chance of coping. The discharge process has been
allocated plenty of resources: there is a full-time
nurse on the ward concentrating exclusively on pa-
tient discharge.

Patients waiting for a place in a care facility

A hospital ward had patients waiting for a transfer
to a care facility who no longer required hospital
care. At the time of the NPM visit, there were five
and eight patients on two wards, respectively,
waiting for a place in a care facility. The waiting
time for a care home place could be months.
According to the information provided by the
local authority, it was able to organise care places
within the maximum time of three months, as de-
termined by law. Waiting for a care place did not,
according to the hospital, mean that the patient’s
rehabilitation was suspended. However, the NPM
finds that the above factors were impairing the
progress of the care chain. Patients kept on hos-
pital wards “for no real reason” took up beds that
could have been used for patients who required
hospital treatment. Those waiting for a place in
a care facility did not have access to appropriate
activities, outdoor exercise, and a home-like envi-
ronment, in accordance with the care plan. While
at hospital, the patients were also unnecessarily
exposed to infections and were at risk of becom-
ing institutionalised (2458/2019 Katriina Hospital).
According to information received from the lo-
cal authority, the goal of the hospital was to facili-
tate a speedy return to the patient’s own home or a
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home-like residential environment. The planning of
discharge begins as soon as the patient arrives at the
hospital. The hospital has initiated the development
of proactive and supported discharge together with
the providers of independent living services.

The Deputy-Ombudsman decided to take the
problems in allocating care facility places under a
separate investigation.

The Deputy-Ombudsman drew attention to the
fact that, for some patients, the inpatient ward
had become a much longer-term solution than
their health situation required. Owing to the lack
of exercise in a hospital setting, the functional
capacity of the elderly may rapidly deteriorate. In
these situations, active efforts should be made to
seek other solutions for the care and treatment of
the patient (5022/2019 Pelkosenniemi).

Methods to avoid the use of restrictions

The NPM was informed that various measures
were taken in the course of the delivery of care to
prevent the occurrence of patients’ behavioural
symptoms and the associated risk of mistreat-
ment. The non-pharmaceutical methods included
music, physical exercise, and stimulating and
creative activities. The aim was for the patients to
leave their beds; this means that all patients were
assisted as needed. The unit also paid attention to
the manner in which patients were approached.
The guidance was that care is delivered taking

an individual patient’s natural daily rhythm into
account.

The importance of recognising different be-
haviours was emphasised at the unit, and different
situations were regularly discussed. For example,
the acoustics of the spaces and the high level of
noise, and restless behaviour in the evening were
among topics raised. The unit considered outdoor
exercise to be of vital importance, and all those
who wished to go outdoors could do so. Outdoor
time was worked into the daily programme and
shifts so that those arriving for their evening shift
first took patients outside before changing into
their work clothes. The care principles emphasised
the importance of engaging with the patients, as
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this was believed to create a sense of security and
calm on the ward. The nurses’ breaks were phased
so that there was always at least one nurse in the
view of the patients. The nurses did not spend
their time in the office but rather in the company
of the patients. The fruits of this approach were
clearly visible during the NPM visit. The choice
and the personality of the nurse assigned to a pa-
tient was also carefully considered.

All employees had attended the MAPA (Man-
agement of Actual or Potential Aggression) train-
ing as well as the Dementia MAPA training,
which aims to prevent aggressive behaviour. The
nursing staff participate in supervision sessions
once a month. The ward had adopted a rehabilita-
tive approach, and the staffing level supported the
implementation of the approach. The multipro-
fessional teamwork was evident in the delivery of
care. The ward had its own physiotherapist. There
were also three wellbeing assistants, whose role
was to offer stimulating activities and to engage
with the patients (5593/2017 Hatanpad).

In special observation (100% observation), the
nurse remains close to the patient at all times.
There are three levels of special observation:

1) intensive observation, 2) within eyesight, 3)
within arm’s length. On one ward, one nurse was
involved in special observation, and on another
ward sometimes even two. The most common
reason for special observation was the risk of a
fall. If special observation was required, this was
based on a physician’s decision that was docu-
mented in the patient records. According to infor-
mation obtained from the hospital, the physician
determined the required number of nursing staff
based on a medical assessment (risk of self-harm,
aggressiveness, restlessness, patient safety, risk of
falling).

The Deputy-Ombudsman welcomed the
method of using special observation for the pre-
vention of falls in the care of the elderly with
memory disorders. The special observation ap-
proach reduced the need for restrictive equipment
and supported the patient’s rights to freedom of
movement and self-determination. Special obser-
vation is also a suitable method in other situations
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where there is no imminent risk of violence. The
staff all gave consistent descriptions to the NPM
of the practices adopted in special observation.
However, the written guidance referred to special
observation only as part of seclusion. The Depu-
ty-Ombudsman recommended updating the guid-
ance to correspond to the actual practice on the
ward (5592/2019 Pitkdniemi).

Restrictive measures

The Deputy-Ombudsman welcomed the wide
adoption of the special observation method on
the wards, as this eliminates the need for some
of the more restrictive measures. The NPM was
told that sometimes a patient must be restrained
to their bed for the time a nurse needs to step out
of the section. Following the visit, the hospital re-
ported that the nursing staff leaves the section or
room of a patient under special observation only
in exceptional circumstances. The Deputy-Om-
budsman found it problematic that the practice
was for a patient to be restrained “to be safe” for
the period the nurse had to leave the patient.
Moreover, understaffing is never an acceptable
justification for restraining a patient (1706/2019
Espoo Hospital).

The restrictive measures adopted at the hospital
were: 1) restraint belt (waist strap with possible
wrist and/or ankle straps), 2) pelvic strap (while
the patient is seated), 3) back-zip overalls, 4) raised
bedrails, and 5) sedative medication. Furthermore,
the doors of one ward were locked, and at least
some patients were prevented from leaving the
ward. Based on the records, the use of restrictions
seemed justified in most cases. Decisions on
restrictive measures were made by a physician.
However, it appeared that raised bedrails and back-
zip overalls were not considered methods of re-
striction. The duration of restrictive measures was
also not defined. Permission to use restrictions
could be granted beforehand, particularly before
weekend shifts (2458/2019 Katriina Hospital).



The NPM was told that if a patient refused to take
medication, attempts would be made to reason
with the patient. Patients are not forced to take
their medication. The unit used, albeit very rarely,
the back-zip overall as restrictive clothing. Its use
was not always based on a physician’s decision
(3264/2019 Harjavalta Health Centre, inpatient
ward).

Guidance on restrictive measures
and their documentation

In the absence of applicable law, it is vital that care
facilities provide sufficiently detailed guidance

on the application of restrictive measures. The
guidance should include a complete list of all re-
strictive measures in order to achieve a common
understanding among the staff on the concept

of restricting a patient’s fundamental rights. The
guidance should also specify how long a restrictive
measure may be applied and how often a physi-
cian should re-evaluate the need for the continua-
tion of a restrictive measure.
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™ Theanti-strip jumpsuit has a zipper on the back
that cannot be opened by the user. In the picture,
a member of the inspection team is trying on the
jumpsuit.

The documentation should comply with the
provisions of the Ministry of Social Welfare and
Health decree on patient records. Under the de-
cree, the patient records should indicate the cause,
nature, and duration of a measure, as well as the
assessment of the impact of the measures on the
patient’s treatment, and the names of the physi-
cian authorising the measure and those delivering
the measure. It should also be clearly indicated if
the measure is based on patient consent.

The Deputy-Ombudsman noted that the hos-
pital’s guidance on protective and restrictive
measures failed to give a full list of the restrictive
measures in use. These included involuntary
administration of medication and technical sur-
veillance, such as camera surveillance. There was
also no mention in the instructions of how the
patient’s relatives are consulted or informed about
the use of the restrictions unless the patient is
able to decide on their own treatment (1706/2019
Espoo Hospital).

The hospital reported that, in the absence of
applicable law, it will utilise the recommendations
made by the Deputy-Ombudsman in the develop-
ment of its guidance on the use of protective and
restrictive measures. The guidance was due for an
update to align with the Deputy-Ombudsman’s rec-
ommendation during autumn 2019.

The Deputy-Ombudsman commended the hospi-
tal for providing guidance on the use of restrictive
measures. The hospital guidance differentiated
between protective and restrictive measures, but
the grounds on which these definitions were
based were not clear from the guidance. Nor did
the guidance refer to any applicable regulatory
framework or provide a full list of all restrictive
measures used. The guidance should also specify
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how long a restrictive measure may be applied and
how often a physician should re-evaluate the need
for the continuation of a restrictive measure. The
guidance mentioned the necessity of consulting

a “legal representative” of a patient incapable of
self-determination, but no definition of a “legal
representative” was given. According to the Act
on the Status and Rights of Patients, a legal rep-
resentative refers to a guardian or a person author-
ised by the patient. If the patient has no such
representative, the Deputy-Ombudsman recom-
mended that a close relative or a person closely
connected with the patient who is incapable of
self-determination be consulted, as provided for
in section 6 of the Act on the Status and Rights

of Patients. The nursing staff appeared to be well
aware of the hospital guidance on restrictive
measures. However, the physicians and the ward
physiotherapists were not all familiar with the
guidance. The Deputy-Ombudsman requested
the hospital to ensure that the entire staff was
duly informed about the existence of the guidance
(2458/2019 Katriina Hospital).

The local authorities reported that the Service
Area for the elderly and persons with disabilities
would receive updated guidance in accordance with
the instructions of the Deputy-Ombudsman. Study-
ing the guidance would be part of the hospital staff’s
onboarding training. Furthermore, the ward staff
and multiprofessional teams would also be expected
to study the guidance.

There should be written guidelines on restrictive
measures, specifying the restrictive measures to
be used at the unit, as well as the grounds and
decision-making process for their application and
how these measures are monitored and when
they must be discontinued. The unit had no such
guidelines in place (3264/2019 Harjavalta Health
Centre, inpatient ward).

The chief physician in charge of home nursing
and institutional care has drawn up written guide-
lines on restrictive measures, dated 10 February
2020, which are in line with the Deputy-Ombuds-
man’s recommendations.
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Monitoring of restrictions

Each unit where restrictive measures are adopt-
ed should also monitor their implementation.
Without qualitative and quantitative data on the
measures adopted, systematic monitoring of the
practice is impossible. Monitoring also serves to
reduce the systematic use of restrictive measures.

A hospital’s quality assurance and patient safety
plan and the information on the notice boards on
wards showed that a wide range of care-related da-
ta was collected at the hospital. No separate statis-
tics on the types of restrictions were maintained,
however, and no quantitative data was available.
The Deputy-Ombudsman recommended that
the hospital start keeping systematic records on
the use of restrictive measures (1706/2019 Espoo
Hospital).

The hospital reported that it would start system-
atic monitoring of the most restrictive measures.

No separate statistics on the types of restrictions
were compiled at a hospital and no summary of
quantitative data was available. The Deputy-Om-
budsman recommended that the hospital contin-
ually monitor the implementation of restrictive
measures and draw up a plan or guidelines to
reduce the use of coercive measures (2458/2019
Katriina Hospital).

The local authorities reported that the hospi-
tal has adopted guidelines on the use of restrictive
measures on patients. As part of developing the
guidelines, the systematic and ongoing documenting
of the use of restrictive measures will be emphasised.
The new patient information system, Apotti, will
facilitate better monitoring and record-keeping on
the use of restrictive measures. In addition, guid-
ance to reduce the use of coercive measures will be
developed in collaboration with Elderly Services
and Services for the Disabled.



Restraining as a restrictive measure

Restraining imposes a heavy restriction on a pa-
tient’s right to self-determination and integrity.
Restraining involves serious, even life-threaten-
ing risks. A restrained patient must remain under
special medical observation for the duration of the
application of the measure. The need for observa-
tion must be assessed individually for each patient
and situation. Therefore, the Deputy-Ombuds-
man has recommended that patients at a somatic
care unit who have been immobilised should be
monitored according to the principles provided

in the Mental Health Act, at least in situations
where the immobilisation has been deemed neces-
sary because of the patient’s acutely agitated and
confused state. This would mean, among other
things, that the status of the restrained patient

is constantly monitored so that the nursing staff
can see or hear the patient at all times (1706/2019
Espoo Hospital, 2458/2019 Katriina Hospital).

Restricting the freedom of movement

If a patient is prohibited or prevented from mov-
ing outside a designated space or area, the practice
constitutes a restriction on the freedom of move-
ment. The national legislation of Finland does not
offer legal remedies in the event of a loss of the
freedom of movement in a somatic care setting,
as referred to in the Human Rights Convention.
Furthermore, admission to a ward does not re-
quire an administrative decision open to appeal.
The Human Rights Convention forms a legal
provision directly applicable in Finland. According
to legal practice, complaints from clients in insti-
tutional care have been investigated in the light
of the Human Rights Convention, although there
is no national legislation governing the matter
(e.g. KHO 2013:142).

The ward provided care for patients with various
degrees of confusion. The patients were mostly el-
derly people, but there were also younger patients
who had sustained injuries as a result substance
abuse. The doors leading outside from the ward
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were kept locked, and certain patients were not
allowed to leave the ward without permission.
The Deputy-Ombudsman recommended that the
patient or their representative be referred to legal
aid if they requested clarification of the legal basis
for the patient’s deprivation of liberty (2458/2019
Katriina Hospital).

The local authorities reported that the ward
had been profiled as a unit for treating and rehabil-
itating patients with impaired orientation to time,
place, and/or person. The patients’ moods could be
highly volatile, and they could present aggressive
behaviours and delusions. Owing to the patients’
acute symptoms and to ensure patient safety, the
doors of the ward were kept locked. The practice
at the ward was that the doors were opened for pa-
tients on request if they were capable of independent
outdoor activities.

The NPM was told that the doors to the ward
were locked so that patients with memory dis-
orders would not wander outside. Patients are
allowed out on request unless the staff deem this
to pose a risk to their safety. The doors of patients’
rooms were not kept locked. If a patient wished to
leave the hospital, the patient’s capacity to make
reasonable decisions and to understand the con-
sequences of their decisions would be assessed. If
the patient is considered to be incapable of taking
responsibility for such a decision, the patient is
not allowed to leave the hospital (3264/2019 Harja-
valta Health Centre, inpatient ward).

Outdoor activities

The right of patients in voluntary psychiatric care
to spend time outdoors should be at least as equal-
ly honoured as it is in involuntary treatment. The
aim should be that those whose situation allows,
are arranged a possibility to spend time outdoors
on a daily basis. This goal should be adhered to
systematically, including by increasing the num-
ber of staff, if necessary.
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For patients who could not go outside alone or
with the assistance of relatives, it was not pos-
sible to arrange outdoor activities except during
the summer, when summer workers oversee the
outdoor activities. The Deputy-Ombudsman
welcomed the hospital’s aim of increasing the pa-
tients’ access to the outdoors during the summer.
However, the situation was problematic, particu-
larly on a ward where the freedom of movement
of some patients was restricted. While the average
length of stay on the ward was 30 days, some
patients stayed on the ward up to one year. In the
view of the Deputy-Ombudsman, the principle
of daily outings should also apply to patients
whose freedom of movement had been restricted
(2458/2019 Katriina Hospital).

The local authorities reported patients with
memory disorders were taken outdoors by their rel-
atives, and during the summer, they could also go
outside with staff assistance. The ward also em-
ployed an activity supervisor, whose task was to
support and engage patients to participate in stim-
ulating activities. They would accompany the pa-
tients outdoors to some extent.

The Deputy-Ombudsman further stressed
that the patients’ access to the outdoors should
be guaranteed outside the summer period, as well.
Furthermore, a patient’s access to the outdoors
should not rely solely on the assistance of rela-
tives.

Patient information

It is essential for the purpose of securing patients’
rights that patients and their next of kin are aware
of patients’ rights and the legal remedies available
to them, including objection, complaint, and
notice of patient injury. Patients on all wards, and
their families, should be provided on arrival with
clear and simple information on the rights and
obligations of the patients, both verbally and in
writing. Public information provided by the gov-
ernment and local authorities in a bilingual mu-
nicipality must be issued in Finnish and Swedish.
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A hospital’s wards did not provide a brochure on
the important information about the ward, such
as contact details or visiting hours. Each ward
had a notice board, where general information
about the ward was posted, but information about
patients’ rights or the Patient or Social Welfare
Ombudsman was not made available. The ma-
terial on the notice board was provided almost
entirely in Finnish. The wards also had electronic
information screens. The Deputy-Ombudsman
found that, particularly with elderly patients,

the electronic communication channels could
not fully replace information provided in paper
format. The Deputy-Ombudsman recommended
that information about the Patient Ombudsman
and the Social Welfare Ombudsman be posted on
the notice boards. He noted that any information
shared on the notice board, verbally, or in writing
should also be provided in other languages than
Finnish (1706/2019 Espoo Hospital, 2458/2019
Katriina Hospital, 3264/2019 Harjavalta Health
Centre, inpatient ward).

The local authorities reported that the hospi-
tal will update its brochure on its services and dif-
ferent wards, which is handed out to patients and
their relatives on admission. The brochure will in-
troduce the operations of the ward, as well as the
services and practices adopted at the hospital. In
conjunction with this, patients and relatives will be
informed of the contact details of special workers,
such as social welfare supervisors and the hospital
chaplain. In addition, the hospital had ordered post-
ers in Finnish, Swedish, and English to be posted on
the notice boards on the wards explaining the role
of the Patient Ombudsman and Social Welfare Om-
budsman and providing their contact details. The
posters are posted on the notice boards of each ward
(2458/2019).

The joint authority reported that the matter had
already been acknowledged on the ward during the
NPM visit and that the information was posted on
the notice boards of each treatment group immedi-
ately after the visit (3264/2019).



Protection of privacy
Camera surveillance

The hospital had the technical capability for cam-
era surveillance in patient rooms. CCTV could be
used for either observing the patient or alerting of
potential falls. No recording CCTV cameras were
used. The camera image could be viewed in real
time on the ward, at an office next to the service
desk. The NPM was told that camera surveillance
was seldom used at the hospital for observation,
and mainly on the acute ward. The hospital also
operated a fall detection system. This was based
on patient room cameras and produced data on
the movements of a person, which made it possi-
ble to detect a fall. This triggered an alert through
the nurse intercom. The camera did not transmit
any actual image. The Deputy-Ombudsman noted
that placing a camera in a patient’s room always
constituted an intervention into the patient’s pri-
vacy. There are currently no legal provisions reg-
ulating the use of camera surveillance in patients’
rooms. The Deputy-Ombudsman found that
camera surveillance should not be used for the ob-
servation of patients unless absolutely necessary.
Understaffing is not an adequate basis for camera
surveillance. The patient and their relatives should
be informed about camera surveillance and the
possibility of observation (1706/2019 Espoo Hos-
pital).

Two patient rooms on a ward had camera surveil-
lance. The camera image could be viewed in the
nurse break room and the office. The Deputy-Om-
budsman considered it important that patients
whose rooms are monitored by the camera are
made aware of the monitoring and that the cam-
era is turned off if there is no special need for
monitoring (2458/2019 Katriina Hospital).

The local authorities reported that there was
camera surveillance equipment in two patient
rooms on a ward. The camera surveillance was in
use only under special circumstances, such as when
the condition of a patient in a room required close
observation but the presence of a nurse in the room
would disturb the patient (a restless, anxious pa-
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tient, etc.). Camera surveillance was relied on only
in extreme cases to ensure the safe treatment of a
patient, and the patient and their relatives would
always be informed about its use. Camera surveil-
lance is discontinued as soon as it stops being in the
patient’s best interest.

Protecting confidential data

A hospital operated workstations along corridors
and mobile workstations that were moved around
the ward. It was possible for unauthorised persons
to view text on the computer screen at a worksta-
tion in the corridors, or at the mobile computer
station. The Deputy-Ombudsman recommended
that the visibility of the screens of workstations
and mobile computers to outsiders should be pre-
vented by, for example, installing separate privacy
filters on the screens (1706/2019 Espoo Hospital).

Mobile workstation.

143



FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

Protection of patient privacy

Some patient rooms in a hospital had three beds,
which made the room overcrowded. While cur-
tains and screens could be placed between the
beds, securing the privacy of patients was difficult
owing to the small size of the room. The doors
of the patient room were heavy. They were kept
open to the corridor so that patients relying on
support equipment could access the common
spaces on the ward. From the perspective of pri-
vacy, however, this practice presented some prob-
lems. The NPM noted during its visit to one ward
that the door was kept open even when the patient
was being washed. In the debriefing of the visit,
the hospital representative admitted this error and
said that the staff had been reminded of the im-
portance of honouring the privacy of the patients.
The Deputy-Ombudsman requested the hospital
to ensure that patients’ privacy is protected, espe-
cially during treatment, and that the locks on the
lockers in all patient rooms are intact. The Depu-
ty-Ombudsman also urged the hospital to consid-
er a way of reducing the number of patients from
three in one room (2458/2019 Katriina Hospital).
The local authorities reported that the matter
has been raised as a key issue with the staff of the
department in autumn 2019, with guidance on the
delivery of care while respecting a person’s right to

privacy. In addition, owing to the multiple-occupan-
cy patient rooms, a separate quiet space has been
designated for patients and their family members,
where they can discuss treatment and rehabilita-
tion and carry out the personal rehabilitation pro-
gramme. A plan has been drawn up together with
property maintenance on checking the locks on pa-
tient lockers, the management of keys, and carrying
out necessary repairs. Any issues will be corrected
by the property maintenance personnel during Janu-
ary and February.

The Deputy-Ombudsman found the large patient
rooms hosting five patients problematic. The
Deputy-Ombudsman found that a large room
such as this was not conducive to optimal patient
recovery. The Deputy-Ombudsman recommended
that patients be placed in rooms with fewer beds,
if possible, to allow them more peace and privacy
(3264/2019 Harjavalta Health Centre, inpatient
ward).

The joint authority reported that the aim of the
ward was to keep the number of patients in each
room fewer than the maximum of 5 patients in the
largest patient rooms whenever possible. The aim
was to reduce the number of beds from the current
30 to 20 by the end of 2020. The reduction in the
number of beds will mean that fewer patients need
to be placed in one room.

Left-side image shows a three-person shared room. Right-side image shows a spacious one-person room with
a private bathroom.
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The Deputy-Ombudsman recommended that
patients are always offered the opportunity to
discuss their situation with a physician in private,
if they share a room with other patients. Atten-
tion must be paid to honouring a patient’s right
to privacy not only during the doctor’s rounds
but also in connection with treatment procedures
(3264/2019 Harjavalta Health Centre ward).

According to the joint authority, physicians
have two fully accessible offices on the ward that
can be used. The patients are offered the opportuni-
ty to see the physician in private.

Prevention of inappropriate treatment

Identifying inappropriate treatment or mistreat-
ment is difficult, as is defining what constitutes
inappropriate treatment. The management of
each caregiving unit is responsible for providing
a definition of mistreatment. Mistreatment may
involve overmedication, verbal threats, physical
abuse, shouting, poor positioning in a bed or ger-
iatric chair, or leaving a resident in a soiled or wet
bed or clothing. It should be emphasised to staff
that mistreatment is never acceptable, and it will
always carry consequences.

The hospital had no specific whistle-blowing pol-
icy in place should any mistreatment of patients
be detected or suspected. The staff were expected
to report any observations of mistreatment to
their superiors. The Deputy-Ombudsman noted
that the hospital would benefit from clear staff
guidance on the concept of mistreatment and on
the process by which reports are handled. Patients
and their families should also be provided with
instructions on the matter. At the same time, it
should be made clear that reporting on mistreat-
ment or deficiencies must never lead to any nega-
tive consequences for the person filing the report
(1706/2019 Espoo Hospital).

The hospital reported that it would bring the
Deputy-Ombudsman’s opinion on the reporting
practice for mistreatment to the attention of the
City of Espoo Social and Health Services for infor-
mation and action.
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According to the Deputy-Ombudsman, the hospi-
tal should provide the staff with clear guidance on
how to report mistreatment. It should also clearly
indicate that reporting mistreatment or deficien-
cies will never lead to any negative consequences
for the person filing the report. The Deputy-Om-
budsman also emphasised that informing patients
about patients’ rights and the legal remedies
available could not be based solely on online infor-
mation (2458/2019 Katriina Hospital).

The local authorities reported that the hospi-
tal’s management system was overhauled during the
autumn of 2019, including a review of the hospital’s
operating methods, culture, and policies. The hospi-
tal also launched a two-year development scheme in
November 2019 with the aim of improving custom-
er service and quality of care by focusing on patient
safety, pharmaceutical therapies, the smooth care
process, the quality of care chain, and the leadership
of multiprofessional teams. The new leadership and
management goals include supporting staff mem-
bers’ professional development and making leader-
ship and management work more transparent and
accessible through proactive interaction, Gemba
walks, and timely communications. In conjunction
with this, guidelines on identifying, reporting, and
processing cases of mistreatment will be published.

INSPECTION VISITS OF EMERGENCY UNITS

As in previous years, the Ombudsman felt it was
important to visit the emergency care units of
somatic hospitals, which use secure rooms. Atten-
tion is also paid to the privacy of the patient in
urgent-care facilities.

Patients can be placed in the secure room be-
cause they are, for example, aggressive or con-
fused and cannot be placed with other emergen-
cy patients. This situation is a problem because
there is currently no legislation on seclusion in
somatic health care. However, secluding a patient
may sometimes be justified under emergency or
self-defence provisions. Such situations tend to in-
volve an emergency, during which it is necessary
to restrict the patient’s freedom in order to protect
either his or her own health or safety, or those of
other persons. The Ombudsman has required in

145



FUNDAMENTAL AND HUMAN RIGHTS
3.5 NATIONAL PREVENTIVE MECHANISM AGAINST TORTURE

Emergency clinic entrance.

his legal practice that the legal provisions and eth-
ical norms governing the actions of doctors and
other health care professionals must also be taken
into account in these situations, and, as a result,
the application of two parallel sets of standards.
Furthermore, the procedure may not violate the
patient’s human dignity.

Having appropriate equipment in the seclu-
sion room is of major importance when assess-
ing whether a patient’s seclusion has, as a whole,
been implemented in a manner that qualifies as
dignified treatment and high-quality health and
medical care. The criteria laid down in the Men-
tal Health Act for the seclusion of a psychiatric
patient are also applicable as minimum require-
ments for secure rooms in somatic hospitals. A
patient placed in a secure room must be contin-
uously monitored. This means that the patient
must be monitored by visiting the seclusion room
in person and observing the patient through a vid-
eo link with image and audio. Appropriate records
must be kept of the monitoring at all times.

The NPM visited the urgent care units of two
hospitals in 2019. Both visits were made unan-
nounced and during the evening. An external ex-
pert participated in both visits. In both emergency
units, the monitoring of aggressive or disruptive
patients had been carried out in a different man-
ner to that described above.
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The NPM visits were conducted at HUS Jorvi to
both the adult and paediatric joint emergency
units, which have separate entrances and facilities.
As provisional observations, the NPM noted that
neither unit had a separate space for isolating a pa-
tient showing aggressive behaviour or presenting
a danger to themselves or others. The established
practice is that, as a last resort, a patient may be re-
strained on a bed. In the adult emergency unit, the
bed equipped with restraints was located in the
acute observation ward, with a total of nine beds.
The beds were in one room, where curtains could
be drawn between the beds for privacy. Aggressive
patients under the age of 16 would be treated in
the paediatric observation ward and for them, too,
the treatment of last resort would be restraint.

In all cases, the use of restraint was decided on

by a physician. It remained unclear to the NPM
why the practice of restraining a patient had been
adopted instead of introducing a safety room, as in
most other emergency care units. At the time of
writing this annual report, the Deputy-Ombuds-
man’s final opinions and recommendations based
on the observations made during the visit were
still pending (1707/2019).

An aggressive or disruptive patient who has
sought treatment or has been brought into the
emergency unit at Satasairaala hospital will be
referred to acute care, the sobering-up unit Selma,
or an examination room, based on a case-by-case
assessment. The unit also had a designated room
where a patient could be placed in seclusion from
other patients. However, the use of this room
has been discontinued, and the space was used
as storage at the time of the visit. It remained
unclear why this space was no longer in patient
use. A bed equipped with restraints was provided
near the separate ambulance entrance. Based on
a prealert from the first response personnel, the
physician could make a preliminary decision on
the use of restraints prior to the patient’s arrival.
Mental health patients with no aggressive symp-
toms were usually placed in an examination room
from which unnecessary medical equipment is
removed. One such room was in use.

The NPM was told that the room was used
weekly. If there is no medical reason for the pres-



Emergency clinic limb restraint bed.

ence of a nurse, the observation of the patient is
trusted to a security guard. The guard may remain
in the same space as the patient or may monitor
the patient through a window in the door. The
room also has camera surveillance, with the image
visible on the screen in the nurses’ office and secu-
rity guard room. If necessary, restraints could be
applied in the room. The sobering-up unit Selma
is located adjacent to the emergency department
as a separate facility operating under the emer-
gency department. Usually the patients placed in
Selma arrived at the joint emergency unit escort-
ed by first responders or the police. The beds in
Selma are also equipped with restraints in case
they are needed. The Deputy-Ombudsman’s final
opinions based on the visit are still pending

(3009/2019).

SUPERVISION OF HEALTH CARE FOR PRISONERS

Health Care Services for Prisoners (VTH) oper-
ates in connection with the National Institute for
Health and Welfare (THL). The VTH is tasked
with providing health care services for all prison-
ers in Finland. As a rule, VTH produces its own
primary health care, oral health care and special-
ised psychiatric health care services. VTH has out-
patient clinics in every prison in Finland, with the
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Spare leather limb restraint belts in a box.

exception of Suomenlinna Prison, which arranges
health care for its prisoners at the Helsinki Prison
outpatient clinic. Eleven prisons have dental out-
patient clinics in connection with the prison out-
patient clinic. In Vaasa, the dental outpatient clinic
operates in a municipal health centre. The units
of the Psychiatric Prison Hospital in Turku and
Vantaa serve as acute psychiatric outpatient clinics
for prisoners everywhere in Finland. The Prison
Hospital is a national somatic hospital for prison-
ers, located in Himeenlinna.

Since the beginning of 2016, AVI Northern
Finland has conducted guidance and assessment
visits to the outpatient outpatient clinics and hos-
pitals of VTH on its own or together with Valvira.
By the end of 2018, the AVI had visited all VTH
outpatient clinics and health-care units. A report
has been published on the supervision of the na-
tional prisoner health-care service in 2016-2018:
https://www.avi.fi/web/avi/julkaisut-2019. In the
report, the supervisory authorities assess VTH’s
operations as part of the larger health-care system,
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along with the treatment recommendations and
guidelines issued by VTH. In 2019, the local AVI
conducted three guidance and assessment visits to
prisoner health-care units. The units were chosen
based on a risk and needs assessment.

The Ombudsman receives AVI Northern Fin-
land’s annual supervision plans for VTH and guid-
ance and assessment reports following its visits.
As part of this collaboration, the Ombudsman
sends its own supervision plans and reports, for
information, to Valvira and the AVI Northern Fin-
land. The Ombudsman, Valvira, and AVI Northern
Finland also hold regular meetings on issues in
the field of prisoner health care.

During 2019, the Office of the Parliamentary
Ombudsman visited two units of the VTH. These
inspection visits were combined with prison vis-
its and were announced in advance. Before visiting
the outpatient clinic, the practice is for the NPM
to interview the prisoners on matters such as the
functioning of health care and medical care in the
institution. In addition, a visit was conducted to
the Psychiatric Prison Hospital in Turku. The
visits to the Turku Outpatient clinic and the Psy-
chiatric Prison Hospital were attended by an ex-
ternal expert in psychiatry.

