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Ig SAATEKS FOREWORD

Hea lugeja!

Euroopa puudega inimeste strateegias aastateks 2010-2020 on esile toodud kaheksa
kodanikudigustega seotud valdkonda, mida Euroopa Liidu liikmesriigid peavad puudega inimesi
arvestades seirama ja milles olevaid barjdare Uletada aitama. Need valdkonnad on
ligipaasetavus (kattesaadavus), osalemine (sidusus), vdrdsus, t66tamine, haridus ja koolitus,
sotsiaalkaitse, tervis ja Euroopa Liidu valised tegevused. Puudega inimeste taielik osalemine
sotsiaal- ja majanduselus on {limalt oluline, et tdita URO puudega inimeste &iguste
konventsioonis satestatut ning aidata kaasa jatkusuutlikule majandusarengule strateegia
LEuroopa 2020“ eesmarke silmas pidades. Seetdttu on meil heameel esimest korda Eestis tuua
teieni vaike Ulevaade tegevusvdime languse vdi tegevuspiiranguga inimeste sotsiaalsest
Idimumisest viimastel aastatel.

Sotsiaalkaitse- ja sotsiaalhoolekandesiisteemid on riigi tasemel esmased mehhanismid, mis
aitavad tegevuspiiranguga inimestel uletada barjdare, mis takistavad neid teistega vordselt
hakkama saamast. Ometigi on niisugune lahenemine piiratud ja moéeldud vaid isiku tasandil
esmaste toetusmehhanismide leidmiseks. Puudega inimeste kaasatus Uhiskonda oleneb aga
palju laiemalt nii meie endi kui ka té0andja arusaamade muutustest, reaalsest ligipaasetavusest
naiteks valimiskoosolekutele vdi hoopis autoistmele ning Uha enam teabe kéattesaadavusest
virtuaalses maailmas. Seega néuab nende tokete kaotamine kokkulepet kdigi osaliste vahel.

Tuleb tddeda, et URO konventsiooni pdhimétetest lahtuv tegevuspiiranguga inimeste iguste
tagamiseks vajalik dldine riiklik strateegia, milles oleks kindlaks tehtud valdkonna kitsaskohad,
kavandatud vajalikud (uute) andmete kogumise teed Oiguste tagatuse seireks ja seatud
eesmargid Eesti puudega inimeste tegelikuks 16imumiseks, seni veel puudub. Samuti seisab alles
ees riikliku statistika loomine viisil, mis vbimaldaks isikupdhiselt seostada inimdiguste seire eri
valdkondades inimeste enesetunnetusliku tegevuspiirangu, ametliku puude, t6évdimekao voi
haridusliku erivajaduse olemasoluga. Siinjuures tuleb tunnustada Statistikaameti algatusriihma,
kes alustas puudega inimeste kohta teabe kogumist 2009. aastal. Tanu sellele on peamistes
valdkondades olemas esimesed vorreldavad andmed, mis erinevalt ametkondlikust teenuste-
jargsest kasitlusest vdimaldavad esitada trende rahvastikupbhiselt, vdrreldes piirangutega ja
piiranguta rahvastikuosa.

Kogumik on valminud URO puudega inimeste diguste konventsiooni rakendamise edendamise,
kaitsmise ja jarelevalve eesmargil. Selles antakse eri uuringute pdhjal llevaade puudega
inimeste sotsiaalsest I6imumisest Eestis, kasitledes tegevuspiiranguga inimeste tervist, sotsiaal-
hoolekannet, sidusust ning majandusliku aktiivsuse ja haridusnéitajaid. Nimetatud teemade
lahtimdtestamisega pulitiavad kogumiku autorid anda oma panuse erivajaduste kéasitlemisse ja
URO puudega inimeste &iguste konventsiooni rakendamise edendamisse Eestis.

Head lugemist!

Luule Sakkeus
Tallinna Ulikooli Eesti Demograafia Instituut

Marju Medar
Tallinna Ulikooli Sotsiaaltdd Instituut
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SAATEKS FOREWORD

Dear readers!

The European Disability Strategy 2010-2020 defines eight priority areas related to fundamental
rights. The European Union Member States are required to monitor these areas in order to
protect the rights of persons with disabilities and to remove any barriers. The priority areas are:
accessibility (availability), participation (cohesion), equality, employment, education and training,
social protection, health, and actions outside the European Union. The full participation of
persons with disabilities in social and economic life is crucial for compliance with the United
Nations (UN) Convention on the Rights of Persons with Disabilities and for sustainable economic
development in line with the Europe 2020 targets. For that reason, it is our pleasure to present —
for the first time in Estonia — a concise overview of the social integration of persons with
functional or activity limitations in recent years.

Social protection and welfare systems are primary mechanisms on the state level that help
persons with activity limitations to overcome the barriers that prevent their full functioning and
participation on an equal basis with others. Yet state measures are limited and only provide
primary support mechanisms on the individual level. The social inclusion of persons with
disabilities depends on a much wider range of factors, such as changes in the way employers
and we all think, actual accessibility (e.g. access to election meetings or a car seat) and,
increasingly, the accessibility of information in the virtual world. Therefore, the removal of these
barriers requires an agreement between all parties in the society.

It is true that Estonia does not yet have a general national strategy for protecting the rights of
persons with activity limitations in accordance with the principles of the UN convention. A national
strategy is required to map current problems, determine the necessary sources of (new) data for
monitoring the implementation of the rights, and define the targets for achieving the real
integration of persons with disabilities in Estonia. Another important task is to develop the
production of official statistics, so that the relevant rights can be monitored based on data on the
population with self-perceived activity limitations as well as on the population with registered
disabilities, loss of capacity to work or educational special needs. We wish to commend the team
at Statistics Estonia who in 2009 started to collect data on persons with disabilities. As a result,
we have the first comparable datasets in key areas, which allows us to analyse the trends based
on population data (as opposed to the statistics on the use of services provided by various
authorities) and compare the indicators for persons with and without limitations.

The aim of this publication is to promote, defend and monitor the implementation of the UN
Convention on the Rights of Persons with Disabilities. Various surveys are used as the basis to
give an overview of the social integration of persons with disabilities in Estonia, including the
health of persons with activity limitations, welfare measures, social cohesion as well as
employment and education indicators. By analysing these topics, the authors want to contribute
to the public discussion of special needs and to promote the implementation of the UN
Convention on the Rights of Persons with Disabilities in Estonia.

We hope that you find plenty of food for thought!

Luule Sakkeus
Tallinn University, Estonian Institute for Population Studies

Marju Medar
Tallinn University, Institute of Social Work
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'E PUUDE KONTSEPTUAALNE KASITLUS CONCEPTUALISATION OF DISABILITY

1. PUUDE KONTSEPTUAALNE KASITLUS

Dagmar Narusson, Marju Medar
Tallinna Ulikooli Sotsiaaltéé Instituut

Puude kui ndhtuse moistmise olulisus

Tanapaeval kasitletakse puuet kui inimelu juurde kuuluvat loomulikku nahtust. Peaaegu igal
inimesel voib elu kestel olla tervise tottu lUhi- vdi pikaajalist tegevusvdime piiratust ja kui mitte
varem, siis kbrges vanuses.

Niisugune métlemisviis on uudne ja Uhiskonnas on puude kui nahtuse kohta mitmesuguseid
vaatenurki. Seetdttu on oluline teadvustada, kuidas on aegade jooksul kasitletud mdistet ,puue”.
Uhtsema arusaamise eesmargil on oluline lahti kirjutada, mil viisil tanapéeval puuet kirjeldatakse
ja kuidas sellesse suhtutakse.

Arusaamine sellest, kui palju elab Uhiskonnas puudega inimesi ja millises olukorras nad
igapaevaelus on, aitab edendada puldlusi kaotada Uhiskonnas eksisteerivad puuet tekitavad
barjaarid ja arendada teenuseid, mis voimaldavad puudega inimestel taiel maaral Ghiskonnaelus
osaleda. Teemakohaste andmete kogumine ja analiilis aitab eri pooltel formuleerida ja viia taide
poliitikat, mis aitaks kaasa URO puudega inimeste &iguste konventsiooni rakendamisele.
(World ... 2011)

Puuet moistetakse, kasitletakse ja moddetakse riigiti erinevalt ning puude kasitlused koos
kogutud andmete analliisiga mdjutavad Uhiskonna arengut. See, mil viisil defineeritakse
tervisekahjustust, tegevus- vdi osalusvdime piirangut, terviseolukorda ja keskkonnategureid,
mdjutab seda, milliseid kisimusi uuringutesse panna, missugust andmekogumismeetodit
kasutada ja kuidas kirjeldada ootuseid inimeste funktsioneerimisele. Tervisega seotud
olukordade kirjeldamisel on statistikas olnud tavaparane puuete riihmitamine nende liigi jargi,
naiteks sensoorne, flilisiline, vaimne voéi intellektuaalne puue. Sel juhul jdavad statistikast valja
inimesed, kel on pikaajaline ehk krooniline probleeme tekitav terviseolukord, kommunikatsiooni-
haired vdi méni muu tervisekahjutus, kuigi ka neil inimestel on tervise tdttu igapaevaelus
hakkamasaamisega suuri raskusi.

Andmed puude olemasolu kohta ja puudega seotud kontekstuaalsed faktorid on vaga olulised, et
konstrueerida taielikku pilti puuetest ja inimeste funktsioneerimisest ihiskonnas. lima infota, mil
viisil teatav terviseolukord interaktsioonis keskkonnas vdi Uhiskonnas eksisteerivate barjdaride
vOi soodustavate teguritega inimese igapaevaelu mdjutab, ei ole vdimalik teha Ghiskonna arengut
méjutavaid otsuseid. Uhiskonna arenguga seotud protsessides pole andmekogumismeetodid
vahem tahtsad, nt kogu rahvastikku hélmava rahvaloenduse kaudu saab vaga hea Ulevaate
inimeste sotsiaal-majandusliku olukorra kohta (nt to6tamine, perekond), kuid vahem infot
terviseolukorra mdjust Uhiskonnaelus osalemisele. Tanu rahvaloenduste regulaarsusele saab
osast trendidest vaga hea ajalise Ulevaate. Paljud riigid on hakanud peale keha struktuuride ja
funktsioonide kahjustuse (ehk terviseolukorra) péérama tahelepanu tegevusvdimele, Ghiskonna-
elus osalusele ja keskkonnateguritele ning arvestavad neid inimese terviseolukorra hindamisel.
Oluline erinevus tervisepiirangu eristamisel seisneb selles, kas piirangu olemasolu selgitatakse
vélja inimese enda tunnetuse pdhjal véi on tegemist formaalse ehk inimesele ametlikult maaratud
puudega. Veel osutub oluliseks, kas puuet interpreteeritakse seotult normaalse funktsioneerimise
tasemega kindlas earihmas (nt eakad ei identifitseeri end puudga inimesteks, kuna
funktsioneerimisraskused on vanusele kohased) vdi sissetulekurihmas. Andmekogumise
metoodika oleneb riigiti peamiselt sellest, mil viisil defineeritakse konkreetses riigis puuet.
Paljud riigid on vodtnud statistikas tervisekahjustuse pohise kasitluse asemel kasutusele
funktsioneerimisraskuste kasitluse. (World ... 2011)

Tanapaeval podoratakse rahvusvahelistes kogukondades ja Maailma Terviseorganisatsiooni
(WHOQO) dokumentides (nt World ... 2011) tahelepanu sellele, et kogutud andmed oleksid
asjakohased nii riigi (poliitika arendamiseks) kui ka tlemaailmsel tasandil, ja selleks soovitatakse
juhinduda jargmistest rahvusvaheliselt tunnustatud kasitlustest ja dokumentidest: URO puudega
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inimeste oGiguste konventsioon (2012), rahvusvaheline puuete ja funktsioneerimise klassi-
fikatsioon (International Classification of Functioning, Disability and Health), standardiseeritud
kisitlused tervisestaatuse ja puude hindamiseks kogu rahvastiku tasandil (European ... 2014)
ning statistika kogumise manuaal (Training ... 2008).

Piiranguid seadvad terviseolukorrad on universaalsed selles méttes, et peaaegu koigil inimestel
tuleb elu jooksul oma tervises ette moni korvalekalle. Eakatest kogevad oma terviseolukorra téttu
piiranguid Ule 80% ja inimkonna keskmise vanuse tdustes see hulk Gha kasvab. Tanapaeval ei
ole puudega inimesed Uhiskonnas enam stigmatiseeritud riihm. Samasugust universaalsuse
pdhimdtet jargitakse ka rehabilitatsiooni mdistetes, s.t need mdisted kéivad kdéikide inimeste
kohta ja on neutraalsed (mittestigmatiseerivad). (World ... 2011)

Puude moistmise kasitlused

Ajalooliselt on puuet kasitletud kui segregeerivat ndhtust ja puudega inimesi peetud
teistsugusteks. Alates 1970. aastatest, peamiselt puudega inimeste liikkumise survel, on selline
mdtteviis vahehaaval muutunud ja jdutud arusaamiseni, et puude ja tegevuspiirangute pohjuseks
on tervise ja keskkonnategurite koosmgju. Puudega inimesed on inimesed nagu koik teisedki.

Ténapéeval tuginetakse puude defineerimisel kull eespool kirjeldatud tervise- ja sotsiaalteaduste
Uhisele konsensuslikule k&sitlusele, mis kirjeldab vdrdselt nii tervise-, osalus- ja tegevus-
piirangute kui ka keskkonnategurite osa puude maaratlemisel, kuid olenevalt erialade arengust
on igapaevaelus ja meedias senini voimalik leida puude kohta eri definitsioone. (World ... 2011)

Oliveri ja Sapey (2006) kohaselt on puudega inimestega oma igapaevatods tegelenud ja
tegelevad praegugi kuni 23 eriala esindajad. Kbigil erialadel oma puude definitsiooni ei ole, kuid
ajaloolised erinevused puude mdistmisel on siiski eristatavad. Puude defineerimise erinevused
tulenevad erialade valjakujunemisel maaravateks olnud teguritest ja need hoiakud on mdjutanud
Uhiskonnaelu igal tasandil.

Jargnevalt on esitatud viis definitsioonide rihma.
1. Puue kui korvalekalle normist

Puue tuleneb anatoomilise, fllsilise vdi psihholoogilise funktsiooni, naiteks kuulmise voi
nagemise kaotusest. See aga ei pea ilmtingimata tdhendama puuet, naiteks mélemad jalad
kaotanud inimene voib elada aktiivset sotsiaalset elu, samal ajal kui inimene, kellel on n&ol
mdddukas nahapunetus, ei lahku kunagi kodust ja on end sotsiaalsest elust isoleerinud.

2. Puue kui kliiniline seisund

Puue viitab haigusele, mis mdjutab keha fiilsilisi ja psiihholoogilisi protsesse. Need haigused on
naiteks artriit, epilepsia, bronhiit ja skisofreenia. Diagnoos maaratakse haiguse simptomite
pdhjal. Osal juhtudel, naiteks dpiraskuste puhul, on diagnoosi keeruline maarata.

3. Puue kui igapdevaste tegevuste funktsionaalne piirang

Puue viitab inimese piiratud véimetele vdi véimete puudumisele enesekohastes vdi sotsiaalsetes
tegevustes. Sellised tegevused on naiteks enese pesemine, riietamine, poes kaimine, asja-
ajamine ametiasutustes voi kinos kaimine. Definitsiooni juurde kuulub arvamus, et kdik inimesed
voivad olla elu jooksul puudega ja funktsioonide langus kuulub vananemise juurde.

4. Puue kui deviantsus ehk korvalekalle

Selles definitsioonis eristatakse esiteks korvalekallet Uhiskonnas tervise kohta kehtivatest ja
aktsepteeritud normidest ning teiseks indiviidi v6i rihma sotsiaalsele staatusele kohastest
kaitumisnormidest. Kéasitledes puuet kui korvalekallet normist, tekib kiusimus, mis on normid ja
kes neid defineerib ning mis on normaalne ja kohane kaitumine.

5. Puue kui ebasoodne tingimus

Definitsioon viitab ressurssidele, mis inimestel on olenevalt nende positsioonist sotsiaalses
hierarhias. Puudega inimestel on vahem ressursse kui puudeta inimestel. Kui lahtuda ressursside
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kattesaadavusest, voivad selle definitsiooni kohaselt puudega inimeste hulka kuuluda ka vahese
haridusega inimesed, alkohoolikud, Ghe vanemaga pered ning mdnel juhul ka etnilised
vahemused ja naised.

Sotsiaaltdd ja rehabilitatsioonitéd praktikas vdib valja tuua mitu puude kasitlemise mudelit ning
diskuteerida selle Ule, milline on nende mdju eri valdkondadele (tabel 1).

Kasitluste llevaade ja méju eri valdkondadele

Tabelis 1 on esitatud kokkuvdtlik loetelu puude kasitlemise peamistest mudelitest. Puude
meditsiiniline mudel vaatleb puuet kui indiviidi probleemi, mida péhjustab otseselt kas haigus,
trauma vdi méni muu terviseolukord, mis nduab asjatundjatelt individuaalset ravi. Meditsiinilise
sekkumise eesmark on indiviidi hooldamine véi tema kohanemine ja kaitumise muutumine. Selle
mudeli pdhikiisimus on meditsiiniabi kattesaadavus ning poliitikatasandi peamine reaktsioon on
tervishoiupoliitika muutmine v6i reformimine. (RFK 2004)

Tabel 1. Puude késitlemise mudelid

Individuaalne Sotsiaalne

Meditsiiniline Funktsionalistlik Sotsiaalne Kodanikudigustest

individuaalne individuaalne keskkonnast ldhtuv  lahtuv sotsiaalne

mudel mudel mudel mudel
Peamine Terviseolukord Terviseolukord Sotsiaalse ja fuusilise  Inimdiguste
pohjustaja keskkonna piirangud  mittearvestamine
Sekkumine Arahoidmine ja ravi Rahaline Kohandatud keskkond Uhiskonna

kompensatsioon reformimine

Allikas: Barral ja Maudinet 2003

Puude meditsiiniline ehk individuaalne mudel on pikka aega olnud véga jéuline ja seetdttu
aastakimnete valtel mdjutanud teenuste korraldust. Puude individuaalne ja meditsiiniline mudel
pdhineb arusaamisel, et probleemid on kinni indiviidis endas (Oliver ja Sapey 2006; Oliver jt
2012). Selle mudeli kohaselt on puue tingitud fllsilisest, sensoorsest voi intellektuaalsest
kahjustusest, mistdttu see on osa haigusest. Seega on puue inimese personaalne mure (French
ja Swain 2011). Professionaalne sekkumine p&hineb ideel, et probleeme tuleb lahendada indiviidi
enda pingutuste kaudu. Eesmark on kohandada inimene puudest tingitud olukorraga. Sekkumine
réhutab fldsilise ja psiihilise kohanemise vajadust, et aidata inimesel saavutada nii normaalne
seisund kui vdimalik (Oliver ja Sapey 2006: 22). Individuaalse mudeli nérk koht on argument, et
probleem on ainult indiviidis endas. Sotsiaalse, suhtumusliku ja flusilise keskkonna méjutegureid
alahinnatakse.

1950. aastatel arendati vélja haiguse funktsionalistlik perspektiiv. Sotsiaalt6és ja rehabili-
tatsioonis tugineb funktsionalistlik perspektiiv Parsonsi sotsioloogilisele paradigmale (Parsons
1951), mis Utleb, et sotsiaalne maailm eksisteerib kui ks tervik ehk siisteem, mis soéltub
omavahelises seoses olevate osade funktsioneerimisest. Selleks et slsteem (siinsel juhul
inimihiskond) saaks efektiivselt funktsioneerida, peavad kdik selle osad taitma oma rolli. Iga
inimene vastutab oma sotsiaalses rollis funktsioneerimise eest, et suurem silisteem saaks
terviklikult funktsioneerida. Funktsionalistlik perspektiiv ehk teooria vaidab, et kui inimene kaldub
oma rollist kdrvale, ei saa uhiskond optimaalselt funktsioneerida ning sotsiaalsetel institutsioo-
nidel on vdimu ja autoriteeti, et kindlustada selle inimese tegutsemine oma rollis. Tervishoiu-
spetsialistidel on &igus kontrollida terviseseisundit, mdjutada inimese haiguse kulgu. Sellest
perspektiivist [Ahtudes on tervishoiuspetsialistil kohustus haiget ravida ja saavutada olukord, et
inimene suudaks jalle taielikult funktsioneerida. Funktsionalistliku perspektiivi arendus réhutab
inimese vdimet funktsioneerida ootuspérastes sotsiaalsetes rollides. Funktsionalistliku perspek-
tiivi sekkumiste peamine fookus on inimesel ja tema muut(u)misel. (The Psychological ... 2007)
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Sotsiaalne perspektiiv puude késitlemisel arenes valja 1960. aastatel, saades alguse sotsiaal-
poliitilisest liikumisest, mille kohaselt paremal positsioonil olevad inimesed on osa inimrihmi
Uhiskonnas alla surunud. Liikumise peamine eesmark oli naidata, et vdimusuhted on Ghiskonnas
paigast dra ja Uhiskonnas kehvemal positsioonil olevate inimeste digusi tuleb kaitsta. Sotsiaalse
perspektiivi kohaselt on puudega inimesed diskrimineeritud, marginaliseeritud ja alla surutud.
Sotsiaalne perspektiiv rdhutab, et tervisest tingitud tegevus- ja osaluspiirangutega inimestel
peaks olema samasugune iseseisvus ja vastutus nagu teistel Uhiskonna liikkmetel. Selle
saavutamiseks tuleb suurendada joustamist, enesemaaramisbigust ja aktiivsust. Sotsiaalse
perspektiivi kohaselt on puue sotsiaalse ja fulsilise keskkonna produkt, s.t piiranguid loovad
Uhiskond ja kehtiv Ghiskonnakorraldus. Selle kasitluse kohaselt ei ole puue individuaalne ehk
Uksikisiku probleem, vaid inimeste olukorra parandamiseks on vaja muuta sotsiaalseid hoiakuid,
institutsioone ja poliitikat ehk kogu sotsiaalset keskkonda. (Oliver ja Sapey 2006)

Kodanikuks olemisel pohinev mudel Iahtub eeldusest, et inimesi, kellele on maaratud puue,
tuleb kohelda kui taiediguslikke kodanikke, kellel on kodanikubigused ja -kohustused, s.t neid, sh
terviseolukorrast tingitud tegevusvdimelangusega inimesi tuleb arvestada kui taisvaartuslikke
Uhiskonna liikkmeid ja tarbijaid, Uhiskonnas joustatud indiviide (valimistel haaletajaid) ning
aktiivseid kodanikke kdiges, mis puudutab &igusi ja vastutust. Teenuste osutajate ja kasutajate
vaheline suhe on harmooniline, kui arvestatud on kolme dimensiooni: 1) majanduslik dimensioon,
kus inimesi kasitletakse kui tUihiskonda panustajaid, t66tajaid ja tarbijaid; 2) poliitiline dimensioon,
kus inimesi kasitletakse kui pereliikmeid ja sépru ning kui valijaskonda vdi ka kui inimesi, kes
moodustavad Uhiskonnas joulisi rihmi; 3) moraalne dimensioon, kus inimesi kasitletakse
indiviididena, kelle tegevusvdime on tervise téttu piiratud, kuid kellel on samamoodi vajadused ja
inimdigused. (Oliver jt 2012)

Viimastel aastakimnetel on puudega inimeste liikumise esindajad koos sotsiaal- ja tervise-
teadlastega toonud valja sotsiaalsete ja flUsiliste barjaaride rolli puudes. Sel pdhjusel on
individuaalselt ja meditsiiniliselt perspektiivilt liigutud strukturaalsele ja sotsiaalsele ehk
meditsiiniliselt mudelilt sotsiaalsele mudelile, mille kohaselt pdhjustab puuet pigem uhiskond,
mitte inimese kehas toimuvad muutused. (World ... 2011)

Puude moiste defineerimine ja selle komponendid

Puue on kompleksne, diinaamiline, multidimensionaalne ja vaieldav nahtus, s.t puue on tervise-
olukorra ning personaalsete ja keskkonnategurite diinaamilise interaktsiooni tulem. Puuet
kasutatakse uldterminina tervisekahjustuste ning tegevus- ja osalusvéime piirangute kohta ning
see viitab inimese individuaalsete ehk terviseolukorra tegurite ja inimese kontekstuaalsete ehk
keskkonna- ja personaalsete tegurite interaktsioonile. (World ... 2011)

Rahvusvahelise kokkuleppe alusel kasutatakse puude ja teiste sellele kaasuvate mbistete
kasitlemisel alusdokumendina WHO koostatud rahvusvahelist funktsioneerimisvdime, vaeguste ja
tervise klassifikatsiooni (RFK). RFK on universaalne, kuna katab kd&iki inimese funktsioneerimise
aspekte, kasitleb puuet pigem kui kontiinumit ega kategoriseeri inimesi puuderiihma jargi. RFK
kohaselt on puude puhul rdhuasetus aspektidel ,rohkem® véi ,vahem*, mitte ,jah“ (on puue) véi
,ei’ (ei ole puuet). RFK pohineb tdnapaevasel puudest arusaamisel ja selle mdétmise viisidel.
RFK on vélja arendatud pikaajalise protsessi tulemina koost6ds sotsiaal- ja terviseteadlaste ning
puudega inimestega.

Mbiste disability vastena kasutatakse eesti keeles sbna ,puue“ vbi ,puuded* ja selle all
moeldakse Eesti keeleruumis, et inimesel on pusiv tervisekahjustus, krooniline haigus, organi
kaotus vms ehk mdeldakse eelkdige terviseolukorda. Ingliskeelse sdna disability tdhendus ei viita
otseselt tervisele, vaid hoopis inimese vdimetele (ability) ja dis-ability tdhendab, et inimese
vdime(d) on piiratud voi langenud. Vdime langus tahendab osa tegevuste soorituse halvenemist.
Kuna madiste pohifookus on vdimete piirangul, siis tdpsuse huvides kasutatakse siin artiklis
disability eestikeelse vastena mdisteid ,tegevusvéime piirang“ ja ,terviseolukorrast tingitud
piirang"“.
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Mbiste ,puue“ komponentide selgitamist tuleb alustada tervise, terviseolukorra, keha
funktsioonide, struktuuri ja piiranguid kasitlevate mdistete lahtiseletamisest. Lahtudes tadnapaeva
terviseteaduste ja rehabilitatsioonikasitlustest, loovad eespool nimetatud komponendid
tingimused puude olemuse mdistmiseks. Jargnevalt on defineeritud kdik puude definitsioonis
kasutatavad komponendid.

Tervis on taielik flisiline, vaimne ja sotsiaalne heaolu, mitte Uksnes haiguse puudumine
(International ... 2001).

Terviseolukord on inimesel esinevad haigused, vigastused ja haired (World ... 2011).

Keha funktsioonid on organsiisteemide flsioloogilised funktsioonid. Keha ehk organismi
funktsioonid jagunevad jargmiselt: vaimsed, sensoorsed, hadale ja kdnega seotud, kardio-
vaskulaarse, hematoloogilise, immunoloogilise ja respiratoorse siisteemi funktsioonid, seede-,
ainevahetus- ja endokriinslisteemi, urogenitaalsed ja reproduktiivsed funktsioonid, narvide,
lihaste, luustiku ja liikumisega seotud funktsioonid ning naha ja sellega seotud struktuuride
funktsioonid. (RFK 2004)

Keha struktuurid on keha anatoomilised osad, nagu organid, jAsemed ja nende komponendid.
Keha ehk organismi struktuuride alla kuuluvad narvististeemi struktuurid, silm, kérv, haal, kdne ja
nendega seotud struktuurid, sidame ja veresoonkonna, immuun- ja hingamissisteemi
struktuurid, seede-, ainevahetus- ja endokriinsiusteemi, urogenitaal- ja reproduktiivsiisteemiga
seotud struktuurid, liikumisega seotud struktuurid ning nahk ja nahaga seotud struktuurid.
(International ... 2001; RFK 2004)

Siinkohal Uks néaide keha funktsioonide ja struktuuride eristamiseks. Kui funktsioonide alla kuulub
naiteks selline pdhiline taju nagu ndgemine, siis selle struktuuriline korrelaat on silm ja sellega
seotud struktuurid. (RFK 2004)

Tegevusvoime piirang on raskus, mida inimene vdib kogeda igapaevategevustes
(International ... 2001; RFK 2004).

Osaluspiirang on probleem, mida inimene vdib kogeda nii igapaevaelu situatsioonidesse
kaasatuna voi olulistest sotsiaalsetest tegevustest korvalejadmisel (International ... 2001;
RFK 2004).

Keskkonnategurid moodustuvad flusilise, sotsiaalse ja suhtumusliku keskkonna koosmajul ning
loovad tingimused, milles inimesed elavad ja juhivad oma elu. Keskkonnal on vaga suur méju
sellele, millises ulatuses ja mil viisil inimene puuet kogeb. Keskkonnategurid on naiteks
arhitektuuri puudutavad tegurid, juhul kui juurdepdasmatu keskkond piirab tegevusvéimet.
Keskkonnategurite alla kuuluvad ka Uhiskonnas eksisteerivad sotsiaalsed hoiakud puudega
inimeste suhtes. Negatiivne keelekasutus voi ettekujutus, stereotlilibid ja stigma koos sligavate
ajalooliste juurtega pulsivad endiselt kogu maailmas. Eriti stigmatiseeritud on vaimse tervise
probleemidega inimesed. Negatiivsete hoiakutega kaasneb negatiivne kohtlemine, mis omakorda
pdhjustab madalat enesehinnangut ja piiratud osalemist. Inimesed, kes tunnevad puude t6ttu
ebameeldivat kohtlemist, voivad hakata modnedes kohtades kaimist valtima, muudavad oma
rutiinseid tegevusi voi lahkuvad oma kodupaigast. (World ... 2011) Keskkonnategurid on ka
Uhiskonnas kehtivad diguslikud ja sotsiaalsed struktuurid, teenuste korralduse sisteem, sh
organisatsioonilised barjaarid (nt terviseteenuste ootejarjekorrad). Oluliste keskkonnategurite alla
kuuluvad spetsialistide teadmised ja hoiakud, mis mé&jutavad kdiki teenuste osutamisega seotud
valdkondi ja kogu sotsiaalset elu. Abivahendite ja teiste inimeste abi kattesaadavaks tegemine,
avalike ruumide, kodude ja tdokohtade keskkonna kohandamine mdjutavad inimeste
tegevusvoimet ja Uhiskonnas osalemist. (World ... 2011; International ... 2001; RFK 2004)
Seetdttu on inimeste toetamisel vajalik kompleksne lIahenemine, kus arvestatakse nii keskkonna-
tegureid kui ka isiku terviseolukorrast tingitud aspekte ja véimalusi.
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Moistete kasutamise pohimotted

WHO koos URO puudega inimeste diguste konventsiooni komiteega on kirja pannud soovitused,
millest lahtuda mdistete kasutamisel. Nende hulgas on seisukoht, et definitsioonid peavad
kaasama koiki inimesi ja selgelt reflekteerima keskkonnategurite olulisust puude kui nahtuse
esinemisel Uhiskonnas; keelekasutuses tuleb hoiduda sildistamisest, mis viitavad erinevustele,
mitte ei suurenda erinevuste mdistmist ja kaasamist. Hoiduda tuleks puude seostamisest sénaga
.probleem”, selle asemel soovitatakse kasutada positiivset kirjalikku ja suulist kdnet. Selle
asemel, et éelda ,puudega inimesed®, voiks vdimaluse korral éelda ,inimesed, kellel on puue®.
See on kiill pikem, kuid annab tdpsemalt edasi idee, et puue ei ole kogu inimese identiteet, vaid
Uks asjaoludest ja peale selle iseloomustavad inimest veel paljud muud aspektid. (WHO ... 2013)

Tanapaeval on puude defineerimisel oluline see, et puuet ei peetaks inimese juures esma-
tahtsaks ja selle (ks pdhjuseid on asjaolu, et inimesed, kelle terviseolukord piirab nende tegevus-
ja osalusvdimet, ei pea ka ise enda juures esimeses jarjekorras oluliseks puuet. Téepoolest,
terviseprobleemide ja tegevusvdime langusega inimesed ei pea enda identiteedis esmatéhtsaks
puuet, kull aga teeb seda tihti veel Uhiskond. Naiteks naist, kellel on puue, kasitletakse esmalt
puudest, mitte soost lahtudes. Ja kuigi naiteks paljud inimesed, kes kasutavad ratastooli, ei ole
kogu aeg ratastoolis ja nende elus on mitmesuguseid tegevusi, on valdav hoiak, et ratastoolis
inimene on kogu aeg ratastoolis, ja igapaevakdnes 6eldakse nende kohta ,ratastoolis inimene®.
See naitab Ghiskonna suhtumist — puuet peetakse nende puhul esmatahtsaks ja kdik Ulejaanu
tuleb teises jarjekorras (Jaeger ja Bowman 2005). Sama vdib delda ka teiste nn klassikaliste
rihmade kohta, nt kurdid ja pimedad. Selline suhtumine on valdav olnud l&hiajaloos, kuid
tanapaeval hakanud muutuma.

Puudega vdib olla laps, kes suinnib Uisasisese kahjustuse, naiteks tserebraalparallitisiga, voi noor
sodur, kes kaotab miini tottu jala, vdi keskealine naine, kellel on artriit, voi vanemaealine, kellel on
dementsus. Tuleb mdista, et terviseolukord véib olla ndhtav vdi mittenahtav, lihi- vdi pikaajaline,
staatiline ehk pusiv voi episoodiline vdi degeneratiivne, valu pdhjustav vdi valutu. Oluline on
silmas pidada, et paljud inimesed, kellel on puue, ei tunne ennast haigena. Uldistuste tegemine
puuete vbi puudega inimeste kohta vdib inimesed eksiteele viia. Puudega inimesi méjutavad
vaga paljud personaalsed tegurid, nagu sugu, vanus, sotsiaal-majanduslik staatus, etniline
kuuluvus ja kultuurilised eriparad. Iga inimene kogeb oma puuet erinevalt. (World ... 2011)

Métlemisviisi muutuse vajalikkus

Puudega inimeste liikumine ja iseseisva elu ideoloogia réhutavad, et puudega inimesed peavad
tundma end Uhiskonnas eelkdige kodanikena, kellel on tagatud samasugune ligipdas peavoolu
elamistingimustele ning tervishoiule, haridusele ja t66turule. Samuti peab puudega inimestel
olema 6igus kontrollida oma elu nii suures ulatuses kui véimalik ja nad ei peaks end tundma
teenuse saajate rollis ja s6ltuvuses olevatena (Beresford 2010).

Puudega inimeste pohilisi inimdigusi, kodanikudigusi ja vordseid vdimalusi eitavaid hoiakuid ja
poliitilisi vaateid tuleb ette nii hariduses, t0delus, toetuste susteemis, toetavate teenuste
korralduses, linnaruumis ja elamuehituses, vaba aja teenustes kui ka meedias. Stereotilpsed
hoiakud puudega inimeste suhtes pbhinevad enamasti varasematest aegadest péarit ebausul,
muutidel ja uskumustel ning pulsivad osaliselt seetdttu, et kultuur ja meedia neid
reprodutseerivad. (Jaeger ja Bowman 2005)

Et teiste kodanikega vordsel positsioonil funktsioneerida, vajavad ja ootavad puudega inimesed
muutusi allpool kirjeldatud valdkondades.

Fiiusiline juurdepads koolidesse, tOokohtadesse, raamatukogudesse, riigi- ja omavalitsus-
asutustesse, kommertsasutustesse, elamutesse ja majutusasutustesse. Juurdepaasu all
mdeldakse hoonesse sisenemise ja seal ringilikumise vdimalusi, vajalike seadmete vdi vahendite
sobival kdrgusel asetsemist ning abivahendite kasutamise véimalusi (lift, tdlkevdimalus jne).
Oluline on ka juurdepaas parkidesse, avalikku linnaruumi, spordikompleksidesse ja valjakutele.
Sobivad sissepaasud jms peaksid asuma ehitise tavaparases kohas ja puudega inimeste
likumisteid hoonetes vdi avalikus ruumis ei ole vaja peita. (Oliver jt 2012)
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Intellektuaalne juurdepads tdhendab juurdepaasu informatsioonile, mis on esitatud flsilise voi
elektroonilise materjali kujul vdi muul viisil. Intellektuaalne juurdepéas infotehnoloogia kaudu
sisaldab veebilehtedele, kujutistele, klassifikatsioonidele, kataloogidele, arhiividele, riigi voi
kohaliku omavalitsuse materjalidele, perioodikale, digitaalsetele dokumentidele ja raamatukogu-
teenustele ligipaasu sobival viisil ja sobivas vormis, naiteks suures kirjas, Braille’ kirjas,
audiosalvestisena voi subtiitritega. (Oliver jt 2012)

Puuete kujutamine meedias ja kirjanduses peaks muutuma teadlikumaks ja saama elu
loomulikuks osaks, mitte tOstatuma teemaks aarmuslike ja erakordsete juhtumite tottu. Senine
negatiivne teemakasitlus peaks asenduma tasakaalustatuma ja teadlikumaga. (Oliver jt 2012)

Puudega inimeste té6tamise soodustamiseks on vaja suurendada uhiskonna teadlikkust.
Puudega inimeste vahesed to6voimalused tulenevad suuresti arvamusest, et puudega inimesed
on vahem produktiivsed, kuid kusimus on sobivates, kohandatud téévéimalustes, mitte niivord
inimeste t66voimes. (Jaeger ja Bowman 2005)

Peale juurdepaasuprobleemide on inimesed sotsiaalslisteemile ette heitnud, et neile ei pakuta
vajalikke tugiteenuseid. Sotsiaalteenuseid kasutades juhtub sageli, et teenused vdtavad kontrolli
inimese elu lle, selle asemel et inimene tunneks teenuste toetust. Teenuseid vajavad inimesed
otsustavad vahel neist loobuda, kuna teenused ei vasta nende vajadustele. Teenuste kasutajad
kogevad sundust, Uleolevat kohtlemist, kontrolli vdi kdrvalejaetuse tunnet. (Beresford jt 2011)

URO puudega inimeste diguste konventsioon ja sellest tulenevad digused

Puuet kasitletakse inimdiguste teemana sel pdhjusel, et puudega inimesed kogevad ebavordsust,
nt pole neil piisaval maaral juurdepdasu terviseteenustele, tdéoturule, haridusele vdi poliitikas
osalemisele. Puudega inimesed kogevad oma terviseolukorra téttu vaarkohtlemist véi vagivalda
(arakasutamine, eelarvamused, lugupidamise puudumine). Ménel juhul ei ole puudega inimestel
vajalikul maaral autonoomiat (sunniviisiline steriliseerimine, tahtevastane institutsiooni paiguta-
mine, juriidilistes toimingutes otsustusdiguse piiramine). (World ... 2011)

URO puudega inimeste &iguste konventsioon on oluline dokument, mis véljendab tanapéeva
Uhiskonna arusaamist puudega inimeste kodanikudigustest ja eesmarke, mida kogu maailmas
plutakse saavutada, et suurendada keerulise terviseolukorraga inimeste uhiskonda kaasatust.
Konventsioon on dokument, mis kujundab poliitikat kaesoleval ja lahiajal ning mdjutab
sotsiaalvaldkonna otsuseid. Samal ajal valjendab konventsioon ka puudest ldhtuva teadus-
valdkonna tanapaevaseid kasitlusi, sh kodanike vajadustel p&hinevat lahenemist. Konventsiooni
eesmark on tutvustada ja kaitsta puudega inimeste kodanikudigusi, kultuurilisi, poliitilisi,
sotsiaalseid ja majanduslikke Gigusi. Puuetega inimeste diguste konventsioonis (Puuetega ...
2012) on nimetatud pdhimdtted jargmiste oluliste eluvaldkondade kohta: juurdepaasetavus
(art 9), iseseisev elu (art 19), haridus (art 24), tervishoid (art 25), rehabilitatsioon (art 26), t66
(art 27), sotsiaalne kaitse (art 28), avalik elu (art 29) ja kultuurielu (art 30). Konventsiooni on
ratifitseerinud 137 riiki, selle fakultatiivprotokolli 78 riiki.

URO puudega inimeste diguste konventsiooni rakendamine Euroopa Liidu
liikmeriikides

Euroopa Liidu (EL) tasemel on vélja té6tatud Euroopa puudega inimeste strateegia aastateks
2010-2020, mis on keskne poliitiline vahend URO puudega inimeste 6iguste konventsiooni
rakendamiseks EL-is. Strateegias kutsutakse Euroopa Komisjoni Ules tagama, et olemasolevates
ja tulevastes alama astme &igusaktides jargitaks URO puudega inimeste diguste konventsiooni
ning satestataks puudega inimeste osalemine ja kaasamine (Euroopa ... 2011).

Euroopa majandus- ja sotsiaalkomitee on oma arvamuses teemal ,URO puuetega inimeste
Oiguste konventsiooni elluviimine ja jarelevalve EL-i institutsioonide poolt ning Euroopa
Majandus- ja Sotsiaalkomitee roll” kutsunud Ules vaatama puudega inimeste strateegia rakenda-
mise pohjalikult 1&bi, sh seadma uusi sihte ja eesméarke. Komitee kutsub Euroopa Néukogu ja
Euroopa Parlamenti {iles laiendama URO puudega inimeste diguste konventsiooni rakendamist
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EL-i mitmeaastases finantsperioodis, tagades, et ligipaasmatutele projektidele véi infrastruktuurile
ei kulutata Uhtegi eurosenti. Samuti kutsub komitee Euroopa Ndukogu ja Euroopa Parlamenti
iles tugevdama véi sailitama URO puudega inimeste diguste konventsiooni rakendamisele
suunatud soosivaid satteid, sh tdukefondide maarustes, eriti eeltingimuste, partnerluspdhimotete
ja horisontaalsete teemade p&himétete puhul. URO puudega inimeste diguste konventsiooni,
ligipaasetavust ja iseseisvat elu puudutavad eeltingimused on juba komisjoni ettepanekusse
lisatud.

Euroopa majandus- ja sotsiaalkomitee rohutab, et eelkdige tuleb: 1) soodustada puudega
inimeste to6tamist komitees, sh praktikaprogrammi valjaté6tamise kaudu, ja julgustada
kandideerima puudega riiklikke eksperte; 2) tagada puudega kandidaatidele diskrimineerimisvaba
varbamine; 3) teha puudega inimestele kattesaadavaks varbamisteenused ning kutse- ja
taiendusope; 4) parandada ligipdasetavust hoonetele, veebilehtedele, IKT-vahenditele ja
dokumentidele; 5) pakkuda mdistlikke Umberkorraldusi, sh tdotajate, komitee liikmete ja
ekspertide isiklik abistamine; 6) korraldada oma tdétajatele koolitus puuete ja URO puudega
inimeste diguste konventsiooni tutvustamiseks, sh koostada URO puudega inimeste diguste
konventsiooni rakendamise laiendamist kasitlev brosiiir ja videoklipp; 7) osaleda URO puudega
inimeste diguste konventsiooni rakendamise institutsioonidevahelises t66rihmas; 8) laiendada
puudeteemat oma tegevuses (Euroopa ... 2012).

Puudega inimeste temaatikat kasitletakse veel mitmes strateegias, sh strateegias ,Puudega
noorte t06hdive, kaasamine ja osalemine Uhiskonnaelus® (Puudega ... 2012: 2-6), strateegias
»Euroopa 2020 (The Europe ... 2011; Euroopa ... 2010) jms.

Konventsiooni rakendamine Eestis

Eesti Vabariigi riigikogu ratifitseeris URO puudega inimeste iguste konventsiooni 21. martsil
2012 ja konventsioon joustus 14. aprilll 2012. Enne konventsiooni jdustumist tehti Eestis pikka
aega t66d selle nimel, et konventsiooni rakendamine oleks véimalik. Konventsiooni valjatéotamist
alustati URO-s 2002. aastal, konventsioon voeti vastu 13. detsembril 2006. Eesti Vabariigi
president Toomas Hendrik llves kirjutas Eesti nimel konventsioonile alla 25. septembril 2007.

Konventsiooni ratifitseerimise seaduse eelndus on margitud, et ratifitseerimise ajal ei pidanud
Eesti vastama kdigile konventsioonis satestatud sisulistele nduetele, kuid konventsioonist tuleneb
kohustus purgida satestatud eesmarkide poole ja parandada jarjepidevalt puudega inimeste
olukorda Uhiskonnas.

30. méartsil 2012 allkirjastasid sotsiaalminister ja Eesti Puuetega Inimeste Koja juhatuse esimees
valitsuse ja puudega inimeste esindusorganisatsioonide koost6dpohimdtete memorandumi.
20. novembril 2012 toimus puudega inimeste O&iguste kaitse strateegia valjatéotamise
avaseminar. Aastatel 2012-2013 analliisis Eesti Puuetega Inimeste Koda konventsiooni
rakendamist ning korraldas sihtrihma teavitamiseks mahuka koolitusprogrammi ja seminarid.

2014. aastal loodi Eesti méttekoja Praxis ja Eesti Inimdiguste Keskuse eestvedamisel URO
puudega inimeste oOiguste konventsiooni rakendamise soéltumatu jarelevalve, edendamise ja
kaitse komitee (PIK 2014). Algatust on rahastanud Sotsiaalministeerium ja sellega luuakse
eeldused valitsussektorist sdltumatuks puudega inimeste diguste olukorra jarjepidevaks seireks
ning poliitikakujundajatele regulaarse ja siistemaatilise tagasiside andmiseks. PIK on flusiliste ja
juriidiliste isikute vabatahtlik Uhendus, mille eesmark on edendada ja kaitsta konventsiooni
pdhimétete rakendamist ning teha tdhusat jarelevalvet konventsiooni rakendamise ile. URO
puudega inimeste konventsiooni rakendamise edendamisel suurendab komitee teadlikkust
puudega inimeste digustest, informeerib avalikkust puudega inimeste diguste konventsioonist ja
selle rakendamisest Eestis, tagab infovahetuse ja koost66 huvirihmade vahel, seirab
konventsiooni taitmist ja teeb valitsusele ettepanekuid puudega inimeste digustega seotud
probleemide lahendamiseks. Komitee liikmed on puudega inimeste esindusorganisatsioon,
asjakohase padevusega eksperdiorganisatsioonid ja fllsilised isikud, kes suudavad sisukalt
panustada jarelevalve-, edendamis- vdi kaitsefunktsiooni taitmisse. Komiteel on ka &igus
moodustada vajaduse korral Ulesannete taitmiseks to6rihmi, kaasates sinna komiteevaliseid
eksperte. (PIK 2014)
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Kokkuvétvalt véib Eesti olukorra kohta URO puudega inimeste konventsiooni rakendamisel
Oelda, et olulised dokumendid on vastu vbetud ja need on aluseks eri strateegiate valja-
té6tamisele, kuid puudega inimeste olukord pole veel palju paranenud. Neil on probleeme
vajalike toetavate teenuste kattesaamisel, pole jdukohast t66d ja ka vaba aja veetmise vdima-
lused on piiratud.
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1. THE CONCEPTUALISATION OF DISABILITY

Dagmar Narusson, Marju Medar
Tallinn University, Institute of Social Work

The importance of understanding disability

In today’s world, disability is considered a natural phenomenon that is a part of life. Almost
anyone may experience temporary or permanent activity limitations due to health at some point in
their life or, if not sooner, then certainly at an advanced age.

This way of thinking is relatively recent. There are always several different perspectives on
disability as a phenomenon. That is why it is important to know how disability has been
conceptualised over time. For a common understanding, we should first see how disability is
conceptualised today.

Once we know how many people in the society have disabilities and how they live, we will be
able to work towards eliminating the barriers in the society, and develop services that enable the
equal and full participation of people with disabilities. The collection and analysis of the relevant
data helps the various parties to formulate and implement policies that facilitate the imple-
mentation of the United Nations (UN) Convention on the Rights of Persons with Disabilities.
(World ... 2011)

Disability is understood, conceptualised and measured differently in different countries. The pre-
ferred concept and the analysis of data based on this concept influence social developments.
The way we define impairments, activity limitations, participation restrictions, health status and
environmental factors determines the choice of survey questions, the choice of data collection
methods and the expectations regarding coping ability. For the description of health-related
aspects, statisticians commonly use a classification of disability by type (e.g. sensory, physical,
mental and intellectual disabilities). When this classification is used, the collected data will not
cover persons suffering from a long-term (i.e. chronic) health condition, communication disorders
or other impairments, although these people also have serious coping difficulties in their daily life.

Information about the existence of disabilities and the contextual factors related to disability are
very important for developing a complete picture of disabilites and the ability to cope in the
society. Decisions that influence the development of the society cannot be made if we do not
know how people’s everyday life is affected by a certain health condition in interaction with the
barriers or other contributing factors present in the environment or society. Data collection
methods are equally important for decision-making — for example, censuses (which cover the
entire population) provide an excellent overview of people’s socio-economic status (e.g. employ-
ment, family), but they do not provide that much information about the way health affects social
participation. Censuses are conducted regularly, which ensures a very good picture of certain
trends over time. In addition to impairments of body functions or structure (i.e. health conditions),
many countries have started to consider people’s functional capacity, social inclusion and
environmental factors — all of these are taken into account in the assessment of health status.
There is a significant difference whether the existence of health-related limitations is determined
by self-estimation or formally, according to each person’s disability status. Another important
aspect is whether disability is interpreted as a part of “normal” functioning at a certain age
(e.g. the elderly do not identify themselves as persons with disabilities because their functional
difficulties are age-related) or within a specific income group. Variations in data collection
methods are mostly due to how a particular country defines disability. Many countries where
these statistics were based on health impairments have now shifted to an approach based on
functional difficulties. (World ... 2011)

International stakeholders and the World Health Organization (WHO) (e.g. World ... 2011) strive
to make sure that the collected data would be relevant both on the national level (in policy-
making) and on the global level. Therefore, it is recommended to comply with the following
internationally recognised concepts and documents: the UN Convention on the Rights of Persons

1 6 PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS



PUUDE KONTSEPTUAALNE KASITLUS CONCEPTUALISATION OF DISABILITY

with Disabilities (2012); the International Classification of Functioning, Disability and Health;
standardised surveys for assessing the health status and disabilities of the entire population
(European ... 2014); and the Training Manual on Disability Statistics (Training ... 2008).

Limitations due to health conditions are universal, meaning that almost all people experience
some health problem in the course of their life. More than 80% of the elderly experience
limitations due to their health and this share will increase steadily as the average age rises
worldwide. Today, persons with disabilities are no longer a stigmatised group in the society.
The principle of universality is also followed in the definitions of rehabilitation, which means that
the definitions apply to all people and are neutral (non-stigmatising). (World ... 2011)

The definitions of disability

Historically, disability has been seen as a segregating phenomenon and people with disabilities
have been considered different. This way of thinking has gradually changed since the 1970s,
largely due to the efforts of the movement of people with disabilities. The understanding today is
that disabilities and activity limitations are caused by the interaction of health and environmental
factors. People with disabilities are just like all other people.

Current definitions of disability are based on the aforementioned common consensual view
advocated by health and social sciences (the role of health conditions, participation restrictions
and activity limitations as well as environmental factors is considered in the determination of
disability). Nevertheless, we can still find various definitions of disability in everyday life and in the
media. (World ... 2011)

According to Oliver and Sapey (2006), specialists from up to 23 different fields have worked or
work with people with disabilities in their everyday job. Not all of these fields have a separate
definition of disability, but there are clear historical differences in the conceptualisation of
disability. The differences in definitions arise from the background of each field or specialty, and
these attitudes have had an impact on the society on every level.

Next, the five main groups of definitions are outlined:
1. Disability as an abnormality

Disabilities arise from the loss of anatomical, physical or psychological function, such as loss of
hearing or vision. This loss does not necessarily have to cause disabilities; for example, a person
who has lost both legs may still lead an active social life, while a person with moderate facial
flushing may never leave home and may live in isolation from social life.

2. Disability as a clinical condition

Disability refers to a disease that affects the physical and psychological processes of the body.
Such diseases include, for example, arthritis, epilepsy, bronchitis and schizophrenia.
The diagnosis is given based on symptoms. However, in certain cases, such as learning
difficulties, it may be difficult to give a specific diagnosis.

3. Disability as functional limitations in everyday activities

Disability refers to a person’s full or partial inability to cope with functional or social activities such
as having a bath or shower, getting dressed, shopping, running errands or going to the cinema.
This definition accommodates the view that all people may have a disability in the course of their
life and functional decline is a part of ageing.

4. Disability as deviance

This definition distinguishes, firstly, deviance from accepted health norms in the society and,
secondly, deviance from the behavioural norms associated with the social status of an individual
or a group. The view of disability as deviance raises several questions, such as what the norms
and standards are, who defines these standards, and what is normal and appropriate behaviour.
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5. Disability as a disadvantage

This definition refers to resources available to people based on their position in the social
hierarchy. It is clear that people with disabilities have fewer resources than people without
disabilities. According to this definition (i.e. based on the availability of resources), we could
extend the population with disabilities to include people with a low level of education, alcoholics,
single-parent households and perhaps even ethnic minorities and women.

Based on social work practice and rehabilitation services, it is possible to outline different models
of disability conceptualisation and to discuss their impact in different fields (Table 1).

The main models of disability and their impact in different fields

Table 1 outlines the main models of disability. The medical model of disability sees disability as
a problem of the person, directly caused by a disease, injury or other health condition that
requires individual treatment by professionals. The purpose of medical intervention is to provide
care, facilitate adjustment and modify behaviour. In the case of this model, the main issue is
access to medical care. The main response on the political level is the revision or reform of health
care policy. (RFK 2004)

Table 1. Models of disability

Individual Social
Medical Functional Environmental Human-rights-based
individual model individual model  social model social model
Main cause Health condition Health condition Restrictions in the Unrespected
social and physical human rights
environment
Intervention  Prevention and Functional and Adaptive Reform of the society
treatment financial environment
compensation

Source: Barral and Maudinet 2003

For a long time, the individual/medical model of disability has been dominant and has determined
the arrangement of health care services for decades. The individual/medical model of disability is
based on the understanding that problems are rooted in the individual (Oliver and Sapey 2006;
Oliver at al. 2012). According to this model, disability arises from a physical, sensory or
intellectual impairment, which makes it part of an illness. Therefore, disability is a “personal
tragedy” (French and Swain 2011). The emphasis on professional intervention means that the
person needs to make an effort to deal with the problem. The objective is to help the person to
adapt to the circumstances caused by a particular disability. Intervention stresses the need for
physical and mental adaptation, so that the person can function as close to normal as possible
(Oliver and Sapey 2006: 22). The weakness of the individual model is the belief that the problems
lie solely with the individual. The model underestimates the role of the social, attitudinal and
physical environment.

In the 1950s, a functional perspective of illness was developed. The functional perspective in
social work and rehabilitation builds on Parsons’ sociological paradigm (Parsons 1951) which
states that the social world exists as a whole, as a system that depends on the functioning of its
interrelated parts. In order for the system (in this case, the human society) to function, all its
components have to play their role: each person has to play his or her social role to ensure that
the system functions as a whole. According to this theory, if a person deviates from his or her
role, the society will be unable to function optimally. Social institutions have the power and
authority to ensure that people continue to perform their role. Health care professionals have the
right to check people’s health and treat any iliness. In the functional model, health care
professionals have a responsibility to treat the patient until he or she is fully functional again.
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All further developments of the functional perspective emphasise people’s ability to function in
their expected social roles. The interventions envisioned by the functional model focus on
individuals and (bringing about) changes in the individuals. (The Psychological ... 2007)

The social perspective of disability developed in the 1960s and originated from a socio-political
movement which claimed that certain groups of people are repressed by people with a better
social standing. The main goal of the movement was to show that the power relations in the
society are unbalanced and it is necessary to protect the rights of people who have a poorer
social standing. According to the social perspective, people with disabilities are discriminated,
marginalised and repressed. The social model emphasises that people with health-related activity
limitations and participation restrictions should have a similar amount of independence and
responsibility as other members of the society. This can be achieved through empowerment,
the right of self-determination and greater inclusion. The social perspective defines disability as
a product of the social and physical environment, meaning that the restrictions are created by the
society and social structures. This model emphasises that disability is not an individual issue or
the person’s personal problem — in order to improve people’s life, it is necessary to change social
attitudes, institutions and policies, i.e. the entire social environment. (Oliver and Sapey 2006)

The human-rights-based social model believes that people with registered disabilities should
be seen as fully-fledged citizens with the inherent rights and obligations — that is, all people,
including those with a reduced capacity due to a health condition, should be seen as equal
members of the society, valuable consumers, empowered social participants (voters), and active
citizens in all aspects concerning rights and responsibilities. The relationship between service
providers and service users is harmonious if it considers three dimensions: 1) the economic
dimension, where people are treated as social contributors, employees and consumers;
2) the political dimension, where people are considered as family members and friends, as
members of the electorate, or as people forming powerful groups in the society; 3) the moral
dimension, where people are considered individuals whose current health status reduces their
capacity but who have their own needs and human rights. (Oliver et al. 2012)

In recent decades, the representatives of the movements of people with disabilities and social
and health researchers have emphasised the role of social and physical barriers in the case of
disabilities. For that reason, there has been a shift from the individual/medical perspective to the
structural/social perspective, that is, from the medical model to the social model which sees
disability as caused by the society, not by changes taking place in a person’s body. (World ...
2011)

The main components of disability

Disability is a complex, dynamic, multidimensional and contested phenomenon; it is the outcome
of a dynamic interaction between the health condition and personal and environmental factors.
Disability is the umbrella term for health impairments, activity limitations and participation
restrictions, referring to the interaction between individual factors (relating to a person’s health
condition) and contextual factors (i.e. environmental and personal factors). (World ... 2011)

It has been internationally agreed to use the International Classification of Functioning, Disability
and Health (ICF) compiled by the World Health Organization as the reference for defining
disability and any related terms. The ICF is universal because it covers all human functions and
sees disability as a continuum, rather than categorising people with disabilities into groups.
According to the ICF, disability is a matter of “more” or “less”, not “yes” (existence of disabilities)
or “no” (no disabilities). The ICF represents the contemporary understanding of disability and the
modern methods of disability assessment. The ICF is the result of a long-term process,
developed in cooperation with social and health scientists and people with disabilities.

In order to explain the components of disability, we should first define health, health condition,
body functions and structures, and various limitations and restrictions. In the context of modern
health sciences and rehabilitation theories, the combination of the aforementioned components
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provides a basis for understanding what disability is. All the concepts used in the definition of
disability are explained below.

Health is a state of complete physical, mental and social well-being and not merely the absence
of disease or infirmity (International ... 2011).

Health conditions are diseases, injuries and disorders (World ... 2011).

Body functions are the physiological functions of body systems. Body functions are classified as
follows: mental functions; sensory functions; voice and speech functions; functions of the
cardiovascular, haematological, immunological and respiratory systems; functions of the
digestive, metabolic and endocrine systems; genitourinary and reproductive functions;
neuromusculoskeletal and movement-related functions; functions of the skin and related
structures. (RFK 2004)

Body structures are anatomical parts of the body such as organs, limbs and their components.
Body structures include structures of the nervous system; the eye, ear, voice, speech and related
structures; structures of the cardiovascular, immunological, and respiratory systems; structures
related to the digestive, metabolic and endocrine systems; structures related to the genitourinary
and reproductive systems; structures related to movement; skin and related structures.
(International ... 2001; RFK 2004)

Here is an example of the distinction between body functions and structures. Vision, a basic
sense, is classified under functions, while its structural correlate is the eye and related structures.
(RFK 2004)

Activity limitations are difficulties an individual may have in executing activities in everyday
situations. (International ... 2001; RFK 2004)

Participation restrictions are problems an individual may experience in involvement in life
situations or through exclusion from important social activities. (International ... 2001; RFK 2004)

Environmental factors make up the physical, social and attitudinal environment in which people
live and conduct their lives. The environment has a major impact on how and to what extent
a person experiences disability. Environmental factors include, for example, architectural aspects
(e.g. an environment with restricted access limits the ability to participate) and the common social
attitudes towards people with disabilities. Negative language and perceptions, stereotypes and
stigma have deep historical roots and persist worldwide. Mental health conditions are particularly
stigmatised. Negative attitudes lead to negative treatment, which causes low self-esteem and
restricted participation. People who feel harassed because of their disability may start to avoid
going to certain places, may change their routines or even move elsewhere. (World ... 2011)
Environmental factors include the legal and social structures in a given society and the system of
the provision of services, including organisational barriers (e.g. waiting lists for health care
services). Other significant environmental factors include expert knowledge and attitudes that
affect all the domains related to the provision of services and social life in general. Access to aids
and outside assistance, and the adjustment of the environment in public facilities, at home and
at the workplace have an impact on people’s functional ability and social participation. (World ...
2011; International ... 2001; RFK 2004). Therefore, we need a comprehensive approach in the
provision of assistance, taking into account the environmental factors as well as the aspects and
opportunities related to a particular person’s health.

The principles of using the definitions

The World Health Organization, in cooperation with the UN Committee on the Rights of Persons
with Disabilities, has prepared guidelines for using the definitions. Among other things,
the guidelines state that the definitions must be all-inclusive and clearly reflect the significance of
environmental factors for disability as a phenomenon. The choice of language should avoid any
use of labels that point out the differences and thus do not contribute to inclusion and a better
understanding of the differences. Disability should not be defined using the word “problem”;
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instead, it is recommended to use positive language in speech and in writing. Instead of the term
“disabled persons”, it is recommended to use the term “persons with disabilities”, if possible.
The latter, although slightly longer, better conveys the idea that disability is not the entire identity
of a person but only one of the characteristics, and there are many other aspects that describe
the person. (WHO ... 2013)

In the case of current and new definitions of disability, it is important that disability should not be
seen as the defining feature of a person — one reason for this is the fact that people with health-
related limitations in activities and participation do not use the disability to define themselves as
a person. Indeed, persons with health problems and a reduced capacity do not consider disability
as the primary aspect of their identity, but this view is still often taken by the society. For example,
a woman with a disability is primarily viewed based on her disability, not her sex. Also, many
people who use a wheelchair are not bound to it all the time and they have various activities in
their lives, but the common perception still is that they are in a wheelchair all the time (hence the
common use of the term “wheelchair-bound”). This illustrates social attitudes — disability is
highlighted and all other aspects of the person’s life are secondary (Jaeger and Bowman 2005).
The same can be said for other “classic” groups, e.g. deaf people or blind people. This kind of
an attitude has been prevalent in the past, but there are signs of a change today.

People with disabilities include, for example, a child born with a congenital condition (e.g. cere-
bral palsy), a young soldier who has lost his leg in a landmine explosion, a middle-aged woman
with severe arthritis, or an elderly person with dementia. Health conditions may be visible or
invisible; temporary or long-term; static, episodic or degenerative; painful or inconsequential.
It is important to note that many people with disabilities do not feel unwell or ill. Generalisations
about disability or people with disabilities can be misleading. People with disabilities are
influenced by a range of personal factors such as sex, age, socio-economic status, ethnicity or
cultural heritage. Disability is experienced differently by each person. (World ... 2011)

The need for a change in thinking

The disabled people’s movement and the proponents of independent living emphasise that
people with disabilities should, above all, feel as ordinary citizens with guaranteed equal access
to mainstream housing and to health, education and employment. People with disabilities should
also have the right to control their lives to the greatest possible extent, and they should not feel
as if they are dependants and service users (Beresford 2010).

Perceptions and policies that deny basic human rights, civil rights and equal opportunities to
people with disabilities can be found in education, employment, welfare schemes, provision of
support services, the built environment, the leisure industry and the media. Stereotypical
assumptions about people with disabilities are often based on superstition, myths and beliefs
from the past; and they persist partly because they are constantly reproduced in culture and the
media. (Jaeger and Bowman 2005)

People with disabilities need and expect the following changes in order to function on an equal
basis with other citizens.

Physical access to schools, workplaces, libraries, state and local government buildings,
commercial institutions, residential and accommodation buildings. Access means that it is
possible to enter and move around in a building, that the necessary equipment and tools are at
a suitable height, and that there is assistive technology (e.g. lifts, interpretation). Another
important aspect is access to parks, public spaces, sports facilities, arenas and squares.
Customised entrances etc. should be in the customary locations and the paths intended for
people with disabilities in a building or public space should not be hidden. (Oliver et al. 2012)

Intellectual access means access to information presented in a physical, electronic or other
format. Intellectual access through information technologies includes access to websites, images,
classifications, catalogues, archives, the records of the state and local government, periodicals,
digital documents and library services in an appropriate manner and form (e.g. use of large print,
Braille, audio recording, subtitles). (Oliver et al. 2012)
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The depiction of disabilities in the media and literature should show greater awareness and
become a natural part of life. Disability should not be an issue that receives attention only in
connection with extreme, exceptional cases. The current negative tone in discussions of disability
should be replaced by a more balanced and informed approach. (Oliver et al. 2012)

In order to facilitate the employment of people with disabilities, it is necessary to increase
public awareness. The main reason why people with disabilities have limited employment
opportunities is the opinion that these people are less productive. However, the issue is not the
capacity for work but rather the provision of suitable, adapted working conditions. (Jaeger and
Bowman 2005)

In addition to accessibility problems, people complain that the social system fails to provide the
necessary support services. In the case of social services, it often happens that the services take
control over a person’s life instead of simply supporting the person. People in need of services
sometimes choose not to use the services, because the services do not meet their needs. People
who use the services feel pressurised, patronised, controlled or neglected. (Beresford et al. 2011)

The rights prescribed by the UN Convention on the Rights of Persons
with Disabilities

Disability is a human rights issue because people with disabilities experience inequality,
e.g. when they are denied equal access to health care, employment, education or civic
participation. People with disabilites are subject to abuse and violence (e.g. prejudice,
disrespect) because of their health condition. In some cases, people with disabilities are stripped
of autonomy (involuntary sterilisation, confinement to an institution against their will, being
regarded as legally incompetent). (World ... 2011)

The UN Convention on the Rights of Persons with Disabilities is an important document that
reflects the contemporary understanding of the civil rights of people with disabilites and the
global objectives in order to improve the social inclusion of people with a complicated health
condition. The Convention shapes current and future policies and influences the decisions made
in the social sphere. The Convention also expresses the modern approaches to disability,
including the need to consider each individual’s needs. The Convention aims to promote and
defend the civil, cultural, political, social and economic rights of persons with disabilities.
The Convention (Puuetega ... 2012) defines the principles in the following spheres of life:
accessibility (article 9), living independently (article 19), education (article 24), health (article 25),
rehabilitation (article 26), work and employment (article 27), social protection (article 28),
participation in public life (article 29) and participation in cultural life (article 30). The Convention
has been ratified by 137 countries; the Optional Protocol has been ratified by 78 countries.

Implementation of the UN Convention on the Rights of Persons with Disabilities
by EU Member States

The European Union (EU) has developed the European Disability Strategy 2010-2020 which is
a key political tool for the implementation of the UN Convention on the Rights of Persons with
Disabilities in the European Union. The strategy calls on the European Commission to ensure
that existing and future secondary legislation respects the UN Convention on the Rights of
Persons with Disabilites and provides for the participation and inclusion of persons with
disabilities (Euroopa ... 2011).

In its opinion “Implementation and monitoring of the UN Convention on the Rights of Persons with
Disabilities by the EU institutions and the role of European Economic and Social Committee”,
the European Economic and Social Committee calls for a thorough review of the implementation
of the Disability Strategy, including the definition of new objectives and targets. The Committee
invites the Council of Europe and the European Parliament to mainstream the implementation of
the UN Convention on the Rights of Persons with Disabilities within the EU’s multiannual financial
framework by ensuring that not a single eurocent is spent on inaccessible projects or
infrastructure. The Committee also invites the Council of Europe and the European Parliament to
reinforce or maintain provisions that support the implementation of the UN Convention on the
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Rights of Persons with Disabilities, including provisions in the Structural Funds regulations
particularly as regards ex-ante conditionality, partnership principles and horizontal principles.
The ex-ante conditionality regarding the UN Convention on the Rights of Persons with
Disabilities, accessibility and independent living has already been included in the Committee’s
proposal.

The European Economic and Social Committee states that it is necessary to: 1) encourage the
employment of persons with disabilities in the Committee, e.g. by introducing a traineeship
programme and by encouraging applications of detached national experts with disabilities;
2) ensure a non-discriminatory recruitment process for candidates with disabilities; 3) provide
access for persons with disabilities to placement services and to vocational and in-service
training; 4) improve the accessibility of buildings, websites, ICT tools and documents; 5) provide
reasonable accommodation, including personal assistance for employees, Committee members
and experts; 6) organise training for its staff to raise awareness of disability and of the UN
Convention on the Rights of Persons with Disabilities, including through the preparation of
a leaflet and a video on mainstreaming the implementation of the UN Convention on the Rights of
Persons with Disabilities; 7) participate in the interinstitutional working group on the
implementation of the UN Convention on the Rights of Persons with Disabilities; 8) mainstream
disability in its activities (Euroopa ... 2012).

The subject of people with disabilities is discussed in several other strategies, including “Young
persons with disabilities: employment, inclusion and participation in society” (Puudega ... 2012:
2-6) and Europe 2020 (The Europe ... 2011; Euroopa ... 2010).

Implementation of the Convention in Estonia

The parliament of the Republic of Estonia ratified the UN Convention on the Rights of Persons
with Disabilities on 21 March 2012, and the Convention entered into force on 14 April 2012.
The ratification of the Convention was preceded by a long period of preparations for the
implementation of the Convention in Estonia. The UN started to draft the Convention in 2002 and
it was adopted on 13 December 2006. President Toomas Hendrik llves signed the Convention on
behalf of the Republic of Estonia on 25 September 2007.

According to the draft act on the ratification of the Convention, at the time of ratification, Estonia
did not have to comply with all the requirements established in the Convention, but the
Convention prescribes the obligation to strive for the defined objectives and to constantly improve
the situation of people with disabilities in the society.

On 30 March 2012, the Estonian Minister of Social Affairs and the chairman of the Estonian
Chamber of Disabled People signed the Memorandum of cooperation principles between the
Estonian Government and the representative bodies of disabled people. The opening seminar on
the development of a strategy for defending the rights of people with disabilities took place on
20 November 2012. In 2012-2013, the Estonian Chamber of Disabled People completed
an analysis on the implementation of the Convention, prepared a thorough training programme
and organised informative seminars for the target group.

In 2014 the Praxis think tank and the Estonian Human Rights Centre established an independent
committee for the monitoring, promotion and defence of the implementation of the UN Convention
on the Rights of Persons with Disabilities (PIK 2014). The committee is a voluntary association of
natural and legal persons. This initiative, which is financed by the Ministry of Social Affairs, will
ensure the continued non-governmental monitoring of the rights of persons with disabilities and
will offer reqgular and systematic feedback to policymakers. In order to promote and defend the
implementation of the principles of the Convention, the committee shall increase awareness of
the rights of persons with disabilities, shall inform the general public about the Convention and its
implementation in Estonia, shall ensure information exchange and cooperation between different
stakeholders, shall monitor the implementation of the Convention and shall make proposals to the
Government of the Republic to solve problems regarding the rights of persons with disabilities.
The members of the committee include representative organisations of disabled persons,
relevant expert organisations, and natural persons who can contribute to the monitoring,
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promotion or defence of these rights. The committee may establish working groups for specific
tasks and include outside experts who are not members of the committee. (PIK 2014)

In conclusion, the current situation in Estonia in terms of the implementation of the UN
Convention on the Rights of Persons with Disabilities is that the important documents have been
adopted and provide a good basis for developing various strategies, but there have not yet been
significant improvements in the life of people with disabilities. There are still problems with access
to the necessary support services and with the availability of suitable employment and
recreational opportunities.
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2. TEGEVUSPIIRANGUGA RAHVASTIKU KASITLUSTE ARENG

Luule Sakkeus®
Tallinna Ulikooli Eesti Demograafia Instituut

Tegevuspiiranguga inimeste seire on oluline, sest vdimaldab hinnata nii piirangute levimust kui ka
kavandada takistuste lletamise vdimalusi. Saadud teabe alusel kujundatakse valja toetusmeh-
hanismid, mis aitavad kompenseerida tegevusvdime kadu ja tegevuspiiranguga inimestel uhis-
konnas hakkama saada samavaarselt nendega, kel niisugused piirangud puuduvad. Tegevus-
vdime kadu ennetavate tegevuste peamine eesmark on tegevusvdime sailitamine vdi selle taas-
tamine ning inimeste sotsiaalse kaasatuse, iseseisva toimetuleku ja sdltumatuse suurendamine.
Seetdttu on olnud oluline leida vorreldavad moddikud, mis aitaksid saada Ulevaadet selle vald-
konna vajadustest.

Juba 1930. aastatel puiti leida vastuseid kisimusele, milliseks kujuneb inimese aktiivne t6diga,
kui arvestada tervise tdttu muutuvat té6tootlikkust (Dublin ja Lotka 1930). Sealtpeale on teadla-
sed piidnud leida viise, kuidas parimal moel md6ta tegevusvdime langust ja hinnata seejuures
elukvaliteeti. Tegevusvéime muutused arenevad tihtipeale progresseeruvalt ja ajapikku kumulee-
ruvad. Kui esialgu ilmnevad piirangud funktsioonides, mida on (tdnapaeval) kerge abivahenditega
kompenseerida (nagemine, kuulmine, kaimine), siis tihtipeale jargnevad sellised tegevuspiiran-
gud, mis on kestvad hoolimata abivahendite olemasolust ja ilmnevad koduste igapaevatéddega
toimetulekul (nt majapidamistddd). Raskematel juhtudel ei luba tegevuspiirangud hakkama saada
juba ka enesehooldusega (Jagger jt 2001; Barberger-Gateau jt 2000).

Eelolevat silmas pidades kujundati 1960. aastatel valja esimesed hindamism&édikud, mis voi-
maldaksid igapdevategevustega hakkamasaamist vorrelda inimeste terviseolukorra pohjal.
Katz jt (1963) ning Katz ja Akpom (1976) on t66tanud vélja igapaevaeluks esmavajalike tegevus-
te loetelu, mille puhul iimnevad piirangud nduavad kdrvalist abi ja mille olulisus maarab vajaduse
pikaajaliste toetusteenuste ja muude abivahendite jarele. Seda loetelu arendasid edasi Lawton ja
Brody (1969), kes lisasid teise loetelu igapaevategevustest, milleta iseseisev hakkamasaamine
kogukonnas on oluliselt parsitud — nad nimetasid neid instrumentaalseteks igapaevategevusteks.
Leitud on, et abi ei tdhenda mitte Uksnes abi teiselt inimeselt voi abiseadet(-vahendit), vaid ka
tunduvalt suuremal maaral muutunud disaini (laiemalt ka margistust, kaeparasust, ligipaaseta-
vust) ning koolitust (laiemalt teadlikkuse suurendamist ja informatsiooni kattesaadavust), mille
abil on véimalik Uletada 50% piirangutest (Rogers jt 1998). Kuigi on vaieldud selle Ule, kas kahe
loetelu Ghendamine on digustatud, eriti arvestades, et instrumentaalsed igapaevategevused on
suurte kultuuriliste ja keskkonnamdjutustega, on nende loetelude kombinatsiooni kasutatud tege-
vuspiiranguga rahvastikuosa hindamiseks eriti USA-s, aga ka Euroopas (nt SHARE® uuring
(The Survey ... 2005)).

