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FOREWORD

One of the most important tasks facing the medical profession in Europe
today is the control of cardiovascular diseases, which are very prevalent in
- most countries. In spite of the tremendous development of curative services
for cardiovascular diseases, mortality and morbidity have not been reduced in
many countries. .

The knowledge accumulated by research in epidemiology and prevention
shows the multifactorial origin of cardiovascular diseases. As the major risk
factors for these diseases have been identified, it has become apparent that the
control and prevention of cardiovascular diseases need the community
approach: the involvement of an entire community in an intervention
programme.

The pioneer in this field was Finland, where the North Karelia project,
conducted by Professor Pekka Puska and his many collaborators, was
launched in 1972. Two years later it generated an international intervention
programme — the comprehensive cardiovascular community control pro-
gramme (CCCCP) — was initiated by WHO.

Now, after more than ten years’ experience, we are able to say that the
results of this programme prove that population risk factor levels can be
affected and cardiovascular mortality can be decreased.

The sharing of experience gained in different countries was one of the
most valuable assets of the CCCCP, because it showed that control activities
should be extended to other chronic diseases as well. In many countries

. participating in the CCCCP, the pilot areas have now been transformed, as a
logical development of comprehensive prevention, into areas conducting
countrywide integrated noncommunicable diseases intervention (CINDI) pro-
grammes, with the aim of preventing and controlling major noncommunicable
diseases and changing the lifestyles of the population.

On behalf of WHO, I should like to thank all the institutions involved in
CINDI in participating countries and all the programme directors, especially
Professor Pekka Puska, for their cooperation in this programme.

J.E. Asvall
WHO Regional Director for Europe
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PART 1

REVIEW OF THE CCCCP






BACKGROUND

Over the last 100 years the industrialized countries have experienced a
major change in public health: the impact of infectious diseases has been
dramatically reduced owing to general social and hygienic or specific
preventive and therapeutic measures. Chronic diseases, especially cardio-
vascular diseases (CVD), have emerged as the main new public health
problem.

.Cardiovascular diseases are a major cause of mortahty in the developed
world, although great variability exists in the death rates in different
regions of the world. Towards the end of the 1960s and at the beginning of
the 1970s, the magnitude of the problem in the industrialized countries
became obvious, even among the general population. Cardiovascular
diseases were found to be responsible for about half of the deaths, nearly
one third of the permanent disability, and a high proportion of the use
‘made of the health services (1). Analysis of data from several industrialized
countries has shown that the control and prevention of CVD could be
expected to have a great impact on the longevity of the adult population
(1). Thus, it is obvious that new improvements in public health depend on

_achieving control of cardiovascular and other chronic noncommunicable
diseases.

The high mortality and morbidity from CVD is not only a result of the
aging of the population. In many developed countries, around 40% of all
deaths in the middle-aged population are caused by CVD. About three
quarters of these deaths are due to coronary heart disease (CHD), mainly
acute myocardial infarction (AMI). There are considerable differences in
CVD and CHD rates, even between the industrialized countries, as has been
shown repeatedly by mortality statistics compiled by WHO (2, 3). In 1975,
Finnish men had the highest CHD mortality rates in the world, while

" Japanese men had the lowest in the industrialized countries.

The high occurrence of atherosclerotic circulatory diseases causes not
only a high number of fatalities, but also an even larger burden of nonfatal
cases. This, as well as the regional differences in the CVD rates, was shown
by the seven countries study (4), which surveyed and followed middle-aged
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male population samples in different parts of the world, and by the AMI
registration study coordinated by WHO (5).

This kind of important information formed the background for the
idea of launching well conceived comprehensive efforts to control CVD
population wide. Such initiatives were to take place in a number of
countries, which made it useful for WHO to coordinate them. The first
WHO meeting on the new WHO comprehensive cardiovascular community
control programme (CCCCP) was held in Geneva in 1974. The important
task then facing the medical profession, scientists and health policy-
makers was to control CVD efficiently in countries where they were highly
prevalent, and to influence health development in countries that were, at
that time, undergoing industrialization.

The amount of knowledge accumulated by cardiovascular research
during the last 25 years was voluminous. The application of these results in
general practice was, however, greatly unsatisfactory. Cardiovascular dis-
eases did not receive the attention they deserved, especially from the public
health point of view.

Given this situation, the new WHO programme for CVD concentrated
on the promotion of preventive and control measures so that the whole
community, as well as each individual, could benefit from them.

Such activities had already begun before 1974. In 1972, the North
Karelia project was launched in Finland as a major pilot programme to
develop approaches and methods for the nationwide control of CVD. In
the early 1970s activities of a similar kind were started in other countries
too, e.g. Czechoslovakia and the German Democratic Republic. These
programmes all later took part in the WHO CCCCP, to a greater or lesser
extent.

