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 ABSTRACT  

Systematic reviews of national health information systems (NHIS) should be conducted at regular intervals to respond to the
rapidly-evolving needs of contemporary public health. Countries struggle with similar questions, but such reviews are rarely 
undertaken with a pre-defined methodology, and never described in the scientific literature. The reform of the NHIS in Finland
is analysed here from an international perspective. 
The study was based on a review of published and unpublished material on the Finnish NHIS reforms and on discussions with 
the main actors of the most recent NHIS reform. 
A large working party was organised under the leadership of the Ministry of Social Affairs and Health in 2002-2003, including 
over 150 participants from all relevant authorities and institutions, as well as data management experts. Assisted by four topic-
specific subgroups, a steering committee mapped existing data sources and assessed duplications, best methods of collection, 
use of data, and relevance to current needs. The strengths of this process were the impetus for different actors to work
together, the simultaneous review of health and welfare information systems, and the coverage of regular surveys as well as 
register and statistics. Drawbacks in the project were the limited resources allocated to the project, the lack of a common
conceptual vision of health and welfare, the conflicting driving forces (promotion of particular institutions vs. national interests), 
and insufficient planning of the implementation.  
Allocating resources to increase the effectiveness of the NHIS may liberate public funding for health interventions, both by
reducing operating costs and by providing more effective tools for decision-making in health policy. 
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Background 
Health Information is essential to good governance. Therefore, the Health Information System 
(HIS) has a central function in the health system by feeding into all its components (1). 
Decision-makers need a systematic way of increasing their capacity to access and synthesise the 
growing volume of information—sometimes of unequal value and quality—that is part of 
contemporary Public Health.  
 
Reliable and timely information is necessary at facility, local, sub-national and national levels, in 
order to respond to rapidly evolving health needs, to design and monitor policies and health care 
reforms, to evaluate the impact of services, and to define budget priorities. The Health 
Information System can be defined as a dynamic and flexible infrastructure for the monitoring of 
health activities and population health outcomes that is active at the national or sub-national 
level. It encompasses the persons, values, legislation, inter-institutional relationships, technology 
and standards which contribute to the different stages of data processing. These stages include 
the collection, analysis, storage, transmission, display, dissemination, and further utilization of 
data and information from complementary sources. The goal of the HIS is to allow all 
professional and lay users within and outside the health sector to use, interpret and share 
information to transform it into knowledge.  
 
National Health Information Systems (NHIS) face several challenges if they are to become a 
comprehensive platform for information exchange, and a real instrument for decision-making. 
 
Firstly, NHIS are often built on traditional data collections that reflect old public health 
problems. Public Health reporting still consists mainly of lengthy statistical tables with little or 
no interpretation of the data for the users. This explains much of the under-use of often plethoric 
data collected without a clear purpose. NHIS must define themselves in the continuum of 
flexibility (being more responsive to new information needs) vs. stability, since their strength lies 
in their sustainability and the availability of time series. 
 
Secondly, health planners and politicians are not the only users of health information. Advocacy 
groups, international donors, researchers, and media reporters are increasingly interested in 
accurate and reliable data on health issues. These users may have conflicting needs: donors, for 
example, push for ‘vertical’ programme-specific data collection, which often duplicates and 
overloads existing routine systems operating ‘horizontally’ across all areas of the health system.  
 
Thirdly, despite the wide availability of advanced information technologies (IT), NHIS may 
appear to lag behind the systems of many private industries. This is in part explained by the 
specific characteristics of the health system: the complexity of the data, the specific rules that the 
health sector must comply with compared to conventional market goods and services, the lack of 
recognition of information as a full area of the health system (including financially), and the 
weight of traditional processes in Public Health monitoring and scientific reporting. Furthermore, 
competitive interests and the current distribution of responsibilities result in fragmented data and 
databases that do not communicate easily, leading to biases and duplications. An illustration of 
the growing fragmentation of NHIS is the participation of the private health sector, which most 
often remains sporadic. Effective tools for the geographical representation of data are 
insufficiently used (2). In recent years, the increased awareness of confidentiality and privacy 
issues has led to a tightening of the legislation on data protection in conflict with increasing 
health information needs and the developments in IT.  
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Yet the principal problem is the lack of relevance and timeliness of the information to decision-
makers and to the political agenda (3, 4). 
 
