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Use of lay opinion leaders to promote diffusion
of health innovations in a community programme:
lessons learned from the North Karelia project

P. PUSKA,1 K. KOSKELA4 A. MCALISTER,3 H. MAYRANEN4 A. SMOLANDER, S. MOISIO,5
L. VIRI,5 V. KORPELAINEN,6 & E. M. ROGERS7

The innovation-diffusion approach offers a useful framework to community pro-
grammes that aim to influence health-related life-styles. This approach emphasizes that
the risk-reducing life-styles are the innovations that diffuse with time through the natural
networks ofthe given social system. This article describes the systematic use oflay opinion
leaders in the North Karelia project, a comprehensive community-basedpreventive cardio-
vascular programme in Finland. Over 800 lay opinion leaders were trained to promote
reduction of heart disease risk factors and, after approximately four years, a survey was
conducted to assess the long-term feasibility and self-reported effects. The results and the
experiences are discussed. It is concluded that the use of lay opinion leaders made a signifi-
cant contribution to the overall impact of the project.

INTRODUCTION

Owing to the extremely high cardiovascular disease
rates in North Karelia county, a petition was signed in
1971 and submitted to the national government for
help in dealing with this problem. The North Karelia
project was then started in 1972 as a community-
based intervention programme with the aim of re-
ducing cardiovascular mortality and morbidity in the
county's population, and with special emphasis on
middle-aged men who had the highest excess rates.
Based on medical and epidemiological knowledge
and on information about the local situation, several
intermediate objectives were adopted, including re-
duction of the levels of the following risk factors:
smoking, elevated serum cholesterol (through dietary

' Director, Department of Epidemiology, National Public
Health Institute, Mannerheimintie 166, 00280 Helsinki 28, Finland.
Requests for reprints should be sent to this author.

2 Chief, National Board of Health, Office of Health Education,
Helsinki, Finland.

3 Associate Professor, Institute of Human Development and
Family Studies, University of Texas, Houston, TX, USA.

4 Research Assistant, Department of Epidemiology, National
Public Health Institute, Helsinki, Finland.

5 Health Educator, North Karelia Project Field Office, Joensuu,
Finland.

6 Manager, North Karelia Heart Association, Kontiolahti,
Finland.

7 Professor, Institute for Communication Research, Stanford
Heart Disease Prevention Program, Stanford University, Stanford,
CA, USA.

changes), and raised blood pressure. Some treatment
and secondary preventive activities were also pro-
moted. The project's evaluation covered the feasi-
bility, costs, effects, and any other consequences of
the programme. The original programme and its
evaluation covered the five-year period from 1972 to
1977, but was extended because of the encouraging
results. Comprehensive reports of the five-year evalu-
ation and the main results for the ten-year evaluation
have been published (1-4).
The task of reducing the above risk factors was

recognized as one for the behavioural and social
sciences. Medical practitioners often assume that
after identification of the behaviour-related agents
leading to a disease, merely informing the people
would be enough to change the situation. Several
studies have shown that this is usually not the case.
People's behaviour is complexly embedded in their
social and physical environment; information alone
is often not enough to change their behaviour.
Action-oriented health workers often feel frustrated
because of the inability of the behavioural and social
scientists to tell them how they could conduct more
effective health programmes. Nevertheless, there are
many sound behavioural and social science principles
and theories that can help guide the planning,
implementation and evaluation of community-based
health programmes. These theories are numerous and
not mutually exclusive. For the needs of a particular
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programme, one has to adopt a framework that best
fits the particular problem. In the North Karelia
project, the following interrelated behavioural/social
approaches were found to be especially useful: the
behaviour modification approach (psychology, social
psychology), the communication-behaviour change
approach (sociology, communication), and the com-
munity organization approach (social policy, soci-
ology). These approaches, their theoretical bases,
and their applications in the North Karelia project
have been described elsewhere (5, 6).

This article describes a major intervention com-
ponent of the North Karelia project based on the
innovation-diffusion approach: that is, the system-
atic use of lay opinion leaders to promote desired
health innovations. The application of this approach
and the main results are described below.

