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Abstract
Background: Sense of coherence (SOC) has been associated with various self-care behaviours in the general
population. As the management of type 1 diabetes heavily relies on self-management, the SOC concept could also
prove important in this population. This paper is a report of a study conducted among patients with type 1
diabetes to assess the associations between SOC and glycaemic control, microvascular complications, and patients’
conceptions of their disease.
Methods: Altogether 1,264 adult patients (45% men, age range 18-82 years) with type 1 diabetes participated in
this cross-sectional study. SOC was evaluated using a 13-item SOC questionnaire. Standardized assays were used to
determine HbA1c. Nephropathy status was based on albumin excretion rate and retinal laser-treatment was used as
an indication of severe retinopathy. Patients’ subjective conceptions of diabetes were studied using a
questionnaire.
Results: Higher SOC scores, reflecting stronger SOC, were associated with lower HbA1c values. Strong SOC was
independently associated with reaching the HbA1c level <7.5%. Adjusting for diabetes duration, age at onset,
socioeconomic status and HbA1c, weak SOC was associated with the presence of nephropathy among men, but
not women. No associations were observed between SOC and severe retinopathy. Four dimensions describing
patients’ conceptions of HbA1c, complications, diabetes control and hypoglycaemia were formed from the diabetes
questionnaire. Weak SOC was independently associated with worse subjective conceptions in the dimensions of
HbA1c and hypoglycaemia. Furthermore among men, an association between weak SOC and the complications
factor was observed.
Conclusion: Interventions to improve patients’ SOC, if available, could improve patients’ metabolic control and
therefore also reduce the incidence of diabetic complications.

Introduction
Type 1 diabetes is a chronic disease that is frequently
associated with severe vascular complications [1].
Importantly, diabetic complications account for the
major morbidity and mortality associated with the disease [2]. Therefore prevention of these complications, by
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means of strict glycaemic control, is of major importance in the management of type 1 diabetes [3]. Conscientious daily self-care practices, that include frequent
blood glucose monitoring and meticulous meal planning, are strongly emphasized [4,5], but despite these
meeting the treatment goals has shown to be fairly difficult [6]. Therefore, identification of factors that contribute to the improved diabetes management would be of
specific importance.
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The theoretical model of the sense of coherence
(SOC) has been associated with various self-care behaviours including cigarette smoking, physical activity,
food selection and oral health-related behaviours [7-9].
Antonovsky identified and advocated the use of SOC as
a central part of his salutogenic approach that explains
why some individuals stay healthy despite of encountering major stressors, while others do not [10]. In this
model, health and disease form a continuum from
“ease” to “disease”, rather than are seen as a dichotomous variable. Whether an individual moves from one
end to another, along this continuum, depends on the
encountered stressors and the set of coping resources
available. According to Antonovsky, comprehensibility,
manageability and meaningfulness are the three components that constitute the SOC. These components
express the extent to which one has a pervasive feeling
of confidence that the confronted stimuli are structured
and predictable (comprehensible), worthy of engagement
(meaningful), and that an individual has sufficient
resources to meet the demands of life (manageable).
The stronger the SOC, the more likely an individual is
able to select appropriate coping strategies and therefore
to move towards the “ease” end of the continuum.
Considering that the management of type 1 diabetes
relies heavily on self-management practices, the SOC
construct could also prove valuable in this patient
group. Currently the SOC is, however, rather unexplored among patients with type 1 diabetes and the
available data are inconsistent. While in two small studies conducted among patients with insulin-dependent
diabetes, SOC was not associated with the metabolic
control [11,12], in a mixed population consisting of
patients with type 1 and type 2 diabetes, strong SOC
was associated with better glycaemic control [13].
Due to the limited and conflicting evidence obtained
thus far, we aimed to investigate whether weak SOC is
associated with glycaemic control and microvascular
complications among patients with type 1 diabetes.
Additionally, the association between SOC and patients’
subjective conceptions of the disease was investigated.
We hypothesised that weak SOC is associated with poor
metabolic control and the presence of microvascular
complications. Furthermore we expected weak SOC to
be reflected in more negative self-reports of diabetes
and its management.

