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SAATEKS FOREWORD

SAATEKS

Saates6na on kirjutatud ajal, mil Ameerika Uhendriikide 45. presidendi nimi — Donald Trump — oli
teada vaid méne péaeva ning Riigikogu avaldas umbusaldust peaminister Taavi Rdivasele.
Mélemad sundmused mdjutavad Eesti piirkondlikku arengut. Millised need méjud tapselt on, ei
tea. Onneks on statistika pigem tagasivaatav, prognoosimine ja ennustamine ei ole selle peamine
Ulesanne, ehkki olulise sisendi prognoosidesse riiklik statistika muidugi annab.

Paljude analiiiitikute arvates oli Ameerika Uhendriikide uue presidendi nimi iillatus. Ka Eesti
valitsuskoalitsiooni lagunemine just nidd oli pigem Ullatus kui tapselt prognoositud siindmus.
Kuid muutused toimuvad ka Ullatusteta maailmas. Olgu maailm ullatustega vdi ilma, riiklikul
statistikal tuleb ka jargmistel aastatel koguda usaldusvaarseid andmeid, kirjeldada ja analliUsida
olukorda ning informeerida Gihiskonda ausalt kdigist arengutest — demokraatlikus riigis ei ole teisiti
voimalik. Loomulikult kavatseb Statistikaamet seda teha ja anallilisitavate teemade seas on ka
Eesti piirkondlik areng.

Viimastel aastatel on piirkondliku statistika kogumik olnud pihendatud Uhele kindlale teemale.
Selle kogumiku teemaks on koostajad valinud tervise selle kdige laiemas tahenduses. Tervise-
teema on aarmiselt lai ja puudutab nii vdi teisiti igalht. Valjaande eesmark ei ole seda teemat
koikidest aspektidest lahata. Analllsimiseks on valitud teemad, mis Uhiskonnas eriti sageli
téhelepanu ei palvi, kuigi voiksid. Tervise ja sissetuleku seos, rahvastiku tervisekaotus ja
suremus on kindlasti huvipakkuvad teemad. Piirkondliku arengu mdistmiseks on oluline vaadata
ka n-6 altpoolt lilespoole, st ragkida mdnest probleemist naite abil. Viljandi haigla lugu esindab
just seda suunda piirkondliku arengu anallisimisel.

Igas piirkondliku arengu kogumikus on rakendatud ka moéni uus mbte. Varem ei ole
glimnaasiumidpilased kogumikus sdna saanud. Viljandi Gimnaasiumi dpilaste terviseteemalised
uurimistédd on ausad lood. Kui neid taht-tahelt lugeda, vdib leida vaikesi libastumisi, aga
kooliaeg ongi 6ppimiseks. Tahtis on, et oleks soovi dppida ja julgust mdelda, anallisida.

Traditsiooniliselt on kogumikus Eesti piirkondliku arengu lilevaade, aga oluliselt teistmoodi kujul.
Varem on keskendutud kehtiva regionaalarengu strateegia eesmarkide taitmisele. Et aga Eesti
taasiseseisvumisest méddus tdnavu 25 aastat, on selles kogumikus Ulevaade Eesti piirkondlikust
arengust kogu taasiseseisvumisjargsel perioodil. Teema on darmiselt mahukas: artiklis antakse
llevaade 25 aasta jooksul koostatud Eesti regionaalarengu strateegiatest ja sama perioodi
statistiline Ulevaade strateegiates esitatud moddikutest l1ahtudes. Materjali on palju rohkem, kui
artiklisse mahtus. Kas see teema on tahtis? Ehk on edasi sbites ménikord kasulik ka tahavaate-
peeglisse vaadata. Kas vdi selleks, et kusida, kas siis, kui pikema perioodi jooksul ei ole
suudetud pUstitatud eesmarki saavutada, on viga eesmargis voi lahendamise viisides.

Statistika, sh riikliku statistika roll ei ole emotsioone peegeldada, aga huvitav on jalgida, kuidas
varasem sarasilmsus ja kohatine naiivsuski on asendunud professionaalse puisusega. Materijali
otsimisel hdmmastas, kui kiiresti on varasem unustatud: jah, riiklikud piirkondliku arengu
dokumendid, vahemalt nende pdhitekstid, dnnestus moningate pingutustega Ulles leida, aga
maakondade ja valdade-linnade arengudokumentide vanemate versioonidega on asi Usna
lootusetu. Statistikuna on poénev jalgida méddikute muutumise loogikat ning méddikute rolli
suurenemist ja seejarel kahanemist. Saatesdna I6petuseks aga tsitaat Majandus- ja Kommuni-
katsiooniministeeriumi asekantslerilt Taavi Kotkalt: ,Riigiametnike tarkus ei ole mitte mingi
probleem. Nad on targad ja nutikad, hasti haritud inimesed. Siin pole midagi ette heita. Aga
kiisimus on juhtimises ehk selles, kes riskib“. Ja teine tsitaat: ,Juhtimist peab tugevdama ja veel
rohkem peab parandama eesmargistamist ja mddtmist. Viimast kardab avalik sektor nagu tuld,
mitte ainult Eestis, vaid igal pool. Aga kui riik ei mddda enda pakutavat, siis ei suuda me ennast
ka eesmargistada.® (Kart Anvelti intervjuu Taavi Kotkaga 2016. aasta 29. oktoobri Eesti
Paevalehe lisas LP)

Jéudu ja edu kaoigile!

Mihkel Servinski,
Statistikaameti peaanallitik
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Ig SAATEKS FOREWORD

FOREWORD

The foreword has been written at a time when the name of the 45th president of the United
States of America — Donald Trump — had been revealed only a couple of days ago and when
the Riigikogu proposed a motion of no confidence against Prime Minister Taavi Rbivas. Both of
these events influence regional development in Estonia. How exactly, we do not know.
Fortunately, statistics looks more at the past; making projections and forecasts are not its main
objectives, although official statistics do provide an important input to projections.

According to several analysts, the name of the new president of the United States was a surprise.
The collapse of the Estonian government coalition just now was also more of a surprise than
a precisely predicted event. However, changes happen even in a world without surprises. Be that
as it may, we will still need to collect reliable data, describe and analyse the situation and inform
society about all developments in an honest manner in the following years as well — there is no
other way in a democratic state. This is naturally what Statistics Estonia plans to do.

In recent years, the publication on regional development has concentrated on a single topic.
The compilers of this issue have chosen the topic of health, which is an extremely wide topic and
concerns everyone. The publication does not cover the topic from all its aspects, but issues
which, although they could, do not attract much attention in society. The relationship between
health and income, disability-adjusted life years and mortality are certainly topics of interest.
To understand regional development, it is important to also take the bottom-up approach, i.e. talk
about a problem using an example. The article on Viljandi Hospital represents this exact method.

Each of our publications on regional development has also employed a new idea. Gymnasium
students have not had the floor in the publication before. Research papers on health, compiled by
the students of Viljiandi Gymnasium, are honest stories. Read carefully, they reveal minor slip-
ups, but learning is why people go to school. What is important is having the desire to learn and
the courage to think and analyse.

Traditionally, the publication has provided an overview of regional development in Estonia, but in
a significantly different manner. The focus has been on whether the objectives of the regional
development strategy have been accomplished. This issue offers an overview of regional
development in Estonia in the entire period after the restoration of independence. The topic is
extremely wide-ranging: the article gives an overview of Estonian regional development
strategies devised over the 25 years and a statistical overview of the indicators of the period.
Much more material is available than what could be included in the article. Is this an important
topic? When driving forward, it would perhaps be useful to sometimes check the rear-view mirror
as well, if only to ask whether the problem is in the objective or ways of reaching it if an objective
has not been achieved.

Official statistics are not meant to reflect emotions, but it is interesting to observe how previous
positivity has been replaced by professional stiffness. Looking for source material, | was amazed
at how fast earlier documents have been forgotten: yes, state-level documents on regional
development could be found with some effort, but it is pretty hopeless in the case of older
versions of development documents compiled for counties, rural municipalities and cities. For a
statistician, it is interesting to observe changes in the logic of measures and their role. Let me end
the foreword with a quote from Taavi Kotka, Deputy Secretary General of the Ministry of
Economic Affairs and Communications: “It is not a question of how smart public officials are.
They are wise and smart, well-educated people. There is nothing to criticise here. The question is
about management, i.e. who is taking risks.” And another quote: “Management needs to be
strengthened, and setting objectives and measuring are to be improved even more”. The public
sector is scared stiff of the latter, not only in Estonia but everywhere. However, if the state does
not measure what it offers, we cannot set objectives for ourselves.” (Kért Anvelt's interview of 29
October 2016 with Taavi Kotka for LP, the weekend supplement of Eesti Pdevaleht)

Best of luck!

Mihkel Servinski
Principal Analyst at Statistics Estonia
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EESTI PIIRKONDLIK ARENG 1991-2016

Mihkel Servinski, Marika Kivilaid, Greta Tischler

Statistikaamet

Traditsiooniliselt avaldab Statistikaamet oma iga-aastases kogumikus ,Eesti piirkondlik areng*
Ulevaate parasjagu kehtiva regionaalarengu strateegia téitmisest. Et 2016. aasta on Eesti
piirkondlikus arengus vahemalt kahest vaatenurgast eriline — mé6dus 25 aastat Eesti iseseisvuse
taastamisest ning riigireformi osana alustati haldusreformi elluviimist Eestis — kasitletakse selles
kogumikus Eesti piirkondlikku arengut tavalisest pikemalt. Pikema lahenemise teiseks pohjuseks
on see, et Rahandusministeerium on avaldanud 2016. aastal Eesti regionaalarengu strateegia
2014-2020 elluviimise 2014.—2015. aasta seirearuande ning seda anallilsi poleks otstarbekas
korrata.

2016. aastal taitus 25 aastat Eesti taasiseseisvumisest. Tegemist on olulise tahtpaevaga, kuid
Uhtlasi on see markimisvaarselt pikk aeg. Statistiliselt on 25 aastat Eesti inimese eluteest enam-
vahem kolmandik ja vaid veidi vahem kui pool tervena elada antud aastatest. Tegemist on lhe
inimpdlvega, mille jooksul saavad lastest lapsevanemad, lapsevanematest vanaisad ja
vanaemad ning kui on antud &nne ja elupdevi, siis vanaisadest ja vanaemadest vanavana-
vanemad. 25 aastat tagasi abiellunud saavad pidada oma hdbepulmi, &pipoistest on saanud
meistrid ja osa meistreid on oma téémehetee I6petanud.

Maailma ajaloos ei pruugi 25 aastat olla vaga pikk aeg, aga Eesti riigi jaoks on tegemist olulise
kahe ja poole kimnendiga. Veerand sajandit iseseisva riigina toimetamist moodustab neljandiku
Eesti riigi loomisest méddunud ajast ning 25 aastat on pikem aeg, kui kestis Eesti esimene
iseseisvusperiood. Muutused Eesti arengus, sealhulgas piirkondlikus, on viimase 25 aasta
jooksul olnud markimisvaarsed. Selles artiklis iseloomustatakse neid arenguid statistika abil.

Eesti halduskorraldus on olnud pidevas muutumises. Muutused toimusid Eesti esimese ise-
seisvusperioodi ajal, neid tehti ka siis, kui Eesti oli oma iseseisvuse kaotanud, ja halduskorraldus
on muutunud ka taasiseseisvunud Eestis. See on loomulik, sest Uhiskond teiseneb pidevalt ja
halduskorraldus peab sellega kaasas kdima. Milline on ideaalne halduskorraldus? Kui selline
onnestukski luua, siis mdéne aja mdddudes tuleks halduskorraldust taas kohendada, sest
Uhiskond on muutunud.

Vajadusest halduskorraldust muuta on Eestis raagitud aastaid ja mitmel korral on sellega ka
alustatud, kuid ikka ja jalle on ettevdtmine raugenud. 2016. aastal jouti haldusreformi seaduse
vastuvdtmiseni Riigikogus, kuid vaidlused reformi teemal ei ole siiski I6ppenud ja praegu ei ole
Uheselt selge, milline on reformi tulemus. Oht, et haldusreform taas kord vaibub, on siiski vaike ja
vaga suure tdendosusega (isegi siis, kui kdik seaduses ette nahtud sammud 100% ei dnnestu)
on aasta vOi paari parast Eesti haldusjaotus suuresti teist nagu kui praegune. Halduskorralduse
arengus uude etappi jbudmise eel on igati loogiline anallilisida, kuidas kasil olev etapp on labitud
ja milline on olukord uue etapi kaivitumisel. Selleks analllsiks on hea kasutada statistikat,
eelkdige riiklikku statistikat.

Piirkondliku strateegilise arengu motte muutumine

Enne Eesti taasiseseisvumist Ghiskonna erinevaid kilgi hdlmavad strateegiad Eestis tegelikult
puudusid. Muidugi olid olemas mitmesugused (Uleliidulised ja riiklikud plaanid, milledes leidus
kohati ka strateegia elemente, kuid need plaanid olid siindinud kusagil kaugel ja kérgel ning vaid
vahestel oli vdimalik neid kui strateegilisi dokumente mdjutada.

Kas isemajandava Eesti (IME) idee esitamisele jargnenud arutelusid saab kasitleda tldrahvaliku
aruteluna Eesti riigi arengu Ule? Voib vastata nii ja naa, aga fosforiidisdda on naide sellest,
kuidas rahvas avaldas strateegilises kiisimuses tulemuslikult oma arvamust.

Nuldseks on Eestis koostatud sadu, kui mitte tuhandeid strateegiaid: riiklikud, valdkondlikud,
maakondlikud, kohalikud jne. Suur osa neist on unustuse hélma vajunud. Vastu on véetud uued
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strateegiad ja vanade Ulesleidmine on muutunud sageli peaaegu lahendamatuks Ulesandeks.
Samas kui tahta hinnata seda, kuhu oleme arengus joudnud, on mdistlik nende strateegiate
pdhjal vaadata, kas oleme jéudnud sihtpunkti, kuhu jéuda soovisime. M&6dupuuks saavad siin
olla strateegias pustitatud eesmargid. Meenutagem siinjuures Uht ammust tarkusetera: ,Kui meil
on Ukskoik, kuhu minna, siis ei ole me ka kunagi eksinud!®

Uldiselt iseloomustab Eesti avalikus sektoris koostatud strateegiaid mitmekiilgsus. Strateegiate
koostamise metoodika ja eesmargid on olnud erinevad, samuti strateegiate kehtimisaeg jne.
Mitmekesisus pole siinjuures halb, v.a juhul, kui strateegia on koostatud formaalselt, n-6
linnukese parast, sest siis on tegemist markimisvaarsel hulgal raisatud t6dajaga. Strateegiate
tegemise kuldaeg on selleks korraks moddas (sellest on isegi kahju!), aga endiselt koostatakse
hulgaliselt niisuguseid, mille tegemiseks kulutatud aega vdib raisatuks pidada. Peamiseks
probleemiks avalikus sektoris koostatud strateegiate puhul on asjaolu, et ilheskoos moodustavad
need vaga kaootilise terviku. Riigi eelarvestrateegiaga ollakse muidugi sunnitud arvestama, aga
Uldjuhul sellega asi ka piirdub. Isegi Eesti Vabariigi pdhiseaduses sdnastatud Eesti riigi peamise
strateegilise eesmargiga on paljude strateegiate puhul keeruline seost leida. Erandeid muidugi
on. Viljandi maakonna arengustrateegia ,Viljiandimaa — arenev PARIS EESTI* néiteks.

25 aasta jooksul on koostatud neli Uleriigilist piirkondliku arengu dokumenti:

= Regionaalpoliitika kontseptsioon® (1994);
=  Eesti regionaalarengu strateegia“ (1999);
=  Eesti regionaalarengu strateegia 2005-2015" (2005);
=  Eesti regionaalarengu strateegia 2014-2020“ (2014).
Sisu poolest vdib sellesse loetellu lisada ka kaks Uleriigilist planeeringut:

= Uleriigiline planeering ,Eesti 2010 (2000);

= Uleriigiline planeering ,Eesti 2030+* (2012).
Hulgaliselt on koostatud maakondlikke ning linnade ja valdade strateegilisi arengudokumente.
Selles artiklis vaatame, kuidas on muutunud (Uleriigilistes strateegilistes regionaalarengu
dokumentides piirkondliku arengu eesmargid. Maakondlikud regionaalarengu ja kohalike
omavalitsuste strateegilised dokumendid jaavad selle vaatluse alt kdrvale.

Regionaalpoliitika kontseptsioon

1994. aastal vastu vdetud regionaalpoliitika kontseptsioon on Usna lihike dokument, kus
sbnastatakse regionaalpoliitika olemus, eesmargid, Ulesanded, strateegilised pdhimdtted,
regionaalpoliitikat teostavad organisatsioonid ja selle poliitika finantseerimise allikad.
Kontseptsiooni kohaselt on regionaalpoliitika riigi poliitika osa, mis taiendab ja seostab omavahel
riigis toimivaid harupoliitikaid. Riigi regionaalpoliitika eesmargid on:

= koigi piirkondade elanike turvalised elutingimused, sh vdimalus saada t66d, esmatahtsaid
teenuseid ning tervisele ohutu elukeskkond;

= koigi piirkondade majanduse arenguvdime;

= rahvastiku ja asustuse arengu piirkondlik tasakaalustatus;

= saastev areng;

= riigi territoriaalne terviklikkus
(Regionaalpoliitika ... 1994).

Koik 1994. aastal sbnastatud eesmargid on paevakohased ka aastal 2016 ja Uhtki puUstitatud
eesmarki pole sdnastuse muutumisele vaatamata regionaalarengu strateegilistest eesmarkidest
praeguseks kérvaldatud.

Kontseptsiooni kohaselt on regionaalpoliitika peamised lilesanded:

= elujoulist ettevotlust voimaldavate tingimuste kujundamine riigi kdigis piirkondades;
= kogu riiki h6lmava kommunikatiivse infrastruktuuri véljaarendamine;

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA



EESTI PIIRKONDLIK ARENG 1991-2016 ESTONIAN REGIONAL DEVELOPMENT IN 1991-2016 'g

= maamajanduse regionaalselt otstarbeka Umberstruktureerimise toetamine;
= arengupiirkondadele toimetulekuvéime loomine;

= esmateenuste (pdhiharidus, esimese astme arstiabi, side jt) territoriaalse kattesaadavuse
tagamine;
= piirkondliku arengu jalgimiseks ja suunamiseks vajaliku Uleriigilise infobaasi loomine ja
vastava informatsiooni Uldkattesaadavaks tegemine (Regionaalpoliitika ...1994).
Ka kontseptsioonis margitud Ulesanded on aktuaalsed praegugi. See on loomulik ja ei tdhenda,
et Uht vdi teist Ulesannet on halvasti lahendatud. Peamiseks pdhjuseks, miks 1994. aastal
pustitatud Ulesandeid tuleb jatkuvalt lahendada, on siiski see, et muutuv olukord nduab nende
aina uuesti lahendamist. Ka on aja jooksul lisandunud uusi piirkondlikult lahendamist vajavaid
Ulesandeid, naiteks gimnaasiumiharidus ja eriarstiabi kattesaadavus.

Arengupiirkondadest praegu enam eriti ei raagita, pigem on jutuks &aaremaastumine.
Arengupiirkonna mdiste on siiski nii huvitav, et vaarib tsitaati kontseptsioonist: ,Séltumata nende
asendist voib vallale, linnale, maakonnale v&i nende osale, kus sotsiaal-majanduslik olukord on
erakordselt ebasoodne vdi on ette ndha selle olulist halvenemist, anda tahtajaliselt
arengupiirkonna staatuse. Arengupiirkonna staatus omistatakse siis, kui vallas, linnas,
maakonnas vdi nende osas esineb voi on ette ndha erakordselt suurt td6puudust vai valjarannet
voi tunduvalt madalamat elatustaset riigi teiste piirkondadega vdrreldes. Arengupiirkonna
staatuse vOib omistada ka muude sotsiaal-majanduslikku arengut erakordselt takistavate
asjaolude korral. Arengupiirkonnaks nimetamine paneb riigile tdiendavad kohustused
toetusmeetmete rakendamiseks.” (Regionaalpoliitika ... 1994) Arengupiirkonna staatuse omista-
misel on oluline roll statistika abil méddetavatel kriteeriumidel. Naitajad on kontseptsioonis tapselt
sonastatud, kuid kriteeriumid on maaramata.

Kindlasti vaarib tahelepanu, et regionaalpoliitika iheks peamiseks llesandeks loetakse Uleriigilise
infobaasi loomine piirkondliku arengu jalgimiseks ja vastava info Uldkattesaadavaks tegemine.
Nuldseks on see Ulesanne Ulsna tahaplaanile jddnud ning saab vaid loota, et niisugune
demokraatliku riigi jaoks vaga oluline teema kaimasoleva riigireformi kaigus taiesti kaduma ei
l&he.

Eesti regionaalarengu strateegia

16. novembril 1999 véttis Vabariigi Valitsus oma istungil vastu ,Eesti regionaalarengu strateegia®“.
Siirdeperiood ehk Uleminek NSV Liidu susteemilt Eesti Vabariigi omale oli 16ppenud, méned
aastad oli demokraatlikus susteemis tootatud ja oli loomulik, et koostati uus regionaalarengu
strateegia — tegevus, mis oli ette ndhtud ka 1994. aasta regionaalpoliitika kontseptsioonis. Samuti
on oluline tdhele panna, et Eesti oli alustanud liitumislabirddkimisi Euroopa Liiduga. Eesti
regionaalarengut vdib siirdeperioodil liihidalt iseloomustada jargmiselt:

= Eestis on eristunud edukamad ja vahem edukad piirkonnad. Suuremad linnad ja nende
Umbrus on muutustega paremini kohanenud, v.a Ida-Virumaa. Péllumajanduse
restruktureerimise ja kokkutdmbamise t6ttu on enamikul maapiirkondadel suured
raskused;

= elanikkonna sissetulekud ja té6puudus erinevad piirkonniti oluliselt;

= turu iseregulatsioon ei kindlusta mahajaanud piirkondade konkurentsivdime kasvu
piisaval maaral. Tasakaalustatud regionaalarengu peaks tagama regionaalpoliitika;

= regionaalpoliitika ei ole suutnud tasakaalustada (ihiskonna turumajandusele leminekust
tulenevat piirkondade arengutaseme erinevuse Uldist suurenemist;

= regionaalpoliitika seire ja hindamise mehhanismid on ndrgalt valja kujunenud, puuduvad
vajalikud mdddetavad eesmargid.
(Eesti ... 1999)
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1999. aasta regionaalarengu strateegia sdnastab selged, tapselt mdddetavad eesmargid: ,Eesti
regionaalpoliitika on suunatud kdigis regioonides elanike stabiilse kérge elukvaliteedi (turvaliste ja
heade elutingimuste, sissetulekute, eneseteostuse vdimaluste) saavutamisele. [---] Eesti
regionaalpoliitika vahetu eesmark on riigi regionaalarengu tasakaalustamine kohalike arengu-
eelduste tugevdamise ja nende maksimaalse arakasutamise teel, millega aidatakse kaasa riigi
Uldisele makromajanduslikule ja sotsiaalsele arengule. Eesmargi saavutamise hindamisel on
keskseteks indikaatoriteks elanike keskmised sissetulekud, t66tuse maar ja maksutulude
laekumine. [---] Eesti regionaalpoliitika rakendamise oodatav tulemus on regionaalarengu
tasakaalustatus aastaks 2003 sedavérd, et ihegi maakonna:

= keskmine elatustase (mdddetuna leibkonnaliikme keskmise sissetulekuna) ei oleks
madalam kui 75% Eesti keskmisest (1997. aastal oli madalaim maakondlik naitaja
68% Eesti keskmisest);

= t06puudus (mdddetuna téGtuse maarana vastavalt Rahvusvahelise Té6organisatsiooni
metoodikale) ei liletaks enam kui 35% Eesti keskmist (1998. aastal lletas suurim
maakondlik naitaja 49% Eesti keskmist);

= kohalike omavalitsuste maksutulude laekumine (md&detuna kohalike omavalitsuste

eelarvesse laekuva Uksikisiku tulumaksuna) ei oleks iheski maakonnas vaiksem kui

75% Eesti keskmisest (v. a Tallinn) (1998. aasta vaikseim maakondlik naitaja oli 72%).

(Eesti ... 1999)
Vorreldes 1994. aasta regionaalpoliitika kontseptsiooniga on strateegia eesmargid muutunud
tdpsemaks, kuid pohimdtteliselt uusi ei ole lisandunud. Kahe dokumendi sdnastus on muidugi
Usna erinev ning UkslUhest seost 1999. aasta strateegia eesmarkide ja regionaalpoliitika
kontseptsiooni eesmarkide vahel ei olegi ehk vdimalik tekitada.

Vaarib markimist, et mdnesid 1994. aasta kontseptsioonis toodud eesmarke, naiteks rahvastiku
ja asustuse arengu piirkondlik tasakaalustatus ning piirkondade saastev areng, pole strateegias
tépsustatud. Riikliku statistika seisukohalt on oluline méarkida, et vaadeldav regionaalarengu
strateegia Utleb: ,Regionaalarengu seire kindlustamiseks luuakse vastav andmebaas
Statistikaametis. Vajadusel korraldavad Siseministeerium voi teised asjaosalised ametkonnad
regionaalarengu seireks taiendavaid uuringuid® (Eesti ... 1999).

Eesti regionaalarengu strateegia 2005-2015

Eelmise strateegiaga vdrreldes on selles strateegias suurenenud olukorda analiilisiva osa maht.
Péhiline jareldus on aga jdanud endiseks: ,Piirkondlikud erinevused on Eestis vaatamata oma
vaikesele territooriumile rahvusvahelise mastaabiga vdrreldes markimisvaarsed. Iseloomulik on
elatustaseme ja konkurentsivbime suur erinevus Tallinna linnapiirkonna (mingil maaral ka Tartu
linnapiirkonna) ja teiste Eesti regioonide vahel® (Eesti ... 2005).

Vorreldes eelmise strateegiaga on mahukamaks muutunud osa, mis vordleb Eestit tlejaanud
Euroopaga — kahe strateegia vdrdluses Usna oluline muutus. Alljargnevalt méned strateegias
esile toodud tahelepanekud selle kohta.

= Eesti majandus on vérreldes teiste Euroopa Liidu regioonidega vaikese mastaabiga ja
vahe arenenud (SKP elaniku kohta ca 40% EL-i keskmisest), t66hdive méar on suhteliselt
madal.

= Eestit iseloomustab innovatsioonialane ja oskustd6jéu mahajaamus Euroopa Liidu
kiiremini arenevatest regioonidest.

= Euroopa Liidu Uhtses majandusruumis toimuv kaupade, teenuste, inimeste ja kapitali
vaba liikumine méjutab edaspidi ka Eestis toimuvaid arenguid, sh regionaalset arengut,
soosides pigem siinsete kasvupiirkondade kui hajaasustuslike piirkondade arengut, mis
kapitali ja inimeste peamistest liikumisteedest kdrvale jadvad.

= Euroopa Liidus avanevad taiendavad véimalused investeeringute saamiseks.
(Eesti ... 2005)
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Eesti riigi arengute analiilis on strateegias varasemast pohjalikum. Kokkuvétteks sobib hasti
jargmine valjavote: ,Regionaalarengu tegeliku suunamise vdimalusi on piiranud nii valdkonnale
eraldatud rahaliste vahendite nappus kui ka erinevate harukondlike poliitikate tagasihoidlik
koordineeritus ja koostoime. Tollal maaratud indikaatorites mdddetuna tuleb tddeda, et
regionaalsed erinevused on pigem kasvanud ning probleempiirkonnad on jaanud endiseks
(Kirde- ja Kagu-Eesti)“ (Eesti ... 2005). Selliste strateegiate puhul on rahaliste vahendite nappus
Uldine: pole kohanud strateegiat, kus mainitaks raha Ulekullust. Kuidas hinnata aga harukondlike
poliitikate tagasihoidlikku koordineeritust ja koostoimet? Adrmisel juhul véib see tdhendada, et
reaalselt toimivat regionaalpoliitikat pole olnud, aga nii halb olukord killap siiski ei ole. On
tdéenaoline, et regionaalne areng ei ole lihtsalt Eestis esmatahtis teema olnud.

Jargmisena moéned Eesti piirkondlikku arengut iseloomustavad valjavétted 2005.—2015. aasta
strateegiast.

= Regionaalarengu analtitsid on tdestanud, et arengusuundi on vaja jalgida piirkondade
kaupa, mis moodustavad homogeense sotsiaal-majandusliku tegevusruumi. Eesti
omavalitsustiksused on selleks liiga vaikesed ning maakonnad liiga heterogeensed,
hdlmates mitmeid erinevaid tdmbekeskuseid ja nende méjualasid.

= Sundimuse suure vahenemise tottu on oluliselt vahenenud kooliminevate laste arv.
Loomulik iive on olnud kdigis maakondades negatiivne. Siserdnde vood on suunatud
suurematesse linnadesse ja nende lahitagamaale ehk igapaevase pendelrande
mojualasse.

= 2000. aastal oli Uheksa Eesti kohaliku omavalitsuse Uksust kiimnest olukorras, kus noori
oli td6turule sisenemas rohkem kui oli to6turult vanusega valjalangejaid. Stindimuse
langus 1990-ndail kutsub lahiajal esile t66turusurve indeksi vaartuse languse.

= Viimastel aastatel on majanduslikult aktiivne rahvastik vahenenud peaaegu igas
maakonnas. Selle pdhjuseks on tédealise rahvastiku véhenemine, aga ka védérandumine
t60ost.

= |eibkonnaliikme keskmine sissetulek erineb maakonniti ligi kaks korda.

= Sisemajanduse koguprodukti piirkondlikud erinevused on viimastel aastatel pidevalt
kasvanud.
(Eesti ... 2005)
Strateegias antakse Ulevaade regionaalarengu tulevikusuundumustest. Olukorra ja tuleviku-
suundumuste kokkuvéttena piistitatakse strateegia toimimise ajaks eemargid. Uldine eesmark
kdlab jargmiselt: ,Vabariigi Valitsus seab eesmargiks, et kdik Eesti regioonid oleksid atraktiivsed
paigad nii elamiseks kui ka &ritegevuseks. [--] Ulaltoodud eesmaérgi saavutamiseks on vaja riigi
regionaalpoliitika jarjekindel rakendamine. Seni ei ole tervet rida Eesti piirkondi suudetud
arendada samas tempos suuremate kasvupiirkondadega. Vabariigi valitsus soovib seda olukorda
muuta.” (Eesti ... 2005) Uldeesmargi poole liikumise jalgimiseks kasutatakse nelja méadikut ja
mitmeid seirenaitajaid, mille puhul konkreetne eesmark on tapsustamata. Mdddikud on
jargmised:
= Harju maakonnas elava rahvastiku osatahtsus pusib alla 41% Eesti kogu elanikkonnast
(2003. aastal moodustas see 38,5% Eesti kogurahvastikust);
= Pohja-Eesti SKP osatéhtsuse kasv on pidurdunud ja pisib alla 70% Eesti SKP-st
(2001. aastal moodustas P&hja-Eesti naitaja 61% Eesti SKP-st);
= {lhegi maakonna aastakeskmine t66hdive maar (méddetuna vastavalt Rahvusvahelise
Tdoorganisatsiooni metoodikale) ei ole madalam kui 45% (2003. aastal oli madalaim
maakondlik naitaja 43%);
= (ihegi maakonna keskmine elatustase (m&ddetuna leibkonnaliikme keskmise
sissetulekuna) ei oleks vaiksem kui 61% suurimast maakondlikust naitajast (2003. aastal
oli vaikseim maakondlik naitaja 59%).
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Seirenaitajad, mida jalgitakse aastate kaupa ja maakonniti (vGimaluse korral ka omavalitsus-
Uksuste ja funktsionaalsete té6jduareaalide véi kasvupiirkondade kaupa), on jargmised:

= rahvastik ja ranne (elanike arvu muutus; rahvastiku soo-vanusjaotus, sh t66turu-
surveindeksi ja Ulalpeetavate maara muutus; elanike siserande saldo);

= t66hoive olukord (t06jous osalemise ja t66hdive maar; todkohtade arv ja tdopuudus);

= majandusareng (ettevotete arvu muutus, sh loodud ja likvideeritud ettevotete arv;
SKP muutus; avalike ja tootlike investeeringute, sh valisinvesteeringute maht; teadus- ja
arendustegevusega seotud investeeringute maht; kinnisvaratehingute keskmine
maksumus);

= inimressursi kvaliteet (kesk- ja kérghariduse (k.a rakenduslik kérgharidus) omandanute
arv; téiend- ja Umberdppes osalenud taiskasvanute arv);

= elanike heaolu (rahvastiku loomulik iive; keskmise sissetuleku muutus; elanike vaesus ja
toimetulekutoetuse saajate arv);

= koostd0 ja sidusus ((toetatavate) koostdoprojektide arv, sh riigisisesed ja piiritilesed

koostéoprojektid; rahvusvaheliste Ghistranspordiihenduste sagedus). (Eesti ... 2005)
Kui vérrelda 2005. aasta regionaalarengu strateegia naitajaid varasema strateegia omadega, siis
kindlasti on 2005. aasta naitajad slisteemsemad ning olukorra kirjelduse ja visiooniga paremini
seotud — on mitmekiilgsemad. Vdib-olla oleks vdinud osa seirenditajaid olla ka mé6dikud, aga
sisult poleks see vaga palju juurde andnud. Méarkimist vaarib kindlasti see, et uude strateegiasse
tuuakse rahvastikunaitajad, mdddikuna rahvastiku paiknemise naitaja. Ullatav on, et SKP
lisandub méddikuna alles nuud. T66puuduse méddik on asendunud hdive maédraga, mis tundub
olevat méistlik. Uks méddik on juurde tulnud, kuid seirenaitajate lisamine muudab piirkondliku
arengu hindamise oluliselt tpsemaks.

Strateegiast on kadunud viited piirkondliku arengu jalgimiseks ja suunamiseks vajalikule riiklikule
infobaasile ja riiklikule statistikale. Loodetavasti oli p&hjuseks arusaam, et seni loodud baas
toé6tab hasti ja seeparast ei palvi teema enam tahelepanu. Veidi lile kimme aasta hiljem tuleb
tédeda, et selline esmapilgul vahetdhtsa I6igu strateegiast valjajatmine ei mdjunud hasti
piirkondliku arengu seireslisteemi arengule. Olgu selle kinnituseks tddemus, et vaadeldavasse
strateegiasse lisatud funktsionaalse piirkonna mdiste, mille kohta peeti vajalikuks informatsiooni
koguda, pole siiani leidnud valjundit konkreetsetes tegevustes. V6ib muidugi kisida, et kui
kimme aastat ja enamgi on Iabi saadud ilma infota funktsionaalsete piirkondade kohta, siis kas
seda teavet on Uldse vaja. Seda kahtlust pole kerge imber liikata.

Eesti regionaalarengu strateegia 2014-2020

Uldhinnang Eesti piirkondlikule arengule strateegia koostamise ajal ei erine sisuliselt hinnangust,
mis anti piirkondlikule arengule eelmise strateegia koostamise ajal: ,Arvestades riigi vaiksust on
Eesti-sisesed regionaalsed sotsiaal-majanduslikud arenguerinevused Euroopa ja muude
arenenud majandusega riikide vordluses kokkuvdttes tisna suured.” (Eesti ... 2014). Kui pikema
perioodi jooksul tahetakse olukorda muuta, aga vaatamata kdigele see ei dnnestu, vdib pohjuseid
olla kaks:

= olukorda ei saagi muuta ehk kogu aeg lahendatakse valet Glesannet;
= olukorda saab muuta, aga seda ei ole suudetud teha, sest llesannet ei osata lahendada.

Tegelik elu on muidugi keerulisem ja kiillap on terake t6tt mdlemas vaites. Kindlasti ei tdstatata
strateegias klsimust, kas piirkondlikke erinevusi saab lldse vahendada, aga kui asutakse taas
tegelikult vana (lesannet lahendama (,Kaesoleva strateegia kaudu soovib Vabariigi Valitsus
Uhtlustada Eesti piirkondlikku arengut, kus iga piirkond panustaks oma eriparale ja tugevusele,
panustaks Eesti kui terviku konkurentsivbime kasvu, ning kus inimestele oleksid kattesaadavad
head t6dkohad, teenused, vdimalused eneseteostuseks ja mitmekesiseid tegevusi vdimaldav
elukeskkond®), siis voib seda mdista nii, et usutakse llesande lahendatavusse.
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Méned strateegias toodud tapsemad hinnangud Eesti piirkondlikule arengule.

= Siseranne on juba pikemat aega olulisim piirkondade sotsiaal-majandusliku
arenguolukorra erinevusi poéhjustav rahvastikuprotsess Eestis.

= Suuremate linnapiirkondade kasv ei ole Eestis olnud kompaktne ega politsentriline, vaid
on ennekdike toimunud valglinnastumise ja linnade lahitagamaa rahvastiku kasvu arvelt.

= Seniste arengusuundade pohjal jatkub ka jargnevatel aastatel rahvastiku koondumine
suurematesse linnadesse ja lahivaldadesse.

= Aktiivsem majandustegevus koondub suurematesse linnapiirkondadesse.

= Linnapiirkondade kasvu tingimustes saab edukas regionaalpoliitika olla muutustega
kohanduv, mitte neid vastupidiseks pdérata pluldev.

= Nii majanduse koguprodukt, tootlikkus kui ka t60jéus osalemise maar on valjaspool Harju-
ja Tartumaad olnud tagasihoidlik.

= Riigi regionaalarengu suunamise horisontaalne ja vertikaalne koordinatsioon ei ole
mitmete muude arenenud riikide kérval olnud siiani stisteemne ega kompleksne.
(Eesti ... 2014)

Eesti piirkondliku arengu kirjeldus on strateegias muidugi palju mahukam ja uUlaltoodud
valjavotted on kindlasti moneti meelevaldsed. Mone strateegias esitatud vaitega ei saa ehk
ndustuda — naiteks ei ole sugugi Uhembtteliselt selge, et siserdnne pbhjustab sotsiaal-
majandusliku arengu erisusi, tdenaolisemalt pdhjustavad hoopis sotsiaal-majanduslikud erisused
siserdnnet — aga Uldiselt on olukord strateegias hasti kirjeldatud ja esitatud valjavétted
margistavad kdige olulisemaid teemasid.

Strateegia seab Eesti regionaalarengule neli eesmarki:

= toimepiirkondade terviklikkust ja konkurentsivbimet soosiv elu- ja ettevétluskeskkond;

= suuremate linnapiirkondade rahvusvahelist majanduslikku konkurentsivéimet soosiv ja
keskkonnasobralik elukeskkond;

= piirkonnaspetsiifiliste ressursside oskuslikum arakasutamine;
= piirkondade tugevam sidustatus ja arendusvéimekus.

Kaikidel eesmérkidel on oma alameesmaérgid. Usna uudne on regionaalarengu késitlemine
susteemis keskus — tagamaa. Piirkondade (maakondade) spetsialiseerumine on kindlasti dige
lahenemine, aga vajab taiendavat arutelu: kui naiteks suure piirkonna eriparaks on klaasitddstuse
olemasolu, siis kas Uksnes sellest piisab piirkonna arengu tagamiseks? Kindlasti vaarib
markimist, et uue strateegiaga poOOratakse senisest veidi enam tahelepanu ettevétluse,
téokohtade ja t66j6u arendamisele.

Strateegias toodud eesmarkide taitmise kulgu jélgitakse seirenditajate kaudu (tabel 1). M&&dikute
juures on suureks muutuseks see, et kui varasemates strateegiates vdrreldi mitme naitaja puhul
Harju maakonda ja ulejddnud Eestit, siis nlidd vdrreldakse Harjumaad koos Tartumaaga
Ulejaanud Eestiga. Pole kil selgelt aru saada, miks niisugune muudatus, aga ei ole ka pdhjust
vaita, et eesmaérk selliselt piirkondi vdrrelda oleks kuidagi vale. Taas on kadunud eesmark valtida
(pidurdada) elanikkonna koondumist Harju maakonda, kuigi eesmark valtida majanduse
koondumist keskustesse (seekord siis Harju ja Tartu maakonda) on sailinud. Tegelikult on
kadunud kéik rahvastikuarengut kasitlevad naitajad, mida strateegiaga seoses jalgida soovitakse
vdi soovitatakse. See on lllatav ja raagib uue strateegia loogika selgest muutusest varasemaga
vorreldes. Muidugi saab piirkondlikku rahvastikuarengut analltsida ka siis, kui regionaalarengu
strateegias selleks naitajad puuduvad, aga kui strateegilise métte muutuse pdhjus on lsna
arusaadav, siis rahvastikuarengu naitajate strateegiast valjajadmine ei ole piisavalt pdhjendatud.

Strateegia moddikutesiisteemi on toodud mitmed naitajad, mille vaartuse leidmiseks on vaja teha
eriuuringuid. Péhimdtteliselt on see hea, aga halb on see, et uuringuid pole siiski tdies mahus
suudetud korraldada — viimast saab jareldada, kui lugeda Rahandusministeeriumi aruannet
strateegia senisest elluviimise kaigust.
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Tabel 1. Eesti regionaalarengu strateegia 2014-2020 seirenditajad

Eesmarkide mdjuindikaatorid Algtase

2018

2020

Uldeesmairk: toimepiirkondade arengueelduste parem kasutus majanduskasvuks ja elukvaliteedi

tousuks vajalike hiivede kdttesaadavus

Koigi maakondade SKP kasv, mdddetuna
jooksevhindades

Maakondade

Kasv algtasemega

SKP 2012. aastal vorreldes

Kasv vahetase-
mega vorreldes

Toimepiirkondade terviklikkust ja konkurentsivoimet soosiv elu- ja ettevotluskeskkond

Valjaspool Harju- ja Tartumaad loodud SKP osa-
tahtsus Eesti SKP-s, mdddetuna jooksevhindades
Madalaima maakondliku t66hdive maara
osatahtsus Harjumaa t66hdive maaras
vanuserihmas 16-aastased kuni pensioniealised
Maakondade keskmine ettevotlusaktiivsus
valjaspool Harju- ja Tartumaad riigi keskmise
suhtes, mdddetuna registreeritud finants-
majandusliku tegevusega arithingute arvuna
1000 elaniku kohta

Ulejaanud maakondade keskmise brutokuupalga
osatahtsus Harju- ja Tartumaa keskmises
brutokuupalgas, mdéddetuna Statistikaameti
metoodika jargi

Rahulolu teenuste kattesaadavusega valjaspool
Harju- ja Tartumaad, mdodetakse
kisitlusuuringuga.

29,7% — 2012
30,4% — 2005
69,7% — 2012
71,6% — 2005

63,5% — 2012
63,3% — 2005

77,0% — 2012
76,9% — 2005

Fikseeritakse
2014-2015

29,8%

70,7%

63,7%

77,2%

Kasv algtasemega
vorreldes

30,0%

72,0%

64,0%

77,5%

Kasv algtasemega
vorreldes

Suuremate linnapiirkondade rahvusvahelist majanduslikku konkurentsivdoimet soosiv ning

keskkonnasdbralik elukeskkond

Tallinnas ja Tartus loodav SKP elaniku kohta Tallinn 74,4%

jooksevhindades EL-28-ga keskmisega vorreldes Tartu 44,7%
2012

Igapaevaseks tdolkaimiseks Uhistransporti voi 48,5% — 2012

jalgratast kasutavate véi jalgsi liikuvate inimeste

osatahtsus suuremates linnapiirkondades,

moddetuna linnapiirkondade omavalitsusiiksuste

koondnéitajana

Piirkonnaspetsiifiliste ressursside oskuslikum drakasutamine

Piirkonnaspetsiifiliste kasvupiirkondade hdive vdi Fikseeritakse

ettevotete majandusnaitajate osatéhtsus 2014. aasta

piirkonna koigi ettevotete naitajates. Piirkondlikes andmete pohjal

arengudokumentides maaratletud

kasvuvaldkondade alusel

Maakondlikes arengukavades nimetatud

piirkonnaspetsiifilistele ressurssidele ja

eeldustele tugineva arendustegevuse

aktiviseerumine, mdodetakse kisitlusuuringuga

Piirkondade tugevam sidusus ja arendusvéimekus

Fikseeritakse
2014. aasta
andmete podhjal

KOV-ide ja piirkondlike arendus- Maaratakse
organisatsioonide arendust66tajate arvu ning 2014. aasta
arendustegevuse eelarve muutus, méddetuna pohjal

maavalitsuste kaudu kogutud info abil
Toimepiirkondade keskuste Uhistranspordi
valisihenduste sagedus valjaspool Tallinna,
moddetuna otsetihenduste arvu muutusena
nadala kohta

284 Uhendust 7
keskusest,
jaanuar 2014

Piirkondade piiritilese ja riigisisese koost6o Maaratakse
aktiivsuse muutus, mdéddetuna KOV-ide, uuringuga
maavalitsuste jm piirkondlike arendus- 2014. aasta
organisatsioonide rahvusvahelistesse pohjal

organisatsioonidesse ja vorgustikesse kuulumise
ja piirilileste koosté6lepingute arvuna

Tallinn 80%
Tartu 50%

49%

Uletab algtaseme
vahemalt
veerandis
maakondadest

Aktiviseerunud
vahemalt
veerandis
maakondadest

Kasv algtasemega
vorreldes

Kasv algtasemega
vorreldes

Kasv algtasemega
vorreldes

Tallinn 85%
Tartu 55%

50%

Uletab algtaseme
vahemalt pooltes
maakondades

Aktiviseerunud
vahemalt pooltes
maakondades

Kasv algtasemega
vorreldes

Kasv algtasemega
vorreldes

Kasv algtasemega
vorreldes
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Haldusjaotuse areng

2016. aastal vastuvdetud haldusreformi seaduse jdustumisel omavalitsuslike linnade ja valdade
arv Eestis margatavalt vaheneb. Kuid mis on haldusjaotuses toimunud viimase 25 aasta jooksul?

1991. aasta alguses enne Eesti iseseisvuse taastamist erines Eesti territooriumi administratiivne
jaotus oluliselt praegusest. Kuus linna (Tallinn, Kohtla-Jarve, Narva, Sillamae, Tartu ja Parnu)
koos nende alluvuses olevate linnade ja alevitega olid vabariikliku linna staatuses. Linnasid oli
kokku 33, aleveid 24, alevikke 168, kilasid 3274, kilandukogusid 183 ja valdasid 10.
Kilandukogusid oli hakatud muutma valdadeks, aga kuna tegemist ei olnud Uksnes formaalse
nimevahetusega (Eesti NSV Ulemndukogu 1989. aasta 8. augusti otsus ,Haldusreformi
labiviimisest Eesti NSV-s“, Eesti NSV Ulemnéukogu Presiidiumi seadlus ,Seadlus omavalitsusliku
haldussiisteemi loomisest®), vottis protsess aega. 1991. aastal oli Eestis 15 maakonda ja sama
palju on neid ka praegu.

Taasiseseisvumise jargseid esimesi aastaid vdib pidada sobiva halduskorralduse otsimise
aastateks. Sel perioodil pbhines kohalik omavalitsus vastavalt Eesti NSV kohaliku omavalitsuse
aluste seadusele Eesti NSV haldusterritoriaalsel jaotusel ja teostus kahel tasandil. Esmatasandi
moodustasid vallad (kilandukogud, edaspidi vallad), alevid ja linnad (rajoonilise alluvusega
linnad, edaspidi linnad). Teise tasandi moodustasid maakonnad (rajoonid, edaspidi maakonnad)
ja vabariiklikud linnad (vabariikliku alluvusega linnad, edaspidi vabariiklikud linnad), mis
tegutsesid Uhtlasi esimese tasandi kohaliku omavalitsuse funktsioonides.

2. juunil 1993. aastal véttis Riigikogu vastu ,Kohaliku omavalitsuse korralduse seaduse®, mille
kohaselt said vabariiklikud linnad linna ja alevid valla staatuse.

29. juunil 1993 vastuvdetud ,Maakonna valitsuskorralduse seadus” satestas, et riigi territooriumi
haldusjaotuse Uksuseks on maakond ja et Eesti jaguneb 15 maakonnaks, mille koosseisu
kuuluvad ka senised vabariiklikud linnad.

Kilandukogude muutumine valdadeks tdhendas sisuliselt valdadele omavalitsuslike diguste
andmist. Omavalitsuslikud digused anti ka linnadele, aga sellega ei kaasnenud Uldnime muutust.

Taasiseseisvumise algusaastatel muudeti korduvalt omavalitsusiiksuste piire. Naiteks Kohtla-
Jarve linn, kus Eesti Vabariigi Ulemndukogu Presiidiumi 24. oktoobri 1991. aasta seadusega
arvati linna koosseisust vélja Ahtme linn ning Kukruse, Oru ja Sompa alev, ning Riigikogu
25. augusti 1993. aasta otsusega arvati need Uksused Kohtla-Jarve linna koosseisu tagasi, peale
selle Viivikonna alev, mis oli seni tegutsenud iseseisva haldustksusena.

Kui praegu réagime eelkdige omavalitsusuksuste liitumisest, siis 90. aastate algul toimus ka
mitmeid jagunemisi: vastavalt Riigikogu 11. martsi 1993 otsusele taastati Torgu vald, mis oli seni
kuulunud Salme valla koosseisu; Saku valla koosseisust eraldati Kiili vald; Juuru valla
koosseisust Kaiu vald; Kadrina valla koosseisust Saksi vald; Nissi valla koosseisust Kernu vald.

Parast omavalitsusliku slisteemi taastamist ja esimesi omavalitsuslksuste piiride muutmisi jouti
1. jaanuaril 1994 olukorda, kus Eestis oli 255 haldustksust: 46 linna, 198 maavalda ja
11 alevvalda. Maa-asulaid oli 3442, nende seas 168 alevikku ja 3274 kila. 1994. aastal viidi
Paldiski linn ajutiselt kuni omavalitsusliku staatuse andmiseni Keila linna koosseisu linnaosa
staatuses.

22. veebruaril 1995 vdeti vastu Eesti territooriumi haldusjaotuse seadus, mille kohaselt on Eesti
territooriumi  haldusjaotuse Uksusteks maakond, vald ja linn. Eesti territoorium jaguneb
maakondadeks, mis on riiklikud haldustksused, maakonnad omakorda valdadeks ja linnadeks,
mis on kohalikud omavalitsusiiksused. Vald vdib jaguneda alevikeks, kiladeks ja muudeks
territoriaallksusteks.

1. jaanuari 2016 seisuga on Eestis 30 omavalitsuslikku linna ja 183 valda. Valdade arv on
vahenenud nende Uhinemise tulemusena, omavalitsuslike linnade arvu vahenemine on seotud
linnade ja valdade Gihinemise tagajarjel linna muutumisega vallasiseseks linnaks.
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Taasiseseisvumise jargsetel esimestel aastatel muutus halduskorraldus oluliselt. Tegemist oli
reformiga, mille sisuline muutus oli ehk isegi suurem, kui on muutustel, mis tulenevad
2016. aastal vastuvoetud haldusreformi seadusest. Hinnang selle kohta jaab muidugi tulevikku.

Taasiseseisvumise jargsel perioodil on haldusjaotuses toimunud mitmeid muutusi, mida ei ole
siiski pohjust reformiks nimetada. Need muutused ei ole seotud ainult omavalitsustiksuste piiride
muutumisega. Kohalikud omavalitsused on saanud uusi Ulesandeid, mdned Ullesanded on ka
kadunud. Muutunud on kohalike omavalitsuste tulubaasi moodustamise reeglid. Need on olulised
muutused, millele loodetavasti tuleb lisa 2016. aastal kaivitunud haldusreformi kaigus. Siinkohal
on asjakohane anda ulevaade omavalitsusiksuste Uhinemistest perioodil 1994—2015.

Omavalitsusiiksuste Uhinemised toimuvad reeglina koos kohalike omavalitsuste korraliste
valimistega: taasiseseisvumise jarel algul igal kolmandal aastal (1996, 1999, 2002, 2005),
seejarel igal neljandal aastal (2009, 2013, 2017). Reeglil on olnud kaks erandit: Abja vald
moodustati 1998. aastal ja Laane-Saare vald 2014. aastal. Valla nimesid on imber nimetatud ka
valimiste vahepealsetel aastatel.

Seni kdige suurem omavalitsusiiksuste Uhinemine oli 2005. aastal, kui kaheksas Uhinemises
osales kokku 22 omavalitsustksust. Tavaliselt on Uhinejaiks olnud kaks omavalitsusuksust, kuid
senine suurim Uhinejate arv on olnud neli. Nelja osalejaga thinemisi on olnud kolmel korral, mille
tulemusel tekkisid Tiri, Suure-Jaani ja Viljandi vald. Kolme osalisega kohalike omavalitsus-
Uksuste Uhinemisi on olnud kuus.

Enamasti on uUhinemise tulemusena tekkinud uue omavalitsusiksuse nimeks saanud Uhe
Uhineva Uksuse nimi. Kuuel juhul on aga uuele vallale pandud uus nimi. Nii moodustusid Otepaa,
Tapa, Viljandi, Ldane-Nigula, Hiiu ja L&ane-Saare vald. Tési, Otepda valla ja Tapa valla
moodustajate seas olid vastavalt Otepaa ja Tapa linn.

Ukski omavalitsusiiksus pole seni teis(t)ega Uhinenud Tartu ja Jégeva maakonnas. Kill on
Joégeva maakonnas muutunud Uhe valla nimi: Raja vald nimetati Umber Kasepaa vallaks. Neljal
korral on vallad Ghinenud kolmes maakonnas: Laane-Viru, Parnu ja Viljandi maakonnas. Kaarma
vald on Uhinemistes osalenud juba kaks korda: 1999. aastal Uhineti Kuressaare vallaga ja
2014. aastal tihinesid Kaarma, Karla ja Limanda vald Laane-Saare vallaks.

Uhinemise tulemusena tekivad rahvaarvult ja pindalalt suuremad omavalitsusiiksused, aga siiski
on huvitav tddeda, et neljas maakonnas on Uhinemise tulemusena tekkinud vallas kdige rohkem
elanikke vorreldes maakonna teiste omavalitsusiiksustega ja kuues maakonnas jaab thinenud
valla rahvaarv alla vaid maakonnakeskuse rahvaarvule. 12 pindalalt suurima Eesti omavalitsus-
Uksuse seas on 11 Uhinenud valda. Erandiks on llluka vald.

Omavalitsusiiksuste Uhinemisi aastatel 1994—2015 kajastab kaart 30 Ik 194.

Eesti piirkondlik areng taasiseseisvumisest tanapaevani riikliku statistika
kajastuses

Ulevaade senistest regionaalarengu strateegiatest ja neis pistitatud eesmérkidest esitatud,
vaatleme Eesti piirkondlikku arengut 25-aastase perioodi jooksul riikliku statistika abil. Kirjeldame
arengut peamiselt maakonna tasandil, sest ka riiklikes regionaalarengu strateegiates ei pistitata
eesmarke sellest tasandist allpool.

Arengu anallisimiseks ei kasutata koéiki arengustrateegiates toodud maoddikuid. Erinevates
strateegiates on erinevad modddikud ja oleks ebahuvitav kasitleda Ght ja sama teemat mitu korda,
lahtudes iga strateegia tdpsematest eesmarkidest. Jargneva Ulevaate eesmark ei ole analiitsida
regionaalarengu strateegias pustitatud eesmarkide taitmist, vaid kirjeldada Eesti arenguid pikema
perioodi jooksul, kasitledes teemasid, mida regionaalarengu strateegiates on oluliseks peetud.
Need teemad on: rahvastiku areng, majanduse areng, t66turu areng ning elanike sissetulekute
muutus. Regionaalarengu strateegiliste eesmarkide taitmist on Statistikaametis analliUsitud
sustemaatiliselt ja artikli Idpus olevast allikate loetelust leiab vajaduse korral ka vastavaid viiteid.
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Rahvastiku areng

Moodik
Harju maakonnas elava rahvastiku osatéhtsus pusib alla 41% Eesti kogu elanikkonnast.

Toenaoliselt teavad aastal 2016 enam-vahem koik, et Eesti rahvaarv kahaneb, et Eesti rahvastik
vananeb, et Eestit on ees ootamas t66jéupuudus ning et t66jdu vdhenemine dhvardab muuta
senise sotsiaalstisteemi, eelkdige pensioni- ja arstiabisiisteemi, jatkusuutmatuks. Eesti regionaal-
arengu strateegiates on rahvastikuarengust juttu, kuid vaid kord on otsene rahvastikuarengu
naitaja sattunud regionaalarengu strateegia moddikute hulka ja seegi naitaja ei ole rahvastiku
vananemise vdi kahanemise kohta, vaid iseloomustab rahvastiku paiknemist. Ullatav kiill, aga
loogiline: rahvastiku kahanemise ja vananemisega seotud probleemid tuleb lahendada teistes
strateegiates. Ometi ei ole Eesti piirkondlikust arengust raakides voéimalik jatta raakimata
rahvastiku arengust. Valik tuleb muidugi teha, sest kdiki sellega seotud teemasid pole selles artiklis
voimalik kasitleda. Seekordne valik on — rahvaarv, vanusjaotus, rahvastiku paiknemine, stinnid.

Enne teemade juurde asumist siiski tdhelepanu! Rahvaarvu pole kogu Eesti taasiseseisvumise
perioodi jooksul arvestatud (htse metoodika alusel ning Usna tavalist kahe rahvaloenduse
vahelise perioodi rahvaarvu korrigeerimist ei ole viimase loenduse tulemustele tuginevalt Eestis
piirkonniti tehtud. Nii kasvas naiteks 2000. aastal rahvaarv veidi ootamatult paljudes maa-
kondades. 2016. aastal muudeti rahvaarvu arvestamise metoodikat. Muutmine oli vajalik, kuid
see katkestas sisuliselt piirkondade rahvastikuarvestuse aegread. Seetéttu pole selles lilevaates
rahvaarvu puhul Uldjuhul 2016. aasta andmeid kasutatud, kuigi Statistikaamet on need
avaldanud. 2016. aasta rahvaarvu on siiski kasutatud rahvastiku soo-vanusjaotusest raakides:
selle naitaja juures on see pdhjendatud vaatamata metoodika muutusele. Oluline on samuti
teada, et edaspidi on artiklis arvestatud 2011. aasta rahvaloenduse alakaetusega. Varasemate
rahvaloenduse tulemusi ei ole alakaetuse arvelt korrigeeritud.

Rahvaarv. Rahvastiku paiknemine

Regionaalarengu strateegiate ainus rahvastikuga seotud mdédik (naitaja, mille kohta on esitatud
saavutatav eesmark) on Harju maakonna rahvastiku osatdhtsus Eesti kogurahvastikus.
Joonisel 1 on selgelt naha Eesti rahvastiku kahanemise pikaajaline trend. Samas v6ib méargata
Harju maakonna rahvaarvu kasvu vaadeldava perioodi teises pooles. Kaks trendi kokku
tdhendavad seda, et Harju maakonna rahvastiku osatédhtsus Eesti kogurahvastikus on
suurenenud. Joonis 1 ei vdimalda tapsemalt hinnata Harju ja Tartu maakonna rahvastiku
osatahtsuse muutust Eesti rahvastikus. Need trendid on ilmekamalt naha joonisel 2: Harju
maakonna rahvastiku osatahtsus Eesti rahvastikus on alates 2003. aastast pidevas lineaarses
kasvus. Eeldades, et regionaal-arengu strateegial on siiski mingi méju pustitatud eesmarkide
taitmisele, vdoime vaid ette kujutada, milline oleks olnud Harju maakonna rahvastiku osatdhtsus
Eestis, kui strateegias pustitatud eesmarki poleks olnud. Véib-olla oleks lihtsam leppida sellega,
et regionaalarengu strateegias kavandatud meetmed pole kuidagi suutnud mojutada Eesti
elanikkonna koondumist Harju maakonda?

Harju maakonnaga vérreldes on Tartu maakonna rahvastiku osatdhtsus Eestis muutunud hoopis
teistsuguse, veidi ebaloogilise graafiku alusel. Kas Tartumaa osatahtsuse kiire kasv 2000-ndate
algul véis olla seotud pigem probleemidega rande registreerimisel ja et praegu on hoopis tdhtsam
kiisimus, kuidas seletada Tartu maakonna elanike osatahtsuse kasvu pidurdumist ja isegi
kahanema hakkamist. Kas tegemist on ajutise nahtusega véi protsessiga, mis naitab, et Eesti on
teel Ghe keskusega riigiks?

Maakondade rahvaarvu muutusest perioodil 1990-2015 raakides tuleb kindlasti réhutada, et
1. jaanuaril 2015 ei olnud tUhegi maakonna rahvaarv suurem kui 1. jaanuaril 1990. Ka mitte Harju
maakonnas, kus rahvaarv on 2003. aastast alates pidevalt vAhehaaval kasvanud.

Oluline on margata, et 2015. aasta alguseks elas Harju maakonnas tegelikult sama palju inimesi
kui terves Eestis, v.a Harju ja Tartu maakond. Aastate 1990 ja 2015 vérduses kasvas Harju
maakonna rahvastiku osatéhtsus Eesti rahvastikus 5,2 protsendipunkti ja Tartu maakonna oma
1,2 protsendipunkti ning ulejadnud Eesti rahvastiku osatahtsus Eesti kogurahvastikus kahanes
seega 6,4 protsendipunkti. Tegemist on markimisvaarse rahvastiku paiknemise muutusega Eestis.
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Loomulikult on iga maakonna rahvaarvu muutumises omad nlansid, aga kuna Uhegi riikliku
regionaalarengu strateegia méodikud ja eesmargid ei kajasta rahvastikku maakondade tasemel,
siis on ka selles artiklis vaadeldud, kuidas on slinni ja vanuse naitajad muutunud Harju ja Tartu
maakonnas ning Ullejaanud Eestis, mitte aga igas maakonnas eraldi.

Joonis 1. Eesti, Harju ja Tartu maakonna ning Tallinna rahvaarv, 1. jaanuar 1990-2015
Figure 1. Population of Estonia, Harju and Tartu counties and Tallinn, 1 January 1990-2015
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Joonis 2. Harju ja Tartu maakonna ning lilejaanud Eesti rahvastiku osatdhtsus Eesti
kogurahvastikus, 1. jaanuar 1990-2015

Figure 2. Share of population of Harju and Tartu counties and of the rest of Estonia in total
population of Estonia, 1 January 1990-2015
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Siinnid

Aastate 1990 ja 2015 vordluses on sundide arv Eestis tunduvalt kahanenud: 1990. aastal siindis
22 304, aastal 2015 aga vaid 13 907 last. Mitte Uheski maakonnas ei slindinud 2015. aastal
rohkem lapsi kui 1990. aastal. Suhteliselt kdige rohkem on slindide arv nende aastate vordluses
kahanenud Hiiu ja J6geva maakonnas, kdige vdahem Harju ja Tartu maakonnas.

Siindide arv ei ole perioodil 1990-2015 Eestis muutunud lineaarselt ega ka maakonniti thtlaselt,
mis tdhendab, et maakondades on muutused toimunud isna erinevas tempos.

Lahtudes regionaalarengu strateegiatest, on vaatluse all siindide arv Harju ja Tartu maakonnas
ning Ulejaanud Eestis (joonis 3). Jooniselt on naha, et siinde on valjaspool Harju ja Tartu
maakonda kiiremini vahemaks jdadnud kui nendes kahes maakonnas ja see on kaasa toonud
olulise muutuse slindide arvu piirkondlikus jaotuses: 2015. aastal suindis Harju maakonnas juba
peaaegu pool koigist Eestis siindinud lastest (joonis 4). See on vaga kdnekas fakt, eriti kui
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tuletada meelde, et Harju maakonna rahvastiku osatahtsus Eesti kogurahvastikus on vaid veidi
Ule 43%. Lootus, et rahvaarv valjaspool Harju maakonda stabiliseerub ja hakkab loomuliku iibe
téttu ehk isegi kasvama, on vaga vaike. See on vdimalik vaid juhul, kui noortel tekib mingil
pdhjusel motivatsioon asuda elama Harjumaalt valjapoole, aga siiski Eestisse.

Harju maakonna slindide arvu osatahtsus Eesti slindide arvus kasvas aastate 1990 ja 2015
vordluses 14 protsendipunkti. Tartu maakonna slindide arvu osatahtsuse puhul saame raakida
stabiilsusest: kasv vaid 0,7 protsendipunkti.

Et aru saada, kui palju on siindide arv Eestis ikkagi véhenenud ja kui tésine on praegune olukord,
meenutagem vaid fakti, et aastatel 1969-1990 slindis Eestis igal aastal lle 20 000 lapse.
Rekordiline oli aasta 1987, kui sindis tle 25 000 lapse ja raagiti beebibuumist.

Joonis 3. Siindide arv Eestis, Harju ja Tartu maakonnas ning Tallinnas, 1990-2015
Figure 3. Number of births in Estonia, Harju and Tartu counties and Tallinn, 1990-2015
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Joonis 4. Harju ja Tartu maakonna ning lilejaanud Eesti siindide osatidhtsus kogu Eesti
slindides, 1990-2015

Figure 4. Share of births of Harju and Tartu counties and of the rest of Estonia in all births of
Estonia, 1990-2015
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Soo-vanusjaotus

Rahvastiku soo-vanusjaotust iimestab kdige paremini rahvastikupuu. Joonistel 5-8 on kujutatud
Eesti, Harju ja Tartu maakonna ning Eesti, v.a Harju ja Tartu maakond, rahvastikupuud aastatel
1990 ja 2016. Muutused rahvastiku soo-vanusjaotuses on selgelt ndha ning Uldiselt sarnased: nii
meeste kui ka naiste kahanenud arv nooremates vanusriihmades ning suurenenud arv
vanemates vanusriuhmades. Piirkondade erisused ilmnevad kahel juhul: mis vanuseriihmast alates
elanike arv enam ei kahane ja kui suur on rahvaarvu muutus vanuseriihmade kaupa. Detailsem
info rahvaarvu suhtelise muutuse kohta aastate 1990 ja 2016 vdrduses on esitatud tabelis 2.
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Joonis 5. Eesti rahvastikupuu, 1. jaanuar 1990, 2016
Figure 5. Population pyramid of Estonia, 1 January 1990, 2016
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Joonis 6. Harju maakonna rahvastikupuu, 1. jaanuar 1990, 2016
Figure 6. Population pyramid of Harju county, 1 January 1990, 2016
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Joonis 7. Tartu maakonna rahvastikupuu, 1. jaanuar 1990, 2016
Figure 7. Population pyramid of Tartu county, 1 January 1990, 2016
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Joonis 8. Eesti, v.a Harju ja Tartu maakond, rahvastikupuu, 1. jaanuar 1990, 2016
Figure 8. Population pyramid of Estonia (excl. Harju and Tartu counties), 1 January 1990, 2016
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Tabel 2. Rahvaarvu suhteline muutus soo ja vanuseriihma jérgi, 1. jaanuar 1990 vs. 2016
Table 2. Relative change in population by sex and age group, 1 January 1990 vs. 2016
(protsenti — percentages)

Vanuse- Eesti Harju maakond Tartu maakond Eesti, v.a Harju ja
rihm Tartu maakond
Age Estonia Harju county Tartu county Estonia, excl. Harju
group and Tartu counties
Mehed Naised Mehed Naised Mehed Naised Mehed Naised
Males Females Males Females Males Females Males Females
0-4 58,5 57,9 67,8 68,3 69,8 67,9 48,8 47,7
5-9 65,8 64,5 55,2 55,7 74,1 73,7 42,3 41,6
10-14 58,0 57,3 84,0 84,1 62,7 59,0 78,4 66,4
15-19 54,7 54,6 77,3 76,9 55,6 53,7 54,1 53,9
20-24 69,3 71,8 62,5 83,1 84,4 81,3 49,5 47,7
25-29 87,4 81,6 97,5 92,7 108,1 104,1 85,1 74,5
30-34 81,2 75,0 92,8 100,6 98,0 97,4 67,3 52,6
35-39 81,8 74,9 94,2 9515 100,5 96,9 65,6 55,2
40-44 94,8 85,5 104,7 97,2 94,6 86,7 87,6 79,0
45-49 98,7 92,1 90,1 87,0 94,5 95,1 81,4 62,9
50-54 89,2 82,9 103,3 93,6 104,8 95,9 92,9 87,1
55-59 100,8 94,4 109,7 108,9 96,4 89,3 95,9 85,6
60-64 104,3 91,7 111,5 107,0 95,8 82,8 101,0 83,1
65-69 142,0 105,5 165,4 124,9 120,4 91,0 132,0 95,5
70-74 157,7 130,8 195,1 156,6 139,0 113,8 132,5 116,6
75-79 153,1 129,5 168,9 144,7 160,9 1331 149,6 121,2
80-84 162,2 141,9 211,9 161,3 142,0 137,4 141,3 131,6
85 + 214,5 204,8 2954 231,6 187,3 181,4 180,0 194,1

Eestis tervikuna hakkab naiste arv kahe vaadeldava aasta vérdluses kasvama alates
65-69-aastaste vanuserihmast, meeste arv aga juba alates 55-59-aastaste vanuseriihmast.
Suhteliselt kdige rohkem — (ile kahe korra — on nende kahe aasta vordluses kasvanud vahemalt
85-aastaste nii naiste kui ka meeste arv. Vahemalt 85-aastaste vanuserihmas on rahvaarvu
suhteline kasv kdige suurem ka koigis teistes vaadeldavates piirkondades. Vanemate vanuse-
rihmade rahvaarvu kasv on seletatav keskmise eluea pikenemisega, meeste puhul on oluliseks
teguriks ka nooremas eas meeste valispbhjustel surmade arvu kahanemine. Tdendoliselt
randavad vanemaealised ka vahem riigist valja kui nooremas eas inimesed. Suhteliselt kdige
rohkem on Eesti kaotanud 15-19-aastaste vanuserihma kuuluvaid nii mehi kui ka naisi.
Tdenaoliselt on pbhjuseks stindide arvu tsiklilisus.
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Harju maakonnas on rahvastik 1990. ja 2016. aasta vordluses suhteliselt kdige rohkem
kahanenud 5-9-aastaste vanuseriihmas. Suhteliselt palju on vahemaks jaadnud 20-24-aastaseid
mehi. Rahvaarv hakkab Harjumaal kasvama 40—44-aastaste meeste ja 30—34-aastaste naiste
vanuseriihmast alates. Tdsi, mitte kdikide vanemate vanuseriihmade inimeste arv pole Harju
maakonnas kasvav, kuid trend algab just nendest vanusriihmadest.

Eestis, v.a Harju ja Tartu maakond, on suhteliselt kdige rohkem vahenenud 5-9-aastaste nii
poiste kui ka tidrukute arv. Oluline on margata 20—24-aastaste meeste ja naiste arvu rohkem kui
kahekordset suhtelist vahenemist. Kiillap on selle peamiseks pdhjuseks peale rahvaarvu Uldise
kahanemise ka dppima asumine valjapoole vaadeldavat piirkonda. See ei peakski ehk muret
tekitama, sest vaevalt oleks modistlik igas Eesti maakonnas noortele kdiki edasidppimise
vBimalusi pakkuda. Pigem peaks probleemi nagema selles, et piirkonna rahvastik hakkab
kasvama alates 60—64-aastaste vanuseriihmast meeste ja alles 70-74-aastaste vanuseriihmast
naiste puhul ehk siis dppima lainud noored ei ole sugugi agarad slinnipaika naasma.

Rahvastiku vanusjaotuse iseloomustamiseks vaatame veel kolme néitajat, vahemalt 65-aastaste
osatahtsust kogurahvastikus, Ulalpeetavate maara ja demograafilist td6turusurveindeksit.

Vahemalt 65-aastaste osatahtsus kogurahvastikus on perioodil 1990-2016 suurenenud uldiselt
lineaarselt kdigis vaadeldavates piirkondades (joonis 9). 2008.—2009. aasta majanduskriis seda
protsessi ménevodrra pidurdas, aga mdned aastad hiljem lineaarne kasv taastus.

Vahemalt 65-aastaste osatahtsus rahvastikus on vaadeldavates piirkondades olnud kogu
perioodi 1990-2016 jooksul suurim Eestis, v.a Harju ja Tartu maakond, ning vahe Eesti keskmise
naitajaga on vahehaaval kasvanud.

Joonis 9. Vahemalt 65-aastaste osatdhtsus Eesti, Harju ja Tartu maakonna ning Tallinna
rahvastikus, 1. jaanuar 1990-2016

Figure 9. Share of persons aged 65 and over in population of Estonia, Harju and Tartu counties
and Tallinn, 1 January 1990-2016
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Ulalpeetavate maara arvutatakse valemiga kuni 19-aastaste arv + véhemalt 65-aastaste arv
jagatud 20-64-aastaste arvuga ning korrutatud 100-ga. Tulem naitab, mitu tddealiste hulka
mittekuuluvat inimest tuleb 100 tdbealise kohta. Tegemist on Usna mitmetahulise rahvastiku
vanuskoosseisu iseloomustava naitajaga, mis koosneb kahest osast: t00ealistest nooremate ja
tooealistest vanemate arv 100 to0ealise kohta. Naitajat pohjalikumalt anallilisides tuleks sellega
kindlasti arvestada. Kdikides vaadeldavates piirkondades on (lalpeetavate maar hakanud
tdbusma, mis tdhendab, et t66east nooremate elanike arvu kahanemine ei tasakaalusta enam
tddeast vanemate inimeste arvu kasvu (joonis 10).Ulalpeetavate méara tdusu pidurdaks todea
Ulemise piiri nihutamine.
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Joonis 10. Ulalpeetavate méir Eestis, Harju ja Tartu maakonnas ning Tallinnas, 1990-2016
Figure 10. Dependency ratio in Estonia, Harju and Tartu counties and Tallinn, 1990-2016
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Demograafiline tdéturusurveindeks on samuti rahvastiku vanuskoosseisu iseloomustav naitaja.
Seda arvutatakse, jagades 5-14-aastaste arvu 55-64-aastaste arvuga. Kui naitaja vaartus on
Uhest suurem, siis siseneb t66turule potentsiaalselt rohkem inimesi kui sealt vanuse téttu valja
langeb. Kui naitaja vaartus on Uhest vaiksem, on potentsiaalseid t66turult lahkujaid rohkem kui
sinna sisenejaid. Indeksi vaartuse jarsk muutus 2000. aastal on tingitud probleemidest siserédnde
arvestamisega. Vaadeldava perioodi algul oli naitaja vaartus Ule Ghe, ehk enamiku analtitikute
arusaamade kohaselt oli olukord positiivne. Nludseks on néitaja vaartus enamikus vaadelda-
vates piirkondades, v.a Tartu maakond, muutunud Uhest vaiksemaks (joonis 11). Viimastel
aastatel on naitaja hakanud siiski suurenema, mis vdiks iseenesest olla hea sdnum. Tapsema
anallilsi saab teha siis, kui Eesti rahvaarvu on modned aastad uue metoodika jargi arvutatud ja
uuendatud on ka Eesti ning maakondade rahvastikuprognoosid.

Joonis 11. Demograafiline to6turusurveindeks Eestis, Harju ja Tartu maakonnas ning
Tallinnas, 1990-2016

Figure 11. Demographic labour pressure index in Estonia, Harju and Tartu counties and Tallinn,
1990-2016
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Tooturg

Moo6dikud
Té0puudus (mdddetuna té6tuse maadrana vastavalt Rahvusvahelise Té0organisatsiooni
metoodikale) ei Gleta enam kui 35% Eesti keskmist.

Uhegi maakonna aastakeskmine todhdive maar (mdddetuna vastavalt Rahvusvahelise
Toborganisatsiooni metoodikale) ei oleks madalam kui 45%.

Madalaim maakondlik t66héive maar on 2018. aastal vahemalt 70,7% ja 2020. aastal vahemalt
72,0% Harju maakonna t60hdive maarast.

Tdoturu teema on olnud pédevakorral kobigis Eesti regionaalarengu strateegiates. Vaatamata
sellele, et Gldeesmark on olnud Uks — erinevuste vahendamine maakondade vahel — on t66turu
arengu mddtmiseks kasutatav naitaja olnud strateegiates erinev. Esimeses regionaalarengu
strateegias moddeti tooturu erisusi t06tuse maara abil, kahes jargmises t66hdive maara kaudu.
Too6tuse maar ja todhdive maadr on omavahel tihedalt seotud. Todtuse maar on dldjuhul
avalikkuse suurema tahelepanu all, kuid t66hdive maar on td6turu tasakaalu mddtmiseks
kindlasti parem naitaja.

Koikide Eesti regionaalarengu strateegiates toodud té6turuga seotud naitajate algallikaks on
Eesti t66jou-uuring, mida korraldab Statistikaamet. Uuring pohineb rahvusvahelisel t66j6u-
uuringu metoodikal, mis on uuringu tegemise aastate jooksul pusinud Usna stabiilne.
Piirkondlikku statistikat silmas pidades on peamiseks probleemiks valimi suurus, s.t vaiksus, mis
raskendab statistiliselt usaldusvaarse info saamist maakondade kaupa. Naiteks pole vaiksema
téOpuudusega aastatel olnud véimalik arvutada kdikide maakondade kohta t66tuse maara.

Vaatame Eesti piirkondliku t66turu arengut kogu taasiseseisvumise jargse aja jooksul
15-64-aastaste t66hdive mdaéara kaudu. Tegemist on vanuserihmaga, mida ei kasitleta
regionaalarengu strateegias aastateks 2005-2015 ega ka aastateks 2014-2020, kuid see
vanuserihm on sobiv, et hinnata, kas Eesti t66turg on muutunud piirkonniti Ghtlasemaks voi
mitte. Rahvastikuandmed on selle artikli tarbeks uuesti arvutatud ehk maksimaalselt on
arvestatud andmete esmaavaldamisele jargnenud aastatel tehtud Umberarvutustega. Kdigepealt
mdned mdistete selgitused.

Toohoive maar on hdivatute osatahtsus todealises rahvastikus.

(Tooga) hoivatu on isik, kes uuritaval perioodil:
= tdbtas ja sai selle eest tasu kas palgattdtajana, ettevotjana voi vabakutselisena;

= t00tas otsese tasuta pereettevottes voi oma talus;
= gjutiselt ei tootanud.

Tooealise rahvastiku modiste soltub kontekstist. Selles artiklis on kasutusel erinevad
vanuseriihmad, tédhelepanelikult tuleks jalgida jooniste pealkirju ja tekstis olevaid selgitusi.

T66hdive madra muutust kirjeldavad joonised 12, 13 ja 14. Joonistel margib ,max” jooksva aasta
maakondliku t66hdive maara kdige suuremat ja ,min“ kdige vaiksemat vaartust. Perioodil
1989-2015 pole Harju maakonna t66hdéive maar sugugi mitte alati teiste maakondade omast ja
Tartu maakonna naitaja Eesti keskmisest kdrgem olnud. Tasi, 2009. aastast alates on igal aastal
15—64-aastaste vanuseriihmas Eesti kdrgeim t66hdive maar olnud Harju maakonnas.

Aasta vaikseim 15-64-aastaste t66hdive maar on olnud erinevates, aga alati Eesti 16una-
poolsetes maakondades: Pdlva maakond on selles rollis olnud 12, Valga ja Véru maakond viis,
Jogeva maakond kolm ja Tartu maakond kaks korda. T&psustuseks: Tartu maakonnas oli
15—64-aastaste t66hdive maar maakondade vaikseim aastatel 1989 ja 1990.

15-64-aastaste t66hdive maar on aastail 1989-2015 maakonniti muutunud Usna sarnaselt: algul
ligikaudu 10 aastat maara langust, seejarel umbes 7 aastat tdusu, siis paar-kolm aastat kiiret
langust ja 16puks ligikaudu 5 aastat tdusu (joonis 12). Tasub tdhele panna, et vaadeldaval viiel
juhul on vaid Tartu maakonna t66hdive maar 2015. aastal 1989. aastaga vdrreldaval tasemel.
Ulejaanud neljal juhul on naitaja 2015. aastal viiksem kui 1989. aastal.
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Joonis 12. 15-64-aastaste toohoive maar Eestis keskmiselt, Harju ja Tartu maakonnas
ning maakondade kdrgeim ja madalaim néitaja, 1989-2015

Figure 12. Employment rate of persons aged 15-64 in Estonia on average, in Harju and Tartu
counties, and maximum and minimum indicators of counties, 1989-2015
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Teoreetiliselt saab kdrgeim t66hdive maar olla 100%, mis tahendab, et kdik téoealised inimesed
on tédga hdivatud. Tanapaeval tunneme r6dmu selle Ule, et té6hdive maar tbuseb ja et see aitab
lahendada t66jou puuduse probleemi. Missugune aga on optimaalne t66hdive maar? Kui kdik
15-64 aasta vanused inimesed on t66ga hdivatud, siis kes sunnitab ja kasvatab lapsi, kes 6pib?
Uleliia kérge t6dhdive maar toob samuti kaasa probleeme, nagu teeb seda madal t66hdive méaar.
Probleemid on kil teistsugused, aga sugugi mitte lihtsamad.

Kas t66hdive maara muutus pikema perioodi jooksul kdneleb piirkondlike erinevuste
suurenemisest voi vahenemistest? Joonised 13 ja 14 naitavad pikaajalise trendina selget
erinevuste suurenemist: vahe kdrgeima ja madalaima maakondliku naidu vahel on kasvanud nii
suhteliselt kui ka absoluutselt. Kérgeima ja Eesti keskmise naitaja vahe on trendina olnud
stabiilne, mis on loogiline, sest Harju maakonna naitaja on olnud alati keskmisest parem ja selle
maakonna osatéhtsus Eestis on markimisvaarselt suur.

Joonis 13. Maakondliku kérgeima ja madalaima 15-64-aastaste to6hoive méaara suhteline
muutus Eesti keskmisega vorreldes ja mélema néitaja omavaheline suhe, 1989-2015
Figure 13. Relative change in highest and lowest county-level employment rate of persons
aged 15—-64 in comparison with Estonian average and relationship between both indicators,
1989-2015
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Joonis 14. Maakondliku kérgeima ja Eesti keskmise ning maakondliku kdrgeima ja
madalaima 15-64-aastaste to6hoive maara absoluutne muutus, 1989-2015

Figure 14. Absolute change in highest county-level and Estonian average and in highest and
lowest county-level employment rate of persons aged 15-64, 1989-2015
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Eesti t66turu arengu seisukohalt on peale t66hdive maara muutuse oluline jalgida ka hdivatute
arvu muutust.

Perioodil 1990-2015 vahenes 15-64-aastaste hdivatute arv Eestis veidi vahem kui 200 000
inimese vorra, kusjuures hdivatuid jai vahemaks koéigis maakondades (joonis 15). Suhteliselt
kdige rohkem kahanes nende arv Ida-Viru ja Pdlva maakonnas ning suhteliselt kdige vahem
Tartu ja Harju maakonnas. Ida-Viru maakonna hdivatute arv oli 2015. aastal veidi lle poole
vaiksem kui 1990. aastal. Kuna hdivatute arv kahanes vaadeldud perioodil Eestis eri kiirusega, tdi
see kaasa olulisi muutusi hdivatute paiknemises: Harju maakonna hdivatute osatdhtsus kogu
Eesti hoivatute seas kasvas ning Eestis, v.a Harju ja Tartu maakond, elavate hdivatute vastav
osatahtsus kahanes oluliselt (joonis 16).

Joonis 15. 15-64-aastaste hoivatute arv Eestis, Harju ja Tartu maakonnas ning Tallinnas,
1989-2015

Figure 15. Number of employed persons aged 15-64 in Estonia, Harju and Tartu counties and
Tallinn, 1989-2015
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Joonis 16. 15-64-aastaste hoivatute jaotus Eestis, 1990 ja 2015
Figure 16. Distribution of employed persons aged 15-64 in Estonia, 1990 and 2015
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Vaatame hoivet ka strateegiates olevate moddikute abil. Joonisel 17 on esitatud vahemalt
16-aastaste kuni pensioniealiste t66hdivele seatud eemaérgid, arvestades perioodi 1989-2015
statistilisi andmeid ja aastateks 2014-2020 plstitatud strateegilist eesmarki (madalaim
maakondlik t66hdive maar vorreldes Harju maakonna hdivemaaraga 70,7% (2018) ja
72% (2020)). Joonise pdhjal saab teha kaks selget jareldust: perioodi esimesel kimnendil
suurenes tooturul 16he Harju maakonna ja Ulejaanud Eesti t66hdive vahel ning strateegias
2014-2020 pustitatud eesmargid ei ole seniseid naitajaid arvestades vaga ambitsioonikad.

