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Harjavallan Valtimo-projekti 2005-

PYLL-indeksi 1998-2002

Potential years of life lost
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Invited subjects N = 9348

HARMONICA Project 2005-2008 Inhabitants 4570 years of age

Harjavalta Risk Monitoring for Cardiovascular disease l
: Respondents n =6728 (72%)
H H :Z:':l::v:::::::l:s::wounvu.onnxl women 56 %’ men 44 %
Questionnaires e T
- sosiodemographic factors o :
) .. =T =S Risk persons n = 4472
- physical activity e R
. . o e > i > i
- dietary habits s e WC 280 cm in women, 294 cm in men
: AN D s FINDRISC 212
- smoking e

BP >140/90 or antihypertensive medication
- alcohol use (AUDIT) sr History of gestational hypertension or diabetes
- Beck’s Depression Inventory ~m| | Family history of myocardial infarction or stroke

- quality of life (EQ-5D, SF-36) ]
- sleep (ESS, Berlin, PSQ)
- erectile function (lIEF-5)

Nurses’ appointment for risk persons n = 4126

Questionnaires
OGTT, plasma lipids, WC, BMI
BP, if >140/90, home BP monitoring
Lifestyle recommendations

The Care Register for Health Care

National Institute of Health and Welfare Physician’s appointment for high-risk persons
n=2773
The Official Statistics of Finland Laboratory tests, ECG

Statistics Finland ABI in Harjavalta
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Metabolic Syndrome

Glucose Homeostasis in Hypertensive Subjects

Piivi Korhonen, Pertti Aarnio, Tarja Saaresranta, Pekka Jaatinen, Ilkka Kantola

Abstract—The objective of this study was to estimate the prevalence of undiagnosed impaired glucose homeostasis in
hypertensive subjects in the general population. The most reasonable screening strategy for glucose disorders was also
assessed. We carried out an oral glucose tolerance test for 1106 hypertensive subjects aged 45 to 70 years without

previously diagnosed diabeteg/jor cardiovascular disease. Blood pressure, waist circumference, body mass index, and

ed. Type 2 diabetes was found in 66 (6%) of the subjects, impaired glucose tolerance in
glugosc in 167 (15%). If we had carried out an oral glucose tolerance test only for those

12 glucose =5.6 mmol/L, we would have missed =40% of the patients with

ational Diabetes Federation criteria of metabolic syndrome identified 96% of all

cases of impaired glucose tolerance. The prevalence of central obesity

z% of the men had a waist circumference =80 c¢cm or =94 cm, respectively.

esity are common in hypertensive subjects. An oral glucose tolerance test

, —~stensive subjects with metabolic syndrome. Weight stabilization is an

atients. (Hypertension. 2008;51:945-949.)




Annals of Medicine, 2012; 44: 487-493

ORIGINAL ARTICLE

Estimating glomerular filtration rate in hypertensive subjects:
Comparison of the Chronic Kidney Disease Epidemiology
Collaboration (CKD-EPI) and Modification of Diet in

Renal Disease (MDRD) Study equations
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Original article
Time to change the glomerular filtration rate estimating formula in primary care?
Piivi E. Korhonen *”*, Hannu Kautiainen “¢, Salme Jirvenpai ¢, Sirkka-Liisa Kiveld “&"
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Tutkimusta

ACT

Background: The most commonly used equation for estimated glomerular filtration rate (eGIR) is nowadays the
four-variable Modification of Diet in Renal Disease (MDRD) equation. This formula was derived from patients
non-diabetic chronic kidney disease ((KD) with mean GFR 40 ml/min.
e compared the MDRD study equation and the recently developed Chronic Kidney Disease Epidemi-
gtion (CKD-EPI) equation by applying the two formulas in 1747 middle-aged cardiovascular risk
persons in primary care.
Results: The prevalence of renal insufficiency defined as eGIR<60 ml/min was 6.7% (95% (1 5.6-8.0) according

potilailla!

() to the MDRD formula, and 3.6% (95% C1 2.8-4.6) according to the CKD-EPI formula. The subjects who were das-
0 sified as having CKD according to the MDRD equation, but no-CKD according to the CKD-EPI formula, were
care mostly women (86%) and slightly younger than the subjects having CKD according to both formulas.