Methods
Cross-sectional data from a total of 1,264 patients with
type 1 diabetes participating in the Finnish Diabetic
Nephropathy Study (FinnDiane) were included. Since its
launch in 1997, data from more than 4,800 patients
have been collected in the FinnDiane Study. However,
the collection of SOC data did not start until September
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2003. In the present study, all patients providing SOC
data by April 2010 were included. The study protocol
was approved by the Ethics Committee of the Hospital
District of Helsinki and Uusimaa, and patients gave
written informed consent prior to participation.
During the visits, patients were provided with questionnaires to be completed at home. First, Antonovsky’s
13-item SOC questionnaire was applied [10]. The questionnaire has shown to be reliable, valid and cross culturally applicable [14]. On a seven point Likert-type scale,
patients select a reply for each question between two
extremes (i.e. very often and never). After a reverse
scoring for questions 1, 2, 3, 7, and 10, all items were
summed to obtain the SOC score. Patients that did not
provide answers to all questions were excluded (n = 47).
In the questionnaire, potential scores range between 13
and 91; the higher the score, the stronger the SOC. The
ordinal SOC score was used as a continuous variable
and patients were additionally divided into quartiles
based on their SOC score, as previously seen [8]. The
lowest quartile was considered to have weak SOC, and
was compared to the remaining patients.
Second, in a structured questionnaire, patients were
asked to provide answers to various diabetes specific
questions (Additional file 1, Diabetes questionnaire).
The questionnaire was designed for the purpose of this
study by a panel of experienced physicians who actively
participate in the clinical work. A special emphasis was
placed on items that are of clinical relevance in patients’
daily lives. Amongst others, questions inquiring patients’
satisfaction with their current HbA1c and insulin regimen were included. Patients were instructed to select
the most appropriate answer from the predetermined
alternatives.
HbA1c was determined locally by standardized assays.
Serum lipid and lipoprotein concentrations were measured as previously described [15]. Following a 10-minute rest, blood pressure was measured twice with two
minutes intervals in the sitting position. Blood pressure
was calculated as a mean of these measurements.
Patients’ height and weight were measured in light
clothing and body mass index (BMI) was calculated (kg/
m2). The assessment of renal status was based on urinary albumin excretion rate (AER) in at least two out of
three timed 24-h or overnight urine collections. Patients
were classified according to the following criteria: normal albumin excretion rate (AER <20 μg/min or <30
mg/24 h), microalbuminuria (AER ≥20 and <200 μg/min
or ≥30 and <300 mg/24 h), macroalbuminuria (AER
≥200 μg/min or ≥300 mg/24 h), or end-stage renal
disease (ESRD) (undergoing dialysis or having had a
kidney transplant). Diabetic nephropathy was defined as
macroalbuminuria or ESRD. Data on retinopathy
were obtained from medical records and retinal
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laser-treatment was used as an indication of severe retinopathy [16]. Self-reported data for smoking and social
class (grouped as unskilled blue collar, n = 152; skilled
blue collar, n = 390; lower white collar, n = 227; upper
white collar, n = 182; farmers, n = 4; and others, n =
46) were collected. Unskilled blue collar workers were
classified as having a low socioeconomic status (SES).
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Table 1 Description of the study population
p

Weak SOCa

Strong SOC

n = 311
(25%)

n = 953
(75%)

Men, n (%)
Age, years

113 (36)
44 ± 12

453 (48)
45 ± 12

Diabetes duration, years

29 (19 - 38)

28 (18 - 37)