Apart from the realization of the great problem results from research
of a different kind had indicated several promising ways of reducing the
burden of CVD. Epidemiological research, supported by other types of
research, had identified a few factors that were related to the risk of CVD in
a consistent, independent and strong way. These factors were likely to have
a causal role, which was a challenge for primary prevention. At the same
time the methods of diagnosing and treating patients already affected by
these diseases had improved. Finally, obvious opportunities for rehabili-
tation and secondary prevention existed. ‘

These developments provided the potential for the effective control of
CVD. The new WHO programme was designed to enable communities and
countries to make appropriate use of these opportunities in a well con-
ceived way. Furthermore, the simultaneous application of these measures
in the community could have extra advantages: because of natural links
these measures could support each other.

The WHO meeting in Geneva in 1974 outlined the approach and
contents of the CCCCP activity that will be reviewed in this publication.
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The main aim was for a number of WHO Member States to design and set
up their own CCCCPs in pilot areas, in which comprehensive coordinated
measures would be carried out and evaluated. These programmes would
show the way for national activities. Comparison of the approaches and
experiences in different countries would also give information about the
general options and methods for effectively controlling the epidemic of
CVD. The countries that took part in the CCCCP included Finland, the
German Democratic Republic, the Federal Republic of Germany, Hun-
gary, Italy, Norway, Switzerland, the USSR and Yugoslavia. A description
- of how each pilot area set up its own CCCCP begins on p. 31.

The aim of this report is to review this international activity as it was
formulated and coordinated by WHO in the European Region. The chrono-
logical development of the programme is presented, the major principles
and methods are outlined, the different approaches adopted in different
countries are presented and, finally, general conclusions are drawn. It
should be pointed out that the CCCCP was never meant to apply one
standardized protocol in all the participating countries nor to undertake
any central pooling of the results. Only the concept and main principles
were agreed upon; the actual programmes in each pilot area were supposed
to be tailored to the local situation. The WHO coordination was intended
to help the participating countries to learn from each other’s experiences
and by pooling their experience to draw wider conclusions.

CHRONOLOGICAL DEVELOPMENT

In 1974, when the CCCCP was outlined, many earlier or current WHO
_activities were used to help formulate the approach, in addition to the
general background mentioned above.

Several earlier WHO meetings (in Rome in 1970, Innsbruck in 1972 and
Brussels in 1973) had reviewed the existing evidence for the medical basis
of the prevention and control of CVD and had made recommendations for
the choice of targets in future trials, intervention programmes and national
health service measures.?

Studies on the establishment of myocardial infarction registers in
23 well defined population areas in 19 countries had gathered infor-
mation on the incidence and natural history of AMI in different parts of
the world (5). Hypertension control programmes, on a pilot basis, had

2 The prevention and control of major cardiovascular diseases: report on a Conference.
Copenhagen, WHO Regional Office for Europe, 1974 (document EURO 8214).



been organized in |5 areas in 13 countries and stroke control programmes
in 12 areas in.7 countries. Projects dealing with the prevention of rheumatic
fever and rheumatic heart disease had been started in six experimental
population areas. Standardized procedures were adopted in all these pro-
jects by all the collaborating centres and data were pooled and centrally
analysed by WHO: Besides studying specific problems related to the pre-
vention and control of each of the CVD at the community level, these
projects had also provided methodological and organizational know-how,
necessary for the future establishment of CCCCPs. '

Other research activities were also directed towards this overall aim.
WHO had established collaboration with more than 130 laboratories
around the world. The selected fields were, for example, basic mechanisms
of lipid metabolism, physical inactivity, trace elements in their relation to
the development of atherosclerosis, atherosclerosis risk factors in child-
hood, pulmonary hypertension and cardiomyopathies. In various WHO
programmes great attention had been devoted to manpower development
by directly organizing courses and seminars, assisting individual fellows
and analysing the trends in postgraduate training in this field. The exist-
ence of such possibilities also greatly contributed to the estabhshment of
CCCCP-related activities in different countries.

CCCCP meetings 1974-1984

WHO held yearly meetings over a ten-year period to develop the CCCCPs,
monitor their progress and evaluate their effects. The first meeting in
Geneva in 1974 reviewed the CCCCPs that had already begun in the early
1970s in Czechoslovakia, Finland and the German Democratic Republic,
and discussed the need for CCCCPs and why they had failed in the past. The
meeting drew up a list of the key elements that the CCCCPs in pllot areas
should include: -

= prcventlon 7
— early diagnosis and detectlon ’
— rehabilitation

" — ' the education of health personnel and the public
~— data collection '

—- research.