50% 1990 2015

Joonis 17. Vahemalt 16-aastaste kuni pensioniealiste madalaim maakondlik t66hoive maar
ja strateegias 20142020 piistitatud eesmargid, 1989—-2015

Figure 17. Lowest county-level employment rate of persons aged 16 until pensionable age and
targets set in strategy of 2014-2020, 1989-2015
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Sisult ambitsioonikam oli 2005.—2015. aastaks koostatud regionaalarengu strateegia t66turu
olukorda hindav méddik: perioodil 1989—2015 on olnud vaid kuus aastat, kus kdigi maakondade
t66hdive maar on olnud kdrgem kui 45% ja nendest kuuest viis on perioodi esimesed aastad
(1989-1993) (tabel 3).

Ka esimese regionaalarengu strateegia t66turgu kasitlev méddik oli ambitsioonikam kui viimase
ehk kolmanda strateegia moéodik. T66tuse maar on maakondlikult jalgitav alates 1997. aastast
ehk siis 19 aasta jooksul. Sel perioodil on igal aastal méne maakonna té6tuse maar Uletanud
enam kui 35% Eesti keskmist. Ida-Viru maakonnas on t66tuse maar koguni 18 aasta jooksul
olnud sellest mdddikust kérgem, erandiks vaid 2009. aasta. Jogeva ja Pdlva maakonnas on
t66tuse maar vaadeldaval perioodil kaheksal korral olnud lle 35% kdrgem vabariigi keskmisest.
Kokku on Eestis liheksa maakonda, kus vahemalt (hel vaadeldava perioodi aastal on t66tuse
maar olnud Ule 35% kdrgem vabariigi keskmisest.
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Eesti regionaalarengu tasakaalu hindamise seisukohalt on vordlus vabariigi keskmisega kindlasti
hea, aga see ei iseloomusta kuigi hasti sisulist olukorda kohapeal. Naiteks ainukesel aastal
(2009), mil to6tuse maar Ida-Virumaal ei Uletanud strateegilise eesmargi seatud punast joont, oli
maakonna keskmine naitaja 18,0%. Samas Ida-Viru maakonna vaadeldava perioodi véaikseim
té6tuse maar oli aastal 2007 — 8,9%, aga selle naitajaga Uletas maakond tol aastal siiski
strateegilise punase joone. Probleem pole muidugi selles, et naitaja oleks valesti valitud, kiisimus
on selles, mida tegelikult mdéta tahetakse.

Tabel 3. Alla 45% vahemalt 15-aastaste toohoive maaraga maakonnad, 1989-2015
Table 3. Counties with employment rate of persons aged 15 and over below 45%, 1989-2015

Aasta Maakond Aasta Maakond Aasta Maakond

Year County Year County Year County

1994 Polva 2001 Jogeva, Pdlva, Voru 2008 Pélva, Voru

1995 Polva 2002 Ida-Viru, Jogeva, Pdlva, 2009 Jogeva, Pdlva, Valga, Voru
Véru

1996 Pédlva, Valga, Véru 2003 Ida-Viru, J6geva, Pdlva, 2010  Hiiu, Ida-Viru, J6geva, Pdlva,
Véru Véru

1997 Voru 2004 |da-Viru, Jogeva, Pdlva, 2011 Jogeva, Pdlva, Valga
Véru

1998 Véru 2005 Jogeva, Pdlva 2012 Pdlva, Valga

1999 Palva, Voru 2006 Polva 2013 Polva, Voru

2000 Jogeva, Pdlva, Voru 2007  Pélva, Véru 2015 Polva

Sisemajanduse koguprodukt

Moodikud
Pdhja-Eesti (Harju maakonna) sisemajanduse koguprodukti (SKP) osatahtsus pusib alla
70% Eesti SKP-st.

Valjaspool Harju- ja Tartumaad loodud SKP osatédhtsus Eesti SKP-s méddetuna
jooksevhindades on aastal 2018 vahemalt 29,8% ja aastal 2020 vahemalt 30,0%.

Kodikide maakondade SKP jooksevhindades kasvab.

Tallinnas ja Tartus loodav SKP elaniku kohta méddetuna jooksevhindades on EL-28
keskmisega vorreldes 2018. aastal Tallinnas vahemalt 80% ja Tartus vahemalt 50% ning
2020. aastal Tallinnas vahemalt 85% ja Tartus vahemalt 55%. Korrektsioon aastal 2016 seab
mdddikuteks Tallinnas 2018. aastal 91,7% ja 2020. aastal 105,0% ning Tartus vastavalt
58,4% ja 75,0% EL-i keskmisest.

Sisemajanduse koguprodukti kohta on andmed maakondade kaupa kattesaadavad alates
1995. aastast. Mdodikuna on SKP kirjas kahes Eesti regionaalarengu strateegias. Aastateks
2005-2015 koostatud strateegias on pustitatud eesmark, et valjaspool Harju maakonda luuakse
vahemalt 30% Eesti SKP-st (tdpne soOnastus on strateegias kull teine, kuid sisult sama).
Aastateks 2014-2020 sdnastatud strateegia naeb ette, et vahemalt 30% SKP-st toodetakse
véljaspool Harju ja Tartu maakonda. Sisult on eesmark lainud palju ambitsioonikamaks, sest
aastateks 2005-2015 koostatud strateegia eesmargi taitmine pole tegelikkuses kunagi ohus
olnud (joonis 18). Harju ja Tartu maakonnas kokku on viimastel aastatel toodetud ile 70% Eesti
sisemajanduse koguproduktist ja selle osatahtsuse vahendamine aastaks 2020 allapoole 70% on
seniseid trende arvestades aga selgelt ambitsioonikas lGlesanne.
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Joonis 18. Eestis, v.a Harju maakond, ning v.a Harju ja Tartu maakond, toodetud SKP
osatdhtsus Eesti SKP-s ning strateegia eesmark 2015. ja 2020. aastaks, 1995-2015
Figure 18. Share of GDP generated in Estonia excl. Harju county and excl. Harju and Tartu
counties in GDP of Estonia and strategic targets for 2015 and 2020, 1995-2015
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Aastate 1995 ja 2014 vordluses on SKP suurenenud koigis maakondades, suhteliselt kdige
rohkem Harju ja Tartu maakonnas ning suhteliselt kdige vahem Hiiu ja P&lva maakonnas
(joonis 19). SKP muutust on vaadatud jooksevhindades, mis ei ole majandusarengule hinnangu
andmiseks kdige digem viis, sest ei arvesta hinnamuutuste mdju, aga selline on olnud strateegia
koostajate otsus.

Joonis 19. SKP muutus jooksevhindades maakonna jargi, 1995 vs. 2014
Figure 19. Change in GDP at current prices by county, 1995 vs. 2014
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Vaadates SKP muutust maakondades nZeme, et trend on (Usna sarnane, aga muutuse tempo
erineb oluliselt — pika perioodi jooksul kuni kaks korda (joonised 20-22). Et Harju ja Tartu
maakonnas toodetud SKP osatahtsus Eesti SKP-s hakkaks kahanema, peaks SKP paljudes
teistes maakondades hakkama kasvama kiiremini kui nendes kahes maakonnas. Praeguste
trendide pdhjal on sellist muutust tegelikult vdimatu ennustada. Kas muutuse tagamiseks peaks
Ule vaatama ka piirkondade vdéimaliku spetsialiseerumise sellisena, nagu see on esitatud
aastateks 2014-2020 koostatud regionaalarengu strateegias? Raske on ju uskuda, et
rahvakultuuriga seotud ettevdtlusele voi Okoturismile spetsialiseeruv piirkond suudaks konku-
reerida SKP-sse panustamisel IT-teenuste pakkumisele spetsialiseeruva piirkonnaga. Vai on
maakondade tasakaalustatud arengut kasitledes mdistlik loobuda SKP-st kui tihest mé&dikust,
sest Eesti on killalt vaike, et SKP-d anallilisides vaadata riiki tervikuna?

Kas aastaks 2020 on SKP jooksevhindades kasvanud kdikides maakondades? Téenaoliselt jah,
kui maailma majandus vahepeal just suurde kriisi ei sattu.
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Joonis 20. SKP (jooksevhindades) muutus Jogeva, Viljandi, Voru, Tartu ja Harju

maakonnas, 1995-2014

Figure 20. GDP (at current prices) change in Jégeva, Viljandi, Vbru, Tartu and Harju counties,

1995-2014
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Joonis 21. SKP (jooksevhindades) muutus Jéarva, Parnu, Saare, Valga ja Ladne-Viru

maakonnas, 1995-2014

Figure 21. GDP (at current prices) change in Jérva, Pérnu, Saare, Valga and Lééne-Viru

counties, 1995-2014
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Joonis 22. SKP (jooksevhindades) muutus Hiiu, Pélva, Ladne, Rapla ja Ida-Viru

maakonnas, 1995-2014

Figure 22. GDP (at current prices) change in Hiiu, Pblva, Lddne, Rapla and Ida-Viru counties,

1995-2014
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Rahvusvahelise vordluse sissetoomine majandusarengu mdddikutesse on kindlasti pdhjendatud.
Vaja on ju mitte ainult tasakaalu Eestis, vaid ka lugupidamist vaarivat asendit Euroopas. Tallinna
ja Tartu linna SKP elaniku kohta on kiimne aasta jooksul EL-28 keskmisele oluliselt |ahemale
joudnud ja regionaalarengu strateegias seatud korrigeeritud eesmargid seavad parajalt suured
sihid (joonis 23).

Joonis 23. Tallinnas ja Tartu linnas loodud SKP elaniku kohta vordluses Euroopa Liidu
(EL-28) keskmisega ja korrigeeritud eesmark 2020. aastaks, 2004-2014

Figure 23. GDP per capita generated in Tallinn and Tartu cities as compared with European
Union (EU-28) average and adjusted target for 2020, 2004—2014
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Sissetulekud

Moodikud
Uhegi maakonna keskmine elatustase (mé&detuna leibkonnaliikme keskmise sissetulekuna) ei
tohiks olla madalam kui 75% Eesti keskmisest.

Uhegi maakonna keskmine elatustase (mdddetuna leibkonnaliikme keskmise sissetulekuna) ei
tohiks olla madalam kui 61% koérgeimast maakondlikust naitajast.

Eesti, v.a Harju ja Tartu maakond, keskmine brutokuupalk peab aastaks 2018 olema vahemalt
77,2% Harju ja Tartu maakonnast moodustuva piirkonna keskmisest brutokuupalgast. Aastal
2020 peab see naitaja olema vahemalt 77,5%.

Kohalike omavalitsuste maksutulude laekumine (mdddetuna kohalike omavalitsuste eelarvesse
laekuva Uksikisiku tulumaksuna) ei tohiks tGiheski maakonnas olla alla 75% Eesti keskmisest,
millest on valja arvatud Tallinn.

Sissetulekute taseme moddikud ei ole siinkohal sdnastatud tapselt strateegias olevate jargi.
Strateegia moddikute moéte on kill arusaadav, aga sdnastus statistiliselt kasitlemiseks veidi
ebatapne. Riiklik statistika ei avalda liheskoos Harju ja Tartu maakonna keskmist palka, samuti
keskmist palka ulejddnud Eesti kohta. Vastust kiisimusele, kas keskmise palga I6he maakondade
vahel on kahanenud vdi mitte, otsime veidi teistsuguste naitajate alusel.

Leibkonnaliikme keskmine sissetulek on Statistikaameti andmetel perioodil 1996-2014 olnud
pidevalt kéige suurem Harju maakonnas. Vaikseimat keskmist sissetulekut on sel perioodil
saanud vaga mitme maakonna elanikud: kuuel aastal Pdlva (1996, 1997, 1998, 2000, 2007 ja
2014), neljal aastal Valga (1999, 2001, 2004 ja 2010), neljal aastal Ida-Viru (2003, 2008, 2011 ja
2013), kolmel aastal Voru (2006, 2009 ja 2012), thel aastal J6geva ja Hiiu maakonna (2002 ja
2005) elanikud. Sissetulek on muutunud Eestis keskmisena, Harju ja Tartu maakonnas ning
leibkonnaliikme vaikseima keskmise sissetulekuga maakonnas enam-vdahem Uhesugust trendi
jargides, aga mitte Uhesuguses tempos (joonis 24). Kas keskmise sissetuleku piirkondade-
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vahelised erinevused on suurenenud voi vahenenud? Kui vaadata sissetulekuid absoluut-
vaartuses, siis on I6he Harju maakonna ja Eesti keskmise, Tartu maakonna ja vaikseima
keskmise leibkonnaliikme sissetulekuga maakonna vahel suurenenud (joonis 25). Kui vorrelda
samade piirkondade elanike sissetulekute erinevuse suhtelist muutust, siis on vahe Harju
maakonna naitajaga endiselt suur, aga kahanev (joonis 26). Kui vaadata leibkonnaliikme
netosissetuleku suhtelist muutust maakondades 1996. ja 2014. aasta vordluses, siis on naha, et
sissetulek on ootuspéraselt kasvanud kéigis maakondades, kbige rohkem Laane ja Laane-Viru
maakonnas ning kdige vdhem Rapla ja Parnu maakonnas. Harju maakonnas on leibkonnaliikme
kuu sissetulek suurenenud Eesti keskmisest aeglasemalt (joonis 27).

Joonis 24. Leibkonnaliikme keskmine netosissetulek kuus Eestis, Harju ja Tartu ning
vdikseima maakondliku naitajaga maakonnas, 1996—2014

Figure 24. Average monthly disposable income per household member in Estonia, Harju and
Tartu counties and in county with smallest county-level indicator, 1996—-2014
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Joonis 25. Harju maakonna leibkonnaliikme kuu keskmise netosissetuleku absoluutne
muutus vorreldes Eesti keskmise, Tartu maakonna ja vdikseima maakondliku néitajaga,

1996-2014

Figure 25. Absolute change in average monthly disposable income per household member in
Harju county in comparison with Estonian average, indicator of Tartu county and smallest county-
level indicator, 1996—-2014
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Joonis 26. Harju maakonna leibkonnaliikme kuu keskmise netosissetuleku suhteline
muutus vorreldes Eesti keskmise, Tartu maakonna ja vdikseima maakondliku naitajaga,
1996-2014

Figure 26. Relative change in average monthly disposable income per household member in
Harju county in comparison with Estonian average, indicator of Tartu county and smallest
county-level indicator, 1996-2014
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Joonis 27. Leibkonnaliikme kuu netosissetuleku suhteline muutus maakondades,
1996 vs. 2014
Figure 27. Relative change in monthly disposable income per household member, 1996 vs. 2014

Laane
Laane-Viru
Saare | I I I I I I

Tartu
Jarva %
Valga
Pdlva
EESTI - ESTONIA
Jogeva
Véru
Harju
Hiiu
Ida-Viru
Viljandi
Parnu
Rapla %

0 100 200 300 400 500 600 700

Kui vaadata leibkonnaliikme netosissetulekut regionaalarengu strateegia 2005-2015 kontekstis,
siis vdib tddeda, et strateegias pustitatud eesmark taideti: aastatel 2009-2014 polnud Uheski
maakonnas leibkonnaliikme keskmine netosissetulek kuus vaiksem kui 61% Harju maakonna
keskmisest. Seejuures ei olnud tegemist kergelt saavutatava eesmargiga: naiteks 2000. aastal oli
selliseid maakond koguni neli.

Kuna keskmise brutokuupalga néitajat ei saa otseselt strateegia modddikutest I[ahtuvalt
analuisida, siis vaatame keskmise brutokuupalga muutumist aastail 1993-2015 Eestis, Harju ja
Tartu maakonnas ning leibkonnaliikme vaikseima keskmise brutokuupalgaga maakonnas.
Tapsema anallusi puhul tuleb kindlasti arvestada perioodi jooksul toimunud metoodika
muudatustega (naiteks aastani 1998 (k.a) sisaldas palk ka ravikindlustushiivitist), aga Gldist trendi
need ei mdjuta. Brutokuupalga puhul on kasutatud Statistikaameti andmeid: aastate 1993-1999
kohta on need véetud Statistikaameti kogumikest ,Eesti piirkondlik statistika“, 2000. aastast
alates Statistikaameti andmebaasist (joonis 28). Brutokuupalga ja leibkonnaliikme netokuu-
sissetuleku néitajad on ootusparaselt muutunud Usna sarnaselt.
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Joonis 28. Keskmine brutokuupalk Eestis, Harju ja Tartu maakonnas ning elanike
véiikseima keskmise brutokuupalgaga maakonnas, 1993-2015

Figure 28. Average monthly gross wages and salaries in Estonia, Harju and Tartu counties and in
county with smallest average monthly gross wages and salaries, 1993-2015
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Uksikisiku tulumaksu laekub elaniku kohta ootuspéraselt (isna sama moodi, kui suureneb vdi
vaheneb leibkonnaliikme kuu netosissetulek ja keskmine brutokuupalk (joonis 29). Vaikesi
erinevusi siiski leiab. Naiteks kui leibkonnaliikme kuu netosissetulek on pidevalt olnud kdige
suurem Harju maakonnas, siis tulumaksu laekus elaniku kohta aastatel 2011-2013 kdige rohkem
Hiiu maakonnas. Ka loetelu maakondadest, kus elaniku kohta laekus kbige vahem Uksikisiku
tulumaksu aastas, ei lange taiesti kokku loeteluga maakondadest, kus leibkonnaliikmete
keskmine netosissetulek oli kdige vaiksem. Aastail 1995-2015 on Uksikisiku tulumaksu
laekumises elaniku kohta olnud maakondade jarjestuses kdige sagedamini viimane lda-Viru
maakond (kokku kaheksal korral: 2006, 2007, 2009, 2010, 2011, 2012, 2014, 2015), seitsmel
korral on selleks olnud Jégeva maakond (1995, 1999, 2000, 2001, 2002, 2003, 2004), neljal
korral Valga maakond (1998, 2005, 2008, 2013) ja kahel korral Véru maakond (1996, 1997).

Joonis 29. Uksikisiku tulumaksu laekumine kohaliku omavalitsuse eelarvesse Eestis,
Tartu maakonnas ning suurima ja vaikseima laekumisega maakonnas, 1995-2015

Figure 29. Receipts of personal income tax in local government budgets in Estonia, Tartu county
and county with biggest and smallest receipts, 1995-2015
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Nagu leibkonnaliikme kuu netosissetuleku puhul, on ka (ksikisiku tulumaksu laekumises elaniku
kohta 16he suurima ja vaikseima maakondliku naitaja vahel absoluutvaartuses kasvanud, aga
suhteline vahe on kahanenud (joonis 30).
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Joonis 30. Elaniku kohta laekuva iiksikisiku tulumaksu maakondliku suurima ja vaikseima
nditaja absoluutne ja suhteline muutus, 1995-2015

Figure 30. Absolute and relative change in biggest and smallest county-level indicator of per-
capita receipts of personal income tax, 1995-2015
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Nagu juba mainitud, muutuvad leibkonnalilkkme netosissetulek kuus, keskmine brutokuupalk ja
Uksikisiku tulumaksu laekumine elaniku kohta Usna sarnaselt. Millist neist naitajatest valida
elatustaseme néitajaks, on enam-vahem maitse kisimus. Pigem on oluline, mis strateegias
eesmargiks seatakse ja mida eesmargi saavutamiseks ette vdetakse.

Kui vaadata Uksikisiku tulumaksu laeckumist kohaliku omavalitsuse eelarvesse strateegias seatud
eesmargi jargi, siis vdib probleemseks pidada aastaid 1995-2003, mil oli maakondi, kus seatud
piirini (laekumine vahemalt 75% Eesti keskmisest, v.a Tallinn) ei jdutud: J6geva maakonnas
perioodi kdigil iheksal aastal, Valga maakonnas viiel aastal (1997,1998, 1999, 2000, 2001), Voru
ja Pdlva maakonnas kahel aastal (vastavalt 1996 ja 1997 ning 1998 ja 2000). 2004. aastast
alates on Eesti piirkondlik areng selle kriteeriumi kohaselt tasakaalus.

Kokkuvote

Eesti piirkondlikku arengut kasitlev artikkel sai tavaparasest pikem, aga ka teemapdistitus oli
tavaparaselt laiem. Siiski ei ole artiklis kasitletud koiki piirkondliku arengu aspekte. Naiteks ei ole
vaadeldud kohalike omavalitsuste rahastamismudeli arengut, kohalike omavalitsuste lGlesannete
muutumist, maakondade ja kohalike omavalitsuste arengustrateegiaid, harukondlike strateegiate
ja regionaalarengu strateegia omavahelist haakumist. P&hjalikumalt oleks saanud kirjutada ka
artiklis kasitlemist leidnud teemadel: statistikat Eesti piirkondliku arengu kohta on margatavalt
rohkem, kui on artiklis vaatluse all. Kas need teemad leiavad kajastamist jargmistes piirkondliku
statistika kogumikes, soltub avalikust huvist — kui seda jatkub, on Statistikaamet valmis arenguid
analldsima.

Eestis on 25 aasta jooksul olnud neli otseselt piirkondliku arengut puudutavat strateegilist
dokumenti: regionaalarengu kontseptsioon ja kolm regionaalarengu strateegiat. Eesti piirkondliku
arengu kodige uldisem eesmark — riigi tasakaalustatud areng — on pusinud aja jooksul
muutumatuna. Uksikasjades on erinevad strateegiadokumendid tasakaalustatud arengule veidi
erinevalt Idhenenud, aga ikka ja jalle on raagitud piirkondade majanduse arenguvdimest,
rahvastiku ja asustuse tasakaalustatud arengust, sdastvast arengust. Strateegiadokumentide
olemasolu radgib selget keelt sellest, et regionaalpoliitika on Eestis olemas. Kiisimus, miks k&ik
Eesti elanikud seda ei tunneta, on aga pdhjendatud ja pdevakohane ning vajaks edaspidi
suuremat téhelepanu.

Statistikute suuremat huvi palvivad piirkondlikes arengustrateegiates muidugi méddikud, mille
kaudu antakse hinnang strateegia edukuse kohta. Mdddikud on piirkondliku arengu strateegiates
alati olnud sdnastatud ning sellest lahtudes on need strateegiad péaris head ja riiklikul statistikal
on, mille abil seatud eesmarkide taitmisele hinnangut anda.
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Kui jalgida statistika abil Eesti piirkondlikku arengut, I&htudes strateegias esitatud moddikutest,
tuleb tddeda, et sageli on pustitatud eesmargid taidetud, kuid sellele vaatamata plsivad Eesti
piirkondade vahel suured erinevused, mis tunnetuslikult isegi kasvavad. Mis seda naitab? On
teada tdde, et inimesed h&aletavad jalgadega. Véime leida rohkelt pdhjendusi, et raakida Eesti
tasakaalustatud arengust ning jarjest paremast teenuste kattesaadavusest Eesti kdikides osades,
aga kui Eesti rahvastik koondub jatkuvalt Harju maakonda, siis tekitab see kisimuse, kas Eesti
piirkondlik areng ikka on pariselt tasakaalus.

On Usna tdéendoline, et kui Eestis oleks piirkondliku arenguga koéik korras, siis poleks olnud
vajadust jouliselt haldusreformi kaivitada. Kui piirkondlik areng oleks tasakaalus, siis ei peaks
haldusreformi dokumentides raakima aaremaastumisest ja kavandama abindusid vastava ohu
torjumiseks.

Iga probleemi lahendamine algab selle pustitamisest. Kui seda on &igesti tehtud, siis on lootust,
et probleemi lahendamine annab ka tunnetuslikult dige tulemuse. Haldusreformi kaivitamine
réagib kindlasti sellest, et Eesti piirkondliku arengu probleeme on margatud. Loodame, et
reformiga kaasnevad tegevused lahendavad suurema osa neist ja et Eesti muutub piirkondliku
arengu poolest jarjest rohkem tasakaalus olevaks riigiks.
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REGIONAL DEVELOPMENT IN ESTONIA IN 1991-2016

Mihkel Servinski, Marika Kivilaid, Greta Tischler

Statistics Estonia

In its annual publication “Regional development in Estonia”, Statistics Estonia traditionally
publishes an overview of the implementation of the current regional development strategy. Since
the year 2016 is special in Estonian regional development from at least two aspects — it has been
25 years since Estonia restored its independence and the administrative reform has now been
started in Estonia as part of the state reform — this collection examines Estonian regional
development in terms of a longer period than usual. The reason for it is that, in 2016, the Ministry
of Finance published the report “Monitoring Report 2014-2015 on the Implementation of
the Estonian Regional Development Strategy for 2014-2020" and it is not sensible to repeat this
analysis.

2016 marks the passing of 25 years since the restoration of independence in Estonia. It is
a significant anniversary, but it is also a remarkably long period. Statistically, 25 years represent
more or less one-third of the lifespan of an inhabitant in Estonia and only slightly less than a half
of their healthy life years. This represents one generation during which children become parents,
parents become grandparents and, provided they have had luck and a long life, grandmothers
and grandfathers become great-grandparents. Those who got married 25 years ago can
celebrate their silver wedding anniversary, apprentices have become masters and some masters
have ended their working life.

While 25 years might not be a very long time in world history, it represents a significant two and
a half decades for the Estonian state. A quarter of a century of acting as an independent state
accounts for one-fourth of the total time since the country was established, and 25 years
represent a longer period than the duration of the first period of independence in Estonia. During
the past 25 years, Estonia has undergone remarkable changes in its development, including
regional development. This article describes these changes with the help of statistics.

Estonian administrative organisation has been in a constant state of change. Changes were
made during the first period of independence in Estonia, they were also made after Estonia had
lost its independence, and administrative organisation has changed after the restoration of
independence as well. This is natural because society is in constant change and administrative
organisation must keep pace with that. What is an ideal administrative organisation like?
Presuming that we manage to create a perfect administrative organisation, then after some time,
it will need adjusting again because society will have changed.

The need for altering administrative organisation in Estonia has been subject to discussion for
years and there have been several attempts to start such changes, but they have never been
completed. In 2016, the Administrative Reform Act was adopted in the Riigikogu, but disputes
over the reform have not calmed down and currently it is not perfectly clear what the outcome of
the reform will be like. However, the risk that the reform dies down again is small and (even if not
all of the steps prescribed by the Act will succeed 100%) it is highly likely that, in a couple of
years, the administrative division of Estonia will be significantly different from the current one.
Before reaching a new stage in the development of administrative organisation, it is entirely
reasonable to analyse the steps taken in the current stage and the situation at the time of
launching a new stage. It is wise to base that analysis on statistics, especially official statistics.

Shift in concept of regional strategic development

Before the restoration of Estonian independence, strategies concerning different aspects of
society were actually non-existent in Estonia. Naturally, there were various union-wide and
national plans which possessed some elements of a strategy, but these plans had come to life
somewhere far away and on higher levels, and there were only a few people who had a chance
to influence these plans as strategic documents.
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Can we consider the discussions which occurred after the idea of Self-Sufficient Estonia was
mooted as public discussion about the Estonian development strateqy? Various answers are
possible but the “‘phosphorite war” certainly represents an example of how people effectively
expressed their opinion on a strategic issue.

By today, hundreds if not thousands of strategies have been compiled in Estonia: nationwide,
domain-specific, county-level, local, etc. strategies. Many of them have been forgotten about.
New strategies have been adopted and in many cases it has become nearly impossible to find
old ones again. At the same time, if we wish to assess where we have come in our development,
it would be sensible to check based on these strategies whether we have arrived at our desired
destination. Here, the objectives set in the strategy can be used as relevant measures. Let us
recall some well-known words of wisdom: “If we do not care where we are going, we are never
lost!”

Generally, the strategies compiled in the Estonian public sector are very versatile. Different
compilation methodologies and objectives as well as validity periods, etc. have been used.
Diversity is not a negative property in this context, except for if a strategy has been compiled only
as a formality because that means a considerable amount of wasted working time. The golden
age of strategy preparation is over for now (this is even slightly sad!) but there are still many
strategies compiled that may count as a waste of time. The main problem with strategies devised
in the public sector consists in the fact that, when combined, they constitute a very chaotic whole.
Naturally, one is forced to take account of the national budgetary strategy but this is where it
usually stops. In the case of many strategies, it is difficult to link them even to the main strategic
objective of the Estonian state defined in the Constitution of the Republic of Estonia. Of course,
there are exceptions: Viljandi county’s development strategy “Viljiandi County — Developing REAL
ESTONIA”, for example.

In 25 years, four nationwide documents on regional development have been prepared:

= Concept of Regional Policy (1994);
= Estonian Regional Development Strategy (1999);
= Estonian Regional Development Strategy 2005—-2015 (2005);
= Estonian Regional Development Strategy 2014—-2020 (2014).
Based on their content, two national spatial plans can also be added to this list:

= National Spatial Plan “Estonia 2010” (2000);
= National Spatial Plan “Estonia 2030+” (2012).

Many strategic development documents for counties, cities and rural municipalities have been
compiled. This article looks at changes in regional development objectives in nationwide strategic
documents on regional development. County-level documents on regional development and local
government strategy documents are not examined in this article.

Concept of regional policy

The Concept of Regional Policy adopted in 1994 is a relatively short document that defines
the nature, objectives, tasks, strategic principles, organisations and financing sources of regional
policy. According to the concept, regional policy is part of the state policy that supplements and
links various domain-specific policies in the country. The objectives of regional policy include:

= safe living conditions in all regions, incl. employment opportunities, access to essential
services, a healthy and safe living environment;

= capacity for economic growth in all regions;

= regional balance of population and settlement trends;

= sustainable development;

= territorial integrity of the country (Regionaalpoliitika ... 1994).
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All objectives established in 1994 are still topical in 2016, and none of them has been omitted
from current strategic objectives of regional development, although the wording of objectives has
changed.

Pursuant to the concept document, regional policy has the following main tasks:

= fo develop favourable conditions for viable business activity in all regions of the country;

= fo establish a communication infrastructure covering the entire country;

= fo support the restructuring of the economy for regional purposes;

= fo generate coping capacity for developing regions;

= fo ensure the territorial availability of essential services (basic education, primary medical
care, communication, efc.);

= o create a nationwide database required for monitoring and directing regional
development and to make the information publicly available (Regionaalpoliitika ... 1994).

The tasks listed in the concept have also remained topical to this day. This is only natural and
does not mean that one or another task has been poorly tackled. However, the main reason that
the tasks set in 1994 need approaching again is that a changing situation requires that tasks
once completed be tackled with again and again. Over time, new tasks which need to be dealt
with have also been added, e.g. secondary education and access to specialised medical care.

Currently, developing regions are not discussed much; it is rather the issue of peripheralisation
that is talked about. However, the concept of a developing region is still so intriguing that it
deserves a quote from the concept document: “Despite their location, a rural municipality, city,
county or part thereof may be granted the status of a developing region for a specified term if it
encounters a particularly unfavourable socio-economic situation or if its condition is expected to
worsen significantly. The status of a developing region is granted if a rural municipality, city,
county or part thereof has an extraordinarily high level of unemployment or emigration, or if it has
a remarkably lower standard of living compared to other regions of the country. The status of
a developing region can also be granted in the case of other circumstances that significantly
hinder socio-economic development. Granting the status of a developing region forces the state
to assume additional obligations for the application of support measures.” Criteria measured with
the help of statistics are crucial in granting the status of a developing region. The indicators have
been defined in the concept document in detail, while the criteria have not been established.

It deserves attention that one of the main tasks of regional policy is to establish a nationwide
database necessary for monitoring regional development, and to make the relevant information
publicly available. By today, this task has drifted to the background and one can only hope that
an issue such as this that is very important for a democratic country will not be entirely lost in the
course of the ongoing state reform.

Estonian regional development strategy

In its sitting of 16 November 1999, the Government of the Republic adopted the Estonian
Regional Development Strategy. The transition from the Soviet Union system to the system of
the Republic of Estonia had ended, a democratic system had been in place for a few years and it
was only natural to compile a new regional development strategy, which was also prescribed in
the Concept of Regional Policy of 1994. What is also important to note is that Estonia had
started accession negotiations with the European Union. Estonian regional development during
the transition period can be briefly characterised as follows:

= jn Estonia, there is a distinction between more successful and less successful regions.
Bigger cities and their surrounding areas (excl. Ida-Viru county) have adjusted to change
better. Due to restructuring and cuts in agriculture, most rural areas face great difficulties;

= there are significant regional differences in the income and unemployment rate of
the population;
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= market self-regulation does not ensure a sufficient increase in the competitiveness of
the regions that are lagging behind. Regional policy should ensure balanced regional
development;

= regional policy has not managed to balance the overall increase in regional differences in
development level arising from the society’s transition to the market economy;

= the mechanisms for monitoring and assessing regional policy are weak, there are no
measurable objectives.

The Regional Development Strategy of 1999 defines clear, precisely measurable objectives:
“Estonian regional policy aims at achieving a consistently high quality of life (safe and good living
conditions, income, opportunities for self-realisation) for the inhabitants of all regions. /.../
The immediate objective of the Estonian regional policy consists in balancing the regional
development of the country by strengthening and fully utilising local development potential, thus
contributing to the general macroeconomic and social development of the country. Central
indicators in assessing the accomplishment of the objective are average income, unemployment
rate and receipts of tax revenue. /.../ The expected result of the implementation of the Estonian
regional policy is balanced regional development by 2003, so that in no county:

= js the average standard of living (measured as average income per household member)
below 75% of the Estonian average (the lowest county indicator was 68% of
the Estonian average in 1997);

= js unemployment (measured as unemployment rate in accordance with the methodology
of the International Labour Organisation) more than 35% of the Estonian average (in
1998, the highest county indicator was more than 49% of the Estonian average);

= are receipts of local government tax revenue (measured as personal income tax received
by local governments) smaller than 75% of the Estonian average (except for Tallinn) (in
1998, the lowest county indicator was 72%).

Compared to the concept of 1994, the strategic objectives have become more specific but,
in principle, no new objectives have been added. The wording in the two documents differs quite
markedly and it is perhaps not even possible to establish a one-to-one connection between
the objectives of the strategy of 1999 and the objectives of the Concept of Regional Policy.

It is worth mentioning that some of the objectives set out in the 1994 concept, such as
the regional balance of population and settlement trends and the sustainable development of
regions, are not specified in the strategy. In view of official statistics, it is important to note that
the regional development strategy in question states the following: “For the purposes of ensuring
the monitoring of regional development, a relevant database will be established at Statistics
Estonia. Where necessary, the Ministry of Internal Affairs or other related agencies will organise
additional surveys required for monitoring regional development” (Eesti ... 1999).

Estonian Regional Development Strategy 2005-2015

Compared to the previous strategy, the volume of the section of situational analysis has
increased. The main conclusion, however, has remained the same: "“Despite the small territory of
Estonia, regional differences are quite significant in international terms. It is characteristic that
there is a big difference in the standard of living and competitive ability between the urban region
of Tallinn (to some extent, Tartu as well) and other regions of Estonia” (Eesti ... 2005).

In comparison with the previous strategy, there has been an increase in the part that compares
Estonia with the rest of Europe. It represents a rather significant change in terms of
the comparison between the two strategies. Given below are some of the relevant observations
highlighted in the strategy:

= Compared to other European Union regions, the Estonian economy is small-scale, less
developed (GDP per capita accounts for ca 40% of the EU average), and has a relatively
low employment rate.
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= Estonia is lagging behind rapidly developing regions of the European Union also in terms
of innovation and skilled labour.

= Free movement of goods, services, people and capital in the common EU economic
space will in future influence development, incl. regional development in Estonia, more
likely favouring the development of local growth areas rather than low-density areas,
which are more distant from the main routes of capital and people.

= The European Union will open new opportunities to attract investments (Eesti ... 2005).

The analysis of the developments of Estonia is more detailed in the strategy than before. It may
be summed up with the following abstract: “Opportunities for the actual management of regional
development have been limited by both scarce financial resources and modest coordination and
interoperability of various domain-specific policies. Admittedly, when measured by indicators
used back then, regional differences are more likely to have increased and problematic regions
have remained the same (Northeastern and Southeastern Estonia)” (Eesti... 2005). In the case
of such strategies, the shortage of funds represents a universal problem: we have not yet come
across a strategy that mentions an excess of money. How to assess the modest coordination and
interoperability of sectoral policies? At most, this may mean that there has not been an actually
functioning regional policy, but the situation is surely not that bad. It is just likely that regional
development has not been a high-priority issue in Estonia.

The following is a list of some abstracts from the strategy of 2005—-2015 that are characteristic of
regional development in Estonia:

= Regional development analyses have proved development trends should be monitored
by regions that constitute a homogenous socio-economic activity space. Estonian local
government units are too small and counties too heterogeneous for that purpose, as they
comprise several different local commuting centres and their influence zones.

= The substantial decline in the number of births has caused a significant decrease in
the number of children starting school. Natural increase has been negative in all counties.
Internal migration flows are directed towards major cities and their inner hinterland,
i.e. the influence zone of daily commuting.

= |n 2000, nine out of ten local government units in Estonia faced a situation where
the number of young people entering the labour market exceeded the number of persons
exiting the labour market due to advanced age. The decrease in the birth rate in
the 1990s will induce a fall in the value of the labour pressure index in the near future.

= |n recent years, the economically active population has decreased in almost every
county. This is due to a decrease in the working-age population, but also alienation from
work.

= County-specific differences are almost two-fold in terms of average income per household
member.

= Regional differences in gross domestic product have been increasing steadily in recent
years. (Eesti ... 2005)

The strategy provides an overview of future trends of regional development. The evaluation of
the situation and future trends is summed up as objectives set for the strategy period.
The general objective states: “The Government of the Republic establishes an objective that all
regions in Estonia would be attractive places for both living and doing business. /.../
The accomplishment of the above-mentioned objective requires the consistent implementation of
the national regional policy. Until now, several Estonian regions have not been developed at
the same pace as major growth areas. The Government of the Republic wishes to change this
situation.” In order to monitor movement towards the general objective, four measures and
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several monitoring indicators without a specified objective are used. The measures and their
base levels are as follows:

= The share of population in Harju county stays below 41% of the total population in
Estonia (it constituted 38.5% of the total population of Estonia in 2003);

= The increase in the share of the GDP of Northern Estonia has slowed down and stays
below 70% of the Estonian GDP (the indicator of Northern Estonia accounted for 61% of
the Estonian GDP in 2001);

= No county has an annual average employment rate (measured in accordance with
the methodology of the International Labour Organisation) below 45% (the lowest county
indicator was 43% in 2003);

= No county has an average standard of living (measured as average income per
household member) lower than 61% of the highest county indicator (the lowest county
indicator was 59% in 2003).

Monitoring indicators observed by year and county (where possible, also by local government unit
and functional labour market area / growth region) include:

= population and migration (change in the number of inhabitants; sex and age distribution
of the population, incl. labour pressure index and number of dependants; internal
migration balance);

= employment situation (labour force participation rate and employment rate; number of
Jjobs and unemployment);

= economic development (change in the number of enterprises, incl. the number of founded
and liquidated enterprises; change in GDP; volume of public and productive investments,
incl. foreign investments, research and development investments; average cost of real
estate transactions);

= quality of the human resource (number of persons with secondary and higher education
(incl. professional higher education); the number of adults in continuing vocational training
and retraining);

= well-being of the population (natural increase; change in average income; poverty of
the population and the number of people receiving the subsistence benefit);

= cooperation and coherence (the number of (supported) cooperation projects, including
domestic and cross-border cooperation projects; the frequency of international public
transport connections). (Eesti ... 2005)

When comparing the indicators of the regional development strategy for 2005 and those of
the earlier strategy, the former are certainly more systematic and better related to the description
and vision of the situation, and more diverse. Perhaps some of the monitoring indicators could
have also been measures, but it would not have had a significant effect on the content.
The introduction of population indicators and using the population location indicator as a measure
are definitely worth mentioning. Surprisingly, it is only now that GDP has been employed as
a measure. The unemployment measure has been replaced with the employment rate, which
seems to be a reasonable choice. One new measure has been added, but the introduction of
monitoring indicators makes the assessment of regional development significantly more precise.

The strategy no longer contains references to a national database and official statistics necessary
for monitoring and directing regional development. Hopefully, the reason is the understanding
that the database created so far is functioning well and therefore the topic receives no further
attention. More than ten years later, we can say that the exclusion of such a seemingly
insignificant paragraph from the strategy did not have a positive impact on the development of
the monitoring system for regional development. This is proved by the fact that the definition of
a functional region which was introduced in the strategy and was subject to the collection of
information has still not been implemented in specific activities. Of course, considering that we
have already managed without information about functional regions for more than ten years, it
could be asked whether such information is even necessary. This doubt cannot be easily refuted.

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA

43



44

EESTI PIIRKONDLIK ARENG 1991-2016 ESTONIAN REGIONAL DEVELOPMENT IN 1991-2016

Estonian Regional Development Strategy 2014-2020

The general assessment of regional development in Estonia at the time of preparing the strategy
does not differ substantially from the assessment given during the preparation of the previous
strategy. “Considering the small size of the country, differences within Estonia in terms of regional
socio-economic development are rather big compared to Europe and other developed
economies.” When attempts are made to change the situation over a longer period without any
success, there can be two reasons:

= the situation cannot be changed, i.e. a solution is provided for the wrong issue;

= the situation can be changed, but it has not been accomplished due to lack of knowledge
required to solve the issue.

Real life is naturally more complex and there might be some truth in both claims. However, it is
rather certain that the strategy does not pose the question whether the issue is solvable, but it
can be understood that the task is believed to be solvable if once again efforts are made to tackle
the same old task — “With this strategy, the Government of the Republic wishes to harmonise
regional development in Estonia so that each region would rely on its specific character and
strength and increase the competitiveness of Estonia as a whole and so that people would have
access to good jobs, services, opportunities for self-realisation and a living environment that
allows various activities”.

Here are some of the more detailed assessments of regional development in Estonia, as given in
the strategy:

= For quite a long time, internal migration has been the most important demographic
process causing differences in regional socio-economic development in Estonia;

= The growth of major urban areas in Estonia has not been compact or polycentric; it has
primarily taken place on the account of urban sprawl and the increased population in
the inner hinterland of cities;

= Based on current development trends, the concentration of population in major cities and
nearby rural municipalities will continue in upcoming years as well;

= Increased economic activity is concentrated in major urban areas;

= |n the context of extending urban areas, successful regional policy should adjust to
changes rather than try to reverse them;

= Gross domestic product, productivity as well as labour force participation rate have been
modest outside Harju and Tartu counties;

= Compared to several other developed countries, the horizontal and vertical coordination
of the management of regional development in the country has so far been neither
systemic nor comprehensive.

The description of regional development in Estonia contained in the strategy is obviously much
more extensive and the abstracts given above are certainly somewhat arbitrary. It is difficult to
agree with some of the statements made in the strategy — for example, it is not unambiguously
clear that the reason for differences in socio-economic development is internal migration, socio-
economic differences are more likely to cause internal migration instead — but, in general,
the situation is described well in the strategy and the abstracts highlight the most important issues.

The strategy establishes four objectives for regional development in Estonia:
= A living and entrepreneurial environment that supports the wholeness and
competitiveness of local activity spaces.

= An environmentally-friendly living environment that promotes the economic
competitiveness of major cities on an international level.

= More skilful exploitation of region-specific resources.
= Greater connectedness and ability to grow.
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Table 1. Monitoring indicators for Estonian Regional Development Strategy 2014-2020

Impact indicators of objectives Initial level 2018 2020

Primary objective: Advanced utilisation of the development potential of local activity spaces for
economic growth and availability of benefits necessary for improved quality of life

GDP growth in all counties, measured in GDP of counties in  Growth compared Growth compared
current prices 2012 to initial level to interim level

A living and entrepreneurial environment that supports the wholeness and competitiveness of local
activity spaces

Share of GDP generated outside Harju and 29.7% — 2012 29.8% 30.0%
Tartu counties in Estonian GDP, measured in  30.4% — 2005

current prices

Share of the lowest county-level employment  69.7% — 2012 70.7% 72.0%

rate in the employment rate of Harju county 71.6% — 2005

among people aged 16 to pensionable age

Average county-level business activity outside 63.5% — 2012 63.7% 64.0%
Harju and Tartu counties in relation to the 63.3% — 2005

national average, measured as the number of

registered companies engaging in financial

activities per 1,000 inhabitants

Share of gross monthly wages (salaries) of 77.0% — 2012 77.2% 77.5%
other counties in the average gross monthly 76.9% — 2005

wages (salaries) of Harju and Tartu counties,

measured based on the methodology of

Statistics Estonia

Satisfaction with the availability of services Recorded in Growth compared Growth compared
outside Harju and Tartu counties, measured 2014-2015 to initial level to initial level
by a survey

An environmentally-friendly living environment that promotes the economic competitiveness of
major cities on an international level

GDP per capita generated in Tallinn and Tartu Tallinn 74.4% Tallinn 80% Tallinn 85%
compared to the EU-28 average, measured in  Tartu 44.7% Tartu 50% Tartu 55%
current prices 2012

Share of people who travel on foot or use 48.5% — 2012 49% 50%

public transport or a bicycle for the daily

commute to work in major urban areas,

measured as the aggregated indicator of local

government units of urban areas

More skilful exploitation of region-specific resources

Employment of region-specific growth areas or Recorded based on Exceeds initial Exceeds initial level

share of economic indicators of enterprises in  data of 2014 level in at least  in at least a half of
the indicators of all enterprises of a region. a quarter of counties
Based on growth areas defined in regional counties

development documents

Activation of development activities based on  Recorded based on Activated in at Activated in at least
region-specific resources and potential data of 2014 least a quarter of a half of the
indicated in county development plans, the counties counties
measured by a survey

Greater connectedness and ability to grow

Change in the number of development staff Determined based Growth compared Growth compared
and development budget in local governments on 2014 to initial level to initial level

and regional development organisations,

measured based on information collected

through county governments

Frequency of external public transport 284 connections  Growth compared Growth compared
connections in the centres of local activity from 7 centres, to initial level to initial level
spaces outside Tallinn, measured as change  January 2014

in the number of direct connections per week

Change in the activity of cross-border and Determined ina  Growth compared Growth compared
national cooperation of regions, measured by  survey based on to initial level to initial level
affiliation of local governments, county 2014

governments and other regional development
organisations in international organisations
and networks and as the number of cross-
border cooperation agreements
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All objectives have their own sub-objectives. What is a relatively novel approach is treating
regional development in a system of centres and hinterland. Regional specialisation (of counties)
certainly represents the right approach, but it needs further discussion: e.qg. if the specific feature
of a large region is glass industry, is it enough to ensure the development of that region? It is
surely worth mentioning that the new strategy pays more attention to the development of
entrepreneurship, jobs and the labour force.

The progress of implementing the objectives established in the strategy is observed by means of
monitoring indicators (Table 1, p. 45). A substantial change in measures is that while in earlier
strategies several indicators were viewed by comparing Harju county with the rest of Estonia, it is
now done by comparing Harju county together with Tartu county with the rest of Estonia.
The need for such a change may not be unambiguously clear, but there is also no reason to state
that such goal setting could be wrong in any way. The objective to avoid (slow down) population
concentration in Harju county has been omitted again, although the objective to avoid the
concentration of enterprise in centres (i.e. Harju and Tartu counties this time) has been
preserved. In fact, all population trends indicators the monitoring of which is desired and
recommended with regard to the strategy have been omitted. This is surprising and refers to
a clear change in the logic of the new strategy in comparison with the old one. Naturally, it is
possible to analyse regional population trends even if there are no relevant indicators in the
regional development strategy, but while the reason for changing the strategic concept is rather
obvious, the omission of demographic indicators from the strategy has definitely not been
explained enough.

The measure system used in the strategy has been supplemented with several indicators that
require conducting additional surveys to get the values. It is good in principle, but unfortunately,
the surveys have not been performed in full: this is the conclusion that can be made on the basis
of the report of the Ministry of Finance on the implementation of the strategy.

Development of administrative division

Once the Administrative Reform Act, adopted in 2016, enters into force, the number of self-
governing cities and rural municipalities will decline noticeably in Estonia, but let us look at
the changes that have occurred in the administrative division over the last 25 years.

At the beginning of 1991, before the restoration of independence, the administrative division of
the Estonian territory was remarkably different from the current one. Six cities (Tallinn, Kohtla-
Jérve, Narva, Sillamde, Tartu and Parnu) along with their subordinate cities and towns had
the status of independent cities as they were subjected directly to the state. In total, there were
33 cities, 24 towns, 168 small towns, 3,274 villages, 183 village councils and 10 rural
municipalities. The conversion of village councils into rural municipalities had been started but
the process took time, considering that it was more than just a formal renaming (Decision of
the Supreme Council of the Estonian SSR of 8 August 1989 on the Conduct of Administrative
Reform in the Estonian SSR, the decree of the Presidium of the Supreme Council of the Estonian
SSR — Decree on the Establishment of a Self-Governing Administrative System). In 1991,
Estonia had 15 counties and the number is the same today as well.

The first years after the restoration of independence could be viewed as the years of searching
for a suitable administrative organisation. In that period, local government was based on
the administrative-territorial division of the Estonian SSR, established pursuant to the Principles
of Local Government Act of the Estonian SSR and executed on two levels. The primary level
consisted of rural municipalities (village councils, now rural municipalities), towns and cities (cities
under district control, now cities). The secondary level consisted of counties (districts, now
counties) and independent cities (cities under republican control, now independent cities), which
also functioned as first-level local governments.
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On 2 June 1993, the Riigikogu adopted the Local Government Organisation Act, pursuant to
which independent cities were granted city status and towns were granted rural municipality
status.

The County Administration Act, adopted on 29 June 1993, established the county as
the administrative unit of the territory of the state, and divided Estonia into 15 counties that also
included former independent cities.

Converting village councils into rural municipalities essentially meant granting self-governing
rights to rural municipalities. Self-governing rights were also granted to cities, but that did not
involve a change in the common name.

In the early years after the restoration of independence, the borders of local government units
were changed repeatedly. For example, the changing of the borders of Kohtla-Jarve city, where
Ahtme city and Kukruse, Oru and Sompa towns were excluded from the composition of Kohtla-
Jérve city according to the Act of the Presidium of the Supreme Council of the Republic of
Estonia of 24 October 1991, and then pursuant to the decision of the Riigikogu of 25 August
1993, these units were re-incorporated in Kohtla-Jéarve city along with the addition of Viivikonna
town that had previously operated as an independent administrative unit.

While now the focus is mostly on the merging of local government units, then at the beginning of
the 1990s there were also several separations: the decision of the Riigikogu of 11 March 1993
stipulated the restoration of Torgu rural municipality, which had thus far been part of Salme rural
municipality; Kiili rural municipality was separated from Saku rural municipality; Kaiu rural
municipality was separated from Juuru rural municipality; Saksi rural municipality was separated
from Kadrina rural municipality; and Kernu rural municipality was separated from Nissi rural
municipality.

After the restoration of the local government system and the first adjustments to the borders of
local government units, there were 255 administrative units in Estonia by 1 January 1994:
46 cities, 198 rural municipalities and 11 towns with municipal status. There were 3,442 rural
settlements, including 168 small towns and 3,274 villages. In 1994, until it was granted self-
governing status, Paldiski city was temporarily merged with Keila city in the status of a city
district.

The Territory of Estonia Administrative Division Act was adopted on 22 February 1995. According
to the act, the units of administrative division of the territory of Estonia include counties, rural
municipalities and cities. The territory of Estonia is divided into counties, which are administered
by the state and are divided further into rural municipalities and cities. Local government
administration is carried out in rural municipalities and cities. A rural municipality may be divided
into small towns, villages and other territorial units.

As at 1 January 2016, there are 30 self-governing cities and 183 rural municipalities in Estonia.
The number of rural municipalities has declined due to mergers. The decrease in the number of
self-governing cities is related to the conversion of cities into cities without municipal status as
a result of the merger of cities and rural municipalities.

During the first years after the restoration of independence, there was a significant change in
administrative organisation. It was a reform where the substantive change was perhaps even
greater than the changes introduced by the Administrative Reform Act adopted in 2016. However,
an assessment in that regard will follow in the future.

In the period following the restoration of independence, there have been several changes in
the administrative division but there is no reason to refer to them as a reform. These changes are
not associated only with changes in the borders of local government units. Local governments
have been assigned new tasks and relieved of some of their old tasks. There have been changes
in the rules for forming the revenue basis of local governments. These are significant alterations
that will hopefully be supplemented with new ones in the course of the reform launched in 2016.
Below, however, is a detailed overview of the mergers of local government units in 1994-2015.
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As a rule, mergers of local government units occur at the same time as regular local government
elections: in every third year in the early years after the restoration of independence (1996, 1999,
2002, 2005) and in every fourth year from then on (2009, 2013, 2017). There have been two
exceptions to the rule: Abja rural municipality was established in 1998 and Léa&ne-Saare rural
municipality in 2014. Rural municipalities have been renamed also between elections.

To this day, the largest merger of local government units took place in 2005, when a total of 22
local government units participated in eight mergers. Usually, a merger involves two local
government units, but so far the greatest number of merger participants has been four. Mergers
involving four participants have occurred three times and resulted in the establishment of Tliri,
Suure-Jaani and Viljandi rural municipalities. There have been six mergers involving three local
government units.

In most cases, a merger results in a new local government unit named after one of the units
subject to merger. However, in six instances, the new rural municipality was given a new name.
This is how Otepdd, Tapa, Viljandi, Lddne-Nigula, Hiiu and Ladéne-Saare rural municipalities were
formed. Still, the parties that formed Otepdéd and Tapa rural municipalities included Otepééa city
and Tapa city, respectively.

So far, there have been no mergers of local government units in Tartu and Jégeva counties.
In Jégeva county, however, the name of one rural municipality has changed: Raja rural
municipality was renamed Kasep&a rural municipality. Three counties — L&&ne-Viru, Pdrnu and
Viljandi counties — have seen four mergers. Kaarma rural municipality has been subject to
a merger already twice: a merger with Kuressaare rural municipality in 1999 and a merger of
Kaarma, Kérla and Liimanda rural municipality to form Ldéne-Saare rural municipality in 2014.

Mergers result in local government units with a bigger population and area, but it is interesting to
note that, in four counties, the rural municipality created in the merger has the greatest population
compared to other local government units in the county and, in six counties, the population of
the merged rural municipality has the second largest population after the county capital. Among
the 12 Estonian local government units with the largest area, there are 11 rural municipalities that
were formed in a merger. llluka rural municipality is an exception.

The mergers of local government units in 1994-2015 are shown in Map 30 on page 194.

Regional development in Estonia since restoration of independence to
this day based on official statistics

After examining the regional development strategies and their objectives adopted up to this day,
we will now look at regional development in Estonia in the 25-year period using official statistics.
The focus is mostly on county-level development because national regional development
strategies do not set objectives below the county level either.

Not all the measures listed in development strategies are used in the analysis of development.
Different strategies have different measures and it would be uninteresting to examine one and
the same topic several times based on the specific objectives of various strategies. The purpose
of the following overview does not consist in an analysis of the achievement of the objectives set
in the Regional Development Strategy, but in describing developments in Estonia over a longer
period in terms of the topics that have been considered important in regional development
strategies. These topics include: population trends, economic development, development of
the labour market, changes in income. The accomplishment of the strategic objectives of regional
development has been systematically analysed at Statistics Estonia and references to relevant
articles can be found in the References section of this article.
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Population trends

Measure

The share of the population living in Harju county remains below 41% of the total population of
Estonia.

In 2016, probably more or less everyone knows that the population in Estonia is in decline and
ageing, that Estonia is facing a labour shortage, and that a decreasing labour force threatens to
render the current social system — primarily the pension and medical care system -
unsustainable. Estonian regional development strategies mention population trends, but a direct
indicator has been included among the measures of a regional development strategy only once
and even this indicator does not refer to population ageing or decline, but characterises
population distribution. It is indeed surprising, but it is also logical: problems related to population
decline and ageing must be solved in other strategies. However, it is impossible to ignore
population trends when talking about regional development in Estonia. Still, a selection must be
made, because it is impossible to feature all the topics related to population trends in this article.
The selection here includes the size, age structure and distribution of the population, and births.

Before moving on to the analysis of the topics, however, there is something to point out!
The population figure has not been calculated based on the same methodology throughout
the period after the restoration of independence, and population adjustments, which are rather
usual in intercensal years, have not been made on the regional level based on the results of
the latest census. Thus, for example, many counties experienced a slightly unexpected increase
in their population number in 2000. The methodology used for calculating the population figure
was changed in 2016. It was a necessary change but it basically interrupted the time series of
regional population accounts. Therefore, this analysis generally refrains from using data from
2016, although Statistics Estonia has published them. The population figure of 2016 has
nevertheless been used when discussing the sex and age distribution of the population: it is
Jjustified in the case of this indicator regardless of the methodological change. It is also important
to know that from here on, the article takes into account the under-coverage of the 2011
population census. The results of earlier censuses have not been adjusted for under-coverage.

Population figure. Distribution of population

The only population-related measure (an indicator with an estimated target level) in regional
development strategies is the share of population of Harju county in total population. Figure 1
(p. 18) clearly indicates the long-term trend of population decline in Estonia. At the same time,
an increase in the population figure of Harju county can be noticed in the second half of
the observed period. These two trends together mean that the share of population of Harju
county in the total population of Estonia has increased. Figure 1 does not allow a more detailed
assessment of the change in the share of population of Harju county and of Tartu county in
the population of Estonia. These trends are illustrated more vividly in Figure 2 (p. 18): the share
of population of Harju county in the population of Estonia has shown constant linear growth since
2003. Presuming that the Regional Development Strategy still has some impact on achieving
the set objectives, we can only imagine what the share of population of Harju county would have
been in the population of Estonia if there had been no relevant objective in the strategy. Perhaps
it would be easier to accept that the measures established in the regional development strategy
have had no impact on the concentration of the inhabitants of Estonia in Harju county?

Compared to Harju county, the change in the share of population of Tartu county in
the population of Estonia has had a remarkably different and somewhat unreasonable timeline.
Could it be that the rapid increase in the share of Tartu county in the early 2000s was more due
to problems in registering migration and today there is a much more important question — how to
explain the deceleration and even reversal of the increase in the share of Tartu county
population. Is this a temporary phenomenon or a process indicating that Estonia is on its way of
becoming a single-centre country?
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Speaking of the changes in county population in 1990-2015, it is definitely important to
emphasise that, on 1 January 2015, no county had a population figure greater than the relevant
figure on 1 January 1990. Not even Harju county, where the population figure has been growing
steadily since 2003.

It is important to notice that, by the beginning of 2015, the population of Harju county was
essentially the same as the total population of Estonia minus the population of Harju and Tartu
counties. In a comparison of the years 1990 and 2015, the share of Harju county’s population in
the population of Estonia increased by 5.2 percentage points and the corresponding share for
the population of Tartu county by 1.2 percentage points and, thus, the share of the rest of
the inhabitants of Estonia in the total population of Estonia decreased by 6.4 percentage points.
This represents a significant change in population distribution in Estonia.

Naturally, the changes in the population figure of each county have their certain nuances, but
since no measures and objectives of the national regional development strategy focus on
population on the level of counties, this article also observes the changes in birth and age
indicators in Harju and Tartu counties and the rest of Estonia, not in each county separately.

Births

In the comparison of 1990 and 2015, the number of births has significantly declined in Estonia:
from 22,304 births in 1990 to only 13,907 births in 2015. In no county did the number of births
exceed the number of children born in 1990. Relatively speaking, in a comparison of these years,
the number of births has fallen the most in Hiiu and Jégeva counties and the least in Harju and
Tartu counties.

In the period of 1990-2015, the change in the number of births in Estonia has been neither linear
nor homogenous across counties, meaning that the changes have occurred at a relatively varying
speed in the counties.

Based on regional development strategies, we will look at the number of births in Harju and Tartu
counties and the rest of Estonia (Figure 3, p. 19). The figure shows that the decrease in
the number of births has been quicker outside Harju and Tartu counties than in the two counties,
and this has led to a significant change in the regional distribution of the number of births:
in 2015, already almost a half of all children born in Estonia were born in Harju county (Figure 4,
p. 19). This is a very telling fact, especially when recalling that the share of the population of
Harju county in the total population of Estonia is only slightly more than 43%. There is but a little
hope that the population figure outside Harju county will stabilise and perhaps even start to grow
slightly. It is only possible if, for some reason, young people find motivation to take up residence
outside Harju county, but still in Estonia.

In the comparison of 1990 and 2015, the share of the number of births of Harju county in the total
number of births in Estonia increased by 14 percentage points. As for the share of the number of
births of Tartu county, we can talk about stability: the growth was just 0.7 percentage points.

In order to comprehend the extent of the decrease in the number of births in Estonia and
the severity of the current situation, let us recall the fact that, in 1969—-1990, more than 20,000
children were born each year in Estonia. A record level was reached in 1987 when more than
25,000 children were born and there was talk about a baby boom.

Sex and age distribution

The sex and age distribution of the population is best illustrated by a population pyramid. Figures
5-8 (pps. 20-21) show the population pyramids of Estonia, Harju and Tartu counties and Estonia
without Harju and Tartu counties for 1990 and 2016. Changes in the sex and age distribution of
the population are clearly noticeable and largely similar: the number of both males and females
has decreased in younger age groups and increased in older age groups. Regional differences
are evident in terms of two aspects: the age group starting from which the number of inhabitants
stops declining and the extent of the change in the population figure by age groups. More
detailed information about the relative change in the population figure, presented as
a comparison of the years 1990 and 2015, is presented in Table 2 (p. 21).
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In the comparison of the two years observed, in Estonia as a whole, the number of females starts
to grow among women aged 65-69, while that of males as early as in the age group 55-59.
In the comparison of the two years, relative growth has been the greatest — more than two-fold —
in the number of both females and males aged 85 and over. In the age group 85 and older,
relative increase in the population figure is the greatest also in other regions under observation.
Population growth in older age groups can be explained by increased average life expectancy.
As for men, an important factor also consists in the decreased number of deaths from external
causes of morbidity and mortality in younger age groups. It is also likely that elderly people
emigrate from the country in smaller numbers than younger people do. In relative terms, Estonia
has lost the greatest number of both males and females in the age group 15—19. This is probably
due to the cyclic nature of the number of births.

Based on the comparison of 1990 and 2016, in Harju county, relative population decline has been
the greatest in the age group 5-9. The number of males has undergone a noticeable relative
decrease in the age group 20-24. In Harju county, population growth can be observed starting
from males aged 40-44 and females aged 30-34. True, the number of people is not growing in
all older age groups in Harju county, but the trend begins with these particular age groups.

In Estonia, except Harju and Tartu counties, the greatest relative decrease has occurred in
the number of both boys and girls aged 5-9. It is important to notice a more than two-fold
decrease in the number of males and females aged 20-24. The main reason for that is probably
not just the overall population decline, but also taking up studies outside the observed region.
Perhaps this should not be a cause for concern because it is unlikely that it would be reasonable
to provide all opportunities for further education in each county of Estonia. Rather, a problem
should be seen in the fact that the population of a region starts growing only with men aged
60-64 and women aged 70-74, meaning that the young people who have taken up their studies
elsewhere are not keen on returning to their place of birth.

In order to describe the age distribution of the population, let us look at three more indicators:
the share of persons aged 65 and over in the total population, the dependency ratio and
the demographic labour pressure index.

In the period 1990-2016, the share of persons aged 65 and older in the total population has
generally increased in a linear manner in all the regions under observation (Figure 9, p. 22).
The economic crisis of 2008-2009 slowed this process down to some extent, but the linear
increase was restored a few years later.

Among the observed regions, Estonia without Harju and Tartu counties has been the region with
the greatest share of persons aged 65 and older in the population during the entire period from
1990 to 2016, and the difference from the average indicator of Estonia has been growing little by
little.

The formula for calculating the dependency ratio is as follows: population aged 0-19 + population
aged 65 and older divided by population aged 20-64 and multiplied by 100. The outcome
indicates the number of non-working-age persons per 100 working-age people. This represents
a rather multifaceted indicator, which characterises the age distribution of the population and
consists of two parts: the number of persons younger than working age and that of persons older
than working age per 100 working-age persons. This should be taken into account when
analysing this indicator in greater detail. In all the regions concerned, the dependency ratio has
started to increase, meaning that the decrease in the number of people younger than working
age no longer compensates for the increase in the number of people older than working age
(Figure 10, p. 23). The increase of the dependency ratio could be slowed down by raising
the upper limit of working age.

The demographic labour pressure index is also an indicator that describes the age structure of
the population. It is calculated by dividing the number of persons aged 5-14 by the number of
persons aged 55-64. If the indicator value exceeds one, there are potentially more people
entering the labour market than there are people exiting the labour market because of ageing.
If the indicator value is below one, the number of people potentially leaving the labour market
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exceeds that of people entering the labour market. The sudden change in the index value in 2000
is due to problems with calculating internal migration. In the beginning of the period under
observation, the value of the indicator was more than one, i.e. according to the views of most
analytics, the situation was positive. By now, in the majority of the regions observed, except for
Tartu county, the value of the indicator has fallen below one (Figure 11, p. 23). In recent years,
however, the indicator has started to rise, which can be considered a positive message. A more
detailed analysis can be made after the Estonian population figure has been calculated based on
the new methodology for a few years and after the population projections for Estonia and
the counties have been updated as well.

Labour market

Measures

Unemployment (measured as unemployment rate in accordance with the methodology of
the International Labour Organisation) is not above 35% of the Estonian average.

No county has an annual average employment rate (measured in accordance with
the methodology of the International Labour Organisation) below 45%.

The lowest county-level employment rate compared to the employment rate of Harju county will
be at least 70.7% in 2018 and at least 72.0% in 2020.

The issue of the labour market has been topical in all regional development strategies of Estonia.
Despite the fact that regional development strategies have shared the same general objective —
reducing differences between counties — the indicator used in the strategies for measuring labour
market change has varied. In the first regional development strategy, labour market differences
were measured with the help of the unemployment rate, while the subsequent two strategies
used the employment rate. The unemployment rate and the employment rate are closely
intertwined. The unemployment rate is usually under greater public attention, but the employment
rate is certainly a better indicator for measuring labour market balance.

All labour market-related indicators included in Estonian regional development strategies rely on
the Estonian Labour Force Survey, which is carried out by Statistics Estonia. The survey is based
on the methodology of the International Labour Force Survey, which has remained relatively
stable throughout the years that the survey has been carried out. In the context of regional
statistics, the main problem consists in the (small) size of the sample, which makes it difficult to
obtain statistically reliable information by counties. For example, it has been impossible to
calculate the unemployment rate for all counties in years with reduced unemployment.

Let us look at the development of the regional labour market in Estonia during the entire period
after the restoration of independence via the employment rate of persons aged 15-64. This is
an age group that has not been included either in the Regional Development Strategy for 2005—
2015 or for 2014—-2020, but it is a suitable age group for assessing whether the labour market in
Estonia has become regionally more balanced or not. Population data have been recalculated for
the purposes of this article, i.e. recalculations made after the initial publication of data have been
taken into account to the maximum extent. First, let us provide definitions to some of the terms
used.

The employment rate is the share of employed persons in the working-age population.
An employed person is a person who:

= was employed during the period in question and received remuneration for work as
a salaried employee, self-employed person, or freelancer;

= worked as a contributing family worker in a family enterprise or his/her own farm;

= was temporarily absent from work.
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The definition of the working-age population depends on the context. This article uses various
age groups, so the titles of figures and the explanations provided in the text should be examined
closely.

Changes in the employment rate are shown in Figures 12, 13 and 14 (pps. 25-26). In the figures,
the abbreviation ‘Max’ stands for the highest value of the county-level employment rate in a given
year and ‘Min’ stands for the lowest value of the county-level employment rate. In the period of
1989-2015, the employment rate of Harju county has not always been higher than that of other
counties and the indicator of Tartu county has not always been above the Estonian average.
True, each year since 2009, Harju county has been the county with the highest employment rate
of persons aged 15-64 in Estonia.

The lowest annual employment rate of persons aged 15—64 has characterised different counties,
but always those in southern Estonia: Pblva county has been in this role 12 times, Valga and
Véru counties 5 times, Jégeva county 3 times and Tartu county 2 times. Clarification: in Tartu
county, the employment rate of people aged 15-64 was the lowest among the counties in 1989
and 1990.

The employment rate of persons aged 15—-64 has changed in a rather similar fashion by county
(Figure 12, p. 25): starting with approximately 10 years of decline, then about 7 years of growth,
followed by two or three years of rapid decrease, and ending with about five years of increase.
It should be noted that, across the five cases observed, only the employment rate of Tartu county
was on the same level in 2015 as it was in 1989. As for the other four cases, the indicator in 2015
was lower than in 1989.

Theoretically, the highest value of the employment rate can be 100%, meaning that all working-
age people are employed. Today we rejoice at the fact that the employment rate is increasing
and that it helps to alleviate the labour shortage. What, however, is the optimum level for
the employment rate? If all persons aged 15-64 were employed, then who would give birth to and
raise children, who would attend school? Just like a low employment rate, an excessively high
employment rate also causes problems, which, although different, are still no easier.

Does the long-term change in the employment rate refer to increasing or decreasing regional
differences? Figures 13 and 14 (pps. 25-26) clearly show an increase in differences as a long-
term trend: the cleavage between the highest and lowest county-level value has increased both in
relative and absolute terms. The difference between the maximum and average indicator values
has shown a stable trend, which is logical because the indicator of Harju county has always been
above average and the county accounts for a remarkably large share in the indicator of the entire
country.

In view of the development of the Estonian labour market, it is important to observe both
the change in the employment rate and in the number of employed persons.

In 1990-2015, the number of employed persons aged 15-64 in Estonia decreased by a little less
than 200,000 people, with the decrease having occurred in all counties (Figure 15, p. 26). It was
relatively the greatest in Ida-Viru and Pblva counties and relatively the smallest in Tartu and Harju
counties. In 2015, the number of employed persons in Ida-Viru county was a little more than 50%
smaller than in 1990. Since the number of employed persons in Estonia has declined at varied
speed during the period under observation, it resulted in significant changes in the distribution of
employed persons (Figure 16, p. 27): the share of the employed persons of Harju county in
the total number of employed persons in Estonia increased, and the corresponding share of
employed persons of Estonia without Harju and Tartu counties decreased significantly.

Let us also look at employment through the measures included in strategy documents. Figure 17
(p- 27) shows the objectives set for employment in the age group 16 to pensionable age, based
on the statistical data of 1989-2015 and the strategic objective established for 2014-2020
(lowest county-level employment rate compared to the employment rate of Harju county: 70.7%
in 2018 and 72% in 2020). The figure allows us to make two clear conclusions: in the first
decade, the labour market gap between Harju county and the rest of Estonia increased, and
the objectives set in the strategy of 2014-2020 are not very ambitious in light of current
indicators.
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The measure used in the Regional Development Strategy 2005—-2015 for assessing the situation
of the labour market was substantially more ambitious: there were only six years in 1989-2015
when the employment rate of all counties was above 45%, and five out of these six years were
the first years (1989—-1993) of the period (Table 3, p. 28).

The measure concerning the labour market in the first regional development strategy was also
more ambitious than the measure in the last, i.e. the third, strategy. Data for monitoring
the unemployment rate on the county level have been available since 1997, i.e. for 19 years.
During that entire period, all counties had an unemployment rate higher than 35% of the Estonian
average. Moreover, the unemployment rate of Ida-Viru county was higher than the average
mentioned for as many as 18 years, with the only exception of the year 2009. In Jégeva and
Pélva counties, the unemployment rate in the given period has been higher than 35% of
the national average on eight occasions. In total, there are nine counties in Estonia where
the unemployment rate has been higher than 35% of the national average in at least one year of
the period in question.

From the aspect of assessing the balance of regional development in Estonia, making
comparisons with the national average is certainly good, but the comparison does not describe
the local situation very well. For example, in the only year (2009) when the unemployment rate of
Ida-Viru county did not cross the red line according to the strategic objective, the average
indicator of the county was 18.0%. At the same time, in 2007, when the unemployment rate of
Ida-Viru county was at the lowest level of the period — 8.9%, the indicator still placed Ida-Viru
county above the red line in that year. The problem is not that the wrong indicator has been
chosen; it is rather a question of what is actually meant to be measured.

Gross domestic product

Measures

The share of the gross domestic product (GDP) of Northern Estonia (Harju county) stays below
70% of the Estonian GDP.

The share of GDP created outside Harju and Tartu counties in the Estonian GDP, measured in
current prices, is at least 29.8% in 2018 and at least 30.0% in 2020.

GDP of all counties in current prices is on the rise.

The GDP per capita generated in Tallinn and Tartu compared to the EU-28 average and
measured in current prices is at least 80% in Tallinn and at least 50% in Tartu in 2018, and at
least 85% in Tallinn and at least 55% in Tartu in 2020. According to the adjustment of 2016,
the relevant measures in Tallinn are, respectively, 91.7% in 2018 and 105.0% in 2020, and in
Tartu 58.4% and 75.0% of the EU average.

Data on gross domestic product are available by counties since 1995. As a measure, GDP has
been introduced in two regional development strategies of Estonia. The strategy for 2005-2015
sets an objective according to which at least 30% of the Estonian GDP shall be created outside
Harju county (the exact wording was different in the strategy, but the idea was the same).
The strategy for 2014-2020 prescribes that at least 30% of GDP shall be created outside Harju
and Tartu counties. The objective has become substantially more ambitious, as the completion of
the objective established in the strategy for 2005-2015 was never in any danger (Figure 18,
p. 29). However, in recent years, Harju county and Tartu county together have generated more
than 70% of the gross domestic product of Estonia and bringing this share below 70% by 2020 is
clearly an ambitious task, especially in view of current trends.

In the comparison of the years 1995 and 2014, GDP has increased in all counties. In relative
terms, the increase was the greatest in Harju and Tartu counties and the smallest in Hiiu and
Pélva counties (Figure 19, p. 29). GDP change has been measured in current prices, which is not
the best approach for assessing economic development because it does not take into account
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the impact of price changes, but such has been the decision of the persons who prepared
the strategy.

When looking at GDP change in counties, it appears that the trends are rather similar, but
the pace of change varies considerably — up to two times over a longer period (Figures 20-22,
pps. 30). In order for the share of GDP generated in Harju and Tartu counties in the Estonian
GDP to start decreasing, GDP in many other counties would have to start increasing at a quicker
pace than in the two counties. It is virtually impossible to predict such a change based on current
trends. Does ensuring this change require reviewing potential regional specialisation as it is
currently presented in the Regional Development Strategy 2014—-2020? After all, it is difficult to
believe that a region specialising in folk culture-based entrepreneurship or ecotourism could
compete with a region specialising in the provision of IT-services in terms of its contribution to
GDP. Or would it be reasonable to give up GDP as one of the measures when discussing the
balanced development of counties, seeing that Estonia is small enough to look at the country as
a whole in terms of analysing GDP.

Will GDP at current prices have increased in all counties by 2020? Probably yes, unless the world
economy encounters a major crisis.

The introduction of an international comparison as a measure of economic development is
certainly justified. After all, in addition to balanced development in Estonia, we also need
a respectable position in Europe. In ten years, the per-capita GDP of the cities of Tallinn and
Tartu has come significantly closer to the EU-28 average and the adjusted objectives of
the regional development strategy provide sufficient challenges (Figure 23, p. 31).

Income

Measures

No county should have an average standard of living (measured as average income per
household member) lower than 75% of the Estonian average.

No county should have an average standard of living (measured as average income per
household member) lower than 61% of the highest county-level indicator.

By 2018, average gross monthly wages (salaries) in Estonia (excl. Harju and Tartu counties)
must be at least 77.2% of the average gross monthly wages (salaries) of Harju and Tartu
counties combined. This indicator must be at least 77.5% in 2020.

No county’s receipts of local government tax revenue (measured as personal income tax
received by local governments) are smaller than 75% of the Estonian average, which excludes
Tallinn.

The above measures of the level of income have not been worded exactly as those included in
the strategy. The point of the measures in the strategy is comprehensible, but the wording is
slightly imprecise for a statistical analysis. Official statistics do not include the average wages of
Harju and Tartu counties combined or average wages in the rest of Estonia without the two
counties. The answer to the question whether the average wage gap between counties has
narrowed or not must be searched for by using slightly different indicators.

According to Statistics Estonia, Harju county has continuously been the county with the highest
average income per household member in the period of 1996-2014. During the period, several
different counties have borne the title of the county with the lowest average income: Pblva county
in six years (1996, 1997, 1998, 2000, 2007 and 2014), Valga county in four years (1999, 2001,
2004 and 2010), Ida-Viru county in four years (2003, 2008, 2011 and 2013), Véru county in three
years (2006, 2009 and 2012), and Jbégeva and Hiiu counties in one year (2002 and 2005).
In Estonia on average, in Harju county and Tartu counties and in the county with the lowest
average income per household member, income has changed following a more or less similar
trend but not at the same pace (Figure 24, p. 32). Have regional differences in average income
increased or decreased? When looking at income in absolute value, the gap has increased
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between Harju county and the Estonian average as well as between Tartu county and the county
with the lowest average income per household member (Figure 25, p. 32). When comparing
relative change in the incomes of the inhabitants of the same regions with the indicator of Harju
county, the gap is still big but decreasing (Figure 26, p. 33). Looking at relative change in average
monthly disposable income per household member by counties in the comparison of 1996 and
2014, it appears that income has increased in all counties, as expected. It has grown the most in
L&éne and L&&ne-Viru counties and the least in Rapla and P&rnu counties. In Harju county,
a household member’'s monthly income has increased at a slower pace than the Estonian
average (Figure 27, p. 33).

When looking at the average monthly disposable income per household member in the context of
the Regional Development Strategy 2005-2015, it can be said that the objective set in
the strategy was accomplished: in 2009-2014, there were no counties with an average monthly
disposable income per household member lower than 61% of the average of Harju county. Note
that this objective was not easy to achieve: for example, there were as many as four such
counties in 2000.

As it is impossible to analyse the indicator of average gross monthly wages and salaries directly
on the basis of the measures established in the strategy, we shall only examine the change in
average gross monthly wages and salaries in 1993—-2015 in Estonia, Harju and Tartu counties,
and in the county with the lowest average gross monthly wages and salaries. For a more detailed
analysis, it is necessary to take into account methodological changes that took place during
the period (for example, until 1998 (incl.), wages included the health insurance benefit as well)
but these do not affect the general trend. For gross monthly wages and salaries, data from
Statistics Estonia were used: data for 1993-1999 come from different volumes of Statistics
Estonia’s publication “Regional Development in Estonia”; starting from the year 2000, the data
have been retrieved from the database of Statistics Estonia (Figure 28, p. 34). As expected,
the changes in the indicators of gross monthly wages and salaries and of monthly disposable
income per household member have been rather similar.

As expected, the per-capita receipts of personal income tax change rather in line with how
the monthly disposable income per household member and average gross monthly wages and
salaries increase or decrease (Figure 29, p. 34). Still, there are some small differences.
For example, while Harju county has constantly had the highest monthly disposable income per
household member, Hiiu county had the biggest per-capita receipts of personal income tax in
2011-2013. Likewise, the list of counties with the smallest per-capita receipts of personal income
tax per year does not fully coincide with the list of counties with the lowest average disposable
income per household member. In 1995-2015, among counties, the level of per-capita receipts of
personal income tax was the lowest most frequently in Ida-Viru county (a total of eight times:
2006, 2007, 2009, 2010, 2011, 2012, 2014, 2015), seven times in Jégeva county (1995, 1999,
2000, 2001, 2002, 2003, 2004), four times in Valga county (1998, 2005, 2008, 2013), and twice in
Véru county (1996, 1997).

Like in the case of monthly disposable income per household member, there has also been
an increase in the gap between the highest and lowest county-level indicator (in absolute value)
in terms of the per-capita receipts of personal income tax, but the difference has decreased in
relative terms (Figure 30, p. 35).

As already mentioned, there have been rather similar changes in monthly disposable income per
household member, average gross monthly wages and salaries, and per-capita receipts of
personal income tax. As for which one of those indicators should be used as an indicator of
the standard of living, it is more or less a matter of taste. Rather, it is more important what target
levels the strategy aims at and what is done to achieve the objectives.

When looking at the receipts of personal income tax in local government budgets by target level,
we can say that the problematic period occurred in 1995-2003, when there were counties that did
not reach the target set (receipts of at least 75% of the average of Estonia without Tallinn). This
was the case in all nine years of the period in J6geva county, in five years in Valga county (1997,
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1998, 1999, 2000, 2001), in two years in V6ru and Pélva counties (1996 and 1997, and 1998 and
2000, respectively). According to this criterion, Estonian regional development has been in
balance since 2004.

Summary

The current article on regional development in Estonia turned out longer than usual but the topic
was also broader than usual. Still, not all the aspects of regional development are discussed in
the article. For example, the development of the model for local government financing, changes
in the tasks of local governments, development strategies of counties and local governments,
links between domain-specific strategies and the regional development strategy were not
examined. A more detailed analysis could have also been provided of the topics that were
included in the article, as there are significantly more statistics on regional development in
Estonia than what the article reflected upon. Whether these topics will be discussed in future
publications on regional development depends on public interest — if there is enough of it,
Statistics Estonia is ready to analyse developments.

In 25 years, there have been four strategic documents in Estonia that directly concern regional
development: the concept of regional development and three regional development strategies.
Generally, the broadest objective of regional development in Estonia — the balanced development
of the country — has remained unchanged over time. As for details, different strategy documents
have approached balanced development at slightly different angles, but what is mentioned time
and again is the development capability of regional economies, the balanced development of
population and settlements, and sustainable development. The existence of strategy documents
is a clear indication of the fact that regional policy does exist in Estonia. The question why all
inhabitants of Estonia do not sense that is a justified and topical one, and would need greater
attention in future.

In regional development strategies, it is naturally the measures through which the progress made
with the strategies is assessed that receive the increased attention of statisticians. Measures
have always been identified in regional development strategies and, as a result, the strategies
have been fairly good and official statistics has had a basis for assessing the accomplishment of
the objectives set.

Looking at regional development in Estonia with the help of statistics, based on the measures
listed in the strategy, it is to be admitted that the objectives set have often been achieved, but
there are nevertheless large differences between various regions of Estonia, and those
differences are even perceived to be growing. How does it show? It is a well-known truth that
people vote with their feet. We can find plenty of evidence to talk about the balanced
development of Estonia and the increasing balance and the growing availability of services in all
parts of Estonia, but if the population of Estonia continues to concentrate in Harju county, it raises
the question whether regional development in Estonia really is in balance.

It is rather likely that if Estonia did not have problems with regional development, there would be
no need for undertaking an administrative reform. If regional development were in balance, there
would be no need to mention peripheralisation in the documents of administrative reform and to
plan measures to avoid the corresponding risk.

The solution to every problem starts with the problem being identified. If the problem has been
correctly defined, there is also hope that, in the process of solving it, a solution that is perceived
as the right one is achieved. The starting of an administrative reform is definitely a sign that
problems with regional development in Estonia have been noticed. We hope that the actions
accompanying the reform will solve most of them and that Estonia becomes an increasingly more
balanced country in terms of its regional development.
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Sissejuhatus

Eestis on riigi kui tédandaja personalipoliitika pohimdteteks avatus, mdjusus ja tdhusus,
kohanemis- ja konkurentsivbime ning Uhtsus (Riigi ... 2014). Rahvusvahelise kogemuse kohaselt
voiks kompetentsipdhine lahenemine aidata kaasa nende koigi, kuid eriti tdhususe ja mojususe
ning kohanemisvbime pohimdtete realiseerumisele avaliku sektori personalijuhtimises.
Uhiskonnal on suured ootused nii keskvalitsuse kui ka kohalike omavalitsuse ametnike ja
todtajate® ametikohustuste taitmisele ja sellega kaasnevale vastutusele ning riigi kui tddandja
personalipoliitikas tddetakse, et ka kohaliku omavalitsuse ametiasutuste ametnikud ja to6tajad on
avalikud teenistujad ning avaliku teenistuse arendamine peaks toimuma Uhtsetel alustel
(sealsamas).

Kohalike omavalitsuste teenistujate valjadppeks puudub Eestis keskne institutsioon ja nende
ettevalmistust mojutab enim turupdhine mudel. Oluline roll on teenistujate taienduskoolitusel, mis
pdhineb valdavalt omavalitsusiiksuste Uksikotsustel osta koolitusteenust turult vastavalt
vajadusele ja linna voi valla eelarvevahendite véimalustele. Sénastamata on kohalike omavalit-
suste teenistujate koolituse pikaajalised eesmargid ja visioon koolituse tulemuslikkusest.