On outpatient clinic visits, the Ombudsman
pays attention to how soon arrival examinations
are performed on new prisoners and how they are
investigated for possible signs of violence. The
NPM also determine how the health of prisoners
placed in isolation is being monitored. The moni-
toring is not fully in compliance with the Impris-
onment Act, since the majority of outpatient clin-
ics are only open during business hours on week-
days. For example, the mental state of a prisoner
placed under observation at the weekend is not
always examined on the schedule required by the
Imprisonment Act, which is “as soon as possible”
after the start of observation, but only on the next
weekday.

Prisoners frequently criticise the fact that they
do not receive replies to the forms they send to
the outpatient clinic, or that getting a physician’s
or dentist’s appointment is difficult. On these in-
spections, the Ombudsman has frequently drawn
the outpatient clinics’ attention to the fact that,
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according to the Patient Act, the time of their ap-
pointment must be communicated to patients, if
it is known. The Act does not distinguish between
prisoners and other patients in this regard. How-
ever, it is necessary to take certain security con-
siderations into account, particularly for appoint-
ments outside the prison, and these can have an
impact on the level of detail disclosed to specific
prisoners about the times of their appointments.

The visit to the Psychiatric Prison Hospital Turku
(2570/2019) was the first visit made by the Om-
budsman and the NPM to the unit since VTH was
moved from the remit of the Criminal Sanctions
Agency on 1 January 2016. Separating the delivery
of health care and guarding duties supports the
autonomy of health-care providers. However,

the change has not been without its problems

at a unit such as the Psychiatric Prison Hospital,
where patients are treated both with their own
consent and against their will. What makes the
situation challenging is that a prisoner receiving
treatment as a patient at the unit is governed by
the provisions of the Imprisonment Act and the
Remand Imprisonment Act, as well as health-care
legislation. Prisoner health care is still regulated
by the Imprisonment Act and the Remand Im-
prisonment Act, although the responsibility for
implementing health care for prisoners has been
transferred to the Ministry of Social Affairs and



Health. It is stated in the Government proposal to
Parliament for new legislation that although the
VTH is administratively a separate entity and falls
under a different administrative branch, as a ser-
vice provided within prisons, it constitutes a part
of the prison service.

It was not possible to focus adequately on all
aspects within the confines of one visit to allow
for the Deputy-Ombudsman to issue an opinion.
For this reason, a follow-up visit to the unit was
scheduled for March 2020. Owing to the coronavi-
rus epidemic (COVID-19), the visit was postponed
until further notice. The key opinions and recom-
mendations based on the first visit are presented
in the following:

The prison guards of Turku Prison serving at
the Psychiatric Prison Hospital conduct an initial
examination on each patient arriving at the unit.
In this situation, the prisoner must remove all
their clothes. While they are changing their
clothes, the guard also inspects the soles of the
patient’s feet, their underarms, and their hair. Ac-
cording to the Central Administration Unit of the
Criminal Sanctions Agency, the initial examina-
tion is not the arrival check, as referred to in the
Imprisonment Act, but rather a security check.
The Deputy-Ombudsman agreed with this state-
ment and notes that in a security check, a prisoner
may be obliged to change their clothes in the pres-
ence of the staff. However, the prisoner may not
be made to undress until naked, and the body may
not be searched in detail, as was now done. This
constitutes a bodily search, which requires a sep-
arate assessment and decision. The Deputy-Om-
budsman also stressed that the changing of
clothes should always be carried out with tact
and respect for the prisoner’s privacy.

Prisoners arrive at the Psychiatric Prison Hos-
pital sometimes following an exceptionally long
journey. It may have been necessary during the
journey to use force or coercive methods, such as
handcuffing. The Deputy-Ombudsman recom-
mended that with each arriving prisoner, possible
signs of the use of force are examined, and the
prisoners are actively asked about any use of force.
The Deputy-Ombudsman also considered it im-
portant that the health-care providers also enter
into the records on arrival how the prisoner was
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Prisoner transport routes marked on a map
of Finland.

transported and what possible means of restraint
were used, if known. It remained unclear to the
NPM why the arrival check does not involve a so-
matic medical examination of the patient. It also
remained unclear how patients suffering from
delirium would be treated and where.

The seclusion rooms at the hospital were almost
identical to isolation cells in prisons. They were
very austere and the only “furnishing” was a

thin plastic-covered mattress on the floor. One
isolation room had a thick mattress. The Depu-
ty-Ombudsman recommended that the hospital
should pay more attention to the equipment and
furnishings of the seclusion rooms, without com-
promising safety.

The seclusion room at the hospital was used for
purposes other than secluding a patient under in-
voluntary treatment. A patient arriving under an
observation (M1) referral is taken directly to the
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seclusion room, which serves as a holding cell
(so-called “travelling cells”) until the duty phy-
sician has examined the patient. The seclusion
room is also used as a holding cell when the pa-
tient is discharged from the hospital and has to
wait for transportation to prison. In this situation,
the prisoner is placed in the holding cell to await
transportation. The Deputy-Ombudsman noted
that, in its present condition, the seclusion room
is not suitable for use as a holding cell. Even when
used for the seclusion of a patient, its condition
merits attention so that the patient need not, for
example, eat while seated on the floor without a
table.

The Turku unit reported that when the “isolation
cell” is used as a temporary holding cell, the patient
is always given a thick mattress, an isolation chair/
table, normal patient clothes, and the same personal
items as in the normal unit.

The Deputy-Ombudsman found it problematic
that the hospital seclusion room was used as a
prison holding cell. This could jeopardise the in-
ternational legal principle in criminal sanctions,
according to which the prisoner’s health-care staff
should not be involved in any kind of guarding

or policing tasks. It did not become clear during
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the NPM visit on whose authorisation and based
on which section of the law a prisoner was placed
in the seclusion room. It also remained unclear
whose duty it was to look after a prisoner’s basic
needs during the placement, when the placement
took place under the Imprisonment Act or the
Remand Imprisonment Act.

The Ombudsman’s established policy has been
to take a negative view of a patient being taken
directly into seclusion on arrival at a psychiatric
unit under an M1 referral. Health-care providers
have often defended this practice by the fact that
the care staff are not familiar with the patient at
this stage. However, the legal criteria for seclu-
sion must always be met before a patient may be
placed in seclusion under the Mental Health Act,
and the assessment of these criteria must always
be conducted on a case-by-case basis. The fact that
the patient is unknown to the care staff is not, by
itself, sufficient reason for seclusion. The Depu-
ty-Ombudsman considered whether it would be
possible to place the patient directly in a hospital
cell from which objects that could be used for self-
harm had been removed as necessary. The unit’s
opinion was not available for this report.

According to the Deputy-Ombudsman, an
alternative during patient discharge could be to
place the prisoner temporarily in the holding cell
of Turku Prison. In its response, the prison did not
oppose the use of the holding cell in the prison
when a discharged prisoner has to wait for trans-
portation to their designated prison. The Depu-
ty-Ombudsman decided to issue an opinion on the
use of the seclusion room after a follow-up visit.

The Deputy-Ombudsman found it a deficiency
that there was no guard at the unit during the
night. The guard working at the unit locked the
patient rooms for the night in the early evening.
The NPM was informed that if the door needs

to be unlocked after this time, the nursing staff
is not authorised to lock the door, and a guard
from Turku Prison must be called specifically for
the purpose. The prison reported that the level of
supervision at the hospital could not be extended
due to a cost-saving scheme. The Deputy-Om-
budsman noted that the issue of prisoners’ oppor-
tunity to spend time outside their room and the



absence of a guard after 6/7 p.m. were matters de-
pendent on resourcing. The Ombudsman cannot
ignore the question of resources if the statutory
duties imposed on the authority have become
more difficult or impossible due to a lack of re-
sources. It would appear that the potential of the
Psychiatric Prison Hospital or Turku Prison to
take any remedial measures independently is ex-
tremely limited. The Deputy-Ombudsman noted
this, and before being able to take any measures,
they would need to form a more detailed picture
of how the under-resourcing affects various of-
ficial duties and operations, as well as prisoners’
conditions and treatment.

Health-care legislation does not allow for rou-
tinely locking the doors of patient rooms, even
for patients in involuntary care. It is the view of
the Central Administration Unit that the Turku
unit should have a daily programme, as provided
for in the Imprisonment Act, indicating the time
period when, for example, the rooms of prisoners
are kept locked. The Deputy-Ombudsman rec-
ommended confirming the daily programme, and
noted that this was the duty of the director of the
prison.

It was noted during the visit that the intervals
between meals for the prisoners was exceptionally
long. The interval between meals on weekdays
was 17 hours and at weekends up to 18 hours. The
weekly programme included no mention of an
evening snack. It seemed that the hospital cater-
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ing provisions had been arranged in line with

the catering services at Turku Prison, even to the
extent that only one hot meal was offered to pa-
tients at weekends. The Deputy-Ombudsman
questioned the rationale of organising the cater-
ing around the mealtimes observed in the prison.
The Ombudsman has not noticed during visits to
any other psychiatric hospitals that the provision
of main meals would be reduced at weekends. It
is stated in the Criminal Sanctions Agency order
that food is provided more infrequently on
non-working days, which is a principle ill-suited
for the prisoner psychiatric hospital.

According to the report by the Turku Unit, the
Criminal Sanctions Agency and Leijona Catering
Oy have a partnership agreement on the organisa-
tion of catering services, which the Psychiatric Hos-
pital has joined. The Criminal Sanctions Agency
has negotiated the content of the catering services
agreement. The VTH did not participate in the ne-
gotiations. Therefore, the unit was not able to ex-
plain the grounds for the reduced meals and pro-
longed meal intervals at weekends.

The Deputy-Ombudsman recommended that the
hospital ensure that patients under imprisonment
receive appropriate, clear, and sufficient informa-
tion about their situation, rights, and obligations,
as well as the treatment and examinations provid-
ed to them. Information for patients should be
available in at least Finnish and Swedish.

Under the Mental Health Act, a hospital that
provides psychiatric care should have written and
adequately detailed instructions on how restric-
tions of the patient’s right to self-determination
are implemented. The Turku Unit had guidance
in place at the time of the NPM visit that only
covered the seclusion and restraint of a prisoner
but did not discuss any other restrictive measures.
The lack of appropriate guidance was already
commented on once, during the 2016 visit made
by Valvira and AVI Northern Finland. The Depu-
ty-Ombudsman considered it inappropriate that,
even after recommendations provided by a super-
visory authority, the hospital had failed to pro-
duce guidance on the use of measures restricting
a person’s right to self-determination. The Depu-
ty-Ombudsman urged the hospital to immediately
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produce guidance that covered all restrictions re-
ferred to in Chapter 4a of the Mental Health Act.
The Deputy-Ombudsman also requested the unit
to ensure that the staff are familiar with the guid-
ance and implement it in practice.

The Psychiatric Prison Hospital’s instruction
dated 12 February 2020 on restricting a patient’s
right to self-determination during involuntary psy-
chiatric treatment was submitted by the Turku unit.

The Deputy-Ombudsman welcomed the hos-
pital’s guidance on the reduction of the use of
coercive measures. The Deputy-Ombudsman rec-
ommended that the hospital monitor the use of
all restrictive measures, not only seclusion and
restraint. The Deputy-Ombudsman also recom-
mended the assessment of whether a separate
coercion reduction programme or a more detailed
code of conduct for staff, in addition to the exist-
ing guidance, was needed.

Closed institutions always involve the risk of
mistreatment of their patients. Such institutions
must employ preventive structures and practices
for preventing mistreatment. One such practice
is a generally known procedure for reporting mis-
treatment. According to the Deputy-Ombudsman,
the hospital should provide the staff with clear
guidance on how to report mistreatment.

MONITORING THE HEALTH OF
A PRISONER PLACED IN SEGREGATION

The Ombudsman gave a decision on 18 November
2019 in an investigation on his own initiative con-
cerning the monitoring of the health and health
care of a prisoner placed in segregation at their
own request. It had been brought to the attention
of the Ombudsman during a visit to a prison that
a prisoner had remained in segregation for more
than two years. The placement was based on the
prisoner’s own request to be accommodated sepa-
rately from other prisoners. The prisoner declined
to discuss his situation with the NPM.

An investigation revealed that the prisoner
health-care services had almost completely ne-
glected to monitor the impact of long-term segre-
gation on the prisoner. A nurse had met with the
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prisoner on the day when he had been placed un-
der observation in a cell with camera surveillance.
The prisoner had made it known that he did not
require health-care services. The health-care ser-
vice providers did not see the prisoner at the point
when he was moved from isolation (under obser-
vation for safety purposes) to segregation. The
health-care providers left the prisoner “in peace”,
and the prisoner met with the nursing staff ap-
proximately once a year. The most recent of

these meetings took place on the initiative of the
health-care services. The physician met the pris-
oner only once over a three-year period and not
until the prisoner had been in the prison in ques-
tion for 1 year 7 months, of which 1 year 3 months
was in segregation.

The Ombudsman understood the views pre-
sented in the report that the privacy of a person
deprived of their liberty must also be respected.
This must not, however, lead to a situation in
which the regular monitoring of a prisoner’s
health and assessment of the impact of segrega-
tion on the prisoner is neglected. While there
was a need to use discretion in the allocation of
the limited resources, the Ombudsman saw no
acceptable justification for seeing a prisoner in
segregation for a health check only once a year.
The Ombudsman considered it necessary for
the health-care services for prisoners to prepare
guidelines for medical and nursing staff on how
to arrange monitoring of the health of prisoners
in segregation.
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Shortcomings in the implementation
of fundamental and human rights

The Ombudsman’s observations and comments
in conjunction with oversight of legality often
give rise to proposals and expressions of opinion
to authorities as to how they could promote or
improve the implementation of fundamental and
human rights in their actions. In most cases, these
proposals and expressions of opinion have influ-
enced official actions, but measures on the part
of the Ombudsman have not always achieved the
desired improvement. The way in which certain
shortcomings repeatedly manifest themselves
shows that the public authorities’ reaction to
problems highlighted in the implementation of
fundamental and human rights has not always
been adequate.

Since 2009, upon the suggestion of the Con-
stitutional Law Committee (PeVM 10/2009 vp),
the Ombudsman’s Annual Report has contained
a section outlining observations of certain typical
or persistent shortcomings in the implementation
of fundamental and human rights. In accordance
with a recommendation by the Constitutional
Law Committee (PeVM 13/2010 vp), this section is
a permanent feature of the Ombudsman’s Annual
Report.

Since 2013, this section has been presented as
a list of ten critical problems identified in the im-
plementation of fundamental and human rights
in Finland. The list was first presented in 2013 by
the Ombudsman at an expert seminar on the eval-
uation of Finland’s first national action plan on
fundamental and human rights, and was thereby
integrally linked to the implementation of the ac-
tion plan. As the same ten problems consistently
appear on the list each year, a revised list has been
published in subsequent years describing potential
changes and progress made in each area.

When evaluating the list, it should be borne in
mind that it includes typical or ongoing problems
that have been identified specifically through the

observations compiled by the Ombudsman under
his remit. The Ombudsman mainly obtains in-
formation on failures and shortcomings through
complaints, inspection visits and his own initia-
tives. However, not all fundamental and human
rights problems are revealed by the Ombudsman’s
actions.

The Ombudsman’s oversight of legality is pri-
marily based on complaints, which typically con-
cern individual cases. Broader phenomena (such
as racism and hate speech) do not clearly come
up in the Ombudsman’s activities. What is more,
some matters that reflect shortcomings are direct-
ed towards other supervisory authorities, such as
special ombudsmen (including the Non-Discrim-
ination Ombudsman). Because some problems
rarely surface in the Ombudsman’s activities, they
have not been included on the list (such as the
rights of the Sami people).

The list may also exclude obvious fundamental
and human rights problems if they have not been
brought to the Ombudsman’s attention (such as
the ECHR’s opinion that the requirement for in-
fertility as a precondition for the legal recognition
of the gender of transgender people constitutes
a violation of a person’s right to privacy). Some
problems may have been excluded from the list
because they concern civil matters or the actions
of private individuals, which fall, at least partly,
outside the jurisdiction of the Ombudsman (such
as violence against women).

For the above reasons, the list cannot provide
an exhaustive picture of the various problems in-
volved in the implementation of fundamental and
human rights in Finland.

There can be several reasons for possible de-
fects or delays in redressing a legal situation. In
general, it is fair to say that the Ombudsman’s
statements and proposals are complied with very
well. When this does not happen, the explanation
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is generally lack of resources or defects in legis-
lation. Delays in legislative measures also often
appear to be due to insufficient resources for law
drafting.

Some of the listed issues, such as shortcom-
ings in the conditions and treatment of elderly
people, will probably never be entirely eliminated.
This does not mean, however, that we should stop
making every possible effort to remedy the situa-
tion. Most of the listed problems could be elimi-
nated through sufficient resourcing and legislative
development. In fact, significant improvements
have been made with regard to some issues. Un-
fortunately, the problems have also increased in
some areas.

3.6.1
TEN KEY PROBLEMS IN FUNDAMENTAL
AND HUMAN RIGHTS IN FINLAND

SHORTCOMINGS IN THE CONDITIONS
AND TREATMENT OF THE ELDERLY

Tens of thousands of elderly customers in Finland
live in institutional care and assisted living units.
Shortcomings are continuously being identified in
relation to nutrition, hygiene, change of nappies,
rehabilitation and access to outdoor recreation.
Shortcomings have also been identified in relation
to the frequency of doctor’s visits, medical treat-
ment and dental care. Shortcomings are often

due to insufficient personnel numbers or flawed
management.

Measures limiting the right to self-determi-
nation in the treatment and care of the elderly
should be based on law. However, the required leg-
islative foundation is still entirely lacking. Restric-
tive measures are also used even when situations
can be resolved by other means.

There are also shortcomings in terms of the
adequacy and quality, safety, access to outdoors
and support services for elderly people living at
home.

Despite the increased need for services, the
authority does not always make decisions on sup-
plementing the services provided at home or ar-
ranging care in an assisted living unit or elderly
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people’s home. When the authority does not
make decisions on arranging services, the right to
bring a case before the Administrative Court con-
cerning the extent of the municipality’s obligation
to arrange services is also not realised.

Municipalities do not adequately monitor the
quality of services, and problems may persist in
private care homes for a long period before there
is any intervention. The guidelines issued by Re-
gional State Administrative Agencies are not
always followed, and issues sometimes take an
unreasonably long time to rectify. Municipalities
often have no means of arranging substitute ser-
vices, even when severe problems arise.

The Parliamentary Ombudsman and the Re-
gional State Administrative Agencies have re-
ceived additional grants for overseeing and pro-
moting the rights of elderly people, and this can
be expected to improve the implementation of
elderly rights over the long term.

Self-monitoring and retrospective oversight
of the adequacy and quality of services provided
to customers at home is not sufficient. New su-
pervision methods are required.

Changing the services of the authorities to
electronic format may endanger the availability
of services for elderly persons.

SHORTCOMINGS IN CHILD WELFARE SERVICES

The general lack of resources allocated by munic-
ipalities to welfare services and, in particular, the
poor availability of qualified social workers and
the high turnover of employees impact negatively
on the standard of child welfare services.

The supervision of foster care under child wel-
fare services is insufficient. The child protection
authorities at municipal level do not have enough
time to visit foster care facilities and are insuffi-
ciently familiar with the conditions and treatment
of children. The regional state administrative
agencies do not have enough resources for inspec-
tions.

The supervision of foster care in private fami-
lies, which is the responsibility of the municipali-
ties, is inadequate; the regional state administra-



tive agencies do not have adequate powers to su-
pervise foster care in private homes.

Repeated changes in foster care placements
may compromise the stable conditions and rela-
tionships that are particularly important to chil-
dren placed in care. Child welfare services do not
have the correct types of foster care placements
available for the children who have the worst
standards of well-being and are the most difficult
to treat.

Moreover, children’s right of access to infor-
mation is not sufficiently observed. Children who
have been placed in care are often unaware of their
rights, the rights and obligations of the institu-
tion or the duties and responsibilities of their case-
worker.

The right of children placed in institutional
care to meet their care worker in person is not ob-
served as provided under the Child Welfare Act.
The children are often left without their case-
worker’s support, which is guaranteed to them
by law.

Restrictive measures are imposed in contra-
vention of the Child Welfare Act. Restrictive
measures are used in circumstances or ways that
the Act does not allow. Decisions on restrictive
measures are not made as prescribed by the Child
Welfare Act. Units providing foster care and often
also the social workers of municipalities that place
children in care have considered it possible to re-
strict children’s fundamental rights on education-
al grounds. The distinction between normal, ac-
ceptable boundaries and the restriction of a child’s
fundamental rights has been obscured.

The customer plans include deficiencies, even
though they are a key instrument in the arrange-
ment of social welfare services, decision making
and the enforcement of decisions. Customer plans
to support parenting are not always drawn up for
parents whose children are placed in foster care.

Mental health services for children and young
people are insufficient. There are gaps in the rec-
onciliation of child welfare services and paediatric
psychiatric care. The service structure lacks suita-
ble placements and services for children with
severe behavioural disorders who need services
that are not available at children’s homes or psy-
chiatric hospitals.
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SHORTCOMINGS IN GUARANTEEING
THE RIGHTS OF PERSONS WITH DISABILITIES

Equal opportunities with regard to participation
are not being realised for persons with disabilities.
There are shortcomings in the accessibility of
premises and services, and the implementation

of reasonable accommodation.

The policies for limiting the right to self-de-
termination vary in institutional care. While the
amendment to the Act on Special Care for Per-
sons with Intellectual Disabilities (381/2016) has
helped to improve the situation, the practical ap-
plication of the law is still marred by significant
lack of awareness, and shortcomings and failures.

Statutory service plans and special care pro-
grammes are not always drawn up, are inadequate,
or there are delays in their preparation. Decisions
regarding services and the implementation of such
decisions are often delayed without just cause.

Application practices regarding disability ser-
vices are inconsistent between municipalities, and
the adopted policies may prevent customers from
accessing statutory services.

The competitive tendering of services for per-
sons with disabilities may have jeopardised the
rights to services for special individual needs.

Inspections ordered by the Parliamentary
Ombudsman at polling stations used for advance
voting and voting on the election day revealed
that almost all polling stations had some deficien-
cies in terms of the accessibility of the voting pre-
mises themselves or the routes for accessing the
premises. The inspections also revealed that the
lack of accessible polling booths or facilities could
jeopardise the election secrecy.

POLICIES LIMITING THE RIGHT TO
SELF-DETERMINATION IN INSTITUTIONS

Measures limiting the right to self-determination
may lack legal grounds and be solely based on
“institutional power”, for example. Restrictive
measures may be excessive or inconsistent. The
supervision of policies limiting self-determination
is insufficient, and the controllability of such
measures is affected by shortcomings, particularly
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in cases where there are no procedural guarantees
of protection under law.

For example, the required legal framework for
care of the elderly and somatic healthcare remains
non-existent.

PROBLEMS WITH LEGAL ASSISTANCE
FOR FOREIGNERS AND THE VULNERABILITY
OF UNDOCUMENTED IMMIGRANTS

The restriction of legal aid for asylum-seekers has
led to a situation in which many asylum-seekers
do not receive legal aid in the first instance. This
may have led to problems from the perspective
of legal rights and created difficulties in resolving
the matter, including at the appeals stage.

Owing to lack of legal advice, detained for-
eigners are often unaware of their legal rights and
their own position.

Shortcomings have been identified in meeting
the basic needs, such as adequate social and health
services, of undocumented immigrants. A govern-
ment bill was submitted to Parliament in 2014
(HE 343/2014 vp) that would have improved the
right to health services of specific groups among
undocumented immigrants (including pregnant
women and minors), but the bill lapsed. More de-
cisions to end reception services are likely to be
issued, as more negative decisions on asylum ap-
plications are issued to asylum seekers whose re-
moval from the country is impossible. Local au-
thorities have adopted different policies on what
types of social and health services are still offered
to persons whose reception services have ended.

The Finnish Immigration Service is not able to
meet the deadlines for processing asylum applica-
tions, residence permit applications based on fam-
ily ties and residence permit applications based
on employment as laid down in the Aliens Act.
Certain new deadlines have further extended the
processing times of old applications that were not
subject to the new deadlines. The Parliamentary
Ombudsman has issued numerous reprimands to
the Finnish Immigration Service in relation to the
unlawful delays in processing cases, but process-
ing times have remained poor.
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FLAWS IN THE CONDITIONS AND TREATMENT
OF PRISONERS AND REMAND PRISONERS

For many prisoners, lack of activity is a serious
problem. The Council of Europe Committee for
the Prevention of Torture (CPT) recommends
that prisoners be allowed to spend at least eight
hours per day outside their cells. In closed units,
prisoners get to spend less than eight hours out-
side their cells in many cases.

Often, when prisoners are placed in units, the
legal principle of placing remand prisoners in sep-
arate locations from prisoners serving sentences is
not observed. The principle of the law is that mi-
nors should not be housed in adult units. Accord-
ing to the available information, no units have yet
been arranged for minors.

The CPT has criticised Finland for more than
20 years for its excessive detention of remand pris-
oners in police prisons. The Remand Imprison-
ment Act was amended by an act (103/2018) that
entered into force on 1 January 2019 with the ef-
fect that remand prisoners must not be kept in a
police detention facility for longer than seven days
without an exceptionally weighty reason. Accord-
ing to the information obtained during the Parlia-
mentary Ombudsman’s inspections, the detention
periods for remand prisoners in police prisons are
now shorter.

A further positive development is the elim-
ination of cells with no toilets in the year under
review.

PROBLEMS IN THE AVAILABILITY OF HEALTH
SERVICES AND THE RELEVANT LEGISLATION

There are shortcomings in arranging statutory
health services. For example, there are problems
with the distribution of care supplies and the
handing over of assistive devices for medical reha-
bilitation. For financial reasons, sufficient quanti-
ties of supplies and assistive devices are not always
distributed.

There are shortcomings in the healthcare of
special groups, such as prisoners and undocu-
mented immigrants.



Some emergency care units have secure rooms, in
which aggressive and intoxicated patients can be
placed. There is no legislation governing the use
of secure rooms. The grounds for and the duration
of loss of liberty, the person making the decision,
the decision-making process and the legal protec-
tion of patients should be provided for in legisla-
tion in compliance with the criteria for restricting
basic rights.

The Mental Health Act includes no provisions
on the use of coercive measures by care personnel
to restrict a patient’s freedom of movement out-
side a hospital area or to bring a patient to the hos-
pital from outside the hospital area. Nor does the
Mental Health Act include any provisions on pa-
tient transport to destinations aside from health-
care service units, such as courts of law, or on the
treatment and conditions of the patient during
transport or the competencies of the accompany-
ing personnel. The lack of a legislative framework
repeatedly results in situations that are problemat-
ic and potentially dangerous.

Private security guards may be used in psy-
chiatric hospitals in duties for which the security
guards are not authorised.

Medicolegal death investigations are repeated-
ly delayed by up to a year after the statutory three-
month time limit for documentation. The Om-
budsman has drawn attention to such delays for
more than ten years.

PROBLEMS IN LEARNING ENVIRONMENTS
AND DECISION-MAKING PROCESSES IN PRIMARY
EDUCATION

The right of schoolchildren to a safe learning
environment is not always observed. The means
available for schools to identify and intervene
with bullying are not always sufficient.

There are shortcomings in the legal expertise,
administrative procedures and decision-making
of municipal education departments and schools,
giving rise to problems of legal protection. For ex-
ample, administrative decisions that are open to
appeal are not always made, are not based on law
or do not meet the requirements of the Adminis-
trative Procedure Act.
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The Office of the Parliamentary Ombudsman and
the Human Rights Centre have prepared a joint
training project to strengthen the training on fun-
damental and human rights in education depart-
ments, as well as administrative competencies.
The training events held and the online material
created during the project will reach a large pro-
portion of the managers of municipal education
departments and head teachers of educational
institutions.

LENGTHY HANDLING TIMES OF LEGAL
PROCESSES AND SHORTCOMINGS IN THE
STRUCTURAL INDEPENDENCE OF COURTS

Delayed trials have long been a problem in Fin-
land. This has been identified in both the national
oversight of legality and in prior ECHR case law.
Despite some legislative reforms that have im-
proved the situation, trials can still be unreasona-
bly prolonged. This can be a serious problem, par-
ticularly in matters that require urgent handling.

In criminal cases, the total duration of the pro-
cess depends on the length of the pre-trial investi-
gation, which may be exceptionally long in many
complex cases, such as financial crime. The num-
ber of exceptionally complex cases has increased.
It has become apparent that the current criminal
process and appeal system was not designed for
such cases. The delays in processing criminal cases
are affected by the under-resourcing of the entire
criminal process chain - the police, prosecutors
and courts.

The cost of a trial and legal fees may be pro-
hibitive from the perspective of legal rights.

With respect to the structural independence of
the courts, the fact that the court system has been
led by a ministry is problematic. The legislation
on the National Courts Administration of Finland,
which took effect on 1 January 2020, has improved
the structural independence of the courts.

However, the large number of temporary
judges and the fact that, in practice, local councils
select jury members for District Courts on the
basis of political quotas, remain problematic is-
sues from the perspective of the independence of
courts.
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SHORTCOMINGS IN THE PREVENTION OF
AND RECOMPENSE FOR FUNDAMENTAL AND
HUMAN RIGHTS VIOLATIONS

There are occasional gaps in the general awareness
of fundamental and human rights, and the imple-
mentation and promotion of rights are not always
given due attention by the authorities. Training
and education in fundamental and human rights
is not sufficiently arranged, although progress has
been made in this area.

The legislative foundation for the recompense
for basic and human rights violations is lacking.
Substantive amendment of the Tort Liability Act
(the liability of public officials in basic or human
rights violations) has not been initiated.
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3.6.2
EXAMPLES OF POSITIVE DEVELOPMENT

This section of Parliamentary Ombudsman’s
reports for 2009-2014 has included examples of
cases in different branches of the administration
where, as a result of a statement or proposal issued
by the Ombudsman or otherwise, there has been
favourable development with respect to funda-
mental or human rights. The examples have also
described the impact of the Ombudsman’s activi-
ties. This section of the Annual Report no longer
includes details on these cases.

For the Ombudsman’s recommendations con-
cerning recompense for errors or violations and
measures for the amicable settlement of matters,
see section 3.7. These proposals and measures have
mainly led to positive outcomes.
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The Ombudsman’s proposals concerning recompense
and matters that have led to an amicable solution

The Parliamentary Ombudsman Act empowers
the Ombudsman to recommend to authorities
that they correct an error that has occurred or
rectify a shortcoming. Making recompense for an
error that has occurred or a breach of a complain-
ant’s rights on the basis of a recommendation by
the Ombudsman is one way of reaching an agreed
settlement in a matter.

Over the years, the Ombudsman has made nu-
merous recommendations regarding recompense.
These recommendations have, in most cases,
led to a positive outcome. In its reports (PeVM
12/2010, 2/2016 and 2/2019 vp), the Constitutional
Law Committee has also taken the view that a
proposal by the Ombudsman to reach an agreed
settlement and effect recompense is in clear cas-
es a justifiable way of enabling citizens to achieve
their rights, bring about an amicable settlement
and avoid unnecessary legal disputes. In the latter
two reports, the Committee considered it a pos-
itive development that the Parliamentary Om-
budsman’s activities have undergone a clear shift
in focus from monitoring the actions of the
authorities to promoting human rights. The
grounds on which the Ombudsman recommends
recompense are explained more extensively in the
summary of the annual reports for 2011 (page 84)
and 2012 (page 65).

The Ombudsman proposed recompense in 16
cases in the reporting year. Two proposals for rec-
ompense were made to the State Treasury, which
paid out compensation for violations of funda-
mental rights. In addition, during the handling
of complaints, communications from the Office
to the authorities often led to the rectification of
errors or insufficient actions and, therefore, con-
tributed to an amicable settlement. For example,
in the year under review, the police force decided
to begin a preliminary investigation in relation to
nine cases concerning police decisions, either due

to the investigation of the complaint or on the ba-
sis of a subsequent decision. In numerous other
cases, guidance was provided to complainants and
authorities by explaining the applicable legisla-
tion, the practices followed in the administration
of justice and oversight of legality, and the means
of appeal available.