INNOVATION-DIFFUSION APPROACH TO
HEALTH PROMOTION

The innovation-diffusion approach focuses on
new risk-reducing lifestyles (innovations) that diffuse
in the course of time through normal community
networks to individuals. This diffusion leads to social
change. While the mass media are usually effective in
making such innovations known, interpersonal
contacts are more effective in forming and changing
people's attitudes and in promoting behavioural
change.
The innovation-diffusion process is based on

knowledge, persuasion, decision and confirmation.
People may be classified into innovators, early
adopters, early or late majority, and laggards. The
social structure of the community will influence the
rate of diffusion. These central principles, as
developed by Rogers (7, 8), fit with the earlier
described two-step flow of new ideas through opinion
leaders (9): that is, new ideas often originate from the
mass media and are transmitted and modified by
opinion leaders, most people being influenced by
interpersonal contacts with these leaders who can
either promote or block the innovation-diffusion
process.

Unlike the usual leaders in a community, opinion
leaders are not easily identified; however, research
has shown that they are often more exposed to the
mass media, and to social contacts, have higher social
status and more influence as a change agent, and
show more innovativeness. When a community is
ready for change, the opinion leaders are more
innovative; but when it is traditional, they are not
especially innovative. Opinion leaders are often in a
key position to influence wider adoption of an
innovation by being themselves satisfied with it and

by communicating this opinion through interpersonal
networks (8).

USE OF LAY OPINION LEADERS
IN NORTH KARELIA

The project's central team in North Karelia follow
the known principles of a successful change agent,
i.e., understand the needs of the community and
diagnose its problems, represent a credible source,
establish a close relationship and empathy with the
population, create the intention to change, and show
the way to translate this intention into action. The
project worked from the very beginning closely with
opinion leaders in each area (municipal leaders,
voluntary organization leaders, health personnel,
mass media and business leaders, etc.) in order to
establish the major activities and promote the
necessary community organization.

After initial implementation of the project,
systematic use of lay opinion leaders was started in
1975 to facilitate the behaviour change. Any prob-
lems arising from large-scale use of lay persons was
dealt with by the established project framework. Two
features about North Karelia were considered very
relevant: (1) this county is a relatively traditional,
rural farming area where the communities tend to
resist change, especially in dietary matters; and (2) the
project area being large, contact had to be made with
people living in numerous villages.
Of Rogers' three main methods for measuring

opinion leadership (sociometric, informants' ratings,
and self-designating techniques), the first had to be
excluded because the target was the whole county,
and the second was used. The project staff launched
the activity together with the county's heart associ-
ation in every municipality of the area. The heart
association staff, together with their local representa-
tives, and the project staff interviewed key persons
("informants") in each municipality. Based on these
interviews, two opinion leaders were selected for each
village. They were usually active members of local
organizations (e.g., a farmers' union, housewives'
club, church, hunting club, heart association, village
committee, etc.) and were contacted by the heart
association's representatives, who explained the pro-
gramme and invited them to attend the initial training
seminar.
The first training seminar lasted two days (on a

week-end) and took place in the municipal centre.
The organizers paid the costs involved, including the
travel costs of the participants. The project staff
planned the contents of the seminar, participated in
its implementation, developed the practical tasks for
the lay opinion leaders, and were responsible for
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follow-up and evaluation. During the training
sessions, the heart association and project staff dis-
cussed with the trainees the nature and background
of the cardiovascular problem, the risk factors and
their relationship with behaviours and community
features, and the needed measures such as social sup-
port and environmental modifications. The leaders
were given a list of practical tasks related to various
project objectives which they had to carry out in the
course of their normal daily work; this included
noting the smoking and dietary habits and blood
pressures of persons in their neighbourhood, advising
them about the behavioural changes needed, and put-
ting them in contact with local health professionals.
The lay leaders were trained in simple skills for verbal
reinforcement and encouragement of smoking
cessation, dietary change, and other preventive
behaviours. They were also trained to detect heart
health problems in places such as shops, schools,
offices, meeting places, etc. and to persuade individ-
uals to undertake the necessary changes.