0.270

Current smoking, %

21

18

0.273

Statistical analyses

Low SES b, %

15

15

1.000

Descriptive statistics are reported as percentages for
categorical data, mean ± SD for normally distributed
continuous data, and median (interquartile range) for
non-normally distributed continuous data. Group comparisons were performed using the Chi-squared test,
independent-sample t-test, and Mann Whitney U-test,
as appropriate. Spearman rank order correlation coefficient was calculated to study the relationship between
SOC score and HbA1c, as they were not normally distributed. Logistic regression analyses were used to
explore the independent associations between weak
SOC and complications and glycaemic control. Exploratory factor analysis (maximal likelihood and varimax
rotation) was used to identify underlying constructs
within the diabetes questionnaire. The number of factors identified was based on eigenvalues >1.0. Items
were considered to load highly if they had a factor loading |≥0.20| with a particular factor. The factor score was
the sum of the scores for all items associated with a
given factor multiplied by its corresponding factor loading. These scores were used as dependent variables in
analyses. The questionnaire’s reliability was assessed calculating Cronbach’s a, and a > 0.60 was deemed acceptable. Factorial analysis of variance was used to study
the associations between SOC status and the measured
HbA1c and the factors formed in the factor analysis. In
the analyses, gender interactions were evaluated and,
when applicable, separate analyses for men and women
were performed. All data were analyzed using SPSS 17.0
for Windows (SPSS, Chicago, IL).

HbA1c, %

8.1 (7.5 - 9.0)

8.0 (7.2 - 8.7)

0.004

Total cholesterol, mmol/l

4.6 (4.0 - 5.1)

4.4 (4.0 - 5.1)

0.352

HDL cholesterol, mmol/l

1.8 (1.4 - 2.1)

1.7 (1.4 - 2.0)

0.551

Triglycerides, mmol/l
BMI, kg/m2

0.9 (0.6 - 1.3)
25 (23 - 28)

0.9 (0.7 - 1.3)
25 (23 - 28)

0.842
0.625

Results
A total of 61% of the patients returned the questionnaires.
The ones returning the questionnaire were older (mean
age 45 ± 12 years vs. 42 ± 13 years, p < 0.001) and had
longer diabetes duration (28 ± 13 vs. 24 ± 13, p < 0.001)
compared to those not returning the questionnaire. The
proportion of men was higher among the non-responders
(55% vs. 45%, p < 0.001). Moreover, the non-responders
were more frequently smokers (24% vs. 19%, p = 0.008)
and had more frequently low socioeconomic status (20%
vs. 15% p = 0.013). No differences were observed in any of
the laboratory values, blood pressure, BMI, and in the
nephropathy or retinopathy status.

0.001
0.266

Systolic blood pressure, mmHg 135 (124 - 151) 137 (125 - 151) 0.204
Diastolic blood pressure,
mmHg

80 (71 - 85)

79 (72 - 85)

0.941

Data are shown as frequency (%) for categorical variables, mean ± SD for
continuous normally distributed variables, and median (interquartile range) for
continuous non-normally distributed variables. a SOC = sense of coherence;
values <63 signify weak SOC, b Low socioeconomic status (unskilled blue
collar workers).

Data from a total of 1,264 patients (45% men) are
included (Table 1). Mean age was 45 ± 12 years and
duration of diabetes 28 ± 13 years. Based on the lowest
quartile, a cut-off point of <63 was set for the weak
SOC, while the median SOC score in the population
was 73. Compared to men, women had lower median
SOC scores [74 (65 - 81) vs. 72 (61 - 80), p = 0.003].
Moreover, the prevalence of weak SOC was higher
among women (28% vs. 20%, p = 0.001).
SOC and metabolic control

The SOC score was negatively associated with the measured HbA1c (r = -0.091, p = 0.002). The median HbA1c
was higher among those with weak SOC [8.1 (7.5 - 9.0)
vs. 8.0 (7.2 - 8.7), p = 0.004]. Moreover, patients with
strong SOC more frequently achieved an HbA1c level
below 7.5% (32% vs. 24%, p = 0.016).
SOC, nephropathy and retinopathy