Uheks véimaluseks korraldada siisteemselt kohalike omavalitsuste teenistujate valjadpet ja neid
arendada on kompetentsipdhine lahenemine personalijuhtimisele. Eesti avalikus sektoris on
personalitéds kompetentsipdhist juhtimist kasutatud, kuid see on seni piirdunud teatud
teenistujate riihmade, ametikohtade, Ulesannete, organisatsioonide vdi oskustega. Hoolimata
teema ammusest pustitusest (Alakivi 2002) ja erinevalt paljudest teistest riikidest ei ole Eestis
terviklikku ja Uldist ametniku kompetentsimudelit. Samas vajadus selle jarele on olemas, sest
avaliku véimu teostamine eeldab Uhiskonna usaldust ametnike vastu ning ametnike oskuslikku
tegutsemist. Mélemad omakorda sdltuvad ametnike té6alasest ettevalmistusest ja eetilisest ning
avalikes huvides tegutsemisest. Ootuste taitumiseks peab ametnike koolitamine olema selgelt
eesmargistatud ja slisteemne ning tegutsemine asjatundlik ja sihiparane.

Kohalike omavalitsuste (KOV) teenistujate kompetentsijuhtimine on aktuaalne ka haldusreformi
kontekstis. Naiteks asetas Soome KOV-ide reform aastatel 2005-2011 halduskorralduse
téhelepanu keskpunkti ka KOV-i teenistujate t66 tdhustamise. 2006. aastal koostati Ulevaade
Soome avalikust sektorist kui tddandjast (The Finnish ... 2006). Selles réhutati, et KOV-i reformi
ja teenuste arendamise kontekstis on peamisteks Ulesanneteks t66tajate oskuste kaardistamine,
inimressursile esitatavate ndudmiste prognoosimine ja sellest [8htuv t66tajate koolitamine ning
personali planeerimine. Lawler (1994) viitab, et to6tajate vbéimalikku vastuseisu arvestades on
kompetentsipbhist juhtimist uutes organisatsioonides kindlasti kergem rakendada kui juba
valjakujunenud rutiinide korral. Seega vdib jareldada, et haldusreformi kdigus toimuvad muutused
Uhest kuljest suurendavad vajadust KOV-i teenistujate kompetentsipdhise juhtimise jarele ning
teisalt toetavad selle rakendamist, sest igal juhul on tegemist té0korralduse uuendamisega.

Kompetents

Traditsiooniliselt viitavad sonad kompetents ja kompetentsus ametniku voi institutsiooni
ametlikule voi juriidilisele voimule, kuid see mdiste tahendab ka institutsiooni praktilist voimekust
teostada teatud tegevusi voi Uksikisiku voimekust taita teatud llesandeid. Eestis kasutatakse

2 Artiklis kasutatakse samatéhenduslikena ,ametnik®, ,té6taja“, teenistuja‘.
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sOnade kompetents ja kompetentsus siinoniilimina sageli mdistet pddevus, mida naiteks dppejou
padevusmudelis on defineeritud jargmiselt: padevus (competency) on teadmiste, oskuste, ja
hoiakute integreeritud kogum, mille olemasolu ja/vdi saavutatuse taset on véimalik tdendada ja
hinnata (Oppejéu ... 2011).

Kompetentsi mdiste kasutuselevdtt seostub Harvardi Ulikooli psiihholoogiaprofessori David
McClellandi nimega. Tema t66 (1973) mdjutas tugevalt nii teaduspsiihholoogiat kui ka
organisatsioonide praktika kasitlust. Sellegipoolest ei ole kompetentsi moiste erialases
kirjanduses Uheselt defineeritud (Kirton ja Healy 2009; Van der Klink ja Boon 2003; Horton 2002).
Selle mdiste sisustamine sdéltub paljudest faktoritest (Hondeghem ja Vandermeulen 2000), sh
teaduskirjanduses suuresti uuritavast teemast, organisatsioonide praktikates nende vajadustest
ning samuti on mdistet ajalooliselt ja erinevates kultuuriruumides ménevérra erinevalt kasutatud
(Van der Klink ja Boon 2003).

Kompetentsi mdistele on lahenetud erinevalt. McClellandist on mdjutatud nn kaitumuslik
lahenemine, mille kohaselt on kompetents kogum td6taja kaitumuslikest ja isikuomadustest, mis
on vajalikud silmapaistvaks soorituseks. See lahenemine on laialt levinud USA erasektoris ja
1984. aastast alates sealsete kérgemate riigiametnike puhul. Alates 1990. aastate 16pust on see
kasutusel ka Suurbritannia ja Saksamaa avalikus teenistuses. Teine |dhenemine on
standardipdhine, mille kohaselt on kompetents teatud t66 tegemisel té6tajalt ndutav tase. Seda
ldhenemist kasutatakse Suurbritannias oskustddtajate juhtimisel ning oli algselt kasutusel ka
avalikus teenistuses (Hood ja Lodge 2004). Kolmas |&dhenemine kompetentsile on kutsenduete
pdhine, mille kohaselt maaratletakse individuaalsed, kuid mittekaitumuslikud ndéuded, mis on
erinevate elukutsete puhul vajalikud, et t6dtaja tegutseks headele tavadele vastavalt. See
lahenemine on 1980. aastatest alates laialt levinud nii Suurbritannias kui ka Saksamaal, kuid
mitte avalikus teenistuses. Praktikas on need kolm ldhenemist niilidseks omavahel p6imunud
(sealsamas).

Koos juhtimisteooriate arenguga muutus arusaam sellest, kuidas on kompetents ja organi-
satsiooni tulemuslikkus omavahel seotud. Sisteemiteooriatel pdhinev ldhenemine t6i uue mdiste
— tuumkompetents. Prahaladi ja Hameli (1990) arvates on organisatsioonidel oluline mdista oma
tuumkompetentse ehk omadusi, mis aitavad ellu viia organisatsiooni strateegiaid ja mis on
unikaalsed. Tuumkompetentsid on ainulaadne kogum organisatsiooni Uksuste koostoimes
omandatud teadmistest ja oskustest, mis aitab organisatsiooni toodetel ja teenustel konkurentsi-
eelist saavutada. Viidatud autorite 1dhenemine on oluline vahemalt kolmest aspektist: nad
réhutasid kompetentside organisatsioonilist ehk kollektiivset iseloomu, nende unikaalsust
organisatsiooni konkurentsieelisena ning asjaolu, et tuumkompetentside kasutamine ja jagamine
suurendab konkurentsieelist veelgi.

Kompetentsi moistet kasutatakse ka organisatsiooni kollektivse omaduse tédhenduses. Seda
téhistatakse moistega organisatsiooniline kompetents, mis tdhendab organisatsiooni pusiva
konkurentsieelise loomist oskuste, teadmiste, vdimete struktuuri, juhtimissisteemide, tehnoloo-
giate, protseduuride ja personalipraktikate unikaalses kombinatsioonis (Hondeghem ja
Vandermeulen 2000).

Kompetentsi mdiste on kiill hagune (fuzzy concept), kuid siiski vajalik ka selleks, et liletada I6het
hariduse ja t66 nduete vahel. Kompetentsi mdiste on laiem kui vaid ametikoha taitmiseks
vajalikud formaalsed kvalifikatsiooninduded ning rohutab to6taja omaduste seost tdise eduga
(Van der Klink ja Boon 2003).

Kompetentsipohine juhtimine

Kaasaegne kompetentsipdhine juhtimine sai alguse 1970. aastatel angloameerika maades, kus
otsiti viise, kuidas parandada t66sooritust kiirete tehnoloogiliste muutuste ja kasvava konkurentsi
tingimustes. Kompetentsipdhine juhtimine on laialt levinud® ja otseselt seotud kiisimusega heast

?1991. aastal kasutas kompetentside hindamise meetodit rohkem kui sada teadlast 24 riigist (Spencer & Spencer 1993).
2001. aastal kasutati Suurbritannias kompetentsipdhist juhtimist hinnanguliselt 3,2 miljoni té6taja suhtes (Finch-Lees,
Mabey & Liefooghe 2005) ning 2000. aastal Suurbritannias korraldatud uuringus osalenud avaliku sektori institutsioonidest
kasutas seda 80%, peale selle oli 10% see plaanis (Horton 2000a).
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juhtimisest. Nii Suurbritannias kui ka USA-s tehti riigi tasemel algatusi juhtimise arendamiseks,
mdlemal juhul oli muuhulgas tulemuseks ka juhtimiseks vajalike kompetentside kirjeldused
(Horton 2000b). Suurbritannias oli selleks Management Charter Initiative 1982, mis tdhendas ka
loodud kutsestandardist lahtuvat juhtimiseks vajalike oskuste arendamist ja hindamist. USA-s
algatas American Management Association konkurentsivéime suurendamiseks vdimalusi otsides
projekti, mille kdigus konsultant Richard Boyatzis koos kolleegidega piildis eristada suurepara-
sele juhile iseloomulikke omadusi ja tunnuseid. T60 tulemusena leiti, et suureparaseid juhte
eristab kehvematest terve rida faktoreid: teadmised, motiivid, isiksuseomadused, enesetaju,
sotsiaalsed rollid, oskused jm.

Kompetentsipdhise juhtimise laialdane kasutuselevott on seotud organisatsioonide vajadusega
suurendada vdimekust konkurentsitihedas ning piiratud ressurssidega keskkonnas, kus Uheks
vbimekuse vahendiks peetakse UksiktO6tajate ja -juhtide tegevuse tulemuslikkuse kasvu
(Managing ... 2010). Lawler on toonud esile neli pdhjust, miks on kompetentsipdhist juhtimist
vaja: 160 olemuse muutus — masstootmise korral vdis birokraatlik t66del pdhinev Idhenemine
sobida, kuid kiired muutused néuavad paindlikumaid meetodeid; Uleilmne konkurents, mis nduab
igalt todtajalt head tulemust ning &ppimisvdimet ja -valmidust; kiired organisatsioonilised
muutused eeldavad ka t6dde ja nende tegemiseks vajaliku kompetentsi kiiret muutust;
organisatsioonide Ulesehitus muutub lamedamaks, koos sellega suureneb vajadus iga t6otaja
padevuse, sh iseseisva otsustusvdime jarele (Lawler 1994).

Kompetentsipdhises juhtimises nahakse uht vahendit riigi vdimekuse suurendamisel ja
riigikorralduse moderniseerimisel (Farnham ja Horton 2002; Hood ja Lodge 2004; Horton 2000b).
Enamik kompetentsipdhist juhtimist kasutavatest arenenud riikidest — Austraalia, Belgia, Kanada,
Taani, Prantsusmaa, Holland, Suurbritannia, USA — rakendasid seda (ihe osana laiemast
reformist voi muudatusest eesmargiga muuta traditsiooniline personalijuhtimine strateegiliseks
inimressursi  juhtimiseks (Managing ... 2010). Kompetentsipdhine juhtimine aitab uldiselt
killustunud avalikus teenistuses luua sidusust, raakida uhist keelt ja koordineerida paremini
personalijuhtimise tegevusi. Ka néaiteks URO (levaade réhutab kompetentsipbhise juhtimise
olulisust tegevusstandardite ja ootuste paremal mdistmisel (Unlocking ... 2005), samuti nahti
flaamikeelse Belgia kompetentsimudelis eelkdige strateegilist ja kommunikatsioonivahendit
(Hondeghem ja Vandermeulen 2000).

Kompetentsipdhise juhtimise eriparaks vorreldes traditsiooniliste personalijuhtimise meetoditega
on suunatus pigem sisendile, eeldustele, potentsiaalile, sh to6tajate kaitumuslikele omadustele
kui valjundile ja tédsooritusele (Rodriguez jt 2002). Vaga hasti on kahe ldhenemise erinevuse
1994. aastal kokku votnud Edward Lawler: ,Selle asemel, et moelda inimestest, kellel on t66 koos
ametijuhendis fikseeritud teatud Usna plsivate ilesannetega, on ehk sobivam ja tdhusam mdelda
neist kui organisatsiooni heaks tegutsevast inimressursist® (Lawler 1994). Samuti réhutatakse
kompetentsipdhise juhtimise puhul rohkem t66taja enda vastutust ning vajadust lihtsalt
normiparase kaitumisega leppimise asemel parema poole pulelda (Horton 2000a).
Kompetentsipdhise juhtimise tugevuseks peetakse ka asjaolu, et see lahenemine vdimaldab
jarjepidevalt hinnata t66taja asjatundlikkust ja arendada seda kogu tema to6tsukli valtel (Horton
2000a; Horton, 2002).

Kompetentsipdhise juhtimise rakendamine avalikus sektoris on vahemalt teatud maaral seotud
samade pOhjustega kui erasektoris, kuid on ka mdned erisused (Hondeghem ja Vandermeulen
2000). Avaliku sektori puhul peetakse kompetentsipdhist juhtimist kasulikuks organisatsiooni
kultuuriliste muutuste toetajana, sh bulrokraatlik-masinliku l1&henemise asendamisel enam iga
Uksiktdotajat ja tema rolli vaartustavaga. Kompetentsipdhine juhtimine sobib avalikku sektorisse
ka seeparast, et seal on tulemuste mo6dtmine ning sellest lahtuv tddtajate juhtimine
komplitseeritud, kuid selle juhtimismeetodi puhul ongi réhuasetus pigem vdimekuse loomisel.

Kokkuvéttes saame tddeda, et kuigi kompetentsipdhine juhtimine ei ole probleemideta, on see
arenenud riikides siiski laialt levinud edumeelne praktika. Eesti riigi kui t6dandja personalipoliitika
naeb probleemidena muuhulgas strateegilise personalijuhtimise vahest kompetentsust ning Eesti
avaliku sektori killustatust (Riigi ... 2014). KOV-i tasandil on probleemiks uhtse nagemuse
puudumine sellest, millised on KOV-i teenistuja kompetentsusnduded ning mille alusel hinnata
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ametniku tegevust: puudub Uhtne lahenemine teenistujate arendamisele ja hindamisele.
Arvestades rahvusvahelist kogemust kompetentsipdhise juhtimise rakendamisel avalikus sektoris
ning pidades silmas praegust olukorda Eesti avaliku sektori ja eriti KOV-ide personalijuhtimises,
samuti kaimasolevat haldusreformi, saab jareldada, et ka Eestis oleks vaja KOV-ide teenistujate
kompetentsipdhist juhtimist.

Kohalike omavalitsuste teenistujate kompetentsiloendi koostamise ja
koolitusvajaduse hindamise metoodika

Eesti KOV-ide teenistujate kompetentsiloendi koostamisel osalesid peale artikli autorite veel Eve
Limbach-Pirn ja Kristina Tdnnisson. Té6d tehes arvestati Eesti avaliku sektori kompetentsi-
mudelite (KM) koostamisel saadud teadmisega ning kasutati rahvusvahelist oskusteavet. Eesti
praktikatest vaadeldi jargmisi: tippjuhtide, (Eesti avaliku teenistuse tippjuhtide kompetentsimudel),
keskastme juhtide (avaliku teenistuse keskastmejuhtide kompetentsimudel), 6ppeasutuse juhtide
(6ppeasutuse juhi kompetentsimudel) ja EL-i eeskujuliku eesistuja (Eesti Euroopa Liidu Ndukogu
eesistumise ettevalmistuste tegevuskava) kompetentsimudeleid. Samuti arvestati kompetentsi-
mudelite kasutamisel saadud kogemusi (Peljo 2014; Kasemets 2012; Kasemets ja Oppi 2014;
Haridusasutuse ... 2009).

Kompetentsimudeli koostamisel jalgiti, et mudel ei oleks liiga mahukas ja kompetentside kirjeldus
liga detailne. Suurbritannias Hortoni korraldatud uuringu andmetel oli sealse avaliku sektori
organisatsioonide kompetentsimudelites 5-225 kompetentsi, kdige sagedamini varieerus nende
arv vahemikus 6-10 (Horton 2000a). Kompetentside kirjeldamisel on soovitatud peale
arusaadavuse jalgida ka seda, et kirjeldused ei oleks liiga Uksikasjalikud — nii on mudelid ajas
kestvamad (Rodriguez jt 2002).

Kompetentside maaratlemisel hoitakse tasakaalu Uld- ja erialaste kompetentside vahel. Kui
klassikalistele lahenemistele on ette heidetud, et neis on pikad (ksikasjalikud loetelud nn
tehnilistest oskustest ning liiga vahe on tahelepanu pddratud tddtaja sotsiaalsele padevusele,
vaartustele, ja muudele ,pehmetele omadustele® (Boyatzis 1982), siis kompetentsimudelite
kasutamisel on oluline, et ei keskendutaks eelkdige vdi ainult Gldkompetentsidele. Heaks naiteks
on L&ane-Sussexi maakonna hooldusttotajate kompetentsimudel, kus senistesse tdokirjel-
dustesse lisati laiema fookusega Uldkompetentsid, kuid mudelis on ka erialaste kompetentside
osa tulenevalt konkreetsest abivajajate rihmast, kellega teenistuja tegeleb (Farnham ja
Stevens 2000). Kompetentsimudeli koostamisel kaalutakse, mil maaral peaks mudel olema
tehnilisi oskusi kirjeldav vs. vaartuspbhine. Virtase (2000) hinnangul on tanapaeva
organisatsioonide td6tajate olulisimad kompetentsid vaartuspdhised ning neid tuleks kasitleda kui
pUihendumist teatud vaartustele.

Kompetentsiloendi loomiseks tootati 1abi asjakohane seadusandlus, tutvuti KOV-i teenistujate
t66d reguleerivate standardite ja juhendite ning kdérgkoolide dppekavadega. Tootajate erialase
ettevalmistuse ja to0ks vajalike kompetentside selgitamiseks kontakteeruti erialalitude ja
ministeeriumitega. Kompetentsiloendi esialgse versiooni testimiseks paluti kisimustikku hinnata
KOV-ide ja maavalitsuste ametnikel. Samuti toimus kompetentsiloendi teemal ekspertide
seminar, kus osalesid Siseministeeriumi, Sotsiaalministeeriumi, Haridusministeeriumi, Rahandus-
ministeeriumi, Qiguskantsleri Kantselei, Riigikontrolli, kohalike omavalitsuste ja maavalitsuste,
omavalitsuslitude, modnede ametite, kutseliitude ja kutsekodade esindajad. Ekspertide
Ulesandeks oli anda hinnang sellele, kas loendis sonastatud kompetentsid peegeldavad
adekvaatselt kohaliku omavalitsuse ametniku praegust t66d ning tulevikus vajalikke kompetentse.

Valminud loendis on viis pdhikompetentsi, mis on olulised kdigile KOV-ide teenistujatele: avaliku
vBimu esindamine (13 vaidet), avalike teenuste osutamine (14), t66 korraldamine (14), koost6o
(9) ja kommunikatsioon (11). Veel on loendis neli erialast kompetentsi: sotsiaaltéé (14 vaidet),
hariduse korraldamine (13), ruumiline planeerimine (12) ja arengu kavandamine (14).
Kompetentsiloendis avatakse kompetentside sisu erinevate kditumist kirjeldavate vaidetega.

Kompetentsimudeli alusel identifitseeritakse kompetentse, mida on vaja td6soorituse parenda-
miseks ametikohal vdi tO6taja ettevalmistamiseks teiste tdokohtade ja muutuvate nduete jaoks.
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Samuti saab mudelit kasutada oskuste puudumise anallsis, vorreldes olemasolevaid ja
vajatavaid kompetentse kas isikute vdi organisatsiooni tasemel (Draganidis ja Mentzas 2006). Ka
Uhinenud Rahvaste Organisatsiooni lilevaates réhutatakse kompetentsipdhise juhtimise
vajalikkust just personali varbamisel ning arendamisel (Unlocking ... 2005) ning naiteks Eesti
tippjuhtide kompetentsimudeli peamine rakendusala on samuti tippjuhtide arendamine (Limbach-
Pirn 2011).

Koolitusvajaduse anallisimiseks pidid vastajad hindama, mil maaral kirjeldavad vaitena esitatud
kaitumised nende ttdalast tegevust. Kasutati enesehinnangu skaalat, kus vastaja sai valida Ghe
neljast vastusevariandist: kirjeldab taielikult, pigem kirjeldab, pigem ei kirjelda, ei kirjelda Uldse
minu téoalast tegevust. Kiisimustik hdlmas ka iga vastaja tildandmeid.

Koolitusvajaduse hindamisel lahtuti eeldusest, et kui vastaja arvates moni vaitena esitatud
kaitumine tema tegevust ei kirjelda, siis on suure téendosusega tegemist koolitusvajadusega.
Ideaalis vbiksid kéik vaited saada hinnangu ,kirjeldab taielikult“. Tulemuste tdlgendamisel voeti
aluseks pdhimdte, et kui mingi vaite puhul on kokku Ule 20% vastajatest oma t60alase tegevuse
hindamisel kasutanud vaiteid ,ei kirjelda (ldse“ ja ,pigem ei kirjelda“, siis on tegemist
koolitusvajadusega. Arvestatav vajadus vdib olla ka nende alakompetentside koolituse jarele, kus
mittendustujate osatéhtsus on vaid veidi alla viiendiku.

Uuringu valim ja uuringu korraldamine

Koolitusvajaduse uuring tehti veebipdhiselt, vastaja taitis ise kiisimustiku. Kiusitluse valim koostati
KOV-ide veebilehtedelt kogutud kéikide nende tooétajate individuaalsete andmete pdhjal, kes
kuulusid KOV-ide struktuurilksuste koosseisu sotsiaal-, hariduse, arengu kavandamise ja
planeeringu valdkonnas. Valimisse ei voetud omavalitsusiiksuste (abi)linnapea vdi (abi)valla-
vanemana to6tajaid. Kokku saadeti véalja 1814 e-kirja.

Ankeedi avas 1051 t6o6tajat, 16puni taitis selle (vastas kdigile kiisimustele) 574 vastajat, mis on,
arvestades sihtrihma, ankeedi pikkust ning vastuste isikukeskset sisu, vdga hea tulemus.
Kisitluse kaigus uhtegi tulemusi mojutavat véi kallutavat asjaolu ilmsiks ei tulnud. Ankeet
koosnes neljast plokist kokku 36 kisimusega. Mediaankeskmine vastamisaeg oli pisut Ule
22 minuti.

Vastanute iildine taust

Kusitlusele vastanutest ligikaudu kolmveerand olid naised. Ulekaalukalt oli naisi vastanute hulgas
sotsiaaltdd (92,7%) ja hariduse korraldamise valdkonnas (86,6%). Ruumilise planeerimise
valdkonnas oli vastanute seas naisi 55,4% ja arengu kavandamise ja planeeringu valdkonnas
61,1%. Vanusjaotuses olid enam esindatud 35-64-aastased, neid oli 74%, kusjuures vanuse-
rihma 50-64 kuulus 36,6% vastanutest. Alla 30-aastaste osatahtsus vastajate seas oli 12,1%.
Neljas vaadeldud valdkonnas oli alla 30-aastaseid enim sotsiaaltdd (13,3%) ja kdige véhem
ruumilise planeerimise valdkonnas (9%). Vahemalt 65-aastaste osatahtsus jai alla 3%.

Vastanutest 39,7% oli magistrikraadiga. Vaadeldud neljast valdkonnast oli neid kdige vahem
sotsiaalvaldkonnas (28,3%), teistes valdkondades to6tajatest olid magistrikraadiga ligi pooled.
Tulevikutrende silmas pidades vajadus kdérgharidusega tootajate jarele tdenaoliselt suureneb.
Enim on kasvuruumi sotsiaalvaldkonnas, kus té6tab praegu kdige rohkem rakenduskdrg-
haridusega inimesi (28,7%). Arvestades to66turu uldiseid trende, vdib prognoosida kdrghari-
dusega t6o6tajate osatdhtsuse Uldist kasvu vaadeldud sektorites.

Ligi pooled vastanutest (45,5%) on praegusel téokohal to66tanud kuni viis aastat (erialati olulist
erinevust ei ole). Ule 20 aasta on samal tddkohal toétanud 7,4% vastanutest. Kuni viis aastat on
praeguses omavalitsuses t66tanud 40% vastanutest (erialati olulist vahet ei ole). Teenistujatest
ligi kolmandik on omavalitsussusteemis t66tanud kuni viis aastat, iga neljas 5-10 aastat.
Valdkonniti vaadates on omavalitsusststeemis té6tamise kogemus mdnevdrra vaiksem arengu
kavandajatel ja ruumiplaneerijatel.

Vastajad olid viimase kahe aasta jooksul osalenud vaga mitmesugustel taienduskoolitustel:
Oigusalased koolitused (19,4% vastanutest), registrid ja andmebaasid (18,0%), sotsiaaltdd
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(14,9%), meeskonnatdd (13,1%), KOV-i korraldus ja llesanded (10,6%), avalikud teenused ja
nende korraldamine (9,3%), ruumiline planeerimine (8,7%), infotehnoloogia (7,9%), suhtlemis-
oskused (7,8%), ndustamine (7,7%), kaasamise koolitused (7,0%), koostdd (6,9%), eesti keel
(6,2%), arengu kavandamine (5,8%), md&jude hindamine (5,5%), haldusjuhtimine (5,4%), EL-i
alane koolitus (5,4%), hariduse korraldamine (5,1%), uute ametnike sisseelamise koolitus (4,9%),
personalijuhtimine (4,1%), strateegiline juhtimine (4,1%), avalik esinemine (4,1%), inglise keel
(4,0%), kvaliteedijuhtimine (3,8%), klienditeenindus (3,6%), finantsjuhtimine (3,4%), protsessi
juhtimine (3,4%), anallilside koostamine (3,0%), poliitika kujundamine ja elluviimine (2,9%), vene
keel (2,8%). Vaadeldud valdkondade teenistujatest saavad enim erialast tadienduskoolitust
sotsiaaltéotajad. Taienduskoolituste kestus on erinev — Uhest tunnist kuni mitme paevani. Vaga
tagasihoidlikult oli kasutatud e-6pet.

Kompetentsipohine koolitusvajadus

Alljargnevalt on esitatud koolitusvajaduse hinnang viie pdhikompetentsi — avaliku véimu
esindamine, avalike teenuste osutamine, t66 korraldamine, koostdod, kommunikatsioon — kohta.
Kisitlusega hinnati ka nelja erialase kompetentsi koolitusvajadust, kuid selles artiklis piirdutakse
vaid pohikompetentside koolitusvajaduse Ulevaatega. Koolitusvajadust hinnatakse eelkdige
vaidetega mittendustujate osatahtsuse alusel ning et teemat sisulisemalt avada, on esitatud
naiteid vastajate kommentaaridest.

Avaliku véimu esindamisega seotud koolitusvajadus

Vastajate hinnangute pdhjal oma tegevusele on ilmne kolme alakompetentsi koolitusvajadus:
poliitiliste protsesside mdjutamine ja vajaduse korral poliitilistesse otsustesse sekkumine
(,Ei kirjelda uldse” vdi ,Pigem ei kirjelda“ — kokku 70% vastanutest); EL-i aluspShimbétete ja
arengutrendide tundmine (43,6%) ning kohalike poliitikute tundmine ja nendega koost66
tegemine (37,2%) (joonis 1).

Ametnike osalemine poliitiliste protsesside kujundamisel oli Uks ankeedis sageli kommenteeritud
teemadest. Kommenteerijad vbib jagada kaheks: Uhed, kelle hinnangul ametnikud ei peaks
poliitikas osalema (nt ,Nn reatt6tajana ei pea vajalikuks poliitilistes otsustes kaasa raakida“; ,Meil
on Usna igapaevane lause ,see on poliitiline otsus®, kuigi spetsialistid ehk ametnikud on sageli
teisel seisukohal kui poliitikud“; ,Ise erakonda ei kuulu ja leian, et minu jaoks on see hea oma
t66d tehes, sest nden, kuidas Uks vdi teine erakond vditleb ainult oma lubaduste eest ja inimeste
(kasvoi Uksikute) jaoks olulisemad kusimused vdivad jaada tadhelepanuta. Mina saan seista
Oigluse ja kdigi vajalike kisimuste lahendamise eest, mille lahendamisvajadusi naen“) ning
teised, kelle arvamuse vdiks votta kokku Uhe vastaja kommentaariga: “Vaited kirjeldavad vagagi
minu tédalast kaitumist. Ametnikuna ei tegele poliitikaga, aga see ei tdhenda seda, et selle
teemaga kursis ei oleks. Kas ja kui palju ametnik mojutab poliitilisi protsesse, sbltub KOV-ist. Kas
ka todalaselt seda méjutan nii nagu sooviksin — kindlasti mitte, aga see ei tdhenda, et ma seda ei
oskaks, otsused tehakse ju ametniku soovituste alusel (ndidates ara erinevate variantide
vbimalused)”. Esitatakse ka seisukohti, et parteisse kuulumata on peaaegu véimatu protsesse
mojutada (,Nii nagu juhtimine kaib Ulevalt alla, nii on peaaegu véimatu alt lles just poliitilisi
protsesse mdjutada, kui ise ei kuulu valitsevasse voi opositsiooniparteisse”). Seega viitavad ka
vastuolulised kommentaarid koolitusvajadusele, et ametniku rolli tapsemalt teadvustada.

Ka teadmiste kohta Euroopa Liidust (EL) olid vastajad esitanud kommentaare, milles vaidlustasid
niisuguste teadmiste vajalikkuse. Naiteks ,Euroliidu arengutrendid aga ei mdjuta kohalikku elu
rohujuure tasandil: mida métleb véi Gtleb poliitik Brisselis, ei mdjuta tavainimese esmavajadusi
voi vaartushinnanguid,” véi ,Esmatahtis on ikka tegeleda kohaliku tasandi murede ennetamise ja
aitamisega, siis tuleb Eesti ja Euroopa.” Seega ei ole kompetentsuse kasvatamisel EL-i suhtes
kiisimus mitte ainult v&i niivdrd vastavate teadmiste omandamises, vaid koolitustel tuleks arutleda
selle Ule, kas, miks ja kuidas on EL-iga seonduv KOV-i teenistuja t66s oluline. Véimalik, et EL-i
mdd&tme olulisuse mdistmiseks oleks otstarbekas kavandada koolitusel teiste EL-i riikide nende
KOV-ide kogemuste tundmadppimist, kus KOV-i tegevuse korraldamisel arvestatakse laiemalt
EL-i taustaga (nt Holland, Soome jt).
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Joonis 1. Uldkompetents: avaliku véimu esindamine

Oskan méjutada poliitilisi protsesse ja vajaduse korral
sekkun poliitiliste otsuste kujundamisse

Tunnen EL-i alusp6himétteid ja arengutrende

Tunnen kohalikke poliitikuid ja teen nendega koost6od
Olen kursis Eestis toimuva thiskondliku arengu ja
poliitikasuundadega

Tunnen dra korruptsiooniohtlikud olukorrad voi eetilised
dilemmad ja oskan neis olukordades kaituda

Tunnen erinevaid vdimalusi kohaliku elu korraldamiseks
Tunnetan oma igapédevatoos, et olen avaliku

voimu esindaja

Tunnen kohaliku omavalitsuse rahastamise
p6himotteid ja 1dhtun nendest omatoos

Tunnen keskvalitsuse ja kohaliku omavalitsuse rolle ja
lesandeid

Tootan eesmargipdraselt ja tohusalt

Tean kohaliku omavalitsuse vastutust ja tlesandeid

Tunnen ja jérgin oma Ulesannete ja kohustuste tditmisel

oigusakte %
Tegutsen ausalt, voimaluse korral arvestan erinevate vastanu-
poolte seisukohtadega | test

0O 10 20 30 40 50 60 70 80 90 100
M Eikirjelda iildse B Pigem kirjeldab
Pigem ei kirjelda Kirjeldab taielikult

Koolitust vajatakse korruptsiooniohtlikes olukordades kaitumise teemal, sest 17,9% vastanutest
leidis, et vaide ,tunnen ara korruptsiooniohtlikud olukorrad vdi eetilised dilemmad ja oskan neis
olukordades kaituda“ ei kirjelda nende tegevust. Naiteks ,Oluline on teada inimeste siigavamaid
taustu ning takistuseks saab ka korruptsiooni ja inimlikkuse dilemma, mis on vaga "6rn jaa"
vaikeses kogukonnas®; ,Kui kiisimusel on kaks poolt, nt tunnen ara korruptsiooniohtliku olukorra
ja oskan neis olukordades kaituda, siis tekib segadus, sest ma suudan kull olukorra ara tunda,
kuid alati ei tea, kuhu sellisel juhul p6drduda, mida ette votta, kuidas ise kaituda“. Koolitust
vajatakse ka KOV-ide rahastamise teemal (19,8% vastanutest leidsid, et sellekohane vaide ei
kirjelda nende tegevust). Naiteks ,Rahastamise teema on eriti keeruline — pean pidevalt raamatu-
pidaja kaest néu kiisima.”

Tdend&oliselt seletab koolitusvajadus teiste selle tldkompetentsi alakompetentside puhul ka seda,
miks iga viies vastaja ei tunneta vdi pigem ei tunneta oma igapdevatdds, et ta on avaliku vdimu
esindaja. Kommentaaridest ilmneb, et avaliku véimu esindamise kompetentsi arendamiseks
tuleks eelkdige tegelda ametnike hoiakute mdjutamisega. On mitmeid kommentaare, mis seavad
kahtluse alla ametniku vdimalused, naiteks ,Meie valitsus ei kuula isegi teadlasi mitte.
Omavalitsuse ametnikul pole reaalselt mingit véimalust poliitiliste protsesside mdjutamiseks®.

Avalike teenuste korraldamisega seotud koolitusvajadus

Teenuste korraldamisel vajab ilmselt koolitust teenuste arendamine. Ligi kolmandik vastajaid ei
noustu voi pigem ei ndustu sellega, et teenuste arendamiseks osalevad nad vajaduse korral
digusloomes ning et nad kasutavad teenuste osutamise jarelevalve kaigus saadud tulemusi ning
elanikelt voi institutsioonidelt kiisitud ja saadud infot teenuste arendamiseks (joonis 2).

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA



KOMPETENTSIPOHINE JUHTIMINE COMPETENCY-BASED MANAGEMENT

Joonis 2. Uldkompetents: avalike teenuste korraldamine

Teostan teenuste osutamise Ule jarelevalvet ja rakendan
tulemusi teenuste arendamisel ja koost66 korraldamisel

Tunnen teenusepakkujate turgu ja oskan arvestada
kohaliku eripdraga

Kisin ja analtiisin elanike véi institutsioonide
tagasisidet ning kasutan seda oma t60s

Teenuste arendamiseks osalen vajaduse korral
digusloomes

Oskan arvestada teenuse osutamiseks vajalikke kulusid

Oskan seada teenusepakkujale eesmérke teenuste
osutamiseks ja hinnata véimalusi nende taitmiseks

Tunnen kohaliku omavalitsuse eelarvestamise
pohimotteid

Oskan kasutada ja kasutan teenuste kujundamisel ning
pakkumisel erinevaid IT-vahendeid

Olen kursis uuendustega oma téovaldkonnas ja olen
valmis neid rakendama

Oskan arvestada teenusepakkumise edendamisel
teenusesaaja vajadusi ning omavalitsuse kasutada
olevaid ressursse

Informeerin klienti tema Gigustest, vastutusest ja
voimalustest erinevate teenuste puhul

Aitan kliendil valjendada oma mdtteid ja soove ning
oskan hinnata tema olukorda

Olen oma omavalitsusiiksuse elanike jaoks olemas

Kohtlen koiki elanikke vordselt ja lugupidavalt, ‘ ‘ %

austades nende privaatsust | | | )[/eassttanu—
0 10 20 30 40 50 60 70 80 90 100
M Eikirjelda tldse B Pigem kirjeldab
Pigem ei kirjelda Kirjeldab taielikult

Teenuste osutamise jarelevalve alakompetents on sdnastatud Usna laialt ning selle alakompe-
tentsi vaitega mittendustujate suhteliselt suur osatéhtsus viitab vajadusele arendada KOV-ide
teenistujate kompetentsust koost66 korraldamisel teenuse osutajatega. Samale vajadusele viitab
ka see, et iga viies vastaja ei oska vdi pigem ei oska seada teenusepakkujale eesmarke ning
hinnata véimalusi nende taitmiseks ning ligi 23% vastajaist ei tunne voi pigem ei tunne teenuse-
pakkujate turgu ega oska arvestada kohaliku eripdraga. Jarelevalve ja teenuste arendamisel
tagasiside kasutamisega seotud koolituste kavandamisel tuleks arvestada sellega, et paljude
vastajate hinnangul ei tegele vbi pigem ei tegele nad nende teemadega eelkdige ressursi
puudumise tottu. (Nt ,,Eeldab (inim)ressurssi, mida minul paraku oma t66s kasutada ei ole. Ei saa
pariselt 6elda, et tagasiside puuduks, kuid see on pigem juhuslik. Mitmesuguste teenuste (koolid,
lasteaiad, eralasteaiad) maht on paraku suur ning sama on ka jarelevalvega — pigem on tegemist
kodaniku tagasisidest vdi puudustele tédhelepanu juhtimisest tuleneva jarelevalve teostamisega,
see ei ole pidev protsess, pigem ikkagi juhtumipdhine jarelevalve vdi probleemi lahendus.)
Seega vdiks vastavad koolitused sisaldada ka tagasiside ja slisteemse jarelevalve vajaduse ja
téhususe teadvustamist, st hoiakute kujundamist neis kisimustes. Samuti vdiks kaaluda
terviklikku koolitust, kus eesmargiks oleks nii finantsteadmiste andmine kui ka laiemalt teenuste
hindade arvestamine, teenuse hinnakujundusega seotud oskuste arendamine ning teadlikkuse
suurendamine teenuste finantseerimise véimalustest.

Teenuste arendamise digusloomes osalemise Uheks takistuseks voib kommentaaride alusel
pidada vastajate hoiakuid. Mitmel juhul arvatakse, et vastavast tegevusest ei ole kasu, naiteks
sIssanda paike laheb enne looja, kui seaduse koostajad, valitsus ja riigikogulased arvestavad
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mone ametniku voi valdkonda hasti tundva teadlase seisukohaga.” Seega ei pruugi kiisimus olla
mitte niivord juriidiliste teadmiste ja oskuste puudumises, kuivord vajaduses kujundada
teenistujate hoiakuid, nii et tekiks soov odigusloomes osaleda ning oleks usku, et see on
otstarbekas ja asjakohane.

Vajadus on ka finantsoskuste koolituse jarele: lle viiendiku vastajatest ei oska v&i pigem ei oska
arvestada teenuse osutamiseks vajalikke kulusid ning veerand vastajaist ei tunne KOV-i
eelarvestamise pohimétteid. Seega on peale KOV-ide rahastamise Uldistel teemadel koolituse
vaja erikoolitusi finantsoskuste arendamiseks.

Kuigi jaab napilt allapoole seatud lavendit (17,9%), vdib arvestatav koolitusvajadus olla ka
teenuse pakkumiseks ja teenuste kujundamiseks infotehnoloogiliste vahendite kasutamisel. Kui
arvestada ka virtuaalmaailmaga seotud alakompetentsi kriitilisust (27,3% vastajaist ei ndustu
vaitega ,suudan olla efektiivne virtuaalmaailmas®), siis loob see tervikuna pildi sellest, et
tdnapaevaseid digivahendeid ei tunta killalt hasti selleks, et neid teenuste osutamisel kasutada.

Kuigi mdne vastaja kommentaaride pdhjal oleks ehk uksikutel juhtudel vaja paremini teadvustada
teenistuja kui teenusekorraldaja rolli (nt ,Ma olen kogu aeg olnud ja olen ka edaspidi seisukohal,
et avalik teenistus ei ole teenus ja avaliku v6imu teostaja ei ole klienditeenindaja“) ning monel
juhul arendada klientidega koost6d kompetentse (nt ,Kdikidesse ei saa suhtuda lugupidavalt! Ma
saan inimesele pakkuda teenust, kuid lugupidamine on minu mdistes midagi, mille peab vélja
teenima, rauskav ja demagoogitsev klient ei vaarigi lugupidamist®), voib tervikuna nii vastuste
osatahtsuse kui ka kommentaaride pdhjal (nt ,Kahjuks ei saa veel iga to6taja aru, et KOV on
rahva jaoks, aga mitte vastupidi. KOV peab teenindama oma elanikke ja arvestama nende
vajadustega“) jareldada, et (ldiselt on vastajad KOV-i kui teenuste korraldaja Ulesannetest
teadlikud. Teenuste korraldamise kompetentsi koolitusvajaduse votmekisimuseks on kokku-
vottes siiski eelkdige teenuste arendamine ja koostdd teenuseosutajatega. Selliste koolituste
kavandamisel voiks kasitleda ka teemasid, kuidas kujundada teenust, arvestades teenuse
saajate vajadusi ja KOV-i véimalusi.

To6 korraldamisega seotud koolitusvajadus

Koolitusvajadus t66 korraldamise pohikompetentsi jarele on teiste kompetentsidega vdrreldes
pigem tagasihoidlik (joonis 3). Téenaoliselt on see seotud n-0 eluliste vajadustega: selleks, et
t66s mitte ebadnnestuda, on t66 korraldamise kompetents igal juhul vajalik (vBrreldes naiteks
palju dldisema avaliku véimu esindamise kompetentsiga vdi erinevate kompetentside arengule
suunatud alakompetentsidega). Teisalt on t66 korraldamine Uks neid valdkondi, kus tehakse
koolitusi teiste kompetentsidega vorreldes pigem rohkem. Ainus ilmselgelt koolitamist vajav t66
korraldamise alakompetents on seotud labipdlemisohtlike voi tddalaste kriisiolukordade aratund-
misega ning neis olukordades lahenduste otsimisega. Labipdlemise pdhjuste ja selle dratundmise
ning sekkumisvoimaluste teema on palvinud vastajatelt isna palju kommentaare (nt ,Labipdle-
misoht soltuvalt ametist on kdige suurem avalikus teenistuses. Lahendust otsib ametnik aga
harva. Tulemuseks — t60 kvaliteet on null“) ning nende pdhjal voib vaita, et see on kindlasti
valdkond, milles KOV-i ametnikud vajavad koolitamist ja tuge (nt ,Labipdlemise valtimiseks voi
arahoidmiseks oleks tarvis supervisiooni, mida aga meie maakonnas ei pakuta“). Samas vdib olla
mdningane vajadus ka nende alakompetentside koolituse jarele, kus taiesti ndustujaid on olnud
pigem vahe. Siia kuuluvad muudatuste juhtimise ja otsustamise (taielikult ndustujaid 28,2%),
meeskonnatdéd korraldamise (32,9%) ja meeskonnas osalemise (34,6%), oma tegevuse
eesmargistamise (36,5%), aja sihiparase kasutamise (37,7%) ja t66 otstarbeka korraldamise
alakompetentsid (39,8%).
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Joonis 3. Uldkompetents: t66 korraldamine

Tunnen &ra labipdlemisohtlikud voi téoalased
kriisisituatsioonid ja otsin neile lahendusi

Oskan muudatusi algatada ja neid juhtida

Oskan korraldada meeskonnat66d

Suudan olla meeskonnas erinevates rollides ja vajaduse
korral ennast kehtestada

Lahtun oma t66s pikaajalistest eesmarkidest

Oskan aega planeerida ja sihiparaselt kasutada

Osalen meeldiva ja tulemustele orienteeritud
tookeskkonna loomisel ja hoidmisel

Julgen teha raskeid otsuseid ja olen valmis nende eest
vastutama

Oskan oma t66d otstarbekalt korraldada

Sdilitan keerulistes olukordades rahuliku ja optimistliku
suhtumise

Sean oma toole selged prioriteedid ning todtan
nendest lahtuvalt

Vajaduse korral sekkun véi toetan kolleege
probleemide lahendamisel

Tegelen enese to0alase arendamisega | %

Pean kinni kokkulepetest ja tahtaegadest ‘ ;/:Ssttanu—
0 10 20 30 40 50 60 70 80 90 100
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Pigem ei kirjelda Kirjeldab taielikult

Kommentaaride pdhjal on just eesmargistamise ja téokorralduse seose teema oluline. Naiteks
Uks tuupilisi kommentaare on ,Lahtume prioriteetidest, aga igapaevane "tulekahjude kustuta-
mine" votab suure osa ajast‘. Samuti seostub prioriteetidest lahtuva todkorralduse teema
kommentaaride pohjal laiemalt ametniku kui klienditeenindaja rolliga (nt ,Aja planeerimise ja
kasutamise oskus on olemas, kuid kuna puuduvad vastuvdtuajad, siis paljudel paevadel
planeeritud asjad ei teostu ajafaktori t6ttu“) ning Glemuse-alluva (nt ,Autoritaarsed llemused ja
nende soovid vbi arvamused on esmatahtsad ning jooksvate Ulesannete taitmine nende
korraldusel kujuneb esmatahtsaks, mis ei vbimalda oma t6dle selgeid prioriteete, pikaajalisi
eesmarke seada, seega ka ei vdimalda selline olukord otstarbekalt oma t66d korraldada ja aega
planeerida ning sihiparaselt kasutada“) ja poliitiku-ametniku suhtega (nt ,Ajakava llulakse
tihtipeale poliitikute poolt segamini“). Seega on soovitatav koolitustel, kus tahelepanu all on
prioriteetide seadmine, t66 korraldamine ja eesmargistamine, siduda nende teemade kasitlemine
ametniku rolli teadvustamise ja td6alaste suhete kujundamisega.

Kommunikatsiooniga seotud koolitusvajadus

Kommunikatsiooni alakompetentside puhul on ilmne koolitusvajadus seotud lobit6d, avalike
esinemiste, voorkeeleoskuse ja virtuaalmaailmas téhusalt tegutsemisega (joonis 4). Kommen-
taaridest ilmneb, et just selle péhikompetentsi puhul on vastajatel vaga erinevad (véimalik, et
ametikohast ja to6piirkonnast tulenevad) arvamused nii selle kohta, milliseid vodrkeeli nad t6oks
vajavad, kui ka virtuaalmaailmas orienteerumise ja lobitdd vajalikkuse kohta.

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA

67



68

'g KOMPETENTSIPOHINE JUHTIMINE COMPETENCY-BASED MANAGEMENT

Joonis 4. Uldkompetents: kommunikatsioon

Oskan vajaduse korral teha lobit66d kohaliku
omavalitsuse ja oma valdkonna arendamiseks

Tunnen ennast avalikul esinemisel kindlalt
Oskan voorkeeli tooks vajalikul maaral

Suudan olla efektiivne virtuaalses maailmas

Oskan asjatundlikult kasutada erinevaid suhtluskanaleid
Suudan kriitilistes olukordades jaada viisakaks ja olla
lahendusele orienteeritud

Selgitan arusaadavalt oma seisukohti ja otsuseid
teenuse saajatele, kolleegidele ja juhtidele,
koostoopartneritele ja laiemale avalikkusele

Olen sébralik ja avatud suhtleja

Teadvustan suhtlemise olulisust oma t66s ja olen
vajaduse korral proaktiivne

Tunnen ja kasutan t60ks vajalikke registreid ja
andmebaase

L%
vastanu-
| test

Oskan eesti keelt (sh kirjalikult) to6ks vajalikul maaral
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Selle kompetentsi kommentaarides on rohkem selgitusi, milles vastaja keskendub mitte niivord
t66 vajadustele, kui laiemalt muutuvale maailmale ja enda arvamusele sellest (nt ,Inglise keel on
muutunud tdhtsamaks kui emakeel. Miks me siis kirume vene keele oskust? Todle kandi-
deerimisel ndutakse head inglise keele oskust. 10 aasta jooksul pole olnud vdimalust isegi paari
lause vahetamiseks. Milleks sellised néudmised?; ,Liiga palju on lainud inglise keelde; ,Mulle
meeldib silmast silma suhtlemine. Ei taha olla virtuaalses maailmas kommentaatorite hulgas®;
sEelistan virtuaalsele maailmale siiski taiesti tavalisi inimlikke suhteid ja suhtlemist®; ,Enim
meeldib mulle suhtlemine silmast silma vo6i telefoni ja meili teel”). Seega ei tdhenda koolitamine
Uksnes Oppimist, vaid selle kaudu ka hoiakute kujundamist, et KOV-i tubli teenistuja tahaks ja
suudaks muutuva maailmaga kaasas kaia.

Arvestades vastajate osatdhtsust vaidetega ndustumisel ja kommentaare, oleks madistilk
Uhendada lobitdd ja avaliku esinemise koolitused nende arenguprogrammidega, mis kesken-
duvad KOV-i teenistuja kui avaliku véimu esindaja arendamisele — see vdiks olla suunatud kogu
sihtrihma puhul vastavate hoiakute ning oma llesannete teadvustamisele.

Virtuaalsete vdimaluste tdhusaks kasutamiseks todillesannete taitmisel oleks vaja koolitusi, mis
keskenduvad peale (ametikoha ja todvaldkonna) erioskuste arendamise vastava vajaduse
teadvustamisele tervikuna, seega sobivate hoiakute kujundamisele. Vastava koolitusprogrammi
véljatéétamine ja vbimaluse korral teostamine vbiks toimuda — arvestades ka Eesti riigi arenguid
— riigi initsiatiivil ja osalusel ning kaasates koolitusse mitmeid riigiasutusi.

Vastajate kommentaaridest jaab mulje, et arvestatav osa neist eelistab vahetult suhelda, kuid ei
ole anallilsinud véi teadvustanud, kas ja millised on virtuaalsete vahendite kasutamise eelised
t66s, naiteks Facebooki rakendused noorsootdd tegemisel. Virtuaalsete vahendite kasutamise
Uhiste koolituste korraldamine KOV-i ja riigi tdotajatele annab hea vdimaluse téhustada
kasutatavate programmide ja tarkvaralahenduste (hiskasutuse kaudu (GIS-siisteemid,
andmeanaliilsi ja -esitluse rakendused) riigi ja KOV-ide Uhistegevust.
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Koostéodga seotud koolitusvajadus

Sarnaselt 166 korraldamise kompetentsiga on koost6d kompetentsi puhul koolitusvajadus pigem
vaike (joonis 5).

Joonis 5. Uldkompetents: koost6o

Kasutan erinevaid véimalusi oma piirkonna arengu i ‘ ‘ ‘ ‘
edendamiseks

Oskan vajaduse korral kaitsta oma huvisid

Olen proaktiivne koostddvoimaluste loomisel ja
kasutamisel

Tunnen koostddpartnerite huve ja vajadusi, suhtun
partneritesse lugupidavalt

Tean oma vdimalikke koostoopartnereid piirkonnas ja
vajaduse korral olen aktiivne nendega koost66 otsimisel

Teen koost66d oma valdkonna spetsialistidega teistest
kohalikest omavalitsustest

Puuan jéuda lahendusteni, mis arvestavad erinevate

poolte huve ‘ ‘ ‘
Teen koost6od oma kohaliku omavalitsuse

kolleegidega

R
Mbistan koostd0 vajalikkust oma t60s vastanu-
\ \ \ test
0 10 20 30 40 50 60 70 80 90 100
M Eikirjelda Gldse B Pigem kirjeldab
Pigem ei kirjelda Kirjeldab taielikult

Koostdd kohta kirjutatud kommentaaride pdhjal voiks vaita, et vahemalt deklaratiivsel tasandil
vaartustavad vastajad koost66d vaga. Naiteks peegeldavad selliseid hoiakuid hasti vaited
,Koostdo on kdige alus, ilma selleta on vaga raske t66d teha“ ja ,Koostd6 on liks KOV-i toimimise
alustala, kui seda ei taheta teha, siis pole see td6tamiseks 6ige koht“. Teisalt vbiks
kommentaaride pdhjal arvata, et tegelikus elus ei pruugi olukord nii hea olla. Naiteks on ka
arvatud, et ,Minu t66s ei ole koostédpartnereid®, ning viidatud, et koost66d piiravad vdimalused,
naiteks ,Todga Ulekoormatus on viimasel ajal koost6od (vétab rohkem aega) teiste omavalit-
sustega miinimumini viinud. Rahapuudusel ei ole padsenud Uhiskoolitustele vdi valjasbditudele ja
see on vahendanud kontakti teiste sama valdkonna t66tajatega. Kui oma valdkonna inimestega
ei suhtle ja valjaspool omavalitsust ei liigu, on raske midagi uut ja huvitavat ette votta“ ning
,Koostdod saab teha partneriga, kes seda soovib ja hindab“.

Moningal maaral tahetakse koolitust, kuidas kasutada erinevaid vdimalusi piirkonna arengu
edendamiseks — vastava alakompetentsi vaitega ei ole ndustunud ligi 17% vastajaist, samuti on
siin suhteliselt kdige vahem taielikult ndustujaid (34%).

Kokkuvote ja jareldused

Pdhikompetentsidest on suurem koolitusvajadus avaliku véimu esindamise (eelkdige poliitiliste
protsesside mojutamise ja vajaduse korral poliitilistesse otsustesse sekkumise; EL-i aluspdhi-
mdtete ja arengutrendide ning kohalike poliitikute tundmise ja nendega koost6o tegemise)
kompetentsi jarele, teenuste korraldamise (eelkdige teenuste arendamise ja teenuse osutajatega
koost60) ja kommunikatsiooni (eelkdige lobit6d, avaliku esinemise, vodrkeeleoskuse, KOV-i t66s
virtuaalsete vdimaluste) kompetentsi jarele. Peale selle tuleks kaaluda, kuidas toetada KOV-i
teenistujaid, et ennetada labipdlemist ning leida lahendusi té6alastes kriisiolukordades ning olla
motiveeritud.
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Kompetentsipdhise hindamise metoodika eelised — terviklikkus, k&itumuslikkus, Uhtsus —
realiseerusid ka selles uuringus. Seepédrast saab teha jargmised KOV-i teenistujate
koolitusvajaduse ja sellele vastava arendustegevuse korraldamisega seotud jareldused.

= Pdhikompetentside koolitusvajadus on erinev, seega tuleks koolitusteemade valikul
I&htuda ilmnenud vajadusest. Kisitluses ei vdetud arvesse konkreetse KOV-i ja
ametikoha eripara, seetottu tuleks (eriti mdne alakompetentsi, nt voorkeeleoskus,
jarelevalve teostamine) koolitusvajaduse tapsemaks hindamiseks teenistujate
arendamisel ka mainitud eripdradega arvestada.

= Teenistujate arendamisel tuleks eelkdige keskenduda mitte teadmistele, vaid mitmete
teemade (nt avaliku véimu esindamine, virtuaalsed vdimalused) puhul pigem hoiakute
kujundamisele.

= Teenistujate arendustegevused peaksid olema suunatud probleemide lahendamiseks
vajalike mitmekilgsete teadmiste ja oskuste kujundamisele tervikuna, mitte niivord
Uksikteemadele.

= Otstarbekas on valja té6tada just KOV-i teenistujate vajadusi arvestavad terviklikud
pdhikompetentside arendamise programmid, neist olulisemad on: KOV-i teenistuja kui
avaliku vdimu esindaja; virtuaalsed voimalused KOV-i t60s; teenuste kujundamine ja
korraldamine KOV-is ning vbéimaluse korral ka td6alane suhtlemine KOV-is.

= Ule viiendiku vastajatest ei loe vdi pigem ei loe regulaarselt erialast kirjandust, kuid
kommentaaride pdhjal on valmidus end erialaselt arendada pigem suur. Pideval
kompetentside arendamisel vdiks abi olla vérgustikest, mentorlusest ja treenimisest, see
voiks kaasa aidata ka tdnapéaeva infoallikate sihiparasemale individuaalsele
kasutamisele.

Tehtud uuringu alusel ja uuringule jargnenud kompetentsiloendi kasutamisel mdnes KOV-is
saame soovitada koostatud kompetentsiloendi laialdasemat kasutamist erinevates teenistujate
juhtimise ja arendamisega seotud valdkondades. Loendit vdiks rakendada nii riigi tasandil
tervikuna — naiteks vajaduspdhiste koolitusprogrammide kujundamisel KOV-i teenistujate tarbeks
— kui ka konkreetse KOV-i tasandil, nditeks arengu- ja hindamisvestluste taustana, konkreetse
KOV-i vajadustest lahtuvaks ja ametikoha spetsiifikat arvestavaks kompetentsimudeli
valjatodtamiseks, teenistujate arenguvajaduse maaratlemiseks ja tulemuslikkuse hindamiseks.
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Introduction

In Estonia, the human resource policy of the state as an employer relies on the principles of
openness, effectiveness and efficiency, adaptability and competitiveness, and uniformity
(Riigi ... 2014). According to international experience, a competency-based approach could
contribute to the realisation of all these principles, especially efficiency, effectiveness and
adaptability, in the human resource management of the public sector. Society has great
expectations towards the performance of official duties and the related responsibility of both
central government and local government officials and employees® and the human resources
policy of the state as an employer notes that the officials and employees of local government
agencies are also civil servants and the development of the civil service should be based on
common ground (ibid.).

Estonia lacks a central institution for preparing local government employees and their preparation
is influenced the most by a market-based model. An important role is attributed to the continuing
vocational training of employees, mostly based on individual decisions made in local government
units with regard to purchasing training services according to need and the budgetary means of
a given city or rural municipality. Long-term goals of the training of local government employees
and a vision of achieving the results of training have not been formulated yet.

One option to organise a systematic preparation and development of local government
employees is to use a competency-based approach. In the Estonian public sector, competency-
based management has been used in human resource work, but it has been limited to certain
groups of employees, positions, tasks, organisations or skills. Although the subject was
introduced a long time ago (Alakivi 2002) and, unlike many other countries, Estonia lacks
a comprehensive and general competence model of officials. However, there is a need for it
because the execution of public authority requires that society trusts in officials and that they
operate skilfully. These, in turn, depend on the professional preparation of officials and their
ethical operation in public interest. To meet expectations, the training of officials must have clear
objectives and be systematic, professional and purposeful.

The competency management of local government (LG) employees is also a topical issue from
the aspect of the administrative reform. The Finnish LG reform in 2005-2011, for example
extended the focus of administrative organisation to increasing the efficiency of LG employees.
In 2006, an overview of the Finnish public sector as an employer was compiled (The Finnish ...
2006). The overview emphasised that in the context of LG reform and service development,
the main tasks include mapping of employee skills, anticipating the requirements for human
resources and the relevant staff training and staff planning. Lawler (1994) says that, considering
potential opposition from employees, competency-based management (CBM) is definitely easier
to implement in new organisations than in the case of those with an already established routine.
Thus, on the one hand, the changes that will occur during the administrative reform increase
the need for competency-based management of LG employees, and on the other hand, they
support the implementation of CBM because, in any case, it involves the reorganisation of work.

@ The terms ‘official’, ‘employee’ and ‘civil servant’ are treated as synonymous in the article.
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Competency

Traditionally, the words ‘competence’ and ‘competency’ refer to the official or legal power of
an official or institution, but it also stands for an institution’s practical ability to perform certain
operations or an individual’s capacity to perform certain tasks. In Estonia, the word ‘padevus’ is
frequently used as a synonym for the words ‘competence’ and ‘competency’. The competency
model of a member of teaching staff defines padevus’ as follows: competency (padevus) is an
integrated collection of knowledge, skills and attitudes, the presence and/or level of
accomplishment of which can be proven and assessed (Oppejéu ... 2011).

The introduction of the term ‘competency’ is associated with the name of David McClelland,
a professor of psychology at Harvard University. His work (1973) had a strong impact on
research psychology and on various approaches to organisational practice. Nevertheless,
competency has no single definition in professional literature (Kirton and Healy 2009; Van der
Klink and Boon 2003; Horton 2002). The definition of the concept depends on several factors
(Hondeghem and Vandermeulen 2000), incl. the subject widely discussed in scientific literature,
the practical needs of organisations, and the concept has also been formulated somewhat
differently throughout history and across cultural spaces (Van der Klink and Boon 2003).

There are various approaches to the concept of competency. McClelland has influenced the so-
called behavioural approach, according to which competency is a set of an employee’s
behavioural and personal characteristics, required for excellent performance. This approach is
widespread in the private sector in the USA and has been used for higher state officials since
1984. Since the late 1990s, it has also been used for civil service in the United Kingdom and
Germany. The second approach is standard-based and defines competency as the level required
from an employee for performing a certain job. This approach is used in the management of
skilled workers in the United Kingdom and it was initially used for civil service as well (Hood and
Lodge 2004). The third approach to competency is based on professional requirements, which
provide a basis for determining individual, but non-behavioural requirements necessary for
various professions, so that the employee would act in accordance with good practices. Since
the 1980s, this approach has become widespread both in the United Kingdom and in Germany,
but not in civil service. In practice, these three approaches have become intertwined by now
(ibid.).

The advancement of management theories brought along changes in the understanding of the
link between competency and the performance of an organisation. The system theories-based
approach introduced a new concept — core competency. Prahalad and Hamel (1990) find that it is
important for organisations to understand their core competencies, i.e. traits that help to realise
organisational strategies and that are unique. Core competencies represent a distinctive set of
knowledge and skills acquired in the interaction of organisational units and having a positive
impact on the products and services of the organisation in achieving a competitive advantage.
The approach of the above authors is important from at least three aspects: the authors
emphasised the organisational or collective nature of competencies, their uniqueness in terms of
an organisation’s competitive advantage, and the fact that the competitive advantage is further
increased by using and sharing core competencies.

The term ‘competency’ is also used in the meaning of a collective trait of an organisation. It is
described by the term ‘organisational competency’, which means establishing a constant
competitive advantage of an organisation with a unique combination of the structure of skills,
knowledge and abilities, and management systems, technologies, procedures and HR practices
(Hondeghem and Vandermeulen 2000).

Although competency is a fuzzy concept, the concept is still necessary to overcome the gap
between education and professional requirements. The concept of competency encompasses
more than just formal qualification requirements for a particular position and it emphasises
the connection between an employee’s traits and professional success (Van der Klink and
Boon 2003).
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Competency-based management

Contemporary competency-based management (CBM) was first introduced in the 1970s in
Anglo-American countries, when searching for ways to improve work performance under
the conditions of rapid technological change and tightening competition. Competency-based
management is widespread® and directly related to the issue of good management. In the United
Kingdom as well as the United States, state-level initiatives were launched for the development of
management; both cases resulted, among other things, in the descriptions of necessary
competencies (Horton 2000b). In the United Kingdom, it consisted in the Management Charter
Initiative 1982, which also stood for the development and evaluation of the managerial skills
required, based on the established professional standard. In the United States, while searching
for opportunities to improve competitive ability, the American Management Association started
a project, in the course of which consultant Richard Boyatzis and his colleagues tried to identify
the traits and features found in a great manager. As a result, it was established that there were
a series of factors that distinguish great leaders from not so great ones: knowledge, motives,
personality traits, self-perception, social roles, skills, etc.

The extensive implementation of CBM is associated with organisations’ need to increase their
capability in an environment characterised by tight competition and limited resources, where one
means of capacity is an increase in the productivity of individual employees and managers
(Managing ... 2010). Lawler has highlighted four reasons for the need of CBM: change in
the nature of work — while the bureaucratic work-based approach might have worked in the case
of mass production, rapid changes require more flexible methods; global competition, which
requires good results and the ability and willingness to learn from every employee; rapid
organisational changes also require quick changes in the work performed and in the competency
necessary for that; organisational structure is flattening, which brings along an increased need for
every employee’s competency, incl. independent decision-making capacity (Lawler 1994).

Competency-based management is seen as a tool for increasing the capacity of the state and for
modernising the organisation of the state (Farnham and Horton 2002; Hood and Lodge 2004;
Horton 2000b). The majority of countries with developed competency-based management —
Australia, Belgium, Canada, Denmark, France, the Netherlands, the United Kingdom, the United
States — applied CBM as part of a greater reform or change and with the aim of replacing
traditional personnel management with strategic human resource management (Managing ...
2010). CBM helps to create cohesion in the generally fragmented civil service, to find common
ground and better coordinate HR activities. For instance, a United Nations (UN) review also
emphasises the importance of competency-based management for better understanding
operating standards and expectations (Unlocking ... 2005); furthermore, the Flemish Belgian
competency model was primarily seen as a strategic and communication means (Hondeghem
and Vandermeulen 2000).

Compared to traditional HRM methods, CBM differs by focusing more on input/abilities/potential,
incl. the behavioural properties of employees, rather than output and work performance
(Rodriguez et al 2002). Edward Lawler produced an excellent summary of the difference between
the two approaches in 1994: “Instead of thinking of people as having a job with a particular set of
activities that can be captured in a relatively permanent and fixed job description, it may be more
appropriate and more effective to think of them as a human resource working for an organisation”
(Lawler 1994). CBM also places a greater emphasis on an employee’s personal responsibility
and the need to aspire towards improvement instead of settling for standard behaviour (Horton
2000a). One of the strengths of CBM is the fact that such an approach allows the consistent
assessment of an employee’s professionalism and its development during his entire work cycle
(Horton 2000a; Horton 2002).

@ In 1991, the method for competency assessment was used by more than a hundred researchers from 24 countries
(Spencer and Spencer 1993). In 2001, CBM was used in the United Kingdom with regard to approximately 3.2 million
employees (Finch-Lees, Mabey and Liefooghe 2005) and 80% of the public sector institutions participating in a study
carried out in the United Kingdom in 2000 used CBM, whereas 10% intended to use it (Horton 2000a).
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The implementation of CBM in the public sector is — at least to a certain extent — related to
the same reasons as in the private sector, but there are certain differences (Hondeghem and
Vandermeulen 2000). In the case of the public sector, CBM is seen as a factor contributing to
changes in organisational culture, incl. the replacement of a bureaucratic-mechanical approach
with the appreciation of individual employees and their roles. CBM is suitable for the public sector
also because the measurement of results and the resultant management of employees is
complicated in the public sector, but in the case of CBM, the main emphasis is rather on creating
capacity.

Overall, we can admit that although CBM has its issues, it is still a widespread and progressive
practice in developed countries. Among other issues, the human resources policy of the Estonian
state as an employer points out the limited competency of strategic human resources
management and the fragmentation of the Estonian public sector (Riigi ... 2014). The problem on
the LG level is that there is no common vision of the competency requirements for a LG
employee and of the basis for assessing an official’s activities: there is no single approach to
the development and assessment of employees. In view of the international experience of
implementing CBM in the public sector and considering the current situation in the human
resource management of the Estonian public sector and especially LGs, as well as the ongoing
administrative reform, it is possible to conclude that competency-based management would be
necessary for the employees of Estonian LGs.

Methodology for compiling a list of competencies of local government
employees and for using it for assessing training needs

In addition to the authors of the article, the persons contributing to the compilation of the list of
competencies of Estonian LG employees included Eve Limbach-Pirn and Kristiina Ténnisson.
The compilers took into account the knowledge related to the compilation of competency models
(CM) of the Estonian public sector and employed international expertise. The following Estonian
practices were analysed: competence models for top management (competency model for
the top management of the Estonian civil service), middle management (competency model for
the middle management of the Estonian civil service), heads of educational institutions
(competency model for the head of an educational institution), and excellent EU presidency (Eesti
Euroopa Liidu Néukogu eesistumise ettevalmistuste tegevuskava). It also took into account
the experience gained in using competency models (Peljo 2014, Kasemets 2012; Kasemets and
Oppi 2014, Haridusasutuse ... 2009).

Upon preparing the CM, the compilers made sure that the model was not too extensive and that
the descriptions of competencies were not too detailed. According to the study carried out in
the United Kingdom by Horton, the competency models of local public sector organisations
included 5-225 competencies; their number varied most frequently from 6 to 10 (Horton 2000a).
When describing competencies, besides keeping them understandable, it is also recommended
to make sure that the descriptions are not too detailed — that makes the models last longer over
time (Rodriguez et al 2002).

When defining competencies, a balance is kept between general and professional competencies.
While classical approaches have been criticised for having long, detailed lists of so-called
technical skills and not paying enough attention to an employee’s social competency, values and
other “soft traits” (Boyatzis 1982), the use of CMs should not focus primarily or only on general
competencies. A good example is the CM of care workers in the county of West Sussex, where
former job descriptions were supplemented with general competencies with a wider focus, but
the model also contains the section on professional competencies based on a particular group of
persons requiring care (Farnham and Stevens 2000). CM is prepared taking into account
the extent to which the model should describe technical skills vs. values. According to Virtas,
the most important competencies of the employees of modern organisations are value-based and
should be treated as a commitment to certain values (Virtanen 2000).
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Compiling the list required working through relevant legislation, examining the standards and
guidelines regulating the work of LG employees and the curricula of higher education institutions.
In order to explain the professional preparation of employees and the competencies necessary
for work, professional associations and ministries were addressed. For testing purposes, LG and
county government officials were asked to assess the initial version of the list of competencies.
Also, an expert seminar was held on the subject of the list of competencies. The participants
included representatives of the Ministry of the Interior, Ministry of Social Affairs, Ministry of
Education and Research, Ministry of Finance, Office of the Chancellor of Justice, National Audit
Office, local governments and county governments, local government associations, certain
professions, professional associations and qualifications authorities. Experts had to assess
whether the competencies worded in the list correspond adequately to the current job of an LG
official and competencies required in the future.

The completed list contains five main competencies that are crucial for all LG employees:
representation of public authority (13 statements), provision of civil services (14), organisation of
work (14), cooperation (9) and communication (11). The list also contains four professional
competencies: social work (14 statements), education administration (13), spatial planning (12),
and development planning (14). The list of competencies opens the essence of various
competencies by various statements describing behaviour.

The competency model is used as a basis for identifying competencies that are necessary for
improving work performance on a job or for preparing an employee for other jobs and changing
requirements. The model can also be used for analysing deficiencies in skills by comparing
the existing and required competencies either on an individual or organisational level (Draganidis
and Mentzas 2006). The UN review also emphasises the necessity of competency-based
management for staff recruitment and development in particular (Unlocking ... 2005).
The development of top managers is also the main area of application of the CM of Estonian top
managers, for example (Limbach-Pirn 2011).

In order to analyse training needs, respondents assessed the extent to which the stated
behaviours applied to their professional activities. A four-point self-assessment scale was used,
where a respondent could choose one of four options: entirely applicable, mostly applicable,
mostly not applicable, and not at all applicable. The questionnaire also covered every
respondent’s general data.

Training needs assessment is based on the presumption that if a respondent finds that a sub-
competency does not describe his or her activities, then it is most likely a training need. It would
be ideal if all statements were deemed “entirely applicable”. The results are interpreted based on
the principle that if more than 20% of the respondents have assessed any of their professional
activities by using the statements “not at all applicable” and “mostly not applicable”, there exists
a training need. There may also be a considerable need for training in such sub-competencies
where the share of non-agreeing respondents is just below one-fifth.

Survey sample and organisation of survey

The training needs survey was carried out online, with the respondents filling in the questionnaire
by themselves. The survey sample was compiled based on the individual data collected from LG
websites on employees belonging to the composition of LG structural units in the area of social
work, education, development and planning. The sample did not include (deputy) mayors of local
government units or (deputy) mayors of rural municipalities. In total, 1,814 e-mails were sent out.

The questionnaire was opened by 1,051 employees and filled out (with all questions answered)
by 574 respondents, which is a very good result considering the target group, the length of
the survey and the personal nature of the answers. No circumstances having affected or altered
the results were found in the course of the survey. The questionnaire consisted of four parts with
a total of 36 questions. The median response time was slightly over 22 minutes.
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General background of respondents

About 75% of the respondents were female. The majority of female respondents worked in
the domain of social work (92.7%) and education administration (86.6%). 55.4% of the women
were engaged in spatial planning and 61.1% in development management and planning. Based
on the age distribution, 74% of the respondents were aged 35-64, with 36.6% of the respondents
belonging to the age group 50-64. The share of people under 30 among the respondents was
12.1%. With regard to the four domains under observation, persons under 30 accounted for
the largest share in social work (13.3%) and the smallest in the area of spatial planning (9%).
The share of people aged 65 and over was less than 3%.

39.7% of the respondents had a Master’s degree. Out of the four domains observed, such people
were the least represented in the area of social work (28.3%), whereas in the other domains
about half of the employees had a Master’s degree. In view of future trends, there will probably
be an increasing need for employees with higher education. The greatest development potential
occurs in the social sphere, which currently employs mostly people with professional higher
education (28.7%). Considering the overall trends on the labour market, we can predict a general
increase in the share of employees with higher education in the sectors observed.

Approximately a half of the respondents (45.5%) had held their current job for up to five years
(there is no significant difference by profession). 7.4% of the respondents had held the same job
for over 20 years. 40% of the respondents had worked in their current local government for up to
five years (no significant difference by profession). About one-third of the employees had worked
in the LG system for up to five years, every fourth for 5-10 years. The area-specific distribution
revealed a slightly shorter experience of working in the LG system in the case of development
planners and spatial planners.

During the last two years, the respondents had participated in continuing vocational training in
a number of different areas: legal training (19.4% of the respondents), registries and databases
(18.0%), social work (14.9%), teamwork (13.1%), LG organisation and duties (10.6%), civil
services and their organisation (9.3%), spatial planning (8.7%), information technology (7.9%),
communication skills (7.8%), consulting (7.7%), inclusion training (7.0%), cooperation (6.9%),
Estonian language (6.2%), development planning (5.8%), impact assessment (5.5%),
administrative management (5.4%), EU training (5.4%), education administration (5.1%),
orientation training for new civil servants (4.9%), staff management (4.1%), strategic
management (4.1%), public speaking (4.1%), English language (4.0%), quality management
(3.8%), customer service (3.6%), financial management (3.4%), process management (3.4%),
preparation of analyses (3.0%), policymaking and implementation (2.9%), and Russian language
(2.8%). Among the employees of the domains observed, social workers receive continuing
vocational training the most. The duration of training courses varies from one hour to several
days. E-learning was used very modestly.

Competency-based training needs

Given below is an assessment of training needs in terms of five main competencies:
representation of public authority, administration of civil services, organisation of work,
cooperation, communication. The survey also assessed training needs for four professional
competencies, but this article only presents an overview of training needs regarding main
competencies. Training needs are primarily assessed based on the share of those who did not
agree with the statements, and examples of comments in the responses have been provided to
better open the subject.

Training needs related to representation of public authority

Based on the respondents’ assessment of their activities, a training need was revealed with
regard to three sub-competencies: influencing political processes and intervening in political
decisions where necessary (“Not at all applicable” or “Mostly not applicable” — a total of 70% of
the respondents); knowledge of the fundamental principles and development trends of the EU
(43.6%) and knowledge of local politicians and cooperation with them (37.2%) (Figure 1).
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Officials’ participation in shaping political processes was one of the most commented issues in
the questionnaire. There were two kinds of comments: on the one hand, there were respondents
who believed that officials should not take part in politics (e.g. “As a so-called ordinary employee,
I do not consider it necessary to have a say in political decisions”; “We daily hear the sentence:
this is a political decision, although specialists or officials do not often share the politicians’
opinion”, “ do not belong to a party myself, it is good for me in my job because | can see how one
or the other party just fights for their promises and the issues that are important for (even single)
people might be left without attention. | can stand for justice and for finding a solution of any
crucial issues that | see need to be solved”), and on the other hand, there were people whose
opinion can be summed up with one respondent’s comment: “The statements are almost identical
to my professional behaviour. As an official, | do not engage in politics, but that does not mean
that | am not aware of the issues. Whether and how much an official can influence political
processes, depends on the LG. | certainly do not influence it through my work as much as | would
like to, but that does not mean that | do not know how to do it, the decisions are made based on
the recommendations of officials (indicating various alternative options)”. Some respondents
stated that, for non-party members, it is almost impossible to influence the processes (“Due to
top-down management, it is almost impossible to influence political processes bottom-up, unless
you are a member of a ruling or opposition party”). Thus, contradictory comments also indicate
a training need for raising awareness of the role of an official.

Figure 1. Main competency: representation of public authority

I know how to influence political processes and intervene in
political decision-making if necessary

I am familiar with the fundamental principles and
development trends of the EU

I know local politicians and cooperate with them

I am familiar with social development and policies

| can recognise potential situations of corruption and ethical
dilemmas and know how to behave in such situations

I am familiar with various possibilities of organising local life

I feel in my everyday work that | am a representative of
public authority

Iam familiar with the principles of local government
financing and apply them in my work

I am familiar with the roles and tasks of the central
government and the local government

I work purposefully and efficiently

I'am familiar with the responsibilities and tasks of the local

government

Iam familiar with and follow legislation when performing
my tasks and fulfilling my obligations | 9% of

I operate honestly, taking account of the opinions of respon-
different parties where possible \ \ | dents

0O 10 20 30 40 50 60 70 80 90 100
B Not at all applicable. W Mostly applicable
Mostly not applicable Entirely applicable

As for knowledge of the European Union (EU), the respondents had also given comments
contesting the need for such knowledge. For example: “Developments in the European Union do
not affect local life on the grass-roots level: anything thought or said by a politician in Brussels
does not affect the primary needs or values of ordinary people” or “It is of primary importance to
deal with preventing and resolving local issues, then comes Estonia and then Europe.” Thus, in
terms of increasing competency with regard to the EU, the question is not only or so much about
obtaining the relevant knowledge, but the training should discuss whether, why and how EU
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issues are important in the work of a LG employee. It is possible that in order to understand
the importance of the EU dimension, it would be useful to supplement training programmes with
learning from the experience of other EU countries and their LGs where the organisation of LG
activities takes into account the EU background (e.g. the Netherlands, Finland, etc.).

Training is needed for conduct in potential situations of corruption because 17.9% of
the respondents thought that the statement “I can recognise potential situations of corruption and
ethical dilemmas and know how to behave in such situations” does not describe their activity.
For example: “It is important to know people’s background, one obstacle is the dilemma between
corruption and humanity, which makes you walk on very ‘thin ice” in a small community”;
“If a question has two sides, e.g. | can recognise a potential corruption risk and know how |
should behave in such a situation, then | am confused because although | can recognise
the situation, | do not always know where to turn to, what to do, how to behave”. Training is also
needed with regard to LG financing (19.8% of the respondents thought that the relevant
statement does not describe their activity). For example: “Financing is a particularly complicated
issue — | have to constantly consult with my accountant”.

The need for training in the case of other sub-competencies of that main competency probably
provides an explanation as to why every fifth respondent does not or mostly does not perceive
him-/herself as a representative of public authority in his/her daily work. Comments reveal that in
order to develop the competency of the representation of public authority, it is first and foremost
necessary to deal with changing the attitudes of officials. There are several comments that
question the opportunities available to officials, for example: “Our government does not even
listen to researchers. In reality, an LG official has no opportunity to influence political processes”.

Training needs related to organisation of civil services

As for the organisation of services, the area that probably needs training is the development of
services. Approximately one-third of the respondents do not agree or mostly do not agree with
the statement that, where necessary, they participate in legislative drafting for the development of
services and that they use the results obtained in monitoring the provision of services and the
information asked and received from residents and institutions in order to develop services
(Figure 2).

The sub-competency of the supervision of service provision has a rather wide definition and
the relatively great number of the respondents who do not agree with the respective statement
refers to a need for developing the competency of LG employees in terms of cooperation with
service providers. The same need is indicated by the fact that every fifth respondent cannot or
mostly cannot set goals for service providers and assess opportunities for achieving such goals,
and approximately 23% of the respondents “do not know or mostly do not know” the market of
service providers and cannot take into account local specificities. Upon planning training related
to the use of feedback for supervision and service development, it should be taken into account
that, for many respondents, the reason why they do not or mostly do not deal with these topics is
primatrily lack of resources. For example, it “requires (human) resources, which are not available
to me in my line of work. | cannot say that there is no feedback, but it is rather infrequent.
Unfortunately, the volume of various services (schools, nursery schools, private nursery schools)
is large and the same applies to the provision of supervision — it is usually due to feedback from
a citizen or as a result of someone having drawn attention to deficiencies. It is not a continuous
process. It consists mostly in case-based supervision or providing a solution to a problem.” Thus,
relevant training might also include raising awareness of the need for and efficiency of feedback
and systemic supervision, i.e. the shaping of attitudes about these issues. Another option to
consider is integrated training, aimed at giving financial knowledge as well as general pricing
information, the development of skills related to pricing and building the awareness of various
opportunities for financing services.
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Figure 2. Main competency: provision of public services

I supervise the provision of services and use the results in
developing and organising cooperation

Iam familiar with the market of service providers and am
able to take account of local specificities

| ask for and analyse feedback from inhabitants and
institutions, and use it in my work

If necessary, | participate in legislative drafting in the
interest of service development

I know how to calculate the costs associated with
providing a service

I know how to set goals for service providers and assess
the possibilities for achieving them

I am familiar with local government budgeting principles

I know how to use various IT tools and use them in service
development and provision

Iam familiar with innovations in my field and am willing
to implement them

Upon developing services, | am able to take account of
the needs of service recipients and the resources available
to the local government

linform clients of their rights, responsibilities and
possibilities relating to various services

I help clients to express their thoughts and wishes and can
assess their situation

I am there for the inhabitants of the local government unit
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Based on comments, one obstacle to participation in the legislative drafting for service
development is the attitude of the respondents. In several cases, the respondents believe that
relevant action is pointless, e.g. “The world will end before legislators, government and members
of the Riigikogu will take into account the opinion of an official or researcher who has good
knowledge of the field in question”. Thus, the issue here is not necessarily a lack of legal
knowledge and skills, but the need to shape the attitudes of employees to create willingness to
participate in legislative drafting and to support the belief in its usefulness and purposefulness.

There is also a need for financial skills: more than one fifth of the respondents cannot or mostly
cannot calculate the costs associated with providing a service and one-fourth of the respondents
is not familiar with LG budgeting principles. Thus, there is a need for special training in financial
skills in addition to general training regarding the financing of LGs.

Although it is just below the threshold set (17.9%), the use of information technology tools for
the provision and development of services might constitute another considerable training need.
Considering the critical status of the sub-competency related to the virtual environment (27.3% of
the respondents do not agree with the statement “I can be efficient in a virtual environment”),
on the whole, the responses give a greater picture of LG employees not having enough
knowledge of modern digital to make use of them in the provision of services.

Although based on the comments of some respondents, in some cases it would perhaps be
necessary to become more aware of the role of a civil servant as a person organising
the services (e.g. “I have always believed and continue to believe that civil service is not a service
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and the person performing public authority is not a customer assistant”) and in some cases to
develop competencies regarding cooperation with customers (e.g. ‘It is impossible to respect
everyone! | can provide a person with a service, but in my book, respect is something that has to be
earned — a yelling and demagogic client is not worthy of respect”), but — on the whole — the share of
answers as well as the comments made (e.g. “Unfortunately, not every employee understands that
a LG is for people, and not vice versa. A local government must serve its citizens and consider their
needs”) allow the conclusion that the respondents are generally aware of the role of a local
government as an organiser of services. The key question in terms of the training need for
the competency of the organisation of services consists primarily in the development of services
and cooperation with service providers. Such training could include topics like how to develop
a service taking into account the needs of service recipients and the opportunities available to a LG.

Training needs related to organisation of work

The need for training in the main competency of the organisation of work is rather modest in
comparison with other competencies (Figure 3). This most likely relates to so-called crucial
needs: in order not to fail at work, the competency of the organisation of work is absolutely
necessary (compared to the much more general competency of the representation of public
authority or sub-competencies targeted for the development of various competencies);
on the other hand, the organisation of work is one of the areas that receive more training than
other competencies. In terms of the organisation of work, the only sub-competency that clearly
needs training concerns recognising situations of potential burnout or professional crisis and
finding appropriate solutions. The subject of reasons for burnout and its recognition and
intervention options has received a number of comments from respondents (e.g. “Profession-
related danger of burnout is the gravest in civil service. However, an official rarely looks for
a solution. This results in zero work quality”) and based on that it is possible to claim that this is
definitely an area where LG officials need training and support (e.g. “In order to avoid or prevent
burnout, we would need supervision, but that is not available in our county’). At the same time,
there might also be a certain need for training regarding sub-competencies with a rather small
number of respondents who absolutely agreed with the statements. This includes the sub-
competencies of change management and decision-making (28.2% of the respondents agreed);
teamwork organisation (32.9%) and team patrticipation (34.6%); setting goals for one’s activities
(36.5%), purposeful use of time (37.7%), and expedient organisation of work (39.8%).