These lay workers (opinion leaders) were given no
clinical tasks because the area had a good primary
health care network and the project had developed
the system to respond especially to cardiovascular
disease control. Good cooperation was ensured
between the lay workers and the local health centres,
which appointed one or more of their public health
nurses to serve as special contact persons for the lay
workers, if needed. No salary was paid to the lay
workers. To promote their status, the training meet-
ings were usually reported in the local newspapers,
which initially published the names of these people.
The lay workers were given printed materials for use
in their contacts with peers. After the initial training
meetings, which during the first years covered the
whole county, the heart association organized shorter
follow-up training meetings. On some occasions new
lay workers were recruited. The county heart associ-
ation and/or the project staff also contacted these
people by post at various times to send them new
health education materials, routine circulars and re-
minders, and information on special practical tasks
(e.g., in connection with the project's national TV
programmes).
An earlier report on feasibility and the experiences

with the lay opinion leaders in seven (out of 19)
municipalities was based on a survey among the first
285 lay workers, which was carried out three months
after the initial training (10). This study showed that
the lay health workers were in many ways typical of
the local population and, as was expected, they were
active in their social contacts and had better health
habits than the general population. The survey
indicated that women tended to be recruited as lay
leaders more often than men. It also showed that the
lay leaders had been involved in discussion with

people to try and promote the desired health changes.
Several successes were reported; these were limited in
number per worker but, given the large network,
these contacts could have a significant impact on
the community. The identification of variables
associated with active or passive performance as a lay
leader showed that the more active lay workers were
able to influence people by their discussion on health
behaviour changes. These active workers were
characterized by membership of a larger number of
organizations and by a history of some minor chronic
health problem (not heart disease), and the majority
were women. Some differences between active and
passive lay workers emerged depending on the area of
activity. Those who excelled in anti-smoking activi-
ties tended to have a lower level of education, were
members of a higher number of organizations, and
had some chronic disease; for giving dietary edu-
cation, the consumption of vegetables was a strong
predictor of active leadership; and for intervening in
hypertension or heart disease problems (symptoms,
etc.), a history of cardiovascular problems predicted
more active work as a leader.

EXTENT OF THE ACTIVITIES

By 1979 a training meeting had taken place in every
municipality of the project area, and by the end of
1982 one or two follow-up training sessions had taken
place in most of the municipalities. Table 1 shows the
number of lay leader participants according to
municipality and year. By the end of 1982 over 800
people had been recruited as lay workers and had
participated in the initial training; most of them also
participated in one or more follow-up training
meetings; the total number attending the meetings
was 1919.

In 1982, a new survey was carried out among the
project's lay workers. The aim was to assess the long-
term feasibility of the lay-leader approach and the
extent of the activities, based on the few years of
experience, and to evaluate the possible community
impact. At the same time feed-back was collected
from these people about their experiences and about
the problems they had encountered. For this second
survey, 805 people who had participated in the train-
ing were mailed a questionnaire in the spring of 1982.
To those who did not reply, the questionnaire was
sent again a couple of months later. It turned out that
six persons had died and of the 494 who responded
(62%), 95 reported that they had ceased activities and
did not consider themselves as lay workers any more.
Since most of the remainder were probably in the
same situation, only about 50% of the initially
trained lay leaders were continuing their work. Data
on these 399 persons are presented in Table 2.
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Table 1. Number of male and female participants in the lay leader training meetings according to municipality and
year

1976 1977 1978 1979 1980 1981 1982 Total

Municipality M F M F M F M F M F M F M F M F

Eno 19 19 7 12 29 18 55 49
llomantsi 16 18 14 15 13 29 43 62
Joensuu 80 110 80 110
Juuka 15 31 11 17 7 9 33 57
Kontiolahti 26 24 17 16 35 58 14 33 92 131
Kiihtelysvaara 14 22 13 24 5 8 32 54
Kitee and Kesilahti 49° 68 49 68
Lieksa 23 35 6 17 15 24 44 76
Liperi 16 43 3 5 19 48
Nurmes and Valtimo 23 37e 25 20 48 67
Outokumpu 16 41 14 29 30 70
Polvijarvi 19 41 10 20 17 29 15 25 61 115
Pyhaselka 17 31 13 26 9 14 39 71
Riakkyla 24e 950 6 13 30 108
Tohmajirvi and Vartsila 19 33 23 16 42 49
Tuupovaara 12 22 12 21 8 12 32 55

Total 69 109 214 355 226 361 44 88 79 100 52 103 45 74 729 1190

Ttwo meetings were held in the same year.