The process of steering the HIS towards its objective of 'getting the right data at the right time 
for the right person' has never been described in the scientific literature. This paper aims at 
sharing the recent experience of Finland with countries facing similar challenges, by critically 
analysing the lessons learned from an international perspective. Even though some aspects of 
NHIS are context-sensitive, countries look for examples. It is the role of international 
organizations such as WHO, the European Union (EU), and OECD to facilitate the exchange of 
experiences. This article is based on a review of published and unpublished material on Finnish 
NHIS reforms and on discussions with the main actors of the most recent NHIS reform. 

The Finnish Health Information System 
Finland has a long tradition of collecting health information, dating back to the 19th century. 
Since the 1960s, the NHIS relies increasingly on health registers based on individual records 
with a unique personal identification number (PIN), and extraction of data from the patient/client 
information systems organised at local level (5, 6). The use of the PIN, common to all Nordic 
countries, improves data quality by providing a higher degree of precision for external and 
internal data validation, enabling linkage to different types of data on the same individual for the 
purposes of analytical epidemiology (e.g. health determinants and lifestyles, consequences for 
health), allowing the analysis of services utilisation and the seamless chain of care, instead of 
mere episodes of care (7). By comparison, the registration of names, dates of birth and addresses, 
as in traditional information systems, may cause more threats to confidentiality and privacy. 
 
The data protection legislation (1987, amended 1999) together with the special legislation on 
nationwide health registers (1989) and social welfare registers (2001) ensured the right to 
maintain national registers (Table 1) and secured the use of the PIN. The legal basis for these 
registers, the 1999 Person Data Act, is in accordance with the EU Person Data Directive 
(95/46/EC), confidentiality, and privacy. At national level, register data can only be used in 
aggregated statistics for scientific research, but not in decision-making concerning individuals 
(7).  
 
There are three other types of registers governed by separate legislations: 1) the Causes-of-Death 
Register, collected by Statistics Finland since 1936, 2) the Central Register of Health Services 
Professionals, started in 1955, now under the National Authority for Medicolegal Affairs, and 3) 
various registers on health-related social benefits and medication, maintained by the Social 
Insurance Institution since 1964.  
 
The Finnish HIS was complemented by several types of surveys (mail, interview or examination 
surveys), targeted at special subgroups and topics. These surveys are conducted by various 
actors, such as research institutions under the Ministry of Social Affairs and Health, Statistics 
Finland and universities, which are not an official part of the NHIS.  

Previous reforms and rationale to initiate a new reform 
The latest Health Information reform was conducted in 1994, when the municipalities (432 in 
2005) became responsible for decision-making in health, social, and education services. The 
planning in the health care system prior to 1994 was extremely centralised, implying a need to 
increase data collection and dissemination of information at the municipal level. In the 1994 
reform, the distribution of work between institutions was revised, definitions and classifications 
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were standardised, and the municipal database on social welfare and health data (SOTKA) was 
created to support local decision-making. The reform was prompted by a government ordinance 
to reduce the costs of data collection in the public sector by one third between 1991 and 1995. 
 
Between 1996 and 2001, minor changes were made and the few remaining parallel, duplicate 
systems were suppressed. A cooperation group with representatives from the main statistical and 
health authorities was founded in 1996 to further improve and support the use of health data. 
Another governmental ordinance was issued to reduce the data collection costs by a further third 
between 1997 and 2002, but a parliamentary committee warned in 2000 that this target would 
not be reached for Health Information. On the contrary, increased information needs had resulted 
in more ad hoc data collection, which is notoriously more expensive than routine data collection.  
 
Several governmental commissions had come to the conclusion that the NHIS needed to be 
revised. In 2000, State Accountants showed that information on the growing private health care 
services was insufficient. The report on the activities of STAKES (the National Research and 
Development Centre for Welfare and Health, one of the statistical authorities in Finland) 
suggested substantially increasing cooperation in the utilisation of register and statistical 
information. They also recommended that developing a merger between health and social 
welfare services in the municipalities should reflect the future information system, i.e. the NHIS 
should cover both living conditions (including e.g. health and well-being), and services under the 
Ministry of Social Affairs and Health (including e.g. social welfare and health services, 
prevention and health promotion).  
 