Rahvusvahelisel tasandil alustati vOrreldavate tegevuspiirangute klassifitseerimist hdlbustavate
loetelude moodustamist 1980. aastatel (International ... 1980). Tasakaalustatud kasitlusena are-
nes see valja 2001. aastal avaldatud rahvusvahelisest funktsioneerimisvéime, vaeguste ja tervise
klassifikatsioonist (RFK 2004). Uut tilpi klassifikatsioon véimaldab inimese organismiga seotud
tegevusvbime kdrval hinnata ka tema véimet osaleda uhiskonnaelus ning selgitada valja need
keskkonnategurid, mis koos inimesest endast olenevaga aitavad tema tegevustele kaasa voi
parsivad neid. Sellele toetudes peeti vajalikuks URO statistikaosakonna eestvedamisel ellu kut-
suda puudega rahvastiku mé6tmise metoodika valjatddtamiseks eraldi t66riihm, mida tuntakse
Washingtoni riihmana (WG)°.

2001. aastal alanud t66 j6udis 2008. aastal nii kaugele, et URO rahvusvahelistesse rahva ja elu-
ruumide loenduse soovitustesse jdudis ka nduanne lisada loendusesse kuus kisimust, mis voi-
maldaksid ilma suurte kultuuriliste ja keskkonnaméjutusteta vdrrelda kdigi riikide rahvastikke te-
gevusvoime kao alusel (Principles ... 2008). Kahjuks jai soovituste esitamine siiski piisavalt palju
hiljaks, mistottu kdik riigid ei saanud neid 2010. aastate vooru rahvaloenduses rakendada. Wa-

@ Artikkel on valminud uurimistoetuste SF0130018s11 ja ETF8904 toel.
® Vit lahemalt www.share-project.org, www.share-estonia.ee.
° Vt lahemalt http://www.cdc.gov/nchs/washington_group/wg_background.htm.
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shingtoni riihm raporteeris oma 14. koosolekul 2014. aastal, et ajavahemikus 2009-2013 on ni-
metatud lUhikest kiisimustikku rahvaloenduses mingil kujul kasutanud 35 riiki (Report ... 2014).

Puudega inimeste diguste eest seisjate toel kasvas vélja ka vajadus statistiliselt mddta mitte Uks-
nes tegevusvbime kaoga rahvastiku hulka, vaid ka seda, kuivérd nende tegutsemisvéime kadu
on kompenseeritud tugiteenuste voi abivahenditega sel maaral, et nad saaksid oma igapaevate-
gevustega taielikult hakkama. Seega tekkis vajadus statistiliselt mddta mitte Gksnes n-6 olemus-
likku tegevusvdime kadu, vaid tegelikku tegevusvdime kadu. Sedalaadi vajadust arvestades asuti
rahvusvahelisel tasandil valja téotama kisitlusmetoodikat. (Verbrugge ja Jette 1994)

Just selle Ulesande ees seistes voeti Euroopas tervisest tingitud tegevuspiirangutega inimeste
ihtseks mddtmiseks vajaliku kilsittusmetoodika véljatéétamine ette 2005. aastal URO Euroopa
Majanduskomisjoni, Eurostati ning asjakohaste teadlaste ja riigiesindajate koost66s, mis on tun-
tuks saanud kui Budapesti initsiatiiv. Praeguseks on Washingtoni rihma ja Euroopa terviseuurin-
gu toel valminud soovitused vastava Kkdisitlusmooduli rakendamiseks (Survey ... 2013).
2014. aastal toimuvas Eurostati terviseuuringus kasutatakse valjatdétatud metoodikat kdigis Eu-
roopa Liidu (EL) liikmesriikides, sh Eestis. Kaesolevas kogumikus on olnud véimalik kasutada
vaid 2006. aasta Eesti terviseuuringu andmeid, mis osaliselt p6éravad tdhelepanu ka sellele, kui
paljud oluliste voi mdddukate tegevuspiirangutega inimesed vajavad seejuures oma tegevustes
ka korvalabi ja kas see abi on piisav. Verbrugge (1997) ning Cambois jt (2005) on hinnanud, et
isikuabi ja abivahenditega on véimalik leevendada piirangutest tulenevaid raskusi 75-85%-I juh-
tudest. See seab olulise sihi, mille poole peaks poliitikameetmega putdlema.

Veel hiljuti peeti vananemisega kaasnevaid tegevuspiiranguid inimese enda mureks, mida uhis-
kond ei pea solidaarselt toetama v6i mida ta peab tegema vaid erandina ja kdige raskematel juh-
tudel. Nildseks on aga jéutud arusaamisele, et igatihe vdimalikult aktiivne Ghiskonnas osalemi-
ne aitab kaasa isiku enda elukvaliteedi paranemisele ja panustab tema eluea pikenemisse, kuid
veelgi suuremal maaral on see oluline riigi seisukohalt tldisemalt. Riikides, kus toetusteenused ei
ole piisavalt hasti valja arendatud ja oluliste tegevuspiirangutega inimesed on sunnitud toetuma
valdavalt pereliikmetele, tahendab see t60hdive vahenemist puudega inimese eest hoolitseja
valjadppe valdkonnas ja tasuta t60 osatdhtsuse suurenemist hooldamise valdkonnas, kus hool-
dajal puuduvad professionaalsed ja seega ka kvaliteetset toetust pakkuvad oskused.
Kodudenduse, -hoolduse ja -hoiu teenuste valjaarendamatus loob aluse t66hdive vahenemisele
ning kaotades vaartuslikku t66jéudu tooturul, mdjutab see otseselt riigi majanduskasvu ja konku-
rentsivdimet.

Aktiivsesse hoiakusse panustamise ja teadvustatud tervisekditumisega on suudetud kaasa aidata
sellele, et kroonilistesse haigustesse haigestumine likkub (iha hilisemasse ikka, mis jatab inimes-
tele vdimaluse ka péarast téoeast valjumist Uhiskonnas aktiivselt tegutseda. Just vananemistrendi
valguses on saanud oluliseks hinnata, kuivord kvaliteetselt inimesed oma elu (ka elada jaavaid
aastaid) elavad. Cambois jt (1999) on pihendanud oma (ilevaate sellele, kuidas on arendatud
terviseolukorraga seotud elutabeleid. Toetudes juba 20. sajandi esimesel poolel valjaarendatud,
kindla fookusega (nt aktiivne tédiga) elutabelitele, on Jean-Marie Robine ja tema 1990. aastatel
ellukutsutud projektirihm tervena elatavate aastate metodoloogia valdkonnas (Eurohex 2014)
vélja to6tanud regulaarseks statistiliseks kasutuseks tervena elamist mdotvad elutabelid, milles
on kasutatud Sullivani meetodit (Sullivan 1971). Tervena elatavate aastate arvutamise metoodi-
kat on arendatud eesmargiga tuua elutabelite loogikasse elukvaliteedi m&dde ja saada aru, eriti
kiirenevat vananemistrendi silmas pidades, kas Uha pikeneva elueaga kaasneb rohkem haigena
ja tegevuspiirangutega elada jdavaid aastaid (haigestumuse ekspansiooni hiipotees) voi jaab
haigena ja tegevuspiirangutega elatavate aastate hulk samuti vaiksemaks (haigestumuskomp-
ressioon) vdi toob pikenev eluiga ka selles valdkonnas kaasa teatava tasakaalu, kus raskemad
haigused ja suuremad tegevuspiirangud likkuvad hilisemasse ikka (Sanders 1964; Fries 1980;
Manton 1982; Robine ja Michel 2004).

Tervena elatav eluiga arvutatakse kolmes aspektis nn minitervisemooduli (Cox jt 2009) pdhjal,
mis tdotati Eurostati juhtimisel valja Ule-euroopalistes uuringutes kasutamiseks. Tegevuspiiran-
guid arvestav kusimus nende kolme hulgast on kasutusel ka Euroopa Uhe olulisima néitajana
tervise valdkonnas (Eurostat 2014). Alates 2004. aastast, kui Euroopa Komisjon lisas Euroopa
sissetulekute ja elutingimuste uuringusse (Survey on Income and Living Conditions ehk
EU-SILC), mis Eestis on tuntud kui Eesti sotsiaaluuring (ESU), lldise kisimuse tegevuspiirangu-
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te kohta®, on see olnud (ks Euroopa riikide rahvastiku terviseseisundi tdhtsamaid méd&dikuid.
Inimeste igapaevategevuste piirangute médtmiseks olevat kiusimust tuntakse ka kui Glemaailmset
tegevuspiirangute naitajat ja selle valideerimisel on leitud, et néitaja kajastab puudega inimeste
osatahtsust rahvastikus kdige tdeparasemalt (Robine jt 2007; Jagger jt 2010). Eestis on selles
uuringus rahvusvaheliselt vorreldav definitsioon olnud kasutusel alates 2009. aastast. Sama s6-
nastusega kisimust on rahvastikuesinduslikest uuringutest kasutatud ka Eesti 2006. aasta tervi-
seuuringus (ETEU), Eesti SHARE-uuringus (vahemalt 50-aastaste kohta aastatel 2010-2011),
leibkonna eelarve uuringus (LEU) aastatel 2009-2010, ajakasutusuuringus (AKU) ning
2011. aasta rahva ja eluruumide loenduses (REL). Eesti t66j6u-uuringus (ETU) on see kisimus
siiani kasutusel olnud veidi modifitseeritud kujul®, sest seal on uuritud té6tegevuspiiranguid.

URO puudega inimeste inimdiguste konventsiooni vastuvétmisega aastal 2006 astus rahvusva-
heline Uldsus sammu kodanikudigustest tuleneva sotsiaalse mudeli teadvustamisele puudega
inimeste olukorra kasitlemisel. 2008. aastal kutsuti ellu Euroopa Komisjoni t66hdive, sotsiaal-
kiisimuste ja sotsiaalse kaasatuse direktoraadi eestvdttel tegutsev akadeemiline ekspertide vor-
gustik puudega rahvastiku alal (Academic Network of Experts on Disability ehk ANED). Nende
peamine llesanne on olnud kahe kolmeaastase ajavahemiku jooksul valja selgitada puudega
inimeste kodanikudigustest tuleneva teabe olemasolu likmesmaades ja aidata Euroopa tasandil
kaasa Euroopa puudega inimeste strateegia valjatddtamisele, mis 2010. aastal vastuvdetuna
asendas aastatel 2003—2010 tegevusjuhiseks olnud Euroopa puudega inimeste olukorra tege-
vusplaani. (Euroopa ... 2010)

Puudega inimeste diguste tagamine algab sellest, et Uhiskonnas teadvustatakse, kui palju neid
inimesi on ja millised on nende erivajadused. Seetdttu on riikidele oluline leida puudega inimeste
osatahtsuse modtmisel Uheselt vorreldav naitaja, mis Uhelt poolt oleks séltumatu sotsiaalslstee-
mi poliitilisest vdi ressursipuudusest tingitud mahajaéamusest ehk vaba riikide sotsiaalstisteemide
eriparadest ning teiselt poolt vdimaldaks inimese enda hinnangu kaudu vélja selgitada tugiteenu-
seid ja toetusi vajavate inimeste potentsiaalset hulka, sh neid, kes ametliku siisteemini lldse ei
joua. Grammenos (2013) t6i oma viimases raportis ANED-i ekspertidele EU-SILC-i andmete
vordluses esile, et raske puudega ehk igapdevategevustes oluliste piirangutega inimesi on EL-is
keskmiselt 8,3%, mis vastab ka suurel mé&aral liikmesriikide sotsiaalkaitsestusteemides ametlikult
registreeritud puudega inimeste® keskmisele naitajale. Oluliselt suurem on aga nende arv, kes
hindavad oma piiranguid igapaevategevustega toimetulekul mdéddukaks — neid oli Euroopa Liidus
2011. aastal 17,5%.

Ametliku puude maaramisel kehtib igal maal oma sotsiaalhoolekandeslisteem, mis maarab kind-
laks kriteeriumid, mille alusel hinnata, kas inimesel on tegevuspiirang. Eestis on need inimesed
kas puudega voi td6vdimekaoga. Sellel osal rahvastikust on ka véimalus saada mitmesuguseid
toetusi, teenusi ja havitisi. Kuigi Eestis reformiti sotsiaalhoolekandesiisteemi oluliselt
2000. aastatel, siis just parast 2008. aasta muutust on puude maaramisel aluseks olnud ka ini-
mese enda hinnang oma tegevusvéimeled. Peale tegevuspiirangute tuvastamise puude mdistes
maaratakse ka puude raskusaste, mille peamine kriteerium on, mil maaral on vajalik kdrvalabi,
juhendamine voi jarelevalve: kas 66paev labi (sligav puue), igal 66paeval (raske puue) voi vahe-

? |gapaevategevustes piiratud inimeste defineerimise aluseks olev kiisimus on jargmine: ,Mil maaral olete olnud viimase kuue
kuu jooksul oma terviseseisundi téttu piiratud oma igapaevategevustes, mida inimesed teevad? Kas olete olnud 1) oluliselt
piiratud, 2) piiratud, kuid mitte oluliselt, 3) ei ole piiratud.“ Kui kolme rahvastikuriihma ei ole esitatud, on kasutatud mdistet
Ltegevuspiirangutega inimesed* nende kohta. kel oli mingi tegevuspiirang. Oluliste tegevuspiirangutega inimeste hulka kuu-
luvad need, kes vastasid jaatavalt esimesele variandile, mdddukate tegevuspiirangutega on need, kes andsid jaatava vas-
tuse teisele variandile.

® ETU-s on tédga seotud tegevuspiirangu kusimusi esitatud aastatel 2002, 2006, 2008, 2009 ja 2011. Viimasel aastal sdnas-
tust veidi muudeti ja to6tegevuspiiranguga inimesteks loeti need 15-64-aastased, kellel oli tehtava t60 liigis, t66 hulgas voi
kodust tddle ja tdolt koju liikumises tervisehaire tottu piiranguid. Kiisimused olid jargmised: ,Kas Teie tervisehdire voi tege-
vuspiirangu (vaegus, puue vm) tdttu on/oleks piiratud tehtava t66 hulk (té6koormus, té6tundide arv nédalas)? 1 Jah, oluli-
selt, 2 Jah, 3 Ei*; ,Kas Teie tervisehaire vdi tegevuspiirangu (vaegus, puue vm) tottu on/oleks piiratud tehtava t60 liik (nt
ainult istudes tehtav t66)? 1 Jah, oluliselt, 2 Jah, veidi, 3 Ei“; ,Kas Teie tervisehaire vdi tegevuspiirangu (vaegus, puue vm)
téttu on/oleks raskendatud Teie liikumine kodust tédle ja toolt koju? 1 Jah, oluliselt, 2 Jah, veidi, 3 Ei*. Kui kdesolevas
kogumikus on raagitud ETU kusimuste alusel moodustatud tegevuspiirangutega inimeste rihmast, on neid eristatud termi-
niga ,t66tegevuspiiranguga inimesed".

° Oluline on markida, et kuigi enesehinnangu jargi oluliste tegevuspiirangutega inimeste ja ametliku puude véi téévéimekaoga
inimeste maaratlemise metoodikad pole vérreldavad, on nende kahe definitsiooni jargi liigitatud rahvastikuosa suurusjargu
mottes vorreldav. Samas tuleb lisada, et isikute tasemel taielikku kattuvust pole. Siinses kogumikus esitavad vordlevalt eri
statistilisi puudega inimeste definitsioone kasutades teavet 6. ja 8. peatlkk. Statistikaamet t66tas puudega inimeste statisti-
liste naitajate kontseptsiooni vélja 2009. aastal ja on sellest alates avaldanud vastavaid naitajaid.

4Vt Iahemalt https://www.riigiteataja.ee/akt/128032014027.
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malt kord nadalas (keskmise raskusastmega puue) (Puuetega ... 1999). Todealised inimesed
taidavad selleks hindamiskisimustiku, mis juhindub rahvusvahelise funktsioneerimisvdime, vae-
guste ja tervise klassifikatsiooni maaratud kriteeriumidest tegevusvdime olemasolu ja tegelike
barjaaride kohta (Rahvusvaheline ... 2004). Kavandamisel olev uus téovoimereform, mis peab
joustuma 1. jaanuaril 2016, toob hindamise keskmesse just td6vdime ja sellele sobiva rakenduse
leidmise. Haridusslsteemis tehakse aga omakorda kindlaks hariduslike erivajadustega &pilased,
kes riiklikus dppekavas voi temale koostatud individuaalses &ppekavas pustitatud dpitulemuste
saavutamiseks vajavad lisatugimeetmete rakendamist véi erippe korraldust®. Riigil on taielik
Ulevaade haridussuisteemis rakendatud tugimeetmetest vaid kohustusliku péhihariduse puhul,
hilisemate tasemete kohta terviklik levaade hariduslike erivajadustega &ppuritest puudub. Hin-
nata on vdimalik vaid seda osa inimestest, kes on haridusliku erivajaduse tttu taotlenud tugi-
meetmeid. Uldist Gilevaadet sellest, kuivérd ametliku puude, téévéimekao vdi haridusliku erivaja-
dusega inimesed Uhiskonna eri valdkondades kaasatud on, Eestis seni pole.

Kaesolevas peatiikis on piutud esimest korda Eestis rahvastikupdhiselt esitada Ulevaadet tege-
vuspiirangutega inimestest eri definitsioonide alusel. Peale puudega ja té6voimekaoga inimeste
ametlike andmete v0|b 2000. aasta rahvaloenduses kdsitu lugeda samuti pigem ametliku puude
kui enesehlnnangu kaudu puude maaramiseks. Et sellel ajal laks sotsiaalhoolekandesiisteem
tervisemudelilt Gle sotsiaalmudelile, on just see aasta hea alus arusaamades toimunud muutuste
hindamiseks. 2011. aasta rahvaloenduses, nagu eespool margitud, oli igapaevategevustes piira-
tud inimeste klndlakstegemlsel aluseks GALI-tiilipi°® kiisimus, mis on seotud ESU-s kasutatud
maaratlusega Joonisel 1 on peale kahe rahvaloenduse andmete vordluse ka Sotsiaalkindlus-
tusameti andmed ametliku puude ja/vdi vahemalt 40% t66vdimekaoga inimeste keskmise osa-
tahtsuse kohta 2013. aastal.

Joonis 1. Igapdevategevustes piiratud ning ametliku puudega ja vahemalt 40%
toovoimekaoga inimeste osatdhtsus rahvastikus vanuse jargi, 2000, 2011, 2013

Figure 1. Share of persons with activity limitations, with registered disabilities or with at least a
40% loss of capacity for work by age, 2000, 2011, 2013
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Allikad: REL 2000 ja REL 2011 (Statistikaamet), Sotsiaalministeerium Sotsiaalkindlustusameti 2013. aasta andmete pdhjal
Sources: PHC 2000 and PHC 2011 (Statistics Estonia), Ministry of Social Affairs (based on the 2013 data of the Social
Insurance Board)

@ Vt Iahemalt http://hm.ee/sites/default/files/hev_kotseptsioon.pdf.

® Inimene oli puudega, kui tal oli seisuga 31. marts 2000 méni haigus voi puue (endine termin ,invaliidsus"), mille oli kindlaks
teinud arstlik ekspertiis ja mis oli kestnud (v8i arvati kestvat) vahemalt aasta. Kui puudega inimene vajas pidevat korvalist
abi igapaevatoimingutes (s66mine, pesemine, riletumine, tualeti kasutamine jm), valiti vastusevariant ,vajate igapaevast
korvalist abi enda eest hoolitsemisel”. Kdrvalise abi all peeti silmas ainult teiste inimeste abi, mitte tehnilisi abivahendeid
(ratastool, kargud jm). Kdrvalabivajadus margiti juhul, kui see oli tingitud puudest, mitte vanusest (nt vaikelapsed, vanurid).
Puudeta inimestelt 2000. aasta loenduses koérvalabivajadust ei kisitud.

° Global Activity Limitation Index — lilemaailmne tegevuspiirangute naitaja.
9 Tervisest tingitud igapaevategevuse piiratus — tervisest tingitud piirang, mis oli kestnud voi arvati kestvat vahemalt kuus
kuud. Igapaevategevuste all méeldi té6tamist, dpinguid, majapidamistdid, enese eest hoolitsemist, suhtlemist teiste inimes-
tega, vaba aja veetmist jne. Inimese tegevus loeti olulisel maaral piiratuks, kui ta vajas abi iga paev, ja méningal maaral
piiratuks, kui ta vajas méne tegevuse juures abi, aga mitte iga paev.
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2000. aasta andmetest on naha, et kuni selle ajani oli puude defineerimisel seisukoht, et vane-
maealiste tegevuspiirangud on nende tavapéarane ealine isedrasus, mis ei vaja uhiskonna téhele-
panu ega tuge, seetbttu ongi just vanemaealiste puhul puudega inimeste osatdhtsuse pusimine
20% piirimail tollase poliitika peegeldus. 2013. aastal oli olukord kogu sotsiaalhoolekandesis-
teemi (imbermétestamisega muutunud ja kuigi puudega inimeste osatihtsus® vanemaealises
rahvastikus ei kiundinud veel 2011. aasta rahvaloenduse enesehinnangulise oluliste tegevuspii-
rangutega rahvastiku osatahtsuseni, on arengusuund oluliselt muutunud. 2013. aastal aasta-
keskmisena arvestatud, Sotsiaalkindlustusametis registreeritud puudega ja/vdi vahemalt 40%
té6vbimekaoga inimeste osatahtsusest rahvastikus nahtub, et tddealiste puhul Uletab registreeri-
tud tegevusvdimekao véi puudega inimeste osatdhtsus 2011. aasta rahvaloenduse andmetest
selgunud, enese hinnangul oluliste tegevuspiirangutega inimeste osatahtsust, kuid jaab enese-
hinnanguliste tegevuspiirangutega inimeste koguhulgale oluliselt alla. 2013. aastal oli registreeri-
tud tegevusvdimelangusega inimesi Eestis 14,6% (mehi 13,3% ja naisi 15,7%). 2011. aastal oli
oluliste tegevuspiirangutega inimesi Eestis 13,6%, marksa rohkem kui EL-is keskmiselt, ning ar-
vestades ka mdddukate piirangutega inimesi, oli igapaevategevustes piiranguid 27,8%-I rahvasti-
kust. 2000. aasta rahvaloenduses oli puudega inimeste osatéhtsus vaid 7,5%. Selle taga oli aga
tugev seos tollase ametliku puude maaratlusega, mis on Iahemal tdnapaevasele ametlikule t66-
vbimekaoga inimeste maaratlusele.

Ametliku puudega ja td6vdimekaoga inimeste regulaarset isikupdhist statistikat ei ole avaldatud,
seetdttu puudub véimalus padevalt hinnata vastavate piirangutega rahvastiku struktuurseid muu-
tusi ajas. Uldarvu tasemel on ajaloolist méddet véimalik hinnata eri andmebaasides avaldatu alu-
sel (joonis 2).

Joonis 2. Esmaste ja kordusotsuste pohjal vahemalt 40% to6voimekaoga inimeste,
toovoimetuspensionaride ning ametliku puudega inimeste aastakeskmine osatihtsus
rahvastikus, 1985-2013

Figure 2. Annual average share of persons with at least a 40% loss of capacity for work, persons
receiving pension for incapacity for work and persons with registered disabilities based on first-
time and repeat decisions, 1985-2013
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Allikad: Statistikaamet, Sotsiaalkindlustusamet, Lannes jt 2009
Sources: Statistics Estonia, Social Insurance Board, Lannes et al. 2009

Statistikaameti andmebaasis on 1985. ja 1990.—-1999. aasta kohta ekspertiisiandmete alusel
koostatud aegrida, mis véimaldab neid andmeid kasitleda koos hilisemate andmetega vahemalt
40% toovoimekaoga inimeste puhul. Jooniselt 2 on ndha, et esmaste ja korduvate ekspertiisitaot-

@ Sotsiaalministeeriumi analiiisi ja statistika osakonna analiiiitiku Mari Kreitzbergi abiga on 2013. aasta puudega inimeste
arvud saadud nii, et nad on moodustatud nii neist, kellel on ametlik puue registreeritud, kui ka neist vahemalt 40% to6voi-
melangusega inimestest, kes ei ole koos t66véime languse hindamise ekspertiisiga taotlenud ka puude astme méaaramist
Sotsiaalkindlustusametis (vajadus kdrvalabi jarele vahemalt kord nddalas puudub). Seega on joonisel 1 ametlikult registree-
rituteks loetud kdik need, kes on aastatel 2013—2014 olnud Uhel voi teisel moel Sotsiaalkindlustusametis registreeritud (isi-
kud on Uihekordselt, 2013. aasta keskmine on 182 835 inimest).
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luste koondnéitaja ei anna veel Ulevaadet sellest, kes vaadeldavatel aastatel td66véimetuspensio-
ni said ja olid seetdttu samuti vahemalt 40% t66voimekaoga. Neile lisanduvad veel need t66voi-
metuse eest pensioni saajad, kes vajaliku té0staazi puudumise tottu saavad rahvapensioni (aas-
tatel 2005-2013 oli nende osatahtsus kdigi téovdimetuse eest pensionisaajate seas 4% piirimail
(Pensionaride ... 2014)). Esmast ja kordusekspertiisi taotlenute osatahtsus t66véimetuspensiona-
ride aastakeskmises vahenes aastatel 2005-2013 65%-st 51%-ni (ibid.). Siit on aga valja jaénud
see 0sa, kelle to6vdimelangus on alla 30%, keda Sotsiaalministeeriumi arvutuste kohaselt ol
1. jaanuaril 2014 tdédvoimekaoga inimeste kogumist 5,5%. Ukski neist néitajatest aga ei anna
aimu sellest, kui paljud vahemalt 40% t66vdimekaoga registreeritud inimestest on registreeritud
ka puudega inimeste hulgas. 2013. aastal oli neid keskmiselt alla poole (47,8%) kbigist vahemalt
40% toovoimekaoga registreeritud isikutest. Ometi on valitsuse t66vbimereformi pdhjendamisel
kasutatud just seda naitajat, just nagu tegelikult ei oleks t66vbimelangusega inimestel igapaeva-
tegevustes mingeid piiranguid ja vajadust kdrvalabi jarele.

Niisugused erinevused administratiivselt organiseeritud susteemi andmetes viitavad sellele, et
inimesed pole oma digustest teadlikud (nt véimalus koos t6évdimelanguse ekspertiisiga taotleda
ka puude raskusastet maarav ekspertiis) voi jaab osal inimestel digus toetustele realiseerimata
siisteemi killustatud ja teenusepdhise, mitte inimkeskse llesehituse t6ttu®. Uks véimalusi, mida
Statistikaamet on hakanud (iha rohkem kasutama, on Sotsiaalkindlustusameti andmete sidumine
teistest allikatest périt andmetega. Esmajarjekorras on seda tehtud kusitlusuuringute, eeskatt
ESU andmetega. Jarge ootab eri administratiivallikate omavaheline sidumine, kus kdige aktuaal-
sem on hariduslike erivajadustega inimeste haridusandmete sidumine teiste andmetega (eeskatt
pensioniregistri ja sotsiaaltoetuste andmekogude andmetega), aga ka Maksu- ja Tolliameti ning
Toéo6tukassa andmete sidumine.

Eespool kirjeldatud sotsiaalhoolekandesiisteemi eriparade tottu ei sobi need andmed tavapara-
selt teiste riikidega vordlemiseks. Seetbttu on alates 2004. aastast Euroopas riikidevaheliseks
tegevusvoime langusega inimeste hulga hindamiseks kasutatud nende enese hinnangut kisitlus-
uuringutes. Nagu eespool juba viidatud, toimub ka selles vallas pidev areng ja Euroopa
2014. aasta terviseuuring annab loodetavasti marksa tdpsemat teavet tegevuspiirangutega ini-
meste vajadustest, vdimalustest ja tegelikest barjaaridest. Terviseuuringud toimuvad iga viie aas-
ta tagant, mistdttu Uldnéitajate tasemel on plaanitud ka edaspidi tegevuspiiranguga inimeste nai-
tajaid hinnata ESU andmete pohjal. Et ESU hdimab vaid taiskasvanuid, tuleb laste tegevuspiiran-
gute levimuse hindamiseks endiselt kasutada kas rahvaloenduste tulemusi véi omavahel seotud
administratiivandmeid.

Joonis 3. Oluliste tegevuspiirangutega inimeste osatdhtsus soo jargi Eestis ja Euroopa
Liidus keskmiselt, 2004—2012

Figure 3. Share of persons with severe activity limitations by sex in Estonia and in the European
Union on average, 2004-2012
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Allikas/Source: EU-SILC (Eurostat)

? Loodetavasti suudetakse uue pensioniregistri valjaarendamisel, sotsiaaltoetuste andmekogu tdiendamisel ning téévéimere-
formi jarel té6tukassa infosusteemides olevat infot hallata ka inimese-, mitte Gksnes teenuse-, toetuse- ja hiivitisekeskselt.
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Joonis 4. M6ddukate tegevuspiirangutega inimeste osatdhtsus rahvastikus soo jargi
Eestis ja Euroopa Liidus keskmiselt, 2004—2012

Figure 4. Share of persons with moderate activity limitations in the population by sex

in Estonia and in the European Union on average, 2004—2012
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Joonisel 3 ja 4 on esitatud Eesti ja EL-i oluliste ja méddukate tegevuspiirangutega inimeste trend
aastatel 2004-2013%. Erinevalt administrativandmetest, mille kohaselt on puudega inimeste osa-
tahtsus viimastel aastakiimnetel pidevalt kasvanud, on enesehinnanguliste tegevuspiirangutega
inimeste osatdhtsus aastate jooksul pigem kahanenud véi jadnud samale tasemele. Olgugi et
tegevuspiirangute tekkes on oluline osa elu jooksul kumulatiivselt halveneval tervisel ja vanema-
ealiste osatéhtsuse kasvu juures voiks eeldada, et ka tegevuspiirangutega inimeste hulk kasvab,
mdjutavad tegevuspiirangute kujunemist hoopis suuremal maaral Uldised muutused uhiskonnas
ja keskkonnas, kus inimesed iga paev toimetavad. Viimaste aastate méningast kasvutrendi tege-
vuspiiranguga inimeste osatahtsuses tuleks pigem hinnata sellest seisukohast, et laiema mdjuga
tugimeetmed on jaanud tagaplaanile (peamiselt ressursipuuduse tottu) ning pole tegeletud tugi-
mehhanismidega, mis vdimaldaksid lletada tegevustes tekkivaid barjaare. EL-i keskmine naitaja
on pusinud nii oluliste kui ka mdddukate tegevuspiirangute puhul 1&bi aastate peaaegu uhel ja
samal tasemel ja kui vélja arvata Eesti vastava néitaja vimaste aastate kasv, on oluliste tegevus-
piirangutega inimeste osatahtsus Eestis EL-i keskmise tasemel. Hoopis suurem on Eesti ja EL-i
keskmise naitaja vahe moddukate piirangutega inimeste puhul. Kuivord suudetakse lheskoos
nende puhul ara hoida olukorda, kus nende igapaevategevusi hakkaksid hairima olulised piiran-
gud, oleneb meie kdigi Uhisest tegevusest, aga ka sellest, kuivord eri ministeeriumide ja valdkon-
dade tasemel suudetakse panustada sellesse, et igaiiks meist vdimalikult kaua iseseisvalt toime
tuleks.

Selle kohta, milliseks kujuneb oluliste tegevuspiirangutega inimeste osatahtsus Eestis tulevikus,
annab veidi aimu selle rahvastikuriihma soo-vanusjaotus (joonis 5). Eesti koos Slovakkia ja Kip-
rosega eristuvad teistest EL-i riikidest selle poolest, et oluliste tegevuspiirangutega inimeste osa-
téhtsus parast 60. eluaastat on vaga suur. Vanemaealiste Uhiskonda I6imimine on olnud Eestis
vaga pikka aega tagaplaanil, sest varem oli sotsiaalhoolekandeslsteemi fookus mujal. Siiski on
iimselt just selle rahvastikuosa aktiivsuse sailitamine ja tagamine rahvastiku vananemise stivene-
des Uks olulisemaid valjakutseid igas riigis. Kuni 40. eluaastani on oluliste tegevuspiirangutega
inimeste osatéhtsus teiste riikidega taiesti vérreldav ja mitme EL-i riigi omast isegi oluliselt vaik-
sem. Viimased suundumused annavad tuge tddemusele, et nooremate pdlvkondade tervis kuju-
neb Uldiselt paremaks ja Ghiskonna arenedes suudetakse paremini tegeleda sellise ennetustege-
vusega, mille tulemusena méddukatest piirangutest raskemaid ei kujune ning ajapikku vaheneb
ka mdéddukate piirangutega inimeste osatahtsus.

@2008. aastal muudeti EU-SILC-is piiranguid md6tva kiisimuse snastust ja seetbttu véivad naitajad osaliselt kajastada ka
metoodilist muutust. Kogumiku nendes peatiikkides, kus seda trendi kasitletakse, on peamiselt esitatud andmed aastate
2008-2013 kohta.
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Joonis 5. Olulise tegevuspiiranguga inimeste osatihtsus rahvastikus Euroopa riikides®
vanuse jargi, 2011
Figure 5. Share of persons with severe activity limitations in the population by age
in the European countries®, 2011
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2 AT — Austria; BE — Belgia; BG — Bulgaaria; CH — Sveits; CZ — T$ehhi; CY — Kiipros; DE — Saksamaa;
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2. THE DEVELOPMENT OF APPROACHES TO THE POPULATION
WITH ACTIVITY LIMITATIONS

Luule Sakkeus®
Tallinn University, Estonian Institute for Population Studies

The monitoring of people with activity limitations is an important instrument that helps to assess
the prevalence of limitations within the population and find ways to overcome the barriers.
This information is used to develop support mechanisms that help to compensate the loss of
capacity and enable people with activity limitations to participate in the society on an equal basis
with those who do not have such limitations. The main objective of the measures targeted at the
prevention of loss of functional capacity is the preservation or restoration of capacity, but also
increased social inclusion and a higher level of coping and independence. Therefore, it has
been essential to find comparable indicators that would provide an overview of the needs of the
targeted population group.

As early as in the 1930s, scientists tried to calculate the working life expectancy taking into
account the health-related variations in productivity (Dublin and Lotka 1930). Since then, scien-
tists have looked for the best ways for measuring the decline in functional capacity which would
take into account the assessment of quality of life. Changes in functional capacity are often
progressive and cumulative over time. The first functional limitations (concerning, for example,
vision, hearing, walking) can nowadays often be compensated with technical aids, while the activ-
ity limitations that often follow are irreversible despite the use of technical aids and mostly con-
cern everyday domestic functioning (e.g. housework). In more severe cases, activity limitations
prevent people from coping with self-care (Jagger et al. 2001; Barberger-Gateau et al. 2000).

The first indicators for measuring and comparing the level of coping of people with different health
statuses were developed in the 1960s. Katz et al. (1963) and Katz and Akprom (1976) developed
a list of activities of daily living which, if limited, require assistance. The severity of the limitations
in activities of daily living determines the need for long-term support services and technical
aids. Lawton and Brody (1969) added another list that includes instrumental daily activities —
the inability to perform these activities means significant limitations in a person’s ability to function
independently in the society. It has been found that assistance means not only assistance from
other people or from technical aids but, importantly, also changes in design (incl. labelling,
convenience and accessibility) and training (incl. a general increase in awareness and availability
of information) which help to overcome 50% of the limitations (Rogers et al. 1998). It has been
disputed whether the two lists should be combined, especially considering the fact that instru-
mental activities of daily living are related to many cultural and environmental factors. A combina-
tion of these lists has been used to assess the population with activity limitations mostly in the
USA, but also in Europe (e.g. the SHARE® survey (The Survey ... 2005)).

At the international level, the development of lists for the classification of comparable activity limi-
tations started in the 1980s (International ... 1980). The International Classification of Functioning,
Disability and Health (ICF) published in 2001 (RFK 2004) is a balanced version of this approach.
This new type of classification allows us to assess not only the capacity related to a person’s
body functions and structures but also the functional capacity and level of participation in the
society. It allows us to map the environmental factors that, in combination with individual factors,
facilitate or hamper a person’s activities. In connection with the above, the United Nations Statis-
tics Division decided to establish a working group for the development of the methodology
for disability measurement. The working group, which first met in 2002, is also known as the
Washington Group (WG)".

In 2008, based on the results of the working group’s meetings, the United Nations modified its
Principles and Recommendations for Population and Housing Censuses and added the recom-

 The preparation of this article was supported by the research grants SF0130018s11 and ETF8904.
® For more information, visit www.share-project.org, www.share-estonia.ee.
¢ For more information, visit http.//www.cdc.gov/nchs/washington_group/wg_background.htm.
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mendation to include a set of six questions in the census questionnaire — these would enable to
compare activity limitations within the population by country, independently of major cultural or
environmental influences (Principles ... 2008). Unfortunately, this recommendation was released
too late and many countries were unable to consider it in their census design in the 2010 census
round. In 2014, at its 14th meeting, the Washington Group reported that this set of questions was
used in the census, at least partially, in 35 countries in the period 2009-2013 (Report ... 2014).

The movement for the rights of people with disabilities highlighted the need to determine the
share of population with activity limitations and to study the provision of support services and
technical aids to compensate for the limitations and ensure people’s full functional capacity in
daily activities. Thus, statistical indicators were required to measure perceived activity limitations
as well as actual limitations. For this purpose, the development of suitable survey instruments
began on the international level (Verbrugge and Jette 1994).

With this task in mind, the Budapest Initiative was established in 2005 in collaboration between
the United Nations Economic Commission for Europe (UNECE), WHO, Eurostat as well as scien-
tists and country representatives, for the development of common survey instruments to measure
health status in its multiple dimensions. The Initiative has prepared a specific survey module,
based on the work of the Washington Group and the European Health Interview Survey (Survey
... 2013). In the 2014 round of Eurostat health interview surveys, the developed methodology was
used in all the European Union (EU) Member States, including Estonia. The authors in this
publication have been able to refer to only the data of the 2006 Estonian Health Interview Survey,
which provide some information about how many people with severe or moderate activity limita-
tions have a need for assistance in daily activities and whether this assistance is sufficient.
According to Verbrugge (1997) and Cambois et al. (2005), in 756—-85% of cases, personal assis-
tance and technical aids can mitigate the difficulties arising from activity limitations. This sets
an important target that should be the aim of the policies and measures implemented.

It was not long ago that activity limitations at an advanced age were seen as a personal problem
which did not require support from the society, except maybe for some exceptional or the most
severe cases. Today, it is understood that the ability to participate actively in the society contrib-
utes to an improved quality of life and extends a person’s life expectancy, but it is even more
important for the society in general. In countries where the level of services is not yet sufficient
and people with severe activity limitations are forced to rely mainly on their family members,
this causes a decrease in employment in the field of professional care for disabled persons and
an increase in the share of unpaid work in the field of care where the caregivers do not have pro-
fessional skills and thus cannot offer good-quality support. If the services of home nursing and
in-home care are poorly developed, this leads to a decrease in employment — the non-utilisation
of valuable labour available on the labour market affects the economic growth and competitive-
ness of the country.

The encouragement of active participation and the promotion of informed health behaviour have
helped to gradually postpone the onset of chronic diseases, which allows people to continue
active participation in the society after reaching retirement age. Due to population ageing, it has
become crucial to assess people’s quality of life (including health expectancies). Cambois et al.
(1999) review the development of health-related life tables. Life tables with a specific focus
(e.g. working life expectancy) were developed already in the first half of the 20th century. Building
on this tradition, Robine and his project team that he launched in the 1990s have focused on
research on health expectancies (Eurohex 2014) and have developed life tables for regular use
that measure disability-free life expectancy using Sullivan’s method (Sullivan 1971). The method
of calculating health expectancies has been developed in order to introduce quality of life as
a dimension in the life tables and to see — especially considering the trend of rapid population
ageing — whether the steadily increasing life expectancy results in a bigger number of years lived
with illness and activity limitations (known as the expansion-of-morbidity hypothesis), or whether
it means a decreased number of years lived with illness and activity limitations (compression
of morbidity), or whether a higher life expectancy brings along a certain balance whereby more
severe illnesses and activity limitations are compressed into a shorter period in the later years of
life (Sanders 1964; Fries 1980; Manton 1982; Robine and Michel 2004).

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS



TEGEVUSPIIRANGUGA RAHVASTIKU KASITLUSTE ARENG
DEVELOPMENT OF APPROACHES TO THE POPULATION WITH ACTIVITY LIMITATIONS

Disability-free life expectancy is calculated in three aspects based on the three questions of the
Mini European Health Module (Cox et al. 2009), which was developed under the auspices of
Eurostat for use in pan-European surveys. The question regarding activity limitations is one of the
main structural indicators in the field of health in Europe (Eurostat 2014). Since 2004, when
the European Commission included a general question about activity limitations in the European
Union Statistics of Income and Living Conditions® (EU-SILC; in Estonia known as the Estonian
Social Survey), it has been one of the most important indicators of the health status of the popu-
lation in European countries. The question that measures limitations in everyday activities is also
known as the Global Activity Limitation Indicator (GALI) — the validation of the indicator has
revealed that it most accurately reflects the share of disabled persons in the total population
(Robine et al. 2007; Jagger et al. 2010). In Estonia, the internationally comparable definition has
been used in the Estonian Social Survey since 2009. A question with the same wording has been
used in other representative social surveys, such as the 2006 Estonian Health Interview Survey,
the Estonian SHARE survey (covering the population aged 50+ in 2010-2011), the 2009 and
2010 Household Budget Survey, the Time Use Survey and the 2011 Population and Housing
Census (PHC 2011). The Estonian Labour Force Survey has so far used a modified version of
this questionb which refers to work activity limitations.

With the adoption of the United Nations Convention on the Rights of Persons with Disabilities in
2006, the international community took a step towards greater awareness of the social model in
the conceptualisation of disability. In 2008, the Directorate-General for Employment, Social
Affairs and Inclusion of the European Commission established the Academic Network of Experts
on Disability (ANED). In the first two terms, the main task of ANED was to map the availability of
information related to the exercise of the civil rights of persons with disabilities and to contribute
to the development of the European Disability Strategy, which was adopted in 2010 and replaced
the Disability Action Plan which was the reference document in 2003—2010. (Euroopa ... 2010)

To guarantee the rights of persons with disabilities, the first thing is to determine the number of
such persons and the nature of their needs. Therefore, countries need a common comparable
indicator for measuring the share of persons with disabilities. On the one hand, this indicator
needs to be independent of the shortcomings of the welfare system caused by political reasons
or lack of resources (in other words, it should disregard the peculiarities of specific welfare sys-
tems). On the other hand, the indicator should show — based on self-evaluation — the number of
persons potentially in need of support services and allowances, including persons whose needs
are never officially registered. In his report to ANED experts, Grammenos (2013) compared
disability indicators across countries based on EU-SILC data and showed that the average share
of persons with severe disabilities (i.e. persons with significant limitations in everyday activities)
in the European Union is 8.3%, which largely corresponds to the average figure of persons with
disabilities registered in the social welfare systems of the Member States®. The number of

? The following question is used as the basis for identifying persons with limitations in daily activities: “For at least the past 6
months, to what extent have you been limited because of a health problem in activities people usually do? Would you say
you have been ... severely limited / limited but not severely or / not limited at all?” Alternatively, if the three groups are not
presented, the following terms are used.: “population with activity limitations” for persons with any activity limitations,
“population with severe activity limitations” for persons who selected the first answer; “population with moderate activity limi-
tations” for those who selected the second answer.

b The Estonian Labour Force Survey included the question about work activity limitations in 2002, 2006, 2008, 2009 and

2011. The wording was slightly modified in the last year; the population with work activity limitations was defined as all

15-64-year-olds who had health-related limitations in the type of work, the amount of work or the commute to work and

back. The questions were worded as follows: “Does/would your health problem(s) or basic activity difficulty(ies) affect the
amount of work you are able to do (i.e. workload, weekly working hours)? 1 Yes, considerably; 2 Yes, slightly 3 No”;

“Does/would your health problem(s) or basic activity difficulty(ies) affect the kind of work you are able to do (e.g. excluding

“standing” jobs)? 1 Yes, considerably, 2 Yes, slightly, 3 No”; “Because of your health problem(s) or basic activity diffi-

culty(ies), is/would it be difficult for you to get from home to work and from work to home? 1 Yes, considerably, 2 Yes,

slightly, 3 No”. In this publication, the term “population with work activity limitations” is used to refer to persons who have the
activity limitations specified in the Estonian Labour Force Survey.

It is important to note that although the methodologies used to determine persons with self-perceived severe activity limita-

tions and persons with registered disabilities or loss of capacity for work are not comparable, the shares of the two popula-

tion groups (classified on the basis of two different definitions) are comparable. Nevertheless, it should be added that there
is no complete overlap at the level of individuals. Chapters 6 and 8 in this publication present comparative statistical data
which are based on different definitions of disability. In 2009 Statistics Estonia developed a concept for statistical disability
indicators and the relevant indicators have been published since that year.

c

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS

37



38

TEGEVUSPIIRANGUGA RAHVASTIKU KASITLUSTE ARENG
DEVELOPMENT OF APPROACHES TO THE POPULATION WITH ACTIVITY LIMITATIONS

persons with potential severe disabilities, i.e. persons with self-reported moderate limitations in
daily activities, is considerably higher — in 2011 their share was 17.5% in the EU.

Every country has its own social welfare system that provides the framework for the assessment
and registration of people with disabilities (i.e. activity limitations). In Estonia, persons with activity
limitations are officially registered as disabled or as incapacitated for work. These persons are
entitled to various allowances, services and benefits. The Estonian social welfare system under-
went significant reforms in the 2000s. Following the changes introduced in 2008, self-perceived
activity limitations are now also considered in the assessment of disability” in the official registra-
tion system. In addition to determining activity limitations for the purposes of establishment of
disability, the degree of severity of disability is also determined. The main criterion for the degree
of severity is the need for outside assistance, guidance or supervision: whether this is needed
twenty-four hours a day (profound disability), in every twenty-four hour period (severe disability)
or at least once a week (moderate disability) (Puuetega ... 1999). Persons in working age com-
plete a questionnaire which is based on the ICF criteria for activity limitations and actual barriers
(Rahvusvaheline ... 2004). The planned disability reform, which will enter into force on 1 January
2016, puts the focus on the assessment of capacity for work and on finding employment suitable
for the given level of capacity. In the education system, students with special educational needs
are provided with additional support measures or special study arrangements in order to achieve
the learning outcomes defined in the national curriculum or in an individual curriculum prepared
for a specific personb. The state has an overview of the support measures implemented in the
education system only as far as compulsory basic education. Beyond this level of education,
the state has no comprehensive overview of students with special educational needs. It is only
possible to assess persons who have applied for support measures due to special educational
needs. In the case of Estonia, there is no general overview of the inclusion and social participa-
tion of persons with registered disabilities, persons with a loss of capacity for work and persons
with special educational needs.

This chapter represents the first attempt to present a population-based overview of Estonian
residents with activity limitations on the basis of different definitions. There are official estimates
of the number of persons with disabilities and persons with a loss of capacity for work. The 2000
census included questions about activity limitations, but those data also reflect registered disabili-
ties rather than self-perceived limitations®. At that time, the social welfare system transitioned
from the medical model to the social model — therefore, this year is a good reference point for
assessing the changes in attitudes. As mentioned above, the 2011 census used a GALI-typed
question to identify persons with limitations in daily activities (it is similar to the definition used in
EU-SILC®). Figure 1 (p. 28) compares the definitions of the two censuses and also outlines the
data of the Social Insurance Board on the average share of persons with registered disabilities
and/or with at least a 40% loss of capacity for work in 2013.

The data for 2000 illustrate that, until that time, the common attitude was that activity limitations
experienced by the elderly are an ordinary age-related peculiarity that does not require the atten-
tion or support of the society. The share of disabled persons among the elderly was around 20%,
which reflects the disability policy of that time. In 2013, the situation is different due to fundamen-

@ For more information, visit https://www.riigiteataja.ee/akt/128032014027.

® For more information, visit http://hm.ee/sites/default/files/hev_kotseptsioon.pdf.

° A person was considered to have a disability if as at 31 March 2000 he or she had a disease or disability (formerly referred
to as “invalidity”) which had been determined by a medical examination and which had lasted (or was assumed to have
lasted) for at least one year. If a person with disabilities required constant personal assistance in everyday activities (eating,
bathing, dressing, toilet hygiene, etc.), the answer “you need personal assistance in taking care of yourself”’ was ticked. Per-
sonal assistance meant the assistance of other persons, but not technical aids (wheelchair, crutches, etc.). The person was
marked as in need of personal assistance if he or she needed assistance due to a disability, not age (e.g. young
children and the elderly). In the 2000 census, the question about need for personal assistance was only presented to
persons with disabilities.

? Global Activity Limitation Index

° Limitations of everyday activities due to health problems are health-related limitations which have lasted or which are
assumed to have lasted for at least six months. Everyday activities include working, studying, housework, personal care,
communicating with others, leisure activities, etc. A person’s activities are considered severely limited if he or she requires
assistance every day, and moderately limited if the person requires assistance with some activities but not every day.
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tal changes in the social welfare system. Although the share of persons with disabilities® among
the elderly is not yet close to the share of persons with self-perceived severe limitations (based
on 2011 data), there has been a clear change in the trend. The 2013 annual average share of
persons with disabilities and/or with at least a 40% loss of capacity for work registered at the
Social Insurance Board reveals that among the working-age population the share of persons with
a registered loss of capacity or with registered disabilities is bigger than the share of persons with
self-perceived severe activity limitations (based on the 2011 census), but is significantly smaller
than the share of persons with any self-perceived activity limitations. In 2013 the annual average
share of Estonian residents with registered activity limitations was 14.6% (13.3% of males and
15.7% of females). In 2011 persons with severe activity limitations constituted 13.6% of the popu-
lation in Estonia, which is considerably higher than the EU average. If we include the persons
with moderate activity limitations, the share of persons with limitations in daily activities was
27.8%. In the 2000 census, the share of disabled persons was 7.5% of the total population — that
indicator was based on a definition more similar to the official definition of disabled persons, and
thus today it more or less corresponds to the definition of persons with a loss of capacity for work.

There are no regular statistics on the various characteristics of persons with registered disabilities
and a registered loss of capacity for work. Therefore, we cannot assess the structural changes in
the population with (work) activity limitations over time. In the case of the total figure, the trends
over time can be assessed on the basis of data available in different databases (Figure 2, p. 29).

The database of Statistics Estonia includes a time series for the years 1985 and 1990-1999
which is based on the data of medical examinations. The time series allows us to analyse these
data together with more recent data in the case of persons with at least a 40% loss of capacity for
work. Figure 2 (p. 29) shows that the total number of first-time and repeat applications for exami-
nation does not correspond to the number of persons who received pension for incapacity for
work (i.e. disability pensioners) in the given years and who therefore also have at least a 40%
loss of capacity for work. Additionally, there are those disability pensioners who receive national
pension because their length of service has not been long enough (in 2005-2013, the share of
such persons among all persons receiving pension for incapacity for work was about 4%
(Pensiondride ... 2014)). In 2005-2013, the share of persons requesting a first-time or repeat
examination among the annual average number of disability pensioners declined from 65% to
51% (ibid.). However, these figures exclude the persons with a less than 30% loss of capacity for
work — according to the estimates of the Ministry of Social Affairs, they constituted 5.5% of all
persons with a reduced capacity for work as at 1 January 2014. None of these figures gives
an idea of the share of persons with at least a 40% loss of capacity for work who are also among
the population with registered disabilities. According to the annual average number of registered
disabled persons in 2013, they constituted less than a half (47.8%) of all persons registered with
at least a 40% loss of capacity for work. Nevertheless, the same indicator has been used to
Justify the disability reform, as if the persons with a reduced capacity for work did not have any
limitations in daily activities or any need for personal assistance.

Such differences in the data of administrative systems refer to the fact that people are not aware
of their rights (e.g. the right to request an examination to determine the degree of severity of
disability along with an examination to determine loss of capacity for work), or that some people
do not exercise their right to support measures due to the fact that the system is fractured and
service-based (not based on the needs of individua/s)b. One possibility that has been increasingly
used by Statistics Estonia is the linking of data of the Social Insurance Board with different data
sources. Such linking has mostly been used for survey data (primarily EU-SILC data). In the next

@ The 2013 figures of persons with disabilities have been calculated with the help of Mari Kreitzberg, an analyst of the
Analysis and Statistics Department at the Ministry of Social Affairs, as follows: the figures include persons with registered
disabilities as well as persons with at least a 40% loss of capacity for work who have not applied for the determination of the
degree of severity of disability by the Social Insurance Board when they applied for an examination for determining loss of
capacity for work (meaning that they have no need for personal assistance at least once a week). Consequently,
the number of persons with registered disabilities in Figure 1 (p. 28) includes all persons who have been registered at the
Social Insurance Board in 2013-2014 (all persons counted once; the annual average in 2013 was 182,835).

b Hopefully, the planned new pension register will be supplemented with data from the social benefits database, and
(following the disability reform) the data administration in the information systems of the Estonian Unemployment Insurance
Fund will be individual-based and not only service-, allowance- and benefit-based.
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stage, various administrative sources should be linked; here, the first priority should be to link the
data in the education system (incl. data on persons with special educational needs) with other
data (such as the data of the pension register and social benefits databases), but also to link the
data of the Estonian Tax and Customs Board and the Estonian Unemployment Insurance Fund.

Due to the aforementioned differences in social welfare systems, official registration data on dis-
abilities are not comparable with the data of other countries. Since 2004, data on self-perceived
limitations based on interview surveys have been used in Europe for the assessment and
comparison of the share of persons with a reduced functional capacity. As mentioned above,
there are constant developments in this field and the 2014 round of European health interview
surveys will hopefully provide much more accurate data about the needs, possibilities and actual
barriers of persons with activity limitations. The health interview surveys are conducted every five
years. Therefore, EU-SILC data will remain the basis for regular statistics in determining the
general indicators of the population with activity limitations. However, EU-SILC covers the adult
population. Thus, the estimates of the share of children with activity limitations will still have to be
based on census data or linked data from administrative sources.

Figures 3 (p 30) and 4 (p. 31) present the 2004—-2013% trend of the share of the population with
severe and moderate activity limitations in Estonia and in the EU. In the last decades, there has
been a steady increase in the share of persons with registered disabilities (based on administra-
tive data), whereas the share of persons with self-perceived activity limitations has either fallen or
been stable over the years. The cumulative deterioration of health plays an important role in the
emergence of activity limitations and the growing share of the elderly might suggest an increase
in the number of persons with activity limitations — however, the development of activity limita-
tions is much more dependent on the overall changes in the society and in the environment
where people function on a daily basis. The slight increase in the share of persons with activity
limitations in recent years should rather be seen as the result of the fact that support measures
with a wider impact have often been omitted (mainly due to a lack of resources) and the welfare
system has not developed support mechanisms for overcoming the barriers that people encoun-
ter in their activities. The EU average for this indicator has remained more or less on the same
level. Apart from the recent rise in this indicator, the share of the population with severe activity
limitations in Estonia has been similar to the EU average. The difference between the average
values for Estonia and the EU is much greater in the case of the share of the population with
moderate activity limitations. A common shared effort is required to prevent the development of
these moderate limitations info severe ones. Another crucial factor is the extent to which the
measures provided by different authorities can prolong the time that each one of us is able to
cope independently.

The estimated future share of the population with severe activity limitations in Estonia is illus-
trated by the age-sex structure of the corresponding group of people (Figure 5, p. 32). Estonia,
along with Slovakia and Cyprus, is clearly different from the other EU countries in that the share
of persons with severe activity limitations is big among the population aged 60+. In Estonia,
the social integration of the elderly has not been on the agenda for a very long time, due to the
different priorities of the social welfare system in the past. At the same time, ensuring that this
population group remains active is one of the key challenges for any country, considering the
general trend of population ageing. Until the age of 40, the share of persons with severe activity
limitations in Estonia is quite similar to that in other countries, and even much lower than in
several EU Member States. This trend suggests that younger generations will have better health
in general and that, as the society develops, the state will provide more efficient measures that
prevent the development of moderate limitations into severe limitations and help to gradually
reduce the share of persons with moderate activity limitations.

2 It should be noted that in 2008 the SILC question about limitations was worded differently. Therefore, the trends of the
indicators may partially reflect the methodological change. The chapters that discuss this trend mainly present data for the
period 2008-2013.
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Tegevuspiiranguga inimesed rahvaloenduses

2011. aasta rahva ja eluruumide loendus (REL 2011) on iks neid andmeallikaid, mis vimaldab
kogu rahvastiku pdhjal vorrelda igapaevategevustes piiratud inimesi nendega, kellel piirangud
puuduvad. Niisugune Ulevaade vdimaldab Idhemalt aru saada piirangutega ja piiranguteta
inimeste ebavdrdsusest eri aspektides. Nagu eelmises peatikis juba margitud, oli REL 2011
kiisimus igapaevategevuste piirangu olemasolu kohta sarnane Eesti sotsiaaluuringus kasutata-
vaga ning on seetdttu peamiseks sidestuskohaks uuringutest joonistuvatele trendidele.

Tabel 1. Rahvastik tegevuspiirangu olemasolu ja soo jargi, 2011
Table 1. Population by existence of activity limitations and sex, 2011

Piiratuse maar Kokku Mehed Naised Extent of limitations
Total Males Females
Arv % Arv % Arv %
Number Number Number

Kogurahvastik Total population
Kokku 1294455 100,0 600526 100,0 693929 100,0 Total
Tegevuspiiranguga 359685 27,8 150753 25,1 208932 30,1 Persons with activity
inimesed limitations

olulise piiranguga 175419 13,6 72278 12,0 103141 14,9 with severe limitations

mddduka piiranguga 184 266 14,2 78475 13,1 105791 153  with moderate

limitations
Tegevuspiiranguta 910658 70,4 436500 72,7 474158 68,3 Persons without activity
inimesed limitations
Piiratus teadmata 24112 1,9 13 273 2,2 10 839 1,6 Existence of limitations
unknown

Vahemalt 16-aastased Population aged 16+
Kokku 1082223 100,0 491308 100,0 590915 100,0 Total
Tegevuspiiranguga 346668 32,0 143337 29,2 203331 34,4 Persons with activity
inimesed limitations

olulise piiranguga 171169 15,8 69756 14,2 101413 17,2  with severe limitations

modduka piiranguga 175499 16,2 73581 150 101918 17,3 with moderate

limitations
Tegevuspiiranguta 713719 66,0 335863 68,4 377856 63,9 Persons without activity
inimesed limitations
Piiratus teadmata 21 836 2,0 12 108 2,5 9728 1,7 Existence of limitations
unknown

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Viimase rahvaloenduse kohaselt on Eestis tervisest tingitud tegevuspiirang umbes 360 000
inimesel (27,8% kogurahvastikust), neist ligi pooltel oluline tegevuspiirang (tabel 1). M&6duka
tegevuspiiranguga inimesi on vaid 8800 vérra enam kui oluliste piirangutega. Naistel esineb
tegevuspiiranguid sagedamini kui meestel (vastavalt 30% ja 25%), mis on suures osas seletatav
naiste margatavalt kérgema elueaga. Kui tervete (tegevuspiiranguta) inimeste hulgas on naisi

2 Artikkel on valminud uurimistoetuse SF0130018s11 toel.
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vaid veidi Ule poole (52%), siis tegevuspiiranguga inimeste seas on naisi 58%, oluliste piirangu-
tega inimeste seas veidi rohkem.

Eesti eripara on see, et tegevuspiiranguga inimeste hulgas on oluliselt rohkem vanemaealisi kui
muus vanuses inimesi. Tabelist 2 on néha, et tegevuspiiranguga inimeste mediaanvanus® (60
aastat) Uletab 20 aasta vorra kogurahvastiku ja 27 aasta vorra tegevuspiiranguta inimeste oma.
Olulise tegevuspiiranguga inimesed on marksa vanemad kui méddukate piirangutega inimesed,
mis naitab seda, et inimese igapdevaelu olulisel maaral takistavad piirangud kujunevad valja
hilisemas eas. Nagu kogurahvastiku puhul on ka igas tegevuspiirangu rihmas meeste mediaan-
vanus naiste omast madalam, kusjuures mida tervemad inimesed, seda vaiksem erinevus.
Tegevuspiiranguta meeste ja naiste mediaanvanus erineb vaid 3 aastat, mééduka tegevus-
piiranguga inimestel 9 aastat ja olulise piiranguga inimestel 11 aastat. Trend viitab sellele, et nii
nagu kogurahvastikus on meeste eluiga keskmiselt Iihem, nii elavad ka tegevuspiiranguga
mehed oluliselt vdhem ning selles rahvastikurihmas on naiste ja meeste elulemuse vahe veelgi
suurem.

Tabel 2. Rahvastiku mediaanvanus tegevuspiirangu olemasolu, soo ja péritolu jargi, 2011
Table 2. Median age of population by existence of activity limitations, sex and origin, 2011
(aastat — years)

Piiratuse maar Kogu- Mehed Naised Polis- Valis- Extent of limitations
rahvastik rahvastik péritolu
rahvastik®
Total Males  Females Native Immigrant
population population population®
Kokku 40 37 44 37 50 Total
Tegevuspiiranguga 60 56 64 59 62 Persons with activity
inimesed limitations
olulise piiranguga 64 59 70 64 66  with severe limitations
modduka piiranguga 56 51 60 54 59  with moderate
limitations
Tegevuspiiranguta 33 32 35 30 42  Persons without activity
inimesed limitations

?Valispéritolu rahvastik hdlmab nii esimest, teist kui ka kolmandat p&lvkonda.
@ The immigrant population includes the first, second and third generations.

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Joonis 1. Tegevuspiiranguga inimesed soo ja vanuse jargi, 2011
Figure 1. Population with activity limitations by sex and age, 2011
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Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

# Mediaanvanus on vanus, millest pooled on nooremad, pooled vanemad.
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Vanuse tdustes tegevuspiiranguga inimeste absoluutarv kasvab, parast 75. eluaastat (meestel
parast 65. eluaastat) aga kahaneb koos rahvaarvu (ldise vdhenemisega (joonis 1). Uldisest
killalt sujuvast vanusetrendist halbivad kdige enam need, kes olid 2011. aasta |6pus
65—-69-aastased ja kuuluvad Teise maailmasdja ajal silindinute vaiksemaarvulisse pdlvkonda.
Nooremates vanuseriihmades on tegevuspiiranguga mehi rohkem kui naisi, kdige suuremad
erinevused on vanuses 20-24 aastat, kus 59% kdigist tegevuspiiranguga inimestest ja isegi 63%
oluliste piirangutega inimestest on mehed. See vanuserihm peegeldab noorte meeste riski-
kaitumist, mis tihti 16peb traumaga ja mis oluliselt suurendab tegevuspiiranguga noorte meeste
osatahtsust. Parast 45. eluaastat (oluliste piirangutega inimestel péarast 50. eluaastat) algab
naiste arvuline Ulekaal tegevuspiiranguga inimeste seas ja vanuse tbustes see suureneb Kkiiresti.
Selleks vanuseks on naiste ja meeste eluea suur vahe niisuguse suhte teket oluliselt méjutanud.
Naistel kujunevad valja mitmesugused tervisest tingitud ja krooniliste haigustega kaasnevad
tegevuspiirangud, mis hakkavad uhiskonnaelus osalemist iha enam piirama, kuid tanu sellele, et
naised podravad tervisele rohkem téhelepanu ja kaivad sagedamini arsti juures, on nende eluiga
olulisel maaral pikenenud.

Joonis 2. Rahvastik tegevuspiirangu olemasolu ja vanuse jargi, 2011
Figure 2. Population by existence of activity limitations and age, 2011
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Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Kaigist tegevuspiiranguga inimestest pidas oma igapaevategevusi suurel maaral piiratuks 49% ja
mdddukalt piiratuks 51% rahvastikust. Vanuse tbustes oluliste piirangutega inimeste osatahtsus
piirangutega inimeste koguhulgas uldjuhul kasvab. Mdningane langus on vaid alla 25-aastaste
hulgas, kus vanuse tbustes lisandub m&dduka tegevuspiiranguga inimesi rohkem kui olulise
piiranguga inimesi. Enamikus vanuserihmades on tegevuspiiranguga meeste hulgas suhteliselt
rohkem oluliste piirangutega inimesi (ja vahem modddukate piirangutega) kui naiste hulgas.
Olukord muutub vastupidiseks alles parast 80. eluaastat. Et kdige vanemates vanuseriihmades
Uletab oluliste tegevuspiirangutega naiste arv meeste oma margatavalt, on kokkuvéttes oluliste
piirangutega naisi siiski moénevorra rohkem kui mehi.

Kdllalt paljude inimeste igapaevategevus on tervise tdttu rohkem véi véhem piiratud juba noores
vOi keskeas. Alla 15-aastastest on olulisi tegevuspiiranguid 2%-| ja mdddukaid piiranguid 4%-I.
15-64-aastastest esineb olulisi tegevuspiiranguid ligi 10%-l ja méddukaid 13%-l. Seega on
markimisvaarne hulk tooealisi inimesi, kelle terviseseisund takistab neid tootamast. Peale selle
sbltuvad olulise tegevuspiiranguga inimesed suurel maaral teiste abist ja sotsiaalsetest tugi-
susteemidest.
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Igapadevategevustes piiratud inimesed paéritolu jargi

2011. aasta rahvaloenduse kohaselt olid 75,2% Eesti rahvastikust pdlis- ja 24,3% valispéaritolu
elanikud. Paritolu ei dnnestunud kindlaks teha 0,5% elanikel. Eesti pdliselanikud on need, kelle
vahemalt Uks vanem ja vahemalt (ks vanavanem on siindinud Eestis. Valisparitolu rahvastiku
hulka on arvestatud nii esimene, teine kui ka kolmas pdlvkond (vastavalt 12,7%, 7,6% ja 4,0%
kogurahvastikust).

2011. aasta |6pus Uletas valisparitolu inimeste mediaanvanus pdlisrahvastiku oma margatavalt
(vastavalt 50 ja 37 aastat), sest suur osa ndukogude ajal sisserdnnanute arvukast pdlvkonnast oli
joudnud kdige eakamatesse vanuserihmadesse (tabel 2). Nii suur vanusjaotuse erinevus
peegeldub arusaadavalt nende rahvastikurihmade tervisenaitajates, sh tegevuspiiranguga
inimeste osatdhtsuses. Valisparitolu elanikel on tegevuspiiranguid marksa sagedamini kui
pdliselanikel (tabel 3). 30% tegevuspiiranguga inimestest on valisparitolu (ile 108 000 inimese).
Sagedaimini esineb tegevuspiiranguid k&ige eakamatel, esimese pblvkonna valisparitolu
inimestel, kellest tervise téttu on piiranguid ligi pooltel (47%). Méddukalt piiratute arv (ligi 55 000)
Uletab vélisparitolu rahvastikul vaid napilt oluliste piirangutega inimeste oma (53 550)°.

Tabel 3. Polis- ja valispéaritolu rahvastik tegevuspiirangu olemasolu ja soo jargi, 2011
Table 3. Native and immigrant population by existence of activity limitations and sex, 2011
(protsenti — percentages)

Piiratuse maar Pdlisrahvastik Valisparitolu rahvastik Extent of limitations
Native population Immigrant population
Kokku Mehed Naised Kokku Mehed Naised
Total Males Females Total Males Females
Kogurahvastik Total population
Kokku 100,0 100,0 100,0 100,0 100,0 100,0 Total
Tegevuspiiranguga 25,6 23,9 27,2 34,5 29,2 38,6 Persons with activity
inimesed limitations
olulise piiranguga 12,4 11,4 13,3 17,0 14,1 19,3  with severe
limitations
mddduka piiranguga 13,3 12,5 13,9 17,5 15,1 19,3  with moderate
limitations
Tegevuspiiranguta 72,6 74,0 71,4 64,7 69,8 60,7 Persons without
inimesed activity limitations
Piiratus teadmata 1,8 21 1,4 0,8 1,1 0,7 Existence of
limitations unknown
Vahemalt 16-aastased Population aged 16+
Kokku 100,0 100,0 100,0 100,0 100,0 100,0 Total
Tegevuspiiranguga 30,4 28,6 32,0 36,5 31,0 40,7 Persons with activity
inimesed limitations
olulise piiranguga 14,9 13,9 15,8 18,1 15,1 20,4  with severe
limitations
mdoduka piiranguga 15,5 14,7 16,2 18,4 16,0 20,3  with moderate
limitations
Tegevuspiiranguta 67,7 69,0 66,5 62,7 67,9 58,7 Persons without
inimesed activity limitations
Piiratus teadmata 1,9 2,4 1,5 0,8 1,1 0,6 Existence of

limitations unknown

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

@ Siinkohal ei ole téapsemalt anallitsitud valisparitolu elanike eesti keele oskust, kuid tegevuspiirangute tekkes vdib oluline
osa olla teabe kattesaadavusel, mis keelebarjaari téttu voib sellel osal rahvastikust olla takistatud.
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Eriti suured erinevused pdlis- ja valisparitolu rahvastikus torkavad silma naiste puhul —
tegevuspiiranguid Utles endal olevat 27,2% pdlis- ja 38,6% valisparitolu naistest (erinevus ule 11
protsendipunkti®). Sama néitaja erineb meestel vaid iile 5 protsendipunkti. Valisparitolu naistel on
tegevuspiiranguid sagedamini kui poliselanikest naistel kdigis vanuseriihmades alates umbes
40. eluaastast — keskealistel on rohkem eelkdige méddukad tegevuspiirangud, vanemas eas on
margatavalt enam olulisi tegevuspiiranguid. Et kesk- ja vanemaealiste valisparitolu elanike hulgas
on naiste osatahtsus suurem kui sama vanade pdliselanike seas, ongi tegevuspiiranguga naiste
osatahtsus kdnealuses riihmas markimisvaarselt suur. Tegevuspiiranguga meeste osatahtsuse
vordlemine vanuserihmiti naitab, et méddukate tegevuspiirangute esinemissageduses pdlis- ja
valisparitolu meestel margatavaid erinevusi ei ole. Olulisi tegevuspiiranguid on 50-69-aastastel
polisparitolu meestel rohkem kui valisparitolu meestel, parast 75. eluaastat on olukord
vastupidine. Kokkuvéttes on inimeste endi hinnangute pdéhjal valisparitolu elanike igapaeva-
tegevus tervise t6ttu rohkem piiratud kui poliselanikel, v.a 50-69-aastatel meestel. Selline olukord
viitab Uhelt poolt sellele, et neis rahvastikurihmades ja piirkondades, kus vanemaealised on
Ulekaalus, on tegevuspiiranguga inimeste osatahtsus oluliselt suurem, ning teiselt poolt nduab
tahelepanu meetmetele, mis aitaksid leevendada vanemaealiste tegevuspiirangute ulatust.
Sedalaadi meetmete hulka kuulub nii digete teavituskanalite valik kui ka igapdevategevusteks
vajaliku kdrvalabi kattesaadavus. Valisparitolu elanike vanemal pdlvkonnal vdib ligipadasetavust ja
kattesaadavust piirata ka puudulik eesti keele oskus.

Tegevuspiiranguga inimeste haridustase

Uks olulisemaid naitajaid puudega inimeste 16imumisel on nende haridustase. Haridustase on
omamoodi suurema teadlikkuse méddupuu, mis annab inimesele véimaluse teha oma eluteel
valikuid ja olla teadlik sellest, milliseid tulemusi vdib oodata. K&ikides tervisega seotud néitajates
mangib haridustase olulist rolli, olles paljudel juhtudel lks peamisi tegureid, mis vdimaldab
inimesel panustada tervislike kaitumisharjumuste valjakujundamisse, olla teadlik oma digustest
ning saada vajalikke toetusi ja abivahendeid. Samuti on haridustase oluline té6oskuste
kujundamisel ja t66turul hakkamasaamisel. Seetottu on Euroopa Liidu puudega inimeste
strateegia 2010-2020 Uks eesmarke tagada igapaevategevustes piiratud inimestele véimalikult
kérge haridustase ja dppimisvdimaluste kattesaadavus kdigil haridustasemetel, sh tdiendus-
oppes. (Euroopa ... 2010)

Tegevuspiiranguga inimeste vordlusest haridustasemeti ilmneb, et need, kel on igapaeva-
tegevustes piiranguid, on vdrreldes piiranguteta inimestega omandanud rohkem haridust koos
kutsega (tabel 4). Kutseharidus on oluline just seetdttu, et véimaldab piirangutega inimesel voi
piirangute tekkel hilisemas eas oma oskusi iseseisvaks toimetulekuks paremini rakendada, ent
see on oluline ka t66turul oma nisi leidmiseks. Meeste hulgas on igas vaadeldavas rahvastiku-
rihmas podhihariduse ja kutsega inimesi peaaegu kaks korda rohkem kui naiste hulgas.
Keskhariduse baasil kutse omandanutel sellist soolist I16het ei ole. Teiste haridustasemete puhul
on koikides rahvastikurihmades, v.a pdhi- vdi sellest madalama haridusega inimeste seas
Ulekaalus naised. Et oluliste tegevuspiirangutega inimesed on keskmiselt vanemad kui médduka
tegevuspiiranguga voi piiranguta inimesed, on arusaadav, et nende riilhmas domineerib just
viimati nimetatud haridustase. Samuti on teada, et oluliste tegevuspiirangutega inimeste hulgas
domineerivad eluea vahe téttu naised. Ajalooliselt on vanemate naiste seas olnud suurem pd&hi-
vbi sellest madalama haridusega naiste osatdhtsus. Seetdttu on oluliste tegevuspiirangutega
naistest rohkem kui kolmandikul pdhi- voi sellest madalam haridus. M&ddukate tegevus-
piirangutega ja piiranguteta inimeste puhul on madalaimas haridusrihmas rohkem esindatud
mehed.