To increase our understanding of the nature and
extent of the lay workers' activities, seven persons
were selected for interview in their homes or work-
places in two municipal areas. According to the
postal survey, two of them (one man and one woman)
had a relatively low level of project-related activities
and three women and two men (including a husband
and wife) indicated a relatively high level of partici-
pation. The interviews consisted of repetition of a few
key survey questions, verification of the initial
responses by further questioning, and a request for
suggestions concerning future programmes and
materials.

Table 2. Original number of lay leaders, the number of
respondents, reasons for a negative response, and the
number in the final group

Original group 805
Dead 6

Total 799

Negative respondents: 305
Did not want to answer 14
Moved away 17
Incomplete answers 5
No information 269

Positive respondents: 494 (62%)
Stopped this work 95

Final group 399 (50%)

RESULTS

Two-thirds of the active lay workers were women
(267 out of 399); their median age was 52 years, that
of men being 50; 86% were married and the majority
lived in large villages. The median number of years of
education was seven. On the average they were
members of four different associations or organiz-
ations and had acted as lay health workers for an
average of four years. About 10% of these workers
stated that they had had coronary heart disease them-
selves, and hypertension had been diagnosed in 19%.
Only 2% were current smokers. The different types
of milk they consumed was one indicator of their
dietary habits: 14% took no milk at all, 23% skim
milk/butter milk, 27% "low-fat" milk, 13% "con-
sumption" milk (fatty milk), and 231e "full milk"
(directly from the farm). Altogether 78% said they
used butter on their bread.

According to the lay workers' findings, 15% of
people responded "very positively" and 60/e
"positively" in discussions about health matters;
only 1 e were reported as negative. There was little
difference between the answers given by male and
female lay workers. Discussions about physical ac-
tivity were said to be the easiest, all other topics being
only relatively easy. Although changes in health
behaviour were important, these workers saw clearly
the difficulties in influencing people to accomplish
these changes (Table 3).
About 59% of the lay workers reported that they

had discussed the behavioural or risk factors with

440



USE OF LAY OPINION LEADERS IN NORTH KARELIA

Table 3. Findings of the lay workers concerning various risk factors in their discussions with people

Agreed that Others find Discussed during
Easy or very Easy or very changes are the changes the preceding week
easy subject easy to influence important or important or with 3 or more
to discuss towards a change very important very important middle-aged persons

Risk factor (%) (%) (%) (%) (%l

Smoking 62 3 96 46 25
Diet 67 19 93 47 42
Physical activity 80 42 95 61 46
Blood pressure 63 34 94 77 22
Heart disease issues 51 27 93 70

Table 4. Different modes of action as reported by the lay workers in their health promotion work with people

Seldom
Very often Occasionally (or no answer)

Mode of action (%) (%) (%)

Gives a direct request to change their behaviour 5 7 88
Advises them to make a personal choice 9 37 54

Gives practical advice about the changes 10 34 56
Describes his/her own example 29 21 49
Refers to the work of the North Karelia project 9 44 47
Refers to the risk of heart disease 8 39 53
Refers to positive results 6 35 59
Follows closely all who attempt to change 18 26 56
Speaks also with persons they do not know so well 23 33 44

Table 5. Frequency of discussions by lay workers with different target groups

Seldom
Very often Occasionally (or no answer)

Target group (%) (%) (%)

Family members 43 41 16
Neighbours 18 60 22
Workmates 16 31 53
Relatives 20 48 32
Friends 18 46 36
Members of organizations (at meetings) 13 28 59
Shopkeepers or attendants 8 27 65
Newspaper staff/journalists 0 15 85

people outside their household during the week
preceding the interview. Different actions reported
by them are shown in Table 4; their own example,
practical advice, and referral to project staff were
mentioned very often. The majority of the dis-
cussions were with members of the lay worker's own

family but discussions with neighbours, workmates,
relatives, friends and members of various organiz-
ations were frequent (Table 5). Of the different
contacts to support them in this work, those with the
health centre were the most common (Table 6).