This led the Ministry of Social Affairs and Health to launch in 2002 an extensive working party 
called “Information Reform in the Social Welfare and Health Care 2005” (subsequently 
“Information 2005”) with the mission to update the Finnish health and welfare information 
systems, and to create a comprehensive system encompassing registers as well as regular and ad 
hoc studies or surveys in the area of competence of the Ministry of Social Affairs and Health. In 
general, the proposal was received positively by the different statistical and health authorities. 
However, some actors, for example the Association of Finnish Local and Regional Authorities 
feared that only new data collection would be undertaken, overburdening the staff in the 
municipal administration and in facilities. 
A foundation charter listed the issues that had to be considered in the Information 2005: 
- new information needs, especially related to non-institutional services, the seamless chain of 
care, regional issues, the provision of health and social services, and social and health 
expenditures 
- new IT developments 
- data protection issues 
- strategic planning of health care and social welfare services conducted by the Ministry of 
Social Affairs and Health, including the Target and Action Programme for Social Welfare and 
Health Care 1999-2003, and the Public Health Programme “Health 2015” 
- recommendations for quality in health care and social welfare services 
- current decision-making process concerning these services 
- requirements of international organisations for collecting health data, especially EU. 
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Structure and operational methods of the working party 
The work was lead by a steering committee, but the work was mainly conducted in four working 
subgroups. Their topics were “Organisation of health and social welfare services and their 
effectiveness”, “Social benefits in cash”, “Population health status”, and “Population welfare”. 
The scope of work for each subgroup was defined in a foundation charter, with some adaptation 
as work progressed. For example, statistics on health promotion and preventive services were 
handled separately. The Ministry of Social Affairs and Health supervised the steering committee, 
but the subgroups were led by chairpersons from the data collecting institutions. The steering 
committee and subgroup chairmen with their secretaries planned and implemented the working 
methods, which were based on their previous experiences on similar activities. 
 
In total 93 persons representing different institutions and experts in the field of health care and 
social welfare participated in the working party and its four subgroups; 57% represented the 
Ministry of Social Affairs and Health and its subordinated research institutions, 17% local and 
regional administrations, and 11% private non-profit organisations, the remaining being other 
national governmental bodies, the National Insurance Institution, the Finnish Centre for 
Pensions, Statistics Finland, and universities (Table 2).  
 
During the whole process, a total of 68 meetings were held, including 81 external expert hearings 
and seven statements from institutions. Most invited experts came from research institutions 
under the Ministry of Social Affairs and Health (33%), private non-profit organisations (19%), 
and the National Insurance Institution or the Finnish Pensions Fund (15%). Representatives from 
local and regional administrative agencies, the central government, universities and private 
companies also functioned as experts (Table 2). “Information 2005” organised a kick-off 
seminar, while the subgroups set up seminars on the following topics: primary health care, 
occupational health and rehabilitation, private health care and social welfare services, 
information needs of the national authorities, and official health care statistics. 
 
An important part of the work was the identification of existing data sources. Each of the four 
subgroups prepared age-specific matrices for health and welfare information sources, separately 
for the total population, children, adolescents, working-age and adult populations, and elderly 
people to cover all age-specific health and welfare services. Cross-cutting issues such as local 
and sub-national information needs, access to care, quality of care, seamless chain of care, 
routine reporting and international data collection were included in these matrices, when 
applicable. After this exercise, all subgroups identified the main information needs for each age 
group by using interviews and expert hearings and by analysing the strategic health policy 
documents presented in the work party foundation charter. Reports were modified according to 
participants’ comments so that they could all endorse and sign the final versions. Consensus on 
the recommendations was most difficult to reach over data protection practices and over the fact 
that information dissemination should be free of charge.  
 
The time frame for “Information 2005” was one year (April 2002-April 2003). The summer 
holidays somewhat delayed its start, and the time period was unofficially extended to June, then 
to September, and finally officially, to November 2003. The working party produced a final 
report of 100 pages, based on the reports (470 pages in total) written by the four subgroups 
(8-13). These reports were handed to the Ministry of Social Affairs and Health in February 2004. 
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Outcomes of the process 
The steering committee concluded that ensuring the collection of register, statistical and survey 
data is essential (see Tables 1 and 3 for obligatory register data and routinely collected health 
surveys). The main recommendations to shape the future HIS were the following: 