Conclusion: The characteristics of the subjects commonly treated in primary care resemble more closely
the population from which the CKD-EPI than the MDRD study equation was derived from. Thus, we suppose
that in general practice, the CKD-EP1 equation is more suitable for estimating renal function than the MDRD
equation.

© 2012 European Federation of Internal Medicine. Published by Elsevier B.V. All rights reserved.







Original Article

The shorter the person, the higher the blood pressure:

a birth cohort study

Piivi E. Korhonen®, Hannu Kautiainen™“¢, and Johan G. Eriksson™“¢

Objective: Short adult stature is known to be associated
with increased cardiovascular morbidity and mortality, but
the underlying explanatory mechanisms remain largely
unknown. The purpose of the current study was to
evaluate the relationship between height and blood
pressure (BP), a major determinant of cardiovascular
disease (CVD).

Methods: We performed BP measurements including 24-h
ambulatory BP measurements in 534 participants (mean
age 61+ 3 years, 51.3% women) from the Helsinki Birth
Cohort Study. None of the study participants had
medication affecting vasculature or BP. We assessed the
influence of height on CVD risk factors with a
standardized z-score representing the difference from the
mean value for the whole study cohort.

Results: Daytime SBP, pulse pressure, and mean arterial
pressure showed significant inverse associations with
height (adjusted for age, leisure-time physical activity, body
fat percentage, and smoking). Height was by itself a
strong determinant of pulse pressure independently of
BMI. In addition, total cholesterol, triglycerides, and
apolipoprotein B concentrations decreased with increasing
height.

Condlusion: Shorter individuals have higher BP levels than
taller individuals. This may at least partly explain the
inverse association between height and CVD. In normal
weight and slightly overweight individuals, the relationship
between BP and height is independent of BMI and
adiposity.
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Clukoosirasituskokeesta
Voidaan hyyin luopua

Ladkirilehden 36/2017 piikirioihdtsessa sisi-
tautien erikoisliikirip Tuula Pienimzk; ja Juha
Saltevo Pohtivat, voisike yhden tunnin glukoo.
sirasituksella seuloa diabeteksen riskid (1),
Diabeteksen Kaypi hoito “Suosituksessa syy.
ren riskin potilaj]le esitetiin kahden tunnin
glukoosirasituskoetta, koska pelkillz plasman

o0sipitoisuuden Paastoarvon mittauksel],
tai HbA .arvoll, loydetiin vaip 0sa diabetes.  y,;

tapauksista (2). Terveydenhuoltomme tarvitsee tietog siits
Esitimme vastikiin julkaistuss, artikkelis. onko potilaan terveysongelma julkisten vare
samme (3) harkittavaks; Pdinvastaisty el luopu.

mista koko glukoosirasimskokeesta. Tutkimme
= Painoindeksin (BMI) suhdetta ghu-
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Original article
Renal hyperfiltration revisited—Role of the individual body surface area 5
on mortality
Piivi E. Korhonen™ , Mikael O. Ekblad *, Hannu Kautiainen ™, Satu Mikeld ¢ i) 3 1 i
* Department of General Practice, Turku University and Turku University Hospital, 20014 Turku, Finland &u 2 L
® Folkhalsan Research Center, 00250 Helsinki, Finland -
© Unit of Primary Health Care, Kuopio University Hospital, 70210 Kuopio, Finland [
¢ Department of Internal Medicine, Tampere University Hospital, 33520 Tampere, Finland S
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ARTICLE INFO ABSTRACT 8
-—
Keywords: Background: Higher than normal estimated glomerular filtration rate (eGFR), i.e. renal hyperfiltration (RHF), has g N
Glomerular filtration rate been associated with mortality. F 0-5 b
Renal hyperfitration Methods: A population-based screening program in Finland identified 1747 apparently healthy middle-aged <
l;':: “"Z:f: _— cardiovascular risk subjects in 2005-2007. GFR was estimated with the creatinine-based Chronic Kidney Dis-
va:ﬁ e ease Epidemiology Collaboration (CKD-EPI) equation indexed for 1.73 m? and for the actual body surface area
Mortality (BSA) of the subjects. This individually corrected eGFR was calculated as eGFR (ml/min/BSA m?) = eGFR (ml/
min/1.73 m?) x (BSA/1.73). BSA was calculated by the Mosteller formula. RHF was defined as eGFR of more than 0'2 — l
1.96 SD above the mean eGFR of healthy individuals. All-cause mortality was obtained from the ional
registry.
Results: The higher the eGFR, the greater was the discrepancy between the two GFR estimating equations. During
the 14 years of follow-up, 230 subjects died. There were no differences in mortality rates between the categories 0.1 - L
of individually corrected eGFR (p = 0.86) when adjusted for age, sex, body mass index, systolic BP, total B — ——r . - .
cholesterol, new diabetes, current smoking, and alcohol use. The highest eGFR category was associated with T ' T ' N ! ' ! ! ' ! '
increased standardized mortality rate (SMR) when CKD-EPI formula indexed for 1.73 m” was used, but SMR was 40 60 80 100 120 140 160 40 60 80 100 120 140 160
at the population level when individually corrected eGFR was applied.
Conclusions: Higher than normal eGFR calculated by the creatinine-based CKD-EPI equation is associated with all- Wt 2 2 H 2
cause mortality when indexed to 1.73 m?, but not when indexed to actual BSA of a person. This challenges the |nd|V|lea”y corrected eGFR (mllm'n/BSA m ) eGFR (mllmln/1 73 m )

