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Patient’s charter
THE PATIENT IS ENTITLED TO access to good healthcare. The patient’s human
rights, beliefs and privacy must be respected at all times. All those accessing
Finnish healthcare services must be treated equally, regardless of age, health,
disability or place of residence.

KEY POINTS
Healthcare should always be provided in mutual understanding between the
doctor and patient. The doctor must explain the patient’s medical condition, the
treatment options available and their side effects in a way that the patient can
understand.
The patient must be advised when they can access treatment. If the appointment time is changed, the patient must be informed of the reason and a new
appointment must be provided without delay.
Patients can choose their healthcare provider, subject to certain restrictions.
The patient is entitled to access their own health records. This right may be
denied if healthcare professionals have reason to believe that access to the
records may endanger the patient’s health or treatment or infringe on the rights
of others.
All patient information must remain confidential at all times. As a rule, information must not be provided to the next of kin without the patient’s prior consent.
Patients who are dissatisfied with the care they have received can discuss the
matter with the healthcare professional who treated them or submit an objection. The objection should be addressed to the Director of the relevant healthcare provider. Alternatively, the patient can lodge a complaint to the relevant
Regional State Administrative Agency or the National Supervisory Authority for
Welfare and Health (Valvira).
All healthcare units must appoint a patient ombudsman to provide advice and
guidance to patients dissatisfied with their medical treatment or service provided.
In the event that a patient is injured during treatment, they can apply to the
Patient Insurance Centre for compensation.
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Emergency and elective treatment
PATIENTS HAVE THE RIGHT TO prompt emergency treatment, including out-ofhours treatment, where necessary. Maximum waiting time limits apply to elective
treatment. A referral from a doctor or dentist is required for specialist treatment at
a hospital or health centre.

WAITING TIME LIMITS FOR PRIMARY HEALTHCARE
Patients must be able to reach the health centre by telephone during office
hours on weekdays (Monday to Friday) without delay.
The patient must be medically assessed no later than three days from the
date they first made contact, if the assessment cannot be carried out over the
telephone. The assessment can be carried out by any healthcare professional,
including a doctor.
Treatment must commence according to the patient’s healthcare needs and
within three months from the date of the assessment. Dental care must be
provided within three months but this may be increased to six months, if there
is a good reason to do so.

SPECIALIST HEALTHCARE
An assessment to identify the patient’s medical needs must be carried out a
maximum of three weeks from the date the referral letter was received. This
can be carried out on the basis of the information provided in the referral or
through further medical investigations. Any further investigations or assessment by a specialist doctor must be carried within three months of the referral
being received.
Any treatment considered necessary must commence according to the patient’s
healthcare needs and within six months from the date of the assessment.
Referrals for mental health services for children and young people must be
assessed within six weeks of receipt. All mental health patients under the age
of 23 must have access to care within a maximum of three months from the
date of the assessment.
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CHOOSING YOUR HEALTHCARE
PROVIDER – ELECTIVE HEALTHCARE
Under the Healthcare Act, patients can choose their healthcare provider, subject to certain
restrictions.
The patient can choose any health centre within their own municipality. The
patient can also choose any health centre outside their own municipality. The
patient must inform their current health centre and the health centre where
they wish to receive treatment in writing. They will then be able to access treatment at their chosen health centre within three weeks of sending the letter.
The patient can only choose one health centre at a time. This right of choice
does not apply to school or student health care or long-term institutional care.
Once the patient has changed provider, they will need to wait at least a year
before changing again.
If the patient regularly resides or spends long periods of time residing outside their own municipality, any healthcare services specified in the care plan drawn up in their home municipality must also
be provided in the municipality where they are resident. Their original health centre will still be in charge of the patient’s care.
Patients can choose a hospital providing specialist healthcare in consultation
with the referring doctor.
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Patient records and information sharing
ALL RELEVANT DIAGNOSTIC AND THERAPEUTIC INFORMATION, including
decisions to prescribe or commence treatment must be recorded in the patient’s
medical record. Discussions between the healthcare staff and the patient or their
next of kin must also be recorded.
Patients are entitled to access their own patient records and to have any potential
errors corrected. The doctor may deny the patient access to certain patient records
if there is justifiable reason to believe that accessing the records would endanger
the patient’s health or treatment or infringe on the rights of others. The patient may
request a correction of any mistakes in their records. Information and assessments
considered correct at the time of recording them, however, must not be changed.
Patient records are confidential and must not be shared with any third party, including the next of kin, without prior written agreement from the patient. Certain
exceptions to this rule are set out in legislation.
With regard to staff employed by the healthcare provider, only those directly contributing to the patient’s care are entitled to access the patient’s records. Healthcare
authorities can also access patient records, including for the purpose of assessing
a complaint lodged by the patient.
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Mutual understanding and self-determination
ALL DECISIONS RELATING TO PATIENT CARE must be taken
in mutual understanding with the patient. This means that doctors must provide the patient with information on their medical
condition, the treatment options available, the effects of the treatment and any risks associated.
If a patient declines a certain treatment or procedure, the healthcare professionals should try to identify a medically justified alternative that is acceptable to the
patient. The patient is not entitled to any treatment requested. The patients have
the right to refuse all forms of treatment, even if this is likely to lead to their death.
If the patient is not deemed competent to make decisions on their own medical
treatment, prior to making any clinical decision, the doctor will discuss the matter
with the patient’s legal representative or next of kin, such as a family member or
friend, to try and identify the patient’s wishes. If the patient’s next of kin disagree on
this matter, the doctor will make the clinical decision they consider to serve the best
interests of the patient. Any advance directive, also known as a living will, made by
the patient must be complied with, even if the next of kin disagree. However, the
doctor will always discuss the patient’s condition and treatment with the next of kin,
unless otherwise specified by the patient.
In emergency situations, including accidents, doctors will initiate treatment to save
the patient’s life even if they have not been able to obtain consent from the patient
or their next of kin. However, they should not administer medical treatment that the
patient has refused in their living will. This will require that there is reliable information available about the living will.
If children under the age of 18, due to their age or development, are considered to
have the capacity to make decisions on their care. They must be treated in mutual
understanding between the doctor and patient. In these situations, the doctor is
not entitled to share medical information with the patient’s guardians or their legal
representative, unless authorised to do so by the patient.
The patient’s capacity will be assessed by a healthcare professional. If a child
under the age of 18 is considered to lack the capacity to make decisions about
their own care, they must be treated in mutual understanding with their guardian. A
guardian cannot refuse emergency treatment on behalf of a minor.
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End of life care
WHEN NO CURATIVE TREATMENT OPTIONS REMAIN, the patient will continue
to receive basic medical care and symptomatic treatment. All investigations will
usually be stopped and healthcare professionals will work to maintain as high a
quality of life as possible for the rest of the patient’s life.
In the case of terminally ill patients nearing the end of their life, doctors may take
the decision not to resuscitate them in the event of a cardiac or respiratory arrest.
This is known as Do Not Resuscitate or DNR status. The DNR status is designed
to prevent any further suffering that might be caused by attempts to resuscitate or
to administer intensive medical care in a situation where these are unlikely to prolong life due to the patient’s medical condition and would be more of a hindrance
than a help.
As far as possible, the DNR decision is taken proactively and recorded in the
patient’s medical records by the doctor. The doctor must discuss the decision with
the patient, if the patient has the capacity to do so. It is recommended that they
also discuss it with the next of kin, if authorised to do so by the patient. If the patient
lacks the capacity to discuss the matter with the doctor, the doctor will speak with
their next of kin. A record of their discussion will be made in the medical records.
Ultimately, the doctor is responsible for making the final decisions on the patient’s
medical care, in the best interests of the patient.
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How to make a complaint
DOCTORS AND OTHER MEDICAL STAFF ARE REQUIRED TO answer any
questions the patient and, if the patient has authorised it, their next of kin may
have and to provide the relevant information in a way that is accessible and easily
understood by the listener. Problems can be prevented through discussion and
dialogue.
However, if the patient or their next of kin consider that they have received inadequate care or treatment or have been prevented from accessing treatment within
the waiting time limits specified, they can take the following action:

Written objection directly to healthcare provider

A written objection submitted directly to the relevant healthcare provider – after a
discussion with the treating healthcare professionals – is often the quickest way to
clarify any shortcomings in patient care. The objection should be addressed to the
director of the healthcare unit. Healthcare providers often have forms available for
this purpose although you can always write your own in any format you wish.
The director is required to discuss the matter with the relevant member of staff and
respond to the patient in writing within a reasonable amount of time. The director’s
response must set out what measures, if any, have been taken as a result of the
objection.
If the patient is not satisfied with the response they can
lodge an appeal with the relevant Regional State Administrative Agency or the National Supervisory Authority
for Welfare and Health (Valvira). If necessary, the patient ombudsman can assist the patient in drafting their
objection or appeal.
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Complaint to Regional State Administrative Agency
or Valvira
Patients can lodge a complaint regardless of whether they have first issued an objection directly to the healthcare provider in question. An appeal should be lodged
with Valvira if a treatment error leading to death or permanent injury is suspected.
In all other instances, the appeal should be addressed to the Regional State Administrative Agency.
The Regional State Administrative Agency and Valvira can forward appeal to the
treating healthcare provider as a written objection for settlement. A written objection is the primary method of settling a patient’s discontent. The supervisory authorities will not investigate complaints made of matters older than two years without
a special reason.
An appeal cannot be used to overturn a medical decision made by a doctor and
cannot be used to claim compensation for a treatment error.

Compensation arrangements

In the case of a patient injury, an application for compensation can be lodged with
the Finnish Patient Insurance Centre. Not all unwanted consequences resulting
from health and medical care are subject to compensation. All claims for compensation are assessed in accordance with the Patient Injuries Act.
Patients who have suffered an unexpected side effect due to a medicine, can seek
compensation through the Finnish Mutual Insurance Company For Pharmaceutical Injury Indemnities.
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For more information on patient rights
LEGISLATION GOVERNING THE RIGHTS OF PATIENTS
Finnish Constitution 731/1999
Act of the Status and Rights of Patients 785/1992
Healthcare Act 1326/2010
Mental Health Act 1116/1990
Patient Injuries Act 585/1986

A COMPLAINT SHALL BE FILED IN WRITING TO THE REGISTER OFFICE
OF THE REGIONAL STATE ADMINISTRATIVE AGENCY OR VALVIRA
www.avi.fi					
www.valvira.fi
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