2 Valisparitolu elanike mediaanvanus on oluliselt kdrgem kui péliselanikel (tabel 2) igas tegevuspiirangu riilhmas. Et vanemas
eas kujunevad tegevuspiirangud kiiremini, seletab see ka osaliselt kahe rahvastikuriihma naiste nii suurt erinevust
(valisparitolu naised on oluliselt vanemad kui pdlisrahvastiku naised).
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Tabel 4. Ule 10-aastaste haridustase soo ja tegevuspiirangu olemasolu jargi, 2011
Table 4. Educational attainment of population aged 10+ by sex and existence of activity
limitations, 2011

(protsenti — percentages)

Uldpéhi-  P&hi-véi  Uldkesk- Kesk- Kérg-  Haridus-
voi sellest sellest haridus  haridus ja haridus tase
madalam  madalam kutse teadmata
haridus  haridus ja
kutse
Lower Lower Upper Upper Higher Educational
secondary secondary secondary secondary education attainment
orless orless with unknown
with vocational
vocational training
training
Kokku Total
Piiranguteta 23,3 &1 18,3 22,7 32,5 0,1 Without
limitations
Oluliste 32,0 9,0 15,5 22,1 20,3 1,1 With severe
piirangutega limitations
Moddukate 22,1 6,5 17,4 247 29,2 0,1 With moderate
piirangutega limitations
Mehed Males
Piiranguteta 26,3 4,4 18,2 25,9 25,1 0,1 Without
limitations
Oluliste 28,6 12,9 14,6 24,5 18,2 1,2  With severe
piirangutega limitations
Mo&ddukate With moderate
piirangutega limitations
Naised Females
Piiranguteta 20,5 2,0 18,4 19,8 39,2 0,1 Without
limitations
Oluliste 34,4 6,3 16,2 20,5 21,7 1,0 With severe
piirangutega limitations
Mbéddukate 22,0 4,6 17,8 22,7 32,7 0,1 With moderate
piirangutega limitations

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Kdigis vaadeldavates rahvastikurihmades on kdrgharitud naisi rohkem kui mehi. Eestis on sellele
haridustasemele iseloomulikud kaks suurt I6het. Vaid kdige vanemates vanuserihmades (ile
70-aastastel ehk enne 1940. aastaid stindinutel) on meestel kdrgharitute osatahtsus suurem kui
naistel. Kdigis alla 70-aastaste vanuseriihmades on nii kogurahvastiku kui ka tegevuspiiranguteta
inimeste puhul naisi rohkem kui mehi. Tegevuspiiranguta inimeste hulgas on kdrgharidusega
naisi Ule kolmandiku vdrra rohkem kui mehi. Oluliste tegevuspiirangutega inimestel sellist
haridusldhet naiste ja meeste vahel ei ole, mis viitab Uhelt poolt sellele, et nende (iks piirangutest
on ka edasidppimisvdimaluste piirang, ja teiselt poolt sellele, et madalama haridustaseme ja
vahese teadlikkuse téttu véivad ilmneda takistused, mis piiravad teenuste ja tugisiisteemide
kattesaadavust. Teine sama suur I6he kui meeste ja naiste vahel valitsebki just oluliste piirangu-
tega ja piiranguteta inimeste vahel. Eriti suur on I6he naistel — oluliste piirangutega naiste hulgas
on kérgharituid tle 40% vahem kui tegevuspiiranguteta naiste hulgas.

Euroopa konkurentsivdime kavas aastateks 2010-2020 on pustitatud eesmark, et aastaks 2020
peaks korgharidusega inimeste osatdhtsus vanuseriihmas 30-34 olema vahemalt 40%.
Eesmargiga on silmas peetud eeskatt haridusliku ebavdrdsuse ja soolise I6he vahendamist. Eesti
on selle eesmargi saavutamise seadnud 2015. aastaks (Eesti 2020 ... 2012). 2011. aastal oli
kogurahvastikus 30—34-aastastele seatud eesmark juba Uletatud (42,3%), kuid meeste puhul jai
eesmargist veel oluliselt puudu. Meeste vastav naitaja on 2011. aasta rahvaloenduse kohaselt
31,7%. Kui vbiks eeldada, et Uhiskonna arenedes tegevuspiiranguga inimeste hariduslik 16he
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vaheneb, siis 2011. aasta rahvaloenduse tulemustele toetudes seda vaita ei saa. 30-34-aastaste
rihmas Uletab koérgharitute osatdhtsus piiranguteta inimeste seas (45,2%) oluliste tegevus-
piirangutega inimeste oma (19,7%) juba rohkem kui kaks korda. Mdddukate tegevuspiirangutega
inimestele on kdrghariduse kattesaadavus paranenud ja naiste hulgas on vastav Eesti eesmark
Uletatud — kdrgharidusega on 46% moddukate piirangutega 30—34-aastastest naistest. Seetbttu
torkab eriti hasti silma, et mdddukate tegevuspiirangutega inimeste seas on vastava
haridustasemega meeste ja naiste osatdhtsuse vahe isearanis suur ning uletab Eesti keskmist
piiranguta inimeste naitajat. Nii suured 16hed rahvastikurihmade vahel piiravad Eesti konkurentsi-
vbimet olulisel maaral, mistdttu eraldi eesmark peaks olema kdrghariduse kattesaadavaks
tegemine nii meestele kui ka tegevuspiiranguga inimestele. Tegevuspiirangutega inimeste puhul
algab see ligipdasetavuse, abivahendite ja tugiisikute tagamisest, aga ka laiemalt kérghariduse ja
mitmesuguste 6ppeainete omandamisel tekkivate takistuste kdrvaldamisest.

Kdrgharidusega inimeste osatahtsus rahvastikus on suurel maaral seotud teise konkurentsivdime
kavas eesmargiks seatud naitajaga, mis puudutab hariduse kattesaadavust esimestel
haridusastmetel. See néaitaja on varajastel haridusastmetel koolist valjalangenute osatahtsus.
Eesti on seadnud eesmargiks vahendada 18-24-aastaste vanuseriihmas pd&hikoolist valja-
langenute hulka 2015. aastaks 11%-ni ja 2020. aastaks 9,5%-ni (Eesti 2020 ... 2012). K&esoleva
kogumiku jaoks ei olnud Haridus- ja Teadusministeeriumil véimalik selle naitaja kohta teavet
anda, sest regulaarset ja taielikku isikupohist teavet hariduslike erivajadustega inimeste dppes
osalemise kohta kdigil tasemetel ministeeriumil ei ole. Samuti ei ole haridusslisteemis eraldi
teavet hariduslike erivajadustega inimeste ja nende O&ppimise vobi véljalangevuse kohta eri
haridusastmetel. P&hikoolist valjalangevus on (ks olulisemaid naitajaid nii soolise haridusldhe
seirel kui ka tegevuspiiranguga inimeste hariduse kattesaadavuse hindamisel.

Selle naitaja esitamiseks on Statistikaamet sidunud Eesti t66jou-uuringu (ETU) andmed Sotsiaal-
kindlustusameti andmetega ametlikult registreeritud puude voéi t66véimekaoga inimeste kohta.
Neil aastatel, kui ETU-s on olnud tervisemoodul, on vdimalik esitada ka naitaja nende inimeste
kohta, kel oli enda hinnangul todga seotud tegevuspiirang. Tabelist 5 selgub, et kui
kogurahvastiku tasemel on Eesti konkurentsivdime kavas seatud eesmargile olulisel maaral
ldhemale joutud ja pohiharidusest valjalangenute osatahtsus 18-24-aastaste hulgas vahenes
2013. aastaks 9,9%-ni (2020. a eesmark 9,5%), siis tegevuspiiranguga (puude vdi t66voime-
kaoga) inimeste valjalangevus on vorreldes 2008. aastaga suurenenud. Léhe ametliku puudega
inimeste ja kogurahvastiku vahel on selle naitaja puhul neljakordistunud — 40% puudega
inimestest vanuses 18-24 on pdhihariduse omandamise pooleli jathud. Rohkem kui kolmekordne
I6he on ka 18-24-aastaste t66vdimekaoga inimeste ja sama vanuserihma kogurahvastiku vahel.
Arengusuund viitab sellele, et viimaste hariduspoliitiliste muutustega on koolistiisteemis hakanud
tekkima uued takistused ka pdhihariduse omandamisel ning nende takistustega tegelemine ja

Tabel 5. Varakult koolist lahkunute osatdhtsus 18-24-aastaste hulgas, 2008—2013
Table 5. Share of early school leavers among 18—-24-year-olds, 2008-2013
(protsenti — percentages)

2008 2009 2010 2011 2012 2013

Ametliku puudega 31,8 29,4 30,3 43,4 39,7 40,0 Persons with registered
inimesed disabilities

10-100% 32,1 28,3 24,9 33,4 31,9 34,5 Persons with a 10-100%
téovoimekaoga loss of capacity for work
inimesed

40-100% 32,5 28,7 25,7 34,7 32,3 35,1 Persons with a 40-100%
tédvdimekaoga loss of capacity for work
inimesed

Tootegevuspiiranguga 31,9 32,82 - 29,22 - — Persons with work activity
inimesed limitations
18-24-aastased kokku 14,4 13,9 1,1 10,5 10,2 9,9 18-24-year-olds, total

? Eesti td6jéu-uuringu kahe aasta keskmine.
? The average of two years according to the Estonian Labour Force Survey.

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board
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Tegevuspiiranguga inimesed piirkonniti

Tegevuspiiranguga inimeste osatahtsus maakonna rahvastikus erineb maakonniti palju. Kdige
rohkem on tegevuspiiranguga inimesi Pdlva (43,1%), Jogeva (38,1%), Voru (37,2%), Valga
(36,6%) ja Ida-Viru (35,8%) maakonnas, kobige védhem Harju (22,0%) ja Rapla (26,8%)
maakonnas. Olulise tegevuspiiranguga inimeste osatahtsus erineb maakonniti ligi kolm korda
(Harjumaal 9,4% ja Pdlvamaal 26,9%), mdddukate tegevuspiirangute inimeste puhul on naitaja
erinevus poole vaiksem (Harjumaal 12,6% ja Ida-Virumaal 17,9%). Maakondade jarjestus
tegevuspiiranguga inimeste osatahtsuse alusel Uhtib suures osas kd&igi ja oluliste tegevus-
piirangute puhul, mdéddukate piirangute puhul on jarjekord teine.

Nii suurte maakondlike erinevuste pdhjusi on ilmselt mitu. Osa maakondade puhul tulevad
erinevused maakondade vanuskoosseisust. Naiteks rahvastiku mediaanvanus on Usna madal
Harju (38 aastat) ja Rapla (41) maakonnas ning kdrge Pdlva (45), Jogeva (45), Voru (44), Valga
(44) ja Ida-Viru (46) maakonnas, kus ka tegevuspiiranguga inimesi on kdige rohkem. Mitmes
Kagu-Eesti maakonnas, Ida-Virumaal ja J6gevamaal on pikemat aega olnud kérge t66tuse maar,
mis on pannud rohkem t66tuid terviseprobleemidega inimesi taotlema puude- ja/voi t6ovoimetus-
toetusi. Need, kellel on ametlikult tuvastatud puue vdi t6dvdimetus, markisid tegevuspiirangu
olemasolu tihti ka loendusel. Torkab silma, et kehvemate tervisenditajatega maakondades on
juba nooremates eariihmades tegevuspiiranguga inimesi suhteliselt rohkem kui teistes maa-
kondades. Naiteks on Pdlvamaal kaks korda enam alla 15-aastasi tegevuspiiranguga lapsi kui
Harjumaal (vastavalt 9% ja 4,5%). Téoealiste ehk 15—64-aastaste puhul erineb nimetatud néaitaja
nendes maakondades lle kahe korra (Pdlvamaal 38,4% ja Harjumaal 17,7%). Tegevus-
piiranguga té6ealiste suurem osatahtsus on iseloomulik teistelegi maakondadele, kus on keskmi-
sest enam tegevuspiiranguga inimesi; laste ja kogurahvastiku naitajates vaga selget seost ei ole.
Eeldeldust nahtub, et maapiirkondadest Tallinnasse ja selle imbrusesse ei ole kolinud liksnes
noored, vaid ka uldiselt tervemad inimesed kdikidest vanuserihmadest.

Kohalikes omavalitsustes on konealused erinevused veelgi suuremad kui maakondades:
tegevuspiiranguga inimeste osatahtsus varieerub 10,9%-st (Ruhnu vald) 61%-ni (Peipsiaare
vald). Nagu maakondadeski varieerub nimetatud naitaja omavalitsustes rohkem oluliste tegevus-
piiranguga inimeste puhul, médduka tegevuspiiranguga inimeste naitajad jaotuvad Uhtlasemalt
(kaardid 1 ja 2). Vaga suur on olulise tegevuspiiranguga rahvastiku osatahtsus Kagu-Eesti,
Jégevamaa, Kirde-Eesti ning osaliselt ka Viljandi- ja Tartumaa valdades ning mdnes linnas
(Mustvee, Mbisakila, Kallaste, Narva-Joéesuu jt).

Maiste ,maarahvastik® sisu on viimasel ajal Eestis ménevdrra teisenenud — see hélmab elanikke
nii mahajaetud daremaadel kui ka Tallinna Umbruse uusrajoonides, mis on pigem linnalist tudpi.
Kui jagada inimesed siiski traditsiooniliselt linna- ja maaelanikeks, selgub, et maa-asulates elab
tegevuspiiranguga inimesi mdénevoérra rohkem kui linnas (vastavalt 29,1% ja 27,2%). Maa-
asulates on suurem just olulise tegevuspiiranguga inimeste osatdhtsus — peaaegu kdigis
vanuseriihmades, kuid eriti parast 50. eluaastat. Maal elavad mehed on kehvema tervisega kui
maanaised — kdigist olulise tegevuspiiranguga meestest elab maal 40%, naistest 33,5%.
Mo&ddukalt piiratute osatéhtsus on maal pisut vaiksem kui linnas.
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Kaart 1. Olulise tegevuspiiranguga inimeste osatdhtsus maakonna voi omavalitsusiiksuse
rahvastikus, 31.12.2011

Map 1. Share of population with severe activity limitations by county and local government unit,
31 December 2011

Omavalitsusiiksused
Local government units

Maakonnad

Counties
100km

Olulise tegevuspiiranguga rahvastik, % © 50km

Population with severe activity limitations, % ___ Maakonna pir / Border of county

.| 0,0-13,9(65) — Valla piir / Border of rural municipality

[ 14,0-19,4 (77) O Omavalitsuslik linn /City with municipal status
I 19,5-27,2(57) O Vald pindalaga alla 10 km?

B 27,3 -43,5(27) Rural municipality with an area smaller than 10 km®

Kaart 2. M66duka tegevuspiiranguga inimeste osatdhtsus maakonna voi
omavalitsusiiksuse rahvastikus, 31.12.2011

Map 2. Share of population with moderate activity limitations by county and local government
unit, 31 December 2011

Maakonnad Omavalitsustksused
Counties Local government units

.’

Mb&dduka tegevuspiiranguga rahvastik, % o
Population with moderate activity limitations, %

[ ] 91-129(36) —— Maakonna piir / Border of county

[ 113,0-152(74) —— Valla piir / Border of rural municipality

[ 15,3 -17,9(87) O Omavalitsuslik linn / City with municipal status

I 18,0 - 24,1 (29) O  Vald pindalaga alla 10 km?/ Rural municipality with an area smaller than 10 km?
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Asutusleibkondade elanikud

Tegevuspiiranguga inimesed, eriti need, kellel on oluline tegevuspiirang, séltuvad paratamatult
teiste abist. Seetéttu on vaja teada, kui paljudele pakuvad abi oma perekond véi lahisugulased ja
kui paljudel juhtudel osutab abi ja hooldust asutusleibkond. Asutusleibkonnana ké&sitletakse
asutusi, mis tegutsevad aasta ringi 00paev labi ja vdimaldavad seal elavatele inimestele
Ulalpidamist — majutust, toitu ja vajaduse korral ka hooldust ja ravi (nt asenduskodu, hooldekodu).
Arvestamata kinnipidamisasutustes viibijaid, samuti vaikesearvulist rihma haridusasutustes
(kasvatusraskustega laste erikoolides) viibijaid, kelle asutusse paigutamine ei ole seotud tervise
ega hooldamisvajadusega, elas 2011. aasta 16pus asutusleibkondades 11 190 inimest (0,86%
kogurahvastikust), kellest suurem osa olid tegevuspiiranguga. Asutusleibkondades elavate
inimeste osatahtsust on véimalik vorrelda ka eelmise, 2000. aasta rahvaloendusega. Tookord
viibis haridus-, kinnipidamis- ja militaarasutusi arvestamata asutusleibkondades 8351 inimest ehk
0,61% kogurahvastikust. 2011. aastal olid 54% asutusleibkondade elanikest naised. Valdavalt
elavad asutustes kdige eakamad inimesed ja vanuse tbustes asutusrahvastiku osatahtsus
kogurahvastikus suureneb (tabel 6). Siiski on asutuste osa inimeste toimetuleku tagamisel Eestis
vaga vaike, sest enam kui 175000-st olulise tegevuspiiranguga inimesest elab
asutusleibkondades alla 8000 ehk 4,5% (koos kinnipidamisasutustes viibijatega 4,6%).
2000. aastal elas neist, kes Utlesid, et neil on ametlik puue, asutusleibkondades 5,1%.

Tabel 6. Asutusleibkondades elavate inimeste osatidhtsus kogurahvastikus soo ja vanuse
jargi, 2000 ja 2011

Table 6. Share of population living in institutional households by sex and age, 2000 and 2011
(protsenti — percentages)

Vanus 2000 2011
Age Kokku Mehed Naised Kokku Mehed Naised
Total Males Females Total Males Females
Kokku 0,6 0,6 0,6 0,9 0,9 0,9
Total
0-9 0,3 0,4 0,3 0,3 0,3 0,2
10-19 0,5 0,6 0,4 0,6 0,7 0,5
20-29 0,3 0,3 0,2 0,3 0,4 0,2
30-39 0,3 0,4 0,2 0,4 0,4 0,3
40-49 0,4 0,5 0,3 0,5 0,6 0,3
50-59 0,6 0,8 0,4 0,7 1,0 0,5
60-69 0,8 1,1 0,6 1,1 1,6 0,7
70-79 1,4 1,3 1,4 1,9 2,4 1,6
80+ 4,2 2,5 4,7 54 3,9 59

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

80% asutusleibkondade elanikest olid tegevuspiiranguga (kokku 8900 inimest), sh 70% olulise
piiranguga (ule 7800 inimese). Tabelist 7 on naha, et oluliste tegevuspiirangutega lapsi on
asutusleibkondades suhteliselt vahe, vanemates eariihmades aga on nende osatahtsus lle 75%.
Tegevuspiiranguta inimesi oli asutuses ligi 13%, neist enamik elas hoolekandeasutuses (sh laste-
ja noortekodud), kuid neid oli ka usuasutustes jms. Kahjuks jai margataval osal (7,6%)
asutusleibkondade elanikel tegevuspiirangu kohta kaiv kiisimus rahvaloendusel vastamata, kuid
voib eeldada, et just neil on tervisest tingitud piirangud suuremad ja neid voib tulevikus kasitleda
koos tegevuspiiranguga inimestega.

Et enamik asutusleibkondades elavatest inimestest on olulise tegevuspiiranguga, on huvitav
vorrelda selle kdige rohkem abi vajava rilhma soo-vanuskoosseisu tavaleibkondade omaga.
Vordlus naitab, et meeste osatahtsus asutusleibkondades elavate olulise piiranguga inimeste
hulgas on mdnevérra suurem (45%) kui tavaleibkondades (41%). Seejuures on asutus-
leibkondades meeste osatahtsus suurem kui tavaleibkondades enamikus vanuserihmades kuni
80. eluaastani. Olulise tegevuspiiranguga meeste vanusjaotus on asutus- ja tavaleibkondades
Usna sarnane, asutustes elavad olulise tegevuspiiranguga naised aga on keskmiselt palju
vanemad kui tavaleibkondades. Vahemalt 65 aasta vanused on 73% asutusleibkondades
elavatest olulise tegevuspiiranguga naistest ja 58% tavaleibkondade naistest.
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Tabel 7. Olulise tegevuspiiranguga inimeste osatdhtsus asutusleibkondades soo ja
vanuse jargi, 2011

Table 7. Share of persons with severe activity limitations among the population living in
institutional households by sex and age, 2011

(protsenti — percentages)

Vanus Kokku Mehed Naised
Age Total Males Females
Kokku 70,2 69,7 70,7
Total

0-9 21,0 20,5 21,6
10-19 231 25,5 19,4
20-29 68,0 68,5 67,2
30-39 71,0 74,2 66,0
40-49 72,8 74,5 69,9
50-59 77,9 80,0 74,0
60-69 76,5 76,2 77,0
70-79 76,5 75,2 77,5
80+ 75,6 78,1 75,0

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

2011. aasta rahva ja eluruumide loendus on vdimaldanud esimest korda Eestis anda
tegevuspiiranguga inimeste kohta infot eri aspektides ja vorrelda neid teistega. Selle eelis
kisitlusuuringute ees on nimetatud rahvastiku taielik kaetus, mis voimaldab esile tuua ka neid
erinevusi, mis uuringuvalimite vaiksuse tottu tavaliselt esitamata jaavad (kdérghariduse
omandamine, elukoht, paritolujargne jaotus, kd&ik vanuserihmad jmt). Tegevuspiiranguga
inimeste vordlus tegevuspiiranguteta inimestega naitab, kus on nende erinevused kdige
suuremad, ja selle alusel on vdimalik asuda otsima lahendusi tegevuspiiranguga inimeste
barjaaride uletamiseks ja erinevuste vahendamiseks.

Allikad
Sources

Eesti 2020 — eesmargid. (2012). [www] https://riigikantselei.ee/et/eesti-2020-eesmargid
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The population with activity limitations according to census data

The 2011 Population and Housing Census (PHC 2011) is one of the data sources that provides
data on the entire population and allows a comparison of persons with activity limitations and
persons without such limitations. This kind of an analysis leads to a better understanding of the
inequality faced by people with limitations in their daily activities. As mentioned in the previous
chapter, the question about activity limitations in PHC 2011 was similar to the question included
in the Estonian Social Survey. Therefore, the data analysed in this chapter form the main link with
the trends outlined by surveys.

According to the 2011 census, about 360,000 Estonian residents (27.8% of the population) suffer
from health-related limitations in daily activities. Almost a half of them have severe limitations
(Table 1, p. 41). The number of people with moderate activity limitations exceeds the number of
people with severe limitations by only 8,800. Activity limitations are more frequent among women
(30% of females and 25% of males reported activity limitations), which can mostly be explained
by the significantly higher female life expectancy. Women constitute a little over a half (62%)
of the healthy population (persons without activity limitations), but their share is 58% among the
population with activity limitations and slightly higher among the population with severe
limitations.

In Estonia, older people constitute a significantly bigger share of the population with activity
limitations, compared to other age groups. Table 2 (p. 42) shows that the median age® of persons
with activity limitations is 60, which is 20 years higher than the median age of the total population
and 27 years higher than the median age of persons without activity limitations. Persons with
severe activity limitations are considerably older than persons with moderate limitations,
which indicates that severe limitations in daily activities develop at an advanced age. As in the
total population, the median age of males is lower than the median age of females in all groups
classified by the level of activity limitations. The data reveal a trend whereby the difference
between the median age of women and men is smaller in healthier population groups.
The difference between the median age of women and men is only 3 years in the group without
activity limitations, 9 years in the group with moderate limitations and 11 years in the group with
severe limitations. This indicates that men with activity limitations have a significantly shorter life
expectancy than women with activity limitations — the same applies to the population in general,
but the gap between female and male life expectancy is even bigger in this group.

The absolute number of persons with activity limitations increases with age but starts to decrease
again after the age of 75 (the age of 65 in the case of men) in line with the general decrease in
the size of the population in these ages (Figure 1, p. 42). The deviation from this trend is the
biggest in the group of people who were 65—69 years old at the end of 2011 and belong to the
smaller generation born during World War Il. In the younger age groups, there are more males
than females with activity limitations; the difference is the biggest in the age group 20-24 where
males constitute 59% of all persons with activity limitations and as much as 63% of persons with
severe limitations. This reflects the prevalence of high-risk behaviour among young men, which

@ The preparation of this article was supported by the research grant SF0130018s11.
® Median age is the age that divides a population in two groups so that one half of the population are younger and the other
half are older than this age.
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often results in injuries and significantly increases the share of young men with activity limitations.
After the age of 45 (after the age of 50 in the case of severe limitations), women start to dominate
among the population with activity limitations and their share increases rapidly with age.
By the aforementioned age, the large gap between female and male life expectancy has had
a significant impact on the ratio of sexes. Women develop various activity limitations caused by
health issues and chronic illness, which increasingly restrict their participation in the society, but
their life expectancy is much longer because women pay more attention to their health and visit
the doctor more regularly.

Among all people with activity limitations, 49% said that their everyday activities were severely
limited and 51% said that their activities were moderately limited. The share of persons with
severe limitations in the population with activity limitations generally increases with age (Figure 2,
p. 43). A slight decrease can only be observed in the case of under-25-year-olds — with each age
group the share of persons with moderate limitations grows more than the share of persons with
severe limitations. In most age groups, the share of persons with severe limitations is bigger (and
the share of persons with moderate limitations is lower) among males than among females with
activity limitations. The trend is reversed after the age of 80. Since the number of females with
severe activity limitations is considerably higher than the corresponding number of males in the
oldest age groups, there are somewhat more females with severe limitations in absolute terms.

There is a notable amount of people who experience health-related limitations in daily activities
already in their youth or middle age. In the age group 0-14, 2% have severe and 4% have
moderate activity limitations. Among 15—-64-year-olds, about 10% have severe and 13% have
moderate activity limitations. This means that there is a significant number of working-age people
whose health prevents them from being employed. Furthermore, persons with severe activity
limitations depend greatly on outside assistance and social support systems.

The population with activity limitations by origin

According to the 2011 census, 75.2% of the population of Estonia were natives and 24.3% were
immigrants. Origin could not be determined in the case of 0.5% of residents. The native
population includes persons who have at least one parent and at least one grandparent who were
born in Estonia. The immigrant population includes the first, second and third generations of
immigrants (who constitute 12.7%, 7.6% and 4.0% of the total population, respectively).

At the end of 2011, the median age of the immigrant population (60) was much higher than the
median age of the native population (37). This is related to the fact that the majority of the large
generation of Soviet-era immigrants were in the oldest age groups in 2011 (Table 2, p. 42).
Such a major difference in age structure is, of course, reflected in the health indicators of the
origin groups, including the share of persons with activity limitations. Activity limitations are much
more common in the immigrant population (Table 3, p. 44). Immigrants constitute 30%
(over 108,000 persons) of the total population with activity limitations in Estonia. Activity
limitations are the most prevalent among elderly first-generation immigrants with almost a half of
them (47%) having health-related activity limitations. In the immigrant population, the number of
persons with moderate limitations (nearly 55,000) is only slightly higher than the number of
persons with severe limitations (53,550).7

The discrepancy between the native and immigrant population is particularly noticeable in the
case of women — 27.2% of native and 38.6% of immigrant women reported activity limitations
(the difference is more than 11 percentage points’). The difference between the native and
immigrant male populations is only slightly over 5 percentage points. Compared to native women,

® This analysis does not consider the Estonian language skills of the immigrant population — access to information can play
an important role in the development of activity limitations, but this access could be restricted for this part of the population
due to the language barrier.

® The median age of the immigrant population is significantly higher than the median age of the native population (Table 2,
p. 42) in all categories of activity limitations. The development of activity limitations accelerates at an advanced age, which
partially explains the big difference between Estonian and non-Estonian women (the average age of non-Estonian women
is much higher).
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activity limitations are more common among immigrant women in all age groups starting from
about the age of 40 — there is a higher prevalence of moderate limitations in the middle-aged
population, and a greater share of elderly immigrant women with severe activity limitations.
Considering that women constitute a bigger share among the middle-aged and elderly immigrant
population than among the corresponding native population, we can understand why the share of
women with activity limitations is much higher among immigrants. A comparison of males with
activity limitations by age group indicates that there are no notable differences in the prevalence
of moderate limitations among native and immigrant males. In the age group 50-69, there are
more persons with severe limitations among native males, but the situation is reversed after the
age of 75. In conclusion, based on self-estimation, health-related activity limitations are more
common among the immigrant population than among the native population, with the exception of
50-69-year-old men. This indicates, on the one hand, that the share of persons with activity
limitations is significantly higher in the population groups and the regions where the elderly
constitute the majority. On the other hand, it highlights the need for measures that would reduce
activity limitations experienced by older people. Such measures include the use of appropriate
communication channels and the access to outside assistance in daily activities. In the case of
the older generations of immigrants, accessibility may be limited partly due to insufficient
knowledge of the Estonian language.

Educational attainment of the population with activity limitations

Educational attainment is a key indicator of the social integration of persons with disabilities.
To an extent, the level of education is an indication of the level of awareness which enables
people to make choices over the course of their life and anticipate the potential outcomes.
Educational attainment is an important element in all health-related indicators. It is often one of
the main factors that determines whether people make an effort to develop healthy habits, know
their rights and receive the necessary benefits and technical aids. Education plays an important
role in the development of professional skills and in labour market success. Therefore, one of the
objectives of the European Disability Strategy 2010-2020 is to enable persons with activity
limitations to acquire the highest possible level of education and ensure that they have equal
educational opportunities and access to them at all levels, including lifelong learning. (Euroopa ...
2010)

A comparison of persons with activity limitations by educational attainment reveals that,
compared to the population without limitations, there is a bigger share of persons who have
acquired an education combined with vocational training (Table 4, p. 46). Vocational education is
important because it enables people who have or develop activity limitations to make better use
of their skills to ensure independent coping or to find their niche on the labour market. In all
population groups considered, the share of men with lower secondary education with vocational
training is almost two times bigger than the corresponding share of women. There is no such
gender gap among the population who have attained upper secondary education with vocational
training. In the case of all other types of educational attainment, women constitute the majority in
all demographic groups, except for the population whose highest educational attainment is lower
secondary education or less. As persons with severe limitations tend to be older, on average,
than persons with moderate limitations or without limitations, it is understandable that lower
secondary education or less is the most common type of educational attainment in this group.
We also know that women hold a bigger share in the population with severe limitations due to the
difference in life expectancy. Historically, the share of women with lower secondary education or
less has been higher among older women. Consequently, more than a third of the women with
severe limitations have lower secondary education or less. In the population groups with
moderate and no limitations, men are in the majority among those with the lowest level of
educational attainment.

The share of women with higher education is higher than the share of men with higher education
in all the analysed groups. In Estonia, there are two major gaps at this level of education.
The share of men with higher education exceeds the corresponding share of women only in the
oldest age groups (the population aged 70+, i.e. persons born before the 1940s). The share of
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women with higher education is higher than the corresponding share of men in all age groups
under the age of 70, both in the total population and in the population without activity limitations.
In the population without activity limitations, the share of women with higher education is more
than a third higher than the corresponding share of men. There is no such educational gap
between women and men in the population with severe activity limitations — on the one hand,
this indicates that persons with severe limitations have limited opportunities to continue their
education; on the other hand, these persons may face barriers due to their lower educational
attainment and lack of awareness, limiting their access to services and support systems.
The second, equally large gap can be observed between persons with severe limitations and
those without any limitations. The gap is particularly wide in the case of women: the share of
persons with higher education among women with severe limitations is more than 40% smaller
than among women without activity limitations.

One target in the Europe 2020 strategy specifies that at least 40% of 30—-34-year-olds should
have higher education by 2020. The achievement of this target helps to reduce educational
inequality and the gender gap. Estonia wants to achieve this target by 2015 (Eesti 2020 ... 2012).
The target of 40% was already achieved among the total population in 2011 (42.3%), but there is
still some way to go to achieve the target among the male population. According to the 2011
census, the corresponding indicator for men was 31.7%. It is natural to assume that, as the
society develops, the educational gap will decrease for people with activity limitations. However,
this assumption was not confirmed by the 2011 census. In the age group 30-34, the share of
persons with higher education in the population without activity limitations (45.2%) is more than
two times higher than in the population with severe limitations (19.7%). There has been an
improvement in the accessibility of higher education for persons with moderate activity limitations
and Estonia has achieved the strategic target in the case of women — 46% of 30—-34-year-old
women with moderate limitations have higher education. This indicator highlights the huge gap
between the share of men and women with higher education in the population with moderate
activity limitations (it is bigger than the average gap in the population without limitations in
Estonia). Such large gaps between different population groups hinder the competitiveness of
Estonia and indicate that the accessibility of higher education for men and persons with activity
limitations should be prioritised. As for the population with activity limitations, the first step is to
ensure accessibility to technical aids and support persons. On a wider scale, it is important to
remove various barriers to the pursuit of higher education and the study of various subjects.

The share of persons with higher education is largely dependent on another target defined in the
Europe 2020 strategy, concerning the accessibility of education at lower levels. This indicator
measures the share of early school leavers. Estonia has set the target to reduce the share of
18-24-year-olds who drop out of lower secondary education to 11% by 2015 and to 9.5%
by 2020 (Eesti 2020 ... 2012). The Ministry of Education and Research was unable to provide the
relevant data for this publication. The Ministry does not have comprehensive data collected on
a regular basis regarding persons with special educational needs who are studying at different
levels of education. Also, the available data do not differentiate persons with special educational
needs at different levels of education, and thus do not allow us to determine their participation
and dropout rates. The share of early leavers from lower secondary education is one of the main
indicators for the monitoring of the gender gap in education and the accessibility of education to
persons with activity limitations.

In order to provide data on this indicator, Statistics Estonia linked the data of the Estonian Labour
Force Survey (ELFS) with the data of the Social Insurance Board on persons with registered
disabilities or registered incapacity for work. In some years the ELFS has included a health
module, which means that there are data on the population with self-reported work activity
limitations. Table 5 (p. 47) indicates that the indicator under analysis for the total population has
moved closer to the target set in the Estonia 2020 strategy and that the dropout rate from lower
secondary education fell to 9.9% of 18-24-year-olds in 2013 (the 2020 target is 9.5%).
On the other hand, the dropout rate among the population with activity limitations (disabilities or
incapacity for work) has actually increased compared to 2008. Compared to the total population,
the dropout rate is four times higher among the population with registered disabilities (40% of
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18-24-year-olds with registered disabilities have dropped out of lower secondary education)
and more than three times higher among 18-24-year-olds with a reduced capacity for work.
This trend indicates that recent education reforms have created new barriers to the attainment of
lower secondary education for these population groups. The policy-makers now face the
challenge of addressing these obstacles and finding solutions.

Regional distribution of the population with activity limitations

The share of persons with activity limitations varies a great deal between counties. The share of
persons with activity limitations is the highest in Pdlva (43.1%), Jégeva (38.1%), Véru (37.2%),
Valga (36.6%) and Ida-Viru (35.8%) counties, and the lowest in Harju (22.0%) and Rapla (26.8%)
counties. There is an almost threefold difference between the lowest and the highest share of the
population with severe activity limitations (9.4% in Harju county and 26.9% in Pdlva county).
In the case of the share of the population with moderate limitations, the difference is two times
smaller (12.6% in Harju county and 17.9% in Ida-Viru county). The ranking of counties by the
share of the population with activity limitations is largely the same in the case of all activity
limitations and severe limitations, but the ranking is different in the case of the share of persons
with moderate limitations.

There are several possible reasons for the large discrepancies between counties. In some
counties, the discrepancy is caused by the age structure of the population. For example,
the median age is relatively low in Harju (38) and Rapla (41) counties, and high in Pblva (45),
Jégeva (45), Voru (44), Valga (44) and Ida-Viru (46) counties, which are also the counties with
the highest share of persons with activity limitations. Several counties in South-Eastern Estonia
as well as Ida-Viru and J6geva counties have had high unemployment rates for a long time,
forcing more unemployed people who also suffer from health problems to apply for benefits
granted upon disability and/or incapacity for work. Persons with registered disabilities or
registered incapacity for work reported health-related limitations in the census as well. It is
notable that the counties with poorer health indicators also have relatively more people with
activity limitations in younger age groups. For example, Pdlva county has twice as many
0—14-year-olds with activity limitations as Harju county (9% and 4.5%, respectively). In the case
of the working-age population (age group 15-64), there is a more than twofold difference
between those counties, as the share of 15-64-year-olds with activity limitations is 38.4%
in Pblva and 17.7% in Harju county. The share of working-age persons with activity limitations is
also bigger in other counties that have an higher-than-average percentage of persons with
activity limitations. There is no clear correlation between the indicators for children and the total
population. All of this suggests that the people who have moved from rural areas to Tallinn and its
vicinity are not only younger but they are also healthier than the rest of their age group.

Regional differences are even more prominent when we compare local government units:
the share of the population with activity limitations ranges from 10.9% (Ruhnu rural municipality)
to 61% (Peipsidére rural municipality). As with counties, this indicator varies more in the case of
persons with severe limitations and much less in the case of persons with moderate limitations
(Maps 1 and 2, p. 49). The share of the population with severe activity limitations is very big in the
rural municipalities of South-Eastern Estonia, J6geva county, North-Eastern Estonia, in some
parts of Viljandi and Tartu counties and in some cities (Mustvee, Mbisakiila, Kallaste, Narva-
Jéesuu, etc.).

The meaning of “rural population” has changed in Estonia in recent years — it covers the residents
of both sparsely populated remote areas and new residential areas around Tallinn, which are
rather like urban settlements. If we look at the urban and rural population, it appears that the
share of persons with activity limitations in rural settlements is slightly higher than in urban areas
(29.1% and 27.2%, respectively). In particular, rural settlements have a greater proportion of
persons with severe activity limitations in almost all age groups, but especially after the age of 50.
In rural areas, men are in poorer health than women — 40% of all men and 33.5% of all women
with severe activity limitations live in rural areas. The percentage of persons with moderate
limitations in rural areas is slightly lower than in cities.
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The population of institutional households

Persons with activity limitations, especially those with severe limitations, inevitably depend on
assistance from other people. Therefore, it is important to know how many of them receive
assistance from family members or relatives and how many receive assistance and care in
institutional households. An institutional household is defined as an institution that operates 24
hours a day throughout the year and provides maintenance — accommodation, food and,
if necessary, care and treatment — for persons living there (e.g. a substitute home, a care home).
At the end of 2011, there were a total of 11,190 persons (0.86% of the total population) living in
institutional households in Estonia and the majority of them had activity limitations; this number
excludes persons incarcerated in penal institutions and the small number of persons living in
special educational institutions (schools for children with serious behavioural problems) who have
not been institutionalised due to health problems or need for care. It is possible to compare the
share of the population of institutional households with the data of the 2000 census. In 2000
institutional households accommodated 8,351 residents (0.61% of the total population), excluding
persons living in educational, penal or military institutions. In 2011 women constituted 54% of the
population of institutional households. It is mostly people in the oldest age groups who live in
institutions; the share of persons living in institutional households increases with age (Table 6,
p. 50). However, the role of institutions is extremely small in Estonia because less than 8,000 of
the more than 175,000 persons with severe activity limitations live in institutional households
(this is 4.5%, or 4.6% if we include penal institutions). According to the 2000 census, 5.1% of the
persons with registered disabilities lived in institutional households.

80% of the residents of institutional households had activity limitations (8,900 persons in total),
and 70% of them had severe limitations (over 7,800 persons). Table 7 (p. 51) shows that there
are relatively few children with severe activity limitations living in institutional households, while
the share of residents with severe limitations exceeds 75% in older age groups. About 13% of the
residents of institutional households did not have activity limitations — the majority of them lived in
social welfare institutions (incl. children’s and youth homes) but also in religious institutions,
for example. Unfortunately, a significant portion (7.6%) of the inhabitants of institutional
households did not respond to the question about activity limitations when they completed the
census questionnaire. We may assume that this group suffers from major health-related
limitations and, in the future, they might have to be taken into account when addressing persons
with activity limitations.

As the majority of people in institutional households have severe activity limitations, it is
interesting to compare the age-sex structure of this group with the population of private
households. The comparison indicates that the share of men among persons with severe
limitations is somewhat higher in institutional households (456%) compared to private households
(41%), and this applies to most age groups up to the age of 80. The age distribution of men with
severe activity limitations is quite similar in institutional and private households, but the women
with severe activity limitations living in institutions are, on average, much older than the women
with severe limitations in private households. 73% of the women with severe activity limitations in
institutional households and 58% of the women with severe limitations in private households are
aged 65 or older.

The 2011 Population and Housing Census has, for the first time in Estonia, allowed an analysis of
various indicators regarding persons with activity limitations, including in comparison with persons
without limitations. The advantage of the census over interview surveys is the full coverage of the
given population group. It enables us to focus on aspects that usually cannot be studied with
surveys due to the small sample size (e.g. participation in higher education, size of this
population by region, distribution by origin, different age groups, etc.). By comparing people with
activity limitations to the population without limitations we can determine where the gaps in the
society are the biggest. This will help us find solutions to overcome the barriers encountered by
persons with activity limitations and to reduce the inequality.
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Tegevuspiiranguga liikkmetega leibkonnad

2011. aasta rahva ja eluruumide loenduse kohaselt oli 2011. aasta 16pus Eestis ligi 600 000
tavaleibkonda. Tervelt 45% leibkondades oli tegevuspiiranguga liikmeid (tabel 1), neist veidi
rohkem kui pooltes olulise piiranguga liikmeid (peale selle vbis olla ka médduka piiranguga
likmeid). Enamasti oli viimatinimetatud leibkondades (ks olulise piiranguga liige, kuid enam kui
20 000 leibkonnas oli neid kaks, ligi 1500 leibkonnas kolm ja umbes 200 leibkonnas vahemalt
neli.

Tabel 1. Tavaleibkonnad liikmete tegevuspiirangu olemasolu ja elukoha jargi, 2011
Table 1. Private households by existence of members with activity limitations and place of
residence, 2011

Kogu Eesti Linnalised asulad Maa-asulad
Whole country Urban settlements Rural settlements
Arv % Arv % Arv %
Number Number Number

Koik leibkonnad 599 832 100,0 424 639 100,0 175193 100,0  All households
Tegevuspiiranguga 271078 452 184 986 43,6 86 092 491 Households with
likme(te)ga member(s) with
leibkonnad activity limitations

olulise 142 934 23,8 94 640 22,3 48 294 27,6 households with

tegevuspiiranguga member(s) with

likme(te)ga severe

leibkonnad limitations

mdooduka 128 144 21,4 90 346 21,3 37 798 21,6 households with

tegevuspiiranguga member(s) with

likme(te)ga moderate

leibkonnad limitations
Tegevuspiiranguta , Households with
likme(te)ga member(s)
leibkonnad without activity

limitations

Teadmata Households
tegevuspiiranguga where the
likme(te)ga existence of
leibkonnad members with

activity limitations
is unknown

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Nagu tegevuspiiranguga inimesi on ka nende inimestega leibkondi maal ménevdrra rohkem kui
linnas (vastavalt 49,1% ja 43,6%), seejuures on maal suhteliselt rohkem just olulise tegevus-
piiranguga liikmetega leibkondi. Kuues maakonnas on tegevuspiiranguga liikmeid rohkem kui

2 Artikkel on valminud uurimistoetuse SF0130018s11 toel.
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pooltes leibkondades: Pdlva (65% kdigist leibkondadest), Jogeva (59%), Voru (58%), Valga
(57%), Ida-Viru (55%) ja Viljandi (563%) maakonnas. Seevastu Harjumaal on selliseid leibkondi
37%. Oluliselt piiratud liikmetega leibkondade osatdhtsus erineb maakonniti palju (17%-st
Harjumaal 44%-ni Pdlvamaal), mdddukalt piiratud liikmetega leibkonnad jaotuvad Uhtlasemalt
(20%-st Harjumaal 25%-ni Ida-Virumaal). Maakondade jarjestamine tegevuspiiranguga inimeste
ja nende inimestega leibkondade osatahtsuse alusel annab enam-vahem samasuguse pingerea
oluliste ja koigi tegevuspiirangute puhul, méddukate tegevuspiirangute puhul erineb jarjestus
killalt palju. Uks erinevuse p&hjuseid véib olla asjaolu, et olulise tegevuspiiranguga likme(te)ga
leibkondade naitaja hélmab ka neid leibkondi, kus on nii olulise kui ka mddduka tegevus-
piiranguga liikmeid.

Et saada inimeste leibkondlikust kuuluvusest mitmekilgsemat pilti, on edaspidi esitatud andmeid
nii leibkondade kui ka nende liikmete kohta. Kui leibkonna tasandil on uuritavasse rihma
(ntolulise tegevuspiiranguga liikmetega leibkond) koondatud eri struktuuri ja suurusega
leibkonnad, milles on enamasti eri terviseseisundiga inimesi, siis leibkonnaliikme tasandil saab
kasitleda eraldi ainult Ghte terviserihma kuuluvaid inimesi ja eristada selgemalt just konkreetse
riihma eriparasid.

Tabel 2. Tavaleibkonnad suuruse ja leibkonnaliikmete tegevuspiirangu olemasolu jargi, 2011
Table 2. Private households by size and existence of members with activity limitations, 2011
(protsenti — percentages)

Leibkonna suurus Kokku  Tegevus- Olulise Mbédduka Tegevus- Household size
piiranguga tegevus- tegevus- piiranguta
likme(te)ga piiranguga  piiranguga liikkme(te)ga
leibkonnad  liikme(te)ga liikme(te)ga leibkonnad
Total Households With With Households
with member(s) member(s) with
member(s)  with severe with member(s)
with activity limitations moderate without
limitations limitations activity
limitations
Koik leibkonnad 100,0 100,0 100,0 100,0 100,0 All households
Uhe liikmega 399 37,1 36,9 37,3 41,3  with 1 member
Uksik mees 15,7 11,3 10,8 11,8 18,5 man living
alone
Uksik naine 24,2 25,8 26,1 25,5 22,8 woman living
alone
kahe likmega 28,9 34,1 36,5 31,4 25,1  with 2 members
kolme liikmega 15,9 14,9 14,3 15,7 16,9  with 3 members
nelja likmega 10,5 8,8 7.4 10,4 12,2 with 4 members
viie likmega 3,4 3,4 3,2 3,7 3,4  with 5 members
vahemalt kuue 1,3 1,7 1,9 1,6 1,0  with 6 or more
likmega members

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Suurem osa tegevuspiiranguga liikmetega leibkondadest on vaikesed: 73,3% kdigist olulise
tegevuspiiranguga likmega leibkondadest on Uhe véi kahe likmega, sama naitaja mdéddukate
tegevuspiirangute puhul on 68,7% ja tervete liikmetega leibkondade puhul 66,5% (tabel 2).
Vaikesed leibkonnad on nn riskirthma kuuluvad Uheliikmelised leibkonnad, kes ei saa arvestada
pideva korvalabiga ja peavad oma terviseprobleemidega suurel maaral ise toime tulema. Viimase
rahvaloenduse kohaselt on tegevuspiiranguga liikmetega leibkondade seas Uhe liikmega
leibkondi véhem kui tervete liikmetega leibkondade seas. See on tingitud eelkdige Uksi elavate
meeste vaikesest osatdhtsusest tegevuspiiranguga liikmetega leibkondade hulgas, Uksikuid naisi
on nimetatud leibkondade hulgas isegi mdnevorra rohkem kui tervete liikmetega leibkondade
seas. Tabelist on ndha meeste ja naiste omavahelise proportsiooni vdga suur erinevus kdne-
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alustes terviserihmades — naiste osatahtsus (ksi elavate tegevuspiiranguga inimeste seas on
margatavalt suurem kui tervetel. Uksikute meeste ja naiste osatdhtsust iga terviserlhma
leibkonnaliikmete (mitte leibkondade) seas kajastab joonis 1. Jooniselt selgub, et iksikute naiste
osatahtsus tavaleibkondades elavate naiste seas ei olene oluliselt tegevuspiirangu olemasolust.
Erinevused tegevuspiiranguga ja tervete naiste naitajates ei lleta Uheski vanuseriihmas paari
protsendipunkti ja vanusekdver on kdigil sama kujuga. Tegevuspiiranguga mehed aga elavad
vanuses 35-59 eluaastat palju sagedamini iiksi kui terved mehed. Uks nimetatud erinevuse
pbhjuseid on see, et naistel on partneriga kooselu levinud alternatiiv elada ainult koos lastega,
Uksikisadega perekondi on Eestis aga vaga vahe.

Joonis 1. Uksi elavad tavaleibkondade inimesed soo, vanuse ja tegevuspiirangu
olemasolu jargi, 2011
Figure 1. Persons living alone in private households by sex, age and existence of activity

limitations, 2011
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Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Joonis 2. Olulise tegevuspiiranguga tavaleibkonna lilkmete leibkonna keskmine suurus
s00 ja vanuse jargi, 2011

Figure 2. Average household size of members of private households who have severe activity
limitations by sex and age, 2011
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Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)
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Leibkonna keskmine suurus oleneb palju inimese vanusest ja mdnevdrra ka soost ning
peegeldab elu jooksul toimuvaid muutusi leibkonna koosseisus. Olulise tegevuspiiranguga
tavaleibkonna liikkmete keskmist leibkonna suurust illustreerib joonis 2. Nooremates vanuse-
rihmades, kus lapsed elavad enamasti koos vanematega, on leibkonna keskmine suurus
meestel ja naistel Uhesugune (joonis 2). Vanuses 25-49 aastat on olulise tegevuspiiranguga
meestega leibkonnad keskmiselt vaiksemad kui olulise piiranguga naistega leibkonnad, mille ks
pdhjuseid on Uksikute meeste suurem osatahtsus nimetatud vanuseriihmas. Parast 55. eluaastat
on olulise tegevuspiiranguga naistega leibkonnad meestega leibkondadest aga keskmiselt
vaiksemad, mis on seotud Uksikute naiste suure osatahtsusega vanemates eariihmades. Olulise
tegevuspiiranguga mehed elavad ka vanemas eas suures osas koos partneriga.

Tabel 3. Tavaleibkonnad tiiiibi ja leibkonnaliikmete tegevuspiirangu olemasolu jargi, 2011
Table 3. Private households by household structure and existence of members with activity
limitations, 2011

(protsenti — percentages)

Leibkonna tiilip Kokku Olulise Moédduka Tegevus- Household structure
tegevus- tegevus- piiranguta
piranguga  piiranguga liikme(te)ga
likme(te)ga liikme(te)ga leibkonnad
leibkonnad  leibkonnad
Total Households Households Households

with with with
member(s) member(s) member(s)
with severe with without
limitations moderate activity
limitations limitations
Koik leibkonnad 100,0 100,0 100,0 100,0 All households
Mittepereleibkonnad 41,7 39,3 39,2 42,7 Non-family households
Ghe liikmega 39,9 36,9 37,3 41,3  one-person
households
mitme liikmega 1,8 2,4 1,8 1,3  multi-person
households
Uhepereleibkonnad 56,7 58,2 58,8 56,3 One-family households
abielupaarid 30,1 34,8 33,4 27,4  married couples
lasteta 14,4 22,5 17,5 10,0 without children
vahemalt Ghe alla 10,3 53 9,7 13,1 with at least one
18-aastase lapsega child aged under 18
ainult taisealiste 54 7,0 6,3 4,3 with only adult
lastega children
vabaabielupaarid 13,6 9,7 12,8 16,0  cohabiting couples
lasteta 5,6 5,2 5,5 59 without children
vahemalt Gihe alla 71 3,3 6,2 9,3 with at least one
18-aastase lapsega child aged under 18
ainult taisealiste 0,9 1,2 1.1 0,8 with only adult
lastega children
lastega Uksikvanemad 13,0 13,6 12,6 12,8  lone parents with
children
vahemalt the alla 6,0 3,2 5,1 7,7 with at least one
18-aastase lapsega child aged under 18
ainult taisealiste 7,0 10,4 7,5 5,2 with only adult
lastega children
Mitmepereleibkonnad 1,6 2,6 2,0 1,0 Multi-family households

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)
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Tavaleibkonnad jagunevad kolme suurde rihma — mittepereleibkonnad, Uhepereleibkonnad ja
mitmepereleibkonnad. Mittepereleibkond on leibkond, mis on perekonnatuumata (nt tihe likmega
leibkond; leibkond, milles elavad vanavanem ja lapselaps). Uhepereleibkonnas on iiks ja mitme-
pereleibkonnas vahemalt kaks perekonnatuuma. Viimati nimetatud leibkondades vdib elada ka
inimesi, kes ei kuulu perekonnatuuma (nt amm véi ai). Tegevuspiiranguga likmetega leibkondade
seas on veidi rohkem Uhepere- ja mitmepereleibkondi ning vdhem mittepereleibkondi (tabel 3).
Viimastest on enamik (ihe liikmega leibkonnad, keda on kasitletud juba eespool. Mitme likmega
mittepereleibkondi on tegevuspiiranguga liikmetega leibkondade seas pisut rohkem kui tlejaénud
leibkondade hulgas.

Kuigi Uhepereleibkondi on tegevuspiiranguga liikmetega leibkondade hulgas ménevdrra rohkem
kui teisi leibkonnattiipe, on nimetatud leibkondades vahem liikmeid kui ainult tervete liikmetega
Uhepereleibkondades. Seetbttu on Uhepereleibkonna keskmine suurus tegevusepiiranguga
likmetega leibkondadel vaiksem: olulise tegevuspiiranguga liikmega Uhepereleibkonnas on
keskmiselt 2,66 inimest, mddduka tegevuspiiranguga liikmega leibkonnas 2,82 inimest ja ainult
tervete liikmetega leibkonnas 2,94 inimest. Tegevuspiiranguga liikmetega (ihepereleibkondade
hulgas on margatavalt rohkem abielupaaridega ja vahem vabaabielupaaridega leibkondi.
Erinevus tuleneb eelkdige tegevuspiiranguga inimeste oluliselt kdrgemast keskmisest vanusest —
vabaabielu on vanemaealistel vdhem levinud kooseluviis.

Olulise tegevuspiiranguga leibkonnalikmete seas on vahem abikaasa v6i vabaabielupartneriga
koos elavaid inimesi kui md6duka piiranguga ja tervete inimeste seas. Seejuures on erinevused
kooselu osatahtsuses tervetega vorreldes suuremad noorematel ja keskealistel, vanuse tdustes
erinevused vahenevad. Naiteks 30-39-aastastest tervetest tavaleibkonna likmetest elab koos
abielu- voi vabaabielupartneriga 68%, olulise tegevuspiiranguga liikkmetest vaid 44% (erinevus 24
protsendipunkti), vanuses 60-69 aastat on erinevus ainult 3,5 protsendipunkti. See, et nooremate
ja keskealiste seas on vahem kooselus olevaid inimesi, naitab, et tegevuspiirang on selles oluline
takistus. Muu hulgas on nimetatud vanuses olulise tegevuspiiranguga inimeste seas margatavalt
rohkem lahutatud inimesi, eriti meeste hulgas. Ule 60-aastaste puhul hakkab vanuse tdustes
partneriga koos elavate tervete ja tegevuspiiranguga inimeste osatdhtsus Uhtlustuma, sest
tegevuspiiranguga inimeste hulk suureneb juba koos elavate, kuid varem terved olnud inimeste
arvelt ning vanemates eariihmades Uhtlustub ka lahutatute osatahtsus eri terviserihmades.
Kehtib seaduspéara, et mida tervemad inimesed, seda sagedamini on nad kooselus — seaduslikus
abielus olijate puhul peab see paika peaaegu kdigis vanuserihmades kuni 85. eluaastani,
vabaabielus olijatel aga vanuses 25-44 eluaastat. Vabaabielus elamisele on selles vanuses
pohiliseks takistuseks just oluline tegevuspiirang, mddduka piiranguga inimeste seas on
vabaabielus olijaid ainult veidi vahem kui tervete hulgas.

Nagu eespool 6eldud, on tegevuspiiranguga liikmega thepereleibkondade seas marksa rohkem
abielupaaridega ja vdhem vabaabielupaaridega leibkondi kui tervete likmetega leibkondade
seas. Nimetatud leibkonnatliibid erinevad ka selle poolest, et tegevuspiiranguga liikkmetega
leibkondade seas on alla 18-aastaste lastega leibkondade osatahtsus palju vaiksem kui
Ulejdadnud leibkondades (tabel 3). Suures osas on see tingitud tegevuspiiranguga inimeste
oluliselt kdrgemast keskmisest vanusest, kuid ka tbsiasjast, et tegevuspiiranguga leibkonna-
likmete seas on nooremaid ja keskealisi lapsevanemaid margatavalt vdhem kui tervete
leibkonnaliikmete seas (joonis 3). Alla 18-aastaste lastega Uhepereleibkondade osatahtsus
olulise tegevuspiiranguga liikkmetega leibkondades on vaid 11,8%, mddduka tervisepiiranguga
leibkondades 21% ja tervete liikmetega leibkondades 30,1%. Seevastu taisealiste lastega
Uhepereleibkondi on tegevuspiiranguga likmetega leibkondade seas rohkem, vastavalt 18,6%
(olulise piiranguga liige), 14,9% (md&dduka piiranguga liige) ja 10,2% (piiranguta liige). Samuti on
tegevuspiiranguga likmega leibkondade seas palju rohkem lasteta abielupaare kui Ulejdanud
Uhepereleibkondades. Et mbiste ,lasteta paar® hélmab siin mis tahes vanuses lapsi, on siinkohal
valdavalt tegemist eakate paaridega, kelle lapsed on kodust juba lahkunud.
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Joonis 3. Laste ja nende peredega samas leibkonnas elavad tavaleibkondade liikmed
vanuse ja tegevuspiirangu olemasolu jargi, 2011

Figure 3. Members of private households living in the same household with their children and
their families by age and existence of activity limitations, 2011
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Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Perede toimetuleku seisukohast pakuvad eraldi huvi inimesed, kes elavad koos oma laste ja
nende peredega ehk kellele lapsed on oluline sotsiaalne vdrgustik. Kdige enam on lastega koos
elavaid inimesi umbes 40. eluaasta vanuses, kus nende osatahtsus tervete leibkonnaliikmete
seas ulatub 75%-ni, mdddukalt piiratutel 68%-ni ja oluliselt piiratutel napilt 52%-ni (joonis 3).
Rohkem kui 20 protsendipunktini ulatuvad erinevused néaitavad, et oluline tegevuspiirang on
margatav takistus lapsevanemaks saamisel. Raskem olukord on nendes peredes, kus
tegevuspiiranguga lapsevanem kasvatab oma last (lapsi) iksi. Uksikvanemate osatéhtsus on
tervete ja suure tegevuspiiranguga leibkonnaliikmete seas enam-vahem (hesugune, kuid abielu-
vdi vabaabielupartneriga koos elavaid lapsevanemaid on oluliste piirangutega inimeste seas palju
vahem (erinevused ulatuvad kuni 23 protsendipunktini). Naiteks on nii tervete kui ka olulise
tegevuspiiranguga 25-54-aastaste leibkonnaliikmete hulgas Uksikvanemate osatahtsus 10%,
kuid partneriga koos elavaid lapsevanemaid on tervete hulgas 50% ja olulise piiranguga inimeste
seas 31%. Vanemates earlhmades hakkavad inimesed toimetulekuraskuste téttu taas
sagedamini oma lastega koos elama ja ootuspéaraselt on olulise tegevuspiiranguga inimeste seas
lastega koos elavate eakate osatdhtsus suurem kui tervete seas. 34% vahemalt 85-aastastest
suure tegevuspiiranguga tavaleibkonnaliikmetest elab koos oma lapsega — 16% on Uksikvanema
staatuses (elab koos lapsega, kellel ei ole samas leibkonnas endal last ega partnerit), 16% on
peretuuma mittekuuluvad leibkonnaliikkmed (d&mm, ai voi Uksikvanema vanem), kes elavad oma
lapse perega, ja 2% elab koos abielu- vdi vabaabielupartneri ja lapsega (lastega). Seega elavad
tegevuspiiranguga vanemaealised oma lastega sagedamini kui terved, kuid esineb ka vastupidist
tendentsi — tegevuspiiranguga tédealised inimesed elavad vorreldes tervetega sagedamini koos
oma vanema(te)ga lapse staatuses. Siin on silmas peetud neid tdéealisi, kes elavad koos oma
vanema(te)ga ja kellel endal pole samas leibkonnas abikaasat, vabaabielupartnerit véi oma last
(lapsi). Naiteks on lapse staatuses 9% tervetest, 13% m&dduka tegevuspiiranguga ja 29% olulise
tegevuspiiranguga 30—-34-aastastest tavaleibkonna liikmetest (meeste puhul on vastavad naitajad
13%, 19% ja 37%).

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS 63



'E LEIBKONDADE KOOSSEIS JA ELAMISTINGIMUSED HOUSEHOLDS AND LIVING CONDITIONS

Tegevuspiiranguga inimeste leibkondsus Euroopas

Nii nagu rahvaloendustel on ka rahvusvahelises sissetulekute ja elamistingimuste uuringus
(EU-SILC) voimalik eristada oluliste ja md6dukate tegevuspiirangutega ja piiranguteta inimesi
ning vorrelda nende leibkondi teiste Euroopa riikide omadega 2011. aasta andmete pdhjal.
Vérdluse lihtsustamiseks on (ilejaanud Euroopa riigid jaotatud nelja riihma®: Ida-Euroopa, P6hja-
Euroopa, Laéne-Euroopa ja Léuna-Euroopa, jargides heaolureziimi pdhjal levinud rihmitamist (nt
Esping-Andersen 1990).

Uuringu EU-SILC tulemuste pdhjal on oluliste tegevuspiirangutega Eesti inimestel Euroopa
suurimad leibkonnad — keskmiselt 2,4-likmelised (tabel 4). Sellesse panustavad eelkdige Eesti
naised, kelle keskmine leibkonnaliikmete arv on 2,43. Eesti oluliste tegevuspiirangutega meeste
leibkonnad on naiste omadest veidi vaiksemad — keskmiselt 2,37-liikmelised, mis on oluliste
tegevuspiirangutega lda- ja Léuna-Euroopa meeste keskmisest naitajast madalam. Kadigis teistes
Euroopa piirkondades peale Eesti on oluliste tegevuspiirangutega naiste leibkonnad meeste
omadest vaiksemad. Seega saavad Eestis oluliste tegevuspiirangutega naised leibkonna-
likmetelt rohkem potentsiaalset abi loota kui mehed, ent teistes Euroopa riikides on pigem
vastupidi. Sugudevahelist erinevust Eesti ja Ulejadanud Euroopa vahel selgitab Eesti suur
eluealdhe naiste kasuks, mille tagajarjel on Eesti Uks suurima naiste osatdhtsusega riike
maailmas. Samuti on Eestis suhteliselt suur valisparitolu rahvastiku osatahtsus, kes on poélis-
rahvastikuga vorreldes vanemad ja kel on sagedamini tegevuspiiranguid (Sakkeus ja
Karelson 2012). Eestis on ka 85% omastehooldajatest naised, kes tihtipeale hoolitsevad oma
abikaasa vdi ka teiste abivajavate sugulaste ja sGprade eest (Tammsaar jt 2013). Nagu naitas
viimane rahvaloendus, elab vaid 4,5% oluliste tegevuspiirangutega inimestest asutustes (vt 3.
peatukk).

Tabel 4. Leibkonna keskmine suurus Eestis ja mujal Euroopas soo ja tegevuspiirangu
olemasolu jargi, 2011

Table 4. Average household size in Estonia and elsewhere in Europe by sex and existence of
activity limitations, 2011

Piirkond Leibkonnaliikmete keskmine arv Region
Average number of household members
Kokku Mehed Naised
Total Males Females
Olulise tegevuspiiranguga With severe activity limitations
Eesti 2,40 2,37 2,43  Estonia
Ida-Euroopa 2,38 2,42 2,33 Eastern Europe
Léuna-Euroopa 2,35 2,40 2,29 Southern Europe
Laane-Euroopa 2,04 2,06 2,02 Western Europe
Pdhja-Euroopa 1,86 1,90 1,83  Northern Europe
Mooduka tegevuspiiranguga With moderate activity limitations
Eesti 2,27 2,29 2,25  Estonia
Ida-Euroopa 2,31 2,31 2,31 Eastern Europe
Léuna-Euroopa 2,24 2,26 2,21 Southern Europe
Laane-Euroopa 2,03 2,06 2,00 Western Europe
Pdhja-Euroopa 1,88 1,87 1,89  Northern Europe
Piiranguteta Without activity limitations
Eesti 2,26 2,29 2,23  Estonia
Ida-Euroopa 2,29 2,30 2,28 Eastern Europe
Léuna-Euroopa 2,24 2,25 2,23 Southern Europe
Laane-Euroopa 2,03 2,04 2,03 Western Europe
P&hja-Euroopa 1,90 1,92 1,88  Northern Europe

Allikas/Source: EU-SILC (Eurostat)

? |da-Euroopa: Bulgaaria, T$ehhi, Ungari, Leedu, Lati, Poola, Rumeenia, Slovqenia, Slovakkia; Léuna-Euroopa: Kipros,
Kreeka, Hispaania, Itaalia, Malta, Portugal; Laane-Euroopa: Austria, Belgia, Sveits, Saksamaa, Prantsusmaa, Luksemburg,
Suurbritannia; Péhja-Euroopa: Taani, Soome, Island, Holland, Norra, Rootsi.
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L&ane-Euroopa leibkonnad on kéigis terviserihmades sarnase suurusega — labivalt kahe-
liikmelised. l|da-Euroopas on moddukate piirangutega ja piiranguteta inimestel suurimad
leibkonnad (vastavalt 2,31 ja 2,29). Kui Eestis ning Ida- ja Lduna-Euroopas on tervetel inimestel
vaiksemad leibkonnad kui tegevuspiirangutega inimestel, siis Pdhja-Euroopas on suuremad
leibkonnad pigem tervetel. Pd&hjaeurooplaste leibkondades on alla kahe liikme kdigis
terviserGhmades, nii meeste kui ka naiste seas. Seda, miks Pohja-Euroopas on levinud
vaiksemad leibkonnad, voib Uhelt poolt seletada rohkem arenenud individualiseerumisega
(Lesthaeghe 2010). Teisalt pakub Pdhjala riikide sotsiaalstisteem tegevuspiirangutega inimestele
piisavat tuge, et nad oma igapaevatoimetustega liksi hakkama saaksid (Saraceno ja Keck 2008).

Suurte tegevuspiirangutega Eesti vanemaealiste sotsiaalsed vorgustikud on perekesksemad ja
sarnanevad selles teiste Ida- ja Louna-Euroopa riikidega (Abuladze ja Sakkeus 2013).
Perekesksusele neis piirkondades viitab seegi, et seal on ka tervetel inimestel suhteliselt suured
leibkonnad vorreldes Pdhja- ja Laane-Euroopaga (tabel 4).

Joonis 4. Olulise tegevuspiiranguga inimeste leibkonna keskmine suurus Eestis ja mujal
Euroopas vanuse jargi, 2011

Figure 4. Average household size of persons with severe activity limitations in Estonia and
elsewhere in Europe by age, 2011
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Allikas/Source: EU-SILC (Eurostat)

Uldiselt on suuremad leibkonnad noorematel inimestel. Oluliste piirangutega 15—19-aastastel
Eesti elanikel on leibkonnas keskmiselt 3,9 liiget, seejuures naistel ronkem (4,10) kui meestel
(3,5) (joonis 4.). Ka 20-29-, 35-44-, 70-74- ja 80—-84-aastaste oluliste tegevuspiirangutega Eesti
elanikel on suuremad leibkonnad kui samade vanuserihmade mdddukate piirangutega voi
piiranguteta inimestel. Ka selle poolest sarnaneb Eesti Ida- ja Léuna-Euroopa riikidega. Pdhja-
Euroopas on vahemalt 60-aastaste seas suurimate leibkondadega pigem terved inimesed
(joonis 6). 30-34-, 45-59-, 65-69- ja 75-79-aastaste mdddukate tegevuspiirangutega Eesti
inimeste leibkonnad on suuremad kui samade vanuserihmade teiste piirangukategooriate omad.
Seega noorematel tegevuspiiranguga inimestel on Eestis enim ressurssi, mis on seotud
elusolevate sugulaste ja koos elavate perelikmete suurema arvuga. Samal ajal viitab see
puudulikule sotsiaalhoolekandeslsteemile, mis ei paku piisavalt teenusi ja abivahendeid, et
tegevuspiiranguga inimene saaks Uksi elades iseseisvalt hakkama.
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Joonis 5. M6dduka tegevuspiiranguga inimeste leibkonna keskmine suurus Eestis ja mujal
Euroopas vanuse jargi, 2011
Figure 5. Average household size of persons with moderate activity limitations in Estonia and
elsewhere in Europe by age, 2011
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Allikas/Source: EU-SILC (Eurostat)

Eestis ning Ida- ja Léuna-Euroopas vbivad tegevuspiirangutega inimeste keskmisest suuremad
leibkonnad tuleneda vajadusest — nende inimeste majanduslik ebastabiilsus v&i -kindlus ei
vbéimalda neil elada iseseisvalt vdi kasutada oma tegevuspiirangust tingitud suurema abivajaduse
rahuldamiseks institutsionaalseid hooldusteenuseid. Teisalt ei ole riik vajalikke teenuseid vélja
téotanud ning ka era- ja kolmas sektor ei ole neid nii taskukohaseks teinud, et need eri
majanduslike ja sotsiaalsete vajadustega inimestele kattesaadavad oleksid. Kolmandaks voib
mitme pblvkonnaga leibkondade rohkust Eestis pbhjendada sellega, et siin on suurem
vélisparitolu elanike osatdhtsus, kelle seas on mitme pdlvkonnaga leibkondades elamine
populaarsem (Zakharov 2008). Selle poolest erineb Eesti individuaalsema hoiakuga Pdhja- ja
Laane-Euroopa riikidest. Et Eestis on teistega kooselamine levinud juba noortel tegevus-
piirangutega inimestel, naitab, et iseseisvat elu toetav susteem on vélja arendamata. Euroopa
riikide vordlusest selgub, et Eestis pakutakse tegevuspiirangutega inimestele endiselt pigem
informaalset abi.

Joonis 6. Tegevuspiiranguta inimeste leibkonna keskmine suurus Eestis ja mujal
Euroopas vanuse jargi, 2011

Figure 6. Average household size of persons without activity limitations in Estonia and elsewhere
in Europe by age, 2011
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Tegevuspiiranguga inimeste elamistingimused

Eluasemest, selle suurusest ja kvaliteedist oleneb suurel maaral inimese heaolu, sest kodus
veedab inimene suure osa ajast. Vahem kaitstud elanikerlihmades, kuhu kuuluvad ka (olulise)
tegevuspiiranguga inimesed, veedetakse kodus enamasti keskmisest rohkem aega. Valdav osa
(ligi 98%) Eesti rahvastikust elab tavaeluruumides, s.o aasta ringi elamiseks sobivates korterites
ja pereelamutes (Uhepereelamud, kaksikelamud, ridaelamud) (tabel 5). Olulise tegevuspiiranguga
inimestest elab tavaeluruumides (eelkdige korterites) monevdrra vahem inimesi (94%), sest
nende hulgas on asutusleibkondades elavate inimeste osatahtsus suurem kui moddukalt
piiratutel ja tervetel. Uhiselamutes ja elamiseks kasutatavates mitteeluruumides elavate inimeste
osatahtsus on Eestis vaike ning see on tervetel ja tegevuspiiranguga inimestel enam-vahem
Uhesugune.

Jargnevalt on kasitletud vaid tavaeluruumide elanike eluruume ja elamistingimusi. Olulise
tegevuspiiranguga inimeste hulgas on pereelamutes elavaid inimesi veidi rohkem kui tervete
seas, kuid olukord on maal ja linnas ménevdrra erinev — maal elab pereelamutes 70% suurte
piirangutega ja 65% tervetest tavaeluruumide elanikest, linnas aga on pereelamutes elavate
osatahtsus suurte piirangutega inimestel isegi veidi vaiksem kui tervetel (vastavalt 19% ja 20%).
Olulise tegevuspiiranguga inimesed elavad marksa harvemini uuemates pereelamutes ja
korterites kui terved (tabel 5). Parast 1990. aastat ehitatud majades (pereelamud, korterelamud,
korteritega mitteelamud) elab ligi viiendik tervetest, kuid vaid 7% oluliste piirangutega inimestest.
Seevastu vanemates, kuni 1970. aastani ehitatud majades elab 50,3% olulise ja 44,2% m&&duka
tegevuspiiranguga ning 38,2% tegevuspiiranguta tavaeluruumide elanikest. Kdigis vanuse-
ruhmades kuni 85. eluaastani on olulise tegevuspiiranguga inimeste hulgas vanemates majades
elavate osatadhtsus suurem kui piiranguta inimestel (joonis 7). Kdige vanema earlihma erinevus
on téendoliselt tingitud sellest, et suur osa Ule 85-aastastest on kolinud toimetulekuraskuste téttu
oma laste vdi muude sugulaste juurde, kes elavad uuemates majades. Vanemates majades
elavate inimeste osatahtsus erineb tervetel ja olulise tegevuspiiranguga inimestel kdige rohkem
vanuses 30-64 aastat, ulatudes 8-11 protsendipunktini. Médduka tegevuspiiranguga inimesed
elavad vanemates majades kui terved, kuid uuemates kui olulise piiranguga inimesed.

Joonis 7. Kuni 1970. aastani ehitatud majade tavaeluruumides elavate suure
tegevuspiiranguga ja piiranguta inimeste osatdahtsus vanuse jargi, 2011

Figure 7. Share of persons with severe activity limitations and persons without activity limitations
living in conventional dwellings in buildings built before 1971 by age, 2011
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Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)
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Tabel 5. Rahvastik tegevuspiirangu olemasolu ja eluruumi tiiibi jargi, 2011
Table 5. Population by existence of activity limitations and type of dwelling, 2011
(protsenti — percentages)

Kokku Tegevus- Olulise Moddduka Tegevus- Piiratus
piiranguga piiranguga piiranguga piiranguta teadmata
inimesed inimesed inimesed inimesed

Total  Persons Persons  Persons Persons Existence

with with with without  of activity
activity severe moderate activity limitations
limitations _limitations _limitations limitations  unknown
Kaik eluruumid 100,0 100,0 100,0 100,0 100,0 100,0 All dwellings
Tavaeluruum 97,6 96,2 94,3 98,1 98,6 78,1 Conventional
dwelling
korter 63,7 62,2 59,2 65,1 64,6 53,4  apartment
ehitatud enne 22,7 24,4 24,4 24,4 22,1 20,9 built before
1971. aastat® 1971°
ehitatud 1971. 41,0 37,8 34,9 40,7 42,5 32,5 built in 1971
aastal voi hiljlem or later
pereelamu 33,9 34,0 35,0 33,1 34,0 24,7  family dwelling
ehitatud enne 18,1 21,9 24,0 20,0 16,7 13,4 built before
1971. aastat® 1971°
ehitatud 1971. 15,8 12,1 11,1 13,1 17,3 11,3 built in 1971
aastal voi hiliem or later
Uhiselamutuba voi 0,8 0,8 0,8 0,8 0,8 2,9 Roomina
muu majutusruum hostel or other
accommodation
room
Elamiseks kasutatav 0,2 0,2 0,2 0,2 0,1 0,3 Non-
mitteeluruum conventional
dwelling
Asutusleibkonna 1,1 2,7 4,6 0,8 0,4 4,0 Dwelling of
eluruum an institutional
household
Eluruumita (kodutu) 0,1 0,1 0,1 0,1 0,1 0,2 No dwelling
(homeless)
Eluruumi tiiup 0,3 0,0 0,0 0,0 0,0 14,5 Type of dwelling
teadmata unknown

? Teadmata ehitusajaga majades elavad inimesed jaotati vordselt vanemates ja uuemates majades elavate vahel.
@ Persons living in buildings for which construction time is unknown were distributed equally between the populations living in
older and newer buildings.