Nephropathy status was evaluated in 1,118 patients. A total
of 276 (25%) patients had nephropathy judged by the presence of either macroalbuminuria or ESRD. Weak SOC
was observed in 29% and 24% of the patients with and
without nephropathy (p = 0.110). No difference in the
median SOC score was observed between patients with
and without nephropathy [71 (59 - 79) vs. 73 (63 - 80), p =
0.089]. Data on retinopathy were available from 1,239
patients. Altogether 461 (37%) patients had severe retinopathy. Weak SOC was an equally common finding among
patients with and without severe retinopathy (27% vs. 23%,
p = 0.134, respectively), and the respective median SOC
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score was no different [72 (61 - 80) vs. 73 (63 - 80),
p = 0.351].
Unlike among women, weak SOC was independently
associated with nephropathy in men when adjusted for
diabetes duration, age at onset, socioeconomic status
and HbA 1c (Table 2). No association was observed
between weak SOC and retinopathy in either sex. After
adjustments with gender, diabetes duration, age at
onset, socioeconomic status and HbA1c, weak SOC was
associated with the measured HbA1c values above 7.5%.
Factor analysis and reliability of the diabetes
questionnaire

Four factors consisting of questions with a high degree
of intercorrelation were formed. The first factor called
“conceptions of HbA1c“ (eigenvalue 2.71, explained variance 19%), consisted of questions regarding patient’s
recollection of the last measured HbA1c value, patient’s
perception of whether that value was at a good, satisfactory or high level, and whether patient was satisfied
with that HbA 1c level. The second factor was named
“complications” (eigenvalue 2.17, explained variance
15%) and included questions about the numbers of doctors’ and nurses’ appointments during the past year due
to non-diabetes related reasons, the presence of other
chronic illnesses and patient’s perception of how much
diabetes-related complications cause disturbance. Questions on the frequencies of diabetes-related doctors’ and
nurses’ visits during the past year formed the “diabetes
control” factor (eigenvalue 1.42, explained variance
10%). Finally, the factor “hypoglycaemia” (eigenvalue
1.18, explained variance 8%) was formed of questions on
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patient’s perceived fear of hypoglycaemia, satisfaction
with the current insulin regimen, the frequency of
experiencing hypoglycaemic episodes, patient’s perception of how much diabetes per se or its treatment disturbs everyday life and patient’s perception of how
much diabetes-related complications cause disturbance.
In all the four factors, higher factor scores denote less
favourable situation, e.g. higher self-reported HbA 1c ,
perception of it being at a high level and lower satisfaction with the current HbA1c level in the conceptions of
HbA1c -factor. The reliability analysis of the questionnaire gave a Cronbach’s alpha value of 0.625.
SOC and patients’ conceptions of diabetes

The SOC score was negatively associated with three factor scores; conceptions of HbA1c (r = -0.116, p < 0.001),
complications (r = -0.163, p < 0.001), and hypoglycaemia
(r = -0.342, p < 0.001), suggesting that patients with
weak SOC have less favourable conceptions of these diabetes related dimensions.
Using a factorial analysis of variance, weak SOC was
associated with the measured HbA1c when adjusted for
gender, diabetes duration, age at onset, and SES
(Table 3). Of the four factors formed, weak SOC was
independently associated with the conceptions of HbA1c
and hypoglycaemia. Furthermore among men, weak
SOC was associated with the complications factor.

Discussion
According to Antonovsky, SOC is established during the
childhood and adolescence and having developed, he
considered it fairly stable quality throughout the

Table 2 The association between weak sense of coherence and nephropathy, severe retinopathy and HbA1c level.
Nephropathy

HbA1c ≥7.5%

Severe retinopathy

Men

Women

Men

Women

Men and women combined

1.97 (1.26 - 3.08)

1.07 (0.69 - 1.66)

1.53 (1.01 - 2.33)

1.15 (0.81 - 1.63)

1.44 (1.06 - 1.97)

NA

NA

NA

NA

0.84 (0.65 - 1.08)

Weak SOC

1.97 (1.15 - 3.05)

1.03 (0.65 - 1.62)