The meeting went into some detail about what sort of research would
be needed: on the long-term effects of intervention; on methods of evalu-
ating the effects of teaching programmes on the community; on health
personnel and on the health services; on the epidemiology of health as
opposed to disease; on the techniques that ensure community acceptance
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of health promotion; and on the factors that determine the attitudes of
patients to treatment, particularly when they are not very ill.

A meeting in Geneva, the next year, drew up guidelines for CCCCPs
covering planning, organization, health education, information, evalu-
ation and research. At this and the next meeting in 1976 in Koli, dis-
cussions touched on the problem of how to balance the need for inter-
national comparison with the obvious diversity of the countries running
the model CCCCPs. While WHO could play a coordinating role in this
" international project and assist in developing general principles, it was
agreed that the details would have to be left to each programme to work
out on its own.

Progress reports were presented at the yearly WHO meetings, and
specific issues of concern were discussed. At Koli, recommendations were
made about screening, information systems, community analysis, the
standardization of diagnostic categories and methods of examination,
evaluation, and education and training. In Geneva in 1977, most partici-
pants agreed that the programmes should take a comprehensive approach
to the control of CVD, and drew up recommendations on community
analysis, changes in health behaviour, the strategy and tactics to be used in
building up a programme, the involvement of the community, data collec-
tion and the evaluation of the programmes. Many of these issues are
discussed in greater detail later in this report. Emphasis was placed on the
importance of influencing lifestyles from the earliest age. .

By 1978 it was clear that the programmes were having problems of
comparison, partly because they were at different stages of implemen-
tation, partly because of their diversity, and partly because of difficulties
with methodology, standardization and intervention measures. Discus-
sions at the meeting in Tromse in 1978 centred on data processing and
information systems, and the participants recommended using some exist-
ing systems as well as establishing some new ones. In 1979 at a meeting in
Novi Sad, the programmes were showing signs of changing the risk factor
levels in their populations, and quality control and the standardization of
measurement methods were discussed. The participants agreed that health
personnel could gain experience in the operation of CCCCPs on a small
scale, but that the pilot areas could not be used as training centres in any
systematic way. They also decided to pool their experience in influencing
health behaviour in children. For the first time the idea of extending the
programmies to include all chronic diseases was raised and supported.

By 1980, the discussions were beginning to concentrate on the problem
of evaluation. The meeting in Prague in 1980 reviewed the main principles
for evaluating lifestyles, risk factors, morbidity and mortality changes, and
the use of reference areas.

The penultimate meeting in Heidelberg in 1982 began to review the
results of the CCCCPs. They had succeeded in reorienting the medical
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services towards primary and secondary prevention, and had substantially
- reduced hypertension levels in the community. They had had less success in
reducing smoking, and had had no effect on diet or cholesterol levels,
except in Norway. Since it is hard to conduct a pilot programme without
also affecting the reference area, new techniques of evaluation may be
required that do not rely on reference groups.

Towards the end of the trial period in 1982, most of the pilot pro-
grammes had decided to expand and intensify their activities, by including
more types of CVD, strengthening the intervention measures and becom-
ing more comprehensive (by including all the components of the compre-
hensive approach: primary prevention, secondary prevention, health care,
research, information systems, etc.). They also offered to put their accumu-
lated skill and experience at the service of countrywide programmes on
chronic diseases, an issue that had been raised at a number of meetings and
which was now becoming of growing interest to WHO.

This offer was formally acknowledged at the final CCCCP meeting in
Udine in 1984, when WHO invited the participating countries to incor-
porate their CCCCPs into the new WHO countrywide integrated non-
communicable diseases intervention (CINDI) programme, which was to
replace and expand the WHO CCCCP. While some did that, others con-
tinued to develop their CCCCPs and yet others did both. The final reports
oh the CCCCPs that were presented at this meeting by the participating
countries are reviewed and discussed in Part II of this report.

Associated developments

Towards the end of the period reviewed here, i.e. in the early 1980s, several
developments took place associated with the CCCCP in the European
Reglon

CCCCP work in the non-European countries and especially the devel-
oping countries took place separately from the European programme.
The different stage of development and public health situation in these
countries demanded different approaches and a realistic balance in the
control of communicable and noncommunicable diseases. None the less,
although communicable diseases are the major public health problem in
these countries, WHO realized and emphasized that the rates of CVD and
other noncommunicable diseases were rapidly increasing in many devel-
oping countries. The concept of primordial prevention was developed and
advocated, to describe the approach to preventing the predicted rise in
CVD rates and to preserving the cardiovascular health of these popu-
lations. Asto the practlcal work, heavy reliance on prlmary health care was
adopted as the main working strategy by meetmgs in Nairobi in 1981,
Manila in 1983 and Geneva in 1985.