Under the State Indemnity Act (laki valtion va-
hingonkorvaustoiminnasta, 978/2014), the majority
of claims for damages addressed to the State are
processed by the State Treasury. The Act applies
to the processing of claims for damages addressed
to the State if the claim is based on an error or
negligence by a State authority.

3.7.1
STATE TREASURY COMPENSATION
DECISIONS 2019

As agreed, the State Treasury notifies the Parlia-
mentary Ombudsman annually of all the compen-
sation decisions it issues on the basis of the State
Indemnity Act. As per the State Treasury’s notifi-
cation, a total of 865 claims for damages were sub-
mitted to the State Treasury in 2019. Most of these
cases were initiated as claims for damages filed
with the State Treasury or the relevant authority.
Two cases were initiated as a result of a proposal
for recompense made by the Parliamentary Om-
budsman. Legal action was initiated against the
State in 53 cases within the scope of the State
Indemnity Act. In 2019, the State Treasury issued
a total of 815 decisions and paid out a total of

EUR 655,940 in compensation on the basis of the
State Indemnity Act. A significant proportion of
these decisions (484) and of the compensation
paid (EUR 282,400) concerned the administrative
branch of the Ministry of Justice.
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In particular, a substantial collection of compen-
sation decisions concerned the State’s legal aid
and guardianship offices (general guardianship),
and the sums varied from a few euros in invoices
and charges for overdue taxes to several thousand
euros. The grounds for compensation in the latter
cases included a legal action that was not brought,
an undisputed receivable that was not transferred
to debt collection, shares that had not been en-
tered into the book-entry securities register and
various benefits for which no applications were
submitted (such as child care allowance, income
support, housing allowance, labour market sub-
sidy, disability benefits and child maintenance
allowance, as well as guarantee pensions, Kela
compensation, renovation grants and payment
relief for client fees). Guardians had also failed to
terminate unnecessary insurance policies, tenancy,
electricity and waste management agreements,
telephone and internet connections, emergency
telephone services and credit card agreements
on behalf of their clients. The failure to take out
insurance had also caused clients to incur loss or
damage. Shortcomings in the oversight of clients’
affairs gave rise to excessive indebtedness and
damages subject to compensation, as well as the
payment of the wrong person’s invoices, pay-
ments to the wrong entities, payment of expired
invoices and repeat payments of the same invoice.
Compensation was also paid for the costs of can-
celling lost share certificates, a loss incurred due
to the disposal of property and losses due to the
failure to increase rents and charge rents. Exces-
sive guardianship fees had also been charged, and
income had not been reported on a tax declaration
or the tax declaration had been submitted late in
a manner that left the State liable for damages.
The State Treasury issued a decision on 18 July
2019 to grant compensation to a prisoner on the
grounds that the prison had acted unlawfully in
conjunction with two meetings after which the
prisoner had been unduly subjected to strip
searches and documentary material covered by
legal client confidentiality in the prisoner’s pos-
session was inspected. The Deputy-Ombudsman
issued a decision in 2018, finding that the prison
had acted unlawfully. The State Treasury paid out
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EUR 2,000 in compensation for human rights
violations.

The State Treasury issued a decision on 2 De-
cember 2019 to pay the prisoner EUR 500 in com-
pensation for intangible damage. During a strip
search at the prison, the prisoner was forced to
stand over a mirror placed on the floor so that the
prison wardens could verify that no forbidden
substances were hidden in the prison’s groin. The
Deputy-Ombudsman assessed the case in a deci-
sion issued in 2018 and found that thorough visual
inspections of the groin, external genital areas,
buttocks and anus expressly constitute physical
examinations and are more substantial interven-
tions than simply obliging the prisoner to un-
dress. The scope of strip searches must not be
expanded into physical examinations unless the
criteria stipulated in the law are met. The Depu-
ty-Ombudsman found that the prison had acted
unlawfully. The State Treasury had no cause to
evaluate the case differently.

The State Treasury issued a decision on 4
April 2019 to pay compensation for items includ-
ing foodstuffs, which a prisoner claimed had re-
mained in one prison when the prisoner was
transferred to a different prison. The prison con-
tested the liability for damages on the grounds
that prisoners are responsible for the property in
their possession. The State Treasury referred to
the Parliamentary Ombudsman’s praxis whereby
foods purchased from a shop in the institution
must be given to the prisoner in the new prison,
irrespective of whether they were packed in sealed
prison bags or in the prisoner’s hand luggage. In
light of the praxis, the State Treasury deemed
that prisoners must also have the opportunity to
bring foods with them when they are transferred
to new prisons. In the circumstances, the State
Treasury considered it credible that the prisoner
was not able to take their food items with them to
the new prison and, for this reason, compensation
was deemed payable for the food items.



3.7.2
RECOMMENDATIONS
FOR RECOMPENSE

The following gives an overview of the recom-
mendations for recompense made by the Om-
budsman during the year under review. Some of
the recommendations have not yet received a
response from the authority to declare which
action has been taken in the case.

RIGHTS OF THE CHILD

Safeguarding a child's language rights
in foster care

The mother tongue (Spanish) and culture of the
complainant’s child was not maintained during
foster care. The city placed the child in a foster
family in November 2015. The foster family did
not speak Spanish, and the child’s school did not
arrange Spanish lessons. The child welfare service
began investigating the arrangement of Spanish
lessons in 2017, and teaching began at the start of
2018. In the first two years of foster care, during
which the child received no teaching in the moth-
er tongue, the child’s language skills deteriorated,
and the child lost the language shared with the
mother.

The Deputy-Ombudsman stated that the child
placed in the foster family had been deprived of
teaching in the mother tongue for more than two
years. In this time, the child’s only means of main-
taining the mother tongue was during meetings
with the complainant, which occurred an average
of once per month. The right of a child to their
own mother tongue is strongly connected to the
child’s right to remain in contact with their par-
ents and other relatives. It is particularly impor-
tant for a child to learn or retain their own moth-
er tongue in order to form and develop their own
identity. It may be harmful to the child if the
child becomes alienated from their own culture.
The realisation of a child’s language rights cannot
be consigned solely to the contact between the
child and their relatives. Instead, the child welfare
service has an obligation to actively support the
child’s linguistic and cultural background.
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According to the Deputy-Ombudsman, the de-
partment of social welfare and health care had
neglected this obligation as stated in the Child
Welfare Act by failing to arrange lessons in the
child’s mother tongue for two years after the child
was placed in care outside the home. The Dep-
uty-Ombudsman did not consider it acceptable
that the arrangement of lessons in the mother
tongue of a child placed in care outside the family
could take so long, as Spanish is a major world
language, and lessons are widely held in Finland.
The Deputy-Ombudsman considered the negli-
gence unlawful. The child’s right to maintain their
mother tongue was not respected, and this may
have affected the child’s identity and cultivation
and development of their cultural background. It
may also have jeopardised the child’s right to stay
in contact with their biological parents and other
relatives. The Deputy-Ombudsman recommended
that the city responsible for realising the child’s
fundamental rights recompense the complainant’s
child for violating their fundamental rights in the
manner it deems appropriate (125/2018).

The city paid EUR 5,000 in compensation for
the intangible damage caused by its child welfare
service. The city’s child welfare service issued an
apology for the damage caused by its actions.

RIGHT TO PERSONAL LIBERTY AND INTEGRITY

Humiliating and oppressive treatment
in foster care

In this case, the complainants were siblings who
were critical of the treatment they received in
foster care. The city’s welfare services considered
the treatment of the children unlawful when

the complainants’ freedom of movement was re-
stricted by the decision of a foster parent by way
of punishment for the children’s behaviour or for
failing to follow the rules laid down by the foster
parent. In addition, the complainants’ contact
with others was restricted when their phones
were confiscated and their internet connections
were disconnected. The information provided by
the welfare services office revealed that the com-
plainants did not receive allowances for their own
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use in the amount to which they were entitled un-
der the Child Welfare Act. The welfare services did
not contest the complainants’ view that they had
received inappropriate treatment in their foster
home and, therefore, that the treatment breached
the Child Welfare Act.

According to the substitute for a Deputy Om-
budsman, the rights enshrined in the Constitu-
tion were not respected in full in the complain-
ants’ case. He stressed that the inappropriate and
oppressive treatment of a child severely jeopard-
ises the interests and rights of a child in foster
care, particularly in the case of children in vulner-
able positions who are entitled to special protec-
tion. The substitute recommended that the city
welfare committee responsible for respecting fun-
damental rights compensate the complainants for
the violations of their fundamental rights (1669
and 1829/2019).

According to the city’s welfare services, a rea-
sonable level of compensation in light of the severity
and consequences of the violations of fundamental
rights, as well as the duration of the violations, is
EUR 4,000 per child. Compensation was also paid

for the allowances that were not received as report-
ed by the complainants themselves.

Placing a prisoner under observation,
and conditions during observation

An isolation cell used for observation is a place
within a prison where a prisoner is in a strictly
controlled environment, and their functional
capacities are substantially limited. The complain-
ant was placed in the observation cell, which is
separated off from the rest of the prison by bars.
When in the isolation cell, the prisoner should
not, in practice, pose any hazard or threat to the
personnel.

The complainant had been forced to remain
naked with their hands bound behind their back
while in observation. The rather long duration of
this practice and the presence of camera surveil-
lance exacerbated the offensiveness and reprehen-
sibility of the action. A person of the other gender
was involved when the complainant was undress-
ing for a strip search. The complainant was also
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unduly refused permission to have clothing and
bedclothes in the observation cell. The complain-
ant’s conditions during observation were in breach
of the rules, and the conditions violated the com-
plainant’s human dignity.

In the Deputy-Ombudsman’s understanding,
the complainant had been subjected to treatment
in violation of sections 7 and 10 of the Constitu-
tion of Finland as well as Article 8 of the European
Convention on Human Rights (ECHR) while un-
der observation. In addition, the Deputy-Ombuds-
man did not rule out a violation of the rights en-
shrined in Article 3 of the ECHR, at least with re-
gard to the degrading treatment referred to in the
Article. The Deputy-Ombudsman proposed that
the State pay compensation to the complainant
for inappropriate treatment that violated their
human dignity (5960/2018).

The State Treasury paid the complainant
EUR 1,500 in compensation for the human rights
violation.

Care and treatment of a patient

A medical doctor working as the on-call physician
at Jorvi Hospital was probably acting out of neces-
sity as referred to in the Criminal Code of Finland
in authorising the medical staff to use limb re-
straints to limit the freedom of movement of the
complainant, who was acting aggressively in the
accident and emergency ward. The Deputy-Om-
budsman stated that she was not convinced that
the stated grounds for placing the patient in limb
restraints — i.e., that the situation necessitated

it - were still valid when the complainant arrived
in acute monitoring. In addition to the limb re-
straints, a sheet restraint was placed over the com-
plainant and affixed to the bed using cable ties.

It had apparently been generally accepted
practice to use such a sheet as a restrictive meas-
ure at Jorvi Hospital. The Deputy-Ombudsman
considered this inappropriate. The use of the sheet
as a restraint did not fulfil the safety requirements
of the authority, nor were any instructions pro-
vided within the Hospital District of Helsinki and
Uusimaa (HUS) concerning the use of the sheet.
The sheet should not have been used to restrain



the complainant. The use of the sheet represented
a major intervention in the complainant’s bodily
integrity. The Deputy-Ombudsman considered it
justified and essential to prohibit Jorvi Hospital
from using sheets as restraints under all circum-
stances.

The Deputy-Ombudsman stated that restric-
tive measures are only permissible for as long as
they are necessary, and the use of such measures
must stop as soon as they are no longer essential.
It was not justifiable to keep the complainant re-
strained, at least on the basis that the complainant
would need to wait to be examined by a physician.
The Deputy-Ombudsman considered the actions
of Jorvi Hospital to be unlawful in the care and
treatment provided to the complainant. In the
Deputy-Ombudsman’s opinion, the treatment of
the complainant was a violation of human dignity
and personal liberty in breach of the Constitution
and the European Convention on Human Rights.
The Deputy-Ombudsman recommended that
HUS compensate the complainant for the viola-
tions of fundamental and human rights to which
the complainant was subjected. She asked HUS
to state the action it had taken by 31 March 2020

(5485/2018).

Employee vaccination cover
at a city's psychiatry centre

The complainant was given a written warning
for not taking vaccination cover. The grounds
for the warning were that the complainant did
not have vaccination cover in accordance with
the Communicable Diseases Act despite the em-
ployer’s request and that the complainant had no
health-related reasons for not being vaccinated.
The warning also stated that if the complainant
engages in similar behaviour in the future, the
employment relationship will be terminated.

In the wording of the Act on Local Govern-
ment Officials, warnings can only be issued for
breaches of the obligations deriving from an em-
ployment relationship or as a consequence of ne-
glecting such obligations. Refusing a vaccination
does not constitute negligence of the obligations
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deriving from an employment relationship, nor
the breach of such obligations. In itself, the state
of being unvaccinated cannot be grounds for issu-
ing a warning, nor can it be used as grounds for a
warning in a legally sustainable way. As no other
grounds were provided, the complainant’s funda-
mental rights to personal liberty and protection
of privacy were violated.

A written warning issued for the exercise of a
fundamental right is a severe sanction to impose
on an employee, as it carries the threat of dismiss-
al. Its severity is also underlined by the fact that
a holder of office cannot appeal the warning in
court. From this perspective, the person receiving
the warning has no effective legal recourse. The
Deputy-Ombudsman recommended that the hos-
pital district assess how the violation of the com-
plainant’s fundamental rights caused by the warn-
ing could be rectified or remedied, and how the
complainant could be compensated for the viola-
tion (1678/2018).

The hospital district stated that it would with-
draw the written warnings issued to the complain-
ant and all other employees for neglecting to take
influenza vaccinations. The hospital district did
not consider there to be grounds for paying com-
pensation. The violation of fundamental rights will
be remedied by withdrawing the warnings. The em-
ployer had previously altered its vaccination prac-
tices, and the influenza vaccination is voluntary for
employees.

FREEDOM OF SPEECH AND OPENNESS
Written warning issued to a civil servant

In the view of the education manager, an official
letter sent by the complainant to the board of edu-
cation and some members of the city council con-
tained accusations against the complainant’s su-
pervisors - the education manager and the head of
an upper secondary school - of dishonest activity,
and cast the headteacher of another school in an
unfavourable light on the basis of hearsay. The ed-
ucation manager issued a written warning to the
complainant on the grounds of the official letter
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sent to elected officials, actions in contravention
of the employer’s instructions and inappropriate
behaviour at an information event.

According to the substitute for a Deputy Om-
budsman, the complainant felt that the board of
education did not have access to all of the infor-
mation related to a merger of upper secondary
schools, and the complainant wanted to make the
board of education aware of their own views and
the views of their upper secondary school con-
cerning the school merger. Such an action in such
a context can, of itself, be considered a natural
feature of the role of a headteacher. However, the
loyalty obligation expressly states that, in princi-
ple, any perceived shortcomings must be reported
first to the employer. In this context, the board of
education can be considered to represent the em-
ployer. From this perspective, the complainant’s
actions can be considered consistent with the
loyalty obligation.

According to the substitute, the appeal to the
members of the board of education, the head-
teacher’s behaviour at the information event and
the headteacher’s official letter to elected officials
could not be used as grounds for a written warn-
ing in a legally sustainable manner due to the ex-
ercise of freedom of speech. As no other grounds
were provided, the complainant’s freedom of
speech had been violated. The Deputy-Ombuds-
man’s deputy recommended that the city assess
how the violation of the freedom of speech caused
by issuing a warning to the headteacher of upper
secondary school A could be rectified or remedied,
and how the complainant could be compensated
for the violation (3343/2019).

The local government stated that it takes hu-
man rights seriously and strives to comply with the
Constitution of Finland and the European Conven-
tion on Human Rights in all of its activities. As a
result of the decision by the substitute for a Deputy
Ombudsman, the city was and is reviewing its man-
agement processes, including the process for issu-
ing warnings, to ensure that these measures do not
violate anybody’s human rights. However, the local
government did not state that it would rectify or
remedy the violation of free speech caused by issu-
ing a written warning.
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Processing of a document request

The complainant had submitted a detailed in-
formation request to the Southwestern Finland
Police Department by email in relation to a crim-
inal case concerning the complainant. The case
concerned a request for access to an official doc-
ument as referred to in the Act on the Openness
of Government Activities. However, the police
department treated it as a request for a certifica-
tion of police action. It appeared that the police
department had not recognised the fact that the
complainant had made a document request, and
the reply to such a request should comply with
the procedural provisions of the Act on the Open-
ness of Government Activities. The police depart-
ment provided the complainant with some of the
information in the form of a certificate by email.
The complainant had paid EUR 26 for the certifi-
cate that the police department sent by email.

The request for access to an official document
was not processed in compliance with the pro-
cedural provisions of the Act on the Openness
of Government Activities. Based on the available
material, it was unclear whether the police de-
partment had yet processed the complainant’s
document request as required by the Act on the
Openness of Government Activities. According to
the Ombudsman, the police department should
ensure that the document request is processed
in accordance with the provisions of the Act on
the Openness of Government Activities in such
a way that the public documents are delivered to
the complainant and, if necessary, an appealable
decision is issued if any of the documents cannot
be delivered to the complainant. The police de-
partment should also ensure that the complain-
ant is refunded the fee that was charged in error
(2049/2018).

The police department refunded the complain-
ant for the fee that was incorrectly charged. Accord-
ing to the police department, it was clear that the
practice was incorrect. The police department will
act as specified in the Ombudsman’s decision.



RIGHT TO SOCIAL SECURITY

Social welfare assistance for
a victim of human trafficking

The Office of the Non-Discrimination Ombuds-
man, as the National Rapporteur on Trafficking
in Human Beings, requested an investigation into
whether a city’s social welfare office had complied
with the Act on the Reception of Persons Apply-
ing for International Protection and on the Iden-
tification of and Assistance to Victims of Traffick-
ing in Human Beings and fulfilled its obligation to
arrange assistance for a Finnish person who had
fallen victim to aggravated human trafficking. The
case related to the request was submitted to the
National Rapporteur on Trafficking in Human
Beings as a request for advice in relation to a pro-
cess under criminal law.

In her assessment, the Deputy-Ombudsman
stated that victims of human trafficking are in a
vulnerable position and in special need of help and
protection. The special position of a person iden-
tified as a victim of human trafficking is based on
international regulations binding on Finland and
national legislation. In Finland, the fundamental
right to social security is safeguarded by the Con-
stitution, including the right to indispensable sub-
sistence and care. In this case, the client was offi-
cially recognised as a victim of human trafficking
and included within the scope of the system for
assisting victims of human trafficking. As such,
there was no ambiguity as to whether the client
was entitled to assistance under the aforemen-
tioned Act as a victim of human trafficking.

According to the Deputy-Ombudsman, the
city’s social welfare office materially neglected its
obligation to arrange the necessary services and
support for the client as referred to in the Social
Welfare Act. As services were neither provided
nor even planned in a timely manner, the client
had no opportunity to participate in the planning
and implementation of the services as provided
in the Act on the Status and Rights of Social Wel-
fare Clients. The matter was not evaluated com-
prehensively in the client’s interests, nor was any
attention paid as required by the Act on the Status
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and Rights of Social Welfare Clients to which of
the various methods of action and solutions could
have best safeguarded the provision of timely, ap-
propriate and sufficient support in light of the
client’s needs related to reinforcing wellbeing, in-
dependent capacity and self-direction. The social
welfare office did not identify the client as a per-
son requiring special support in accordance with
the Social Welfare Act and, therefore, no decisions
were made to offer the client special support as
provided for in the Social Welfare Act.

According to the Deputy-Ombudsman, the
practice was thus unlawful. There were serious
shortcomings in the arrangement of the assis-
tance that the client needed and that is intended
for victims of human trafficking and in the client’s
social care. The rights enshrined in the Constitu-
tion were not realised in the client’s case. For this
reason, the Deputy-Ombudsman recommended
that the city’s committee for basic security and
health, which is responsible for respecting funda-
mental rights, compensate the client for the viola-
tions of their fundamental rights (3489/2017).

The committee for basic security and health de-
cided to pay the client a total of EUR 3,900.00 in
compensation for the violation of their fundamental
rights. In addition, the city’s social welfare office is-
sued an apology to the victim of human trafficking
for its incorrect application of the law.

Neglecting to accrue funds
for promoting independence

According to the Deputy-Ombudsman, the social
welfare and health care department in city A had
neglected to appropriately accumulate funds for
promoting independence for the complainant af-
ter the Child Support Act entered into force. Steps
had been taken to confirm child support in Sep-
tember 2014, when the complainant’s guardians at
the time had been asked for consent to apply for a
trustee to act instead of the guardians in the child
support case. The case progressed after this, but,
following the confirmation of child support and
an application for a child support allowance, the
funds intended for promoting independence only
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began to accrue in November 2016, more than two
years after the first actions were taken in the case.
In 2014, a decision was made to recover student
financial aid for the purpose of funds for promot-
ing independence. However, the case included no
explanation of why funds were not accrued from
student financial aid into the complainant’s funds
for promoting independence.

When the Deputy-Ombudsman assessed the
case, she took into consideration the information
that a negative approach had been taken to the
principle of supplementing the complainant’s
funds for promoting independence on a discre-
tionary basis according to the complainant’s
needs. The case was not considered in the light
of the individual needs and circumstances of the
young complainant. It also appears that there was
no decision made concerning the funds for pro-
moting independence which the complainant
could appeal. The case gave the impression that
an unlawful maximum amount had been applied.
Compensation for the costs of aftercare was also
not assessed appropriately, nor was the complain-
ant issued with an appealable decision concerning
these costs.

In the Deputy-Ombudsman’s view, city A’s
social welfare and health care department acted
unlawfully. The complainant had likely incurred
financial losses of a magnitude that is impossible
to assess retrospectively. The complainant was
still young during the aftercare process, and they
had no assets or income of their own. The Dep-
uty-Ombudsman recommended that the federa-
tion of municipalities consider how it could com-
pensate the complainant for the violation of their
rights (695/2018).

The federation of municipalities stated that it
had decided to pay an additional EUR 6,240 to the
complainant in funds for promoting independence
and issue an apology to the complainant for actions
that were not in the child’s interests.
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LEGAL PROTECTION
AND GOOD ADMINISTRATION

Advice on entries in a person’s credit record
due to a prolonged enforcement process

When the complainant contacted the district en-
forcement officer following an entry in the credit
record, the enforcement officer failed to explain
the requirement for having the entry withdrawn,
which is that the enforcement process is termi-
nated at the debtor’s request. According to the
district bailiff, this was because the district en-
forcement officer was unaware of the content of
the legislation. The requirement for the debtor to
request the removal of an entry means that the
enforcement officer’s advisory obligations play an
important role. It can be difficult for debtors to
understand their obligations in cases concerning
a decision by the public authorities to terminate
distraint. In this case, the debtor had specifically
discussed the entry in the credit record with the
district enforcement officer. According to the
advisory obligation stipulated in the Enforcement
Code, the district enforcement officer should have
explained that the requirement for withdrawal is
to submit a request when distraint is terminated.
The complainant was notified of the withdrawal
approximately eight months after distraint ended.
According to the Deputy-Ombudsman, if a
debtor subject to enforcement proceedings has
not received sufficient advice regarding the real-
isation of their rights based on the law in an im-
portant case, the relevant party should be able to
receive compensation for the harm caused by the
negligence, as well as for the worry and uncertain-
ty. This right to compensation was underlined in
this case because the government agency’s negli-
gence resulted in the credit record containing an
entry for a period unduly prolonged by at least
several months. Credit record entries cause sub-
stantial harm to the relevant party. For this rea-
son, the Deputy-Ombudsman asked the District
Bailiff to contact the complainant in a suitable
manner and resolve the matter with regard to a
potential compensation claim. He asked the Dis-



trict Bailiff to confirm by 31 March 2020 how the
case had been resolved with regard to compensa-
tion (218/2019).

Verifying the log data on the patient register

The complainant requested log data on 30 August
2016, 15 May 2017 and 1 June 2017. According to
the information provided, the decision to provide
the data was made at the end of September 2017,
but the reports were not sent to the complainant
until 31 May 2018. The provision of the data was
substantially delayed. If the intention was to
decline to provide the data, the procedural require-
ments of the Act on the Openness of Government
Activities should have been followed. If the infor-
mation request was sent to the wrong entity or if
it was incomplete, the complainant should have
been advised in accordance with the Administra-
tive Procedure Act on how to handle the matter.
The city’s basic security centre had acted unlaw-
fully. The practice had violated the complainant’s
right to have their case dealt with appropriately
and without undue delay, a right that is safeguard-
ed by the Constitution. The Deputy-Ombudsman
asked the basic security centre to consider wheth-
er it could compensate the complainant for the
violation (1770/2018).

A city’s health and hospital services manager
sent the complainant a letter sincerely apologising
for the delay in providing the log data. There were
clear shortcomings in the process for handling log
data requests, and this, combined with disruptions
to the flow of information within the organisation,
had led to the failure to fulfil the complainant’s re-
quest.

Fee charged for an unused appointment

The complainant was sent an invitation by post

to attend an 18-year-olds’ check-up. The invitation
was not based on the complainant having made an
appointment or that an appointment was agreed
with the client in joint understanding. When the
client did not attend the appointment, a charge
was imposed as referred to in the Decree on Client
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Fees in Social Welfare and Health Care. According
to the Decree, only appointments made by the
client can be invoiced, unless the appointment is
cancelled or there is an acceptable reason for the
client’s absence. The imposition of a charge con-
travened the Decree on Client Fees in Social Wel-
fare and Health Care because the appointment
was not based on an expression of the client’s will;
instead, information about the appointment was
sent to the client by post. The EUR 51.40 invoiced
for the appointment was incorrectly levied. The
Deputy-Ombudsman recommended that the city
compensate the complainant for the ungrounded
charge, including any associated debt collection
and enforcement costs (6217/2018).

The city stated that the most recent uncancelled
and unlawful charge had been withdrawn from debt
collection and that any costs incurred will be met by
the city.

Processing of a request concerning
the allocation of vehicle tax

On 9 August 2018, the complainant had paid a ve-
hicle tax bill with a due date of 13 September 2018
using an incorrect or incomplete reference num-
ber. The Finnish Transport and Communications
Agency’s information system only allocates pay-
ments to the correct bill if the correct reference
number is given. The Agency sent the complain-
ant a payment reminder dated 27 September 2018,
stating that the vehicle tax due on 13 September
2019 had not been paid and that use of the vehicle
was prohibited. The complainant sent a letter to
the Agency on 4 October 2018 stating that they
had paid the tax on 9 August 2018. The complain-
ant stated their expectation of receiving a written
response from the Agency by 16 October 2018.
The prohibition on the use of a vehicle due
to the payment of vehicle tax or an overdue part
thereof, as provided for in the Act on Vehicle Tax,
is a severe sanction to be imposed on a taxpayer.
The legislative history of the Act did not include
an assessment of the reasonableness of a prohibi-
tion on use or its impact on mobility. According to
the Deputy-Ombudsman, such a severe sanction
imposed on an administrative customer on the
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basis of the law places the tax authority under a
special obligation to provide appropriate service
and advice. Therefore, the Agency has a greater
duty to process and respond to requests and en-
quiries from customers immediately or as quickly
as possible, whether they are made electronically,
by telephone or in writing.

The Agency only began investigating the com-
plainant’s enquiry and request of 4 October 2018
two months later, and even then, it was only be-
cause of a request for information sent by the
Deputy-Ombudsman due to the complaint. It was
not until 5 December 2018 that the complainant’s
tax payment was allocated to the tax bill and the
prohibition on use was lifted. No special measures
were required to process the matter and respond
to the complainant, so the Agency should have
begun processing the request immediately. The
complainant was, therefore, unduly prohibited
from using the vehicle for approximately two
months due to the Agency’s negligence in pro-
cessing the request.

According to the Deputy-Ombudsman, if a
government agency has neglected to process a
matter appropriately and has failed to discharge its
obligation to provide service and advice, the rele-
vant party should be entitled to compensation for
the harm caused by the negligence, as well as for
the worry and uncertainty. The right to compen-
sation is underlined in this case because the gov-
ernment agency’s negligence resulted in an undu-
ly prolonged prohibition on the use of a vehicle.
The use of the vehicle was particularly necessary
for the complainant, as the complainant had been
granted a disabled parking permit. The Depu-
ty-Ombudsman asked the State Treasury to settle
the matter as provided in the State Indemnity Act
(5559/2018).

The State Treasury stated that it had decided
to pay the complainant EUR 350 in compensation

for the violation of fundamental rights.
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Collection of a fee from a customer
following a non-disclosure request

The South Karelia Social and Health Care District
(Eksote) had outsourced invoicing to a private
company, which, in turn, had made an agreement
with a debt recovery company on collecting over-
due invoices. The Deputy-Ombudsman stated
that outsourcing the public administrative duty of
invoicing or debt collection does not release the
public entity from its duty to ensure that invoic-
ing and debt collection comply with the law and
good debt collection practice.

In February 2017, the complainant received a
notification from the enforcement authority con-
cerning a customer fee. At that time, the com-
plainant had a non-disclosure request in force
covering their address. After the non-disclosure
request expired in July 2018, the complainant re-
ceived a debt enforcement notification in Septem-
ber 2018 and a payment reminder concerning a
new customer fee. According to the complainant,
the complainant did not receive an invoice for the
customer fee. According to the information re-
ceived from Eksote, it sent the complainant five
invoices in the period from 2016 to 2018. The in-
formation does not reveal whether ‘unique in-
voices’ refers to the invoices that were ultimately
sent for enforcement and that are the subject of
the complaint. Lawful debt collection activities,
such as sending payment demands, should not be
entered into before a payment reminder has been
sent insofar as the case concerns an entity that
handles debt collection activities professionally.

According to the Deputy-Ombudsman, Ek-
sote should clarify the matter and compensate the
complainant for the costs incurred due to the en-
forcement collection of invoices sent for enforce-
ment without an original invoice or payment re-
minder being sent, and consult the enforcement
authority to clarify the possibility of removing the
entries from the enforcement register (4780/2018).

Eksote stated that it had asked the enforcement
authority to remove the ungrounded register entries
and issued a decision to compensate the complain-
ant for the costs incurred due to debt enforcement
in the amount of EUR 31.52.



Correcting an incorrect entry in
the Population Information System

Information on a decision issued by the rural
district court in Vantaa on 17 April 1975, wherein
the complainant was confirmed to have been born
to parents who were not married, and the related
entry in the population information managed by
the Evangelical Lutheran Church, was not trans-
ferred to the Local Register Office. Information
on the change in family relations was only sent
from the central register of the Vantaa parishes
on 19 September 2018 in a request to correct the
entries concerning the complainant’s father. The
correction of the information on the Population
Information System was requested urgently be-
cause the person listed as the father had died, and
the incorrect information would have caused con-
fusion in the estate inventory procedure.

The Local Register Office was of the under-
standing that the parish’s central register had
already consulted the complainant on the matter.
The complainant had become aware of the appar-
ent error in the Population Information System
when the police contacted them due to the death
of the person listed as the father. The official at
the Local Register Office had considered it neces-
sary to correct the information on the Population
Information System as quickly as possible due to
the urgent request from the parish’s central regis-
ter and the need to rectify a clear error.