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Eluruumi olmemugavused on tegevuspiiranguga inimestele eriti olulised, sest nende puudumine
voib tekitada lisaraskusi igapdevaeluga toimetulekul ning viletsad elutingimused (nt rosked
ruumid, liiga madal &hutemperatuur, pesemisvéimaluste puudumine, stressi tekitav (le-
rahvastatus jm) vdivad halvendada nende tervist veelgi.
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Tabel 6. Tavaeluruumide elanikud tegevuspiirangu olemasolu, eluruumi tehnovarustuse ja
elukoha jargi, 2011

Table 6. Inhabitants of conventional dwellings by existence of activity limitations, availability of
comfort characteristics and place of residence, 2011

(protsenti — percentages)

Veevark Vee- Pesemis- shvann Keskkute
klosett véimalus (duss) i

elekterkiite

Piped Flush  Washing  of which Central or

water toilet  facilities bath or electrical
supply shower heating
Kogu Eesti Whole country
Kokku 95,7 89,7 94,4 88,9 71,4 Total
Tegevuspiiranguga 92,2 83,6 91,2 81,8 65,4 Persons with activity
inimesed limitations
olulise piiranguga 89,9 80,0 89,4 77,6 61,6  with severe limitations
mddduka piiranguga 94,2 86,9 92,8 85,6 68,9  with moderate
limitations
Tegevuspiiranguta 97,0 92,1 95,6 91,6 73,7 Persons without activity
inimesed limitations
Linnalised asulad Urban settlements
Kokku 98,8 96,0 96,3 94,5 83,0 Total
Tegevuspiiranguga 97,9 93,8 94,1 91,1 80,6 Persons with activity
inimesed limitations
olulise piiranguga 97,2 92,3 92,8 89,0 78,9  with severe
limitations
mddduka piiranguga 98,5 95,0 95,3 93,0 82,0  with moderate
limitations
Tegevuspiiranguta 99,2 96,9 97,2 95,8 83,9 Persons without activity
inimesed limitations
Maa-asulad Rural settlements
Kokku 89,0 76,2 90,2 76,9 46,7 Total
Tegevuspiiranguga 80,5 62,7 85,1 62,7 34,2 Persons with activity
inimesed limitations
olulise piiranguga 76,4 56,8 83,0 56,4 29,2 with severe limitations
mddduka piiranguga 84,7 68,8 87,3 69,2 39,5  with moderate
limitations
Tegevuspiiranguta 92,4 81,7 92,4 82,6 51,8 Persons without activity
inimesed limitations

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Tehnovarustuse liik (nt veevark) loeti olemasolevaks siis, kui see asus eluruumis, mitte valjapool
seda. Erandiks on pesemisvdimalus, mis loeti olemasolevaks, kui eluruumis oli vann, duss voi
saun, kuid peale selle laks arvesse pereelamuga samal elamukrundil eraldi hoones asuv saun.
Keskkuite ja elekterklte loeti olemasolevaks, kui see oli eluruumis enim kasutatud kutmisviis.
Kdige vahem on olmemugavusi olulise tegevuspiiranguga inimestel, ménevdrra rohkem mddduka
piiranguga inimestel ja kdige enam tervetel (tabel 6). Suurimad erinevused on vanni v&i dusiga
varustatuses, aga ka keskkltte (elekterkitte) ja veekloseti puhul. Tegevuspiiranguga inimeste
eluruumide olmemugavuste madalam tase on suures osas seletatav asjaoluga, et nende
elamispind on keskmiselt vanem kui ulejddnud rahvastikul. Samuti elab tegevuspiiranguga
inimesi rohkem maapiirkondade pereelamutes, kus on enamasti véhem olmemugavusi kui
korterites.

Linnades, kus on uuem elamufond ja Ulekaalus kdigi mugavustega korterelamud, on olme-
mugavuste taseme erinevused vaadeldavate rahvastikuriihmade vahel vaiksemad, sest enamik
elamispindu on mugavustega. Maapiirkondades aga kuundivad nimetatud erinevused olenevalt
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olmemugavuse liigist olulise piiranguga inimeste puhul kuni 26 protsendipunktini (vorreldes
tervetega) ja mdddukalt piiratute puhul kuni 13 protsendipunktini. Mdiste ,maa-asula“ hdlmab ka
neid pigem linnalist tutpi kilasid ja alevikke, mis asuvad suuremate tdmbekeskuste Umbruses.
Maal ilmneb eriti selgelt, et uue, kdigi mugavustega elamispinna muretsemine voi olemasoleva
renoveerimine on joukohasem tervematele inimestele. Enamikule pensionaridele, kelle osa-
tahtsus tegevuspiiranguga inimeste hulgas on suur, see jdukohane ei ole.

Kolme kdnealuse rahvastikurihma voérdlemisel ilmnenud seaduspérasus — mida tervemad
inimesed, seda rohkem on nende eluruumides olmemugavusi — kehtib kdigi vaadeldud
tehnovarustuse liikide puhul kdigis vanuserihmades kuni kdrge eani (enamasti vahemalt
85. eluaastani, mddduka piiranguga inimeste puhul ménikord kuni 80. eluaastani). Sellest voib
jareldada, et leibkondadel, kus on mis tahes vanuses tegevuspiiranguga inimesi, on vahem
materiaalseid vdimalusi parema kvaliteediga eluaseme ostmiseks v&i olemasoleva renoveeri-
miseks. Suurimad |6hed késitletavate rahvastikurihmade olmemugavuste tasemes ilmnevad
vanuses 30-69 eluaastat ehk vanuses, kus terved inimesed enamasti tootavad voi on suhteliselt
hiljuti té6elu 16petanud. Just péarast 30. eluaastat tekivad enamasti ressursid, mida kasutada
elamistingimuste parandamiseks, hiljuti t66elu I6petanud inimesed aga on jdudnud seda teha
enne pensionile jadmist. Keskmiselt on vanemate inimeste eluruumides olmemugavusi vahem
kui noortel ja keskealistel olenemata nende terviseseisundist.

Joonis 8. Tavaeluruumide elanikud, kelle eluruumis on rohkem kui liks tuba elaniku kohta
tegevuspiirangu olemasolu ja vanuse jargi, 2011
Figure 8. Share of persons living in conventional dwellings with more than one room per
inhabitant by existence of activity limitations and age, 2011

%
70 Piiranguta
Without activity limitations

60

/v ___ M&dduka piiranguga
50 // With moderate limitations
40

Olulise piiranguga
/ With severe limitations

30 —
20 /
10 Vanus, aastat
0 Age, years
T T T T T T T T T T

) > vﬁqvqg@b&@«v@%&@
"’/,\0’,@’ Q’q'vz’ Q’,b‘)’ @)‘bgo FEFTGS P

Allikas: REL 2011 (Statistikaamet)
Source: PHC 2011 (Statistics Estonia)

Peale olmemugavuste on tahtis, et eluruumi suurus vastaks leibkonna vajadustele. Seda saab
hinnata tubade ja elanike arvu suhte v&i Uhe elaniku kohta tuleva Uldpinna suuruse kaudu.
Mélemad naitajad on inimese eluetappidel vaga erinevad ja peegeldavad elu jooksul toimuvaid
muutusi — vaikelastega peredes elatakse enamasti kdige kitsamates tingimustes, vanuse tdustes
olukord paraneb (joonis 8). Viimase rahvaloenduse kohaselt on Eestis alla 5-aastaste lastega
leibkondade eluruumides elaniku kohta 21,3 ruutmeetrit, 65—69-aastastel 39 ruutmeetrit pinda.
Olulise tegevuspiiranguga inimestel on igas earihmas elaniku kohta veidi vdhem pinda kui
tervetel — enamasti on erinevus 1-2 ruutmeetrit, mdénes vanuserlhmas ulatub see 2-3
ruutmeetrini. M66duka piiranguga inimestel on nimetatud erinevused veelgi vaiksemad. Seega
eluruumi suuruse poolest tegevuspiiranguga inimesed tervetest margatavalt halvemas olukorras
ei ole, kiill aga elavad nad palju vaiksemate olmemugavustega eluruumides, eriti maal.

Kokkuvéttes voib 6elda, et Eesti tegevuspiiranguga inimesed on vérreldes teiste Euroopa
rikidega jaetud rohkem leibkonna olule ja iseseisvalt hakkamasaamiseks mdeldud meetmeid

70 PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS



LEIBKONDADE KOOSSEIS JA ELAMISTINGIMUSED HOUSEHOLDS AND LIVING CONDITIONS

pole piisavalt rakendatud. Niisugusele olukorrale viitavad nii tegevuspiiranguga inimeste leib-
kondade keskmiselt suurem suurus kui ka taiskasvanud lapsena vanemate juures elamine.
Tegevuspiiranguga inimeste véimalused oma elamistingimusi parandada on ahtad, kuigi just
pirangute téttu vajaksid eluasemed esmajarjekorras kohandamist. Uks Eesti tahtsamaid
llesandeid tegevuspiiranguga inimestele kvaliteetse elu tagamisel on suurendada olulisel maaral
nende meetmete osatdhtsust, mis aitaksid tegevuspiiranguga inimestel Uhiskonnas iseseisvalt
hakkama saada. Nende meetmete ebapiisavus véljendub nii leibkondsuses kui ka elamis-
tingimustes.
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4. THE HOUSEHOLDS AND LIVING CONDITIONS OF PERSONS
WITH ACTIVITY LIMITATIONS

Riina Leinbock
Statistics Estonia

Liili Abuladzée®

Tallinn University, Estonian Institute for Population Studies

Households with members who have activity limitations

According to the 2011 Population and Housing Census (PHC 2011), there were nearly 600,000
private households in Estonia at the end of 2011. As many as 45% of the households included
members with activity limitations (Table 1, p. 58), whereas slightly more than a half of these
households had members with severe limitations (and may also have had members with
moderate limitations). The majority of the latter households had one member with severe
limitations, but more than 20,000 households had two members with severe limitations, about
1,600 households had three and approximately 200 households had four or more members with
severe limitations.

Similarly to the share of persons with activity limitations, the share of households with such
members is slightly higher in rural areas than in cities (49.1% and 43.6%, respectively). Rural
households are more likely to have members with severe activity limitations. There are six
counties where more than a half of all households have members with activity limitations: Pblva
(65% of all households), Jégeva (59%), Voru (58%), Valga (57%), Ida-Viru (65%) and Viljandi
(563%). Such households constitute only 37% in Harju county. The share of households with
members with severe activity limitations varies greatly across counties (from 17% in Harju county
fo 44% in Pdlva county), while the distribution of households with members with moderate
limitations is more even (from 20% in Harju county to 25% in Ida-Viru county). When we rank the
counties based on the share of persons with activity limitations and the share of households with
such members, the result is more or less similar in the case of severe limitations and all
limitations, but the ranking is quite different in the case of moderate activity limitations. One of the
reasons could be that the share of households with members with severe activity limitations
includes households that have both members with severe limitations and members with moderate
limitations.

To present a more comprehensive picture of the structure of households, we should look at the
data on households as well as household members. In the case of households, a specific group
(e.g. households with members who have severe activity limitations) includes households with
different structures and sizes, and there are usually members with different health statuses.
When we look at household members, we can focus on persons falling into in a particular health
category and thus determine the indicators of a given health category.

The majority of households that include members with activity limitations are small, with one or
two household members: 73.3% of households with members with severe limitations, 68.7% of
households with members with moderate limitations and 66.5% of households with healthy
members (Table 2, p. 59). One-member households are a risk group among small households as
these people cannot count on regular assistance from others and often have to cope with their
health problems on their own. According to the 2011 census, the share of one-member
households is lower among households with members with activity limitations than among
households with healthy members. This is primarily caused by the low share of men living alone
among households with members with activity limitations; the share of women living alone
among these households is actually slightly bigger than among households with healthy
members. The table reveals the huge difference in the proportion of men and women in these
health categories — the share of women living alone is significantly higher among persons with
activity limitations than among persons without activity limitations. Figure 1 (p. 60) outlines the

? The preparation of this article was supported by the research grant SF0130018s11.
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share of men and women who live alone among household members (not households!) in each
health category. The figure indicates that the share of women who live alone among all women
living in private households is not significantly dependent on the existence of activity limitations.
The differences between women with activity limitations and healthy women are within a few
percentage points in all age groups and the age curve is similar in all cases. However,
35-59-year-old men with activity limitations are much more likely to live alone than healthy men.
One of the reasons for this difference is that many women live in households with just their
children (as opposed to living with a partner as well) but there are very few families with lone
fathers in Estonia.

The average size of households depends greatly on a person’s age and to a lesser extent on sex,
reflecting the changes in household structure over a person’s lifetime. Figure 2 (p. 60) illustrates
the average household size of members of private households with severe activity limitations.
In younger age groups, where children usually live with their parents, the average size of
a household is similar for males and females (Figure 2). In the age group 25-49, the households
of males with severe activity limitations are smaller, on average, than the households of females
with severe activity limitations — one of the reasons is the bigger proportion of men who live alone
in this age group. After the age of 55, the average size of households of women with severe
activity limitations is smaller than the corresponding indicator for men with severe limitations,
which is similarly associated with the greater percentage of women who live alone in the older
age groups. Men with severe activity limitations are more likely to live with a partner even at
an advanced age.

Private households are divided into three major types: non-family households, one-family
households and multi-family households. A non-family household is a household which does not
comprise a family nucleus (e.g. a one-person household or a household consisting of a grand-
parent and a grandchild). A one-family household comprises one family nucleus and a multi-
family household comprises at least two family nuclei; these households may also include
persons who do not belong to the family nucleus (e.g. a mother-in-law or a father-in-law).
The share of one-family and multi-family households is slightly bigger and the share of non-family
households is slightly smaller among households with members with activity limitations (Table 3,
p. 61). The majority of non-family households are one-member households already discussed
above. The share of non-family households with multiple members is slightly higher among
households with members with activity limitations than among other households.

One-family households hold a somewhat higher share than other types of households among
households with members with activity limitations, but these one-family households have fewer
members than one-family households with only healthy members. This means that the average
size of one-family households with members who have limitations is smaller: on average, there
were 2.66 persons in a one-family household with a member with severe limitations, 2.82 persons
in a one-family household with a member with moderate limitations, and 2.94 persons in a one-
family household with healthy members. Among one-family households with members with
activity limitations, there is a notably bigger share of married couples and a smaller share of
cohabitating couples. This difference can be explained by the significantly higher mean age of
persons with activity limitations — cohabitation is less common among older people.

The share of persons living with a spouse or a partner is lower among household members with
severe activity limitations, compared to persons with moderate limitations and persons without
limitations. The difference in the share of persons living with a spouse or a partner (compared to
healthy household members) is more marked in the young and middle-aged population, and
decreases with age. For example, 68% of 30—39-year-old healthy household members live with
a spouse or a partner, compared to just 44% of household members with severe activity
limitations (the difference is 24 percentage points). This difference decreases to only 3.5 percent-
age points in the age group 60—-69. The fact that there are fewer young and middle-aged persons
who are married or cohabit indicates that activity limitations are a significant obstacle to a shared
life. Also, at these ages, the share of divorcees is much bigger in the population with severe
activity limitations, particularly among men. The difference in the share of persons living with
a partner between the healthy population and the population with activity limitations starts to
diminish after the age of 60, because the population of persons with activity limitations grows on
account of persons who have a partner and now develop limitations. Also, the share of divorcees
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in different health categories evens out in the older age groups. There is a tendency whereby the
healthier people are, the more likely they are to live with a partner — this applies in almost all age
groups up to the age of 85 in the case of persons who are married; in the case of persons in
a cohabiting relationship, this applies in the age group 25-44. Severe activity limitations are the
main obstacle to cohabitation in this age group, as the share of cohabitating persons among the
population with moderate limitations is only slightly lower than among the healthy population.

As noted above, compared to households with healthy members, there are significantly more
married couples and fewer cohabiting couples among the one-family households with members
with activity limitations. Another difference is that the share of households with children aged
under 18 is much lower among households with members who have activity limitations (Table 3,
p. 61). The main reason is the significantly higher average age of persons with activity limitations.
Another reason is that there is a much smaller share of young and middle-aged parents among
household members with activity limitations, compared to healthy household members (Figure 3,
p. 63). Thus, the share of one-family households with children aged under 18 is only 11.8%
among households with members with severe limitations, 21% among households with members
with moderate limitations and 30.1% among households with healthy members. However,
the share of one-family households with adult children is bigger among households with members
with activity limitations: 18.6% among households with members with severe limitations, 14.9%
among households with members with moderate limitations and 10.2% among households with
healthy members. The share of married couples without children is also significantly higher
among households with members with activity limitations than among other one-family
households. “Couples without children” refers to all couples regardless of the age of the children
— therefore, this group mainly comprises older couples whose children have left home.

In terms of the coping ability of families, we should look at persons who live with their children or
with the families of their children, i.e. persons for whom their children represent an important
social network. The share of persons living with children is the highest around the age of 40 — it is
75% among healthy household members, 68% among members with moderate limitations and
barely 52% among members with severe limitations (Figure 3, p. 63). The gap is bigger than 20
percentage points, which indicates that severe activity limitations are a major obstacle to
becoming a parent. The situation is more difficult in those families where a parent with activity
limitations is raising a child (or children) alone. The share of lone parents is roughly the same
among household members without limitations and household members with severe activity
limitations, but the percentage of parents living with a spouse or a cohabitation partner is
significantly lower in the group of persons with severe limitations (the difference can be up to 23
percentage points). For example, if we look at 256—-54-year-old household members, the share of
lone parents is 10% among persons without limitations and also among persons with severe
limitations, whereas the share of parents living with a spouse or a partner is 50% among persons
without limitations and 31% among persons with severe limitations. Due to coping problems,
older people often move back in with their children and, as expected, the share of older persons
living with their children is higher among persons with severe limitations than among healthy
persons. 34% of at least 85-year-old members of private households with severe limitations live
with their child — 16% are technically lone parents (i.e. live with a child who does not have his/her
own child or partner in the same household), 16% are household members who do not belong to
the family nucleus but live with the family of their child (as a mother-in-law, father-in-law or parent
of a single parent), and 2% live with a spouse or a cohabitation partner and a child (children).
Thus, older people with activity limitations are more likely to live with their children than healthy
persons, but there is also an opposite trend — working-age persons with activity limitations are
more likely to live with their parent(s) in the status of a child. This refers to those working-age
persons who live with their parent(s) and do not have a spouse, a partner or a child (children) in
the same household. For example, in the age group 30-34, 9% of healthy persons, 13% of
persons with moderate limitations and 29% of persons with severe limitations live with their
parents (the respective figures for men are 13%, 19% and 37%).

Households with members who have activity limitations in Europe

Similarly to the census, the survey European Union Statistics on Income and Living Conditions
(EU-SILC) also differentiates between persons with severe, moderate or no activity limitations.
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It allows a comparison of the respective households in different European countries based on the
data for 2011. To simplify the comparison, the other European countries have been divided into
four groups®: Eastern Europe, Northern Europe, Western Europe and Southern Europe, following
the common grouping of welfare systems (e.g. Esping-Andersen 1990).

According to EU-SILC, the Estonian residents with severe activity limitations have the largest
households in Europe, with 2.4 members on average (Table 4, p. 64). This is mainly due to
women whose average number of household members is 2.43. In Estonia, the households of
men with severe activity limitations are somewhat smaller, with an average of 2.37 members,
which is lower than the average indicator for men with severe activity limitations in Eastern and
Southern Europe. In all other European regions, except for Estonia, the households of women
with severe activity limitations are smaller than the households of men with similar limitations.
Thus, in Estonia, women with severe activity limitations can potentially rely on more assistance
from their household members than men, while the situation tends to be the opposite in other
European countries. This gender difference between Estonia and the rest of Europe can be
explained by the large life expectancy gap between men and women in Estonia (with women
having a longer life expectancy), which is why Estonia has one of the largest shares of women in
the population in the world. Furthermore, Estonia has a relatively large foreign-origin population
who is older, on average, than the native population and has a higher prevalence of activity
limitations (Sakkeus and Karelson 2012). In Estonia, 86% of family caregivers are women who
often care for their husband or other relatives or friends who need care (Tammsaar et al. 2013).
Based on the 2011 census, only 4.5% of the persons with severe activity limitations live in
institutions (see chapter 3).

In Western Europe, the size of households is similar across all health categories, with mostly two
members. In Eastern Europe, persons with moderate limitations and with no limitations have the
largest households (with 2.31 and 2.29 members, respectively). In Estonia and in Eastern and
Southern Europe, healthy persons tend to have smaller households than persons with activity
limitations, while in Northern Europe healthy persons often have larger households. In Northern
Europe, the average number of household members is below two in all health categories and
among both men and women. The prevalence of smaller households in Northern Europe could
be partially explained by a higher level of individualisation (Lesthaeghe 2010). Also, the social
welfare systems in Nordic countries offer sufficient support to enable people with activity
limitations to cope independently (Saraceno and Keck 2008).

The social support networks of older Estonian residents with severe activity limitations are more
reliant on families and, in this sense, are similar to other Eastern European and Southern
European countries (Abuladze and Sakkeus 2013). The greater family-orientation in these
regions is also indicated by the fact that healthy persons in these regions have relatively large
households, compared to Northern and Western Europe (Table 4, p. 64).

As a rule, younger people have larger households. In Estonia, the average household size of
15-19-year-olds with severe activity limitations is 3.9 members — it is bigger among females
(4.10) compared to males (3.5) (Figure 4, p. 65). Persons with severe activity limitations in the
age groups 20-29, 35-44, 70-74 and 80-84 also have larger households than persons with
moderate limitations or healthy persons in the same age groups. A similar pattern can be
observed in the Eastern and Southern European countries. In Northern Europe, healthy persons
have the largest households in the age group 60+ (Figure 6, p. 66). In Estonia, in the age groups
30-34, 45-59, 65—-69 and 75-79, persons with moderate activity limitations (Figure 5, p. 66) have
the largest households compared to other health categories in the same age groups.
Consequently, in Estonia, younger persons with activity limitations have access to the greatest
resources in terms of the number of living relatives and the number of family members in the
same household. However, it is also indicative of shortcomings in the social welfare system which
does not provide enough services and aids to enable persons with activity limitations to cope
independently and live on their own.

@ Eastern Europe: Bulgaria, Czech Republic, Hungary, Latvia, Lithuania, Poland, Romania, Slovakia, Slovenia;
Southern Europe: Cyprus, Greece, ltaly, Malta, Portugal, Spain; Western Europe: Austria, Belgium, France, Germany,
Luxembourg, Switzerland, United Kingdom; Northern Europe: Denmark, Finland, Iceland, Netherlands, Norway, Sweden.
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The larger-than-average size of households of persons with activity limitations in Estonia, Eastern
Europe and Southern Europe could be due to necessity — economic instability or insecurity does
not allow these persons to live independently or to use institutional care services to meet their
greater need for assistance due to activity limitations. Secondly, the state has not developed the
necessary services and the private and non-profit sectors do not offer these services at a price
affordable for people with different economic and social needs. Thirdly, the great share of
multi-generational households in Estonia is related to the considerable proportion of the foreign-
origin population — multi-generational households are more common among that population
(Zakharov 2008). In this regard, Estonia differs from the more individualistic Northern and
Western European countries. The fact that living with other household members is common
already among young persons with activity limitations indicates that the Estonian welfare system
does not yet sufficiently support independent living. A comparison of this indicator with other
European countries reveals that Estonia still largely relies on informal assistance to provide
support for persons with activity limitations.

The living conditions of persons with activity limitations

The size and quality of housing are important factors for well-being because people spend a large
portion of their time at home. Vulnerable population groups, including persons with (severe)
activity limitations, usually spend more time at home than the average person. The majority of the
Estonian population (nearly 98%) live in conventional dwellings, that is, apartments and family
dwellings (single-family homes, semi-detached houses, terraced houses) suitable for all-year-
round habitation (Table 5, p. 68). The percentage of persons living in conventional dwellings
(mostly apartments) is slightly lower (94%) in the population with severe activity limitations,
because this group includes a bigger share of people living in institutional households than the
groups of persons with moderate limitations and healthy persons. The share of persons living in
dormitories or non-conventional dwellings is small in Estonia and more or less similar for healthy
persons and persons with activity limitations.

The following discussion covers only the dwellings and living conditions of the inhabitants of
conventional dwellings. The share of persons living in family dwellings is slightly higher among
persons with severe activity limitations than among healthy persons, but there is a difference
between rural and urban areas. In rural areas, 70% of persons with severe limitations and 65% of
healthy persons live in family dwellings, while in cities this share is actually a little smaller among
persons with severe activity limitations (19% and 20%, respectively). Persons with severe activity
limitations are less likely to live in newer family dwellings and apartments than healthy persons
(Table 5, p. 68) — nearly a fifth of healthy persons but only 7% of persons with severe limitations
live in houses (family dwellings, apartment buildings, non-residential buildings with apartments)
that were built after 1990. On the other hand, 50.3% of persons with severe activity limitations,
44.2% of persons with moderate activity limitations and 38.2% of healthy persons (living in
conventional dwellings) live in older houses built before 1971. In all age groups up to 85,
the share of persons living in older houses is bigger among the population with severe activity
limitations, compared to the healthy population (Figure 7, p. 67). The situation is the opposite in
the oldest age group, which is probably related to the fact that, due to coping difficulties, many
persons aged over 85 have moved in with their children or other relatives who live in newer
buildings. In terms of the share of persons living in older buildings, the difference between healthy
persons and persons with severe activity limitations is the biggest among 30-64-year-olds,
ranging from 8 to 11 percentage points. Persons with moderate activity limitations live in houses
that are older than the buildings where healthy persons live, but newer than the houses where
persons with severe limitations live.

The amenities of a dwelling are particularly important for persons with activity limitations because
the lack of certain facilities may create additional coping difficulties. Poor living conditions (such
as dampness, low indoor temperature, lack of bath/shower or overcrowding, which can cause
stress etc.) may exacerbate health problems.

A comfort characteristic (i.e. piped water supply) was considered to be available if it was located
within the dwelling (not outside). Washing facilities were an exception — these were considered
available if the dwelling included a bath, shower or sauna, or if there was a sauna located outside
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the dwelling in a separate building on the same property. Central or electrical heating was
considered to be available if it was the main heating option in the dwelling. Persons with severe
activity limitations have access to the least amenities; the availability of comfort characteristics is
somewhat better for persons with moderate limitations and the best for healthy persons (Table 6,
p. 69). The differences are the biggest in the availability of a bath or shower, central or electrical
heating and a flush toilet. The availability of fewer comfort characteristics in the dwellings used by
persons with activity limitations can be explained by the fact that their dwellings are, on average,
older than the dwellings of the rest of the population. Also, many persons with activity limitations
live in family dwellings in rural areas, which usually have fewer amenities than apartments.

The differences in the availability of comfort characteristics to these population groups are
smaller in cities where residential buildings are generally newer and apartment buildings with all
amenities predominate among dwellings. However, in rural areas, the differences are up to 26
percentage points between healthy persons and persons with severe activity limitations and up to
13 percentage points between healthy persons and persons with moderate limitations, depending
on the type of comfort characteristic. Here, rural settlements include those villages and small
towns which are located around urban centres and could also be considered to be urban in
nature. In the case of rural areas, the data indicate that healthier persons are more likely to be
able to afford to buy a newly built dwelling with all standard amenities or to renovate their current
dwelling. This is certainly not an option for most pensioners, who constitute a large share of the
population with activity limitations.

The rule emerging from the comparison of the three population groups — whereby healthier
people have more amenities in their dwellings — applies in the case of all the comfort
characteristics considered here and in all age groups up to the age of 85 (or sometimes 80
in the case of persons with moderate limitations). This suggests that households with members of
any age who have activity limitations have limited means to buy a better-quality dwelling or to
renovate the existing dwelling. The largest gaps in the availability of amenities appear in the
group of 30-69-year-olds, which covers the age at which healthy people usually work and
the early retirement years. After the age of 30, people usually have resources for improving their
living conditions; and the persons who have recently retired have often invested in their living
conditions before retirement. On average, the dwellings of older people have fewer amenities
than the dwellings of young and middle-aged people, irrespective of health status.

In addition to comfort characteristics, the size of the dwelling also matters — the dwelling should
be large enough for the particular household. This can be estimated based on the number of
rooms per inhabitant or the size of floor area per inhabitant. Both indicators may vary at different
stages of life, reflecting the changes in people’s lives — while families with small children usually
live in the most cramped conditions, the situation improves with age (Figure 8, p. 70). According
to the 2011 census, the average area per inhabitant in Estonia was 21.3 square metres in the
dwellings of families with children aged under 5, and 39 square metres in the dwellings of
65-69-year-olds. In the case of persons with severe activity limitations, the floor area per
inhabitant is slightly lower compared to the healthy population in all age groups. The difference is
usually 1-2 square metres but can be up to 2-3 square metres in some age groups.
The differences are even smaller between healthy persons and persons with moderate
limitations. This indicates that persons with activity limitations are not significantly worse off than
healthy persons in terms of the size of their dwelling, but their dwellings often have fewer amen-
ities, especially in rural areas.

In conclusion, it seems that, compared to other European countries, the persons with activity
limitations in Estonia are more often the responsibility of their household, and there have not
been enough measures to support independent coping. This conclusion is supported by several
indicators: the households of persons with activity limitations are bigger than the average and
many persons with limitations live with parents as an adult child. Persons with activity limitations
have few opportunities to improve their living conditions, although due to their activity limitations
they urgently need improved amenities in their dwellings. In terms of improving the quality of life
of persons with activity limitations, one of the biggest challenges in Estonia is to increase
the availability of measures that support independent coping. Both the current structure of
households and the living conditions are a clear indication that these measures have not been
available to the required extent.

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS

77



IE SOTSIAALHOOLEKANNE SOCIAL WELFARE

78

5. PUUDEGA INIMESTE SOTSIAALHOOLEKANNE

Marianne Leppik

Statistikaamet

Hoolekande ajalugu ulatub Eestis 13.—14. sajandisse, kui asutati esimesed varjupaigad haigetele
ja vigastatutele. 18. sajandil rajati Gihiskondliku hoolekande kolleegiumid ja sajand hiljem hakkas
hoolekande pdhirdhk ile minema kogudustelt omavalitsustele (Rahvusarhiiv 2014). 1925. aastal
voeti vastu Eesti esimene hoolekandeseadus, mis pddras tahelepanu ka hoolekandeasutuste
arendamisele. Kohalike omavalitsuste Ulesanne oli teenuste korraldamine ja rahastamine, riigi
Olule jai erihoolekande korraldamine (Raudla 2002). Néukogude ajal oli valdav institutsionaalne
hoolekanne, mis t6i kaasa puudega inimeste sulgemise kinnistesse asutustesse. Taas-
iseseisvumise jarel laks hoolekande korraldamisel réhuasetus taas riigilt kohalikule oma-
valitsusele. Praegune puudega inimeste poliitika on seega viimaste sajandite arengu tulemus.

Tanapaeva Uhiskonnas on tunnustatud printsiip, et riik pakub oma kodanikele sotsiaalset kaitset,
mis annab kindlustunde tuleviku suhtes ja vGimaluse elada inimvaarselt kogu elu. Eesti Vabariigi
pdhiseaduse §28 satestab muu hulgas, et puudega inimesed on riigi ja kohalike omavalitsuste
erilise hoole all (Eesti ... 1992). Alates 1995. aastast on Eestis hoolekannet korraldatud sotsiaal-
hoolekandeseaduse alusel. Sotsiaalhoolekande tarbeks on vastu voetud mitu seadust ja maarust
ning seda on rahastatud nii riigi kui ka kohalike omavalitsuste eelarvest.

1995. aastal kiitis valitsus heaks ka Eesti invapoliitika ildkontseptsiooni, mis on siiani ainus riiklik
puudega inimesi kasitlev strateegiadokument (Puuetega ... 1995). 17 aastat hiljem, 21. martsil
2012 ratifitseeris Eesti URO puudega inimeste diguste konventsiooni. Sellega véttis riik endale
eesmargi parandada puudega inimeste olukorda, rakendades selleks mitmesuguseid abindusid.
Konventsiooni preambuliga on satestatud liikkmesriikide kohustused tagada puudega inimestele
vabadus iseseisvalt liikuda, killlaldane elatustase ja sotsiaalne kaitse.

Riik on hakanud aina enam puudega inimeste vajadusi tunnustama ja nende ring, kes saavad
seaduse alusel puudega inimestele méeldud toetusi, on laienenud. Kui 2004. aasta 1. jaanuari
seisuga oli puudega inimesi 7,1% kogurahvastikust, siis 2014. aastaks on nende osatahtsus
kasvanud 10,7%-ni. Niisugune trend tdhendab ka suuremat koormust nii sotsiaalkindlustus- kui
ka sotsiaalhoolekandesUsteemile, mille Ulesanne on osutada puudega inimesele vdi tema
perekonnale abi puudest tingitud raskuste ennetamiseks, kaotamiseks voi kergendamiseks.

Eesti praegune sotsiaalhoolekandeslisteem on meditsiinikeskse lahenemisega. Puudega
inimeste kaasamine rajaneb suuresti nende esmavajaduste rahuldamisel, et nad saaksid
Uhiskonnas iseseisvalt hakkama, mitte reaalsel kaasamisel. See tahendab, et puudega
inimestele laiema valiku tugiteenuste pakkumise asemel makstakse mitmesuguseid sotsiaal-
kindlustustoetusi, mille peamine eesmark on siiani olnud hivitada puudest tingitud lisakulutusi.

Kaesolevas peatulkis kasitletakse puudega inimeste sotsiaalhoolekannet ja sotsiaalkindlustust
ning vaadatakse pakutavaid teenusi ja toetusi ning ndudlust.

Ulevaade kehtivast sotsiaalhoolekandesiisteemist

Esmajoones on puudega inimene isiksus, kel on tavalised inimlikud vajadused ja alles seejarel
erivajadused, mille téttu ta vajab rohkem toetust kui enamik inimesi. Puudega inimeste
sotsiaaltoetuste seaduse kohaselt on puue inimese anatoomilise, fusioloogilise vdi psuuhilise
struktuuri voi funktsiooni kaotus voi kdrvalekalle, mis koos eri suhtumuslike ja keskkondlike
takistustega tOkestab teistega vordsetel alustel ihiskonnaelus osalemist (Puuetega ... 1999). Kui
puudega inimesel on puude tottu lisakulutusi, naiteks on vaja abivahendeid, hooldust,
rehabilitatsiooni voi on lisakulutused seotud transpordi, t66tamise vdi Gppimisega, on talle ette
nahtud riigi makstavad puudega inimeste sotsiaaltoetused (ibid.). Sotsiaalhoolekandeseaduse
kohaselt korraldavad sotsiaalhoolekannet sotsiaalminister — riiklk sotsiaalhoolekanne,
maavanemad (nt pensioniameti maakondlik osakond) — ja kohalik omavalitsus (KOV)
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(Sotsiaalhoolekande ... 1995). Eesti sotsiaalse kaitse meetmed on sotsiaalkindlustus ja
-hoolekanne. Esimene tdhendab, et teatavate sotsiaalsete riskide (nt t66vdimetus) realiseerumise
korral peab riikk tagama inimvaarset araelamist voimaldava sissetuleku. Sotsiaalkindlustust
rahastab riik kohustuslikest maksudest. Hoolekanne on aga toimingute sisteem, mille abil taga-
takse puudega inimestele mitmesugused pdhivabadused, suurendatakse sotsiaalset kaasatust ja
leevendatakse sotsiaalset torjutust. Hoolekanne katkeb endas nii toetusi kui ka hoolekande-
teenuseid (Medar 2009).

Nii toetuste kui ka teenuste saamise aluseks on puude raskusastme taotlemine ning selleks tuleb
inimesel esitada Sotsiaalkindlustusametile avaldus, milles ta annab infot oma toimetuleku,
abivajaduse, takistuse, lisakulude jms kohta. Peale isiku enda antava info kisitakse lisateavet ka
pere- voi eriarstilt. Puue tuvastatakse inimesega kohtumata (Puuetega ... 2014).

Puude raskusastme tuvastamine toimub eri vanuses inimestel erinevalt. Lastel ja pensioniealistel
tuvastatakse puude raskusaste selle jargi, kui palju nad vajavad puude tdttu kdrvalist abi,
juhendamist vdi jarelevalvet. Selgitatakse vélja ka puudest tingitud lisakulu — vahemalt kord
kuus tehtavad kulutused ravimitele, transpordile, abivahendite korrashoiule, enesehooldusele,
majapidamisele, eririietusele ja -jalatsitele ning kommunikatsioonivahendite kasutamisele
(Puuetega ... 2014).

Tdoealistel tuvastatakse vajaduse korral ka pusiva t6évéime kaotuse protsent ja juhul, kui see on
Ule 40%, on inimesel voimalik saada t6ovdimetuspensioni. Nii t66voime kadu kui ka puude
raskusaste maaratakse kindlaks ajaks (pool aastat, 1, 2, 3 vdi 5 aastat) ja selle mé6dumisel tuleb
ette votta sama protseduur (n-6 kordusekspertiis). Kordusekspertiisi vdib taotleda ka varem, kui
inimese toimetulek, terviseseisund vm on oluliselt muutunud. Nii puude kui ka plsiva t66-
vbimetuse taotlemise aluseks olevate ekspertiiside arv kasvas kuni 2011. aastani ning hakkas
seejarel vahenema (tabel 1).

Tabel 1. To6voimetuse ja puude ekspertiisid, 2009-2013
Table 1. Examinations for determination of incapacity for work or degree of severity of disability,
2009-2013

2009 2010 2011 2012 2013

Esimest korda piisivalt 12973 16804 17339 15885 14766 First-time registration of

toovoimetuks tunnistatud permanent incapacity for
work

Mehed 7191 8975 9021 8182 7754 Males

Naised 5782 7829 8318 7703 7012 Females

Toovoimetus 100% 1418 1219 1175 908 849 100% incapacity for work

Toovoimetus 80-90% 3490 3825 3780 3316 2944 80-90% incapacity for work

Toovoimetus 40-70% 7402 10581 10799 10013 9325 40-70% incapacity for work

To6voimetus 10-30% 663 1179 1585 1648 1648 10-30% incapacity for work

Piisivalt toovoimetuks 37942 38806 38370 36465 37831 Registered as permanently

tunnistatud incapacitated for work

Mehed 19550 19869 19286 17870 18527 Males

Naised 18392 18937 19084 18595 19304 Females

To6voimetus 100% 4423 4089 3891 2 541 2917 100% incapacity for work

Toovoimetus 80-90% 13609 13746 13011 11296 10918 80-90% incapacity for work

Toovdimetus 40-70% 19240 20307 20672 21503 22732 40-70% incapacity for work

Toovoimetus 10-30% 670 664 796 1125 1264 10-30% incapacity for work

Esmakordse puudega 16569 20544 21869 21483 21407 First-time registration of

inimesed disability

Mehed 8228 9818 10315 10206 9973 Males

Naised 8341 10276 11554 11277 11434 Females

Siigav puue 1620 1919 2 050 2208 2030 Profound disability
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Tabel 1. T66voimetuse ja puude ekspertiisid, 2009—2013
Table 1. Examinations for determination of incapacity for work or degree of severity of disability,
2009-2013

Jarg — Cont.

2009 2010 2011 2012 2013
Raske puue 6835 8195 9217 8 987 8 802 Severe disability
Keskmine puue 8114 10430 10602 10288 10575 Moderate disability
Korduva puudega 32533 30983 31812 29879 29046 Repeatregistration of
inimesed disability
Mehed 13265 14446 14472 13265 13121 Males
Naised 16614 16537 17340 16614 15925 Females
Sligav puue 4 492 3799 4 227 3911 3001 Profound disability
Raske puue 17043 16197 16411 15160 14191 Severe disability
Keskmine puue 10998 10987 11174 10808 11854 Moderate disability

Allikas: Sotsiaalkindlustusamet
Source: Social Insurance Board

2013. aastal tehti esmakordse puude maaramiseks kokku Ule 31 000 ekspertiisi ja 68%-I
juhtudest puue ka maarati. Kordusekspertiise oli ligi 30 000 ning sel juhul kinnitati puue 95%-I
juhtudest. TO6vdime kao maaramiseks tehti 2013. aastal ligi 17 000 ekspertiisi ja 88%-I juhtudest
maarati pusiv td6dvbimetus, kordusekspertiise tehti ligi 38 000 ning té6véime kadu jai plsima
99%-| juhtudest. Nagu 6eldud, maaratakse puude ekspertiisi tulemusena inimesele kas keskmise
raskusastmega, raske voi stigav puue; téovdime hindamise korral t66voimetus 80-90%, 40-70%
voi alla 40%. Kuni 2011. aastani nii t66véimekao kui ka puudega inimeste arv kasvas, ent
aastatel 2012—-2013 kahanes.

Jargnevalt on antud Ulevaade nii puudega inimestele osutatavatest sotsiaalteenustest kui ka
pakutavatest toetustest.

Puudega inimeste toetused

Puudega inimeste sotsiaaltoetuste eesmark on nende iseseisva toimetuleku, sotsiaalse
integratsiooni ja vordsete vdimaluste toetamine puudest tingitud lisakulude osalise hivitamisega.
Puudega inimeste sotsiaaltoetusi madratakse ja makstakse Eesti alalisele elanikule vdi
tahtajalise elamisloa vdi tahtajalise elamisdiguse alusel Eestis elavale isikule lisakulutusi tekitava
keskmise raskusastmega, raske voi sligava puude korral. Eestis viibival rahvusvahelise kaitse
saajal on 6igus puudega inimeste sotsiaaltoetustele Eesti alalise elanikuga voérdsetel alustel
(Puuetega ... 1999).

Puudega inimeste toetused on eeskatt rahalised hivitised, mis on kindlaks maaratud puudega
inimeste sotsiaaltoetuste seadusega. Uhtekokku vdib eristada kaheksat rahalise toetuse liiki,
mille arvutamise aluseks on puudega inimeste sotsiaaltoetuste maar, mis on alates 2005. aastast
ehk viimased kimme aastat olnud 25,57 eurot. Tuleb arvesse vétta, et nii nagu erinevad puude
raskusastmed, erinevad ka makstavate toetuste maarad.

Levinuimad (ja ka enim taotletavad) toetused on iga kuu makstavad puudega inimeste toetused,
mille all eristatakse puudega lapse, puudega tdbealise ja puudega vanaduspensioniealise
toetust. Nimetatud toetusi v@ib taotleda nii rehabilitatsiooniplaanis ette nahtud kulutuste
finantseerimiseks kui ka puudest tingitud lisakulude hivitamiseks. Nii nagu puudega inimeste arv
on suurenenud ka neile valjamakstavad sotsiaaltoetused. Enim taotlejaid on vahemalt
16-aastaste puudega inimeste seas. Toetuse saajate arv on vahemikus 2009—2013 markimis-
vaarselt kasvanud — kui 2009. aastal oli neid 115 000, siis 2013. aastal 130 000 (joonis 1). Neil
aastatel suurenes ka vanaduspensioniealiste toetusesaajate arv — peaaegu kaks korda. Kui aga
suhestada toetusesaajate arv puudega taisealiste ehk Ule 16 aasta vanuste koguarvuga, ilmneb,
et toetusi sai naiteks 2014. aasta 1. jaanuari seisuga 98% ehk enamik puudega inimestest.
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Joonis 1. Puudega tidisealise toetuse saajad, 2009-2013
Figure 1. Recipients of disability allowances for adults, 2009-2013
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Allikas: Sotsiaalkindlustusamet
Source: Social Insurance Board

Oluline riihm puudega inimeste toetuste taotlejate seas on alaealised. Puudega laste toetusi
saab praeguse seisuga kokku Ule 9000 lapse, seejuures 60%-| neist on raske vdi siigav puue. Nii
nagu taisealistel on ka puudega laste toetuse saajate arv kasvanud — kui 2009. aastal sai riiklikku
toetust umbes 6400 last, siis 2013. aastal oli neid juba ligikaudu 2700 vorra rohkem (joonis 2).
Vottes arvesse, et puudega laste toetusi makstakse alla 16-aastastele lastele, said 2013. aastal
seda toetust 93% koikidest puudega lastest.

Joonis 2. Puudega lapse toetuse saajad, 2009-2013
Figure 2. Recipients of disabled child allowance, 2009-2013
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Allikas: Sotsiaalkindlustusamet
Source: Social Insurance Board

Eespool nimetatud toetuseliigid on kdll levinuimad, ent puudega inimestele makstakse ka teisi,
spetsiifilisemaid toetusi. Uks neist on rehabilitatsioonitoetus, mille eesmark on hiivitada
16—65-aastaste erivajadustega inimeste rehabilitatsioonikulusid (seisuga 01.01.2014 oli toetuse
maar 51,14 eurot). Selle toetuse taotlejate arv on iga aastaga kasvanud. Kui 2009. aastal sai
rehabilitatsioonitoetust ligi 2900 inimest, siis 2013. aastal 23% rohkem. Tendents on kill
positiivne, ent tegelikkuses jduab toetus vaid 0,5%-ni puudega 16—65-aastastest.

Last Uksi kasvatavale puudega vanemale on ette nahtud puudega vanema toetus, mille saajate
arv on labi aastate olnud Usna stabiilselt umbes 1100, kasvades aastatel 2009—2013 vaid 4%.
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Ménevdrra rohkem on muutunud véljamakstud summad — vaatlusalusel perioodil kasvasid
puudega vanema toetused 13%.

Véaga tagasihoidlikuna on pusinud taienduskoolitus-, to6tamis- ja Gppetoetuste saajate hulk.
Alates 2011. aastast on taotlejate arv iga toetuse liigi puhul kahanenud (joonis 3). Kdige vahem
on taotletud Sppetoetust, enim aga taienduskoolitustoetust. Toetuste taotlejate vaikest arvu voib
osalt pdhjendada vahese motivatsiooniga. Kérgkoolis dppivail puudega inimestel on vdimalik
taotleda Euroopa Liidu Sotsiaalfondist kaasrahastatava programmi Primus raames stipendiumi
vOi Uhekordset toetust. See jadb vahemikku 60-510 eurot, olles seega mitu korda suurem kui riigi
rahastatav toetus, mis on 6,39-25,57 eurot. Taienduskoolitustoetuse taotlejate nappuse taga
voivad samuti olla motivatsiooniga seotud tegurid. To6tamiskoolitusega seotud kulud hivitab
enamasti tédandja, mistdttu ka seda toetust on vahem taotletud.

Joonis 3. Puudega inimeste tiienduskoolitus-, to6tamis- ja Oppetoetuse saajad, 2009—2013
Figure 3. Recipients of in-service training allowance, work allowance and education allowance
for persons with disabilities, 2009—2013
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Allikas: Sotsiaalkindlustusamet
Source: Social Insurance Board

Peale eespool nimetatud toetuste on puudega tédealistel voimalik taotleda t66vSimetuspensioni,
juhul kui td6vdime kaoks on maaratud 40-100%. Ajavahemikus 2009-2013 kasvas t66voimetus-
pensioni saajate arv 23% (01.01.2014 seisuga oli neid 94 325) (joonis 4).

Joonis 4. To6voimetuspensioni saajad, 2009-2013
Figure 4. Recipients of pension for incapacity for work, 2009-2013
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Allikas: Sotsiaalkindlustusamet
Source: Social Insurance Board
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51% to6voimetuspensioni saajatest on naised. Vanuse poolest kuulub enim t66voimetus-
pensionare vanuserihma 40-59. Majanduskriisi ja struktuurse t66puuduse tottu kasutatakse
téovoimetuspensioni ka n-6 asendussissetulekuna ja toovdimetute suur hulk ei viita tingimata
suurele hulgale puude voi tegevuspiiranguga inimestele. Vaesuse leevendamiseks ei ole Eestis
eriti palju meetmeid ja mitmesugustel pdhjustel ei saa kdik abivajajad ka toimetulekutoetust
taotleda. Seega vdib oletada, et majandussurutise ajal kasutati té6voimetuspensioni ka
toimetulekutoetusena.

Sotsiaalteenused puudega inimestele

Sotsiaalteenuseid osutab nii riik kui ka kohalik omavalitsus. Riik [&htub teenuste osutamisel
sotsiaalhoolekandeseaduse §-st 10, mille alusel rahastatakse, reguleeritakse ja korraldatakse
rehabilitatsiooniteenust, erihoolekandeteenuseid, proteeside ja muude abivahendite andmist,
raske ja sligava puudega laste hoiu teenust ning asenduskoduteenust (Sotsiaalhoolekande ...
1995).

Peamiselt osutavad teenuseid siiski kohalikud omavalitsused (KOV-id), kelle kanda jaavad
puudega inimeste sotsiaalndustamine, koduteenused, eluasemeteenused ning hooldamine
perekonnas ja hoolekandeasutuses. Peale selle korraldavad kohalikud omavalitsused
invatransporti, isikliku abistaja ja tugiisiku teenust. Jargnevalt on raagitud peamistest riigi ja KOV-i
osutatavatest teenustest [ahemalt.

Rehabilitatsiooniteenuse eesmark on toetada puudega inimeste iseseisvat toimetulekut,
kogukonda kaasatust ning té6tamist ja td6leasumist. Rehabilitatsiooni mdiste on kill tGisna lai, ent
nimetatud teenuse sisu on sotsiaalhoolekandeseadusega reguleeritud — selle alla kuuluvad nii
rehabilitatsioonihindamine kui ka -planeerimine, rehabilitatsiooniplaani taitmise juhendamine ja
téitmise tulemuste hindamine, fiisio-, tegevus- ja loovterapeudi teenus ning sotsiaalt66taja,
eripedagoogi, psuhholoogi ja logopeedi teenus (Rehabilitatsiooniteenuse ... 2007). Koikide
nimetatud rehabilitatsiooniteenuste osutamise aluseks on kehtiv rehabilitatsiooniplaan.

Nimetatud teenuseid saavad taotleda igas eas puudega inimesed ja t66vdimetuspensionarid,
kelle t66vdime kadu on vahemalt 40%. Inimeste vajadusi hindavad rehabilitatsioonispetsialistid
ning selle tulemusena koostatakse rehabilitatsiooniplaan, mis koosneb spetsialistide hinnangust,
soovitustest ja tegevuskavast. Plaan kehtib pool kuni viis aastat ja selles tehakse kindlaks
vajadus eri teenuste jarele. Tihtipeale on kehtiv rehabilitatsiooniplaan aluseks paljude riigi pakuta-
vate teenuste saamiseks.

Rehabilitatsiooniteenuste osutajate arv on maakonniti Gsna erinev (tabel 2). Naiteks on enim
vastavaid asutusi koondunud Harju- ja Tartumaale. Uhelt poolt on see méistetav, kuna nendes
piirkondades on rahvaarv teistest suurem. Teiselt poolt aga elab puudega inimesi enim
vaiksemates maakondades, isearanis suur on nende osatdhtsus Jogeva-, Pdlva-, Valga- ja
Vorumaal. Mainitud maakondades on aga Usna vahe puudega inimestele mdeldud
rehabilitatsiooniasutusi, ent (sna palju teenuse kasutajaid. Absoluutarvudes kasutatakse
rehabilitatsiooniteenuseid palju ka Harju-, Ida-Viru- ja Tartumaal, ilmselt nende maakondade
asutuste rohkuse tottu. Kui aga vaadata puudega inimeste osatdhtsust maakonniti, avaneb
hoopis teistsugune pilt. Rehabilitatsiooniteenused on mdeldud ennekdike puudega inimeste
kaasamiseks, ent kogu Eesti peale kasutab neid kokku vaid kimnendik kdigist puudega
inimestest. Seejuures on erinevused maakonniti Gsna suured.
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Tabel 2. Puudega inimeste rehabilitatsiooniteenuseid osutavad asutused ja teenuse
kasutajad maakonna jérgi, 2013°

Table 2. Institutions providing rehabilitation services for persons with disabilities and users of
the services by county, 2013?

Asutused Teenuse kasutajate arv Teenuse kasutajate
osatahtsus maakonna
puudega inimestes, %

Institutions Users of services  Share of users among
the disabled population
in the county, %
Harjumaa 26 2815 7,8  Harju county
Hiiumaa 1 35 5,2  Hiiu county
Ida-Virumaa 11 2303 10,5 Ida-Viru county
Jégevamaa 2 588 8,3 Jbgeva county
Jarvamaa 3 343 10,8  Jérva county
Laanemaa 1 161 7,9 L&ane county
Laane-Virumaa 6 438 8,4  L&ane-Viru county
Poélvamaa 5 858 12,2  Pélva county
Parnumaa 5 652 7,9 Pérnu county
Raplamaa 2 238 8,9 Rapla county
Saaremaa 6 265 6,5 Saare county
Tartumaa 28 3075 14,0  Tartu county
Valgamaa 2 604 9,8 Valga county
Viljandimaa 4 705 10,7  Viliandi county
Vérumaa 4 801 10,8  V6ru county
Kokku 106 13 875 9,8 Total

@ Andmed on 2013. aasta 16pu seisuga.
?Data as at the end of 2013.

Allikad: Sotsiaalkindlustusamet, Statistikaamet
Sources: Social Insurance Board, Statistics Estonia

Rehabilitatsiooniteenuste kasutajate arv kasvas ajavahemikus 2009-2013 ligikaudu 20%.
2013. aastal kasutas neid teenuseid kokku veidi tle 13 000 inimese. Rehabilitatsiooniteenuste
kasutajad on enamasti alla 17-aastased — 2013. aastal olid 52% teenuse kasutajatest alla 17
aasta vanused ja 28% Ule 63 aasta vanused. Laste puhul on rehabilitatsiooniteenuse peamine
Ulesanne vahendada puudest tingitud piiranguid ja takistusi ning soodustada seelabi lapse
arengut. Puudega eakate rehabilitatsioon katkeb endas eeskéatt hooldust ja senise elukvaliteedi
sailitamist. ToOealistest kasutab rehabilitatsiooniteenust 20%. Kavandatav t6ovdimereform
kujundab Umber ka rehabilitatsiooniteenuse. Muudatused puudutavad eeskatt puudega todealisi,
kellel on tuvastatud téovoime vahenemine, ent mitte selle taielik puudumine. Neile osutatakse
edaspidi uut toole saamist vdi t66l plsimist toetavat tddalase rehabilitatsiooni teenust Eesti
Todotukassa kaudu. See aga tdhendab, et inimene peab olema end arvele vétnud tddotsija voi
té6tuna, tdéotama, Oppima voi viibima aja- vOi reservteenistuses. See omakorda kitsendab
rehabilitatsioonitoetuse saajate ringi.

Aastatel 2009-2013 kasvas puudega inimeste arv 17% ja rehabilitatsiooniteenuse saajate arv
23%. Samal ajal plsis teenuse saajate osatahtsus puudega inimeste seas aastatel 2009-2013
vordlemisi stabiilsena, olles vahemikus 2,0-2,5%.

Rehabilitatsiooniteenust kasutatakse peaasjalikult liikumis- ja litpuude (vdhemalt kaks puuet)
korral — kokku 55%-l juhtudest. Usnagi palju kasutatakse rehabilitatsiooni ka nende puudeliikide
korral, mis ei ole seotud nagemise, kuulmise, kdne ega psulhikaga — 2013. aastal kasutas
rehabilitatsiooniteenust 28% muu puudega inimestest.

Rehabilitatsiooniteenuse kasutamine on siiski Usnagi tagasihoidlik. 2009. aasta puudega inimeste
ja nende perelikmete hoolduskoormuse kohta tehtud uuringu (Puudega ... 2009) tulemuste
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kohaselt vdivad vahese kasutamise taga olla mitmesugused probleemid — pikad ootejarjekorrad,
keerukas asjaajamiskord jms.

Erihoolekandeteenused on mdeldud peaasjalikult neile, kel on raske, sligava voi pusiva
psllhikahaire tottu valja kujunenud suurem kdrvalabi-, juhendamis- vdi ka jarelevalvevajadus
ning kes vajavad toimetulekuks professionaalset kérvalabi. Psuuhilise erivajadusega inimeste
hoolekande arendamisel tuleb vaartustada sotsiaalset integratsiooni, mistdéttu péhisuundumus on
arendada toetavaid teenuseid nii, et inimene saaks elada vdimalikult kaua tavaparases elu-
keskkonnas. Teenust kasutavatele (hoolekandeasutustes viibivatele) inimestele on esmatéahtis
koduste elutingimuste loomine. Erihoolekandes loetakse koduses keskkonnas toimetulekut
toetavateks teenusteks igapaevaelu toetamise, toetatud elamise ja tdo6tamise teenust.
Hoolekandeasutustes osutatakse 6dpéevaringset erihooldusteenust. Uhe erihoolekandevormina
pakutakse ka kogukonnas elamise teenust.

Kaesolevas peatukis teenuseid ei eristata ja esitatav statistika katkeb endas kdigi erihoolekande-
teenuste kasutajaid (ehk erihoolekodud, toetatud elamine jms).

Erihoolekandeteenuseid koordineerib ja osutab AS Hoolekandeteenused. Vastavat teenust
osutavaid asutusi on Eestis kokku 109 ja need paiknevad Usnagi hajusalt Ule riigi. Aastatel
2009-2013 lisandus 13 erihoolekandeteenust osutavat asutust, teenuste kasutajate arv kasvas
samal ajavahemikul 710 vdrra. Enim kasutavad erihoolekandeteenuseid 30—49-aastased
puudega inimesed (joonis 5), mehed veidi enam kui naised.

Ehkki erihoolekandeteenuste kasutajate arv ajavahemikus 2009-2013 suurenes, on nende
osatahtsus puudega inimeste koguhulgas jaanud suhteliselt samaks. See tahendab, et
proportsionaalselt on vaatlusalusel ajavahemikul lisandunud rohkem puudega inimesi kui vastava
teenuse kasutajaid. Erihoolekandeteenust kasutab keskeltldbi vaid 4% kdigist puudega
inimestest.

Joonis 5. Erihoolekandeteenuste kasutajad vanuseriihma jargi, 2009-2013
Figure 5. Users of special care services by age group, 2009-2013
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Allikas: Sotsiaalministeerium
Source: Ministry of Social Affairs

2013. aastal kasutati erihoolekandeteenustest pooltel juhtudel 66paevaringset hooldust — selle
teenuse kasutajaid oli dle 3300. Kolmandik kasutab igapdevaelu toetamise teenust ja 10%
toetatud elamise teenust. Vahem kasutatakse kogukonnas elamise ja t66tamise toetamise
teenust.

Uks riigi toetatav ja rahastatav meede on proteeside ning ortopeediliste ja muude abivahendite
andmine. Nimetatud vahendite valik on Gsna lai — nende hulka kuuluvad nii ndgemis-, kuulmis-,
likumis-, teisaldamis- ja olmeabivahendid kui ka mitu muud tooteriihma. Uldiselt selgitab
abivahendivajaduse valja perearst, ent kui vahendi hind on lle 1278 euro, selgitab vajaduse valja
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eriarst vOi rehabilitatsiooniasutus. Proteesi v6i muu abivahendiga on véimalik ennetada tekkinud
vdi kaasaslindinud kahjustuse vdi puude slvenemist, samuti kompenseerida puudest tingitud
funktsioonihairet ning parandada ja sailitada fiUsilist ja sotsiaalset iseseisvust ja tegutsemis-
vOimet (Puudega ... 2014).

Niisuguseid abivahendeid sai 2013. aastal kokku 64 420 inimest, kellest14% olid alla
18-aastased ja enamik ehk 70% vanaduspensioniealised. Pensioniealiste kasutajate suure
osatahtsuse tbttu oli suurem osa kasutatavaist abivahendeist pdetamis- ja hooldusvahendid
(46%). Teise suurema rihma moodustasid ortoosid ja proteesid, mida kasutati 25%-| juhtudest.
Liikkumisabivahendeid kasutas kokku pea 14 000 inimest (21%).

Puudega inimeste ja nende pereliikmete hoolduskoormuse uuringu tulemuste kohaselt (Puuetega

. 2009) kasutab suurem osa inimesi abivahendeid igapaevategevustes. Pakutavate abi-
vahenditega olid uuringus osalejaist rahul pea pooled, ent leiti ka mdningaid puudusi. Usna sageli
peeti abivahendeid kalliks (65%), samuti arvati, et need voiksid olla tdiuslikumad ja vastu-
pidavamad. Koige suurem ndéudlus on liikumis-, nagemis- ja kuulmisabivahendite jarele.
Uuringust selgus, et ligi pooltel uuringus osalenuist on olnud probleeme abivahendite saamisega.
Eeskatt on tegemist materiaalsete probleemidega — kas on abivahend kallis véi on asjaajamis-
kulud liiga suured. Abivahendite saamist soodustingimustel reguleerib sotsiaalministri maarus
(Tehniliste ... 2000). Parast maaruse joustumist pole riigi panus abivahendite soodustingimustel
saamisesse muutunud — riigi osalusprotsent on sama suur kui 14 aastat tagasi.

Raske ja sligava puudega laste kasvatajatele (vanem, eestkostja v&i perekonnas hooldaja)
pakub riik ka lapsehoiuteenust. See on mdeldud last kasvatava isiku paremaks toimetulekuks ja
té6tamise toetamiseks.

Suurem osa puudega inimeste hoolekandest on kohalike omavalitsuste dlul. Nemad korraldavad,
reguleerivad ja rahastavad teenuseid, mille osutamiseks on vajalik tunda ning hinnata piirkonna
elanike vajadusi ja piirkonna vdimalusi. Teenuste sisu on vélja toodud sotsiaalhoolekande-
seaduses ning teenuste vajalikkust hindab KOV-i sotsiaaltdétaja koos abivajaja ja tema pere-
likmetega. Uks KOV-i pakutav teenus on sotsiaalndustamine, kus inimesele antakse vajalikku
teavet tema sotsiaalsete diguste kohta. Sotsiaalndustamise eesmark on ennetada sotsiaalsete
probleemide teket, lahendada juba tekkinuid ja soodustada edasist toimetulekut.

Levinuim KOV-i pakutav sotsiaalhoolekandeteenus on koduteenus. See tdhendab kodustes
oludes osutatavaid teenuseid, mis aitavad abi vajavatel inimestel toime tulla harjumusparases
keskkonnas. Teenuse eesmark on abistada inimest kodu ja isikliku eluga seotud igapaeva-
toimingutes ning asjaajamisel. Sellega aidatakse kaasa elukvaliteedi sailitamisele ja
parandamisele. Koduteenus aitab hooldusteenuste kaudu leevendada funktsionaalsete vdimete
kahanemisest ja tervise halvenemisest tingitud toimetulekuraskusi. Koduteenus iseenesest
sotsiaalset tdrjutust tingimata ei leevenda, ent ainutiksi see, et inimesele luuakse vdimalus elada
oma harjumuspéarases keskkonnas, ja see, et temaga regulaarselt suheldakse, on abi vajavale
inimesele sligava sotsiaalse ja pstihholoogilise tdhendusega (Kreitzberg jt 2010). Koduteenuste
loetelu ja nende osutamise korra kehtestab iga KOV ise.

Koduteenuse kasutajate arv plsis aastatel 2009-2013 stabiilselt 4000 Umber. 2013. aastal
kasutas koduteenust kokku 4486 erivajadusega inimest (3% puudega inimestest), neist 74% olid
naised. Enamik teenuse kasutajaist olid lile 65 aasta vanused (80%), alla 17-aastaseid oli Gsna
vahe — ligi 1% koikidest kasutajatest. Nimetatud teenust kasutavad enim Laane-, Rapla- ja
Saaremaa puudega inimesed. Enim on koduteenust kasutavate elanike osatahtsus puudega
inimeste seas kasvanud Laane-, Rapla- ja Saaremaal, enim vahenenud aga Joégeva-, |da-Viru- ja
Parnumaal (joonis 6).
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Joonis 6. Koduteenuse kasutajad maakonna jargi, 2009 ja 2013
Figure 6. Users of domestic services by county, 2009 and 2013
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KOV-i korraldada on ka puudega inimeste hooldamine hoolekandeasutustes, samuti finantseerib
KOV perekonnas hooldamist. Ajavahemikul 2009-2013 suurenes taiskasvanute 00paevase
hooldamise teenuse kasutajate arv ligikaudu 24%. Kui 2009. aastal kasutas teenust kokku 5182,
siis 2013. aastal juba 6333 inimest, kellest 66%-I oli ametlikult registreeritud puue. Hoolekande-
asutuste statistika paraku vaga pohjalikku ja tapset informatsiooni puudega inimeste kohta ei
anna — hooldusel viibivad ka need, kes ei saa enesega sotsiaalselt hakkama ja kellele seet6ttu
on hakatud puuet maarama. Statistika alusel ei saa seega kindlaks teha, kui palju tegelikult
hoolekandeasutustes puudega inimesi on.

Nii nagu on kasvanud hoolekandeasutuses hooldust vajavate inimeste arv, suurenes aastatel
2009-2013 ka nimetatud teenust pakkuvate asutuste arv, vastavalt 122-st 144-ni. Perekonnas
hooldamine ei ole puudega inimeste seas eriti levinud. Seda ei tohi segamini ajada
omastehooldusega, mis sisuliselt tdhendab puudega pereliikme hooldajaks vormistamist. Sel
juhul on hooldajaks vormistatul véimalik taotleda omavalitsuselt hooldajatoetust, mille suurus
oleneb juba konkreetsest omavalitsusest. Peale eespool nimetatud teenuste on KOV kohustatud
pakkuma erivajadustega inimestele eluasemeteenuseid (eluruumi kohandamine véi tagamine
nendele, kes seda ise ei suuda), vajaduse korral isikliku abistaja teenust (erivajadustega inimeste
igapaevane abistamine), invatransporti ja tugiisikuteenust (ndustamine ja juhendamine), té6koha
kohandamist jms. Teenuste loetelu ei ole 16plik — peale seadusega satestatute vdib iga KOV oma
elanikele pakkuda mitmesuguseid lisateenuseid. Samuti on puudega inimestel tihtipeale véimalik
kasutada kohalike paevakeskuste teenuseid, mis aitavad véltida sotsiaalsesse isolatsiooni
jaadmist. Paraku ei ole sellekohane statistika eriti hasti kattesaadav, mistdttu tdpsem Ulevaade
puudub. Kill aga véib oletada, et nii nagu teised teenused ei ole ka kbik pakutavad tugiteenused
piirkonniti vérdselt esindatud. Arvatavasti on eelisseisundis ennekdike suuremad linnad ja vallad,
kus ka rahvaarv suurem.

Peale riigi ja KOV-ide tegelevad puudega inimestega ka vabalhendused ja organisatsioonid,
nagu puudega inimeste kojad, mitmesugused liidud (Eesti Kurtide Liit, Eesti Pimedate Liit, Eesti
Vaegkuuljate Liit jne), mittetulundusiihingud (MTU-d) ja tugikeskused. MTU-d naiteks osutavad
sotsiaalteenuseid projektipdhiselt KOV-idega sdlmitud lepingute alusel. Esmajoones tegeletakse
konkreetse puude spetsiifikaga seotud probleemide lahendamise, sotsiaalse kaasamise jms-ga.
See tahendab, et probleemsete ja abi vajavate inimeste kohta kogutakse infot, vajaduse korral
tehakse vorgustikutddd nende lahedaste jt organisatsioonidega ning osutatakse vajalikku abi.
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Kulutused puudega inimeste sotsiaalsele kaitsele

Euroopa sotsiaalkaitsestatistikaga tegeleb Eurostat ja sotsiaalkaitse kogukulutuste arvepidamise
aluseks on Euroopa integreeritud sotsiaalkaitsestatistika sisteem (ESSPROS). Eesti on selleks
andmeid kogunud ja edastanud alates 1999. aastast. Uks ESSPROS-i funktsioone ehk risk voi
vajadus, mille puhul tekib tarvidus sotsiaalse kaitse jarele, on puue ja t66véimetus. Sinna alla
koonduvad kulutused véimaldavad teha riikidevahelist vérdlust. Kuna ESSPROS-i andmeid
esitatakse kaheaastase nihkega, on praegu saadaval andmed kuni aastani 2011. Euroopa Liidus
(EL) keskmiselt kulub téovoimetusele ja puudele ligikaudu 500 eurot inimese kohta aastas (joonis
7). Eestis tehtud kulutused puudele ja t66vdimetusele on lsna vaikesed — keskmiselt 223 eurot
inimese kohta.

Joonis 7. Kulutused puudega inimeste ja toovoimetute sotsiaalsele kaitsele Euroopa Liidu
riikkdes, 2011

Figure 7. Expenditure on the social protection of persons with disabilities and persons
incapacitated for work in the European Union countries, 2011
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Kui aga vaadata, kui palju Uks voéi teine rilk puudega inimeste ja té6vbimetute sotsiaalsesse
kaitsesse panustab, on tulemused monevdrra teistsugused. Eestis hdlmavad need 1,9% sise-
majanduse koguproduktist (SKP), Taanis ja Norras on vastav naitaja Ule 4%. Teiste Baltikumi
riikide, Lati ja Leedu kulutused on veidi vaiksemad — Latis 1,3% ja Leedus 1,6% SKP-st. EL-i
riikidest on kulutuste osatéahtsus SKP-s vaikseim Maltal — 0,8%. Nende kulutuste pdhjal ei saa
teha riikide edetabelit, sest puudega inimeste osatahtsus riigiti erineb.

2013. aastal kulutas valitsemissektor rahalistele sotsiaaltoetustele keskmiselt 500 miljonit eurot
kvartalis, toetused puudega inimestele olid sellest ligi 3%. Valitsemissektori kulutused puudega
inimeste sotsiaaltoetustele on aasta-aastalt suurenenud. Kui 2009. aastal olid kulud ligi
57 miljonit eurot, siis 2013. aastal juba 7 miljoni vérra suuremad.

Véimalik on hinnata ka KOV-ide kulutusi sotsiaalsfaarile, sh puudega inimeste sotsiaalsele
kaitsele. Kogu Eestis on nimetatud kulutused aastatel 2009-2013 kasvanud 5,2%, suurem kasv
jai aastatesse 2011-2013. Puudega inimeste sotsiaalse kaitse kulutustes torkavad silma lsnagi
suured maakondlikud erinevused (joonis 8). limneb, et parimas olukorras on Hiiumaa puudega
inimesed — seal kulutatakse puudega inimese kohta ligi 330 eurot aastas. Harjumaal on keskmine
kulu puudega inimese kohta 200 ja Tartumaal ligikaudu 140 eurot aastas. Vaikseimad on
kulutused Laane-, Saare- ja lda-Virumaa puudega inimestele. Ida-Virumaal elava puudega
inimese peale kulub ligi 60 eurot aastas, Laane- ja Saaremaal mdne euro vorra rohkem.
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Joonis 8. Kulutused puudega inimeste sotsiaalsele kaitsele maakonna jargi, 2013
Figure 8. Expenditure on social protection for persons with disabilities by county, 2013
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Suurimad on kulutused riiklikele sotsiaalkindlustustoetustele (v.a toéovoimetuspension), nagu
puudega taisealise (nii vanaduspensioni- kui ka t6dealised) ja puudega lapse toetus. Vahem
kulub puudega vanema ja rehabilitatsioonitoetustele, samuti on tUsna vaike osa taienduskoolitus-,
té6tamis- ja Sppetoetustel. Kokku kulutas riik 2013. aastal puudega inimeste sotsiaalkindlustus-
toetustele ligi 58 miljonit eurot. Varreldes 2009. aastaga on summa kasvanud ligi 11 miljoni vorra,
suurim on juurdekasv olnud eeskatt puudega taisealiste toetuste arvelt. Peaaegu muutumatuna
on pusinud kulutused dppetoetustele ning kahanenud on kulutused taienduskoolitus- ja to6tamis-
toetustele.

Voéimalik on vdrrelda ka riiklikele sotsiaalteenustele tehtud kulutusi. Enim ressurssi nduavad
erihoolekandeteenused (u 60%), isedranis 66paevaringne erihooldusteenus. Ligi neljandik kulub
proteesidele ja muudele abivahenditele, vahem rehabilitatsiooniteenustele. KOV-ide kulud on
seotud eeskatt selliste sotsiaalteenustega nagu koduteenus, eluasemeteenus, hooldamine hoole-
kandeasutustes, padevakodude teenused jne. KOV-ide eelarvest kulus 2013. aastal enim raha
taiskasvanute hooldamisele hoolekandeasutustes — ligi pool kdikidele sotsiaalteenustele kulunud
véljamaksetest. Usna palju raha nduab ka péaevakeskuste t66 korraldamine ja koduteenuse
osutamine (Statistikaamet 2014).

Kdik pakutavad teenused aga ei ole abivajajatele tasuta, sageli on vajalik inimese omaosalus.
Sotsiaalministeeriumi andmestik annab Ullevaate sellest, kui suur on naiteks inimese omaosalus
erihoolekande, koduteenuste ja hoolekandeasutustes hooldamise korral. Samuti saab hinnata,
kui suure osa proteeside ja abivahendite maksumusest peab puudega inimene ise tasuma.
2013. aasta andmetel on erihoolekandeteenuste saamisel inimese omaosalus ligi 25%, Ulejaanu
eest kannavad hoolt riik ja KOV. Veidi rohkem maksab proteeside ja abivahendite soetamine,
millest 32% on puudega inimese enda kanda. Kulukaim teenus on taiskasvanute hooldamine
hoolekandeasutustes, mille puhul jaab inimeste endi Olule 67% vajaminevatest ressurssidest.
Vaikseima osalusega on koduteenuse osutamine, mille puhul inimesel endal tuleb tasuda 4%.

Puudega inimeste tulevik

Puudega inimeste Oigusi reguleerivad mitmed seadused, sealhulgas ka eespool mainitud
puudega inimeste sotsiaaltoetuste seadus ning sotsiaalhoolekandeseadus. Eeskatt on tegemist
dokumentidega, mis reguleerivad puudega seotud rahalisi vajadusi. Seejuures on tdhelepanuta
jdénud puudega inimeste kaasamine thiskonnaellu. Puudega inimeste huve ja arengut kasitlevad
mitmed dokumendid ja arengukavad, sh puudega inimeste liitude arengukavad (Eesti Liikumis-
puudega Inimeste Liidu arengukava, erihoolekande arengukava), omavalitsuste sotsiaal-
hoolekande arengukavad, puudega inimeste organisatsioonide ja MTU-de arengukavad jne.
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Uuem, aktualiseeritud riiklik raamdokument puudub ja praegu tuleb juhinduda 1995. aasta Eesti
invapoliitika Uldkontseptsioonist. Reeglistiku peamine eesmark oli ja on tagada puudega
inimestele samad 6igused ja kohustused mis teistel Uhiskonnaliikkmetelgi. Nimetatud dokumendis
on valja toodud, et tuleks kérvaldada takistused, mis raskendavad puudega inimeste taielikku
Uhiskonnas osalemist. Samuti on seal toonitatud, et puudega inimestele ei taotleta eeliseid ega
soodustusi. Vérdsete vimaluste loomise tingimused on teadlikkuse suurendamine, meditsiinilise
abi ja rehabilitatsiooni tagamine, toetavate teenuste pakkumine ning eespool mainitud teenuste
kattesaadavus. Nimetatud raamdokument on ligi 20 aastat vana ning statistika pdhjal véib 6elda,
et selles satestatud eesmargid ei ole kindlasti taiel maaral taidetud. Nii naiteks on paljude
toetavate teenuste saajate arv vaike, samuti on tagasihoidlik rehabilitatsiooniteenuse kasutajate
arv. Kui valja arvata puudega lapse ja taisealise toetus, ei ole ka puudega inimeste toetuste
taotlejate hulk suur.