1. To substantially improve the utilisation of existing health data and information. The 
obstacles should be diminished, such as difficulties in getting authorised access to statistical 
information or person-level data for research purposes, and the use of data should be encouraged 
in different contexts. The Finnish Information Centre for Register Research at STAKES, recently 
established with a two-year grant, will receive permanent public funding from 2006 on. A Social 
Welfare and Health Information internet portal will be launched, linked to a statistical bank of 
health and social welfare information updated by all relevant data sources. 
2. To start new data collection to cover unmet information needs, such as the monitoring of 
immunisation coverage and possible harmful effects of vaccinations (creation of the National 
Vaccination Register, managed by the National Public Health Institute). New data collection will 
also be initiated on the seamless chain of care, so as to encompass primary health and welfare 
services, and the developmental work was given for STAKES. Due to a lack of information on 
the population's welfare, STAKES will initiate a survey every second year, starting in 2004, on 
well-being and the use of health care and welfare services.  
3. To expand existing data collection when the level of detail is insufficient. Reasons for 
primary health care visits, type of interventions, and patient background will be collected in a 
sample of providers of health services to complement simple aggregated statistics on the number 
of visits. Other areas which require further improvement in their data collection systems as well 
as creation of topic-specific statistics complied from various data providers include professional 
human resources, rehabilitation, health status among children and adolescents, health status and 
use of services among elderly people, working capacity and functional status, mental health, 
home and leisure injuries, specific conditions of the musculo-skeletal and respiratory systems, 
asthma and allergies, dementia, sensory defects and oral health. The implementation of this 
recommendation necessitates intensifying the cooperation between different types of institutions: 
administrative, statistical, research and academic. The leading principle for both new and 
expanded data collections will be to extract data from the electronic patient/client records, 
increasingly used in health care and social welfare facilities. 
4. To ensure the sustainability of essential regular surveys, they will be fully integrated into 
the Finnish HIS as of 2005 by ensuring their permanent governmental funding. Some surveys 
were conducted with research funds, which are reputedly fragile, by universities or institutions 
without an official status as a statistical authority. Examples include costs of inpatient and 
outpatient care episodes in public facilities by Diagnostic-Related Groups, care of drug addicts 
(annually), and oral health (every three years).  
5. To discontinue the collection of data which have become irrelevant or where duplicate 
data collection exists. The Register on Sterilisations, the Immunisation Study among two-year 
old children, and the Breast Feeding Study will be stopped after all cases can be documented 
respectively by the Hospital Discharge Register, the new National Vaccination Register, and the 
child welfare centres (which plan to gather better data on infants' nutrition). The collection of 
data on sterilisations was partly considered as irrelevant and unnecessary in a modern Western 
society. 
6. To improve the timeliness of data. Routine data should be disseminated six to nine 
months after the end of the statistical year. The vast majority of institutions meet this deadline, 
with the notable exception of Statistics Finland for its data on health care and social welfare 
services and its costs at municipal level.  
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7. To include a basic training in data management and construction of statistical information 
in every education course related to health care and social welfare, regardless of its level.  
8. To involve statistical and epidemiological expertise from the earliest phase in the 
preparation of national health strategies, programmes and recommendations in order to develop 
feasible and technically sound monitoring and evaluation components. 
 
The steering committee was not able to define solutions to decrease the costs of the HIS. 
Institutions must cover part of their budget through client fees, but this legislation is applied 
differently according to the ministries. Another national working party led by the Ministry of 
Finance has taken over this issue.  

Lessons learned 
The idea to review health and welfare information systems simultaneously was successful, 
allowing a much deeper overview on both aspects of well-being. Drawbacks for the review 
included the size of the working groups (sometimes over 30 participants), which made them 
heavy to administrate, and the lack of experts with a broad view of both areas, and limitations in 
the participants’ understanding of each other’s field. 
 
Lessons can be categorised as follows: 

