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THE NORTH KARELIA PROJECT
You may be wondering why a 'Letter from Glasgow' is about a
community-based cardiovascular health project in Finland-the
North Karelia Project I-but I can assure you that there are very
good reasons to do so, so read on.

North Karelia covers an area of 20 000 sq km, It is one of the
11 Finnish provinces and shares a border with Russia. It is rural
in nature with forests, hills and numerous lakes. The population
of about 180000 lives in small towns. Its economy in the 1970s
was based on agriculture and forestry but now industry and
service industries predominate. In general, North Karelia is poorer
than other provinces in Finland.

Finland has a long history of coronary heart disease (CHD).
'Heart stroke' (apoplexia cordis) was prominent on many death
certificates in the nineteenth century, and angina pectoris was the
usual precursor. By the 1930s and 1940s, CHD was firmly entren-
ched as a health problem. Of course, other developed countries
were also facing their epidemics of CHD in the 1960s but in
Finland this was worse. Together with Britain, Finland had very
high levels of CHD mortality and North Karelia had amongst the
highest CHD mortality in Finland.

The North Karelia Project was set up in response to a commun-
ity-led outcry about the high levels of CHD. This culminated in
the presentation ofa petition by a North Karelia delegation in
Helsinki to the Finnish Government, the National Board of
Health, the Medical Research Council of the Finnish Academy
and the Finnish Heart Association. The petition urged the State to
help reduce cardiovascular morbidity and mortality. The ensuing
publicity ensured that action was taken.

The Finnish Heart Association set up a planning group which
included Finnish experts and contacted the World Health Organ-
ization. A subsequent seminar formulated the principles of the
North Karelia Project and a plan of action was agreed upon. From
other studies it was clear that reducing the incidence of CHD
would require a decline of known risk factors-smoking, high
cholesterol levels and high blood pressure-in the population. In
particular, middle-aged men would be the key group to influence.
Given these circumstances, a community-based strategy was
evolved. The slogan adopted reflected this-'A mass epidemic
calls for mass action and the changing of lifestyles can only
succeed through community action. '

In 1972, a baseline survey was carried out in North Karelia and
a reference province, neighbouring Kuopio. The original aim of
the North Karelia Project was to test the feasibility and effects of
a community-based programme for the prevention of
cardiovascular disease through changes in lifestyle and risk
factors. Although this was for the people of North Karelia in the
first instance, the experience gained would be used in Finland and
elsewhere. To this end, a hierarchy of objectives was developed
which were expanded and modified at the end of the first 10 years
of the project.

The main objectives were to reduce cardiovascular disease
mortality in the local population (1972-82) and major chronic
(non-communicable) disease mortality and promote health (from
1982). The intermediate objective was to reduce the levels in the
local population of the main risk factors and to promote secondary
prevention. The national objectives were to act as a pilot project

.for Finland (1972-77) and as a national demonstration project and
model programme (1977 onwards). Under cardiovascular diseases
there was particular emphasis on CHD, but cerebrovascular
disease was also considered important. When the focus of the
project was broadened, cancers (particularly those which shared
the risk factors related to smoking and diet) became important.

The project has involved many different organizations and
individuals. Professor Pekka Puska has been involved from the
start, first as Principal Investigator from 1972 and then as Project
Director from 1978. Others involved include the Ministry of
Social Affairs and Health, National Public Health Institute, Univer-
sity of Kuopio, North Karelia Provincial Health Department,
North Karelia local authorities, local and national media, and the
Governor and County Medical Officer of North Karelia. The
project essentially sought to integrate an epidemiological and
medical approach with a behavioural and social approach. This
recognized the fact that although research and information can
identify the desired disease outcomes (e.g. a reduction in CHD
mortality in middle-aged men) and some intermediate objectives
(e.g. a reduction in the blood pressure of the population), there is
a need to use social and behavioural theory and practice to
promote health. This is particularly true for a community-based
prevention project.

So what did the project actually do? How did they measure its
success (or otherwise) and was it worth the effort? The practical
interventions were designed to be a part of the existing services
and social organizations. The project defined the objectives and
then planned activities and initiatives which were consistent with
the overall goal and objectives. These were based on the principles
of community involvement and individual participation. The
activities included.? (i) media activities, (ii) health and social
service activities, (iii) community organization activities, and (iv)
environmental and policy activities.

Within these areas, particular topic programmes were developed
such as anti-smoking, diet, hypertension, CHD and acute myo-
cardial infarction, rehabilitation (secondary prevention) and
screening for risk factors. A firm commitment to evaluation was
made at the start of the project. This included using both 'hard
sciientific' (sometimes used as a synonym for' quantitative' studies)
and 'soft' data (sometimes used as a synonym for 'qualitative'
studies). During the first 20 years, five major population surveys
were undertaken at 5-year intervals to provide summative
assessments. The project undertook a comprehensive evaluation
and assessed programmes for their feasibility, outcomes or effects
(changes in behaviours, risk factors and disease rates), process
measures, costs and other consequences (predicted and
unpredicted) .