current perception of the harmfulness of RHF in apparently healthy individuals.
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The feasibility and outcome of a community-based primary prevention ] 1

program for cardiovascular disease in the 21st century 184 A: Eivit osallistuneet
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17 November 2020 .
unselected, asymptomatic population will reduce i ity. Thi 25 January 2021 E: Th-vo 104 L.
ity during a 13-year follow-up. )
Design: A risk factor survey was sent, followed by a nu
ents with at least one CVD risk factor, and a general
risk persons. Screening and interventions wer:
Setting: A public health care centre in the
Subjects: All home-dwelling 45-70-year old i
Main outcome measures: All-cause and CVD
Results: Altogether 74% (2121/2856) inhabitants respol
was received by 1465 individuals (52% of the invited
appointment with a nurse, followed by an appoint
During the follow-up, 370 persons died. Mo
compared to the participants’. In subjects
adjusted hazard ratio for all-cause mortality was 0.44 (95% CI: O
subjects who did not receive the intervention.
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Figure 2. Cumulative all-cause mortality curves adjusted for Group

Conclusions: Reducing mortality is possible in a primary care awa age and gender.
ness in the community with screening, by targeted lifestyle cou sed pre-
ventive medication for persons at high risk for CVD. Subjects not willing to in health

surveys have the worst prognosis.
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¥ Moikka! Mun kuukausi huipentuu

Puolueet | Alimman
tuloluokan terveyden
parantaminen toisi
1,9 miljardin saastot,
Sdp perustelee
ehdotustaan.

Nina Tornudd STT

JOKAINEN tdysi-ikdinen suoma-
lainen pitdisi kutsua 2-5 vuoden
valiajoin vapaaehtoiseen ter-
veystarkastukseen, ehdottaa
Sdp. Siind kaytdisiin lapi tervey-

-

35206

aina 10. pdiva, kun siirrdn Bonukset
asiakasomistajien pankkitileille.
Tanaan tilitin yli 36 miljoonaa euroa.
Kurkkaa S-mobiilista, kuinka paljon
bonuseuroja sun tilille tupsahti. 9

- Eero, Osuuskaupan Bonustilittija

Sdp: Kaikille s

dentila ja riskitekijat. “Hyvin-
vointipysdkiksi” nimitettyjen tar-
kastusten esikuvana olisi lasten
terveyttd edistivd neuvolatoi-
minta.

Tarkastukset olisivat osa kan-
sallista hyvinvointiohjelmaa, jolla
parannettaisiin varsinkin pienitu-
loisimpien ihmisten terveytta.

Parantamalla erityisesti alim-
man tuloluokan ihmisten ter-
veyttd olisi Sdp:n teettdmien las-
kelmien mukaan mahdollista
saada 1,9 miljardin euron sddst6t
kahdessa vaalikaudessa. Tdhdn
padstdisiin, jos alimman tulovii-
denneksen ihmiset saataisiin
huolehtimaan terveydestdin

5683323

4anno

keskimdadrin yhta hyvin kuin toi-
seksi alimman tuloluokkaan kuu-
luvat.