Ehkki toetuste ja teenuste valik on Gsnagi mitmekesine, on ka neid teenuseid, millest puudust
tuntakse. Samuti on toetusi, mida ilmselt vahese teadlikkuse tottu ei kasutata. Tihtipeale napib
puudega inimestel ja nende lahedastel infot toetusmeetmete kohta. Sageli nad ei tea, kuidas oma
toimetulekut parandada voi millist abi pakuvad riik ja KOV-id. Samuti on inimesed vaheteadlikud
sellest, milliseid voimalusi pakutakse t66turu-, sotsiaal-, haridus- voi tervisevaldkonnas (EPIKoda
2014).

Paraku puudub tapne statistika, millega hinnata puudega inimeste rahulolu pakutavate teenuste
ja toetustega. Sel teemal on tehtud kaks uuringut, mdlemad 2009. aastal. Uks neist on puudega
inimeste ja nende perelikmete hoolduskoormuse uuring, mille eesmark oli vélja selgitada
vahemalt 16-aastaste puudega inimeste toimetulek (Puuetega ... 2009). Selle uuringu tulemused
naitavad, et ligi pooled abivajajaist ei saa vajalikul maaral teenuseid, mis aitaksid neil valjaspool
kodu paremini toime tulla (sh abi majapidamistoddes, pslhholoogiline ndustamine jms).
Kolmandik uuringus osalejaist ei olnud infopuuduse téttu vajalikku teenust vdi toetust saanud.
Samuti paljastasid uuringu tulemused, et pea igal viiendal mdnd sotsiaalteenust vajaval inimesel
ei ole selleks piisavalt raha.

2009. aastal toimus ka puudega laste perede toimetuleku ja vajaduste uuring (Puudega ... 2009),
millega taheti vélja selgitada eri meetmete tdhusus laste toimetuleku parandamisel ning laste
arengut toetavate teenuste kattesaadavus ja piisavus. Ule pooltel puudega laste vanematest on
olnud probleeme sotsiaalteenuste kattesaamisel. Péhjuseid on mitmesuguseid — pooltel juhtudel
pakutakse teenust liiga kaugel, tihti on asjaajamine keeruline vi jarjekorrad pikad.

Puudega td6ealisi inimesi puudutab ka planeeritav to6vdimereform, millega muudetakse inimese
staatust Ghiskonnas, minnes heategevuslikult lahenemiselt lle inimdigustepbhisele. Reformi ees-
mark on tuua vahenenud tédvbimega inimesed (sh puudega inimesed) td6turule tagasi. Ka siin
on puudega inimestel méningad kitsaskohad — peamiseks probleemiks peetakse seda, et puudub
kava, kuidas puudega inimesi iseseisvaks toimetulekuks ette valmistada (nt taastusravi praegune
korraldus jatab inimese parast teenuse saamist edasise abita).

Seega on puudega inimestele vordsete vdimaluste loomisel ja laiemalt Ghiskonnaellu kaasamisel
Usna palju teha. Praegune meditsiinikeskne l1ahenemine vbiks olla rohkem inimesekeskne. Nii
naiteks on pakutavate teenuste valik tsna lai, ent nende kasutajaid napib. See tdhendab, et kdik
puudega inimesed ei padse pakutavatele teenustele ja toetustele ligi ning vajalik on siduda
teenused ja toetused konkreetsete inimestega.
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5. SOCIAL WELFARE FOR PERSONS WITH DISABILITIES

Marianne Leppik

Statistics Estonia

The history of social welfare in Estonia dates back to the 13—14th century when the first shelters
for ill and disabled persons were established. In the 18th century, social welfare councils were
established for this purpose; a century later, the responsibility for social welfare started to shift
from parishes to local authorities (Rahvusarhiiv 2014). The first Social Welfare Act in Estonia,
adopted in 1925, regulated the development of social welfare establishments. Local authorities
were responsible for the provision and financing of various services while the central government
provided special welfare services (Raudla 2002). Institutionalised welfare was predominant
during the Soviet era, meaning that persons with disabilities were often confined in institutions.
After the restoration of independence, the main responsibility for social welfare shifted from the
state back to local governments. Consequently, the current policy on disabled persons is a result
of the developments in the last few centuries.

A common principle in modern society is that the state provides it citizens with social protection,
giving them a sense of security about the future and enabling them to lead a full life throughout
their lifetime. Section 28 of the Constitution of the Republic of Estonia stipulates, among other
things, that persons with disabilities enjoy the special care of the national government and of local
authorities (Eesti ... 1992). Since 1995, the welfare system in Estonia is regulated by the Social
Welfare Act and a number of other legal acts and regulations. Social welfare is financed from
both the central and local government budgets.

In 1995 the government adopted the general disability policy of Estonia — the Standard Rules on
the Equalisation of Opportunities for Persons with Disabilities, adapted from the United Nations
(UN) General Assembly resolution 48/96 — which is still the only strategic document focusing on
disabled persons (Puuetega ... 1995). 17 years later, on 21 March 2012, Estonia ratified the UN
Convention on the Rights of Persons with Disabilities. In doing so, the government committed to
improving the situation of persons with disabilities through a variety of measures. The Preamble
of the Convention specifies that States Parties undertake to ensure liberty of movement,
an adequate standard of living and social protection for persons with disabilities.

The state increasingly recognises the needs of disabled persons, and a wider range of persons
are eligible for state benefits for persons with disabilities. As at 1 January 2004, persons with
disabilities constituted 7.1% of the total population. Their share increased to 10.7% by 2014.
This trend means a greater burden on the social insurance and welfare systems which provide
support for persons with disabilities or for their families to prevent, eliminate or mitigate problems
and issues caused by disabilities.

The current social welfare system in Estonia is based on the medical approach. The inclusion of
persons with disabilities often means addressing their basic needs to ensure their independent
coping in the society, which is not the same as actual inclusion. Instead of offering a wide range
of support services for persons with disabilities, the state pays various social benefits mostly
aimed at the compensation of extra costs associated with disability.

This chapter discusses persons with disabilities in the context of social welfare and social
insurance, considering the availability of and demand for services and benefits.

Overview of the current social welfare system

A person with disabilities is an individual with ordinary human needs, above all, followed by some
special needs due to which he or she needs more support than most other people. According
to the Social Benefits for Disabled Persons Act, disability is the loss of or an abnormality in
an anatomical, physiological or mental structure or function of a person which in conjunction with
different relational and environmental restrictions prevents participation in social life on an equal
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basis with others (Puuetega ... 1999). If a person with disabilities incurs additional expenses due
to his or her disabilities (such as the cost of technical aids, care, rehabilitation) or in connection
with transport, employment or studies, the person is eligible for state social benefits for disabled
persons (ibid.). Pursuant to the Social Welfare Act, social welfare is administered by the Minister
of Social Affairs (state social welfare), county governors (e.g. the regional office of the Pension
Board) and local governments (Sotsiaalhoolekande ... 1995). The social protection measures in
Estonia are social insurance and social welfare. Social insurance refers to the state’s guarantee
of income which ensures decent subsistence in the case of certain social risks (e.g. incapacity for
work). Social insurance is financed by the government from mandatory taxes. Social welfare is
a system of procedures which enables persons with disabilities to enjoy various fundamental
freedoms, increases social inclusion and reduces social exclusion. Social welfare comprises both
benefits and welfare services (Medar 2009).

The eligibility for benefits and services is based on the official registration of disability. To request
eligibility, applicants have to submit an application to the Social Insurance Board providing
information about their coping ability, need for assistance, restrictions, additional expenses and
so on. In addition to the information provided by the applicant, the family physician or a medical
specialist is consulted for additional input. The degree of disability is established without an actual
appointment with the person (Puuetega ... 2014).

The determination of the degree of severity of disability varies depending on the age of the
person. In the case of children and persons past retirement age, the degree of severity of
disability is determined based on the amount of assistance, guidance or supervision that they
need due to disabilities. Any additional expenses caused by disabilities are also identified — these
include expenditure (once a month or more often) on medication, transport, maintenance of
medical devices, self-care and household, use of the means of communication, any special
clothing and footwear (Puuetega ... 2014).

In the case of working-age persons, the percentage of permanent loss of capacity for work is
determined (if necessary). A person is eligible for the pension for incapacity for work if the loss of
capacity for work exceeds 40%. The percentage of loss of capacity for work and the degree of
severity of disability are both established for a fixed period (six months, 1, 2, 3 or 5 years)
after which the process has to be repeated (called a repeat examination). A person may request
a repeat examination before the expiry of the current term, provided that there have been
significant changes in coping, health or other circumstances. The number of examinations for
determination of a disability or a loss of capacity for work increased until 2011 and has declined
after that (Table 1, p. 79).

In 2013 there were more than 31,000 first-time examinations and a disability was officially
established in 68% of the cases. There were approximately 30,000 repeat examinations, with
a disability officially confirmed in 95% of the cases. Nearly 17,000 first-time examinations were
carried out in 2013 to determine a loss of capacity for work; the permanent loss of capacity for
work was established in 88% of the cases. There were also about 38,000 repeat examinations
with incapacity for work confirmed in 99% of the cases. The examination is used to determine
whether a person has a moderate, severe or profound disability, while persons incapacitated for
work are determined to have lost 80-90%, 40—-70% or less than 40% of their capacity for work.
Until 2011, there was an increase in the number of persons with a loss of capacity for work and
the number of persons with disabilities, but these numbers decreased in 2012 and 2013.

The next section gives an overview of the social services and benefits available to persons with
disabilities.

Benefits for persons with disabilities

The purpose of social benefits for persons with disabilities is to support independent coping,
social integration and equal opportunities through the partial compensation of additional
expenses caused by disabilities. These social benefits are granted and paid to persons who are
permanent residents of Estonia or reside in Estonia on the basis of a temporary residence permit
or a temporary right of residence, and who have moderate, severe or profound disabilities that
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cause additional expenses. Persons who reside in Estonia and who have been granted
international protection are entitled to receive disability benefits on equal grounds with the
permanent residents of Estonia (Puuetega ... 1999).

Disability benefits are primarily financial allowances stipulated in the Social Benefits for Disabled
Persons Act. There are eight types of financial benefits. The amount of benefit payable is
calculated on the basis of the social benefit rate for disabled persons. For the last ten years
(i.e. since 2005), this rate has been 25.57 euros. It should be remembered that the benefit rates
vary depending on the degree of severity of disability.

The most common benefits paid — and also the benefits most frequently applied for — are monthly
benefits for disabled persons, including the disabled child allowance, the disability allowance for
a person of working age and the disability allowance for a person of retirement age. These bene-
fits may be granted to finance the expenses specified in a rehabilitation plan or to compensate
the additional expenses caused by disability. The size of social benefits paid to persons with
disabilities has increased, as has the number of persons with disabilities. The number of
applicants is the biggest among disabled persons aged 16+ The number of recipients has
increased considerably in recent years, from 115,000 in 2009 to 130,000 in 2013 (Figure 1,
p. 81). The number of recipients in retirement age almost doubled in this period. The ratio of the
recipients of these benefits to all persons with disabilities aged 16+ indicates that the majority of
disabled persons (98%) received disability benefits, as at 1 January 2014.

Underage persons constitute an important group of applicants for disability benefits. The disabled
child allowance is currently paid to more than 9,000 children, with 60% of them assessed with
severe or profound disabilities. Similarly to adults, the number of recipients of the disabled child
allowance has increased — about 6,400 children received this allowance in 2009, while by 2013
their number had risen by almost 2,700 (Figure 2, p. 81). Taking into account that the disabled
child allowance is paid to children aged under 16, it appears that 93% of all disabled children
received this allowance in 2013.

The aforementioned disability benefits are the most common, but persons with disabilities also
receive more targeted benefits, such as the rehabilitation allowance. It is paid to 16—65-year-old
applicants as partial compensation for rehabilitation expenses (the rate of this benefit was 51.14
euros as at 1 January 2014). The number of applicants for this benefit has increased with each
year. The rehabilitation allowance was paid to nearly 2,900 persons in 2009, whereas the number
of recipients increased 23% in 2013. This can be seen as a positive trend but, in reality, this
support only reaches 0.5% of all disabled persons aged 16—65.

A lone parent with disabilities is eligible for the disabled parent’s allowance. The number of
recipients of this benefit has been quite stable at around 1,100. It grew just 4% in the period
2009-2013. There has been a more significant change in the amount of this benefit —
the expenditure on the disabled parent’s allowance grew 13% in the given period.

The number of disabled persons receiving the work allowance, the education allowance or
the in-service training allowance has remained very low. Since 2011, the number of recipients of
all three benefits has decreased (Figure 3, p. 82). The education allowance has had the least and
the in-service training allowance has had the most applicants over the years. The lack of
applicants for these benefits could be explained by a low level of motivation. Disabled persons
who are studying at a university may apply for a scholarship or a one-off grant under the Primus
programme, co-funded by the European Social Fund. The amount of this support is 60-510
euros, which makes it several times bigger than the state benefit in Estonia which is 6.39 to 25.57
euros. The shortage of applicants for the in-service training allowance may also be related to
factors of motivation. Work-related training costs are often paid by employers, which further
reduces the number of applicants for this benefit.

In addition to the disability benefits outlined above, disabled persons of working age may apply
for the pension for incapacity for work if their loss of capacity for work is 40—100%. The number of
recipients of this pension (i.e. disability pensioners) grew by 23% in 2009—-2013 (amounting to
94,325 persons as at 1 January 2014) (Figure 4, p. 82).
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51% of the persons receiving pension for incapacity for work are women and the rest are men.
In terms of age, 40-59-year-olds constitute the biggest share of these pensioners. Due to the
recent economic crisis and structural unemployment, the pension for incapacity for work is often
used as a kind of substitute income and the large number of disability pensioners does not
necessarily correspond to the number of persons with actual disabilities or with actual work
activity limitations. There are few measures available in Estonia for reducing poverty. There are
persons in need who, for various reasons, cannot apply for the subsistence benefit. Therefore,
we can assume that the pension for incapacity for work was used as an alternative to the
subsistence benefit during the recession.

Social services for persons with disabilities

Social services are provided by the state and local governments. The provision of state services
is governed by section 10 of the Social Welfare Act which regulates the financing and
administration of rehabilitation services, special care services, provision of prosthetic and other
aids and appliances, childcare service for a child with severe or profound disabilities, and
substitute home service (Sotsiaalhoolekande ... 1995).

However, local governments are the main service providers. It is their responsibility to provide
social counselling, domestic services, housing services, foster care and care in social welfare
institutions. In addition, local governments organise transport for disabled persons and provide
personal assistance and support person services. Below, the main services offered by the state
and local governments are outlined.

The purpose of rehabilitation services is to support independent coping, employment and the
inclusion of persons with disabilities in social and community life. Rehabilitation is a relatively
broad concept, but the scope of rehabilitation services is stipulated in the Social Welfare Act —
it covers rehabilitation assessment and planning, supervision of the execution of the rehabilitation
plan and assessment of the outcomes; the services of physiotherapists, occupational therapists
and creative therapists; the services of social workers, special education teachers, psychologists
and speech therapists (Rehabilitatsiooniteenuse ... 2007). All of these rehabilitation services are
provided subject to a valid rehabilitation plan.

Disabled persons of any age and disability pensioners with at least a 40% loss of capacity for
work can apply for the aforementioned services. The individual needs are assessed by
rehabilitation specialists who prepare a rehabilitation plan consisting of expert assessments,
recommendations and an activity plan. The rehabilitation plan is made for a period from six
months to five years. The plan describes the need for various services and is often a precondition
for eligibility for various state services.

The number of rehabilitation service providers varies greatly across counties (Table 2, p. 84).
For example, Harju and Tartu counties have the largest number of such institutions. This is
understandable, to an extent, as these regions also have the largest populations. However,
the share of persons with disabilities is bigger in smaller counties, especially in J6geva, Pblva,
Valga and V6ru counties. These counties have a relatively small number of rehabilitation service
providers but a large amount of service users. In absolute terms, the number of users of
rehabilitation services is high in Harju, Ida-Viru and Tartu counties, which may be related to the
fact that many service providers are located there. However, if we consider the share of disabled
persons in counties, the picture is completely different. Rehabilitation services are primarily
designed to improve the inclusion of persons with disabilities, but only a tenth of all disabled
persons in Estonia use these services. Also, there are quite considerable differences between
counties.

The number of users of rehabilitation services grew about 20% in 2009-2013. The number of
users was slightly more than 13,000 in 2013. The majority of the users of rehabilitation services
are aged under 17 — 52% of the service users were younger than 17 and 28% were older than 63
in 2013. In the case of children, the main purpose of rehabilitation services is to reduce the
limitations and restrictions caused by disabilities, thereby facilitating the child’s development.
Rehabilitation services for elderly disabled persons primarily provide care and support the
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preservation of the current quality of life. Rehabilitation services are used by 20% of working-age
persons with disabilities. The planned disability reform foresees modifications in the provision of
rehabilitation services. The changes primarily concern disabled persons of working age with
a partial (i.e. not full) loss of capacity for work. The Estonian Unemployment Insurance Fund
will provide them with new occupational rehabilitation services to help them to return to or remain
in employment. This means that the person has to be registered as a job-seeker or as
an unemployed person, or has to be an employee, a student, a conscript or a reservist. This will
narrow down the potential target group of rehabilitation services.

In 2009—-2013, the number of persons with disabilities increased 17% and the number of users of
rehabilitation services grew 23%. At the same time, the share of service users among disabled
persons remained relatively stable in this period, ranging from 2.0% to 2.5%.

Rehabilitation services are primarily used by persons with mobility impairments or with multiple
disabilities (at least two disabilities) — 55% of all cases. Rehabilitation is also quite often used by
persons with other types of disabilities not related to vision, hearing, speech or mental problems —
these persons constituted 28% of all users of rehabilitation services in 2013.

Overall, the use of rehabilitation services is still at a low level. Based on the 2009 Survey on
Disabled Persons and the Nursing Burden of their Family Members (Puuetega ... 2009), the low
share of service users could be caused by several issues, such as long waiting lists, complicated
eligibility procedures and so on.

Special care services are primarily designed for persons who have a greater need for personal
assistance, guidance or supervision due to a severe, profound or permanent mental disorder, and
who require professional personal assistance for coping. Social integration is a keyword in the
development of welfare services for persons with special mental needs. It means that the goal is
to develop and provide such support services that enable a person to live in his or her regular
living environment for as long as possible. In the case of persons living in social welfare
institutions, the primary goal is to create living conditions that resemble a home. The special care
services that support coping in a home environment include the everyday life support service,
the supported living service and the employment support service. Social welfare institutions
provide 24-hour special care. The community living service is also a type of special care services.

Individual services are not differentiated in this analysis and the statistics refer to users of any
special care services (i.e. persons living in special care homes, using the supported living
service, eftc.).

The special care services are coordinated and provided by the state-owned company
AS Hoolekandeteenused. There are 109 providers of these services in Estonia and they are
mostly scattered all over the country. 13 new institutions providing special care services were
established in 2009—2013 and the number of users of these services grew by 710. The special
care services are most frequently used by 30—49-year-old disabled persons (Figure 5, p. 85);
the share of men is slightly bigger than the share of women.

Even though the number of users of special care services increased in the period 2009—2013,
their share among the total population of disabled persons has remained more or less the same.
This means that, proportionally, the increase in the number of disabled persons in the given
period has been greater than the increase in the number of users of special care services.
The services are used by only about 4% of all persons with disabilities.

In 2013, half of the users of special care services — over 3,300 persons — used the 24-hour
special care service. One third used the everyday life support service and 10% used the
supported living service. The community living service and the employment support service had
a lower number of users.

The provision of prosthetic, orthopaedic and other appliances is one of the measures offered and
financed by the state. There is quite a wide selection of such aids and appliances, including
vision, hearing, mobility, handling and transferring, and domestic aids as well as several other
product groups. The need for an appliance is usually established by a family physician, but if the
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price of the appliance exceeds 1,278 euros, the need has to be established by a medical
specialist or a rehabilitation service provider. A prosthetic or other appliance helps to prevent the
aggravation of an acquired or congenital impairment or disability; it also compensates for
functional impairments and helps to improve and maintain physical and social autonomy and
functional capacity (Puudega ... 2014).

Such appliances were used by 64,420 persons in 2013 — 14% of them were aged under 18 and
the majority (70%) were persons in retirement age. Due to the large proportion of elderly users,
nursing and care appliances constituted the largest share (46%) of the appliances used.
This group of appliances was followed by orthoses and prostheses, used in 25% of the cases,
and mobility aids, used in 21% of the cases (by almost 14,000 persons).

According to the results of the Survey on Disabled Persons and the Nursing Burden of their
Family Members (Puuetega ... 2009), most people use aids and appliances to cope with
everyday activities. Nearly a half of the respondents were satisfied with the appliances offered,
but there were also some complaints. For example, 65% of the respondents said that the
appliances are expensive, and many people thought that the aids should be more advanced and
durable. Users have the biggest demand for mobility, vision and hearing aids. The survey also
revealed that nearly a half of the respondents had had problems obtaining the appliances.
These problems are mostly related to finances, i.e. the high cost of either the appliance itself or
the administrative procedures. The provision of aids and appliances at a discount is regulated by
a Regulation of the Minister of Social Affairs (Tehniliste ... 2000). The state’s contribution to the
purchase of aids has not changed since the regulation entered into force — the percentage of
state contribution is the same as 14 years ago.

There is also a childcare service for parents (or guardians or caregivers providing foster care)
who are raising a child with severe or profound disabilities. The service is intended to improve the
level of coping and support the employment of the person raising the child.

Local governments are responsible for the majority of social welfare for persons with disabilities —
they organise, regulate and finance services which require knowledge about the needs of local
residents and about local resources. The services are described in the Social Welfare Act.
The need for services is assessed by a social worker of the local government in consultation with
the individual and his or her family members. One of the services offered by local governments is
social counselling, which means the provision of necessary information about an individual’s
social rights. The aim of social counselling is to prevent social problems, solve existing problems
and facilitate future coping.

Domestic services are the most common social welfare services offered by local governments.
These are services provided to persons in their home to help them cope in familiar surroundings.
The goal is to provide assistance in everyday activities in home and social settings, thereby
maintaining and improving the person’s quality of life. Domestic services help to alleviate coping
problems that arise from deteriorating functional abilities and health problems. Domestic services
per se do not reduce social exclusion but the fact that the person can continue to live in familiar
surroundings and has regular communication with other people has a crucial social and
psychological significance for the service user (Kreitzberg et al. 2010). Each local government
has adopted a list of domestic services and the procedure for the provision of these services.

The number of disabled persons using domestic services was around 4,000 in the period
2009-2013. 4,486 persons with special needs (3% of all disabled persons) used domestic
services in 2013, whereas 74% of them were women. The majority of service users (80%) were
older than 65, 0—16-year-olds constituted only about 1% of the users. In terms of counties,
domestic services are most often used by disabled persons in Lddne, Rapla and Saare counties.
The share of users of domestic services among disabled persons has increased the most in
L&éne, Rapla and Saare counties, and it has decreased the most in J6geva, Ida-Viru and Pérnu
counties (Figure 6, p. 87).

The local governments are also responsible for the provision of care in social welfare institutions
and for financing foster care. In 2009-2013, the number of persons using the 24-hour care
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service for adults increased by about 24%. The service was used by 5,182 persons in 2009, but
this figure rose to 6,333 in 2013 (66% of them had registered disabilities). Unfortunately,
the statistics of social welfare institutions do not provide very accurate information on persons
with disabilities — institutional care is also provided to persons with social coping problems who
are in the process of being registered as disabled. Consequently, we do not have statistics on the
actual number of disabled persons in social welfare institutions.

Similarly to the number of persons requiring institutional care, there was also an increase in the
number of institutions providing care services — it rose from 122 in 2009 to 144 in 2013. Foster
care is not very common among persons with disabilities. This type of care should not be
confused with family care which means that a family member is registered as the carer of the
disabled family member. The registered caregiver can apply for a carer’s allowance from the local
government; the amount of the allowance depends on the particular local government. In addition
to the aforementioned services, the local governments are required to provide housing services
(a dwelling is adapted or provided for persons unable to secure housing for themselves),
personal assistance (daily assistance for persons with special needs), transport for disabled
persons, support person service (counselling and guidance), adjustment of working conditions or
premises, etc. This list is not exhaustive — in addition to the services required by law, each local
government may offer various other services to its residents. Furthermore, persons with
disabilities often have the possibility to use the services of local adult day care centres, which
prevents social isolation. Unfortunately, statistics on these services are not readily available and it
is not possible to give a more detailed overview. However, it is likely that the availability of
support services (like any other services) varies from region to region and is better in larger cities
and rural municipalities due to their larger populations.

In addition to the state and local governments, many organisations also work with disabled
persons, including various chambers and associations (e.g. Estonian Association of the Deaf,
Estonian Federation of the Blind, Estonian Association of Hard of Hearing People), non-profit
organisations and support centres. For example, non-profit organisations may provide social
services under contract with local governments. These organisations usually focus on problems
associated with a particular disability and on social inclusion. They collect information about
persons with problems or needs, develop networks (including family members and other
organisations) and provide the necessary assistance.

Expenditure on social protection for persons with disabilities

The European statistics on social protection are collected by Eurostat in the European System of
Integrated Social Protection Statistics (ESSPROS), which is the common framework for these
statistics and allows cross-country comparisons. Estonia has produced and submitted the
relevant data since 1999. ESSPROS includes data on benefits by function of social protection
(i.e. the risks and needs for which resources and benefits are provided), with disability being one
of these functions. As ESSPROS data are submitted with a delay of two years, the currently
available data cover the period up to 2011 (inclusive). The average annual expenditure in the
European Union (EU) on disability and incapacity for work is approximately 500 euros per
inhabitant (Figure 7, p. 88). Estonia’s annual expenditure on disability benefits is relatively low
at 223 euros per inhabitant, on average.

However, the results are somewhat different if we look at the relative contribution of countries to
the social protection of persons with disabilities. This expenditure constitutes 1.9% of the gross
domestic product (GDP) in Estonia, compared to more than 4% of the GDP in Denmark and
Norway, for example. The share of this expenditure is slightly lower in Latvia and Lithuania,
amounting to 1.3% and 1.6% of the GDP, respectively. Among EU countries, the share of this
expenditure in the GDP is the smallest in Malta (0.8%). Still, this expenditure cannot be used to
rank the countries, because the share of disabled persons in the population varies between
countries.

In 2013 the government sector spent 500 million euros per quarter on cash benefits of the social
welfare system, with the benefits for disabled persons accounting for about 3% of this amount.
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The government expenditure on social benefits for persons with disabilities has increased each
year — it was approximately 57 million euros in 2009, but increased by 7 million euros by 2013.

It is also possible to estimate the social protection expenditure of local governments, including
their expenditure on the social protection of persons with disabilities. In Estonia as a whole,
this expenditure increased 5.2% in 2009-2013, with the largest growth recorded between 2011
and 2013. There are notable variations in the expenditure of different counties on the social
protection of disabled persons (Figure 8, p. 89). The amount spent per disabled person is the
highest in Hiiu county with nearly 330 euros per year. The average expenditure per disabled
person is 200 euros per year in Harju county and about 140 euros per year in Tartu county.
The level of this expenditure is the lowest in Ladne, Saare and Ida-Viru counties — it is nearly
60 euros per disabled person per year in Ida-Viru county, and a few euros more in Lddne and
Saare counties.

The biggest items of expenditure are state social insurance benefits (excluding pension for
incapacity for work), such as the disability allowances for adults (persons in retirement age or in
working age) and the disabled child allowance. The state spends less on the rehabilitation
allowance, the disabled parent’s allowance, the in-service training allowance, the work allowance
and the education allowance. The total expenditure on state social benefits for disabled persons
was nearly 58 million euros in 2013. Compared to 2009, the expenditure has increased by almost
11 million, with the largest increase recorded in the expenditure on disability allowances for
adults. The expenditure on the education allowance has remained virtually the same, and the
expenditure on the in-service training allowance and the work allowance has decreased.

It is also possible to compare government expenditure on different social services. The biggest
amount (about 60%) is spent on special care services, particularly the 24-hour special care
service. About a quarter of the expenditure is spent on prosthetic and other aids, with less spent
on rehabilitation services. The expenditure of local governments is primarily related to domestic
services, housing services, care in social welfare institutions, adult day services and so on.
In the local government budgets for 2013, the largest funds were allocated for the care of adults
in social welfare institutions — it accounted for nearly a half of the total expenditure on social
services. The operation of adult day care centres and the provision of domestic services also
require significant finances (Statistikaamet 2014).

However, not all services are free. Often, cost-sharing is required. Based on the data of the
Ministry of Social Affairs, we can determine the out-of-pocket cost in the case of special care
services, domestic services and care in social welfare institutions, for example. It is also possible
to estimate the out-of-pocket cost of prosthetic and other appliances for disabled persons.
According to 2013 data, the cost-sharing portion of special care services is about 25%, with the
rest paid by the state and local governments. The purchase of prosthetic and other aids is a little
more expensive, with 32% provided out of pocket. The most expensive service is the care for
adults in social welfare institutions, with 67% of the costs covered by the person using the
service. The cost-sharing portion is the lowest (4%) in the case of domestic services.

Future prospects of persons with disabilities

The rights of persons with disabilities are regulated by several laws, including the aforementioned
Social Benefits for Disabled Persons Act and the Social Welfare Act. These legal acts primarily
govern the fulfilment of the financial needs associated with disability but they rarely focus on the
social inclusion of disabled persons. The interests and rights of persons with disabilities are
discussed in several documents and plans, including the development plans of various
associations and organisations of disabled persons (the development plan of the Estonian Union
of Persons with Mobility Impairment, the special care development programme), the social
welfare development plans of local governments, the development plans of various non-profit
institutions, etc. The Standard Rules on the Equalisation of Opportunities for Persons with
Disabilities adopted by the government in 1995 is still the only reference document for disability
policy, as there are no newer or more relevant national framework documents. The main
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objective of the Standard Rules was and is to ensure that persons with disabilities are able to
enjoy the same rights and obligations as any other members of the society. The Rules require the
removal of barriers and obstacles preventing the full social participation of disabled persons.
The Rules also state that the aim is not to grant advantages or concessions to persons with
disabilities. In order to ensure equal opportunities, it is necessary to raise awareness, provide
medical care and rehabilitation, offer support services and ensure the availability of the afore-
mentioned services. This framework document is almost 20 years old and the statistics show that
not all the targets established in the Standard Rules have been achieved. For example, many
support services and rehabilitation services are used only by a small number of persons.
If we exclude the disabled child allowance and the disability allowances for adults, the number of
applicants for other disability benefits is rather modest.

Even though the range of benefits and services is quite extensive, there are still some services
that could be added. Also, there are some benefits that are not used, probably due to a lack of
awareness. Persons with disabilities and their family members often struggle to find information
about the available support measures. They are often unaware of the possibilities for better
coping or the assistance available from the state and local governments. Many people do not
know what their options are in terms of employment, education, health and social welfare
(EPIKoda 2014).

Unfortunately, there are no detailed statistics regarding the satisfaction with the available services
and benefits. There are two surveys on this topic, both conducted in 2009. The first one was the
Survey on Disabled Persons and the Nursing Burden of their Family Members which was used to
map the coping ability of disabled persons aged 16 and older (Puuetega ... 2009). The results of
this survey indicate that nearly a half of the persons in need do not receive all the necessary
services which would help them to cope better outside the home environment (incl. assistance
with housework, psychological counselling, etc.). A third of the respondents had missed out on
a necessary service or benefit due to lack of information. The results of the survey also revealed
that almost every fifth person did not have the financial resources for a social service that they
needed.

The second survey conducted in 2009 was the Survey on the Welfare and Needs of Families with
Disabled Children (Puudega ... 2009). The aim was to determine the contribution of various
measures to an improved coping ability, and assess the availability and suitability of services that
support children’s development. More than a half of the parents of disabled children have had
problems with the availability of social services, for various reasons — in half of the cases,
the services are provided too far away from home; respondents also cited complicated eligibility
procedures and long waiting lists as barriers to accessibility.

Disabled persons who are in working age will be affected by the planned disability reform which
will change the status of disabled persons in the society — with the reform, the charity-based
approach will be replaced by the human-rights-based approach. The goal of the reform is to help
the persons with a reduced capacity for work (incl. persons with disabilities) to return to the labour
market. There are some shortcomings in the reform. The main problem is that there is no plan on
how to prepare disabled persons for independent coping (e.g. in the current system, a person
who completes medical rehabilitation is not offered any further support after that).

In conclusion, there is much to be done to ensure equal opportunities for persons with disabilities
and their greater social inclusion. The current approach should give more consideration to
individual needs. For example, the current range of services offered is good but there are not
enough users. This means that many persons with disabilities do not have access to the services
and benefits. There should be a closer link between the services and benefits and the individuals
needing this support.
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6. TEGEVUSPIIRANGUGA INIMESTE MAJANDUSAKTIIVSUS

Liili Abuladze®

Tallinna Ulikooli Eesti Demograafia Instituut

Uks tahtsaimaid tingimusi Uhiskonnas taisvaartuslikuks liikmeks olemise juures on téétamine.
Uhest kiiljest aitab tddtamine tagada endale eluks vajalikud baastingimused, nagu toit ja eluase.
Teisest killjest mojutab t66 ka inimese minapilti ja defineerib tema olemust — tehtava t66 iseloom
véliendab moénel maaral ka inimese iseloomu. Samuti annab to6tamine vdimaluse enese-
teostuseks ja Uhiskonnaelus aktiivseks kaasaloomiseks. Koik need aspektid on inimese todelus
tahtsad, mist6ttu on oluline, et kdigil oleks voimalus neid realiseerida. See péhiméte on kinnitatud
ka URO puuetega inimeste diguste konventsioonis, kus on deldud, et tuleb tunnistada puuetega
inimeste digust t00le teistega vordsetel alustel; see hélmab digust teenida elatist vabalt valitud
voi t66turul vastu vdetud tédkohal ning digust puuetega inimestele avatud, kaasavale ja
juurdepaasetavale tédkeskkonnale. (URO ... 2006)

Eesti konkurentsivdime kava ks peamisi eesmarke on tdsta 20-64-aastaste t06hdive maar
2020. aastaks 76%-ni, mis tdhendab 43 000 inimese t60turule toomist selleks ajaks
(Konkurentsivdime ... 2012). Seetdttu on oluline ka tegevuspiiranguga inimeste panus ja nende
t66hdive suurendamine (ibid., Ik 15).

Praegune t66elu reglement lahtub tervete inimeste t66turul osalemise vbimalustest. Seetdttu on
puudega inimestel mitmesuguseid takistusi, millest Ulesaamiseks on vajalikud muutused nii
regulatsioonides kui ka Uhiskonna suhtumises. Jargnevalt on vaadeldud Eesti puudega inimeste
téotamist iseloomustavaid néitajaid. Esmalt on vaatluse all majanduslik aktiivsus ehk kas ja
kellele t66d on. Seejarel on keskendutud toétingimustele ja -korraldusele, mis annab Ulevaate t66
mahust ning kvaliteedist.

Kaesolevas peatikis on tegevuspiiranguga inimesed jagatud ametliku puude, t6évdimekao ja
enesehinnangulise t66tegevuspiirangutega inimesteks®. Ametliku puudeta ja téévdimekaota
inimeste majandusaktiivsuse naitajad paljudel juhtudel kattuvad, ehkki need tuginevad eri
allikatest parit andmetele. Té6vdimekaoga inimestest on peatlkis esitatud vaid 40-100%
tddvdimekaoga inimeste majandusaktiivsus, kuna 10-30% t60vdimekaoga inimeste t66turu-
kaitumine sarnaneb tervete inimeste omaga.

Majanduslik aktiivsus

Todoealised inimesed jagunevad majandusliku aktiivsuse jargi kaheks: hdivatud ja t66tud.
Majanduslikult aktiivsete vastand on mitteaktiivsed. Sellest arvestusest jdavad véalja lapsed ja
need, kes lldjuhul on tddelu juba Idpetanud. Eesti t66jdu-uuringus (ETU) arvestatakse
hdivatuteks koik, kes on teinud kusitlusele eelneva nadala jooksul vahemalt tihe tunni tasustatud
t66d. Té6tud peavad aga vastama kolmele tingimusele — olema t66ta, otsima aktiivselt t66d ja
olema valmis todkoha leidmise korral kohe t&dle asuma. Mitteaktiivsete rihma kuuluvad
Ulejdanud tddealised inimesed, kes mingil pdhjusel to6l ei kai ja seda ka ei otsi. Nende hulka
kuuluvad naiteks Opilased, (t66vdimetus)pensionarid, kodused ja ka heitunud, kes on kaotanud
lootuse t64d leida.

Et saada esmalt Ulevaade, kuidas on puudega inimesed td6jduturule kaasatud, tuleb vaadata
nende jagunemist majandusaktiivsuse jargi (tabel 1). Hoivemaar naitab hdivatute osatahtsust
koigi tooealiste seas. Laiemalt iseloomustab see td6turu olukorda, kuna naitab, kui suur osa
inimestest, kes vanuse jargi voiksid tdotada, seda ka teevad. Alates 2010. aastast ehk
majanduskriisi jarel on héivemaar tasapisi tdusnud pea kdikides rihmades. Samal ajal ilmnevad
suured erinevused ametliku puudega ja puudeta inimeste seisundis.

2 Artikkel on osaliselt valminud uurimistoetuste SF0130018s11 ja ETF8904 toel.

® Eesti t66jou-uuringus (ETU) oleva tegevuspiiranguid defineeriva kiisimuse t6ttu on neid, kelle piirangud on seotud t66
tegemisega, edaspidi nimetatud tddtegevuspiiranguga inimesteks, et eristada neid teistes uuringutes méaaratud
tegevuspiiranguga inimestest. Enesehinnangulist kiisimust piirangute kohta ei ole ETU-s igal aastal kisitud (vt Iahemalt 2.
peatikist).
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Ulekaalukalt kdige rohkem on mitteaktiivseid ametliku puudega inimeste seas — 2013. aastal pea
38 000 ehk 71,7% ametliku puudega inimestest. Samal aastal oli ametliku puudeta inimeste seas
mitteaktiivseid 16,5%. Sama palju oli mitteaktiivseid ka t66véimekaota inimeste seas — 16,3%.
40-100% toovdimekaoga ja todtegevuspiiranguga mitteaktiivsete hulk oli vaiksem kui ametliku
puudega inimeste oma — vastavalt 49,1% (2013. a) ja 53,2% (2011. a). Siinkohal tuleb arvestada,
et nii ametliku puudega, t66véimekaoga kui ka tdéotegevuspiiranguga inimesed vdivad osaliselt
kattuda.

Ametliku puudega inimestest olid 2013. aastal hdivatud 23% — see on tunduvalt madalam naitaja
kui 40-100% toovbimekaoga (42,9% 2013.a) voi tdotegevuspiiranguga inimeste oma (34%
2011. a). Ainukesena on viimastel aastatel majandussurutiseelse hdivemaara tletanud 40-100%
téévdimekaoga elanikud. Tervetest inimestest oli 2013. aastal hdivatud 77%. Vdrreldes
2010. aastaga on kdigi rahvastikurihmade hdivemaar tdusnud, viidates mdnevodrra paranenud
majanduskeskkonnale ja téokohtade paremale kattesaadavusele viimastel aastatel.

Tabel 1. Majanduslikult aktiivsed ja mitteaktiivsed 20-64-aastased tegevuspiirangu
olemasolu jargi, 2008-2013

Table 1. Economically active and inactive 20—64-year-olds by existence of activity limitations,
2008-2013

(protsenti — percentages)

Ametliku puudeta Ametliku puudega Too6vdimekaota 40-100% Tootegevus-
téévdimekaoga piiranguga
Without registered With registered Without a loss of ~ With a 40-100%  With work activity
disabilities disabilites  capacity for work loss of capacity for limitations

work
Majanduslikult aktiivsed Economically active
2008 83,9 26,9 84,4 43,8 38,7
2009 83,5 27,8 84,1 44,9 41,9
2010 83,0 27,3 83,2 49,2 -
2011 83,0 27,5 83,1 50,8 46,7
2012 83,0 28,0 83,1 49,3 -
2013 83,5 28,1 83,7 50,9 -
Hoivatud Employed
2008 79,5 24,9 80,2 39,8 33,8
2009 72,7 20,2 73,6 33,8 31,2
2010 69,4 18,2 70,2 33,0 -
2011 73,0 20,7 73,6 39,0 34,0
2012 74,9 21,4 75,3 40,8 -
2013 76,5 23,0 77,0 42,9 -
Tootud Unemployed
2008 5,2 5,0 8,9 12,7
2009 13,0 27,3 12,5 24,7 25,6
2010 16,3 33,3 15,6 32,8 -
2011 12,0 23,9 11,5 231 27,3
2012 9,7 22,8 9,5 17,4 -
2013 8,4 18,9 8,1 15,7 -
Mitteaktiivsed Economically inactive
2008 16,1 73,4 15,6 56,2 61,3
2009 16,5 72,2 15,9 55,1 58,1
2010 17,0 72,7 16,8 50,7 -
2011 17,0 72,5 16,9 49,2 53,2
2012 17,0 72,0 16,9 50,7 -
2013 16,5 "7 16,3 49,1 -

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board
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Tootute osatahtsus kasvas parast 2008. aastat majanduskriisi tottu  kdigis vaadeldavates
rahvastikurihmades, eriti tugevalt 2009. ja 2010. aastal ning 40—-100% t66vdimekaoga inimeste
hulgas. Ametliku puudeta ja té6vdimekaota inimeste vastav naitaja joudis kdige kdrgemale ehk
16,3%-ni 2010. aastaks, ent jai siiski poole vaiksemaks kui ametliku puudega vdi 40-100%
téovdimekaoga inimeste vastavad naitajad, mis olid 32-33% (absoluutarvudes on nii 40—100%
toovoimekaoga kui ka todtegevuspiiranguga t66tuid tunduvalt rohkem kui ametliku puudega
t66tuid). Alates 2010. aastast on t06tuse maar kdikides rihmades langenud, kuid pole Gheski
neist taastunud majanduskriisieelsele tasemele. Kdige rohkem on langenud tervete ja 40—-100%
téévbimekaoga inimeste t66tuse maar — mdlemal juhul poole vérra kdige kérgemast tasemest
2010. aastal. Ametliku puudega inimeste t66tuse maar jdudis 2013. aastaks eelmiste aastatega
vorreldes madalaimale tasemele ehk 18,9%-ni, olles siiski teiste rihmade naitajast kdrgem.

Uhelt poolt iimestab té6tute osatihtsuse véhenemine 20-64-aastaste hulgas majandusklima
paranemisega suurenenud tddjduvajadusele. Teisalt viitab mitteaktiivsete osatahtsuse
tagasihoidlik vdhenemine enamikus puudega inimeste riihmades sellele, et t66turul pole siiski
piisavalt sobivaid tdéokohti, Umberbpet, stardikapitali vms meetmeid inimeste aktiivsemaks
kaasamiseks ja osalemiseks tooturul. Eesti Tootukassa pakutavaid toéturuteenuseid on
kasutanud vaid vaga vaike osa puudega inimestest (tabel 7). Endiselt on nii ametliku puudega,
40-100% todvdimekaoga kui ka todtegevuspiiranguga inimeste seas mitteaktiivsete osatahtsus
oluliselt suurem kui tervetel inimestel. Arvestades osa majandussektorite t66joupuudust, on mitte-
aktiivsed Uks potentsiaalne kasutamata t66jduressurss, keda saaks ulalmainitud meetmete
paremal rakendamisel rohkem t66jouturule kaasata. Kuna suur osa puudega inimestest on
mitteaktiivsed, tasub neid 1dhemalt uurida. Tabelites 2 ja 3 on esitatud neli subjektiivset mitte-
aktiivsuse pohjust soo ja vanuseriihma jargi.

Nii ametliku puudega, 40-100% t66vbimekaoga kui ka td6tegevuspiiranguga inimestel on kéigil
vaadeldud aastatel olnud valdav mitteaktiivsuse pdhjus haigus voéi vigastus. Meeste seas on
vorreldes naistega suurem hulk haiguse voéi vigastuse tottu mitteaktiivseid. Meestel vahenes
2013. aastaks haiguse véi vigastuse osatdhtsus koéigis puudega ja puudeta inimeste rGthmades,
ehkki kriisi ajal see ametliku puudega meestel kasvas ja 40-100% t66vdimekaoga meestel oli
stabiilne. Majanduslikult mitteaktiivsete naiste seas kasvas majanduskriisi ajal haiguse voi
vigastuste osatéhtsus koéigis puudega inimeste rihmades. Majandussurutise jarel mainis ametliku
puudega ja tdéotegevuspiiranguga naistest haigust vdi vigastust mitteaktiivsuse pdhjusena isegi
suurem hulk kui 2008. aastal — 75,8% ametliku puudega naistest 2013. aastal (66,2% 2008. a) ja
56,9% todtegevuspiiranguga naistest 2011. aastal (54,5% 2008.a). OECD on oma raportis
Oelnud, et suurenenud todvoimetushuvitise valimine majandussurutise ajal viitab selle sissetuleku
kergemale kattesaadavusele vorreldes teiste vdimalustega ja vajalike toimetulekutoetuste
nappusele, eeskatt seetbttu, et vimased on seotud kohalike omavalitsuste ressursipuudusega
(OECD ... 2012). Samal ajal ei tohi aga tahelepanuta jatta, et tegevuspiiranguga inimeste
madalama haridustaseme t6ttu olid nende té6kohad Gihed esimestest, mis majandussurutise ajal
kadusid. Kui tervetel inimestel tekitab t66 kaotamine stressi ja sellega kaasnevaid tervisehaireid,
siis tervisest tingitud tegevuspiiranguga inimestel seda enam. Ametliku puudega 20—-64-aastastel
naistel on haiguste osatahtsus mitteaktiivsuse pdhjusena viimastel aastatel kasvanud.

Laste vdi teiste pereliikmete eest hoolitsejate osatahtsus mitteaktiivses rahvastikus on vaadeldud
ajavahemikul suurenenud nii tervete meeste kui ka naiste seas, kuid meeste néitajad jaavad
naiste omadele siiski oluliselt alla. 2013. aastal olid teiste pereliikmete eest hoolitsemise t6ttu
mitteaktiivsed vaid 6,2% meestest, naistest oli samas seisundis 52%. 40—-100% t66voimekaoga
ja tootegevuspiiranguga naistest olid vaadeldaval ajavahemikul pereliikme eest hoolitsemise t6ttu
mitteaktiivsed alla 10% ning aastate jooksul on nende osatdhtsus vahenenud. Osaliselt on
tegemist vlimalusega jdada lapsehoolduspuhkusele, kuid tdendoliselt on nende hulgas
markimisvaarne hulk inimesi, kes peale enda haiguse peavad tegelema ka teiste haigete pere-
likmetega ega saa seetdttu t60l kaia.

Vanuseti on kdigis kolmes vanuserihmas (20-34, 35-49, 50-64) haigus vdi vigastus valdav
mitteaktiivsuse pdhjus enamikus vaadeldavates rahvastikurihmades. Majandussurutise aastatel
(2009-2010) ametliku puudega ja 40-100% t6dvdimekaoga 20-34- ja 35-49-aastastel selle
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pdhjuse osatahtsus suurenes. 50-64-aastastel jai haiguse osatdhtsus kriisi ajal stabiilseks ja
hakkas kasvama alles 2011. aastal. Péarast kriisi on haigusest tingitud mitteaktiivsus nooremates
ruhmades olnud kull vaiksem kui 2008. aastal, kuid naiteks ametliku puudega 50—64-aastaste
vastav naitaja oli 2013. aastal eelmiste aastate omast kérgem. Kbdige rohkem haiguse voi
vigastuse tottu mitteaktiivseid on 35-49-aastaste ametliku puudega inimeste seas — 2013. aastal
oli neid 93% vastavast riihmast. Kui nooremas eas on haiguse vdi vigastusega suurem
tdenaosus Opinguid jatkata voi lapsehoolduspuhkusele ja vanemas eariihmas eelpensionile voi
pensionile jdada, siis keskealistel on haigus mitteaktiivsuse peamine pdhjus kdigis piirangutega
rahvastiku rihmades. Siiski annab nimetatud mitteaktiivsuse pdhjuse vahenemise trend noore-
mates vanuserihmades lootust, et uued pdlvkonnad on tervemad. Et terviseprobleemid eluea
jooksul kumuleeruvad, suurenevad tegevuspiirangud vanuse tdustes ja nii on haiguse osatahtsus
mitteaktiivsuse pohjustes 50-64-aastastel ametliku puudega inimestel vaadeldavatel aastatel
kasvanud.

Pooled ametliku puudeta ja t6évéimekaota 20-34-aastased on mitteaktiivsed pereliikmete eest
hoolitsemise tdttu ja pooled muul péhjusel, mis viitab selle rihma mdnevérra teistsugustele
tegevustele (nt enesetdiendus). Terved inimesed, eriti 35—49-aastased, on mitteaktiivsed suurel
maaral just laste ja teiste perelikmete eest hoolitsemise tdttu. Seejuures on selle pdhjuse
osatahtsus aastate jooksul suurenenud ja 2013. aastal olid sel pdhjusel mitteaktiivsed pea
kolmveerand (69,1%) vastavas vanuses inimestest. Ka markimisvdarne hulkk — 42,7% -
20-34-aastastest olid 2013. aastal mitteaktiivsed samal podhjusel. Selle mustri taga peitub
eeldatavasti pereloome. Samuti on selles vanuses inimeste hulgas neid, kes hoolitsevad teiste
(haigete) pereliikmete eest, kuid neid kaht rihma ei ole vdimalik eristada. Ometi on just teiste
pereliikmete eest hoolitsemise tottu koduseks jaanud inimesed ks neid t60jouressursse, keda on
vdimalik kdige kergemini to6jduturule tagasi tuua, kui arendada valja ja teha paremini katte-
saadavaks (sealjuures rahaliselt) vastavad teenused. Peaaegu veerand noorima vanuseriihma
ametliku puudega ja 40-100% t66vdimekaoga inimestest on mitteaktiivsed ka muudel p&hjustel,
iimselt peamiselt 6pingute, kuid ménel maaral ka pereloome téttu. Ehkki nende osatéhtsus on
poole vaiksem kui sama vanuserihma tervetel inimestel, on see siiski suurem kui puudega
inimeste vanemates vanuseriihmades. See viitab nooremate inimeste dppimisvdimalustele ja
annab lootust, et nende t60jous osalemise maar on sellevérra tulevikus kérgem kui 40—100%
téovbimekaoga ja téotegevuspiiranguga vanematel inimestel praegu.

2008. aastal olid 35-49-aastastest t66tegevuspiiranguga inimestest pereliikmete eest hoolitse-
mise tottu mitteaktiivsed 11,2%. Teiste todtegevuspiirangutega rahvastikurihmade ja aastate
kohta ei ole piisavalt andmeid, kuid ainuliksi 2008. aasta naitaja annab marku, et osa
piirangutega inimestest on sunnitud oma t66 jatma teiste hooldamise téttu.

Aja jooksul on 50-64-aastaste mitteaktiivsuse pdhjustes pensioniikka jdudmise osatdhtsus nii
ametliku puudega, 40-100% té6vboimekaoga kui ka todtegevuspiiranguga inimeste seas
vahenenud. Pensioniiga on mitteaktiivsuse pdhjus 31%-l tdotegevuspiiranguga inimestest
(2011. a) ja 21%-l ametliku puudega inimestest (2013. a), 40—100% to6vdimekaoga inimestest
seevastu vaid 6,1%-l. Ametliku puudeta ja t6dvdimekaota vanemaealiste seas on pensioniiga
levinuim mitteaktiivsuse pohjus — 2013. aastal oli see néitaja 69,4% ehk veidi kdrgem kui
2008. aastal (65,8%). Siinjuures ei tule eeldada, et eespool nimetatud piirangutega rahvastiku-
ruhmades oleks selles vanuserihmas vahem pensioniikka jdudnuid kui tervete seas, vaid
piirangutega inimeste to6lt &arajadmise pdhjustes domineerivad eelkdige tervisega seotud
pdhjused.

Pereliikmete eest hoolitsemise tdttu on sunnitud mitteaktiivses seisundis olema suur hulk nii
terveid, 40-100% té6vbimekaoga kui ka tdétegevuspiiranguga naisi ja 35—49-aastaseid. Selline
tulemus viitab selgele vajadusele t66tada vélja parem hooldussisteem ja luua puudega vdi
40-100% toovdimekaoga inimestele Umberdppevdimalused. Nii on voéimalik vabastada osa
rahvastikurihmi informaalsest hoolduskohustusest, tagada neile kindel sissetulek ja tegevus ning
suurendada potentsiaalset t66jduressurssi.
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Tabel 2. 20-64-aastaste majandusliku mitteaktiivsuse pohjused tegevuspiirangu
olemasolu ja soo jargi, 2008—2013
Table 2. Reasons for economic inactivity among 20-64-year-olds by existence of activity
limitations and sex, 2008—2013

(protsenti — percentages)

Mehed Naised
Males Females
2008 2009 2010 2011 2012 2013 2008 2009 2010 2011 2012 2013

Ametliku puudega With registered disabilities
Haigus voi 87,3 888 86,6 84,0 855 821 662 69,7 66,7 699 688 758 llnessor
vigastus injury
Hoolitsemine Taking care
laste voi teiste of children or
pereliikmete other family
eest members
Pensioniiga 76 79 95 98 93 124 304 258 288 253 223 17,4 Retirement
Muu p&hjus ... Other
40-100% toovoimekaoga With a 40-100% loss of capacity for work
Haigus voi 91,0 91,6 90,0 90,9 88,1 86,2 83,3 84,5 87,3 81,1 81,3 81,1 |llnessor
vigastus injury
Hoolitsemine 95 6,6 71 6,1 7,2 Taking care
laste voi teiste of children or
pereliikmete other family
eest members
Pensioniiga 4,4 40 .. 45 ... Retirement
Muu p&hjus 44 48 75 96 77 76 6,8 Other
Tootegevuspiiranguga With work activity limitations
Haigus voi 77,6 75,2 - 71,0 - — 54,5 5522 - 56,9 - — lliness or
vigastus injury
Hoolitsemine - - - 81 78 - - — Taking care
laste voi teiste of children or
pereliikmete other family
eest members
Pensioniiga 13,6 17,1 - 171 - - 33,6 30,1 - 272 - — Retirement
Muu pdhjus 66 7,0 - 10,0 - - 38 69 - 111 - — Other
40-100% toovoimekaota Without a 40-100% loss of capacity for
ja puudeta work and without disabilities
Haigus voi 146 99 92 85 92 81 67 30 52 62 36 35 llnessor
vigastus injury
Hoolitsemine 55 64 60 44 62 6,2 47,7 495 452 41,7 494 52,0 Taking care
laste voi teiste of children or
pereliikmete other family
eest members
Pensioniiga 249 23,2 229 238 212 231 219 209 21,1 19,7 19,8 19,0 Retirement
Muu péhjus 55,0 60,2 61,8 63,5 63,3 62,9 236 26,5 28,6 32,3 27,2 254 Other

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board
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Tabel 3. 20-64-aastaste majandusliku mitteaktiivsuse pohjused tegevuspiirangu
olemasolu ja vanuseriihma jargi, 2008—2013

Table 3. Reasons for economic inactivity among 20-64-year-olds by existence of activity
limitations and age group, 2008-2013

(protsenti — percentages)

20-34 3549
2008 2009 2010 2011 2012 2013 2008 2009 2010

Ametliku puudega

Haigus voi vigastus 81,6 88,7 86,5 90,0 69,6 77,1 97,1 97,1 98,1
Pensioniiga

Muu p&hjus 23,9

40-100% to6vdoimekaoga

Haigus voi vigastus 74,6 81,9 85,1 75,0 66,7 67,2 93,2 93,1 94,6
Pensioniiga

Muu pdhjus 22,7 23,4

Tootegevuspiiranguga

Haigus voi vigastus 76,5 76,5 - 63,9 - - 82,5 79,7 -
Hoolitsemine laste voi - - - 11,2 -
teiste pereliikmete eest

Pensioniiga - - - -
Muu p&hjus - - - 6,3 -
40-100% toovoimekaota ja puudeta

Haigus vdi vigastus 17,9 7,8 10,5
Hoolitsemine laste voi 46,3 45,7 40,5 36,2 40,7 42,7 62,3 64,7 59,2
teiste perelikmete eest

Pensioniiga
Muu pdhjus 52,3 52,8 58,1 62,3 58,2 56,1 19,1 27,5 30,9

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board

Tootingimused ja -korraldus

Todokorralduses on oluline nditaja t66 maht ehk t6dle kulutatud aeg. Taistédajaks on Eestis
enamasti maaratud 40 té6tundi nadalas, kuid see voib ka osa ametite puhul erineda (nt arstidel).
Sellest vaiksem tookoormus madaratletakse Uldjuhul osaajatddks. Enamik inimesi tootab tais-
koormusega, kuna see vdimaldab realiseerida nii todtamise juures tahtsaid isiklikke ja
sotsiaalseid eesmarke kui ka teenida piisavat sissetulekut. Uldiselt t66tab valdav osa Eesti
hdivatutest taiskoormusega. Eeskatt on pohjus selles, et tddandjatel puuduvad stiimulid
rohkemaid osaajavéimalusega todkohti luua, kuid niisuguste todkohtade suhteliselt vaikeste
sissetulekute t6ttu puudub see huvi tavaliselt ka to6vdtjatel. Taistédaeg tagab Eesti pikka aega
heitlikult arenenud majanduskeskkonnas to6tajatele suurema turvalisuse.

Taisajaga to6tamine on ootusparaselt enim levinud téovoimekaota ja puudeta inimeste seas —
aastatel 2008-2013 oli nende osatahtsus pusivalt ile 90% (tabel 4). Majanduskriisi ajal kasvas
osaajaga tootavate tervete inimeste osatahtsus 5,7%-st 2008. aastal 8,7%-ni 2009. aastal ning
on sellest alates olnud tle 8%. Meestel on taistddajaga tddtamine levinum kui naistel kbikides
tegevuspiirangutega inimeste rihmades.

Tervete naiste ja meeste seas majandussurutise ajal taistdoajaga todtavate inimeste osatdhtsus
vahenes ega taastunud kriisieelsele tasemele ka 2013. aastaks. Seevastu ametliku puudega ja
40-100% tdéovoimekaoga meeste taistddajaga hdive maar tdusis nii kriisi ajal kui ka jarel ja ehkki
paaril vimasel aastal on see naitaja langenud, on see siiski kdrgem kui 2008. aastal — vastavalt
80,8% 2008. aastal ja 90,7% 2013. aastal. Ametliku puudega, 40—100% td66vdimekaoga ja ka
tootegevuspiiranguga naiste taistddajaga tootamise maar aga kriisiaastatel langes — suurim
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3549 50-64
2011 2012 2013 2008 2009 2010 2011 2012 2013

With registered disabilities
89,3 94,6 93,0 70,0 70,9 70,1 73,0 75,8 76,0 lliness or injury
28,0 26,6 26,4 23,9 21,4 21,3 Retirement
Other
With a 40-100% loss of capacity for work
91,3 85,5 88,2 88,4 88,8 88,3 87,3 89,1 86,4 lliness or injury

7.1 6,6 6,9 57 5,4 6,1 Retirement
49 6,1 Other
With work activity limitations
87,2 - - 58,7 58,6 - 58,0 - — lliness or injury
- - - - — Taking care of children
or other family
members
- - 35,1 34,4 - 31,0 - — Retirement
- - 4,0 4,4 - 8,8 - — Other

Without a 40-100% loss of capacity for work and without disabilities
11,9 5,9 6,6 16,4 11,6 13,8 13,8 12,9 11,6 llness or injury
57,0 66,4 69,1 6,6 4,3 6,3 6,0 10,2 8,4 Taking care of children
or other family
members

65,8 70,2 66,3 62,3 63,7 69,4 Retirement
31,1 27,6 24,3 1.1 14,2 13,3 17,8 13,2 10,6 Other

oli langus ametliku puudega naistel — 71,2%-st 2009. aastal 62,5%-ni 2010. aastal. 2011. aastal
téotas vaid 55,2% ametliku puudega naistest taistddajaga. 40—100% t66voimekaoga naiste
vastav naitaja aastatel 2009-2011 kahanes, jdudes 2011. aastal 74,2%-ni. Samuti vahenes
taistdoajaga tootavate todtegevuspiiranguga naiste osatahtsus — 79,4%-st 2008. aastal 75,7 %-ni
2011. aastal. Seega, kui puudega ja todvbimekaoga meeste seas taistddajaga tddtajate
osatéhtsus kriisi ajal suurenes, siis samade riihmade naiste hulgas see védhenes. Moneti viitab
niisugune trend naiste tookohtade vaiksemale turvalisusele, ka tegevuspiiranguga rahvastiku-
rihmas.

Taisajaga tootavate ametliku puudeta ja tédvdimekaota inimeste osatahtsus vahenes aja-
vahemikul 2008-2013 kdigis vanuserihmades. 20-34-aastastest t06tas 2008. aastal taisajaga
93,2%, kuid 2013. aastal 90,6%, 35-49-aastaste vastavad néitajad olid 95,8% ja 93,7% ning
50—-64-aastastel 93,6% ja 90,5%. Ametliku puudega ja 40-100% t66vdimekaoga inimeste hulgas
on taisajaga tootajate osatahtsus aastate jooksul kdikunud, kuid kokkuvéttes viimastel aastatel
Uletanud majandussurutiseelset naitajat. 40-100% to6ovdimekaoga inimeste rihmas on taisajaga
tootajate osatdhtsuse kasv margatav 20-34-aastastel ja 35-49-aastastel ning mdlemal oli
osalusmaar 2013. aastal Ule 85%. 50—64-aastaste naitaja kasv oli tagasihoidlikum — 83,5%-st
84,6%-ni. Ametliku puudega 20-34-aastaste td0mahtu ei ole enamikul aastatel vaikeste arvude
tottu vdimalik eristada. Taisajaga tootavate ametliku puudega 35-49-aastaste osatdhtsus
vaadeldaval ajavahemikul kdikus (79,3% 2008. a, 85% 2009. a, 56,5% 2010. a), kuid uletas
I16puks kriisieelse taseme (86,2% 2013. a). Samuti kasvas kokkuvottes ka taisajaga todtavate
ametliku puudega 50-64-aastaste osatahtsus — 70,5%-st 2008. aastal 74,3%-ni 2013. aastal.
Taisajaga tootavate té6tegevuspiiranguga inimeste vastavad naitajad jadvad ametliku puudega ja
40-100% to6vbimekaoga inimeste omade vahele.

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS

107



'E MAJANDUSAKTIIVSUS EMPLOYMENT

Uhelt poolt on puude, tdévdimekao ja tddtegevuspiiranguga inimeste aja jooksul suurenenud
hdivatus taist66ajaga todkohtadel hea, sest see véib viidata majanduskliima ning Uhiskonna ja
té6andjate suhtumise paranemisele. Teiselt poolt peidavad need tervete inimestega vorreldes
madalamad naitajad ilmselt struktuursemaid probleeme Eesti t66j6uturul — need on seotud
maksu- ja sotsiaalpoliitikaga, imberdppega ning t66 paindlikkusega. Osaajaga tdé6tavate inimeste
osatahtsus hdivatute koguhulgas on Eestis siiski sna vaike. 2012. aastal t66tas osalise ajaga
8,2% kogu Eesti t06joust — teistest Euroopa riikidest oli see naitaja veel madalam vaid TSehhis,
Poolas, Ungaris, Slovakkias ja Sloveenias (OECD ... 2014). OECD on soovitanud Eestil t66turgu
paindlikumaks muuta (OECD ... 2012; OECD ... 2009), mis tahendab ka osaajaga td6tamise
vbimaluste suurendamist, eriti puude, t66vdimekao vbi tervisepiiranguga inimestel. Neile tuleks
valja tootada majanduslikku aktiivsust toetavad meetmed, keskendudes t66turule naasmiseks
vajalikule imberdppele ja maksupoliitikale. Osaajat6d vahese tasustatuse ja Eesti sotsiaaltoetus-
suisteemi puudulikkuse tdttu on paljud inimesed sunnitud elamisvaarse sissetuleku saamiseks
té6tama taisajaga.

Tabel 4. Téis- ja osaajaga tootavad 20-64-aastased tegevuspiirangu olemasolu ja soo
jargi, 2008-2013

Table 4. 20-64-year-olds in full-time and part-time employment by existence of activity limitations
and sex, 2008-2013

(protsenti — percentages)

Hdivatud kokku Ametliku 40-100% Tootegevus- 40-100%
puudega téovoimekaoga piiranguga téovdimekaota ja
puudeta
Persons employed, With registered With a 40-100% With work activity Without a 40—
total disabilities loss of capacity limitations 100% loss of
for work capacity for work
and without
disabilities
Tais- Osa- Tais- Osa- Tais- Osa- Tais- Osa- Tais- Osa-
ajaga ajaga ajaga ajaga ajaga ajaga ajaga ajaga ajaga ajaga
Full-time Part-time Full-time Part-time Full-time Part-time  Full-time Part-time Full-time Part-time
Mehed ja naised kokku Males and females, total
2008 93,8 6,2 74,0 26,0 83,4 17,0 83,6 16,4 94,3 5,7
2009 90,8 9,2 76,3 24,7 82,3 18,1 78,5 21,5 91,3 8,7
2010 90,4 9,6 70,2 29,8 82,0 18,0 - - 90,9 9,1
2011 90,9 9,1 68,2 33,0 83,3 16,7 82,7 17,6 91,4 8,6
2012 91,0 9,0 76,0 24,0 83,3 16,7 - - 91,5 8,4
2013 91,3 8,7 78,5 21,5 86,4 13,9 - - 91,7 8,3
Mehed Males
2008 96,5 3,5 79,5 84,5 14,7 88,1 12,5 96,9 3,1
2009 94,1 5,9 78,6 85,1 14,9 81,3 18,1 94,4 5,6
2010 94,1 5,9 85,7 89,3 10,7 - - 94,2 5,8
2011 95,1 4,9 90,3 92,9 6,4 92,6 95,2 4,8
2012 95,1 5,0 83,3 88,6 11,4 - - 95,4 4,6
2013 94,6 53 80,8 90,7 9,3 - - 94,9 5,0
Naised Females
2008 91,0 9,0 70,0 30,0 81,5 17,9 79,4 20,6 91,5 8,4
2009 87,7 12,3 71,2 28,8 78,9 20,4 75,7 24,3 88,3 11,8
2010 86,9 13,1 62,5 39,3 76,6 24,0 - - 87,6 12,4
2011 86,5 13,5 55,2 44,8 74,2 25,8 75,7 24,3 87,4 12,6
2012 86,9 13,1 71,0 29,0 78,8 21,2 - - 87,5 12,5
2013 87,8 12,2 76,8 23,2 83,1 16,9 - - 88,3 1,7

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board
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Tabel 5. Tais- ja osaajaga tootavad 20—64-aastased tegevuspiirangu olemasolu ja vanuse
jargi, 2008-2013

Table 5. 20-64-year-olds in full-time and part-time employment by existence of activity limitations
and age, 2008-2013

(protsenti — percentages)

Hoivatud kokku  Ametliku puudega 40-100% Tootegevus- 40-100%
t60voimekaoga piiranguga téovoimekaota ja
puudeta
Persons employed,  With registered With a 40-100% With work activity Without a 40—
total disabilities loss of capacity limitations 100% loss of
for work capacity for work
and without
disabilities

Tais- Osa- Tais- Osa- Tais- Osa- Tais- Osa- Tais- Osa-

ajaga ajaga ajaga ajaga ajaga ajaga ajaga ajaga ajaga ajaga

Full-time Part-time Full-time Part-time Full-time Part-time Full-time Part-time Full-time Part-time
20-34

2008 93,0 7.1 72,4 78,4 93,2 6,8

2009 88,9 11,0 71,0 63,6 89,4 10,7

2010 89,9 10,1 86,0 - - 90,0 10,0

2011 90,4 9,6 83,7 87,5 90,6 9,4

2012 90,2 9,8 82,4 90,6 - - 90,3 9,8

2013 90,5 9,5 83,3 87,7 - - 90,6 9,4
35-49

2008 95,4 4,6 79,3 85,9 14,1 90,5 9,5 95,8 4,2

2009 93,2 6,8 85,0 84,6 15,4 84,4 15,6 93,4 6,6

2010 92,4 7,6 56,5 79,2 20,8 - - 92,8 7,2

2011 92,9 7.1 71,4 86,2 13,8 86,2 13,8 93,2 6,8

2012 92,8 7,2 85,7 86,1 13,9 - - 93,2 6,8

2013 93,4 6,6 86,2 88,3 11,7 - - 93,7 6,3
50-64

2008 92,6 7,4 70,5 27,9 83,5 16,5 79,1 20,9 93,6 6,3

2009 89,8 10,2 78,3 23,3 83,4 16,6 77,3 22,7 90,6 9,4

2010 88,3 11,7 75,0 82,8 17,2 - - 89,1 10,9

2011 88,8 11,2 68,1 31,9 81,4 18,6 78,6 20,9 89,8 10,2

2012 89,5 10,5 67,8 30,5 79,6 20,4 - - 90,9 9,1

2013 89,5 10,5 74,3 24,3 84,6 15,4 - - 90,5 9,6

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board

Peale té6mahu on tervisest tulenevate piirangutega inimestele olulised ka té6koha kaugus kodust
ja sinna joudmise vdimalused. Liigne kaugus, transpordivahendi sobimatus vdi taielik puudumine
voivad t60 leidmist ja ka selle tegemise vbéimalusi olulisel maaral piirata.

Tegevuspiiranguga inimesed lahevad marksa enam t6dle jalgsi, samuti kasutavad nad vahem
ametiautot vdi tdsdidukeid ning natuke vahem ka isiklikku autot (tabel 6). Uhissdidukit kasutab
t66le minemiseks umbes viiendik nii tervetest kui ka ametliku puudega, t66vdimekaoga ja t66-
tegevuspiiranguga hoivatutest. Nii tervetest kui ka naiteks 40-100% t66vdimekaoga inimestest
kasutavad Uhistransporti rohkem naised. Samuti on naha, et t66vdimekaoga hoivatutest
kasutavad Uhistransporti pigem noored (20-34-aastased). Vajaduspdhist transporditoetust
ametliku puudega inimestele korraldavad sotsiaalhoolekandeseaduse jargi kohalikud oma-
valitsused. Et aga nende vdimalused erinevad regiooniti vdga palju, seab see transporti vajavad
piiranguga inimesed ebavdrdsesse olukorda. Senini puudub koondatud statistika selle kohta, kui
paljudele omavalitsusele avalduse esitanud inimestest transporditoetust on makstud. Tallinnas
naiteks kasutas 2013. aastal invataksoteenust 1224 inimest ehk 4,9% Tallinna ametliku puudega
inimestest. Liikumispuudega inimestest (kellest kdik ei ole tddealised ja kes ei ole ka ainukesed
sotsiaaltransporditeenuse vajajad) kasutas 2013. aastal seda teenust 16,9% (Tallinn ... 2014).
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Tabel 6. Té6lkdimisviisid tegevuspiirangu olemasolu, soo ja vanuserithma jargi, 2013
Table 6. Means of transport used to commute to work by existence of activity limitations, sex and

age group, 2013
(protsenti — percentages)

Koik hdivatud Mehed Naised 20-34 3549 50-64
Total Males Females

Hoivatud kokku Persons employed, total
Jalgsi 17,0 10,5 23,7 14,4 15,9 21,0 On foot
Jalgratta, mopeedi, 2,8 2,8 2,7 1,8 29 3,8 By bicycle, moped
mootorrattaga or motorbike
Isikliku autoga 38,9 45,6 31,8 39,9 43,2 32,3 By own car
Ametiauto, 13,4 21,8 4,6 13,0 14,5 12,3 By company car
té6sobidukiga or transport
Uhissdidukiga 22,4 12,9 32,3 26,0 17,5 24,5 By public transport
Too6tab kodus 57 6,4 4,9 49 6,1 6,0 Works at home
Ametliku puudega With registered disabilities
Jalgsi 25,6 25,0 24,6 27,0 On foot
Jalgratta, mopeedi, By bicycle, moped
mootorrattaga or motorbike
Isikliku autoga 33,1 36,5 30,4 51,7 29,7 By own car
Ametiauto, 8,3 By company car
té6soidukiga or transport
Uhisséidukiga 24.8 36,2 27,0 By public transport
Too6tab kodus ... Works at home
40-100% toovoimekaoga With a 40-100% loss of capacity for work
Jalgsi 26,8 16,9 34,2 25,0 29,1 On foot
Jalgratta, mopeedi, 4,7 5,6 4,4 By bicycle, moped
mootorrattaga or motorbike
Isikliku autoga 33,5 43,0 26,4 29,8 37,5 31,7 Byown car
Ametiauto, 10,4 20,3 12,5 9,3 By company car
t60sdidukiga or transport
Uhissaidukiga 19,9 11,0 26,4 24,6 16,7 19,8 By public transport
Tootab kodus 5,0 4,3 5,7 Works at home
40-100% to6voimekaota ja Without a 40-100% loss of capacity for work
puudeta and without disabilities
Jalgsi 16,2 10,1 22,7 14,2 15,4 19,6 On foot
Jalgratta, mopeedi, 2,7 2,8 2,5 1,6 2,7 3,7 By bicycle, moped
mootorrattaga or motorbike
Isikliku autoga 39,4 45,8 32,4 40,2 43,5 32,8 Byown car
Ametiauto, 13,6 21,8 4,7 13,1 14,6 12,8 By company car
t60sdidukiga or transport
Uhissaidukiga 22,5 13,0 32,7 26,0 17,5 25,0 By public transport
Too6tab kodus 5,8 6,5 5,0 4,8 6,3 6,1 Works at home
Téotegevuspiiranguga® With work activity limitations®
Jalgsi 18,3 25,5 - 21,7 18,4 On foot
Jalgratta, mopeedi, 5,6 - By bicycle, moped
mootorrattaga or motorbike
Isikliku autoga 38,2 49,4 29,9 51,8 36,2 35,9 Byown car
Ametiauto, téokoha 9,1 15,3 - By company car
soidukiga or transport
Uhisséidukiga 23,0 29,9 - 27,8 By public transport
Too6tab kodus 59 - Works at home
@2011. aasta andmed.
#2011 data

Allikad: ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board
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Tabel 7. Puudega té6tute® osalemine toétukassa pakutavatel té6turuteenustel, 2007-2013°
Table 7. Use of the labour market services of the Estonian Unemployment Insurance Fund by

unemployed persons with disabilities®, 2007-201 3
(osalejate arv — number of users)

2007 2008 2009 2010 2011 2012 2013
Palgatoetus 12 8 9 268 108 116 108 Wage subsidy
Ettevotluse 15 7 22 19 9 14 13 Business start-up
alustamise toetus subsidy
Toointervjuul 28 11 2 4 13 27 41 Communication
abistamise support at job
teenus® interviews®
Tookoha 2 3 0 1 1 1 3 Adaptation of
kohandamine® premises and
equipment®
Tehnilise 3 7 2 6 7 13 24 Provision of
abivahendi special aids and
andmine® equipment®
Tugiisikuga 30 25 10 15 25 37 45 Working with a
to6tamine® support person®
Avalik t66 97 124 162 110 52 78 86 Public work
Tooalane koolitus 551 525 1172 355 830 1627 1385 Work-related
training
To0otsingu 125 143 149 370 559 742 880 Job search
koolitus training
Karjaarindusta- 767 791 1011 824 950 1224 1349 Career
mine counselling
Praktika 143 162 108 150 120 203 228 Work practice
Harjutus 168 124 145 47 62 185 188 Coaching for
working life
Psuihholoogiline - 41 63 67 93 161 135 Psychological
ndustamine counselling
Sotsiaalne - 2 1 1 6 - — Social
rehabilitatsioon rehabilitation
Tooklubi - 0 19 66 114 224 244 Job club
Vélanéustamine — - - 9 48 95 140 Debt counselling
Tobproov - - - - 41 46 122 Work trial
Muud teenused 0 1 0 11 49 118 191 Other services
Puudega tootute 1 941 1974 2875 2323 3087 4911 5182 Instances of use
teenuste of services by
kasutamise arv unemployed
persons with
disabilities
Registreeritud 1200 1651 3533 2627 1666 1760 1797 Registered
puudega t66tud unemployed
(aastakeskmine). persons with
disabilities
(annual average)
40-100% - 2700 8700 13000 9 000 7 200 7500 Unemployed

téovdimekaoga
tootud

persons with a
40-100% loss of
capacity for work
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Tabel 7. Puudega té6tute” osalemine toétukassa pakutavatel téoturuteenustel, 2007-201 3°
Table 7. Use of the labour market services of the Estonian Unemployment Insurance Fund by
unemployed persons with disabilities®, 2007-201 3
(osalejate arv — number of users)

Jarg — Cont.
2007 2008 2009 2010 2011 2012 2013
Aasta jooksul 8 334 6 382 5 064 5682 6104 Unemployed
arvel olnud persons with
puudega t66tud disabilities
registered over
the year

? Puudega to6tud on inimesed, kellele on Sotsiaalkindlustusameti andmete kohaselt maaratud puue vai tddvéimetus.
® Tabelis olev arv nitab vastaval aastal teenust kasutama hakanute arvu.
° Spetsiaalselt puudega vdi pikaajalise tervisehairega inimestele ja nende té6levotmiseks mdeldud teenused.