1. All data collection systems can be, and must be questioned in this kind of reform: Are 
they still relevant? Where are the overlaps? What can be simplified? 
2. The steering committee and the working groups’ chairpersons must be prepared to fight 
against the general tendency to suggest new or more detailed data collection, rather than to 
discontinue or reduce it.  
3. Careful attention must be given to the composition of the groups, to ensure the right mix 
between experts in registers, statistics, and survey specialists, and also between local and 
national institutions. Information needed at the local or sub-national level may not be relevant at 
national level, and vice versa. The sharing of these different experiences is uncommon, and was 
found to enhance communication and common understanding, as well as the quality of the HIS, 
for instance through the definition of the best collection instruments for a given topic. In Finland, 
this exchange uncovered the need for training in data management at local level. 
4. The choice of the chairpersons is crucial, particularly in handling the competitive forces 
that may compromise the results of the reform, with some participants tempted to promote their 
own institution or area of expertise instead of wider, national interests. The chairpersons should 
be knowledgeable of each party’s interests, have strong negotiating skills, and come from an 
institution or authority that is not participating in the data collection in order to ensure 
impartiality. He/she should nevertheless possess a good knowledge and expertise of health and 
welfare information systems, and hold a high-enough position to display authority and 
credibility. The selection of secretaries is equally crucial, since they are responsible for the 
content of the reports.  
5. A realistic estimate of the time and costs involved in the reform, both for its process and 
its implementation, is determinant. The whole process was actually much more time- and 
resource- consuming than anticipated, causing major overloads for the chairpersons and 
secretaries. At least one full-time expert coordinator as well as professional administrative 
resources should be allocated to the reform. These costs must be presented as an investment in 
the future HIS. Special attention should be given to travel costs, to ensure an equitable 
representation of regions and to avoid a concentration around central government. 
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6. Periodicity: reforming the HIS is not a one-time activity. For the reasons described in 
Background, the assessment of health information needs should be a continuous process, ideally 
including a project manager responsible for providing some impulse and monitoring the results 
of the implemented changes (14). We recommend constant reviewing of the NHIS, with a 
comprehensive and systematic HIS review to be repeated every decade (the interval between the 
two Finnish reforms was nine years). Additional reviews are also needed if major reforms of the 
health system are undertaken, as they are generally followed by major changes in the ways and 
types of data necessary for stewardship.  
7. Use of a personal identifier. The NHIS should make the best use of the PIN-population 
register system in countries where it is available. In other cases, the use of a pseudo-identifier or 
the collection of unidentified register data, rather than aggregated statistics, will enhance data 
quality and their use for several purposes.  
8. Sustainability of IT choices: It is wise to reach a balance between realism and promising 
technologies, in the choice of the tools that will help implement the changes. The Finnish reform 
recommended the largest data collection systems in health care and social welfare services (such 
as hospital discharges and social assistance benefits) to be based on continuous data extraction 
through protected automated methods. This kind of major change in data collection methods 
takes time, and was scheduled at the latest for 2010, to allow for data security improvements and 
legislation adaptations. Also participation in the development of electronic patient journals is 
recommended so that the great potential as a part of NHIS will be realised in the future. 
9. Conditions for success in implementing the changes should be well considered a priori: 
The implementation of the reform requires careful planning, including (a) a careful estimate of 
the costs involved for the removal/addition of datasets, (b) the likely impact on institutions, and 
(c) a clear definition of new tasks, with corresponding deadlines (action plan), under the 
leadership of the Ministry for the follow-up on the recommendations. In the Finnish case, this 
planning phase was performed only after the working party ended. The analysis of users’ needs 
for information products should also have been analysed in more detail, with a clearer 
concentration on data analysis and interpretation rather than on the mere collection procedures. 
10. The reform relied on national expertise only. The utilisation of international experiences 
in NHIS reforms and in statistical development (such as WHO’s in collection of infectious 
diseases and OECD’s health expenditure) may have given new perspectives for the Finnish 
reform. 

Conclusion: the international perspective 
Evidence has rightly become the sesame word for projects in Public Health. However, it should 
not be forgotten that evidence can only be constructed if raw data, accompanied by meaningful 
analyses, are available. Improving the efficiency and effectiveness of NHIS could yield 
significant savings in public expenditure, mainly by two mechanisms: firstly, by providing tools 
and evidence-based knowledge to prioritise needs and interventions in the health sector in a more 
effective manner; secondly, by reducing the operating costs through the avoidance of duplication 
and a refocusing on information which is genuinely useful in decision-making.  
 
The World Health Organization Regional Office for Europe is dedicated to reinforcing the 
systems rather than promoting ad hoc data collection efforts, in a way that helps the countries to 
respond to modern requests from users for timely, evidence-based and relevant information. 
Finland has given the lead by initiating a very comprehensive review and implementation 
process. Other countries could follow, even with a more modest scope, as the need for assessing 
and strengthening their NHIS is by far not limited to countries with the least resources. Since no 
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single institution is in a position to take the lead, partnerships at sub-national, national and 
international levels, including with donors, should be developed.  
 