According to the Deputy-Ombudsman, allow-
ing the relevant parties to be heard is an impor-
tant fundamental right for a fair trial and good
governance as enshrined in the Constitution. As
the Local Register Office stated in the information
it provided, the parties in this case should have en-
sured that the hearing had occurred appropriately
by allowing the relevant party a reasonable time to
issue a statement on the matter. The Deputy-Om-
budsman made the Local Register Office aware of
his interpretation that the practice was incorrect.
Due to the harm caused to the complainant in this
case, the Deputy-Ombudsman stated that the Lo-
cal Register Office should apologise to the com-
plainant for its actions (37/2019).
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3.7.2
CASES RESULTING IN AN AMICABLE
SETTLEMENT

In numerous cases, communication from the
Ombudsman’s Office to the authority during the
handling of complaints led to the rectification of
the error or insufficient action and, therefore, an
amicable settlement. The Parliamentary Ombuds-
man may also propose an amicable settlement to
an authority. Examples of such cases are presented
below.

PAYMENT OF BENEFITS INTO
THE WRONG ACCOUNT

The complainant had applied for travel compen-
sation from Kela for her children’s travel. The
compensation was paid into an account held by
the children’s father. Kela was asked to provide

a preliminary report on the matter. According

to Kela, it had made a mistake when paying the
travel compensation. Kela had contacted the com-
plainant, and the compensation case was adjusted
in her favour (EUR 70 and EUR 20). Kela apolo-
gised for the errors that had occurred when the
compensation claim was processed, as well as for
the hassle and inconvenience that was caused. As
Kela rectified the errors, the case did not lead to
any further measures by the Deputy-Ombudsman
(6481/2019).

RECOVERY OF SOCIAL LOANS FROM A STUDENT

In a decision issued in December 2013, the Dep-
uty-Ombudsman had found that the City of
Helsinki had acted unlawfully when granting
means-tested income support by counting the
social loans for studies, covered by the legislation
on social credit, as income in the same way as

a student loan in accordance with the Student
Financial Aid Act (65/1994). The Act on Social
Credit was enacted after the Act on Means-Tested
Income Support. The statements issued by par-
liamentary committees in conjunction with the
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enactment of the law clearly indicate the legisla-
ture’s intention that social credit must not affect
the entitlement to means-tested income support
or the amount of support.

In the means-tested income support decisions
issued to the complainant from December 2013 to
May 2014, the amount of a social loan had been
counted as disposable income, in contravention of
the Act on Social Credit, thereby resulting in a de-
duction from the amount of means-tested income
support. As such, the majority of these deductions
from the means-tested income support had oc-
curred during a period when the City was aware
of the Deputy-Ombudsman’s viewpoint. He pro-
posed that the City takes this matter into consid-
eration when recovering the social loan for studies
(5704/2018).

The City stated that it had sent the client a deci-
sion whereby the City would abandon the recovery
of a social loan with EUR 1,824.06 in outstanding
principal.

DISCLOSURE OF A CLIENT RELATIONSHIP
FOR MEANS-TESTED INCOME SUPPORT
IN A KELA LETTER

The Deputy-Ombudsman’s deputy recommended
that Kela assess the design of a client letter sent to
a landlord about a rent deposit from the perspec-
tive of whether it is essential to explicitly mention
a social welfare client relationship when taking
into account perspectives such as the appropriate
processing of the matter, the complainant’s priva-
cy and, potentially, the interests and rights of the
landlord, or for any other legally justified reason
(4582/2018).

Kela stated that it grants rent deposits as a part
of basic income support. Kela had altered the design
of the cash deposit letter as a consequence of the
decision by the Deputy-Ombudsman’s deputy, re-
moving the mentions of basic income support.
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A WIG AS A MEDICAL REHABILITATION AID

According to the decree of the Ministry of Social
Affairs and Health on the provision of medical
rehabilitation aids (the medical aid decree), the
need for medical aids should be assessed in a time-
ly, individual and user-oriented way. Medical aids
should be selected in agreement with the patient,
and before selecting an aid, the patient must be
informed of the alternatives in a way that is easy
to understand.

In the City of Tampere’s criteria applying to
wigs, the sole criterion affecting whether a pay-
ment commitment is granted for a custom-made
wig is whether the client’s head is an unusual size
and shape, but the criteria do not make it clear
how the client’s other individual needs, such as
medical needs (e.g., rashes), are taken into consid-
eration. In the understanding of the Deputy-Om-
budsman’s deputy, timely, individual and user-ori-
ented needs should have been taken into consid-
eration in the complainant’s case in such a way
that an exception could have been made on the
purchase costs of the wig in accordance with the
client’s individual needs. Factors other than the
unusual size and shape of the client’s head should
have been taken into consideration as individual
needs in the City’s criteria for medical rehabilita-
tion wigs. The Deputy-Ombudsman’s deputy rec-
ommended that the City contact the complainant
in the manner that it deemed appropriate in order
to reassess the need for a medical aid, and that it
inform the Deputy-Ombudsman which measures
are taken as a result of his interpretation and rec-
ommendation (2680/2018).

The City of Tampere stated that the complain-
ant had been granted a voucher for a custom-made
wig. In the future, the criteria for granting a cus-
tom-made wig will also take account of potential
skin symptoms or other medical factors in addition
to unusual head sizes.



DENIAL OF A MEDICAL REHABILITATION AID

The complainant asked the medical aid centre to
move the power-assisted wheels from a Compact
wheelchair onto an Etac Cross wheelchair, which
was mainly used outdoors. The medical aid cen-
tre refused to install the power-assisted wheels
because the complainant’s own aids cannot be
attached to the health care service’s equipment
for liability reasons. In addition, the centre took
the view that the criteria for providing medical
aids had not been met because the complainant’s
vision was very poor due to multiple sclerosis. The
chief physician made the decision.

The substitute for a Deputy Ombudsman stat-
ed that the complainant’s need for medical aids
should have been investigated more comprehen-
sively in order to enable the complainant to spend
time and exercise outdoors and to prevent the
complainant’s functional capacity from deterio-
rating. If necessary, the health care service should
work in cooperation with the municipality’s dis-
ability service to identify changes in the need for
services. The substitute emphasised that individu-
al and functional medical aid solutions and other
effective services are highly significant for the
functional capacity of persons with disabilities and
their equal participation in society. If a patient’s
situation changes, and previous medical aids are
no longer suitable for them, their need for medical
aids must be reassessed. If necessary, the patient
should also be guided to use other social welfare
and health care services. The substitute recom-
mended that the hospital district contact the com-
plainant in the manner that it deemed appropri-
ate in order to reassess the complainant’s need for
medical aids and to put the complainant into con-
tact with the disability services provided by the
City of Rauma (1607/2018).

According to the hospital district’s statement,
the complainant will be offered the opportunity to
attend a rehabilitation examination at the out-pa-
tient clinic for demanding rehabilitation, part of the
hospital’s rehabilitation centre. This will involve the
preparation of an individual rehabilitation plan,
which will include an assessment of the need for a

functional, individual medical aid solution. In the
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complainant’s case, one challenge is that motorised
medical aids cannot be granted to severely visually
impaired people because there is a clear risk of in-
jury to the patient or the patient’s environment. The
new assessment will take into consideration the
complainant’s individual requirements when eval-
uating the need for medical aids, and it will also in-
volve cooperation with the city’s disability services.

ARRANGEMENT OF BASIC EDUCATION

The complainant criticised the music-weighted
teaching in a secondary school attended by their
son in year eight. The pupils in music classes
were obligated to participate in practices held at
weekends and concerts arranged outside of school
hours. Furthermore, the complainant stated’ the
child’s freedom of religion was violated when the
child was obligated to perform religious material
(the song, ‘Silent Night’) in a church. In addition,
the complainant criticised the school’s decision to
discontinue the teaching of French lessons, which
had begun in year six as an elective language (A2),
in the autumn of year 7.

The complaint led to a legal advisor contacting
the city’s basic education manager by telephone,
with the outcome that the party responsible for
arranging education will contact the complainant
in the near future to address the questions sent
to the Parliamentary Ombudsman. As such, the
matter did not require the Deputy-Ombudsman
to take any further measures than to ask the city’s
department for education to declare the action it
had taken in the case (6523/2018).

The city’s notification stated that, according to
a lawyer at the Finnish National Agency for Educa-
tion, pupils cannot be obligated to engage in school
activities at weekends, except on school days. At
all other times, participation is voluntary. The city
stated that it would endeavour to select the concert
programme in such that does not offend anyone’s
beliefs, or the pupil will be offered the opportunity
of refraining from participating in concerts that are
incompatible with their beliefs. Teaching of an A2
language syllabus may also be arranged in cooper-
ation with another school if the schools are located
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close enough for the pupils to travel between them
during break times. In this case, the pupil had not
been directed to attend a joint A2 French course at
another school due to human error.

MISLEADING INFORMATION ON THE WEBSITE
OF THE POPULATION REGISTER CENTRE

The ‘Notification of change of address’ section

of the Local Register Office’s website states that

a notification of a change of address causes the
information to be updated simultaneously on the
national Population Information System main-
tained by the Local Register Offices and on Posti’s
system. The Population Information System auto-
matically sends the new address to the authorities.
In addition, many pension institutions, banks, in-
surance companies, organisations, publishers and
companies receive new addresses directly from
the Population Information System. The page
referred to on the Local Register Office’s website
includes a link to the Population Register Centre’s
website, which lists the entities that update their
address details using the Population Information
System. This list includes unemployment funds.
A preliminary report requested from the Popula-
tion Register Centre stated that it maintains this
information and that the information concerning
unemployment funds is misleading, so the in-
formation will be urgently updated. The case did
not require the Deputy-Ombudsman to take any
further measures (4083/2019).
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SHORTCOMINGS IN THE OCCUPATIONAL HEALTH
AND SAFETY OF PRISONERS IN WORK FUNCTIONS

The complaint highlighted occupational health
and safety shortcomings in prisoners’ work func-
tions (welding and painting). The legal advisor
addressing the complaint contacted the prison’s
assistant director, and the Deputy-Ombudsman
sent the complaint and his response to the prison
director to enable the shortcomings to be investi-
gated. The Deputy-Ombudsman asked the prison
director to state which measures were taken in
this case (821/2019).

According to the information provided by the
prison, the occupational health and safety short-
comings were rectified.
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Special theme for 2019: Right to privacy

3.8.1
GENERAL

As in the previous year, the special theme for the
Office of the Ombudsman for the year under re-
view was the ‘Right to privacy’. The annual theme
is a prominent aspect of all inspection visits as
appropriate for each site. The theme is also taken
into account in other activities, such as when con-
sidering unprompted visits. The special themes

of previous years include the ‘Right to effective
legal remedies’ in 2016 and 2017, and ‘Guaranteeing
the rights of persons with disabilities’ in 2014 and
2015.

The starting points for the special theme on
privacy were the provisions on the protection of
private life set forth in section 10 of the Constitu-
tion of Finland and the provisions on the protec-
tion of private and family life set forth in Article
8 of the European Convention for the Protection
of Human Rights and Fundamental Freedoms
(also: European Convention for Human Rights,
ECHR). Both the Constitution and the ECHR re-
fer to the concept of ‘private life’, which is com-
monly equated to ‘privacy’.

According to Article 7 of the Charter of Funda-
mental Rights of the European Union, “everyone
has the right to respect for his or her private and
family life, home and communications.” Accord-
ing to Article 8, Section 1, “everyone has the right
to the protection of personal data concerning him
or her” Provisions on the right to privacy are also
set forth in the United Nations’ key conventions
on human rights, such as the International Cov-
enant on Civil and Political Rights (ICCPR, Arti-
cle 17), the Convention on the Rights of the Child
(UNCRC, Article 16) and the Convention on the
Rights of Persons with Disabilities (CRPD, Article
22). The Universal Declaration of Human Rights
also has provisions on the protection of privacy
(UDHR, Article 12).

3.8.2
VIEWS ON THE SPECIAL THEME
IN LEGALITY CONTROL

Respect for a person and their self-determination
requires guaranteeing their right to privacy. Pri-
vacy should be analysed in relation to the right to
self-determination. In principle, individuals have
the right to be let alone in relation to others in
society (public power, employer, etc.), as provided
by law, or legislation may be used to restrict the
right to privacy.

Special attention must be paid to the right to
privacy in the treatment of special groups or with
persons who are in a vulnerable or subordinate
position (e.g. children, elderly persons, persons
with disabilities, foreign nationals, health care, so-
cial welfare services, loss of liberty). Privacy issues
related to the above persons may also cover, for
example, their guardian, trustee, assistant (includ-
ing interpreter) or caregiver.

FINDINGS MADE DURING INSPECTIONS ON THE
PREMISES OF AUTHORITIES AND INSTITUTIONS

During inspections, the Parliamentary Ombuds-
man has paid attention to the appropriateness of
the public authority’s premises, especially from
the perspective of guaranteeing the privacy of per-
sons using or placed in the premises. The premises
must be suitable for processing confidential infor-
mation and keeping a confidential conversation
private, without the presence of others. If the
premises are used to keep or accommodate people,
such as persons deprived of their liberty or placed
in involuntary treatment, in addition to the

above, attention will also be paid to the sufficient
number of rooms, how the rooms have been fur-
nished, and supervision.
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The following is a summary of individual obser-
vations of practices that either promote or hinder
the realisation of the right to privacy, mostly made
during on-site inspections visits. On the whole,
the inspection findings related to the special
theme are largely the same as in the preceding
year.

In the area of institutional care for elderly people,
every client requiring long-term care must have
their own room and sanitary facilities. In princi-
ple, people who do not know each other should
only be placed in the same room of their own
volition. The double-occupancy rooms had room
dividers to ensure privacy, but the dividers were
not used (2009/2019). It was not always possible to
determine whether clients were willing to be allo-
cated to a double-occupancy room with a stranger
due to the clients’ diminished cognitive capacity,
nor were they capable of understanding the impli-
cations (1842/2019). Similar questions concerning
accommodation arose during inspections of
assisted-living units for people with intellectual
disabilities (1683 and 1684/2019).

Particularly in forensic psychiatry hospitals,
where long treatment periods are the norm, al-
locating psychiatric patients to single-occupancy
rooms reduced the occurrence of altercations and
the use of restrictive measures, and accelerated
the recovery of patients. Allocating severely ill pa-
tients to the same room for several years is highly
problematic in terms of the good care and respect
for privacy mandated by the Act on the Status
and Rights of Patients. The goal should be to have
single-occupancy rooms with their own hygiene
facilities. The Parliamentary Ombudsman has rec-
ommended increasing the number of single-occu-
pancy rooms available in psychiatric hospital care.
The inspections of police prisons focused on
the number of people accommodated in each cell
and the possibility of realising their right to pri-
vacy. In some police prisons, persons deprived of
their liberty only had access to a toilet that was
within view of other people. Conversely, several
police prisons promoted privacy by taking tech-
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nical measures to prevent camera viewing around
the toilets in detention rooms (1954, 3622 and

3623/2019).

In terms of privacy, it is problematic if there is a
direct line of sight from an adjacent residential
building onto the entrance used when intoxicated
persons and other persons detained on the basis
of the Police Act are taken into the police prison
(2982/2019). Persons deprived of their liberty
should not come to the attention of external
parties, for example, when they are going outside
(1954/2019). Camera surveillance should not be
used in the washing facilities or changing rooms
of police prisons where persons deprived of their
liberty are naked (1954/2019).

The inspections performed in prisons also found
particular shortcomings in privacy protection in
relation to the procedures for toilet visits. Even in
situations where the camera surveillance of a pris-
oner is legal, it is not acceptable if a prisoner could
be subjected to camera surveillance while using
the toilet. It is only acceptable when the prisoner
is placed in isolation and, even in this case, efforts
must be made to enable some degree of privacy
when the prisoner uses the toilet. Several persons
deprived of their liberty may only be held in the
same cell if the toilet in the area is separated from
the remainder of the area or if prisoners have the
opportunity to use a separate toilet area where no
other people are present (1592, 1936 and 4575/2019).

Various types of sample-taking related to sub-
stance abuse checks are problematic in terms of
privacy because the prisoner must be under con-
stant observation, but the prisoner’s privacy must
be upheld as well as possible in the circumstances.
One good practice for promoting privacy when

a prisoner is required to undress is to provide the
prisoner with a bathrobe and use a mirror-glass
window for surveillance, enabling the prisoner to
be alone in the sampling room when providing a
sample (2449/2019).



Phones allocated for the use of prisoners must

be placed or protected in such a way that a phone
conversation at normal volume cannot be over-
heard by outsiders. For example, an open room
divider installed around a phone does not ad-
equately safeguard the privacy of phone calls
(2449/2019). One of the best solutions for securing
privacy during phone calls is to provide phone
boxes (1936/2019).

PROCEDURES OF A PUBLIC AUTHORITY

The employees of a public authority play a key
role in the practical implementation of guarantee-
ing the right to privacy. Public authority employ-
ees are expected to know the basics of using meas-
ures to restrict the freedom of individuals subject
to the measure, how to implement the measure in
practice, and any alternative approaches, in order
to minimise the violation of the privacy and im-
munity of the individual subject to the measure.
Public authority employees must be familiar with
the non-disclosure and secrecy obligations appli-
cable in their administrative branch, as well as the
procedures for handling secret information.

Where possible, on-site inspection visits in-
clude observing the general practices of public
authorities and the general attitude, behaviour
and professional competence of public authority
employees, and the way in which customers are
treated.

Girls placed in child welfare institutions have not
been allowed to make their own choices concern-
ing the hygiene products the use during men-
struation. In principle, tampons were forbidden.
The girls were dependent on the products chosen
and procured by the institution. The institution’s
practices severely restricted the rights of a young
girl to make decisions concerning her own body
and to decide on matters intricately related to

her own person and privacy. Children were also
forbidden from using make-up in the institution,
dyeing their hair, having piercings and wearing
tops or other clothing that the institution deemed
inappropriate. Piercings, clothing and matters
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such as dyeing one’s hair have an essential connec-
tion to the way a person expresses their identity
(5377/2018).

When a child arrived at a child welfare institution,
they were not usually permitted to talk to the
other children in the initial phase and were re-
quired to spend most of their time alone. The
child was only allowed to engage in activities out-
doors or outside their room with an instructor
and, even then, they were not permitted to talk to
the other children. In practice, it was only possible
to talk to the other children when the children
were taking exercise outdoors under surveillance
or in common areas. Even then, the conversations
were monitored, and certain topics were forbid-
den. This practice encroached on a core aspect of
the freedom of speech, restricting the child’s right
under Convention on the Rights of the Child

to freely express their opinions and impeding

the protection of privacy and the child’s right to
self-determination as safeguarded by the Consti-
tution (5377/2018).

Asylum-seekers belonging to sexual and gender
minority groups in reception centres have general-
ly been accommodated in separate, shared rooms.
The inspector was told that when other residents
are selected for inclusion in the area, efforts are
made to ensure that they have an unprejudiced at-
titude towards diversity. The inspectors suspected
that allocating a person to a different area could
cause them to become labelled and jeopardise
their privacy protection if they do not want others
to gain knowledge of their sexual or gender orien-
tation.

In addition, it became apparent that the recep-
tion centre reviews the welfare and circumstances
of residents with a multi-professional approach in
different professional groups. In conjunction with
this, a resident’s privacy protection could be en-
dangered if their confidential health details are re-
viewed without their consent. When medications
are distributed, it is also possible that residents’
privacy is violated if the medications are distribut-
ed by a person who does not have an entitlement
to access medical information on the basis of the
law or the person’s consent (3440/2019).
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A prison inspection found that cell doors bore the
surnames of prisoners in addition to their prison-
er numbers. This procedure was problematic in
terms of the protection of the privacy and safety
of the prisoner. In the Deputy-Ombudsman’s
view, the prison should discontinue the practice
of displaying prisoners’ surnames (1936/2019).

Complaints lodged by prisoners, in which atten-
tion has been paid to the way the right to privacy
has been guaranteed, often concerned inspection
measures targeted at the prisoner lodging the
complaint. According to the Imprisonment Act,
prisoners and persons coming to visit prisoners
can be subjected to security checks to ensure that
they are not carrying any prohibited substances or
objects. Dogs may be used to assist in performing
security checks. Placing the subject of the inspec-
tion on a perforated seat or mesh stool in such a
way that a dog is commanded or otherwise guided
to sniff the person’s genitals from beneath the
seat could be criticised in terms of its indiscretion
and impact on privacy protection (5948/2018 and
1328/2019).

Personal data protection and information security
are also part of privacy protection. The informa-
tion held in patient records is confidential, and
the fact that a person is a health care client is, in
itself, confidential information. According to
information obtained from documentation, a hos-
pital district sent out letters addressed to patients
featuring symbols indicating the place where the
patient was being treated. One of the letters sent
to the complainant was labelled “Surgical Hos-
pital” alongside the name of the hospital, while
another letter bore the information “Hospital T9”
alongside the name of the hospital and the munic-
ipality of the institution. This specific information
on the place of treatment could connect the com-
plainant to treatment relationships in these units.
Therefore, the information could have jeopardised
the protection of the complainant’s privacy if it
had been revealed to external parties.

It may be justified and necessary for docu-
ments such as invitations to surgery to be able
to be returned to the sender so as to manage the
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waiting list for surgical procedures. However, the
sender’s details must not include text that reveals
the name of the place of treatment to external
parties. The intended goal can be reached by dif-
ferent means; for example, codes could be used to
direct returned post to the correct location with-
out delay (4362/2018).

During inspections of police prisons, it came to
light that detention facilities kept various records
of the everyday activities of persons deprived of
their liberty, such as outdoor exercise and wash-
ing. The means of record-keeping varied from
paper-based forms to the police information
systems. The varying range of practices for keep-
ing and processing records can be considered
problematic in terms of the protection of privacy
(4489/2017).

The police forbade people from taking photos and
videos while they handled an emergency rescue
of a person on the roof of a block of flats. In this
case, no legal grounds were provided for forbid-
ding people from taking photos and videos of the
incident from beyond the exclusion area, as it was
not subject to the protection provided for homes
and designated public places. If a person is taking
photos or videos, the police may make the person
aware of the potential sanctions for publishing
material that could violate the protection of priva-
cy afforded to the person depicted (2521/2019).

The police had provided notification of a traffic
accident involving a car and a motorcycle. The no-
tification should have paid special attention to the
fact that the suspected motorcyclist was a minor,
and it should have refrained from including infor-
mation that could contribute to the identification
of the person, particularly the fact that the person
was suspected of using amphetamines. Blood tests
subsequently proved this suspicion to be unfound-
ed. A local newspaper published the police notifi-
cation, and the motorcyclist was named on social
media and labelled as a drug-user. Providing noti-
fication of this crash, which was not extraordinary
by any means, was not particularly necessary
under the provisions of the Criminal Investigation



Act concerning notification. For more ordinary
and less severe crimes, there is usually less need
to communicate information that could identify
the parties or precisely list the crimes involved
(4217/2018).

During a control inspection, a civil servant at the
Finnish Transport and Communications Agency
used their own personal accounts to monitor the
complainant’s Instagram and Facebook accounts.
The Deputy-Ombudsman stated that if a civil
servant monitors private accounts, whether they
are in a business name or personal name, may

be problematic in some cases, particularly if the
monitoring violates fundamental and human
rights - in this case, the protection of privacy. In
terms of the protection of privacy, even public
social media accounts may give rise to problem-
atic situations regarding the protection of third
parties’ privacy. Although the action was not
illegal, the problematic nature of the case from
the perspective of legal rights means that the
Finnish Transport and Communications Agency
should draw up instructions that set unambiguous
boundaries for the use of personal social media
profiles in official duties (4552/2018).
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3.9
Statements on basic rights

This section discusses some of the statements on
fundamental rights made during the course of the
Ombudsman’s oversight of legality. The section
focuses exclusively on individual decisions that
involve a new aspect of fundamental rights or are
of importance in principle. They are also included
in section 3.7, which describes the Ombudsman’s
decisions leading to a recommendation for com-
pensation.

3.9.1
DECISIONS

RESTRICTION OF LIBRARY SERVICES ON THE
BASIS OF AGE (CONSTITUTION, SECTION 6)

Due to disorderly conduct, a library had prevented
customers under the age of 20 from using its
self-service features.

It is possible to intervene in disorderly con-
duct in a library on a case-by-case basis. However,
everyone under the age of 20 was prevented from
using the self-service features of the library be-
cause the disorderly users were impossible to
identify. As such, people under the age of 20 were
placed in a less favourable position than other
users of the service as referred to in the Non-Dis-
crimination Act, based solely on their age.

Public libraries should be available and accessi-
ble to everyone as stipulated in the Public Librar-
ies Act, and the prohibition of age-related discrim-
ination protects library customers of all ages. The
rules of use or other actions taken by officials at
libraries must not impose restrictions which are
not based on the law on the use of libraries. As
such, from the perspective of the Non-Discrim-
ination Act, it was not necessary to enter into a
deeper analysis of whether the goal of the discrim-
inatory treatment applied by the library was oth-
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erwise acceptable and whether the means of
reaching the goal were proportionate.

According to the Deputy-Ombudsman, a blan-
ket restriction on the use of libraries by everyone
under the age of 20 amounted to direct discrim-
ination, even though the restriction was applied
to a service considered incidental to the main
purpose of a library, and was based on disorderly
conduct of a type in which there is a case-by-case
right to intervene as provided specifically in law
(328/2018).

COURT HEARING ON THE ISOLATION OF
AN ALIEN (CONSTITUTION, SECTIONS 7 AND 21)

A District Court judge declined to investigate a
case relating to the isolation of a detained alien.
The Ombudsman stated that there was no dis-
cretion of the court regarding the arrangement
of a hearing or refusal to arrange a hearing. Ac-
cording to the law, a court hearing should have
been arranged, and the civil servant at the deten-
tion unit who decided to detain the person in iso-
lation should have been called to the hearing. In
addition, the regulation was not open to interpre-
tation: it was clear and unambiguous. The basis
of the regulation is that an action that further de-
prives a detained foreign national of liberty must
be submitted to a court of law for evaluation. This
case concerns an intervention in the right to per-
sonal liberty enshrined in section 7 of the Consti-
tution, a precautionary measure that further de-
prives a person of their liberty, and the court’s su-
pervision of the lawfulness thereof - a matter of
essential importance to the legal protection of the
person subjected to the action (1015/2017).



RELIGIOUS CELEBRATIONS AT SCHOOLS
(CONSTITUTION SECTIONS 6 AND 11)

Sections 6 and 11 of the Constitution require that
school pupils are not obliged to participate in
religious activities against their will, irrespective
of whether the pupil belongs to a religious com-
munity. According to the Basic Education Decree,
school Christmas parties are a part of education
that should be unconnected to religion or beliefs
as referred to in the curriculum. The traditional
celebrations held at Finnish schools are a part of
the education and school activities in which pupils
must participate. By arranging a school Christmas
party as a religious event, the school could have
violated the freedom of religion and conscience
of its pupils and their parents or guardians, as well
as the pupils’ right to equal participation in the
school’s Christmas party.

Arranging an end-of-year celebration with
content of a confessional nature cannot be justi-
fied by the provision of an alternative event. The
ceremony at the end of a school’s academic year
cannot be considered a religious event. The matter
concerns a joint celebration for all pupils as part
of their education, and it must be arranged in such
a way that all pupils can attend it, irrespective of
their beliefs (2186/2018).

FREEDOM OF SPEECH OF A TEACHER SERVING
AS A MUNICIPAL POLITICIAN (CONSTITUTION,
SECTION 12)

A municipality issued a verbal warning to a teach-
er due to a blog article. The warning was based on
a single sentence in the article. According to the
warning, the article defamed the employer.

The part of the article on which the warning
was based did not refer to an individual represent-
ative of the employer by name or in any other
identifiable manner. Instead, it referred to civil
servants in very general terms. Above all, the post
was a value judgement concerning the financial
calculations made by civil servants, and it was not,
in principle, necessary to present factual bases to
support the value judgement. The section could
also be construed as a form of self-criticism by
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municipal decision-makers - who numbered the
complainant among them - in which the com-
plainant called for decision-makers to take a criti-
cal approach to the information and civil servants’
preparatory work underlying the decision. Free-
dom of speech was of special importance to the
complainant, who was also a politician, and the
threshold for intervention in opinions presented
during political activity was very high. The ap-
propriateness of the complainant’s personal mo-
tives was not called into question, nor was it even
claimed that the complainant’s article had caused
the municipality as the employer to incur any
loss or damage.

According to the Ombudsman, the civil serv-
ant’s freedom of speech was not adequately as-
sessed when the warning was issued. In addition,
the special characteristics of the complainant’s
dual role as a teacher and a municipal politician
and the opinions expressed in political activity
were not given sufficient consideration. As the
complainant’s freedom of speech was impacted
by the verbal warning due to the blog article, and
there were no acceptable grounds for issuing such
a warning, the complainant’s freedom of speech,
which is safeguarded by section 12 of the Consti-
tution of Finland and Article 10 of the European
Convention on Human Rights, had been violated
(1307/2018).

RIGHT OF APPEAL AGAINST DECISIONS
MADE ON THE BASIS OF THE ASSEMBLY ACT
(CONSTITUTION, SECTIONS 13 AND 21)

Decisions to stop and move demonstrations on
the basis of the Assembly Act are decisions con-
cerning rights and obligations as referred to in
section 21 of the Constitution. Such decisions
represent interventions into the fundamental
rights, enshrined in section 13 of the Constitution,
to arrange and participate in demonstrations, and
they cannot be considered exclusively de facto
administrative measures with no right of appeal.
The decisions must be accompanied by appeal in-
structions. Ultimately, a court of law rules wheth-
er a decision can be appealed (5998/2017).

179



FUNDAMENTAL AND HUMAN RIGHTS
3.9 STATEMENTS ON BASIC RIGHTS

ARRANGING VOTING IN A PSYCHIATRIC
HOSPITAL (CONSTITUTION, SECTION 14)

A patient in isolation in a psychiatric hospital was
isolated on an advance voting day and, due to their
state of health, was not able to vote. For the same
reason, they were also not able to leave the hospi-
tal to vote on the actual polling day.

While the person was in isolation, they had
not expressed the wish to be able to vote in ad-
vance. In a decision concerning voting in institu-
tions, the Ombudsman has stated the view that
the personnel should ensure that residents are
aware of their opportunity to participate in public
advance voting. If the patient was unaware of this
possibility, it is understandable that they did not
make a request related to it.

In the Deputy Ombudsman’s opinion, during
advance polling, institutions should separately
consider whether each isolated patient could visit
a polling station and vote under supervision, and,
if deemed possible, then actively offer this op-
portunity to the patient. By taking such an ap-
proach, the hospital would promote the opportu-
nity of patients to participate in societal activities,
as intended under the Constitution of Finland
(892/2018).

ACTIVITIES SUBJECT TO FEES IN
BASIC EDUCATION (CONSTITUTION,
SECTIONS 6 AND 16)

From the perspective of free basic education and
equality among school pupils, it is problematic if,
at the school’s initiative, excursions and events
are planned on the presumption that families
will cover some or all of the costs and are imple-
mented as part of the school’s activities during
school hours.

For example, organising excursions and phys-
ical education days in such a way that a free-of-
charge alternative is also offered has the result of
effectively dividing the pupils into two groups:
those who are able to pay to participate and those
who are not.

As the parties responsible for arranging educa-
tion, municipalities do not have the discretionary
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power to decide whether basic education is free
of charge. The subjective right for everyone to re-
ceive basic education free of charge in accordance
with section 16 of the Constitution means that it
must be possible for pupils to receive education
without incurring any costs. In addition to teach-
ing, essential teaching tools, such as textbooks,
must also be free of charge. This requirement also
covers all necessary school-related transportation
and adequate nourishment.