@ “Unemployed persons with disabilities” refers to persons with registered disabilities or with a registered loss of capacity for
work according to the Social Insurance Board.

° The figure in the table indicates the number of persons who started to use the service in a given year.

¢ Services specifically designed for (the employment of) persons with disabilities or with long-term health problems.

Allikad: Eesti To6tukassa, ETU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Unemployment Insurance Fund, Estonian Labour Force Survey (Statistics Estonia), Social Insurance Board

Tegevuspiiranguga t6dealiste majandusaktiivsuse suurendamine on oluline nende paremaks
toimetulekuks ja eneseteostusvdimaluste parandamiseks. Samal ajal on see rahvastikurihm
lisaressurss, mille arvel on voimalik suurendada Uldist hoivatust. Kavandatava toovoimereformi
Uks eesmarke on pikaajalise tervisekahjustuse tottu vahenenud t66voimega inimeste to6tamise ja
té6lesaamise toetamine ning neile seaduses satestatud tingimustel ja ulatuses sissetuleku
tagamine (T6o6voimetoetuse ... 2014). Et tegevuspiiranguga téoealiste tervise olukord on muret
tekitav, on kavandatav reform tekitanud hirme, et need vahesedki vaikesed toetused, mida seni
on puudega ja/vdi todvdimekaoga inimestele aktiivsete tooturumeetmetena téoturule naasmiseks
makstud, vbivad seejuures vaheneda voi jddvad need, kelle tervis ei vdimalda t66d teha, olemas-
olevast vahesestki ilma.

Jargnevalt on Eesti Té6tukassa andmete alusel anallisitud seniseid riiklikke meetmeid puudega
inimeste t66hdive parandamiseks. Enamikul juhtudel rakendatatakse neid meetmeid registree-
ritud tootutele, kuid naiteks spetsiaalselt puudega voi pikaajalise tervisehairega inimestele
mdeldud teenuseid (td6koha kohandamine, abivahendi andmine, tugiisikuga to6tamine) voivad
kasutada ka puude voi pikaajalise tervisehairega toé6tavad inimesed. Samuti on méned teenused,
mida saavad kasutada ka t60tukassas registreeritud tddotsijad (nt t66tuba ja tooklubi).

Nende meetmete hindamisel tuleb arvestada, et Uks inimene voib kasutada mitut teenust.
Teenuste kasutajate hulk on vaadeldud aastate jooksul peaaegu kolmekordistunud, ent Uksikute
meetmete kaupa vaadates on teenuste kasutajaid siiski liiga vahe, et need suudaksid té6turule
naasmises olulist rolli mangida. Kdige enam on kasutatud koolitusteenust ja karjaarindustamist.
Kuigi kdikide meetmete kasutajate arv on aastate jooksul olnud kasvutrendis, on suurusjargud
siiski veel vaga vaikesed. Eriti torkab silma, et otseselt puudega ja/vdi t66véimekaoga inimestele
mdeldud teenuseid on saanud kasutada vaid Uksikud. Omaette vaarib tdhelepanu suur vahe
kisitlusuuringute tulemustes ning ametlikes andmetes puudega ja/vdi t66vdimekaoga t6otute
aastapdhisel arvestamisel. To6tukassa kohaselt oli registreeritud puudega t66tuid 2013. aastal
keskmiselt 1797 (kvartalikeskmiste pdhjal arvutatuna). Aasta jooksul oli aga todtukassas
puudega ja/vbi todvbimekaoga inimesi arvel 6104, mis on ldhemal ETU naitajale (7500) ja
peegeldab seega puudega ja/vdi t60voimekaoga todtute tegelikku hulka paremini. Té6tukassa
ametlik aastakeskmine registreeritud puudega to6tute arv (1797) seega alahindab reaalset
puudega t66tute hulka. Selle peamine pdhjus on asjaolu, et aasta jooksul arvel olnute arv (6104)
ei kattu kvartalite keskmiste pdhjal arvutatud aastakeskmisega (1797), kuna isikute arvel olemise
aeg on oluliselt lihem kui kolm kuud.

2013. aastal sai Eesti Té6tukassa andmetel té6turumeetmetest osa 2884 puudega to6otut. See
arv hoélmab ka neid, kes on kasutanud mitut teenust (teenuseid kasutati kokku 5182 korral).
Puudega ja/voi téovdimekaoga to6tuid oli todtukassas arvel 6104. Kokkuvdttes on puudega ja/voi
téovdimekaoga tootutest meetmeid kasutanud vaid umbes pooled. Senine siisteem ei ole kuidagi
motiveerinud puudega inimesi end td6tuna arvel hoidma, sest sellega kaasnevad suured
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kulutused (nt transpordikulud), mille suurenemist td6vdimereformis aga ette ei nahta. Pole selge,
kas toovoimereformi kaudu kavandatav oluliselt suurem t66voimetoetus voib anda todtuna arvele
votmiseks rohkem motivatsiooni. Loodetavasti suurenevad ka toetused otsesteks aktiivseteks
téoturumeetmeteks, mis voimaldavad todandjatel todkohta kohandada, aga ka kasutada teisi
toé6turule sisenemiseks ja seal plsimiseks vajalikke sotsiaalteenuseid, nagu vajalikku
rehabilitatsiooni, viipekeeletdlki, sotsiaaltransporditeenust ja muid toetavaid teenuseid.

Peatiki eesmark oli anda lihike Ulevaade tegevuspiiranguga inimeste olukorrast té6turul
olemasolevate andmete pohjal. Aastatel 2008-2013 tdusis hdivemaar koikides piirangutega
rihmades. T66tute arv ja osatdhtsus suurenes ajutiselt 2009. ja 2010. aastal kdikides riihmades
ning hoolimata jargnenud langusest ei ole joudnud tagasi kriisieelsele tasemele. Majanduslikult
aktiivsete osatahtsus vahenes vaadeldud ajavahemikul tsna tagasihoidlikult. Seega viitab hdive-
kasv justkui paranenud majanduskliimale, sealhulgas puudega inimeste paranenud vdimalustele
t66jous osaleda. Mitmed teised naitajad osutavad siiski struktuursemale probleemile Eesti t66-
turul, eriti puudega inimeste puhul.

Puudega inimeste mitteaktiivsuse peamine pdhjus on haigus voi vigastus. Vanemaealiste ehk
50-64-aastaste seas on viimastel aastatel lisandunud rohkem haigestunud inimesi. Nooremate
puudega inimeste seas on aga margata Oppijate hulga kasvu. See annab lootust, et nende
rihmade oskused ja teadmised vdimaldavad neil edaspidi olla t66turul konkurentsivéimelisemad
kui tegevuspiiranguga vanemaealised.

Osaajaga tootavate puudega ja tédvbimekaoga inimeste, eriti naiste osatadhtsus kasvas aastatel
2009-2010, kuid kahanes seejarel taas. Seega majanduslikult raskematel aegadel olid puudega
inimesed sunnitud tédtama osaajaga. Uhelt poolt on puudega inimestel iimselt suurem vajadus
paindliku t6daja jarele, kuid selliste td6kohtade vahene tasustatus Eestis kahandab oluliselt
sissetulekuid ja seelabi elukvaliteeti ning jatab jalje ka tulevikus toimetulemisele. Seda kinnitab
majandussurutise jarel taisajaga tootavate puudega inimeste osatéhtsuse kasv. Seega peaksid
to6turukoolitused olema mdeldud uute oskuste ja erialade omandamiseks neile, kes selleks
vBimelised on, et leida teist laadi ja suuremalt tasustatud to6kohti tulevikus.
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6. PERSONS WITH ACTIVITY LIMITATIONS IN THE LABOUR
MARKET CONTEXT

Liili Abuladzée®

Tallinn University, Estonian Institute for Population Studies

Employment is one of the crucial elements of being a full member of the society. On the one
hand, employment enables a person to secure food and housing, which are fundamental needs.
On the other hand, employment influences a person’s self-image and defines his or her identity —
the nature of one’s occupation reflects, to some extent, the person’s character. In addition,
employment allows self-actualisation and active participation in the society. All these aspects are
important. Therefore, it is vital that everyone would be able to enjoy these benefits of
employment. This principle is affirmed in the United Nations (UN) Convention on the Rights of
Persons with Disabilities which requires States Parties to recognise ‘the right of persons with
disabilities to work on an equal basis with others; this includes the right to the opportunity to gain
a living by work freely chosen or accepted in a labour market and work environment that is open,
inclusive and accessible to persons with disabilities” (Convention ... 2006).

One of the main targets of the National Reform Programme “Estonia 2020” is to increase the
employment rate of 20—64-year-olds to 76% by 2020, which means bringing 43,000 new persons
to the labour market (Konkurentsivéime ... 2012). Increasing the employment rate of persons with
activity limitations will help to achieve this target (ibid., p. 15).

The current employment regulations have been drafted from the perspective of healthy persons
and their possibilities to participate in the labour market. Consequently, persons with disabilities
face several barriers. To overcome these, there must be changes in both regulations and social
attitudes. This chapter looks at the employment indicators of disabled persons in Estonia.
First, we look at employment status, that is, whether people are economically active. Next, we will
focus on working conditions to provide an overview of the workload and work quality.

In this chapter, persons with activity limitations are divided into persons with registered
disabilities, persons with a loss of capacity for work and persons with self-reported work activity
limitations®. Persons without registered disabilities and persons without any loss of capacity for
work often have similar employment indicators, although these are based on data obtained from
different sources. With regard to loss of capacity for work, this chapter only presents employment
data on persons with a 40—100% loss of capacity for work, as the labour market behaviour of
persons with a 10-30% loss of capacity for work is similar to that of healthy persons.

Employment status

The economically active working-age population is divided in two groups based on employment
status: the employed and the unemployed. The opposite of the economically active population is
the inactive population. These indicators exclude children and persons who have retired from
employment. The Estonian Labour Force Survey considers a person to be employed if he or she
has done at least one hour of paid work during the week preceding the survey. To qualify as
unemployed, a person has to meet three criteria: the person is without work, is actively seeking
work and is immediately available for work if a job becomes available. Inactive persons refers to
the remaining working-age population who, for some reason, do not work and are not seeking
work. They include, for example, students, (disability) pensioners, homemakers as well as
discouraged persons who have lost any hope of finding work.

@ The preparation of this article was partially supported by the research grants SF0130018s11 and ETF8904.

® Due to the wording of the question about activity limitations used in the Estonian Labour Force Survey, the term “persons
with work activity limitations” is used to differentiate these persons from persons with activity limitations as defined in other
surveys. The question about self-perceived limitations has not been included in each Labour Force Survey (for more,
see chapter 2).
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The distribution of disabled persons in terms of employment status (Table 1, p. 102) provides
a preliminary overview of their participation in the labour market. Employment rate shows the
share of employed persons in the total working-age population. It illustrates the current labour
market situation since it shows how many of the people who (in terms of their age) could
potentially be employed are actually employed. The employment rate has gradually increased in
almost all groups since 2010, i.e. following the recession. However, there are major differences in
the employment status of persons with registered disabilities and persons without disabilities.

By a large margin, the share of inactive persons is the biggest among persons with registered
disabilities — their number was almost 38,000 in 2013, which represents 71.7% of the population
with registered disabilities. In the same year, the share of inactive persons among the population
without disabilities was 16.5%. This share was similar (16.3%) among persons without any loss of
capacity for work. The proportion of inactive persons among the population with a 40—100% loss
of capacity for work (49.1% in 2013) and among persons with work activity limitations (63.2% in
2011) was smaller than among persons with registered disabilities. It should be remembered that
there is some overlap between the groups of persons with registered disabilities, with a reduced
capacity for work and with work activity limitations.

23% of the persons with registered disabilities were employed in 2013 — this is significantly lower
than the corresponding indicator for persons with a 40-100% loss of capacity for work (42.9%
in 2013) or for persons with work activity limitations (34% in 2011). The group of persons with
a 40-100% loss of capacity for work is the only one where the employment rate has increased
beyond the pre-crisis level in recent years. The employment rate of the healthy population was
77% in 2013. The employment rate has increased in all population groups compared to 2010,
which indicates some improvement in the economic environment and the better availability of
jobs in recent years.

Due to the economic crisis, the share of the unemployed increased in all the selected population
groups in 2009 and 2010, whereas the increase was especially considerable among persons with
a 40-100% loss of capacity for work. In the group of persons without registered disabilities or
without a loss of capacity for work, the unemployment rate peaked in 2010 at 16.3%, but it was
still two times lower than the unemployment rate of persons with registered disabilities and
persons with a 40—100% loss of capacity for work, which was around 32-33% (in absolute
figures, the number of unemployed persons with a 40—100% loss of capacity for work or with
work activity limitations is significantly higher than the number of unemployed persons with
registered disabilities. The unemployment rate has decreased in all groups since 2010 but has
not returned to the pre-crisis level in any of the groups. The unemployment rate has fallen
the most among the healthy population and among those with a 40-100% loss of capacity for
work — in both groups, it is two times smaller than the peak unemployment rate in 2010.
The unemployment rate of persons with registered disabilities reached the lowest level of recent
years in 2013, dropping to 18.9%, which is still higher than in the other groups.

On the one hand, the decreasing share of the unemployed among 20-64-year-olds indicates
increased demand for labour in the improved economic climate. On the other hand, the share of
inactive persons has decreased modestly in most disability groups, which indicates that the
labour market does not have enough suitable jobs, retraining options, start-up capital etc. to
facilitate the active inclusion and participation of people in the labour market. Only a marginal
proportion of persons with disabilites have used the labour market services offered by the
Estonian Unemployment Insurance Fund (Table 7, p. 111). Compared to the healthy population,
the share of inactive persons is still significantly higher among persons with registered disabilities,
with a 40-100% loss of capacity for work or with work activity limitations. Considering the
shortage of labour in certain economic sectors, the inactive population is a potential source of
labour, and the better use of the aforementioned measures would help to increase their
participation in the labour market. Since a large portion of disabled persons are inactive,
we should take a closer look at them. Tables 2 (p. 105) and 3 (p. 106) list four subjective reasons
for inactivity by sex and age group.
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lliness or injury is the main reason for inactivity in all the years considered here, among persons
with registered disabilities, persons with a 40-100% loss of capacity for work and persons with
work activity limitations. Among men, inactivity is more likely to be caused by illness or injury.
The share of illness or injury as the reason for inactivity decreased by 2013 among men in the
selected population groups, although during the recession it had increased among men with
registered disabilities and remained stable among men with a 40—100% loss of capacity for work.
Among economically inactive women, the share of illness or injury as the reason for inactivity
increased in all these population groups during the recession. After the recession, the share of
women with registered disabilities or work activity limitations who cited illness or injury as the
reason for inactivity actually increased compared to 2008 — it was 75.8% of women with
registered disabilities in 2013 (66.2% in 2008) and 56.9% of women with work activity limitations
in 2011 (64.5% in 2008). In its report, the OECD has stated that the greater number of recipients
of disability-related benefits during the recession indicates the easy availability of this type of
income compared to other options and the limited availability of other subsistence benefits,
primarily due to the limited resources of local governments (OECD ... 2012). However, it should
also be remembered that, due to the lower level of education of the population with activity
limitations, their jobs were the first to disappear during the recession. The loss of one’s job can
cause stress and health problems in healthy persons and even more so in persons with health-
related activity limitations. Among 20—64-year-old women with registered disabilities, the share of
illness as the reason for inactivity has increased in recent years.

The need to care for children or other family members as the reason for inactivity has increased
among both healthy men and women during the period considered, but men’s indicators are far
below women’s. Only 6.2% of men were inactive in 2013 due to their role as a caregiver,
compared to 52% of inactive women. Among women with a 40-100% loss of capacity for work or
with work activity limitations, less than 10% were inactive for this reason in the given period, and
this share has decreased over the years. Partially, this reflects the possibility to go on parental
leave, but it is likely that this group includes a significant portion of persons who, in addition to
their own illness, have to care for other family members with health problems and are therefore
unable to work.

lliness or injury was the main reason for inactivity in most of the selected population groups
across all three age groups (20-34, 35-49, 50—-64). The relative importance of this reason
increased during the recession (2009—2010) among 20-34-year-olds and 35—-49-year-olds with
registered disabilities or a 40-100% loss of capacity for work. The share of illness as the reason
for inactivity among 50-64-year-olds remained stable during the recession and started to
increase only in 2011. After the recession, inactivity due to illness has fallen below the 2008 level
in the younger age groups, but among 50-64-year-olds with registered disabilities, for example,
this indicator was higher in 2013 than in previous years. The share of persons who are inactive
due to illness or injury is the biggest among 35-49-year-olds with registered disabilities — 93% of
this group in 2013. Young persons with an illness or injury are more likely to continue studying or
take parental leave and older people often retire (incl. early retirement), whereas for middle-aged
persons illness is the main reason for inactivity in all population groups with disabilities and
limitations. The share of this reason is decreasing in younger age groups which could suggest
that the new generations are healthier, on average. As the effects of health issues are cumulative
over time, activity limitations increase with age and, consequently, the share of illness as the
reason for inactivity has increased among 50—-64-year-olds with registered disabilities in the given
period.

A half of 20-34-year-olds without registered disabilities or a loss of capacity for work are inactive
due to the need to care for family members, and the other half are inactive for other reasons.
This indicates that the common activities in this age group are somewhat different (e.g. personal
development activities). Healthy persons, especially 35-49-year-olds, are inactive primarily
because of the need to care for children or other family members. The relative importance of this
reason has increased over the years and it was the reason for the inactivity of almost three
quarters (69.1%) of this age group in 2013. A significant portion (42.7%) of 20-34-year-olds were
also inactive for the same reason in 2013. This pattern can be associated with the fact that
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people of this age often start families. These age groups also include persons who care for their
(il) family members but the available data do not allow us to differentiate the two groups.
This group of persons — the caregivers — represents a potential labour resource and would be the
easiest to (re)integrate into the labour market through the development and increased availability
(incl. affordability) of the relevant services. In the youngest age group, nearly a quarter of the
persons with registered disabilities or a 40—100% loss of capacity for work are inactive for other
reasons, primarily associated with studies and to some extent also with staying at home with
children. Even though these percentages are two times smaller than among healthy persons in
the same age group, they are still above the values for the older age groups of the disabled
population. This indicates that younger people have more educational opportunities and gives
hope that their future labour force participation rate will be higher than the current participation
rate of older persons with a 40—100% loss of capacity for work or with work activity limitations.

In 2008, 11.2% of 35—-49-year-olds with work activity limitations were inactive due to caring for
family members. There are not enough data available on other population groups with work
activity limitations and on other reference years, but even the indicator for 2008 confirms that
some persons with activity limitations are forced to leave employment in order to care for others.

Over time, the share of retirement as the reason for inactivity among 50-64-year-olds has
decreased in all three groups: persons with registered disabilities, persons with a 40-100% loss
of capacity for work and persons with work activity limitations. 31% of persons with work activity
limitations (in 2011) and 21% of persons with registered disabilities (in 2013) cited the attainment
of retirement age as the reason for their inactivity; the corresponding share among persons with
a 40-100% loss of capacity for work was only 6.1%. In the case of older persons without
registered disabilities and without a 40-100% loss of capacity for work, retirement is the main
reason for inactivity — this indicator was 69.4% in 2013, i.e. slightly higher than in 2008 (65.8%).
This does not mean that the population groups with the aforementioned limitations have a smaller
share of persons in retirement age than the healthy population but, rather, that health-related
issues are the dominant reason why people with limitations leave employment.

A significant share of women and 35-49-year-olds — including healthy persons, persons with
a 40-100% loss of capacity for work, persons with work activity limitations — are forced to
become economically inactive due to the need to care for family members. This is a clear indi-
cation of the need to improve the social care system and to develop the retraining opportunities
for persons with disabilities or with a significant loss of capacity for work. This way, some
population groups could be released from their informal care duties and could have a steady
income and purpose, which would increase potential labour resources.

Working conditions and arrangements

An important indicator of working arrangements is workload, which describes the amount of time
spent on work. In Estonia, full-time employment usually means 40 working hours per week, but it
varies for certain occupations (e.g. physicians). A workload below that threshold is generally
defined as part-time employment. Most people work full-time as this enables them to realise
work-related personal and social objectives and to earn a sufficient income. Full-time employment
is predominant on the Estonian labour market. Employers often have no motivation to offer more
part-time jobs; the relatively low income associated with part-time employment means that
employees are also not interested in working part-time. Full-time employment means a bigger
sense of security for employees, given the long period of uncertainty in the Estonian economy.

As expected, full-time employment is the most common among persons without any loss of
capacity for work and without disabilities — over 90% of them had full-time jobs in 2008-2013
(Table 4, p. 108). During the recession, the share of healthy persons with part-time jobs
increased, from 5.7% in 2008 to 8.7% in 2009 and has remained above 8% since then. Full-time
employment is more common among men than among women in all population groups with
limitations.
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The share of persons with full-time jobs decreased among healthy women and men during the
recession and had not returned to the pre-crisis level by 2013. On the other hand, the full-time
employment rate increased — both during and after the recession — among men with registered
disabilities or with a 40—100% loss of capacity for work. The rate has fallen slightly in the last few
years but it is still higher than in 2008 (it was 90.7% in 2013, compared to 80.8% in 2008).
In the case of women with registered disabilities, with a 40—100% loss of capacity for work or with
work activity limitations, the full-time employment rate decreased during the recession. The fall
was the steepest among women with registered disabilities: from 71.2% in 2009 to 62.5% in
2010. Only 55.2% of employed women with registered disabilities held a full-time job in 2011.
The share of women with a 40—100% loss of capacity for work who had a full-time job decreased
in 2009—-2011, dropping to 74.2% by 2011. The full-time employment rate also decreased among
women with work activity limitations — from 79.4% in 2008 to 75.7% in 2011. Consequently,
during the recession, the full-time employment rate increased among men with disabilities and
with a reduced capacity for work and decreased among women with the same limitations.
This trend could indicate that women’s jobs are less secure, including in the population with
activity limitations.

The share of healthy persons (those without registered disabilities or registered incapacity for
work) in full-time employment decreased between 2008 and 2013 in all age groups (Table 5,
p. 109). Among 20-34-year-olds, 93.2% held a full-time job in 2008; this share dropped to 90.6%
in 2013. The corresponding indicator fell from 95.8% to 93.7% for 35—49-year-olds and from
93.6% to 90.5% for 50—64-year-olds over the same period. The share of full-time workers among
persons with registered disabilities and with a 40—100% loss of capacity for work has fluctuated
over time, but in recent years it has exceeded the pre-crisis level. In the group of persons with
a 40-100% loss of capacity for work, the proportion of full-time workers has increased notably in
the age groups 20-34 and 35-49, exceeding 85% in both age groups in 2013. The increase in
the age group 50—-64 has been more modest, from 83.5% to 84.6%. The workload of 20-34-year-
olds with registered disabilities cannot be specified in most years due to small sample sizes.
The share of 35—-49-year-olds with registered disabilities who had a full-time job fluctuated in the
period 2008-2013 (79.3% in 2008, 85% in 2009, 56.5% in 2010) but has now exceeded the pre-
crisis level (86.2% in 2013). The share of 50—64-year-olds with registered disabilities who had
a full-time job also increased, from 70.5% in 2008 to 74.3% in 2013. The full-time employment
rates of persons with work activity limitations are somewhere between the respective rates for
persons with registered disabilities and persons with a 40—100% loss of capacity for work.

On the one hand, the gradual increase in the share of persons with limitations (disabilities, a loss
of capacity for work or work activity limitations) in full-time employment is a positive development
— it may indicate a better economic climate and improved attitudes in the society and among
employers. On the other hand, these indicators are lower than the corresponding indicators for
the population without limitations, which probably refers to structural problems on the Estonian
labour market related to tax and social policies, retraining and job flexibility. The share of part-
time workers among all employed persons is still quite small in Estonia. In 2012 only 8.2% of the
labour force in Estonia held part-time jobs. Among European countries, only the Czech Republic,
Poland, Hungary, Slovakia and Slovenia had a lower percentage than that (OECD ... 2014).
The OECD has suggested that Estonia needs a more flexible labour market (OECD ... 2012;
OECD ... 2009), which also means more opportunities for part-time work, especially for persons
with disabilities, a reduced capacity for work or health-related limitations. It is essential to develop
measures to facilitate increased participation in the labour force by those population groups.
The focus should be on retraining opportunities and tax policy. The low income prospects of part-
time employment and insufficient support from the welfare system in Estonia are the reasons why
many people are forced to take

In addition to workload, there are other important factors for persons with health-related
limitations, such as the distance of the workplace from home and available transport options.
A too long commute, unsuitable transport or lack of transport can significantly reduce the chances
of finding or holding a job.
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Persons with activity limitations are much more likely to go to work by foot. They are less likely to
use a company car or other transport provided by the employer, and also slightly less likely to use
their own car (Table 6, p. 110). Public transport is used for commuting by about one fifth of all
groups (healthy employed persons as well as employed persons with registered disabilities,
a reduced capacity for work or work activity limitations). Women are more likely to use public
transport among both healthy persons as well as those with a 40-100% loss of capacity for work.
It is also notable that, among employed persons with a 40-100% loss of capacity for work, it is
the younger age group (20-34) that is more likely to use public transport. Pursuant to the Social
Welfare Act, it is the responsibility of local governments to provide a needs-based transport
allowance for persons with registered disabilities. However, the resources of local governments
differ greatly from region to region, which creates inequality between persons with limitations who
need transport. There are currently no aggregate statistics on how many persons have actually
received a transport allowance from local governments after applying for it. In Tallinn city,
for example, the taxi service for disabled persons was used by 1,224 persons in 2013, which
represents 4.9% of all residents with registered disabilities in Tallinn. If we only consider persons
with mobility impairments (not all of whom are in working age; and they are also not the only ones
who need the social transport service), 16.9% of them used this service in 2013 (Tallinn ... 2014).

The coping ability and self-actualisation possibilites of working-age persons with activity
limitations can be improved by increasing their labour force participation. This population group is
an additional resource that could be utilised to increase the overall employment rate. One of the
goals of the current disability reform is to support the employment and recruitment of persons
whose capacity for work has been reduced by long-term health problems, and to provide them
with income under the conditions and at the rates specified by the proposed law
(Téévbéimetoetuse ... 2014). Working-age persons with activity limitations often have poor health
which is why it is feared that, with the planned reform, there will be a reduction in current active
labour market measures, i.e. the current few and small allowances paid to persons with
disabilities and/or a reduced capacity for work in order to support their return to the labour
market. Some fear that, since their health does not allow them to work, they could lose even the
small allowances they receive today.

The current state measures for supporting the employment of persons with disabilities are
outlined in Table 7 (p. 111), using the data of the Estonian Unemployment Insurance Fund.
In most cases, these measures are available to persons who have been registered as
unemployed, but some services (e.g. workplace adaptation, provision of aids, working with
a support person) are also intended for employed persons with disabilities or with long-term
health problems. There are also a few services (e.g. workshops, job club) that are available to
Job-seekers registered at the Estonian Unemployment Insurance Fund.

In the analysis of the use of these measures, we should remember that some persons have
probably used several services. The number of users has almost tripled over the period
considered, but the number of users per service or measure is still too low and thus there is no
significant impact on return to employment. Training and career counselling are the most popular
services. Even though the number of users has risen steadily in the case of each measure,
the amount of people benefitting from these services is still very low. It is particularly notable that
only a few individuals have been able to use the services specifically designed for persons with
disabilities and/or a reduced capacity for work. It is also necessary to consider why there is a big
difference between survey results and official data as concerns the annual number of (registered)
unemployed persons with disabilities and/or a loss of capacity for work. According to the Estonian
Unemployment Insurance Fund, the annual average number of registered unemployed persons
with disabilities was 1,797 in 2013 (calculated on the basis of the average values of quarters).
Over that year, 6,104 unique persons with disabilities and/or a loss of capacity for work were
registered at the Estonian Unemployment Insurance Fund — this figure is closer to the figure
(7,500) proposed by the Estonian Labour Force Survey and is closer to the actual number of
unemployed persons with disabilities and/or a reduced capacity for work. Thus, the official
annual average number of registered unemployed persons with disabilities (1,797) published by
the Estonian Unemployment Insurance Fund underestimates the actual size of this population.
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The main reason is that the number of persons registered in a year (6,104) does not match the
annual average (1,797) calculated on the basis of the average values of quarters, because some
persons are registered as unemployed for much less than 3 months.

In 2013, there were 2,884 unemployed persons with disabilities who participated in labour market
measures according to the data of the Estonian Unemployment Insurance Fund. This number
includes those who used multiple services (there were 5,182 instances of use of services).
6,104 persons with disabilities and/or a loss of capacity for work were registered as unemployed.
All'in all, only about a half of unemployed persons with disabilities and/or a reduced capacity for
work have used these measures. The current system has failed to motivate persons with
disabilities to register themselves as unemployed, because this entails significant costs for them
(e.g. transport costs) but the disability reform does not take this into account. It is unclear
whether disabled people will be more motivated to register as unemployed after the disability
reform which foresees a much bigger allowance paid to support capacity for work. Hopefully,
there will be an increase in the funds for direct active labour market measures, which enable
employers to adapt the working conditions and enable the use of other social services that
support employment, such as rehabilitation services, sign language interpreters, social transport
and so on.

This chapter provided a brief overview of the labour market situation of persons with activity
limitations, based on the available data. The employment rate increased in 2008-2013 in all
population groups with limitations. The number and share of unemployed persons increased
temporarily in 2009 and 2010 across all groups. There has since been a decrease, but these
indicators have yet to reach the pre-crisis levels. In this period, there was a modest decrease in
the share of economically active persons. Thus, the higher employment rate suggests that
economic conditions have improved, including the employment opportunities for disabled
persons. However, several other indicators point to structural issues on the Estonian labour
market, especially in relation to persons with disabilities.

In the case of persons with disabilities, inactivity is mainly caused by illness or injury. Among
older people (60-64-year-olds), there has been an increase in recent years in the number of
persons with an illness. In the younger age groups of disabled persons, there has been
an increase in the number of persons engaged in studies. This gives hope that the skills and
knowledge of these groups will enable them to be more competitive on the labour market than the
current older generations with activity limitations.

The share of persons (especially women) with disabilities or with a reduced capacity for work who
held part-time jobs increased in 2009-2010, but has fallen since then. This suggests that
disabled persons were forced to seek part-time employment when the economy was struggling.
Persons with disabilities have a greater need for flexible working time arrangements, but this kind
of jobs tend to be low-paid in Estonia — this means a much lower income which, in turn, could
affect the quality of life and future coping ability. This is confirmed by the fact that the share of
disabled persons with full-time jobs increased after the recession. Therefore, labour market
services should target persons with a sufficient level of abilities and provide them with new skills
and qualifications, so that they would be able to find employment in other fields and with better
pay in the future.
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Sotsiaalse sidususe tugevdamine on Uhiskonna arengus oluline eesmark. Kui Ghiskond on sidus,
siis selle likmete heaolu edeneb. Sotsiaalse sidususe kui nahtuse olulisteks teguriteks peetakse
sotsiaalset kaasatust, sotsiaalset kapitali ja sotsiaalset mobiilsust (Perspectives ... 2011).

Sotsiaalsest sidususest raakides tuleb alustada kogukonna madiste lahtim&testamisest.
Klassikalises mottes peetakse kogukonnaks riihma inimesi, kes teavad voéi tunnevad (ksteist,
jagavad Uhiseid vaartusi ja huve ning teevad mitmeid asju koos. Nad kohtuvad konkreetses
keskkonnas, naiteks kilas, voi konkreetses kohas, naiteks naabruskonna keskuses, kirikus voi
moSees. Kogukonna kesksed vaartused on kaasamine, hoolivus ja prognoositavus. Seda tuupi
traditsioonilist kogukonda vdib nimetada kaalukaks kogukonnaks, kus liikmete vahel on tugevad
sidemed. Putnam (2000) on joudnud jareldusele, et sellist tlilpi kogukonnad on hakanud
kaduma. Tanapaeval on peamiseks toetavaks informaalseks kogukonnaks muutumas suhtlus-
vorgustikud (Castells 2000, 2004; Seppo 2005; Monge ja Contractor 2003), kus omavaheliste
suhete ja seoste kaudu vahetatakse nii informatsiooni kui ka ressursse. Niisugused suhtlus-
vérgustikud on muutunud thiskonnas Uha tahtsamaks. Seda tllpi vérgustikes on oluline tagada
infovahetuse toimimine eelkdige vorgustike sees. Vérgustunud Ghiskonnas véib radkida kergetest
kogukondadest, kus inimestevahelised suhted on sageli ajaliselt kindlaks maaratud ning tegevus-
ja Ulesandepdhised (Wilken 2012; Krober ja van Dongen 2011). Need llesanded vdivad olla
seotud t66, hariduse omandamise voi ka vaba aja veetmisega. Keskseid vaartusi on niisuguses
kogukonnas raskem kindlaks teha ning tundub, et need on rohkem seotud kasulikkuse ja
vastastikuste seostega. Sageli ei ole need n-6 kerged kogukonnad Uhendatud hegi konkreetse
fulsilise keskkonnaga ja eelkdige seetbttu kasutatakse neis suhtlemiseks moodsaid vahendeid,
nt internetti. Tanapaeval saab internetis osaleda ka veebikogukondades, kus suhtlejatel on
Uhised huvid olenemata nende flusilisest asukohast (Wilken jt 2014).

Kogukond muutub sotsiaalseks, kui selles on teataval maaral sotsiaalset sidusust. Sotsiaalne
sidusus tekib, kui inimesed jagavad oma huvisid v6i vahendeid, kui nad jagavad Uksteisega oma
identiteeti. Granovetter (1973) raagib just tegevuspiiranguga inimestele olulistest vorgustikest ja
jagab need nérkade ja tugevate sidemetega vorgustikeks. Cornwell (2009) on markinud, et
tegevuspiirangute silivenedes jaavad vastastikusel abil pdhinevad vdrgustikud kestma,
ndrgemate sidemetega vorgustiku likmed aga langevad tegevuspiirangute stivenedes neist valja.

Taylor (1989) on vétnud kasutusele mdiste ,dialoogiline identiteet®, mille p&hiidee seisneb selles,
et inimese identiteet kujuneb teistega labikaimisel. Inimese enesevaarikus on suuresti Ules
ehitatud sellele, kuidas teised temasse suhtuvad ja temaga suhtlevad. Identiteedi saavutamine
on seotud tunnustusega, mida teistelt saadakse ja teistele antakse. Identiteet kujuneb teistega
suhtlemisel, seega on kogukonnas osalemine inimarengu oluline tingimus ja tervikliku identiteedi
kujunemiseks on sotsiaalne uhtekuuluvus hadavajalik. Inimidentiteedi kujunemist on kasitlenud
ka paljud teised tdnapaeva filosoofid, nagu Levinas (1989), Arendt (2003) ja Bauman (1990).

Sotsiaalse sidususe Uks esimesi olulisi tegureid on kaasatus (Perspectives ... 2011). Sotsiaalse
kaasatuse nahtus hdlmab mitut olulist nianssi. Tihti raagitakse tegevus- vdi osalusvdime
piiranguga inimeste olukorra kirjeldamisel osalusest ja kaasatusest, kasutades neid mbisteid
stnonldmidena. Siinkohal tuleb tédhelepanu pddrata asjaolule, et inimese osalemine Uhiskonna
vbi kogukonna sotsiaalsetes tegevustes ei taga tingimata inimese kaasatust. Osalus tdhendab
inimese aktiivset vbi vahem aktiivset osalemist mitmesugustes igapaevastes tegevustes ja
sotsiaalses elus ehk siis kohalolu. Osalus hdlmab naiteks paevakeskuses voi tegevuskeskuses
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kaimist ja teiste inimeste tegevuse jalgimist. Niisuguse osaluse puhul tuleb algatus valjastpoolt
tegevus- ja osalusvdime piiranguga inimest ning selle, mil viisil inimene osaleb, otsustavad
teised. Osaluspiiranguga on tegemist juhul, kui inimene ei saa tegevuses osaleda teistega
vordselt ega ole kaasatud otsustusse, et ise tegevust algatada véi selle kulgu mdjutada
(Wilken 2010).

Sotsiaalne kaasatus on oma olemuses palju sligavama tahendusega sotsiaalset sidusust
iseloomustav tegur, kuna see tahendab, et inimest arvestatakse kui vdrdset Uhiskonnaliiget,
seadmata sealjuures piiravaks tingimuseks inimese terviseolukorda, teda kaasatakse
otsustamisse ja tegevustesse kdigi teiste selle riigi kodanikega vdrdsel alusel, samuti
aktsepteerib Uhiskond inimest sel viisil, nagu ta parasjagu on ja mida ta teha suudab
(Wilken 2013). Sotsiaalne kaasatus tdhendab, et Uhiskond v&i kogukond ka&sitleb iga isikut
kogukonna vordse liikmena, vaartustades tema olemasolu ja véimeid.

Kodanike Uihiskonda kaasamise maara on kirjeldanud Arnstein (1969) ja tema loodud osalemise
ja kaasamise redel on tanini osaluse kéasitluste alus. Uhiskonda kaasatus naitab, mil maaral on
kodanikel oma riigis v6imu ja sénadigust. Vaga suur vahe on selles, kas osalemisest raakides ja
osalemist praktiseerides on tegemist lihtsalt tuhja rituaaliga vdi on tegemist vordsel maaral
kaasatusega, mille kaudu inimene saab protsesse mdjutada.

Joonis 1. Kaasatuse kaheksa astet

kodanike kontroll
delegeeritud voim —| kodanike voim
partnerlus

leevendamine
konsulteerimine  — tokenism
informeerimine

teraapia

. _ mitteosalemine
manipuleerimine

Allikas: Arnstein 1969

Arnstein toob vaélja kaasatuse redeli astmed, alustades loetelu kaasatuse puudumisele viitavate
nahtuste kirjeldamisega. Mitteosalemisele viitavad nahtused on inimestega manipuleerimine ja
teraapia/ravi, kuna nende tegevustega saavad Uhiskonnas paremal positsioonil olevad inimesed
teisi méjutada. Nailiselt kaasatakse inimesi tegevustesse, kuid niisuguse kaasatuse eesmark on
osalejaid harida voi mgjutada nii, nagu véimupositsioonil olevatel inimestel vaja on. Osalusredeli
jargmised astmed on informeerimine ja konsulteerimine, mis viitavad sellele, et inimesi
voetakse Uhiskonnas kuulda ja neile jagatakse informatsiooni, samal ajal sailitab Uhiskondlik
olukord oma status quo, sest reaalselt ei anta inimestele véimalust Ghiskondlikke protsesse
mojutada, mistbttu ei jargne ka reaalseid muutusi probleemide lahendamiseks. Osaluse viies aste
on leevendamine, mis ilmestab liikumist osaluse poole ning mille puhul antakse inimestele
vBimalus teha soovitusi ja ettepanekuid, kuid otsustusdigus jaetakse endiselt vdéimupositsioonil
olijatele. Osaluse kuues aste on partnerlus, mis vdéimaldab inimestel osaleda Iabiradkimistes,
olla seotud otsuste tegemisega. Seitsmes aste on delegeeritud v6im ja kaheksas kodanike
kontroll, mis tdhendavad, et Uhel juhul on inimestel taielik digus otsustuste tegemisel osaleda
ning teisel juhul saavad nad end otsustamises juba taiediguslikult rakendada. (Arnstein 1969)

Uniskonna sotsiaalse sidususe arendamisel peetakse oluliseks indiviidi arengut. Selleks et saada
teada, mil maaral sotsiaalne sidusus ja sotsiaalne kaasatus on edenenud, tuleb koguda mitme-
suguseid naitajaid, nt sissetuleku, vaesuse, majandusliku mobiilsuse, to6turul osalemise
aktiivsuse, hariduse ja inimressursi arendamise, tervise, sh tervelt elatud aastate, ja toimetulekut
toetavate tehnoloogiate kasutamise kohta. Samuti on oluline hinnata inimeste juurdepaasu
kultuuriressurssidele, arvamuse avaldamise vdimalusi (sh avaliku arvamuse arvestamise maara),
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inimeste- ja inimrihmadevahelise usalduse maara, osalust vabalhenduste tegevustes ja
vabatahtlikku t66d kogukonnas — ehk kdike, mis on seotud kuuluvusega. (Jenson 2010)

Eeltoodud sotsiaalse sidususe kasitlus on mdnevdrra laiem, kui Eestis on harjutud sellest
raakima ja seda analliisima. Eelkdige puudutab see andmeid selle kohta, kuidas erivajadusega
inimesed ise oma probleemidesse suhtuvad, mida nad arvavad oma Uhiskonnas osalemise
vBimalustest ning neid endid ja nende elukeskkonda puudutavates kisimustes aktiivse kaasa-
radkimise vbéimalustest. Kaesolevas peatlikis on seda teemat anallilsitud viimase viie aasta
jooksul Eestis tehtud ajakasutusvdimalusi ja igapadevategevusi kasitlevate uuringute pdhjal.

Peatilki peamine andmeallikas on Eesti ajakasutuse uuring 2009-2010 (edaspidi AKU)? mis
Uhena vahestest véimaldab mddta peamisi sotsiaalse sidususe tegureid — aktiivse ja passiivse
osalemise ning suhtlemise vodimalusi. Uuringu andmed on seotud Sotsiaalkindlustusameti
andmetega ametliku puude kohta ja nagu eelmistes peatikkideski on kasutatud ka enese-
hinnangulist tegevuspiirangute kisimust.

Uuringus osales 6989 inimest, kellest ametliku puudega olid 13% (meestest 12,6% ja naistest
13,2%). See naitaja on veidi suurem, kui ametliku puudega inimeste osatdhtsus kogurahvastikus
aastatel 2009-2010, mis oli keskmiselt 9,1%. Enesehinnangulise olulise tegevuspiiranguga
inimeste osatahtsus on 8,5% ja mddduka piiranguga inimeste oma 21% (meestel vastavalt 8% ja
19%, naistel 9% ja 22%). Linnarahvastik oli uuringu valimis alakaetud — linnas elab 68% Eesti
rahvastikust, kuid uuringus oli linnarahvastikku vaid 51%. Maarahvastiku Uleesindatus langetab
puude ja tegevuspiiranguga inimeste kogukonnas osalemise madra, kuna on teada, et Eesti
hajaasustatuse ning maaelanike kdrgema keskmise vanuse tdttu on kogukonnas toimimise
barjaarid suuremad.

Kogukonna sotsiaalse sidususe nn flisilise integratsiooni ks valjendusi on t66hdives osalemine,
millest raakis 1ahemalt 6. peatiikk. Siinkohal on esitatud ka AKU tulemused t66hdives osalemise
kohta. Ametliku puudega ja puudeta inimeste jagunemine t66turul osalemise jargi on esitatud
tabelis 1. Puudega inimeste flusiline integratsioon on oluliselt nérgem kui puudeta inimestel.
Olukord on tingitud Ghelt poolt asjaolust, et puudega inimestele pole piisavalt nende huvidele ja
tegevusvbimele vastavat t66d, ning teisalt sellest, et ligipdas t6dkohale on piiratud, seda nii
transpordikorralduse, t66koha kohandamise véimaluste piiratuse kui ka hoonesiseste liikkumis-
vBimaluste mittevastavuse ja probleemide t6ttu.

Tabel 1. T66hoives osalevad inimesed puude voi tegevuspiirangu olemasolu jargi,
2009-2010

Table 1. Labour force participation by existence of disabilities or activity limitations, 2009—2010
(protsenti — percentages)

Ametliku Puudeta Olulise Mo&6duka Tegevus-
puudega tegevus- tegevus- piiranguta
piiranguga piiranguga
With Without With severe With moderate Without
registered disabilities activity activity activity
disabilities limitations limitations limitations
Ei toota 86 52 91 71 45 Not in paid
work
Tootab 14 48 9 29 55 Employed
Kokku 100 100 100 100 100 Total

Allikas: AKU 2009-2010 (Statistikaamet)
Source: Time Use Survey 2009—2010 (Statistics Estonia)

Uuringu tulemuste alusel on vdimalik hinnata rahvastiku jaotumist todtaja staatuse jargi
palgatdotajaks, ettevotjaks, Uksikettevotjaks ja pereettevottes (tasuta) tootavaks. Vorreldes kogu-
rahvastikuga on ametliku puudega inimeste hulgas Uksikettevétjaid rohkem (vastavalt 6,5%

@ Edaspidi, kui on raagitud uuringu tulemustest, on tegemist AKU-ga, kui ei ole éeldud teisiti
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toéotavatest puudega inimestest ja 4,7% tddtavatest puudeta inimestest) ning palgatddtajaid
vahem. Tahelepanu tuleks pdodrata sellele, et fuusilisest isikust ettevétjate (FIE) osatdhtsus
puudega inimeste hulgas on Ule kolmandiku vdrra suurem kui puudeta inimeste seas. FIE-de
puhul on sotsiaalsete garantiide tagamine jaetud inimese enda 6lule, mis avaldab t66véimekaoga
inimestele lisasurvet.

Puudega inimeste aktiivne osalemine kogukonna tegevustes valjendub kahel viisil. Oluline on,
kuivérd on inimesed seotud nende Uhendustega, mille otsene eesmark on integreerida puudega
inimesed Uhiskonda. Sama tahtis on, kuivdrd on piirangutega inimesed seotud kdikide teiste
vabauhenduste ja Ghiskondlike ettevotmistega, mille kaudu toimub loomulik kaasamine.

Aktiivse osalemise (ks mddtmeid on puudega inimeste Uhendused ja nendesse hdélmatus
(Uhiskondlik aktiivsus). Puudega inimeste Ghendused on Eestis tegutsenud pikka aega ning on
saanud toetust riigilt ja kohalikelt omavalitsustelt. Praegu tegutseb Eestis 30 puudega inimeste
Uhendust ja 16 maakondlikku katusorganisatsiooni, mis hdlmavad puudega inimeste liitusid.
Omavaheliseks suhtlemiseks on nende organisatsioonide tarbeks loodud mitmesuguseid
vorgustikke, mille kaudu toimub aktiivne suhtlus ning teenuste osutamine ja kasutamine. Samal
ajal on need organisatsioonid pigem Uhesuguste piirangutega inimeste ja nende Iahivorgustike
toetamiseks ja koondamiseks, aidates ka suurendada nende teadlikkust iseseisva toimetuleku
vOimalustest ja vahendades asjakohast teavet. Organisatsioonide kaudu korraldatakse projekti-
pdhiseid uritusi ning osutatakse vajaduse korral toetavaid teenuseid nii organisatsiooni sees kui
ka kogukonna tarbeks.

AKU kohaselt on MTU-de ja hoolekogude tegevusega seotud kokku 11% ametliku puudeta ja
7,5% ametliku puudega inimestest Hoolekogude t66s osaleb oluliselt rohkem naisi kui mehi,
erinevus on kolmekordne olenemata puude olemasolust. Kui aga vaadata ainult MTU-de
tegevuses osalemist, siis puudeta meestel ja naistel erinevused peaaegu puuduvad, puudega
inimestel aga on erinevusi (tabel 2). V&ib oletada, et vabalhendustes osalemisel on Uldised
keskkonnast tulenevad barjadrid puudega inimestel suuremad kui soolised huvierinevused.
Ametliku puudega inimeste MTU-des aktiivse® osalemise maar on ménevérra madalam (93%) kui
puudeta inimestel (96%).

Tabel 2. Kogukonnas aktiivse voi passiivse osalemise voimalusi kasutavad inimesed
puude olemasolu ja soo jargi, 2009-2010

Table 2. Persons who use the options for active or passive participation in the community by sex
and existence of disabilities, 2009—2010

(protsenti — percentages)

Mehed Naised Mehed ja naised
kokku
Males Females Males and

females, total
Puudega Puudeta Kokku Puudega Puudeta Kokku Puudega Puudeta
With  Without Total With  Without Total With  Without

disabili-  disabili- disabili-  disabili- disabili-  disabili
ties ties ties ties ties ties
Osaleb 41 59 57 2,1 6,1 55 3,0 6,0 Participates
vabatahtli- in
kus t60s volunteering
Ei osale 95,9 94,1 94,3 97,9 93,9 94,5 97,0 94,0 Does not
vabataht- participate in
likus t60s volunteering
Osaleb 5,0 7,4 7,0 6,4 7,5 7,3 57 7,4 Participates
MTU-des in non-profit
associations
Ei osale 95,0 92,6 93,0 93,6 92,5 92,7 94,3 92,6 Does not
MTU-des participate in
non-profit
associations

@ MTU liikme aktiivsust ja passiivsust méddetakse jargmiste kiisimustega: ,Kas Te olete Gihenduse liige ja osalete selle
tegevuses? Kas Te olete Ghenduse liige, kuid selle tegevuses ei osale?”.
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Tabel 2. Kogukonnas aktiivse voi passiivse osalemise voimalusi kasutavad inimesed
puude olemasolu ja soo jargi, 2009-2010

Table 2. Persons who use the options for active or passive participation in the community by sex
and existence of disabilities, 2009—-2010
(protsenti — percentages)

Jarg — Cont.
Mehed Naised Mehed ja naised
kokku
Males Females Males and
females, total
Puudega Puudeta Kokku Puudega Puudeta  Kokku Puudega Puudeta
With  Without Total With  Without Total With  Without
disabili-  disabili- disabili-  disabili- disabili-  disabili
ties ties ties ties ties ties
Osaleb 3,4 6,2 5,8 43 7,9 7.4 3,9 7,1 Attends
kursustel courses
Ei osale 96,6 93,8 94,2 95,7 92,1 92,6 96,1 92,9 Does not
kursustel attend
courses
Kaib 20,0 35,0 32,9 30,7 53,9 50,6 25,7 45,1 Visits the
raamatu- library
kogus
Ei kai 79,7 65,0 67,1 69,3 46,1 49,4 74,2 54,9 Does not
raamatu- visit the
kogus library
Tegeleb 12,9 41,0 37,0 6,8 31,8 28,2 9,6 36,1 Engages
spordiga in physical
exercise
Ei tegele 87,1 59,0 63,0 93,2 68,2 71,8 90,4 63,9 Does not
spordiga engage in
physical
exercise

Allikas: AKU 2009-2010 (Statistikaamet)
Source: Time Use Survey 2009—-2010 (Statistics Estonia)

Tavaparaselt on Uhiskonnas aktiivsemad noored ja need, kes on ka muidu aktiivsed. Té6tavate
inimeste seas on Uhiskondlikult aktiivseid ja vabalihendustes tegevaid rohkem kui mitteté6tavate
seas. Seejuures on vabaihendustega seotud inimeste osatdhtsus hdivatud puudega inimeste
seas suurem kui héivatud puudeta inimeste seas (vastavalt 18,8% ja 14,7%). Enamik puudega
inimesi Uhendavaid organisatsioone t66tab vabaihendustena, mistdttu peale selle, et toimivad
huviihendustena, pakuvad need ka t66d just puudega inimestele. Mittetotavate inimeste puhul
on vabaihendustes osalevate inimeste osatdhtsus suurem puudeta kui puudega inimeste seas
(vastavalt 6,7% ja 5,5%).

Kui analliisida vabalhendustes osalemist tegevuspiirangu olemasolu alusel (tabel 3), olenevad
meeste tulemused piirangu olemasolust voi astmest vahem, kuid piiranguta naiste osalusprotsent
on suurem kui mddduka ja olulise piiranguga naistel (vastavalt 8%, 6% ja 4%). Tegevus-
piiranguga naiste vaiksem osalus vdib olla seotud asjaoluga, et neil on rohkem perekohustusi ja
nad on keskmiselt vanemad.

Vabalhendustes tegutsemise kdrval on aktiivne kogukonnas osalemine ka vabatahtlik t66. Eestis
on vabatahtlikus t66s osalemise Uldine maar vaike (6,6% kogurahvastikust) ja puudega inimeste
maar on sellest Ule kahe korra madalam (3% puudega inimestest) (tabel 2). Kui puudeta inimeste
seas soolist erinevust ei ole — nii mehi kui ka naisi osaleb 6% —, siis ametliku puudega meeste
seas on vabatahtlikus t60s osalejaid rohkem (4%) kui puudega naiste seas (2%).

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS 1 25



126

SOTSIAALNE SIDUSUS SOCIAL COHESION

Tabel 3. Kogukonnas aktiivse voi passiivse osalemise voimalusi kasutavad inimesed
tegevuspiirangu olemasolu ja soo jargi, 2009-2010

Table 3. Persons who use the options for active or passive participation in the community by sex
and existence of activity limitations, 2009-2010

(protsenti — percentages)

Olulise Modduka Piiranguta
piiranguga piiranguga
With severe  With moderate Without
limitations limitations limitations
Mehed Males
Osaleb vabatahtlikus t06s 4.5 6,0 5,7 Participates in
volunteering
Osaleb MTU-des 57 6,5 7,3 Participates in non-
profit associations
Osaleb kursustel 41 4,6 6,3 Attends courses
Tegeleb spordiga 8,1 17,4 45,1 Engages in physical
exercise
Naised Females
Osaleb vabatahtlikus t06s 3,4 3,8 6,4 Participates in
volunteering
Osaleb MTU-des 3,7 6,4 8,1 Participates in non-
profit associations
Osaleb kursustel 6,9 4,6 8,4 Attends courses
Tegeleb spordiga 5,4 13,7 36,0 Engages in physical
exercise
Mehed ja naised kokku Males and females,
total
Osaleb vabatahtlikus t06s 3,9 4,8 6,1 Participates in
volunteering
Osaleb MTU-des 4,5 6,4 7,7 Participates in non-
profit associations
Osaleb kursustel 57 4,6 7,3 Attends courses
Tegeleb spordiga 6,6 15,3 40,4 Engages in physical
exercise

Allikas: AKU 2009-2010 (Statistikaamet)
Source: Time Use Survey 2009—-2010 (Statistics Estonia)

Oluliste tegevuspiirangutega inimestest osaleb vabatahtlikus t66s 4%, moéddukate piirangutega
inimestest 5% ja piiranguteta inimestest 6% (tabel 3). Kdige suurem erinevus meeste ja naiste
vabatahtlikus t00s osalemise maaras on modddukate piirangutega inimestel. Olulise tegevus-
piiranguga inimeste rihmas on meeste ja naiste osatahtsuse erinevus vaid 1,1 protsendipunkti
ning piiranguta inimeste rihmas 0,7 protsendipunkti. Nii nagu ilmnevad meeste ja naiste
erinevused vabalhendustes osaluses, nii voivad ka vabatahtlikus to0s naiste vaiksema osaluse
pdhjused peituda perekohustustes ja nende keskmiselt kdrgemas vanuses vorreldes meestega.
Kirjeldatud tendentse tuleks edaspidistes anallilisides tdpsemalt uurida.

Osalemine kogukonna tegevustes jaguneb aktiivseks andmiseks-jagamiseks ning passiivseks
tarbimiseks-kasutamiseks, mis mdlemad toetavad sotsiaalse Uhtekuuluvuse teket. Passiivset
osalemist kogukonnas kirjeldavad raamatukogus kéimise naitajad, sest rahvaraamatukogu
seaduse kohaselt peavad kohalikud omavalitsused tagama kdikidele oma kodanikele ligipaasu
raamatukogule. Raamatukogudes kdimine oleneb esimeses jarjekorras inimese huvist lugemise
vastu. AKU tulemuste kohaselt on mittelugejaid 20-79-aastaste seas igas viie aasta vanuse-
rihmas vdrdselt umbes 30% ning nende osatdhtsus kasvab alles alates vanuseriihmast 80+.
Puude olemasolu mdjutab lugemisharjumust negatiivselt. Raamatuid ei loe iga teine puudega
mees, puudeta meestest kolmandik. Naised loevad rohkem, kuid puue mdjutab ka neid.
Raamatuid ei loe kaks viiendikku puudega ja viiendik puudeta naistest. Kui linnades ja alevikes
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on puudega ja puudeta inimeste lugemise erinevus 15 protsendipunkti, siis kiilades 19 protsendi-
punkti, mis vdib viidata takistustele raamatukogus kaimisel.

Raamatukogus ei kai 80% puudega ja 65% puudeta meestest. Puudega naistest ei kai
raamatukogus 69%, puudeta naistest 46% (tabel 2). Tulemus v&ib viidata tGsiasjale, et transpordi
puudumine mojutab puudega naisi ronkem kui puudega mehi.

Puudega inimestele raamatukoguteenuste kéattesaadavuse tagamisele tuleb pdédrata suurt
tédhelepanu. Takistused raamatukoguteenuste kattesaadavusel vdivad vahendada inimeste
informeeritust nii seadustest kui ka kogukonna tegevustest, kui seda infot levitatakse raamatu-
kogude kaudu. Infopuudus mojutab kogukonna liikme identiteeti.

Sotsiaalse Uhtekuuluvuse teket ja suhtlemisvéimalust pakkuvat passiivset kogukonnas osalemist
toetab ka vdimalus kéia teatris ja kontserdil, kinos ja muuseumis, kilastada kultuurimélestisi ja
vaadata spordivdistlusi. Analldsimiseks on kdik nimetatud tegevused liidetud Uhtseks naitajaks,
mida edaspidi on nimetatud kultuuritarbimiseks (tabel 4). Ule poole puudega inimestest ei osale
Uldse kultuuritarbimises, s.t nad ei olnud uuringule eelnenud 12 kuu jooksul kainud Uheski
eespool nimetatud kultuuriasutuses voi kultuuridritusel. Siiski ei saa delda, et sedavord suur osa
inimestest ei peagi kultuuritarbimist oluliseks. Puudeta inimeste seas ei olnud Uheski eespool
loetletud tegevustes osalenud veidi Ule kolmandiku meestest ja veidi alla neljandiku naistest.

Tabel 4. Kultuuritarbimise sagedus kuus puude olemasolu ja soo jargi, 2009-2010
Table 4. Frequency of participation in cultural activities in a month by existence of disabilities
and sex, 2009-2010

(protsenti — percentages)

Mehed Naised Mehed ja naised
kokku
Males Females Males and females,
total
Puudega Puudeta Kokku Puudega Puudeta Kokku Puudega Puudeta
With  Without Total With  Without Total With  Without
disabilities disabilities disabilities disabilities disabilities disabilities
Mitte 54,1 35,5 37,8 52,1 28,3 31,5 53,0 31,8 None
kordagi
Kuni 1 28,2 30,8 30,4 26,8 26,8 26,8 27,4 28,7 Upto1
kord time
1-2 11,8 16,7 16,1 15,8 20,7 20,1 13,9 18,8 1-2
korda times
Vahemalt 59 17,0 15,6 53 24,2 21,7 5,6 20,8 3or
3 korda more
times
Kokku 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 Total

Allikas: AKU 2009-2010 (Statistikaamet)
Source: Time Use Survey 2009—2010 (Statistics Estonia)

Kultuuritarbijate seas on puudega ja puudeta inimeste osatahtsuses vaiksemad erinevused neil,
kes osalevad dUritustel harva (tabel 4). Vahemalt kolm korda kuus osaleb kultuuriga seotud
ettevotmistes aga vaid 5,6% puudega inimestest, samal ajal kui sama sageli tarbib kultuuri 20,8%
puudeta inimestest. Voib esitada hlpoteesi, et kultuurihuviga puudega inimene rahuldab oma
huvi, kuid ei saa seda teha piisavalt sageli just kattesaamatuse t6ttu. Kuna jarsk erinevus ilmneb
ka suure ja vaikese tarbimissageduse naitajates, ei saa pdhjus olla pelgalt halvas ligipaaseta-
vuses (nt trepid) vdi puude kompenseerimise vdimaluste puuduses (nt subtiitrid). Téenaoliselt on
tegemist ressursipuudusega, seda nii rahalises (vt 8. peatiikk) kui ka toetavate teenuste (nt
transporditeenus, tugiisikuteenus) méttes.
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Véahese sissetuleku suurele méjule kultuuritarbimises osutab oluline erinevus téétavate ja mitte-
tootavate inimeste rihmas. Mittetd6tavate inimeste seas ei tarbi kultuuri 57% puudega inimestest
ja 24,7% puudeta inimestest (erinevus enam kui kahekordne), hdivatute seas ei tarbi kultuuri
15,6% puudega ja 13% puudeta inimestest. Tdé6tav puudega inimene on marksa aktiivsem
kultuuritarbija kui mittetd6tav puudega inimene. Peale sissetuleku véivad siinkohal rolli mangida
terviseolukord, individuaalsed vdimed, motivatsioon, vanus jms. Seda, kas kultuuritarbimist
mdjutab otseselt sissetulek vdi on mittetdétavate inimeste vaiksema kultuuritarbimise pdhjused
muus, tuleks edaspidi tdpsemalt uurida, et selgitada vélja tegevuspiiranguga inimeste véimalikud
takistused kultuuri tarbimisel ja luua 6iged toetusmehhanismid.

Piirkonniti ilmneb puudega ja puudeta inimeste kultuuritarbimises k&ige suurem erinevus
Tallinnas, kus kultuuritarbimises ei osale 53% puudega ja 28% puudeta inimestest. Uks
pdhjustest on ilmselt kultuurilrituste suurem pakkumine — kuna dritusi on rohkem, on ka
kultuuritarbijate osatahtsus rahvastikus suurem. Samas on Tallinnas kultuuritarbimisest kdrvale-
jaajaid puudega inimeste seas rohkem kui teistes linnades voi alevikes, mis voib viidata info
halvale kattesaadavusele puudega tallinlaste seas, suuremale isoleeritusele ja venekeelsele
elanikkonnale pakutava vahesusele. Kilades on kultuuritarbimisest korvalejagjaid puudega
inimeste seas 56%, kuid ka puudeta inimeste seas on neid palju — 34%. Tulemus viitab
maapiirkonnas elavate puudeta ja isearanis puudega inimeste voimaluste vahesusele.

Kursustel osalemine on dppimisega seotud tegevus ja 6ppimine on alati aktiivne tegevus, mis
tugevdab oma interaktiivse iseloomu tottu sotsiaalset sidusust. Puudeta taiskasvanutest osaleb
kursustel 7,1%, puudega inimestest aga vaid 3,9%. Puudega inimestel on sooline erinevus
vaiksem kui puudeta inimestel (tabel 2). Kdige vaiksem on mddduka tegevuspiiranguga inimeste
Oppimisaktiivsus (4,6%). Olulise tegevuspiiranguga inimeste osalusmaar on 5,7% ning piiranguta
inimestel 7,9%.

Nii tdotavatest puudega kui ka puudeta inimestest osaleb kursustel kaks korda enam inimesi kui
mittetéotavatest (puudega vastavalt 7,1% ja 3,3%, puudeta 9,4% ja 4,7%). Tulemus naitab, et
toéotavat inimest puue kursustel osalemast eriti ei takista.

Spordiharrastus vdib olenevalt alast olla v8i mitte olla seotud suhtlemise, Uhistegevuse ja
sotsiaalse Uhtekuuluvusega. Samas on leitud, et inimese tunnetatud heaolu ja liikumisharrastuse
vahel on oluline seos ning suurem heaolutunne toetab valmisolekut osaleda ja olla aktiivne. Nii
nagu &ppimine on ka liikumisharrastus thiskonda integreerumise oluline eeldus.

Sporti teeb AKU kohaselt 9,6% puudega ja 36,1% puudeta inimestest (tabel 2). Arusaadavalt
vdivad puudega inimeste vdimalused eri spordialadega tegelemiseks olla vaiksemad, samal ajal
on igal inimesel vbimalik tegeleda eesmargiparaste liikumisharjutustega, mis vastavad tema
vbimetele. Vahese sportimise pdhjused vdivad olla selles, et inimesed ei ole leidnud endale
vBimetekohaseid sportimisviise, ei tunne sportimisvajadust ega saa kasutada abiressursse.
Takistuseks véivad olla sportimisvdimaluste kattesaadavus ja nendele ligipaasetavus.

Mittetdotavate inimeste seas on puudega ja puudeta inimeste spordiharrastuses osalemise
erinevus suur (vastavalt 6,5% ja 34%), t66tavate inimeste seas oluliselt véiksem (vastavalt 27%
ja 38%). Naitaja vdib olla seotud ka vanuse mdjuga, kuid teoreetiliselt ei ole likumisharrastusest
korvalejgamise pohjus vanus, vaid kisimus on eakohastes sportimisviisides. Naitajate suure
erinevuse podhjus voib olla tingitud ka sellest, kuidas said uuringus osalenud klsimusest aru.
Kisimuses ,Kas tegelete vabal ajal spordiga?“ vdidi spordiks pidada pigem vdistlussporti kui
Uldist liikumisharrastust.

Internet on tanapaeva inimesele lisavdimalus olla kontaktis kogukonnaga. Suhtluskeskkonnana
pakub internet inimesele vbimalust olla aktiivne osaleja, 6ppida ning jagada oma vaateid,
teadmisi ja loomingut teistega. Kahjuks on interneti kasutajate osatahtsus puudega inimeste seas
vaike ning kasutusalad kitsama spektriga kui puudeta internetikasutajatel.
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Erinevus puudega ja puudeta inimeste internetikasutuses on vaga suur. Internetti ei kasuta 69%
puudega inimestest (sh 64% puudega meestest ja 74% puudega naistest), puudeta inimeste
vastav naitaja on 26% (sh 24% meestest ja 27% naistest). Iga paev kasutab internetti 17%
puudega inimestest ja 55% puudeta inimestest. Elukohast tingitud erinevust iga paev internetti
kasutavate puudega inimeste osatahtsuses ei ole.

Tabel 5. Interneti kasutusalad puudega ja puudeta internetikasutajatel soo jéargi, 2009-2010
Table 5. Online activities of Internet users with and without disabilities by sex, 2009—2010
(protsenti — percentages)

Mehed Naised Mehed ja naised
kokku
Males Females Males and

females, total
Puudega Puudeta Kokku Puudega Puudeta Kokku Puudega Puudeta

With  Without Total With  Without Total With  Without
disabili-  disabili- disabili-  disabili- disabili-  disabili-
ties ties ties ties ties ties
Suhtle- 62,5 82,7 81,2 62,9 82,0 80,9 62,7 82,4 Communi-
mine cation
Info 80,4 87,0 86,5 82,1 89,1 88,7 81,2 88,1 Information
otsimine search
Panga- ja 64,9 71,9 71,4 75,7 80,4 80,2 69,8 76,4 Banking and
ostu- online
mudgi- market-
portaalid places
Asjaaja- 39,9 52,9 51,9 55,0 61,3 61,0 46,8 57,3 Online
mine services of
state and
other
authorities
Kultuur ja 54,2 69,3 68,2 48,6 61,4 60,7 51,6 65,2 Culture and
meedia the media
Meele- 22,0 32,7 32,0 12,1 18,1 17,8 17,5 25,1 Entertain-
lahutus ment

Allikas: AKU 2009-2010 (Statistikaamet)
Source: Time Use Survey 2009—-2010 (Statistics Estonia)

Nii puudega kui ka puudeta internetikasutajad eelistavad kdige enam otsingufunktsiooni (tabel 5).
Interneti otsingususteeme kasutab 87% internetikasutajatest. Puudega inimeste naitaja on kiill
veidi vaiksem (81%) kui puudeta inimestel, kuid selle vimaluse kasutajate osatahtsus puudega
inimeste seas on siiski vaga suur. Populaarsuselt jargmised on puudega inimeste seas pangad ja
ostu-miudgiportaalid (70%), mille kasutajate osatéhtsuste erinevus puudega ja puudeta inimeste
seas on vaiksem kui Ulejddnud kasutusaladel, kusjuures internetis rahaasju ajavate puudega
naiste osatahtsus (75,4%) kuundib puudeta kasutajate tasemele (76,4%). Kultuuri ja meedia
tarbimiseks kasutatavad internetti vaid pooled puudega inimestest, samal ajal kui puudeta
inimestel on see naitaja 65%. Suhtlemiskanaleid kasutavad puudega inimesed peaaegu veerandi
vorra vahem kui teised. Suhtluskanalite kasutamises ilmnebki puudega ja puudeta interneti-
kasutajate kdige suurem erinevus. Kuna puudega inimestel on internetis teisi, palju suurema
osalusega kasutusalasid, peab p&hjus olema suhtlemisaktis endas, mitte arvuti- ja tarkvara-
kasutuse barjaarides.

AKU tulemused néitavad, et Eesti puudega inimesed kalduvad olema koduvalistes ettevotmistes
passiivsemad kui elanikkond Uldiselt. SHARE uuringu kohaselt on Eestis hobide vdi enese-
teostuslike tegevusteta voi vaba aega ainult individuaalsetele tegevustele (nt lugemine voi
ristsbnade lahendamine) kulutavate vahemalt 50-aastaste osatdhtsus Euroopa riikide
suurim (60%). Arvestades, et 75% tegevuspiiranguga inimestest on vanuses 50+, on tegemist
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rahvastikurlhmaga, kes kaldub veetma aega uUksi vbi kodukeskselt. Viimast tuleb arvestada
muudes analulisides.

SHARE-s kasitletakse sotsiaalsete tegevustena vabatahtlikku t66d, kursustel osalemist, klubides,
kirikus voi kogukonna organisatsioonides osalemist ning kollektiivseid mange. Olulise tegevus-
piiranguga inimesed on marksa suurema tdendosusega sotsiaalsetes tegevustes pigem
passiivsed nii Eestis kui ka enamikus teistes riikides (joonis 2). Médduka tegevuspiiranguga
vahemalt 50-aastased on sotsiaalsetes tegevustes tdendoliselt passiivsemad kui tegevus-
piiranguta inimesed, kuid seos ei ole Eestis statistiliselt oluline. Anallls naitab, et Eesti vdahemalt
50-aastasi inimesi piirab sotsiaalselt aktiivne olemast mitte niivérd hinnang oma tegevus-
piirangule, kuivord hinnang oma tervisele. Mida kehvem on tunnetatuslik tervis, seda passiivsem
on isik Ghiskonnas.

Joonis 2. Hinnang Euroopa riikide tegevuspiiranguga inimeste téendosusele® olla
sotsiaalsetes tegevustes pigem passiivsed, 2010-2011

Figure 2. The probability” of persons with activity limitations to be passive in social activities
in the European countries, 2010-2011
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Allikas: SHARE 2010-2011 (Tallinna Ulikooli Eesti Demograafia Instituut)
Source: SHARE 2010-2011 (Estonian Institute for Population Studies at Tallinn University)

Kokkuvétvalt voib delda, et sotsiaalsed naitajad aitavad iseloomustada, milline on puudega
inimeste olukord Uhiskonnas ja mil maaral on neile tagatud teistega vodrdsed vdimalused.
Sotsiaalsed néitajad iseloomustavad puudega inimeste olukorda, vottes arvesse eri tegurite
koostoimet.

Peatiikis kasitletud naitajatele toetudes voib Gelda, et Eestis pole puudega inimeste kaasatus
kogukondades veel piisavalt suur. Nende vbimalused teha véimetekohast t66d ja tarbida kultuuri
on vaiksemad kui Ulejaénutel, nende terviseolukorra ja ressursipiiratuse téttu on neil vaiksem
osatahtsus (Uhiskondlik aktiivsus) nii teenuste tarbimises kui ka vabalihendustesse panustamises
ja neil on teenuste kattesaamisel keskmisest rohkem probleeme.

Et puudega inimeste sotsiaalset kaasatust kogukonnas paremini toetada, on vaja koguda
regulaarselt andmeid puudega inimeste tegevus- ja osalusvdimaluste ning nende piirangute
kohta. Senisest enam tuleb sellesse kaasata ka puudega inimesi endid, kes oskavad tahelepanu
juhtida nende suurimatele takistustele, seda nii poliitikakujundamisel kui ka kogukonda panusta-
jatena ja tarbijatena.
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7. SOCIAL COHESION
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The improvement of social cohesion is a crucial goal for any society. A cohesive society means
a higher level of well-being for its members. The core components of social cohesion are social
inclusion, social capital and social mobility (Perspectives ... 2011).

When speaking of social cohesion, it is necessary to start by defining the concept of community.
In the traditional sense, a community is a group of people who know each other, share common
values and interests and do various things together. They meet in a particular environment, such
as a village, or at a specific location, such as a community centre, church or mosque. The core
values of a community are inclusion, caring and predictability. This type of a traditional
community is referred to as a heavy community with strong ties between its members. Putnam
(2000) claims that this type of communities are vanishing. Today, social networks are the main
supportive informal communities (Castells 2000, 2004, Seppo 2005; Monge and Contractor 2003)
where information and resources are exchanged through interpersonal relations and connections.
Such social networks are gaining importance in the society. In these networks, it is important
to ensure the exchange of information within the network, above all. The communities in
a networked society can be considered light communities where interpersonal relations are often
temporally defined and related to specific activities and tasks (Wilken 2012; Kréber and
van Dongen 2011). These tasks may relate to employment, education or leisure. It is more
difficult to define the core values in such a community, and it seems that these values are
associated more with utility and reciprocal ties. Often, these light communities do not have
a corresponding physical environment, which is the main reason why communication in these
communities takes place through various modern media, such as the Internet. Today, people can
participate in online communities based on shared interests, irrespective of the physical location
of the members (Wilken et al. 2014).

A community becomes social when it has a certain level of social cohesion. Social cohesion
occurs when people share their interests or resources or their identity. Granovetter (1973)
discusses the networks important for people with activity limitations and divides them into
networks with either weak or strong ties. Cornwell (2009) points out that, as activity limitations
deteriorate, the networks based on mutual assistance will persist while in networks with weaker
ties the members whose activity limitations increase will be excluded.