The key principle is the leadership and ownership of the process by the country itself, by 
empowering the public health professionals in the implementation of recommendations for 
improvement, and by designing incentives for decision-makers to make more use of the evidence 
in policy. To achieve this, as shown by the Finnish experience, information collected and 
disseminated must primarily be relevant to the country’s needs. 
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Tables 
Table 1 - Nationwide health care and social welfare registers in Finland 

Register keeper Established  
Health registers   

Cancer Register 1953 STAKES1 
Register on Congenital Malformations 1963 STAKES 
Register on Occupational Diseases  1964 FIOH 
Register of Adverse Drug Reactions 1966 NAM 
Hospital Discharge Register (health care institutions) 1967 STAKES2 
Mass Screening Register (cervical and breast cancer) 1968 STAKES1 

Register on Induced Abortions and Sterilisations 1977 STAKES 
Register on Persons Exposed to Cancer-hazardous material  1979 FIOH  
Implant Register on Orthopaedic Endoprostheses 1980 NAM 
Drug Surveillance Register 1982 NAM 
Register on Visual Impairments 1983 STAKES3 
Medical Birth Register 1987 STAKES 
Register on Infectious Diseases 1989 NPHI4 
Register on Dental Implants  1994 NAM 
 

Social welfare registers   

Register on Social Assistance 1985 STAKES 
Child Welfare Register 1991 STAKES 
Discharge Register (social institutions) 1994 STAKES 
 
FIOH = Finnish Institute of Occupational Health 
NAM = National Agency for Medicine 
NPHI = National Public Health Institute 
STAKES = National Research and Development Centre for Welfare and Health 
 

                                                 
1 Technical management is given to the Finnish Cancer Societies 
2 The data collection included also previous hospital discharge registers, which included care in tuberculosis 
sanatoriums (since 1956), psychiatric hospitals (since 1957) and general hospitals (since 1960). Complete 
identification numbers are available since 1969. 
3 Technical management is given to the Finnish Federation of Visually Impaired 
4 The National Board of Health started the Register on New Cases of Tuberculosis and Sexually Transmitted 
Diseases in 1958. These data collections were merged to a more complete data collection of infectious diseases, 
which was established at the National Public Health Institute in 1989 
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Table 2 - The number of members and expert hearings in the project 
steering group and its four subgroups by background organization, N 
and % 

 N % 
Members   

Research and development under Ministry of Social Affairs and Health 32 34.4 
Ministry of Social Affairs and Health 21 22.6 
Regional administration 11 11.8 
Private non-profit organisations 10 10.8 
National Insurance Institution and Finnish Centre for Pensions   6  6.5 
Statistics Finland  5  5.4 
Local administration  5  5.4 
Other central government than Ministry of Social Affairs and Health  2  2.2 
Universities  1  1.1 
Total  93 100.0 
 

Expert hearings   

Research and development under Ministry of Social Affairs and Health 27 33.3 
Private non-profit organisations 15 18.5 
National Insurance Institution and Finnish Centre for Pensions  12 14.8 
Regional administration  6  7.4 
Ministry of Social Affairs and Health  5  6.2 
Private companies  5  6.2 
Other central government than Ministry of Social Affairs and Health  4  4.9 
Local administration  4  4.9 
Universities  3  3.7 
Total  81 100.0 
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Table 3 - The proposed national health survey structure from 2004 
onwards1 

Finnish Institute of Occupational Health 

Work and health Every 3 years 
 
National Public Health Institute 

Health behaviour among adults and elderly2 Every 2 years 
FINRISKI – risk factor survey every 5. years 
Health 2000 – health examination survey every 10. years 
 
STAKES: 

School health survey every 2. years 
Survey on alcohol consumption every 4. years 
Survey on use of drugs every 4. years 
Survey on well-being (new survey) every 2. years 
ESPAD European school survey on alcohol and other drug use every 4. years 
 
Statistics Finland 

EU SILC –survey on income and living conditions  every year 2006 onwards 
European social survey every 2. years 
Employment survey every 6-7. years 
 
Finnish Institute of Occupational Health 

Work and health Every 3 years 
 
University of Jyväskylä 

Health behaviour among school-children every 4. years 
 
University of Tampere 

Health behaviour among adolescents every 2. years 
 
Other surveys that have not been placed yet or with unknown future 

World health survey  Unknown 
European health interview survey every 5. years 2007 onwards
Health status and the use of health care services -survey3 every 10. years 
 

                                                 
1 Subject-specific surveys on nutrition, exercise, reproduction, sexual behaviour etc. are excluded 
2 In alternation with the new STAKES survey on well-being and the use of health care and welfare services. 
3 Collected by Social Insurance Institution in 1964, 1968, 1976, 1987 and 1996. 