Based on comments, the relationship between setting goals and the organisation of work is
the most important subject. For example, a typical comment reads: “We follow our priorities, but
“putting out fires” on a daily basis takes up most of our time”. Also, according to comments,
the subject of priority-based organisation of work is generally linked to the role of an official as
a customer assistant (e.g. “I have good time planning and time use skills, but as there are no
reception hours, several intended activities cannot be completed due to the time factor”) and
the roles of a superior versus a subordinate (e.g. “Authoritarian superiors and their wishes and
opinions take priority and it is crucial to perform current tasks according to their instructions,
which makes it difficult to set clear priorities and long-term objectives for my job and thus such
a situation does not allow us to organise our work and plan and use our time in a sensible way”)
and of a politician versus an official (e.g. “The time schedule is often messed up by politicians”).
Thus, when organising a training that focuses on setting priorities, the organisation of work and
setting goals, it is recommended to link discussions of these issues with awareness of the role of
an official and with the development of work relations.
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Figure 3. Main competency: organisation of work

I can recogpnise situations of possible burnout or
professional crisis and seek for solutions to them

I know how to initiate and manage change

I know how to organise teamwork

Iam able to take various roles in a team and assert
myself if necessary

I focus on long-term goals in my work

I know how to plan my time and use it efficiently

| participate in creating and maintaining a pleasant and
result-oriented work environment

I dare to make difficult decisions and am willing to take
responsibility for them

I know how to efficiently organise my work

In difficult situations, | remain calm and optimistic

| set clear priorities for my work and act accordingly

If necessary, | intervene or support colleagues in solving

problems ‘
lengage in professional development | % of
I honour agreements and deadlines respon-
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Training needs related to communication

In the case of the sub-competencies of communication, there is an obvious need for training with
regard to lobby work, public speaking, foreign language skills and efficient operation in a virtual
environment (Figure 4). Comments reveal that the respondents’ opinions vary significantly
particularly in the case of this main competency (perhaps due to their job and work area),
in terms of the foreign languages they need for work as well as the ability to navigate the virtual
environment and the necessity of lobby work.

The comments made on this competency contain more explanations where the respondents
focus not so much on work-related needs, but more generally on the changing world and their
own opinion in that regard (e.g. “English has become more important than mother tongue.
So why do we curse the knowledge of Russian language? One requirement when applying for
a job is a good knowledge of English. Within 10 years, | have not had any chance to exchange
even a few sentences. So what is the point of such requirements?”; “Too many things are now in
English”; “l like to communicate in person. | do not want to be a commentator in a virtual
environment”; “Still, | prefer perfectly ordinary human relations and communication to the virtual
environment”; “| like to communicate in person or by phone, but also by e-mail”). Thus, training
does not involve only learning but also shaping attitudes through learning, so that a good
LG official would be willing and able to keep up with the changing world.

In view of the share of respondents in agreement with the statements and of the comments
made, it would be reasonable to link lobby work and public speaking trainings with development
programmes focused on the development of LG officials as representatives of public authority.
It could be directed towards raising awareness of the relevant attitudes and duties of the entire
target group.
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For efficient use of virtual opportunities in performing professional duties, it is necessary to
organise training that focuses not only on the development of (job- and domain-specific) special
skills, but also on raising awareness of that need as a whole, i.e. on the development of
the necessary attitudes. In view of the development of the Estonian state, the preparation and
implementation of a relevant training programme could take place on the initiative and with
the participation of the state and involving several state authorities.

Figure 4. Main competency: communication

If necessary, | know how to lobby for developing the local
government and my field

I feel confident when speaking publicly
My command of foreign languages is sufficient for work

I know how to be effective in a virtual environment

I know how to professionally use various channels of
communication

In critical situations, | am able to remain polite and
result-oriented

Iwill give a clear explanation as to my views and
decisions to service recipients, colleagues, cooperation
partners and the public

Iam a friendly and open communicator

Iam aware of the importance of communication in
my work and am proactive if necessary

I am familiar with and use the registers and databases
necessary in my work

‘ % of

My command of Estonian (incl. in writing) is sufficient respon-
for work 0 dents
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Respondents’ comments indicate that a considerable part of them prefers direct communication,
but they have not analysed or understood the advantages of using virtual means in their work,
such as those of Facebook applications in performing youth work. The organisation of joint
training courses on using virtual tools for LG and state employees will provide a good opportunity
for improving joint activities on the state and LG level through common use of programmes and
software solutions (geographic information systems, data analyses and presentation
applications).

Training needs related to cooperation

Similarly to the competency of the organisation of work, the training need is mostly modest in
the case of the cooperation competency (Figure 5).

Based on the comments made with regard to cooperation, it can be said that cooperation is
highly valued among the respondents, at least on a declarative level. For example, such attitudes
are reflected well in the following statements: “Cooperation is the basis for everything; it would be
very difficult to work without it” and “Cooperation is one of the pillars of the functioning of a LG
and if there is no willingness to cooperate, then it is not the right place of work”. On the other
hand, certain comments may lead to the conclusion that the situation is not as good in reality.
For example, some comments state: “| have no cooperation partners in my line of work”, and
refer to limited opportunities for cooperation, e.g. “Work overload has recently brought
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cooperation (it takes more time) with other LGs to a minimum. Lack of funds prevents
participation in joint training courses or outings and has reduced contact with colleagues working
in the same area. It is difficult to start something new and interesting if you cannot communicate
with people in your area of expertise and do not move outside your local government” and
“Cooperation is possible with a partner who wants to cooperate and appreciates it”.

Figure 5. Main competency: cooperation

| take advantage of various opportunities of promoting
the development of my region

I know how to protect my interests if necessary

Iam proactive in creating and taking opportunities for
cooperation

I am familiar with the needs and interests of cooperation
partners, | am respectful of the partners

I know of potential cooperation partners in my region
and will actively look for ways to cooperate with them
if necessary

I cooperate with people of the same field from other
local governments

I'try to reach solutions which take account of the
interests of various parties

| cooperate with colleagues from my local government

L | wor
respon-

lunderstand the necessity of cooperation in my work
\ \ \ dents

0 10 20 30 40 50 60 70 80 90 100

W Notatall applicable W Mostly applicable
Mostly not applicable Entirely applicable

There is some need for training with regard to using various opportunities for promoting regional
development — approximately 17% of the respondents did not agree with the respective
statement and, here, the share of respondents who completely agreed with the statement (34%)
was also the smallest.

Summary and conclusions

Among main competencies, the greatest training need occurred with regard to the representation
of public authority (primarily in terms of influencing political processes and intervening in political
decisions where necessary; knowledge of the fundamental principles and development trends of
the EU, and relations and cooperation with local politicians), the organisation of services
(primarily in terms of service development and cooperation with service providers) and
communication (primarily in terms of lobby work, public speaking, foreign language skills, virtual
tools in LG work). Additionally, consideration should be given to the ways of supporting LG
employees to prevent burnout, find solutions in work-related crisis situations and stay motivated.

The advantages of a competency-based assessment methodology — integrity, behaviour,
uniformity — manifested themselves in this survey as well. Thus, it is possible to make
the following conclusions with regard to the training need of LG employees and the relevant
development activities.

= The training need for main competencies differs, thus training topics should be chosen
based on the needs revealed. The questionnaire did not take into account the character
of a particular LG and job; these should be considered in particular when assessing
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the training need of some sub-competencies (e.g. proficiency in a foreign language,
provision of supervision).

= The development of employees should primarily focus on not just knowledge, but — in the
case of many subjects (e.g. representation of public authority, opportunities provided by
the virtual environment) — rather on shaping relevant attitudes.

= Development activities for employees should be directed towards providing versatile
knowledge and skills required for solving problems, and not as much towards individual
issues.

= |t is useful to draw up comprehensive programmes for developing main competencies
that specifically take into account the needs of LG employees, the most significant of
them being: LG employees as representatives of public authority; virtual opportunities in
LG work; the development and organisation of services in a LG and, where possible,
professional communication in a LG.

= More than one-fifth of the respondents do not or mostly do not read professional literature
on a reqular basis, but based on their comments they are mostly willing to develop
themselves professionally. The continued development of competencies could benefit
from networks, mentoring and training; this could also contribute to more purposeful
individual use of contemporary information sources.
Based on the survey and the use of the resultant list of competencies in some LGs, we can
recommend a wider use of the compiled list of competencies in various areas related to
the management and development of employees. The list could be implemented on the state
level as a whole — such as in the development of need-based training programmes for LG
employees — but also on the level of a specific LG — e.g. as a background for evaluation and
assessment, to develop competency models that take into account the needs of a specific LG
and the specificities of the job, to determine the employees’ development needs and to assess
their performance.
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TERVISE JA SISSETULEKU VAHELINE SEOS EESTIS

Mart Leesment
Statistikaamet

Sissejuhatus

Artiklis vaadeldakse tervise ja sissetuleku vahelist seost Eestis, pdorates sealjuures tdhelepanu
ka piirkondlikule tasandile. Artikli teoreetilises osas métestatakse tervise olemust, samuti antakse
Ulevaade, missuguseid lahenemisi kasutatakse tervise mddétmisel. Varasematele uuringutele
tuginedes tutvustatakse voimalikke tervist méjutavaid tegureid, need uuringud on ka abiks Eesti
rahvastiku terviseseisundist ning vastavatest arengutest llevaate saamisel.

T60s kasutatakse Eesti sotsiaaluuringu andmeid aastatest 2004-2014. Tervise ja sissetuleku
vahelist seost uuritakse riigis uldiselt, aga ka maakondade kaupa ning vorreldakse ka erinevusi
maa- ja linnaelanike vahel.

Tervise defineerimine

Tervis on inimese jaoks (iks olulisemaid vaartusi, kui mitte kdige olulisem. Oeldakse, et raha eest
saab koike, kuid tervist raha eest ei saa. Samas ei saa jatta tdhelepanuta, et jdukamatel on
suuremad vlimalused hankida tervislikke vdi tervist parandavaid tooteid ja tarbida teenuseid,
naiteks eraarstide teenust. Nii vdi teisiti, aga kiisimuse saab esitada ka teise nurga alt: kas
inimese sissetuleku ning tervisliku seisundi vahel on oluline seos?

Esmalt nduab selgitamist, mida tervise all méeldakse. Maailma Terviseorganisatsioon defineerib
tervist kui taielikku fldsilise, vaimse ja sotsiaalse heaolu seisundit ning mitte Gksnes haiguse vdi
puude puudumist (Preamble ... 1948). See definitsioon on kdikehaarav ning seetéttu ka moneti
laialivalguv. V6ib margata, et tervise all peetakse silmas nii inimese kehalist vormisolekut,
hakkamasaamist iseendaga kui ka toimetulekut kaasinimestega. Tihti piirdutakse tervise
mdtestamisel aga Uksnes esimese (heal juhul ka teise) tasandiga ning tervise kolmas aspekt jaab
teenimatult tdhelepanuta. Samas toetab see definitsioon veel enam arvamust, et tervist on
keeruline objektiivsete ning universaalsete parameetrite alusel mééta, ning viib métted
subjektiivsetele parameetritele ehk hindaja peaks olema inimene ise. Mainitud tervise maaratlus
viitab sellele, et nahtuse modtmisel on kesksel kohal negatiivsete ilmingute vahenemise
kirjeldamine. Kaasata tuleks aga ka positiivsete aspektide suurenemise kirjeldus.

Ka Thacker jt tunnevad muret, et tervise eesmarke maaratletakse tavaparaselt kui haiguste,
puuete, vigastuste ning surma(maara) vahendamist. Kuigi nimetatud méddikud on kriitilise
téhtsusega, valjendavad need uksnes negatiivseid tagajargi, mida inimesed pllavad kas valtida
voi voimalikult pikalt edasi likata. Autorid vaidavad koguni, et neid moéddikuid ei saa pidada
adekvaatseteks ning seetdttu tuleks tahelepanu suunata inimeste hinnangutele oma tervise
kohta. (Thacker jt 2006)

Kikase ja Lausvee definitsioon p&6rab positiivsusele pisut enam rdhku. Nende kohaselt on tervis
Julsilise, sotsiaalse ja vaimse heaolu tervisemdjurite toimel muutuv seisund, mitte ainult
haiguste ja puuete puudumine. Tervis ei ole elamise eesmark, vaid igapaevase elu vahend;
positiivne mdiste, mis toonitab sotsiaalseid ja individuaalseid ressursse ning fldsilisi voimeid.*
(Kikas ja Lausvee 2008: 177)

Positiivsemat lahenemist tervise defineerimisel propageerivad ka Ryff ja Singer. Nad toovad
positiivse tervise formuleerimisel esile vajaduse silmas pidada, et tervis on pigem fundamen-
taalselt filosoofiline aruteluteema kui meditsiiniline kiisimus. Inimese heaolu on seotud keha ja
vaimuga ning nendevaheliste seostega ning seda tuleks arvestada ka positiivse tervise
hindamisel. Positiivset tervist on kdige otstarbekam tdlgendada kui mitmemddtmelist diinaamilist
protsessi, mitte kui diskreetset I6ppseisundit, ning inimese heaolu hdlmab intellektuaalsete,
sotsiaalsete, emotsionaalsete ja flusiliste vdimete valjendamist. (Ryff ja Singer 1998)
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Tervise mootmine

Nahtust, mida on keeruline defineerida, on ka raske Uheselt moota. Peale selle, et tuleb valida
sobivad mdddikud, teeb olukorra keeruliseks ka asjakohaste andmete nappus. M&6tmisega
seotud probleemid toovad omakorda kaasa raskused poliitikate elluviimisel, samuti tehtud
terviseinvesteeringute moju eristamisel. (Spence ja Lewis 2009; Alleyne 2009)

Tervise mitmend&olisus seab juba olemuslikult kitsendused tervise mddtmisele. Hausman (2015)
vaidab, et tervise ,koguse® vdi ulatuse mddtmiseks mdddikut ei ole ning terviseuhikuid ei saa
lugeda ega tervisemasse kaaluda. Seega hindavad tervisemdddikud tervise vaartust. Veel enam,
ainus teostatav meetod tulemuse vaartustamiseks on eelistuste mdétmine.

Tervist méddetakse tavaliselt kui negatiivsete faktorite, naiteks imikusuremuse puudumise voi
vahesuse, samuti oodatava eluea kaudu, mida omakorda méjutab vaga palju imikusuremus.
Samas on imikusuremuse naol tegemist harvaesineva ning tUhekordse nahtusega ning seetdttu
on see ebataielik tervisemoddik. (Spence ja Lewis 2009)

Rahvastiku tervise klassikaliseks naitajaks peetakse oodatavat eluiga (Kabin jt 2012). Naitaja
eelisteks on andmete hea kattesaadavus ning rahvusvaheliselt killaltki heas kooskdlas olev
metoodika, mis teeb lihtsaks riikidevahelise vordluse. Samas, nagu eelnevast selgus, ei suuda
see naitaja peegeldada suurt osa tervisega seotud aspekte.

Lai (2012) kohaselt saab tervisemdddikud jagada naiteks jargmiselt.

= Naitajad — rahvastiku tervise konkreetse teema kindlat aspekti mé6tvad moddikud
(nt suitsetamise maar, Ulekaalulisus, suremus, arstivisiitide arv jne). Vaatamata
laialdasele kasutamisele ei pruugi need naitajad aga olla piisavad rahvastiku tervise ja
heaolu hindamiseks.

= Seisundispetsiifilised méddikud, mida kasutatakse kindla seisundi v6i haigusega
Uksikisikul ravi tulemuslikkuse hindamiseks, samuti konkreetsest seisundist tingitud
koormuse hindamiseks rahvastikus. Probleemiks on, et keskendutakse konkreetsele
aspektile ega kasitleta inimest kui tervikut.

= Uldised terviseprofiilid, mis piilavad saada siistemaatilist ilevaadet (iksikisiku tervisest
kdigi tervise aspektide kaupa ning hinnata tervist terviklikult.

= Tervisega seotud elukvaliteedi indeksid.

Uldised mdddikud annavad patsiendist tervikpildi ning muudavad erinevad inimrithmad
vorreldavaks, haigusspetsiifilised moddikud sobivad aga konkreetse seisundi ravi juhtimiseks
(Lai 2012). Selles artiklis ei keskenduta konkreetsete terviseseisundite maaratlemisele ega nende
ravi juhtimisele, vaid tervise uldpildi kindlakstegemisele. Seega omavad praegusel juhul tahtsust
Uksnes Uldised mdddikud.

Erinev vaatenurk tahendab enamasti ka erinevat lahenemist teemale, mis teeb tulemuste
télgendamise keeruliseks. Mikrotasandi uuringud keskenduvad tervise kajastamisel peamiselt
haigestumise naitajatele, makrotasandi uuringud aga suremusega seotud mdddikutele. Mis
omakorda muudab uuringud raskesti vorreldavaks. (Bloom ja Canning 2009)

Inimeste terviseseisundi riikidevahelist vordlemist kipub keeruliseks tegema ka see, et vastused
sOltuvad nii kisimuste sdnastusest kui ka vastajaga seotud taustateguritest (nt sotsiaalsed,
kultuurilised jne) (Health ... 2015). Missugused aga on inimeste tervist mojutavad tegurid?

Tervist mojutavad tegurid

Tervisemojurid saab jagada selle pdhjal, kas inimene saab neid otseselt mdjutada vdi mitte.
Naiteks saavad inimesed valida, kas ja kui palju nad tarvitavad alkoholi, suitsetavad, kui
tervislikult toituvad, kas nad on fllsiliselt aktiivsed jne. (Kabin jt 2012) Seetbttu pooratakse
tervisekaitumise uurimisel tdhelepanu sellistele aspektidele nagu toitumine, alkoholi tarbimine,
suitsetamine, narkootikumide tarvitamine, seksuaalkaitumine, fiiUsiline aktiivsus, vaba aja
veetmine, kultuuritarbimine, sotsiaalsed sidemed (Garcia ja McCarthy 1996). Samas ei soltu
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konkreetsest inimesest 6hu saastatus, arstiabi kvaliteet jms (Kabin jt 2012). Otseselt
mittemojutatavate mdjurite hulka kuuluvatest keskkonnaaspektidest mojutavad tervist naiteks
toiduhtigieen, jaatmekaitlus, dhusaaste, (joogi)vee kvaliteet, miira, kiirgus, transpordi areng ja
vbimalused, dnnetused, t06- ja linnakeskkond (Garcia ja McCarthy 1996).

Niisugune jaotus (mdjutatavad ja mittemdjutatavad mdjurid) vdib aga tekitada ebaselgust ning
luua ettekujutuse, et esimesed on inimesega vahetult seotud ning teised temast distantseerunud.
On veel mitmeid tervist méjutavaid tegureid, mis on inimesega vahetult seotud, kuid samas ei saa
inimene (tldjuhul) neid mdjutada. Peale selle tuleks ka tahele panna, et inimesed tajuvad tervist
ning selle mdjureid erinevalt ning ka nende tervisekaitumine on erinev.

Tervisekaitumist mdjutavad otseselt isiku enda hoiakud, uskumused, vaartushinnangud,
teadlikkus, oskused ja motivatsioon. Inimest Umbritsev elukeskkond oma keskkonna-, sotsiaal-
majanduslike ja pslUhhosotsiaalsete méjudega maarab suures osas ara, milliseid tervist
puudutavaid otsuseid inimene langetab ja kuidas inimene enda ja teiste tervise suhtes kaitub.
(Rahvastiku ... 2008)

See, mida konkreetne inimene tervise juures oluliseks peab, vdib séltuda ka tema soost ja
vanusest. Kikas ja Lausvee (2008) toovad varasematele uuringutele tuginedes esile, et naiteks
keskealised ja vanemad, eelkdige naised, peavad oluliseks psihhosotsiaalset heaolu ja
sotsiaalseid suhteid, noorte ja meeste jaoks on tahtsam fiilisiline tervis. Muuhulgas séltub tervise
téhendus veel ka etnilisest taustast (Garcia ja McCarthy 1996).

Naiste ja meeste tervisekaitumine on erinev. Maskuliinsete rolliootuste kohaselt ndutakse mehelt
edukust ja saavutusi, mille poole putdlemisel unustatakse pdodrata piisavalt tdhelepanu oma
tervisele ja elukvaliteedile Uldiselt. Meditsiinistatistika kohaselt pdérduvad naised meestest
sagedamini arsti poole ka kergemate haigusjuhtude puhul, mehed otsivad abi tavaliselt siis, kui
haigus on juba kaugele arenenud. Mehed tahtsustavad tervislikke toitumisharjumusi ja eluviise
vahem kui naised. (Sotsiaalse ... 2015)

OECD 2015. aasta terviseuuringust selgus, et enamikus organisatsiooni kuuluvates riikides
kalduvad mehed vorreldes naistega oma tervist paremaks pidama. Peale selle kipub vanuse
kasvades inimeste hinnang oma tervisele halvenema. (Health ... 2015)

Ka Deaton (2008) leidis, et vananedes tervisega rahulolu vaheneb. Elanike suurema sisse-
tulekuga riikides aga hindavad oma tervist kdige halvemaks 50., mitte 60. ega 70. eluaastates
inimesed. Kuigi 50ndates olevate inimeste tervislik seisund on parem kui vanemaealistel, on nad
vanuses, kus kogetakse esimest korda tdsisemaid terviseprobleeme ning Deatoni arvates on
nende jaoks raske mitte kehva tervist kannatada, vaid oma surelikkust teadvustada. Vaesemates
riikides (eeskatt Aafrikas), kus suremus on suur, vaheneb tervisega rahulolu vanuse kasvades
jarsult. Samas ei pruugi piirkondades, kus inimesed on haigemad, eluga rahulolu naitajad olla
tunduvalt kehvemad ning Deatoni (2008) hinnangul vdivad selliste piirkondade elanikud olla haige
olemisega rohkem kohanenud.

Ulevaated tervisekaitumise muutumisest pikema perioodi jooksul tuginevad peamiselt ainult
rahvastikusindmusi (esmajoones suremust) kirjeldavale statistikale. Maailma rahvastiku tervis
keskmiselt on viimase kahe aastasaja jooksul markimisvaarselt paranenud eeskatt tanu
pdllumajanduse arengule, mis on vdimaldanud rohkem toitu toota ning inimestel oma toitumist
parandada. Samuti on rahva keskmist tervist parandanud suurem haritus, hiigieenitingimuste
paranemine, meditsiini tdiustumine ja parem arusaam haiguste tekkemehhanismidest. Need
tegurid on vahendanud (imiku)suremust ning pikendanud oodatavat eluiga. (Spence ja Lewis
2009; Jack ja Lewis 2009)

Arengumaades on elanike Uldise kehva tervisliku seisundi péhjuseks eelkdige nakkushaigused,
puhta joogivee puudus ning ebapiisav toitumine. Todstusriikides seevastu pdhjustavad tervise-
h&dasid elustiilist tingitud kroonilised haigused ning vahene fulsiline aktiivsus. (Case 2000)

Seega kui varasematel aastakiimnetel ja -sadadel (ning mitmetes arengumaades ka praegu)
sOltus rahva tervis toidu ning arstiabi kattesaadavusest, siis arenenud riikides on nende tegurite
osa margatavalt vdhenenud. Vaatamata sellele, et Eestit véib pidada arenenud riigiks, on arstiabi
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kattesaadavust siin siiski probleemseks peetud (naiteks pikkade ravijarjekordade véi meditsiiniabi
puudumise téttu daremaadel). Kui aga hinnata olukorda Uleilmsel tasandil, ei tohiks probleemi
Ulemaara kriitiliseks pidada. Siiski on digel ajal arsti juurde pédérdumata jatmisel kahtlemata
negatiivne moju Uldistele tervisenaitajatele, samuti tervena elatud aastatele.

Toidu kattesaadavuse probleem on Eestis veelgi vaiksem. Pigem on kisitavusi taisvaartusliku
toidu s66misega ehk teisisdnu sdltub inimese toidulaud ning selle kvaliteet ennekdike tema enda
valikutest. Kuigi selles artiklis toitumise mdju rahvastiku tervisele ei kasitleta, vdib toitumist
kahtlemata pidada rahvatervise seisukohalt kriitilise tdhtsusega teguriks.

Eelnevale tuginedes vdib arvata, et rahvastiku tervis séltub suuresti riigi Uldisest (majanduslikust)
arengutasemest. Missugune on aga olukord Uksikisiku tasandil ehk kas inimese tervis soltub
tema sissetulekust?

Tervise ja sissetuleku vaheline seos

Arvamus, et sissetuleku ning tervisenaitajate vahel on positiivne seos, on laialt levinud (Judge ja
Paterson 2002; Case 2000; The determinants ... 2016). See, et madalama sissetulekute
tasemega riikides on elanike hinnang tervisele halvem, pole mitte lUiksnes eeldus, vaid see on ka
empiiriliselt tdestatud (Health ... 2015; Deaton 2008). Kuidas see aga valjendub ning kas
niisugune pohjuslik seos on Ghesuunaline?

Joukamates riikides elavatel inimestel on keskmisest pikem eluiga ning vaiksem suremus. Samuti
pikeneb riigi rikkuse kasvades selle elanike oodatav eluiga. Ka igas konkreetses riigis elavad
joukamad inimesed vaesematest kauem. (Case 2000) Majanduskasvuga kaasneb inimeste
tervise paranemine: toit muutub kattesaadavamaks, terviseteenused taskukohasemaks ning
ndudlus hea tervise jarele kasvab (Spence ja Lewis 2009).

Voéimalikeks pdhjusteks, miks elanike madalama sissetulekutasemega riikides on inimeste
tervisenditajad halvemad, on peetud naiteks erinevusi elu- ja tootingimustes, samuti elustiilis
(hélmates naiteks alkoholiga liialdamist, suitsetamist, vahest fuusilist aktiivsust ja rasvumist).
Samuti vdib vahese sissetulekuga leibkondadel olla piiratud juurdepdas terviseteenustele
(Ukskoik, kas rahalistel vdi muudel pohjustel). Esineda voib ka vastassuunaline pdhjuslik seos:
kehv terviseseisund viib madalama hdive ning sissetulekuni. (Health ... 2015)

On ka eeldusi, mille kohaselt elanike parem tervis ise vdib majanduskasvu soodustada (Spence
ja Lewis 2009). Seetdttu on raskusi sissetuleku ja tervise vahelise seose po&hjuslikkuse
tuvastamisel: sissetulek voib mojutada tervist ning tervis voib mdjutada sissetulekut (Bloom ja
Canning 2009). Sellest tulenevalt ei kasitle ka see uuring (voimalikku) seost sissetuleku ja tervise
vahel (ihesuunalisena.

Kuidas voib tervis ise rikkamaks teha? Peamine pdhjus, miks terved inimesed vbivad rikkamad
olla, seisneb selles, et nad suudavad té6tada rohkem, kauem ja jarjepidevamalt. Puudega vdi
haiged inimesed té6tavad vahem ning véivad osutuda leibkonnale majanduslikult koormavaks.
(Jack ja Lewis 2009) Terved tootajad puuduvad haiguse tottu vahem t66lt ning on seetbttu
tootlikumad (Bloom ja Canning 2009). Halb tervis vahendab t66voimeliste inimeste ning seega ka
toéotavate inimeste t06tundide arvu Uldiselt (Rahvastiku ... 2008). Peale selle on tervem t66j6ud
ka paindlikum ning suudab muutustega paremini kohaneda, mis omakorda vahendab t66j6u
voolavust, samuti parandab riigi véimet reageerida Uldistele majanduskeskkonna muutustele
(sealsamas). Bloom ja Canning (2009) on veel esile toonud, et tervem t60joud vdib stimuleerida
ka ettevdtete investeerimistegevust.

Peale seose pohjuslikkuse tdlgendamise esineb raskusi ka ajalise md6tme kindlakstegemisel.
Kuna uuringud on naidanud, et lapsepdlve tervisel on pikaajaline méju kognitiivsele ja flusilisele
arengule (ning seetdttu ka tdiskasvanuea véimekusele), voib tervise m&ju majandusele véaga pika
viitajaga olla. (Bloom ja Canning 2009)

Lapsed, kes on terved ning piisavalt toidetud, plsivad kauem koolis, on paremad &ppijad ning
valmistavad end ette teenima suuremat sissetulekut (Jack ja Lewis 2009). Veel enam,
tervematel, koolist véhem puuduvatel ja parema &ppimisvdimega lastel on eeldus anda ka
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suurem panus teadmismahukate ja innovaatiliste majandusharude arendamisse (Rahvastiku ...
2008). Bloom ja Canning (2009) toovad veel esile, et lapsepblveaegsel tervisel on otsene mdju
kognitiivsele arengule ja dppimisvdimele ning seetbttu ka kooliskaimisele. Vanemlik hoolitsus,
toiduabi alatoidetud lastele, eelkooli vdi lasteaia vdimaluse pakkumine ebasoodsas olukorras
lastele ning teised sarnased investeeringud aitavad suurendada potentsiaali akadeemiliseks ning
ametialaseks karjaariks ning elukestvaks heaoluks (Jack ja Lewis 2009).

Uhe esimestest mastaapsetest uuringutest tervise ja sissetuleku vahelise seose kohta avaldas
1975. aastal Samuel Preston. Vorreldes maailma riikide elanike oodatavat eluiga ning elaniku
kohta arvutatud kogurahvatulu 1900-ndatel, 1930-ndatel ja 1960-ndatel aastatel, leidis ta, et
elanike kdrgema sisse-tulekutasemega riikides on ka oodatav eluiga pikem. Samas, elanike
madalama sissetuleku-tasemega riikides seostuks konkreetne sissetuleku kasv oodatava eluea
pikenemisega tugevamini, kui see toimuks elanike suurema sissetulekuga riigis. (Preston 1975)

Viimast nahtust kirjeldavad ka Wilkinson ja Pickett. Siiski naitasid nad, et jbukamates riikides pole
tervisenditajate ning elaniku kohta arvutatava sisemajanduse koguprodukti (SKP) vahel
margatavat korrelatsiooni, kuid tervisenaitajate ning sissetulekute ebavérdsuse vahel on.
(Wilkinson ja Pickett 2009) Ka Jack ja Lewis (2009) toovad esile, et tervise ja sissetuleku vahelise
seose uurimisel podratakse peale sissetuleku absoluutse vaartuse tahelepanu ka selle jaotusele
Uhiskonnas: ebavérdsema sissetulekujaotusega riikides on elanikkonna tervis téenaoliselt
halvem.

Rahvastiku tervise arengukavas 2009-2020 on antud tervise mojule majandusele mdnevodrra
konkreetsem modde. Vaidetavalt on Eestis 6—-7% potentsiaalsest t66jdust mitteaktiivne haiguse,
puude vdi vigastuse tdttu, mistdttu kehv tervis vahendab t66turul osalemise téendosust naistel
30% ja meestel 40%. Rahvamajandusele tdhendab elanike halb tervis SKP 6-15% vahenemist.
Selle pdhjuseks on pakutud praegust toodangu vahenemist, aga ka tulevikus tegemata t66d.
Méjud kipuvad aja jooksul kumuleeruma: naiteks kui praegu onnestuks langetada suremust
1,5%, saaks 25 aasta parast saadavat SKP-d elaniku kohta tdsta 14%. Veel enam, suremuse ja
haigestumise vahendamise koosmdju Uhiskonna arengule ja jdukuse kasvule peaks eelduste
kohaselt veelgi suurem olema. (Rahvastiku ... 2008)

Moned varasemad Eesti rahvastiku tervist kasitlevad tood

Selles uuringus keskendutakse Eesti elanike sissetulekute ja tervise vahelisele seosele, mistéttu
pooratakse pdgus pilk ka varasematele Eesti rahvastiku tervist kasitletavatele uuringutele.
Selgub, et riigi vaiksusele vaatamata esineb Eestis siiski moningaid piirkondlikke erinevusi.

Naiteks Kabin jt (2012) leiavad, et inimeste tervis on parem suurema t66hdive, noorte suurema
osatahtsusega rahvastikus ning suurema todtasuga ehk soodsamas sotsiaal-majanduslikus
olukorras olevates piirkondades. Eestis on selliseid paiku Uksikuid — Tallinna Umbrus Harju ja
Tartu imbrus Tartu maakonnas (sealsamas).

Konkreetse piirkonna tervisenaitajaid mdjutavad suuresti ka réandetrendid. Elukohta vahetavad
sagedamini just noored. Suurema véljarandega asustusiiksustes kaasneb sellega vanemaealiste
osatahtsuse kasv rahvastikus ning suureneb naiteks haigestumus pahaloomulistesse kasvaja-
tesse vdi sudame-veresoonkonnahaigustesse. Sellega tuleks arvestada tervishoiuteenuste
planeerimisel, kuid olukorra teeb keeruliseks see, et tervisenaitajates avalduvad vaga suured
erinevused ka maakondades enestes ning halvemat terviseseisundit esineb enam nende
piirialadel. (Kabin jt 2012)

Kikas ja Lausvee (2008) leidsid naiteks, et eakatel on kehvem tervis, nad on vahemndudlikud
ning loobuvad rahapuudusel sagedamini meelelahutusest, kultuurikaupadest, suhtlemisest
sOpradega, taisvaartuslikust toidust ja ka ravimitest, et suuta tasuda eluasemekulusid. Eespool
juba selgus, et kuigi tervise all mdistetakse uhelt poolt haiguste puudumist, tdhendab see teisalt
ka teatud (positiivsete) vaartuste olemasolu. Kui aga eakatel on vdhem vdimalusi viimaste
tekitamiseks, tdhendab nende tervisekaotus midagi hoopis tdsisemat kui seda, millele viitavad
mdddikud.
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Kabin jt viitavad, tuginedes kohalike omavalitsuste haldussuutlikkuse andmetele, et suurema
haldusvdimekusega kaasneb vaiksem tervisekaotus (ehk elanike parem tervis). Elukoht koos
seal pakutavate teenuste ja muude véimalustega mdjutab inimese vdimalusi elada tervena ja
kvaliteetselt. Teisisdnu, to0hdive, palga, toimetulekutoetuste, aga ka omavalitsusiiksuse majan-
dusliku aktiivsuse ja selle mitmekesisuse ning tervisekaotuse vahel esineb Kkiillaltki tuntav
negatiivne korrelatsioon. (Kabin jt 2012)

Kabin jt on esile toonud ka ajalised muutused ning leiavad, et ebavdrdsus (ehk vahe parima ja
halvima vahel) maakondade vahel on aastate 2000-2010 jooksul mdne naitaja puhul
suurenenud, mdne puhul vadhenenud. Naiteks on margatavalt vahenenud erinevus alla
65-aastaste inimeste surmades, samuti erinevus sugulisel teel levivatesse haigustesse,
tuberkuloosi ja viirushepatiiti haigestumisel. Suurenenud on aga sotsiaal-majanduslike néitajate
ja tervisekaitumise erinevused (nt alkoholi tarvitamine). (sealsamas)

Kogumikus ,Tervis ja heaolu Eesti maakondades 2000-2010“ on terviseseisundi naitajana
kasutatud keskmist oodatavat eluiga ja tervena elatud eluea pikkust. Tervisekaitumise hindamisel
vaadati tervist mittetoetava kaitumise nditajaid: suitsetamine (igapaevasuitsetajate arv,
suitsetamine raseduse ajal), alkoholi (liig)tarbimine (tarbimise sagedus), Ulekaalulisus ja
rasvumine (kehamassiindeks, sh eraldi laste puhul). Terviseseisund ja tervisekditumine
avalduvad tervisekaotuses, mis naitab, mitu eluaastat kaotatakse haiguste ja enne vastava
rahvastikurihma keskmise eeldatava elueani jdudmist toimunud surmade t6ttu (Tervis ... 2012).

Peale maakondade erinevuste on kogumikus esitatud ka llevaade Eesti elanike tervise ja heaolu
naitajatest. Positiivsete arengutena on margitud jargmist:

= enneaegsete surmade (enne 65. eluaastat) vahenemine (jaab siiski suuremaks Euroopa
keskmisest);

= oodatava eluea pikenemine ning rohkem tervelt elatud aastaid;

= jgapaevasuitsetajate (eriti meeste) osatdhtsuse vahenemine;

= nii vereringeelundkonna haigustest kui ka valispdhjustest tingitud suremuse vahenemine;

= Euroopa keskmisest pisut kdrgem naiste (15—-64-aastased) ja vanemaealiste
(55—-64-aastased) t66hdive maar;

= Euroopa madalaim dhusaaste maar.

Kitsaskohtadena, millele tuleks tahelepanu p&oérata, on mainitud:

= Euroopa keskmisest lihem oodatav eluiga ja tervelt elatud eluiga nii meestel kui ka

naistel;

= Euroopa keskmisest suurem taiskasvanud elanike osatahtsus, kelle igapaevategevused
on tervise t6ttu piiratud;

= Euroopa keskmisest suurem suremus vahi, vereringeelundite haiguste ja valispohjuste
tottu (eriti meestel);

= rohkem kui igal kolmandal elanikul on méni pikaajaline haigus véi terviseprobleem;

= (lekaaluliste ja rasvunud taiskasvanute (eriti meeste) osatéhtsuse kasv;

= regulaarselt alkoholi tarvitavate taiskasvanute (eriti naiste) osatahtsuse kasv;

= Euroopa kdige suurem HIV-i nakatumise naitaja. (Tervis ... 2012)

2014. aastal Tervise Arengu Instituudi korraldatud Eesti taiskasvanud rahvastiku tervisekaitumise
uuringu andmed naitasid, et vahenema on hakanud igapaevasuitsetajate hulk ning ka mdni kord
nadalas alkoholi tarvitanute osa. Samas on aga lisandunud vahemalt kord kuus rohke koguse
alkoholi tarvitajaid. Probleemiks on ka Eesti elanike kesine kehaline aktiivsus ning suuresti sellest
tingitud Ulekaaluliste osatahtsuse suurenemine. (Tekkel ja Veideman 2015)

Vorreldes teiste OECD riikidega on oma tervist heaks pidavate Eesti elanike osatahtsus
rahvastikus Usna véike. Eestis tervishoiule tehtavad kulutused osatahtsusena SKP-s on
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organisatsiooni kuuluvate riikide hulgas Ghed vaiksemad. Ka Eesti elanike kulutused ravimitele
on uhed vaikseimad OECD riikide hulgas. (Health ... 2015)

Deaton (2008) leidis, et Ida-Euroopa ning endiste Noukogude Liidu liiduvabariikide elanike
tervisenditajad on tunduvalt kehvemad vérreldes teiste riikide naitajatega, kusjuures nendes
riikides vahenes tervisega rahulolu vanuse lisandudes suhteliselt jarsku. Ka OECD raport viitab,
et nii Eesti elanike eeldatav tervelt elatud aastate arv ja tajutav hinnang oma tervisele on
vahemalt 65-aastaste seas organisatsiooni kuuluvate riikide hulgas pigem kehvemas pooles
(Health ... 2015). Kikas ja Lausvee (2008) pakuvad, et ,mida kauem inimesed elavad stressi
tekitavates sotsiaalsetes ja majanduslikes tingimustes, seda suurem on nende fiisiline
kulumine®.

Tervise konkreetselt piiritlematu iseloom on ndhtuse mé6tmise keeruliseks teinud ning vaatamata
mitmetele naitajatele pole suudetud jduda koiki aspekte arvestava mdodikuni. Seega on
kéesolevas anallusis kasutatud andmetes jdetud tervise hindamine inimese enda ulesandeks.
Samas vdib eelnevale tuginedes votta aluseks eelduse, et tervise (mida vdidakse olla mé&édetud
erinevate naitajate abil) ning sissetuleku vahel esineb positivne korrelatsioon: jéukamad
inimesed on tervemad ja vastupidi. Kas samasugune seos esineb ka Eestis?

Sissetuleku ja tervisehinnangu vaheline seos Eestis

Varasemate sarnaste uuringute tulemused on viidanud, et tervise ja sissetuleku vahel voib
esineda kiill positiivne korrelatiivne seos, kuid otsest pdhjuslikku suunda on keeruline esile tuua.
Kumbki muutuja — tervisenaitaja ja sissetulek — voib olla nii pdhjuseks kui ka tagajarjeks. Seetottu
pdoratakse kdesolevas analliusis tahelepanu pigem seose tugevusele kui selle suunale.

Kasutades inimeste endi hinnanguid oma tervisliku seisundi kohta, on selle analtusi eesméark
pakkuda alternatiivi Uldlevinud lahenemisele, kus piirkonna elanike tervisega seotud aspekte
hinnatakse kaudsete moddikute abil. Kuigi niisugusel Iahenemisel on eeliseid (ikkagi inimeste
endi hinnang!), iimneb ka mitmeid kitsaskohti. Naiteks hoolimata tisna mahukast valimist on iga-
aastases Eesti sotsiaaluuringus kasutatud siiski vaid ligikaudu Uhe protsendi Eesti elanike
vastuseid, millega peab tulemuste tdlgendamisel ning kogu populatsioonile omistamisel
arvestama.

Analluls pbdhineb Eesti sotsiaaluuringu 2004—2014 aasta andmetele. Vaatluse all on eelkdige
kaks naitajat: vastajate hinnang oma tervislikule seisundile ning isikule maaratud leibkonnaliikme
tulukvintiil, mis valjendab sissetulekut.

Vastused kisimusele tervisega rahulolu kohta olid algandmetes skaalal 1-5, kus 1 tahendas
vastust ,vaga hea“ ning 5 hinnangut ,vaga halb®“. Puuduvaid, sealhulgas ,ei tea“ vastanute ja
vastamisest keeldunute vaartuseid ei kaasatud. Selleks, et tulemuste tdlgendamist lihtsustada
(sissetulekukvintiilid jaeti muutumatuks: 1. on madalaim ja 5. kdrgeim, nagu detsiilide puhulgi —
1. madalaim, 10. kdrgeim), teisendati méningatel juhtudel tervisega rahulolu naitaja vastupidi-
seks: 1 valjendas madalaimat ning 5 kdrgeimat hinnangut. Seega viidatakse edaspidi tervisega
rahulolu naitajale kui teisendatud variandile.

Uldine hinnang tervisele

Vastustes kusimusele tervise Uldise olukorra kohta pole aastatel 2004—-2014 erilisi muutusi
toimunud. Kogu perioodi véltel on Ule poole vastajatest hinnanud oma tervist kas heaks voi vaga
heaks (joonis 1). Veidi on suurenenud oma tervist vdga heaks pidavate inimeste osatahtsus.
Samas pole ka tervist halvaks voi vaga halvaks pidavate osatahtsus perioodi jooksul vahenenud.
Nii tundubki esmapilgul, et aastate jooksul pole Eesti elanike hinnang oma tervisele ei oluliselt
paranenud ega ka halvenenud.
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Joonis 1. Eesti elanike uldine hinnang oma tervisele, 2004-2014
Figure 1. General self-assessment of health status of inhabitants of Estonia, 2004—2014
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Tulemusi teise nurga alt vaadates selgub, et tinglik keskmine hinnang oma tervisele on pigem
paranenud, kuigi muutus on olnud suhteliselt vaike. Joonisel 2 on esitatud keskmine
Umberkodeeritud tervisenaitaja (mida suurem vaartus, seda parem on hinnang tervisele) aastate
kaupa. Kuigi trend on positiivne, pole naitaja lineaarselt kasvanud: Gisna joudsalt suurenes naitaja
2010. aastani, kuid 2011. aastal toimus jarsk kukkumine. Seda vib seostada uleilmse majandus-
kriisiga, mille mdju jdudis ka Eesti elanikeni. See annab alust eeldusele, et tervisehinnangu ning
sissetulekute vahel v6ib esineda positiivne seos.

Joonis 2. Elanike keskmine tervisehinnang®, 2004-2014
Figure 2. Inhabitants’ average assessment of health status®, 2004-2014
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@ Hinnang on antud skaalal Ghest (kdige madalam) viieni (kdige kérgem).
@ The assessment scale ranges from one (the lowest) to five (the highest).

Kahe arvulise tunnuse vahelise seose olemasolu, suunda ja tugevust saab mddta korrelatsiooni-
kordaja abil. Antud juhul on kasutatud Spearmani korrelatsioonikordajat, sest muutujate naol on
tegemist jarjestustunnustega. Sissetulekukvintiili ja tervisenaitaja vaheline korrelatsioonikordaja
viitab kdigi aastate puhul statistiliselt olulisele positiivsele seosele. Kuigi korrelatsioonikordaja on
matemaatiliselt vaadatuna pigem nork (soéltuvalt aastast kdigub vahemikus 0,179 kuni 0,277),
tuleks arvesse vodtta seda, et sotsiaalteaduste puhul ei tohiks seose tugevust taiesti tihiseks
pidada (tabel 1).
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Tabel 1. Spearmani korrelatsioonikordaja® sissetulekukvintiili ja tervisehinnangu vahel,
2004-2014

Table 1. Spearman’s correlation coefficient’ between income quintile and assesment of health,
2004-2014

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014
0,179 0,208 0,210 0,238 0,277 0,226 0,182 0,205 0,240 0,258 0,245

@ Koik kordajad on olulised nivool 0,01.
 All coefficients are significant above level 0.01.

Naitaja pole aga vaadeldava perioodi jooksul pisinud stabiilsena. Aastatel 2004-2008 suurenes
kordaja pidevalt, saavutades 2008. aastal kogu perioodi maksimumi. Jargmisel paaril aastal
kordaja aga vahenes Usna jarsult ning hakkas parast seda uuesti kasvama (kuni aastani 2013).
Kuigi seose tugevus ning varieeruvuse ulatus pole nii markimisvaarsed, et selle pdhjal olulisi
jareldusi teha, voib siiski margata, et seose tugevus muutub kooskdlas vastajate sissetulekute
muutusega (ning majanduse Uldise edenemisega). Teisisdnu, majanduslikult headel aastatel
kippus tervise ning sissetuleku vaheline positivne seos tugevnema ning majanduslanguse
aastatel nérgenema.

Seosest annavad aimu ka vastajate hinnangud tervisele sissetulekukvintiilide kaupa. Joonisel 3
on esitatud 2004. ning 2014. aasta uuringus osalenute keskmine hinnang oma tervisele
erinevatesse sissetulekukvintiilidesse kuulumise kaupa. Kui esimese sissetulekukvintiili puhul
esinev anomaalia vélja arvata, siis on naha, et mida suurem oli vastajate keskmine sissetulek,
seda parem oli ka nende hinnang oma tervislikule seisundile.

Kui vorrelda keskmist tervisehinnangut perioodi algus- ja I6puaastal (2004 ja 2014) sissetuleku-
kvintiilide kaupa, siis mélemal juhul muutub naitaja sarnaselt — see on halvim teise ning parim
viienda kvintiili puhul. V6ib aga méargata, et 2014. aastal on naitaja minimaalne vaartus vaiksem
ning maksimaalne suurem kui 2004. aasta vastavad vaartused. Siiski, kuigi keskmiste
varieeruvus sissetulekukvintiilide vahel on kasvanud, on muutused jarelduste tegemiseks kullalt
marginaalsed.

Joonis 3. Elanike tervisehinnang® sissetulekukvintiili jargi, 2004 ja 2014
Figure 3. Inhabitants’ assessments of health status® by income quintile, 2004 and 2014
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Nagu eespool selgus, tuleks keskmisesse tervisenditajasse suhtuda tinglikult, sest tegemist on
arvuliseks kodeeritud jarjestustunnusega. Pisut tdpsema Ulevaate saab vastuste jagunemist
uurides. Joonisel 4 on kujutatud ekvivalentnetosissetuleku detsiilide pd&hjal rikkamateks
(6.—10. detsiil) ning vaesemateks (1.-5. detsiil) jaotatud isikute vastuste jagunemine 2014. aastal.
Selgelt on ndha, et oma tervist heaks v6i vaga heaks pidavate elanike osatdhtsus on suurem
sissetuleku poolest kdrgematesse detsiilidesse kuuluvate hulgas ning oma tervist halvaks voi
vaga halvaks pidavate osatahtsus on Ule kahe korra suurem sissetulekult madalamatesse
detsiilidesse kuuluvate puhul.

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA

95



96

TERVIS JA SISSETULEK HEALTH AND INCOME

Joonis 4. Leibkonna ekvivalentnetosissetuleku pohjal madalamatesse ja korgematesse
detsiilidesse® kuuluvate isikute iildine hinnang oma tervisele, 2014

Figure 4. General self-assessment of health status for persons belonging to lower and higher
deciles® based on equivalised disposable household income, 2014
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@ Madalamate detsiilide hulka on loetud 1.-5., kérgemate hulka 6.—10. detsiil.
@ Lower deciles include deciles 1-5, higher ones — deciles 6-10.

Maakondade vordlus

Soltuvalt sissetulekukvintiilist esineb elanike hinnangutes oma tervisele mdningaid erinevusi.
Varasemad uuringud Eesti rahvastiku tervise kohta on esile toonud piirkondlikke erinevusi. Kas
ka praegusel juhul on tervisehinnangutes maakondlikke erinevusi?

Vaatamata sellele, et elanike keskmine hinnang oma tervisele on 2014. aastal vorreldes
2004. aastaga pisut paranenud, pole see siiski kdigis maakondades nii (joonis 5). Kuna
absoluutarvudes on erinevus vaike, kirjeldatakse edasises vordluses muutust protsentides.
Suhteliselt kdige enam on paranenud Laane-Virumaa elanike hinnang oma tervisele: 2014. aasta
naitaja on 7% suurem 2004. aasta omast. Peaaegu samavaarne hinnangu muutus on toimunud
ka Voru ja Rapla maakonnas.

Tervisehinnang on kdige rohkem halvenenud Ida-Virumaal, kus naitaja vahenes 2% vorra.
Maakond on aja jooksul rinda pistnud mitmete sotsiaalsete ja majanduslike probleemidega ning
sellest johtuvalt on halvenenud ka elanike keskmine hinnang oma tervislikule seisundile. Ida-
Virumaa olukord oli 2014. aastal vérreldes teiste maakondadega kdige kehvem. 2004. aastal
selle maakonna elanike (ildine tervisehinnang maakondade vordluses kdige halvem ei olnud.

Joonis 5. Elanike tervisehinnangu® muutus maakondades ja Tallinnas, 2004 vs. 2014
Figure 5. Change in inhabitants’ assessments of health status® in counties and Tallinn,
2004 vs. 2014
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Uksnes perioodi I6pu- ning algusaastat vaadates véivad aga vahepealsed muutused kajastamata
jaada. Vaadates koikide aastate tulemusi, selgub, et keskmiselt kdige paremaks on oma tervist
pidanud Laane maakonna elanikud. Oma tervisest on riigi keskmisest paremal arvamusel ka
Jarva, Harju (nii Tallinna kaasates kui ka valja jattes) ja Hiiu maakonna elanikud. Kdikide aastate
keskmise kdige halvema hinnangu oma tervisele on andnud aga Pdlva maakonna elanikud. Kuigi
2014. aastaks Pdlvamaa naitaja ménevodrra paranes ning n-0 punase laterna roll jai Ida-Virumaa
kanda, on Pdlva maakonna keskmine naitaja vaadeldaval perioodil teiste maakondade naitajatest
tunduvalt halvem.

Huvitavad muutused on toimunud Tallinna ja Harjumaa (v.a Tallinn) vahel. Kui 2004. aastal olid
pealinna elanike keskmised tervise ja sissetuleku naitajad maakondade naitajatest paremad, siis
2014. aastal olid parimad néitajad Harju maakonna elanikel. P8hjusi vdib ilmselt otsida sellest, et
kiimnendi jooksul on piirkonnas elavad jdukamad ning eeldatavalt ka tervemad elanikud liikkunud
parema elukeskkonna nimel linnast Tallinna naabervaldadesse. Sellest tulenevalt on ka Tallinna
elanike keskmine tervisenaitaja pisut halvenenud.

2014. aastal jagunesid Uldise tervisehinnangu kohta esitatud klsimusele antud vastused
maakondades nii, nagu on naha joonisel 6. Negatiivse hinnangu rohkuse poolest eristuvad
teistest Ida-Viru ja Pélva maakond. Tervist heaks vbi vdga heaks pidavate elanike osatéhtsus on
Harju maakonnas (v.a Tallinn) ligi kaks korda suurem kui Ida-Virumaal. Pélva maakonnas on
seevastu tervist (vaga) halvaks pidavate elanike osatédhtsus Ulle kahe korra suurem kui mones
teises maakonnas.

Joonis 6. Vastajate lildine hinnang oma tervisele maakondades ja Tallinnas, 2014
Figure 6. Respondents’ general self-assessment of health status in counties and Tallinn, 2014

Harju, v.a. Tallinn i
Harju, excl. Tallinn r T T
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Idazviru [ B N — [ | Vaga hea
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PAMU —— | | | | | Neither good nor bad
Tallinn —— ——— | Halb
Lasne | | | | | | Bad
Lasnaapa : : — | ‘ B Viga halb
Hiiu : : : : Very bad
10 20 36 4b 56 66 70 80 90 160

Kaasates koigi aastate andmed ning vaadates tervisehinnangu ja sissetulekukvintiili vahelist
korrelatsioonikordajat maakonniti, ilmneb, et seose tugevus pole maakondades Uhesugune
(joonis 7). Teistest piirkondadest eristuvad suurema kordajaga Tallinn (lle 0,29) ning Harju
maakond (v.a Tallinn). Vaikseima korrelatsioonikordajaga (0,14) paistab silma aga Saaremaa.
Kuigi erinevused pole drastilised, on margata, et sissetuleku ning tervise vaheline seos on
pealinnapiirkonnas tugevam kui teistes maakondades (nt Saaremaal). Seega, sissetuleku roll
tervise kujundamisel (ehk ka vastupidi) voib daremaadel olla pigem vaiksem.
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Joonis 7. Sissetulekukvintiili ja tervisehinnangu vaheline korrelatsioonikordaja®
maakondades ja Tallinnas, 2004—2014

Figure 7. Spearman’s correlation coefficient® between income quintile and assessment of health
status in counties and Tallinn, 2004-2014

Tallinn : : : :
Harju, v.a. Tallinn — Harju, excl. Tallinn Ee————————————
Jarva | \ \ \
Tartu
Laane-Viru
Valga
Laane
Parnu
Jogeva
Viljandi
Pélva
Ida-Viru
Rapla
Hiiu
Véru
Saare

0 0,05 0,10 0,15 0,20 0,25 0,30
@ Koik kordajad on olulised nivool 0,05.
@All coefficients are significant above level 0.05.

Kuidas on sissetulek ja tervisehinnang maakondades omavahel kooskoélas? Vérreldes keskmist
tervisehinnangut aasta ekvivalentnetosissetulekuga on naha, et kuigi Hiilumaa elanike hinnang
oma tervisele jaab pisut halvemaks kui Harju maakonna elanike oma, on saareelanike keskmine
sissetulek harjumaalaste omast markimisvaarselt vaiksem ehk sissetulekutaseme kohta on seal
tervisenaitaja véga heal tasemel (joonis 8). Usna hea on olukord ka L&&ne-Viru, Rapla ja Laéne
maakonnas. Selles vordluses on kdige kehvemas olukorras Pdlva ja Ida-Viru maakond.

Joonis 8. Keskmine tervisehinnang ning leibkonnaliikme ekvaliseeritud® aastane
netosissetulek maakondades ja Tallinnas, 2014

Figure 8. Average assessment of health status and equivalised yearly disposable income® of
household member in counties and Tallinn, 2014
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? Leibkonna ekvaliseeritud sissetuleku saamiseks lidetakse kdigi leibkonnaliikmete sissetulekud ja summa jagatakse
leibkonna tarbimiskaalude summaga. Tarbimiskaalud: esimene taiskasvanud leibkonnaliige — 1, llejaanud taiskasvanud
leibkonnaliikmed — 0,5, kuni 14-aastased lapsed — 0,3.

@ In order to calculate the equivalised disposable household income, the sum of the incomes of all household members is
divided by the sum of the household’s consumption weights. Consumption weights: first adult household member — 1, all
other adult household members — 0.5, children up to 14 years of age — 0.3.

Véttes vordluseks 2004. aasta naitajad, selgub, et Hiiu maakonnas oli ka siis maakonna elanike
tervisenditaja nende keskmist sissetulekut arvestades vaga hea (joonis 9). Kdige halvem olukord
oli aga Pdlvamaal. Kiimne aasta jooksul on oma positsioonid vahetanud Harju maakond (v.a
Tallinn) ja Tallinn — viimane on pisut tahapoole jadnud nii elanike suhtelise tervisehinnangu kui ka
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nende sissetuleku arvestuses. Kuigi lda-Virumaa elanike sissetulek oli juba 2004. aastal kdige
vaiksem, on maakonna asetus sissetuleku arvestuses veelgi halvenenud ning 2014. aastaks oli
ka tervisehinnang seal maakondade halvim. Suhteliselt palju on vahenenud Parnu maakonna
elanike sissetulek, kuid sellele vaatamata on nende tervisehinnang teiste maakondadega
vorreldes hea.

Joonis 9. Keskmine tervisehinnang ning leibkonnaliikme ekvaliseeritud® aastane
netosissetulek maakondades ja Tallinnas, 2004

Figure 9. Average assessment of health status and equivalised yearly disposable income® of
household member in counties and Tallinn, 2004
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? Leibkonna ekvaliseeritud sissetuleku saamiseks lidetakse kdigi leibkonnaliikmete sissetulekud ja summa jagatakse
leibkonna tarbimiskaalude summaga. Tarbimiskaalud: esimene taiskasvanud leibkonnaliige — 1, lGlejaanud taiskasvanud
leibkonnaliikmed — 0,5, kuni 14-aastased lapsed — 0,3.

@ In order to calculate the equivalised disposable household income, the sum of the incomes of all household members is
divided by the sum of the household’s consumption weights. Consumption weights: first adult household member — 1, all
other adult household members — 0.5, children up to 14 years of age — 0.3.

Eelnevast selgus, et tervisehinnangu ning sissetuleku vahel esineb positiivne seos: jdukamad
hindavad téenéoliselt paremaks ka oma tervisliku seisundi. Maakondade vérdlus aga néitas, et
sissetulek ning tervisenaitaja ei pruugi alati omavahel kooskdlas olla: esineb maakondi, kus
elanike keskmine tervisenaditaja on parem, kui nende sissetulekute tase vdiks eeldada, ning
vastupidi.

Maakonnad on erinevad ning ka nende elanike tervisehinnang pole olnud uhtlane. Eespool
kirjeldatud laiaulatuslikus elanike tervise ja heaolu uuringus on anallusitud pdhjalikult
maakondadevahelisi erinevusi ning seetdttu on mdistlik vaadata, mille poolest elanike parima
(Lddnemaa) ning halvima (Pdlvamaa) keskmise (ldise tervisehinnanguga maakond silma
paistavad.

Pdlva maakonna positivsete poolena on naiteks esile toodud kéige vaiksemat suremust
pahaloomulistesse kasvajatesse, suhtelise vaesuse maara langust, riigi kdrgeimat tddealiste
ravikindlustatuse maara, keskmisest vaiksemat haigestumust hepatiiti, tuberkuloosi ja sugulisel
teel levivatesse haigustesse, vaikseimat teismeliste raseduse naitajat riigis. Probleemidena on
aga margitud Eesti suurimat eakate osatahtsust maakonna rahvastikus, keskmisest vaiksemat
brutopalka ja kdrgemat suhtelise vaesuse maara, Eesti madalaimat t66héive maara, riigi suurimat
haiguskaotust, suurimat 6nnetussurmade ja alkoholist tingitud surmade kordajat, vaikseimat
tervist heaks vbi vaga heaks hindavate elanike osatahtsust rahvastikus ning tervise tottu
igapaevaselt piiratud toimetulekuga elanike suurimat osatahtsust elanike seas. (Tervis ... 2012)

Perioodi keskmise parima naitajaga Laane maakonna puhul tuuakse positiivsena esile riigi
keskmisest vaiksemat haiguskaotust, Eesti pisimat Ullekaaluliste taiskasvanute osatahtsust
rahvastikus, keskmisest vaiksemat igapdevasuitsetajate ning regulaarselt alkoholi tarvitajate
osatahtsust elanike seas, keskmisest vdhesemat haigestumust hepatiiti, tuberkuloosi ja sugulisel
teel levivatesse haigustesse. Negatiivse poole pealt mainitakse Eesti keskmisest suuremat
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eakate ning vaiksemat laste ja noorte osatdhtsust maakonna rahvastikus, keskmisest vaiksemat
brutopalka ja madalamat t66hdive maara, riigi suurimat isikuvastaste kuritegude néitajat,
vaikseimat perearstide arvu elanike kohta, keskmisest suuremat suremust, sh pahaloomulistesse
kasvajatesse, ning keskmisest kérgemat enne 65. eluaastat suremuse maara, samuti kiiresti
kasvanud Ulekaaluliste laste osatahtsust. (Tervis ... 2012)

Maa ja linna vordlus

Eelnevalt selgus, et maakonniti esineb mdningaid erinevusi nii elanike keskmise tervisehinnangu
kui ka tervisenaitaja ja sissetuleku vahelise seose (korrelatsioonikordaja) puhul. Missugused
erinevused ilmnevad aga maa- ja linnaelanike vahel? Kuigi rikkamate (6.—10. sissetulekudetsiil)
ja vaesemate (1.-5. sissetulekudetsiil) elanike tervisehinnangute vahel on méargatav erinevus, siis
maa- ja linnaelanike tervisehinnangute vahel on see vaga tagasihoidlik (joonis 10). Siiski on
margata, et maaelanike hinnang oma tervislikule seisundile on ménevérra positivsem: ,hea“ ja
,vaga hea" osatahtsus vastuste hulgas on neil suurem ning ,halva“ ja ,vaga halva“ osatahtsus
pisut vaiksem kui linnaelanikel.

Joonis 10. Maa- ja linnaelanike hinnang oma tervislikule seisundile leibkonna
ekvivalentnetosissetuleku® jargi, 2014

Figure 10. Rural and urban inhabitants’ self-assessment of health status by equivalised
disposable household income?®, 2014
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@ Sissetulek on jagatud detsiilide jargi: madalamate detsiilide hulka on loetud 1.-5., kérgemate hulka 6.—10. detsiil.
@ Income has been divided by deciles: lower deciles include deciles 1-5, higher ones — deciles 6-10.

Kui tugev on aga sissetuleku ja tervisehinnangu omavaheline seos maa- ja linnaelanikel?
Sissetulekukvintiili ja tervisehinnangu vaheline seos on igal vaadeldaval aastal olnud linnaelanike
hulgas tugevam kui maaelanike seas (joonis 11). Siiski ei saa erinevust pidada nii suureks, et
selle pdhjal kategoorilisi vaiteid esitada. Ometi viitab piki aastaid pisinud erinevus sellele, et
linnaelanike tervis véib mdnevorra rohkem sissetulekust séltuda kui maaelanike oma. Margata
on, et seose tugevus on kdikunud aastate jooksul linna- ja maaelanike puhul lisna sarnaselt.

Elanike tervislik seisund sdltub arstiabi vdi terviseteenuse kattesaadavusest. Erinevused torkavad
esmajoones silma riikide vahel (arengumaad vs. arenenud riigid), kuid neid esineb ka riigisiseselt.
Pole kahtlust, et linnalistes piirkondades on arstiabi lihtsam saada kui kauges maapiirkonnas ning
see kehtib ka Eestis. Samas tdi anallilis esile, et maapiirkonnas elavate Eesti elanike hinnang
oma tervisele on pisut parem kui linnaelanike oma, kuid erinevus pole vaga suur. Silma torkab
aga see, et linnaelanike tervisehinnangu séltuvus sissetulekust on olnud mdnevorra suurem kui
maaelanikel. Ehk on maaelanike tervis méne muu aspektiga rohkem seotud kui rahaga?
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Joonis 11. Sissetulekukvintiili ning tervisehinnangu vahelise korrelatsioonikordaja vaartus
elanike elukoha jargi, 2004—2014

Figure 11. Value of Spearman’s correlation coefficient® between income quintile and assessment
of health status by place of residence of inhabitants, 2004—2014
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Tervis ja eluga rahulolu

Sissetuleku ning tervisehinnangu vahel esines positiivne, kuid pigem nd&rgavditu seos.
Teoreetiline baas ning mitmed varasemad uuringud on esile toonud, et tervisega rahulolu haakub
suuresti ka Uldise eluga rahuloluga. Kui tihedalt on aga Eestis tervisega rahulolu ning uldine
eluga rahulolu omavahel seotud? Eesti 2013. aasta sotsiaaluuringusse olid lisatud ka eluga
rahulolu puudutavad kisimused. Selles anallilisis kasutati kiisimuse ,Kui rahul olete Uldiselt oma
praeguse eluga?“ vastuseid. Need voisid olla vahemikus 0-10, kus 0 tahistas kdige madalamat
ning 10 kdige kdrgemat hinnangut oma elule.

Selgus, et seos eluga rahulolu ning tervisehinnangu vahel on tugevam kui seos sissetuleku ja
tervisehinnangu vahel. Kui 2013. aastal oli korrelatsioonikordaja vaartus tervisehinnangu ning
sissetulekukvintiili vahel 0,26, siis sama aasta tervisenaitaja ning eluga rahulolu vaheline
Spearmani korrelatsioonikordaja oli 0,388. Seega on seos tervisehinnangu ja eluga rahulolu
vahel tugevam kui tervisehinnangu ja sissetuleku vahel. Pealegi kui sissetuleku ja
tervisehinnangu vaheline seos oli pigem nork, siis viimase korrelatsioon eluga rahuloluga oli
keskmise tugevusega.

Jagades vastajad Iahtuvalt hinnangust tervislikule seisundile ning vaadates nende keskmist eluga
rahulolu, paistab silma positiivne korrelatsioon (joonis 12). Tervist vaga heaks pidavate inimeste
rahulolu oma eluga oli 10-pallisel skaalal keskmiselt ligi 7,6, oma tervist vaga halvaks pidavad
inimesed aga hindasid eluga rahulolu Uksnes 4 punkti vaariliseks.

Joonis 12. Keskmine eluga rahulolu tervisliku seisundi hinnangu jargi, 2013
Figure 12. Average life satisfaction by assessment of health status, 2013
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Positiivset seost eluga rahulolu ja tervisehinnangu vahel ilmestab ka joonis 13. Kuigi
maakondade keskmiste vaheline erinevus absoluutskaalal on Usna véike, selgub siiski, et
maakondades, kus elanikud on oma eluga rohkem rahul, hindavad nad uldjuhul ka oma tervist
paremaks. Siiski leidub ka erandeid. Naiteks valgamaalaste keskmine tervisenaditaja oli
2013. aastal ks kehvemaid, kuid eluga olid nad kdige rohkem rahul. Vastupidi oli Laanemaal:
vaatamata parimale tervisenaitajale jaid sealsed elanikud eluga vaid keskmiselt rahule.

Joonis 13. Keskmine eluga rahulolu ja tervisehinnang maakondades ja Tallinnas, 2013*
Figure 13. Average life satisfaction and assessment of health status in counties and Tallinn,
2013°
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@ Tervisehinnang on antud skaalal 1-5, eluga rahulolu skaalal 0-10.
@ The assessment of health status was given on a scale of 1-5, the assessment of life satisfaction — on a scale of 0—10.

Kdige tagasihoidlikuma tervisenaitajaga Pélva maakonna elanike keskmine eluga rahulolu on aga
Ida-Viru ning Véru maakonna elanike vastavast naitajast parem. Konkurentsitult keskmiselt kdige
rahulolematumad olid eluga aga Ida-Viru maakonna elanikud. Selle pbhjuseks vdib olla keeruline
sotsiaal-majanduslik olukord maakonnas, naiteks kdrge to6tuse maar (2013. aastal 15%, riigi
keskmine 8,6%), kérge kuritegevuse tase (2013. aastal 36 kuritegu 1000 elaniku kohta, Eestis
keskmiselt 30). Kokkuvdtvalt vdib vaita, et madalama tervisehinnanguga kaib ldjuhul kaasas nii
vaiksem sissetulek kui ka vahesem rahulolu oma eluga.

Kokkuvote

Selles artiklis uuriti, kuidas on seotud inimese (ks olulisim vara — tervis — tema sissetulekuga.
Kuigi eesmark polnud vaadata, kas tervist saab osta raha eest, sooviti tuvastada, kas materiaalse
joukusega kaasneb ka parem hinnang oma tervisele.

Varasematele uuringutele tuginedes anti Ulevaade nii tervise mdistest kui ka tervisemdjurite
taustast. Selgus, et tervis on mitmetahuline moiste, mis hdlmab palju enamat kui pelgalt haiguste
puudumist. Seetdttu on uurijatel raskusi ka sobiva mdddiku valimisel. Laialdaselt kasutusel
olevad rahvastikusiindmusi kirjeldavad naitajad on kill universaalsed ning lihtsustavad
riikidevahelist vordlust, kuid ei kaasa kdiki tervist hdlmavaid aspekte. Sama lugu on
haigusseisundeid kirjeldavate naitajatega. Seetdttu kasutati selles uuringus lahenemist, kus
tervisenditajaks on inimese enda hinnang oma tervislikule seisundile.

Tervist mojutavate tegurite tegevusulatus on lai. Varasemad uuringud on viidanud tervise ja
sissetuleku vahelisele positiivsele seosele, kusjuures see seos ei pruugi olla Gihesuunaline: tervis
vbib mojutada sissetulekut, kuid sissetulek vdib ka méjutada tervist.

Analuusis kasutatud Eesti sotsiaaluuringu andmetest selgus, et elanike Uldine hinnang oma
tervisele pole aastatel 2004—2014 markimisvaarselt paranenud. Sissetuleku ja tervisehinnangu
vahel esineb statistiliselt oluline, kuid ndrk positiivne seos. Varasemad uuringud on viidanud, et
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Eesti elanike tervislik seisund on piirkonniti méneti erinev. Ka selles anallilsis selgus, et
maakondade elanikud hindavad oma tervislikku seisundit erinevalt. Naiteks keskmiselt parema
hinnangu andsid oma tervisele Lddne maakonna elanikud, keda iseloomustavad suhteliselt head
tervisekaitumise naitajad. Kdige kehvema elanike tervisehinnanguga Pd&lva maakonda iseloo-
mustab suur eakate osatahtsus rahvastikus ning elanike toimetulekuraskused. Linnaelanike
keskmine hinnang oma tervislikule seisundile on pisut halvem kui maaelanikel, kuid olulist
erinevust ei esine. Samas on linnaelanike hulgas seos tervisenditaja ja sissetuleku vahel
mdnevorra tugevam, kui maaelanike seas. Kontrolliks kasutatud seos eluga rahulolu ning
tervisehinnangu vahel oli aga pisut tugevam kui uuringu pd&hiobjektiks olnud korrelatsioon
tervisehinnangu ning sissetuleku vahel.
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RELATIONSHIP BETWEEN HEALTH AND INCOME IN ESTONIA

Mért Leesment
Statistics Estonia

Introduction

The article discusses the relationship between health and income in Estonia, paying attention to
the regional level. The theoretical part of the article focuses on the essence of health and
provides an overview of various approaches used to measure health. Based on earlier studies,
potential determinants of health are presented and these studies also help to provide an overview
of the health status of the population and the respective trends in Estonia.

The empirical part of the article utilises the data of the Estonian Social Survey for the period
2004-2014. The relationship between health and income is analysed on both the country and
county level and in terms of differences between the rural and urban population.

Definition of health

Health is an important, if not the most important asset for people. It is said that money can buy
anything but health. Yet one cannot overlook the fact that wealthier people have greater
opportunities to acquire healthy or health-promoting products and services, such as private
medical care. Be that as it may, we could also rephrase the question as follows: is there
a significant relationship between income and the state of health?

Firstly, it needs to be explained what is meant by health. The World Health Organization defines
health as a state of complete physical, mental and social well-being and not merely the absence
of disease or infirmity (Preamble ... 1948). This is a comprehensive definition and therefore also
somewhat vague. Notably, health is deemed to comprise physical fitness, coping with oneself as
well as dealing with other people. However, the conceptualisation of health often seems to cover
only the first (sometimes also the second) level, while the third aspect of health remains without
the attention it deserves. At the same time, this definition further supports the opinion that it is
difficult to measure health based on objective and universal parameters, and makes us think
about subjective parameters, i.e. self-rated health. The said definition of health indicates that
measuring this phenomenon focuses on describing a reduction in negative manifestations, but it
should also involve describing the increase in positive aspects.

Thacker et al. are also concerned about the common definition of health-related goals as
a reduction of disease, disability, injuries and mortality (rate). Although the said measures are of
critical importance, they express only the negative consequences that people try to either avoid
or postpone for as long as possible. The authors even claim that these measures cannot be
deemed adequate and thus, more attention should be paid to self-assessments of health.
(Thacker et al. 2006)

The definition proposed by Kikas and Lausvee puts slightly more emphasis on positivity. They
state that health is “a state affected by health factors of physical, social and mental well-being,
and not merely the absence of disease or infirmity. Health is not the purpose of living but a tool
for daily life; a positive concept that emphasises social and individual resources and physical
abilities.” (Kikas and Lausvee 2008: 177)

Ryff and Singer also promote a more positive approach to defining health. In formulating positive
health, they highlight the need to keep in mind that health rather represents a fundamentally
philosophical topic for discussion than a medical issue. Personal well-being is associated with
body and mind, and their mutual relationship; this is something to be considered when assessing
positive health. It is the most purposeful to interpret positive health as a multidimensional
dynamic process, not as a discrete final status; and human well-being involves the expression of
intellectual, social, emotional and physical potentials. (Ryff and Singer 1998)
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Measuring health

It is difficult to provide a uniform measurement methodology for a phenomenon that is difficult to
define. Besides having to choose suitable measures, the situation is also complicated by a lack of
relevant data. Measurement-related problems make it difficult to implement policies and
distinguish the impact of health investments. (Spence and Lewis 2009; Alleyne 2009)

The multifaceted nature of health essentially limits its measurement. According to Hausman
(2015), there are no tools to measure the “amount” or extent of health, no health units to count or
health mass to weigh. Thus, health measures assess the value of health. Furthermore,
the only feasible method to assign a value to the result is to measure preferences.

Health is usually measured through a lack or scarcity of negative factors, e.g. lack of or low rates
of infant mortality, as well as through life expectancy, which is in turn greatly affected by infant
mortality. At the same time, infant mortality is a rare and one-time phenomenon and thus
represents an incomplete health measure. (Spence and Lewis 2009)

What is considered a classic indicator of public health is life expectancy (Kébin et al. 2012).
The advantage of this indicator consists in the good availability of data and an internationally
compliant methodology, which facilitates comparisons by country. However, as seen above, this
indicator is unable to reflect a large share of the health-related aspects.

According to Lai (2012), one example of dividing health measures is as follows:

= |ndicators — instruments for measuring a specific aspect of a particular topic of public
health (e.g. rate of smoking, overweight, mortality, number of doctor appointments, etc.).
Despite extensive usage, however, these may be insufficient for assessing public health
and well-being.

= State-specific measures used for assessing the effectiveness of treatment in a person
with a certain condition or disease; also for assessing the burden generated by
a particular condition among the population. The problem with this approach is that it
focuses on a specific aspect and does not treat the person as a whole.

= General health profiles aimed at obtaining a systematic overview of an individual’s health
by all aspects of health, and at assessing health as a whole.

= Quality of life indices related to health.

General measures provide a comprehensive picture of a patient and allow comparisons of
different population groups, while disease-specific measures are suitable for managing
the treatment of specific conditions (Lai 2012). This article does not focus on determining specific
statuses of health or on managing the treatment for these conditions, but on identifying
the overall picture of health. Thus, in this case, only general measures are of importance.

A different angle usually means a different approach, which complicates the interpretation of
results. Micro-level studies focus mostly on morbidity indicators, while macro-level studies focus
on mortality-related measures. This, in turn, makes the relevant studies difficult to compare.
(Bloom and Canning 2009)

International comparisons of the statuses of health tend to become complicated because
responses depend on both the wording of questions and the background factors of
the respondents (e.g. social, cultural etc.) (Health ... 2015). What are the determinants of
people’s health?

Determinants of health

Health determinants can be divided into groups based on whether a person can affect them
directly or not. For example, people can choose whether and how much they consume alcohol,
smoke, how healthy they eat, whether they are physically active, etc. (Kébin et al. 2012)
Therefore, health behaviour surveys pay attention to aspects such as diet, alcohol consumption,
smoking, drug use, sexual behaviour, physical activity, leisure time, cultural consumption, social
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relations (Garcia and McCarthy 1996). On the other hand, air pollution, the quality of medical aid,
etc. do not depend on a specific individual (Kébin et al 2012). Health-related environmental
factors beyond direct influence include food hygiene, waste handling, air pollution, (drinking)
water quality, noise, radiation, transport facilities and development, accidents, work and urban
environment (Garcia and McCarthy 1996).

Such a division (factors that can and cannot be impacted) may, however, cause ambiguity and
lead to an understanding that the former are directly related to a person while the latter are
distant from him/her. There are several other health determinants which are directly related to
a person but (in most cases) beyond his or her control at the same time. In addition, it should be
noted that people perceive health and its determinants differently and their health behaviour
differs as well.

The factors that directly shape health behaviour include individual attitudes, beliefs, values,
awareness, sKills and motivation. Due to its environmental, socio-economic and psychosocial
influence, the living environment surrounding people greatly determines the nature of the health-
related decisions they make and their behaviour towards their own and other people’s health.
(Rahvastiku ... 2008)

The aspects of health that a person considers important may also depend on his/her sex and
age. Relying on previous studies, Kikas and Lausvee point out that middle-aged and older people
(mostly females), for example, consider psychosocial well-being and social relations important,
while physical health is more important for young people and males. The meaning of health also
depends on ethnic background among other things (Garcia and McCarthy 1996).

Women and men differ in the health behaviours they exhibit. Based on the masculine gender
role, men are expected to be successful and achieve goals, but in the process, they forget to pay
sufficient attention to their health and quality of life in general. Pursuant to medical statistics,
women visit a doctor more often than men even in the case of less serious conditions and
diseases while men usually seek help when a disease is already in its advanced state. Men value
healthy eating habits and lifestyle less than women do. (Sotsiaalse ... 2015)

The OECD Health Survey of 2015 indicated that, in the majority of OECD countries, men tend to
give their health a better rating than women do. Besides that, people’s self-rated health tends to
worsen with age. (Health ... 2015)

Deaton (2008) also found that satisfaction with health decreases as people age. In high-income
countries, people in their 50s, not 60s or 70s, give their health the worst ratings. Although people
in their 50s are in a better state of health compared to the elderly, they are at the age where they
experience serious health problems for the first time and, according to Deaton, the main difficulty
for them is not suffering from poor health, but acknowledging their mortality. In poor countries
(primarily Africa) where mortality is high, satisfaction with health decreases rapidly with advanced
age. However, life satisfaction indicators need not be significantly worse in regions with higher
morbidity and, according to Deaton’s estimation (2008), the inhabitants of such regions can be
better adjusted to being sick.

Overviews of the changes in health behaviour over a longer period rely mostly on statistics
describing vital events (primarily mortality). The average health status of the world population has
shown a significant improvement during the last two centuries, mostly thanks to agricultural
development, which has enabled the increased production of food and allowed people to improve
their diet. Average public health has also been improved by developments in education, better
hygienic conditions, advances in medicine and a better understanding of the mechanisms behind
pathogenesis. These factors have reduced (infant) mortality and increased life expectancy.
(Spence and Lewis 2009; Jack and Lewis 2009)

In developing countries, the main reasons for the generally poor public health are predominantly
contagious diseases, lack of clean drinking water and malnutrition. On the other hand,
in industrial countries, ailments mostly arise from lifestyle-induced chronic diseases and a low
level of physical activity. (Case 2000)
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Therefore, while in previous decades and centuries (and in several developing countries even
now) public health depended on the availability of food and medical care, the significance of
these factors has decreased remarkably in developed countries. Although Estonia can be
considered a developed country, the availability of medical care has still been considered
problematic here (for example due to long waiting lists or lack of medical care in peripheral
areas). However, when assessing the situation on the global level, we should not deem this
problem too critical. Yet, failure to make an appointment with the doctor in time undoubtedly has
a negative impact on general health indicators as well as healthy life years.

The availability of food is an even smaller problem in Estonia. It is more likely a question of eating
wholesome food; in other words, a person’s menu and its quality depend first and foremost on
individual choices. Although this article does not look at the impact of nutrition on public health,
nutrition can certainly be deemed a crucial factor in terms of public health.

In view of the above, one may think that public health depends largely on a country’s overall level
of (economic) development. What is the situation on an individual level, i.e. does a person’s
health depend on his/her income?

Relationship between health and income

It is a widespread assumption that there is a positive correlation between income and health
indicators (Judge and Paterson 2002; Case 2000; The determinants ... 2016). The fact that self-
rated health is worse in countries with a lower income level is not just a presumption, it has been
empirically proven (Health ... 2015; Deaton 2008). How is it expressed and is the said causal
relationship unidirectional?

People in wealthier countries are characterised by an above average life span and a lower
mortality rate. Also, the life expectancy of residents grows in line with the growing level of wealth
in the country. Within each country, wealthier people live longer than poor people. (Case 2000)
Economic growth entails an improvement in public health: food is more available, health services
more affordable, and good health is in great demand (Spence and Lewis 2009).

What have been considered possible reasons for the poorer health indicators of the inhabitants of
countries with a lower income level are, for example, differences in living and working conditions
as well as lifestyle (including, for example, increased alcohol consumption, smoking, low physical
activity, and obesity). Moreover, low-income households may have limited access to health
services (due to financial or other reasons). There may also be a reversed causal relationship:
a poor state of health leads to reduced employment and income. (Health ... 2015)

There are also presumptions, according to which the better health status of the population may
itself facilitate economic growth (Spence and Lewis 2009). This makes it difficult to identify
the causality of the relationship between income and health: income may affect health and health
may affect income (Bloom and Canning 2009). Thus, this study does not adopt a unidirectional
approach to the (potential) relationship between income and health.

How can health itself increase wealth? The main reason why healthier people might be wealthier
is that they are able to work more, longer and more continuously. Disabled or ill people work less
and may become a financial burden for the household. (Jack and Lewis 2009) Healthy
employees take fewer sick days and are thus more productive (Bloom and Canning 2009). Poor
health reduces the number of working hours of people capable of working and thereby the total
number of working hours of the employed (Rahvastiku ... 2008). A healthier labour force is also
more flexible and adapts to change better, which in turn reduces employee turnover and
improves a country’s ability to respond to general changes in the economic environment
(Rahvastiku ... 2008). Bloom and Canning (2009) have also pointed out that a healthier labour
force might stimulate investment activities in enterprises.

Apart from interpreting the causality of the relationship, there are also difficulties with determining
the temporal dimension. As studies have shown that childhood health has a long-term effect on
cognitive and physical development (and hence capabilities in adulthood as well), health may
have a much delayed impact on economy. (Bloom and Canning 2009)
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Children who are healthy and well nourished stay in school longer, learn better and prepare to
earn a higher income (Jack and Lewis 2009). Furthermore, healthier children, who are less
absent from school and have a better learning ability, are also likely to contribute more to
the development of knowledge-intensive and innovative industries (Rahvastiku ... 2008). Bloom
and Canning (2009) also point out that childhood health has a direct impact on cognitive
development and learning ability and thereby on school attendance as well. Parental care and
food aid for malnourished children, the provision of pre-school or kindergarten access for children
who are in an unfavourable situation, and other similar investments help to increase their
potential for an academic and professional career and lifelong well-being (Jack and Lewis 2009).

In 1975, Samuel Preston published one of the first large-scale studies on the relationship
between health and income. By comparing life expectancy and gross domestic product per capita
in world countries in the 1900s, 1930s and 1960s, he discovered that high-income countries also
had a higher life expectancy. At the same time, in countries with a lower income level, a certain
increase in income would be associated more strongly with extended life expectancy than it
would be in a country with a higher income level. (Preston 1975)

Wilkinson and Pickett have also described the above-mentioned phenomenon. However, they
demonstrated that, in wealthier countries, there was no noticeable correlation between health
indicators and gross product (GDP) per capita, whereas a correlation did exist between health
indicators and income inequality. (Wilkinson and Pickett 2009) Jack and Lewis (2009) also
emphasise that, besides the absolute value of income, research on the relationship between
health and income also pays attention to the distribution of income in society: population is
probably less healthy in countries with an unequal distribution of income.

The National Health Plan 2009-2020 attributes a somewhat more specific dimension to
the impact of health on the economy. Allegedly, 6—-7% of the potential labour force in Estonia is
inactive due to an illness, disability or injury, with poor health reducing the probability of
participation in the labour market by 30% for females and by 40% for males. In terms of national
economy, poor health means a 6—15% decrease in GDP. One of the alleged causes for this is
a reduction in current production, but also the work that will not be performed in the future. Effects
tend to accumulate over time: for example, if we succeeded in reducing mortality by 1.5% today,
it would be possible to raise the GDP per capita generated in 25 years by 14%. In addition,
the combined impact of reduced mortality and morbidity on the development of society and
growth of wealth is expected to be even greater. (Rahvastiku ... 2008)

Selection of earlier works on public health in Estonia

This study focuses on the relationship between the income and health of the population in
Estonia, and thus also takes a look at previous studies on public health in Estonia. It appears that
despite the small size of the country, there are still certain regional differences in Estonia.