Taylor (1989) introduced the concept of “dialogical identity” which means that individuals define
their identity through interaction with other people. Human dignity depends greatly on how other
people treat the individual and how they communicate with him or her. The development of
an identity is based on recognition received from and given to others. The identity is a result of
interaction with others, which is why inclusion in a community is a significant prerequisite for
human development and why social cohesion is crucial for the development of a balanced
identity. The formation of a person’s identity is discussed by many other modern philosophers,
such as Levinas (1989), Arendt (2003) and Bauman (1990).

Inclusion is a key component of social cohesion (Perspectives ... 2011). The phenomenon of
social inclusion has several important aspects. In discussions about the circumstances of people
with activity limitations or participation restrictions, reference is often made to the concepts of
participation and inclusion, used as synonyms. Here, it is important to note that the participation
of an individual in social activities in the society or community does not necessarily guarantee
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their inclusion. Participation means the (usually) active participation of an individual in various
everyday activities and in social life — it means presence. Participation may mean, for example,
visiting an adult day centre or activity centre and observing what other people are doing.
In the case of such participation, the initiative is external to the person with activity limitations and
participation restrictions, and the manner of participation is determined by others. Participation
restrictions mean that a person is unable to take part in life situations on an equal basis with
others and is not involved in the decision-making processes that would allow the person to initiate
an activity or affect its course (Wilken 2010).

Social inclusion, which is a component of social cohesion, has a much deeper meaning because
it means that the individual is treated as an equal member of the society (whereas health
conditions are not considered limitations) and is involved in decision-making and activities on
an equal basis with all other citizens. Also, the society accepts the individual unconditionally,
regardless of his or her current state and abilities. (Wilken 2013) Social inclusion means that the
society or community views each person as an equal member and values the presence and
abilities of the individual.

Arnstein (1969) described the levels of citizen participation and introduced the ladder of
participation and inclusion, which is still the basis for analysis of participation. The level of citizen
participation reflects the extent to which citizens have the power and the right to have a say in
their country. There is a huge difference whether the promise and practice of participation is just
an empty ritual or actual inclusion on equal grounds, allowing all citizens to influence processes.

Figure 1. Eight levels of citizen participation

Citizen control
Delegated power — Citizen power
Partnership

Placation
Consultation — Tokenism
Informing

Therapy

Manipulation Non-participation

Source: Arnstein 1969

Arnstein defines the rungs of the ladder of participation, starting with the phenomena that refer to
lack of participation. The levels of non-participation are manipulation and therapy, as these
activities allow people in a superior social position to influence others. People are seemingly
included in various activities, but the purpose of such inclusion is to “educate” the participants or
influence them. The next rungs of the ladder are informing and consultation, indicating that the
society allows people to be heard and shares information, while maintaining the status quo
because people do not have any actual power to influence social processes and thus there are
no real changes to solve the problems. The fifth level of the ladder is placation, which means
movement towards participation — people have the opportunity to make suggestions and
proposals, but the right to decide remains with those in power. The sixth rung of the participation
ladder is partnership whereby people are able to negotiate and take part in the decision-making
process. The seventh rung is delegated power and the eighth rung of the ladder is citizen
control — the former means that people have the dominant decision-making authority; the latter
indicates that people have full control over decisions. (Arnstein 1969)

Individual development is an important part of increased social cohesion in a society. In order to
monitor the improvement in social cohesion and social inclusion, it is necessary to collect various
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indicators, including indicators related to income, poverty, economic mobility, labour market
participation, education, development of human resources and health (incl. disability-free life
expectancy and use of technologies that support coping). It is also crucial to assess people’s
access to cultural resources, their opportunities to express their opinion in the society (including
the extent to which public opinion is considered), the level of social trust between people and
groups of people, participation in the activities of non-governmental organisations and volunteers’
contribution to the community — these are all aspects of inclusion. (Jenson 2010)

The previously described concept of social cohesion is somewhat broader than the concept that
usually informs discussions and analyses in Estonia. Primarily, this concerns data on how people
with special needs perceive their problems, what they think of their opportunities to participate in
the society and to have a say in matters concerning themselves and their living environment.
This chapter analyses these aspects based on surveys on time use and everyday activities that
have been carried out in Estonia within the previous five years.

The main data source for this chapter is the Estonian Time Use Survey 2009—-2010 (hereinafter
TUS)?, which is one of the few datasets that allows us to measure the main components of social
cohesion — possibilities of active and passive participation and interaction. TUS data are
combined with the data of the Estonian Social Insurance Board on registered disabilities.
Similarly to previous chapters, data on self-reported activity limitations are also used.

6,989 persons patrticipated in the Time Use Survey. 13% of them (12.6% of males, 13.2% of
females) had registered disabilities. This proportion is slightly higher than the share of persons
with registered disabilities in the total population in 2009-2010 (it was 9.1%, on average).
The share of persons with severe self-reported activity limitations was 8.5% (8% of males, 9% of
females) and the share of persons with moderate self-reported activity limitations was 21%
(19% of males, 22% of females). The urban population was under-covered in the survey sample
— the urban population constitutes 68% of Estonia’s population, but its share in the sample was
only 51%. The over-representation of the rural population lowers the community participation rate
of persons with disabilities and activity limitations, because the barriers to social inclusion are
known to be greater in rural areas due to low population density and the higher average age of
the rural population in Estonia.

The so-called physical integration of social cohesion in a community is indicated by labour market
patrticipation, for example, which was discussed in chapter 6. This chapter looks at TUS data on
labour force participation. Table 1 (p. 123) shows the distribution of persons with and without
registered disabilities by their labour force status. Physical integration is much weaker among
disabled persons than among those without disabilities. On the one hand, this is caused by the
fact that there are not enough jobs that suit the interests and abilities of persons with disabilities.
On the other hand, they have limited access to places of work — transport options may be limited,
it may be difficult to adapt the working conditions and arrangements, or access inside the building
may be unavailable or limited.

Based on the survey results, it is possible to assess the distribution of the population by
employee status (salaried employee, entrepreneur, sole proprietor or unpaid family worker).
In comparison with the total population, there is a bigger share of sole proprietors among persons
with registered disabilities (6.5% of disabled persons who are employed and 4.7% of employed
persons without disabilities), and the share of salaried employees is smaller. It should be noted
that the share of sole proprietors among persons with disabilities is more than a third higher than
among persons without disabilities. As a sole proprietor, the person (not the state) is responsible
for ensuring that he or she has social guarantees, which creates additional pressure for persons
with a reduced capacity for work.

The active participation of disabled persons in the community manifests in two ways. Firstly, it is
important to consider the extent of their involvement in the organisations that are dedicated to the
integration of persons with disabilities into the society. Secondly, it is important to consider the

@ Any references to survey results below refer to the Time Use Survey, unless specified otherwise.
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extent to which persons with limitations are involved in all other non-governmental organisations
and social initiatives through which natural inclusion occurs.

One dimension of active participation covers the associations of disabled people and the
participation in these organisations (social involvement). The associations of disabled people
have a long history in Estonia and receive support from both the state and local governments.
There are currently 30 associations of disabled people in Estonia and 16 county-level umbrella
organisations representing the associations of disabled people. In order to facilitate
communication between the organisations, several networks have been created to provide
an environment for active communication and the provision of services. However, these
organisations mostly unite and support persons with similar limitations (and their immediate
networks), and provide them with the necessary information to increase awareness of the
measures that support independent coping. The organisations coordinate various projects and
events and, if necessary, provide support services for members and for the community.

According to TUS, 11% of persons without registered disabilities and 7.5% of persons with
registered disabilities are involved in the work of non-profit associations and boards of trustees.
There are significantly more women than men involved in boards of trustees; the difference is
threefold irrespective of the existence of disabilities. When we only consider participation in the
work of non-profit associations, there are virtually no differences between men and women
without disabilities, but this is not the case with persons with disabilities (Table 2, pp. 124—125).
Presumably, in the case of participation in non-governmental organisations, the general barriers
in the relevant environment have a greater impact than the differences in interests between the
sexes. The rate of active® involvement in non-profit associations among persons with registered
disabilities is somewhat lower (93%) than among persons without registered disabilities (96%).

The level of social involvement is higher among young people and people who are more active in
any activities. The share of those who are socially active and involved in the work of non-
governmental organisations is higher among employed persons, compared to non-working
persons (i.e. those not in paid work). The share of persons involved in non-governmental
organisations is bigger among employed persons with disabilities (18.8%) than among employed
persons without disabilities (14.7%). The majority of the associations of disabled people operate
as non-governmental organisations which means that, in addition to functioning as interest
groups, they can provide jobs for disabled people. In the case of the non-working population,
the share of persons participating in non-governmental organisations is higher among those
without disabilities (6.7%) than among persons with disabilities (5.5%).

Table 3 (p. 126) outlines the results for participation in non-governmental organisations based on
the existence of activity limitations. The participation of men is less dependent on the existence or
level of limitations, but the participation rate of women without limitations is bigger than the
participation rate of women with moderate or severe limitations (8%, 6% and 4%, respectively).
The lower rate of participation among women with activity limitations may be due to the fact that
they are more engaged in family duties and are generally older.

In addition to participation in non-governmental organisations, volunteering is another form of
active social participation. In Estonia, the general rate of participation in volunteering is low (6.6%
of the total population), and this rate is more than two times lower among disabled persons (3%)
(Table 2, p. 124—-125). There are no gender-specific differences among people without disabilities
— the participation rate is 6% for both men and women. However, among persons with disabilities,
the rate of participation in volunteering is higher among men (4%) than among women (2%).

The rate of participation in volunteering is 4% among persons with severe activity limitations,
5% among persons with moderate limitations and 6% among persons without limitations (Table 3,
p. 126). The difference between men and women is the biggest in the population with moderate
limitations. The difference between the participation rate of men and women is only 1.1 percent-

? The level of involvement of members of non-profit associations is measured with the question: “Are you a member of
an association and do you participate in its activities? Are you a member of an association, but do not participate in its
activities?”.
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age points among persons with severe activity limitations and 0.7 percentage points among
persons without limitations. The reasons for women’s lower rate of participation in volunteering
are probably the same as for their lower involvement in non-governmental organisations — family
duties and a higher average age compared to men. These tendencies require further analysis in
future studies.

Participation in community activities can be divided into active giving-sharing and passive
consuming-using, both of which support greater social cohesion. Passive participation in the
community is described by the use of the services of libraries because, pursuant to the Public
Libraries Act, local governments must ensure that all residents have access to a library. The use
of libraries depends primarily on whether a person is interested in reading. Based on TUS data,
there are around 30% of non-readers in each 5-year age group among the population aged
20-79, and the share of non-readers increases in the age groups 80+. The existence of
disabilities has a negative effect on reading habits. About a half of men with disabilities and
a third of men without disabilities do not read books. Women read more but their reading habits
are also influenced by the existence of disabilities. Two fifths of disabled women and a fifth of
women without disabilities do not read books. The difference between the share of persons with
disabilities and the share of persons without disabilities who read books is 15 percentage points
in cities and towns, and as much as 19 percentage points in villages, which may indicate
problems with access to the library.

80% of men with disabilities and 65% of men without disabilities do not visit the library. The corre-
sponding share is 69% among women with disabilities and 46% among women without
disabilities (Table 2, pp. 124-125). This result may indicate that the lack of transport has
a greater impact on disabled women than disabled men.

It is necessary to improve the access to library services for persons with disabilities. The poor
availability of library services may affect people’s awareness of relevant legislation or community
activities (if this information is distributed at libraries). Lack of information has an impact on the
identity of community members.

There are other forms of passive participation that support social cohesion and offer opportunities
for interaction — such as going to the theatre or cinema, to a concert or a museum, visiting
cultural monuments and attending sports events. For the purpose of analysis, all these activities
were combined into a single indicator reflecting participation in cultural activities (Table 4, p. 127).
More than a half of the persons with disabilities do not participate in any cultural activities,
meaning that they had not visited any of the listed cultural venues within the 12 months preceding
the survey. Yet this does not mean that the consumption of culture was not important for all these
people. Among persons without disabilities, slightly more than a third of men and slightly less
than a fourth of women had not participated in any of the listed activities.

In terms of the frequency of participation in cultural activities, the differences between persons
with and without disabilities are smaller among those who rarely attend cultural events (Table 4,
p. 127). Only 5.6% of the disabled population participate in cultural activities at least three times
a month, compared to 20.8% of persons without disabilities. Hypothetically, disabled people with
cultural interests take part in cultural activities but cannot do it often enough due to limited
accessibility. Since there is also a great difference between the share of frequent participants and
the share of those who seldom participate, the reason cannot be just poor accessibility
(e.g. stairs) or lack of options to adapt to the needs of disabled persons (e.g. subtitles). A major
reason is probably the lack of resources, both in terms of funds (see chapter 8) and support
services (e.g. transport service, support person service).

A low income has a great impact on the consumption of culture, as indicated by the drastic
difference between the employed and non-working population. In the case of non-working
persons, 57% of persons with disabilities and 24.7% of persons without disabilities do not
consume culture (the difference is more than twofold). The corresponding shares among
the employed population are 15.6% for persons with disabilities and 13% for persons without
disabilities. An employed disabled person is a much more active consumer of culture than

PUUDEGA INIMESTE SOTSIAALNE LOIMUMINE SOCIAL INTEGRATION OF DISABLED PERSONS



SOTSIAALNE SIDUSUS SOCIAL COHESION

a disabled person not in paid work. Besides income, there are other factors that play a role here,
such as health condition, individual abilities, motivation, age etc. Further analysis is required to
determine whether cultural participation depends on income or whether there are other reasons
for the less frequent participation of persons not in paid work — the identification of possible
barriers to cultural participation among the population with activity limitations will help to develop
adequate support mechanisms.

Regionally, the difference in cultural participation between persons with and persons without
disabilities is the greatest in Tallinn where 53% of persons with disabilities do not attend cultural
events, compared to 28% of persons without disabilities. One of the reasons is probably the
greater supply of cultural events — since there are more events, there is a greater share of those
who consume culture. However, compared to other cities or towns, Tallinn has a greater share of
disabled persons who do not participate in cultural activities, which may indicate the poor
availability of information among the disabled population in Tallinn, their greater isolation,
and a low supply of cultural events intended for the Russian-speaking population. In villages,
the share of persons not participating in cultural activities is 56% among persons with disabilities,
but it is also relatively high among persons without disabilities — 34%. This illustrates the limited
availability of cultural events for all rural residents, especially for persons with disabilities.

Attendance of courses is a study-oriented activity, and studying is always an active process that
strengthens social cohesion through its interactive nature. 7.1% of adults without disabilities and
only 3.9% of adults with disabilities attend courses. The gender-specific difference is smaller
among disabled people than among those without disabilities (Table 2, pp. 124—-125). Attendance
of courses is the lowest among persons with moderate activity limitations (4.6%) and higher
among persons with severe activity limitations (5.7%) and persons without limitations (7.9%).

The share of those attending courses is two times higher among the employed population (7.1%
of employed persons with disabilities and 9.4% of employed persons without disabilities) than
among the non-working population (3.3% of non-working persons with disabilities and 4.7% of
non-working persons without disabilities). This result indicates that, in the case of employed
persons, disabilities do not constitute a significant obstacle to participation in training.

Depending on the type of sport, physical exercise may or may not offer interaction and social
inclusion. It has been shown that there is a significant correlation between perceived well-being
and the level of physical activity; and that a higher level of well-being supports readiness to
participate and be active. Similarly to studying, being physically active is an important prerequisite
for social integration.

According to TUS, 9.6% of persons with disabilities and 36.1% of persons without disabilities
engage in physical exercise (Table 2, pp. 124-125). Understandably, persons with disabilities
may have fewer opportunities to engage in certain sports, but everyone can engage in some form
of exercise matching their abilities. People may have a low level of physical activity because they
have not yet found a suitable form of exercise, they do not feel the need to exercise or are unable
to use the necessary resources. Accessibility may also be an obstacle.

Among non-working persons, there is a huge difference in the participation rates of persons with
and without disabilities (6.5% and 34%, respectively). The difference is substantially smaller
among the employed population (27% and 38%, respectively). The rate of participation in sports
and physical exercise may be related to age, but age cannot really be a reason for refraining from
exercise — it is just a matter of choosing age-appropriate physical activities. The big difference in
these indicator values may also be related to how respondents understand the question in the
TUS survey. Respondents may have thought that this question — “Do you engage in sports in
your spare time?” — refers to competitive sports rather than physical exercise as such.

Nowadays, the Internet is a new way to stay in contact with the community. As a social
environment, it offers people an opportunity to be an active participant, to study and to share their
views, knowledge and creations with others. Unfortunately, the share of Internet users is low
among disabled people and they do not use as many features of the Internet as Internet users
without disabilities.
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Internet use is very different among persons with and without disabilities. 69% of persons with
disabilities do not use the Internet (64% of disabled men and 74% of disabled women), whereas
the corresponding share among persons without disabilities is 26% (24% of men and 27% of
women). 17% of persons with disabilities and 55% of persons without disabilities use the Internet
every day. The share of daily Internet users among the disabled population does not depend on
their place of residence.

Internet users both with and without disabilities use the search function the most (Table 5,
p. 129). 87% of Internet users use online search systems. This share is slightly lower among
disabled persons (81%) but it is still very high. Among persons with disabilities, the second most
popular online activity is Internet banking and online marketplaces (70%), where the difference in
the share of users compared to the population without disabilities is smaller than in the case of
other online activities, whereas the share of women with disabilities (75.4%) who make financial
transactions online is close to the corresponding share of persons without disabilities (76.4%).
Only a half of the disabled persons use the Internet for the consumption of culture and media —
this share is 65% among persons without disabilities. The share of persons with disabilities who
use communication channels is almost a fourth smaller than the corresponding share of persons
without disabilities, which represents the greatest difference between Internet users with and
without disabilities. As there are other Internet activities which are much more popular among
disabled persons, the reason has to be the act of communication itself, not the barriers related to
the use of IT tools and software.

TUS data indicate that disabled persons in Estonia tend to be more passive in activities outside
the home than the population as a whole. Based on the SHARE survey, compared to other
European countries, Estonia has the highest share of persons aged 50 and older (60%) who
have no hobbies or self-realisation activities or who spend their spare time only on individual
activities (e.g. reading or doing crosswords). Considering that 75% of persons with activity
limitations are aged 50+, this seems to be a population group with the distinct tendency to pass
the time alone or at home. This should be considered in the relevant analyses.

According to the SHARE survey, social activities include volunteering, attendance of courses,
participation in clubs, church activities or community organisations, and playing team sports.
Persons with severe activity limitations are much more likely to be passive in social activities both
in Estonia and in most other countries (Figure 2, p. 130). Persons with moderate activity
limitations aged 50 and older are more likely to be passive in social activities than persons
without activity limitations, but this correlation is statistically not significant in Estonia. In Estonia,
the reason why persons aged 50+ are not able to be socially active is not their self-perceived
activity limitations but their self-perceived health status. The poorer the self-perceived health
status, the lower the level of social activity.

In conclusion, social indicators reflect the social situation of persons with disabilities and show
their ability to enjoy equal opportunities. Social indicators describe the circumstances of disabled
persons based on the interaction of various factors.

Based on the indicators discussed in this chapter, persons with disabilities in Estonia are not yet
sufficiently included in the community. Compared to persons without limitations, they have fewer
opportunities to find a suitable job or attend cultural events. Due to their health condition and
limited resources, they have a lower level of social activity both as users of services and
participants in non-governmental organisations. They face more problems with the accessibility of
services.

In order to support the social inclusion of persons with disabilities, it is necessary to regularly
collect information about their opportunities and participation, and about any limitations and
restrictions. In this process, the input of persons with disabilities should play a greater role,
as they are able to draw attention to the main barriers that they face as social participants,
consumers and citizens.
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8. PUUDEGA INIMESTE SISSETULEK JA VAESUS

Tiiu-Liisa Laes
Statistikaamet

Puudega inimeste heaolu ja elukvaliteet oleneb suurel maaral nende toimetulekust, sisse-
tulekutest ja tarbimisvdéimalustest. Wiman (1990) nimetab toimetuleku viis eeltingimust: véimed
(inimese fiusilised ja vaimsed ressursid toimetulekuks), motivatsioon, teadmised, oskused ja
voimalused. Kui moni neist eeltingimustest on taitmata véi puudulik, voivad ilmneda toimetuleku-
probleemid. See tahendab, et inimese sotsiaalne toimetulematus ei ole selle inimese voi
keskkonna karakteristikute méju tagajarg, vaid pigem on toimetulekuprobleem tingitud sellest, et
Uks voi mitu selles keskkonnas toimetulekuks vajalikku eeltingimust on tal kas taitmata voi
taidetud puudulikult. Toimetulekuprobleemid vdivad tekkida mis tahes eluvaldkonnas, kus Uks voi
mitu toimetulekueeldust on taditmata — naiteks haiguse v6i puude téttu ajutiselt vdi pulsivalt
tekkinud puudujaagid inimese fiusilistes vdi psulhilistes voimetes. Wimani jargi pole mitte igatiks
vdimeline elama kellegi teise kehtestatud kriteeriumide jargi. Toimetulemise kriteeriumid peavad
iga indiviidi jaoks olema kindlaks maaratud tema isiklike vajaduste jargi ja abistamise kaigus
tuleks luua tingimused, kus igale indiviidile oleksid tagatud vérdsed vdimalused oma potentsiaal-
seid véimeid kodige taielikumalt realiseerida, ja putda neid tingimusi sailitada.

Allardti (1975) sotsiaalse heaolu teooria kohaselt oleneb inimese heaolu paljudest tingimustest,
mille hulgas on peale sotsiaalsete suhete, kuuluvustunde ja vaartuste olulisel kohal ka tegurid,
mida saab omada ning mille alla kuuluvad muu hulgas tervis ja sissetulek. llmajaetus (kaotus)
Uhes voi teises heaolu dimensioonis tekitab deprivatsiooni (ilmajaetus normaalsest ja harjumus-
parasest elustiilist ning tarbimiskultuurist), isolatsiooni (sotsiaalsete kontaktide vdhenemine) ja
anoomiat (sotsiaalne pessimism, poliitiline véérandumine). Mida suurem on heaoluvdimaluste
kaotus, seda tdenaolisemalt on inimese side tihiskonnaga nérgenenud.

Eri uuringute tulemustest jareldub, et puudega inimesed kogevad puude tdttu olulisi takistusi eri
eluvaldkondades. Selle nimel, et puudega inimesed oleksid Uhiskonda rohkem kaasatud ja neil
oleks teistega vordsed vdimalused, peab tegutsema kogu Uhiskond. Véimaluste tekkimine eeldab
ka puudega inimeste endi hoiakute muutumist — aktiivsem eluhoiak, oma véimaluste nagemine ja
soovide kehtestamine aitab samuti kaasa suuremale kaasatusele (Masso ja Pedastsaar 2007).

Selles peatikis on analuisitud puudega elanike (puude, t66vdimekao ja/vdi tegevuspiiranguga)
toimetulekut sissetulekute ja kulutuste statistika, samuti nende suhtelise ja absoluutse vaesuse
ning materiaalse ilmajaetuse pohjal. Andmeallikad on Statistikaameti isiku-uuringud (Eesti
sotsiaaluuring (ESU), leibkonna eelarve uuring (LEU) ja t66j6u-uuring (ETU)), mis on seotud
Sotsiaalkindlustusameti andmetega puude ja pusiva t66véimetuse olemasolu kohta.

Puudega inimeste sissetulekud

Puudega inimesed on (ks vaesuse riskirihmi ja nad peavad toime tulema oluliselt vaiksema
sissetulekuga kui Ulejadadnud. Puudega inimeste sissetulekuallikad on to6tasu asemel pigem
sotsiaalsed siirded (toetused ja pensionid), seega oleneb nende elukvaliteet vaga palju riigi abist.
Riik vastutab puudega inimeste toimetuleku eest.

Kui kogurahvastiku netosissetulek® leibkonnaliikme kohta oli 2012. aastal 457 eurot kuus, siis
puudega inimeste® sissetulek keskmiselt 83 eurot vaiksem. Vérreldes tegevuspiirangu, t6ovoime-
kao vbi puudega inimeste sissetulekuid, peaks arvestama, et tegevuspiiranguga inimesed on

? Netosissetulek on palgatto eest ja individuaalsest toisest tegevusest saadud sissetuleku, omanditulu, sotsiaalsete siirete,
teistelt leibkondadelt saadud regulaarsete rahaliste maksete ja enammakstud tulumaksu tagastuse summa, kust on maha
arvatud leibkonna tehtud regulaarsed rahalised maksed teistele leibkondadele, varalt tasutud maksud ja tulumaksu
juurdemaksed.

® Puudega inimesed on siin ja edaspidi puudega ja/vi tdévdimekaoga ja/véi tegevuspiiranguga inimesed.
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kajastatud lahtuvalt uuringu valimist alates 16. eluaastast, puudega inimeste puhul on esindatud
kogu rahvastik ja toévdimekaoga inimesed seaduse jargi alates 16. eluaastast kuni vanadus-
pensionieani. Tegevuspiiranguga inimeste kattesaadav kuusissetulek leibkonnaliikme kohta oli
2012. aastal keskmiselt 393 eurot ehk 86% Eesti keskmisest leibkonnaliikme netosissetulekust,
téovoimekaoga inimeste sissetulek 374 eurot ehk 82% Eesti keskmisest ja puudega inimeste
sissetulek 353 eurot ehk 77% keskmisest (joonis 1).

Joonis 1. Leibkonnaliikme netosissetulek kuus puude olemasolu jargi, 2009 ja 2012
Figure 1. Monthly disposable income per household member by existence of disabilities,

2009 and 2012
‘ Bl 2009
Tegevuspiiranguga inimesed
Persons with activity limitations 2012

Té6vdimekaoga inimesed ‘
Persons with a loss
of capacity for work
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Total population Eurot
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Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet

Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board

Tdoétamine suurendab puudega inimeste sissetulekut olulisel maéaral ja seeldbi ka nende
majanduslikku toimetulekut. Naiteks tddtavate to6vdimekaoga inimeste kuunetosissetulek
leibkonnalilkkme kohta oli 2012. aastal 493 eurot, samal ajal kui mittetdétavate téovoimekaoga
inimeste oma vaid 295 eurot. Td6tavaid inimesi aga on puudega inimeste seas vahe: 40-100%
téovoimetusega inimeste (18-aastased kuni vanaduspensioniealised) hdivemaar oli 2012. aastal
40,9%, puudega inimeste oma 22,5%. Tegevuspiiranguga inimeste hdivemaar oli 2011. aastal
36,4%. Seega on vaga paljudele puudega inimestele pension ja toetused ainukesed sisse-
tulekud. Uhelt poolt on uuringutest (nt Leetmaa jt 2012) selgunud, et praegune asendus-
sissetulekute susteem ei motiveeri t66tamist, vaid soodustab mittetéotamist, kusjuures
vabanduseks tuuakse puue ja t66vdimetus. Teisest kiljest té6andjad sageli pelgavad puudega
inimeste palkamist vdi ei tee seda mugavusest, kuna puudega inimene vdib vajada tédkoha
kohandamist, ligipaasetavaks tegemist, kodutddvdimalust ja/vdi paindlikumat t66- ja ajagraafikut.
Paljud puudega inimesed on ebaedu tdttu tddotsingutest loobunud ja nad ei loodagi oma sisse-
tulekut enam téd6tamisega suurendada hoolimata sellest, et vaikese sissetulekuga on raske
hakkama saada.

Puudega inimeste sissetulekute ja sissetulekuallikate erinevus oleneb suurel maaral inimese
vanusest, sellega seotud siirete liigist ja hulgast ning t66elus osalemisest. Suurim osa puudega
inimeste sissetulekust tuleb puudega ja tegevuspiiranguga inimestel siiretest (vastavalt 67% ja
51%), kuid t66vdimekaoga inimestel veidi enam palgatddst (palk 53% ja siirded 42%) (tabel 1).
See tuleb sellest, et puude ja tegevuspiiranguga inimeste seas on ka palju vanaduspensionéare,
samal ajal kui t66vdimekaoga inimesed on tddealised. Samuti on keskmine vanaduspension
téévbimetuspensionist tunduvalt suurem. Vorreldes kogurahvastiku sissetulekuga on siirete
osatahtsus kogunetosissetulekus puudega inimestel palju suurem — kogurahvastiku sissetulekust
hdlmavad siirded vaid neljandiku.
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Tabel 1. Leibkonnaliikme netosissetulek kuus puude olemasolu ja sissetulekuallika jargi, 2012
Table 1. Monthly disposable income per household member by existence of disabilities and
source of income, 2012

Kogurahvastik Puudega ToOvoime- Tegevus-
inimesed kaoga piiranguga
inimesed inimesed
Total Persons with Persons with a Persons with
population disabilities loss of capacity activity
for work limitations
Sissetulek, eurot Income, euros
Netosissetulek kokku 457,2 353,3 374,3 393,1 Disposable income,
total
Sissetulek palgatdost 313,3 107,3 199,5 172,8 Income from wage
labour
Tulu individuaalsest 9,1 5,3 8,1 8,4 Income from
toisest tegevusest self-employment
Siirded 111,9 235,0 156,2 200,3 Transfers
pension? 84,2 2245 1411 186,4  pension?
Muu sissetulek 11,9 3,4 5,2 6,5 Other income
Mitterahaline 11,0 2,3 5,2 5,1 Non-monetary
sissetulek income
Osatahtsus netosissetulekus, % Share in disposable income, %
Netosissetulek 100,0 100,0 100,0 100,0 Disposable income,
kokku total
Sissetulek 68,5 30,4 53,3 44,0 Income from wage
palgatodst labour
Tulu individuaalsest 2,0 1,5 2,2 2,1 Income from
toisest tegevusest self-employment
Siirded 24,5 66,5 417 51,0 Transfers
pension? 18,4 63,5 37,7 47,4  pension?
Muu sissetulek 2,6 1,0 1,4 1,7 Other income
Mitterahaline 2,4 0,7 1,4 1,3 Non-monetary
sissetulek income

@ Todvdimetuspension, vanaduspension jm pensionid.
@ Pension for incapacity for work, old-age pension and other pensions.

Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board

Jargnevalt on antud llevaade sellest, kui palju on neid puudega inimesi, kes saavad vaikest
sissetulekut, ja vorreldud andmeid kogurahvastiku samade naitajatega. Kdige madalamasse
sissetulekukvintiili® kuulus 2012. aastal 18% koikidest meestest ja 22% naistest (tabel 2).
Puudega meeste ja naiste seas on aga vaikese sissetulekuga inimesi tunduvalt rohkem.
2012. aasta andmete kohaselt on madalaimasse tulukvintiili kuuluvaid elanikke kdige rohkem
téovoimekaoga inimeste (eelkdige meeste) seas — meestest 36% ja naistest 27%. Vorreldes
2009. aastaga on nende olukord aga paranenud, kuna tdétavate t66vbimetuspensionaride
osatahtus on Uldiste majandusolude paranedes suurenenud. Kui Uldjuhul on vaiksem sissetulek
naistel, siis tdovoimekaoga inimeste seas on vaikese sissetulekuga pigem mehed. limselt on
téovoimekaoga meeste hulgas palju ainult téovoéimetuspensionist ja/voi toetustest elavaid
mittetddtavaid mehi, samal ajal kui paljud t66vdimetud naised eelistavad ka té6tada. Naistest on
suurim vaikese sissetuleku risk puudega ja tegevuspiiranguga naistel — kummastki rihmast
kuulub madalaimasse sissetulekukvintiili kolmandik. Puudega, aga ka tegevuspiiranguga
inimeste seas on palju Uksikuid vanaduspensioniealisi naisi, kellel puudub téine sissetulek. See
pdhjendab ka nende vaiksemat sissetulekut.

2 Sissetulekukvintiil on viiendik aasta ekvivalentnetosissetuleku alusel jarjestatud elanikkonnast. Esimesse ehk
madalaimasse kvintiili kuulub kdige vaiksemat ekvivalentnetosissetulekut saav viiendik elanikkonnast, teise jargmine
viiendik jne. Ekvivalentsissetulek on leibkonna sissetulek, mis on jagatud leibkonnaliikmete tarbimiskaalude summaga.
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Tabel 2. Madalaimasse sissetulekukvintiili kuuluvad elanikud soo ja puude olemasolu
jargi, 2009-2012

Table 2. Persons in the lowest income quintile by sex and existence of disabilities, 2009-2012
(protsenti vastava riihma elanikest — percentage of respective group)

Kogurahvastik Puudega To6vdimekaoga Tegevuspiiran-
inimesed inimesed guga inimesed
Total population Persons with Persons with a Persons with
disabilities  loss of capacity activity limitations
for work
2009 2009
Mehed 18,5 26,7 39,7 25,6 Males
Naised 21,3 33,6 30,3 29,8 Females
2010 2010
Mehed 19,4 27,8 37,8 24,6 Males
Naised 20,5 28,4 32,3 27,2 Females
2011 2011
Mehed 18,5 30,7 39,1 26,2 Males
Naised 21,2 31,9 34,1 30,3 Females
2012 2012
Mehed 18,2 30,0 36,2 25,1 Males
Naised 21,5 32,0 27,4 31,5 Females

Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board

Peale objektiivsete sissetulekunaitajate tuleks vaadata ka puudega inimeste endi hinnanguid oma
toimetulekule. Subjektiivsete andmete anallusimisel iimneb tegeliku ja soovitava minimaalse
sissetuleku 16he, seda nii kdigil elanikel kokku kui ka puudega elanikel (joonis 2). Samal ajal on
tegeliku ja vajaliku sissetuleku 16he puudega inimestel tunduvalt suurem kui kogurahvastikul, mis
naitab selgelt, et puudega inimeste sissetulekud on vaiksemad, mistéttu on neil ka toimetuleku-
raskused. Kui kogurahvastiku tegeliku ja vajaliku netosissetuleku vahe oli 2013. aastal umbes
166 eurot, siis tegevuspiiranguga inimestel 239 eurot, puudega inimestel 269 eurot ja
téovdimekaoga inimestel koguni 350 eurot. Seega on todvdimekaoga inimeste soovitava ja
tegeliku sissetuleku |16he kdige sligavam — peaaegu 1,5-kordne. Tddvdimekaoga likmetega
leibkondade vaesus on suuresti tingitud puudega inimeste vaikestest toetustest ja td6voimetus-
pensionitest, seda enam peaksid aga toovoéimekaoga inimesed proovima vdimaluse korral td6le
minna, kui nende seisund seda vahegi véimaldab. Samuti on td6vdimetute hulgas nende ea téttu
vorreldes teiste rihmadega rohkem inimesi, kellel on leibkonnas (Ulalpeetavaid lapsi, ja on
ootusparane, et kui leibkonnas on lapsi, siis soovitakse saada ka suuremat sissetulekut, et lapsi
Ulal pidada.

Eestis on tegevuspiiranguga inimeste osatdhtsus madalapalgaliste seas Uks suurimaid — 45% —,
mis on 13 protsendipunkti suurem kui Euroopa Liidu (EL) keskmine (joonis 3). Enamikus EL-i
riikides on tegevuspiiranguga inimeste osatdhtsus suurem esimeses ja teises sissetulekukvintiilis,
kuid on ka riike, kus tegevuspiiranguga inimesed saavad veidi suuremat sissetulekut, naiteks
Rumeenia, kus nende osatéhtsus on suurim kolmandas sissetulekukvintiilis (31%).
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Joonis 2. Leibkonna kasutuses olev ja hinnanguline minimaalselt vajaminev raha puudega
leibkonnaliikme olemasolu jargi, 2013
Figure 2. Disposable household income and estimated minimum disposable income needed
by existence of household members with disabilities, 2013
Tegevuspiiranguga
leibkonnaliige

Household member
with activity limitations

Vajalik minimaalne

netosissetulek kuus
Bl Minimum monthly

disposable income

Toéovdimekaoga leibkonnaliige
Household member with needed
a loss of capacity for work Tegelik

kuusissetulek
n Actual monthly
disposable income

Puudega leibkonnaliige
Household member
with disabilities

Kdik leibkonnad
All households Eurot

Euros

T T T T T T 1

0 200 400 600 800 1000 1200
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Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board

Joonis 3. Tegevuspiiranguga vihemalt 16-aastaste osatidhtsus kogurahvastikus ja
madalaimas sissetulekukvintiilis Euroopa Liidu riikides, 2012*

Figure 3. Share of persons with activity limitations aged 16+ in the total population and
in the lowest income quintile in the European Union countries, 2012°
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2 Jooniselt on puudu lirimaa, Austria ja Portugali andmed.
? No data available for Ireland, Austria and Portugal.

Allikad: ESU (Statistikaamet), Eurostat
Sources: Estonian Social Survey (Statistics Estonia), Eurostat
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Puudega inimeste vaesus ja materiaalne ilmajaetus

Vaikese sissetuleku téttu on puudega inimesed (ks vaesuse ja sotsiaalse tdrjutuse riskirihmi.
Kuigi juba ainuliksi puue ise on Uks suuremaid vaesuse pdhjustajaid, ei ole puue ainuke vaesuse
riskitegur. Kui puudega inimesel on ka teisi vaesusesse langemist soodustavaid tegureid, siis
seda suurema tdendosusega ja seda sligavamas vaesuses ta olla vdib (nditeks puudega laps,
puudega t66tu Uksikvanem, madala haridustasemega puudega naine jne). Kdige (ldisemalt voib
vaesuse riskitegurid jagada neljaks (Kutsar jt 1998):

= individuaal-psiihholoogilised tegurid, mis jagunevad inimesest séltuvateks ja
sbltumatuteks. Inimesest séltuvad tegurid on madal haridustase, ebapiisavad ameti- ja
sotsiaalsed oskused, passiivsus, motivatsiooni puudumine, madal enesehinnang jms.
Peamised inimesest sbltumatud vaesusriskid on vanus (laste ja eakate risk suurem),
sugu (naiste risk suurem), rahvus (vahemusrahvuste risk suurem) ning fldsiline voi
vaimne puue. Individuaalsete vaesusriskide hulka voib arvata ka mitmesugused
ootamatud elusiindmused (pereliikme kaotus, haigestumine, koduse vara havimine jne),
mis vbivad muutuda oluliseks vaesusesse tdukavaks teguriks;

= |eibkondlikud tegurid on eelkdige seotud leibkonna struktuuri ja arengufaasiga. Leibkonna
struktuuri puhul on oluline vaesusrisk té6tavate ja mittetootavate leibkonnaliikmete
ebasoodus arvuline vahekord. Suurem vaesusrisk on leibkondadel, kus on rohkem lapsi
ja (voi) eakaid, samuti on kdrgem vaesusmaar iseloomulik Gksikvanemaga ja t66tu voi
mitteaktiivse leibkonnaliikmega leibkondadele;

= sotsiaalsed tegurid tulenevad Uhiskonna strukturaalsetest karakteristikutest (Ghiskonna
Uldine joukuse tase, ressursside ebalihtlane jaotus, t66héive, lldised sotsiaalsed
eelistused);

= sotsiaalpoliitilised tegurid on seotud sotsiaalse kaitse organiseerimise Uldiste
pdhimdtetega, sotsiaalkaitse rahastamise, eri toetuste ja teenuste vahekorraga ning
sotsiaalpoliitika korraldusega.

Traditsiooniliselt mdddetakse vaesust ekvivalentnetosissetuleku alusel. See on leibkonna neto-
sissetulek, mis on jagatud leibkonnaliikmete tarbimiskaalude summaga. Tarbimiskaalude abil
plitakse arvesse votta leibkondade Uhistarbimist ehk seda, et leibkonnas on Ghised kulutused.
Sissetuleku alusel mdddetakse nii suhtelist kui ka absoluutset vaesust.

Kdige lihtsamalt valjendades naitab suhteline vaesus seda, et Ghiskonnas on inimesi, kellel on
raha keskmiselt vahem kui teistel. Suhtelise vaesuse mdiste jargi on inimesed, perekonnad voi
sotsiaalsed rilhmad vaesed juhul, kui nende ressursid ei vdimalda neil toituda, elada ja
Uhiskonnaelus osaleda nii, nagu on selles Uhiskonnas tavaparane voi Uldiselt aktsepteeritud
(Townsend 1979). Suhteliselt vaesteks loetakse inimesed, kelle sissetulek jaab alla suhtelise
vaesuse piiri. Suhtelise vaesuse piir on 60% leibkonnaliikmete aasta ekvivalentnetosissetuleku
mediaanist.

Absoluutne vaesus naitab, et Uhiskonnas on inimesi, kellel on raha vahem, kui on vaja
minimaalseks araelamiseks. Absoluutse vaesuse maar on nende isikute osatdhtsus rahvastikus,
kelle ekvivalentnetosissetulek on absoluutse vaesuse piirist vaiksem. Absoluutse vaesuse piir on
arvestuslik elatusmiinimum, mis on inimese igapaevavajadusi rahuldavate elatusvahendite
vaikseim kogus. Elatusmiinimum koosneb arvestuslikust minimaalsest toidukorvist (v.a alkoholi-
ja tubakakulutused) ja muudest individuaalsetest kulutustest (k.a eluasemekulutused).

Puudega inimeste suhtelise vaesuse maar oli 2012. aastal kogurahvastiku omast keskmiselt 1,5
korda kérgem, kuid absoluutse vaesuse maaras erinevused puuduvad, kuna puudega inimeste
toetused ja pensionid aitavad véltida langemist vaga siigavasse vaesusesse (joonis 4). Kui
puudega inimeste suhtelise vaesuse maar oli 2012. aastal 28%, siis nende suhtelise vaesuse
maar enne sotsiaalseid siirdeid oli 79%, mis naitab, et ka suhtelisest vaesusest aitavad siirded
vélja pooled puudega inimestest. Kéige enam aitavad sotsiaalsed siirded leevendada pensioni-
ealiste puudega elanike olukorda — 2012. aastal t6id need suhtelisest vaesusest vélja kaks
kolmandikku vahemalt 65-aastastest puudega inimestest.
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Joonis 4. Puudega inimeste ja kogurahvastiku suhtelise ja absoluutse vaesuse maar,
2009 ja 2012

Figure 4. At-risk-of-poverty rate and absolute poverty rate of persons with disabilities and
the total population, 2009 and 2012
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Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board

Kdige rohkem puudutab vaesus puudega lapsi ja vdrreldes 2009. aastaga on nende vaesus
stvenenud (tabel 3). 2012. aastal elas absoluutses vaesuses lle veerandi ja suhtelises vaesuses
Ule kolmandiku puudega lastest. Puudega laste absoluutse vaesuse maar on pea kolm korda
kérgem kui kbikide laste absoluutse vaesuse maar ja puudega laste suhtelise vaesuse maar kaks
korda kérgem kui kdikide laste oma. Kuna sageli pole puudega lapse hooldamise korvalt voimalik
t60l kaia, on nad paratamatult (ks Ghiskonna haavatavamaid riskiriihmi. Samuti teeb puudega
lapsega perede rahalise olukorra keerukamaks asjaolu, et paris palju puudega lapsi elab (ksik-
vanemaga. Kui koikidest alla 18-aastastest lastest elab Uksikvanemaga umbes 24%, siis
puudega lastest 27%.

Tabel 3. Puudega inimeste ja kogurahvastiku suhtelise ja absoluutse vaesuse maar
vanuseriihma jargi, 2009 ja 2012

Table 3. At-risk-of-poverty rate and absolute poverty rate of persons with disabilities and
the total population by age group, 2009 and 2012

(protsenti — percentages)

Absoluutse vaesuse maar Suhtelise vaesuse maar
Absolute poverty rate At-risk-of-poverty rate
Kogurahvastik Puudega inimesed Kogurahvastik Puudega inimesed
Total population Persons with disabilities Total population Persons with disabilities
2009
Kokku 6,3 5,4 15,8 21,8
Total
0-17 10,0 17,3 15,9
18-64 6,7 11,9 15,6 31,0
65+ 0,9 15,1 16,4
2012
Kokku 7,3 6,3 18,7 27,8
Total
0-17 9,5 26,4 18,1 37,3
18-64 8,1 7,8 17,3 31,4
65+ 2,0 24,4 23,0

Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board
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Vaesuse uurimisel on (Uha olulisemaks saamas mitmetahuline Idhenemine, kus
sissetulekuvaesuse kérval anallisitakse ka teisi térjutuse tahke. Nendest Uks olulisemaid on
materiaalne ilmajaetus. Aineline kitsikus ehk materiaalne ilmajaetus on rahalistest piirangutest
tingitud puudujdak inimese elutingimustes, tarbekaupade olemasolus ja péhivajaduste rahulda-
mise vOimalustes. limajdetus on suhteline ja vdtab arvesse nii Uhiskonna arengutaset kui ka
teiste Uhiskonnaliikmete tarbimisvéimalusi. (Peil 2010)

Seega tuleks puudega inimeste toimetulekut, materiaalset térjutust ja vaesust uurida ka
materiaalse ilmajaetuse kaudu. Rahvusvahelise definitsiooni kohaselt on sligavas materiaalses
ilmajaetuses inimesed, kes ei saa endale lubada vahemalt nelja jargmisest Uheksast kompo-
nendist: Glri- ja kommunaalkulude 6igeaegne tasumine; kodu piisavalt soojana hoidmine;
ettendgematud kulutused; Ule paeva liha, kala vdi nendega samavaarsete valkude s66mine;
nadalane puhkus kodust eemal kogu perele; auto; pesumasin; televiisor; telefon. Sigavas
materiaalses ilmajaetuses elas 2013. aastal 13% puudega inimestest ehk ligi 6 protsendipunkti
rohkem kui kogurahvastikus (joonis 5). Kui kogurahvastiku sligav materiaalne ilmajaetus on
viimaste andmete jargi hakanud vahenema, siis puudega inimeste oma mitte. Pdhjus on eelkdige
puudega lastes, kellest (iha enam peab leppima elamisega peres, kes kannatab sligava
iimajaetuse all. Kdige rohkem on siligavas materiaalses ilmajaetuses elavaid inimesi puudega
18—64-aastaste hulgas (viiendik neist), pensioniealiste puudega elanike seas on ilmajaetuses lle
kolme korra vdhem inimesi. Kui kogurahvastiku puhul on absoluutse vaesuse ja sligava
materiaalse ilmajdetuse maarad samas suurusjargus, siis puudega, aga ka téévdimekao ja
tegevuspiiranguga inimestel on sugava materiaalse ilmajdetuse maar tunduvalt kdrgem Kkui
absoluutse vaesuse maar. See voib olla tingitud puudega inimeste suurematest paratamatutest
kulutustest rohtudele ja abivahenditele, mistéttu jadb vahem raha kuludeks (nt auto voi
puhkusereis), mis naitavad, kas inimene elab materiaalses ilmajaetuses voi mitte.

Joonis 5. Puudega inimeste ja kogurahvastiku siigava materiaalse ilmajaetuse maar
vanuseriihma jirgi, 2010° ja 2013

Figure 5. Severe material deprivation rate of persons with disabilities and the total population
by age group, 2010° and 2013
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#2010. aasta andmetest on puudu 0—17-aastaste puudega inimeste omad, kuna andmed on valimi véikese mahu téttu
vaheusaldusvaarsed.

@ The 2010 data on persons with disabilities aged 0-17 are not presented here, because the data are unreliable due to
the small size of the sample.

Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board
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Nii suhtelise kui ka absoluutse vaesuse maar on todvdimetutel tunduvalt kdérgem kui
kogurahvastikul (joonis 6). T6ovdimekaoga inimestest oli 2012. aastal suhtelises vaesuses 30%,
kogurahvastikust 19% (t6oealistest elanikest 17%), absoluutse vaesuse naitajad olid vastavalt
11% ja 7% (t66ealistest elanikest 8%). Positiivne trend on, et vorreldes 2009. aastaga on
téovoimekaoga inimeste absoluutse vaesuse maar 3 protsendipunkti madalam hoolimata sellest,
et kogurahvastiku vaesuse maar on vaatamata viimaste aastate langusele siiski kdrgem Kkui
2009. aastal. Uks pdhjuseid vdib olla asjaolu, et tédvbimekaoga inimeste hdivemaéar on téusnud
kogurahvastiku omast pisut kiiremini.

Joonis 6. Toovoimekaoga inimeste ja kogurahvastiku suhtelise ja absoluutse vaesuse
maar, 2009 ja 2012

Figure 6. At-risk-of-poverty rate and absolute poverty rate of persons with a loss of capacity for
work and the total population, 2009 and 2012
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Allikad: ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Estonian Social Survey (Statistics Estonia), Social Insurance Board

Paljud téévdimekaoga inimesed (18,5%) elavad ka sugavas materiaalses ilmajdetuses ja
erinevalt absoluutses vaesuses olevatest td6vdimetutest ei ole iimajaetuses elavate tdovoimetute
osatahtsus aja jooksul ka vahenenud. Téévdimekaoga inimeste siigava materiaalse iimajaetuse
maar on kaks ja pool korda kérgem kui kogurahvastikul. Té6véimetute seas on nii materiaalses
iimajaetuses kui ka vaesuses rohkem mehi kui naisi.

Enesehinnagulise tegevuspiiranguga elanike hulgas on vaesuses ja ilmajaetuses elavaid inimesi
veidi vahem kui t6évéimekaoga elanike hulgas. Tegevuspiiranguga vahemalt 16-aastaste
suhtelise vaesuse maar oli 2012. aastal 26%, mis on kogurahvastiku ja ka vahemalt 16-aastaste
omast seitse protsendipunkti kdrgem (joonis 7). Tegevuspiiranguga inimeste absoluutse vaesuse
maar oli 2012. aastal 7%, mis on sama suur kui kogurahvastikul ning ka védhemalt 16-aastastel.
Kui vorrelda vahemalt 65-aastaste ja nooremate tegevuspiiranguga inimeste vaesusnaitajaid, on
vanemaealiste materiaalne olukord parem. Kui vdhemalt 65-aastaste suhtelise vaesuse maar oli
2012. aastal vaid Uhe protsendipunkti vorra madalam kui 16-64-aastastel, siis sugavas ehk
absoluutses vaesuses oli vahemalt 65-aastastest tegevuspiiranguga inimestest vaid 2%, ent
16—64-aastastest 11%.
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Joonis 7. Tegevuspiiranguga inimeste ja kogurahvastiku suhtelise ja absoluutse vaesuse
maar, 2009 ja 2012

Figure 7. At-risk-of-poverty rate and absolute poverty rate of persons with activity limitations and
the total population, 2009 and 2012
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Allikas: ESU (Statistikaamet)
Source: Estonian Social Survey (Statistics Estonia)

Sligavas materiaalses ilmajaetuses elas 2013. aastal 13% tegevuspiiranguga inimestest —
5 protsendipunkti rohkem kui kogurahvastikust (joonis 8). Tegevuspiiranguga vanemaealiste
ilmajaetuse maar on madalam — vahemalt 65-aastastest elas 2013. aastal sligavas materiaalses
iimajaetuses 7,5%. Vanemaealistel on ka kogurahvastiku ja piiranguga inimeste ilmajaetuse
maara I6he tunduvalt vaiksem kui alla 65-aastastel — 2013. aastal protsendipunkt vahemalt 65-
aastastel ja 9 protsendipunkti 16—64-aastastel.

Joonis 8. Tegevuspiiranguga inimeste ja kogurahvastiku siigava materiaalse ilmajaetuse
maar vanuseriihma jargi, 2010 ja 2013

Figure 8. Severe material deprivation rate of persons with activity limitations and the total
population by age group, 2010 and 2013
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Allikas: ESU (Statistikaamet)
Source: Estonian Social Survey (Statistics Estonia)

Vaesust saab mdodta ka tarbimise pbhjal, kuna sissetulekute kdrval on majandusliku
toimetulemise teine pool kulutused. Ringen (1988) nimetab tarbimisel pdhinevat vaesuse
mobdtmist otseseks meetodiks, mis vdimaldab reaalselt m&6ta leibkondade vajaduste rahuldatuse
astet. Sellisel meetodil mdddetud vaesust vdib nimetada ka kulutustevaesuseks. Kahtlemata on
puudega inimesed ka tarbimisvaesuse (ks riskirihmi, kuna peale vaiksema sissetuleku on neil
kogurahvastikust tunduvalt spetsiifilisemad vajadused tervishoiuteenuste ja ravimite ning
abivahendite jarele ja paratamatult on need suured kuluallikad.
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Toit ja eluase on leibkonna eelarves valtimatud ehk sundkulutused. Kaudselt naitab leibkonna
heaolu taset ja vaesuse ulatust sundkulutuste osatadhtsus kogukuludes. Suur sundkulutuste
osatdhtsus eelarves naitab puudujadke pere vbéimalustes, kuna muudeks kulutusteks (nt vaba aja
kulutused) jaadb vahem raha. Kui eluasemele ja toidule on inimene sunnitud kulutama, siis
transpordi, riiete ja jalandude, eriti aga vaba aja kulutuste arvelt on vdimalik kokku hoida.
2012. aastal hélmasid sundkulutused koigi leibkondade kogukulutustest keskmiselt 45% (tabel 4).
Puudega inimeste leibkondade sundkulutuste maar aga oli kérgem — puudega liikkmega
leibkondades 50% ning t6évbéimekao vdi tegevuspiiranguga likmega leibkondades 49%. Vabale
ajale saavad puudega inimesed kulutada vahem, samal ajal kui tervishoiule on puude voi
tegevuspiiranguga liikmega leibkonnad sunnitud kulutama rohkem. Tervishoiukulutused
hdlmavad puudega leibkonnaliikmega leibkondades 6,4% kogukuludest, leibkondade kogunaitaja
on 3,6%.

Tabel 4. Leibkonnaliikme kulutuste osatdhtsus kogukuludes leibkonnatiiiibi ja kululiigi
jargi, 2012

Table 4. Share of different expenditure items in total expenditure per household member

by type of household, 2012

(protsenti — percentages)

Kdik leibkonnad, Puudega Toovoimekaoga Tegevuspiiran-

k.a puudega liikmega likmega guga likmega
liikmeta leibkonnad leibkonnad leibkonnad
All households, Households with Households with Households with
incl. households a disabled a member with a member with
without a member a loss of activity
disabled member capacity for work limitations
Sundkulutused 45,1 50,2 48,8 48,9 Compulsory
(toit ja expenditure (food
alkoholita and non-alcoholic
joogid; eluase) beverages;
housing)
Tervishoid 3,6 6,4 3,6 5,4 Health
Vaba aeg; 121 9,1 9,3 10,1 Recreation and
restoranid ja culture;
hotellid restaurants and
hotels
Roivad ja 4,9 3,8 41 4,3 Clothing and
jalatsid footwear
Transport 12,3 9,2 12,3 10,6 Transport
Muud 22,0 21,3 21,9 20,7 Other expenditure
kulutused

Allikad: LEU, ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Household Budget Survey and Estonian Social Survey (Statistics Estonia), Social Insurance Board

Kui kdigi leibkondade keskmised kulutused (ihe liikme kohta aastas olid 2012. aastal keskmiselt
3500 eurot, siis nendes leibkondades, kus oli puude, t66véimekao ja/vdi tegevuspiiranguga liige,
olid kulutused liikkme kohta keskmiselt ligi 500 eurot vaiksemad (tabel 5). Tervishoiukulutused olid
suurimad puudega likmega leibkondades (186 eurot). Vabale ajale on puudega likmega
leibkondadel omakorda vdimalik kulutada selle vorra vahem (264 eurot likme kohta).
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Tabel 5. Leibkonnaliikme keskmised kulutused aastas leibkonnatiiiibi ja kululiigi jargi, 2012
Table 5. Average annual expenditure per household member by type of household and

expenditure item, 2012
(eurot — euros)

Kaoik leibkonnad,

Puudega Toé6vbimekaoga Tegevuspiirangu

k.a puudega likmega likmega ga likmega
liikmeta leibkonnad leibkonnad leibkonnad
All households, Households with Households with Households with
incl. households a disabled a member with a member with
without a member a loss of activity
disabled member capacity for work limitations
Kulutused kokku 3473 2 905 2942 3150 Total expenditure
Sundkulutused 1 564 1459 1435 1540 Compulsory
(toit ja expenditure (food
alkoholita and non-alcoholic
joogid; eluase) beverages;
housing)
Tervishoid 125 186 106 171 Health
Vaba aeg; 421 264 275 318 Recreation and
Restoranid ja culture;
hotellid restaurants and
hotels
Réivad ja 171 112 121 136 Clothing and
jalatsid footwear
Transport 428 268 363 333 Transport
Muud kulutused 765 618 643 652 Other expenditure

Allikad: LEU, ESU (Statistikaamet), Sotsiaalkindlustusamet
Sources: Household Budget Survey and Estonian Social Survey (Statistics Estonia), Social Insurance Board

Kokkuvotteks voib oelda, et peale terviseprobleemide tekitavad puue, tegevuspiirang ja
téévdimetus ka suuri sotsiaalseid probleeme. Puudega inimestel on vorreldes puudeta
inimestega raskem t66kohta leida voi neil puudub selleks motivatsioon ja kindlustunne, neil on
vaiksemad sissetulekud ja tarbimisvéimalused, nad on suuremas vaesusriskis ning paljud neist
elavad materiaalses ilmajaetuses. Puudega inimesed on (ks haavatavamaid Ghiskonnarihmi,
kes vajavad tahelepanu ja abi, julgustamist ning vordset kohtlemist. Puudega inimeste
toéoturuolukorra parandamiseks, sissetulekute ebavdrdsuse tasandamiseks, sligava vaesuse
vahendamiseks ja tarbimisvdimaluste suurendamiseks tuleks astuda konkreetsemaid samme ja
rakendada peale olemasolevate veelgi tdhusamaid meetmeid.
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8. THE INCOME AND POVERTY OF PERSONS WITH
DISABILITIES

Tiiu-Liisa Laes
Statistics Estonia

The well-being and quality of life of persons with disabilities depend greatly on their coping ability,
income and consumption patterns. Wiman (1990) has listed five prerequisites for coping:
functional abilities (individual physical and mental resources), motivation, knowledge, skills, and
external conditions (opportunities). If some of these prerequisites are fully or partially unmet,
coping difficulties may occur. Thus, the inability to cope socially is not the result of individual or
environmental factors, but rather caused by the fact that one or several prerequisites for coping in
a given environment are (partially) unmet. Coping problems may occur in any sphere of life —
e.g. the temporary or permanent loss of individual physical or mental abilities due to an illness or
disability. According to Wiman, not everyone is capable of living by the criteria established by
someone else. The coping criteria should be defined separately for each individual based on their
personal needs. The purpose of assistance should be to create and maintain conditions that
ensure equal opportunities for everyone for the maximum realisation of their potential abilities.

Pursuant to the theory of social well-being by Allardt (1975), individual well-being depends on
many factors, such as social relations, a sense of belonging and shared values, but also factors
that one can possess, such as health and income. A lack (or loss) in one or more dimensions of
well-being causes deprivation (deprivation of normal and habitual lifestyles and consumption),
isolation (fewer social contacts) and anomie (social pessimism, political alienation). The greater
the loss of well-being opportunities, the more likely people are to have weaker ties with the
society.

The results of various studies indicate that persons with disabilities encounter significant barriers
in various spheres of life because of their disabilities. The society must act as a whole to improve
the social inclusion of persons with disabilities and ensure that they have equal opportunities.
The improvement of these opportunities requires changes also in the attitudes of disabled people
— a more active mentality, awareness of their opportunities and the clear expression of their
wishes will contribute to greater inclusion (Masso and Pedastsaar 2007).

This chapter analyses the coping ability of disabled persons (persons with disabilities, a loss of
capacity for work and/or activity limitations) using statistics on income and expenditure as well as
the indicators of relative and absolute poverty and material deprivation. The main data sources
are the social surveys conducted by Statistics Estonia (Estonian Social Survey, Household
Budget Survey and Estonian Labour Force Survey) which are linked to the data of the Social
Insurance Board on registered disabilities and permanent loss of capacity for work.

The income of persons with disabilities

Disabled persons are one of the risk groups for poverty, as they often have to cope with
a significantly lower income than the rest of the population. Instead of wages and salaries, many
persons with disabilities get their income mainly from social transfers (allowances and pensions).
Therefore, their quality of life depends greatly on state support, and the state is responsible for
the coping ability of disabled persons.

In 2012, the average monthly disposable income® per household member was 457 euros for the
total population, but 83 euros lower for persons with disabilities®. When we compare the income
of persons with activity limitations, a loss of capacity for work or disabilities, we should keep in

@ Disposable income is the sum of the income from wage labour, the income and losses from self-employment, property
income, social transfers, regular inter-household cash transfers received and tax refunds, from which regular inter-
household cash transfers paid, taxes on wealth and repayments for tax adjustment have been subtracted.

b Here and below, “persons with disabilities” and “disabled persons” refer to persons with disabilities and/or a loss of capacity
for work and/or activity limitations.
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mind that (due to the sample of specific surveys) the data on persons with activity limitations refer
to persons aged 16 and older; the data on persons with disabilities refer to the entire population;
and, pursuant to the legal definition, the data on persons with a reduced capacity for work refer to
the population aged 16 and older up to pensionable age. In 2012, the average monthly
disposable income per household member was 393 euros for persons with activity limitations
(86% of Estonia’s average disposable income per household member), 374 euros for persons
with a loss of capacity for work (82% of Estonia’s average) and 353 euros for persons with
disabilities (77% of Estonia’s average) (Figure 1, p. 140).

Employment significantly increases the income of disabled people, thereby improving their ability
to cope financially. For example, in 2012, the monthly disposable income per household member
was 493 euros among employed persons with a loss of capacity for work, and only 295 euros
among unemployed persons with a loss of capacity for work. Still, there are not many disabled
persons who are employed — in 2012, the employment rate of persons with a 40—100% loss of
capacity for work (persons aged 18 up to pensionable age) was 40.9%, and the employment rate
of persons with disabilities was 22.5%. In 2011, the employment rate of persons with activity
limitations was 36.4%. Thus, pension and allowances are the only source of income for many
disabled persons. On the one hand, studies (e.g. Leetmaa et al. 2012) indicate that the current
system of replacement income does not encourage employment — instead, it facilitates non-
employment, with disability or incapacity for work serving as an excuse. On the other hand,
employers are often afraid to hire persons with disabilities or choose not to hire them out of
convenience, as it might require the employer to modify the working conditions, improve
accessibility or allow teleworking and/or flexible working hours. Many disabled persons become
discouraged after unsuccessful attempts at finding employment and have no hope to increase
their income through employment, despite the fact that they struggle to cope with their small
income.

The level and source of income of persons with disabilities depend greatly on age, the type and
amount of applicable social transfers, and employment status. Persons with disabilities and
persons with activity limitations receive the biggest share of their income from transfers (67% and
51%, respectively). In the case of persons with a loss of capacity for work, they receive a bigger
share from paid employment (563% from wages and 42% from transfers) (Table 1, p. 141). This is
because the disabled population includes many old-age pensioners, while the persons with a loss
of capacity for work are all within working age (by definition). Also, the average old-age pension is
much higher than the average pension for incapacity for work. The share of transfers in total
disposable income is much higher in the case of disabled persons, whereas transfers constitute
only a fourth of the income of the total population.

Next, we will look at the share of disabled persons with a low income and compare their
indicators with the relevant indicators of the total population. In 2012, 18% of all men and 22% of
all women belonged to the lowest income quintile® (Table 2, p. 142). The share of persons with
a low income is remarkably higher among disabled men and women. According to 2012 data,
the share of persons in the lowest income quintile is the biggest among persons with a loss of
capacity for work — 36% of men and 27% of women. Their situation has improved compared to
2009, because the share of persons receiving pension for incapacity for work who are also
employed has increased along with the general economic recovery. As a rule, women have
a lower income, but among persons with a loss of capacity for work it is men who tend to have
a low income. It is likely that the men with a loss of capacity for work often do not work and live
only on the pension for incapacity for work and/or allowances, while many women with a loss of
capacity for work prefer to work. In the case of women, the risk of a low income is the biggest for
women with disabilities and with activity limitations — a third of either group belong to the lowest
income quintile. Among persons with disabilities and activity limitations, there are many women in
pensionable age who live alone and do not work, which explains their lower income.

 Income quintile refers to one fifth of the population ranked based on equalised yearly disposable income. The first
(i.e. lowest) quintile contains the fifth of the population receiving the lowest equalised yearly disposable income; the second
quintile contains the next fifth of the population by income, and so on. Equalised income is the total household income
divided by the sum of equivalence scales of all household members.
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In addition to objective income indicators, it is necessary to consider the self-perceived coping
ability of disabled persons. The analysis of subjective data reveals a gap between actual and
desired minimum income, both in the total population and in the disabled population (Figure 2,
p. 143). However, the gap between actual and required income is much wider for disabled
persons than for the total population, which clearly indicates that persons with disabilities have
a lower income which causes coping difficulties. In 2013, the difference between actual and
required disposable income was about 166 euros for the total population, 239 euros for persons
with activity limitations, 269 euros for persons with disabilities and as much as 350 euros for
persons with a loss of capacity for work. Thus, the difference between actual and desired income
is the greatest in the case of persons with a loss of capacity for work (the desired income is
almost 1.5 times greater). The poverty of households with members with a reduced capacity for
work is largely due to the fact that disability allowances and disability pensions are small, which is
why persons with a loss of capacity for work have even more reason to seek employment,
if possible and if their health allows. In addition, compared to other groups, persons with a loss of
capacity for work include a greater share of persons living in households with dependent children
(due to the age range of this group) and it is natural that persons desire a bigger income if they
have to provide for their children.

In Estonia, persons with activity limitations hold a very high share among persons with a low
income — their share is 45%, which is 13 percentage points above the European Union (EU)
average (Figure 3, p. 143). In most EU countries, the share of persons with activity limitations is
greater in the first and second income quintiles, but there are also countries where persons with
activity limitations receive a somewhat higher income, such as Romania where the share of this
population group is the highest in the third income quintile (31%).

Poverty and material deprivation

Due to their low income, disabled persons are one of the risk groups for poverty and social
exclusion. The existence of disabilities is in itself a major cause of poverty, but disability is
not the only poverty risk factor. If a disabled person has other factors contributing to poverty,
the more likely he or she is to be poor and the more severe poverty he or she may experience
(e.qg. a disabled child, an unemployed disabled lone parent, a disabled woman with a low level of
education, etc.). In general, poverty risk factors fall into four groups (Kutsar et al. 1998):

= Individual-psychological risk factors are either dependent on or independent of
the individual. The factors depending on the individual include a low level of education,
inadequate professional and social skills, passivity, lack of motivation, a low self-esteem,
and so on. The main poverty risks not depending on the individual include age (children
and the elderly are at a greater risk of poverty), sex (females are at a greater risk of
poverty), ethnic nationality (ethnic minorities are at a greater risk of poverty) and physical
or mental disabilities. Individual poverty risks also include various unexpected life events
(loss of a family member, sudden illness, damage to home and property, etc.) that may
become a significant factor leading to poverty.

= Household risk factors are primarily associated with household structure. A crucial risk
factor is the unfavourable ratio of employed household members to non-working
household members. Poverty risk is greater for households with more children and/or
elderly persons. Lone-parent households and households with an unemployed or inactive
member are also at a greater risk of poverty.

= Social risk factors arise from the structural characteristics of the society (the general level
of wealth, the uneven distribution of resources, employment rate, general social
preferences).

= Socio-political risk factors are related to the main principles of the social protection
system, the funding of social protection, the role of different allowances and services,
and social policy.
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Traditionally, the measurement of poverty is based on equalised disposable income, which is the
total household income divided by the sum of equivalence scales of all household members.
The purpose of using equivalence scales is to consider shared consumption, i.e. the shared costs
in a household. Both relative and absolute poverty are also measured based on income.

In the simplest terms, relative poverty shows that there are people in the society who have less
money than others. According to the definition of relative poverty, individuals, families or social
groups are poor when they lack the resources to obtain the types of diet, participate in the
activities, and have the living conditions and amenities, which are customary, or are at least
widely encouraged and approved, in the societies in which they belong (Townsend 1979).
People are in relative poverty if their income is below the at-risk-of-poverty threshold. The at-risk-
of-poverty threshold is 60% of the median equalised yearly disposable income of household
members.

Absolute poverty shows that there are people in the society who have less money than required
for minimum subsistence. Absolute poverty rate refers to the share of people whose equalised
disposable income is below the absolute poverty threshold. The absolute poverty threshold
corresponds to the estimated subsistence minimum, which is the minimum sum of money
required to cover basic everyday needs. The subsistence minimum consists of the minimum
estimated food basket (excl. expenditure on alcoholic beverages and tobacco) and individual
non-food expenditure (incl. housing expenditure).

In 2012, the at-risk-of-poverty rate of disabled persons exceeded the at-risk-of-poverty rate of the
total population by 1.5 times, on average. There were no differences in the absolute poverty rate,
because the various disability allowances and pensions help the persons with disabilities to avoid
severe poverty (Figure 4, p. 145). In 2012, the at-risk-of-poverty rate of disabled persons was
28% but their at-risk-of-poverty rate before social transfers was 79%, which shows that transfers
help about a half of the persons with disabilities to get out of relative poverty. The role of social
transfers is the biggest in the case of disabled persons in retirement age — in 2012, two thirds of
the disabled persons aged 65+ were helped out of relative poverty by social transfers.

Children with disabilities are the most affected by poverty. Compared to 2009, their poverty
indicators have deteriorated (Table 3, p. 145). In 2012, over a quarter of disabled children lived in
absolute poverty and over a third of disabled children lived in relative poverty. The absolute
poverty rate of children with disabilities is almost three times higher than the absolute poverty rate
of all children. The at-risk-of-poverty rate of disabled children is twice as high as the at-risk-of-
poverty rate of all children. Since it is often impossible to work while taking care of a disabled
child, disabled children are inevitably one of the most vulnerable risk groups in the society.
Quite many disabled children live with a lone parent, which further complicates the financial
situation of families with a disabled child. The share of children living with a lone parent is
approximately 24% among all children aged under 18 and 27% among disabled children.

A multifaceted approach is increasingly used in poverty research. It means that, in addition to
income-based poverty, other aspects of exclusion are also analysed, with material deprivation
being one of the most important. Material deprivation refers to the inability to afford certain living
conditions, consumption goods and other items considered essential. Deprivation is relative and
considers both the level of social development and the consumption patterns of other members of
the society. (Peil 2010)

Hence, the level of coping, material exclusion and poverty of disabled persons should also be
studied from the perspective of material deprivation. According to the international definition,
persons are considered to live in severe material deprivation if they cannot afford at least four
out of the following nine items: pay rent or utility bills; keep the home adequately warm; face
unexpected expenses; eat meat, fish or a protein equivalent every second day; a week’s holiday
away from home for the entire family; a car; a washing machine; a colour TV, a telephone.
In 2013, 13% of disabled persons lived in severe material deprivation, which is nearly 6
percentage points higher than the corresponding indicator for the total population (Figure 5,
p. 146). According to recent data, the severe material deprivation rate is declining among the total
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population, while the same cannot be said for persons with disabilities. The main reason is
related to disabled children as a growing share of them have to live in families suffering from
severe deprivation. The severe material deprivation rate is the highest among disabled persons
aged 18-64 (a fifth of them are severely deprived), while the share of persons living in deprivation
is more than three times smaller among disabled persons in retirement age. In the case of the
total population, the values of the absolute poverty rate and the severe material deprivation rate
are similar. However, in the case of persons with disabilities, with a loss of capacity for work and
with activity limitations, the severe material deprivation rate is considerably higher than the
absolute poverty rate. This may be due to the fact that persons with disabilities have a higher
level of unavoidable expenditure on medication and aids, which leaves less money for spending
on the nine items listed above (e.g. a car or a week’s holiday).

Both the at-risk-of-poverty rate and absolute poverty rate have increased much faster for persons
with a loss of capacity for work, compared to the total population (Figure 6, p. 147). In 2012,
the at-risk-of-poverty rate was 30% for persons with a reduced capacity for work and 19% for the
total population (17% for the working-age population); the absolute poverty rate was 11% and
7%, respectively (and 8% for the working-age population). There is a slight positive trend,
as the absolute poverty rate of persons with a loss of capacity for work was 3 percentage points
lower than in 2009, while the poverty rate of the total population was higher than in 2009 despite
the decline in recent years. A possible explanation is that the employment rate has risen a little
faster among persons with a reduced capacity for work.

Many persons with a loss of capacity for work (18.5%) live in severe material deprivation. Unlike
the absolute poverty rate, the severe material deprivation rate has not decreased over time for
persons with a loss of capacity for work. The severe material deprivation rate of persons with
a loss of capacity for work is 2.5 times higher than the corresponding rate of the total population.
Among persons with a reduced capacity for work, there are more males than females living in
material deprivation and poverty.

Among persons with self-perceived activity limitations, the share of those living in poverty and
deprivation is slightly lower than among persons with a loss of capacity for work. In 2012 the at-
risk-of-poverty rate of persons with activity limitations aged 16+ was 26%, which is 7 percentage
points higher than the at-risk-of-poverty rate of the total population and the population aged 16+
(Figure 7, p. 148). The absolute poverty rate of persons with activity limitations was 7% in 2012,
which is the same as for the total population and the population aged 16 and older. If we compare
the poverty indicators of persons with activity limitations aged 65+ and younger persons with
activity limitations, the elderly have a better material status. In 2012, the at-risk-of-poverty rate for
persons aged 65 and older was only one percentage point lower than for 16—64-year-olds,
whereas the absolute poverty rate was just 2% for persons with activity limitations aged 65+ and
11% for 16—-64-year-olds with activity limitations.

In 2013, 13% of persons with activity limitations lived in severe material deprivation, which is
5 percentage points higher than the corresponding share of the total population (Figure 8,
p. 148). The material deprivation rate is lower among the elderly population with activity
limitations — 7.5% of those aged 65 and older lived in severe material deprivation in 2013.
In the case of the elderly, the gap between the deprivation rates of the total population and the
population with activity limitations is also significantly smaller than in the case of persons aged
under 65 — in 2013, the gap was a percentage point for persons aged 65+ and 9 percentage
points for 16—64-year-olds.

Poverty can also be measured based on consumption, because both income and expenditure are
facets of economic coping. According to Ringen (1988), the measurement of poverty based on
consumption is a direct method, which allows the measurement of the actual level of satisfaction
of households’ needs. Poverty measured with this method is also referred to as expenditure-
based poverty. Undoubtedly, persons with disabilities are a risk group for consumption poverty.
In addition to a lower income, they have much more specific needs than the total population —
for health care services, medication and aids, for example — which are inevitably large items of
expenditure.
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Food and accommodation are essential items in a household budget, also referred to as
compulsory expenditure. The share of compulsory expenditure in total expenditure is an indirect
indicator of the level of well-being and poverty of a household. A high share of compulsory
expenditure in the household budget indicates that the household has limited financial means,
as there is less money available for other expenditure (e.g. on leisure). People are forced to
spend on accommodation and food, but they can cut back on transport, clothing and footwear,
and especially leisure expenditure. In 2012 compulsory expenditure constituted, on average, 45%
of the total expenditure of all households (Table 4, p. 149). The share of compulsory expenditure
was higher in households with members with disabilities — 50% in households with a disabled
member and 49% in households with a member with a loss of capacity for work or with activity
limitations. Persons with disabilities can spend less on leisure activities, while households with
members with disabilities or activity limitations are forced to spend more on health care.
Expenditure on health care accounts for 6.4% of the total expenditure of households with
a disabled member, whereas the relevant indicator for all households is 3.6%.