The evaluation t091s used were:

- routine data: mortality, incidence using acute myocardial
infarction, stroke and cancer registers

- morbidity: disability data, hospital discharge data and
population-based data on diseases and symptoms

- risk factors: 5-yearly surveys
- health and lifestyle surveys
- subjective health: quality of life
- intervention process: population surveys.
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The CHD mortality in North Karelia declined by 60% over the
20-year period compared to a 50% decrease in Finland as a
whole.' Further analysis showed that the decrease in eastern
Finland (including North Karelia) was due to a reduction in the
incidence of first and subsequent coronary events. In contrast, the
decrease in south-western Finland was mainly due to a decline in
the case-fatality rate. The changes in CHD mortality were consistent
with the observed changes in the three classical risk factors. The
conclusions were that a comprehensive, community-based
scientific programme can have a significant impact on risk factors
and lifestyles, and that a national demonstration project such as
the North Karelia Project can be a powerful tool for developing
nationwide initiatives in chronic disease prevention.

The North Karelia Project is relevant for Scotland for two
reasons. Firstly, Scotland still has a very high CHD mortality rate;
the rate peaked in the 1970s but the decline is slower than in other
developed countries such as Australia and the USA. Therefore,
we are looking for ways to accelerate this decline. This brings us
to the second reason. The North Karelia Project shows that the
principle of blending a bottom-up approach (with action by a
community) with a top-down approach (of policy-making and
environmental changes) is a powerful tool. However, it is important
not to follow mechanistically what was done in North Karelia but
to use it as evidence of what is possible.

In Scotland, there is renewed interest in the North Karelia
Project. This has been evident for some time but has been given
an added impetus by the government's Green Paper (discussion
document) on public health entitled 'Working together for a
healthier Scotland'. 4 This points the way for national government,
local authorities, health boards, national and local organizations,
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voluntary bodies, communities, and individuals to work together
for improving the health of the public. There is recognition that
public bodies (including national government) have roles and
responsibilities in improving the public's health and decreasing
health inequalities. The public's health depends on many
determinants and not just their individual lifestyle. Concentrating
only on one person's lifestyle is unlikely to succeed and is also
seen as 'victim-blaming'. This is exactly what the North Karelia
Project has taught us and why it became important first in the
WHO-European Comprehensive Cardiovascular Community
Control Programmes (CCCCP), and later in the European
Countrywide Intervention for Prevention of Non-communicable
Diseases (CINDI). S

Community health projects in developing countries have taught
the developed countries a lot about improving people's health,
and empowering people and communities. Perhaps there are
lessons for developing. countries as well, as they face an epidemic
ofCHD.
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H. S. KOHLI

FRAUD IN SCIENCE
Last year, the academic community in Germany was thrown into
turmoil by a widely publicized case in which a national commission
of university scholars and officials found two eminent German
oncologists, working together over several years, guilty of multiple
instances of fraud. I This unethical behaviour was apparently
carried out at various institutions, and resulted in at least 37
articles, several of which appeared in some of the most prestigious
scientific journals. This 'successful' work was the basis for the
highly reputable standing of both scientists within the national
and international scientific community and led to the appointment
of one as head ofthe Department of Medicine atthe University of
Ulm and the other as head of the Department of Molecular
Medicine at the University of Libeck.

Both had distinguished themselves in prolonged postdoctoral
fellowships at Harvard University, certainly had a solid scientific
background, and were well trained to carry out sound scientific
research. The matter came to light after two former postdoctoral
fellows made allegations of fraud which were corroborated by
further evidence from other sources. These allegations resulted in
a mud-slinging competition between the former colleagues, each
accusing the other of fabricating the false data. Currently, both are

suspended from their positions, but due to some legal loopholes
continue to draw their salaries. Investigations by the committee
appointed to clear up the mess revealed that the two authors had
produced the fake data by pasting, cutting, repasting, and recutting
western blots, northern blots, gel-shift assays, dot blots, and
polymerase chain reaction traces. Some of this material was
repeatedly used in many of their fraudulent publications. Apart
from the fact that this act of forgery raises a host of questions on
how these papers survived the rigorous peer-review system of the
prestigious journals in question, this case also spawned discussion
on several interesting issues, including to what extent co-authors
must bear the responsibility for this work. Certainly many of them
were innocently drawn into the affair. These included several
young investigators who may have been pressed into these bogus
publications without fully understanding the mechanisms of
research. Several of them are currently without a job and are
unlikely to find employment in scientific institutions in the future.

After extensive consultation, a committee appointed by the
German Research Society (Deutsche Forschungsgemeinschaft),
passed an exhaustive list of measures that should now serve to
ensure' good research practice' at German research institutions. 2

The 16-point programme deals with specific aspects of research