In this context, ‘equality’ in accordance with
section 6 of the Constitution means that every
child has an equal right to free basic education, ir-
respective of their financial position. Every pupil
should have the opportunity to participate equal-
ly in the activities planned in accordance with the
school’s curriculum and the Basic Education De-
cree without any additional fees. As the parties re-
sponsible for organising education, municipalities
have an obligation to refrain from establishing
practices that effectively increase inequality. The
Non-Discrimination Act requires that the party
organising education and the educational institu-
tions managed by such parties must assess wheth-
er their activities have been non-discriminatory
and must take the necessary measures to promote
non-discrimination (1120, 2882 and 5984/2018).

ENFORCEMENT OF A DECISION
CONCERNING SOCIAL ASSISTANCE
(CONSTITUTION, SECTION 19)

It is a principle of the Administrative Judical Pro-
cedure Act that a decision qualifying for appeal
shall not be enforced before it has become final.

However, the decision may be enforced before
it has become final if there is a provision to this
effect in an Act or a Decree, if the decision is of
such a nature that it requires immediate enforce-
ment, or if its enforcement cannot be delayed for
reasons of public interest.

If leave to appeal is required in the matter, an
appeal shall not preclude enforcement. However,
enforcement may not begin if the appeal would
become futile due to the enforcement, or if the
Supreme Administrative Court denies enforce-
ment.



The Social Insurance Institution of Finland (Kela)
had sought leave to appeal a certain case and had
not enforced a binding decision of the Administra-
tive Court.

In the Deputy-Ombudsman’s view, if an au-
thority postpones the enforcement of a decision
that has not become legally valid, for example on
the grounds that leave to appeal and the appeal
itself seek to obtain a preliminary ruling or policy
ruling, this alone is insufficient justification for
postponing the enforcement of a decision if there
is a danger that the postponement could result in
the realisation of fundamental rights, such as an
individual’s subjective right to social assistance,
being delayed or compromised.

With regard to an interpretation of the law
that affirms fundamental rights, there were
strong grounds in this case in favour of Kela en-
forcing a ruling of the Administrative Court be-
fore it had obtained legal validity, in spite of the
application for leave to appeal. In doing so, Kela
would have provided the basic subsistence to en-
sure the purchase of the medical care that the
Administrative Court deemed necessary for the
complainant, while also ensuring the continuity
of the complainant’s medical care while the case
concerning leave to appeal was pending at the
Supreme Administrative Court. From the com-
plainant’s perspective, the question was one of the
subjective right to basic subsistence and the fun-
damental right to social security and the security
of a life of dignity (6123/2018).

OPENNESS OF LEGAL PROCEEDINGS ON
IMPRISONMENT (CONSTITUTION, SECTION 21)

The Deputy-Ombudsman stated that a session

of a District Court can be held in a location other
than the actual place of the District Court for ex-
traordinary reasons in accordance with the Courts
Act. It is not rare for court sessions concerning
coercive measures to be held on police premises.
However, the perspective of openness must also
be taken into consideration when selecting a
place for the court session. The place of session or
courtroom should not have been selected on the
basis of where it was easiest to restrict the pres-
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ence or number of members of the public. When
a court session was held on premises other than
the District Court’s courtroom, the court should
have ensured that the trial was open. Holding a
trial in a place that the public could not access
freely may have represented a material impedi-
ment to openness. In such cases, the court was
obliged to take special measures to ensure that the
public and the media were notified of the place
where the trial was held and guaranteed effective
access to the place.

In the Deputy-Ombudsman’s view of the im-
prisonment case, the question of whether to con-
duct a hearing without the presence of the public
should have been resolved and justified for each
court session individually. The Deputy-Ombuds-
man did not find any grounds for the interpre-
tation that the validity of decisions concerning
the conduct of a case without the presence of the
public as passed down in prior imprisonment ses-
sions could continue and be extended to future
imprisonment hearings without taking separate
measures. According to the Deputy-Ombudsman,
public trials were the general rule and principle on
which the situation should always be reassessed.
The investigational reasons that supported the
restriction of the openness of oral hearings in im-
prisonment trials did not necessarily carry the
same weight in subsequent imprisonment hear-
ings. The subsequent imprisonment hearings did
not even necessarily cover the general require-
ments for imprisonment. Instead, they focused on
matters such as the alleged unfairness of keeping
a person imprisoned.

In a criminal case that attracted widespread
interest among the public and suspicions of the
impartiality of the authorities, it would have been
especially important to give an exhaustive justifi-
cation for the decision to deny the public access
to the case (2268/2018).
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3.10

Complaints to the European Court
of Human Rights against Finland in 2019

A total of 131 new applications against Finland
were lodged with the European Court of Human
Rights (ECHR) in 2019 (174 in the previous year).
A response from the Finnish Government was re-
quested in four (5) cases. At the end of the year,
19 (20) cases concerning Finland were pending.

Complaints to the ECHR must be lodged
using the form prepared by the ECHR Secretariat,
and the requested information must be provided,
along with copies of all documents relevant to
the case. If an application is not properly filed,
the case will not be investigated. The decision on
the admissibility of an application is made by the
ECHR in a single-judge formation, in a Com-
mittee formation or in a Chamber formation
(7 judges). The Court’s decision may also confirm
a settlement, and the case is then struck out of
the ECHR’s list. Final judgments are given either
by a Committee, a Chamber or the Grand Cham-
ber (17 judges). In its judgment, the ECHR re-
solves an alleged case of a human rights violation
or confirms a friendly settlement.

A very large proportion of the applications
lodged with the ECHR are declared inadmissible.
In 2019, the application was declared inadmissible
or struck out of the Court’s list in 131 (170) cases
that concerned Finland. In 2019, the ECHR passed
two judgments concerning Finland (none in 2018,
two in 2017), one of which found violations of
Article 2 (Right to life) and Article 3 (Prohibition
of torture) of the European Convention on Hu-
man Rights.
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3.10.1
JUDGMENTS AND DECISIONS

The Court found against Finland on 14 November
2019 (N.A.v Finland, 25244/18) in a case concerning
an asylum-seeker who were returned to Iraq. The
ECHR stated that Articles 2 and 3 of the European
Convention on Human Rights were violated
when the asylum application of the complainant’s
father was processed. The complainant’s father
was killed in Iraq. In the view of the ECHR, the
Finnish authorities’ assessment of the merits

of the case and the risks that the complainant’s
father would face upon being returned to Iraq did
not meet the requirements of Articles 2 and 3 of
the European Convention on Human Rights in
terms of quality. In the view of the ECHR, the
authorities were or should have been aware of the
facts indicating that the complainant’s father was
likely to be in mortal danger or at risk of mistreat-
ment if he were deported to Iraq. The ECHR took
the view that the complainant’s application on
their own account was clearly without merit, and
it did not admit the matter for consideration in
this regard. The ECHR ordered the Finnish State
to pay the complainant EUR 20,000 in compensa-
tion for intangible loss or damage and EUR 4,500
in legal expenses.

The other judgment against Finland (14 February
2019) concerned a process that culminated in a
ruling by the Supreme Administrative Court of
Finland in a case about an asphalt cartel (SA-Cap-
ital Oy v Finland, 5556/10). The judgment of the
ECHR concluded that the principle of the right

to a fair trial enshrined in the European Conven-
tion on Human Rights had not been violated in
this case. According to the ECHR, an adequate
amount of evidence had been exhibited in the case



to demonstrate SA-Capital Oy’s involvement in a
cartel, and circumstantial evidence and hearsay did
not have a decisive impact on the outcome of the
case. Overall, the case was handled fairly.

The total number of judgments issued by the
ECHR to Finland by the end of 2019 was 190. The
total number of ECHR judgments confirming a
violation of rights by Finland since the country’s
accession is strikingly large, at 141 (approximately
75% of all judgments). Of these, 99 were judg-
ments confirming a violation of rights relating to
the duration of court proceedings or shortcom-
ings in the implementation of a fair trial. Whereas
Sweden, Norway, Denmark and Iceland have been
State Parties to the ECHR for considerably longer
than Finland, the Court has only ruled against
them in a total of 135 cases, although 12 of these
judgments were issued in 2019.
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3.10.2

MONITORING OF THE EXECUTION
OF JUDGMENTS IN THE COMMITTEE
OF MINISTERS OF THE COUNCIL OF
EUROPE

The Committee of Ministers of the Council of Eu-
rope monitors the execution of ECHR judgments.
The monitoring carried out by the Committee
focuses on three different aspects: the payment of
compensation, individual measures, and general
measures taken as a result of a judgment. The
monitoring primarily takes place by diplomatic
means.

Where necessary, the Committee of Ministers
can refer a question of execution to the ECHR for
confirmation. Within six months of the ECHR
judgment becoming final, the states shall submit
either an action report or an action plan compris-
ing a report on any measures that have been
taken and/or that are being planned. The reports
are published on the Committee of Ministers’
website.

No new monitoring cases were initiated
during the year under review. As in the previous
year, monitoring of execution remained pending
in 29 judgments concerning Finland.

183






4 COVERT INTELLIGENCE GATHERING AND INTELLIGENCE OPERATIONS

4

Covert intelligence gathering

and intelligence operations

The oversight of secret information gathering
and intelligence operations fell within the remit
of Parliamentary Ombudsman Petri Jadskeldinen.
The principal legal adviser responsible for the area
was Mikko Eteldpdd. Themes included in this area
are also presented by Legal Adviser Minna Ketola
and Principal Legal Adviser Juha Haapamadaki.

Covert intelligence gathering refers first of all
to the covert coercive measures used in criminal
investigations and to the corresponding covert
methods of gathering intelligence that may be
used to prevent or detect offences or avert danger.
Such methods include, for example, telecommu-
nications interception and traffic data monitoring,
technical listening and surveillance as well as un-
dercover operations and pseudo purchases. The
use of these methods is kept secret from their
targets and to some extent they may, based on a
court decision, remain permanently undisclosed
to the targets.

The police have the most extensive powers to
use covert intelligence gathering, but the Finnish
Customs also have access to a wide range of cov-
ert methods of gathering intelligence with respect
to customs-related offences. The powers of the
Finnish Border Guard and the Defence Forces are
clearly more limited.

This chapter also discusses a report on the
witness protection programme submitted to the
Parliamentary Ombudsman. The witness protec-
tion programme act (laki todistajansuojeluohjel-
masta 88/2015) entered into force on 1 March 2015.
According to the act, the Ministry of the Interior
must annually report to the Parliamentary Om-
budsman on decisions and measures taken under
the act.

In the year under review, a new regulatory

framework for intelligence gathering was adopted.

The Act on the Oversight of Intelligence Gath-
ering (121/2019) entered into force on 1 February

2019. The amendment to the Police Act, Chapter
5a (civilian intelligence, 581/2019), Act on the Use
of Network Traffic Intelligence in Civilian Intelli-
gence (582/2019) and Act on Military Intelligence
(590/2019) entered into force on 1 June 2019. The
legislation includes the obligation of the author-
ities to submit an annual report to the Ombuds-
man on their operations.

In addition, the Parliament passed the pro-
posal of the Speaker’s Council to amend the Par-
liament’s Rules of Procedure and Section 9 of the
Act on Parliamentary Civil Servants (parliamen-
tary scrutiny of intelligence gathering). They en-
tered into force on 1 February 2019.

4.1
SPECIAL NATURE OF COVERT
INTELLIGENCE GATHERING

Covert intelligence gathering involves secretly
intervening in the core area of several fundamen-
tal rights, especially those concerning privacy,
domestic peace, confidential communications and
the protection of personal data. Its use may also
affect the implementation of the right to a fair
trial. For intelligence gathering to be effective, the
target must remain unaware of the measures, at
least in the early stages of an investigation. Thus,
the parties at whom these measures are targeted
have more limited opportunities to react to the
use of these coercive measures than is the case
with “ordinary” coercive measures, which in prac-
tice become evident immediately or very soon.
Due to the special nature of covert intelligence
gathering, questions of legal protection are of ac-
centuated importance from the perspective of
those against whom the measures are employed
and more generally the legitimacy of the entire
legal system. The secrecy that is inevitably asso-
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ciated with covert intelligence gathering exposes
the activity to doubts about its legality, whether
or not there are grounds for that. Indeed, an effort
has been made to ensure legal protection through
special arrangements both before and after intel-
ligence gathering. Their key components include
the court warrant procedure, the authorities’ in-
ternal oversight and the Ombudsman’s oversight
of legality.

4.2
OVERSIGHT OF COVERT
INTELLIGENCE GATHERING

COURTS

To ensure legal protection, it has been considered
important that telecommunications interception
and mainly also traffic data monitoring can only
be carried out under a warrant issued by a court.
These days, undercover operations during a crim-
inal investigation also require authorisation from
a court (Helsinki District Court). Depending on
the target location, technical surveillance can in
some cases also be carried out on the basis of the
authority’s own decision without court control.
The same applies to the majority of other forms of
covert intelligence gathering. The decision-mak-
ing criteria laid down by law are partly rather loose
and leave the party making the decision great
discretionary power. For example, the “reason to
suspect an offence” threshold that is a basic pre-
condition for issuing a warrant for telecommuni-
cations interception is fairly low.

Requests concerning coercive measures must
be dealt with in the presence of the person who
has requested the measure or by using a video
conference - written procedures are only allowed
under limited circumstances when renewing an
authorisation. When considering the prerequisites
for using a coercive measure, a court is dependent
on the information it receives from the criminal
investigation authority, and the “opposing party”
is not present at the hearing. The only exception is
on-site interception in domestic premises: in these
cases, the interests of the target of the coercive
measure are overseen (naturally without his or
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her knowing) by a public attorney, usually an
advocate or public legal aid.

According to law, a complaint may be lodged
with a Court of Appeal against a District Court’s
decision concerning covert intelligence gathering,
with no time limit. Thus, a suspect may even years
later refer the legality of a decision to a Court of
Appeal for assessment, and some people have
done so. In such cases, courts of higher instances
establish case law on covert intelligence gathering.
The importance of the courts’ role in ensuring a
suspect’s legal protection and in examining the
grounds for the requested coercive measure has
been highlighted, for example, in the Supreme
Court’s decisions KKO:2007:7 and KKO:2009:54.

The courts also play a key role with respect
to the parties’ right of access to information con-
cerning covert intelligence gathering. As a rule,
the target of covert intelligence gathering must
be notified of the use of the method no later than
one year after the use has ceased. Based on the
grounds laid down by law, a court may grant per-
mission to postpone the notification or an exemp-
tion from the notification obligation. However, it
is important to ensure that the total exemption,
in particular, is only granted when it is absolutely
necessary. In a state governed by the rule of law,
measures that interfere with fundamental rights
and are kept completely secret can only be allowed
to a very limited extent. The Supreme Court has
considered the issue of parties’ right to obtain in-
formation on undercover operations in its deci-
sion KKO:2011:27 concerning the Ulvila homicide
case, which was widely covered in the media.

On 28 September 2016, the Supreme Adminis-
trative Court issued two decisions on public access
to documents on covert intelligence gathering by
the police (4077, 62/1/15 and 4078, 2216/1/15). The
decisions concerned a request for information
about regulations concerning the use of covert
human intelligence sources by the police and the
SALPA system. In its decisions, the Supreme Ad-
ministrative Court was of the view that the in-
formation contained in the regulations regarding
the use of covert human intelligence sources, the
related safety and security measures and the or-
ganisation of the protection of intelligence gath-
ering must be kept secret because, if these were
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disclosed in public, there is a risk that the identi-
ties of human intelligence sources and the police
officers involved in the operations would be re-
vealed.

AUTHORITIES' INTERNAL OVERSIGHT

The oversight of the use of covert intelligence
gathering primarily involves normal supervision
by superior officials. Moreover, provisions sepa-
rately emphasise the oversight of covert intelli-
gence gathering.

Under law, the use of covert intelligence gath-
ering methods by the police is overseen by the
National Police Board (apart from the Finnish Se-
curity Intelligence Service, Supo) and the heads of
the police units using such methods. Responsibil-
ity for overseeing the covert intelligence gather-
ing methods used by Supo was transferred to the
Ministry of the Interior at the beginning of 2016.
At the Finnish Border Guard, the special oversight
duties fall within the responsibility of the Border
Guard Headquarters and the administrative units
operating under it. At Finnish Customs, covert
intelligence gathering is overseen by supervisory
personnel of Customs and the units employing
the methods in their respective administrative
branches. At the Finnish Defence Forces, records
drawn up on the use of covert intelligence gather-
ing must be sent to the Ministry of Defence.

In addition to various acts, a government de-
cree has been adopted on criminal investigations,
coercive measures and covert intelligence gath-
ering (122/2014). The decree lays down provisions
on, for example, drawing up records on the use of
different methods and reports on covert intelli-
gence gathering. The authorities have also issued
internal orders on covert intelligence gathering.

The Ministry of the Interior, the Headquarters
of the Finnish Border Guard (which is a depart-
ment of the Ministry of the Interior), the Minis-
try of Finance (which governs Finnish Customs)
and the Ministry of Defence report annually by
15th March to the Parliamentary Ombudsman on
the use and oversight of covert intelligence gath-
ering in their respective administrative branches.

The authorities reporting to the Parliamentary
Ombudsman receive a substantial part of their in-
formation on the use of covert intelligence gath-
ering from the SALPA case management system.
The only exception is the Finnish Defence Forces,
which do not - at least yet — use the SALPA sys-
tem. SALPA is a reliable source of statistical data.
However, it does not cover all methods of covert
intelligence gathering, such as undercover oper-
ations, pseudo purchases and the use of covert
human intelligence sources. The superior agencies
also receive information on the activities through
their own inspections and contacts with the heads
of investigation.

The police have centralised all intelligence
gathering from telecommunications operators to
be conducted through the SALPA system main-
tained by the National Bureau of Investigation
(NBI). The NBI’s telecommunications unit over-
sees the quality of activities and provides guid-
ance to the heads of investigation when necessary.
Centralising the activities under the NBI has im-
proved the quality of the functions.

In the police administration, several officials
have been granted supervisory rights in SALPA
for the oversight of legality. These officials work
mainly in the legal units of police departments.
Their task is to oversee activities in accordance
with the unit’s legality inspection plan and by
conducting spot checks.

In addition to internal oversight at police de-
partments, the National Police Board also oversees
the units operating under it through the SALPA
system and by conducting separate inspections.

In accordance with the previously mentioned
decree, the National Police Board has established
a working group to monitor the use of covert co-
ercive measures and covert intelligence gathering
methods. The members of the group may include
representatives from the National Police Board,
the National Bureau of Investigation, the Finnish
Security Intelligence Service and police depart-
ments. Moreover, representatives of the Ministry
of the Interior, the Border Guard, the Defence
Forces and Customs are also invited to participate
as members of the group. The group is tasked
with monitoring the authorities’ activities, collab-
oration and training, discussing issues that have
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been identified in the activities and collaboration
or that are important for the oversight of legality
and reporting them to the National Police Board,
proposing ways to improve activities, and coordi-
nating the preparation of reports submitted to
the Parliamentary Ombudsman.

PARLIAMENTARY OMBUDSMAN'S
OVERSIGHT OF LEGALITY

Overseeing covert intelligence gathering has been
one of the special tasks of the Parliamentary Om-
budsman since 1995. At the time, it was provided
that the Ministry of the Interior would give the
Ombudsman an annual report on telecommunica-
tions interception, traffic data monitoring and
technical listening by the police as well as on
technical surveillance in penal institutions. The
National Board of Customs submitted a report

on the use of the methods by Finnish Customs.
The Ministry of Defence and the Finnish Border
Guard prepared similar reports on the methods
they had used. In 2001, the scope of the Ombuds-
man’s special oversight was extended to also in-
clude undercover operations and in 2005 to cover
pseudo purchases. Both measures were only avail-
able to the police.

It was not until the beginning of 2014 that
the Ombudsman’s special oversight duties were
extended to cover all covert gathering of intelli-
gence. In addition to the extended powers, the use
of these methods has also significantly increased
over the years.

The annual reports obtained from various au-
thorities improve the Ombudsman’s opportuni-
ties to follow the use of covert intelligence gather-
ing on a general level. Where concrete individual
cases are concerned, the Ombudsman’s special
oversight can, for limited resources alone, be at
best of a random check nature. At present and in
the future, the Ombudsman’s oversight mainly
complements the authorities’ own internal over-
sight of legality and can largely be characterised
as “oversight of oversight”.

Complaints concerning covert intelligence
gathering have been few, with no more than ap-
proximately ten complaints received a year. This
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is most likely due, at least in part, to the secret na-
ture of the activities. However, it should be noted
that covert intelligence gathering operations re-
main completely unknown to the target only in
very rare and exceptional cases. On inspection
visits and in other own-initiative activities, the
Ombudsman has striven to identify problematic
issues concerning legislation and the practical
application of the methods. Cases have been ex-
amined, for example, on the basis of the reports
received or inspections conducted. However, op-
portunities for this kind of own-initiative exami-
nation are limited.

4.3
LEGISLATION

At the beginning of 2014, the Coercive Measures
Act and the Police Act underwent a complete
reform, including a significant expansion in the
scope of regulation concerning covert intelligence
gathering. The provisions on the previously used
methods were also complemented and specified
in the reform.

With respect to the Defence Forces, the act
on military discipline and crime prevention in the
Defence Forces (laki sotilaskurinpidosta ja rikostor-
junnasta puolustusvoimissa 255/2014) entered into
force on 1 May 2014. Under the act, when the De-
fence Forces conduct a criminal investigation they
may use certain, separately determined methods
of covert intelligence gathering as referred to in
the Coercive Measures Act, such as extended sur-
veillance and technical observation and listening.
In the prevention and detection of crimes, the
Defence Forces similarly only have access to cer-
tain methods of covert intelligence gathering, al-
though the range is wider than in criminal investi-
gations. However, the Defence Forces cannot use,
for example, telecommunications interception,
traffic data monitoring, undercover operations or
pseudo purchases. If these measures are needed,
they are carried out by the police.

The act on the prevention of crime by Finnish
Customs (laki rikostorjunnasta Tullissa 623/2015)
entered into force on 1 June 2015. In the act, the
powers of Customs were harmonised with those
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laid down in the new Criminal Investigation Act,
Coercive Measures Act and Police Act. One signif-
icant change was that Customs were given powers
to conduct undercover operations and pseudo pur-
chases, even though the measures are in practice
implemented by the police at Customs’ request.
Moreover, the use of covert human intelligence
sources in the prevention of customs-related of-
fences was harmonised with the provisions of the
Police Act and the Coercive Measures Act.

The act on crime prevention by the Finnish
Border Guard entered into force on 1 April 2018.
The crime prevention provisions currently includ-
ed in the Border Guard Act were transferred to the
new act. In addition to the previous powers, the
right to use a basic form of human intelligence
source was added to the powers of the Finnish
Border Guard.

4.4

REPORTS ON SECRET INFORMATION
GATHERING SUBMITTED TO THE
PARLIAMENTARY OMBUDSMAN

The following presents certain information on
the use and oversight of covert intelligence gath-
ering obtained from the reports submitted by the
Ministry of the Interior, the Headquarters of the
Finnish Border Guard, the Ministry of Finance
and the Ministry of Defence. The precise figures
are partly confidential. For example, the covert
intelligence gathering activities of the Finnish
Security Intelligence Service are not included in
the figures presented below.

USE OF COVERT INTELLIGENCE GATHERING
IN 2019

Coercive telecommunications measures
under the Coercive Measures Act

The police were granted 2,738 (2,867 in 2018)
telecommunications interception and traffic data
monitoring warrants for the purpose of inves-
tigating an offence. However, in the statistical
evaluation of covert coercive measures the most

important indicator is perhaps the number of per-
sons at whom coercive measures were targeted. In
2019, simultaneous telecommunications intercep-
tion and traffic data monitoring activities carried
out by the police under the Coercive Measures
Act were targeted at 410 (450) suspects, of whom
33 were unidentified. The use of traffic data moni-
toring was targeted at 1,537 (1,380) suspects.

Simultaneous telecommunications intercep-
tion and traffic data monitoring activities carried
out by Customs were targeted in 2019 at 146 (91)
persons, and the number of warrants issued was
518 (421). This shows a substantial increase. Ac-
cording to Customs, the increase in the number
of warrants is explained by the increase in the
number of extensions to warrants applied for and
in the telecommunication terminal end devices
and also to some extent by the fact that it is more
usual now for the terminal end devices to have
two SIM card slots. This means that a warrant for
a single physical device may show in the statistics
as two warrants.

Like last year, traffic data monitoring is on the
increase in Customs. it was targeted at 230 (200)
persons, with 701 (630) warrants being issued.

The most common grounds for simultaneous
telecommunications interception and traffic data
monitoring by the police were aggravated nar-
cotics offences (69%) and violent offences (11%).
Within the administrative branch of Customs, the
most common grounds were aggravated narcotics
offences (80%) and aggravated tax frauds (17%).

The Finnish Border Guard used telecommuni-
cations interception and traffic data monitoring
much less frequently than the police and Cus-
toms. One simple reason for this is that under the
law the Border Guard can only use coercive tele-
communications measures in the investigation
of a few specific types of offences (mainly aggra-
vated arrangement of illegal immigration and the
related offence of human trafficking). Altogether
88 warrants (77) were issued to the Finnish Border
Guard for telecommunications interception, traf-
fic data monitoring and for obtaining base station
data.

In the Finnish Defence Forces, the use of cov-
ert intelligence gathering is even less frequent.
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Telecommunications interception and
traffic data monitoring under the Police Act

Telecommunication interception and traffic data
monitoring under the Police Act was targeted at
five (four) persons. Mere traffic data monitoring
was targeted at 129 (104) persons. The method was
used most frequently to avert a danger to life or
health and to investigate the cause of death.

Traffic data monitoring under the Act on
the Prevention of Crime by Finnish Customs

A significantly lower number of permits was
issued to Customs for the use of traffic data mon-
itoring procedures to prevent or detect customs
offences: 32 (eight), most often on the grounds
of aggravated tax fraud or an aggravated narcotics
offence.

Technical surveillance

In 2019, the police used technical surveillance
under the Coercive Measures Act 33 times with
respect to premises covered by domiciliary peace,
technical surveillance 131 times, on-site intercep-
tion 121 times and technical tracking 318 times.
On-site interception in domestic premises was
used eight times. Data for the identification of a
network address or a terminal end device were
obtained 55 times. The most common reason for
using these surveillance methods was an aggravat-
ed narcotics offence.

Under the Police Act, technical surveillance
was used 10 times, on-site interception five times
and technical tracking 52 times.

Customs used technical tracking under the
Coercive Measures Act in 57 (40) instances. On-
site interception was used 38 (23) times and tech-
nical surveillance 20 (25) times.

Technical tracking under the Act on the Pre-
vention of Crime by Finnish Customs was used
nine (10) times. Two decisions (0) decisions were
issued on on-site interception, and technical sur-
veillance was used 11(12) times.
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In the Finnish Border Guard, a total of 21 (26)
decisions were made on technical surveillance and
extended surveillance in order to solve an offence,
and 11 (six) decisions were made in order to pre-
vent an offence.

Extended surveillance

Extended surveillance means other than short-
term surveillance of a person who is suspected of
an offence or who, with reasonable cause, might
be assumed to commit an offence. The National
Police Board has interpreted this to mean several
individual and repeated instances of surveillance
(approximately five times) or one continuous
instance of surveillance lasting approximately

24 hours.

According to the report submitted to the
Parliamentary Ombudsman by the Ministry of
the Interior, in 2019 the police made some 198
decisions on the use of extended surveillance.
Customs took 85 (59) similar decisions.

Special covert coercive measures

In 2019, a few new decisions were taken to use
undercover operations and to continue the valid-
ity of previously issued decisions on undercover
operations. Undercover operations performed in
data networks are more frequent than such op-
erations in real life. Pseudo purchases were also
mainly used to detect and investigate aggravated
narcotics offences, although property offences
also featured as grounds for the use of this investi-
gation method.

The prerequisites for controlled delivery are
very strict which in practice has restricted the use
of this method. The police have only performed a
few controlled deliveries during the time the act
has been in force; however, during the year under
review, no controlled deliveries were carried out.
Customs reported having used controlled deliver-
ies 18 (three) times in 2019.
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Rejected requests

There was no significant change in the number of
rejected requests for the use of coercive telecom-
munications measures. In 2019, courts rejected 14
requests for coercive telecommunications meas-
ures submitted by the police. Usually, the cause of
a rejection has been insufficient general or special
preconditions for the request or a misinterpre-
tation of the law. None of the requests made by
Customs were rejected. No requests of the Border
Guard were rejected.

Notification of the use of coercive measures

As arule, the use of a covert intelligence gathering
method must be notified to the target no later
than one year after the gathering of intelligence
has ceased. A court may under certain conditions
authorise the notification to be postponed or de-
cide that no notification needs to be given.

In the year under review, the police reported
five (approx. 20) cases where the notice of secret
information gathering had been filed late; i.e.
there were fewer cases of negligence than previ-
ously. The number of authorisations for postpon-
ing a notification or for not giving one at all was
very low. In Customs, the filing periods of notices
were postponed on court order in seven cases.

In the Border Guard, notices were duly filed for
all cases.

INTERNAL OVERSIGHT OF LEGALITY

The unit responsible for the oversight of legality
at the National Police Board conducted legality
inspections in all police units. During the inspec-
tions, attention was paid to the arrangements and
scope of the internal oversight of the units. For
the purpose of inspections, police departments
were requested to report on how the methods of
pseudo purchases made on items offered exclu-
sively for public consumption and undercover
operations performed in data networks have been
supervised; how a unit’s other regular SALPA
surveillance has been conducted during the year

under review; and possible surveillance findings
and measures taken as a result of these findings.

The National Police Board states that the
general level of the decisions and requirements re-
garding the use of covert intelligence gathering
methods is good. There were only isolated cases
of qualitative noncompliance, and no recurring
errors or a pattern of qualitative noncompliance
were detected with any intelligence gathering
method. Most of the instances of qualitative non-
compliance related to decisions or requests de-
tected in the remote inspections carried out by
the National Police Board were connected to con-
sent-based traffic data monitoring. The detected
cases involved the use of the wrong decision-mak-
ing or consent-giving bodies.

In a few requests related to coercive telecom-
munications methods on obtaining location data
to catch a suspect of an offence, an incorrect se-
lection of methods had been applied. The neces-
sity of location data had been justified, in addition
to catching the offender, with the need to obtain
information required for the solving of the of-
fence. If obtaining location data through methods
of traffic data monitoring is necessary to solve a
criminal offence, the correct path is to use traffic
data monitoring powers under the Coercive Meas-
ures Act.

Overall, the deficiencies detected in inspec-
tions carried out by the National Police Board
were minor and the National Police Board found
the supervisory notes recorded in the SALPA sys-
tem to provide sufficient guidance to address any
issues requiring attention. Only in a small number
of cases, the National Police Board was required
to request police operative units to take necessary
measures to remedy the use of information gath-
ering methods.

The oversight of the Finnish Security Intelli-
gence Services falls under the remit of the Minis-
try of the Interior, not the National Police Board.
The Ministry of the Interior conducted an inspec-
tion at the Finnish Security Intelligence Service
on 6 March 2020 with the focus on the secret in-
formation gathering methods used in 2019. Based
on this inspection, the Finnish Security Intelli-
gence Service were issued two recommendations:
one regarding the development of legality over-
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sight practices and another on an isolated matter
involving methods of information gathering.

More resources have been allocated to the in-
ternal legality oversight of the Finnish Security
Intelligence Service and its independence has been
strengthened by separating the oversight activities
into a separate function. The Ministry of the Inte-
rior found the measures taken by the Finnish Se-
curity Intelligence Service to be appropriate and of
a high standard, as they support in real time and
proactively the lawfulness of the organisation’s ac-
tivities, promote the honouring of fundamental
rights, support the Finnish Security Intelligence
Service leadership and the guidance and oversight
exercised by the Ministry of the Interior within
its administrative branch. The Ministry of the In-
terior finds that with the entry into force of new
intelligence surveillance legislation, the emphasis
of the legal oversight exercised by the Ministry
on the Finnish Security Intelligence Services with
regard to secret information gathering has also
been affected by the legality oversight performed
by the Intelligence Ombudsman under the Act on
the Oversight of Intelligence Gathering and the
mandate of the Parliamentary Intelligence Over-
sight Committee. In the new situation, the duties
of the Ministry of the Interior concentrate on the
strategic guidance of the Finnish Security Intelli-
gence Service and civilian intelligence gathering as
well as administrative oversight, which is a natural
direction in the development of the legality over-
sight performed by the ministry.