The average annual expenditure per household member was 3,500 euros in 2012 for households
as a whole. The expenditure per household member in households with members with
disabilities, a loss of capacity for work and/or activity limitations was, on average, about 500
euros smaller (Table 5, p. 150). Health care expenditure was the biggest in households with
disabled members (186 euros), meaning that these households have less money left to spend on
leisure activities (264 euros per household member).

In conclusion, it is clear that disabilities, activity limitations and incapacity for work do not only
cause health problems but also significant social problems. Compared to persons without
disabilities, it is more difficult for disabled persons to find a job, or they lack the necessary
motivation and confidence. Also, they have a lower income and less spending power. They are at
a greater risk of poverty and many of them live in material deprivation. As one of the most
vulnerable social groups, persons with disabilities require attention and assistance,
encouragement and equal treatment. In order to improve the labour market situation of disabled
persons, decrease income inequality, reduce absolute poverty and increase consumption
opportunities, it is important to take action and infroduce measures that are more efficient than
existing measures.
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9. TEGEVUSPIIRANGUGA INIMESTE TERVISESEISUND

Kati Karelson
Tervise Arengu Instituut

Maailma Terviseorganisatsioon (WHO) maaratleb oma pdhikirja preambulas tervist jargmiselt:
see on taieliku fulsilise, sotsiaalse ja vaimse heaolu seisund. Seega ei kasitleta tervist kui
Uksnes vastandit haige olemisele, vaid vastupidi — valistatakse seisundi kirjeldamine meditsiinilise
diagnoosi kaudu ja rohutatakse individuaalse heaolu laiemat tahendust. WHO liikmesriikide
kokkulepitud tervisemdiste hdlmab terviseseisundi maaramisel viit olulist aspekti: fuisilist ja
vaimset tervist, sotsiaalseid funktsioone ja rollide taitmist ning Gldist heaolu.

Bickenbach (2013) leiab, et puue ja tervis moodustavad vastuolulise kontseptsioonipaari, sest
vaidlusi tekitab kusimus, kuivdrd kuulub puue oma olemuselt tervisevaldkonda. Nagi mudel
eristab puuet funktsionaalsetest piirangutest (Verbrugge ja Jette 1994). Puue on funktsionaalsete
piirangute valjendus keskkonnas, kus inimene elab. Funktsionaalseid piiranguid keskkonnaolud
ei maara, kill aga puude olemasolu (Anner jt 2012). Meditsiinis on puue mitteterve seisund ning
halbimine fliUsilisest ja vaimsest meditsiinilisest normist (Nazli 2012).

Enda terveks maaramine kaib sotsiaalse konstrueerimise protsessi kaudu inimese ja Uhiskonna
vahelise koosmdju tulemusena ja vdib erineda meditsiinilisel tervisemudelil péhinevast (Gannon
ja Nolan 2007a, Drum jt 2008). Eelmise sajandi esimesest poolest parit WHO definitsioon
sisaldab mbtet, et tervise maarab sotsiaalse heaolu seisund. 1970. aastatel, méni aastakimme
parast WHO definitsiooni heakskiitmist, hakati ka teadustoddes tervise sotsiaalsetele aspektidele
tahelepanu ptdrama ja esile kerkis tervise sotsiaalne mudel, mis liikkas domineerinud meditsiini-
lise mudeli kdrvale (Bickenbach 2013). Sotsiaalne mudel kasitleb puuet kui voimaluste piiratust
vOi puudumist, mis flusiliste vbi sotsiaalsete takistuste tdttu raskendab osavétmist kogukonna
normaalsest elust. Puue on sotsiaalne konstruktsioon, mida loovad sotsiaalsed j6ud eitamise,
marginaliseerimise ja diskrimineerimise kaudu (Krahn jt 2006; Putnam jt 2003). Terviseseisundi
alusel toimuva diskriminatsiooni otsene mgju valjendub halvenevas juurdepaasus tervishoiu-
teenustele ning kaudne méju sotsiaalses térjutuses, piiratud sotsiaalses mobiilsuses ja
psiUhholoogilise stressi kasvus. Diskrimineerivate stisteemide ja praktikatega kaasneva térjutuse
tagajarjel elavad puudega inimesed tdendolisemalt oludes, mis seostuvad halvema tervise-
seisundiga, nt to0tus ja vaike sissetulek, langev sotsiaalne staatus vdi kehvad elamistingimused
(Emerson jt 2009).

Mitte ainult puude, vaid ka tervise tdhendus on sotsiaalse keskkonna produkt, mis kannab talle
selles keskkonnas antud vaartust. OECD elukvaliteedi raporti (How's ... 2011) kohaselt
vaartustavad inimesed nii eluea pikkust kui ka aega, mis elatakse oluliste tervisepiiranguteta.
Eluea ja tervise vaartustamine on seotud uihiskonna arengutasemega. Terviseseisundil on peale
Uldise vaartuse ka instrumentaalne tdhendus. Hea terviseseisund on haridussisteemi vdimaluste
kasutamise, t66turul aktiivne olemise ja sotsiaalsetes vorgustikes osalemise eeldus (Emerson jt 2009).

Et puudega inimeste osatahtsus riikides on kasvanud, on hakatud keskenduma nende sotsiaalse
kaasatuse soodustamisele, eriti t66hdive kasvu panustamise kaudu (Gannon ja Nolan 2007a).
Terviseseisundist tingitud tegevuspiiranguga elanike sotsiaalne aktiivsus oleneb piirangu raskus-
astmest ja kestusest: monel on need kaasasiindinud, monel tekivad elu jooksul ega taandu,
mdnel tekivad elu jooksul tegevuspiirangud, mis aja jooksul kaovad (Gannon ja Nolan 2007b;
Jenkins ja Rigg 2004). Terviseprobleemide kestuse ja tekkepdhjuste suur varieeruvus tahendab,
et ebavordsust ei esine vaid piirangutega ja piiranguteta inimeste vahel, vaid ka piirangutega
inimeste endi seas.

Uldjuhul kogevad elu jooksul terviseprobleemidega kaasnevaid tegevuspiiranguid kéik inimesed.
WHO ja Maailmapanga 2011. aastal avaldatud raportist (World ... 2011) selgub, et tervisest
tingitud piiranguid esineb ligikaudu miljardil inimesel ehk 15%-I maailma rahvastikust. Euroopas
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jaab tegevuspiiranguga inimeste osatahtsus samasse suurusjarku nagu kogu maailmas ja neist
40%-1 on omakorda liikumispuue (Isailda 2012). Puude kujunemine oleneb individuaalsete ja
keskkonnaressursside olemasolust ja kattesaadavusest: juurdepdasust teenustele ja abi-
vahenditele ning inimeste sotsiaal-demograafilisest taustast (Anner jt 2012). Sotsiaalse toetuse
olemasolu likkab edasi kehva terviseseisundi halvenemise juhul, kui terviseprobleemid on juba
tekkinud (Foubert jt 2014). Seega on puude ja indiviidi terviseseisundi vaheline seos tingimuslik,
olenedes riigi sotsiaalpoliitilisest kontekstist (Foubert jt 2014; Krahn jt 2006).

Tervishoiu valdkonna kasitlustes réhutatakse, et puude tekkimine ei tdhenda tervishoiumeetmete
labikukkumist, vaid et tegevuspiirangutel on inimese elus loomulik osa (Krahn ja Campbell 2011).
Nii nagu on dunaamiline protsess puudeta inimeste terviseseisund, muutub aja jooksul ka
puudega inimeste tervis. Seetdttu on (ha enam loobutud puude ja tervise kasitlemisest
vastandlike nahtustena ja lahtutakse sellest, et indiviid liigub pidevalt kahe seisundi vahel, olles
mingil eluetapil parema tervisega kui teisel (Drum jt 2005).

Puudega inimeste eluiga pikeneb nagu llejaanud rahvastikulgi ja jarjest olulisemaks saab nende
sotsiaalse I6imumise ja aktiivsuse toetamine eri poliitikate kaudu. Euroopas on puudega
inimestele mdeldud meetmetele tdhelepanu pddratud alates 1970. aastatest (Priestley 2007).
Tervisest tingitud tegevuspiiranguid ei vaadelda individuaalse mé&jutegurina, vaid tervise-
probleemi ja diskrimineerivate sotsiaal-kultuuriliste praktikate vahelise interaktsiooni tulemusena
(Emerson jt 2014; Krahn jt 2006). Terviseseisundi muutustest tegevuspiiranguteni jdudmine toob
riskialuses rahvastikuriihmas kaasa psuhholoogilise stressi kasvu, subjektiivse heaolu vahene-
mise, sissetuleku, sotsiaalse elu ja vaba aja veetmise vdimalustega rahulolu vahenemise,
sotsiaalsest elust taandumise ning kasvava to6puuduse (Emerson jt 2014). Seetbttu on arenenud
riikide tervishoiupoliitikate eesmark toetada inimdigusi ja taielikku Ghiskonnas osalust, vérdsete
vBimaluste kasutamist ning kaasamisega seotud takistuste kaotamist.

Kaesolevas peatlkis on anallilsitud Eesti rahvastiku tervist nii objektiivsete kui ka subjektiivsete
naitajate pohjal. Esmalt on keskendutud Ghiskonna makrotasandi naitajatele, milleks on keskmine
eluiga ja tervena elatavad aastad. Terviseprobleemide ja -piirangute esinemissagedust, vaimset
tervist, tervist mittetoetavat kaitumist ning arstiabi kasutamist kasitledes on vdrreldud tervisest
tingitud tegevuspiirangutega ja -piiranguteta inimesi. Eri teemade all on tervisest tingitud
piiranguga inimesed omakorda jagatud rihmadesse olenevalt piirangu raskusastmest. Tervise-
seisundi subjektiivset poolt on kirjeldatud tervisega seotud Utlustepdhiste hinnangutega, millest
on kasitletud enesehinnangulist tervist. Peatlki Idpetab tervise ja rahulolu vaheliste seoste
Ulevaade. Anallils pohineb iga-aastasel Eesti sotsiaaluuringul (rahvusvaheliselt EU-SILC), mida
teeb Statistikaamet alates 2004. aastast, ja 2006. aastal Tervise Arengu Instituudi korraldatud
Eesti terviseuuringul, mille kisimustik hdlmas ka Euroopa terviseuuringu (EHIS) kusimusi.
Terviseuuringu jargmise laine kisitlus toimus 2014. aastal.

Keskmine oodatav eluiga

Keskmine (oodatav) eluiga on aastate arv, mis jaab inimesel mingis vanuses elada eeldusel, et
suremus igas jargmises vanuserihmas ei muutu, s.t jddb samasuguseks nagu vaadeldaval
aastal. Allpool on kasitletud eluiga 0 aasta vanuses, mis naitab, mitu aastat keskmiselt vastava
aasta sunnipdlvkonna inimestel elada jaab.

Eluea pikenemine ja sellega kaasnev rahvastiku vananemine on tostatanud teadlastele
kisimuse, kas lisanduvad aastad elatakse taisvaartuslikult voi mooduvad need krooniliste
haiguste ja terviseprobleemide t6ttu halvenenud terviseseisundiga. Viimastel kiimnenditel on
arendatud ja kasutusele vdetud uusi méddikuid, mille abil kirjeldatakse pikeneva eluea ja
terviseseisundi vahelisi seoseid. Uks selliseid naitajaid on tervena elatavad aastad. Keskmine
oodatav eluiga jaguneb kaheks: tervena elatavad aastad (siin peatiikis on selle siinoniuim
tegevuspiiranguteta elatavad aastad) ja piirangutega moédduvad aastad. Piirangud, mis on seotud
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halveneva terviseseisundiga, vodivad tekkida kroonilistest haigustest ja muudest tervise-
probleemidest, mille tottu ei ole inimesel véimalik jatkata igapaevategevusi tavaparasel moel,
kuid tegevuspiirangud vdivad tuleneda ka takistustest, mida elukeskkonnas ei saa Uletada
(kdrvalabi, abivahendi, teenuste vdi muude toetuste puudumine). Eluea jagamine piirangute-
vabaks ja piirangutega ajaks annab kvantitatiivsele naitajale kvalitatiivse sisu, s.t naitab, milline
on mingil eluetapil inimese terviseseisund ja kui kaua see kestab.

Tervena elatavate aastate ja tegevuspiirangutega veedetava aja naitajad baseeruvad Euroopa
sissetulekute ja elamistingimuste uuringu (EU-SILC) Euroopa terviseseisundi minimooduli
(MEHM) kisimustel. Alates 2008. aastast on koéigi Euroopa Liidu (EL) liikmesriikide uuringute
kisimused harmoneeritud, et tagada andmete vérreldavus.

2008. aastal siindinud Eesti mehed veedavad oma keskmisest oodatavast elueast ligikaudu 77%
igapaevategevusi piiravate terviseprobleemideta ja pea 8% pikaajalise haiguse Vvoi
terviseprobleemi téttu tekkinud, igapaevategevusi mojutavate oluliste piirangutega (joonis 1).
Aastatel 2008-2012 oluliste tegevuspiirangutega elatava aja osatahtsus kogu elueas meestel ei
muutunud, kuid veidi vahenes tervena, s.t tegevuspiiranguteta elatavate aastate suhe kogu
elueasse. Piirangute kestus pikeneb méddukate piirangutega elatava aja arvelt, sest méédukate
piirangutega elatava aja osatahtsus on suurenenud. EL-i liikmesriikides keskmiselt on 80%
meeste elueast piirangutevaba. Seejuures elavad 2011. aastal sindinud mehed Euroopas
keskmiselt kuus aastat kauem kui Eesti mehed ja veedavad viiendiku oma elust tervisest
tulenevate tegevuspiirangutega. Eesti meeste lihema elueaga kaasneb proportsionaalselt pikem
piirangutega elatav aeg. Terviseprobleemidega kaasnevate igapdevategevuste piirangutega
mdodub neil veerand elueast.

Joonis 1. Meeste keskmine oodatav eluiga 0 aasta vanuses tegevuspiirangutega ja
-piiranguteta elatavate aastate jargi Eestis ja Euroopa Liidus keskmiselt, 2008—2012
Figure 1. Average life expectancy of males at birth by years lived with and without activity
limitations in Estonia and in the European Union on average, 2008-2012
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Allikas: JA:EHLEIS’i andmebaas
Source: JA:EHLEIS database

Eesti naiste eluiga on kolm aastat lihem kui EL-is keskmiselt (joonis 2). Ligikaudu 28% elust
veedavad nad terviseprobleemide ja krooniliste haiguste tdttu tekkinud tegevuspiirangutega ning
8% elueast mdddub oluliste piirangutega. EL-i liikmesriikide vordluses keskmiselt jadb naistel
oluliste piirangutega aja osatahtsus elueas samuti 8% piirimaile, kuid tervena elatav aeg on
proportsionaalselt pikem, sest piirangutega elatav aeg kokku on Euroopas keskmiselt alla
veerandi kogu eluea pikkusest.
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Joonis 2. Naiste keskmine oodatav eluiga 0 aasta vanuses tegevuspiirangutega ja
-piiranguteta elatavate aastate jargi Eestis ja Euroopa Liidus keskmiselt, 2008—2012
Figure 2. Average life expectancy of females at birth by years lived with and without activity
limitations in Estonia and in the European Union on average, 2008-2012
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Source: JA:EHLEIS database

Kui 2011. aastal oli Eesti meeste ja naiste keskmise oodatava eluea vahe peaaegu kimme
aastat meeste kahjuks, siis erinevused tervena ja tegevuspiirangutega elatavate aastate vahel on
vaiksemad. Naised elavad tervena neli aastat kauem kui mehed, kuid ka suurema arvu aastaid —
kuus aastat — terviseprobleemide ja krooniliste haiguste tdttu tekkinud piirangutega. Seega
elavad naised oma kiimne aasta vorra pikemast elust 40% tervena ja 60% tervisest tingitud
piirangutega.

Kokkuvéttes moddub Eesti meeste elust veerand ja naistel veelgi rohkem terviseseisundiga, mis
seab takistusi igapdevategevustega toimetulemisele. See on aeg, mil halveneva terviseseisundi
téttu kasvab vaeguste tekke risk ning inimese sotsiaalne aktiivsus ja Uhiskonnaelus osalus
hakkab kahanema.

Eestis on suur hulk mitte-eestlasi ja nende terviseseisund erineb oluliselt pélisrahvastiku omast
(Sakkeus ja Karelson 2012; Baburin jt 2011). Keskmine eluiga pikenes aastatel 2008—-2012 nii
eesti rahvusest meestel kui ka naistel, mitte-eestlastel sel ajavahemikul eluiga nii pikenes kui ka
lihenes. Eesti mehed elavad mitte-eesti rahvusest meestega vorreldes keskmiselt ligikaudu neli
aastat kauem ja eesti naised teistest rahvustest naistest kaks aastat kauem. Tegevuspiiranguta
aeg hdéimab nii eesti kui ka mitte-eesti meestel ligikaudu 75%, eestlastest naistel veidi ile 70% ja
mitte-eestlastest naistel alla 70% nende keskmisest elueast (joonis 3).
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Joonis 3. Tegevuspiiranguteta elada jadnud aastate osatahtsus keskmises elueas 0 aasta
vanuses soo ja rahvuse jargi, 2008-2012

Figure 3. Share of disability-free life expectancy in total average life expectancy at birth by sex
and ethnic nationality, 2008—-2012
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Allikas: ESU (Statistikaamet)
Source: Estonian Social Survey (Statistics Estonia)

Kuigi meeste eluiga on lihem kui naistel, on tegevuspiiranguteta elataval ajal nende elueas
suurem osatahtsus kui naistel. Aastate 2008-2012 andmed naitavad, et nii meeste kui ka naiste
piirangutevaba aja osatéhtsus kogu elueas on Eestis vdhenenud. Kasvanud on see vaid muust
rahvusest naistel, kelle tervena elatavate aastate osatahtsus elueas on vaikseim. Eestlaste eluiga
pikeneb, kuid tervena elatavate aastate arv vadheneb. Mitte-eestlaste eluiga aastatel 2008-2012
nii pikenes kui ka lihenes, kuid tegevuspiiranguteta elatav aeg pigem vahenes kogu vaadeldud
ajavahemikul. Seega elavad eestimaalased kull kauem kui varem, kuid tervena elatavate aastate
arvu kasvu kiirus jaab eluea pikkuse omast maha.

Joonis 4. Keskmine hinnanguline® eluea pikkus soo, rahvuse ja piirangu olemasolu jargi,
2006

Figure 4. Average self-estimated”® life expectancy by sex, ethnic nationality and existence of
limitations, 2006
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Eesti terviseuuringus paluti vastajatel 6elda, millise vanuseni nad arvavad end elavat (joonis 4).
Erinevalt tegelikust suremusandmete pd&hjal arvutatavast keskmisest elueast, mis on mitte-
eestlastel lUhem kui eestlastel, nditavad inimeste endi antud hinnangud, et mitte-eestlased
eeldavad pikemat eluiga kui eesti rahvusest mehed ja naised. Seejuures ei mdjuta rahvuste-
vahelist erinevust kehvema terviseseisundi olemasolu. Mitte-eestlaste hinnangud on kdrgemad
nii piirangutega kui ka piiranguteta inimeste puhul. Naistel on eluea hinnangulise pikkuse
lahknevused rahvuseti vaiksemad kui meestel.

Terviseseisund

Rahvastiku terviseseisundit hinnatakse nii subjektiivsete kui ka objektiivsete mdddikute alusel.
Uks enim kasutatud subjektiivne naitaja on oma tervisele antav hinnang. Enesehinnanguline
tervis ei ole seotud (ihegi kindla meditsiinilise diagnoosiga, vaid hdlmab nii elu vaimset, flusilist
kui ka sotsiaalset aspekti. Tegemist on koondnaitajaga, mis hdlmab terviseseisundi eri aspekte.

Piirangud ja puue on halveneva terviseseisundiga kaasneda voéivad keskkondlikud, suhtumus-
likud ja korralduslikud takistused. Nende olemasolu vdib stivendada terviseprobleeme.

57 maailma riigi terviseuuringute tulemusi analtusides leiti, et heaolureziimide roll on puudega
inimeste vajaduste rahuldamisel ja nende sotsiaalse térjutuse vahendamisel vaga oluline
(Foubert jt 2014). Heaolu tagavatel meetmetel vdib olla ka vastupidine mdju, sildistades osa riigi
elanikest puudega inimesteks ja andes sellega neile diguse teatavatele teenustele ja toetustele.
Madalama staatusega isiku silt ja s6ltuvus sotsiaaltoetustest toob sageli kaasa negatiivse tervise-
hinnangu (Foubert jt 2014). Foubert jt leidsid, et Euroopa heaoluriikides kipuvad puudega
inimesed hindama oma terviseseisundit madalamalt kui need, kes elavad piirkondades, kus
heaolusiisteem on ndrk ja valja kujunemata ning abi saamine baseerub informaalsetel
vorgustikel, mitte ametlikul puude astme maaramisel, mis annab diguse vastavate teenuste ja
toetuste kasutamiseks. Seega ei mdjuta sotsiaalsiisteemi korraldus riigis mitte ainult rahvastiku
objektiivset, meditsiinilise mudeli alusel kasitletavat terviseseisundit, vaid ka puude olemasolu ja
tervisele antavate hinnangute vahelist seost.

Joonis 5. Halva ja viaga halva tervisega vihemalt 16-aastased terviseseisundi ja soo jargi,
2010-2013

Figure 5. Population aged 16+ with bad or very bad self-estimated health by sex and health
status, 2010-2013
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Allikas: ESU (Statistikaamet)
Source: Estonian Social Survey (Statistics Estonia)
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Enesehinnangulise tervise kohta kogutakse andmeid kusitlusuuringutega. Vastajatelt kisitakse,
kuidas nad oma tervist (ldiselt hindavad. Tavaparane on viiepalliskaala, mille kaks aarmust on
vaga hea ja vaga halb tervis. Selleks et suhestada subjektiivne arvamus objektiivse olukorraga,
on joonisel 5 kujutatud rahvastikuriihmad jaotatud ekspertide maaratud terviseseisundi (puue,
téovoimekaotus) voi inimese enda hinnangu (tegevuspiirang) alusel.

2013. aastal hindasid Euroopa sissetuleku ja elutingimuste uuringu (EU-SILC) kohaselt oma
tervist halvaks voi vaga halvaks 13% Eesti taiskasvanud meestest ja 17% naistest (joonis 5).
Ametliku puudega inimestest hindas oma tervist halvaks vdi vaga halvaks kaks kolmandikku
meestest ja naistest. Tegemist on kdige suurema tervisekaoga elanikerihmaga. Té6vbéimekaoga
tobealistest meestest ja naistest hindasid oma tervist halvaks vdi vaga halvaks veidi alla poole.
Terviseprobleemide ja haiguste tottu igapdevategevustes piiratud elanikest pidasid samuti ligi
pooled oma terviseseisundit halvaks voi vaga halvaks. Ametlikult registreeritutel ja enese-
hinnanguliste tegevuspiirangutega inimestel tervisele antud hinnangutes aastatel 2010-2013
muutusi ei toimunud.

Kusitlusuuringutest saadav objektiivne info rahvastiku terviseseisundi kohta baseerub kiisimustel,
kus keskendutakse konkreetsete haiguste olemasolule, nende kestusele ja terviseprobleemidest
tingitud tegevuspiirangutele.

Pikaajalisi haigusi on 40%-I vahemalt 16-aastatest meestest ja pea 50%-1 sama vanadest
naistest. Krooniliste haiguste esinemissagedus kasvab vanusega: tddealistest ehk
20-64-aastastest on pikaajalisi haigusi rohkem kui kolmandikul ja (le 65-aastastest neljal
viiendikul. Pikka aega kestvaid terviseprobleeme ja krooniliseks kujunenud haigusi on enam Kkui
90%-I puude, t6ovdimekao voi tegevuspiiranguga meestest ja naistest.

Pikka aega kestnud terviseprobleemid ja Uhiskonna vahene toetus nende kompenseerimisel ja
igapaevategevustega toimetulemisel toovad kaasa konkreetse keskkonnaga seotud tegevus-
piirangud. 2013. aastal olid veidi Ule neljandiku meeste ja kolmandiku naiste igapaevased
tegevused raskendatud (joonis 6). Té6voimekao ja puudega inimestel on piirangute esinemis-
sagedus suurem: 80% t66voimekaoga meestest ja naistest ning 90% puudega meestest ja
naistest ei saanud tervisest tingitud tegevuspiirangu tdttu oma igapaevategevusi teha nii, nagu
nad oleksid soovinud. Need néitajad ei ole viimase nelja aasta jooksul muutunud.

Joonis 6. Tervisest tingitud igapaevategevuste piirangutega vahemalt 16-aastased soo ja
terviseseisundi jargi, 2010-2013

Figure 6. Population aged 16+ with health-related limitations in everyday activities by sex and
health status, 2010-2013
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Allikas: ESU (Statistikaamet)
Source: Estonian Social Survey (Statistics Estonia)
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2006. aasta Eesti terviseuuringu andmestik véimaldab anallilisida objektiivset terviseseisundit
haiguste esinemissageduse ja kestuse ning elu jooksul pdetavate krooniliste haiguste arvu
alusel. Raskemaid terviseprobleeme, mida kunagi on diagnoosinud arst, mis esinesid ka
kusitlusele eelnenud 12 kuu jooksul ja mida selle aja jooksul raviti, ei olnud 60%-l neist, kes
hindasid igapaevategevustega toimetulekut tervisest tingitud probleemide t6ttu raskendatuks.
See tahendab, et oma terviseprobleeme pole peetud nii oluliseks, et pddrduda arsti poole.
Vahemalt Gks arsti diagnoositud ja kisitlusele eelnenud 12 kuu jooksul ravitud haigus oli 18%-I
tegevuspiiranguga inimestest ja vahemalt kaks ravitud terviseprobleemi veidi rohkem kui
viiendikul piiranguga taiskasvanutest.

Peale selle kisiti uuringus, mil maaral on inimesed rahul oma kehalise vGimekusega. See annab
informatsiooni subjektiivse terviseseisundi kohta. Oma flisilise vormi ja kehalise voimekusega
olid taiesti voi pigem rahul 46% tervisest tingitud piirangutega inimestest. Piiranguteta inimestest
olid oma fiiusise ja vdimekusega rahul 80%.

Tervisest tingitud tegevuspiirangud enesehoolduses ja majapidamistoodes

Terviseseisundi moédtmiseks kasutatakse kisitlusuuringutes peale hinnangute mitut objektiivse-
mat mdddikut. Piirangute raskusastme ja ulatuse maaramiseks on vaélja té6tatud rahvusvaheline
funktsioneerimisvdime, vaeguste ja tervise klassifikatsioon (RFK 2004), mille p6hjal omakorda on
arendatud mitmesuguseid kisitlustesse sobivaid kusimusteplokke. Allpool esitatud andmed
enese eest hoolitsemise ja majapidamistdddega toimetuleku kohta baseeruvad selle klassi-
fikatsiooni metoodikal. Mdlemad tegevused on aluseks iseseisvale hakkamasaamisele ja nende
analliis elanike terviseseisundiga annab Ulevaate sellest, kuivord pédratakse thiskonnas tahele-
panu tervisest tingitud tegevuspiirangute kompenseerimisele.

Terviseuuringu tulemuste kohaselt on enese eest hoolitsemisel ehk séomisel, voodisse heitmisel
vOi sealt tdusmisel, riietumisel, tualeti kasutamisel ja enda pesemisel terviseseisundist tingitud
piiranguid ligikaudu 5%-l taiskasvanutest. Piirangutega inimeste hulgas on nende osatahtsus
suurem kui kogurahvastikus: enese eest hoolitsemist nimetas raskeks ligikaudu 11% tegevus-
piiranguga inimestest, eestlastest veidi Ule 12% ja mitte-eestlastest iga kiimnes. Sellel osal
rahvastikust, kellel tegevuspiirangud puuduvad, ei ole ka raskusi enesehooldusega. Neist, kellele
enesehooldus raskusi valmistab, saavad abi ligi kaks kolmandikku. Kiimnest abisaajast Uheksa
peavad neile osutatud abi piisavaks. Abi ei saa, kuid vajab veidi Ule viiendiku igapaevategevusi
piiravate terviseprobleemidega inimestest. Selle rahvastikurihma jaoks ei ole nende vaegustest
pdhjustatud piirangud kompenseeritud.

Igapaevaste majapidamistdddega on raske toime tulla ligikaudu 6%-l rahvastikust vanuses
15-84. Sellised t66d on 2006. aasta Eesti terviseuuringu metoodika kohaselt toidu valmistamine,
telefoni kasutamine, poes kaimine, pesu pesemine (ka pesumasinaga), muud majapidamistodd ja
rahaasjade korraldamine. Loetelus on mitu tegevust, mis eeldavad Uhiskonnaelus osalemist ehk
valjas liikumist ja suhtlemist. Terviseuuringu metoodika mdddab kaudselt ka piirangutega
inimeste sotsiaalset toimetulekut. Tervisest tingitud méddukate ja oluliste piirangutega inimestest
valmistavad majapidamistddd raskusi 17%-le. Tegevuspiiranguteta elanike hulgas on neid alla
1%. Tegevuspiirangutega eestlastest 14% ja mitte-eestlastest 19% Utlesid, et nad ei tule loetletud
igapaevaste majapidamistéddega toime abi v&i abivahendeid kasutamata. Sooti tulevad tegevus-
piiranguga mehed majapidamistéddega lihtsamalt toime kui naised: igal kaheksandal piiranguga
mehel ja igal viiendal piiranguga naisel on majapidamistédde tegemine raskendatud. Neist 86%
abistatakse loetletud tegevuste juures pidevalt vdi aeg-ajalt. Juhul kui abi juba saadakse, on see
ka piisav. Neist, keda majapidamistédde juures ei abistata, kuid kellele need valmistavad raskusi,
vajaksid abi voi abivahendeid ligikaudu 43%.

Nii enesehoolduse kui ka majapidamistodde puhul on raskuste korral abi saanutest abi
piisavusega rahul Uheksa kimnest. Abi kvaliteeti ja sisu saaks veelgi parandada, toetades
tegevuspiiranguga inimeste iseseisvat toimetulekut spetsiaalselt neile méeldud abivahendite,
keskkonna kohandamise ja valjadppinud abistajate kaudu. Praegu kajastavad andmed abi
saanud inimeste rahulolu kohta pigem seda, et parem midagi kui Gldse mitte midagi. Tervise-
probleemid ja nendega seotud funktsionaalne toimetulek hakkab esmalt mdjutama igapaevaste
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majapidamistdddega tegelemist ning halva terviseseisundi stvenemisel enesehooldust.
Terviseuuringu tulemused naitavad, et juhul kui terviseseisund raskendab juba niisuguseid po&hi-
tegevusi nagu tualeti kasutamine, riidesse panemine, s66mine jne, on abi olemasolu sagedasem
kui majapidamist6éddega kaasnevate raskuste korral.

Vaimne tervis

Tervisest tingitud piirangutega inimestel esineb sagedamini depressiooni ja arevushaireid kui
teistel (Horner-Johnson jt 2013) ning puue vahendab subjektiivset heaolu ja suurendab psiihho-
loogilist stressi. Viimast mojutavad eelkdige muutuvad sotsiaalsed vdimalused ning tasakaalu
kadumine keha, meele, sotsiaalsete suhete ja keskkonna vahel (Emerson jt 2014; Albrecht ja
Devlieger 1999).

Kéesolevas osas on antud Ulevaade rahvastiku vaimsest tervisest emotsionaalse distressi
mdddiku abil. Emotsionaalseks distressiks nimetatakse seisundit, mida iseloomustavad korraga
mitu inimest hairivat negatiivset emotsiooni, eriti pinge, arevus ja meeleolu langus, millele sageli
lisanduvad unehaired (Matsi ja Oja 2009). 2006. aasta terviseuuringu kohaselt oli olulise
depressioonimaaraga naiste osatdhtsus 15-84-aastaste seas 8% ja meestel alla 5%.
Analulsides rahvastiku distressi maara terviseseisundi® alusel, on pilt kogurahvastiku naitajatest
erinev. Tegevuspiiranguta meestel ja naistel jai emotsionaalse distressi esinemissagedus alla 5%
(joonis 7). Neil meestel ja naistel, kellel oli uuringule eelnenud 12 kuu jooksul olnud moni
tervisehaire, kuid kelle igapaevategevusi see oluliselt ei piiranud, esines distressi sama palju kui
tegevuspiiranguta elanikel. Raskemate tervisehairetega inimeste igapdevategevusi piiravad
nende pikaajalised terviseprobleemid olulisel maaral ja nende funktsionaalne toimetulek on
raske. Sellesse rihma kuulujatest kinnitas hairivate negatiivsete emotsioonide ja unehéirete
olemasolu iga kimnes mees ja iga seitsmes naine. Toimetulekupiirangutega inimestel on
distressi kdige sagedamini — ligikaudu viiendikul meestest ja pisut rohkem kui neljandikul naistest.

Pingeid, arevust, meeleolu langust ja unehaireid esineb igas terviseseisundi riilhmas naistel
sagedamini kui meestel.

Joonis 7. Olulise emotsionaalse distressimaidraga elanike osatahtsus soo ja
terviseseisundi jargi, 2006

Figure 7. Share of population with a significant rate of emotional distress by sex and health status,
2006
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Allikas: Eesti terviseuuring 2006 (Tervise Arengu Instituut)
Source: 2006 Estonian Health Interview Survey (National Institute for Health Development)

@ 2006. aasta terviseuuringu andmete pohjal koostatud terviseseisundi indeks jaotab rahvastiku neljaks. Terved on need,
kellel pole kunagi olnud pikaajalist haigust vdi uuringule eelnenud 12 kuu jooksul vigastusi véi mirgistusi, millest
taastumine oleks kestnud vahemalt 4 nédalat. Tervisehairega olid need, kel oli vimasel 12 kuul esinenud méni tervisehaire,
kuid mis ei piiranud oluliselt igap@evategevusi. Raske tervisehairega inimestel oli méni pikaajaline terviseprobleem, mis
piiras oluliselt igapaevategevusi. Toimetulekupiirangutega inimesed vajavad terviseprobleemide t6ttu igapaevategevustes
abi pidevalt voi aeg-ajalt. (Matsi ja Oja 2009)
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Arstiabi kattesaadavus

URO puudega inimeste 6iguste konventsiooni (Convention ... 2008) terviseartikli jargi on
puudega inimestel 6igus kdrgeimale saavutatavale tervisestandardile, ilma et neisse nende
puude tottu kuidagi teistmoodi suhtutaks. Muu hulgas tahendab see, et nad peavad saama tasuta
voi taskukohase hinnaga tervishoiuteenuseid samas ulatuses nagu koik teised.

Terviseseisundi sailitamisel ja terviseprobleemide arahoidmisel on oluline arstiabi kasutamine ja
kattesaadavus. Takistusteta kattesaadav arstiabi on eriti vajalik juhul, kui inimese tervise-
seisundis toimuvad muutused toovad kaasa tegevuspiiranguid. Sellisel juhul on tervishoiu- ja
sotsiaalslisteemi eri osade llesanne vahendada piirangute ulatust ning leida koos patsiendiga
vbimalikud abivahendid piirangute osaliseks voi taielikuks kompenseerimiseks, hoida ara
vaeguse suvenemist ning likata edasi jargmiste, juba olemasolevast vaegusest tingitud haiguste
teket.

Erinevalt puudega inimeste diguste konventsioonis satestatust nditavad uuringud, et puudega
inimesed kasutavad vahem tervishoiuteenuseid kui need, kelle terviseseisund igapaevategevusi
ei piira (Drum jt 2005; Emerson jt 2009).

Eesti tervishoiuslsteemis on esmatasandi arstiabi andmine perearsti padevuses ja perearsti
Ulesanne on olla nn varavavahi rollis. See tahendab, et enamiku eriarstide juurde paaseb
perearstilt saadud saatekirjaga. Seega on eriti oluline, et perearsti juurde paaseks takistusteta.
Aastatel 2010-2013 oli perearsti juurde paasemisel tdrkeid kuni 3%-I Eesti taiskasvanutest.
Eriarstiabi ja hambaravi mittesaanute osatahtsus kogurahvastikus on viimastel aastatel olnud
8-9%. Kui vorrelda elanikke terviseseisundi alusel, on pilt arstiabi kattesaadavusest teistsugune.

Esmatasandi arstiabi (mida siin peatiikis kasitletakse ainult perearstiabina) teenuste kasutamisel
esineb rohkem tdrkeid neis rahvastikurihmades, kes vajavad arstiabi sagedamini. Aastatel
2010—2013 oli perearstiabi saamisel térkeid 4%-I nii puude kui ka td6vdimekaoga inimestest.

Eriarstiabi, eriti hambaravi kattesaadavus valmistab halvema terviseseisundiga inimestele
rohkem probleeme kui perearstiabi kattesaadavus. Rohkem kui 10%-I puude, t66véimetuse voi
tervisest tingitud tegevuspiiranguga inimesel on esinenud térkeid eriarsti juurde paasemisel. Veel
sagedamini on takistusi olnud hambaarstiteenuste kasutamisel (joonis 8). Viimasel juhul on
kattesaamatuses oluline roll teenuste maksumusel, sest hambaravi eest tuleb taiskasvanud
elanikel ise tasuda. Et puude, tegevuspiirangu voi tédvGimekaoga elanike sissetulekud on
Uldjuhul vaiksemad kui teistel, takistab hambaravi saamist peamiselt inimeste majanduslik
olukord.

Joonis 8. Hambaarstiabist ilma jaanud vahemalt 16-aastased terviseseisundi jargi,
2010-2013

Figure 8. Population aged 16+ who did not have access to dental care by health status,
2010-2013
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Allikas: ESU (Statistikaamet)
Source: Estonian Social Survey (Statistics Estonia)
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Tervisekaitumine

Tervis on kumulativne nahtus, mistdttu inimese elustil ja kaitumine mdjutavad tervise-
probleemide kujunemist ja elukvaliteeti olulisel maaral. Elustiili anallusides keskendutakse
enamasti negatiivsetele aspektidele, s.t tervist mittetoetavale kaitumisele, nagu suitsetamine,
alkoholitarbimine, vahene kehaline aktiivsus jne.

Puude olemasolu ei valista head tervisehinnangut, kuid uuringud naitavad, et elustiiliga seotud
tervisekahjulikku kaitumist esineb nende hulgas sagedamini (Horner-Johnson jt 2013; Emerson jt
2014, Albrecht ja Devlieger 1999).

2006. aasta terviseuuringu kohaselt on suitsetajate osatahtsus nii piirangutega kui ka piiranguteta
inimestel samas suurusjargus: elu jooksul on suitsetanud ligikaudu 45% mdolemast rahvastiku-
rihmast. Uuringule eelnenud nelja nadala jooksul oli suitsetanud peaaegu 25% tervisest tingitud
piirangutega inimestest ja 30% piiranguteta taiskasvanutest. Tegevuspiiranguga eestlastest
suitsetas 23% ja mitte-eestlastest 25%. Ule 90% suitsetajatest olid igapéevasuitsetajad. 45%
suitsetamisest loobunud piirangutega ja 20% piiranguteta inimestest nimetasid péhjusena oma
terviseprobleeme.

Alkoholi oli uuringule eelnenud 12 kuu jooksul tarbinud 25% piirangutega ja 39% piiranguteta
elanikest. Piirangutega eestlaste seas oli alkoholi tarbinute osatéhtsus suurem kui mitte-eestlaste
seas — vastavalt 28% ja 21%. Alkoholitarbimist oli pulidnud vahendada iga kiimnes inimene.

Flusilise aktiivsuse ja toitumise analliiisimisel vdetakse sageli aluseks teave inimese kehakaalu
kohta. Uks vahese kehalise aktiivsuse ja ebatervisliku tasakaalustamata toitumise tagajargi on
Uleméaérane kehakaal. Ulekaal on nii siidame ja veresoonkonna haiguste kui ka diabeedi
riskitegur. Tegemist ei ole fataalsete haigustega, vaid pigem krooniliste ja pikaajaliste tervise-
probleemidega, mis hakkavad méjutama igapaevategevustega toimetulekut. Kehakaalu jalgitakse
kehamassiindeksiga®, mis on kehakaalu ja pikkuse suhe. Kui indeksi vaartus on vahemalt 25,
on inimene Ulekaaluline, sealhulgas rasvunuks loetakse need, kelle kehamassiindeks on
vahemalt 30. Vahemikku 25,0-29,9 jaab kehamassiindeksi vaartus normaalkaalus tais-
kasvanutel. 2006. aasta Eesti terviseuuringu andmetel olid 3% 15—84-aastastest alakaalulised,
48% normaalkaalus ja 49% Ulekaalulised, sealhulgas 18% rasvunud. Piirangutega ja piiranguteta
rahvastikurihmade vordlus annab teistsuguse pildi: igapaevategevusi piiravate tervise-
probleemidega taiskasvanutest on Ulekaalulised 62% ja piiranguteta taiskasvanutest 42%.
Normaalkaalus inimesi on neis rihmades vastavalt 36% ja 54%. Erinevused eestlaste ja mitte-
eestlaste vahel on kdige enam paari protsendipunkti suurused. See tahendab, et llekaaluliste
tervisest tingitud piirangutega inimeste osatahtsus taiskasvanud mitte-eestlaste hulgas on veidi
suurem. Tegevuspiiranguga inimestel on kehakaal jargmiste terviseprobleemide tekke voi
olemasolevate siivenemise oluline riskitegur.

Terviseuuringu tulemused rahvastiku tervisekaitumise kohta ei haaku rahvusvaheliste uuringute
jareldustega taies ulatuses, sest elustiiliga seotud riskikaitumine ei ole kdigis aspektides
piirangutega rahvastiku hulgas enam levinud kui piiranguteta rahvastikul. Alkoholitarbimist ja
Ulekaalu esineb sagedamini piirangutega inimestel, kuid suitsetavad rohkem piiranguteta
inimesed.

Uhiskonnaelus osalemine ja rahulolu

Terviseprobleemidega kaasneb tavapéraselt inimese sotsiaalse aktiivsuse védhenemine, kui Uhis-
konnas ei ole kattesaadavad kompensatsioonimehhanismid (Gannon ja Nolan 2007b; Krahn jt
2006). Seejuures on lhiskonda (tagasi)ldimumist toetavad meetmed olnud olulised just neile
elanikerthmadele, kelle igapaevategevused on puude téttu méningal maaral voi oluliselt piiratud.

Terviseuuringust selgus, et valjas kaimist ja ringilikumist on pidanud vahendama ligikaudu
neljandik tegevuspiiranguga inimestest ja 4% oli oma tervise t6ttu véljas kaimisest taiesti
loobunud. Tegevuspiiranguteta inimestest piiras suhtlemist ja valjaskaimist tervisest tingitud
probleemide tttu ligi 3%. Need halvema terviseseisundiga inimesed, kes ringiliikumist ei piiranud
vOi tegid seda vaid osaliselt, kasutasid valjas kadimisel uldjuhul abi, kuid Ule kolmandiku neist
leidsid, et vajaksid veel rohkem abi.

@ Kehamassiindeks leitakse kehakaalu (kg) jagamisel pikkuse (m) ruuduga.
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Mitmed autorid on jdudnud jareldusele, et halvenev terviseseisund ja krooniliste tervise-
probleemide olemasolu ei ole iksliheselt seotud vaiksema rahuloluga (Putnam jt 2003; Albrecht
ja Devlieger 1999; Allison jt 1997). Inimesed kohanevad olukorraga ja hindavad eluga rahul
olemise aspektid Umber uutest (tervise)tingimustest lahtuvalt. 2006. aasta Eesti terviseuuringu
andmed ei naita, et terviseseisundi halvenemisega kaasneks suur langus rahuloluhinnangutes.

Joonis 9. Eluga rahul olevate inimeste osatéhtsus terviseseisundi® ja soo jargi, 2006
Figure 9. Share of population who are satisfied with their life by sex and health status®, 2006
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@ Terviseseisundi indeksi alusel tehtud rahvastikujaotust on selgitatud Ik-I 166 olevas joonealuses méarkuses.
@ The distribution of the population based on the health status index is explained in the footnote on page 177.

Allikas: Eesti terviseuuring 2006 (Tervise Arengu Instituut)
Source: 2006 Estonian Health Interview Survey (National Institute for Health Development)

Piiranguta meestest ja naistest olid oma eluga rahul 95% (joonis 9). Rahulolu ei vahenenud
piirangute esinemissagedust arvestades nii markimisvaarselt, kui vbinuks oodata. Raske
tervisehairega elanikest, kelle tegevusi piirasid terviseprobleemid olulisel maaral, oli eluga rahul-
olematute osatahtsus 9 protsendipunkti suurem kui tegevuspiiranguta elanikel. Kdige halvema
terviseseisundiga inimeste, toimetulekupiiranguga meeste seas oli rahulolevaid 20 ja naiste seas
18 protsendipunkti vdhem kui samast soost tervete inimeste hulgas. See vdib viidata asjaolule, et
inimesed kohanduvad oma terviseseisundiga ja iga jargmine terviseseisundi etapp toob kaasa
muutused indiviidi ootustes.

Kokkuvétvalt voib delda, et rahvastiku tervise valdkonnas on hakatud puuet nagu ka sotsiaalset
térjutust kasitlema Uhena paljudest riskialuse rahvastikuriihma terviseseisundi halvenemist
pdhjustava tegurina (Krahn ja Campbell 2011). Puudega inimeste tervise ebavérdsuse tagamaid
on keeruline selgitada, sest suund, kuidas kehvemaks jaav terviseseisund ja puude olemasolu
omavahel seotud on, varieerub: terviseprobleemid vdivad kaasa tuua piirangute tekke véi juba
olemasolevad piirangud halvendada terviseseisundit ning tuua kaasa jargmisi terviseprobleeme
(Horner-Johnson jt 2013). Terviseseisund ja Uhiskonnaelus osalemine on niisuguste analilside
puhul véljundnaitajad ning puuet kasitletakse mitte staatilise, vaid ajas muutuva nahtusena.

Poliitikameetmed peaksid [dhtuma puudega inimeste heterogeensusest, vottes arvesse
piirangute tekke pdhjusi, kestust ja m&ju nii objektiivsele kui ka subjektiivsele terviseseisundile.
Terviseseisundi erinevusi on anallUsitud kogu elanikkonnas, kuid eraldi ei ole vaatluse alla
vbetud tervisepiiranguga inimeste rihma sisemist heterogeensust. Peale puude tudbi,
tekkepdhjuste ja kestuse on samavdrra olulised rahvastikurihma sotsiaal-demograafilised
tunnused. Selliste analliiside puhul on vajalik vérdlusandmete olemasolu, et puudega inimeste
heterogeensust oleks vdimalik kdrvutada tervisepiiranguteta inimeste omaga. Vérdlusanaliius
toob esile teatavasse riithma kuulumise selektiivsed mehhanismid. Seetbttu on oluline kasitleda
puudega inimesi juba olemasolevate rahvastikuesinduslike uuringute tulemuste pdhjal ja
suurendada valimit selles rahvastikuriihmas, et neid saaks vdrrelda ulejadanud rahvastikuga.
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9. THE HEALTH STATUS OF PERSONS WITH ACTIVITY
LIMITATIONS

Kati Karelson
National Institute for Health Development

The Preamble to the Constitution of the World Health Organization (WHQ) defines health as
“a state of complete physical, mental and social well-being”. Thus, health is not merely the
absence of disease. On the contrary, the definition avoids the use of a medical diagnosis
to describe health status and emphasises the broader meaning of individual well-being.
The concept of health agreed by WHO Member States covers five important aspects of health
status: physical and mental health, social functions, performance of roles, and general well-being.

Bickenbach (2013) finds that disability and health are a pair of contradictory concepts, because of
disagreement as to the extent to which disability is a health issue. Nagi’'s model distinguishes
disability from functional limitations (Verbrugge and Jette 1994). Disability is the expression of
functional limitations in the environment where the individual lives. Functional limitations are not
determined by environmental conditions, but rather by the existence of disabilities (Anner et al.
2012). In the medical model, disability is seen as an unhealthy state, as a deviation from physical
and mental norms (Nazli 2012).

Self-perceived health status is socially constructed in interaction between the individual and
the society, and it may differ from the health status according to the medical model of health
(Gannon and Nolan 2007a; Drum et al. 2008). The WHO definition, which dates back to the first
half of the 20th century, suggests that health depends on the state of social well-being. Since the
1970s, a few decades after the adoption of the WHO definition, researchers began to pay
attention to the social aspects of health, which led to the emergence of the social model of health
as a replacement for the dominant medical model (Bickenbach 2013). The social model defines
disability as the partial or complete lack of opportunities which through physical or social
barriers restricts participation in everyday community life. Disability is a social construct created
by social powers through negation, marginalisation and discrimination (Krahn et al. 2006; Putnam
et al. 2003). A direct effect of health-based discrimination is poorer access to health services;
the indirect effects include social exclusion, limited social mobility and increased psychological
stress. Because of the exclusion arising from discriminatory systems and practices, persons with
disabilities are more likely to live in circumstances associated with poor health, such as unem-
ployment, a low income, declining social status or poor living conditions (Emerson et al. 2009).

The meaning of disability as well as health is a product of the social environment, representing
the value attributed to it in that environment. The OECD report on quality of life (How'’s ... 2011)
notes that people value both the length of life and the time lived without significant health-related
limitations. The value attributed to a long life and health depends on the level of social
development. Besides a general value, health status carries an instrumental meaning. Good
health is a prerequisite for taking the opportunities offered by the education system, for being
active on the labour market and for participating in social networks (Emerson et al. 2009).

Along with the growing share of disabled people in different countries, there has been a greater
focus on increasing their social inclusion, especially by improving their employment rates
(Gannon and Nolan 2007a). The social engagement of persons with health-related activity
limitations depends on the severity and duration of the limitations: some limitations are
congenital, others develop over the years and are permanent, while some limitations emerge and
then disappear over time (Gannon and Nolan 2007b; Jenkins and Rigg 2004). The great variation
in the duration and causes of health problems means that there is inequality not just between
people with and without limitations, but also within the population with limitations.

In general, all people experience health-related activity limitations over the course of their lives.
The report by WHO and the World Bank published in 2011 (World ... 2011) reveals that health-
related limitations occur in approximately one billion people, which corresponds to 15% of the
world population. The share of people with activity limitations in Europe is similar to the global
indicator, and 40% of them have a mobility impairment of some kind (Iséild 2012). The devel-
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opment of a disability depends on the existence and availability of individual and environmental
resources: access to services and aids, and the socio-demographic background of the individual
(Anner et al. 2012). The availability of social support postpones the deterioration of poor health
once the health conditions have already occurred (Foubert et al. 2014). Thus, the connection
between disability and individual health status is conditional and depends on the wider socio-
political context (Foubert et al. 2014; Krahn et al. 2006).

In the health care context, it is emphasised that the occurrence of disabilities does not mean the
failure of public health measures, and that activity limitations are a natural part of human life
(Krahn and Campbell 2011). Just as the health status of people without disabilities is dynamic,
the health of disabled people also changes over time. Therefore, instead of treating disability and
health as opposite phenomena, it is increasingly more common to believe that individuals are
constantly moving between two states — their health in some period is better than in another
period of their life (Drum et al. 2005).

The life expectancy of persons with disabilities grows, similarly to the rest of the population. It is
increasingly more important to support their social integration and engagement through various
policies. In Europe, measures and policies targeting disabled people were first introduced in the
1970s (Priestley 2007). Health-related activity limitations are not seen as an individual factor but
as the result of the interaction between the health condition and discriminatory socio-cultural
practices (Emerson et al. 2014, Krahn et al. 2006). The development of activity limitations due to
changes in health status has various effects on the at-risk group: increased psychological stress,
lower subjective well-being, reduced income, lower satisfaction with social life and leisure
opportunities, withdrawal from social life and higher unemployment (Emerson et al. 2014).
Therefore, the public health policies in developed countries aim to support human rights and full
social participation, to ensure equal opportunities and to remove any barriers to inclusion.

This chapter analyses the health of the population in Estonia based on both objective and
subjective indicators. First, macro-level social indicators are outlined: life expectancy and
disability-free life expectancy. The prevalence of health problems and limitations, mental health,
unhealthy behaviour and access to medical care are analysed by comparing two population
groups: persons with health-related activity limitations and persons without such limitations.
The population with activity limitations is, in turn, divided into groups according to the level of
limitations. The overview of subjective health status is based on self-evaluations given in social
surveys, of which self-estimated health status is discussed here. The chapter ends with
an overview of the connections between health and satisfaction. The analysis is based on the
European Survey on Income and Living Conditions (EU-SILC) conducted annually by Statistics
Estonia since 2004, and the 2006 Estonian Health Interview Survey conducted by the National
Institute for Health Development (the questionnaire of this survey included questions used in the
European Health Interview Survey (EHIS)). The next Estonian Health Interview Survey was
conducted in 2014.

Average life expectancy

Average life expectancy shows the number of years that a person of a particular age can expect
to live, provided that mortality does not change in each following age group, i.e. it remains the
same as in the reference year. Here, life expectancy at birth (age 0) is discussed — it refers to
the average number of years that the persons in a given birth cohort can expect to live.

Higher life expectancy and the related population ageing have caused scientists to wonder
whether the extra years of life are lived to the fullest or in deteriorating health caused by chronic
illnesses and health problems. In recent decades, new indicators have been developed and
implemented to describe the connections between increased life expectancy and health status.
One of these indicators is disability-free life expectancy (also known as healthy life years).
Average life expectancy is divided in two: disability-free years (in this chapter, used
synonymously with years lived without activity limitations) and years lived with limitations. Chronic
illnesses and other health problems may cause health-related activity limitations which do not
allow people to continue living as they used to. Additionally, activity limitations may be caused by
barriers that cannot be overcome in the given environment (lack of outside assistance, aids,
services or other type of support). The division of life expectancy into periods with and without
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limitations adds a qualitative dimension to an otherwise quantitative indicator — in other words,
it reflects the health status at a certain time in life as well as the expected duration of this health
status.

The indicators of disability-free life expectancy and years lived with activity limitations are based
on the questions of the Minimum European Health Module (MEHM) of the European Survey on
Income and Living Conditions. Since 2008, these questions are harmonised across all European
Union (EU) Member States in order to ensure the comparability of data.

In Estonia, males born in 2008 will spend approximately 77% of their life without health problems
that limit everyday activities and almost 8% of their life with severe limitations in everyday
activities, caused by a long-term illness or health problem (Figure 1, p. 160). In the case of males,
the share of the period lived with severe activity limitations did not change in 2008-2012 but there
was a slight decrease in the share of disability-free life expectancy (i.e. the years lived without
activity limitations) in total life expectancy. The increasingly longer period lived with limitations is
due to the increased share of years lived with moderate limitations. In the EU on average, males
can expect to live 80% of their lives free of limitations. Meanwhile, EU males born in 2011 will
live, on average, six years longer than males in Estonia and will spend a fifth of their entire life
with health-related activity limitations. The shorter life expectancy of males in Estonia is
accompanied by a proportionally longer period lived with limitations. They spend a quarter of their
life with limitations in everyday activities due to health problems.

The life expectancy of females in Estonia is three years shorter than the EU average (Figure 2,
p. 161). They spend approximately 28% of their life with activity limitations caused by health
problems and chronic illnesses, and 8% of their life with severe limitations. In the EU as a whole,
the share of years that women live with severe limitations is also around 8%, but disability-free
life expectancy is proportionally longer — in Europe, the total number of years lived with limitations
constitutes less than a quarter of total life expectancy.

In 2011, the difference between average male and female life expectancies in Estonia was
almost ten years, with males having a shorter life expectancy. The differences in disability-free
life expectancy and years lived with activity limitations were smaller. Compared to men, women
live four more years disability-free. On the other hand, women also live more years — six in total —
with limitations in everyday activities caused by health problems and chronic illness. Thus,
women live 40% of the ten additional years disability-free and 60% of this period with health-
related limitations.

In Estonia, men live a quarter of their life and women live an even bigger share of their life with
a health status that complicates coping with everyday activities. That is when deteriorating health
increases the risk of developing impairments and when the level of social engagement and
patrticipation starts to decrease.

There is a considerable share of non-Estonians living in Estonia, and their health differs
significantly from the health of the native population (Sakkeus and Karelson 2012; Baburin et al.
2011). In 2008-2012, the average life expectancy grew for Estonian males and females; in the
case of non-Estonians, the average life expectancy both increased and decreased during that
period. Estonian males can expect to live about four years longer than non-Estonian males, and
Estonian females can expect to live two years longer than non-Estonian females. Disability-free
life expectancy makes up about 75% of the life expectancy of both Estonian and non-Estonian
males. The corresponding share is a little over 70% for Estonian females and below 70% for
non-Estonian females (Figure 3, p. 162).

Men have a shorter life expectancy than women, but the share of disability-free life expectancy is
bigger for men. The data for 2008—2012 indicate that, in Estonia, the share of disability-free years
in total life expectancy has decreased for both males and females. This share has only increased
for non-Estonian females — in that group, disability-free life expectancy constitutes the smallest
share in total life expectancy. The life expectancy of Estonians is on the rise, but their disability-
free life expectancy is decreasing. The life expectancy of non-Estonians showed both upward
and downward trends in 2008-2012, but their disability-free life expectancy mostly decreased in
that period. Therefore, the people in Estonia live longer, but the increase in disability-free life
expectancy is slower than the increase in total life expectancy.
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The respondents of the Estonian Health Interview Survey were asked to specify the age up to
which they hoped to live (Figure 4, p. 162). The life expectancy calculated on the basis of
mortality statistics is shorter for non-Estonians (compared to Estonians), while the self-
estimations indicate that non-Estonians believe that they will live longer, compared to the
estimations given by Estonian men and women. Here, the difference between the ethnic groups
is not affected by the fact of having poorer health. The estimations of non-Estonians are
higher both among persons with and without limitations. The differences in self-estimated life
expectancy are smaller among women than among men.

Health status

The health status of the population is assessed using both subjective and objective indicators.
A commonly used subjective indicator is self-estimated health status. Self-estimation is not linked
to any specific medical diagnosis; instead, it encompasses the mental, physical and social
aspects of life on a more aggregated level than a medical diagnosis would do. Thus, it is
an aggregate indicator that reflects various aspects of health.

Limitations and disabilities are environmental, attitudinal and organisational barriers that may
accompany a deteriorating health condition. Their presence may aggravate existing health problems.

Analysis of the results of health surveys conducted in 57 countries worldwide revealed that the
role of welfare regimes is crucial for meeting the needs of disabled people and reducing their
social exclusion (Foubert et al. 2014). The measures taken to ensure well-being may have the
opposite effect — some citizens are labelled as disabled, thereby giving them the right to certain
services and allowances. Being labelled as a person with a low status and the dependence
on social support often lead to a negative self-assessment of health (Foubert et al. 2014).
Foubert et al. found that disabled people in European welfare states tend to have poorer self-
estimated health than those who live in regions with a weak or undeveloped welfare system
where the provision of assistance is based on informal networks (instead of the official
assessment of the degree of disability that would entitle people to specific services and
allowances). Thus, the particular welfare system in a country influences not only the objective
health status of the population based on the medical model, but also the extent to which the
existence of disabilities affects self-estimated health status.

Information about self-estimated health is collected with interview surveys. The respondents are
asked to assess their health status in general. A five-point scale is commonly used, ranging from
“very good” to “very bad”. In order to link the subjective assessments with the objective indicators,
the population groups shown in Figure 5 (p. 163) have been divided according to the health
status determined by experts (existence of disabilities or a loss of capacity for work) or self-
perceived health status (existence of activity limitations).

In 2013, according to EU-SILC, 13% of adult males and 17% of adult females in Estonia
considered their health to be bad or very bad (Figure 5, p. 163). Among persons with registered
disabilities, two thirds of males and females considered their health to be bad or very bad. This is
the population group with the greatest health loss. Among working-age males and females with
a registered loss of capacity for work, slightly less than a half estimated their health to be bad or
very bad. Approximately a half of the persons with limitations in everyday activities due to health
problems considered their health to be bad or very bad. In 2010-2013, there were no changes in
the self-estimated health status of persons with registered or self-perceived health problems.

Interview surveys also provide objective information about the health status of the population,
based on questions that focus on the existence of particular illnesses, their duration, and health-
related activity limitations.

Long-term illnesses are present in 40% of males aged 16 and older and in almost 50% of females
of that age. The prevalence of chronic illnesses increases with age: long-term illnesses occur in
more than a third of the working-age population (20-64-year-olds) and in four fifths of the
population aged 65 and older. Long-term health problems and chronic illnesses occur in more
than 90% of males and females with disabilities, a loss of capacity for work or activity limitations.

Long-term health problems and limited social support (fo compensate for limitations and help to
cope with everyday activities) lead to activity limitations related to a particular environment.
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In 2013, slightly more than a fourth of men and a third of women had difficulties with everyday
activities (Figure 6, p. 164). The prevalence of limitations is greater among persons with a loss of
capacity for work or with disabilities: 80% of males and females with a reduced capacity for work
and 90% of males and females with disabilities had difficulties in everyday activities due to
health-related activity limitations. These proportions have not changed over the last four years.

The data of the 2006 Estonian Health Interview Survey allow us to analyse the objective health
status based on the occurrence and duration of illnesses and the number of chronic illnesses in
a person’s lifetime. 60% of those who claimed to have difficulties with everyday activities due to
health problems did not have such severe health problems that had once been medically
diagnosed and that had occurred and been treated within the 12 months preceding the survey.
This means that people did not consider their health problems important enough to see a doctor
and receive treatment. 18% of persons with activity limitations had at least one illness that had
been diagnosed by a doctor and had been treated within the preceding 12 months. A fifth of
adults with limitations had two or more such health issues.

In addition, respondents were also asked to assess their satisfaction with their physical abilities.
This provides information about subjective health status. Among persons with health-related
limitations in everyday activities, 46% were satisfied or mostly satisfied with their physical condition
and abilities. The corresponding share among persons without activity limitations was 80%.

Health-related activity limitations in self-care and housework

Interview surveys use several more objective indicators to measure health status. The severity
and extent of limitations is determined on the basis of the International Classification of
Functioning, Disability and Health (ICF) (RFK 2004), which has been the basis for various
instruments developed for interview surveys. The following data on the ability to manage self-care
and housework are based on the methodology of the ICF classification. Both activities are
essential for independent coping. Analysis of these activities combined with health status
provides an overview of how much the society pays attention to the compensation of health-
related activity limitations.

According to the Estonian Health Interview Survey, about 5% of adults have health-related
limitations in self-care — that is, they have difficulties with activities such as eating, getting in and
out of bed, dressing and undressing, toilet hygiene and bathing. This share is greater among
persons with limitations: problems with self-care were cited by approximately 11% of persons with
activity limitations (slightly over 12% of Estonians and about 10% of non-Estonians). Persons
without health-related activity limitations have no difficulties with self-care. Approximately two
thirds of those who have difficulties with self-care receive help. Nine out of ten persons who
receive assistance consider the assistance sufficient. A little over a fifth of persons with health-
related limitations need assistance but do not get it — this is a group that does not receive
compensation for limitations caused by disabilities.

Approximately 6% of 15—-84-year-olds find it difficult to cope with housework that requires daily
attention. According to the methodology of the 2006 Estonian Health Interview Survey,
housework includes preparing food, using the telephone, going shopping, doing laundry (incl.
using a washing machine), doing various other housework and managing financial matters.
This list includes several activities that require social participation, i.e. going out and
communicating. Hence, the survey methodology indirectly measures the social coping of persons
with limitations as well. Among persons with moderate and severe health-related limitations,
doing housework is difficult for 17%. The corresponding share among persons without activity
limitations was less than 1%. 14% of Estonians and 19% of non-Estonians with activity limitations
said that they are unable to cope with daily housework without assistance or aids. When viewed
by sex, it appears that men with activity limitations cope with housework more easily than women:
doing housework is difficult for every eighth man and every fifth woman with activity limitations.
86% of them receive constant or occasional assistance with housework. Those who receive
assistance consider it sufficient. Approximately 43% of those who do not receive assistance and
struggle with housework could use assistance or aids.

In the case of self-care and housework, nine out of ten persons who have received assistance
have found it sufficient. The quality and extent of assistance could be improved by supporting the
independent coping of persons with activity limitations through the provision of specially designed
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aids, adjustments in the environment, and trained assistants. The current satisfaction statistics
mostly show that people are happy to receive any help (as opposed to none at all). Health
problems and the related changes in functional coping first affect the ability to do housework;
when the health condition deteriorates, there will be difficulties with taking care of oneself.
The Estonian Health Interview Survey indicates that persons whose health condition already
hinders such basic activities as using the toilet, dressing or eating, are more likely to have
assistance than persons struggling with housework.

Mental health

Persons with health-related limitations are more likely to suffer from depression and anxiety
disorders than the rest of the population (Horner-Johnson et al. 2013). The existence of
disabilities reduces subjective well-being and increases psychological stress. The latter is prima-
rily related to changing social opportunities and the loss of balance between the body, mind,
social relations and the environment (Emerson et al. 2014; Albrecht and Devlieger 1999).

This section provides an overview of the mental health of the population based on the indicator of
emotional distress. Emotional distress is a condition characterised by several simultaneous
negative emotions, especially tension, anxiety and depression, frequently accompanied by
sleeping disorders (Matsi and Oja 2009). Pursuant to the 2006 Estonian Health Interview Survey,
8% of 15-84-year-old women and less than 5% of 15-84-year-old men had a significant distress
rate. The analysis of distress rate by health status® presents a different picture. Among men and
women without activity limitations, the prevalence of emotional distress remained below 5% (Figure
7, p. 166). The distress rate for men and women, who had had health problems within the preceding
12 months but whose everyday activities had not been significantly limited, was similar to the
distress rate of the population without activity limitations. In the case of persons with severe health
problems, their everyday activities are severely limited and they have difficulties with functional
coping. Every tenth man and every seventh woman in this group cited the occurrence of negative
emotions and problems with sleeping. Distress is the most common among persons with coping
difficulties: approximately a fifth of the men and more than a fourth of the women in this group.

Tension, anxiety, depression and sleep disorders are more common among women than among
men in each group based on health status.

Accessibility of medical care

Pursuant to the article on health in the UN Convention on the Rights of Persons with Disabilities
(Convention ... 2006), persons with disabilities have the right to the enjoyment of the highest
attainable standard of health without discrimination on the basis of disability. Among other things,
this means that they should receive the same range and standard of free or affordable health
care as the rest of the population.

The use and accessibility of medical care is important for maintaining the health status and
preventing health problems. Unrestricted access to medical care is particularly necessary if
the changes in a person’s health status lead to activity limitations. In that case, the task of the
various parts of the health care and welfare system is to reduce the scope of the limitations;
find, in cooperation with the patient, the suitable support measures for full or partial compensation
of the limitations; prevent the deterioration of impairments; and postpone the onset of new
illnesses caused by existing impairments.

Contrary to the provisions of the UN Convention on the Rights of Persons with Disabilities,
studies show that persons with disabilities use health care services less frequently than persons
whose health status does not limit everyday activities (Drum et al. 2005; Emerson et al. 2009).

In the Estonian health care system, the provision of primary care is the responsibility of family
physicians who act as “gatekeepers”. This means that a referral from a family physician is

@ The health status index based on the data of the 2006 Estonian Health Interview Survey divides the population into four
groups. Persons were considered healthy if they had never had a long-term illness or, within the 12 months preceding
the survey, had not had any injuries or poisonings with a recovery period of 4 or more weeks. Persons with health problems
had had some health problem(s) within the preceding 12 months, but the problem(s) did not significantly limit their everyday
activities. Persons with severe health problems had a long-term health problem that significantly limited their everyday
activities. Persons with coping difficulties needed constant or regular assistance in everyday activities due to their health
problems. (Matsi and Oja 2009)
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required for access to most specialised medical care. Thus, it is particularly important that
patients can see a family physician whenever necessary. In 2010-2013, up to 3% of adults in
Estonia had problems with seeing their family physician. In recent years, the share of persons
who have been unable to receive specialised medical care and dental care has been around
8-9% of the total population. The accessibility indicators vary when we look at the population
groups with different health statuses.

In the case of primary health care (as used here, it refers only to family physicians), there are
more problems with accessibility in those population groups who need medical care more
frequently. In 2010-2013, the share of persons with disabilities or with a loss of capacity for work
who had problems with seeing a family physician was 4% in either group.

Access to specialised medical care, especially dental care, is more problematic for persons with
a poor health status than access to primary care. More than 10% of persons with disabilities,
a reduced capacity for work or health-related activity limitations have experienced problems with
getting an appointment with a medical specialist. An even bigger share have had problems with
access to dental care (Figure 8, p. 167). In the latter case, the cost of dental care is a key factor,
because in Estonia adults have to pay for dental care themselves. Considering that persons with
disabilities, activity limitations or a reduced capacity for work usually have a lower income, their
access to dental care is mainly limited due to financial reasons.

Health behaviour

Health is a cumulative phenomenon and, therefore, a person’s lifestyle and behaviour have
a significant impact on quality of life and the development of health problems. Lifestyle analyses
mostly focus on negative aspects, i.e. unhealthy behaviours such as smoking, alcohol use, lack
of exercise and so on.

The existence of disabilities does not mean that a person cannot have a good self-perceived
health status, but studies indicate that unhealthy behaviours are more common among disabled
persons (Horner-Johnson et al. 2013; Emerson et al. 2014; Albrecht and Devlieger 1999).

According to the 2006 Estonian Health Interview Survey, the share of smokers is similar among
persons with and without limitations: approximately 45% of either group have smoked over the
course of their life. During the four weeks preceding the survey, almost 25% of persons with
health-related limitations and 30% of persons without limitations had smoked. 23% of Estonians
and 25% of non-Estonians with activity limitations were smokers. More than 90% of the smokers
smoke daily. 45% of persons with limitations and 20% of persons without limitations who had
given up smoking cited health problems as the reason for quitting.

During the 12 months preceding the survey, 25% of persons with limitations and 39% of persons
without limitations had consumed alcohol. The share of those who had consumed alcohol was
higher among Estonians with health-related limitations than among non-Estonians (28% and
21%, respectively). Every tenth person had attempted to reduce alcohol consumption.

The analysis of physical activity and diet is often based on information about individual body
weight. Overweight is one of the consequences of insufficient physical activity and an unhealthy
and unbalanced diet. Overweight is a risk factor for both cardiovascular diseases and diabetes.
These are not fatal diseases; they are mostly chronic and long-term health problems that will
affect the ability to cope with everyday activities. Body weight is measured with the body mass
index (BMI)? which shows the ratio of weight to height. An index value of 25 or higher indicates
overweight, whereas persons with a BMI of 30 or higher are considered obese. The normal BMI
for adults is 25.0-29.9. According to the 2006 Estonian Health Interview Survey, 3% of 15-84-
year-olds were underweight, 48% were in the normal weight range and 49% were overweight,
whereas 18% of them were obese. The comparison of persons with and without limitations
presents a different picture: overweight persons constitute 62% of adults with health-related
activity limitations and 42% of adults without limitations. The share of persons with a normal
weight was 36% and 54%, respectively. The differences between Estonians and non-Estonians
are not bigger than a few percentage points — the share of persons with health-related limitations
who are overweight is slightly higher among the non-Estonian adult population. In the case of

@ The body mass index is calculated by dividing body mass (kg) by the square of height (m).
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persons with activity limitations, overweight is a significant risk factor for the development of
additional or the aggravation of existing health problems.

The survey data on health behaviour do not completely match the conclusions of international
surveys, because lifestyle-related risk behaviours are not always more common among the
population with limitations when compared to the population without limitations. Alcohol
consumption and overweight occur more frequently in people with limitations, whereas smoking is
more common in the population without activity limitations.

Social participation and satisfaction

Generally, with the onset of health problems, people become less active socially, unless there are
compensation mechanisms in place in the society (Gannon and Nolan 2007b; Krahn et al. 2006).
The measures that support social (re)integration are particularly crucial for those population
groups who have moderate or severe limitations in everyday activities due to disabilities.

The Estonian Health Interview Survey reveals that approximately a fourth of persons with activity
limitations had had to limit going out, and 4% had stopped going out completely for health
reasons. Approximately 3% of persons without activity limitations limited going out and socialising
because of health-related problems. The persons with health problems who did not limit going
out, or did so only partially, generally used assistance when going out, whereas more than a third
of them said that they could use more assistance.

Several authors have come to the conclusion that deteriorating health and the existence of
chronic health problems do not correlate directly with a lower level of satisfaction (Putnam et al.
2003; Albrecht and Devlieger 1999; Allison et al. 1997). People adjust and re-evaluate the
components of satisfaction based on the new (health) conditions. The data of the 2006 Estonian
Health Interview Survey do not indicate a major decline in satisfaction levels when a person’s
health deteriorates.

95% of males and females without limitations were satisfied with their life (Figure 9, p. 169).
Satisfaction did not decline as significantly as could be expected, considering the prevalence of
activity limitations. In the population with severe health problems (i.e. with severe health-related
activity limitations), the share of those with a low life satisfaction was 9 percentage points higher
than in the population without activity limitations. In the case of persons with the poorest health
(persons with coping difficulties), the share of those satisfied with their life was 20 percentage
points lower among males and 18 percentage points lower among females, compared to the
healthy population. This may refer to the fact that people adjust to their health condition and their
expectations change with each next stage in their health status.

In conclusion, in the context of public health, disability is — similarly to social exclusion —
increasingly viewed as one of the many factors causing deterioration in the health of the at-risk
population (Krahn and Campbell 2011). It is difficult to explain the mechanisms behind health
inequality in the disabled population because the direction of the connection between
deteriorating health and presence of disabilities varies among persons with health-related
limitations: health problems may cause the emergence of limitations, or existing limitations may
contribute to deterioration in health and to the onset of new health problems (Horner-Johnson
et al. 2013). Health status and social participation are output indicators in such analyses, with
disability considered a dynamic phenomenon that changes over time.

The policies and measures should vary in line with the heterogeneity of the disabled population,
considering the cause and duration of limitations and their impact on both objective and
subjective health status. There are analyses of the differences in health status in the population
as a whole, but there are no separate studies on the heterogeneity within the group of people
with health-related limitations. In addition to the type, cause and duration of disabilities, equal
attention should be given to the socio-demographic characteristics of this group. Such analyses
require reference data, so that the heterogeneity in the disabled population could be compared to
the heterogeneity in the healthy population. Comparative analysis helps to identify the selective
mechanisms that determine inclusion in a specific group. Therefore, it is important to study
persons with disabilities within the framework of existing representative surveys (which will
provide the necessary reference data and context), by increasing the sample of the relevant
population group.
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Markide seletus

Explanation of symbols
andmeid ei ole saadud voi need on avaldamiseks ebakindlad / data not available
moiste ei ole rakendatav / category not applicable

- nahtust ei esinenud / magnitude nil

X andmete avaldamist ei voimalda andmekaitse pdhimote / data are confidential

0/0,0 néitaja vaartus alla poole kasutatud mdétihikust / magnitude less than half of the unit
employed
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