For example, Kébin et al. (2012) find that people have better health in regions with higher
employment, a bigger share of young people in the population, and increased pay, i.e. in regions
where the socio-economic situation is more favourable. In Estonia, there are only a few places
like that — the area surrounding Tallinn in Harju county and the area surrounding Tartu in Tartu
county. (Kébin et al. 2012)

Migration tendencies also have a great impact on the health indicators of a particular region. It is
especially young people who change their place of residence more frequently. This leads to
an increased share of the elderly in the population and increased morbidity from malignant
neoplasms or cardiovascular diseases in settlement units with greater outbound migration.
This should be taken into account when planning health services, but the situation is complicated
because health indicators reveal very big differences between counties themselves and a poor
state of health occurs more in their peripheral areas. (Kdbin et al. 2012)

For example, Kikas and Lausvee (2008) found that the elderly have poorer health, they are less
demanding, and — due to insufficient financial means — more frequently give up entertainment,
cultural products, communication with friends, wholesome food, and even medication, in order to
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pay for housing. Although, as was revealed in the above, health means the absence of diseases,
it also refers to the presence of certain (positive) values. However, if the elderly have fewer
opportunities to create such values, their disability-adjusted life years indicate something much
more serious than that indicated by measures.

Relying on data about local governments’ administrative capacity, Kabin et al. point out that
greater administrative capacity is accompanied by a smaller number of disability-adjusted life
years (i.e. better public health). Place of residence along with the services and other facilities
provided there affect individual opportunities for a healthy and high-quality life. In other words,
there is a rather noticeable negative correlation between employment, wages and salaries,
subsistence benefits, as well as the level of economic activity and diversity in a local government
unit and disability-adjusted life years. (Kabin et al. 2012)

Kébin et al. have also pointed out temporal changes and found that, in 2000-2010, inequality
between counties (i.e. the difference between the best and the worst one) has increased for
some indicators and decreased for others. For instance, there has been a significant decrease in
the differences in the mortality of people aged under 65 but also in differences in the incidence of
sexually transmitted diseases, tuberculosis and viral hepatitis. At the same time, differences have
increased in terms of socio-economic indicators and health behaviour (e.g. alcohol consumption).
(ibid.)

The publication “Health and well-being in Estonian counties in 2000-2010” uses average life
expectancy and healthy life years as an indicator of health status. The assessment of health
behaviour focused on indicators of unhealthy behaviour: smoking (number of daily smokers,
smoking during pregnancy), (excessive) alcohol consumption (frequency of consumption),
overweight and obesity (body mass index, incl. separately for children). The state of health and
health behaviour manifest in disability-adjusted life years, which show the number of years lost
due to diseases and deaths prior to reaching the average life expectancy of a given population
group (Tervis ... 2012).

Besides county-specific differences, the publication also provides an overview of the health and
well-being indicators of the population of Estonia. Positive state-level developments mentioned
included the following:

= a decrease in the number of premature deaths (before the age of 65) (it is still above
the European average);

= arise in life expectancy and an increase in the number of healthy life years;

= afall in the share of daily smokers (especially among males);

= a decrease in mortality from both circulatory diseases and external causes;

= the employment rate of females (aged 15—64) and the elderly (aged 55-64) is slightly
above European average;

= the level of air pollution is the lowest in Europe.
Problem areas pointed out as needing attention included:
= Jife expectancy and healthy life years are below the European average for both males
and females;

= the share of adult population whose daily activities are restricted due to health problems
is above the European average;

= mortality from cancer, circulatory diseases and external causes is above the European
average (especially in males);

= more than one in every three people suffers from a long-term iliness or health problem;
= anincrease in the share of overweight and obese adults (especially among males);

= an increase in the share of adults who consume alcohol on a regular basis (especially
among females);

= the HIV infection rate is the highest in Europe. (Tervis ... 2012)
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The “Health Behaviour among Estonian Adult Population” study carried out by the National
Institute for Health Development in 2014 pointed out a decrease both in the number of daily
smokers and in the number of persons who consumed alcohol at least a few times a week.
On the other hand, there has been an increase in the number of persons who consume large
quantities of alcohol at least once a month. What is also problematic is the low level of physical
activity of the inhabitants of Estonia and the resulting increase in the share of overweight people.
(Tekkel and Veideman 2015)

In comparison with other OECD countries, the share of population with good self-rated health is
rather small in Estonia. Among OECD Members, Estonia has one of the smallest shares of
healthcare expenditure in GDP. Expenditure on medicinal products among the inhabitants of
Estonia is also one of the lowest among OECD countries. (Health ... 2015)

Deaton (2008) established that, in comparison with the indicators of other countries, the health
indicators of Eastern Europe and former Soviet republics are noticeably poorer, with a relatively
rapid decline in health satisfaction observed in these countries with the advancement of age.
Also the OECD report points out that, compared to other OECD Member countries, both
the expected healthy life years and the perceived, self-rated health of Estonians were more on
the poor side among people aged 65 and older (Health ... 2015). Kikas and Lausvee (2008)
suggest that “the longer people live in stressful social and economic conditions, the greater their
physical wear”.

The indefinable nature of health has complicated the measurement of that phenomenon and,
despite the use of several indicators, there is still no single measure that would encompass all
aspects. Therefore, the data used in this analysis come from respondents’ self-assessments.
On the other hand, based on what was said above, it is possible to rely on the presumption that
there is a positive correlation between health (possibly measured using various indicators) and
income: wealthier people are healthier and vice versa. Does such a correlation apply to Estonia?

Relationship between income and self-assessments of health status in Estonia

Results of similar previous research have shown that although there may be a positive correlation
between health and income, it is difficult to point out a direct causal direction. Both of these two
variables — health indicator and income — can be the cause as well as the consequence.
Therefore, the current analysis pays attention to the strength of the relationship rather than its
direction.

By using people’s own assessments of their health status, the analysis aims at providing
an alternative to the common approach where indirect measures are used to assess the health-
related aspects of the population of a given region. Despite the advantages of such an approach
(after all, it is based on people’s own assessments!) there are also several pitfalls. For example,
regardless of a rather bulky sample, the annual Estonian Social Survey uses the responses of
only approximately one percent of the population in Estonia, which is something to be taken into
account when interpreting the results and attributing them to the entire population.

The analysis builds on the data of the Estonian Social Survey from 2004—2014. The focus is
primarily on two indicators: respondents’ self-rated health and a household member’s income
quintile that has been attributed to a given person and stands for their income.

In source data, responses to the question about satisfaction with health were given on a 5-point
scale, where 1 referred to “very good” and 5 to “very bad”. Values for respondents who did not
answer the questions, gave an “I do not know” answer, or refused to answer were not included.
In order to simplify the interpretation of results (income quintiles were not changed and they were
the same as for deciles — the first is the lowest and the tenth is the highest), the indicator of
satisfaction with health was reversed in some cases, with 1 denoting the lowest and 5 the highest
estimation. Thus, the converted version of the indicator of satisfaction with health will be used
from here on.
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General assessment of health status

In 2004-2014, there were no drastic changes in responses to the question about the general
state of health. During the entire period, more than a half of the respondents considered their
health to be either good or very good (Figure 1, p. 94). There has been a slight increase in
the number of people who found their health to be very good. However, the share of people
considering their health bad or very bad has not decreased in the period either. Therefore, at first
glance, it seems that the self-rated health of the inhabitants of Estonia has neither improved nor
worsened significantly over the years.

However, when looking at the results from a different perspective, it appears more that
the provisional average health assessment has increased, although the change has been
relatively small. Figure 2 (p. 94) shows the average recoded health indicator (the greater
the value, the better the self-assessments of health status) by years. Despite a positive trend,
the indicator has not shown a linear increase: it grew rather quickly until 2010, followed by
a sudden fall in 2011. This could be linked to the global economic crisis, the effects of which
reached the population of Estonia as well. This gives reason to assume that there might be
a positive relation between the assessment of health status and income.

The presence, direction and strength of a relationship between two numeric characteristics can
be measured by a correlation coefficient. In this case, the Spearman correlation coefficient was
used because the variables represent sequence characteristics. The correlation coefficient
between the income quintile and health indicator refers to a statistically significant positive
relationship for all the years observed. Although the correlation coefficient is rather weak from
the mathematical aspect (ranging from 0.179 to 0.277 depending on the given year), it should be
noted that the strength of the relationship should not be considered absolutely insignificant in
the context of social sciences (Table 1, p. 95).

However, the indicator has not remained stable during the observed period. It increased
continuously in 2004-2008, reaching the highest level of the entire period in 2008. In the next
couple of years, the coefficient decreased rather rapidly, followed by a new increase (until 2013).
Although the strength and variation of the relationship are not remarkable enough to allow
drawing significant conclusions, it is still noticeable that the strength of the relationship changes in
line with shifts in the respondents’ income (and general economic growth). In other words,
the positive relationship between health and income tended to grow stronger in periods of
economic growth and weaker during the years of recession.

The relationship is also indicated by the respondents’ self-assessments of health status by
quintiles. Figure 3 (p. 95) presents the average health assessments of the study participants in
2014 and 2004 by belonging to different income quintiles. Except for the anomaly occurring in
the first income quintile, it can be noticed that the higher the average income of respondents,
the better their self-rated health.

When comparing the average health indicator in the first (2004) and last (2014) year of the period
by income quintiles, the indicator shows similar changes in both cases — it is the worst in
the second and the best in the fifth quintile. However, it is noticeable that, in 2014, the indicator’s
minimum value was lower and the maximum value was higher than the relevant values in 2004.
Yet, regardless of increased variation in the average values of income quintiles, the changes are
marginal enough to prevent drawing conclusions.

As seen above, the (reversed) average health indicator requires provisional treatment, because it
represents a sequence characteristic coded as a figure. The distribution of responses provides
a slightly more accurate overview. Figure 4 (p. 96) shows the distribution of the responses of
persons classified by deciles of equivalised disposable income as the richest (deciles 6—10) and
the poorest (deciles 1-5) in 2014. Clearly, the share of persons with good or very good self-rated
health is greater among persons belonging to higher income deciles, whereas the number of
persons with bad or very bad self-related health is almost doubled among persons belonging to
lower income deciles.

1 1 2 EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA



TERVIS JA SISSETULEK HEALTH AND INCOME

Comparison of counties

Depending on the income quintile, there are certain differences in the population’s self-
assessments of their health status. Earlier studies on public health in Estonia have highlighted
regional differences. Are county-specific differences in health assessments also present in this
case?

Despite a slight improvement in average self-rated health in 2014 compared to 2004, it does not
apply to all the counties (Figure 5, p. 96). Due to the difference in absolute figures being small,
the comparison below will describe change in percentage terms. Relatively speaking, the greatest
improvement occurred in the self-assessments of the residents of L&ane-Viru county:
the indicator of 2014 exceeds that of 2004 by 7%. An almost identical increase has also occurred
in V6ru and Rapla counties.

Self-rated health has worsened the most in Ida-Viru county, where the indicator dropped by 2%.
Over time, the county has encountered several social and economic problems and that has
resulted in the worsening of the average self-rated health of its population. In 2014, Ida-Viru
county had the worst situation among all counties. In 2004, the general health assessment of the
inhabitants of this county was not the worst one compared to other counties.

However, when looking at only the first and the last year of the period, we may miss the changes
that have taken place in between. When observing the results of all years, it appears that,
on average, self-assessments of health status have been the best in Lddne county. Self-rated
health is above the national average also in Jarva, Harju (both with and without Tallinn) and Hiiu
counties. The worst average self-rated health of all the years in question was recorded in Pblva
county. Although the indicator of Pblva county improved to some extent by 2014 and Ida-Viru
county became the last one in the ranking, Pblva county still has a considerably worse average
indicator in the period in question than other counties.

Interesting changes have occurred between Tallinn and Harju county (without Tallinn). While in
2004 the average health and income indicators of the residents of the capital city surpassed
the corresponding indicators of the counties, in 2014 the population of Harju county had the best
indicators. One potential reason might be that, during the last decade, wealthier and supposedly
healthier residents living in the area have moved from Tallinn to the surrounding rural
municipalities with the objective of gaining a better living environment. As a result, the average
health indicator of the inhabitants of Tallinn has worsened slightly.

Figure 6 (p. 97) shows the distribution of responses given in the counties to questions about
general self-rated state of health in 2014. Ida-Viru and Péblva counties stand out among other
counties due to the abundance of negative assessments. The share of the population considering
their health good or very good is almost twice as high in Harju county (without Tallinn) as in Ida-
Viru county. On the other hand, in Pélva county, the share of inhabitants considering their health
(very) bad was more than two times bigger than in some other counties.

By including the data for all years and looking at the correlation coefficient between a health
assessment and an income quintile by counties, it was revealed that the strength of
the relationship is not the same in each county (Figure 7, p. 98). As for other regions, the value of
the coefficient is bigger in Tallinn (more than 0.29) and Harju county (without Tallinn). Saare
county, on the other hand, stands out with the smallest value of the correlation coefficient (0.14).
Although the differences are not dramatic, the relationship between income and health is
noticeably stronger in the capital city area than in other counties (e.g. Saare county). Therefore,
the role of income in shaping health (and perhaps vice versa) might be smaller in peripheral
regions.

Is there concordance between income and self-assessments of health status in the counties?
A comparison of the average health assessment and equivalised yearly disposable income
shows that, although the inhabitants of Hiiu county have slightly worse self-rated health than
people in Harju county do, the average income of island dwellers is considerably smaller than
that of the inhabitants of Harju county, meaning that considering their income level the self-rated
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health of the inhabitants of Saare county is on a very good level (Figure 8, p. 98). The situation is
pretty good also in Ladne-Viru, Rapla and Ldéne counties. In this comparison, the situation is
the worst in Pélva and Ida-Viru counties.

Based on the comparison of the indicators of 2004, it appears that already then the health
indicator of the inhabitants of Hiiu county was on a very good level considering their average
income (Figure 9, p. 99). Pélva county, on the other hand, faced the worst situation.
Over the course of ten years, Harju county (excl. Tallinn) and Tallinn have exchanged their
places — the latter has shown a slight fall in terms of both the relative health indicator and income
of the population. Although the population of Ida-Viru county had the lowest income already in
2004, the ranking of the county dropped further in terms of income and, by 2014, Ida-Viru county
also had the lowest health indicator among all counties. There has been a relatively significant
drop in the level of income of the population of Pdrnu county, but the health indicator of
the inhabitants of the county is still on a good level compared to other counties.

As seen above, there is a positive relationship between health assessments and income:
wealthier people most likely have better self-rated health. However, the comparison of counties
showed that there might not always be concordance between income and health indicators: there
are counties, where the inhabitants’ average health indicator is better than their income level
would suggest, and vice versa.

Indicators differ by county, and the self-rated health of the population in counties has not been
consistent. The large-scale survey of population health and well-being described above analysed
differences between counties in greater detail, and therefore it is reasonable to examine
the qualities that make the counties with the best (Lddne county) and worst (Pblva county)
average general health assessment stand out.

Positive developments in Pélva county include the lowest mortality from malignant tumours,
a decrease in the relative poverty rate, the highest rate of working-age persons with health
insurance in the country, below average incidence of hepatitis, tuberculosis and sexually
transmitted diseases, the lowest teenage pregnancy indicator in the country. On the other hand,
the challenges mentioned include the largest share of the elderly in county population in Estonia,
below average gross wages and salaries and a higher relative poverty rate, the lowest
employment rate in Estonia, the greatest number of years lived with disability in the country,
the highest coefficient of mortality from accidents and alcohol; the smallest share of persons with
good or very good self-rated health in the population, and the largest share of population whose
daily activities are limited due to health reasons. (Tervis ... 2012)

In the case of Ladne county, which has the best average indicator for the period, positive features
included the number of years lived with disability, which was below the national average;
the smallest share of overweight adults in the population in Estonia; below average shares of
daily smokers and persons consuming alcohol on a regular basis in the population; below
average morbidity from hepatitis, tuberculosis and sexually transmitted diseases. As for
negatives, those mentioned include the share of elderly population above the national average
and the share of children and young people in county population below the Estonian average;
below average gross wages and employment rate; the country’s greatest indicator of crimes
against persons; the smallest number of family physicians per inhabitants; above average
mortality, incl. from malignant tumours; above average rate of mortality before the age of 65
years; and a rapidly increasing share of overweight children. (Tervis ... 2012)

Comparison of rural and urban areas

Previously it appeared that there are some differences between counties in the average health
assessment of the inhabitants and in the relationship (correlation coefficient) between the health
indicator and income. What are the differences between rural and urban population? In spite of
the significant difference between the health assessments of wealthier (income deciles 6—10) and
poorer (income deciles 1-5) respondents, the difference is very modest between rural and urban
population (Figure 10, p. 100). However, the self-rated health of the rural population is noticeably
more positive: the share of “good” and “very good” among answers is bigger and the share of
“bad” and “very bad” is smaller than in the case of the urban population.
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How strong is the relationship between income and health indicators in rural and urban
population? The relationship between the income quintile and health indicator has been stronger
for the urban population than the rural population in every year observed (Figure 11, p. 101). Still,
the difference is not significant enough to allow categorical allegations. However, the long-term
difference indicates that the health of the urban population may depend slightly more on income
than the health of the rural population does. Noticeably, the strength of the relationship has been
subject to similar fluctuations in the case of both the urban and rural population.

The health status of the population depends on the availability of medical care or health services.
There are striking differences especially between countries (developing vs. developed countries),
but they also occur on the national level. Medical care is undoubtedly more available in urban
areas compared to distant rural areas and this applies to Estonia as well. The analysis also
pointed out that the inhabitants of Estonia living in rural areas have slightly better self-rated health
than urban residents do, but the difference is not very big. What stands out, however, is that
the dependence of health assessments on income has been somewhat greater in the urban
population than in the rural population. Perhaps the health of the rural population is more related
to other aspects than money.

Health and life satisfaction

There was a positive, albeit weak relationship between income and health. The theoretical basis
and several earlier studies have highlighted a certain connection between satisfaction with health
and general satisfaction with life. How significant is the relationship between satisfaction with
health and general satisfaction with life in the case of Estonia? The Estonian Social Survey of
2013 was supplemented with a section of questions concerning satisfaction with life.
This analysis uses the responses given to the question “How satisfied are you with your current
life situation?” The answers were given on a scale of 0 to 10, where 0 stood for the lowest and 10
for the highest assessment of one’s life.

The results revealed that the relationship between satisfaction with life and self-assessments of
health status was stronger than the relationship between income and health. While the correlation
coefficient of the health indicator and income quintile was 0.26 in 2013, the Spearman correlation
coefficient of the health indicator and satisfaction with life was 0.388 for the same year. Thus,
the relationship between the health indicator and life satisfaction is stronger than the relationship
between the health indicator and income. Furthermore, while the relationship between income
and self-rated health was rather weak, the correlation between the health indicator and life
satisfaction was of average strength.

Dividing the respondents according to their self-rated health and their average assessment of
their satisfaction with life reveals a positive correlation (Figure 12, p. 101). The people who had
very good self-rated health gave their life satisfaction an average score of 7.6 on a 10-point scale,
whereas the score of those with very bad self-rated health was only 4 points.

Figure 13 (p. 102) also illustrates the positive relationship between life satisfaction and the health
indicator. Regardless of the rather small difference in the county average values on an absolute
scale, it still appears that, in counties where the population is more satisfied with life, they usually
also give their health a better assessment. However, there are exceptions, too. For example,
the average health indicator of the inhabitants of Valga county was one of the worst ones in 2013,
but they were the most satisfied with life. The situation was the opposite in Ld&ne county: despite
the best health indicator, people there were only moderately satisfied with their life.

Still, the average satisfaction with life of the population of Pblva county, which has the most
modest health indicator, is better than the relevant indicator in Ida-Viru and Voéru counties.
The population of Ida-Viru county expressed by far the greatest average dissatisfaction with life.
This may be due to the complicated socio-economic situation in the county: a high unemployment
rate (15% in 2013, national average 8.6%), a high level of crime (36 criminal offences per 1,000
inhabitants in 2013, Estonian average: 30). In summary, it can be said that lower health
assessments are generally accompanied by both lower income and lower satisfaction with life.
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Summary

The article examined the relationship between income and health — one of the most valuable
assets of any person. Although it did not aim at establishing whether money can buy health, it set
out to determine whether material wealth is accompanied by better self-rated health.

Based on former studies, an overview of both the concept of health and the background of health
determinants was provided. It appeared that health is a multifaceted concept that comprises
much more than the mere absence of diseases. That is why it is difficult for researchers to
choose a suitable measure. The widely used indicators that describe vital events are universal
and simplify international comparisons, but they do not include all health-related aspects.
The same applies to indicators that describe diseases and conditions. Thus, this study employs
an approach where the health indicator consists in self-rated health.

The determinants of health have a wide scope. Former studies have indicated a positive
relationship between health and income, and such a relationship does not have to be
a unidirectional one: health can affect income, but income can also affect health.

The data of the Estonian Social Survey used in this analysis revealed no remarkable
improvement in the general self-rated health of the population in 2004-2014. There is
a statistically significant but weak positive relationship between income and health assessments.
Earlier studies have shown certain regional differences in the state of health of Estonian
residents. Also this analysis indicated that the inhabitants of counties differ in the assessments
they give to their health. For example, the residents of Ldéne county, who are characterised by
relatively good health behaviour indicators, had above average self-rated health. Pdlva county,
where self-rated health is the poorest, is characterised by a large share of the elderly in
the population and by residents having coping difficulties. The average self-rated health of
the urban population is slightly worse than that of the rural population, but the difference is not
significant. However, the correlation between the health indicator and income is somewhat
stronger among the urban population than among the rural population. The relationship between
satisfaction with life and the health indicator, used as reference, was slightly stronger than
the correlation of the health indicator and income, which was the main object of study.
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RAHVASTIKU TERVISEKAOTUS MAAKONDADES

Kati Karelson
Tervise Arengu Instituut

Sissejuhatus

Inimressurss on Uks paljudest riigi varadest teiste, naiteks loodusvarade korval. Viimasel
paarikimnel aastal on kasutusele vdetud Uha rohkem inimeste terviseseisundit hindavaid
naitajaid ja arendatud on eelkdige just terviseléhe analliisimisele suunatud metoodikaid, mis
muuhulgas aitaksid Uhendada suremuse ja haigestumise andmed Uheks néitajaks riigi voi
piirkondade tasemel. Tervisekaotus on (ks neist (iha laiemalt kasutusel olevatest naitajatest,
milles on Uhendatud haigestumise ja suremuse andmed ning piirkondlik anallilis toob esile ka
maakondade elanike terviseseisundi erinevused.

Tervisekaotuse metoodika

Tervisekaotus (ingl Disability-Adjusted Life Years ehk DALY) kirjeldab erinevust rahvastiku
parima voimaliku ja tegeliku terviseseisundi vahel. Tegemist on naitajaga, mida on hakatud riikide
tervisepoliitikate analiisimisel ja eesmarkide seadmisel laialdasemalt kasutama parast
1996. aastal valminud tlemaailmse tervisekaotuse uuringu avaldamist. Tervisekaotus on néitaja,
milles on Uhendatud nii enneaegsete surmade kui ka haiguste mdju rahvastiku tervisele. Nii
annab naitaja terviklikuma pildi rahvastiku terviseseisundist, kui seda teevad suremuse naitajad,
mille puhul ndeme mitmete terviseprobleemide fataalsust, kuid mis ei naita elukvaliteedi muutust.
Tervisekaotus jaguneb haiguskaotuseks ja suremuskaotuseks. Haiguskaotus (Years Lived with
Disability ehk YLD) naitab haiguste ja vigastuste tdttu kaotatud eluaastate arvu. Haiguskaotuse
arvutamisel vbetakse arvesse sugu, vanust ja diagnoosi ning konkreetse haiguse raskusastet.
Raske haiguse korral védheneb inimese t66voime ja elukvaliteet rohkem ning ta vdib kaotada
eluaastast suurema osa, kui see juhtub mdne muu diagnoosi puhul. Raskemate diagnooside, st
terviseprobleemide, mille korral inimese elukvaliteet halveneb kdige rohkem, hulka kuuluvaks
maaratlesid Eesti eksperdid naiteks pahaloomulised kasvajad, tiisistustega ajuinfarkti, aga ka
raskekujulise dementsuse ja reumatoidartriidi. Suremuskaotus (Years of Life Lost ehk YLL)
tdhendab enneaegse, st enne vanuseriihma keskmise eeldatava elueani judmist, surma tottu
kaotatud eluaastaid. Mida nooremas eas surrakse, seda rohkem eluaastaid kaotatakse.
Tervisekaotus leitakse suremus- ja haiguskaotust summeerides, médde on aeg ja modtihikuks
aasta. Tervisekaotust valjendatakse vaevuste tottu kaotatud eluaastatena. Tervisekaotuse
arvutamisel on kasutatud surma po&hjuste registri ja Eesti Haigekassa 2013. aasta andmeid.
Eestis tehti esimene tervisekaotuse uuring 2003. aastal selleks, et testida metoodika sobivust
kohalike oludega. Tervisekaotuse andmeid ei ole regulaarselt avaldatud, kuid sellel teemal on
koostatud erinevaid anallilise ja raporteid (Lai jt 2003, Lai jt 2005, Lai 2006, Lai ja Kéhler 2009,
Lai jt 2011). Tervise Arengu Instituudil on plaanis hakata avaldama tervisekaotuse andmeid iga
kahe aasta jarel. Esimesed, 2013. aasta andmed kavandatud regulaarses andmereas, mis
avaldati 2015. aastal, on kattesaavad Tervise Arengu Instituudi tervisestatistika ja
terviseuuringute andmebaasis.

Tervisekaotus ja selle péhjused

2013. aastal oli Eesti rahvastiku tervisekaotus Uhtekokku 493 740 eluaastat, mis on samavaarne
6389 inimese eluea kaotusega, kui vbtta arvesse, et samal aastal ulatus keskmine eluiga veidi
Ule 77 aasta. 56% sellest peaaegu poolest miljonist aastast kaotati haiguste ja vigastuste ning
44% enneaegsete surmade tottu. Meeste tervisekaotusest enamiku moodustavad enneaegsete
surmade tottu kaotatud eluaastad, mida naitab ka meeste lihem keskmine eluiga. Naiste puhul,
kes elavad meestest keskmiselt kauem, on suurem haiguskaotuse osatahtsus. Maakonniti on
haigustest, vigastustest ja enneaegsetest surmadest pdhjustatud tervisekaotus Eesti keskmisest
vaiksem Tartu-, Harju-, Rapla- ja Saaremaal. Kdige enam kaotab potentsiaalseid eluaastaid
surmade ning haiguste ja vigastuste t6ttu Valga, Ida-Viru ja Pélva maakonna rahvastik.
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Joonis 1. Tervisekaotus haigus- ja suremuskaotuse, soo ja maakonna jargi, 2013
Figure 1. Disability-adjusted life years by years lived with disability and years of life lost, sex, and
county, 2013
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Enneaegsete surmade tottu kaotatud eluaastad moodustavad Eesti naiste tervisekaotusest
keskmiselt 37%, meestel on sama néitaja 51% (joonis 1). Ulejaanud tervisekaotuse osa tuleb
haigestumisega seotud haiguskaotusest. Maakonniti jaguneb tervisekaotus haigus- ja suremus-
kaotuseks vaga erinevalt: kdige suurema osa — 43% — moodustas suremuskaotus tervise-
kaotusest 2013. aastal Laane-Virumaal elavatel naistel ning kbige vaiksem — vaid kolmandik
tervisekaotusest — oli suremuskaotus Tartu maakonna naistel. Meeste suurim suremuskaotuse
osatéhtsus tervisekaotuses on Laanemaal (59%) ja véaikseim, nagu naiste puhulgi, Tartumaal
(46%).

Kolm peamist tervisekaotuse pohjust on slidame-veresoonkonnahaigused, vahk ja vélispdhjused.
Suremuskaotuse pd&hjuste esikolmik on samasugune, kuid haiguskaotuse peamiste podhjuste
hulka kuuluvad stidame-veresoonkonnahaigused, liigese-lihase- ning seejarel silma- ja korva-
haigused. Tervisekaotuse sagedasemad pdhjused on naistel ja meestel erinevad. Meeste
enneaegseid surmi pdhjustavad enamasti samad terviseprobleemid, mis on Ulekaalus kogu
rahvastiku tervisekaotuses, kuid haiguskaotuse puhul tdusevad esile siidame-veresoonkonna,
ligese-lihase- ning silma- ja kdrvahaigused. Naiste enneaegsete surmade t6ttu kaotatud
eluaastad on samuti seotud sidame-veresoonkonnahaiguste, vahi ja valispdhjustega, kuid
haiguskaotuses tdusevad siidame-veresoonkonnaprobleemidele kdrval esile liigese-lihase- ja
sidekoehaigused. Meestel lletab valispdhjuste tottu kaotatud eluaastate arv 1000 elaniku kohta
kolm korda naiste sama néitajat, kuid Usna vordselt kaotavad mehed ja naised eluaastaid
pahaloomuliste kasvajate t6ttu. Stidame- veresoonkonnahaigustest pdhjustatud tervisekaotus on
suurem naistel.
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Tervisekaotuse pdhjused varieeruvad ka vanuseti. Alla 20-aastaste nii poiste kui ka tudrukute
puhul on kaotatud eluaastaid péhjustanud peamiselt perinataalperioodi patoloogiad ja vaar-
arendid vdi valispbhjused. 20. ja 40. eluaasta vahel tulevad meestel valispdhjuste korval esile
stidame-veresoonkonnahaigused, samuti pstilihika- ning kaitumishaired. Samas vanuses naistel
on tervisekaotuses esikohal pstilihika- ja kditumishaired ning valispohjused. 40. ja 64. eluaasta
vahel on nii naiste kui ka meeste tervisekadu seotud slidame-veresoonkonnahaiguste ja
kasvajatega. Meeste puhul on selles vanuses esikolmikus ka valispdhjused, naistel liigese- ja
lihaseprobleemid. Vahemalt 65-aastastel meestel ja naistel on kolme peamise kaotatud
eluaastaid kaasa toova pdhjuse jarjestus sama: sudame-veresoonkonnahaigused, kasvajad ning
silma- ja kérvahaigused. Valispdhjused kaovad naistel tervisekaotust kaasa toovate pdhjuste
esikolmikust alates 40—-64-aastaste vanuseriihmast, meestel hilisemas vanuses.

Suremuskaotuse seos vanusega

Haiguskaotuse andmed périnevad Eesti Haigekassa andmebaasist, millest tulenevalt mdjutab
neid see, milline on tervishoiuteenuse kattesaadavus ja erinevate rahvastikuriihmade tervise-
kaitumine, sh arsti kilastamise sagedus. Seetottu on selles artiklis rohk pandud suremuskaotuse
analuisimisele vanuserihmade ja maakondade kaupa.

2013. aastal moodustasid alla 20-aastaste surmad 0,6% koigist surmadest, kuid selle
vanuserihma kanda jai ligikaudu 5% kdigist enneaegsete surmade tottu kaotatud eluaastatest.
Mida varasemas eas surrakse, seda suurem on potentsiaalselt kaotatud eluaastate arv.
20-39-aastaste surmad moodustasid 3% kdigist surmadest Eestis ja suremuskaotusest kandis
see vanuserihm kimnendiku. Peaaegu viiendiku surmadest moodustasid 40-64-aastaste
surmad, millede osatahtsus suremuskaotuses oli 35%. 65-aastaselt v6i vanemas eas surnute
arvu osatahtsus surmade koguarvus oli 2013. aastal 77% ning vanemaealiste kanda jai 51%
kogu suremuskaotusest.

Alla 20-aastaste vanuseriihmas oli suurim suremuskaotus Hiiumaa noortel meestel: 1000 selles
vanuses mehe kohta kaotasid nad ligikaudu 130 eluaastat, mis teeb uhe selles vanuses poisi voi
noormehe kohta 1,5 kuud aastas (joonis 2). Hiiu, Pélva, Rapla ja Jarva maakonna tudrukute
puhul suremuskaotust ei olnud. Suremuskaotuse andmed on vdetud surma pdhjuste registrist ja
seal olev elukoha info parineb surmatdendilt, kuhu tdendi koostaja on omaste Utluse jargi need
andmed lisanud. Statistikaameti avaldatud andmed suremuse kohta maakondades lahtuvad isiku
viimasest elukohast rahvastikuregistris. Rahvastikuregistrisse kantud elukoht ja omaste utluse-
pdhine elukoht alati ei kattu. See on pdhjuseks, miks Statistikaameti avaldatud suremusstatistika
jargi ei registreeritud 2013. aastal alla 20-aastaste naiste surmasid Hiiu, Jarva, Laane ja Voéru
maakonnas.

Joonis 2. Alla 20-aastaste suremuskaotus soo ja maakonna jargi, 2013
Figure 2. Years of life lost of persons under 20 years old by sex and county, 2013
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Enamikus vanusrihmades on meeste suremuskaotus naiste omast suurem, kuid alla 20-aastaste
puhul on kaheksas maakonnas naiste suremuskaotus 1000 selles vanuses naise kohta suurem.
Selles vanuseriihmas on tegemist Uksikute surmadega, vaikeste arvude diinaamikaga. Surmade
arv varieerub 1 ja 12 vahel, kuid need Uksikud surmad annavad suremuskaotusele suure
vaartuse, sest surevad noores eas inimesed ning aastate arv, mis oma sinnip&lvkonna keskmise
elueaga vorreldes kaotatakse, on suur. Hiilumaa noorte meeste suure suremuskaotuse taga on
kaks enne 20. eluaastat surnut.

Nooremas todeas, 20-39-aastaste vanuserilhmas tduseb nii meeste kui ka naiste suremus-
kaotusega 1000 elaniku kohta esile Ida-Virumaa (joonis 3). Meeste suremuskaotus erineb seal
Eesti keskmisest 2,2 korda ja naiste oma veelgi rohkem — 3,5 korda. Iga Eestis elava
20-39-aastase mehe kohta kaotatakse enneaegsete surmade t6ttu Uks kuu ja naise kohta
15 pdeva aastas. Iga Ida-Viru maakonnas elava selles vanuses mehe kohta kaotatakse rohkem
kui kaks kuud ja naise kohta veidi Ule Uhe kuu aastas surmade tdttu, mis toimuvad nende
eakaaslastega.

Soo jargi vaadates on ndha, et 20-39-aastaste vanuserihmas on enamikus maakondades
suurem suremuskaotus 1000 elaniku kohta meestel. Erandiks on vaid Saare maakond, kus
naiste suremuskaotus on meeste omast lle kolme korra suurem. Eesti keskmine meeste
suremuskaotus selles vanuseriihmas on 2,8 korda suurem naiste omast. Suurim meeste ja naiste
suremuskaotuse erinevus on Voru (6,4 korda), Laane (5,2) ja Parnu (4,8) maakonna elanike
hulgas ning vaikseim Viljandi (1,6), Valga (1,5) ja J6geva maakonna elanikel (1,1). Jarva- ja
Hiiumaal ei registreeritud surma pd&hjuste registri andmetel ka selles vanusrihmas naiste
surmasid.

Joonis 3. Suremuskaotus 20-39-aastaste seas soo ja maakonna jargi, 2013
Figure 3. Years of life lost of persons aged 20—-39 by sex and county, 2013
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Source: National Institute for Health Development

Alates 40. eluaastast on meeste suremuskaotus naiste omast suurem kdikides maakondades
ning Ida-Virumaa kaotab 40-64-aastaste vanuserihma Uldises suremuskaotuses maakondade
seas esikoha. Kuid endiselt suur on teiste maakondadega vorreldes Lddnemaal elavate meeste
enneaegsete surmade tottu kaotatud eluaastate arv (joonis 4). 40-64-aastaste vanuserihmas on
meeste ja naiste suremuskaotuse erinevus kahekordne. Iga selles vanuses mehe jaoks ,liheneb“
aasta peaaegu kolme kuu vérra ja naisel ligikaudu 1,5 kuu vorra, kui jagada kaotatud eluaastad
selles vanuses inimeste arvuga maakonnas. Meeste suremuskaotus on kdige suurem Valga,
Laane ja Pélva maakonnas elavatel meestel ning naiste suremuskaotus Ida-Viru, Laane ja Parnu
maakonnas elavatel naistel. Ule nelja korra on suremuskaotus suurem Saare maakonna meestel
vorreldes naistega ning rohkem kui kolmekordne on Valga ja Véru maakonna meeste ja naiste
suremuskaotuse erinevus.
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Joonis 4. Suremuskaotus 40-64-aastaste seas soo ja maakonna jargi, 2013
Figure 4. Years of life lost of persons aged 40—64 by sex and county, 2013
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Eesti rahvastik vananeb sarnaselt enamiku arenenud riikide rahvastikuga ning suremuskaotusest
Ule poole kannavad 65-aastased ja vanemad. 13 maakonnas 15-st lletab vahemalt 65-aastaste
elanike osatdhtsus rahvastikus 18%, Ule viiendiku elanikest moodustavad vanemaealised
Uheksas maakonnas. Valga, Jogeva ja Pdlva maakond on kolm kdige vanema rahvastikuga
maakonda.

Vahemalt 65-aastaste meeste ja naiste hulgas on suremus jaotunud Uhtlasemalt vérreldes
nooremate vanuserihmadega, kuid meeste ja naiste suremuskaotuse vahe on jatkuvalt meeste
poole kaldu: Eestis keskmiselt on erinevus 1,4-kordne (joonis 5). Maakonniti erineb meeste ja
naiste suremuskaotus 1,3-1,5 korda, suurem on erinevus vaid Jarva (erinevus kaks korda),
Laane (1,7) ja Ida-Viru (1,6) maakonnas. Meeste suremuskaotuse esikolmiku moodustavad
Jarva, Laane ja Ida-Viru maakond ning vahemalt 65-aastased naised kaotavad kdige rohkem
veel potentsiaalselt alles jddnud eluaastaid Hiiu, La&ne-Viru ja P&lva maakonnas. Vaikseim
suremuskaotus 1000 sama vanuserihma mehe kohta on, nagu ka 40-64-aastaste hulgas, Harju
ja Tartu maakonnas. 40-64-aastaste naiste vaikseima suremuskaotusega on Saare ja Voru
maakond ning vahemalt 65-aastaste puhul Laane ja Harju maakond.

Joonis 5. Suremuskaotus vahemalt 65-aastaste seas soo ja maakonna jargi, 2013
Figure 5. Years of life lost of persons aged 65 and older by sex and county, 2013
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Tervisekaotus kui sotsiaal-majandusliku olukorra niitaja

Tervisekaotus iseloomustab inimressursi kvaliteeti ja on kaudselt ka piirkonna sotsiaal-
majandusliku olukorra néitaja, sisaldades endas infot inimeste elujarje, keskkonna turvalisuse,
piirkonna elanike soo- ja vanusjaotuse, tervishoiuteenuste kattesaadavuse vdi terviseriskidega
seotud ennetustegevuse tdhususe kohta. Vo6ib Oelda, et tervisekaotus on naitaja, mis
iseloomustab piirkondliku sotsiaal-majandusliku olukorra mdju seal elava rahvastiku tervise-
seisundile. OECD on oma raportis leidnud (Joumard et al, 2008), et piirkonna sissetulekute tase
maaratleb seal elavate inimeste terviseseisundit enam kui rahvastiku jaotus I6petatud hariduse
jargi. Suurem sisemajanduse koguprodukti (SKP) mdjutab terviseseseisundit mitmete tegurite
kaudu: teenuste kattesaadavus, toitumine, transpordivéimalused, elukeskkonna turvalisus, tervist
toetav todkeskkond jne. Need tegurid omakorda mdjutavad terviseseisundi plsimist heal tasemel
ja pikaealisuse kasvu.

Maakonna SKP suuruse jargi Uhe elaniku kohta on maakondade pingereas esikohal Harju,
jargnevad Tartu ja Ida-Viru maakond (joonis 6). Enneaegsete surmade ning haiguste ja
vigastuste tottu kaotatud eluaastate arv 1000 elaniku kohta on vaikseim Harju ja Tartu
maakonnas, kus tervisekaotus Uhe elaniku kohta on kokku veidi alla nelja kuu aastas. Neis
maakondades on ka vanemaealiste osatdhtsus rahvastikus kdige vaiksem (viimane koht
maakondade pingereas). Teiste maakondadega vorreldes on Harju ja Tartu maakonnas suurem
tobealiste osatdhtsus rahvastikus, suurem ettevotete arv ning suurem maakonnas toodetud
lisandvéaartus.

Joonis 6. Maakondade jarjestus pingereas elaniku kohta toodetud SKP, meeste ja naiste
keskmise eluea ning vihemalt 65-aastaste osatidhtsuse jargi rahvastikus, 2013/2014

Figure 6. Ranking of counties by GDP per capita, average lifespan for males and females, and by
share of population aged 65 or older in total population, 2013/2014
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Ida-Virumaa eristub teistest maakondadest selle poolest, et vahemalt 65-aastaste elanike
osatahtsus rahvastikus ei ole seal suur, SKP jargi (he elaniku kohta ollakse maakondade
pingereas kolmandal kohal, kuid nii meeste kui ka naiste keskmine eluiga on selles maakonnas
kdige lihem (vimane koht maakondade pingereas). See omakorda naitab, et hea tervise-
seisundiga inimressurss vaheneb seal piirkonnas kiiremini kui mujal, kuid siiski suudab see
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rahvastik toota riigis suuruselt kolmanda piirkondliku SKP the elaniku kohta. Ida-Viru maakonna
rahvastiku tervisekaotus 1000 elaniku kohta oli 2013. aastal suuruselt teisel kohal Pélva
maakonna jarel. M6lemas maakonnas kaotati Uhe seal elava inimese kohta keskmiselt kuus kuud
kvaliteetselt, hea terviseseisundiga elatud aega aastas.

Kokkuvote

Tervisekaotuse andmed naitavad, et kuigi Eesti on vaike riik, on meie riigisisesed erinevused
Usna suured. Kaotatud eluaastate arv varieerub maakonniti ning ka meeste ja naiste tervisekao
vahe on piirkonniti vaga erinev. Uldjuhul paistavad rahvastiku parema terviseseisundiga silma
sotsiaal-majanduslikult paremal jarjel maakonnad. Rahvastiku tervis on tihedalt seotud
Umbritseva keskkonnaga: elanike tervises peegelduvad elukeskkonna head ning parendamist
vajavad kiljed. Tervisekaotuse erinevused naitavad ka seda, et tervishoiuvaldkonda paigutatud
ressursid ei tooda sama raha eest sama vaartust kogu riigis.

Tervisekaotuse andmete haiguskoormuse osa arvutused pbhinevad Eesti Haigekassa
andmestikul. Seega mdjutab tervishoiu rahastamine tervisekaotuse tulemusi: raviraha
vahenemisel haiguskaotus vaheneb, sest inimesi jduab vahem arstide juurde ja seetdttu
diagnoositakse ka vahem terviseprobleeme. Ravijuhtude arvu suurenemisel kasvab ka
haiguskaotus ning sellest tulenevalt ka tervisekaotus. Siiani ei ole tervisekaotuse arvutustes
Haigekassa eelarve muutusi arvesse vdetud, kuid tulevikus on plaanis metoodikat edasi
arendada ja aastatevahelisi erinevusi, mis on seotud muutustega rahastamises, tasandada
senikaua, kuni nende arvutuste puhul on vdimalik Ule minna tervise infoslisteemi (E-tervis)
andmetele.
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DISABILITY-ADJUSTED LIFE YEARS OF POPULATION
IN COUNTIES

Kati Karelson
National Institute for Health Development

Introduction

Human capital is one of the many assets of a country alongside, for example, natural resources.
In the past few decades, there has been an increase in the use of indicators that assess the
health condition of the population, especially in the development of methodologies for analysing
the health gap which, among other things, would link mortality and morbidity data into one
indicator on either the state or other regional level. Disability-adjusted life years is one such
indicator that is being used increasingly more and that joins morbidity and mortality data, and a
regional analysis shows the differences in the health condition of county population.

Methodology for disability-adjusted life years

Disability-adjusted life years (DALY) describes differences between the best possible and actual
health condition of the population. This is an indicator that found wider use in the goal-setting and
the analysis of health policies of countries after the publication of a global burden of disease
study in 1996. DALY is an indicator that combines the impact of both premature deaths and
illnesses on the population’s health and therefore provides a more rounded overview of the health
condition of the population than mortality indicators which reflect the fatality of various health
problems but not the change in life quality. DALY is divided into years lived with disability and
years of life lost. Years lived with disability (YLD) shows the number of life years lost due to
illnesses and injuries. The calculation of YLD takes into account the sex, age and diagnosis along
with the level of severity of the particular illness. In the case of a severe illness, the person's work
capacity decreases and life quality is reduced more and the part that is lost of the life year is
greater compared to some other diagnoses. Diagnoses with a higher level of severity, incl. health
problems which include a greater deterioration of the person's life quality, include, according to
experts from Estonia, malignant neoplasms, cerebrovascular disease with complications, severe
dementia and rheumatism. Years of life lost (YLL) refers to the years lost due to premature death,
i.e. death that occurred before reaching the life expectancy age of the respective age group. The
younger people die, the more life years they lose. Disability-adjusted life years is the sum of
years lived with disability and years of life lost, the object measured is time and the unit of
measurement is a year. DALY is expressed in life years lost due to malaise. DALY calculation
uses data from the Estonian Causes of Death Registry and the Estonian Health Insurance Fund
for 2013. In Estonia, the first DALY survey was conducted in 2003 to test whether the
methodology is appropriate for the local circumstances. DALY data have not been published on
a regular basis, however, various analyses and reports have been compiled on the topic (Lai et
al. 2003, Lai et al. 2005, Lai 2006, Lai and Kéhler 2009, Lai et al. 2011). The National Institute for
Health Development plans to start publishing DALY data every two years. The preliminary data in
the planned regular data series for 2013, published in 2015, are available in the health statistics
and health research database of the National Institute for Health Development.

Disability-adjusted life years and causes

In 2013, the population of Estonia lost in total 493,740 life years which is equivalent to losing the
lifespans of 6,389 persons, if we take into account that in that year the average life expectancy
was slightly over 77 years. 56% of the nearly half a million years were lost to illnesses and
injuries and 44% due to premature deaths. Of the disability-adjusted life years of males, life years
lost due to deaths comprise the largest share — a fact also reflected by males’ shorter average life
expectancy. Among females, who on average live longer than males, the share of years lived
with disability is greater. By counties, the number of life years lost due to illnesses, injuries and
premature deaths is smaller than the Estonian average in Tartu, Harju, Rapla and Saare
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counties. The loss of potential life years due to deaths, illnesses and injuries is greatest in Valga,
Ida-Viru and Pélva counties.

The life years lost due to premature deaths constitute on average 37% of disability-adjusted life
years among females, the respective indicator for males is 51% (Figure 1, p.118). The rest come
from years lived with disability, which is connected to morbidity. By counties, the distribution of
years lived with disability and years of life lost differs greatly within the indicator of disability-
adjusted life years: the share of years of life lost was greatest — 43% — among females living in
L&éne-Viru county while the indicator was lowest among females of Tartu county, forming only a
third of disability-adjusted life years. Among males, the share of years of life lost in total disability-
adjusted life years was highest in Lddne county (569%) and lowest in Tartu county (46%), like in
the case of females.

The three main causes behind disability-adjusted life years are cardiovascular diseases, cancer
and external causes. The three main causes behind years of life lost are identical to those of
disability-adjusted life years but the main causes behind years lived with disability include
cardiovascular diseases, joint- and muscle-related diseases and then eye- and ear-related
diseases. The most common causes behind disability-adjusted life years differ by sex. The
premature deaths of males are usually caused by the same health problems that are behind the
disability-adjusted life years of the entire population but the causes of years lived with disability
include cardiovascular diseases, joint- and muscle-related diseases and eye- and ear-related
diseases. The life years lost due to premature deaths among females are also connected to
cardiovascular diseases, cancer and external causes, but the causes behind years lived with
disability include, in addition to cardiovascular diseases, joint- and muscle-related diseases and
diseases of connective tissue. The number of life years lost due to external reason per 1,000
inhabitants of males exceeds the relevant indicator of females three times but the number of life
years lost due to malignant neoplasms is quite equal among males and females. The number of
disability-adjusted life years caused by cardiovascular diseases is greater among females.

The causes behind disability-adjusted life years differ by age. The lost life years of males and
females up to 19 years of age were mostly caused by pathologies of the perinatal period and
malformations or external causes. Between 20 and 40 years of age, cardiovascular diseases and
mental and behavioural disorders emerge as prevalent causes alongside external causes among
males. Among females of the same age, mental and behavioural disorders and external causes
hold first place among causes. Between the years 40 and 64, the DALY of both females and
males is connected to cardiovascular diseases and neoplasms. In that age, the top three causes
among males include also external causes and among females joint- and muscle-related
problems. For males and females over 65 years of age, the ranking of three main causes of lost
life years is the same: cardiovascular diseases, neoplasms and eye- and ear-related diseases.
External causes are not among the top three causes of DALY for females starting from the age
group 40-64 while for males this happens later in life.

Years of life lost and age

Years lived with disability data come from the database of the Estonian Health Insurance Fund
and are therefore affected by the availability of health care services and the health behaviour of
various groups of population, incl. frequency of visiting the doctor. Because of that, this article
focuses on analysing years of life lost separately by age groups and counties.

In 2013, deaths of persons under 20 years of age constituted 0.6% of all deaths, but with regard
to years of life lost this age group bore approximately 5% of all life years lost due to premature
deaths. The younger the persons who died were, the greater the number of potential life years
lost. 3% of all deaths occurred among persons aged 20-39 and this age group bore one tenth of
the years of life lost. The deaths of 40-64-year-olds constituted approximately a fifth and their
share in the years of life lost was 35%. The share of deaths of persons aged 65 and over in the
total number of deaths was 77% in 2013 and they bore 51% of total years of life lost.

In the age group of persons under 20 years of age, years of life lost was greatest among the
young men of Hiiu county: they lost approximately 130 life years per 1,000 males of the same
age, which is the equivalent of 1.5 months per year per young man (Figure 2, p. 119). The years
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of life lost indicator for girls of Hiiu, Pélva, Rapla and Jérva counties is equal to zero. The data for
years of life lost were taken from the Estonian Causes of Death Registry and the place of
residence data there are taken from the death certificate where the creator of the document has
added the place of residence data based on the statements of the relatives. Data on mortality by
counties, which are published by Statistics Estonia, are based on the person's last place of
residence in the Population Register. The place of residence stated in the Population Register
and the place of residence according to the relatives are not always the same. This is the reason
why mortality statistics published by Statistics Estonia show that in 2013, no deaths of females
under the age of 20 were registered in Hiiu, Jdrva, Ladédne and Véru counties.

In most age groups, the number of years of life lost is greater for males than for females, but in
the case of persons up to 20 years of age, in eight counties, the indicator of years of life lost per
1,000 persons of the same age is greater among females. In this age group this refers to a small
number of deaths, the dynamics of small figures. The number of death varies from 1 to 12. That
small number of deaths nevertheless gives great value to years of life lost because they occur at
a young age and the number of years lost compared to the average lifespan of the respective
birth generation is quite high. The indicator of years of life lost is high among the young men of
Hiiu county because of two deaths that occurred before the persons were 20 years old.

In the younger working age, in the age group of persons aged 20-39, the county that stands out
with regard to years of life lost per 1,000 inhabitants for both males and females is Ida-Viru
county (Figure 3, p. 120). There, for males, the years of life lost differ from the Estonian average
by 2.2 times and for females even more — 3.5 times. For every male aged 20-39 living in Estonia,
a month is lost every year due to premature deaths; the relevant indicator for females is 15 days
a year. Every male in that age group who lives in Ida-Viru county loses more than two months due
to deaths that occurred to persons of the same age, the figure for females is slightly over a month.

Among persons aged 20-39, the number of life years lost per 1,000 inhabitants is greater among
males in most counties. The only exception here is Saare county where the indicator for females
is more than three times higher than that of males. The average years of life lost of males in
Estonia in this age group is 2.8 times higher than that of females. The greatest difference
between males and females was in the population of Véru (6.4 times), Lééne (5.2) and Pérnu
(4.8) counties and smallest in Viljandi (1.6), Valga (1.5) and Jégeva (1.1) counties. According to
the Estonian Causes of Death Registry, no female deaths were registered in that age group in
Jérva and Hiiu counties.

Starting from age 40, the years of life lost indicator of males is greater than that of females in
every county. The leading position of Ida-Viru county inhabitants is ceded in the age group of
40-64-year-olds with regard to years of life lost, but the numbers of life years lost due to
premature deaths of males aged 20 and older living in Laédne county continue to be high
compared to other counties (Figure 4, p. 121). In the age group of 40-64-year-olds, the difference
between the years of life lost of males and females is twofold. For every male in that age group, a
year "shortens" by approximately three months and for every female, by approximately 1.5 months,
if we divide the life years lost by the number of persons in that age group living in the county. The
number of years of life lost is highest among males living in Valga, Ldéne and Pélva counties and
among females living in Ida-Viru, Ld&ne and Pédrnu counties. The difference is four-fold for males
compared to females in Saare county and more than three-fold in Valga and Véru counties.

The population of Estonia is ageing similarly to the populations of most developed countries and
more than half of the years of life lost is born by persons aged 65 and older. In 13 counties out of
15, the share of persons aged 65 and older exceeds 18%, in nine counties, the elderly population
constitute more than a fifth of the population. Valga, J6geva and Pdlva counties are the counties
with the oldest population.

Mortality has distributed more evenly among males and females aged 65 and older compared to
younger age groups but the difference between the years of life lost of males and females
continues to be tilted towards males: the average difference in Estonia is 1.4-fold (Figure 5,
p. 121). By county, the indicators of males and females differ 1.3—-1.5 times, with the difference
being greater only in Jarva (2-fold difference), Ldédne (1.7) and Ida-Viru (1.6) counties. The top
three counties with regard to years of life lost are Jérva, Lédéne and Ida-Viru counties and females
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over the age of 65 lose the greatest number of potential life years in Hiiu, Lad&ne-Viru and Pélva
counties. The lowest number of years of life lost per 1,000 males of the same age is in Harju and
Tartu counties, just like in the case of males aged 40-64. The counties with the smallest number
of years of life lost for the female population aged 40-64 were Saare and Véru counties and, for
those aged 65 and over, Lddne and Harju counties.

DALY as an indicator of the socio-economic situation

DALY reflects the quality of human resources and is indirectly also an indicator of the region's
socio-economic situation, containing data on the well-being of people, the safety of the
environment, the sex and age distribution of the population of the region, the availability of health
care services or efficiency of awareness promotion regarding health risks. It can be said that
DALY is an indicator of the impact of the region's socio-economic situation on the health
condition of the region's population. According to a report by the OECD (Joumard et al. 2008),
the level of income of a region defines the health condition of the population more than education
level attained. A higher level of Gross Domestic Product (GDP) affects the health condition
through various factors: availability of services, nutrition, transport possibilities, safety of living
environment, health-friendly working environment, etc. These various factors in turn affect the
persistence of health condition at a good level and the increase of longevity.

By the size of the county's GDP per capita, the ranking of counties is topped by Harju county,
followed by Tartu and Ida-Viru counties (Figure 6, p. 122). The number of life years lost due to
premature deaths, illnesses and injuries per 1,000 inhabitants is smallest in Harju and Tartu
counties where DALY per inhabitant is slightly less than four months per year. Those counties
also have the smallest share of the elderly in the population (last place in the ranking of counties).
Compared to other counties, Harju and Tartu county have a bigger share of working-age people
in the total population, a greater number of enterprises and greater value added generated in the
county.

Ida-Viru county stands out from others with the fact that the share of population aged 65 and
older is not very big and GDP per capita places the county in third place in the ranking of
counties, but the average lifespan of both males and females is the shortest of all counties (last
place in the ranking of counties). This, in turn, shows that human resources in good health
decrease faster in that region than in others, but yet the population is able to produce the third
highest level of GDP per capita in the country. The DALY per 1,000 inhabitants of Ida-Viru county
ranked second by size after Pélva county in 2013. In both counties, on average six months of
time lived in good health conditions were lost per inhabitant.

Conclusion

The results of disability-adjusted life years show that although Estonia is a small country, our
internal differences tend to be quite big. The number of life years lost varies by county as does
the difference between the disability-adjusted life years of males and females. In general, the
counties that are doing better socio-economically tend to have a population with a better health
condition. The health of the population cannot be separated from the rest of the environment, this
is rather a reflection of the aspects of the living environment that are good as well as those that
need some improvement. Differences in disability-adjusted life years also show that the
resources allocated into the health care field do not produce the same value for the same amount
in the entire country.

The calculations of the disability burden part of DALY data are based on the dataset of the
Estonian Health Insurance Fund. Therefore the financing of health care affects the results of
DALY: the reduction of treatment financing leads to reduction in years lived with disability
because fewer people turn to doctors, leading to a decrease in the diagnosis of health problems.
An increase in the number of treatment cases leads to an increase in years lived with disability
and that in turn affects disability-adjusted life years. So far Estonian Health Insurance Fund
budget changes have not been taken into account in the calculations of disability-adjusted life
years, but the plan is to further develop the methodology and reduce differences between years,
which are connected to changes in financing, until it is possible to start using data of the health
information system (eHealth).
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RAHVASTIK JA SUREMUS

Helerin Aar
Statistikaamet

Tdend&oliselt ei taha keegi oma eluea jooksul haigestuda, surra ménda raskesse haigusesse, veel
vahem sattuda ettendgematusse Onnetusse, mille tottu jaab eluiga ebadiglaselt lihikeseks.
Tegelikkuses voib aga nii juhtuda. Selles artiklis on vaadeldud 26-aastase perioodi (1990-2015)
jooksul aset leidnud surmajuhtusid Eestis. Muuhulgas on analllsitud, kuidas on muutunud
surmade arv, millistesse haigustesse ja mis vanuses surrakse enim ja kuidas need naitajad
piirkonniti erinevad.

Surmajuhtude (edaspidi surmade) arv 1000 aastakeskmise elaniku kohta aastas ehk suremuse
Uldkordaja on Eestis aastatel 1990-2015 Uldjoontes kahanenud (joonis 1). Siiski vdib esile tuua
naitaja mdningase suurenemise aastatel 1990-1994. Aastal 1994. oli suremuse Uldkordaja
vaadeldava perioodi suurim — 15,2 (meeste seas 16,9 ning naiste seas 13,7). 90ndate alguses
kasvas surmade arv seoses Onnetusjuhtumite sagenemisega, eriti meeste seas. Samas veel
1990. aastal oli suremuse Uldkordaja 12,4 ning vahe meeste ja naiste suremuse vahel polnud
eriti suur. Alates 2008. aastast voib margata meeste surmade arvu kiiremat vahenemist ning
2015. aastal oli meeste ja naiste suremus jdudnud samale tasemele: meeste suremuse
Uldkordaja oli 11,7 ning naiste oma 11,5. Naiste suremuskordaja on alates 1999. aastast vahe-
haaval kahanenud, kuid alates 2012. aastast on see taas veidi kasvanud, mida véib seletada
vanemaealiste naiste osatdhtsuse kasvuga rahvastikus. Vaadates kdnealuse ajaperioodi algust
ja 16ppu, on naha, et 1990. ning 2015. aasta suremuse Uldkordaja on enam-vdhem samal
tasemel ning meeste ja naiste suremuse erinevus on lsna vaike.

Joonis 1. Suremuse lildkordaja, 1990-2015
Figure 1. Crude death rate, 1990-2015
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Surmade absoluutarvu ning rahvaarvu kérvutades voib naha, et kuigi 1994. aastani surmade arv
suurenes, ei olnud sellel seost rahvaarvu kasvuga, sest rahvaarv sel ajal hoopis vahenes ning on
olnud kahanevas trendis kogu vaadeldava perioodi jooksul (joonis 2). Rahvaarv hakkas alates
1991. aastast kahanema suuresti Ndukogude Liidu lagunemise ning sellest tingitud valjardande
tottu, teisalt ka samast aastast alates negatiivsena pusinud (v.a 2010. aasta) loomuliku iibe t6ttu.
Péarast 1994. aastat on nii surmade kui ka rahvaarv olnud kahanevas trendis.
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Joonis 2. Rahvaarv ja surmad, 1990-2015
Figure 2. Population and deaths, 1990-2015
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Vaadeldes surmade arvu 1000 aastakeskmise elaniku kohta seoses vanemaeaealiste osataht-
susega rahvastikus, on naha, et kuigi suremuse uldkordaja on kahanev, on vdhemalt 65-aastaste
inimeste osatahtsus kogurahvastikus alates 1990. aastast suurenenud (joonis 3). Vdiks ju
eeldada, et kui vanemaealiste osatdhtsus rahvastikus suureneb, kasvab koos sellega ka
suremuse Uldkordaja. Joonis naitab aga vastupidist. Seda saab seletada arstiabi paranenud
kattesaadavusega ning meditsiini arenguga, tédnu millele inimeste eluiga jarjest pikeneb, mis
omakorda toob kaasa rahvastiku vananemise. Tulevikus aga on oodata suremuse uldkordaja
suurenemist, sest oodatava eluea pikenemise tempo aeglustub ning vanemaealiste inimeste
osatahtsus rahvastikus suureneb veelgi.

Joonis 3. Suremuse iildkordaja ja vdhemalt 65-aastaste osatdhtsus rahvastikus,
1990-2015
Figure 3. Crude death rate and share of persons aged 65 and over in population, 1990-2015
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Surmad maakondades

Joonis 4 kajastab suremust maakondades. 2015. aastal oli suremuse Uldkordaja kdige suurem
Voru maakonnas, seejarel lda-Viru ning Pdlva maakonnas. Kodige vaiksem oli see naitaja
seevastu Harju, Tartu ning Rapla maakonnas. Naitaja anallilisimiseks on oluline vaadata
vanemaealiste osatdhtsust maakondade rahvastikus. Harju, Tartu ja Rapla maakonnas on
vahemalt 65-aastaste inimeste osatahtsus rahvastikus kdige vaiksem Eestis, mistottu on seal ka
suremuse Uldkordaja vaiksem kui teistes maakondades. Voru, Ida-Viru ning Pdlva maakonnas on
vanemaealiste osatahtsus keskmisest suurem, mistdttu on seal ka suremuse (Uldkordaja
sellevdrra suurem.
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Joonis 4. Suremuse lldkordaja ja vahemalt 65-aastaste osatidhtsus rahvastikus maakonna
jargi, 2015
Figure 4. Crude death rate and share of persons aged 65 and over in population by county, 2015
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Kaardil 1 on esitatud vdrdlevalt suremuse Uldkordaja maakondades 1990. ja 2015. aastal. Kdige
vaiksem oli naitaja (10-11 surma 1000 aastakeskmise elaniku kohta) 1990. aastal Harju
maakonnas ning koige suurem Pdlva, Voru, Hiiu ning Valga maakonnas. 2015. aastaks oli
suremuse Uldkordaja vahenenud enim Rapla, Tartu ning Hiiu maakonnas.

Kaart 1. Suremuse lildkordaja maakonna jargi, 1990 ja 2015
Map 1. Crude death rate by counties, 1990 and 2015
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Suremuse uldkordaja
Crude death rate
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Rapla maakonnas on suremuse Uldkordaja véhenenud suuresti tédnu sellele, et seal on
suurenenud noorte osatédhtsus rahvastikus — Rapla maakond on muutunud Tallinna tagamaaks.
Suremuse lldkordaja on vaadeldaval perioodil kasvanud vaid Ida-Viru maakonnas. Suuresti on
seda pohjustanud noorte valjardnne maakonnast, mistdttu vanemaealiste osatahtsus rahvastikus
suureneb. Teisalt vdib naitaja suurenemist seostada ka sellega, et |da-Viru maakonnas on
endiselt palju surmasid Onnetusjuhtumite, miurgistuste ja traumade ehk tagajarjel ehk
valispbhjustel. Ida-Virumaal paikneb ka rohkesti to6tleva todstuse ettevétteid, kus téétamine on
tervisele ohtlik ja t6d66nnetused kergemad tulema. 26 aastaga on surmade arv 1000 aasta-
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keskmise elaniku kohta Eestis vahenenud 42%, kuid naiteks Rapla maakonnas on see
kahanenud lausa 68%.

Jargmisena on vaadeldud suremuskordajat vanuse jargi neljas suuremas — Harju, Ida-Viru, Tartu
ja Parnu — maakonnas 26-aastase vahega aastatel 1990 ja 2015 (joonised 5-8). Eraldi on
vaadeldud meeste ja naiste suremuskordajat. Kuigi arvuliselt sureb vanemaealisena rohkem naisi
kui mehi, on meeste suremuskordaja suurem. Erandiks on siinkohal Parnu maakond, kus
1990. aastal oli véhemalt 85-aastaste naiste suremuskordaja veidi suurem kui samas vanuses
meestel. Kdigi maakondade puhul véib mdlemal vaadeldaval aastal ndha, et mehed hakkavad
surema naistest varem. Meestel esineb nooremas eas rohkem énnetusjuhtumeid ning murgistusi
ja traumasid ehk valispohjustest tingitud surmasid kui naistel. Naiteks 1990. aastal oli
enesetappude oht suurim 25-64-aastastel meestel, naistel aga alates 45. eluaastast. Nelja
maakonda omavahel vdrreldes nahtub, et 1990. aastal oli vdhemalt 85-aastaste meeste
suremuskordaja kdige suurem Tartu maakonnas ning naiste oma Parnu maakonnas. Seevastu
2015. aastal oli Tartu maakonna vahemalt 85-aastaste meeste suremuskordaja vaikseim.

Joonis 5. Suremuse soo-vanuskordaja Harju maakonnas, 1990 ja 2015
Figure 5. Age-specific death rate in Harju county, 1990 and 2015
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Joonis 6. Suremuse soo-vanuskordaja Ida-Viru maakonnas, 1990 ja 2015
Figure 6. Age-specific death rate in Ida-Viru county, 1990 and 2015
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Joonis 7. Suremuse soo-vanuskordaja Parnu maakonnas, 1990 ja 2015
Figure 7. Age-specific death rate in Pdrnu county, 1990 and 2015
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Joonis 8. Suremuse soo-vanuskordaja Tartu maakonnas, 1990 ja 2015
Figure 8. Age-specific death rate in Tartu county, 1990 and 2015
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Vaadates alla 50 aastaste suremust (tabel 1), véib ndha, et 1990. aastal suri ligi veerand Harju ja
Ida-Viru maakonna meestest enne 50-aastaseks saamist, samas kui naiste osatahtsus, kes ei
saanud oma 50. juubelit tdhistada, oli kolm korda vaiksem. 26 aastat hiljem on olukord tunduvalt
paranenud, sest nii selles vanuses meeste kui ka naiste suremus on vahenenud dldjoontes
umbes poole vorra. Samas enne 50. eluaastat suri mehi endiselt 2—3 korda rohkem kui naisi.
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Tabel 1. Harju, Ida-Viru, Parnu ja Tartu maakonna alla 50-aastaste naiste ja meeste
suremus, 1990 ja 2015

Table 1. Mortality of females and males aged under 50 in Harju, Ida-Viru, Pdrnu and Tartu
counties, 1990 and 2015

Maakond 1990 2015

County Surmade arv Alla 50 aasta Surmade arv Alla 50 aasta
vanuses, % vanuses, %
Number of deaths Aged under 50, % Number of deaths Aged under 50, %

Mehed — Males

Harju 736 23,0 297 11,2
Ida-Viru 308 23,4 148 14,3
Parnu 97 15,8 49 9,5
Tartu 201 20,3 53 7.9
Naised — Females

Harju 273 7,8 118 4,0
Ida-Viru 96 7,7 41 3,5
Parnu 37 5,2 19 3,3
Tartu 68 6,5 30 3,6

Peamised surmapohjused

Kdige enam surevad Eesti inimesed vereringeelundite haigustesse: 2015. aastal pdhjustasid
need haigused 52% kd&ikidest surmadest. Teiseks levinumaks surmapdhjuseks on kasvajad
(26%) ning kolmandaks &nnetusjuhtumid, mirgistused ja traumad ehk valised pdhjused (6%)
(joonis 9). Meeste enim levinud surmapdhjused olid 2015. aastal samad, mis kogurahvastikus:
vereringehaigused (44% kdikidest surmadest), kasvajad (29%) ning 9% surmadest leidis aset
valispdhjusel. Naiste surmasid pdhjustavad samuti enim vereringehaigused (60%) ning kasvajad
(23%), kuid kolmandal kohal on naistel surmapdéhjusena seedeelundite haiguseid, millesse suri
4% koikidest 2015. aastal surnud naistest.

Joonis 9. Surmade arv 100 000 elaniku kohta peamise surmapdhjuse jargi, 1990-2015
Figure 9. Number of deaths per 100,000 inhabitants by main cause of death, 1990-2015
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Kui suremus vereringeelundite haigustesse ning valispdhjustel toimunud surmade osatahtsus
kdigi surmade seas on aastate jooksul vahenenud, siis kasvajatest tingitud surmade arv on
suurenenud. 26 aasta andmete pd&hjal suri vereringeelundite haigustesse ning énnetusjuhtumite,
murgistuste ning traumade tagajarjel kdige rohkem inimesi 1994. aastal (vastavalt 837 ning 243
inimest 100 000 elaniku kohta). 1994. oli kogu vaadeldava perioodi ulatuses saatuslik aasta, mil
juhtus enim sdidukidnnetusi, alkoholimirgistusi, enesetappe, rindeid, juhuslikke kukkumisi ning
uppumisi (Estonia laevahukk).
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Vaadates peamisi surmapdhjuseid vanuse jargi, voib naha, et kui vereringeelundite haigustesse
ja kasvajatesse surrakse pigem vanemas eas, siis onnetused, mirgistused ja traumad juhtuvad
Uldjuhul inimese vanusest soéltumata.

26 aastaga on suremus vereringeelundite haigustesse vahenenud 20%, meeste seas 23% ning
naiste seas 17%. Nendesse haigusesse surevad monel juhul juba ka alla 1-aastased lapsed.
Kuni 40. eluaastani esineb neid surmasid vahem, kuid igas jargmises vanuseriihmas suremus
vereringeelundite haigustesse ligikaudu kahekordistub (joonis 10). Tegelikkuses sureb vereringe-
elundite haigustesse kill rohkem naisi, kuid arvestatuna 100 000 elaniku kohta sureb mehi
rohkem.

Joonis 10. Vereringeelundite haigustest pdhjustatud surmad 100 000 elaniku kohta soo ja
vanuseriihma jargi, 1990 ja 2015

Figure 10. Deaths caused by diseases of the circulatory system per 100,000 inhabitants by sex
and age group, 1990 and 2015

Tuhat
20 Thousands
/ — Mehed, 1990
18 / Males, 1990
16 /- Naised, 1990
14 / — Females, 1990
12 ] — Mehed, 2015
10 Males, 2015
8 Naised, 2015
Females, 2015
O [ ) ) 1 1 T T T T T T 1

Q )‘Q),\b\\qu/b‘q&b(bb\,b‘ibb‘%bb\ Q’Q)b‘ Q),\bl Q),;bb\(ox
'\03/////// VP i  aa adPVAR AIPVAd
N Y o o 0 F AT AT S

Kasvajatesse suremus on uuritava perioodi valtel kasvanud ligi kolm korda nii meeste kui ka
naiste seas (joonis 11). Ka kasvajatesse kipuvad surema juba imikueas lapsed. Naiteks
2015. aastal oli kasvajatasse suremus imikute ning 30-34-aastaste seas samal tasemel.
Vérreldes omavahel 1990. ja 2015. aastat, nahtub, et 1990. aastal nii vdhemalt 80-aastaste
meeste kui ka naiste seas suremus kasvajatesse vanuse suurenedes mdnevérra vahenes, kuid
2015. aastal, vastupidi, see aastate lisandudes kasvas. 90. aastatel oli teadmata pdhjusel aset
leidnud surmade hulk tunduvalt suurem kui hilisematel aastatel, mistéttu vbis osa kasvajatest
tingitud surmasid jadéda tuvastamata. Kasvajatesse surevad kdige harvemini 1-34-aastased.

Joonis 11. Kasvajatest pohjustatud surmad 100 000 elaniku kohta soo ja vanuseriihma
jargi, 1990, 2015
Figure 11. Deaths caused by neoplasms per 100,000 inhabitants by sex and age group, 1990, 2015
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2015. aastaks oli valispdhjustel toimunud surmade arv 1990. aastaga vdrreldes koikides
vanuseriihmades kokku poole vorra vahenenud. Sellele vaatamata on onnetuste, mirgistuste
ning traumade pdhjustatud surmasid endiselt palju ning neid on rohkem meeste kui naiste seas.
Mehed on oma kaitumiselt riskialtimad ning teevad fiiUsiliselt raskemat t66d kui naised, mis
paratamatult suurendab vdimalust dnnetusse sattuda. Valispohjustel surmade tagajarjel suri mehi
1990. aastal umbes neli korda ja 2015. aastal ligi kolm korda rohkem kui naisi (joonis 12).
Margatavalt on aga naiteks véahenenud dnnetustes surma saanud 1-4-aastaste laste arv. Kui
1990. aastal hukkus sel pdhjusel 57 last 100 000 elaniku kohta, siis 2015. aastal leidsid aset vaid
Uksikud juhtumid. Mélemal vaadeldaval aastal on naha, et meeste seas hakkab &nnetuste,
mdrgistuste ning traumade tagajarjel juhtunud surmade arv kiiresti kasvama 15-19 aasta
vanuses. Valispdhjustest tingitud surmade arv naiste puhul vanuse lisandudes nii palju ei kasva
ja on pigem stabiilne, v.a 1990. aasta, kus vdhemalt 75-aastaste naiste puhul see arv ménevdrra
kasvas.

Joonis 12. Onnetusjuhtumitest, miirgistustest ja traumadest pdhjustatud surmad 100 000
elaniku kohta soo ja vanuseriihma jargi, 1990 ja 2015

Figure 12. Deaths caused by accidents, poisonings and traumas per 100,000 inhabitants by sex
and age group, 1990 and 2015
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Jargmisena on vaatluse all kahel kuueaastasel perioodil meestega toimunud &nnetusjuhtumitest,
murgistustest ja traumadest pdhjustatud surmad maakonniti (kaart 2). Aastatel 1990-1995 juhtus
neid 100 000 elaniku kohta enim Ida-Viru (391), Voru (331) ja Laane (315) maakonnas ning kdige
vahem Saare (218), Jarva (236) ning Parnu (249) maakonnas. Aastatel 2010-2015 juhtus kdige
rohkem dnnetusi, murgistusi ja traumasid 100 000 elaniku kohta Véru (179), P&lva (177) ning Ida-
Viru maakonnas (173) ning kbdige vahem Tartu (103), Saare (108) ning Harju maakonnas (112).

Naiste seas pdhjustasid dnnetused, mirgistused ja traumad 1990.-1995. aastal enim surma-
juhtusid 100 000 elaniku kohta Ida-Viru (96), Véru (96) ning Pdlva (82) maakonnas, kdige vahem
aga Saare (42), Rapla (46) ning Jarva (50) maakonnas. Aastail 2010-2015 oli kdige rohkem
niisuguseid surmajuhtusid Ida-Viru (51), Voru (43) ja jogeva (41) ning kdige vahem Saare (18),
Rapla (24) ning Hiiu ( 26) maakonna naiste seas (kaart 3).
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Kaart 2. Meeste 6nnetusjuhtumitest, miirgistustest ja traumadest pohjustatud surmad,
1990-1995 ja 2010-2015

Map 2. Deaths caused by accidents, poisonings and traumas among males, 1990—1995 and
2010-2015

1990-1995 2010-2015

Keskmine / Average 289 Keskmine / Average 128
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Kaart 3. Naiste 6nnetusjuhtumitest, miirgistustest ja traumadest péhjustatud surmad,
1990-1995 ning 2010-2015

Map 3. Deaths caused by accidents, poisonings and traumas among females, 1990-1995 and
2010-2015

1990-1995 2010-2015

Keskmine / Average 76 Keskmine / Average 33

Arv 100 000 elaniku kohta
Number per 100,000 inhabitants

18 30 40 50 70 96
M ook

Selgub, et mdlemal vaadeldaval perioodil juhtus valispéhjustel surmasid nii meeste kui ka naiste
seas kdige rohkem lIda-Viru ning Véru maakonnas. Nii naiste kui ka meeste valispdhjustel
surmade vahesuse poolest paistab mélemal perioodil silma Saare maakond.
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Surnultsiinnid

Surnultsiindide arv on 26 aastaga vahenenud ligi seitse korda (joonis 13). Vaadeldavas ajavahe-
mikus oli kdige rohkem surnultsiinde 1990. ning 1992. aastal — vastavalt 173 ning 175 surnult
stindinud last. 2015. aastal slindis surnult 24 last, mis on ka kdnealuse perioodi miinimum.

Joonis 13. Surnultsiinnid, 1990-2015
Figure 13. Stillbirths, 1990-2015
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Vaadeldes surnultsiinde 10 000 elussiinni kohta (poisid ja tidrukud), vdib ndha, et see arv
kahaneb sarnaselt surnultsiindide absoluutarvuga. 10 000 elussiinni kohta on viimase 26 aasta
jooksul surnult stindinud 1497 poissi ning 1465 tidrukut, mis naitab, et sugu ei ole surnultsiindide
puhul kuidagi méaarav.

Aastatel 1990, 2000, 2010 ja 2015 ei sundinud alla 15-aastastel emadel uhtegi last surnuna
(joonis 14). 1990. aastal oli surnultsiindide arv 1000 elussiinni kohta mdnevdrra suurem
15—-19-aastaste emade seas, misjarel naitaja vahenes ning suurenes taas alates 30. eluaastates
emade vanuse suurenedes. 2000. ning 2010. aastal oli olukord lsna sarnane, surnultsiinde
esines Usna vordselt kdigis vanuserihmades ning modnevdrra suurem on surnultsiindide arv
35—44-aastastel emadel. 2015. aastal leidis aset 24 surnultstindi, mis on ligi kolm korda vahem
kui 2010. ning 2000. aastal, mil stuindis surnult vastavalt 66 ning 64 last.

Joonis 14. Surnultsiinde 1000 elussiinni kohta ema vanuse jargi, 1990, 2000, 2010, 2015
Figure 14. Stillbirths per 1,000 live births by age of mother, 1990, 2000, 2010, 2015
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Imikusurmad

Vaadeldaval perioodil on imikusurmade (alla 1-aastaste laste surmad) arv vahenenud ligi viis
korda (joonis 15). Kui 1990. aastal oli 1000 elussiinni kohta 12,3 imikusurma, siis 2015. aastal
vaid 2,5. Kdige rohkem oli imikusurmasid 1000 elussiinni kohta 1992. ning 1993. aastal, vastavalt
15,7 ning 15,6 (poisid ja tidrukud kokku). Vaadeldava perioodi valtel oli kdige vahem (2,1)
imikusurmasid 2013. aastal. Vaadeldes eraldi alla 1-aastaste poiste ja tldrukute suremust,
nahtub, et imikusurmasid esines 1990-ndatel poisslaste seas veidi rohkem, kuid hiliem on alla
1-aastaste poiste ja tlidrukute surmade arv olnud Usna vordne (alates 2007. aastast erinevus alla
kahe imikusurma 1000 elussindinu kohta). 2015. aastal suri imikueas poisse ja tudrukuid
vordselt (2,5 imikusurma 1000 elussiinni kohta).

Joonis 15. Imikusurmasid 1000 elussiinni kohta,1990-2015
Figure 15. Infant deaths per 1,000 live births, 1990-2015
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Kuna imikusurmasid on aastas Usna vahe ja nende arv varieerub, on mdistlik vaadata pikemaid
ajaperioode, nt aastaid 1990-1995 ning 2010-2015 maakonniti (joonis 16). Varasemal perioodil
oli 1000 elussunni kohta kdige enam imikusurmi Jégeva, Hiiu ning Laane-Viru maakonnas, kdige
vahem aga Pédlva, Tartu ning Valga maakonnas. Hilisemal perioodil oli imikusurmi enim Laane,
Ida-Viru ning Laane-Viru maakonnas ning kdige vahem Hiiu, Tartu ja V&ru maakonnas.
Imikusuremus on kdikides maakondades tuntavalt vahenenud. Enim on seda margata Hiiu
maakonnas, kus hilisemal vaatlusalusel perioodil ei olnud Uhtegi imikusurma, teisena Harju ning

kolmandana Jdgeva maakonnas. Kdige vahem on imikusuremus kahe perioodi voérdluses
kahanenud Pélva, Parnu ning Valga maakonnas.

Joonis 16. Imikusurmasid 1000 elussiinni kohta maakonna jargi, 1990-1995 ja 2010-2015
Figure 16. Infant deaths per 1,000 live births by county, 1990-1995 and 2010-2015
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Oodatav eluiga

Keskmine oodatav eluiga stinnimomendil on alates 1995. aastast pidevalt pikenenud (joonis 17).
Vaadeldava perioodi kdige lihem oodatav eluiga oli aastal 1994, mil see oli kogurahvastikus
66,5 aastat, meestel 60,5 ning naistel 73,8 aastat. Kindlasti m&jutas naitajat sel aastal ka suur
suremus ja eelkdige valispbhjustel juhtunud surmade suur osatahtsus. Pikim oodatav eluiga
stnnimomendil oli 2015. aastal vastavalt 77,7 aastat (meestel 73,1, naistel 81,8 eluaastat).
Oodatav eluiga on 26 aasta jooksul pikenenud kogurahvastikus 8, meestel 8,5 ning naistel
7,2 aastat, mis naitab, et meeste keskmine oodatav eluiga pikeneb kiiremini kui naiste oma.
Samas on meeste oodatav eluiga olnud naiste omast alati peaaegu 10 aastat [ihem, mistottu
pdorataksegi pigem rohkem tahelepanu meeste oodatava eluea pikendamisele. Vahe meeste ja
naiste oodatava eluea vahel siinnimomendil on Eestis teiste Euroopa riikidega vorreldes vaga
suur.

Joonis 17. Oodatav eluiga siinnimomendil soo jargi, 1990-2015
Figure 17. Life expectancy at birth by sex, 1990-2015
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Vaadates oodatavat eluiga sinnimomendil maakonniti, nahtub, et pikim oli see aastatel
2006/2007 Tartu, seejarel Harju, Parnu ning Saare maakonnas elavatel inimestel (joonis 18).
Ldhim oli sinnimomendil oodatav eluiga |da-Viru, Laane ning Pdlva maakonnas. Aastatel
2014/2015 oli lootus kdige vanemaks elada endiselt Tartu ning Harju maakonnas siindinutel,
kdige lihem oodatav eluiga siinnimomendil oli siis aga Ida-Viru maakonna elanikel. Seega elab
Tartu maakonnas 2014/2015. aastal sindinu suure tdéendosusega 3,8 aastat kauem kui samal
ajal lda-Viru maakonnas slindinu. Kéige enam on kahe perioodi vahel oodatav eluiga sunni-
momendil pikenenud Valga (5,6), Ida-Viru (5,5) ning Laane maakonnas (5,4 aastat), kdige vahem
aga Parnu (3,4), Jogeva (3,7) ning Viljandi (4,1) maakonnas.

Joonis 18. Oodatav eluiga siinnimomendil maakonna jargi, 2006/2007 ja 2014/2015
Figure 18. Life expectancy at birth by county, 2006/2007 and 2014/2015
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Kokkuvote

Aastatel 1990-2015 on surmade arv 1000 aastakeskmise elaniku kohta ehk suremuse lldkordaja
Eestis vdhenenud. Ménevdrra suurenes see naitaja 90. aastate algul ning oli suurim aastal 1994.
Sel aastal leidis aset teiste aastatega vorreldes kdige rohkem 6nnetusjuhtumeid, miirgistusi ning
traumasid. 1994. aastal toimus ka Estonia laevahukk, mille tagajarjel uppus 285 Eesti kodanikku.
Kahe aasta (1990 ja 2015) vordluses on suremuse Uldkordaja kahanenud enim Rapla ning Tartu
maakonnas, kus on ka suurem nooremaealiste osatdhtsus rahvastikus. Suremuse Uldkordaja on
kasvanud vaid Ida-Viru maakonnas, kust noored pigem valja randavad, mistéttu sealne
elanikkond vananeb ja rahvastiku suremus on suurem. Vaadates suremuse soo-vanuskordajat
neljas suuremas Eesti maakonnas, ndhtub, et mehed hakkavad surema nooremalt kui naised.
Seda kinnitavad nii 1990. kui ka 2015. aasta andmed. Meeste varajasema surma pdhjuseks on
suuresti dnnetusjuhtumitesse sattumine. Naiteks 1990. aastal ei nainud ligi veerand meestest
oma 50. siinnipdeva. 2015. aastaks oli olukord mdnevdrra paranenud ning vahem kui
50-aastaseks elas 10% meestest.