In 1981, the National Public Health Institute of Finland in Helsinki,
the coordinating centre of the North Karelia project, was appointed a
WHO collaborating centre for community control programmes in CVD.
The next year, the WHO Regional Office for Europe launched a special
programme to decentralize the cardiovascular programme. This gave the
centre in Helsinki the special tasks and responsibilities of promoting and
assisting CCCCP-related activity in Europe.

After a series of planning meetings since 1979, WHO launched a major
international project on monitoring trends in cardiovascular diseases
(MONICA) in 1982. The protocol of the project was approved by the
meeting of principal investigators in Geneva in 1981, although it was
somewhat revised at later meetings in 1982 and 1983. The aim of the
MONICA project is to measure trends in cardiovascular mortality and the
incidence of CHD and cerebrovascular disease, and to assess the extent to
which these trends are related to changes in known risk factors measured at
the same time in defined communities in different countries.

A great number of countries and centres joined the MONICA project
including many of the CCCCP centres. The Heidelberg meeting in 1982
discussed the links between the CCCCP and the MONICA project. The
participants concluded that the CCCCP pilot areas (whether or not they
were part of the MONICA project) should include the MONICA criteria
and procedures as a tool for evaluation of several items, although inter-
vention still remained the key aim of the CCCCP. They realized that the
MONICA methodology could be a valuable tool for the standardized
measurement of disease and risk factor changes in the CCCCP intervention
communities.

A further link between the CCCCPs and the MONICA project was
formed when the international data centre of the MONICA project was
established at the National Public Health Institute of Finland in Helsinki,
already the WHO collaborating centre for community control programmes
in CVD.

Finally, WHO’s plan to formulate and launch integrated noncommuni-
cable disease control programmes was of great relevance. This concept was
developed at a series of WHO meetings, both global and regional: in
Kaunas in 1981, Geneva in 1982, and Copenhagen in 1983. During the
1983 meeting the basis for the European collaboration was formulated.
The principles of the CINDI programme were further developed at meet-
ings in Brioni in 1984 and Moscow in 1985. The relationship between the
CCCCP and the CINDI programme was discussed and agreed upon at the
CCCCP meetings in Heidelberg and Udine, as already described. Many of
the CCCCP centres joined the CINDI programme, which was seen as a
natural continuation and extension of the work carried out in the frame-
work of the CCCCP.



GENERAL PRINCIPLES OF THE CCCCPS

The central aim of the CCCCPs was to apply available scientific knowledge
in a well conceived way to attain maximum control of CVD in the entire
community and to evaluate the experience for wider use. The five words
symbolized by the letters CCCCP describe the general principles.

Comprehensive

In view of the close interrelationship of major individual cardiovascular
disorders, it is important to tackle the problem of control in an integrated
way.
Since the origins of the problem of CVD lie. deeply in people’s lifestyles,
‘environmental factors and service structures, no simple solution or simple
measure can solve the problem; instead, the coordinated use of a whole range
of actions and measures that support each other is needed simultaneously.

Cardiovascular

The scope of the programme is the category of CVD, which forms the greatest
public health problem in most of the industrialized world, and certainly in
the European Region. Within this category, different diseases vary in
importance from country to country and the emphasis of the programme
may thus vary accordingly. However, coronary heart disease and cerebro-
vascular stroke are usually the most important severe forms of CVD.

“Community

The word is used here to mean a defined body of people, their interactions
and environment, living in a geographically defined area. A community-
based approach is seen as essennal for the programme for two reasons.

1. Cardiovascular dlseases their precursors and risk factors are so
common that they concern most of the people in the community.

2. The origins.of these health problems are deeply embedded in the
community, and thus the disease rates can be influenced only by influ-
encing the whole community, i.e. through the natural channels of influence
and existing service structure-of the community.

Control

This word is used to cover all the possible elements aimed at reducing the
burden of the disease, i.e. primary prevention, early detection, treatment,
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rehabilitation and secondary prevention as well as research and other
supportive activities. A further connotation of the earlier term comprehen-
sive is that the programme combines the different elements of disease
control in an optimal way, appropriate to the given situation.

Programme

This word emphasizes that practical programmes with given aims are
being dealt with. Thus it is primarily a community programme, not a
scientific experiment. Research is needed to formulate a scientific basis and
to assess the results. But the main aim is intervention, i.e. the sound
application of existing knowledge in an attempt to help real people. The
programme concept also includes the conventional principles and el-
ements of a programme framework (e.g. planning, implementation, evalu-
ation) as described later.

The active nature of the programme is emphasized by the magnitude of
the problem on the one hand, and by the great amount of accumulated
medical knowledge, related to prevention and treatment, on the other
hand. A community programme aims to apply existing scientific knowledge
to serve the population (or to help the community by having better access
to the existing knowledge).