”Vield suurempi vaikutus olisi,
mikédli saisimme kaikki tuloluo-
kat huolehtimaan terveydestdin
yhtd hyvin kuin parhaiten toi-
meentuleva viidennes keskimaa-
rin, ja tdta Sdp tavoittelee”, visioi
kansanedustaja Antti Rinne (sd)
tiedotteessa.

Laskelmat sddstoistd on tehnyt
konsulttiyhtio FCG Finnish Con-
sulting Group. Yhtion mukaan
nettovaikutus julkiseen talou-
teen olisi 10,5 miljardia euroa, jos
keskimdardinen sairastavuus
saataisiin vdhennettyd samalle

tasolle kuin ylimmadssad tuloluo-
kassa.

Sdp toteaa, ettd sosioekonomi-
nen asema ja terveydentila ovat
selvisti yhteydessd toisiinsa.
Ylimpain tuloluokkaan kuuluvat
ihmiset ovat keskimddrin ter-
veempid ja eldvat pidempaan,
kun taas alimpaan tuloviidennek-
seen kuuluvien terveys on keski-
maddrin kaikkein heikoin, ja he
myo0s kdyttdvit vdhiten terveys-
palveluita.

HYVINVOINTIOHJELMAN tavoite
on hakea vaikuttavia keinoja
edistdd ihmisten hyvinvointia,
kaventaa terveyseroja ja ennalta-

ylliset terveystarkastukset

ehkdistd sairauksien syntyd ja
syrjaytymistd, hilliten samalla
niistd syntyvid kustannuksia.

Terveystarkastuksia tehtdisiin
kahden vuoden vilein riskiryh-
mien jisenille, alle 25-vuotiaille ja
juuri eldkoityneille. Muille kutsu
tarkastukseen tulisi 3-5 vuoden
valein. Tarvittaessa kavijat ohjat-
taisiin jatkotutkimuksiin ja mui-
den palveluiden piiriin, esimerkik-
si liikunta- tai ravintoneuvontaan.

Ohjelmassaan Sdp laskee, ettda
terveystarkastusten vuosikustan-
nus olisi 116-305 miljoonaa eu-
roa. Edullisimmillaan hintaan
kuuluisi terveydenhoitajakdynti
ja suppea laboratorioanalyysi.
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Yhteiskunnallinen
] keskustelu!

Terveyspalvelut tulee varmistaa
niita eniten tarvitseville

dp ehdottaa kaikille aikui-
sille terveystarkastuksia
2-5 vuoden vilein (HS
9.3.). Siindpé talkoot!

Vuonna 2005 - jolloin hoitaja-
pulaa ei vield ollut - kutsuimme
Harjavallan (tuolloin 7 700 asu-

sta) kotona asuvat 45-70-vuo-

iaat ”Valtimo-projektiin”. Posti-

imme ndille 3 000 henkilolle

lyn, jonka 73 pro-

alautti terveyskeskuk-

.Jopa 92 prosentilla oli jokin

otautien tai diabeteksen

kun myos lieva vyo-

tettiin  lukuun.

Kaikki saivat terveydenhoitajalta

elintapaneuvoja, ja erityisen ris-

in potilaat (50 prosenttia) paa-

dt  viela ladkarintarkastuk-
seen.

Kun 13 vuoden kuluttua tar-
kastelimme kuolinsyyrekisteria,
oli terveystarkastukseen osallis-
tuneiden riskihenkiléiden kuol-
leisuus pienempi kuin saman-

ikdisen suomalaisvieston vas-
taavana aikana. Mutta niiden,
jotka eivit osallistuneet projek-
tiin (25 prosenttia kutsutuista),
kuolleisuus oli kaksinkertainen.

Pienen kunnan 45-70-vuotiai-
den terveystarkastuksia teki pdi-
vittdin kaksi kokenutta tervey-
denhoitajaa ja yksi lddkari vuo-
den ajan. Lisdksi tarvittiin pro-
jektisihteeri ja laboratoriondyt-
teiden ottaja. Terveyskeskusten
nykyisessd tyovoimapulassa vas-
taavan projektin toteutus lienee
mahdotonta, varsinkaan 2-5
vuoden vilein. Jos terveysriskeji
seulotaan, pitdd varmistaa myos
niiden hoito ja hoidon jatku-
vuus.