1.39 (0.85 - 2.27)

1.20 (0.80 - 1.81)

1.43 (1.04 - 1.95)

Gender, 1 = male

NA

NA

NA

NA

0.83 (0.64 - 1.08)

Diabetes duration, years

1.07 (1.05 - 1.09)

1.04 (1.02 - 1.06)

1.11 (1.09 - 1.13)

1.10 (1.08 - 1.12)

0.99 (0.98 - 1.00)

Age at onset, years

0.99 (0.97 - 1.01)

0.95 (0.92 - 0.98)

0.99 (0.97 - 1.01)

0.94 (0.92 - 0.97)

0.99 (0.98 - 1.01)

Weak SOC

2.11 (1.13 - 3.95)

0.80 (0.44 - 1.45)

1.15 (0.63 - 2.11)

1.23 (0.75 - 2.03)

1.52 (1.07 - 2.17)

Gender, 1 = male
Diabetes duration, years

NA
1.10 (1.07 - 1.13)

NA
1.04 (1.01 - 1.06)

NA
1.12 (1.09 - 1.15)

NA
1.11 (1.08 - 1.13)

0.86 (0.64 - 1.15)
0.99 (0.98 - 1.01)

Age at onset, years

1.00 (0.94 - 1.03)

0.95 (0.92 - 0.99)

1.00 (0.97 - 1.03)

0.95 (0.92 - 0.98)

1.00 (0.98 - 1.01)

Low SES, 1 = yes

1.50 (0.76 - 2.97)

1.96 (0.95 - 4.05)

1.14 (0.59 - 2.21)

1.39 (0.70 - 2.75)

0.81 (0.54 - 1.23)

HbA1c

1.37 (1.12 - 1.69)

1.32 (1.08 - 1.61)

1.36 (1.11 - 1.67)

1.17 (0.97 - 1.40)

NA

Model 1
Weak SOC
Gender, 1 = male
Model 2

Model 3

Data are presented as odds ratio (95% confidence interval). Weak SOC, weak sense of coherence; Low SES, low socioeconomic status (unskilled blue collar
workers); NA, not applicable. Logistic regression analysis. Significant results are highlighted in bold.
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Table 3 The association between weak sense of coherence, HbA1c and four dimensions of the diabetes questionnaire.
Model 1

Model 2

F(dfM, dfR)

p

h2

F(dfM, dfR)

p

h2

Measured HbA1c

F(1, 1109) = 8.80

0.003

0.008

F(1, 865) = 6.03

0.014

0.007

Conceptions of HbA1c

F(1, 1241) = 14.14

< 0.001

0.011

F(1, 980) = 9.34

0.002

0.009

Men

F(1, 552) = 27.81

< 0.001

0.048

F(1, 429) = 23.94

< 0.001

0.053

Women

F(1, 687) = 3.55

0.060

0.005

F(1, 548) = 1.99

0.159

0.004

Diabetes control

F(1, 1241) = 2.97

0.085

0.002

F(1, 980) = 1.61

0.205

0.002

Hypoglycaemia

F(1, 1241) = 114.76

< 0.001

0.085

F(1, 980) = 80.00

< 0.001

0.075

Complications

Model 1 is adjusted for gender (except for complications), diabetes duration and age at onset of diabetes; Model 2 is further adjusted for socio-economic status.
Factorial analysis of variance