Kogu rahavastikus pohjustavad kbdige enam surmasid vereringeelundite haigused, 2015. aastal
olid need Ule poolte surmajuhtude pdhjuseks. Teiseks enim pdhjustavad surmasid kasvajad
(26%) ning kolmandana dnnetusjuhtumid, murgistused ja traumad (6%). Kui suremus vereringe-
elundite haigustesse on 26 aasta jooksul vahenenud 20% ning valispdhjustel toimunud surmade
osatahtsus umbes poole vorra, siis kasvajatest tingitud surmade arv on suurenenud ligi
kolmandiku vérra. Surnultstindide arv on 26 aastaga vahenenud ligi seitse korda, imikusurmade
arv viis korda ning enim Hiiu, Harju ning J6geva maakonnas.

Oodatav eluiga stinnimomendil on 26 aasta jooksul pikenenud kogurahvastikul 8 aastat, meestel
veidi rohkem kui naistel, mis naitab, et meeste oodatav eluiga pikeneb kiiremini kui naiste oma,
kuid on sellest hoolimata ligi 9 aastast lihem kui naistel. Pikim oodatav eluiga stinnimomendil oli
nii 2006/2007. kui ka 2014/2015. aastal Tartu maakonnas ning lihim Ida-Viru maakonna elanikel.
Kdige enam on oodatav eluiga kahe perioodi vordluses pikenenud Valga, Ida-Viru ning Laane
maakonnas — keskmiselt 5,5 aastat —, kdige vahem aga Parnu ning Viljandi maakonnas —
keskmiselt 3,7 aastat.

Kuigi surmade arv on viimastel kimnenditel kahanenud, vdib trend tulevikus muutuda, sest
oodatava eluea pikenemine Uhel ajal pidurdub ning vanemaealiste hulk rahvastikus kasvab.
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POPULATION AND MORTALITY

Helerin Aédr
Statistics Estonia

There is probably nobody who would like to develop a serious illness during their lifespan and die
of it, let alone be involved in a sudden accident, which would cut their life unjustly short. In reality,
however, this might actually happen. The article examines the deaths having occurred in Estonia
over a 26-year period (1990-2015). Among other things, it has been analysed how the number of
deaths has changed, which illnesses cause the greatest number of deaths, what is the most
common age for dying, and how these indicators vary by region.

The number of deaths per year per 1,000 mean annual population, i.e. the crude death rate, was
generally in decline in Estonia in 1990-2015 (Figure 1, p. 128). Still, a certain rise in the indicator
can be noticed in 1990-1994. In 1994, the crude death rate was at the highest level of the period
in question — 15.2 (16.9 for males and 13.7 for females). At the beginning of the 1990s, in
connection with a rise in the frequency of accidents, there was a rise in the number of deaths,
especially among males. At the same time, as recently as in 1990 the crude death rate was 12.4
and the difference between the death rates of males and females was not that big. A faster
decline in the number of deaths among males can be noticed since 2008, and in 2015 the death
rates of males and females reached the same level: the crude death rate for males was 11.7 and
that of females — 11.5. The share of females in the total number of deaths has been in gradual
decline since 1999, but since 2012 the figure has slightly grown again, which can be explained by
the increase in the share of elderly people in the population. Looking at the beginning and end of
the period under observation, it can be noticed that the crude death rates of 1990 and 2015 are
basically on the same level and that the difference between the death rates of males and females
is rather small.

A comparison of the absolute number of deaths and the population figure reveals that although
the number of deaths was on the rise until 1994, it was not related to population growth because
the population number was declining instead and has been on a downtrend during the entire
period in question (Figure 2, p. 129). Starting from 1991, the population figure started decreasing
again, mainly as a result of the dissolution of the Soviet Union and the following wave of
emigration, but also due to natural increase, which has remained negative since the same year
(with the exception of 2010). After 1994, both the number of deaths and the population figure
have been in decline.

As for the number of deaths per 1,000 mean annual population in connection with the share of
the elderly in the population, it is noticeable that although the crude death rate is falling, the share
of persons aged 65 and over has been increasing in the population since 1990 (Figure 3, p. 129).
We could presume that if the share of the elderly in the population increases, the crude death
rate grows together with it. Figure 3, however, shows the opposite. This can be explained by
the improved availability of medical care and by medical advancements, thanks to which people’s
life expectancy is on the rise, which — in turn — results in population ageing. In the future,
however, the crude death rate is expected to rise because the increase in life expectancy will
slow down and the share of elderly people in the population will increase even more.

Deaths in counties

Figure 4 (p. 130) shows the death rates of counties. In 2015, the highest crude death rate was
recorded in Véru county, followed by Ida-Viru and Pblva counties. On the other hand,
the indicator was the lowest in Harju, Tartu and Rapla counties. In order to analyse the indicator,
it is important to examine the share of the elderly in the population of the counties. The smallest
shares of persons aged 65 and older in the population in Estonia have been recorded in Harju,
Tartu and Rapla counties, which is why the crude death rate is also lower in these counties than
in other counties. The share of elderly people is above average in Véru, Ida-Viru and Pélva
counties, which is why, correspondingly, the crude death rate is also higher there.
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Map 1 (p. 130) comparatively shows the crude death rate in the counties in 1990 and in 2015.
The lowest rate (10—11 deaths per 1,000 mean annual population) in 1990 was recorded in Harju
county and the highest in Pélva, Véru, Hiiu and Valga counties. By 2015, the crude death rate
had dropped the most in Rapla, Tartu and Hiiu counties.

In Rapla county, the crude death rate has dropped largely thanks to the fact that the share of
young people in the population has increased there — Rapla county has become the hinterland of
Tallinn. Only in Ida-Viru county has there been a rise in the crude death rate. This has largely
been due to young people having emigrated from the county, resulting in an increase in the share
of elderly people in the population. On the other hand, a rise in the indicator may be associated
with the fact that in Ida-Viru county a large number of deaths still occurs due to accidents,
poisonings and traumas. Ida-Viru county also has a great number of manufacturing enterprises,
working in which is a health hazard and might involve occupational accidents more often. Over
the period of 26 years, the number of deaths per 1,000 mean annual population in Estonia has
dropped by 42%, but in Rapla county, for example, it has fallen by as much as 68%.

Next, the analysis focuses on the age-specific death rate in four bigger counties — Harju, Ida-Viru,
Tartu and Pérnu — at a 26-year interval in 1990 and 2015 (Figures 5-8, pp. 131—-132). The death
rates of males and females have been outlined separately. Although a greater number of females
than males die in old age, the death rate is higher for males. The only exception here is Pérnu
county, where the share of persons having died at age 85 or over was slightly bigger among
females than males in 1990. In the case of all counties, it can be noticed for both years under
observation that males start to die earlier than females. In younger age groups, the incidence of
accidents, poisonings and traumas, i.e. external causes of morbidity and mortality, is higher for
males than for females. In 1990, for example, the risk of suicide was the greatest among males
aged 25-64 and among females aged 45 and over. A comparison of four counties shows that in
1990 the death rate of males aged 85 and over was the highest in Tartu county and that of
females of the same age — in Parnu county. In 2015, on the other hand, Tartu county was
the county with the lowest death rate for males aged 85 and over.

A look at the mortality of under-50-year-olds (Table 1, p. 133) reveals that in 1990 about a quarter
of the males in Harju and Ida-Viru counties died before turning 50, while the share of females
who did not get to celebrate their 50th birthday was three times smaller. The situation has
improved considerably in 26 years because, broadly speaking, the mortality of both males and
females in that age group has dropped by about a half. At the same time, before the age of 50,
mortality was still 2-3 times higher among males.

Main causes of death

Diseases of the circulatory system are the most frequent cause of death for people in Estonia:
in 2015, these diseases caused 52% of all deaths. The second most frequent cause of death is
neoplasms (26%) and the third — accidents, poisonings and traumas, i.e. external causes (6%)
(Figure 9, p. 133). For males, the main causes of death in 2015 were the same as for the total
population: diseases of the circulatory system (44% of all deaths), neoplasms (29%); the cause of
9% of all deaths was external. Diseases of the circulatory system (60%) and neoplasms (23%)
are also the main causes of death among females, but the third main cause of death for them is
diseases of the digestive system, which accounted for 4% of all deaths among females in 2015.

While mortality from diseases of the circulatory system and the share of deaths from external
causes among all deaths have decreased over the years, the number of deaths caused by
neoplasms has increased. Based on the data of 26 years, the number of persons having died as
a result of diseases of the circulatory system and due to accidents, poisonings and traumas was
the largest in 1994 (respectively 837 and 243 persons per 100,000 inhabitants). Over the entire
period, 1994 was a very unfortunate year, which saw the greatest number of transport accidents,
accidental poisonings by alcohol, suicides, homicides, accidental falls and drownings (the sinking
of “MS Estonia’).
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A look at the main causes of death by age shows that diseases of the circulatory system and
neoplasms tend to be the cause of death among elderly people, while accidents, poisonings and
traumas generally occur irrespective of a person’s age.

In 26 years, mortality from diseases of the circulatory system has fallen by 20%, among males by
23% and among females by 17%. In some cases, even children under one year old die of these
diseases. There are fewer deaths from these causes until age 40, but in each following age group
mortality from diseases of the circulatory system nearly doubles (Figure 10, p. 134). In reality, it is
women who die more often as a result of diseases of the circulatory system, but mortality is
higher among men when calculated per 100,000 inhabitants.

In the course of the period in question, mortality from neoplasms has increased nearly three
times among both males and females (Figure 11, p. 134). Even infants now die of neoplasms.
For example, in 2015, mortality from neoplasms was at the same level among infants and
persons aged 30-34. A comparison of the years 1990 and 2015 shows that, in 1990, mortality
from neoplasms among males and females aged 80 and over decreased somewhat with age, but
in 2015, conversely, it increased with age. In the 1990s, the number of deaths due to unknown
causes was considerably bigger in the 1990s than in later years, which may indicate that some of
the deaths having been caused by neoplasms remained undetected. Mortality from neoplasms is
the lowest among persons aged 1-34.

In all age groups, the number of deaths from external causes had declined by a half by 2015
compared to 1990. Despite that, accidents, poisonings and traumas still account for a large
number of deaths, and such deaths are more frequent among males than females. Men are more
prone to taking risks and have physically more demanding jobs than women, which inevitably
increases the probability for them to end up in an accident. External causes resulted in
approximately four times more deaths in 1990 and about three times more deaths in 2015 among
males than among females (Figure 12, p. 135). There has been a noticeable fall in the number of
children aged 1—4 having died in accidents. While 57 children per 100,000 inhabitants died from
these causes in 1990, then only a few such incidents happened in 2015. It can be noticed in
the case of both years under observation that, among males, the number of deaths caused by
accidents, poisonings and traumas starts to grow quickly from the age group 15-19. Among
females, the number of deaths from external causes does not increase so much with age and is
more likely to be stable, with the exception of 1990 when, in the case of females aged 75 and
over, the number grew somewhat.

Next, we will take a look at deaths caused by accidents, poisonings and traumas involving males
in two 6-year periods, broken down by county (Map 2, p. 136). In the period of 1990-1995,
the number of such deaths per 100,000 inhabitants was the greatest in Ida-Viru (391), Véru (331)
and L&éne (315) counties and the smallest in Saare (218), Jarva (236) and Pérnu (249) counties.
In 2010-2015, the number of accidents, poisonings and traumas per 100,000 inhabitants was
the greatest in Véru (179), Pélva (177) and Ida-Viru (173) counties and the smallest in Tartu
(103), Saare (108) and Harju (112) counties.

Among females, the number of deaths caused by accidents, poisonings and traumas per 100,000
inhabitants was the greatest in Ida-Viru (96), Voru (96) and Pblva (82) counties and the smallest
in Saare (42), Rapla (46) and Jérva (50) counties. In 2010-2015, among females, the greatest
number of deaths from external causes was recorded in Ida-Viru (51), Véru (43), and Jégeva (41)
counties and the smallest number in Saare (18), Rapla (24), and Hiiu (26) counties (Map 3, p.
136).

It appears that, in both periods under observation, Ida-Viru and Véru counties saw the greatest
number of deaths from external causes in the case of both males and females. In both periods,
it is Saare county that stands out for the small number of deaths from external causes among
both males and females.

Stillbirths

The number of stillbirths has declined about seven times over the 26-year period (Figure 13,
p. 137). In the period under observation, the number of stillbirths was the greatest in 1990 and
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1992 — respectively 173 and 175. In 2015, there were 24 stillbirths, which is also the smallest
number recorded in the period in question.

A look at the incidence of stillbirths per 10,000 live births (boys and girls) shows that the number
is declining similarly to the absolute number of stillbirths. Over the course of the last 26 years,
there have been 1,497 stillborn boys and 1,465 stillborn girls per 10,000 live births, indicating that
sex is not a determining factor in the case of stillbirths.

In the years 1990, 2000, 2010, 2015, mothers aged under 15 did not deliver any stillborn babies
(Figure 14, p. 137). In 1990, the number of stillbirths per 1,000 live births was slightly bigger
among mothers aged 15—19, after which group the indicator declined and increased again with
age starting from mothers in their thirties. The situation was pretty similar in 2000 and 2010 when
the number of stillbirths was rather even in all age groups. The number is somewhat bigger
among mothers aged 35-44. In 2015, there were 24 stillbirths, which is three times fewer than in
2010 and 2000 when there were 66 and 64 stillborn babies, respectively.

Infant deaths

In the period under observation, the number of infant deaths (deaths of children under one year
of age) has declined about five times (Figure 15, p. 138). There were 12.3 infant deaths per 1,000
live births in 1990, whereas in 2015 there were only 2.5. The number of infant deaths per 1,000
live births was the greatest in 1992 and 1993 — respectively 15.7 and 15.6 (boys and girls in
total). The smallest number of infant deaths (2.1) of the period in question was recorded in 2013.
Looking at the mortality of boys and girls under one year of age separately, it appears that in
the 1990s there were slightly more infant deaths among boys, but in later years the number of
deaths among boys and girls aged under one year has been roughly equal (since 2007,
the difference is less than two infant deaths per 1,000 live births). In 2015, there was an equal
number of infant deaths among boys and girls (2.5 infant deaths per 1,000 live births).

Since there is rather a small number of infant deaths per year and the number varies, it makes
sense to look at longer time periods, e.g. the years 1990-1995 and 2010-2015 by county
(Figure 16, p. 138). In the earlier period, the number of infant deaths per 1,000 was the largest in
Jégeva, Hiiu and Laéne-Viru counties, and the smallest in Pblva, Tartu and Valga counties. In the
later period, the greatest number of infant deaths was recorded in Ldéne, Ida-Viru and L&éne-
Viru counties, and the smallest — in Hiiu, Tartu and Voru counties. In all counties, there has been
a considerable decline in infant mortality. The largest fall can be noticed in Hiiu county, where
there were no infant deaths in the later period in question, with the second and third place held by
Harju and Jbégeva counties. A comparison of the two periods reveals that infant mortality has
fallen the least in Pblva, Pdrnu and Valga counties.

Life expectancy

The average life expectancy at birth has increased continuously since 1995 (Figure 17, p. 139).
The lowest life expectancy of the period in question was recorded in 1994 when it was 66.5 years
for the total population, 60.5 years for males and 73.8 years for females. That year, life
expectancy was without doubt also influenced by high mortality and the large share of deaths
from external causes in the same year. The highest life expectancy at birth — 77.7 years — was
recorded in 2015 (73.1 years for males, 81.8 years for females). Over the 26 years, life
expectancy has increased by 8 years for the total population, by 8.5 years for males and by
7.2 years for females, indicating that the average life expectancy of males is increasing faster
than that of females. At the same time, the life expectancy of males has always been nearly
10 years lower than that of females, which is why more attention tends to be paid to raising
the life expectancy of males. Compared to other European countries, in terms of life expectancy
at birth, there is a great difference between males and females in Estonia.

Looking at life expectancy at birth by county, we can see that it was the highest in 2006/2007 for
the inhabitants of Tartu county, followed by the inhabitants of Harju, Pédrnu and Saare counties
(Figure 18, p. 139). The lowest life expectancy at birth was recorded in Ida-Viru, Ldéne and Pdlva
counties. In 2014/2015, the inhabitants of Tartu and Harju counties were still the ones who could
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hope to live the longest, whereas the inhabitants of Ida-Viru county had the lowest life expectancy
at birth in these years. Thus, a person born in Tartu county in 2014/2015 is highly likely to live
3.8 years longer than a person born in Ida-Viru county in the same years. Between the two
periods, the biggest increase in life expectancy at birth has occurred in Valga (5.6), Ida-Viru (5.5)
and L&aéne (5.4 years) counties, while the smallest increase has been recorded in Parnu (3.4),
Jégeva (3.7) and Viljandi (4.1) counties.

Summary

In 1990-2015, there has been a fall in the number of deaths per year per 1,000 mean annual
population, i.e. the crude death rate, in Estonia. The indicator increased somewhat in
the beginning of the 1990s and peaked in 1994. That period saw the greatest number of
accidents, poisonings and traumas compared to other years. 1994 was also when “MS Estonia”
sank, resulting in the death of 285 citizens of Estonia. A comparison of two years (1990 and
2015) shows that the number of deaths has declined the most in Rapla and Tartu counties, which
also have the smallest shares of young people in the population. The number of deaths has
grown only in Ida-Viru county, which young people tend to leave, resulting in an ageing
population and higher mortality rates. Looking at age-specific death rates in four larger counties
of Estonia, it can be noticed that men start to die at a younger age than women. This is confirmed
by data from both 1990 and 2015. The reason why men die earlier is largely due to them being
involved in accidents. In 1990, for example, nearly a quarter of all men did not live to see their
50th birthday. The situation had improved somewhat by 2015 and fewer than 10% of all men
reached less than 50 years of age.

The greatest number of deaths in the total population is caused by diseases of the circulatory
system, with more than a half of all deaths in 2015 having occurred due to these diseases.
The second most frequent cause of death is neoplasms (26%) and the third — accidents,
poisonings and traumas (6%). While mortality from diseases of the circulatory system has
declined 26% over the 26 years observed and the share of deaths from external causes has
decreased by about a half, the number of deaths caused by neoplasms has increased by nearly
a third. In 26 years, the number of stillbirths has fallen nearly seven times and the number of
infant deaths five times, with the greatest drop having occurred in Hiiu, Harju and Jégeva
counties.

Life expectancy at birth has increased by 8 years for the total population, slightly more for males
than for females, showing that the life expectancy of males is growing faster than that of females,
but is nevertheless 9 years lower for males compared to females. Both in 2006/2007 and
2014/2015, life expectancy at birth was the highest among the inhabitants of Tartu county and
the lowest among the inhabitants of Ida-Viru county. Life expectancy has increased the most in
Valga, Ida-Viru and L&déne counties — by an average of 5.5 years —, and the least in Parnu and
Viljandi counties — by an average of 3.7 years.

Although the number of deaths has declined in recent decades, the trend might change in
the future because at one point the increase in life expectancy will slow down while the number of
elderly people in the population is growing.
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VILJANDI HAIGLA KUl MAAKONNA TERVISHOIUTEENUSE
ARENDAJA

Priit Tampere, Andres Anier
Viljandi haigla

Eesti haiglad on tervishoiuteenuste Uhtlase kattesaadavuse tagamiseks jaotatud regionaal-,
kesk-, iild-, kohalikeks ja erihaiglateks. Uldhaigla tavaline teeninduspiirkond on 40 000 — 100 000
inimest. Eri tulpi haiglate meditsiiniline padevus on paika pandud sotsiaalministri maarusega.

Viljandi haigla eripara vorreldes teiste Eesti Uldhaiglatega tuleneb sellest, et 2001. aastal liideti
toonase maakonnahaiglaga ajaloolisest Jamejala vaimuhaigete ravikeskusest valja arenenud
Uleriigilist teenust pakkuv psihhiaatriahaigla. Haigla praeguseks erisuseks on &igus osutada
piirkondliku haigla mahus, struktuuris ja kvaliteedis koiki psiihhiaatria tervishoiuteenuseid. Sellise
teenuse osutajaid on Eestis kokku kolm: Tartu ulikooli kliinikum, Péhja-Eesti regionaalhaigla ning
Viljandi haigla.

Viljandi haigla koosseisu kuuluvad neli kliinikut, kaks keskust ning tugiteenistused. Aktiivravi-
teenust osutavad kirurgiakliinik, mille koosseisu kuulub ka siinnitusabi ja giinekoloogia osakond,
ning sisekliinik, kuhu kuuluvad ka lastehaiguste ning taastusravi osakond. Ambulatoorse ravi ja
diagnostikakliiniku haldusala on kdige laiem, sinna kuuluvad erakorralise meditsiini osakond
(EMO), ambulatoorse ravi osakond (eriarstide vastuvotud) ja diagnostikaosakond, kus tehakse
labori-, radioloogia-, sonograafia- ning kompuuteruuringuid. Pslihhiaatriakliinikus osutatakse
akuutpsihhiaatria, uldpsuhhiaatria, psuhhiaatrilise pikaravi ning lastepsuhhiaatria teenust.
Kliinikus on ka kaks tahtest olenematu ravi osakonda — tuberkuloosiravi ning kohtu poolt
maaratud psuhhiaatriline sundravi, mida Eestis ainukesena osutab Viljandi haigla.

Haiglas tegutsevad ka soltuvushaigete ravi- ja rehabilitatsioonikeskus, dendus-hoolduskeskus
ning haiglaapteek.

Viljandi haigla on pidevas arengus, eriti seoses vajadusega uuendada Eestis tervishoiu- ja
sotsiaalteenuste pakkumist. Rahvastiku vananemise ning vahenemise tingimustes muutub ka
tervishoiu- ja sotsiaalteenuste néudluse maht ning struktuur. Tervishoiustisteemi paneb proovile
oodatava eluea pikenemine ning sellest tulenev (iha suurenev krooniliste haigete arv.

Praegune tervishoiuslisteem on korraldatud riiklikul tasemel, mis on riigi suurust ning elanike arvu
arvestades igati mdistlik. Samas tuleb rahvastiku vahenemise tingimustes tagada erinevate
meditsiiniteenuste piirkondlik kattesaadavus, arvestades seejuures paikkonna eripara ning
vajadustega.

Tervishoiu- ja sotsiaalteenuseid pakutakse Eestis praegu piirkonniti (sna ebaulhtlaselt.
Maailmapanga 2015. aasta uuringus tddeti, et teenused ei ole omavahel 16imitud, teenindamisel
ei rakendata uUhtset patsiendikeskset I&henemisviisi, teenusepakkujate vahese koostdo téttu
kasutatakse ressurssi ebaefektiivselt (Ravi ... 2015).

Maakondades pakuvad eriarstiabi teenust valdavalt maakonnahaiglad (lld- voi kohalikud
haiglad), kes osutavad peale arstiabi ka teisi teenuseid alates &endusabist ja haiguste
ennetamisest I6petades eakate hooldusega. Samas on haiglate koostd6 esmatasandi teenuse-
pakkujatega maakonniti erineval tasemel ning selle t6ttu kannatab ka ravi kvaliteet.

Rahvastiku vananemise ja krooniliste haigusjuhtude sagenemise trendile reageerimiseks on vaja
suurendada tervishoiusiisteemi vdimekust kohaneda radikaalsete muutustega ndudluses tervis-
hoiuteenuste jarele. Eeskatt eeldavad need muutused ravi paremat I6imitust, st raviteenuste
osutamist kdige sobivamal tervishoiusiisteemi tasandil, samuti seda, et kbik stusteemi osalised
koordineeriksid ravi omavahel ja hoolitseksid selle jarjepidevuse eest.

Klsimusele, kui h&sti praegune Eesti terviseslsteem jargib integreeritud ravi p&himdtteid,
vastuse saamiseks poordus Eesti Haigekassa 2014. aastal Maailmapanga poole, kellega
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koostods tehti vastav uuring®. Uuringus hinnati standardiseeritud néitajate abil, kuivérd jérgitakse
riigi tervishoiuststeemis integreeritud ravi pd&himétteid. Eriarstiabi ja esmatasandi teenuste
ebapiisavale I6imitusele viitavad eelkdige niisugused naitajad nagu valditavad eriarstiabi visiidid
ja hospitaliseerimised, mis raiskavad inimeste aega ja tervishoiusisteemi ressursse ning
tekitavad asjatuid ravijarjekordi. Ravi vahesele I6imitusele osutab ka patsientide ebamdistlik
likumine erinevate teenusetasemete ja -osutajate vahel ning krooniliste probleemide puudulik
haldamine, mis tekitab valditavaid hospitaliseerimisi.

Maailmapanga uuringu kaigus tootati valja naitajate komplekt: valditavad hospitaliseerimised,
pikaleveninud haiglaravi, valditavad ambulatoorsed eriarstivisiidid, puudulikud haiglast valja-
kirjutamised, statsionaarse aktiivravi jargne puudulik jatkuravi ning tarbetud operatsioonieelsed
diagnostilised uuringud, mille pdhjal tuuakse selles artiklis esile Viljandi (lld)haigla naitajad
vordluses lldhaiglate keskmiste naitajatega (Eesti ...2015).

Valditavate hospitaliseerimiste naitaja eeldab, et teatud haiguste puhul (pdhidiagnoos definee-
ritud vastavalt rahvusvahelisele haiguste klassifikatsioonile ICD-10) ei ole hospitaliseerimine
Oigustatud, valja arvatud juhul, kui tuleb teha teatud protseduur (defineeritud Pdhjamaade
Meditsiinistatistika Komitee (NOMESCO) klassifikatsioonis) voi kui teatud tdiendav diagnoos
osutab haigusseisundi komplikatsioonile. Valditavad hospitaliseerimised leitakse osana kd&ikidest
haigus-rihma hospitaliseerimistest (nt valditavate astmaga hospitaliseerimiste osatahtsus
hingamisteede haiguste tdttu hospitaliseerimistes). (Joonis 1)

Joonis 1. Valditavate hospitaliseerimiste osatdhtsus hingamisteede, endokriin- ja
vereringehaiguste tottu hospitaliseerimistes Viljandi haiglas ja lildhaiglates, 2014-2015
Figure 1. Share of avoidable hospital admissions for respiratory, endocrine and circulatory
diseases in Viljandi Hospital and general hospitals, 2014-2015
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Pikaleveninud haiglaravi naitaja osutab, kui suurel osal patsientidest lubati parast konkreetse
haigusseisundi tdttu hospitaliseerimist rahvusvaheliselt tunnustatud maksimaalse haiglas
viibimise aja jooksul koju naasta. Peale selle eristas uuring sapipdie eemaldamised, mis tehti
laparoskoopiliselt, mitte muul invasiivsel viisil, mis eeldab palju pikemat haiglaravi. (Joonis 2)

Puudub rahvusvaheline uldiselt tunnustatud néitaja, mille pdhjal saaks kindlaks teha, kas
eriarstivisiit oli pdhjendatud véi mitte. Uuringus kasutatud néitaja vaatleb nende patsientide
eriarstivisiite, kelle haigusseisund oli esmase diagnoosi pdhjal ilma komplikatsioonideta. Visiiti
peeti valditavaks, kui patsient kulastas sellist eriarsti, kelle kulastus ei ole Eesti ravijuhendites ette
nahtud. Kui Uks raviarve hélmas mitut visiiti (nt koostati tihe ravitstikli kohta), siis langetati otsus,
kas need visiidid olid valditavad voi mitte, raviarvele margitud esmase diagnoosi koodi pdhjal.
(Joonis 3)

@ Uuringuaruande eestikeelne kokkuvdte asub Haigekassa kodulehel.
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Joonis 2. Pikaleveninud haiglaraviga® patsientide osatihtsus insuldi puhul Viljandi haiglas
ja lildhaiglates, 2014-2015

Figure 2. Share of patients with extended hospital stays® for stroke, in Viljandi Hospital and
general hospitals, 2014-2015

%

9

8

7

6

5

4

3

2

1
Uldhaiglad Viljandi haigla Uldhaiglad Viljandi haigla
General Viljandi General Viljandi
hospitals Hospital hospitals Hospital

2014 2015

? Pikaleveninuks loeti iile 56 paeva kestnud haiglaravi.
? Hospital stays exceeding 56 days were counted as extended hospital stays.

Joonis 3. Vélditavate visiitide osatidhtsus ambulatoorsete eriarstivisiitide seas
korgvererohutove puhul Viljandi haiglas ja iildhaiglates, 2014—2015

Figure 3. Share of avoidable visits among ambulatory specialist visits for hypertension in Viljandi
Hospital and general hospitals, 2014-2015
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Puuduliku haiglast valjakirjutamise naitaja vdimaldab kindlaks teha, mil maaral kirjutati indikaator-
haigusega (tracer condition) patsientidele parast statsionaarset ravi valja beetablokaatoreid,
ACE-inhibiitoreid v&i statiine®. Arvesse vdeti (iksnes sellised statsionaarset aktiivravi saanud ja
asjakohase esmase diagnoosi koodiga (mitte teisese diagnoosiga) patsiendid, kes ei surnud
90 paeva jooksul pérast haiglast valjakirjutamist. Kogu statsionaarse raviperioodi jooksul
maaratud ravimeid peeti nduetele vastavaks ravimite valjakirjutamiseks. (Joonis 4)

@ Beetablokaatorid, ACE-inhibiitorid, statiinid — siidamehaiguste ja kdrge vererdhu raviks kasutatavad ravimid.
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Joonis 4. Patsientide osatdhtsus Viljandi haiglas ja lildhaiglates, kellele maarati haiglast
véljakirjutamisel beetablokaator, 2014-2015
Figure 4. Share of patients who were prescribed a beta-blocker at discharge, in Viliandi Hospital
and general hospitals, 2014-2015
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Statsionaarse aktiivravi jargse puuduliku jatkuravi naitaja voimaldab kindlaks teha nende vastava
haigusega patsientide maara, kes kaisid parast statsionaarse aktiivravi jargset haiglast valja-
kirjutamist kas 30 vdi 90 paeva jooksul perearsti vb6i ambulatoorse eriarsti juures jarelvisiidil.
Analuusis arvestati Uksnes statsionaarset aktiivravi saanud ja vastava esmase diagnoosi koodiga
(mitte teisese diagnoosiga) patsiente, kes ei surnud 90 paeva jooksul parast haiglast
valjakirjutamist. Ambulatoorne visiit laks arvesse jarelvisiidina, kui see tehti enne jargmist
statsionaarset raviepisoodi ja kui patsiendile pandi vastava haiguse seisukohast asjakohane
diagnoos. (Joonis 5)

Joonis 5. Statsionaarse aktiivravi jarel 90 paeva jooksul jatkuravi saanud insuldihaigete
osatahtsus Viljandi haiglas ja lildhaiglates, 2014-2015

Figure 5. Share of stroke patients having received acute inpatient follow-up care within 90 days,
in Viljandi Hospital and general hospitals, 2014-2015
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Tarbetute operatsioonieelsete diagnostiliste uuringute néitaja kajastab tarbetuid operatsiooni-
eelseid uuringuid, mis tehti operatsiooni 18bi teinud patsientidele nii nende individuaalsete
omaduste (vanus ja kaasnevused) kui ka tehtud operatsioonide tilpide ja uuringute pdhjal.
Uuringuid peeti tarbetuks, kui need tehti kuni 30 pdeva enne operatsiooni patsiendile, kelle
kirurgiline klass, vanus ja kaasnevus Ameerika Anestesioloogide Uhingu (ASA) kategooria jargi
(Ulesehitus pdhineb neeru-, siidame-veresoonkonna ja hingamisteede kaasnevustel) ei digus-
tanud uuringu tegemist. Patsiendid liigitati ASA kategooriatesse diagnoosikoodide alusel, mis
pandi operatsiooni tegemiseks hospitaliseerimisel vdi mis tahes ajal operatsiooni tegemise ja
sellele eelnenud kalendriaasta jooksul. (Joonis 6)
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Joonis 6. Tarbetute uuringute osatdhtsus operatsioonieelsetes diagnostilistes uuringutes
Viljandi haiglas ja uildhaiglates, 2014-2015

Figure 6. Share of unnecessary tests among pre-operative diagnostic tests in Viljandi Hospital
and general hospitals, 2014-2015
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Tabel. Viljandi haigla ja lildhaiglate keskmised terviseniitajad, 2014 ja 2015
Table. Average health indicators of Viljandi Hospital and general hospitals, 2014 and 2015

2014 2015
Arv % Arv %
Number Number
Viljandi Haigla Viljandi Hospital
Hingamisteede-, endokriin- ja 1762 17,93 1640 21,22 Hospital admissions for
vereringehaiguste tottu respiratory, endocrine and
hospitaliseerimised, s.h circulatory diseases,
valditavad, % incl. avoidable admissions, %
Haiglaravi insuldi puhul, s.h 206 5,34 121 6,61 Hospital stays for stroke
pikaleveninud, % patients, incl. extended

hospital stays, %
Eriarstivisiidid kdrgvererdhutbve 2255 73,26 2034 67,565 Specialist visits for hyperten-

puhul, s.h valditavad, % sion, incl. avoidable visits, %
Patsiendid, s.h need, kellele 176 26,14 189 30,16 Patients, incl. those who were
maarati haiglast valja kirjutamisel prescribed beta-blockers at
beetablokaator, % discharge, %

Statsionaarse aktiivravi 167 43,71 105 43,81 Stroke patients in acute
insuldipatsiendid, s.h jatkuravi inpatient care, incl. those
vajavad, % needing follow-up care, %
Operatsioonieelsed uuringud, s.h 218 12,39 215 5,12 Pre-operative diagnostic tests,
tarbetud, % incl. unnecessary tests, %
Uldhaiglad General hospitals
Hingamisteede-, endokriin- ja 17 799 22,56 16 938 22,30 Hospital admissions for
vereringehaiguste tottu respiratory, endocrine and
hospitaliseerimised, s.h circulatory diseases,
valditavad, % incl. avoidable admissions, %
Haiglaravi insuldi puhul, s.h 929 6,78 802 8,10 Hospital stays for stroke
pikaleveninud, % patients, incl. extended

hospital stays, %
Eriarstivisiidid kdrgvererhutéve 11 503 64,32 11433 66,06 Specialist visits for hyperten-

puhul, s.h véalditavad, % sion, incl. avoidable visits, %
Patsiendid, s.h need, kellele 2123 34,10 2019 37,99 Patients, incl. those who were
maarati haiglast valja kirjutamisel prescribed beta-blockers at
beetablokaator, % discharge, %

Statsionaarse aktiivravi 741 46,29 615 41,95 Stroke patients in acute
insuldipatsiendid, s.h jatkuravi inpatient care, incl. those
vajavad, % needing follow-up care, %
Operatsioonieelsed uuringud, s.h 2 383 18,11 2181 17,84 Pre-operative diagnostic tests,
tarbetud, % incl. unnecessary tests, %
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Et leevendada Maailmapanga aruandes esile toodud probleeme ja kasutada maakonnas olevat
inimressurssi ja raha maistlikult, on Sotsiaalministeerium koost6ds Viljandi haiglaga kaivitanud
juhtprojekti tervishoiuteenuste integreerimiseks Viljandi maakonnas (PAIK-projekt).

Kaugemas perspektiivis on maakonna tervishoiuteenuste arendamisel oluline arvestada kahe
peamise suunaga ehk tervishoiuteenuste pakkumisel on peamine kvaliteedi tagamine koos
efektiivsuse sailitamisega. See tdhendab nii patsiendi vajadustest lahtuvat teenust, kui ka arstiabi
taseme tdstmist.

Paikkondlike tervishoiu- ja sotsiaalteenuste osutamise protsessi Umberkorraldamise eesmargiks
on tagada siinsete elanike vajadustest ning paikkonna eriparast tulenev parim kombinatsioon
kohapealsetest tervishoiuteenustest, 16imides esmajarjekorras perearstiabi, eriarstiabi ja kodu-
dendusteenused, kiirabi ja sotsiaalteenused ning vastavalt tapsustatud lahtellesandele ka muud
otseselt seotud teenused.

Paikkondlike tervishoiu- ja sotsiaalteenuste I6imimise tulemusel soovitakse patsiendile tagada
mugav ja loogiline ligipaas teenustele. Tervishoiuasutustele tahetakse luua paremad tingimused
teenuse osutamiseks, ldhtudes ressursside Uhiskasutuse vdimalustest, samuti optimeerida
tervikuna teenuste osutamise protsessi, valtides ebaolulisi tegevusi ning dubleerimisi ning sellega
seonduvalt pdhjendamatut kulu.

Eesmargi taitmiseks on vaja valitud metoodika pdhjal defineerida paikkonna elanike tervishoiu- ja
sotsiaalteenuste (jm seotud teenuste) vajadus ning lahti mdtestada olemasolevad eri- ja
perearstiabi-, dendusabi-, kiirabi- jm tervishoiu- ja sotsiaalteenused teenuskomponentideks.
Samuti tuleb kokku leppida uus teenuste osutamise integreeritud mudel, sh teenuste osutamise
protsess.

Tegevused on planeeritud viiele aastale ning jagunevad:

=  2016-2017 paikkondlike tervishoiu- ja sotsiaalteenuste integreerimise eelanalliis ja
juhtprojekti rakendamise kava koostamine;

= 2017-2018 paikkondlikku koost6émudelit toetavad IT-arendused;

= 2017-2018 tervishoiuteenuste rahastamise skeemi arendamine, arvestades paikkondliku
koostédmudeli eesmarke;

= 2017-2018 valdkonda reguleerivate digusaktide tdiendamine;

= 2019-2021 juhtprojekti teostamine.

Allikad
Sources

Ravi terviklik kasitlus ja osapoolte koostd6 Eesti tervishoiusiisteemis. (2015). Eesti Haigekassa ja
Maailmapanga Grupi koostd6s valminud uuringu kokkuvottev aruanne. [www]
https://www.haigekassa.ee/sites/default/files/Maailmapanga-
uuring/veeb_est_summary_report_hk_2015.pdf (12.10.2016).

Eesti tervishoiuslsteemi integreerituse hindamise indikaatorid. (2015). [www]
https://www.haigekassa.ee/et/partnerile/tervishoiuteenuste-kvaliteet/ravikvaliteedi-
indikaatorid/eesti-tervishoiususteemi (13.10.2016)

Raportis ,Ravi terviklik kasitlus ja osapoolte koostd6 Eesti tervishoiustusteemis® avaldatud kuue
indikaatori dunaamika. [www]
https://www.haigekassa.ee/et/indikaatorid (13.10.2016).
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VILJANDI HOSPITAL AS DEVELOPER OF COUNTY HEALTH
SERVICES

Priit Tampere, Andres Anier
Viljandi Hospital

In order to ensure the homogenous availability of health services, Estonian hospitals are divided
into regional, central, general, local and specialised hospitals. The service area of a general
hospital usually covers 40,000 to 100,000 people. The medical competence of various types of
hospitals is established by a Regulation of the Minister of Social Affairs.

Viljandi Hospital differs from other general hospitals in Estonia because, in 2001, the then county
hospital was merged with the historical J&mejala treatment centre for the mentally ill. The current
distinguishing feature of the hospital is that it has the right to provide psychiatric health services
based on the scope, structure and quality attributable to a regional hospital, i.e. all psychiatric
health services. In Estonia, there are a total of three institutions providing such services: Tartu
University Hospital, North Estonia Medical Centre, and Viljandi Hospital.

Viljandi Hospital consists of four clinics, two centres and support services. Acute inpatient care is
provided by the surgery clinic, which also comprises the obstetrics and gynaecology department,
and the internal medicine clinic comprising the paediatrics and rehabilitation department.
The outpatient care and diagnostics clinic has the widest administrative scope and it includes
the emergency medicine department (EMQ), the outpatient department (specialist visits) and
the diagnostics department for performing laboratory testing and examinations, which involve
radiology, sonography, and computer tomography. The psychiatric clinic provides the services of
acute psychiatry, general psychiatry, long-term psychiatric therapy and child psychiatry. The clinic
also has two involuntary treatment departments — for tuberculosis treatment and court-ordered
coercive psychiatric treatment the latter is provided exclusively in Viljandi Hospital.

The hospital also accommodates the treatment and rehabilitation centre for addicts, nursing care
centre, and hospital pharmacy.

Viljandi Hospital is constantly developing, especially in view of the need to renew the provision of
health and social services in Estonia. Population ageing and decline affects also the volume and
structure of the demand for health and social services. The health system is challenged by
an increase in life expectancy and the subsequent increase in the number of the chronically ill.

The current healthcare system is organised on the national level, which is perfectly reasonable in
view of the size and population of the country. At the same time, under the circumstances of
population decline, it is necessary to ensure the regional availability of various medical services,
while also considering the specific character and needs of the locality.

The regional provision of health and social services is currently rather fragmentary in Estonia.
According to the World Bank Survey 2015, the services are not integrated, the provision of
services lacks a common patient-centred approach, and resource management is insufficient due
to a lack of cooperation between service providers (Ravi ... 2015).

In counties, specialised medical care is mostly provided by county hospitals (general or local
hospitals), who also provide other services besides medical care, starting from nursing care and
disease prevention and ending with elderly care. At the same time, the level of cooperation
between hospitals and the providers of first contact care services varies by county, which also
affects treatment quality.

In response to population ageing and the rising prevalence of chronic disease, it is necessary to
improve the ability of the healthcare system to adapt to the fundamental changes in the demand
for healthcare. These changes will primarily require a better integration of care, i.e. the provision
of care services on the most appropriate level of the healthcare system as well as the adequate
coordination and continuity of care by all parties of the system.
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To answer the question of how well the current Estonian health system follows the principles of
integrated care, in 2014, the Estonian Health Insurance Fund turned to the World Bank Group, in
cooperation with whom they conducted a relevant study®. The study used standardised indicators
to assess adherence to the principles of integrated care by the national healthcare system.
The inadequate integration of specialised medical care and first contact care is best
demonstrated by indicators such as avoidable specialist visits and avoidable hospital admissions
that waste people’s time as well as the resources of the healthcare system and create
unreasonable waiting lists. A low level of integrated care also manifests in the unreasonable
movement of patients between various service levels and service providers and a lack of
management in terms of chronic problems, which causes avoidable hospital admissions.

In the World Bank study, a set of indicators was developed and it included the following:
avoidable hospital admissions, extended hospital stays, avoidable specialist visits, incomplete
discharges from acute inpatient care, inadequate acute inpatient follow-up care, and unnecessary
pre-operative diagnostic procedures, which in this article are used as a basis for pointing out
the indicators of Viljandi (general)hospital in comparison with the average indicators of general
hospitals (Eesti ... 2015).

This indicator of avoidable hospital admissions assumes that hospital admissions for certain
diseases (as defined by the principal diagnosis according to the International Classification of
Diseases, ICD 10), are not justified unless a certain procedure is required (as defined by the
classification of the Nordic Medico-Statistical Committee (NOMESCQ)) or certain additional
diagnoses indicate a complication of the patient’s condition (Figure 1, p. 147). Avoidable hospital
admissions are calculated as a share of all admissions for a certain disease group (e.g. avoidable
asthma admissions as a share of respiratory disease admissions).

This indicator of extended hospital stays gives the share of patients discharged back to their
usual place of residence within the internationally recognised maximum length of stay for
a specific condition after their admission to the hospital (Figure 2, p. 148). The study also
distinguished percentages of cholecystectomies that are conducted in a minimally invasive
manner, i.e. laparoscopically, versus a non-minimally invasive manner, which requires a much
longer length of stay.

Internationally, there is no universally accepted indicator to determine the validity of a specialist
visit (Figure 3, p. 148). The indicator used in the study looks at specialist visits by patients whose
conditions are considered uncomplicated based on the primary diagnoses made. Visits were
considered avoidable if patients visited a specialist not specified in national Estonian guidelines.
If several visits were billed under the same claim (e.g. pertaining to one care cycle), the decision
on whether these visits were avoidable was made based on the primary diagnosis code assigned
to the claim.

The indicator of incomplete discharges calculates the rate at which patients with a relevant tracer
condition were prescribed beta-blockers, ACE-inhibitors or statins® after inpatient treatment
(Figure 4, p. 149). Only patients with an acute inpatient stay and a relevant primary diagnosis
code (e.g. not a secondary diagnosis) that did not decease during the 90 days after discharge
were considered. Any prescription made during the entire inpatient care episode was considered
as a valid prescription.

The indicator of inadequate acute inpatient follow-up care states the rate of patients with
a relevant tracer condition that have follow-up visits with either a family physician or
an ambulatory specialist within a period of either 30 or 90 days of discharge from acute inpatient
care (Figure 5, p. 149). Only patients with an acute inpatient stay and a relevant primary
diagnosis code (e.g. not a secondary diagnosis) that did not decease within 90 days of discharge
were considered for the analysis. An outpatient care visit counted as a follow-up visit if it occurred
before the next inpatient care episode and if any diagnosis relevant to the tracer condition was
made.

@ The English version of the summary of the study report is available on the website of the Estonian Health Insurance Fund.
b Beta-blockers, ACE-inhibitors, statins — medications used in the treatment of cardiovascular diseases and high blood
pressure.
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The indicator of unnecessary pre-operative diagnostic tests identifies unnecessary pre-operative
tests performed on patients undergoing a relevant tracer surgery based on both patient factors
(age and co-morbidities) and the types of surgery and tests being performed (Figure 6, p. 150).
Tests were counted as unnecessary if they were performed up to 30 days before the surgery on
a patient whose surgical grade, age and American Society of Anaesthesiology (ASA) category
(as constructed based on renal, cardiovascular and respiratory co-morbidities) did not warrant
the test according to the used classification. Patients were classified into ASA categories based
on relevant diagnosis codes given at the time of admission for surgery or any time during
the calendar year of the surgery and the preceding calendar year. A table showing the average
health indicators of Viljandi Hospital and general hospitals is available on page 150.

In order to alleviate the problems pointed out in the report of the World Bank and to reasonably
use the human and financial resources present in the county, the Ministry of Social Affairs
together with Viljiandi Hospital have launched a preliminary project for the integration of health
services in Viljandi county (PAIK project).

In the long term, the development of county health services has to take into account two main
directions, meaning that the main trend in the provision of health services has to be ensuring
quality while maintaining efficiency. This means providing services based on patient needs as
well as improving the medical level.

The purpose of the reorganisation of the process of providing local health and social services is
to ensure the best combination of local healthcare services based on the needs of the local
population and the specific character of the locality, by first integrating the services of family
physicians, medical specialists, nursing care, emergency medical care and social services and,
according to detailed terms of reference, other directly related services.

One expected outcome of the project for integrating local health and social services is to provide
patients with convenient and logical access to services. The aim is to provide healthcare
institutions with better conditions for offering services, based on the joint use of resources, and to
optimise the service provision process as a whole by avoiding irrelevant and double activities and
the related unnecessary expenses.

For achieving the purpose, it is necessary to use a chosen methodology to define the needs of
the local population for health and social services (and other related services) and divide
the existing specialised medical care, family physician services, nursing care, emergency medical
care and other health and social services into service components. It is also necessary to agree
on a new integrated model for providing services, incl. a service provision process.

The activities have been planned for five years and are divided as follows:
= 2016-2017: preliminary analysis of the integration of local health and social services and
preparation of the implementation plan of the lead project;
= 2017-2018: IT developments supporting the local cooperation model;

= 2017-2018: development of the funding scheme for health services considering
the objectives of the local cooperation model;

= 2017-2018: amendment of domain-specific legislation;
= 2019-2021: implementation of the lead project.
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VILJANDI GUMNAASIUMI OPILASTE TERVISETEEMALISED
UURIMISTOOD

Saateks

Kui Agu Sihvka kombel kéik ausalt ara raakida, siis sai lugu alguse paari aasta tagusest Kaariku
metsalilikoolist, kus ei tea kust tekkis monel osavétjal mote, et vdiks korraldada ka noorte
metsatilikooli. Metsadlikoolis on igal aastal oma teema. On Usna loomulik, et noorte metsatilikooli
teema valikul on otsustav séna noortel. Noorte arvamuse teadasaamiseks kutsuti Viljandisse
riigigmnaasiumide dpilased. Teemade eesotsas olid Usna ootusparaselt haridus ja t66turg ning
vanematele inimestele isna ootamatult tervis.

Esimene noorte metsallikool toimus 2015. aasta slgisesel koolivaheajal Karstna mdisas ja ol
pihendatud haridustemaatikale. Esimeses metsallikoolis otsustasid osavétnud noored, et
jargmise noorte metsaulikooli teema on tervis. Eestimaa noorte teine metsadlikool toimus
2016. aasta slgisesel koolivaheajal Heimtali mdisas Viljandimaal.

Selle loo iimumiseks oli aga vaja veel teistki tduget. Pole midagi teha, aga tdnapaeva Eestis on
selge suundumus Uhiskonna statistilise kirjaoskuse vahenemisele. Muidugi on ettevotteid ja
tegevusalasid, kus ka praegu on statistika kdrges hinnas, aga jarjest rohkem véib kohata
olukorda, kus faktidel pdhineva teadmise asemel lihtsalt arvatakse voi palutakse abi selgelt-
nagijatelt. Seda suundumust saab arvukate naidetega iimestada, aga see ei ole artikli eesmark.

Statistilise kirjaoskuse kahanemise puhul on kindlasti oma osa ka selles, et statistikud on
unustanud innustada noori statistikat kasutama ja jatnud noorte statistilise kirjaoskuse arengu
juhuse hoolde. Uhiskonna statistilise kirjaoskuse suurendamiseks puudub véluvits, aga langus-
trendi on kindlasti vdimalik pidurdada ja Uks véimalus on tuua noored statistika juurde.

Taiesti juhuslikult on 2016. aasta piirkondliku statistika kogumik plhendatud tervise teemale.
Pannes kokku noorte huvi tervise vastu ja kogumiku teema, tuli pahe mote, et kogumikus vdiks
olla ka lugu mdne noore sulest. Kahjuks paris sellise lahenduseni veel ei jdutud, aga ehk on pool
muna siiski parem kui tiihi koor.

Kogumiku koostajad p6ordusid Viljiandi Gimnaasiumi direktori poole palvega leida Opilaste
uurimistéddest moni terviseteemaline, mille vdiks kogumiku artikliks kirjutada. Kooli opetajad
valisid valja viis uurimust.

= Anne-Liis Parna, Stiven Lipetski, Helina Romantsov. Juhendaja Raili Toikka-Tamm.
Toitumisharjumused Viljandi Gimnaasiumis. Viljandi 2014.
= Johanna Martin, Kaisa Tsaro. Juhendaja Liivi llves. Psiihholoogilised toitumishaired
Viljandimaa noorte naitel. Viljandi 2014.
= Merly Sankmann. Juhendaja Raili Toikka-Tamm. Toitumine ja treening meie igapaeva
elus. Viljandi 2015.
= Brait Auspere, Mari Teder. Juhendaja Ave Vitsut. Energiajookide koostis ja
tarbimisharjumused VG &pilaste seas. Viljandi 2015.
= Kristiina Rillo, Kadi Rohelpuu. Juhendaja Raili Toikka-Tamm. Unenagude ja unekvaliteedi
mdju igapaevasele elule. Viljandi 2016.
Et uurimistddéd ei ole kirjutatud valjaande artiklit silmas pidades, ei sobinud tervikuna
avaldamiseks (kski lugu, kuid avaldamisvaarset infot sisaldasid need ohtrasti. Opilaste

uurimistédd on koostatud lsna lihesuguse skeemi alusel. Avaldame igast uuringust meetodi ja
kisitluses osalejate kirjelduse ning analidtilise osa.

Koostajad Mihkel Servinski, Marika Kivilaid, Greta Tischler
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TOITUMISHARJUMISED VILJANDI GUMNAASIUMIS

Anne-Liis Parna, Stiven Lipetski, Helina Romantsov

T66 eesmark oli uurida Viljandi Giimnaasiumi dpilaste toitumisharjumusi.
Meetod

Uurimistdd empiirilises osas kasutati internetipdhist kusitlust, mis koosnes 17 valikvastustega
kisimusest. Kusitlus toimus 2012/2013. &ppeaastal, kui Viljandi Guimnaasium tegutses alles
esimest aastat ning Oppetdd kais viies koolimajas osaliselt rendipindadel. Toitlustati renditava
kooli s66klas. Palve osaleda edastati kdigile Viljandi Giimnaasiumi &pilastele e-paeviku Stuudium
vahendusel. Vastamine oli anontimne ja vabatahtlik.

Kisitluses osalejad
Kisitlusele vastas 204 Viljandi Gimnaasiumi Opilast.
Analiiiis

Kdigist kusitletud o&pilastest kolm neljandikku ehk 153 noort s66b hommikuséoki iga paev ja
21 dpilast s66b hommikusddki vahemalt 4-5 korda nadalas (joonis 1). See on hea tulemus, sest
vahemalt neljal paeval nadalas s66b seega hommikusdoki 174 dpilast ehk 85% vastanutest.
Tervise Arengu Instituudi (TAI) korraldatud Eesti koolidpilaste tervisekaditumise uuringu
(2009/2010) jargi soob iga paev hommikusooki 64% Opilastest. Sellega vorreldes on Viljandi
Gimnaasiumi tulemus (75%) selgelt parem, millest vdib jareldada, et Viljandi Guimnaasiumi
noored mdistavad hommikus66gi tahtsust.

Joonis 1. Opilased hommikus6dgi s66mise sageduse jargi, 2012/2013. dppeaasta
Figure 1. Students by frequency of eating breakfast, academic year 2012/2013
Kord nadalas Ei $66 hommikusdoki
Once a week Do not eat breakfast
2-3 korda nadalas 3,9% 44%

2-3 times a week
6,4%
4-5 korda nadalas
4-5 times a week
10,3%

Iga paev
Every day
75,0%

Valikvastustega kusimustiku pohjal saab teada, et Viljandi GUimnaasiumi Opilastest 120 sd6b
koolitoitu ja 111 kodust kaasa vdetud toitu. Hea naitaja on see, et Viljandi Gimnaasiumi noortest
ei s00 |6unasodoki vaid 7%, TAl uuringus oli sama néitaja 15%. Tahelepanu peab juhtima
asjaolule, et kisitluse dppeaastal toimus 6pe rendipindadel. See on oluline koolitoidu s6djate
protsendi lahtimdtestamisel (rendipindadel pakutud toitlustus ei pruukinud olla piisav véi toit
maitsev, koolimajadevaheline liikumine argitas poodidest toitu ostma jms).

Kusitud oli ka opilaste hommikusddgieelistusi. Ette oli antud hommikusddgi variantide loetelu,
kust oli vdimalik valida ka mitu vastust. Populaarseimaks hommikus66giks (hommikuampsuks)
on Viljandi Gimnaasiumi Opilaste seas voéileivad, selle variandi kasuks otsustas 156 Opilast
(76,5%), Eesti Uuringukeskuse 2012. aasta andmetel oli selline eelistus lausa 90% vastanutest.
Loodetavasti voib jareldada, et Viljandi glimnasistid eelistavad hommikusddgiks tervislikumat
toitu kui kiiresti valmivad védileivad. Putru st6vate Opilaste hulk on veidi vadiksem Eesti
Uuringukeskuse andmetel (40%), Viljandi Gimnaasiumis on vastav tulemus 41% (84 Oopilast).
Kiiresti haaratavat hommikusodki tarbivad suuremal maaral Eesti Uuringukeskuse kusitletud:
kohukesi 43%, jogurtit 36% ja puuvilju 31% Opilastest, Viljandi Gimnaasiumis kisitletud
Opilastest mainis iga hommikusd6gi varianti vérdselt 29-30% vastanutest.

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA



OPILASTE TERVISETEEMALISED UURIMISTOOD STUDENTS’ RESEARCH PAPERS ON HEALTH

Uurides Opilaste paevast toidukordade sagedust, selgus Viljandi Gimnaasiumi tulemustest, et
2-3 korda paevas s66b 48% vastanutest, Eesti Uuringukeskuse tulemuste kohaselt on see
protsent 76. Voib 6elda, et Uleriigilise uuringu pdhjal on tulemused paremad, sest arvutuste
kohaselt on ideaalne, kui inimesel on kolm pdhitoidukorda Odpdeva jooksul. Viljandi
Glmnaasiumis on aga olukord parem kdigest (iks kord paevas sodvate dpilaste puhul — selliseid
oli vaid kaks (0,5%). Eesti Uuringukeskuse andmetel oli vaid kord paevas sd6vaid opilasi 24%.

Viljandi Giimnaasiumi noorte seas tehtud kusitlusest selgus, et populaarseim vahepala on
puuviliad — nii vastas 136 Opilast ehk 67%. See on kdllaltki hea tulemus, sest puuviljad on ka
toiduplramiidis olulisemaid vahepalu paeva jooksul. Toidukordade vaheaegadel magusat
naksida ei ole hea, aga ometi eelistas 110 dpilast toidukordade vahepeal seda teha. Tulemus oli
aga hea krdpsude puhul — neid tarvitas vaid 24 kusitletut.

85% Viljandi Guimnaasiumi Opilastest tarbib piimatooteid vadhemalt neli korda nadalas. See on
hea tulemus, sest Eesti koolidpilaste tervisekditumise uuringus oli vastav naitaja vaid 61%.
Viljandi Giimnaasiumi Opilastest ei tarbi piimatooteid Ulldse 2%. See on ménevdrra parem
tulemus kui Eesti koolidpilaste tervisekaitumise uuringus, kus selliseid dpilasi oli 8%.

Leiva- ja saiatoodete puhul oli valja pakutud Uheksa valikuvarianti. Leivatoodetest eelistasid
Opilased rukkileiba, selle valiku méarkis 112 vastanut. Nisujahutoodetest olid populaarsed nii sai
kui ka kuklid, nii vastas 70 Opilast. See on hea tulemus, sest rohkem kui pooled glimnasistid
soovad tervisele kasulikumaid jahutooteid. Siiski on nisujahutoodete tarbimine killalt suur ja seda
voiks veelgi piirata.

Viljandi Gimnaasiumi &pilaste kala tarbimise sagedus erineb uleriigilisest TAl uuringust. Selgus,
et Eesti noortest s60b iga paev kala 3%, kuid Viljandi gimnasistide hulgas igapaevaseid
kalatarbijaid ei ole, ei ole isegi neid, kes tarbiksid kala tlep&eviti. Opilasi, kes sé6vad kala ménel
korral nadalas, on Viljandi Gimnaasiumis 7%, Ule-eestilise uuringu jargi 26%. Véib jareldada, et
Viljandi Gimnaasiumi dpilased tarbivad kala vahem kui keskmine Eesti noor ja oluliselt vahem,
kui on soovituslik.

Uuringu tulemuste kohaselt tarbib liha vahemalt kaks korda nadalas 86% ja lihatooteid (nt viiner,
kotlet, vorst) vdhemalt korra nadalas 96% vastanutest. Samas on lihatoodete tervislikkus vaieldav
ning soovituslikult voiks nende tarbimine olla minimaalne.

Uuringust selgus, et 45% vastanutest tarbib kddgivilju iga paev, mis on vaga hea tulemus, sest
Eesti kooliépilaste tervisekaitumise uuringus oli see protsent vaid 20. Kédgivilju tarbib tks kord
nadalas voi lldse mitte 6% vastanutest, mis on lsna vaike protsent. Enamik vastanud Opilastest
s60b kodgivilju vahemalt kaks korda nadalas.

Puuvilju tarbib iga paev 34% vastanutest ehk 70 &pilast. Neli kuni viis korda nadalas s66b
puuvilju 30% O&pilastest ehk 62 glimnasisti. Kaks kuni kolm korda nadalas tarbib puuvilju 26%
Opilastest ehk 54 vastanut. Kdigest korra nadalas s66b puuvilju 18 &pilast ehk 9% kusitletutest.
Kodik Viljandi GuUmnaasiumi kuisitletud Opilased tarbivad puuvilju vahemalt kord nadalas.
Toiduainete tarbimise sagedusest kisitletud dpilaste hulgas annab Ulevaate joonis 2.

Joonis 2. Opilased toiduainete tarbimise sageduse jirgi, 2012/2013. dppeaasta
Figure 2. Students by frequency of consumption of food articles, academic year 2012/2013
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198 &pilase pere valmistab s66gi toorainetest ise, mis on hea tulemus, sest isevalmistatud toidus
puuduvad tervisele kahjulikud séilitusained. Mikrolaineahjus soojendab toitu vaid 6 vastanut ehk
2%, seegi on hea naitaja, sest mikrolaineahju kiirguse tagajarjel havivad toidus kasulikud
vitamiinid.

173 gimnasisti joob kdige parema meelega vett. See on hea, sest vesi on inimorganismile
igapaevaselt vajalik. Teed vdi kohvi joob 95 dpilast. Kodu- ja poemahlu joob vastavalt 87 ja 84
Opilast. Samas tarbitakse suhkrurikkaid tooteid siiski liiga palju, sest osa jooke sisaldab suhkrut
varjatult.

Valdav osa Opilasi — 129 ehk 63% — on oma kehakaaluga rahul. Kehakaaluga mitterahulolevaid
opilasi oli 37% ehk 75 noort. Oma kehakaaluga rahulolemiseks on 64% ehk 130 dpilast teinud
trenni. See on hea tulemus, sest pooled vastanutest peavad oluliseks aktiivset eluviisi, et hoida
ennast soovitud vormis. 22% koolinoortest ei ole kasutanud oma kehakaaluga rahulolemiseks
kdige tervislikumaid meetmeid, nad on pidanud dieeti v6i ennast néljutanud. Naljutamine ja
dieedipidamine ei ole tervisele kasulikud, pigem tuleks eelistada tervislikku toitumist ja sporti.

Vitamiine on kasutanud 57% 0&pilastest ehk 116 vastanut. See on hea tulemus, sest (ile poole
noortest métleb sellele, et kdiki vajalikke vitamiine toidust katte ei saa, mistdttu peab kasutama ka
toidulisandeid. 39% ehk 79 o&pilast ei ole kasutanud Uhtegi toidulisandit, mida vdib samuti heaks
tulemuseks pidada. Loodetavasti on gimnasistide toitumine piisavalt mitmekesine ja nad ei vaja
toidulisandeid.

PSUHHOLOOGILISED TOITUMISHAIRED VILJANDIMAA NOORTE NAITEL

Johanna Martin, Kaisa Tsaro

T66 eesmark oli uurida Viljandimaa opilaste toitumisharjumusi ja nende harjumuste seost
psluhiliste toitumisharjumustega.

Meetod

Uurimistdd andmete kogumiseks kasutati 20 kiisimusest koosnevat internetipdhist kisitlust, osa
kisimustest olid valikvastustega. Kusitlus korraldati 2013/2014. Oppeaastal, vastamine oli
anoniimne ja vabatahtlik.

Kusitluses osalejad

Kisitlusankeet tehti eri soost ja vanuses Viljandimaa noortele kattesaadavaks internetiportaalide
kaudu. Kisitlusele vastas 117 noort vanuses 12—-26 eluaastat, kellest 35 olid mehed ja 82 naised.
Vastanute pikkuse ja kaalu pdhjal arvutasime valja nende kehamassiindeksi (KMI) ning jaotasime
vastanud selle jargi jargmistesse gruppidesse: alakaalulised (KMI alla 19), normaalkaalulised
(KMI' vahemikus 19-25), ulekaalulised (KMI vahemikus 25-30) ja rasvunud (KMl vahemikus
31-35).

Analiilis

Peaaegu Uks kolmandik (32%) vastanutest ehk 37 noort arvasid, et nende KMI on tegelikkusest
suurem. Asjaolu, et Uks kolmandik vastanutest tajub oma kehakaalu vaaralt, naitab, kui palju
vodivad meedia ja Uhiskond mdjutada inimese enesehinnangut. Normaalkehakaalu vaartus on
aastatega tunduvalt langenud. Varem olid suurema kehakaaluga ja iimara vormiga naised vaga
hinnatud, kuid tanapaeval eelistatakse naisi, kelle kehamassiindeks jaab normaalkaalu
alampiirile.

Vastanud alakaalulistest 7% tunneb end oma kehakaalu pérast halvasti, kusjuures (ks neist
arvab, et on ulekaaluline. Nendel inimestel on vaga vaar kehataju ning suure téendosusega vdib
neil esineda anoreksia siimptomeid.
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Sarnane probleem tuli valja ka normaalkaaluliste seas, kellest 17% ei tunne ennast oma kehas
hasti. Kusjuures kolm neist arvavad, et on Ulekaalulised, mis suurendab buliimia simptomite
esinemise tdenaosust.

Lisaks sai kinnitust juba etteaimatav tulemus, et naised on oma kehakaalu suhtes kriitilisemad kui
mehed. Peaaegu pool naistest (48%) pidas oma KMI-d tegelikust suuremaks. Meeste hulgas oli
see protsent vaga vaike (3%). See tulemus ei olnud kuigi Ullatav, sest meeste puhul on
iluideaaliks pigem lihased ja kogukus.

13% noortest peab kalorite Ule arvestust. See tulemus on pigem positiivne, sest toidu
energiavaartuse jalgimine on ks toitumishaire pohisimptomitest. Suur osa noortest ei pea sellist
jalgimist dnneks oluliseks.

Uuringust selgus, et kolmandik noortest ei toitu tervislikult. Peamiste pdhjustena toodi valja
tahtejou vahesus (46%), kiire eluviis (24%) ja suutmatus ahvatlustele (kiirtoit, maiustused) vastu
panna (16%) (joonis 3). Muude pdhjuste all oli vélja toodud tervisliku toidu kallidus ja et vanemad
teevad ebatervislikku toitu.

Joonis 3. Tervislikku toitumist takistavad pohjused, 2013/2014. 6ppeaasta
Figure 3. Reasons for not following a healthy diet, academic year 2013/2014
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6% ‘
Ei suuda ahvatlustele vastu panna Pole tahtejoudu
Inability to resist temptation No willpower
16% 46%
Kiire eluviis

Busy lifestyle
24%

Peaaegu pool alakaalulistest (48%) on kas dieeti pidanud vdi sellele mdelnud. See protsent on
vaga suur, sest tegelikkuses pole neil toitumise piiramiseks mingit pdhjust. 8% normaal-
kaalulistest peab kill dieeti, kuid see ei pruugi viidata toitumishairele. Tegu vdib olla Ulekaalu
valtimiseks arsti maaratud eridieediga, millega puitakse kill vahendada keha rasvaprotsenti,
kuid sailitada lihasmassi. Hetkelistest dieedipidajatest valdav osa on naised (92%), mis on
pdhjendatav tanapaeva naise iluideaaliga.

Toitumisharjumuste anallisist selgus, et 62% vastanutest s66b korraparaselt. Samas oli
neljandikul vastanutest llesédmishooge ning 1% esines pidev llesédmine. Ulesédmishoogude
pohjuseks voib olla eelnev toitumise piiramine, mis pdhjustab suurt naljatunnet, millele jarele
andes tarbitakse lihikese aja jooksul suures koguses toitu. Sellise tsiikli kordumine on tidpiline
buliimia siimptom. 10% vastanutest tunnistas, et s66b teadlikult vahe, mis viitab kindlale
toitumise piiramisele, ning 2% vastanutest vaitis, et s66b lausa vaga vahe, mida vdib pidada
koguni naljutamiseks. Niisuguse toitumiskaitumise jatkumisel vdib kujuneda anorexia nervosa.

Soovitud kehakaalu sailitamise meetodeid uurides tuleb kiita noorte fiilsilist aktiivsust.
Regulaarse treeninguga tegeles 71 &pilast. Kehaline koormus suurendab ja tugevdab lihaseid,
kaasa arvatud sidamelihased. Lisaks kiirendab see ainevahetust, mis koos tervisliku toitumisega
aitab pusida soovitud vormis ja tekitab rahulolu oma kehaga. Pool vastanutest Utles, et toitub
tervislikult. See on tdnapaeva kiire eluviisi juures tunnustamisvaart tulemus. 24 vastanud noort on
teadlikud, et tihti sd6mine on tervisele kasulik, sest see aitab hoida veresuhkru taset stabiilsena,
mis ennetab hetkelist Glesdéomist.
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Samale kisimusele saime ka murettekitavaid vastuseid. Nimelt selgus, et kuus inimest peab
soovitud kehakaalu sailitamiseks tarvilikuks kasutada ekstreemseid vahendeid. Kolm neist
oksendab parast s06mist, mis viitab otseselt buliimiale. Selline kaitumine on pd&hjustatud kas
ebameeldivast taiskdhutundest voi sédmisjargsest siiiitundest. Ulejaanud kolm noort on pigem
anorektiliste kalduvustega, plides alandada oma kehakaalu lahtisteid ja kaalu alandavaid
tablette tarbides. Selline jaotus kinnitab tdsiasja, et anoreksia ja buliimia on Uldiselt vordselt
levinud.

Uuringu tulemuste kohaselt s66b 79% vastanud noortest taiesti tavaparaselt. 10% vastanutest
arvas, et sd6b palju.

Valdav osa vastanud Viljandimaa noortest (72%) on toitumishairetest teadlikud. Tanapaeval
kajastatakse seda valdkonda nii meedias, koolis kui ka avalikus elus (joonis 4). See aitab valtida
psuuhiliste toitumishairete all kannatajate osatéhtsuse kasvu ning suurendab juba haigestunud
inimeste ravi- ja tervenemisvéimalusi.

Joonis 4. Psiiiihiliste toitumishairete infoallikad, 2013/2014. 6ppeaasta
Figure 4. Sources of information on psychological eating disorders, academic year 2013/2014
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Kahjuks tuleb kurvastusega tddeda, et peaaegu kimnendikul vastanutest (9%) on kindlalt
esinenud (parasjagu esineb) psuuhilisi toitumishaireid. Selline tulemus on ilmselt killaltki
usaldusvaarne, sest rahvusvahelise anorexia nervosa ihingu ANAD andmetel on vastav protsent
Ameerika Uhendriikide noorte seas 7,1. Vastanutest 10% tédes, et neil on esinenud psiiiihiliste
toitumishairete simptomeid, kuid nad on naasnud tavapéarase toitumise ja eluviisi juurde. 81%
vastanud noortest ei ole psuuhilisi toitumishaireid ega nende algsimptomeid esinenud.

TOITUMINE JA TREENING MEIE IGAPAEVA ELUS

Merily Sankmann

Uurimistdd eesmark oli teada saada, mis on tervislik toitumine ja tervisesport ning kui paljud
Viljandi Gimnaasiumi &pilased ja tdotajad sellele tahelepanu pdéravad.

Meetod

Uurimistdd empiirilises osas kasutati internetipdhist kusitlust. Klisimustiku 14 kisimusest 13 olid
valikvastustega ja Uks lahtine kiisimus, millele sai vastata vabas vormis. Kolmele valikvastustega
kiisimusele sai anda mitu sobilikku vastust. Kaheksa kisimust olid kohustuslikud, sest need olid
uurimistd6 seisukohast kdige olulisemad. Kahele kiisimusele sai vastata hinnanguga skaalal 1-5,
kus 1 markis kdige madalamat hinnangut ja 5 kdige kdrgemat. Kisitlus korraldati 2014. aastal.
Kisimustikus osalemise palve edastati Opilastele ja kooli to6tajatele e-paeviku Stuudium kaudu.
Vastamine oli vabatahtlik ja anontumne.
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Kusitluses osalejad

Kusitluses osales 243 inimest: 214 dpilast (88%) ja 29 kooli to6tajat (12%). Osalenute seas oli
naisi 173 ja mehi 70. Osalejate vanus jai vahemikku 16-60 eluaastat, kdige rohkem vastas
17-aastaseid Opilasi ja kdige vahem ehk ainult Giks inimene oli vahemalt 60-aastane.

Analiiis

Kdigist kisimustikule vastanud Viljandi Gimnaasiumi Opilastest ja tootajatest teevad 1-3 korda
nadalas trenni 81 inimest ning 3-5 korda 67 inimest. Ainult 13 vastanut ei tee trenni. Tulemus on
suureparane, sest naitab, et Viljandi Gimnaasiumis to6tavad ja dppivad inimesed on kehaliselt
Usna aktiivsed. Kui vaadata to6tajaid ja dpilasi eraldi, selgub, et tdotajaid, kes lldse trenni ei tee,
on Opilastega vorreldes suhteliselt rohkem, kuid on ka suhteliselt palju t66tajaid, kes teevad
nadalas trenni isegi 5—7 korda. Meeldiv on tddeda, et &pilasi, kes Uldse trenni ei tee, on vaga
vahe, ja mitmed 6pilased teevad nadalas koguni 7 korda trenni.

Joonis 5. Kiisitletud treenimise sageduse jargi, 2014
Figure 5. Respondents by frequency of exercising, 2014
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Ténu treeningule on paranenud 179 vastanu meeleolu, mis néitab, et treening on igapaevaelus
toesti olulise téhtsusega. 126 inimest vastas, et treening muudab neid energilisemaks, ja
73 vaitis, et Uldine t6ovoime paraneb. Tulemused on vaga positiivsed, sest ainult 39 inimest
vastas, et treening muudab vasinuks. See tahendab, et treeningul on palju olulisi mdjusid.

Viljandi Gumnaasiumi vastanud Opilastest ja to6tajatest 92 toitub enamasti voi alati teadlikult
(vahetevahel 89). See on vaga hea tulemus, sest naitab, kui suur osa vastanutest jalgib oma
toitumist. Neid, kes kunagi ei vaata, mida séévad, oli vaid 15.

Tdotajad toituvad teadlikumalt kui dpilased, mis on kiire elutempo juures vaga positiivne tulemus.
Ka meessoost vastanute tulemused on vaga head, sest vaga palju on teadlikult toitujaid
(70 vastanust 50). See on tore ka selle poolest, et kui vaadata Eesti HBSC (Health Behaviour of
School-aged Children) uuringu raportit, on ndha Tervise Arengu Instituudi 2009/2010. aastal
korraldatud uuringust &pilaste seas, et Ulekaaluliste poiste hulk on tunduvalt suurem kui Ule-
kaaluliste tdrukute hulk.

Kisimusele, kuidas mdjutab teadlik toitumine Viljandi Gimnaasiumi &pilaste ja tdotajate tervist,
vastas lausa 58%, et tervis on lainud aina paremaks. 29% Utles, et toitumine pole m&jutanud neid
kuidagi, ja vaid 3% véitis, et see on mdjutanud nende tervist halvasti. Selle pbhjal saab siiski
vaita, et tervislik toitumine on pigem tulnud kasuks ja toitumist tuleks jalgida, et saavutada parem
tervis.

Teadlikult toitujad jalgivad, mida nad soévad. Sellise valiku tegi 66% vastanutest (joonis 6).
Samuti on populaarne jalgida juur- ja kddgiviljade kogust oma mendus. Sellise valiku tegi 49%
vastanutest, mis on tunduvalt suurem hulk kui dpilaste seas Tervise Arengu Instituudi korraldatud
uuringu pd&hjal (vaid 20% &pilastest s6ovad kddgi- ja juurvilju).
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Joonis 6. Toitumise jalgimine, 2014
Figure 6. Watching one’s diet, 2014
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Viljandi GUimnaasiumi &pilastest ja tootajatest 51% on valinud teadliku toitumise, sest peavad
seda enda jaoks oluliseks. See naitab, et nad soovivad hoida oma tervise korras. Ligi pool
vastanutest on teadliku toitumise pdhjusena markinud kehakaalu, mis naitab, et inimesed
soovivad hoida oma kehakaalu normis vdi tegelevad sellega, et see normi saaks.

Kuisimusele, miks ei toituta teadlikult, andis vastuse 125 inimest. Vastanute seas oli ka neid, kes
ei jalgi absoluutselt, mida nad sdévad. Pdhjuseks toodi kdige rohkem see, et ei suudeta lihtsalt
kinni pidada kindlast toitumisest (63 vastanut). 31 inimest ei saa teadlikult toituda, sest neid
segab kiire elutempo, ja vaid 20 inimest Gtlesid, et nad ei pea seda vajalikuks. Need inimesed ei
tahagi tervislikumalt toituda, kuid selliseid on vastanute hulgas siiski vaga vahe. Vastanud, kellel
on tervislikuks toitumiseks liiga kiire, voiksid s66gi eelmisel 6htul valmis teha, et oleks hea kerge
koolis vdi 166 juures slitia. Nii ei pea ostma poest vdi kohvikust valmistooteid.

Viljandi Gumnaasiumi to6tajatest ja Opilastest 38% magab 7-8 tundi, 35% magab 6—7 tundi ja
8% magab 8-9 tundi. See on vaga hea tulemus, mis naitab, et lUle poolte vastanutest saab oma
unevajaduse rahuldatud, sest taiskasvanud inimene vajab und 7-9 tundi 66paevas. Vaid 14%
vastanutest magab 5-6 tundi, mis ei pruugi olla valjapuhkamiseks piisav (joonis 7).

Joonis 7. Vastanud 66une pikkuse jargi, 2014
Figure 7. Respondents by duration of night-time sleep, 2014
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Hommikul &rgates on Viljandi Glimnaasiumi t66tajatel tunduvalt parem enesetunne kui dpilastel,
mis vOib Uhe pdhjusena olla tingitud dpilaste liiga vahestest unetundidest. Ka paeva jooksul on
tootajate enesetunne parem kui dpilastel, mis vdib viidata sellele, et té6tajad pdéravad oma unele
rohkem tahelepanu kui 8pilased. Opilased peaksid vétma tddtajatest eeskuju, sest noor inimene
peaks olema energiline ja hea enesetundega kogu paeva.
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ENERGIAJOOKIDE KOOSTIS JA TARBIMISHARJUMUSED VG OPILASTE
SEAS

Brait Auspere, Mari Teder

Uurimist66 paljude eesmarkide seas oli soov leida vastus jargmistele kiisimustele.

= Kui populaarne on energiajookide tarbimine noorte seas?
= Kas esineb seos energiajookide tarbimise ja teadlikkuse vahel joogi koostise kohta?

= Kui populaarne on energiajoogi ja alkoholi samaaegne tarbimine?
Meetod

Tostatatud kisimustele vastuste leidmiseks korraldati 6pilaste seas kusitlus. Vaatluse alla voeti
Uheksa Eestis enamlevinud toodet ja liks Eestis keelatud toode. Tarbijauuringuks koostati Google
Forms keskkonnas internetipdhine kisimustik 14 kusimusega, millest enamik olid valik-
vastustega. Kdsitlus korraldati 2015. aasta veebruaris Viljandi Gimnaasiumi Opilaste seas
(16-20-aastased). Kusitlusele vastamine oli anonliimne ja vabatahtlik. Vastuseid anallusiti
statistiliste meetoditega (korrelatsioon, mood, protsent, aritmeetiline keskmine).

Kisitluses osalejad

Kisitluses osales 100 Viljandi Gimnaasiumi &pilast vanuses 16—20 eluaastat ehk 21% 0&pilaste
koguarvust (70 neidu ja 30 noormeest).

Analiilis

Selgub, et energiajoogid ei ole Viljandi Giimnaasiumis eriti populaarsed. Iga paev energiajooke
tarbivaid noori kisitletute hulgas ei olnud. Noori, kes tarbivad energiajooke kord nadalas voi paar
korda kuus, on 100 kusitletust 16 ehk 16%. Uuringufirma Nielsen kisitluse pdhjal tarbib
18-24-aastastest noortest energiajooke 43%. Seega on Viljandi Glimnaasiumi noorte energia-
jookide tarbimine suhteliselt vaike (joonis 8).

Kdige populaarsem (mood) energiajook on Red Bull, mida eelistab 100 vastanust 43. Teisel
kohal olevat Arctic Sporti tarbib 100 vastanust 21 ehk (ile 50% vérra vahem. Energiajoogid Super
Manki ja Hustler Energizer ei osutunud kellegi eelistuseks.

Joonis 8. Opilased energiajookide tarbimise sageduse jirgi, veebruar 2015
Figure 8. Students by frequency of consumption of energy drinks, February 2015
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Kusimusele, kas energiajoogid on kahjustava toimega, vastas 89% ,Jah” ja 11% “Ei”. Noored on
niisiis teadlikud energiajookide tervist kahjustavast toimest. Kuus noort sajast tarbib energiajooke
vahemalt kord nadalas, nendest kuuest kolm arvab, et energiajoogid on kahjulikud, ja kolm arvab,
et need ei ole kahjulikud (joonis 9). Sajast noorest kimme tarbib energiajooke paar korda kuus.
Nemad on energiajookide negatiivse poolega rohkem Kkursis. Vaid kimnest Uks arvas, et
energiajookidel puudub kahjulik toime, lheksa arvas siiski, et need avaldavad inimesele
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kahjulikku mdju. Energiajooke vaga harva tarbivad opilased on nende kahjulikkuses kindlamad.
Vaga harva energiajooke tarbivaid dpilasi oli sajast 48. Neist 42 arvas, et energiajoogid on
kahjulikud, ja kuus arvas, et ei ole. Noored, kes energiajooke ei tarbi, métlevad oma tervisele
kdige rohkem. 36 energiajooke mittetarbivast Opilasest 35 pidas energiajooke kahjulikuks.
Selgub, et noored, kes tarbivad energiajooke vahe voi ei tarbi Gldse, on nende negatiivsest
mdjust teadlikumad.

Joonis 9. Energiajookide tarbimine ja tarbija teadlikkus, veebruar 2015
Figure 9. Consumption of energy drinks and consumer awareness, February 2015
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Energiajookide tarbimine koos alkoholiga tundub olevat lsna tavaline. 39% vastanutest tunnistas,
et tarbib neid koos. Need noored ei ole ilmselt teadlikud, milliseid suuri ohte véib alkoholi ja
energiajoogi samaaegne tarbimine tekitada. 61% vastanutest vaitis, et ei tarbi energiajooke koos
alkoholiga. Seega on teadlike tarbijate osatahtsus suurem.

Kusitluses uuriti ka seda, kas noored loevad jookide etiketti ja huvituvad toote koostisest.
Kuueteistkiimnest tarbijast 12 ei tunne joogi koostise vastu huvi, kdigest 4 hoolib oma tervisest ja
loeb enne tarbimist ka toote etiketti. Sellest vdib jareldada, et tarbijad siiski ei pddra tédhelepanu
ainetele, mis vdivad neid kahjustada.

Kui noored paneksid end vanema rolli, siis uurimistulemuste pdéhjal vdib vaita, et nad hooliksid
oma lastest rohkem kui endist. Vaid 5% kusitletutest oleks ndus oma jarglasele energiajooki
ostma, seejuures 60% neist ise jooki ei tarvita, kuid 40% on ka ise néus seda jooma.

Kokkuvéttes voib delda, et meedia loodud kuvand noorte suurest energiajookide tarbimisest ei
pea Viljandi Gimnaasiumi naitel paika.

UNENAGUDE JA UNEKVALITEEDI MOJU IGAPAEVASELE ELULE
Kristiina Rillo, Kadi Rohelpuu

Uurimistdd eesmark oli valja selgitada Viljandi Gimnaasiumi dpilaste unekvaliteet une kestuse
mbttes ja uurida, kui olulist rolli mangivad unenaod Opilaste elus.

Meetod

Uurimistdd praktilise osa jaoks kasutati nii kvantitatiivset kui ka kvalitatiivset uurimismeetodit.
Selleks koostati Google Docs Formi abil 18 kisimusega kisimustik. Osa kiisimusi oli valik-
vastustega ja osa lahtiste vastustega. Kiisimustiku loomise algusjargus olid kiisimused peamiselt
unendgude Kkohta, péhjalikumalt teoreetilise materjaliga tutvununa lisati ka unekvaliteeti
puudutavad kusimused. Kisitlus korraldati e-pdeviku Stuudium vahendusel. Vastata paluti
koikidel Viljandi Gimnaasiumi Opilastel, kuid vastamine oli vabatahtlik ja vastajad said jaada
anonuimseks.
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Kusitluses osalejad

Kisimustikule vastas 171 Viljandi Gimnaasiumi &pilast. Kdige aktiivsemad olid esimese aasta
Opilased (68 vastanut), teise aasta dpilasi vastas 40 ja kolmanda aasta dpilasi 45.

