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Outcome measures 

MET minutes 

Average MET minutes per week were estimated based on the following question: "Overall, how 

physically active are you during the week at work, on your ways to and from work, and during your 

leisure time? Think about the previous three weeks. Take into account all regular weekly physical 

activity which lasts at least 10 minutes per session.", where participants marked different minutes 

and hours for "Calm and low-intensity physical activity (= does not make you sweat or get out 

of  breath, e.g. slow walking)", "Brisk and vigorous physical activity (= makes you sweat a 

bit and/or get slightly out of breath, e.g. brisk walking)", and "High-intensity aerobic physical 

activity (= makes you sweat a lot and/or get out of breath, e.g. jogging or running)". Participants 

could also indicate that they had "Hardly any regular activity each week". 

If the respondent marked "Hardly any regular activity" or had less than 10 minutes of combined PA 

activity, MET minutes were set to zero. Moreover, we screened the responses for implausibly high 

values of overall PA minutes per week. At face value, we estimated that if the combined PA time of 

all activity types (low-intensity PA, brisk and vigorous PA, high-intensity aerobic PA) averaged 12 

hours or more per day (12*60*7 = 5040 min per week), it was likely due to misreporting of actual 

PA and was assigned as missing value (n=2).  

After implausible values were set to missing, MET minutes were calculated for each PA type and 

multiplied by suitable MET value. MET values were obtained from approximations suggested by 

Haskell et al. (2007), where common low-intensity PA activities have a MET coefficient of 1.5-3, 

moderate-intensity activities have a MET coefficient of 3-6, and high-intensity activities have a 

MET coefficient of 6-11.5. For low-intensity and moderate-intensity PA, we used the midpoint of 

the suggested range. However, given the higher range in suggested MET values for high-

intensity activities, we decided to be more conservative and use the lower quartile (25th percentile) 

as an estimate. Thus, the selected approximations for MET values were 2.25 for low-intensity 

activities, 4.5 for moderate, and 7.375 for high-intensity PA. 
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Figure 1. Counts for different PA items (in minutes) and for the subsequent MET variables 

 

Note. PP = sample used in per-protocol analysis and ITT = sample used in intention-to-treat analysis 

 

Alcohol consumption 

The average alcohol consumption per week was estimated using two questions. 1) "How often do 

you drink alcoholic beverages? (1=Never, 2=Once a month or less frequently, 3=2–4 times a 

month, 4=2–3 times a week, 5=4 times or more a week)" and 2) "How many drinks containing 

alcohol have you drunk on a typical day when you have been drinking? (1=1–2 servings, 2=3–4 

servings, 3=5–6 servings, 4=7–9 servings, 5=10 or more servings)" Servings were defined using 

the Finnish definition of 12 grams of pure alcohol per serving (THL). Different examples were 

given to the respondents to illustrate how the alcohol portion is defined (e.g., "0.33 l medium-

strength beer, cider or long drink, max 4.7%"). 

Then, to obtain a continuous measure of average portions per week, values from 1) and 2) were 

combined. Weekly drinking frequencies were estimated as the midpoint of the reported range 

(standardized as per week portions when needed): 1 = 0, 2=0.25, 3=0.75, 4=2.5, 5=4. Similarly, for 

drinking rates, the midpoint of the reported range was used: 1=1.5, 2=3.5, 3=5.5, 4=8, 5=10. 

Finally, the value of drinking frequencies was multiplied by the value of drinking rates. For 

example, 2-4 drinking times per month with 5-6 servings per occasion would translate into 

0.75*5.5= 4.125 portions per week. 
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Figure 2. Counts for different alcohol items and for the subsequent average alcohol 

consumption (per w.) variables 

 

Note. PP = sample used in per-protocol analysis and ITT = sample used in intention-to-treat analysis 

 

Vegetable and fruit consumption 

Vegetable and fruit/berries consumption was measured using two questions. 1) "How often have 

you eaten fruit or berries within the past 7 days?" and 2) "How often have you eaten vegetables (not 

including potatoes) within the previous 7 days as such, grated or in a fresh salad?". Both had similar 

response scales: "1=Not at all, 2=1 to 2, 3=3 to 5 days, 4=on 6 to 7 days, 5=Several times a day". As 

both vegetable and fruit consumption are similarly related to T2D and CHD risk (Wang et al., 2016; 

Zurbau et al., 2020) and showed a reasonable correlation with each other (r=.44; alpha=.61), we 

created a simple composite score that used the mean of the two variables. 
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Figure 3. Counts for different vegetable and fruit items and for the subsequent composite 

score 

 

Note. PP = sample used in per-protocol analysis and ITT = sample used in intention-to-treat analysis 

 

Did the participants sought medical treatment/examination 

Whether the participant had sought medical treatment/examination was measured with one 

question: "Have you sought a medical examination or treatment (with a physician, a public health 

nurse or a nurse) based on the feedback you received from the P5 study? (1=No, I have not, 

2=I might do that, 3=Yes, I have)". Since we were interested only in actual behavior and due to the 

previously mentioned issues with the S4 measure point, we classified participants who answered 

that they might seek medical treatment as "No" answers (n = 13). 

Figure 4. Counts for PP and ITT samples concerning whether the respondent sought medical 

treatment/examination 
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Note. PP = sample used in per-protocol analysis and ITT = sample used in intention-to-treat analysis 
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