Altogether 36% of the lay workers reported that at
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Table 6. Frequency of contacts by lay workers with the
health centre, the local or county heart association, or
the North Karelia project staff

Local County North
Health heart heart Karelia

Frequency centre association association project
of contacts (%) (%) (%) (%)

Never 41 55 61 59
1-2times 15 7 4 7

3-5 times 14 3 2 3

> 6 times 8 4 1 1

No answer 22 31 32 30

Total 100 100 100 100

least one person had stopped smoking in association
with their efforts, and 3% reported that as many as 6
or more persons had stopped smoking. This means
that over 500 persons had over this period of time
been influenced by the programme and stopped
smoking (Table 7).
About 15-25% of the lay workers tried to promote

action to restrict smoking in local bars, worksites,
and at local meeting places. In bars this was rarely
successful but in the other places some changes often
followed. Advice on dietary matters was rarely given
in bars and worksites, some changes in diet were
made in households, the one most commonly

Table 7. Percentage responses by lay workers on the
number of people influenced by them to try to stop
smoking

Percentage response by lay workers

During the preceding During the whole
year period

No. of people Tried to Succeeded Tried to Succeeded
influenced by stop in stopping stop in stopping
the lay worker smoking smoking smoking smoking

0 38 46 34 39
1-5 26 1 9 32 33

,,6 10 3 8 3
No answer 26 32 26 25

Total 100 100 100 100

accepted being the use of more vegetables (Table 8).
Women were more active than men in giving dietary
advice. A large number of households were reported
to have been influenced by these dietary discussions
(about 500 accepted an increase in vegetable use).
The number of persons reported to have been

advised on matters relating to hypertension or heart
disease problems is shown in Table 9. Obviously, the
older lay workers were more involved than the
younger ones in this type of activity. About 1000

Table 8. Percentage responses by lay workers on their effectiveness in promoting changes in various locations
concerning smoking and food habits

Percentage response by lay workers

Advised to Advised to serve/sell Advised to make
reduce smoking skim milk or health food dietary changes

Without With Without With Without With
effect effect effect effect effect effect

Location:
Localbar 15 2 5 4
Worksite 24 12 5 6
Meeting place 23 13

Dietary change:
Use skim milk 15 22
Use fat and vegetable oil 9 10
Use oil in cooking 10 13
Use more vegetables 15 41
Use less salt (NaCI) 7 8
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Table 9. Percentage responses by lay workers on the number of people influenced by them concerning hypertension
and heart disease problems

Percentage response by lay workers

No. of people About having the About resuming About irregular About consulting About joining
influenced by blood pressure interrupted use of antihyper- a doctor because a secondary
the lay worker measured follow-up tensive drugs of symptoms prevention group

0 1 9 38 35 27 39
1-5 50 24 33 43 25
,>,6 10 4 1 3 4
No answer 21 37 31 27 32

Total 100 100 100 100 100

Table 10. Percentage responses by lay workers concern-
ing the project's health education television programmes
in 1980 and 1982

TV programmes

1980 1982

No contact 20 21

Followed the programme 54 57

Participated with a viewing group 5 4

Organized a viewing group 3 2

Noanswer 18 16

Total 100 100

Table 11. Percentage responses by lay workers con-
cerning their involvement in general health education
activities

Activity Percentage

Distributed the project's nutrition
education leaflet 51

Distributed the viewer's guide leaflet on
the 1982 TV programme 33

Distributed other health education material 26

Organized health education meetings:
At least one 33
Four or more 12

Carried out a self-help health course
developed by the project 8

hypertensives and about 400 heart disease patients
were influenced by the advice given.

Tables 10 and 11 show the general health education
activities that the lay workers were involved in. More
than half of them had followed the project's TV
programmes in 1980 and 1982 and one-third had
distributed the programme guides; relatively few,
however, had participated with special viewing
groups, most of them having viewed the programmes
with their families. Health education materials were
often distributed and one-third had organized at least
one health education meeting; 12% reported having
organized four or more such meetings. About 8% of
them reported that they had carried out a special self-
help group programme (of 10 weekly sessions)
developed by the project.
The interviews with the seven selected lay workers

confirmed a high level of activity among four of
them. Together, they reported distributing a total of
nearly one hundred leaflets and other project-related
materials during the previous year, and that a total of
25 persons had quit smoking with their encourage-
ment. Anecdotal information was obtained concern-
ing distribution of these materials, e.g., to co-
workers, to customers in a small shop, to students in
adult education classes, etc. Three leaders were
involved in the creation of non-smoking areas in bars
or restaurants, etc. Specific illustrations of their
activities were provided such as, "We give vegetables
to people, so it's easy to bring up the topic (of dietary
change) -giving vegetables is our most powerful
intervention". From these interviews it appeared that
those who in the postal survey had indicated a
relatively low level of activity were nevertheless effec-
tive in a modest way. Although their attendance at
training meetings was poor and they did not often dis-
tribute leaflets or other materials, each could describe
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a number of specific steps they had taken to promote
cardiovascular disease prevention. These active
workers could each describe five or six men who quit
smoking, at least partly in response to their efforts.