Analiiiis

Tulemuste pdhjal voib vaita, et Viljandi Gimnaasiumi &pilaste unekvaliteet uneaja kestuse méttes
on pigem halb, sest dpilaste unetunnid ei vasta argipdeviti arstide soovitusele. Keskmiselt jdavad
Viliandi Gimnaasiumi 6pilase unetunnid 6-8 vahele, sealhulgas 43% vastanutest magab ainult
6—7 tundi ja 7% magab koguni alla 6 tunni. Soovitatav uneaeg on koolidpilasel 8-9 tundi.
Positiivne on see, et noored kompenseerivad vahesed unetunnid nadalavahetustel.

Joonis 10. Vastanud uneaja piisavuse hinnangu jargi, 2016
Figure 10. Respondents by assessment of sufficiency of sleep, 2016
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Opilaste enda hinnangul on nende uneaja kestus pigem piisav (joonis 10). Kuigi vastanute
unetunnid jaévad alla soovitusliku normi, tunnevad nad end véljapuhanuna. Opilased hindavad
oma uneaja piisavust lile ega teadvusta endale, et kvaliteetset und ei saavutata, kui unetunnid
jaavad liiga lilhikeseks. Uneaja kestusest sltub ka hommikune enesetunne. Opilased vastasid,
et tunnevad end hommikuti Gsna hasti. Siin avaldub teatud vastuolu, sest nende argipaevased
unetunnid jdavad alla normi. Ebakdla vdib tuleneda sellest, et paljud vastanutest ei vajagi nii palju
unetunde, et ennast vélja magada, vb6i nad motiveerivad ennast sellega, et saavad need une-
tunnid korvata kas paeval magades v6i nadalavahetustel.

Joonis 11. Unepuuduse moju jargmisele paevale, 2016
Figure 11. Impact of lack of sleep on following day, 2016
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Unepuuduse tagajarjel tunneb suur hulk vastanutest ennast vasinuna ja peaaegu pooled ei
suuda keskenduda (joonis 11). Uurimusest selgus, et vaga paljud dpilased korvavad unepuuduse
paeval magades voi jargmisel dhtul varem magama minnes. See naitab, et nad teadvustavad
endale, et unepuudust saab korvata ainult puhkamisega. Negatiivse poolena selgus, et peaaegu
kolmandik vastanutest korvab unepuudust ergutavate jookidega, kaasa arvatud kohv.

Uurimisel selgus, et unendaod mangivad Viljandi Gimnaasiumi dpilaste puhul suurt rolli. Ligi 98%
vastanutest méletab oma unenagu. Vaid 2% 0&pilastest ei maleta oma unenagu mitte kunagi.
Unendod mdjutavad Opilaste jargmist paeva nii positiivselt kui ka negatiivselt (joonis 12). Kdige
rohkem toodi vélja, et unendod panevad métlema ning mdjutavad meeleolu ja tervislikku
seisundit. Selgus ka, et vastanute arvates mojutavad eelmise paeva sindmused markimis-
vaarselt unenagusid.

Joonis 12. Unendagude moju jargmisele paevale, 2016
Figure 12. Impact of dreams on following day, 2016
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Uurimistdd tegijatele tuli Gllatusena, et kisimustikule vastas nii palju &pilasi. Jarelikult pakuvad
unendod &pilastele huvi ja nad tahavad leida selgitusi unes nahtule.

Kokkuvote

Opilaste uuringud on vaieldamatult pénevad ja neis sisalduvad sénumid véaéarivad kindlasti
avaldamist, vaatamata Uksikutele pisipuudustele statistiliste meetodite kasutamises — kool ongi ju
Oppimise koht.

Opilaste uurimistdédde péhjal véib teha vahemalt kaks positiivset jareldust: Viljandi Glimnaasiumis
leidub dpilasi, kes on huvitatud statistilise kallakuga uurimistdid tegema, ja dpetajaid, kes on
vlimelised selliseid uurimistdid juhendama. Ei ole statistiliselt korrektne neid jareldusi kogu
Eestile laiendada, kuid pohjendatud on hiipotees, et gimnaasiumidpilastel on huvi statistikat
uurimistdodes kasutada.

Opilastédde lugemine tekitab ka kiisimusi. Mida teha, et uuringute tulemused juaksid teiste
opilasteni? Mida teha, et gimnaasiumidpilaste huvi statistika vastu kasvaks? Mida teha, et
glmnaasiumis avaldunud huvi statistika vastu hiljem ei kaoks?

Kindlasti on positiivne ka dpilaste huvi terviseteema vastu. Loodetavasti aitab see kaasa tanase
populaarse uleskutse ,Ole terve!” realiseerumisele aastate parast.
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Luhidalt Viljandi Giimnaasiumist ja dpilaste uurimistéodest

Viljandi Gimnaasium on Eesti esimene maakonna tasandil asutatud riigigimnaasium, mis
alustas t66d 1. septembril 2012. Viljandi Gimnaasiumis on vdimalik omandada individuaalsete
vOimete ja huvide pdhist kvaliteetset Uldkeskharidust, mis annab kooli I6petanud noorele
suutlikkuse realiseerida oma teadlikult kavandatud eesmargid edasisel haridusteel véi t66turul.

Viljandi Gumnaasiumis on kuus ©Oppesuunda: humanitaar ja kunstid, loodus, majandus,
matemaatika-fiilisika, sotsiaalained ja voorkeeled. Oppesuunad pakuvad mitmekesiseid 6ppimis-
vdimalusi ja oma vdimete realiseerimist erinevate huvidega dppijatele.

Viljandi Gumnaasiumis 0pib 519 dpilast (10.—12. klass) ja tootab 50 Opetajat (seisuga
23.09.2016).

Uurimistdd koostamine on gumnaasiumidpingute kohustuslik osa ja gimnaasiumi |dpetamise
eeltingimus. Uurimist66 koostamine toetab &ppija

= Joovust ja loomingulisust uurimisteema valikul, uurimiskliisimuse pustitamisel ja
kasitlemisel,

= jseseisva t66 ja koostd6 oskust,

= suutlikkust uurimismeetodit rakendada ja uurimistulemusi analiitsida,
= kriitilise anallidsi, stinteesi ja allikaanallilsi oskust,

= Kkirjaliku ja suulise enesevaljenduse oskust.

Viljandi Gumnaasiumis saab uurimist6d tegemisel valida jargmiste vbimaluste vahel:
loominguline projekt, épimapp, dppevahend ja klassikaline uurimus. Majanduse dppesuuna
Opilased koostavad uurimistoona praktilise t66 Opilasfirma tegevusest. Uurimist66 voib olla nii
individuaalne kui ka rilhmaté6. Suur hulk uurimistéddest ongi valminud rihmatééna. Uurimis-
té6de juhendajad on enamasti Viljandi Gimnaasiumi dpetajad, aga mitmel t66l on juhendaja voi
kaasjuhendaja ka valjastpoolt kooli. Uurimistddde kaitsmine on kaks korda 6&ppeaastas.
2015/2016. dppeaasta kevadeks oli Viljandi Gimnaasiumis kaitstud 210 uurimistédd, millele
lisanduvad varasemate lendude majanduse suuna dpilaste ariplaanid (kokku on valminud téid ligi
300). Teemavalik on olnud vaga lai. Klassikalistes uurimustes pllitakse peamiselt vélja selgitada,
kui teadlikud on Viljandi Gimnaasiumi noored, milliseid hinnanguid nad annavad koolielu eri
valdkondadele ning millised on Viljandi Gimnaasiumi noorte kaitumis- ja tarbimisharjumused.
Noori uurijaid kénetavad enim teemad, mis noorte inimeste endi elu puudutavad, sealhulgas
tervise, toitumise ja treeningutega seonduv. Mitmed Viljandi Gimnaasiumi &pilased on edukalt
esinenud dpilaste teadustddde riiklikul konkursil.

Raili Toikka-Tamm, Viljandi Giimnaasiumi 6ppendustaja-karjéédrikoordinaator
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STUDENTS’ RESEARCH PAPERS ON HEALTH IN VILJANDI
GYMNASIUM

Foreword

It all began a couple of years ago at the forest university in K&ariku where, seemingly out of
nowhere, some participants came up with the idea of organising a forest university for young
people as well. Each year, the forest university has a different topic. It is quite natural that young
people would have the final word as to what the topic of the youth forest university should be.
In order to find out young people’s opinion on this, the students of state gymnasiums were invited
to Viljandi. The list of topics suggested was topped, as expected, by education and the labour
market and, rather unexpectedly for older people, by health.

The first forest university for young people was held at Kdrstna manor during the autumn break of
2015 and was dedicated to the topic of education. At the first forest university, young people
decided that the topic of the following youth forest university would be health. The second forest
university for young people in Estonia was held at Heimtali manor in Viljandi County during
the autumn break of 2016.

However, a further impetus was necessary for this story to be published. Unfortunately there is
a clear trend away from statistical literacy in Estonian society. Of course there are enterprises
and economic activities where statistics is valued highly even now, but it is increasingly
commonplace that guessing and asking for help from clairvoyants is preferred over factual
knowledge. This trend is confirmed by numerous examples, but this is not the objective of
the article.

What has definitely played a role in reduced statistical literacy is the fact that statisticians have
forgotten to encourage young people to use statistics and left the development of statistical
literacy among the young to chance. There is nho magic wand to increase statistical literacy in
society, but it is definitely possible to decelerate the downtrend and one of the ways to do that is
to bring young people to statistics.

It is purely by chance that the 2016 publication on regional development in Estonia is dedicated
to the topic of health. Combining young people’s interest in health and the topic of the publication
led to the idea that the publication could also contain a story by a young author. Unfortunately,
exactly such a solution was not reached yet, but perhaps half a loaf is better than no bread.

The compilers of the publication contacted the headmaster of Viljandi Gymnasium with
the request of finding some research papers that would cover the topic of health and could be
written up as an article in the publication. The teachers of the school selected five surveys.

= Anne-Liis Pérna, Stiven Lipetski, Helina Romantsov. Instructor: Raili Toikka-Tamm.
Eating habits in Viljandi Gymnasium. Viljandi 2014.

= Johanna Martin, Kaisa Tsé&ro. Instructor: Liivi llves. Psychological eating disorders as
illustrated by youth in Viljandi county. Viljandi 2014.

= Merly Sankmann. Instructor: Raili Toikka-Tamm. Diet and exercise in our everyday life.
Viljandi 2015.

= Brait Auspere, Mari Teder. Instructor: Ave Vitsut. Contents of energy drinks and
the consumption of energy drinks among VG students. Viljandi 2015.

= Kristina Rillo, Kadi Rohelpuu. Instructor: Raili Toikka-Tamm. Impact of dreams and
dream quality on everyday life. Viljandi 2016.
Since the research papers have not been written with an article in our publication in mind, none of
them were suitable for publishing in their entirety but they nevertheless contained a wealth of
information worth publishing. The research papers were compiled following a rather similar
structure. In the case of each survey, we will publish the survey method and the description of
participants as well as the analytical part.

Compilers Mihkel Servinski, Marika Kivilaid, Greta Tischler
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EATING HABITS IN VILJANDI GYMNASIUM

Anne-Liis Pérna, Stiven Lipetski, Helina Romantsov

The aim of research was to study the eating habits of the students of Viljandi Gymnasium.
Method

The empirical part of the research paper featured an online questionnaire, which consisted of
17 multiple-choice questions. The survey was held in the academic year 2012/2013 when Viljandi
Gymnasium was only open for the second year and teaching activities were carried out in five
schoolhouses, patrtially on rented premises. Food services were provided in the canteen of
the rented schoolhouse. The request for participation was forwarded to all students of Viljandi
Gymnasium via the online diary Stuudium. Participation was anonymous and voluntary.

Survey participants
204 students of Viljandi Gymnasium participated in the survey.
Analysis

Out of all the students who participated, three-quarters or 153 eat breakfast every day and
21 students eat breakfast at least 4-5 times a week (Figure 1, p. 156). This is a positive result
because, as it turns out, 174 students or 85% of the respondents have breakfast at least four
days a week. According to the health behaviour survey (2009/2010) held by the National Institute
for Health Development (NIHD) among schoolchildren in Estonia, 64% of the students eat
breakfast every day. Compared to this, the result (75%) of Viljandi Gymnasium is clearly better,
allowing the conclusion that the young of Viljandi Gymnasium understand the importance of
having breakfast.

The multiple-choice questionnaire shows that 120 students in Viljandi Gymnasium eat school
meals and 111 have home-packed meals. The fact that only 7% of the young in Viljandi
Gymnasium do not eat lunch is a good indicator; the respective indicator stood at 156% in
the NIHD survey. It should be pointed out that the school operated on rented premises during
the academic year when the survey was held. This helps to explain the share of those having
school meals (the meals offered on rented premises might not have been sufficient or tasty,
having to move between schoolhouses encouraged students to buy their food in a shop, etc.).

The survey also concerned the students’ breakfast preferences. Students were given a list of
different types of breakfast, and they could tick several options as well. Sandwiches are the most
popular breakfast (breakfast bite) among the students of Viljandi Gymnasium, with 156 students
(76.5%) preferring this option. According to the data of the polling company Eesti Uuringukeskus
from 2012, this preference characterised as many as 90% of the respondents. Hopefully it can be
concluded that the students of Viljandi Gymnasium prefer healthier food than fast-made
sandwiches. The share of students who eat porridge is slightly smaller based on the data of Eesti
Uuringukeskus (40%), while the respective result in Viljandi Gymnasium is 41% (84 students).
The survey held by Eesti Uuringukeskus identified larger shares of respondents preferring a grab-
and-go breakfast: 43% of the students eat curd snacks, 36% eat yogurt and 31% eat fruit for
breakfast. Among the students who participated in the survey conducted at Viljandi Gymnasium,
each type of breakfast was mentioned in equal measure: by 29-30% of the respondents.

As for the frequency of meals, the results obtained in Viljandi Gymnasium revealed that 48% of
the respondents eat 2—3 times a day, while the corresponding share stood at 76% according to
the results of Eesti Uuringukeskus. It can be said that the results of the country-wide survey are
better because, according to calculations, it is ideal if a person has three main meals a day.
The situation in Viljandi Gymnasium is better only in the case of students who eat just once
a day — there were only two such persons (0.5%). According to Eesti Uuringukeskus, the share of
students having only one meal per day stood at 24%.

In the survey held among the students of Viliandi Gymnasium, it was revealed that fruit is
the most popular snack — this was reported by 136 students or 67% of the respondents. This is
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a fairly good result because fruits are one of the most important snacks to have during the day
also according to the food pyramid. Despite the fact that it is not good to snack on something
sweet between meals, 110 students still preferred doing that. However, the results were good in
the case of chips — only 24 respondents reported eating them.

85% of the students of Viljandi Gymnasium consume dairy products at least four times a week.
This is a good result because, according to the survey on the health behaviour of schoolchildren
in Estonia, the corresponding indicator stood at only 61%. 2% of the students of Viljandi
Gymnasium do not consume any dairy products. This result is somewhat better than the one
obtained in the health behaviour survey held among schoolchildren in Estonia, according to which
the share of such students stood at 8%.

As for bread and pastry, nine options were given. Out of bread products, students preferred rye
bread — 112 respondents ticked this option. Popular wheat flour products included both bread and
buns, with 70 students preferring them. This is a positive result as more than a half of gymnasium
students eat flour products which are better for health. Still, the consumption of wheat flour
products is relatively high and it could be limited further.

The frequency of fish consumption among the students of Viljandi Gymnasium differs from that
determined in the country-wide survey organised by NIHD. It was revealed that 3% of young
people in Estonia eat fish every day, but there are no daily fish consumers among the gymnasium
students surveyed in Viljandi; there are not even any students who would consume fish every
other day. The share of students who eat fish a few times a week stands at 7% in Viljandi
Gymnasium and at 26% according to the country-wide survey. It can be concluded that
the students of Viljandi Gymnasium consume fish less than an average young person in Estonia
and significantly less than what is recommended.

According to the survey results, 86% of the respondents consume meat at least twice a week and
96% eat meat products (e.g. frankfurters, mince cutlets, sausages) at least once a week.
At the same time, the health benefits of meat products are debatable and it is recommended to
keep the consumption of these products at a minimum.

The survey revealed that 45% of the respondents eat vegetables every day, which is a very good
result because the corresponding share determined in the survey on the health behaviour of
schoolchildren in Estonia stood at only 20%. The share of students who consume vegetables
once a week or not at all amounts to 6%, which is a fairly small percentage. The majority of
students surveyed eats vegetables at least twice a week.

As for fruit, 34% of the respondents or 70 students consume fruit every day. 30% of the students
or 62 respondents eat fruit four to five times a week, while 26% of the students or 54 respondents
consume fruit two to three times a week. 18 students or 9% of the respondents eat fruit only once
a week. All the students surveyed in Viliandi Gymnasium consume fruit at least once a week.
Figure 2 (p. 157) shows an overview on the frequency of the consumption of different foods
among the students having participated in the survey.

The families of 198 students prepare their food from scratch, which is a positive result because
self-made food does not contain harmful preservatives. The fact that only 6 respondents or 2%
warm their food in a microwave oven is also a good result because the radiation of a microwave
oven destroys the useful vitamins found in food.

173 gymnasium students prefer to drink water. This is positive because a human organism needs
water every day. 95 students drink either tea or coffee. Respectively 87 and 84 students drink
home-made and store-bought juices. At the same time, the consumption of sugar-rich products is
still too high because some of the beverages contain hidden sugar.

The majority of students — 129 or 63% — are happy with their weight. Students not happy with
their weight amounted to 37% of the respondents, i.e. 75 young people. 64% of the respondents
or 130 students have exercised in order to be happy with their weight. This is a good result
because a half of the respondents consider an active lifestyle important for keeping themselves in
their desired shape. 22% of the young people in the school have not used the healthiest
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measures for being happy with their weight, as they have either been on a diet or starved
themselves. Starving and dieting are not good for health; healthy eating habits and sports should
be preferred instead.

57% of the students or 116 respondents have used vitamins. This is a positive result because
more than a half of the young people take it into consideration that not all vitamins necessary are
absorbed from food, which is why food supplements are in order. 39% of the respondents or
79 students have not used any food supplements — this can also be considered a good resuilt.
Hopefully, the diet of gymnasium students is varied enough that they do not need any food
supplements.

PSYCHOLOGICAL EATING DISORDERS AS ILLUSTRATED BY YOUTH IN
VILJANDI COUNTY

Johanna Martin, Kaisa Tséro

The aim of research was to study the eating habits of students in Viljandi county and the link
between these habits and eating disorders.

Method

In order to collect research data, an online questionnaire consisting of 20 questions was used,
with some of the questions being multiple-choice ones. The survey was held in the academic
year 2013/2014, participation was anonymous and voluntary.

Survey participants

The questionnaire was made available to young people of different sex and age groups in Viljandi
county via various Internet portals. The questionnaire was filled out by 117 young people aged
12-26; 35 of them were males and 82 — females. Using the height and weight data of
the respondents, we calculated their body mass index (BMI), based on which the respondents
were divided into the following groups: persons who are underweight (BMI under 19), of normal
weight (BMI between 19-25), overweight (BMI between 25-30) and obese (BMI between 31-35).

Analysis

Nearly one-third (32%) of the respondents, i.e. 37 young people, thought that their BMI was
higher than it actually was. The fact that a third of the respondents have an erroneous perception
of their weight shows how much the media and society can impact on people’s self-esteem. Over
the years, normal body weight has dropped considerably in value. In the past, heavier women
with rounder figures were held in high esteem, whereas nowadays women whose body mass
index stands at the lower limit of the normal range are preferred.

7% of the respondents feel bad about their weight, with one of them thinking that he/she is
overweight. These persons have a distorted body image and are highly likely to have symptoms
of anorexia.

A similar problem was revealed among normal-weight students, 17% of whom do not feel well in
their body. This includes three respondents who think they are overweight, which increases
the likelihood of showing symptoms of bulimia.

In addition, the predictable result that women are more critical of their weight was also confirmed.
Approximately a half of the females (48%) believed their BMI to be higher than it actually was.
The corresponding percentage for males was very low (3%). The result was not really surprising
because the ideal for male beauty consists in having muscles and a bulky figure.

13% of the young people surveyed count calories. This is more of a positive result because
keeping an eye on the energetic value of food is one of the main symptoms of eating disorders.
Fortunately, a large share of young people does not consider this activity important.
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The survey found that a third of the students do not eat healthy. The main reasons cited were
little willpower (46%), a busy lifestyle (24%) and the inability to resist temptation (fast food,
sweets) (16%) (Figure 3, p. 159). Other reasons that were pointed out included the high price of
food and the fact that parents eat unhealthy food.

Nearly a half of the underweight students (48%) have either dieted or thought about doing so.
This is a very high percentage because, in reality, they do not have any reason to limit their food
intake. 8% of the normal-weight students do diet but this is not necessarily a sign of an eating
disorder. It may be a case of following a special diet prescribed by a doctor to reduce the fat
percentage of the body while preserving muscle mass. The fact that the majority (92%) of
occasional dieters is female can be explained by the modern feminine beauty ideal.

The analysis of eating habits revealed that 62% of the respondents eat regularly. At the same
time, a quarter of the respondents reported having bouts of binge eating and 1% said they
constantly overeat. Binge eating may be due to previous restrictions on food intake, which cause
a feeling of extreme hunger, giving in to which results in eating large quantities of food in a short
period of time. Such kind of a repetitive cycle is a typical sign of bulimia. 10% of the respondents
admitted that they consciously eat little, which indicates a clear restriction on food intake,
and 2% of the students surveyed even claimed that they eat very little, and can therefore be
considered as starving themselves. If such an eating behaviour continues, there is the possibility
of developing anorexia nervosa.

As for maintaining the desired weight, the level of physical activity among young people needs to
be applauded. 71 students took regular exercise. Physical exertion builds and strengthens
muscles, including cardiac muscle. In addition, it speeds up metabolism, which — combined with
a healthy diet — helps to maintain the desired shape and creates body satisfaction. A half of
the respondents reported that they eat healthy. Considering the fast-paced modern lifestyle, this
is a praiseworthy result. 24 of the surveyed young people are aware of the fact that eating often is
beneficial to health because it keeps the blood sugar level stable, preventing bouts of overeating.

The same question yielded worrying feedback as well. More specifically, it turned out that six
persons consider taking extreme measures necessary for maintaining their desired weight. Three
of them vomit after eating, which is a direct indication of bulimia. Such behaviour is caused by
either an inconvenient feeling of satiety or the feeling of guilt after eating. Making efforts to lose
weight by using laxatives and weight loss pills, the other three young people display a tendency
towards anorexia. Such a distribution confirms the fact that the incidence rate of anorexia and
bulimia is generally equal.

According to the survey results, 79% of the young people surveyed eat a completely regular diet.
10% of the respondents thought they eat too much.

The majority (72%) of the young people surveyed in Viljandi county is aware of eating disorders.
The topic is nowadays covered in media, at school and in the public domain (Figure 4, p. 160).
This helps to prevent an increase in the share of persons suffering from psychological eating
disorders.

Unfortunately, we must report that nearly one-tenth of the respondents (9%) has definitely had
(or currently has) a psychological eating disorder. Such a result is probably fairly reliable
because, according to the National Association of Anorexia Nervosa and Associated Disorders,
the corresponding share among the youth of the United States of America stands at 7.1%.
10% of the respondents stated that they have exhibited symptoms of psychological eating
disorders but they have returned to a regular diet and lifestyle. 81% of the young people surveyed
have not had any psychological eating disorders or symptoms thereof.
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DIET AND EXERCISE IN OUR EVERYDAY LIFE

Merily Sankmann

The aim of research was to find out what healthy eating and fitness sports are and how much
the students and teachers of Viljandi Gymnasium pay attention to this topic.

Method

The empirical part of research made use of an online survey. 13 out of 14 questions in the survey
were multiple-choice questions and one was an open question, which could be answered with
free-form text. Several suitable answers could be given for three of the multiple-choice questions.
Eight questions were mandatory because they were the most important ones in view of
the research aims. Two questions required an answer on a scale of 1-5, with 1 marking
the lowest level and 5 the highest assessment. The survey was organised in 2014. The request
to participate in the survey was forwarded to the students and employees of the school via
the e-diary Stuudium. Participation was voluntary and anonymous.

Survey participants

243 persons participated in the survey: 214 students (88%) and 29 employees of the school
(12%). Participants included 173 females and 70 males. The participants were aged 16-60;
students aged 17 were the most numerous among the respondents, and the smallest number of
participants, i.e. one person, was aged at least 60.

Analysis

Among all the surveyed students and employees of Viljandi Gymnasium, 81 persons work out
1-3 and 67 persons 3-5 times a week (Figure 5, p. 161). Only 13 respondents do not exercise.
This is an excellent result as it indicates that the people working and studying at Viljandi
Gymnasium are physically rather active. A comparison of employees and students as separate
groups shows that the share of people who do not exercise at all is greater among employees,
but there is also a relatively big share of employees who work out as many as 5-7 times a week.
It is pleasing to note that there are very few students who do not exercise at all and several
students work out as often as 7 times a week.

179 respondents agreed that working out has improved their mood, which shows that getting
exercise truly plays an important role in our everyday life. 126 persons stated that exercising
makes them feel more energetic and 73 claimed that it helps to improve their general
performance. The results are very positive because only 39 persons said that working out makes
them feel tired. This means that exercising has a number of important effects.

In Viljandi Gymnasium, 92 students and employees surveyed generally or always eat mindfully
(89 persons do it occasionally). This is a very good result as it shows the share of respondents
who watch what they eat. There were only 15 persons who said they never pay attention to what
they eat.

School employees pay closer attention to their diet than students do — a very positive result
considering our fast pace of life. The results of male respondents are also very good because
there is a large number of healthy eaters (50 out of 70 respondents). This is also a positive
observation because, looking at the report of the Health Behaviour in School-Aged Children
Survey, the data of the survey held by the National Institute for Health Development among
students in 2009/2010 show that the number of overweight boys is significantly bigger than that of
overweight girls.

As for the question about the health effects of a health-conscious diet among the students and
employees of Viljandi Gymnasium, as many as 58% of them responded that their health has
been improving steadily. 29% said that their diet has had no effect on them and only 3% claimed
that it has had a negative impact on their health. Based on this, it can still be argued that
a healthy diet has had more of a beneficial effect and it is still advisable to watch your diet in
order to improve your health.
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Health-conscious eaters pay attention to what they eat. Such an answer was given by 66% of
the respondents (Figure 6, p. 162). The amount of vegetables in the diet was also a popular
factor to watch. This answer was selected by 49% of the respondents, which is a considerably
bigger percentage than what was found in the survey organised by the NIHD among students
(only 20% of students eat vegetables).

51% of the students and employees of Viljandi Gymnasium have opted for a healthy diet because
they consider it important. This shows that they wish to maintain their health. Approximately a half
of the respondents have cited their weight as the reason for health-conscious eating, showing
that people wish to maintain a healthy weight or make efforts to achieve a healthy weight.

The question about the reasons for not following a healthy diet was answered by 125 persons.
Respondents also included those who do not watch what they eat at all. The reason cited most
often was the inability to follow a certain diet (63 respondents). 31 people are unable to pay
attention to their diet due to their fast pace of life and only 20 persons said they do not consider it
necessary. These people do not even want to eat a healthier diet, but there are very few survey
participants who are of that opinion. Respondents who are too busy to eat healthy could prepare
their meals the night before, so that it would be convenient to eat at school or work. This way
there would be no need to buy ready-made meals in shops or cafés.

38% of the employees and students of Viljandi Gymnasium sleep for 7-8 hours, 35% for
6—7 hours and 8% for 8-9 hours per night. This is a very good result, which shows that more than
a half of the respondents get their need for sleep met, considering that an adult needs 7-9 hours
of sleep per day. Only 14% of the respondents sleep for 5-6 hours, which may not be enough to
rest fully (Figure 7, p. 162).

Waking up in the morning, the employees of Viljandi Gymnasium feel considerably better than
the students do, which — among other things — may be due to the latter not getting enough sleep.
During the day, the employees of the school feel better than the students, which can be a sign of
the employees paying greater attention to sleep compared to the students. The students should
follow the example of the employees because a young person should be energetic and feel good
throughout the day.

CONTENTS OF ENERGY DRINKS AND THE CONSUMPTION OF ENERGY
DRINKS AMONG VG STUDENTS

Brait Auspere, Mari Teder

One of the many aims of the research paper was to find an answer to the following questions.

= How popular is the consumption of energy drinks among young people?

= [s there a link between the consumption of energy drinks and awareness of
the contents of these beverages?

= How popular is consuming energy drinks with alcohol?
Method

In order to seek answers for the questions raised, a survey was held among students. Nine most
common products in Estonia and one product which is prohibited in Estonia were taken under
observation. In order to organise a consumer survey, an online questionnaire was compiled using
the Google Forms environment, with the majority of questions being multiple-choice ones.
The survey was held in February 2015 among the students of Viljandi Gymnasium (aged 16—20).
Participation was anonymous and voluntary. The responses were analysed using statistical
methods (correlation, mode, percentage, arithmetic mean).
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Survey participants

The participants of the survey included 100 students of Viljandi Gymnasium aged 16-20,
i.e. 21% of the total number of students (70 girls and 30 boys).

Analysis

It was revealed that energy drinks are not particularly popular in Viljandi Gymnasium.
The respondents did not include any young people who consume energy drinks daily. Those who
consume energy drinks once a week or a couple of times a month amounted to 16% of
the respondents (100 persons). According to a survey organised by the research company
Nielsen, 43% of young people aged 18-24 consume energy drinks. Thus, the consumption of
energy drinks is relatively low among the students of Viljandi Gymnasium (Figure 8, p. 163).

The most popular (mode) energy drink is Red Bull, with 43 respondents out of 100 preferring it.
21 out of 100 respondents, i.e. more than 50% fewer people, consume Arctic Sport, which is
the second most popular energy drink. Nobody preferred Super Mank or Hustler Energizer.

As for the question whether energy drinks have a detrimental effect, 89% of the respondents
answered “Yes” and 11% “No”. It seems that young people are aware of the negative health
effects of energy drinks. Six out of a hundred young people consume energy drinks at least once
a week, with three out of the six students believing that energy drinks are detrimental and three
thinking that they are not detrimental (Figure 9, p. 164). Ten out of a hundred young people
consume energy drinks a couple of times a month. They are more informed about the negative
side of energy drinks. Only one out of ten respondents believed that energy drinks are not
detrimental, while nine were of the opinion that they do have a detrimental effect on people.
Students who consume energy drinks very rarely are more convinced of their detrimental effect.
Students drinking these beverages very rarely numbered 48 out of 100. Of them, 42 were of
the opinion that energy drinks are detrimental and six persons thought that they are not
detrimental. Young people who do not consume energy drinks think about their health the most.
35 of the 36 students who do not consume energy drinks considered them detrimental. It appears
that young people who consume little or no energy drinks at all are more aware of their negative
effect.

Consuming energy drinks together with alcohol seems rather a common practice. 39% of
the respondents admitted to consuming these beverages together. These young people are
probably not aware of the great risks associated with the simultaneous consumption of alcohol
and energy drinks. 61% of the respondents claimed that they do not consume energy drinks
together with alcohol. Thus, the share of health-conscious consumers is bigger.

The survey also examined whether young people read the labels of drinks and take an interest in
the contents of these products. 12 out of 16 consumers do not have any interest in the contents
of these drinks, while only 4 respondents care about their health and read labels before
consuming a product. It can therefore be concluded that consumers still do not pay attention to
substances that can harm them.

If young people put themselves in the place of parents, based on survey results, they would care
about their children more than about themselves. Only 5% of the respondents would agree to buy
an energy drink for their child, with 60% of them not consuming energy drinks and 40% being
willing to drink these beverages themselves.

In summary, it can be said that the image created by media about the heavy consumption of
energy drinks among young people is not accurate in the case of Viljiandi Gymnasium.
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IMPACT OF DREAMS AND DREAM QUALITY ON EVERYDAY LIFE
Kristiina Rillo, Kadi Rohelpuu

The aim of research was to determine what the quality of sleep among the students of Viljandi
Gymnasium is in terms of the duration of sleep, and to study the importance of dreams in
the students’ life.

Method

The practical part of the survey employed both quantitative and qualitative research methods.
In order to do that, an 18-question survey was organised with the help of Google Forms. Some of
the questions were multiple-choice and others open-ended ones. In the initial stage of compiling
the questionnaire, the questions concerned mainly dreams, but as theoretical material was
studied in more depth, questions about the quality of sleep were also added to the questionnaire.
The survey was held via the online diary Stuudium. All students of Viljandi Gymnasium were
asked to respond but participation was voluntary and the respondents had the option of
remaining anonymous.

Survey participants

The questionnaire was completed by 171 students of Viljandi Gymnasium. First-year students
were the most active with 68 respondents, followed by 40 second-year students and 45 third-year
students.

Analysis

The results suggest that, for the students of Viljandi Gymnasium, the quality of sleep as defined
by the duration of sleep is rather bad, as the hours of sleep that the students get on weekdays do
not meet the recommendations made by doctors. The students of Viljandi Gymnasium get
an average of 6—8 hours of sleep, with 43% of the respondents sleeping for only 6-7 hours and
7% for so little as less than 6 hours. It is recommended that schoolchildren get 8-9 hours of
sleep. What is positive is that young people compensate for the lack of sleep on weekends.

According to the students’ own assessments, their duration of sleep is more sufficient than not
(Figure 10, p. 165). Although the sleeping hours of the respondents are below the recommended
level, they feel rested. The students underestimate how much sleep they need and do not
acknowledge that it is not possible to get good-quality sleep if the sleeping time is too short.
The duration of sleep also determines how people feel in the morning. Students reported feeling
rather good in the morning. This suggests something of a contradiction because their weekday
sleeping hours are below the norm. This inconsistency may be due to the fact that a number of
respondents do not require so much sleep in order to be fully rested or stay motivated by allowing
themselves to make up for the missing hours of sleep either by taking naps or sleeping in on
weekends.

Due to lack of sleep, many respondents feel tired and nearly a half of the people surveyed are
unable to focus (Figure 11, p. 165). The survey revealed that very many students make up for
their lack of sleep by taking naps during the day or going to bed earlier on the following evening.
This shows that they are aware of the fact that only rest can make up for lack of sleep. On a
negative note, it was revealed that nearly a third of the respondents make up for their lack of
sleep by drinking stimulating drinks, including coffee.

The survey revealed that dreams play an important role in the case of the students of Viljandi
Gymnasium. About 98% of the respondents remember their dreams. Only 2% of the students
never remember their dreams. For students, dreams can have both negative and positive effects
on the following day (Figure 12, p. 166). What was pointed out the most was that dreams
generate thoughts and influence the respondents’ mood and health status. It also appeared that
the survey participants believe that the events which happen during the day have a considerable
impact on their dreams.
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What surprised the survey team was that so many students chose to participate in the survey.
It shows that students take an interest in dreams and wish to find explanations to what they see
in their dreams.

Summary

Students’ research papers are unquestionably interesting and the messages they contain are
definitely worth publishing regardless of the minor faults in the implementation of statistical
methods — learning is what schools are for.

At least two positive conclusions can be drawn based on the research papers: in Viljandi
Gymnasium, there are students who are interested in writing research papers that employ
statistical methods, and teachers who are capable of supervising such research. Expanding
these results to the entire population of Estonia would not be statistically correct, but we can
make a plausible hypothesis that gymnasium students take an interest in using statistics in their
research papers.

Reading student papers also raises some questions. What to do to help these survey results
reach other students? What to do to stimulate gymnasium students’ interest in statistics? What to
do to prevent students from losing the interest revealed on the gymnasium level?

The fact that students take an interest in the topic of health is also undoubtedly positive. This will
hopefully contribute to the realisation of the popular call for being healthy in the following years.

A short overview of Viljandi Gymnasium and the students’ research
papers

Viliandi Gymnasium is the first county-level state gymnasium, which opened its doors on
1 September 2012. In Viljandi Gymnasium, it is possible to receive good-quality general upper-
secondary education which is based on personal potential and interests and provides young
people having finished this school with the capability of realising their informed objectives in
further education or on the labour market.

Viljandi Gymnasium has six fields of study: humanities and arts, nature, economy, mathematics-
physics, social subjects and foreign languages. The fields of study give learners with various
interests a wealth of opportunities for learning and realising their potential.

There are 519 students (grades 10-12) and 50 teachers in Viljandi Gymnasium (as at
23.09.2016).

Preparing a research paper is a compulsory part of gymnasium studies and one of
the prerequisites for finishing the school. Preparing a research paper contributes to:

= creativity and imaginativeness in selecting a research topic, in phrasing and addressing
a research question,

= independent working and cooperation skKills,

= ability to employ a research method and analyse research results,
= critical analysis, synthesising and source analysis skKills,

= written expression and spoken language skills.

When starting a research project, students of Viljandi Gymnasium can choose from the following
options: a creative project, a study map, a learning tool and a classical research paper. Students
in the field of study of economy carry out their research as a practical project on the operation of
a student company. A research project can conducted both individually and in a team. A great
number of research papers have been prepared as a result of group work. People supervising
these research papers are generally teachers of Viljandi Gymnasium, but several projects also
had an instructor or a co-instructor from outside the school. Research papers are defended twice
per academic year. In addition to the business plans developed by previous students in the field
of study of economy, 210 research papers had been defended in Viljandi Gymnasium by the
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spring of academic year 2015/2016 (in total, nearly 300 papers have been compiled).
The selection of subjects has been very wide. In classic research papers, the aim is generally to
determine how informed the students of Viljandi Gymnasium are, how they assess different
aspects of school life and what the behaviour and consumption patterns of the young of Viljandi
Gymnasium are. Young researchers are the most interested in topics which concern their own
life, including those related to health, diet and exercise. Several students of Viljandi Gymnasium
have successfully participated in the national competition for students’ research papers.

Raili Toikka-Tamm, Learning Adviser and Career Coordinator at Viljandi Gymnasium
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Kaart 4. Tallinna tervishoiuasutused, 2016
Map 4. Healthcare institutions of Tallinn, 2016
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Kaart 5. Haiglate ja kiirabi asukohad, 2014
Map 5. Locations of hospitals and emergency aid stations, 2014
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Kaart 7. Apteegid, 2016
Map 7. Pharmacies, 2016

macy (496) M
Kaart 8. Hooldekodud, 31. detsember 2015
Map 8. Care homes, 31 December 2015
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Kaart 9. Perearstide ambulatoorsed vastuvotud, 2005, 2014
Map 9. Outpatient visits to family physicians, 2005, 2014

Vastuvotte elaniku kohta
Visits per inhabitant

25 30 35 40 45
[

Kaart 10. Hambaravivastuvotud, 2005, 2014
Map 10. Dental care visits, 2005, 2014

Vastuvétte elaniku kohta
Visits per inhabitant

05 1,0 15 19
[

Kaart 11. Puudega inimesed, 1. jaanuar 2016
Map 11. Disabled persons, 1 January 2016

<>
o
Q
Arv
Number

% rahvastikust
% in population
[ ] 700- 4999 (5) [ 10000 - 23999 (2) [ ] 60- 99(6) [150-199()
[ ] 5000- 9999 (7) [ 39000 1) [ 1100-14,9(4) [ 20,0-24,9 (4)
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Kaart 12. Oodatav eluiga, 2006/2007

Map 12. Life expectancy, 2006/2007

Sinnil
At birth

*h

Aastat
Years

[ 1695 1)
C1710-719(2)
I 72,0-72,9(8)

I 73,0-73,9(3)
B 74,0 - 74,9 (1)

Kaart 13. Oodatav eluiga, 2014/2015
Map 13. Life expectancy, 2014/2015

Sinnil
At birth

Aastat
Years
[ 1750-759 (1)
[ 1760-76,9 (5)

[ 770-779 (7)
I 78,0-78,9 (2)

65-69-aastastel

For persons
aged 65-69

Aastat
Years

[ 1144-149 (1)
[ 1150-159(12)
[ 1160-169 (2)

65-69-aastastel

For persons
aged 65-69

Aastat
Years
[ 117,0-179 (6)
[ 1180-18,9 (9)

Kaart 14. Tervena elada jadnud aastad, 2014/2015

Map 14. Healthy life years, 2014/2015
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Aastat
Years
[ ]1450-499 (3)
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[ 60,0-64,9 (1)
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Kaart 15. Uldapteekides kiideldud retseptid, 2006, 2015
Map 15. Prescriptions in general pharmacies, 2006, 2015

Retsepte elaniku kohta
Prescriptions per inhabitant
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Kaart 16. Ravivooditega varustatus Euroopa riikides, 20142
Map 16. Hospital beds in European countries, 2014 @

Ravivoodit 100 000
elaniku kohta

Hospital beds per

100,000 inhabitants
EL-28 keskmine 521
EU-28 average: 521

[ 164-299 (8)
[ 1 300-399 (6)
[ ] 400-521 (9)
[ ] 522-699 (10)
[] 700-823 (4)
[ ] Riik ei kuulu EL-i
Non-EU country

Allikas: Eurostat (7.11.2016)
Source: Eurostat (7.11.2016)

L
o2

@ |taalia andmed on 2013., Hollandi andmed 2009., Albaania andmed 2008. aasta kohta.
a 2013 data for Italy, 2009 data for the Netherlands, 2008 data for Albania.
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Kaart 17. Ravikindlustatud elanikud, 31. detsember 2015
Map 17. Inhabitants covered by health insurance, 31 December 2015

5
0 Kuressaare

% rahvastikust
% in population
Eesti keskmine 91,1%

Estonian average: 91.1% O Omavalitsuslik linn / City with municipal status

[ 1698-91,0 (55) U Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?
[ ]91,1-924 (82) Allikad: Eesti Haigekassa, rahvastikuregister
[ 92,5-95,9 (76) Sources: Estonian Health Insurance Fund, Population Register

Kaart 18. Vereringeelundite haigustest pohjustatud surmad, 2013-2015
Map 18. Deaths caused by diseases of the circulatory system, 2013-2015

arva-Joesuu

of
0 Kuressaare

Aastakeskmine arv

10 000 elaniku kohta
Annual average number
per 10,000 inhabitants
Eesti keskmine 62,3
Estonian average: 62.3

O Omavalitsuslik linn / City with municipal status

18— 62 (54 K s .
% 63— 79 261; O Vald pindalaga alla 10 km?/ Rural municipality with an area smaller than 10 km?
[ 80- 99 (58) Allikad: Statistikaamet, Tervise Arengu Instituut
[ 100-270 (40) Sources: Statistics Estonia, National Institute for Health Development
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Kaart 19. Pahaloomulistest kasvajatest pohjustatud surmad, 2013-2015
Map 19. Deaths caused by malignant neoplasms, 2013-2015

3
0 Kuressaare

Aastakeskmine arv
10 000 elaniku kohta

Annual average number
per 10,000 inhabitants

Eesti keskmine 28,7

Estonian average: 28.7 O Omavalitsuslik linn / City with municipal status

[ ] 0-29 (72) O Vald pindalaga alla 10 km?/ Rural municipality with an area smaller than 10 km?
[ 130-40 (87) Allikad: Statistikaamet, Tervise Arengu Instituut

[ 41-77 (54) Sources: Statistics Estonia, National Institute for Health Development

Kaart 20. Onnetusjuhtumitest, miirgistustest ja traumadest péhjustatud surmad, 2013-2015
Map 20. Deaths caused by accidents, poisonings and traumas, 2013-2015

s
0 Kuressaare

Aastakeskmine arv
10 000 elaniku kohta

Annual average number
per 10,000 inhabitants
Eesti keskmine 7,3

Estonian average: 7.3 O Omavalitsuslik linn / City with municipal status

[ ] o- 7 (90) O Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?
] 8=11 (71) Allikad: Statistikaamet, Tervise Arengu Instituut
[ 12-39 (52 Sources: Statistics Estonia, National Institute for Health Development
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Kaart 21. Suinnid, 2013-2015
Map 21. Births, 2013-2015

S
& Kuressaare

Aastakeskmine arv 10 000 elaniku kohta
Annual average number per 10,000 inhabitants

Eesti keskmine 103,8 / Estonian average: 103.8 O Omavalitsuslik linn / City with municipal status
[ ] o- 69 (45 [ 90-104 (53) O Vald pindalaga alla 10 km?
[ 70- 89 (76) [ 105-172 (39) Rural municipality with an area smaller than 10 km?

Kaart 22. Surmad, 2013-2015
Map 22. Deaths, 2013-2015

Sillamae

S
0 Kuressaare

Aastakeskmine arv 10 000 elaniku kohta
Annual average number per 10,000 inhabitants

Eesti keskmine 116,9 / Estonian average: 116.9 O Omavalitsuslik linn / City with municipal status
[ ] 44-117 (50) [0 150199 (75) 0 Vald pindalaga alla 10 km?
[ ] 118-149 (67) [ 200 - 324 (21) Rural municipality with an area smaller than 10 km?
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Kaart 23. Loomulik iive, 2015
Map 23. Natural increase, 2015

Kaart 24. Rdndesaldo, 2015
Map 24. Net migration, 2015
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Kaart 25. Kuni 14-aastaste osatdhtsus rahvastikus, 1. jaanuar 2016
Map 25. Share of persons aged 0—14 in the population, 1 January 2016

S
0 Kuressaare

% rahvastikust

% in population

Eesti keskmine 16,1%
Estonian average: 16.1%
B 00- 9921

[ ]100-129(62)
[ 113,0-16,1(84) O Omavalitsuslik linn / City with municipal status

[ 162-275 (46) O Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?

Kaart 26. Vahemalt 65-aastaste osatdhtsus rahvastikus, 1. jaanuar 2016
Map 26. Share of persons aged 65 and over in the population, 1 January 2016

S
0 Kuressaare

% rahvastikust

% in population

Eesti keskmine 19,0%
Estonian average: 19.0% \
[ 85-19,0(63)

[ 1191-22,0(71)
[ 22,1-25,0(50) O Omavalitsuslik linn / City with municipal status

[ 25,1 -35,4 (29) O Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?
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\

Kaart 27. Palgatootaja kuukeskmine brutotulu, 2015
Map 27. Average monthly gross income per employee, 2015

3
0 Kuressaare

Eurot / Euros &

Eesti keskmine 1013 eurot
Estonian average: 1,013 euros
[ ] 650- 899 (87)

[ 900-1013 (99)
[ 1014 - 1199 (20) O Omavalitsuslik linn / City with municipal status

[ 1200 - 1443 (7) O Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?

Kaart 28. Valjamakstud toimetulekutoetused elaniku kohta, 2015
Map 28. Payments of subsistence benefits per inhabitant, 2015

S
0 Kuressaare

0
Eurot / Euros

Eesti keskmine 11,84 eurot
Estonian average: 11.84 euros

[ ] o- 5 (s0)

L] 6-11(61)

[ 12-24 (60) O Omavalitsuslik linn / City with municipal status

[ 25-83 (42) O Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?
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Kaart 29. Registreeritud to66tus, 2015
Map 29. Registered unemployment, 2015

T
Unemploym te, %
Eesti k

E

stoni
[ 13-2446)
[ J25-34(7

5)
4) O Omavalitsuslik linn / City with municipal status
8)

U Vald pindalaga alla 10 km? / Rural municipality with an area smaller than 10 km?

Kaart 30. Uhinenud omavalitsusiiksused, 1994-2015
Map 30. Merged local government units, 1994-2015

Uhinemisaasta
Year of merger

[ 11996 (1) [ ] 2005
[ 11997 (1) [] 2009
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(
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1) 50 km

[ 11999 (6) [ ] 2013
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Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Eesti Harju
maakond Linnad
Estonia county Cities
Keila Loksa Maardu Paldiski
Pindala, km? 43 468,18 4 338,23 11,22 3,82 23,44 59,93
Asustustihedus, in/km? 30,3 132,8 853,6 689,5 645,4 62,9
Rahvaarv 1315944 576 265 9577 2634 15128 3767
Mehed 616 708 264 836 4 397 1292 7 257 1735
Naised 699 236 311429 5180 1342 7 871 2032
0—4-aastased 70 603 34 452 700 85 731 153
5-9-aastased 76 592 36 744 728 104 697 190
10-14-aastased 64 250 28 142 569 126 688 192
15-64-aastased 854 174 378 386 6 066 1679 10 512 2 476
vahemalt 65-aastased 250 325 98 541 1514 640 2500 756
Ulalpeetavate maar 54,1 52,3 57,9 56,9 43,9 52,1
Demograafiline 0,82 0,93 1,18 0,48 0,52 0,71
tédturusurveindeks
Randesaldo 2410 5838 -38 25 -72 -33
Sisseranne 15413 15941 440 117 605 149
Valjaranne 13 003 10 103 478 92 677 182
Loomulik iive -1 336 1231 43 -19 -17 -37
Elusstindinud 13 907 6 864 119 15 147 23
Surmad 15243 5633 76 34 164 60
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 3779 1424 18 9 46 11
vereringeelundite 8 200 2 843 46 17 83 26
haigused
onnetusjuhtumid, 954 362 6 1 15 6
murgistused ja traumad
Ravikindlustusega elanikud, 91,1 90,2 94,1 89,4 90,0 91,2
% rahvastikust
Valjamakstud toimetuleku- 11,84 6,76 4,04 76,06 15,70 56,12
toetused elaniku kohta, eurot
Registreeritud t06tus, % 3,4 2,6 1,9 4,8 3,9 51
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 1512799,8 698 427,1 11 972,5 32243 15 273,8 44437
fuusilise isiku tulumaks 855017,3 443934,8 7 870,5 1292,2 9 446,2 2 354,8
Po&hitegevuse kulud 1568 864,7 691 909,8 11 674,5 31394 15 110,5 45422
tervishoid 15 646,3 13 382,1 0,0 4,0 49,8 3,8
vaba aeg ja kultuur 203 926,6 79 552,4 1582,5 426,3 1995,3 542,9
koolitoit 26 343,2 10 285,5 33,0 447 0,0 0,0
Statistilisse profiili kuuluvad 117 398 63 328 685 74 1062 127
ettevotted
Brutotulu saajad 520 125 239 749 4 291 961 6 884 1619
Palgatootaja kuukeskmine 1013,16 1123,80 1 156,03 839,18 892,69 903,99
brutotulu, eurot
Koolieelsed lasteasutused 634 223 3 1 B 2
Lapsed 68 331 32 845 675 111 722 174
Uldhariduse 518 145 3 1 3 3
paevadppekoolid
Opilased 140 483 61874 1597 314 1255 387
Registreeritud kuriteod 32439 16 333 159 73 434 114
Paasteteenistuste 5516 2268 28 28 93 37

registreeritud tulekahjud
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Indicator
Linnad Vallad
Cities Rural municipalities
Saue Tallinn  Aegviidu Anija Harku Joéelahtme
4,39 159,31 11,95 520,97 159,02 211,41  Area, km?
1316,4 2657,8 59,3 10,5 84,6 28,8 Population density, inhabitant/km?
5779 423420 709 5474 13 456 6 095 Population number
2803 189 566 346 2685 6 704 3135 males
2976 233854 363 2789 6 752 2960 females
354 24 091 26 283 1055 411 aged 0-4
493 24 659 21 328 1297 455  aged 5-9
368 18 804 29 293 946 322  aged 10-14
3603 279309 430 3548 8 699 4066 aged 15-64
961 76 557 203 1022 1459 841 aged 65+
60,4 51,6 64,9 54,3 54,7 49,9 Dependency ratio
1,40 0,83 0,49 0,77 1,71 1,01 Demographic labour pressure
index
2 4048 3 -51 333 49  Net migration
286 16 343 37 231 929 381 Immigration
284 12 295 34 282 596 332 Emigration
19 754 -1 -14 69 22 Natural increase
68 5118 7 37 145 69 Births
49 4 364 18 51 76 47 Deaths
Cause of death, 2013-2015, annual average
15 1096 8 13 19 12 malignant neoplasms
27 2188 8 35 37 24  diseases of the circulatory
system
4 268 1 4 8 5 accidents, poisonings and
traumas
94,0 89,4 93,5 92,0 92,7 92,3 Residents with health insurance
coverage, % of population
7,32 6,24 0,00 5,98 2,36 5,41 Subsistence benefit per
inhabitant, euros
2,0 2,7 2,6 21 2,2 2,4 Registered unemployment, %
Local budgets, thousand euros
8 059,3 507 870,9 866,5 5890,0 181265 7 870,1 Operating revenue
5213,8 318 659,7 496,5 3558,9 12893,6 5042,3 personal income tax
7896,0 497 912,2 828,7 55244 18 216,0 8 251,1 Operating expenditures
446 13162,0 1,5 10,8 0,0 19,0  public health
1170,7 57638,0 149,6 786,5 1771,9 1121,3  recreation and culture
167,2 7674,5 8,7 102,9 187,7 117,3  school meals
603 49 659 48 285 1479 563 Enterprises in the Statistical
Profile
2481 175 537 287 2 363 5474 2718 Recipients of gross income
1262,15 1098,72 1074,44 974,11 1 386,84 1170,15 Average monthly gross income
per employee, euros
1 151 B Preschool institutions
374 23 195 31 247 881 391 Children
1 83 1 2 Full-time schools of general
education
921 44 184 62 520 1 500 574  Pupils
54 13 365 6 89 231 130 Registered criminal offences
13 1515 3 37 41 83 Fires registered by the fire and

rescue services
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Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Keila Kernu Kiili Kose Kuusalu Nissi
Pindala, km? 179,52 174,77 100,38 532,85 709,46 264,73
Asustustihedus, in/lkm? 26,1 11,4 49,3 13,3 9,2 10,7
Rahvaarv 4681 1990 4945 7 066 6 496 2832
mehed 2 295 1043 2 537 3478 3277 1371
naised 2 386 947 2408 3588 3219 1461
0—4-aastased 271 132 334 432 352 143
5-9-aastased 326 131 474 494 441 163
10—14-aastased 281 110 390 390 360 154
15—64-aastased 3054 1323 3286 4554 4175 1822
vahemalt 65-aastased 749 294 461 1196 1168 550
Ulalpeetavate maar 53,3 50,4 50,5 55,2 55,6 55,4
Demograafiline 0,99 0,90 1,92 1,07 0,87 0,84
téoturusurveindeks
Randesaldo 22 32 273 21 43 24
Sisseranne 273 148 488 262 250 136
Valjaranne 251 116 215 241 207 112
Loomulik iive 21 5 32 34 -28 -22
Elussindinud 53 30 64 92 49 24
Surmad 32 25 32 58 77 46
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 12 4 10 16 16 10
vereringeelundite 23 13 15 47 37 20
haigused
onnetusjuhtumid, S 3 2 4 4 4
murgistused ja traumad
Ravikindlustusega elanikud, 91,5 91,2 94,6 92,2 92,4 91,3
% rahvastikust
Valjamakstud toimetuleku- 2,41 4,17 0,38 10,04 4,04 25,97
toetused elaniku kohta, eurot
Registreeritud t66tus, % 2,9 3,0 2,2 1,8 2,0 3,1
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 5309,3 27275 6 429,2 7 697,1 7 515,1 3008,6
fuisilise isiku tulumaks 36244 13334 4 555,0 47114 44455 1702,2
Po&hitegevuse kulud 5093,9 4284,6 5848,2 75740 7 478,7 3100,9
tervishoid 0,0 0,0 7,5 0,0 15,0 0,0
vaba aeg ja kultuur 320,0 183,0 787,8 1303,5 727,8 228,3
koolitoit 4,0 0,0 119,7 107,6 170,0 67,0
Statistilisse profiili kuuluvad 381 146 476 509 524 173
ettevotted
Brutotulu saajad 1979 796 2 064 2948 2548 1132
Palgatdotaja kuukeskmine 1115,26 1047,79 1 319,09 1 025,46 1 096,31 962,85
brutotulu, eurot
Koolieelsed lasteasutused 8 1 1 4 2
Lapsed 248 31 323 461 366 138
Uldhariduse 3 1 3 2
paevadppekoolid
Opilased 306 206 704 849 766 285
Registreeritud kuriteod 98 43 45 105 92 47
Paasteteenistuste 30 19 9 46 40 15

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Padise Raasiku Rae Saku Saue Vasa- Viimsi
lemma
367,58 158,96 206,77 170,44 195,37 38,68 73,26 Area, km?
4,7 29,1 76,4 54,4 52,7 63,8 246,3 Population density, inhabitant/km?
1713 4625 15794 9276 10 301 2466 18 041 Population number
901 2288 7 907 4627 5153 1197 8842 males
812 2 337 7 887 4 649 5148 1269 9199  females
81 288 1618 674 842 112 1284  aged 0-4
72 373 1718 840 958 141 1641 aged 5-9
85 261 1009 670 694 115 1286 aged 10-14
1171 2939 10100 5 846 6 569 1613 11546  aged 15-64
304 764 1349 1246 1238 485 2284  aged 65+
46,3 57,4 56,4 58,7 56,8 52,9 56,3 Dependency ratio
0,66 1,25 2,21 1,68 1,83 0,73 1,72 Demographic labour pressure
index
21 -9 625 86 289 -10 155 Net migration
88 180 1322 438 700 106 1082 Immigration
67 189 697 352 411 116 927 Emigration
-8 1 210 30 76 -31 102 Natural increase
12 47 290 104 131 19 201 Births
20 46 80 74 55 50 99 Deaths
Cause of death, 2013-2015, annual average
5 12 24 21 18 29 malignant neoplasms
9 23 30 38 28 21 47  diseases of the circulatory
system
1 2 6 4 4 2 6  accidents, poisonings and
traumas
92,3 94,0 94,1 94,1 93,8 90,4 92,2 Residents with health insurance
coverage, % of population
25,20 3,37 0,29 1,58 2,41 40,48 1,15 Subsistence benefit per
inhabitant, euros
2,1 1,8 2,0 2,2 2,1 3,7 2,1 Registered unemployment, %
Local budgets, thousand euros
20939 53275 21879,5 11768,1 12266,5 27255 26081,6 Operating revenue
1260,8 3559,2 146546 82546 93804 1337,1 18287,5 personal income tax
2049,3 4896,0 21570,9 14160,2 13332,6 3026,9 26 398,6 Operating expenditures
3,1 8,4 27,8 11,0 3,6 6,8 3,6  public health
200,1 631,3 2080,6 3036,8 741,2 2249 1902,3 recreation and culture
22,6 92,0 541,6 141,7 183,3 0,0 499,8  school meals
131 321 1796 991 1036 94 2 165 Enterprises in the Statistical
Profile
791 1971 6 509 3903 4192 986 7 316 Recipients of gross income
988,29 1129,61 1381,55 1270,76 1340,46 884,88 144250 Average monthly gross income
per employee, euros
1 4 8 8 & 2 8 Preschool institutions
78 342 1394 668 742 120 1133 Children
2 4 4 & & 2 5 Full-time schools of general
education
141 584 2118 1257 888 199 2 257 Pupils
34 77 356 156 177 81 250 Registered criminal offences
9 10 48 43 41 36 44  Fires registered by the fire and

rescue services
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Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Hiiu Ida-Viru
maakond Vallad maakond
county Rural municipalities county
Emmaste Hiiu Kaina Pulhalepa
Pindala, km? 1032,42 199,12 387,27 188,68 257,35  3337,43
Asustustihedus, in/km? 9,1 6,0 11,7 11,0 59 43,9
Rahvaarv 9348 1200 4 544 2074 1530 146 506
mehed 4729 647 2198 1067 817 67 352
naised 4619 553 2 346 1007 713 79 154
0—4-aastased 325 34 162 102 27 6 228
5-9-aastased 381 62 183 78 58 6 870
10-14-aastased 386 43 202 93 48 7128
15-64-aastased 6 404 811 3067 1415 1111 94 478
vahemalt 65-aastased 1852 250 930 386 286 31802
Ulalpeetavate méaéar 46,0 48,0 48,2 46,6 37,7 55,1
Demograafiline 0,54 0,63 0,57 0,54 0,39 0,55
tédturusurveindeks
Randesaldo -91 -13 -74 -1 -3 -1170
Sisseranne 180 28 114 72 51 1933
Valjaranne 271 41 188 73 54 3103
Loomulik iive -46 -9 -30 7 -14 -975
Elusstindinud 70 5 39 19 7 1222
Surmad 116 14 69 12 21 2197
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 34 4 18 5 7 490
vereringeelundite 59 10 28 12 9 1264
haigused
onnetusjuhtumid, 8 1 & 2 2 135
murgistused ja traumad
Ravikindlustusega elanikud, 92,0 92,1 92,3 91,9 91,2 91,8
% rahvastikust
Valjamakstud toimetuleku- 31,44 18,22 37,77 25,15 31,55 19,64
toetused elaniku kohta, eurot
Registreeritud t06tus, % 3,0 1,9 3,0 3,4 3,3 6,7
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 10 572,3 1359,0 5369,3 2209,8 1634,2 147 718,0
fuusilise isiku tulumaks 64834 924,0 3190,9 1386,5 982,1 70 043,8
Po&hitegevuse kulud 111571 1216,7 5713,5 2609,9 1617,0 164 580,8
tervishoid 7,0 6,6 0,0 0,0 0,4 249,6
vaba aeg ja kultuur 1978,2 125,3 862,5 791,9 198,5 29685,1
koolitoit 235,7 22,0 133,3 38,2 42,2 2843,3
Statistilisse profiili kuuluvad 892 123 399 226 144 6 320
ettevotted
Brutotulu saajad 3959 522 1957 841 639 52 551
Palgatootaja kuukeskmine 1010,73 1059,55 1017,02 989,85 979,10 846,93
brutotulu, eurot
Koolieelsed lasteasutused B 1 1 1 2 58
Lapsed 349 43 167 88 51 6 357
Uldhariduse 6 1 2 1 2 42
paevadppekoolid
Opilased 822 74 494 158 96 14 141
Registreeritud kuriteod 109 11 49 22 22 4 160
Paasteteenistuste 27 2 10 9 6 1168

registreeritud tulekahjud
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Jarg — Cont.
Vald Indicator
Linnad Rural
Cities municipality
Kivioli Kohtla- Narva Narva-  Sillamae Alajoe
Jarve Jbéesuu
11,81 41,77 68,95 10,21 11,70 108,97 Area, km?
459,7 860,1 8441 256,5 1169,7 5,3 Population density, inhabitant/km?
5429 35928 58 204 2619 13 686 581 Population number
2 461 16 238 26 332 1265 6218 344  males
2968 19 690 31872 1354 7 468 237  females
203 1645 2473 72 536 15  aged 04
225 1691 2 891 106 588 4  aged 5-9
255 1777 2 956 108 580 14  aged 10-14
3313 23401 37 508 1653 8 950 395 aged 15-64
1433 7414 12 376 680 3032 153  aged 65+
63,9 53,5 55,2 58,4 52,9 47,1 Dependency ratio
0,50 0,53 0,60 0,39 0,45 0,14 Demographic labour pressure
index
-29 -311 -395 -18 -116 1 Net migration
149 825 843 120 241 32 Immigration
178 1136 1238 138 357 31 Emigration
-63 -227 -287 -32 -104 -12  Natural increase
39 315 492 13 101 2 Births
102 542 779 45 205 14 Deaths
Cause of death, 2013-2015, annual average
24 117 184 8 48 3 malignant neoplasms
70 305 428 19 109 5  diseases of the circulatory
system
8 39 58] 2 11 0  accidents, poisonings and
traumas
93,0 93,3 90,3 85,1 92,8 87,4 Residents with health insurance
coverage, % of population
48,52 25,09 16,77 20,61 21,20 30,23 Subsistence benefit per
inhabitant, euros
6,0 6,8 8,1 6,6 5,7 4,7 Registered unemployment, %
Local budgets, thousand euros
5847,8 339650 51807,1 2694,6 12958,1 465,2 Operating revenue
2480,8 18043,3 24 046,2 1226,1 6 859,0 288,0  personal income tax
5891,7 367550 60196,0 28942 13969,6 398,8 Operating expenditures
0,0 0,0 180,5 0,0 0,0 8,1 public health
1024,7 6 686,4 12 816,8 333,0 24272 44,7  recreation and culture
0,0 702,0 1154,5 17,8 276,8 0,0  school meals
158 1222 2284 132 506 44  Enterprises in the Statistical
Profile
1952 13 569 19 272 816 5272 206 Recipients of gross income
818,16 853,28 786,83 858,98 850,14 907,19 Average monthly gross income
per employee, euros
1 15 20 1 5 - Preschool institutions
197 1728 2713 44 584 - Children
2 9 10 1 4 - Full-time schools of general
education
604 3519 6 025 134 1179 - Pupils
96 956 1642 99 349 12 Registered criminal offences
65 317 322 37 82 6 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Aseri Avinurme lisaku Illuka Johvi Kohtla Kohtla-
Némme
Pindala, km? 67,13 193,61 257,56 538,09 123,93 101,58 4,63
Asustustihedus, in/lkm? 23,8 6,5 4,7 1,9 95,1 15,3 215,6
Rahvaarv 1598 1267 1213 1000 11 786 1554 998
mehed 777 616 637 461 5409 778 491
naised 821 651 576 539 6 377 776 507
0—4-aastased 48 43 43 40 533 86 38
5-9-aastased 60 56 61 40 543 86 44
10—14-aastased 79 63 55 36 530 86 51
15—64-aastased 940 809 784 626 7 440 1034 610
vahemalt 65-aastased 471 296 270 258 2740 262 255
Ulalpeetavate maar 70,0 56,6 54,7 59,7 58,4 50,3 63,6
Demograafiline 0,53 0,69 0,75 0,52 0,56 0,67 0,70
téoturusurveindeks
Randesaldo -23 -17 -1 11 -117 -23 -10
Sisseranne 31 31 34 46 411 50 38
Valjaranne 54 48 35 35 528 73 48
Loomulik iive -24 -16 -9 -8 -112 -6 -6
Elussindinud 8 10 7 8 105 18 14
Surmad 32 26 16 16 217 24 20
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 6 4 4 3 44 4 0
vereringeelundite 24 16 13 12 114 11 9
haigused
onnetusjuhtumid, 2 1 1 0 9 1 1
murgistused ja traumad
Ravikindlustusega elanikud, 91,8 92,8 93,6 89,2 93,8 94,3 95,7
% rahvastikust
Valjamakstud toimetuleku- 7,24 9,74 6,72 5,70 13,65 5,67 8,51
toetused elaniku kohta, eurot
Registreeritud to6tus, % 3,3 3,1 2,8 2,6 50 4.1 53
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 1418,3 16975 1834,7 35620 12201,5 1207,0 1496,9
fuisilise isiku tulumaks 723,5 617,5 641,4 519,1 7 098,1 913,0 564,7
Po&hitegevuse kulud 13590 15151 20164 32104 174278 11595 17757
tervishoid 0,0 2,7 0,0 0,0 31,1 0,0 0,0
vaba aeg ja kultuur 283,2 167,4 359,1 5246 24177 200,9 108,1
koolitoit 26,5 103,7 29,1 15,6 308,0 0,0 11,5
Statistilisse profiili kuuluvad 69 95 109 40 876 80 35
ettevotted
Brutotulu saajad 575 461 442 335 4 563 641 383
Palgatdotaja kuukeskmine 808,32 824,96 917,90 961,08 986,42 903,20 953,29
brutotulu, eurot
Koolieelsed lasteasutused 1 1 1 1 1 - 1
Lapsed 48 48 48 44 470 - 39
Uldhariduse 1 1 1 1 3 - 1
paevadppekoolid
Opilased 119 190 139 55 1418 - 84
Registreeritud kuriteod 17 24 25 15 581 48 10
Paasteteenistuste 7 7 10 13 94 39 9

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Lohusuu Liganuse Mae- Sonda Toila Tudulinna
taguse
104,51 438,59 285,12 148,18 159,74 269,15 Area, km?
6,8 6,7 6,1 57 14,2 1,6 Population density, inhabitant/km?
707 2 945 1748 844 2 267 432 Population number
365 1458 859 434 1115 217  males
342 1487 889 410 1152 215  females
21 93 121 28 100 18  aged 04
29 103 103 31 108 14  aged 5-9
39 121 106 36 111 16 aged 10-14
431 1967 1134 536 1536 266  aged 15-64
187 661 284 213 412 118  aged 65+
64,0 49,7 54,1 57,5 47,6 62,4 Dependency ratio
0,74 0,45 1,04 0,43 0,58 0,43 Demographic labour pressure
index
-25 -63 -1 -5 12 -22  Net migration
15 97 63 27 96 14 Immigration
40 160 64 32 84 36 Emigration
-6 -37 9 -18 -8 -2 Natural increase
5 18 28 1 16 8 Births
11 55 19 19 24 10 Deaths
Cause of death, 2013-2015, annual average
2 15 6 4 5 1 malignant neoplasms
8 55 28 5 17 4  diseases of the circulatory
system
1 1 0 1 2 0  accidents, poisonings and
traumas
92,5 91,6 94,4 93,5 93,5 91,8 Residents with health insurance
coverage, % of population
7,62 4,02 4,34 8,84 27,96 9,74 Subsistence benefit per
inhabitant, euros
2,3 3,5 4,2 4,5 3,7 4,6 Registered unemployment, %
Local budgets, thousand euros
766,9 2904,3 5069,0 1097,5 2770,6 515,1 Operating revenue
289,0 1723,0 926,6 451,8 1655,1 206,1 personal income tax
737,9 32471 4 302,1 1039,6 3130,7 518,7 Operating expenditures
1,6 24 14,5 4,2 2,0 1,4  public health
47,9 659,7 603,1 128,2 403,2 20,6  recreation and culture
13,3 52,1 68,4 13,5 31,0 19,4  school meals
83 165 104 52 131 58 Enterprises in the Statistical
Profile
226 1213 609 317 961 133 Recipients of gross income
829,03 901,87 926,16 912,18 1072,69 918,66 Average monthly gross income
per employee, euros
1 2 1 2 2 1 Preschool institutions
17 87 80 35 107 16 Children
1 2 1 1 1 1 Full-time schools of general
education
53 148 126 24 235 19  Pupils
13 60 46 12 25 8 Registered criminal offences
4 21 15 5 37 49  Fires registered by the fire and

rescue services

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA

203



' LISA 2 ANNEX 2
s

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Vald Jbgeva
Rural maakond Linnad Vallad
municipality county Cities Rural municipalities
Vaivara Jogeva Mustvee Poltsamaa  Jogeva Kasepaa
Pindala, km? 392,20 2 604,56 3,94 5,82 5,99 458,86 41,52
Asustustihedus, in/km? 4,3 12,0 1355,3 225,9 696,8 9,5 28,6
Rahvaarv 1700 31298 5340 1315 4174 4 344 1187
mehed 877 15235 2408 638 1892 2168 587
naised 823 16 063 2932 677 2282 2176 600
0—4-aastased 72 1289 233 32 157 192 40
5-9-aastased 87 1460 296 39 219 179 51
10-14-aastased 109 1455 273 50 164 196 48
15-64-aastased 1145 20 146 3367 847 2572 2843 766
vahemalt 65-aastased 287 6 948 1171 347 1062 934 282
Ulalpeetavate maar 48,5 55,4 58,6 55,3 62,3 52,8 55,0
Demograafiline 0,63 0,67 0,80 0,38 0,71 0,60 0,50
tédturusurveindeks
Randesaldo -18 -240 -82 -42 -25 -26 -20
Sisseranne 56 737 197 13 121 154 35
Valjaranne 74 977 279 55 146 180 55
Loomulik iive -7 -140 -13 -21 -26 -13 -12
Elusstindinud 14 289 47 6 42 45 10
Surmad 21 429 60 27 68 58 22
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 4 114 17 6 13 16 6
vereringeelundite 12 232 30 12 37 29 9
haigused
onnetusjuhtumid, 4 28 5 1 4 4 3
murgistused ja traumad
Ravikindlustusega elanikud, 91,3 92,3 93,2 92,1 93,1 91,8 91,9
% rahvastikust
Valjamakstud toimetuleku- 32,40 6,74 7,28 6,92 5,55 1,26 12,65
toetused elaniku kohta, eurot
Registreeritud t06tus, % 6,0 3,0 3,8 2,6 2,4 3,4 1,8
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 3438,9 35498,7 5918,7 18628 56782 46354 986,4
fuusilise isiku tulumaks 7715 161624 2737,6 548,9 24232 2453,6 440,5
Po&hitegevuse kulud 30353 396858 5952,3 22590 57586 4661,7 13106
tervishoid 1,2 35,1 2,2 0,0 10,0 5,8 0,0
vaba aeg ja kultuur 428,8 79725 971,4 3955 1138,8 752,7 505,4
koolitoit 0,0 479,7 0,0 0,0 199,7 39,8 0,0
Statistilisse profiili kuuluvad 77 2 286 369 92 237 322 94
ettevotted
Brutotulu saajad 606 11 438 2021 413 1650 1712 331
Palgatootaja kuukeskmine 814,81 887,72 865,34 829,26 931,44 898,33 760,38
brutotulu, eurot
Koolieelsed lasteasutused 1 23 2 1 2 6 1
Lapsed 52 1345 284 31 291 171 44
Uldhariduse 1 23 2 2 1 5 -
paevadppekoolid
Opilased 70 3164 919 239 680 239 -
Registreeritud kuriteod 100 589 126 17 59 70 19
Paasteteenistuste 29 124 12 2 8 34 17

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Pajusi Pala Palamuse Puurmani Pdltsamaa  Saare Tabivere
232,49 156,64 215,85 292,58 416,71 224,61 200,57 Area, km?
55 7,0 9,9 5,2 8,8 5,0 11,0 Population density, inhabitant/km?
1285 1096 2130 1509 3650 1116 2198 Population number
677 566 1064 734 1823 594 1119  males
608 530 1066 775 1827 522 1079  females
42 30 99 74 160 36 120 aged 0-4
68 30 105 57 167 35 133  aged 5-9
60 58 113 60 158 54 110  aged 10-14
853 723 1371 982 2434 696 1409  aged 15-64
262 255 442 336 731 295 426  aged 65+
50,6 51,6 55,4 53,7 50,0 60,3 56,0 Dependency ratio
0,72 0,57 0,86 0,61 0,60 0,66 0,88 Demographic labour pressure
index
17 10 -21 -7 -17 -28 6 Net migration
52 43 73 61 109 31 93 Immigration
35 33 94 68 126 59 87 Emigration
-6 -5 2 6 -27 -5 -6 Natural increase
12 6 26 20 25 14 25 Births
18 11 24 14 52 19 31 Deaths
Cause of death, 2013-2015, annual average
3 4 8 6 12 7 8  malignant neoplasms
9 7 12 12 36 8 15  diseases of the circulatory
system
2 1 1 1 3 1 2  accidents, poisonings and
traumas
91,2 91,5 92,2 92,0 92,1 88,9 93,1 Residents with health insurance
coverage, % of population
8,82 3,52 9,61 20,41 3,38 4,98 6,38 Subsistence benefit per
inhabitant, euros
3,1 2,3 3,3 3,0 2,5 2,7 3,8 Registered unemployment, %
Local budgets, thousand euros
18253 1199,4 2610,1 15346 34854 13158 24455 Operating revenue
705,7 4904 1143,6 7747 18957 532,5 1140,2 personal income tax
26958 1176,1 25949 35217 3769,3 13716 2497,7 Operating expenditures
4,8 0,0 0,4 2,7 1,5 3,0 0,4  public health
13924 1281 313,8 14599 255,5 146,3 317,0  recreation and culture
4,6 14,0 54,2 24,6 39,9 9,9 60,9  school meals
118 118 174 115 241 101 149 Enterprises in the Statistical
Profile
449 373 788 546 1 361 362 798 Recipients of gross income
943,36 828,57 909,33 879,32 889,26 907,92 884,97 Average monthly gross income
per employee, euros
2 1 1 1 3 1 1 Preschool institutions
33 33 90 62 89 35 87 Children
2 1 1 1 3 1 2 Full-time schools of general
education
35 95 270 92 184 58 186 Pupils
20 21 30 35 77 19 38 Registered criminal offences
4 5 9 9 3 5 8 Fires registered by the fire and

rescue services
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Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Vald Jarva
Rural maakond Linn Vallad
municipality county City Rural municipalities
Torma Paide Albu Ambla Imavere Jarva-
Jaani
Pindala, km? 348,98 2 459,09 10,12 257,05 166,60 139,61 126,72
Asustustihedus, in/km? 5,6 12,5 803,1 4,6 12,1 6,4 12,3
Rahvaarv 1954 30709 8 127 1176 2013 897 1554
mehed 965 14 950 3 669 618 1012 441 778
naised 989 15 759 4 458 558 1001 456 776
0—4-aastased 74 1375 377 48 97 63 71
5-9-aastased 81 1597 466 55 90 56 82
10-14-aastased 111 1487 431 61 85 45 90
15-64-aastased 1283 19 659 5090 788 1337 594 977
vahemalt 65-aastased 405 6 591 1763 224 404 139 334
Ulalpeetavate maar 52,3 56,2 59,7 49,2 50,6 51,0 59,1
Demograafiline 0,63 0,70 0,80 0,59 0,54 1,09 0,88
tédturusurveindeks
Randesaldo -5 -301 -60 -32 -12 -16 -39
Sisseranne 69 736 314 28 61 27 39
Valjaranne 74 1037 374 60 73 43 78
Loomulik iive -14 -154 -52 -1 -10 2 1
Elusstindinud 11 263 66 14 18 10 19
Surmad 25 417 118 15 28 8 18
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 7 102 27 3 6 & 8
vereringeelundite 16 212 51 7 18 4 9
haigused
onnetusjuhtumid, 0 28 7 2 2 0 2
murgistused ja traumad
Ravikindlustusega elanikud, 92,1 92,9 93,2 91,2 92,4 91,1 93,2
% rahvastikust
Valjamakstud toimetuleku- 11,40 12,71 14,76 20,11 2,97 15,18 3,84
toetused elaniku kohta, eurot
Registreeritud t06tus, % 2,9 3,5 3,7 3,1 2,4 2,8 2,5
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 2001,0 343438 9196,7 17191 2311,3 1167,7 1846,9
fuusilise isiku tulumaks 8758 18211,9 49671 6842 12319 609,2 864,6
Po&hitegevuse kulud 2116,4 36436,0 91019 16904 22731 12931 1836,8
tervishoid 4,3 129,0 19,8 1,5 6,5 5,0 0,2
vaba aeg ja kultuur 1958 5317,5 19729 2917 353,2 175,4 217,6
koolitoit 31,9 727,2 138,7 211 68,3 31,8 59,6
Statistilisse profiili kuuluvad 156 2071 471 120 151 78 101
ettevotted
Brutotulu saajad 635 12 307 3320 470 823 371 609
Palgatootaja kuukeskmine 885,61 924,20 939,62 900,79 931,59 979,11 882,70
brutotulu, eurot
Koolieelsed lasteasutused 1 17 2 2 1 1
Lapsed 95 1427 421 63 76 59 66
Uldhariduse 2 20 2 2 1 1
paevadppekoolid
Opilased 167 3148 1024 82 217 89 180
Registreeritud kuriteod 37 467 134 11 19 20 23
Paasteteenistuste 8 121 13 5 7 2 3

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Kareda Koeru Koigi Paide Roosna- Tari  Vaatsa
Alliku
91,66 236,91 204,22 300,61 132,16 598,31 195,12 Area, km?
6,3 8,9 4,7 5,4 7,8 15,6 6,6 Population density, inhabitant/km?
582 2110 955 1627 1037 9 351 1280 Population number
293 1064 501 872 540 4 506 656  males
289 1046 454 755 497 4 845 624  females
23 101 45 87 35 380 48  aged 04
27 143 50 77 56 419 76  aged 5-9
22 120 42 57 35 439 60 aged 10-14
383 1313 606 1080 690 5937 864  aged 15-64
127 433 212 326 221 2176 232  aged 65+
52,0 60,7 57,6 50,7 50,3 57,5 48,2 Dependency ratio
0,45 0,94 0,69 0,60 0,59 0,63 0,72 Demographic labour pressure
index
-21 -6 14 -10 -5 -82 -32  Net migration
12 87 50 90 45 330 42 Immigration
33 93 36 100 50 412 74 Emigration
-7 -1 -4 7 -12 -64 -3 Natural increase
7 21 11 20 2 68 7 Births
14 32 15 13 14 132 10 Deaths
Cause of death, 2013-2015, annual average
2 6 1 6 & 36 2  malignant neoplasms
8 20 7 7 8 65 6  diseases of the circulatory
system
0 8 2 2 1 8 1 accidents, poisonings and
traumas
91,9 93,5 93,8 92,6 91,3 93,1 92,2 Residents with health insurance
coverage, % of population
25,12 17,38 2,89 0,25 18,90 15,05 3,30 Subsistence benefit per
inhabitant, euros
3,5 2,9 3,1 3,0 4.1 4,2 3,5 Registered unemployment, %
Local budgets, thousand euros
643,5 25040 12180 1398,1 1161,7 96539 1523,0 Operating revenue
3499 1193,6 608,3 994,7 563,2 5264,9 880,3  personal income tax
654,7 32201 11664 1566,4 1170,6 10160,3 2302,2 Operating expenditures
3,1 0,1 31,2 0,5 3,9 57,1 0,0  public health
32,2 384,8 126,3 139,9 1459 12574 220,3  recreation and culture
6,3 84,6 0,0 12,5 23,7 280,8 0,0  school meals
48 125 64 140 77 611 85 Enterprises in the Statistical
Profile
246 807 381 663 410 3645 562 Recipients of gross income
920,01 909,71 975,52 932,31 897,16 907,35 958,12 Average monthly gross income
per employee, euros
1 1 1 1 2 2 1 Preschool institutions
23 127 36 54 56 366 80 Children
1 1 2 1 1 5 1 Full-time schools of general
education
31 262 134 32 104 885 108 Pupils
7 25 9 42 24 122 23 Registered criminal offences
4 19 13 16 17 18 4  Fires registered by the fire and

rescue services
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Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Laane
maakond Linn Vallad
county City Rural municipalities
Haapsalu Hanila  Kullamaa Lihula Laane-
Nigula
Pindala, km? 2413,11 11,09 233,87 224,53 375,32 508,79
Asustustihedus, in/km? 10,2 914,9 6,1 4,9 6,0 8,0
Rahvaarv 24 580 10 146 1428 1111 2 267 4 054
mehed 11 893 4493 737 576 1125 2 059
naised 12 687 5653 691 535 1142 1995
0—4-aastased 1062 470 44 40 92 205
5-9-aastased 1237 559 53 36 98 203
10-14-aastased 1132 475 56 42 108 201
15-64-aastased 15798 6 263 923 678 1423 2693
vahemalt 65-aastased 5 351 2379 352 315 546 752
Ulalpeetavate maar 55,6 62,0 54,7 63,9 59,3 50,5
Demograafiline 0,66 0,69 0,50 0,48 0,67 0,71
tédturusurveindeks
Randesaldo -179 -111 -6 -7 -23 -16
Sisseranne 605 375 41 33 58 157
Valjaranne 784 486 47 40 81 173
Loomulik iive -106 -35 -17 -9 -10 -13
Elusstindinud 218 97 11 7 22 40
Surmad 324 132 28 16 32 53
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 93 38 7 5 8 15
vereringeelundite 179 73 13 12 20 27
haigused
onnetusjuhtumid, 18 6 1 1 & 4
murgistused ja traumad
Ravikindlustusega elanikud, 89,4 92,1 92,4 92,2 69,8 90,4
% rahvastikust
Valjamakstud toimetuleku- 16,40 16,04 26,9 13,85 20,44 16,36
toetused elaniku kohta, eurot
Registreeritud t06tus, % 4,6 53 4,6 3,8 53 3,3
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 27 343,4 10 472,8 1565,7 12574 25489 5023,2
fuusilise isiku tulumaks 14 576,7 6 169,7 768,5 511,2 1209,7 2 386,0
Po&hitegevuse kulud 28 2341 10 936,5 1582,4 1230,7 24943 5416,0
tervishoid 30,3 11,0 0,0 0,0 0,0 7,5
vaba aeg ja kultuur 4 340,5 2 456,5 178,0 89,1 4455 541,3
koolitoit 719,5 199,7 71,4 46,9 61,5 193,9
Statistilisse profiili kuuluvad 2002 731 120 91 200 272
ettevotted
Brutotulu saajad 9 604 4035 531 323 833 1658
Palgatootaja kuukeskmine 933,32 934,84 893,85 969,82 872,54 909,41
brutotulu, eurot
Koolieelsed lasteasutused 19 5 2 1 1 4
Lapsed 1003 515 26 34 96 185
Uldhariduse 22 5 3 1 2 4
paevadppekoolid
Opilased 2712 1319 101 124 221 408
Registreeritud kuriteod 434 177 25 11 39 80
Paasteteenistuste 71 11 9 2 8 16

registreeritud tulekahjud
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LISA2 ANNEX 2