There are eight regional SALPA officials who
have been granted supervisory powers to the daily
overseeing of the use of covert intelligence gath-
ering methods in Customs and they compile a
report of their observations each year to the Cus-
toms official responsible for the national over-
sight of legality of use of covert intelligence gath-
ering methods.

The Customs Enforcement Department in-
spected a total of 534 secret information gathering
records for 2019 (approx. 85% of all secret infor-
mation gathering records) involving coercive tel-
ecommunication measures and surveillance-type
information gathering methods as well as docu-
ments on certain other aspects of secret informa-
tion gathering. The legality oversight of Customs
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brought forward no serious shortcomings. The
records that were not reviewed as part of the in-
stitutional inspection were reviewed by the unit
managers as part of the management review, and
they were reported on to the authority in charge
of the oversight of secret information gathering,
in compliance with the applicable regulations.

In the Finnish Border Guard, overseeing is
being performed by the Border Guard Head-
quarters and the authorised administrative units.
In accordance with the standing regulation on
crime prevention carried out by the Finnish Bor-
der Guard, the Border Guard’s SALPA overseeing
is performed by an official who does not partici-
pate in operative crime prevention. In the Border
Guard Headquarters, oversight is ensured by the
legal department’s crime-prevention unit which
is also responsible for the general steering of
crime prevention.

The Ministry of Defence has not identified
any unlawful conduct in the use of covert coercive
measures and covert intelligence gathering meth-
ods of the Finnish Defence Forces. All decisions
and minutes drawn up in 2019 at the Defence
Command belong to the sphere of inspection.

In addition, the Ministry of Defence has found
the internal legality oversight in the Defence Forc-
es effective, comprehensive and appropriately or-
ganised.

4.5
PARLIAMENTARY OMBUDSMAN'S
OVERSIGHT OF LEGALITY

In the year under review, the Oulu Police Depart-
ment was visited. Inspections concerning covert
coercive measures focused on requests for co-
ercive telecommunications measures as well as
decisions concerning technical surveillance and
controlled undercover purchase. For this purpose,
a sample of the related request and decision docu-
ments was examined.

During the visit, the grounds for a number of
requests were found to be cursory and partly un-
clear. However, the District Court had awarded
permissions as requested in these cases.
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Based on the inspection, the Ombudsman under-
took, under their own-initiative, an investigation
and fast-tracked a decision on traffic data moni-
toring under Chapter 10, Section 7 of the Coercive
Measures Act. According to the grounds for the
decision, consent from the owner of the network
address for traffic data monitoring had not been
obtained, although the case was one where con-
sent is required under subsection 2 of the legal
provision.

The visit to the Border Guard Headquarters
included the review of the decisions made in 2018
on technical surveillance and extended surveil-
lance under the Coercive Measures Act as well as
decisions made for the purpose of crime preven-
tion and the two most recent telecommunications
interception or traffic data monitoring requests
for 2018 from each lead investigator and the re-
spective court decisions.

Based on the visit, the Ombudsman under-
took, under their own-initiative, investigations
into two extended surveillance decisions and one
decision on technical surveillance to establish
whether the measures met with the legal criteria.

4.6
EVALUATION

GENERAL PROBLEMS IN OVERSIGHT

Resources must be invested
in internal oversight

The Ombudsman’s oversight of the legality of
covert intelligence gathering focuses on oversee-
ing the internal oversight of authorities. The in-
spections of the legal units of police departments
are used for emphasising the units’ internal over-
sight of the covert intelligence gathering methods
used by the police departments.

The authorities using covert intelligence gath-
ering have in recent years invested resources and
efforts in internal oversight. According to the
National Police Board, the operation of the legal
units of police departments has become estab-
lished and the scope of activities has become clear,

although the constantly expanding task descrip-
tion does take time away from inspection activi-
ties.

The National Police Board has mentioned as
one problem area the fact that the analysis of on-
site interception material is currently not stored
on “any centralised platform”. According to the
National Police Board, there is a need for such a
platform owing to the increasing utilisation of on-
site interception and the resulting increase in the
volume of material. The existence of such a plat-
form would ensure that lead investigators would
be able to order and supervise the legal steps re-
quired for the analysis of such material. According
to the National Police Board, progress has been
made in this matter during the year under review;
however, the instability detected in the system has
created challenges for its overall functionality.

At the Finnish Customs, Border Guard and
Defence Forces, internal oversight has functioned
very well according to the authorities’ own assess-
ment. In these authorities, oversight is easier be-
cause the volume of operations is much smaller
than in the police.

The Ombudsman conducts retrospective over-
sight of a fairly general nature. The Ombudsman
is remote from the actual activities and cannot
begin directing the authorities’ actions or other-
wise be a key setter of limits, who would redress
the weaknesses in legislation. Annual or other re-
ports submitted to the Ombudsman are impor-
tant but do not solve the problems related to over-
sight and legal protection.

The oversight of covert coercive measures is
partly founded on trust in the fact that the person
conducting the oversight activities receives all the
information he or she wants. Due to the nature of
the activities, precise documentation is a funda-
mental prerequisite for successful oversight.

Real-time active recording of events and meas-
ures also helps operators to evaluate and develop
their own activities, to ensure the legality of their
operations and to build trust in their activities.
Keeping records is also an absolute precondition
for the Ombudsman’s retrospective oversight of

legality.
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In the oversight of legality, the Ombudsman has
continuously emphasised the importance of pro-
viding justifications for requests and decisions.
The grounds and justifications should be recorded,
for example, to enable the control of decisions. If
a court does not require the applicant to provide
sufficient justifications or if the court neglects to
provide sufficient justifications, there is a risk that
warrants will be issued for cases other than those
intended by the legislator.

4.7
INTELLIGENCE

INTELLIGENCE GATHERING METHODS

Intelligence operations may be used to gather
information on military operations or other oper-
ations that form a clear threat to national security.

Chapter 5a (civilian intelligence) of the Police
Act provides for information gathering conducted
by the Finnish Security Intelligence Services and
the utilisation of information to protect national
security, support government decision-making
and the statutory national security duties of other
authorities and state agencies.

According to the Act on Military Intelligence,
the purpose of military intelligence is to gather
and analyse information about military operations
targeted against Finland or significant to Finland’s
security environment or the activities of a foreign
state or other such activities that place a signif-
icant risk on the military defence of Finland or
threaten the essential functions of society. The
purpose of information gathering is to support
government decision-making and the execution
of the specific statutory duties of the Defence
Forces.

Network traffic intelligence refers to techni-
cal gathering of information that crosses the na-
tional boundaries of Finland on the information
network, based on automated analytical tools, and
the processing of the information gathered.
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DIFFERENCES BETWEEN INTELLIGENCE
GATHERING AND SECRET INFORMATION
GATHERING METHODS

There are certain decisive distinctions to be made
between intelligence gathering and secret infor-
mation gathering.

The same secret information gathering meth-
ods may be used in intelligence gathering under
less restrictive criteria, because intelligence gath-
ering is not offence-based and its targeting can be
less accurate.

The targets of intelligence gathering may be
quite vague compared to the targets of secret in-
formation gathering. According to Chapter 5 of
the Police Act, secret information gathering may
be utilised only on a named person when there
are reasonable grounds to believe that he or she
would commit an offence. However, in intel-
ligence gathering, it can remain unclear under
which authorisation, which circumstances and
within which limits an intelligence gathering
method may be targeted at other than an individ-
ual who is personally engaging in or associated
with military operations or operations forming
a substantial threat to national security.

For example, traffic data monitoring, when
conducted as part of secret information gather-
ing, can only be targeted at a person when there
are reasonable grounds to believe that he or she
would commit an offence referred to. In the mil-
itary intelligence context, the use of these meth-
ods need not be limited to a persony; it is sufficient
that traffic data monitoring can be shown to have
a significant role in gathering information neces-
sary for an intelligence operation. In civilian in-
telligence gathering, the legal provisions on traf-
fic data monitoring, personalised targeting is not
mentioned.

With many intelligence gathering methods,
the permission can be issued for up to six times
as long (1 months/6 months) than is possible in
secret information gathering. These methods in-
clude telecommunications interception, traffic
data monitoring, technical surveillance, technical
surveillance of devices and pseudo purchases.
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The scope of secret information gathering meth-
ods in intelligence operations has been expanded
both in terms of content and methods. In secret
information gathering, the target of telecommu-
nications interception must be a named network
address or terminal device, while in intelligence
gathering, the target may be a person (in which
case the connection between a network address
or terminal device and the target of information
gathering remains outside the control of the
courts). In intelligence gathering, many of the
methods can be targeted at groups of individuals
while in secret information gathering, the same
methods must be targeted at a named individual.
In secret information gathering, the technology
enabling the obtaining of the identifying data of
a network address or terminal device must not
be suited for telecommunications interception,
whereas in intelligence gathering no such limita-
tions exist. In intelligence gathering, telecommu-
nications interception may be carried out using
the intelligence agency’s own equipment whereas
in secret information gathering, an external
operator is used as a rule. The methods of secret
information gathering can be used on a court or-
der or other official authorisation within Finnish
territory only, whereas in intelligence operations,
the same methods can also be used abroad, subject
to the decision of the Finnish Security Intelligence
Service or the Chief of Intelligence for the De-
fence Command and without the legal remedies
available in Finland.

In addition to the methods available for secret
information gathering, intelligence gathering
methods also include methods that cannot be
adopted in secret information gathering. These in-
clude intelligence gathering on specific locations,
reproduction, intercepting a shipment for the pur-
pose of reproduction, gathering of information
from a private organisation and network traffic
intelligence.

OVERSIGHT OF INTELLIGENCE

The domain of the oversight of intelligence in-
cludes the following elements: the parliamentary
oversight, the oversight of legality, court proceed-
ings on intelligence powers, internal supervision
of authorities and supreme oversight of legality.

The parliamentary oversight of intelligence
is conducted by the Parliamentary Intelligence
Oversight Committee. The duties of the Commit-
tee are provided for in Section 31 b of the Parlia-
ment’s Rules of Procedure.

According to Section 2(3) of the Act on the
Oversight of Intelligence Gathering, the legality
oversight of intelligence gathering is the responsi-
bility of the Intelligence Ombudsman. The Intelli-
gence Ombudsman also supervises the non-intel-
ligence operations of the Finnish Security Intelli-
gence Service. This supervision is provided for in
Chapter 3 of the Act on the Oversight of Intelli-
gence Gathering where applicable. Hence, the
Intelligence Ombudsman has all the powers re-
ferred to in the act for the purpose of overseeing
all other operations of the Finnish Security Intelli-
gence Service excepted for intelligence operations,
with the exception of powers specifically concern-
ing intelligence gathering methods. Thereby, the
jurisdiction of the Intelligence Ombudsman, for
example, also covers the activities of the Finnish
Security Intelligence Service including the non-in-
telligence activities.

An independent court of law is a central in-
strument in the control of intelligence gathering
methods. That the use of certain intelligence pow-
ers requires the authorisation by a court is of vital
importance when ensuring that their application
remains within the law and for the purpose of
honouring fundamental and human rights.

The responsibility for internal legality over-
sight of authorities in civilian intelligence gather-
ing is divided between the Finnish Security Intel-
ligence Service and the Ministry of the Interior,
where the legality oversight of the police is carried
out by the Police Department. Military intelli-
gence is overseen by the Chief of Defence Com-
mand. The Chief Legal Advisor of the Defence
Forces is responsible for the internal legality over-
sight of military intelligence gathering. Military
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intelligence gathering is also supervised by the
Ministry of Defence (the Legal Unit and the Per-
manent Secretary).

The Parliamentary Ombudsman and the
Chancellor of Justice have, by virtue of their pow-
ers, an equal authority to oversee civilian and mil-
itary intelligence authorities as well as courts of
law and the Intelligence Ombudsman.

In practice, however, the supreme legality
oversight must be exercised in line with the estab-
lished practice according to which the oversight
of secret information gathering and secret coer-
cive measures is a special duty of the Parliamenta-
ry Ombudsman. This division of duties is based on
the obligation by which the ministries responsi-
ble for the operations of the authorities exercising
these methods must submit an annual report on
the use of these methods as well as their protec-
tion and oversight to the Parliamentary Ombuds-
man. According to the regulations in force, the re-
ports must be submitted every year by 15 March.

The same practice has been adopted with in-
telligence legislation. Therefore, the legality over-
sight has concentrated on the Parliamentary Om-
budsman. Moreover, attention should be paid to
Section 1 (1)(1) of the Act on the Division of Re-
sponsibilities between the Chancellor of Justice
of the Government and the Parliamentary Om-
budsman, under which the Chancellor of Justice
is released from the obligation of legal oversight
in such matters as those within the jurisdiction
of the Parliamentary Ombudsman related to the
Ministry of Defence and the Finnish Defence
Forces. This, in turn, has practical implications on
the supreme legality oversight on military intelli-
gence.

With the intelligence legislation, the expan-
sion of the scope of supervision under the remit
of the Ombudsman, including the reports on in-
telligence submitted to the Ombudsman shall, in
part, increase the share of oversight directed by
the Ombudsman at the ‘secret methods’ during
the oversight of legality exercised by the Ombuds-
man.

The operations of the Parliamentary Intelli-
gence Oversight Committee do not fall under the
jurisdiction of the Parliamentary Ombudsman.
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PARLIAMENTARY OMBUDSMAN'S
OVERSIGHT OF LEGALITY

The purpose of supreme oversight of legality

in intelligence is the same as in that of secret
information gathering. In the oversight of secret
information gathering and secret coercive meas-
ures, the Ombudsman’s attention has, in practice,
focused on the “oversight of supervision”, that

is, that the internal legal oversight exercised by
authorities adopting these methods would be as
effective as possible. However, the Ombudsman’s
“direct” oversight is of particular importance with
methods that the authorities can use without a
court order.

Within the scope of the Ombudsman’s juris-
diction, the legality oversight of intelligence gath-
ering is important with respect to methods that
fall outside the jurisdiction of the Intelligence
Ombudsman. One such aspect is the secret infor-
mation gathering conducted by the Defence Forc-
es, which is provided for in Chapter 9 of the Act
on Military Discipline and Combating Crime in
the Defence Forces. This oversight is important
because of, for example, the boundary between
secret information gathering and intelligence.

The Intelligence Ombudsman falls partly un-
der the oversight of the Ombudsman. However,
the oversight of the Intelligence Ombudsman
takes mainly the form of collaboration rather
than inspection in the traditional sense, although
the latter is not ruled out. Complaints filed on the
Intelligence Ombudsman are processed following
the normal procedure.

In the year under review, a visit was made to
the Intelligence Ombudsman’s area of operations.

During the visit, the topics discussed included
the establishment and launch of the operations;
the recruitment of office staff; number of cases;
the relationship between the roles of the Intelli-
gence Ombudsman and the Data Protection Om-
budsman; and any gaps in the regulatory frame-
work.

The oversight of courts of law is by virtue of
their independence always mainly based on dia-
logue. However, the oversight of courts carried
out by the Ombudsman is important in that the
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jurisdiction of the Intelligence Ombudsman does
not extend to the courts of law.

Parliamentary Ombudsman Jadskeldinen was
consulted by and gave his statement to the Par-
liamentary Intelligence Oversight Committee on
topical matters in the legality oversight in intelli-
gence (O 40/2019 vp, EOAK/5611/2019). The Om-
budsman’s statement included a chart illustrating
the roles within intelligence oversight (see table
on next page)

PROBLEM AREAS IN INTELLIGENCE OVERSIGHT

According to the Act on the Oversight of Intelli-
gence Gathering, the Parliamentary Intelligence
Oversight Committee has the right to request
reports from “those carrying out an public task”
(Section 4), whereas the Intelligence Ombudsman
has the right to request necessary reports from
“those carrying out a public administration duty”
(Section 9).

The Ombudsman drew attention to this differ-
ence in connection with the reading of the bill in,
for example, the format of a statement submitted
to the Constitutional Committee (EOAK/5231/
2018). In his statement, the Ombudsman present-
ed the view according to which the right of access
to information of the Intelligence Ombudsman,
as well as the latter’s right to obtain information
(Section 9) and right to inspect (Section 10)
should be extended to cover all public tasks. The
current situation is that the Intelligence Ombuds-
man may not carry out an inspection required by
the Parliamentary Intelligence Oversight Com-
mittee or submit information or a report if the
object is a private body carrying out a public task
(which is not a public administrative task).

If the operators are considered to be carrying
out exclusively a public task, but not a public ad-
ministrative task, this distinction has a decisive
significance from the perspective of access to in-
formation and the performance of oversight.

REPORTS SUBMITTED TO
THE PARLIAMENTARY OMBUDSMAN

As mentioned in the report of the Intelligence
Ombudsman, he made 50 official inspection visits
in addition to various courtesy and introductory
visits; during inspections, the Intelligence Om-
budsman carried out a detailed review of the
decisions issued by intelligence authorities on the
use of intelligence methods and the protection
thereof. In addition, the Intelligence Ombudsman
participated in all hearings, except one, concern-
ing intelligence methods at the Helsinki District
Court. During the year under review, no grounds
were identified for lodging a complaint against a
court decision, issuing a suspension or termina-
tion of a surveillance method, bringing the con-
duct of an intelligence authority to pre-trial inves-
tigation, or issuing a reprimand to a surveillance
authority or another legal sanction imposed on
an intelligence authority.

The Ministry of the Interior has as one of its
duties to evaluate the legality and relevance of ci-
vilian intelligence operations based on the report
submitted by the Finnish Security Intelligence
Service. According to the Ministry of the Interior,
the internal monitoring at the Finnish Security
Intelligence Service has been as timely as possible
with respect to methods of civilian intelligence
gathering and any findings have been addressed as
necessary. The new powers have been exercised as
provided for in the law and the report submitted
by the Finnish Security Intelligence Service is, in
the view of the Ministry of the Interior, appropri-
ate and sufficiently informative.

The Ministry of Defence notes in its report
that it has reviewed all decisions made in 2019 by
the military intelligence authority. In addition, the
legality oversight within the Ministry of Defence
has inspected and reported on its findings on oth-
er documents that have legal implications for mil-
itary intelligence. The Ministry of Defence finds
that the Intelligence Ombudsman has delivered
an observation to the ministry regarding technical
surveillance of a device. According to the obser-
vation, there may be confusion between on-site
interception and technical surveillance of a device
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OVERSEEING SYSTEM

OVERSEERS
SUBJECTS OF OVERSIGHT Parliamentary | $hancellor of | Intelligence Intelligence
Ombu. dsmag Justice of the Oversight Ombudsman
Government Committee
Finnish Security and Intelligence
Service
Chapter 5a of the Police Act and the O+A+R O+A O+A+R O+A+R

Act on Telecommunication Intelligen-
ce in Civilian Intelligencea

Finnish Security and Intelligence
Service O+A+R O+A O+A O+A
Chapter 5a of the Police Act

Finnish Security and Intelligence
Service O+A O+A O+A O+A
other activities

The Finnish Defence Forces

Act on Military Intelligence O+A+R o7+ A O+A+R O+A+R

The Finnish Defence Forces
C.ha.pter 9 of the Act on M_1hta_ry Dis- O+A+R 0"+ A
cipline and Combating Crime in the
Defence Forces

The Finnish Defence Forces

other activities O+A 07 +A N N
Intelligence Ombudsman O+A+R O+A A +R**

Court O+A O+A A A+P
Public administrative task O+A O+A A A
Public task O+A O+A A -

O = oversight

A = access to information
R =report

P = procedural powers

* see Section 1 of the Act on the Division of Duties between the Chancellor of Justice of
the Government and the Parliamentary Ombudsman
** Report to the Parliament; Section 19 of the Act on the Oversight of Intelligence Gathering
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as the detailed rationale for regulations refer to
keystroke logging. The Ministry of Defence has
issued guidance to the Defence Command on the
matter, stating that keystroke logging must be
based on technical surveillance of a device.

The Ministry of Defence has not identified
any specific development areas or unlawful con-
duct in its legality oversight of military intelli-
gence in 2019.

The Parliamentary Ombudsman has received
no complaints related to intelligence operations
in the year under review.

4.8
WITNESS PROTECTION

The witness protection programme act (laki
todistajansuojeluohjelmasta 88/2015) entered into
force on 1 March 2015. The act constitutes a major
reform in terms of fundamental rights and the
rights of the individual. It safeguards the right to
life, personal liberty and integrity and the right

to the sanctity of the home, as enshrined in the
Constitution.

A person may be admitted to a witness protec-
tion programme in order to receive protection if
there is a serious threat against the life or health
of the person or someone in their family, because
the person is being heard in a criminal matter or
for some other reason and the threat cannot be
efficiently eliminated through other measures.
Together with the protected person, the police
will draw up a personal protection plan in writing
that includes the key measures to be implement-
ed as part of the programme. They may include,
for example, relocating the protected person to
another region, arranging a new home for the per-
son, installing security devices in their home and
providing advice on personal safety and security.
The programme focuses on the protection of the
individual, not the criminal investigation.

If necessary for the implementation of the
witness protection programme, the police may
make and create false, misleading or disguised reg-
ister entries and documents to support the pro-
tected person’s new identity. The police may also

monitor the person’s home and its surroundings.
Protected persons may also receive financial sup-
port to ensure their income security and inde-
pendent living.

The National Bureau of Investigation (NBI) is
responsible for the implementation of the witness
protection programme together with other au-
thorities. The director of the NBI makes decisions
about beginning and terminating witness protec-
tion programmes and certain related measures.
The Ministry of the Interior submits annual re-
ports to the Parliamentary Ombudsman on deci-
sions and measures taken under the act.

It is stated in the 2019 report of the Ministry
of the Interior that all witness protection pro-
grammes are linked with criminal cases and the
parties threatening witnesses are either Finnish
or international crime organisations. In addition
to domestic executive assistance, the National
Bureau of Investigation has been contacted by a
few international witness protection units. The
National Bureau of Investigation has collaborated
with Valvira on the system of maintaining health
records and personal identification of persons in
witness protection programmes. Based on this
collaboration, a memorandum was drawn up.

As in previous years, the National Bureau of
Investigation has proposed amendments and clar-
ifications to the legislation. These relate to powers
before an actual witness protection programme
begins, the connection of persons awarded wit-
ness protection to the criminal proceedings and
priority of the process, the high threshold for ter-
minating the witness protection programme and
the right of appeal in the event that a protected
person spontaneously terminates the programme,
the right to keep the temporary identity after the
termination of the programme and, in accordance
with a resolution approved by the Parliament, the
utilisation of material obtained with the aid of a
technical surveillance device or a method more
widely in criminal proceedings.

The Ministry of the Interior notes that the
National Police Board evaluated the report of the
National Bureau of Investigation in its own report
and finds that the latter report gives a comprehen-
sive and informative snapshot of the witness pro-
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tection programme. Following its legality over-
sight inspection of 2018, the National Police Board
had requested the National Bureau of Investiga-
tion to submit the privacy policy of the witness
protection programme under Section 13 by 31
March 2019. The National Bureau of Investigation
has submitted the decision on the establishment
of a personal data register and the privacy policy
on 29 March 2019.

It is the view of the National Police Board
based on the visit to the National Bureau of In-
vestigation and the information available in the
annual report that the witness protection pro-
gramme does not involve any deficiencies or give
rise to any other measures by the National Police
Board.

The Ministry of the Interior considers it im-
portant that the matter of the personal data reg-
ister to be provided under Section 13 of the Act
on Witness Protection Programmes brought up
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in conjunction of the National Police Board’s visit
has been concluded, albeit an update of the regis-
ter as described in the National Bureau of Investi-
gation’s report remains topical. The National
Police Board should continue the monitoring of
this matter in the future.

In the view of the Ministry of the Interior,
questions regarding powers are ones that require
careful evaluation and oversight. The National
Police Board shall pay particular attention to the
practical application of Section 5(2) of the Act on
Witness Protection Programmes. As in previous
years, the Ministry of the Interior finds it vital
that data and experiences on the overall effective-
ness of the witness protection legislation and its
impact continues to be gathered.

The Ombudsman received no complaints
regarding witness protection.
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5
Issues relating to EU law

5.1
FUNDAMENTAL RIGHTS IN THE EU

Finland held the presidency of the EU in the
second half of 2019. During its presidency, Fin-
land promoted matters related to the rule of law
in member states, democracy and fundamental
rights in the EU.

One of the most significant achievements
during Finland’s presidency was that the Council
of the European Union confirmed its intention
for the EU to accede to the European Convention
on Human Rights. This would further improve
the protection of fundamental rights in Europe.
The EU’s accession to the European Convention
on Human Rights is a legal obligation based on
the Treaty on the European Union. The nation
states that have acceded to the Convention have
consented to the European Court of Human
Rights supervising their compliance with the
Convention. The European Union will become
the 48th Contracting Party. The accession will
make it possible for individuals and companies
to apply to the European Court of Human Rights
for a review of the actions of EU institutions.

THE CHARTER OF FUNDAMENTAL RIGHTS

The Council of the European Union also called
upon Member States to guarantee a favourable
environment for the operation of independent,
national human rights institutions and other hu-
man rights mechanisms. The Council encouraged
Member States and EU institutions to enhance
their cooperation on national mechanisms for the
promotion of human rights and to support them
in their mission to implement and promote the
Charter of Fundamental Rights of the European
Union.
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Under Finland’s presidency, the decision was taken
to enhance the significance and utilisation of the
European Union Agency for Fundamental Rights
as an expert institution. The Council confirmed
its willingness to make use of the expertise and
knowledge of the European Union Agency for
Fundamental Rights - for example, by requesting
advisory opinion when it prepares initiatives that
could affect fundamental rights. The Council also
requests that Member States utilise the Agency’s
information when they prepare legislative and po-
litical initiatives related to fundamental rights.

During its presidency of the EU, Finland
hosted a conference entitled “How to ensure the
resilience of our societies in a changing European
landscape - the interaction between democracy,
the rule of law and fundamental rights”, which
concluded that fundamental rights could only be
realised in democratic societies based on the rule
of law. The statement that these norms and values
are mutually reinforcing is a significant one, as
the topics of the rule of law and fundamental
rights had previously been separated from one
another in EU discourse.

Finland also worked with the European Com-
mission and the European Union Agency for
Fundamental Rights to arrange a conference in
Brussels entitled “Making the EU Charter of Fun-
damental Rights a reality for all: 10th anniversary
of the Charter becoming legally binding”. Depu-
ty-Ombudsman Sakslin gave a speech on the im-
portance of the Charter of Fundamental Rights
in terms of the Parliamentary Ombudsman’s over-
sight of legality, and Sirpa Rautio, the Director of
the Human Rights Centre, gave a speech on the
work of national human rights institutions in pro-
moting the Charter of Fundamental Rights.



RETURN FLIGHTS

Deputy-Ombudsman Sakslin attended the meet-
ings of the Nafplion group, which was established
at the initiative of the Greek Parliamentary Om-
budsman. The purpose of the group is to monitor
and assess the implementation of fundamental
rights in the activities of the European border and
coast guard agency Frontex when it implements
return flights and monitors the return flights that
it implements. The European Union Agency for
Fundamental Rights has frequently highlighted

a shortcoming in the monitoring of fundamental
rights in relation to the EU’s return flights: the
return operations are conducted and monitored by
the same authority. It is open to question whether
this can be considered effective monitoring as
intended by the Return Directive. Member States’
Parliamentary Ombudsmen, National Preventive
Mechanisms (NPM), the European Union Agency
for Fundamental Rights and the European Com-
mittee for the Prevention of Torture (CPT) have
been involved in discussions on the effectiveness
of monitoring. The European Council has sup-
ported the work of the group. The group has also
been involved in discussions with Frontex and the
European Commission. Frontex employs a funda-
mental rights delegate and civil servants specialis-
ing in the monitoring of fundamental rights.

5.2
THE GENERAL DATA PROTECTION
REGULATION

The Ministry of Justice has carried out an inquiry
into the user experiences and the feasibility of the
General Data Protection Regulation (GDPR). The
Parliamentary Ombudsman was invited, among
other sources, to provide a statement on their
experiences on the application of the GDPR and
their views on its feasibility and the exercise of the
national regulatory margin of manoeuvre.

5 ISSUES RELATING TO EU LAW

Deputy-Ombudsman P6lonen stated
the following:

- In the practice of legal oversight, the body
responsible for the duties of the controller is
difficult to identify and the difficulty to draw
a distinction between a controller and a pro-
cessor of personal data has caused problems in
attributing official accountability. The absence
of accountability has also impeded investiga-
tions into alleged failings by a controller.

- The GDPR has resulted in the allocation of
additional resources for the Office of the
Parliamentary Ombudsman. This is a positive
outcome, although the resources are still prob-
ably inadequate for the purpose. The duties
of the Data Ombudsman and Deputy-Om-
budsmen emphatically fall within the domain
of fundamental rights. Section 22 of the Con-
stitution of Finland gives public authorities
the duty and the obligation to guarantee the
effective observance of fundamental rights
and liberties and human rights, including by
way of adequate resourcing of such author-
ities. It is vital that the level of resources of
the Office of the Data Ombudsman is actively
monitored and the allocation of resources is
reviewed as necessary.

- When comparing the content of the GDPR
with Article 16(2) of the Treaty on the Func-
tioning of the European Union (TFEU), the
conclusion is that the applicability and sphere
of the applying parties of the GDPR are sub-
stantially larger than TFEU Article 16(2) seems
to allow.

- With regard to joint controllers, the GDPR
and the Law Enforcement Directive allow
Member States a margin of manoeuvre to de-
termine whether their legislation will provide
for the areas of responsibility of joint control-
ler and what the content of that law should
be. I find it important that the national margin
of manoeuvre would be duly utilised and the
division of responsibilities provided for in the
law in as much detail as possible, including
matters related to joint controllership.
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- Practices adopted by different public author-
ities in confirming the identity of a person
requesting the review of personal data vary,
which creates an unsatisfactory situation. In
my view, Article 15 of the GDPR is open to
many interpretations as to what “right of
access by the data subject” actually means.

- The Deputy-Ombudsman found that the fun-
damental error in the GDPR was made when
parties such as the Parliamentary Ombudsman
(and the Chancellor of Justice) were not ex-
empted from the monitoring of compliance
with the regulation in the same manner as
courts are when acting in their judicial capac-
ity. Owing to this, the GDPR will now be in
conflict with institutional decisions under the
Constitution of Finland (see chapter ‘Issues
relating to EU Law’ in 2018 Annual Report).

- The scope of discretionary powers relating to
the choice of instruments and their applica-
tion offered by the GDPR must be seen as a
positive, as this allows for the observance of
the principle of proportionality in practical
situations that may arise within the wide
scope of application of the GDPR. However,
the wide scope of powers also presents a chal-
lenge for the consistency and predictability
of the sanctions system. The need for prece-
dents, and possibly even sanction guidelines,
has been evident during the first few years of
applying the new regulation. The “one-stop-
shop” mechanism emphasises the requirement
of harmonised practices throughout the EU.

- According to Article 17 of the GDPR, the pro-
cessing of personal data may continue under
certain conditions irrespective of a data sub-
ject’s request to be forgotten. As a rule, the
rights of a data subject, as specified in Articles
7 and 8 of the EU Charter of Fundamental
Rights, override the interest of the general
public to access the personal data of a data
subject by searching for them by their name.
However, there needs to be a balance between
the rights of the data subject and the interest
of the general public, which may be relative to
the nature of the information in question and
their sensitivity regarding the data subject’s
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right to privacy as opposed to the interest of
the general public to access such information.
The latter may vary depending on, for exam-
ple, the status of the data subject as a public
figure.