Kaikille aikuisikdisille suun-
nattujen  terveystarkastusten
hyodyistd ei ole tutkimusnayt-
tod. Sitd paitsi suurimmassa ris-
kissd ndyttdvat olevan ne, jotka
eivit terveystarkastuksiin osal-
listu.

Jos suomalaisten terveyseroja
halutaan kaventaa realistisella
tavalla, pitdisi terveyspalvelut
varmistaa niitd eniten tarvitse-
ville. Tkdihmiset, monisairaat,
tyottémat, vihdosaiset ja mie-
lenterveyden ongelmista kérsi-
vit jddvit liian usein vaille am-
mattilaisen apua. Vahvin tieteel-
linen ndytté perusterveyden-
huollon toimintatavoista on po-
tilas-lddkdrisuhteen  jatkuvuu-
desta.

Olen tismalleen samaa mielta
kuin kokenut lddkédri Timo Tei-
nonen (HS Mielipide 12.3.): ter-
veyskeskuksiin tarvitaan pikai-
sesti tuhat ladkdrin virkaa lisda.
Ja niille ldhiladkéreille tyotove-
reiksi hoitajia. Se on mahdollis-
ta, jos auttajille annetaan aikaa
auttamistyohon.

Padivi Korhonen

ladkdri, Harjavalta
yleislaaketieteen professori,
Turun yliopisto
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ABSTRACT

Objective: To assess relationship of non-melancholic and melancholic subtypes of depressive symptoms with all-
cause mortality among cardiovascular risk persons.

Methods: A population-based prospective study of 2522 Finnish middle-aged persons with elevated cardiovas-
cular risk was conducted. Depressive symptoms were assessed by the Beck's Depression Inventory. Data on
mortality were obtained from The Official Statistics of Finland after 11-year follow-up.

Results: At baseline, the prevalence of non-melancholic and melancholic depressive symptoms was 14.9% and
5.2%, respectively. During the mean follow-up time of 11 years, 8.1% (n = 164) of those without, 13.9%
(n = 52) of those with non-melancholic, and 10.7% (n = 14) of those with melancholic depressive symptoms
died. Compared to non-depressive subjects, the hazard ratio for time to all-cause mortality was 1.67 (95% CI:
1.21-2.32, p = .002) in non-melancholically depressive and 1.01 (95% CI: 0.56-1.83, p = .97) in melancho-
lically depressive subjects, when adjusted for age, gender, education, smoking, alcohol use, BMI, hypertension,
dyslipidaemia, and glucose disorders. In comparison to the mortality rate in the general population throughout
Finland over the same period, non-depressiveness was associated with a decreased standardized mortality rate.
Conclusion: Non-melancholic depressive symptoms seem to be associated with excess all-cause mortality. In
clinical settings, recognition of non-melancholic depressive symptoms should be emphasised.
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Fig. 1. Adjusted (age, gender, education, current smoking, alcohol use, BMI,
hypertension (systolic BP = 140 mmHg or diastolic BP = 90 mmHg, or anti-
hypertensive medication), dyslipidaemia (total cholesterol =5.0 mmol/] or
medication for lipid disorders), and glucose disorders) hazard ratios for all-
cause mortality according to Beck's Depression Inventory (BDI) summary score.
Hazard ratios were derived from a 3-knot restricted cubic flexible parametric
survival models, with BDI score 10 as the reference value. The 95% confidence
intervals are denoted by the grey area.
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Fig. 3 Adjusted hazard ratios for all-cause mortality between subjects with and without increased depressive symptoms according to
body mass index (BMI). A BMI as a categorized variable, B as a continuous variable. Distribution of BMI is shown in (B). The continuous model
(B) was derived from a 4-knots restricted cubic splines Cox regression model. Increased depressive symptoms, Beck's Depression Inventory
(BDI) score 210; not increased depressive symptoms, BDI <10. The models were adjusted for age, sex, education years, current smoking,
Alcohol Use Disorders Identification Test score, leisure-time physical activity, total cholesterol, systolic blood pressure, and glucose disorders.
Whiskers and grey area represent 95% confidence intervals.
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