Although continuous efforts to ensure medical and technological
advances are still needed, it is obvious that control of major CVD and
related diseases is possible with existing knowledge, if it can be applied
effectively in the population. Although unanimity on the causal links
between health habits and disease is lacking — as it may always be — we
have to act on the best currently available knowledge. This point is further
reinforced by the magnitude of the problem and the realization that doing
nothing is also a decision. A decision to await final proof cannot help the
great number of people in society who suffer premature death or major
disability. The community should be offered the best available advice, just
as practising doctors make their best clinical judgement as to the treatment
of their patients’ health problems.

A feature of a community programme is that it forms the bridge
between biomedical, clinical and epidemiological research on one side and
national health policy and health care on the other side. Several of the
CCCCP meetings emphasized the pilot nature of the programmes. This
means that the CCCCP approach should be tested and carefully evaluated
in a restricted defined community before it is applied on a large scale
nationwide. Thus the individual programmes serve not only their target
area, but also act as a pilot, demonstration, or model for testing the
approach for wider application.

The field nature of a community programme prevents the experimen-
tal control of many variables. It is therefore impossible to test specific
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epidemiological or behavioural hypotheses rigorously. Rather, a com-
munity project tests a complex yet practical programme that is based on a
theory and is of such a nature that it could be applied elsewhere, if the
results show success. Thus the limited internal validity of the project is
compensated for by the greater external validity of the results, i.e. validity
for use in real-life circumstances.

From the scientific point of view, the design and evaluation of the
community programme obviously faces many challenges and problems. A
community programme or community study is in these respects sometimes
compared with a classical intervention trial that is based on the random
allocation of individuals into experimental and control groups. Such a
classical trial also has its limitations: clinical intervention to reduce risk
factors is expensive, deals with people outside their natural living con-
ditions, and cannot realistically be applied nationwide. It is often also
impossible to resirict the changes in the intervention group to the risk
factors alone. Concurrent changes in other factors will often occur because
of a more general impact of the intervention that cannot easily be
controlled. S

. The community-based approach overcomes these problems to a great
extent. The strategy is to intervene in the community as a social organiz-
ation, rather than to apply measures to individual people. It also tests the
effects of a comprehensive package applied in a community setting. The
Intervention takes advantage of existing community channels of influence,
community organization, and natural interactions in the community, This
strategy may reduce costs significantly and may also obviate the ethical
problems that can exist if one clinically labels and treats risk factors rather
than giving general advice on healthy lifestyles.

Compared with clinical trials, however, the epidemiological inference
from a community programme about the association between risk factors
and disease is limited. Because of the advantages given above, colnmunity
programmes may, however, contribute considerably to reducing the
uncertaiity surrounding the causal {ink between CVD and risk factors. At
the same time, the comimunity-based study gives valuable information
about how intervention in real life can be organized, whether the risk
factors in the population can be changed, what are the overall conse-
quences in the community, etc. ‘

A key feature of the demonstration or pilot programme is that the
intervention is well conceived and implemented as a planned, systematic
programme. The content of the programme is determined by existing
medical, epidemiological, behavioural and social knowledge applied intel-
ligently and adopted to the local community setting.

A community programme applies medical and epidemiological
knowledge to identify the health problems and to give priorities to health
objectives, as well as behavioural and social knowledge to design the actual

10



programme content and activities. This implies an interdisciplinary
approach in planning, implementation and evaluation.

The medical/epidemiological model

From the medical and epidemiological point of view, the content of a
community control programme is guided by knowledge of the disease rates
in that particular community and of the known risk factors and usual
treatment for those diseases. As stated earlier, the main medical goal,
control of the CVD epidemic, implies that all possible action will be taken
to reduce the burden of the disease. It can be argued, however, that major
success in controlling a chronic disease can be based only on primary
prevention, since intervention after the clinical stage has been reached will
have only a limited impact. The greatest potential in the control of CVD
thus lies in primary prevention: the mass epidemic should be tackled by
mass prevention.

A great deal was already known about the precursors and risk factors
of CVD when the CCCCP was launched. Research had proceeded from
descriptive epidemiological studies on populations at high and low risk
and retrospective studies among patients to prospective follow-up studies,
the first major one being the Framingham study in the United States (6). A
summary of the results of several other prospective studies initiated in the
United States in the 1950s and 1960s was published as the final report of the
pooling project (7), and results from a major international prospective
study, the seven countries study, were also available (4).

All these studies indicated that a few factors — notably smoking,
elevated serum cholesterol levels, and elevated blood pressure — predicta
major part of subsequent CHD risk, independent of any other factors
studied. Results from basic biochemical studies, as well as results from a

‘few experimental and quasi-experimental studies on the different risk
factors, have also long been available and used for smoking cessation,
cholesterol-lowering diets and blood pressure treatment.