5.3
CUSTOMS PROCEDURES

Deputy-Ombudsman Sakslin issued a statement
on the correctness of an administrative procedure
in connection with a decision to seize property
during a customs check in a case where the in-
terested party had not been provided with all the
evidence that the decision was based on during his
hearing. The Deputy-Ombudsman based the de-
cision on the EU Charter of Fundamental Rights,
among other things, and found that the right

to be heard is a legal principle integral to good
administration and one of the key procedural
requirements in EU law. It is defined as one of the
principles of good administration under Article
41 of the EU Charter of Fundamental Rights and,
therefore, it must be a consideration in all admin-
istrative procedures with relevance to EU law,
such as customs clearance (2385/2018).

In another decision regarding a customs
inspection, the Deputy-Ombudsman gave their
opinion on the content of the customs border
cooperation agreement with Sweden in light of
the Act of Accession, as questions had been raised
whether customs procedures had been carried out
on Swedish territory. The Deputy-Ombudsman
concluded that the wording of the agreement “in
such terms that are in compliance with the legis-
lation of both states” leaves room for interpreta-
tion. This is particularly the case when interpret-
ing the legal significance of the exemption on the
ban of selling snus tobacco, which Sweden was
granted in the Act of Accession, in the context of
customs control under the customs border coop-
eration agreement. According to Article 8 of Di-
rective 2001/37/EC, Member States shall prohibit
the placing on the market of tobacco for oral use,
without prejudice to Article 151 of the Act of Ac-
cession of Austria, Finland and Sweden. Article
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151 of the Act of Accession grants Sweden a per-
manent exemption on the ban on the market of
tobacco for oral use. This means that Sweden has
an exemption on the sales of snus tobacco. In cus-
toms control as well as in all customs operations,
regulations must be observed with strict compli-
ance, and if the purpose of control is extended

to the Swedish territory at the Tornio border
crossing, any control operations under the agree-
ment and the decree on its implementation must
be carried out according to a plan and in compli-
ance with regulations on separate agreements and
definitions on the forms of border cooperation

(233/2018).
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Constitutional Provisions pertaining to
Parliamentary Ombudsman of Finland
11 June 1999 (731/1999), entry into force 1 March 2000

SECTION 27
Eligilibity and qualifications
for the office of Representative

Everyone with the right to vote and who is not
under guardianship can be a candidate in parlia-
mentary elections.

A person holdin military office cannot, how-
ever, be elected as a Representative.

The Chancellor of Justice of the Government,
the Parliamentary Ombudsman, a Justice of the
Supreme Court or the Supreme Administrative
Court, and the Prosecutor-General cannot serve
as representatives. If a Representative is elected
President of the Republic or appointed or elected
to one of the aforesaid offices, he or she shall
cease to be a Representative from the date of ap-
pointment or election. The office of a Represent-
ative shall cease also if the Representative forfeits
his or her eligibility.

SECTION 38
Parliamentary Ombudsman

The Parliament appoints for a term of four years
a Parliamentary Ombudsman and two Deputy
Ombudsmen, who shall have outstanding knowl-
edge of law. A Deputy Ombudsman may have a
substitute as provided in more detail by an Act.
The provisions on the Ombudsman apply, in so
far as appropriate, to a Deputy Ombudsman and
to a Deputy Ombudsman’s a substitute. (802/2007,
entry into force 1.10.2007)

The Parliament, after having obtained the
opinion of the Constitutional Law Committee,
may, for extremely weighty reasons, dismiss the
Ombudsman before the end of his or her term by
a decision supported by at least two thirds of the
votes cast.

SECTION 48

Right of attendance of Ministers,

the Ombudsman and the Chancellor
of Justice

Minister has the right to attend and to participate
in debates in plenary sessions of the Parliament
even if the Minister is not a Representative. A
Minister may not be a member of a Committee
of the Parliament. When performing the duties
of the President of the Republic under section 59,
a Minister may not participate in parliamentary
work.

The Parliamentary Ombudsman and the
Chancellor of Justice of the Government may at-
tend and participate in debates in plenary sessions
of the Parliament when their reports or other
matters taken up on their initiative are being con-
sidered.

SECTION 109
Duties of the Parliamentary Ombudsman

The Ombudsman shall ensure that the courts of
law, the other authorities and civil servants, public
employees and other persons, when the latter are
performing a public task, obey the law and fulfil
their obligations. In the performance of his or
her duties, the Ombudsman monitors the imple-
mentation of basic rights and liberties and human
rights.

The Ombudsman submits an annual report to
the Parliament on his or her work, including ob-
servations on the state of the administration of
justice and on any shortcomings in legislation.
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SECTION 110

The right of the Chancellor of Justice
and the Ombudsman to bring charges
and the division of responsibilities
between them

A decision to bring charges against a judge for
unlawful conduct in office is made by the Chan-
cellor of Justice or the Ombudsman. The Chancel-
lor of Justice and the Ombudsman may prosecute
or order that charges be brought also in other
matters falling within the purview of their super-
vision of legality.

Provisions on the division of responsibilities
between the Chancellor of Justice and the Om-
budsman may be laid down by an Act, without,
however, restricting the competence of either of
them in the supervision of legality.

SECTION 111
The right of the Chancellor of Justice and
Ombudsman to receive information

The Chancellor of Justice and the Ombudsman
have the right to receive from public authorities or
others performing public duties the information
needed for their supervision of legality.

The Chancellor of Justice shall be present at
meetings of the Government and when matters
are presented to the President of the Republic in
a presidential meeting of the Government. The
Ombudsman has the right to attend these meet-
ings and presentations.

SECTION 112

Supervision of the lawfulness of
the official acts of the Government
and the President of the Republic

If the Chancellor of Justice becomes aware that
the lawfulness of a decision or measure taken by
the Government, a Minister or the President of
the Republic gives rise to a comment, the Chan-
cellor shall present the comment, with reasons, on
the aforesaid decision or measure. If the comment
is ignored, the Chancellor of Justice shall have
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the comment entered in the minutes of the Gov-
ernment and, where necessary, undertake other
measures. The Ombudsman has the correspond-
ing right to make a comment and to undertake
measures.

If a decision made by the President is unlaw-
ful, the Government shall, after having obtained
a statement from the Chancellor of Justice, notify
the President that the decision cannot be imple-
mented, and propose to the President that the
decision be amended or revoked.

SECTION 113
Criminal liability of
the President of the Republic

If the Chancellor of Justice, the Ombudsman or
the Government deem that the President of the
Republic is guilty of treason or high treason, or

a crime against humanity, the matter shall be
communicated to the Parliament. In this event, if
the Parliament, by three fourths of the votes cast,
decides that charges are to be brought, the Prose-
cutor-General shall prosecute the President in the
High Court of Impeachment and the President
shall abstain from office for the duration of the
proceedings. In other cases, no charges shall be
brought for the official acts of the President.

SECTION 114
Prosecution of Ministers

A charge against a Member of the Government
for unlawful conduct in office is heard by the
High Court of Impeachment, as provided in more
detail by an Act.

The decision to bring a charge is made by the
Parliament, after having obtained an opinion from
the Constitutional Law Committee concerning
the unlawfulness of the actions of the Minister.
Before the Parliament decides to bring charges or
not it shall allow the Minister an opportunity to
give an explanation. When considering a matter
of this kind the Committee shall have a quorum
when all of its members are present.

A Member of the Government is prosecuted
by the Prosecutor-General.



SECTION 115
Initiation of a matter concerning
the legal responsibility of a Minister

An inquiry into the lawfulness of the official acts
of a Minister may be initiated in the Constitu-
tional Law Committee on the basis of:

1) A notification submitted to the Constitu-
tional Law Committee by the Chancellor
of Justice or the Ombudsman;

2) A petition signed by at least ten Representa-
tives; or

3) Arequest for an inquiry addressed to the
Constitutional Law Committee by another
Committee of the Parliament.

The Constitutional Law Committee may open
an inquiry into the lawfulness of the official acts
of a Minister also on its own initiative.
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SECTION 117
Legal responsibility of the Chancellor
of Justice and the Ombudsman

The provisions in sections 114 and 115 concerning
a member of the Government apply to an inquiry
into the lawfulness of the official acts of the
Chancellor of Justice and the Ombudsman, the
bringing of charges against them for unlawful
conduct in office and the procedure for the hear-
ing of such charges.
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Parliamentary Ombudsman Act

14 March 2002 (197/2002)

CHAPTER 1
OVERSIGHT OF LEGALITY

SECTION 1
Subjects of the Parliamentary
Ombudsman'’s oversight

(1) For the purposes of this Act, subjects of
oversight shall, in accordance with Section 109 (1)
of the Constitution of Finland, be defined as courts
of law, other authorities, officials, employees of
public bodies and also other parties performing
public tasks.

(2) In addition, as provided for in Sections 112
and 113 of the Constitution, the Ombudsman shall
oversee the legality of the decisions and actions of
the Government, the Ministers and the President
of the Republic. The provisions set forth below in
relation to subjects of oversight apply in so far as
appropriate also to the Government, the Ministers
and the President of the Republic.

SECTION 2
Complaint

(1) A complaint in a matter within the Om-
budsman’s remit may be filed by anyone who
thinks a subject has acted unlawfully or neglected
a duty in the performance of their task.

(2) The complaint shall be filed in writing. It
shall contain the name and contact particulars of
the complainant, as well as the necessary informa-
tion on the matter to which the complaint relates.
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SECTION 3
Investigation of a complaint (20.5.2011/535)

(1) The Ombudsman shall investigate a com-
plaint if the matter to which it relates falls within
his or her remit and if there is reason to suspect
that the subject has acted unlawfully or neglected
a duty or if the Ombudsman for another reason
takes the view that doing so is warranted.

(2) Arising from a complaint made to him or
her, the Ombudsman shall take the measures that
he or she deems necessary from the perspective of
compliance with the law, protection under the law
or implementation of fundamental and human
rights. Information shall be procured in the mat-
ter as deemed necessary by the Ombudsman.

(3) The Ombudsman shall not investigate a
complaint relating to a matter more than two years
old, unless there is a special reason for doing so.

(4) The Ombudsman must without delay
notify the complainant if no measures are to be
taken in a matter by virtue of paragraph 3 or be-
cause it is not within the Ombudsman’s remit, it
is pending before a competent authority, it is ap-
pealable through regular appeal procedures, or for
another reason. The Ombudsman can at the same
time inform the complainant of the legal remedies
available in the matter and give other necessary
guidance.

(5) The Ombudsman can transfer handling of
a complaint to a competent authority if the nature
of the matter so warrants. The complainant must
be notified of the transfer. The authority must
inform the Ombudsman of its decision or other
measures in the matter within the deadline set
by the Ombudsman. Separate provisions shall
apply to a transfer of a complaint between the
Parliamentary Ombudsman and the Chancellor
of Justice of the Government.



SECTION 4
Own initiative

The Ombudsman may also, on his or her own ini-
tiative, take up a matter within his or her remit.

SECTION 5
Inspections (28.6.2013/495)

(1) The Ombudsman shall carry out the on-
site inspections of public offices and institutions
necessary to monitor matters within his or her
remit. Specifically, the Ombudsman shall carry
out inspections in prisons and other closed insti-
tutions to oversee the treatment of inmates, as
well as in the various units of the Defence Forces
and Finland’s military crisis management organ-
isation to monitor the treatment of conscripts,
other persons doing their military service and
crisis management personnel.

(2) In the context of an inspection, the Om-
budsman and officials in the Office of the Om-
budsman assigned to this task by the Ombuds-
man have the right of access to all premises and
information systems of the inspection subjeft, as
well as the right to have confidential discussions
with the personnel of the office or institution,
persons serving there and its inmates.

SECTION 6
Executive assistance

The Ombudsman has the right to executive assis-
tance free of charge from the authorities as he or
she deems necessary, as well as the right to obtain
the required copies or printouts of the documents
and files of the authorities and other subjects.

SECTION 7
Right of the Ombudsman to information

The right of the Ombudsman to receive informa-
tion necessary for his or her oversight of legality is
regulated by Section 111 (1) of the Constitution.
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SECTION 8
Ordering a police inquiry or a pre-trial
investigation (22.7.2011/811)

The Ombudsman may order that a police inquiry,
as referred to in the Police Act (872/2011), or a
pre-trial investigation, as referred to in the Pre-
trial Investigations Act (805/2011), be carried out
in order to clarify a matter under investigation by
the Ombudsman.

SECTION 9
Hearing a subject

If there is reason to believe that the matter may
give rise to criticism as to the conduct of the sub-
ject, the Ombudsman shall reserve the subject an
opportunity to be heard in the matter before it is
decided.

SECTION 10
Reprimand and opinion

(1) If, in a matter within his or her remit, the
Ombudsman concludes that a subject has acted
unlawfully or neglected a duty, but considers that
a criminal charge or disciplinary proceedings are
nonetheless unwarranted in this case, the Om-
budsman may issue a reprimand to the subject for
future guidance.

(2) If necessary, the Ombudsman may express
to the subject his or her opinion concerning what
constitutes proper observance of the law, or draw
the attention of the subject to the requirements
of good administration or to considerations of
promoting fundamental and human rights.

(3) If a decision made by the Parliamentary
Ombudsman referred to in Subsection 1 contains
an imputation of criminal guilt, the party having
been issued with a reprimand has the right to have
the decision concerning criminal guilt heard by a
court of law. The demand for a court hearing
shall be submitted to the Parliamentary Ombuds-
man in writing within 30 days of the date on
which the party was notified of the reprimand. If
notification of the reprimand is served in a letter
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sent by post, the party shall be deemed to have
been notified of the reprimand on the seventh
day following the dispatch of the letter unless
otherwise proven. The party having been issued
with a reprimand shall be informed without delay
of the time and place of the court hearing, and of
the fact that a decision may be given in the matter
in their absence. Otherwise the provisions on
court proceedings in criminal matters shall be
complied with in the hearing of the matter where
applicable. (22.8.2014/674)

SECTION 11
Recommendation

(1) In a matter within the Ombudsman’s re-
mit, he or she may issue a recommendation to the
competent authority that an error be redressed or
a shortcoming rectified.

(2) In the performance of his or her duties,
the Ombudsman may draw the attention of the
Government or another body responsible for le-
gislative drafting to defects in legislation or official
regulations, as well as make recommendations
concerning the development of these and the
elimination of the defects.

CHAPTER1 a
NATIONAL PREVENTIVE MECHANISM (NPM)
(28.6.2013/495)

SECTION 11 a
National Preventive Mechanism
(28.6.2013/495)

The Ombudsman shall act as the National Pre-
ventive Mechanism referred to in Article 3 of the
Optional Protocol to the UN Convention against
Torture and other Cruel, Inhuman or Degrading
Treatment or Punishment (International Treaty
Series 93/2014 ).
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SECTION11 b
Inspection duty (28.6.2013/495)

(1) When carrying out his or her duties in cap-
acity of the National Preventive Mechanism, the
Ombudsman inspects places where persons are
or may be deprived of their liberty, either by vir-
tue of an order given by a public authority or at
its instigation or with its consent or acquiescence
(place of detention).

(2) In order to carry out such inspections, the
Ombudsman and an official in the Office of the
Ombudsman assigned to this task by the Om-
budsman have the right of access to all premises
and information systems of the place of deten-
tion, as well as the right to have confidential dis-
cussions with persons having been deprived of
their liberty, with the personnel of the place of
detention and with any other persons who may
supply relevant information.

SECTION 11 ¢
Access to information (28.6.2013/495)

Notwithstanding the secrecy provisions, when
carrying out their duties in capacity of the Na-
tional Preventive Mechanism the Ombudsman
and an official in the Office of the Ombudsman
assigned to this task by the Ombudsman have
the right to receive from authorities and parties
maintaining the places of detention information
about the number of persons deprived of their
liberty, the number and locations of the facilities,
the treatment of persons deprived of their liberty
and the conditions in which they are kept, as well
as any other information necessary in order to
carry out the duties of the National Preventive
Mechanism.

SECTION 11 d
Disclosure of information (28.6.2013/495)

In addition to the provisions contained in the

Act on the Openness of Government Activities
(621/1999) the Ombudsman may, notwithstand-
ing the secrecy provisions, disclose information



about persons having been deprived of their lib-
erty, their treatment and the conditions in which
they are kept to a Subcommittee referred to in
Article 2 of the Optional Protocol to the UN Con-
vention against Torture and other Cruel, Inhu-
man or Degrading Treatment or Punishment.

SECTION 11 e
Issuing of recommendations (28.6.2013/495)

When carrying out his or her duties in capacity
of the National Preventive Mechanism, the Om-
budsman may issue the subjects of supervision
recommendations intended to improve the treat-
ment of persons having been deprived of their lib-
erty and the conditions in which they are kept and
to prevent torture and other cruel, inhuman or de-
grading treatment or punishment.

SECTION 11 f
Other applicable provisions (28.6.2013/495)

In addition, the provisions contained in Sections
6 and 8-11 herein on the Ombudsman’s action in
the oversight of legality shall apply to the Om-
budsman’s activities in his or her capacity as the
National Preventive Mechanism.

SECTION 11 g
Independent Experts (28.6.2013/495)

(1) When carrying out his or her duties in ca-
pacity of the National Preventive Mechanism, the
Ombudsman may rely on expert assistance. The
Ombudsman may appoint as an expert a person
who has given his or her consent to accepting this
task and who has particular expertise relevant to
the inspection duties of the National Preventive
Mechanism. The expert may take part in con-
ducting inspections referred to in Section 11 b, in
which case the provisions in the aforementioned
section and Section 11 ¢ shall apply to their com-
petence.
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(2) When the expert is carrying out his or her
duties referred to in this Chapter, the provisions
on criminal liability for acts in office shall apply.
Provisions on liability for damages are contained
in the Tort Liability Act (412/1974).

SECTION 11 h
Prohibition of imposing sanctions
(28.6.2013/495)

No punishment or other sanctions may be im-
posed on persons having provided information to
the National Preventive Mechanism for having
communicated this information.

CHAPTER 2
REPORT TO THE PARLIAMENT
AND DECLARATION OF INTERESTS

SECTION 12
Report

(1) The Ombudsman shall submit to the Par-
liament an annual report on his or her activities
and the state of administration of justice, public
administration and the performance of public
tasks, as well as on defects observed in legislation,
with special attention to implementation of fun-
damental and human rights.

(2) The Ombudsman may also submit a spe-
cial report to the Parliament on a matter he or she
deems to be of importance.

(3) In connection with the submission of
reports, the Ombudsman may make recommen-
dations to the Parliament concerning the elimi-
nation of defects in legislation. If a defect relates
to a matter under deliberation in the Parliament,
the Ombudsman may also otherwise communi-
cate his or her observations to the relevant body
within the Parliament.
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SECTION 13
Declaration of interests (24.8.2007/804)

(1) A person elected to the position of Om-
budsman, Deputy-Ombudsman or as a substitute
for a Deputy-Ombudsman shall without delay
submit to the Parliament a declaration of business
activities and assets and duties and other interests
which may be of relevance in the evaluation of his
or her activity as Ombudsman, Deputy-Ombuds-
man or substitute for a Deputy-Ombudsman.

(2) During their term in office, the Ombuds-
man the Deputy-Ombudsmen and the substitute
for a Deputy-Ombudsman shall without delay
declare any changes to the information referred
to in paragraph (1) above.

CHAPTER 3

GENERAL PROVISIONS ON THE OMBUDSMAN,
THE DEPUTY-OMBUDSMEN AND THE DIRECTOR
OF THE HUMAN RIGHTS CENTRE (20.5.2011/535)

SECTION 14
Competence of the Ombudsman
and the Deputy-Ombudsmen

(1) The Ombudsman has sole competence to
make decisions in all matters falling within his or
her remit under the law. Having heard the opinions
of the Deputy-Ombudsmen, the Ombudsman
shall also decide on the allocation of duties among
the Ombudsman and the Deputy-Ombudsmen.

(2) The Deputy-Ombudsmen have the same
competence as the Ombudsman to consider and
decide on those oversight-of-legality matters that
the Ombudsman has allocated to them or that
they have taken up on their own initiative.

(3) If a Deputy-Ombudsman deems that in
a matter under his or her consideration there is
reason to issue a reprimand for a decision or action
of the Government, a Minister or the President
of the Republic, or to bring a charge against the
President or a Justice of the Supreme Court or the
Supreme Administrative Court, he or she shall re-
fer the matter to the Ombudsman for a decision.
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SECTION 15
Decision-making by the Ombudsman

The Ombudsman or a Deputy-Ombudsman shall
make their decisions on the basis of drafts prepared
by referendary officials, unless they specifically
decide otherwise in a given case.

SECTION 16
Substitution (24.8.2007/804)

(1) If the Ombudsman dies in office or resigns,
and the Parliament has not elected a successor,
his or her duties shall be performed by the senior
Deputy-Ombudsman.

(2) The senior Deputy-Ombudsman shall per-
form the duties of the Ombudsman also when
the latter is recused or otherwise prevented from
attending to his or her duties, as provided for in
greater detail in the Rules of Procedure of the Of-
fice of the Parliamentary Ombudsman.

(3) Having received the opinion of the Consti-
tutional Law Committee on the matter, the Par-
liamentary Ombudsman shall choose a substitute
for a Deputy-Ombudsman for a term in office of
not more than four years.

(4) When a Deputy-Ombudsman is recused
or otherwise prevented from attending to his or
her duties, these shall be performed by the Om-
budsman or the other Deputy-Ombudsman as
provided for in greater detail in the Rules of Pro-
cedure of the Office, unless the Ombudsman, as
provided for in Section 19 a, paragraph 1, invites a
substitute for a Deputy-Ombudsman to perform
the Deputy-Ombudsman’s tasks. When a sub-
stitute is performing the tasks of a Deputy-Om-
budsman, the provisions of paragraphs (1) and (2)
above concerning a Deputy-Ombudsman shall
not apply to him or her.



SECTION 17
Other duties and leave of absence

(1) During their term of service, the Ombuds-
man and the Deputy-Ombudsmen shall not hold
other public offices. In addition, they shall not
have public or private duties that may compro-
mise the credibility of their impartiality as over-
seers of legality or otherwise hamper the appro-
priate performance of their duties as Ombudsman
or Deputy-Ombudsman.

(2) If the person elected as Ombudsman,
Deputy-Ombudsman or Director of the Human
Rights Centre holds a state office, he or she shall
be granted leave of absence from it for the dur-
ation of their term of service as as Ombudsman,
Deputy-Ombudsman or Director of the Human
Rights Centre (20.5.2011/535).

SECTION 18
Remuneration

(1) The Ombudsman and the Deputy-Om-
budsmen shall be remunerated for their service.
The Ombudsman’s remuneration shall be deter-
mined on the same basis as the salary of the Chan-
cellor of Justice of the Government and that of
the Deputy-Ombudsmen on the same basis as the
salary of the Deputy Chancellor of Justice.

(2) If a person elected as Ombudsman or
Deputy-Ombudsman is in a public or private em-
ployment relationship, he or she shall forgo the
remuneration from that employment relationship
for the duration of their term. For the duration of
their term, they shall also forgo any other perqui-
sites of an employment relationship or other of-
fice to which they have been elected or appointed
and which could compromise the credibility of
their impartiality as overseers of legality.

SECTION 19
Annual vacation

The Ombudsman and the Deputy-Ombudsmen
are each entitled to annual vacation time of a
month and a half.
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SECTION 19 a
Substitute for a Deputy-Ombudsman
(24.8.2007/804)

(1) A substitute for a Deputy-Ombudsman
can perform the duties of a Deputy-Ombudsman
if the latter is prevented from attending to them
or if a Deputy-Ombudsman’s post has not been
filled. The Ombudsman shall decide on inviting
a substitute to perform the tasks of a Depu-
ty-Ombudsman. (20.5.2011/535)

(2) The provisions of this and other Acts con-
cerning a Deputy-Ombudsman shall apply mutatis
mutandis also to a substitute for a Deputy-Ombuds-
man while he or she is performing the tasks of a
Deputy-Ombudsman, unless separately otherwise
regulated.

CHAPTER 3 a
HuMAN RIGHTS CENTRE (20.5.2011/535)

SECTION 19 b
Purpose of the Human Rights Centre
(20.5.2011/535)

For the promotion of fundamental and human
rights there shall be a Human Rights Centre
under the auspices of the Office of the Parlia-
mentary Ombudsman.

SECTION 19 €
The Director of the Human Rights Centre
(20.5.2011/535)

(1) The Human Rights Centre shall have a Di-
rector, who must have good familiarity with fun-
damental and human rights. Having received the
Constitutional Law Committee’s opinion on the
matter, the Parliamentary Ombudsman shall ap-
point the Director for a four-year term.

(2) The Director shall be tasked with heading
and representing the Human Rights Centre as
well as resolving those matters within the remit
of the Human Rights Centre that are not assigned
under the provisions of this Act to the Human
Rights Delegation.
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SECTION 19 d
Tasks of the Human Rights Centre
(20.5.2011/535)

(1) The tasks of the Human Rights Centre are:

1) to promote information, education,
training and research concerning funda-
mental and human rights as well as co-
operation relating to them;

2) to draft reports on implementation of
fundamental and human rights;

3) to present initiatives and issue state-
ments in order to promote and imple-
ment fundamental and human rights;

4) to participate in European and interna-
tional cooperation associated with pro-
moting and safeguarding fundamental
and human rights;

5) to take care of other comparable tasks
associated with promoting and im-
plementing fundamental and human
rights.

(2) The Human Rights Centre does not
handle complaints.

(3) In order to perform its tasks, the Human
Rights Centre shall have the right to receive the
necessary information and reports free of charge
from the authorities.

SECTION 19 e
Human Rights Delegation (20.5.2011/535)

(1) The Human Rights Centre shall have a
Human Rights Delegation, which the Parliamen-
tary Ombudsman, having heard the view of the
Director of the Human Rights Centre, shall appoint
for a four-year term. The Director of the Human
Rights Centre shall chair the Human Rights Del-
egation. In addition, the Delegation shall have not
fewer than 20 and no more than 40 members. The
Delegation shall comprise representatives of civil
society, research in the field of fundamental and
human rights as well as other actors participating
in the promotion and safeguarding of fundamental
and human rights. The Delegation shall choose
a deputy chair from among its own number. If
a member of the Delegation resigns or dies mid-
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term, the Ombudsman shall appoint a replacement
for him or her for the remainder of the term.

(2) The Office Commission of the Eduskunta
shall confirm the remuneration of the members
of the Delegation.

(3) The tasks of the Delegation are:

1) to deal with matters of fundamental and
human rights that are far-reaching and
important in principle;

2) to approve annually the Human Rights
Centre’s operational plan and the Cen-
tre’s annual report;

3) to act as a national cooperative body for
actors in the sector of fundamental and
human rights.

(4) A quarum of the Delegation shall be present
when the chair or the deputy chair as well as at
least half of the members are in attendance. The
opinion that the majority has supported shall con-
stitute the decision of the Delegation. In the event
of a tie, the chair shall have the casting vote.

(5) To organise its activities, the Delegation
may have a work committee and sections. The
Delegation may adopt rules of procedure.

CHAPTER3 b
OTHER TASKS (10.4.2015/374)

SECTION 19 f (10.4.2015/374)

Promotion, protection and monitoring of
the implementation of the Convention on
the Rights of Persons with Disabilities

The tasks under Article 33(2) of the Convention
on the Rights of Persons with Disabilities con-
cluded in New York in 13 December 2006 shall be
performed by the Parliamentary Ombudsman,
the Human Rights Centre and its Human Rights
Delegation.



CHAPTER 4
OFFICE OF THE PARLIAMENTARY OMBUDSMAN
AND THE DETAILED PROVISIONS

SECTION 20 (20.5.2011/535)
Office of the Parliamentary Ombudsman
and detailed provisions

For the preliminary processing of cases for deci-
sion by the Ombudsman and the performance
of the other duties of the Ombudsman as well as
for the discharge of tasks assigned to the Human
Rights Centre, there shall be an office headed by
the Parliamentary Ombudsman.

SECTION 21

Staff Regulations of the Parliamentary
Ombudsman and the Rules of Procedure
of the Office (20.5.2011/535)

(1) The positions in the Office of the Parlia-
mentary Ombudsman and the special qualifica-
tions for those positions shall be set forth in the
Staff Regulations of the Parliamentary Ombuds-
man.

(2) The Rules of Procedure of the Office of the
Parliamentary Ombudsman shall contain more
detailed provisions on the allocation of tasks among
the Ombudsman and the Deputy-Ombudsmen.
Also determined in the Rules of Procedure shall be
substitution arrangements for the Ombudsman,
the Deputy-Ombudsmen and the Director of the
Human Rights Centre as well as the duties of the
office staff and the cooperation procedures to be
observed in the Office.

(3) The Ombudsman shall confirm the Rules
of Procedure of the Office having heard the views
of the Deputy-Ombudsmen and the Director of
the Human Rights Centre.
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CHAPTERS
ENTRY INTO FORCE
AND TRANSITIONAL PROVISION

SECTION 22
Entry into force

This Act enters into force on 1 April 2002.

SECTION 23
Transitional provision

The persons performing the duties of Ombuds-
man and Deputy-Ombudsman shall declare their
interests, as referred to in Section 13, within one
month of the entry into force of this Act.

ENTRY INTO FORCE AND APPLICATION
OF THE AMENDING ACTS:

24.8.2007/804
This Act entered into force on 1 October 2007.

20.5.2011/535

This Act entered into force on 1 January 2012
(Section 3 and Section 19 a, subsection 1 on 1 June
2011).

22.7.2011/811
This Act entered into force on 1 January 2014.

28.6.2013/495
This Act entered into force on 7 November 2014

(Section 5 on 1 July 2013).

22.8.2014/674
This Act entered into force on 1 January 2015.

10.4.2015/374
This Act entered into force on 10 June 2016.

217



APPENDIXES
APPENDIX 1

Act on the Division of Duties between the Chancellor
of Justice and the Parliamentary Ombudsman

21 December 1990 (1224/1990)

SECTION 1

The Chancellor of Justice is released from the
obligation to monitor compliance with the law
in issues within the remit of the Parliamentary
Ombudsman concerning:

1) the Ministry of Defence, excluding the over-
sight of legality of the official activities of the
Government and its members, the Defence Forc-
es, the Border Guard, the crisis management per-
sonnel referred to in the Act on Military Crisis
Management (211/2006), the National Defence
Training Association of Finland (MPK) referred
to in chapter 3 of the Act on Voluntary National
Defence (556/2007) as well as military court pro-
ceedings; (11.5.2007/564)

2) the apprehension, arrest, remand and travel
ban as well as taking into custody or other depri-
vation of liberty referred to in the Coercive Meas-
ures Act (806/2011);

3) prisons and other institutions, to which
persons have been admitted against their will.

(22.7.2011/813)

The Chancellor of Justice is also released from
handling an issue within the remit of the Om-
budsman initiated by a person, whose liberty has
been restricted by remand or arrest or by other
means.

SECTION 2
In cases referred to in section 1, the Chancellor of
Justice must refer the matter to the Ombudsman,

unless there are special reasons for deeming it
appropriate to resolve the matter him-/herself.
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SECTION 3

The Chancellor of Justice and the Ombudsman
may also mutually transfer other issues within
the remit of both parties, when the transfer can
be considered to speed up the processing of the
issue or if it is justified for other special reasons.
In cases related to complaints, the complainant
must be notified about the transfer.

SECTION 4

This act shall enter into force on 1 January 1991.