Jarg — Cont.
Laane-Viru Indicator
Vallad maakond
Rural municipalities county
Martna Noarootsi Noéva Ridala  Vormsi
270,60 303,44 129,77 260,72 94,98 3628,64 Area, km?
2,8 2,7 2,8 12,4 4,2 16,4 Population density, inhabitant/km?
760 815 357 3245 397 59 467 Population number
401 439 190 1631 242 28649 males
359 376 167 1614 155 30818 females
15 28 8 149 11 2911 aged 0—4
30 31 8 209 10 3261 aged 5-9
24 27 10 181 8 2983 aged 10-14
498 556 238 2232 294 38393 aged 15-64
193 173 93 474 74 11919  aged 65+
52,6 46,6 50,0 45,4 35,0 54,9 Dependency ratio
0,44 0,44 0,28 0,83 0,27 0,76 Demographic labour pressure
index
-10 2 -2 -5 -1 -469 Net migration
27 37 14 150 22 1171 Immigration
37 35 16 155 23 1640 Emigration
-10 -10 0 -2 0 -193 Natural increase
4 2 3 31 1 594 Births
14 12 3 33 1 787 Deaths
Cause of death, 2013-2015, annual average
3 & 2 11 1 183  malignant neoplasms
7 6 2 17 1 457 diseases of the circulatory
system
0 1 1 1 0 47  accidents, poisonings and
traumas
90,8 91,2 93,0 90,5 86,7 92,8 Residents with health insurance
coverage, % of population
21,13 9,52 11,42 11,60 23,78 16,81 Subsistence benefit per
inhabitant, euros
5,8 3,3 2,7 4,2 1,9 3,1 Registered unemployment, %
Local budgets, thousand euros
903,9 1252,2 4959 31594 664,0 65078,6 Operating revenue
422,5 593,5 247,3 1929,8 338,4 33431,2  personal income tax
903,5 12574 487,4 3182,7 743,3 68914,9 Operating expenditures
0,0 2,7 9,0 0,0 0,0 256,9  public health
90,4 127,2 23,2 277,5 111,8 8 403,1 recreation and culture
5,9 26,7 17,9 75,2 20,4 1125,9  school meals
79 99 51 299 60 4 241 Enterprises in the Statistical
Profile
274 328 156 1296 170 23 084 Recipients of gross income
928,46 1103,87 961,33 929,73 1162,49 908,58 Average monthly gross income
per employee, euros
1 1 1 2 1 30 Preschool institutions
20 24 81 15 2739 Children
1 2 1 2 1 34 Full-time schools of general
education
47 224 15 225 28 6 589 Pupils
21 17 8 51 - 1421 Registered criminal offences
4 2 4 14 1 264 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Linnad Vallad
Cities Rural municipalities
Kunda Rakvere Haljala Kadrina Laekvere Rakke Rakvere
Pindala, km? 10,08 10,74 181,97 353,94 352,11 224,67 127,43
Asustustihedus, in/km? 311,1  1466,2 13,6 13,8 4,3 7,3 16,1
Rahvaarv 3136 15 747 2470 4 896 1512 1631 2 056
mehed 1453 7073 1257 2422 771 829 1046
naised 1683 8 674 1213 2474 741 802 1010
0—4-aastased 131 839 124 257 66 84 100
5-9-aastased 161 999 127 321 67 87 112
10-14-aastased 164 851 121 262 66 74 106
15-64-aastased 1957 10 019 1653 3237 1018 1028 1397
vahemalt 65-aastased 723 3039 445 819 295 358 341
Ulalpeetavate méaéar 60,3 57,2 49,4 51,3 48,5 58,7 47,2
Demograafiline 0,70 0,92 0,72 0,93 0,54 0,70 0,72
tédturusurveindeks
Randesaldo -84 -114 -49 -63 -11 15 -2
Sisseranne 105 573 86 157 39 57 106
Valjaranne 189 687 135 220 50 42 108
Loomulik iive -26 -38 -4 -7 -4 -8 5
Elusstindinud 26 153 23 41 23 21 21
Surmad 52 191 27 48 27 29 16
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 10 53 6 9 6 5
vereringeelundite 40 127 20 30 11 13 14
haigused
onnetusjuhtumid, 2 10 1 3 2 2 2
murgistused ja traumad
Ravikindlustusega elanikud, 93,5 93,5 94,0 92,8 92,0 93,0 91,5
% rahvastikust
Valjamakstud toimetuleku- 27,19 13,58 4,29 19,98 15,73 8,94 3,82
toetused elaniku kohta, eurot
Registreeritud t06tus, % 3,8 3,1 2,7 2,4 2,9 3,2 2,4
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 3550,0 17009,6 25786 5059,2 17932 2134,7 1793,0
fuusilise isiku tulumaks 18879 92233 15571 2918,0 780,6 822,7 1089,9
Po&hitegevuse kulud 3354,3 194398 26089 5070,0 2513,2 2463,7 18933
tervishoid 10,0 47,2 6,3 41,5 7,6 6,8 54
vaba aeg ja kultuur 7405 25474 229,0 7715 231,5 163,0 55,8
koolitoit 69,6 346,1 42,1 131,2 0,0 30,3 0,0
Statistilisse profiili kuuluvad 155 1267 183 353 97 122 185
ettevotted
Brutotulu saajad 1249 6 211 1089 1971 586 567 786
Palgatootaja kuukeskmine 945,57 921,35 901,08 949,75 841,57 888,00 864,90
brutotulu, eurot
Koolieelsed lasteasutused 1 4 1 2 1 1 2
Lapsed 142 793 142 266 39 59 67
Uldhariduse 1 5 1 2 2 1 2
paevadppekoolid
Opilased 322 2 352 254 594 111 131 80
Registreeritud kuriteod 67 404 43 67 13 25 62
Paasteteenistuste 18 5 14 22 6 6 32

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Ragavere Someru Tamsalu Tapa Vihula Vinni Viru-
Nigula
173,10 167,24 21560 264,11 367,12 487,73 235,04 Area, km?
4,7 20,5 17,7 28,7 52 9,6 5,5 Population density, inhabitant/km?
821 3424 3820 7578 1918 4 689 1288 Population number
423 1693 1842 3615 1039 2291 681 males
398 1731 1978 3963 879 2398 607  females
35 174 170 369 65 234 63  aged 0-4
27 192 194 391 50 245 70  aged 5-9
30 148 217 404 62 203 63 aged 10-14
566 2285 2428 4761 1245 3101 806 aged 15-64
163 625 811 1653 496 906 286  aged 65+
45,1 49,9 57,3 59,2 54,1 51,2 59,8 Dependency ratio
0,55 0,72 0,69 0,75 0,39 0,68 0,79 Demographic labour pressure
index
-19 -52 -55 -90 68 -37 26 Net migration
31 128 145 274 132 155 59 Immigration
50 180 200 364 64 192 33 Emigration
-10 12 -9 -55 -11 -14 -1 Natural increase
7 42 33 83 18 47 10 Births
17 30 42 138 29 61 11 Deaths
Cause of death, 2013-2015, annual average
3 7 12 28 7 13 3  malignant neoplasms
6 17 23 63 13 34 5  diseases of the circulatory
system
0 & 3 8 3 4 1 accidents, poisonings and
traumas
92,2 93,0 92,2 92,6 91,4 91,7 92,8 Residents with health insurance
coverage, % of population
2,79 4,16 50,53 21,57 0,16 5,69 12,09 Subsistence benefit per
inhabitant, euros
2,4 2,6 4,7 3,8 1,9 2,2 2,5 Registered unemployment, %
Local budgets, thousand euros
989,6 3707,1 41431 77496 1951,0 5502,9 14858 Operating revenue
446,3 2120,6 1852,0 3860,0 13441 24464 774,3  personal income tax
1070,1 39257 38508 78521 22609 5432,7 15318 Operating expenditures
32,0 18,7 10,7 50,5 1,3 14,0 4,9  public health
97,9 281,0 463,0 12461 199,3 550,3 152,8  recreation and culture
22,2 0,0 71,0 161,8 1,6 0,0 27,4  school meals
59 252 194 351 240 388 85 Enterprises in the Statistical
Profile
320 1461 1364 2 826 710 1798 484 Recipients of gross income
909,66 925,72 857,11 871,19 1 090,25 871,42 981,29 Average monthly gross income
per employee, euros
1 1 3 4 1 5 1 Preschool institutions
30 174 176 326 49 235 54  Children
1 3 3 5 1 3 1 Full-time schools of general
education
42 335 490 807 57 460 105  Pupils
10 60 101 281 52 97 25 Registered criminal offences
5 10 24 65 15 18 9 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta

Selection of data on local government units

Naitaja Vald Pdlva
Rural  maakond Vallad
municipality county Rural municipalities
Vaike- Ahja Kanepi Kdlleste Laheda
Maarja
Pindala, km? 457,76 2 164,52 72,12 231,46 150,31 91,44
Asustustihedus, in/km? 9,8 13,0 13,8 10,3 6,8 12,9
Rahvaarv 4481 28 218 998 2390 1022 1183
mehed 2214 14 146 539 1246 542 613
naised 2 267 14 072 459 1144 480 570
0—4-aastased 200 1128 32 99 46 56
5-9-aastased 218 1342 44 103 42 51
10-14-aastased 212 1290 34 102 58 46
15-64-aastased 2 892 18 580 658 1564 676 802
vahemalt 65-aastased 959 5878 230 522 200 228
Ulalpeetavate méaéar 54,9 51,9 51,7 52,8 51,2 475
Demograafiline 0,64 0,65 0,68 0,54 0,63 0,54
tédturusurveindeks
Randesaldo -2 -263 8 -27 28 6
Sisseranne 145 599 39 61 56 49
Valjaranne 147 862 31 88 28 43
Loomulik iive -23 -198 -16 -24 -2 -6
Elusstindinud 46 206 6 18 9 10
Surmad 69 404 22 42 11 16
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 16 104 5 8 5 4
vereringeelundite 41 233 7 24 11 9
haigused
onnetusjuhtumid, 4 28 1 4 1 3
murgistused ja traumad
Ravikindlustusega elanikud, 92,3 92,1 91,2 93,2 92,9 92,8
% rahvastikust
Valjamakstud toimetuleku- 29,41 15,60 13,51 13,85 16,60 18,42
toetused elaniku kohta, eurot
Registreeritud t06tus, % 3,7 4,0 3,2 3,5 4,3 5,2
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 5631,4 30 990,6 1064,8 2 456,9 1211,5 1 509,5
fuusilise isiku tulumaks 2308,0 14 577,2 461,0 1226,5 600,7 601,6
Po&hitegevuse kulud 5647,7 32104,4 1027,6 2379,7 1196,9 1428,1
tervishoid 0,0 639,9 2,4 1,3 7,6 1,8
vaba aeg ja kultuur 674,0 5004,8 126,0 302,8 105,2 159,4
koolitoit 222,8 543,1 11,8 23,5 28,4 37,4
Statistilisse profiili kuuluvad 310 2114 89 146 91 62
ettevotted
Brutotulu saajad 1664 10 202 352 814 392 440
Palgatootaja kuukeskmine 872,47 888,96 849,93 931,44 954,03 845,57
brutotulu, eurot
Koolieelsed lasteasutused 2 18 1 2 1 1
Lapsed 187 1146 30 74 36 34
Uldhariduse 3 19 1 1 1 1
paevadppekoolid
Opilased 449 2573 65 174 75 82
Registreeritud kuriteod 110 659 25 61 25 30
Paasteteenistuste 15 94 3 6 3 4

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Mikita- Mooste Orava Pdélva Rapina  Valg- Vastse-
mae jarve Kuuste
104,41 185,05 175,47 23427 265,85 142,93 122,99 Area, km?
9,0 7,9 41 40,9 17,6 9,8 9,5 Population density, inhabitant/km?
939 1457 719 9575 4 686 1396 1165 Population number
505 743 367 4 583 2 291 723 616  males
434 714 352 4992 2395 673 549  females
33 77 17 401 163 54 41 aged 0—4
33 82 27 535 216 62 48  aged 5-9
28 81 30 480 217 53 50 aged 10-14
610 905 477 6 314 3058 907 788  aged 15-64
235 312 168 1845 1032 320 238 aged 65+
53,9 61,0 50,7 51,7 53,2 53,9 47,8 Dependency ratio
0,43 0,90 0,63 0,73 0,62 0,60 0,65 Demographic labour pressure
index
5 -9 -5 -173 -66 3 -5 Net migration
38 69 18 297 137 45 46 Immigration
33 78 23 470 203 42 51 Emigration
-18 -8 -6 -40 -57 -5 -1 Natural increase
4 15 5 68 26 8 12 Births
22 23 11 108 83 13 13 Deaths
Cause of death, 2013-2015, annual average
4 6 3 28 24 4 3  malignant neoplasms
13 10 6 57 49 10 10  diseases of the circulatory
system
2 2 1 5 3 2 1 accidents, poisonings and
traumas
88,4 92,3 88,0 92,7 93,3 91,0 90,5 Residents with health insurance
coverage, % of population
16,04 41,41 27,72 14,97 575 22,30 8,84 Subsistence benefit per
inhabitant, euros
4,0 6,2 4,0 4,2 3,6 3,6 3,3 Registered unemployment, %
Local budgets, thousand euros
1036,3 1744,0 816,8 10503,7 4486,4 1480,1 1265,4 Operating revenue
372,4 584,9 3146 54159 2288,7 731,9 604,5 personal income tax
1127,2 2439,9 826,7 10583,8 5002,5 1414,2 1280,4 Operating expenditures
0,5 617,0 0,9 0,0 0,0 2,0 0,0  public health
108,8 201,9 56,2 1943,0 926,2 172,8 149,7  recreation and culture
26,6 35,1 27,8 208,1 11,8 43,5 32,9  school meals
63 97 85 715 335 157 86 Enterprises in the Statistical
Profile
272 449 234 3689 1650 517 429 Recipients of gross income
822,12 831,14 875,53 912,22 843,80 896,51 854,06 Average monthly gross income
per employee, euros
1 1 1 5 1 1 1 Preschool institutions
15 39 19 534 172 61 43 Children
1 2 1 5 2 1 1 Full-time schools of general
education
37 142 58 1142 435 60 80 Pupils
14 43 5 218 80 47 11 Registered criminal offences
3 10 8 23 10 3 7 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Parnu
Vallad maakond Linnad Vallad
Rural municipalities county Cities Rural municipalities
Veriora Varska Parnu Sindi Are Audru
Pindala, km? 200,38 187,84 4 809,62 33,15 5,02 159,91 388,69
Asustustihedus, in/lkm? 6,8 7,0 17,3 12014 7751 8,0 14,7
Rahvaarv 1366 1322 82997 39 828 3891 1279 5726
mehed 691 687 39025 17 643 1768 654 2 855
naised 675 635 43972 22 185 2123 625 2 871
0—4-aastased 53 56 4179 2038 178 77 336
5-9-aastased 50 49 4810 2532 228 62 336
10—14-aastased 63 48 4025 1942 191 68 305
15—64-aastased 895 926 52499 24 352 2 407 849 3 686
vahemalt 65-aastased 305 243 17 484 8 964 887 223 1063
Ulalpeetavate maar 52,6 42,8 58,1 63,6 61,7 50,7 55,3
Demograafiline 0,60 0,48 0,83 0,87 0,85 0,81 0,99
téoturusurveindeks
Randesaldo -10 -18 -239 -147 -37 4 24
Sisseranne 33 51 1750 1438 161 54 270
Valjaranne 43 69 1989 1585 198 50 246
Loomulik iive -10 -5 -279 -158 -15 -22
Elussindinud 12 13 807 407 34 11 51
Surmad 22 18 1086 565 49 73
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 6 3 284 148 15 3 16
vereringeelundite 13 14 566 274 27 5 33
haigused
onnetusjuhtumid, 1 2 65 27 6 1 5
murgistused ja traumad
Ravikindlustusega elanikud, 92,6 87,5 91,5 91,9 92,7 91,1 90,7
% rahvastikust
Valjamakstud toimetuleku- 2,62 36,69 19,56 21,18 18,14 10,13 8,10
toetused elaniku kohta, eurot
Registreeritud t06tus, % 4,4 3,3 3,6 3,9 41 3,2 3,7
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 1509,6 19056 929649 466657 3834,3 1368,7 57624
fuisilise isiku tulumaks 659,4 7152 45709,6 221441 20541 630,1 3093,8
Po&hitegevuse kulud 1488,3 1909,2 967589 495523 36145 1417,8 53204
tervishoid 2,4 4,0 186,7 22,1 0,1 0,4 0,1
vaba aeg ja kultuur 203,5 549,2 12954,8 8 083,1 359,2 189,5 418,7
koolitoit 34,7 21,5 17847 1022,2 85,4 26,1 50,9
Statistilisse profiili kuuluvad 84 104 7 147 3668 195 127 525
ettevotted
Brutotulu saajad 464 499 31437 15 240 1554 462 2076
Palgatootaja kuukeskmine 915,23 904,14 892,50 893,03 835,57 850,91 905,30
brutotulu, eurot
Koolieelsed lasteasutused 1 1 45 16 1 1 3
Lapsed 40 49 4271 2 209 220 68 304
Uldhariduse 1 1 41 13 1 1 3
paevadppekoolid
Opilased 100 123 8 940 5491 300 105 395
Registreeritud kuriteod 39 51 1675 1089 36 11 79
Paasteteenistuste 6 8 303 148 13 3 12

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Halinga Haade- Kihnu Koonga Paikuse Saarde
meeste
363,33 390,54 17,33 439,66 175,47 707,48 Area, km?
7,9 6,5 39,4 24 21,9 5,5 Population density, inhabitant/km?
2871 2522 682 1051 3838 3895 Population number
1405 1263 334 553 1876 1911 males
1466 1259 348 498 1962 1984  females
148 94 23 38 244 141 aged 0—4
132 93 34 47 303 156  aged 5-9
112 127 12 55 243 158 aged 10-14
1857 1643 482 688 2510 2483  aged 15-64
622 565 131 223 538 957  aged 65+
54,6 53,5 41,5 52,8 52,9 56,9 Dependency ratio
0,59 0,69 0,54 0,67 1,37 0,54 Demographic labour pressure
index
-42 4 7 -14 48 -38 Net migration
97 93 24 35 227 119 Immigration
139 89 17 49 179 157 Emigration
-1 -13 -2 -13 23 -30 Natural increase
25 19 8 8 49 29 Births
36 32 10 21 26 59 Deaths
Cause of death, 2013-2015, annual average
10 10 2 5 7 16  malignant neoplasms
24 19 4 9 12 35  diseases of the circulatory
system
3 2 1 2 1 4 accidents, poisonings and
traumas
93,2 88,7 90,9 87,2 93,6 91,2 Residents with health insurance
coverage, % of population
10,70 14,74 14,02 83,01 8,43 34,94 Subsistence benefit per
inhabitant, euros
3,6 3,9 4,3 3,3 3,1 3,5 Registered unemployment, %
Local budgets, thousand euros
29557 2 688,1 867,3 1222,0 41611 4 215,0 Operating revenue
1679,8 12219 363,4 490,5 2315,5 1946,4  personal income tax
2823,5 2526,2 996,0 2009,9 39484 4 322,7 Operating expenditures
0,7 0,0 18,5 7,6 0,6 118,6  public health
387,5 321,4 181,2 64,4 471,4 674,8  recreation and culture
28,7 0,0 32,5 29,3 108,5 59,5  school meals
214 192 113 94 271 261 Enterprises in the Statistical
Profile
1198 858 229 367 1481 1330 Recipients of gross income
857,93 858,34 894,08 802,70 966,64 882,37 Average monthly gross income
per employee, euros
3 2 1 2 2 2 Preschool institutions
146 73 22 39 254 127  Children
3 2 1 2 1 2 Full-time schools of general
education
205 229 35 75 484 353  Pupils
28 46 9 8 30 40 Registered criminal offences
7 9 1 4 14 17  Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Sauga Surju  Tahku- Tootsi Tori Tostamaa Varbla
ranna
Pindala, km? 164,62 357,20 103,81 1,78 281,55 260,70 313,88
Asustustihedus, in/lkm? 24,7 2,6 22,7 435,4 8,1 5,0 2,6
Rahvaarv 4071 942 2352 775 2 286 1305 823
mehed 2 052 490 1182 374 1163 680 432
naised 2019 452 1170 401 1123 625 391
0—4-aastased 301 48 131 17 96 47 22
5-9-aastased 256 38 134 19 136 49 30
10—14-aastased 204 43 125 26 120 55 25
15—64-aastased 2753 658 1565 458 1487 861 540
vahemalt 65-aastased 557 155 397 255 447 293 206
Ulalpeetavate maar 47,9 43,2 50,3 69,2 53,7 51,6 52,4
Demograafiline 0,97 0,74 0,90 0,33 0,85 0,58 0,52
téoturusurveindeks
Randesaldo 21 -11 25 -14 -27 -13 -22
Sisseranne 307 35 109 38 64 42 16
Valjaranne 286 46 84 52 91 55 38
Loomulik iive 22 -7 13 -10 -9 -10 -7
Elussindinud 53 9 33 5 14 12 6
Surmad 31 16 20 15 23 22 13
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 7 2 3 8 2
vereringeelundite 18 8 11 13 12 11 10
haigused
onnetusjuhtumid, 2 1 2 1 2 5 0
murgistused ja traumad
Ravikindlustusega elanikud, 91,8 89,3 87,5 87,5 91,2 90,4 87,8
% rahvastikust
Valjamakstud toimetuleku- 5,74 16,41 10,29 75,91 22,06 26,68 62,80
toetused elaniku kohta, eurot
Registreeritud to6tus, % 2,9 2,6 3,2 41 3,5 3,3 3,6
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 37975 1178,6 2309,7 10036 22598 17817 996,7
fuisilise isiku tulumaks 2511,5 5456 1240,6 3251 12411 651,5 425,7
Po&hitegevuse kulud 4156,7 1258,9 2820,9 961,1 25486 1763,3 10097
tervishoid 0,0 4,3 4,2 0,1 0,0 2,0 7,3
vaba aeg ja kultuur 202,7 84,0 229,0 88,6 195,1 231,1 111,2
koolitoit 73,3 13,1 249 59 445 56,1 16,3
Statistilisse profiili kuuluvad 391 75 215 21 193 169 97
ettevotted
Brutotulu saajad 1645 367 833 252 850 452 281
Palgatdotaja kuukeskmine 932,00 924,25 902,33 853,11 905,71 874,12 893,47
brutotulu, eurot
Koolieelsed lasteasutused 2 1 2 1 1 1 1
Lapsed 286 34 101 30 105 40 16
Uldhariduse 1 1 1 1 1 1
paevadppekoolid
Opilased 142 80 162 42 179 139 39
Registreeritud kuriteod 78 14 35 5 23 23 18
Paasteteenistuste 12 3 16 4 8 6 6

registreeritud tulekahjud
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Jarg — Cont.
Rapla Indicator
Vallad maakond Vallad
Rural municipalities county Rural municipalities
Vandra Vandra Juuru Jarva- Kaiu Kehtna
alev/town kandi
3,26 642,24 2979,95 152,44 4,85 261,07 507,10 Area, km?
672,1 4,2 11,5 9,4 259,0 4.8 8,7 Population density, inhabitant/km?
2191 2669 34148 1429 1256 1253 4 405 Population number
999 1391 16 858 720 574 645 2214  males
1192 1278 17 290 709 682 608 2191 females
86 114 1694 74 48 43 236 aged 0-4
96 129 2072 89 58 45 263 aged 5-9
88 126 1707 61 60 55 207 aged 10-14
1461 1759 22256 926 714 853 3005 aged 15-64
460 541 6419 279 376 257 694  aged 65+
50,0 51,7 53,4 54,3 75,9 46,9 46,6 Dependency ratio
0,56 0,72 0,84 0,81 0,75 0,52 0,74 Demographic labour pressure
index
-49 42 -168 6 -19 -14 19  Net migration
53 119 892 51 41 30 172  Immigration
102 77 1060 45 60 44 153 Emigration
-15 -21 -96 -6 -4 -2 -3 Natural increase
18 16 291 11 11 11 41 Births
33 37 387 17 15 13 44 Deaths
Cause of death, 2013-2015, annual average
8 8 105 & 5 5 17  malignant neoplasms
19 23 209 11 11 9 29  diseases of the circulatory
system
2 1 20 2 1 1 2  accidents, poisonings and
traumas
93,6 92,3 92,5 92,8 94,2 90,9 92,1 Residents with health insurance
coverage, % of population
19,44 9,15 25,99 34,10 31,97 5,13 64,88 Subsistence benefit per
inhabitant, euros
2,4 3,5 3,9 4.5 4,1 2,5 4,5 Registered unemployment, %
Local budgets, thousand euros
3249,1 2648,0 38660,6 15804 15634 1434,7 48752 Operating revenue
1407,6 1421,3 21326,6 823,3 6742 7919 2687,8 personal income tax
30459 2662,0 384262 15554 1484,0 1287,0 4838,3 Operating expenditures
0,0 0,0 63,3 1,5 1.1 3,1 7,8  public health
314,7 347,1 6350,0 110,6 175,3  174,0 888,7  recreation and culture
81,2 26,5 767,5 0,0 20,5 43,6 64,1 school meals
109 217 2 886 109 42 127 363 Enterprises in the Statistical
Profile
941 1021 13 686 557 442 531 1808 Recipients of gross income
908,69 879,42 973,36 953,10 963,74 946,85 946,20 Average monthly gross income
per employee, euros
1 2 28 2 1 1 3 Preschool institutions
155 42 1745 73 56 40 255  Children
1 8 20 1 1 1 3 Full-time schools of general
education
324 161 3709 115 105 94 355  Pupils
21 43 628 23 23 22 89 Registered criminal offences
4 16 151 6 14 3 13 Fires registered by the fire and

rescue services

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA

217



218

LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja Saare
Vallad maakond
Rural municipalities county
Kohila Karu Marjamaa Raikkula Rapla Vigala
Pindala, km? 230,11 21491 867,43 229,01 243,35 269,68 2 937,64
Asustustihedus, in/km? 29,4 2,8 7,5 6,6 37,7 4,5 11,4
Rahvaarv 6770 609 6 515 1519 9170 1222 33481
mehed 3421 318 3253 756 4 340 617 16 419
naised 3349 291 3262 763 4 830 605 17 062
0—4-aastased 389 33 289 47 498 37 1 561
5-9-aastased 521 36 356 48 611 45 1657
10-14-aastased 380 25 306 70 497 46 1414
15-64-aastased 4 456 383 4193 1043 5858 825 21 883
vahemalt 65-aastased 1024 132 1371 311 1706 269 6 966
Ulalpeetavate méaéar 51,9 59,0 55,4 45,6 56,5 48,1 53,0
Demograafiline 1,11 0,81 0,77 0,57 0,93 0,47 0,71
tédturusurveindeks
Randesaldo 15 -12 -61 -36 -42 -24 -138
Sisseranne 338 19 223 45 414 36 610
Valjaranne 323 31 284 81 456 60 748
Loomulik iive -16 -7 -30 -1 -19 -8 -102
Elusstindinud 69 3 56 12 67 10 306
Surmad 85 10 86 13 86 18 408
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 16 & 22 5 24 6 109
vereringeelundite 33 9 43 8 46 10 229
haigused
onnetusjuhtumid, 4 0 5 1 4 1 20
murgistused ja traumad
Ravikindlustusega elanikud, 92,5 91,6 92,3 91,1 93,3 90,8 90,7
% rahvastikust
Valjamakstud toimetuleku- 13,86 51,83 20,53 14,95 23,49 13,57 8,02
toetused elaniku kohta, eurot
Registreeritud t06tus, % 41 2,9 4,0 3,5 3,8 3,5 2,8
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 7 361,5 7929 6799,0 1499,1 10970,2 1784,3 372584
fuusilise isiku tulumaks 4770,8 329,6 35759 863,1 6181,2 628,7 20 227,6
Po&hitegevuse kulud 7101,8 827,8 72020 1421,2 108452 1863,6 42807,6
tervishoid 6,5 3,3 16,5 3,1 13,1 7,3 10,4
vaba aeg ja kultuur 1079,6 123,7 19871 234,8 1362,8 213,2 5928,9
koolitoit 146,6 15,6 137,9 47,4 240,4 51,3 1004,1
Statistilisse profiili kuuluvad 505 58 660 115 793 114 3125
ettevotted
Brutotulu saajad 2820 214 2436 625 3776 477 13 335
Palgatootaja kuukeskmine 1081,31 877,03 909,95 899,08 987,69 851,39 934,16
brutotulu, eurot
Koolieelsed lasteasutused 4 1 6 2 21
Lapsed 385 32 286 41 541 36 1598
Uldhariduse 1 1 3 2 19
paevadppekoolid
Opilased 844 48 594 140 1277 137 3191
Registreeritud kuriteod 111 8 108 39 173 26 376
Paasteteenistuste 43 3 26 10 23 10 97

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Linn Vallad
City Rural municipalities
Kures- Kihel- Laim- Leisi Laane- Muhu
saare konna jala Saare
15,50 247,75 117,04 348,96 809,36 207,91 Area, km?
867,7 3,0 5,9 5,7 8,8 8,7 Population density, inhabitant/km?
13 449 750 692 1974 7 086 1802 Population number
6 108 389 372 1015 3623 942  males
7 341 361 320 959 3463 860 females
706 21 25 89 367 58 aged 0-4
799 13 22 81 397 58 aged 5-9
595 12 27 91 339 60 aged 10-14
8 651 518 479 1268 4694 1160 aged 15-64
2698 186 139 445 1289 466  aged 65+
55,5 44,8 44,5 55,7 51,0 55,3 Dependency ratio
0,85 0,20 0,49 0,71 0,85 0,47 Demographic labour pressure
index
-72 20 -1 -16 -18 8 Net migration
429 45 24 51 250 53 Immigration
501 25 25 67 268 45  Emigration
-31 2 -2 -8 -13 -18 Natural increase
113 8 7 21 70 14 Births
144 6 9 29 83 32 Deaths
Cause of death, 2013-2015, annual average
37 2 2 9 23 7  malignant neoplasms
74 9 5 16 54 16  diseases of the circulatory
system
6 1 0 1 7 1 accidents, poisonings and
traumas
92,3 89,7 91,1 91,9 87,9 88,8 Residents with health insurance
coverage, % of population
7,87 14,00 9,32 4,74 10,13 4,18 Subsistence benefit per
inhabitant, euros
3,1 3,1 3,3 2,4 2,6 2,6 Registered unemployment, %
Local budgets, thousand euros
16 297,9 9444 791,6 2 352,1 6 603,7 1902,0 Operating revenue
8 539,6 4827 402,3 1039,9 3989,7 1205,2  personal income tax
18 978,1 879,7 8341 2140,8 7 368,7 2489,9 Operating expenditures
0,0 0,0 0,0 54 0,8 0,4  public health
3029,9 67,6 77,2 130,3 794,2 758,2 recreation and culture
520,0 17,9 28,0 55,9 167,4 45,2  school meals
1252 63 65 196 609 194 Enterprises in the Statistical
Profile
5673 286 261 706 2715 697 Recipients of gross income
940,85 930,84 937,88 904,30 911,71 998,62 Average monthly gross income
per employee, euros
1 1 1 3 1 Preschool institutions
991 19 23 57 179 53 Children
1 1 1 3 1 Full-time schools of general
education
2036 12 33 158 298 87 Pupils
200 7 9 15 67 14 Registered criminal offences
27 4 2 4 17 10 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Mustjala Orissaare Pihtla Poide Ruhnu Salme
Pindala, km? 235,71 163,62 228,79 128,43 11,90 115,53
Asustustihedus, in/lkm? 2,8 11,2 6,1 6,9 11,6 10,1
Rahvaarv 660 1827 1392 880 138 1168
mehed 355 914 733 435 69 591
naised 305 913 659 445 69 577
0—4-aastased 17 68 54 40 & 36
5-9-aastased 28 53 47 45 2 46
10-14-aastased 27 64 47 41 1 47
15—-64-aastased 427 1200 916 546 108 798
vahemalt 65-aastased 161 442 328 208 24 241
Ulalpeetavate maar 54,6 52,3 52,0 61,2 27,8 46,4
Demograafiline 0,57 0,48 0,48 0,74 0,25 0,54
téoturusurveindeks
Randesaldo 1 -37 20 -5 0 -24
Sisseranne 21 32 68 31 9 20
Valjaranne 20 69 48 36 9 44
Loomulik iive -8 -9 2 -6 -1 0
Elussindinud 1 19 13 7 1 12
Surmad 9 28 11 13 2 12
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 3 7 & 4 0 2
vereringeelundite 8 15 6 7 1 6
haigused
onnetusjuhtumid, 0 0 1 1 0 1
murgistused ja traumad
Ravikindlustusega elanikud, 84,7 90,8 91,9 92,7 81,2 89,5
% rahvastikust
Valjamakstud toimetuleku- 28,19 1,39 6,07 4,74 0,00 7,54
toetused elaniku kohta, eurot
Registreeritud t66tus, % 2,0 2,5 29 2,6 1,9 2,5
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 731,4 2116,1 1187,5 979,9 2945 1311,7
fuusilise isiku tulumaks 303,4 1100,3 836,4 466,1 112,4 764,7
Po&hitegevuse kulud 684,2 3793,9 1263,9 963,1 343,6 1390,1
tervishoid 2,1 0,0 1,0 0,0 0,0 0,0
vaba aeg ja kultuur 69,5 351,0 160,7 138,1 66,2 140,0
koolitoit 19,3 79,5 0,0 16,8 9,7 443
Statistilisse profiili kuuluvad 57 169 152 95 10 106
ettevotted
Brutotulu saajad 206 722 551 332 67 468
Palgatdotaja kuukeskmine 947,16 914,87 934,96 844,31 1 075,62 967,40
brutotulu, eurot
Koolieelsed lasteasutused 1 1 2 1 - 1
Lapsed 25 63 53 37 - 46
Uldhariduse 1 1 2 1 1 1
paevadppekoolid
Opilased 47 178 34 50 11 94
Registreeritud kuriteod 11 18 12 4 - 6
Paasteteenistuste 2 5 10 3 1 8

registreeritud tulekahjud
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Jarg — Cont.
Tartu Indicator
Vallad maakond Linnad
Rural municipalities county Cities
Torgu Valjala Elva Kallaste Tartu
126,68 180,46 2 994,09 9,91 2,26 38,97 Area, km?
2,7 7,3 48,4 5731 357,5 2 404,1 Population density, inhabitant/km?
339 1324 145 003 5679 808 93 687 Population number
180 693 67 478 2 647 395 41633 males
159 631 77 525 3032 413 52054  females
9 68 9288 327 28 6283 aged 0—4
8 58 9 598 343 20 6472  aged 5-9
12 51 7706 278 25 4942  aged 10-14
221 897 92 517 3426 514 58 739  aged 15-64
89 250 25 894 1305 221 17 251 aged 65+
53,4 47,6 56,7 65,8 57,2 59,5 Dependency ratio
0,48 0,57 1,08 0,98 0,26 1,16 Demographic labour pressure
index
0 -14 202 -5 -32 -337 Net migration
11 38 4037 250 12 3789 Immigration
11 52 3835 255 44 4126 Emigration
-5 -5 246 & -9 211 Natural increase
1 19 1747 73 6 1152 Births
6 24 1501 70 15 941 Deaths
Cause of death, 2013-2015, annual average
2 6 376 19 4 243  malignant neoplasms
4 9 825 38 12 519  diseases of the circulatory
system
0 1 91 5 0 55  accidents, poisonings and
traumas
90,6 91,8 91,3 94,1 86,7 90,5 Residents with health insurance
coverage, % of population
2,12 9,38 9,70 6,48 5,55 11,99 Subsistence benefit per
inhabitant, euros
1,9 2,6 29 21 2,9 3,0 Registered unemployment, %
Local budgets, thousand euros
340,2 14054 172656,3 6 567,5 927,9 117 475,0 Operating revenue
205,0 779,8 92857,1 3390,2 263,8 61264,5 personal income tax
297,5 1380,1 190 112,9 6 233,7 1126,8 133 881,6 Operating expenditures
0,0 0,6 504,9 10,2 0,0 352,7  public health
26,2 120,0 17 984,3 989,1 4477 10931,2 recreation and culture
0,0 0,0 3 268,1 157,0 23,8 1874,0  school meals
30 127 12 806 396 45 8 679 Enterprises in the Statistical
Profile
141 510 56 478 2130 238 36 530 Recipients of gross income
976,68 951,13 101586 1007,96 685,77 1031,65 Average monthly gross income
per employee, euros
- 1 73 3 1 41  Preschool institutions
- 52 8 491 389 20 5756 Children
- 2 57 1 1 29 Full-time schools of general
education
- 153 18 220 778 61 12885 Pupils
- 10 3473 82 10 2616 Registered criminal offences
3 1 452 17 1 216 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Alatskivi Haaslava Kambja Konguta Laeva Luunja
Pindala, km? 128,49 109,86 188,98 107,59 233,24 131,78
Asustustihedus, in/lkm? 10,0 17,9 13,8 13,3 3,2 30,4
Rahvaarv 1279 1971 2 599 1428 746 4000
mehed 632 1029 1294 762 367 1983
naised 647 942 1305 666 379 2017
0—4-aastased 40 95 146 77 30 302
5-9-aastased 57 126 176 93 39 275
10—14-aastased 61 86 139 65 43 229
15—64-aastased 801 1 366 1697 940 485 2736
vahemalt 65-aastased 320 298 441 253 149 458
Ulalpeetavate maar 59,7 44,3 53,2 51,9 53,8 46,2
Demograafiline 0,73 0,87 1,00 0,79 0,83 1,30
téoturusurveindeks
Randesaldo -9 58 22 -1 -22 93
Sisseranne 42 125 127 61 31 333
Valjaranne 51 67 105 62 53 240
Loomulik iive -13 2 -7 -6 -6 31
Elussindinud 9 23 25 19 7 58
Surmad 22 21 32 25 13 27
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 5 5 9 3 4 6
vereringeelundite 12 9 24 9 6 15
haigused
onnetusjuhtumid, 1 1 2 2 0 1
murgistused ja traumad
Ravikindlustusega elanikud, 89,5 92,3 93,9 92,9 92,4 93,5
% rahvastikust
Valjamakstud toimetuleku- 6,79 11,00 8,11 2,35 0,84 5,87
toetused elaniku kohta, eurot
Registreeritud t66tus, % 2,6 3,0 2,2 1,9 2,1 2,3
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 1820,2 1943,5 2940,5 1414,2 883,5 3783,6
fuisilise isiku tulumaks 622,5 1248,7 1480,8 7481 4747 2 607,6
Po&hitegevuse kulud 1703,3 1 806,1 3054,8 15744 1021,9 4690,8
tervishoid 241 8,5 3,2 0,0 54 21,5
vaba aeg ja kultuur 271,4 240,1 216,4 135,9 88,7 402,4
koolitoit 48,7 38,3 119,2 22,7 241 80,6
Statistilisse profiili kuuluvad 79 152 228 95 56 330
ettevotted
Brutotulu saajad 440 815 971 511 327 1616
Palgatdotaja kuukeskmine 916,44 973,46 956,77 917,95 937,59 1012,93
brutotulu, eurot
Koolieelsed lasteasutused 1 1 2 1 1 8
Lapsed 65 100 165 67 34 220
Uldhariduse 1 1 4 1 1 2
paevadppekoolid
Opilased 184 111 341 81 52 301
Registreeritud kuriteod 10 32 46 17 9 58]
Paasteteenistuste 12 12 15 2 3 17

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Meeksi Méaksa Noéo Peipsi- Piiris- Puhja
aare saare
143,73 133,48 169,09 31,92 8,80 167,33 Area, km?
4.1 12,0 23,2 20,7 11,3 13,3 Population density, inhabitant/km?
583 1598 3922 660 99 2226 Population number
326 797 1979 349 59 1113  males
257 801 1943 311 40 1113  females
11 72 228 15 - 117  aged 0—4
9 62 255 15 - 130 aged 5-9
15 81 235 25 - 112  aged 10-14
391 1088 2 545 397 64 1422  aged 15-64
157 295 659 208 35 445  aged 65+
491 46,9 54,1 66,3 54,7 56,5 Dependency ratio
0,24 0,70 1,06 0,42 0,00 0,80 Demographic labour pressure
index
-8 -19 23 -14 -1 -28 Net migration
28 65 179 16 5 70 Immigration
36 84 156 30 6 98 Emigration
-7 1 10 -12 -1 -10 Natural increase
7 20 46 3 - 17 Births
14 19 36 15 1 27 Deaths
Cause of death, 2013-2015, annual average
2 5 7 & 0 8  malignant neoplasms
5 11 20 12 2 14  diseases of the circulatory
system
0 1 1 1 0 2 accidents, poisonings and
traumas
91,4 90,3 93,0 89,1 88,2 92,0 Residents with health insurance
coverage, % of population
16,93 9,20 3,72 22,57 30,40 8,56 Subsistence benefit per
inhabitant, euros
3,3 1,9 2,4 2,9 1,3 3,7 Registered unemployment, %
Local budgets, thousand euros
524,0 1887,4 3921,8 660,9 120,9 2261,8 Operating revenue
251,9 892,2 2421,3 168,4 31,7 1166,3  personal income tax
535,9 17243 4632,7 645,3 133,5 2 026,3 Operating expenditures
13,3 4,4 1,6 0,0 0,4 1,3  public health
111,1 110,9 1300,9 63,3 5,9 181,8  recreation and culture
5,9 57,4 105,1 37,0 0,0 56,5 school meals
40 133 258 18 8 127 Enterprises in the Statistical
Profile
183 608 1567 157 28 782 Recipients of gross income
847,63 906,45 975,73 698,35 650,29 901,48 Average monthly gross income
per employee, euros
- 1 4 1 - 1 Preschool institutions
- 70 203 15 - 125 Children
1 2 2 1 - 1  Full-time schools of general
education
18 131 686 40 - 208 Pupils
14 25 61 26 3 45 Registered criminal offences
8 3 10 6 - 12  Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Rannu Réngu Tartu  Tahtvere Vara Voénnu
Pindala, km? 157,45 163,97 299,93 115,03 333,50 232,63
Asustustihedus, in/km? 10,0 16,4 23,0 22,0 55 4,8
Rahvaarv 1581 2688 6 908 2525 1839 1110
mehed 811 1371 3557 1286 946 569
naised 770 1317 3 351 1239 893 541
0—4-aastased 69 152 522 119 95 43
5-9-aastased 84 134 468 124 77 67
10-14-aastased 80 144 364 123 108 77
15-64-aastased 1030 1708 4670 1730 1256 739
vahemalt 65-aastased 318 550 884 429 303 184
Ulalpeetavate méaéar 53,5 57,4 47,9 46,0 46,4 50,2
Demograafiline 0,73 0,76 1,24 0,64 0,82 0,90
tédturusurveindeks
Randesaldo 2 -7 190 13 -16 29
Sisseranne 60 123 530 176 66 76
Valjaranne 58 130 340 163 82 47
Loomulik iive -18 -8 52 7 -10 -4
Elusstindinud 12 32 116 27 17 8
Surmad 30 40 64 20 27 12
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 6 6 14 7 6 4
vereringeelundite 13 20 29 13 13 10
haigused
onnetusjuhtumid, 2 2 4 2 & 1
murgistused ja traumad
Ravikindlustusega elanikud, 92,8 93,5 93,2 92,5 90,8 92,2
% rahvastikust
Valjamakstud toimetuleku- 8,54 0,87 1,68 2,31 20,78 6,28
toetused elaniku kohta, eurot
Registreeritud t06tus, % 2,4 1,8 3,0 3,0 3,3 3,8
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 1564,9 2620,2 7 805,4 24121 1898,8 1319,8
fuusilise isiku tulumaks 911,2 1420,6 4 665,5 1780,5 966,6 532,4
Po&hitegevuse kulud 15442 2451,6 8 022,5 2489,3 1750,3 1539,7
tervishoid 16,9 1,1 0,0 4,0 1,9 10,4
vaba aeg ja kultuur 205,1 202,9 1105,0 255,4 219,8 100,4
koolitoit 44,0 70,5 236,6 51,9 0,0 30,6
Statistilisse profiili kuuluvad 95 156 690 231 130 81
ettevotted
Brutotulu saajad 602 999 2745 1106 669 400
Palgatootaja kuukeskmine 926,14 888,01 1 023,11 1 011,00 913,60 860,54
brutotulu, eurot
Koolieelsed lasteasutused 1 2 1 2 1
Lapsed 63 95 361 117 107 66
Uldhariduse 1 2 1 1 1
paevadppekoolid
Opilased 118 226 774 182 89 154
Registreeritud kuriteod 48 44 92 40 23 15
Paasteteenistuste 9 13 41 16 12 8

registreeritud tulekahjud
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Jarg — Cont.
Vald Valga Indicator
Rural maakond Linnad Vallad
municipality county Cities Rural municipalities
Ulenurme Térva Valga Helme  Hummuli
86,15 2 043,01 4,79 16,65 312,82 162,54 Area, km?
82,0 14,9 588,7 758,7 6,3 5,1 Population density, inhabitant/km?
7 067 30 524 2 820 12 632 1985 829 Population number
3573 14773 1326 5833 983 426  males
3494 15 751 1494 6 799 1002 403  females
517 1384 125 611 99 40 aged 04
572 1518 148 697 99 35 aged 5-9
474 1542 134 692 99 40 aged 10-14
4773 19 405 1762 7 920 1278 550 aged 15-64
731 6 675 651 2712 410 164  aged 65+
48,1 57,3 60,1 59,5 55,3 50,7 Dependency ratio
1,47 0,74 0,72 0,80 0,75 0,63 Demographic labour pressure
index
271 -331 18 -150 -32 -9 Net migration
595 672 126 328 58] 21 Immigration
324 1003 108 478 85 30 Emigration
40 -132 -7 -53 -4 -5 Natural increase
70 278 25 113 25 12 Births
30 410 32 166 29 17 Deaths
Cause of death, 2013-2015, annual average
11 90 6 34 6 3 malignant neoplasms
19 261 24 109 18 8  diseases of the circulatory
system
4 30 3 10 2 0  accidents, poisonings and
traumas
94,3 91,7 92,7 90,3 941 93,4 Residents with health insurance
coverage, % of population
2,56 26,93 1,73 46,28 20,62 10,44 Subsistence benefit per
inhabitant, euros
2,9 5,7 4,3 7,6 4,9 5,7 Registered unemployment, %
Local budgets, thousand euros
7902,3 32862,0 3326,1 13158,9 2 053,6 965,9 Operating revenue
55476 14620,3 1466,4 5423,7 975,6 428,3  personal income tax
75240 32924,7 3416,0 128819 2002,4 1058,6 Operating expenditures
27,1 68,4 5,1 4,8 1,4 8,4  public health
801,9 42323 630,9 2086,7 180,5 43,1 recreation and culture
184,2 692,9 60,3 331,2 55,5 8,5  school meals
779 1920 198 547 138 68 Enterprises in the Statistical
Profile
3054 10775 1029 4292 734 315 Recipients of gross income
1127,96 849,92 904,87 797,67 850,68 848,46 Average monthly gross income
per employee, euros
8 21 2 4 2 1 Preschool institutions
453 1281 167 570 54 22 Children
1 19 1 4 2 1 Full-time schools of general
education
800 3094 430 1394 72 60 Pupils
102 627 31 327 18 12 Registered criminal offences
19 117 4 39 12 6 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Karula Otepda  Palupera Puka Pddrala  Sangaste
Pindala, km? 229,91 217,24 123,32 200,83 127,05 144,64
Asustustihedus, in/km? 4,2 17,8 8,5 7,8 59 8,8
Rahvaarv 959 3872 1044 1573 751 1268
mehed 498 1874 530 805 393 653
naised 461 1998 514 768 358 615
0—4-aastased 44 191 37 73 22 54
5-9-aastased 41 200 47 61 31 51
10-14-aastased 48 179 64 77 28 56
15-64-aastased 619 2 457 680 1014 492 836
vahemalt 65-aastased 207 845 216 348 178 271
Ulalpeetavate maar 54,9 57,6 53,5 55,1 52,6 51,7
Demograafiline 0,72 0,78 0,82 0,78 0,55 0,70
tédturusurveindeks
Randesaldo -17 -40 -34 -11 -19 -20
Sisseranne 35 136 26 53 18 37
Valjaranne 52 176 60 64 37 57
Loomulik iive -7 -8 1 -13 -6 -5
Elusstindinud 11 34 11 12 2 13
Surmad 18 42 10 25 8 18
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 3 14 1 5 & &
vereringeelundite 9 22 10 16 7 10
haigused
onnetusjuhtumid, 2 2 1 4 1 0
murgistused ja traumad
Ravikindlustusega elanikud, 90,1 92,8 92,3 91,5 93,2 92,4
% rahvastikust
Valjamakstud toimetuleku- 22,49 5,92 6,19 4,48 36,20 13,48
toetused elaniku kohta, eurot
Registreeritud t06tus, % 6,7 3,0 3,2 3,8 5,2 4.1
Kohalikud eelarved, tuhat eurot
Pd&hitegevuse tulud 1174,1 4 304,5 1115,8 1639,3 779,0 13994
fuusilise isiku tulumaks 435,5 2248,6 527,4 807,1 397,0 622,6
Po&hitegevuse kulud 1156,4 4 540,0 11241 1793,1 756,1 1271,3
tervishoid 0,3 25,5 0,0 0,0 1,0 0,0
vaba aeg ja kultuur 60,7 519,7 107,7 126,1 122,2 65,9
koolitoit 23,3 93,5 0,0 0,0 8,5 38,7
Statistilisse profiili kuuluvad 93 346 86 106 42 108
ettevotted
Brutotulu saajad 315 1461 369 561 289 461
Palgatootaja kuukeskmine 865,49 920,30 903,06 880,86 913,44 861,72
brutotulu, eurot
Koolieelsed lasteasutused 1 1 2 1 1
Lapsed 34 201 29 60 17 42
Uldhariduse 1 1 2 1 1
paevadppekoolid
Opilased 77 534 79 118 42 103
Registreeritud kuriteod 17 43 27 34 11 24
Paasteteenistuste 2 17 10 8 - 2

registreeritud tulekahjud
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Jarg — Cont.
Viljandi Indicator
Vallad maakond Linnad
Rural municipalities county Cities
Taheva Tolliste Oru Méisakula Viljandi
204,76 193,84 104,62 3 420,31 2,21 14,66 Area, km?
3,6 8,2 4,5 14,0 357,5 1218,3 Population density, inhabitant/km?
736 1588 467 47 853 790 17 860 Population number
388 809 255 23 039 381 7965 males
348 779 212 24 814 409 9895 females
23 44 21 2203 19 936 aged 0—4
19 58 31 2 361 20 1076 aged 5-9
27 72 26 2258 29 905 aged 10-14
503 1008 286 30 562 479 10965 aged 15-64
164 406 103 10 469 243 3978  aged 65+
46,3 57,5 63,3 56,6 64,9 62,9 Dependency ratio
0,30 0,60 0,85 0,69 0,41 0,87 Demographic labour pressure
index
5 -32 10 -301 -12 -80 Net migration
33 46 24 1014 31 616 Immigration
28 78 14 1315 43 696 Emigration
-12 -9 -4 -176 -18 -32 Natural increase
4 12 4 453 5 173 Births
16 21 8 629 23 205 Deaths
Cause of death, 2013-2015, annual average
2 7 2 158 4 59  malignant neoplasms
13 9 5 372 14 120  diseases of the circulatory
system
1 2 1 38 0 13  accidents, poisonings and
traumas
92,8 92,7 92,2 92,2 91,1 93,6 Residents with health insurance
coverage, % of population
56,61 13,90 40,71 8,73 9,50 10,65 Subsistence benefit per
inhabitant, euros
6,0 5,2 7,0 2,6 3,4 2,8 Registered unemployment, %
Local budgets, thousand euros
892,0 1606,5 447,0 50077,9 970,7 19 182,4 Operating revenue
352,9 770,4 164,8 25829,9 329,3 10 270,5  personal income tax
865,4 1631,2 428,2 504495 1035,7 19 5695,4 Operating expenditures
16,8 53 0,0 34,9 2,3 0,0  public health
96,6 164,0 28,2 8 266,1 109,8 4 008,6 recreation and culture
18,1 55,3 0,0 11247 0,0 410,3  school meals
50 117 21 3592 30 1408 Enterprises in the Statistical
Profile
257 556 137 18 025 255 7 066 Recipients of gross income
886,48 844,03 798,61 897,25 825,22 911,52 Average monthly gross income
per employee, euros
1 2 1 33 1 7 Preschool institutions
19 52 14 2163 23 1012 Children
1 1 1 29 1 7 Full-time schools of general
education
45 125 15 4 894 46 2 555  Pupils
27 41 9 733 18 334 Registered criminal offences
3 9 5 129 1 34 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Linn Vallad
City Rural municipalities
Véhma Abja Halliste Karksi Kolga- Kdo
Jaani
Pindala, km? 1,94 290,18 266,55 321,81 313,12 149,44
Asustustihedus, in/lkm? 677,3 7.4 55 10,4 4,6 7,0
Rahvaarv 1314 2159 1479 3333 1429 1047
mehed 610 1057 757 1648 742 525
naised 704 1102 722 1685 687 522
0—4-aastased 52 78 56 122 63 58
5-9-aastased 45 97 65 130 56 62
10—14-aastased 65 80 69 153 67 44
15—64-aastased 789 1380 1003 2108 925 684
vahemalt 65-aastased 363 524 286 820 318 199
Ulalpeetavate maar 66,5 56,5 47,5 58,1 54,5 53,1
Demograafiline 0,60 0,52 0,59 0,52 0,68 0,73
téoturusurveindeks
Randesaldo 0 -30 -13 -23 12 -32
Sisseranne 59 70 49 124 70 32
Valjaranne 59 100 62 147 58 64
Loomulik iive -11 -6 -10 -18 -9 -14
Elussindinud 14 25 9 30 13 8
Surmad 25 31 19 48 22 22
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 6 6 6 16 6 4
vereringeelundite 14 19 10 24 13 12
haigused
onnetusjuhtumid, 1 2 2 3 2 1
murgistused ja traumad
Ravikindlustusega elanikud, 89,4 90,6 90,6 92,1 91,1 91,7
% rahvastikust
Valjamakstud toimetuleku- 10,55 7,00 25,66 8,68 3,53 5,94
toetused elaniku kohta, eurot
Registreeritud t66tus, % 3,6 2,2 2,0 2,3 2,7 2,6
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 14219 2 500,5 1 466,1 34212 1 656,6 1248,3
fuisilise isiku tulumaks 552,9 990,4 677,1 1724,7 717,9 549,6
Po&hitegevuse kulud 2000,1 25951 1503,9 3240,2 1560,1 1198,1
tervishoid 0,0 12,3 0,8 0,4 2,2 4,8
vaba aeg ja kultuur 216,9 632,8 176,1 546,6 165,9 97,2
koolitoit 449 107,1 1,3 95,5 42,7 29,1
Statistilisse profiili kuuluvad 60 156 112 298 114 66
ettevotted
Brutotulu saajad 424 764 502 1203 467 374
Palgatdotaja kuukeskmine 806,22 810,59 858,74 892,79 941,95 920,10
brutotulu, eurot
Koolieelsed lasteasutused 1 1 2 1 2 1
Lapsed 66 62 30 111 51 51
Uldhariduse 1 1 1 1 2 1
paevadppekoolid
Opilased 138 207 87 327 110 78
Registreeritud kuriteod 24 30 28 37 12 13
Paasteteenistuste 2 8 13 12 10 1

registreeritud tulekahjud
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Jarg — Cont.
Véru Indicator
Vallad maakond Linn
Rural municipalities county City
Kdpu Suure- Tarvastu Viljandi Véru
Jaani
258,93 742,61 408,30 650,56 2 305,56 13,96 Area, km?
24 71 8,1 14,2 14,7 890,4 Population density, inhabitant/km?
633 5248 3321 9240 33973 12 430 Population number
324 2635 1681 4714 16 567 5532 males
309 2613 1640 4 526 17 406 6898  females
16 265 139 399 1520 612  aged 04
30 241 122 417 1675 707  aged 5-9
31 234 130 451 1580 571 aged 10-14
423 3405 2218 6 183 22 024 7794  aged 15-64
133 1103 712 1790 7174 2746  aged 65+
49,7 54,1 49,7 49,4 54,3 59,5 Dependency ratio
0,64 0,63 0,53 0,67 0,72 0,80 Demographic labour pressure
index
-19 -47 -49 -8 -203 -231 Net migration
10 184 126 399 721 364 Immigration
29 231 175 407 924 595 Emigration
-1 -16 -22 -19 -209 -57 Natural increase
6 49 32 89 298 112 Births
7 65 54 108 507 169 Deaths
Cause of death, 2013-2015, annual average
2 13 11 24 113 38  malignant neoplasms
7 38 34 68 258 83  diseases of the circulatory
system
0 3 4 7 36 11 accidents, poisonings and
traumas
91,6 92,1 90,6 91,4 91,9 92,8 Residents with health insurance
coverage, % of population
4,87 3,32 4,83 8,32 19,06 17,16 Subsistence benefit per
inhabitant, euros
3,2 2,4 2,2 2,8 4,7 4,5 Registered unemployment, %
Local budgets, thousand euros
1011,2 5088,0 32914 8819,6 383473 13 784,2 Operating revenue
384,1 2810,0 1674,8 5148,4 17 024,8 6418,6  personal income tax
1069,3 4 864,4 3400,0 8387,1 44361,8 17 867,5 Operating expenditures
41 0,0 6,5 1,5 48,0 0,4  public health
104,8 662,6 494,0 1 050,9 5955,9 2838,9 recreation and culture
29,8 117,8 771 169,0 741,2 265,9  school meals
50 373 244 681 2 668 904 Enterprises in the Statistical
Profile
257 1927 1227 3559 12 091 4 644 Recipients of gross income
955,48 913,18 869,07 899,05 872,82 865,31 Average monthly gross income
per employee, euros
1 2 9 20 4 Preschool institutions
26 211 116 404 1571 745 Children
1 2 7 22 4 Full-time schools of general
education
63 474 307 502 3412 1392 Pupils
18 57 39 114 755 265 Registered criminal offences
1 14 12 21 130 30 Fires registered by the fire and

rescue services
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LISA 2 ANNEX 2

Valik andmeid omavalitsusiiksuste kohta
Selection of data on local government units

Naitaja
Vallad
Rural municipalities
Antsla Haanja Lasva Meremae Misso Mbniste
Pindala, km? 270,81 170,83 172,25 134,21 188,59 176,34
Asustustihedus, in/lkm? 12,3 6,3 9,8 7.7 3,3 4.9
Rahvaarv 3325 1084 1684 1032 631 859
mehed 1670 569 860 542 346 458
naised 1655 515 824 490 285 401
0—4-aastased 123 41 85 32 10 30
5-9-aastased 135 41 95 30 15 29
10—14-aastased 131 40 107 35 18 38
15—64-aastased 2163 718 1069 678 428 564
vahemalt 65-aastased 773 244 328 257 160 198
Ulalpeetavate maar 53,7 51,0 57,5 52,2 47,4 52,3
Demograafiline 0,56 0,49 0,95 0,46 0,33 0,55
téoturusurveindeks
Randesaldo -20 10 44 0 -21 -21
Sisseranne 111 44 86 40 20 21
Valjaranne 131 34 42 40 41 42
Loomulik iive -36 -7 -7 -7 -10 -1
Elussindinud 23 11 19 9 3 9
Surmad 59 18 26 16 13 10
Surmapdhjus, 2013-2015, aastakeskmine
pahaloomulised kasvajad 13 5 6 4 4 4
vereringeelundite 30 8 12 9 10 9
haigused
onnetusjuhtumid, 4 1 1 1 1 1
murgistused ja traumad
Ravikindlustusega elanikud, 91,3 93,2 92,5 86,1 89,5 93,1
% rahvastikust
Valjamakstud toimetuleku- 15,57 36,15 27,02 30,75 51,00 9,91
toetused elaniku kohta, eurot
Registreeritud t66tus, % 5,0 57 4,3 3,8 5,8 3,8
Kohalikud eelarved, tuhat eurot
Pdhitegevuse tulud 3300,7 1 360,2 1896,1 1226,1 1038,2 1135,2
fuisilise isiku tulumaks 1475,3 582,1 732,5 431,6 330,2 404,2
Po&hitegevuse kulud 3232,0 1381,9 3304,6 1619,6 977,6 1126,5
tervishoid 8,3 4,3 2,2 3,6 0,0 0,0
vaba aeg ja kultuur 415,7 344,3 201,1 196,2 76,7 95,9
koolitoit 50,4 27,8 46,0 23,7 8,9 18,4
Statistilisse profiili kuuluvad 280 95 133 105 66 76
ettevotted
Brutotulu saajad 1100 368 539 307 228 302
Palgatdotaja kuukeskmine 815,28 950,30 834,32 817,91 853,80 856,80
brutotulu, eurot
Koolieelsed lasteasutused 1 1 1 2 1 1
Lapsed 107 24 74 28 18 20
Uldhariduse 1 1 2 1 1 1
paevadppekoolid
Opilased 286 70 170 41 29 68
Registreeritud kuriteod 63 14 23 57 52 9
Paasteteenistuste 6 6 13 4 8 4

registreeritud tulekahjud
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Jarg — Cont.
Indicator
Vallad
Rural municipalities
Roéuge Soémerpalu Urvaste Varstu Vastseliina Véru
263,26 182,38 139,69 170,99 220,82 201,43 Area, km?
8,2 9,7 9,1 6,1 8,9 23,4 Population density, inhabitant/km?
2157 1771 1269 1050 1970 4711 Population number
1115 877 658 557 996 2387 males
1042 894 611 493 974 2324  females
103 83 49 35 93 224  aged 04
108 67 67 39 95 247  aged 5-9
105 94 61 50 87 243  aged 10-14
1428 1212 844 711 1287 3128 aged 15-64
413 315 248 215 408 869 aged 65+
51,1 46,1 50,4 47,7 53,1 50,6 Dependency ratio
0,69 0,69 0,79 0,65 0,76 0,78 Demographic labour pressure
index
-6 0 16 -22 -1 59 Net migration
80 80 57 36 62 223 Immigration
86 80 41 58 73 164 Emigration
-12 -10 -7 -12 -22 -21 Natural increase
19 11 6 6 18 52 Births
31 21 13 18 40 73 Deaths
Cause of death, 2013-2015, annual average
5 6 2 4 8 15  malignant neoplasms
19 12 9 11 15 32 diseases of the circulatory
system
3 3 1 2 3 5 accidents, poisonings and
traumas
90,5 90,9 91,6 91,1 92,1 92,4 Residents with health insurance
coverage, % of population
21,70 18,39 19,26 40,76 17,51 10,81 Subsistence benefit per
inhabitant, euros
4,3 4,3 51 6,8 4,8 4,7 Registered unemployment, %
Local budgets, thousand euros
2505,3 2259,7 1339,8 1357,1 2151,3 4 993,5 Operating revenue
1103,9 955,2 568,3 526,7 1 000,7 2495,6  personal income tax
2 746,7 2 055,9 1364,1 1 364,1 24654 4 856,1 Operating expenditures
6,4 1,3 0,0 2,3 19,2 0,0  public health
395,0 166,0 1454 114,2 329,7 636,7  recreation and culture
63,6 43,2 14,9 46,5 39,6 92,4  school meals
186 139 106 109 151 318 Enterprises in the Statistical
Profile
720 642 433 365 716 1728 Recipients of gross income
896,22 932,00 835,22 924,72 868,01 908,89 Average monthly gross income
per employee, euros
1 1 1 1 1 4 Preschool institutions
86 56 54 38 72 249 Children
2 2 2 2 1 2  Full-time schools of general
education
174 146 160 165 215 496  Pupils
35 37 32 10 35 75 Registered criminal offences
6 5 5 7 12 24 Fires registered by the fire and

rescue services
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SELGITUSED TABELI ANDMETE KOHTA COMMENTS ON DATA IN THE TABLE

SELGITUSED TABELIS ESITATUD ANDMETE KOHTA

Haldusiiksus. Allikas: Riigi Teatajas avaldatud haldusiiksuste nimistu. Haldusjaotus on esitatud
2016. aasta 1. jaanuari seisuga.

Haldusiksus — haldusjaotusel pdhinev, seaduse ja teiste Gigusaktidega kindlaks maaratud
staatuse, nime ja piiridega Uksus, mille territooriumi ulatuses teostatakse riiklikku véi oma-
valitsuslikku haldamist. Eesti territooriumi haldusiiksused on maakonnad, linnad ja vallad.

Pindala. Allikas: Maa-amet. Andmed 2015. aasta 31. detsembri seisuga.

Haldusliksuste pindala arvutatakse igal aastal 31. detsembri seisuga maakatastrisse kantud
haldustiksuste piiride ruumiandmete alusel.

Haldusuksuste pindala on esitatud ilma Peipsi jarve Eestile kuuluva osa ja Vértsjarve pindalata.

Asustustihedus. Allikad: Statistikaamet. Rahvastikuandmed 2016. aasta 1. jaanuari seisuga.
Maa-amet. Pindala andmed 2015. aasta 31. detsembri seisuga.

Asustustihedus naitab, mitu inimest elab keskmiselt antud territooriumi Ghe pindalathiku
(ruutkilomeetri) kohta.

Rahvastik. Allikad: Statistikaamet. Rahvastikuandmed 2016. aasta 1. jaanuari seisuga. Tervise
Arengu Instituut. Surmapdhjuste andmed 2013.—2015. aasta kohta (aastakeskmine).

Alates 1. jaanuarist 2016 on Statistikaametis kasutusel uus rahvaarvu arvutamise metoodika ja
inimeste elukoha allikas, millega tuleb muutuste analuisimisel arvestada. Elukohaks on isiku
rahvastikuregistri jargne elukoht. Kuna osa inimeste elukoht on teadmata, ei vdrdu tabelis
esitatud maakondade rahvaarvu summa kogu Eesti rahvaarvuga.

Demograafiline to6turusurveindeks véimaldab prognoosida demograafiliste protsesside tulemusel
tekkivaid pingeid té6turul ja arvutatakse jargmiselt:

rahvastik vanuses 5-14
rahvastik vanuses 55-64

Elussiind — elusalt siindinud lapse ilmaletoomine, st elutunnustega lapse siind sdltumata
raseduse kestusest. Arvestatud on ainult Eesti elanike stnnitusi.

Loomulik iive — aasta jooksul slindinute ja surnute arvu vahe. Positiivne loomulik iive naitab
suindide Ulekaalu, negatiivne surmade Ulekaalu.

Ranne® — elukoha muutus (ile asustusiiksuse piiri.
Randesaldo® — sisse- ja véljarandejuhtude arvu vahe.

Sisseranne® — tegevus, mille kaigus isik, olles eelnevalt alaliselt elanud teises asustusiiksuses, asub
alaliselt elama uude asustusiiksusesse perioodiks, mis on vdi eeldatavalt on vahemalt 12 kuud,

Surmad surmapobhjuse jargi — surma algpdhjus, mille Maailma Terviseorganisatsioon on
maaratlenud kui a) haiguse vdi vigastuse, mis algatas vahetult surmale viivate haigusseisundite
jada voi b) dnnetuse vdi vagivalla asjaolud, mis tekitasid surmava vigastuse. Alates 1997. aastast
kasutatakse Eestis surmapdhjuste kodeerimisel rahvusvahelist haiguste klassifikaatorit RHK-10
(ICD-10), mille jargi pahaloomulised kasvajad klassifitseeritakse C00—C97, vereringeelundite
haigused 100—-199 ning énnetusjuhtumid, margistused ja traumad V01-Y89.

Valjaranne® — tegevus, mille kdigus varem alaliselt (ihes asustusiiksuses elanud isik 18petab
alalise elamise selles asustustiksuses perioodiks, mis on vi eeldatavalt on vahemalt 12 kuud.

2 Eesti territooriumi haldusjaotuse seaduse jérgi on Eestis asustusiiksusteks asula ja asum. Vald jaguneb asulateks, milleks
on kilad, alevikud, alevid ja vallasisesed linnad. Linn vdib jaguneda asumiteks. Toodud rénde, sisserande ja valjarande
definitsioonid lahtuvad asustusiiksusest. Sisuliselt tuleb arvestada seda, et ranne mingi territoriaalse Uiksuse suhtes on
elukohavahetus (le selle Uksuse piiri ja vaadeldava Uksuse sees toimunud elukohavahetus ei ole rdndesiindmus selle
Uksuse suhtes. Naiteks kui inimene asub Viljandi linnast elama Paistu valda, siis on see Viljandi linna suhtes valjaranne ja
Paistu valla suhtes sisseranne, kuid Viljandi maakonna suhtes ei ole tegemist rdndesiindmusega. Sellest tulenevalt ei ole
maakonnaranne maakonda kuuluvate omavalitsusiiksuste randesiindmuste summa ning Eesti rénne ei ole maakondade
vaheliste randesiindmuste summa.
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Ulalpeetavate méaér iseloomustab rahvastiku vanuskoosseisu ja arvutatakse jargmiselt:

(rahvastik vanuses 0—14) + (rahvastik vanuses 65+) x

rahvastik vanuses 15-64 100

Ravikindlustatud. Allikad: Eesti Haigekassa. Ravikindlustusega kaetute andmed 2015. aasta
31. detsembri seisuga. Rahvastikuregister. Rahvastikuandmed 2016. aasta 1. jaanuari seisuga.

Toimetulekutoetused. Allikas: Sotsiaalministeerium. Andmed 2015. aasta kohta.
Toimetulekupiir — miinimumsumma, mis on vajalik draelamiseks Uhe kuu jooksul.

Toimetulekutoetus — riigi abi puudusekannatajatele, mida maksab kohalik omavalitsus. Koosneb
toimetulekupiiri tagamise toetusest ja lisatoetusest.

Registreeritud to6tus. Allikad: Eesti To6tukassa. Andmed 2015. aasta kohta, mis on arvutatud
12 kuu kuuldpu seisude keskmisena. Statistikaamet. Rahvastikuandmed - 2015. aasta
aastakeskmine rahvaarv. Umardamise téttu ei vérdu tabeli arvude liitmise tulemus alati
summaarse naitarvuga.

Registreeritud t66tu — taieliku voi osalise t66vdimega isik, kes on 16-aastane kuni vanadus-
pensioniealine, t66ta, valmis kohe td6dle asuma ning otsib t68d. Isik otsib aktiivselt t66d, kui ta
pdordub todhdiveametisse vahemalt kord 30 paeva jooksul sooviga kohe todle asuda ning on
valmis osalema té6turukoolituses.

Registreeritud t66tus — registreeritud té6tute osatéhtsus 16-aastaste kuni pensioniealiste hulgas.

Kohalikud eelarved. Allikas: Rahandusministeerium. Kohalike eelarvete andmed 2015. aasta
31. detsembiri seisuga.

Flusilise isiku tulumaks — maks, mida residendist fuisilised isikud maksavad kogu oma tulult
olenemata selle teenimise kohast (riigist).

Koolitoiduga seotud kulud — kulu toiduainetele ning otsesed kulud toidu valmistamisele ja
pakkumisele (sh personalikulu).

Pdhitegevuse kulud — toetused tegevuskuludeks ja muud tegevuskulud.

Pdhitegevuse tulud — maksutulud, tulud kaupade ja teenuste miulgist, saadud toetused
jooksvateks kuludeks ning muud tegevustulud.

Statistilisse profiili kuuluvad ettevotted. Allikas: Statistikaamet. Andmed 2015. aasta kohta.
Ettevéte — arilihing, fluusilisest isikust ettevétja.

Statistiline profiil — majanduslikult aktiivsete Uksuste (ariihingud, fulsilisest isikust ettevdtjad,
asutused, mittetulundusiihingud) kogum, mida Statistikaamet kasutab majandusstatistika
tldkogumina.

Statistilisse profiili kuuluvad ettevotted — ariregistris registreeritud majanduslikult aktiivsed
fulsilisest isikust ettevdtjad, v.a ainult maksukohustuslaste registris registreeritud flisilisest
isikust ettevotjad. Alates 1. jaanuarist 2010 on kdik FIE-d kohustatud end registreerima
ariregistris. Ettevotted on jaotatud halduslksustesse kontaktaadressi jargi.

Brutotulu. Allikas: Maksu- ja Tolliamet. Andmed 2015. aasta kohta.

Brutotulu saajad — Maksu- ja Tolliameti tulu- ja sotsiaalmaksu, kohustusliku kogumispensioni
makse ja tootuskindlustusmakse deklaratsiooni (TSD) vormil naidatud sotsiaalmaksuga
maksustatava rahalise tasu, stipendiumi, toetuse, pensioni jm tasu saajate kuukeskmine arv.

Palgattotaja brutotulu — Maksu- ja Tolliameti tulu- ja sotsiaalmaksu, kohustusliku kogumis-
pensioni makse ja té6tuskindlustusmakse deklaratsiooni (TSD) vormil naidatud sotsiaalmaksuga
maksustatav rahaline tasu, mida makstakse td6tajale véi avalikule teenistujale; stipendium,
toetus ja pension, mida makstakse t66- vdi teenistussuhte puhul; seaduse vdi muu digusakti
alusel t66 eest makstav tasu; tasu, mida makstakse isikule péarast t66- vdi teenistussuhte
I6ppemist (v.a tdolepingu Idpetamisel vdi teenistusest vabastamisel makstav huvitis).
(TSD vormi 1. lisas tahistatud koodiga 01.)
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Palgattotaja kuukeskmine brutotulu — palgatddtaja keskmine brutotulu kuus jagatud tulu saajate
kuukeskmise arvuga.

1/12 Zk Tk Tk — palgatddtaja k-nda kuu brutotulu kokku
—— . kus

1/12Zk A, A, - k-nda kuu brutotulu T, saajate arv

Umardamise téttu vdivad brutotulu saajate koondandmed erineda liidetavate vaartuste summast.

Haridus. Allikas: Haridus- ja Teadusministeerium (Haridussilm). Andmed 2015/2016. Gppeaasta
alguse seisuga.

Opilased — omavalitsusiiksuse territooriumil asuvas koolis kaivad &pilased.
Uldharidus — paevadpe ja htudpe.
Registreeritud kuriteod. Allikas: Justiitsministeerium. Andmed 2015. aasta kohta.

Kuritegu — karistusseadustikus satestatud siltegu, mille eest on fuusilisele isikule pd&hikaris-
tusena ette nahtud rahaline karistus vdi vangistus ja juriidilisele isikule rahaline karistus voi
sundldpetamine.

Registreeritud kuritegu — karistusseadustiku eriosas kirjeldatud tegu, mille suhtes on alustatud
kriminaalmenetlust voi mis registreeritakse kriminaalmenetluses.

Kuna osa kuritegude toimumiskoht on omavalitsusiiksuse tapsusega maaratlemata, siis
omavalitsusuksustes toimunud kuritegude summa ei vérdu maakonna kuritegude arvuga.

Paasteteenistuste registreeritud tulekahjud. Allikas: Paasteamet. Andmed 2015. aasta kohta.

Tulekahju — véljaspool spetsiaalset kollet toimuv kontrollimatu pdlemisprotsess, mida iseloo-
mustab kuumuse ja suitsu eraldumine ning millega kaasneb varaline kahju véi kahju inimese
elule ja tervisele. Tulekahjuks ei loeta kontrollitud p&lemist (sh valjaspool spetsiaalset kollet),
millega ei kaasne materiaalset kahju véi ohtu inimese elule ja tervisele.

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA



SELGITUSED TABELI ANDMETE KOHTA COMMENTS ON DATA IN THE TABLE

COMMENTS ON DATA PRESENTED IN THE TABLE

Administrative unit. Source: The list of administrative units published in the Riigi Teataja.
The administrative division has been presented as at 1 January 2016.

Administrative unit — a unit based on administrative division, the status, name and boundaries of
which are determined by law and other legislation, and in the territory of which state or local
government administration is carried out. The units for administrative division of the territory of
Estonia are counties, cities and rural municipalities.

Area. Source: Estonian Land Board. Data as at 31 December 2015.

The area of administrative units is calculated annually, based on the spatial data on
the boundaries of administrative units available in the land cadastre as at 31 December.

The area of administrative units is the area without the part of Lake Peipsi that belongs to Estonia
and the area of Lake Vortsjérv.

Population density. Sources: Statistics Estonia. Population as at 1 January 2016. Estonian
Land Board. Area data are as at 31 December 2015.

Population density indicates the average number of inhabitants per one unit of the area (square
kilometers) of the territory.

Population. Sources: Statistics Estonia. Population as at 1 January 2016. National Institute for
Health Development. Data on causes of deaths for the years 2013—-2015 (annual average).

As of 1 January 2016, Statistics Estonia uses a new source of residence data and a new
methodology for calculating the population figure, which has to be taken into account when
analysing changes. The place of residence is a person’s place of residence stated in
the Population Register. Since residence data are missing for some inhabitants, the sum of
the population of the counties in the table is not equal to the total population of Estonia.

The demographic labour pressure index allows predicting pressures in the labour market caused
by demographic processes and is calculated as follows:

population aged 514
population aged 55—-64

The dependency ratio shows age distribution and the index is calculated as follows:

(population aged 0—14)+(population aged 65 and older) 1
population aged 15—-64

00

Cause of death — the underlying cause of death, which has been defined by the World Health
Organization as follows: a) all diseases, morbid conditions or injuries that either resulted in or
contributed to death, or b) the circumstances of the accident or violence that produced any such
injuries. Since 1997, the International Classification of Diseases and Related Health Problems
10th Revision (ICD-10) is used for coding causes of death: malignant neoplasms (C00-C97),
diseases of the circulatory system (l100-199), and external causes of morbidity and mortality
(V01-Y89).

EESTI PIIRKONDLIK ARENG. 2016. REGIONAL DEVELOPMENT IN ESTONIA 235



236

SELGITUSED TABELI ANDMETE KOHTA COMMENTS ON DATA IN THE TABLE

Emigration® — an action in the course of which a person having lived permanently in one
settlement unit suspends permanent residence in the respective settlement unit for a period
which is (expected to be) of at least 12 months.

Immigration® — an action by which a person having previously been a permanent resident in one
settlement unit takes up permanent residence in another settlement unit for a period which is
(expected to be) of at least 12 months.

Live birth — delivery of a live-born child, i.e. a child showing evidence of life irrespective of
the duration of pregnancy. This takes into account only births of residents of Estonia.

Migration® — a cross-border change of the place of residence from one settlement unit to another.

Natural increase — the difference between the number of births and deaths in a given year.
Positive natural increase shows the excess of live births over deaths, while negative natural
increase shows the excess of deaths over live births.

Net migration® — the difference between the number of people immigrating into and those
emigrating from an area.

Residents with health insurance. Sources: Health Insurance Fund. Data on residents with
health insurance as at 31 December 2015. Population Register. Population as at 1 January 2016.

Subsistence benefits. Source: Ministry of Social Affairs. Data for 2015.

Subsistence benefit — state support paid by a local government to persons whose monthly net
income is below the subsistence level. Consists of benefits to guarantee the subsistence level
and supplementary benefits.

Subsistence level — the sum necessary for minimum everyday subsistence in a month.

Registered unemployment. Sources: Estonian Unemployment Insurance Fund. Data for 2015,
calculated as an average of end-of-month balance of twelve months. Statistics Estonia.
Population data as 2015 average. Due to rounding, the result achieved by summing all the
figures in the table is not always equal with the sum total given.

Registered unemployed person — a person with total or partial capacity for work who has attained
at least 16 years of age and is under pensionable age, who is not employed, is ready to
commence work immediately and seeks employment. A person seeks employment if he or she
reports to an employment office at least once within 30 days, is willing to commence work
immediately and is ready to participate in employment training.

Registered unemployment — registered unemployed persons as a percentage of the population
aged 16 until pensionable age.

Local budgets. Source: Ministry of Finance. Data on local budgets are as at 31 December 2015.

Expenditures on school meals — the cost of food products, and the direct costs of food
preparation and delivery (including personnel costs).

Operating expenditures — granted support and operating expenses.

Operating revenue — tax revenue, revenue from the sale of goods and services, grants for
operating expenses and other operating revenues.

Personal income tax — a tax that resident natural persons pay on their worldwide income.

Enterprises in the Statistical Profile. Source: Statistics Estonia. Data for 2015.

@ Pursuant to the Territory of Estonia Administrative Division Act, settlement units of Estonia are settlements and urban
regions. A rural municipality is divided into settlements which are villages, small towns, towns and cities without municipal
status. A city may be divided into urban regions. The definitions of migration, immigration and emigration are based on
settlement units. It must be taken into account that migration with regard to some territorial unit is change of the place of
residence over the border of this unit and change of the place of residence within the respective unit is not migration with
regard to this unit. For example if a person from Viljandi city goes to live to Paistu rural municipality, it is emigration with
regard to Viljandi city and immigration with regard to Paistu rural municipality, but with regard to Viljandi county it is not a
migration event. Consequently county migration is not the sum of migration events of local government units of the county
and migration of Estonia is not the sum of migration events between counties.
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Enterprise — company, sole proprietor.

Enterprises in the Statistical Profile — economically active sole proprietors registered in
the Commercial Register, excl. economically active sole proprietors registered only in the
Register of Taxable Persons. Since 1 January 1 2010, all sole proprietors have an obligation to
be registered in the Commercial Register. Enterprises have been distributed between
administrative units according to their legal address.

Statistical Profile — a database of economically active units (companies, sole proprietors,
institutions, non-profit associations) Statistics Estonia uses as a sampling frame for all economic
statistics.

Gross income. Source: Estonian Tax and Customs Board. Data for 2015.

Average monthly gross income per employee — an employee’s average gross income in a month,
divided by the average number of recipients of gross income in a month.

1/12 zk Tk . Tk is the employee’s total gross income in month k, and
—————, Where
112 Z K Ak Ak is the number of recipients of gross income Tk in month k.

Gross income per employee — remuneration subject to social tax, paid to an employee or public
servant; scholarship, allowance and pension paid in relation to the employment or service
relationship; remuneration paid for the performance of work paid pursuant to a legal act or other
legislation; remuneration paid to a person after the end of employment or service relationship
(excl. benefit paid to the employee or public servant upon the termination of contract or upon
removal from post) according to the Estonian Tax and Customs Board declaration of income and
social tax, unemployment insurance premiums and contributions to mandatory funded pension.
(marked with code 01 in Annex 1 of Form TSD).

Recipients of gross income — the average number of persons in a month having received
remuneration subject to social tax, scholarship, allowance, pension and other remuneration
according to the Estonian Tax and Customs Board declaration of income and social tax,
unemployment insurance premiums and contributions to mandatory funded pension (TSD).

Due to rounding, the values of the aggregated data on recipients of gross income may differ from
the sum total.

Education. Source: Estonian Ministry of Education and Research. Data as at the beginning of
the academic year 2015/2016.

General education — day-time and evening study.
Pupils — pupils going to school situated in the territory of a given local government unit.
Registered offences. Source: Ministry of Justice. Data for 2015.

Criminal offence — an offence which is provided for in the Penal Code and the principal
punishment prescribed for which in the case of natural persons is a pecuniary punishment or
imprisonment and in the case of legal persons, a pecuniary punishment or compulsory
dissolution.

Recorded criminal offence — an act defined in the special part of the Penal Code with regard to
which criminal proceedings have been initiated or which is recorded in criminal proceedings.

As the place of some criminal offences is not specified at the level of a local government unit,
the sum of the criminal offences presented in the table at the local government unit-level is not
equal to the total number of criminal offences having been committed in the respective county.

Fires registered by the fire and rescue services. Source: Estonian Rescue Board. Data for 2015.

Fire — an uncontrollable burning process occurring outside a special fireplace, characterised by
the emission of heat and smoke and involving damage to property or a person’s life and health.
This does not include controlled burning (incl. outside a special fireplace), which does not involve
damage to property or a person’s life and health.
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MARKIDE SELETUS
EXPLANATION OF SYMBOLS

- nahtust ei esinenud

magnitude nil
0 naitaja vaartus vaiksem kui pool kasutatud médtuhikust
0,0 magnitude less than a half of the unit employed

Rohkem andmeid omavalitsustiksuste kohta leiab Statistikaameti e-valjaandest Piirkondlik portree Eestist:
http://www.stat.ee/ppe-46953

More data on local government units can be found on the website of Statistics Estonia in the e-publication
(available only in Estonian): Piirkondlik portree Eestist: http://www.stat.ee/ppe-46953
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