By the beginning of the 1970s, these studies had already led to a number
of reviews and expert group recommendations for further studies or the
national application of preventive activities. In 1970, a WHO expert group
that met in Rome proposed that preventive trials should-concentrate on
combined intervention to reduce smoking, hypertension, raised serum
cholesterol levels, and physical inactivity. In the same year the report of the
Inter-Society Commission for Heart Disease Resources (8) in the United
States recommended that primary prevention should be aimed at the
elimination of smoking, a change of diet to reduce serum cholesterol levels,
and treatment to lower high blood pressure, with special emphasis on the
combination of these risk factors.
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These major risk factors were the obvious choices for most CCCCPs.
However, their role obviously had to be balanced in somewhat different
ways in different countries. Several other possible risk factors were also
naturally considered and often included: physical inactivity, overweight,
psychosocial stress, diabetes, excess alcohol intake, etc. -

Once the risk factors have been agreed on in a programme, choices still
need to be made aBout the intervention strategy. The high-risk (or clinical
or focused) approach attempts to identify those people with high risk
factor levels and to act on these. Although such an approach has its merits
and will always be needed as part of the community approach, CCCCPs
apply a different principle. The community (or total population or public
health) approach attempts to modify the general risk factor profile of the
whole population. ‘

Although an individual’s risk of suffering from CHD increases with
increasing risk factor levels (a fact of obvious relevance for clinical prac-
tice), it is critical to realize that high-risk individuals in most countries with
high CVD rates produce only a small proportion of the disease cases that
occur in the community. Many cases arise among people with only moder-
ately raised risk factor levels, but usually in several risk factors at once.
Because the people at moderate risk outnumber the few really high-risk
individuals, and because the simultaneous occurrence of several risk fac-
tors has a synergistic impact, a major reduction in the number of disease
cases in the community can occur only if the general risk factor levels can
be modified in this great majority: in practice, in the whole population.

The clearly greater potential of the community approach compared
with the high-risk approach in reducing CHD rates in a community has
been demonstrated by making a model of the impact of different risk factor
reduction strategies using data from prospective follow-up studies (9, 10).
The North Karelia project results also show that the initial level of people’s
risk factors is not a very good predictor of the changes they are likely to
make to their lifestyles, hence further reducing the usefulness of the high-
risk approach (11). Thus, from the epidemiological point of view, major
reductions in disease rates in'a community can be achieved only by a
widespread reduction in the levels of many risk factors. This implies
community-wide action. _ ‘

Obviously, the population strategy and the high-risk strategy are not
mutually exclusive. On the contrary, any practical community programme
usually combines these strategies for maximum impact.

It should also be remembered that although primary prevention is
emphasized, a comprehensive programme attempts to improve early
detection, treatment, rehabilitation and secondary prevention among
people already affected by CVD. When the CCCCP was launched, several
WHO working groups had already reviewed medical progress and ident-
ified obvious opportunities to improve the situation in most communities.
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These opportunities consisted of improved screening and diagnostic
methods, early detection and ambulatory care, rehabilitation and sec-
ondary prevention. A large coordinated WHO study on secondary pre-
vention had pointed out the ways to prevent recurrent myocardial infarc-
tions — a major issue for any community programme, since a great
proportion of fatal heart attacks in the community affect people who have
already experienced a myocardial infarction (12).

The behavioural/social model

The CCCCP also attempted to understand better the behavioural and
social framework of community-based intervention. Once the central aim
of the programme has been defined as being to influence lifestyles and risk
factors in the whole community, the task enters the realm of the behav-
ioural and social sciences. Medical practice has long been based on the
assumption that once the behavioural agents leading to diseases have been
identified, merely to inform the subjects is enough to change their behav-
iour and thus the incidence of the disease. Numerous studies and everyday
practice show that this is seldom the case. Behaviour is embedded in a
complex way in the social and physical environment.

Much of the work on the prevention of chronic diseases has concen-
trated on the link between the agents (risk factors) and the host (people).
But actually, many if not most of the great achievements in public health
have involved major emphasis on the environment. This link to the environ-
ment applies to the control of CVD and is a major rationale behind the
community approach. The agents (behaviour/risk factors) of heart disease
are largely determined by social forces and other environmental factors.
Any major progress in influencing the disease rates has to depend on the
environmental forces and structures being dealt with. The natural, most
effective way of changing a population’s risk factor levels is to work
through the community: the community should be the major target rather
than its individuals.

The task of influencing people’s behaviour and lifestyles is in the domain
of social and behavioural sciences. Still, a major problem has been the lack
of a unifying theory to serve as a guide. Programme- and action-oriented
people often feel frustrated by the inability of behavioural and social
scientists to tell them what they should do. Despite this, sound behavioural
and social science principles do exist to guide the way in planning, im-
plementing and evaluating community-based health programmes.