adulthood [10]. Importantly, SOC has been associated
with health-promoting behaviour, such as more prudent
dietary habits and a reduced likelihood of being a
smoker and physically inactive [7]. As the successful
management of type 1 is heavily dependent on patient’s
self-management, we hypothesized that SOC could also
play an important role among these patients. Indeed, in
the current study we observed that weak SOC was independently associated with poorer glycaemic control and
with the presence of nephropathy among men. Our
results, therefore, give some support to the SOC theory
that suggests that patients with strong SOC might be
better able to use any resources available to enhance
their well-being.
In the current study, weak SOC was not associated
with severe retinopathy in either sex. However, among
men, weak SOC was associated with nephropathy even
after adjustment with more established risk factors, such
as diabetes duration and HbA 1c . The reason for the
observed gender difference in the association between
SOC and nephropathy is not known. A potential contributing factor might, however, be the fact that compared
to women, men were more frequently smokers. Further
adjustment with smoking did not, however, alter the
results (data not shown). The results are intriguing also
because, as seen also in some other studies [7,12],
women tend to have lower SOC scores and thus have a
higher prevalence of weak SOC. Our results suggest
that, despite lower SOC scores, women as opposed to
men might be more able to engage in health promoting
behaviours. This also raises the question whether different cut-off values for men and women should be used
when defining weak SOC.
Previously Richardson et al. observed a lower mean
SOC score among patients with two or more complications as opposed to those with less complications [12].
Except for this report, studies on the association
between SOC and diabetic complications are scarce.
However, a number of study reports on SOC and metabolic control are available. Two of these studies,