This act repeals the Act on the Principles of
the Division of Duties between the Chancellor of
Justice and the Parliamentary Ombudsman, issued
on 10 November 1933 (276/33), as well as the Act
on Releasing the Chancellor of Justice from Cer-
tain Duties issued on the same day (275/33).

When this act enters into force, it shall apply
to the cases pending in the Office of the Chan-
cellor of Justice as well as the Office of the Parlia-
mentary Ombudsman.
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Rules of Procedure of the Parliamentary Ombudsman

5 March 2002 (209/2002)

Under section 52(2) of the Constitution of Fin-
land, the Finnish Parliament has approved the
following rules of procedure for the Parliamentary
Ombudsman:

SECTION 1
STAFF OF THE OFFICE OF
THE PARLIAMENTARY OMBUDSMAN

The potential posts in the Office of the Parliamen-
tary Ombudsman include the post of secretary
general, principal legal adviser, senior legal adviser,
legal adviser, on-duty lawyer, investigating officer,
information officer, notary, departmental sec-
retary, filing clerk, records clerk, assistant filing
clerk and office secretary. Other officials may also
be appointed to the Office.

Within the limits of the budget, officials may
be employed by the Office of the Parliamentary
Ombudsman in fixed-term positions.

SECTION 2
QUALIFICATION REQUIREMENTS OF THE STAFF

The qualification requirements are:

1) the secretary general, principal legal adviser,
senior legal adviser and legal adviser have a Mas-
ter of Laws degree or a different master’s degree as
well as the experience in public administration or
working as a judge required for the task; and

2) those working in other positions have a
master’s degree suitable for the purpose or other
education and experience required by their duties.

SECTION 3
APPOINTING OFFICIALS

The Ombudsman appoints the officials of his/her
office.

SECTION 4
LEAVE OF ABSENCE

The Ombudsman grants a leave of absence to the
officials of the Office of the Parliamentary Om-
budsman.

SECTION 5
ENTRY INTO FORCE

These rules of procedure shall enter into force
on 1 April 2002.

These rules of procedure repeal the rules of
procedure of the Parliamentary Ombudsman
issued on 22 February 2000 (251/2000).
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Division of labour between the Ombudsman
and the Deputy-Ombudsmen

OMBUDSMAN Mr PETRI JAASKELAINEN
decides on matters concerning:

the highest organs of state

questions involving important principles

the police, the Emergency Response Centre
and rescue services

public prosecutor, excluding matters concern-
ing the Office of the Prosecutor General
legal guardianship

language legislation

asylum and immigration

the rights of persons with disabilities

covert intelligence gathering and intelligence
operations

the coordination of the tasks of the National
Preventive Mechanism against Torture and
reports relating to its work

matters concerning statements issued by

the administrative branch of the Ministry

of Justice

DepuTY-OMBUDSMAN Mr PASI POLONEN
decides on matters concerning:
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courts, judicial administration and legal aid
the Office of the Prosecutor General
Criminal sanctions field

distraint, bankruptcy and dept arrangements
social insurance

income support

early childhood education and care,
education, science and culture

labour administration

unemployment security

military matters, Defence Forces

and Border Guard

data protecton, data management

and telecommunications

DEPUTY-OMBUDSMAN Ms MAIJA SAKSLIN
decides on matters concerning:

- social welfare

- children’s rights

- rights of the elderly

- health care

- municipal affairs

- the autonomy of the Aland Islands
- taxation

- traffic and communications

- environmental administration
- agriculture and forestry

- Sami affairs

- Customs

- church affairs
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Proposals for the development of legislation
and regulations and for the redressing of errors

To THE CITY OF HELSINKI'S SOCIAL SERVICES
AND HEALTH CARE DIvISION

- In the view of Sarja, the Substitute for a
Deputy-Ombudsman, the City’s permanent

instructions on care supplies for patients with

diabetes do not take into account the needs
of individuals and, therefore, they are in con-

flict with the Act on the Status and Rights of

Patients as well as the Health Care Act. He
proposed that the City take action to modify
the instructions (268/2018).

To THE MINISTRY OF JUSTICE

- Ombudsman Jddskeldinen proposed that the
Ministry consider adding information to the
notice of voting entitlement to state that the
voter should always check the Ministry of
Justice’s election website for the latest infor-
mation on advance polling stations abroad
(2319/2019).

- Deputy-Ombudsman Sakslin considered legis-

lation on photography in health care units to
be necessary (3016/2018)

- Deputy-Ombudsman Sakslin agreed with the
proposals included in the Constitutional Law
Committee’s statements (PeVL 62/2018 vp and
7/2019 vp) concerning the necessity and urgen-

cy of appropriate regulations on automated
decision-making. She stated that the need to
regulate automated decision-making should
be assessed without delay (3379/2018)

- Deputy-Ombudsman P6lénen proposed that

the regulations prohibiting smoking in prisons

be amended for greater clarity (5349/2019)
- Inamatter pertaining to the placement of a

prisoner in a unit, Deputy-Ombudsman P6l6-
nen found that the obligations on registration

and decision-making have been legislated

in a haphazard and unsystematic manner
(6065/2016)

Deputy-Ombudsman P6lonen stated that the
Imprisonment Act includes no provisions on
the right to issue rules of a lower order than
an act of parliament concerning the taking

of urine samples and that the guidelines con-
cerning monitoring of the provision of urine
samples should be amended for greater clarity
(6034/2016)

Deputy-Ombudsman Pdlénen considered the
registration and decision-making obligation

in the case of inmates’ ward placements to be
fragmented and unsystematic (6065/2016)
Deputy-Ombudsman P6lonen stated that the
Imprisonment Act includes no provisions

on when a prisoner can be placed in an open
institution for a fixed period and when a place-
ment decision is made for an indefinite period
(1512/2018)

Deputy-Ombudsman Polonen stated that the
Imprisonment Act does not expressly stipulate
who should decide on the immediate transfer
of a prisoner from an open institution to a
closed prison, decision-making powers outside
normal working hours, and decisions on im-
mediate transfers are not mentioned in the
provisions of the Imprisonment Act concern-
ing the right to appeal (6554/2018)

In the view of Deputy-Ombudsman P6lonen,
the rules on whether prisoners are given pos-
session of a smartphone and allowed to use the
internet when they are outside the institution
on the basis of study or civilian work release or
permission to be absent vary from one prison
to another. He called for the regulations to

be amended for greater clarity (1786/2017 and
3293/2019)

Deputy-Ombudsman Polonen stated that
there are grounds for amending the provisions
of the Imprisonment Act on the withholding
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of letters or postal items and the handover of
possession of property (1941/2018)
Deputy-Ombudsman P6lonen stated that the
Imprisonment Act does not specify which
matters should be considered significant
when making decisions, as the Act permits
prisoners to supply money and other means
of payment via the prison to a party outside
the prison or another prisoner for justified
reasons (5366/2018)

To THE MINISTRY OF EDUCATION AND CULTURE

Deputy-Ombudsman P6lonen proposed that
the Ministry assess whether the Universities
Act should be amended with regard to the
election of a chairperson to the academic
board of a foundation university (1327/2018)

To THE NATIONAL POLICE BOARD OF FINLAND

In the view of Ombudsman Jadskeldinen, the
Act on Treating Intoxicated Persons should
be reassessed (4103/2016)

Ombudsman Jiiskeldinen considers it neces-
sary to harmonise the processing of the per-
sonal data and guidance of persons deprived
of their liberty (4489/2017)

To THE CRIMINAL SANCTIONS AGENCY

Deputy-Ombudsman P6lénen stated the

view that when the public authorities prevent
smoking in a way that may lead to prisoners
suffering from withdrawal symptoms, it is jus-
tified for nicotine substitutes to be made avail-
able to prisoners at the prison’s expense for as
long as the symptoms persist (5349/2019)

In the view of Deputy-Ombudsman P6lonen,
prisons’ guidelines on overseeing the provision
of urine samples should be amended to state
that the prisoner’s provision of the sample
should not be monitored to a greater degree
than is essential and that the monitoring
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should be conducted as discreetly as possible
(6034/2016)

Deputy-Ombudsman Polonen stated that
the regulations concerning the storage of a
prisoner’s property had not been amended
despite the promise of an amendment in 2017
(6554/2018)

Deputy-Ombudsman P6lonen proposed that
consideration be given to whether amend-
ments are required to the guidelines that call
for a prisoner to be given possession of the
products purchased by the prisoner from the
shop in the institution when the prisoner is
transferred from one closed prison to another
unless the prison can provide justification
for preventing the prisoner from having the
product (1653/2018)

To THE MINISTRY OF THE INTERIOR

According to Ombudsman Jddskeldinen, the
provision of food to persons deprived of their
liberty and the processing of personal data

in police prisons should be subject to more
detailed regulations when the Act on the
Treatment of Persons in Police Custody is
reformed (59/2018 and 4488/2017)

In Ombudsman Jaddskeldinen’s opinion, there
are grounds for assessing the need to amend
the registration provision for greater clarity
when the Act on the Treatment of Persons in
Police Custody is reformed (4489/2017)

To THE MINISTRY OF SOCIAL AFFAIRS
AND HEALTH

In Deputy-Ombudsman Sakslin’s view, the
lack of legislation for providing patients
ordered to involuntary treatment with op-
portunities to purchase foodstuffs and other
items for personal use during their treatment
periods is a shortcoming (3952/2018)
Deputy-Ombudsman Sakslin proposed that
the Communicable Diseases Act be amended
so that it also applies to care provided at home

(2273/2018)



To THE CiTY OF TURKU'S WELFARE DIVISION

Deputy-Ombudsman Sakslin called upon the
health care service organisations in the welfare
division to investigate appropriate procedures
and review its guidance on medical rehabilita-
tion aids so that it corresponds to the national
guidelines on the grounds for providing aids
and ensures that individual needs assessments
are taken into consideration (487/2018)

To THE MINISTRY OF ECONOMIC AFFAIRS
AND EMPLOYMENT

Deputy-Ombudsman P6lonen stated that the
instructions on independent study supported
by unemployment benefits should more clear-
ly state that the general criteria, as set out in
the rules concerning the granting of benefits,
are related to an assessment of the applicant’s
need for services and that the instructions
should highlight the matters that should be
considered when assessing the need for servic-
es (2244/2018 and 1133 and 1872/2019)
According to Deputy-Ombudsman P6lonen,
the Ministry should consider taking meas-
ures to clarify the public administrative tasks
carried out by Business Finland Oy in order to
ensure that the company’s duties are based on
authorisation in accordance with section 124
of the Constitution of Finland (883/2018)

To THE MINISTRY OF FINANCE

Ombudsman Jddskeldinen made the Ministry
aware of the practical problems inherent in ap-
plying the State Indemnity Act which should
be taken into consideration in the guidance for
state indemnity operations and in the drafting
of regulations (447/2018)
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To THE NATIONAL SUPERVISORY AUTHORITY
FOR WELFARE AND HEALTH (VALVIRA)

Deputy-Ombudsman Sakslin proposed that
Valvira use the means available to it to instruct
hospital districts to intervene more effectively
in the event of medication errors and ensure
that home-care clients receive the correct
medications at the correct times (3230/2018)
Deputy-Ombudsman Sakslin stated that the
terminology used for the delimitation of pa-
tient care is ambiguous (722/2018)
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Inspections

» = unannounced inspection

COURTS

- 11 September Helsinki District Court, deten-
tion facilities for persons deprived of their

liberty® (5072/2019)

FINNISH PROSECUTION SERVICE

- 11 April Oulu Prosecution Authority, main
office in Oulu (1952/2019)

POLICE ADMINISTRATION

- 27 February Espoo Central Police Station,
detention facilities for persons deprived of
their liberty® (1201/2019)

- 12 March Helsinki Police Station, preliminary
proceedings unit (1457/2019)

- 10 April Raahe Police Station, detention
facilities for persons deprived of their liberty”
(1950/2019)

- 10 April Haukipudas Police Station, detention
facilities for persons deprived of their liberty®
(1954/2019)

- 11 April Oulu Police Department (1951/2019)

- 27 May Tampere Central Police Station,
detention facilities for persons deprived of
their liberty” (2982/2019)

- 28 May The Police University College, in
Tampere (2924/2019)

- 1July Himeenlinna Police Station, police
prison” (3621/2019)

- 1July Hyvinkad Police Station, police prison®
(3622/2019)

- 1]July Jarvenpdad Police Station, police prison”
(3623/2019)

- 6 November Lappeenranta police station,
detention facilities for persons deprived of

their liberty” (5999/2019)
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- 6 November Imatra police station, detention
facilities for persons deprived of their liberty®
(6000/2019)

- 11 December National Police Board, in
Helsinki (7050/2019)

DEFENCE FORCES AND BORDER GUARD

- 26 February The Defence Command Finland
(476/2019)

- 17 April Utti Jaeger Regiment (1964/2019)

- 17 April Utti Jaeger Regiment, detention
facilities for persons deprived of their liberty
(2420/2019)

- 13 June The Border and Coast Guard Academy,
in Imatra (3141/2019)

- 15-19 September Finnish crisis management
force in Lebanon (1380/2019)

- 16 December Border Guard Headquarters,
in Helsinki (2421/2019)

- 16 December Border Guard Headquarters,
covert coercive measures and intelligence
gathering, in Helsinki (7062/2019)

CRIMINAL SANCTIONS

- 8 April Vilppula Prison (1592/2019)

- 7-8 May Jokela Prison (1936/2019)

- 28-29 May Turku Prison (2449/2019)

- 28 May Psychiatric Prison Hospital, Turku
Unit (2570/2019)

- 29 May the Health Care Services for Prisoners:
Turku Prison Outpatient Clinic (2571/2019)

- 25 June Vanaja Prison, Ojoinen Unit,
in Himeenlinna (3420/2019)

- 20 August Prisoner transport by train®

(4575/2019)



- 5-7 November Sukeva Prison (5291/2019)
- 6 November Health Care Services for
Prisoners: Sukeva Prison Outpatient Clinic

INDEBTEDNESS AND DISTRAINT

- 24 September National Administrative Office

for Enforcement, in Turku (3596/2019)
- 24 September Legal Aid Office of Southwest
Finland, financial and debt advice, in Turku

(6732/2019)

ALIENS AFFAIRS

- 25 June Tampere Reception Centre (3440/2019)

- 12 December Detention Unit in Helsinki®
(6841/2019)

SOCIAL WELFARE/CHILDREN

- 28-29 October youth home Jaloverso, special

child protection unit for young substance
abusers, in Hollola” (5930/2019)

SOCIAL WELFARE/PERSONS WITH DISABILITIES

- 21 March Mehildinen: Omakoti Oiva, housing

services for adults with severe disabilities?,
in Vantaa (1683/2019)

- 21 March Mehildinen: temporary care home
Alma", in Vantaa (1684/2019)

— 4 April Eteva: Nurmijdrvi housing services
and Ohjastie housing units” (2008/2019)

- 5 November KTO Support and competence
centre for persons with learning disabilities,
Medical care, research and rehabilitation
LAKU, in Paimio (5491/2019)

- 5 November KTO Support and competence
centre for persons with learning disabilities,
Neuropsychiatric research and rehabilitation
unit NEPSY1, in Paimio (6769/2019)
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- 5 November KTO Support and competence
centre for persons with learning disabilities,
Neuropsychiatric research and rehabilitation
unit NEPSY2, in Paimio (6770/2019)

- 5 November KTO Support and competence
centre for persons with learning disabilities,
Neuropsychiatric research and rehabilitation
unit for children and adolescents LANEKU,
in Paimio (6771/2019)

- 5 November KTO Support and competence
centre for persons with learning disabilities,
Neuropsychiatric crisis and research unit
KEPSY, in Paimio (6772/2019)

SOCIAL WELFARE/ELDERLY UNITS

- 19 March City of Raasepori: Mariakoti®,
in Pohja (1764/2019)

- 19 March Folkhilsan: Villa Rosa, 24-hour
residential service”, in Meltola (1765/2019)

- 28 March Pihlajakoti, 24-hour residential
service”, in Padasjoki (1842/2019)

- 10 April Akseli: Moisiokoti, 24-hour residential
service, in Nousiainen” (2010/2019)

- 10 April Service centre Lizeliuskoti, 24-hour
residential service, in Myndmaki® (2009/2019)

- 11 June Kymsote: City-koti, 24-hour residential
service, in Kotka” (3015/2019)

- 13 June City of Heinola: housing service
unit Mantyld, 24-hour residential service”
(3016/2019)

- 4 July Helsinki Seniorisdatio: Pakilakoti,
old people’s home® (3763/2019)

- 27 August and 1 October Keusote: Vaahtera-
koti, 24-hour residential service, in Jarvenpda®
(4743/2019)

- 2 September Esperi Care: Esperi Care
Home Niva, 24-hour residential service,
in Rovaniemi” (4921/2019)

- 3 September Pelkosenniemi municipal
home care (4738/2019)

- 3 September Pelkosenniemi municipality:
Service home Onnela® (5023/2019)

- 3 September Savukoski municipality: Saukoti,
service housing unit with 24-hour assistance?
(4922/2019)
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- 4 September Salla municipal home care
(4739/2019)

- 17 October Lempadld municipality:
Himminkoto, 24-hour residential service”
(5595/2019)

- 17 October Lempddld municipal home care
(5596/2019)

- 29 October Villa Mintykoto, 24-hour residen-
tial service, in Hyvinkda® (5880/2019)

- 5 November Humana: Kotikyld Sammonkoti,
24-hour residential service, in Jyviskyld®
(6032/2019)

- 5 November Service centre Lehtiniemi:
Saarelmakoti and Suvanto-koti”, in Keuruu
(6033/2019)

- 6 November City of Jyvaskyld home care
(5789/2019)

HEALTH CARE

- 27 February City of Espoo, sobering-up
station” (1202/2019)

- 26 March City of Espoo, Espoo Hospital
(1706/2019)

- 26 March HUS: Jorvi Hospital, joint
emergency clinic (1707/2019)

- 8-9 May City of Vantaa, Katriina Hospital
(2458/2019)

- 9 May HUS: geriatric psychiatric research
and care in Katriina Hospital” (2759/2019)

- 15 May Vantaa Hospital, acute geriatric unit
in Peijas Hospital® (2456/2019)

- 11 June Satakunta Hospital District:
Satakunta Hospital, joint emergency clinic”
in Pori (3009/2019)

- 11 June Keski-Satakunta joint authority
for health care: Harjavalta Health Centre
Hospital, in-patient ward® (3264/2019)

- 11-12 June Satakunta Hospital District,
Harjavalta Hospital” (2301/2019)

- 13 June Pori City Hospital” (3007/2019)

- 3 September Pelkosenniemi-Savukoski joint
authority for public health: in-patient ward
at Pelkosenniemi health centre” (5022/2019)
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- 14 October TAYS, Pitkdaniemi Hospital,
geriatric psychiatry® (5592/2019)

- 16 October City of Tampere, Hatanpdin
puistosairaala, geriatric psychiatric wards”
(5593/2019)

SOCIAL INSURANCE

- 21 March Kela, Cooperation meeting
- 25 April Appeals Board for Social Security Af-
fairs (SAMU) (2006/2019)

LABOUR AND UNEMPLOYMENT SECURITY

- 21 May Uusimaa TE Office, Helsinki centre
office (2900/2019)

- 21 November Central Finland Employment
and Economic Development Office
(5860/2019)

- 21 November City of Jyvaskyld, employment
services (5861/2019)

- 21 November Multidisciplinary joint service
for promoting employment in southern
Central Finland, in Jyvaskyla (5862/2019)

EDUCATION AND EARLY CHILDHOOD EDUCATION

17 May International School of Vantaa

(2638/2019)

- 22 May Haaga-Helia University of Applied
Sciences, in Pasila (2550/2019)

- 5 June City of Helsinki, nursery school
Lehtisaari® (3136/2019)

- 5 June City of Espoo, Roosaliina nursery
school” (3137/2019)

- 27 August City of Kotka Department of
Education (4029/2019)

- 27 August City of Kotka, Otsola school

(4775/2019)
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OTHER INSPECTIONS

- 8 April Polling stations for advance voting

in general elections:
- S-Market Nisi”, in Porvoo (1670/2019*

includes all inspected polling stations)

- Council chamber of the municipal
administration”, in Pornainen (2128/2019)

- Monninkyli library?, in Askola (2129/2019)

- Service point at the Onni well-being
centre”, in Pukkila (2130/2019)

- Municipal administration®, in Myrskyld
(2132/2019)

- Municipal hall?, in Lapinjdrvi (2134/2019)

- Liljendali rural department®, in Loviisa
(2135/2019))

- 22 May The Office of the Data Protection
Ombudsman (2292/2019)

- 26 May Polling stations for European
parliament elections:

- Kaivoksela school”, in Vantaa (2657/2019*
includes all inspected polling stations)

- Adult education centre?, in Rithimaki
(3107/2019)

- West Loppi school?, in Loppi (3111/2019)

- Teuro school”, in Tammela (3112/2019)

- Theatre building”, in Forssa (3113/2019)

- Municipal administration”, in Jokioinen
(3114/2019)

- Kirkkomaiki school?, in Somero (3115/2019)

- Suomusjdrvi library”, in Salo (3116/2019)

- 10-11 September Tuomas and Sakari systems
at Helsinki District Court and Helsinki
Prosecution Authority (1406/2019)

- 24 September Legal Aid Office of Southwest
Finland, in Turku (4709/2019)

- 22 November Project office for the project
to develop an enterprise resource planning
and document management system for the
Administrative Courts and specialist courts
(HAIPA), in Helsinki (5487/2019)

- 4 December Office of the Intelligence
Ombudsman (6829/2019)

- 17 December Customs: Customs office in
Turku, detention facilities for persons deprived
of their liberty® (7048/2019)
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Staff of the Office of the Parliamentary Ombudsman

PARLIAMENTARY OMBUDSMAN
Mr Petri Jadskeldinen, LL.D., LL.M. with
court training

DepuTY-OMBUDSMEN
Ms Maija Sakslin, LL.Lic.
Mr Pasi Pélonen, LLD., LL.M. with court training

SECRETARY GENERAL
Ms Pdivi Romanov, LL.M. with court training

PRINCIPAL LEGAL ADVISERS
Mr Mikko Eteldpdd, LL.M. with court training
Mr Juha Haapamadki, LL.M. with court training
Mr Jarmo Hirvonen, LL.M. with court training
Mr Erkki Hinnikdinen, LL.M.
Ms Kirsti Kurki-Suonio, LL.D.
Ms Ulla-Maija Lindstrém, LL.M.
Ms Riitta Lansisyrjd, LL.M. with court training
Mr Juha Niemeld, LL.M. with court training
Mr Jari Pirjola, LL.D., MLA.
Mr Pasi Polonen, LL.D., LL.M. with court
training (on leave)
Ms Anu Rita, LL.M. with court training
Mr Tapio Rity, LL.M.
Mr Mikko Sarja, LL.Lic., LL.M. with court training
Mr Hakan Stoor, LL.Lic., LL.M. with court training
Ms Kaija Tanttinen-Laakkonen, LL.M.

SENIOR LEGAL ADVISERS

Ms Terhi Arjola-Sarja, LL.M. with court training

Ms Elina Castrén, LL.M. with court training

Mr Kristian Holman, LL.M., M.Sc. (Admin.)

Ms Lotta Himeen-Anttila, M.Soc.Sc. (on fixed
term since 24 June)

Ms Riikka Jackson, LL.M.

Ms Marja-Liisa Judstrom, LL.M. with court
training

Ms Minna Ketola, LL.M. with court training
(on leave 15 January-31 July)

Mr Juha-Pekka Konttinen, LL.M.

228

Ms Heidi Laurila, LL.M. with court training

Ms Kaisu Lehtikangas, M.Soc.Sc. (on fixed term
since 15 August).

Mr Juho Martikainen, M.Sc.(Admin.), LL.M. with
court training

Ms Pdivi Pihlajisto, LL.M. with court training

Ms Piatta Skottman-Kiveld, LL.M. with court
training

Ms Iisa Suhonen, LL.M. with court training

Ms Mirja Tamminen, LL.M. with court training

MTr Jouni Toivola, LL.M.

Ms Piivi Vainio (on fixed term, 4 March-30 June)

Mr Matti Vartia, LL.M. with court training

Ms Minna Verronen, LL.M. with court training

Ms Susanna Wihd, M.Sc. (Admin.)
(on fixed term since 1 November)

Ms Pirkko Aijili-Roudasmaa, LL.M. with court
training (on leave)

ON-DUTY LAWYERS

Ms Jaana Romakkaniemi, LL.M. with court
training

Ms Pia Wirta, LL.M. with court training

INFORMATION OFFICER
Ms Citha Dahl, M.A.

INFORMATION MANAGEMENT SPECIALIST
Mr Janne Madetoja, M.Sc. (Admin.)

INVESTIGATING OFFICERS
Mr Peter Fagerholm, M.Sc. (Admin.)
Ms Annika Finnberg, M.Sc. (Admin.)
(on fixed term since 1 October)
Mr Reima Laakso (on leave since 1 October)

NOTARIES

Ms Sanna-Kaisa Frantti

Ms Johanna Koli, M.Soc.Sc. (on fixed term
since 26 August)

Ms Taru Koskiniemi, LL.B.



Ms Kaisu Lehtikangas, M.Soc.Sc. (on leave since
15 August)

Ms Eeva-Maria Tuominen, M.Sc.(Admin.), LL.B.

Ms Riina Tuominen, M.Sc. (Admin.) (since 1 July)

ADMINISTRATIVE SECRETARY
M:s Eija Einola

FiLING CLERK
Ms Helena Kataja

ASSISTANT FILING CLERK
Ms Anu Forsell

DEPARTMENTAL SECRETARIES
Ms Piivi Ahola
Ms Mervi Stern
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CASE MANAGEMENT SECRETARY

Ms Nina Moisio, M.Soc.Sc., M.A. (on leave
since 15 August)

Ms Anna-Liisa Tapio (on fixed term since
15 August)

ASSISTANT FOR INTERNATIONAL AFFAIRS
Ms Tiina Mikinen

OFFICE SECRETARIES
Ms Minna Haapaniemi (on fixed term
since 1 April)
Ms Johanna Hellgren
Ms Sari Holappa
Mr Mikko Kaukolinna
Ms Krissu Keindnen
Ms Virpi Salminen
Ms Anna-Liisa Tapio (on leave since 15 August)

Staff of the Human Rights Centre

DIRECTOR
Ms Sirpa Rautio, LL.M. with court training

EXPERTS

Ms Sanna Ahola, LL.M. (on fixed term
since 8 March)

Mr Mikko Joronen, M.Pol.Sc.

Ms Kristiina Kouros, LL.M.
(on leave till 31 January)

Ms Leena Leikas, LL.M. with court training

COORDINATOR FOR INTERNATIONAL AFFAIRS
Ms Elina Hakala, M.Soc.Sc. (till 31 October,
on leave 21 February-31 October)

ASSISTANT
Ms Katariina Huhta (since 24 April)
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Statistical data on the Ombudsman’s work in 2019

MATTERS UNDER CONSIDERATION

Oversight-of-legality cases under consideration 8,071
Cases initiated in 2019 6,444
- complaints to the Ombudsman 6,223
- complaints transferred from

the Chancellor of Justice 44
- taken up on the Ombudsman'’s own initiative 95
- submissions and attendances at hearings 82
Cases held over from previous years 1,627
Cases resolved 6,204
Complaints 6,057
Taken up on the Ombudsman’s own initiative 63
Submissions and attendances at hearings 84
Cases held over to the following year 1,867
Other matters under consideration 1,118
Inspections 110
Administrative matters in the Office 953
International matters 55
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OVERSIGHT OF PUBLIC AUTHORITIES

Complaint cases

Social welfare

Police

Health

Criminal sanctions field
Social insurance

Administrative branch of the Ministry
of Economic Affairs and Employment

Administrative branch of
the Ministry of Education and Culture

Administration of law
Enforcement (distraint)

Local government

Highest organs of government
Administrative branch of

the Ministry of Transport and Communications

Aliens affairs and citizenship

Administrative branch of the Ministry
of Environment

Taxation

Administrative branch of the Ministry of Justice

Administrative branch of
the Ministry of Agriculture and Forestry

Guardianship
Prosecutors

Administrative branch of the Ministry of Defence
Administrative branch of the Ministry of Finance
Administrative branch of the Ministry of the Interior

Customs

Administrative branch of
the Ministry for Foreign Affairs

Other administrative branches

1,088
712
631
456
455

329

243

229
200
192
178

168
158
129

117
78

77

73
63
47
35
24
10

10
355

6,057

APPENDIXES
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OVERSIGHT OF PUBLIC AUTHORITIES

Taken up on the Ombudsman’s own initiative 63

Social welfare 14
Health 12
Police

Criminal sanctions field

Administrative branch of
the Ministry of Education and Culture

Local government
Administrative branch of the Ministry of Defence
Customs

Administrative branch of the Ministry
of Economic Affairs and Employment

Administration of law

Administrative branch of
the Ministry of Transport and Communications

Prosecutors
Aliens affairs and citizenship

Administrative branch of
the Ministry for Foreign Affairs

Taxation

- N Wwhrh U1 O~

RN

_

Total number of decisions 6,120
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MEASURES TAKEN BY THE OMBUDSMAN

Complaints

Decisions leading to measures on the part of the Ombudsman

- prosecution
- assessment of the need for pre-trial investigation
- reprimands
- opinions
- as a rebuke
- for future guidance
- recommendations
- to redress an error or rectify a shortcoming
- to develop legislation or regulations
- to provide compensation for a violation
- to rech an agreed settlement
- matters redressed in the course of investigation
- other measure
- to rech an agreed settlement

No action taken, because

- no incorrect procedure found

- no grounds
- to suspectillegal or incorrect procedure
- for the Ombudsman’s measures

Complaint not investigated, because

- matter not within Ombudsman’s remit

- still pending before a competent authority
or possibility of appeal still open

- unspecified

- transferred to Chancellor of Justice

- transferred to Prosecutor-General

- transferred to Regional State Administrative Agency

- transferred to other authority

- older than two years

- inadmissible on other grounds
- no answer

- answer without measures

438
222

1,430
1,130

59
660

41

22
88

194
2,560

202

909
504
27
10
66
120
126
35
96
334
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6,057

874

2,754

2,429
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MEASURES TAKEN BY THE OMBUDSMAN

Taken up on the Ombudsman’s own initiative

Decisions leading to measures on the part of the Ombudsman

prosecution

assessment of the need for pre-trial investigation
reprimands

opinions

- as a rebuke

- for future guidance

recommendations

- to redress an error or rectify a shortcoming

- to develop legislation or regulations

- to provide compensation for a violation

- to rech an agreed settlement

matters redressed in the course of investigation
other measure

action taken, because

no incorrect procedure found

no grounds

- to suspect illegal or incorrect procedure
- for the Ombudsman’s measures

Own initiative not investigated, because
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still pending

transferred to other authority
inadmissible on other grounds
no answer

— 00 |

—_

U1 O~

63

47
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INCOMING CASES BY AUTHORITY

Social welfare 1,112
Police 752
Health 698
Social insurance 469
Criminal sanctions field 385
Administrative branch of the Ministry 322
of Economic Affairs and Employment
Administrative branch of the Ministry 256
of Education and Culture
Administration of law 223
Local government 213
Highest organs of government 205
Enforcement (distraint) 200
Administrative branch of the Ministry 168
of Transport and Communications
Aliens affairs and citizenship 161
Taxation 140
Administrative branch of the Ministry of Environment 137
Guardianship 92
Administrative branch of 81
the Ministry of Agriculture and Forestry
Administrative branch of the Ministry of Justice 81
Prosecutors 65
Administrative branch of the Ministry of Defence 49
Administrative branch of the Ministry of Finance 28
Administrative branch of the Ministry of the Interior 28
Customs 12
Administrative branch of the Ministry for Foreign Affairs 11
Subjects of oversight in the private sector -
Other administrative branches 379
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