Especially within the North Karelia project, but also within some other
European CCCCPs, work was done along these lines (13). Several over-
lapping models have usually been developed. A behaviour-change model is
used in many community programmes and is based on classical psychologi-
cal ‘and sociological theories. It emphasizes the steps that programme
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~ planning and evaluation should include to help individuals to modify their
behaviour. These steps can be llsted as follows (13):

(a) improve the preventive services to help people identify their risk
factors and to provide appropriate attention and services;

(b) provide information to teach people about the relatlonshlp between
their behaviour and their health;

(¢) persuade people to become motivated and promote their intention
to adopt healthy activities;

(d) train people to increase their skills in self-management, environ-
mental control, and healthy activities; -

(e) give social support to help people continue with their healthy
activities; ‘ ‘

§)) change the environment to create the opportunities for healthy
activities and improve unfavourable condmons and

(g) organize the community to mobilize it for broad changes (through
increased social support and environmental modlflcatlon) that will sup-
port its adoptlon of new hfestyles :

In addmon to this behaviour-change framework, several others have
been used, such as the innovation/diffusion approach, the communication/
behaviour-change approach, the social marketing approach and the com-
munity organization approach. A more general model, as used in the
North Karelia project, is shown in Fig. 1.

MAIN PROGRAMME COMPONENTS

The practical framework of a community programme for the control of
CVD has three components: planning, implementation, and evaluation.
Although this is usually the sequence in which they happen, in many cases
these elements take place at the same time as the pI’OJCCt proceeds

Planning

The major parts of the planmng phase are (@) the definition of the ObjeCthCS,
(b) community analysis, and (c) the establishment of the organizational
framework and other preparatory steps for launching the programme.
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Fig. 1. Model of community intervention,
as used in the North Karelia project
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Source: Puska, P.etal. (13).

Definition of objectives

The definition of the objectives, based on a careful epidemiological
assessment of the situation, is a key feature of the CVD community control
programme. The objectives can also be outlined in a hierarchical way (see
Fig. 2). The general goal is to improve the health of the population, To do
this the CVD programme aims specifically to reduce the rates of defined
CVD. The choice of these main objectives (outcomes) will depend on local
occurrence rates and the perceived desirability and possibility of influ-
encing them. In the European Region, AMI and cerebrovascular stroke are
usually the main targets for CVD control programmes.

Once the main objectives have been defined as the reduction of specific
CVD, the intermediate objectives can be formulated. They are based on the
one hand on general knowledge about the likely causal risk factors of the
chosen target diseases, and on the other hand on knowledge about the
prevalence rates of these factors in the target population. The available
knowledge on the CVD risk factors was already substantial when the
various CCCCPs were launched in Europe, and WHO had already made
several recommendations on the subject. Other aspects could also modify
the choice of risk factors and other intermediate objectives: the perceived
likelihood of achieving change, the expectation that broader benefits
beyond CVD could be derived from the change, and the safety and cultural
acceptability of the proposed action.
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Fig. 2. The hierarchy of objectives
in a community-based programme
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Source: Puska, P.etal. (713).

As already discussed, most programmes emphasized as their objectives
the primary prevention of AMI and/or stroke by trying to influence the
following risk factors in particular: hypertension, smoking and elevated
serum cholesterol levels in the population.

+ The next level in the hierarchy of objectives includes the practical
objectives and actual intervention measures. These are based on carefully
analysing the various.community features behind the risk factors and on
understanding the strategic determinants that influence them. This also
relates to community analysis.

- Community analysis

‘Community analysis, in this context, is defined as determining those
features in the community likely to be 1mportant in the development of a
CCCCP.

Community analysis should provide as comprehenswe an understand-
ing as possible of the situation at the start of the programme. It 'should
provide the basis for selecting priorities and appropriate methods of
intervention. It should also indicate how continuous follow- -up in these
matters can be carried on throughout the programme and thereby help to
guide the activities. Since health education is one of the most important
intervention methods, community analysis is of special relevance to health
education activities.

The necessary data may be secondary (1 €. they already exxst) or primary
(i.e. they may have to be collected). Secondary data comprise' statistics,
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health records, reports of previous studies, expert recommendations, etc.
The necessary primary data can be collected by surveys, mainly based on
questionnaires, of individuals or population groups. Case information
may be obtained, e.g. from specific disease registers or by interviews with
informed people.

The basic information on the community may be divided into the
following types:

— demographic data

— the epidemiological situation

— information related to lifestyles and health education
— resources.

The demographic data include the age and sex structure and other
general features of the population, mortality rates and trends. Cultural and
socioeconomic indices relevant to the disease are also included.