conducted among patients with type 2 diabetes,
found no direct association between SOC and HbA 1c
[17,18]. Two further studies among patients with insulin-dependent diabetes also concluded that SOC and
glycaemic control are not correlated [11,12]. Only evidence, to our knowledge, relating SOC to glycaemic
control comes from Cohen and Kanter [13]. According
to them, however, the relationship was not direct but
was mediated via adherence to self-care behaviours and
psychological distress.
In clinical practice, monitoring glycaemic control and
any signs of vascular complications are of major importance. Beyond these hard end points, however, patients’
subjective conceptions of their disease are also important. Indeed, some of the major observations in the
studies of SOC and diabetes have dealt with acceptance
of the disease and the subjective assessment of health
state. Based on the results from these previous studies,
patients with type 1 diabetes who have higher SOC
scores also have a higher degree of disease acceptance
[12] and also less problems in relation to the environment, tedium and well being [11].
In the current study, patients’ conceptions of diabetes
were studied using a questionnaire from which, using
factor analysis, four dimensions were identified. Of these
dimensions, weak SOC was associated with worse conceptions of HbA1c meaning that their latest self-reported
HbA1c measurement was higher, they more frequently
considered their HbA 1c being at poor level, and they
less frequently were satisfied with their HbA1c level. Of
the other dimensions, weak SOC was also associated
with the hypoglycaemia-factor, that amongst other items
contained questions about fear of hypoglycaemia and
satisfaction with the current insulin regimen. Furthermore, men also showed an association between weak
SOC and the complications-factor. These results are in
line with previous studies that reported that strong SOC
was associated with better self-assessed health [18] and
lower fear of hypoglycaemia [17]. In diabetes, fear of
hypoglycaemia is specifically important as it is not only
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a subjective nuisance, but it may also affect patients’
insulin regimen and eating habits. Indeed, it has been
suggested that fear of hypoglycaemia might promote
non-adherence behaviour in order to avoid hypoglycaemic episodes [19]. Moreover, in a recent review, a significant negative impact between fear of hypoglycaemia
and diabetes management and metabolic control was
shown [20].
Our study has both strengths and limitations. A major
strength is the large number of patients included in this
study. Additionally, the diagnoses of diabetes and complications were based on a physician’s evaluation rather
than on self-reported data, reducing the possibility of
misclassification. The major limitation is the cross-sectional nature of the study design that limits the determination of temporal relationships. Although Antonovsky
suggested that, after having established, SOC is a fairly
stable phenomenon, we do not know whether SOC is
indeed a primary feature or rather a consequence of glycaemic control or diabetic complications. There are currently some evidence to suggest that SOC could be
improved using psychological intervention [21,22].
Therefore longitudinal associations between SOC, and
glycaemic control and diabetic complications will need
to be addressed in the future analyses. This study may
further be limited by the fact that while SOC was studied using a validated questionnaire, patients’ perceptions of diabetes were studied with a non-validated
questionnaire. When formulating the questionnaire, special emphasis was placed on including items that are of
clinical relevance in patients’ daily lives. Of specific
importance is that many of these questions are also
addressed in actual clinical work, for which we believe
our results may provide a valuable contribution.
Another potential limitation is that marital status was
not assessed in the current study. It can be speculated
that a spouse can also influence the individual’s self-care
behaviours and therefore have an effect on the outcome
measures. Finally, although we consider that the FinnDiane study population is a fairly representative of the
Finnish adult patients with type 1 diabetes, some selection bias favouring women and older individuals was
observed in the current study population. It is also possible that individuals with weak SOC and those with
more severe health problems were under represented,
an observation that is likely to attenuate the results.
In conclusion, strong SOC was associated with a better metabolic control among men and women, and the
presence of nephropathy among men. Strong SOC was
also associated with better patients’ conceptions of their
disease. Interventions to improve patients’ SOC, if available, could improve patients’ metabolic control and
therefore also reduce the risk of diabetic complications.
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Appendix
The physicians and nurses participating in the enrolment of patients:
Anjalankoski Health Center: S. Koivula and T. Uggeldahl; Central Finland Central Hospital: T. Fors-lund, A.
Halonen, A. Koistinen, P. Koskiaho, M. Laukkanen, J.
Saltevo and M. Tiihonen; Central Hospital of Åland
Islands: M. Forsen, H. Granlund, A.-C. Jonsson and B.
Nyroos; Central Hospital of Kanta-Häme: P. Kinnunen,
A. Orvola, T. Salonen and A. Vähänen; Central Hospital
of Kymenlaakso: R. Paldanius, M. Riihelä and L. Ryysy;
Central Hospital of Länsi-Pohja: H. Laukkanen, P.
Nyländen and A. Sademies; Central Ostrobothnian Hospital District: S. Anderson, B. Asplund, U. Byskata, P.
Liedes, M. Kuusela and T. Virkkala; City of Espoo
Health Center (Espoonlahti): A. Nikkola and E. Ritola;
(Tapiola): M. Niska and H. Saarinen; (Viherlaakso): A.
Lyytinen; City of Helsinki Health Center (Puistola): H.
Kari and T. Simonen; (Suutarila): A. Kaprio, J. Kärkkäinen and B. Rantaeskola; (Töölö): P. Kääriäinen, J. Haaga
and A-L. Pietiläinen; City of Hyvinkää Health Center: S.
Klemetti, T. Nyandoto, E. Rontu and S. Satuli-Autere;
City of Vantaa Health Center (Korso): R. Toivonen and
H. Virtanen; (Länsimäki): R. Ahonen, M. Ivaska-Suomela
and A. Jauhiainen; (Martinlaakso): M. Laine, T. Pellonpää and R. Puranen; (Myyrmäki): A. Airas, J. Laakso and
K. Rautavaara; (Rekola): M. Erola and E. Jatkola;
(Tikkurila): R. Lönnblad, A. Malm, J. Mäkelä and
E. Rautamo; Heinola Health Center: P. Hentunen and
J. Lagerstam; Helsinki University Central Hospital
(Department of Medicine, Division of Nephrology): D.
Cordin, J. Fagerudd, M. Feodoroff, O. Heikkilä, L. Kyllönen, J. Kytö, K. Pettersson-Fernholm, M. Rosengård-Bärlund, M. Rönnback, L. Thorn and J. Wadén;
Herttoniemi Hospital: V. Sipilä; Hospital of LounaisHäme: T. Kalliomäki, J. Koskelainen, R. Nikkanen,
N. Savolainen, H. Sulonen and E. Valtonen; Iisalmi Hospital: E. Toivanen; Jokilaakso Hospital: A. Parta and
I. Pirttiniemi; Jorvi Hospital: S. Aranko, S. Ervasti,
R. Kauppinen-Mäkelin, A. Kuusisto, T. Leppälä, K. Nikkilä and L. Pekkonen; Jyväskylä Health Center:
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