A description of the epidemiological situation requires, in addition to
the general disease information, data on the prevalence and incidence of
CVD, preferably within different groups of the population. In addition,
information is needed on the prevalence of factors that may influence the
onset and natural course of the diseases (e.g. smoking, dietary habits,
physical activity, consumption of alcohol) and related biological risk
factors (such as serum cholesterol and blood pressure levels, and
overweight).

It is particularly important to collect information on behaviour, and
especially on behaviour patterns, that is relevant to the implementation of
health education activities and can provide a basis for action. Such infor-
mation would include:

— the natural history of the behaviour patterns concerned, their
meaning to the target group, and their possible susceptibility to
change (this ““diagnosis” will include beliefs and attitudes related to
such behaviour patterns);

— the identification of systems of communication and influence and
of the opinion leaders within those systems;

— an understanding of the more formal power structure of the com-
munity, on the basis of which individuals or groups may be enlisted
for the purposes of planning and implementation;

— the opinions of local health personnel on the various problems and
possible methods of solving them, as their willingness to cooperate
is essential.

Before the programme is implemented, an appraisal is necessary of the
resources and the type of service structure existing in the community:
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health manpower, facilities for cardiovascular care and their structure and
capacity, health education resources, data processing resources and financial
resources. The pattern of health service use must be analysed.

Building up the programme

The establishment of a comprehensive cardiovascular community control
programme goes beyond the usual activities of health care bodies, involves
authorities other than health and has to be based on a major health policy
decision. Since such a programme also contains many societal and political
components, its strategy and its tactics have to vary according to the local
epidemiological, health care and sociopolitical situation.

It may therefore be difficult to outline a general strategy valid for any
place or country; on the contrary, specific strategic and tactical approaches
have to be identified in any given situation. It seems unlikely, however, that
any such programme would be viable in any place without the support and
endorsement of nonmedical bodies or authorities. It seems to be desirable
to make the establishment of a comprehensive community control pro-
gramme an integral part of the overall health policies of an area (be it
province, county, city or country). If such general health policies have not
yet been defined, it is desirable to use the occasion of establishing a
programme to elaborate an overall health policy, making the programme
an integral part of further developments planned in the field of health care.

The following steps and elements are an essential part of the plan, and
the best or alternative solutions most feasible for each community should
be elaborated in detail:

— making decisions

— choosing the community:

— establishing societal bases

— funding ‘

— establishing the project team

— establishing a steering committee

— having access to the medical community

— having access to the general population.

A CCCCP has a wide societal base resulting from the concerted efforts
of health and lay organizations, with the particular involvement of citi-
zens’ associations. The initial effort needed to establish such a broad base
for a community project seems to have paid off in terms of the output of the
various CCCCPs. ‘
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Implementation

No detailed description will be given here of the implementation of the
CCCCPs in different countries (but see the descriptions of the country
programmes, pp. 31-77). The guiding principle of the activity was that the
implementation in each country and area would be tailored to the local
situation, based on the general principles described above. As an example,
a brief description of the implementation of the intervention in the North
Karelia project is given here (13).

An example of programme implementation

The goal was systematically to implement the programme in the area of
North Karelia according to its defined aims and principles. Within the
overall framework of the programme, its actual implementation was suf-
ficiently flexible to be adjusted in response to opportunities in the com-
munity. After the necessary measures were defined, formal support was
ensured and community resources were identified to accomplish the tasks.

Integrating the programme into the social organization of the com-
munity was necessary, because in so doing the participation of the
community and the availability of community resources were ensured.
Thus the project set the objectives and developed the general framework,
while the activities were carried out mainly by the community. The project
catalysed this work by providing materials, training, the necessary official
support, mass media support, and follow-up.

The programme activities were simple and practical in order to facili-
tate their enactment in the larger community. Instead of highly sophisti-
cated services for a few people, simple basic services were provided to the
largest possible proportion of the population. This was supported by
information dissemination and personnel training. Integration of these
comprehensive measures with existing services not only saved project
resources, but aveided the duplication and overlapping of activities as
well, and thus meant better use was made of the community resources.

To identify and mobilize community resources, the project worked
closely with officiai agencies and voluntary organizations in the area. As
an official pilot programme, the new health service activities initiated by
the project became part of formal public health activities in the area. Thus
participation in these activities formed part of the regular work of the
health professionals, not simply an extra job or hobby. In this way the
project activities were based on authority decisions, and were backed up by
training and motivation. Close personal contacts between the project team
and the local health personnel were emphasized to help motivation and
compliance.

The use of the large network of other organizations and opinion leaders
encouraged participation by the population. For the most part these
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organizations appreciated being able to contribute to the success of an
important project. Many personal contacts were made, local problems
were discussed, and