General feedback was uniformly positive, with
each lay worker providing some particular comment
or suggestion. Most were not interested in more
training, but all were eager for opportunities to meet
and discuss their experiences with others. Some
reported isolated negative reactions to their activities,
e.g., older men complaining of "too much propa-
ganda". There was repeatedly expressed interest in
ideas on how to bring up the subject of cardio-
vascular disease informally, as well as suggestions for
new activities, e.g., involving taxi drivers, social
workers, home catering services, etc. All agreed that
group meetings were difficult to organize, particu-
larly among those whose health behaviour was most
in need of change.

DISCUSSION

Many empirical studies on the diffusion of
innovations in behaviour (7) include examples of
planned interventions in the health field. Most, if not
all, of these studies were concerned with promotion in
the Third World of sanitary measures or birth control
practices, but the present report describes the
systematic use of lay opinion leaders to promote
diffusion of change in health behaviour in order to
reduce chronic disease risk factors in a developed
country. The aim was to assess the long-term feasi-
bility and impact of this comprehensive community
programme. Our results show that it was possible to
develop a network of these lay workers in a geo-
graphically large area by organizing 44 training meet-
ings (Table 1); however, about half of the initially-
trained lay workers withdrew after 3-5 years, leaving
approximately 400 who continued.
The basic attitude towards lay opinion leadership

was largely favourable among the population and the
workers themselves. One problem is that long-term
behaviour changes are not only difficult to promote,
but also the possible benefits from prevention of a
severe disease seem far in the future, i.e., the
consequences cannot be observed. The lay workers,
like the project's message in general, therefore tried
to emphasize the immediate consequences of
healthier behaviours in terms of feeling better. Still
the problem remains that the lay workers have little
visible objects to show, or dramatic new skills to
teach; they can only discuss matters that most people
know about already.
Thus the major task of the lay workers was

persuasion without too much expertise. A common

mistake in this approach is selecting over-experienced
people or giving them so much training that they lose
their capacity to fully understand the way of thinking
of the majority of the people (and thus successfully to
communicate with them). This was certainly not the
case in North Karelia, because the lay workers were
representative of the rest of the population, e.g.,
in educational level, and their training was not
excessive.
On theoretical grounds, it can be argued that

successful lay workers should resemble the popu-
lation in their background, e.g., in education,
income, occupation, ethnicity, etc., but should differ
concerning a specific innovation as a result of having
previously adopted and become satisfied with that
innovation. The presented data show that, with
regard to their background, our lay workers re-
sembled the majority of the population; they also
practised what they taught, especially non-smoking
and use of vegetables, but, like the community, they
had some resistance to change the type of milk or the
use of butter on bread.

In spite of attempts to have equal representation of
both sexes among the lay workers, there were more
females than males. In many societies, females are
more interested in health-related issues than males
and may also be more effective in promoting the
needed dietary changes in a community (10). Despite
the tendency for older people to be more interested in
this kind of work, many young lay workers were also
recruited. Our previous report (10) indicated that
various characteristics of the lay workers were
associated with more active performance in the dif-
ferent tasks. Obviously, the older workers with
personal experience of disease could be more active
and successful in influencing others concerning
matters related to hypertension or heart problems.
On the other hand, the younger workers could be
more active in promoting smoking-cessation,
physical activity, and dietary changes. Thus a mixture
of older and younger lay workers may be recom-
mended for maximum community impact.
Our results confirm that the main activity of the lay

workers was through observation and discussion of
the target issues with people, as initially assumed by
the project's team. Discussions about their own
experiences, practical advice, and referral to the
North Karelia project staff were potentially powerful
instruments of persuasion. Contacts with health
centre workers helped the lay workers, but the
possibilities for introducing environmental change
were limited to the promotion of smoke-free environ-
ments during meetings and at worksites.

Assessing the effects of lay leader activities is
difficult since this is one part of a comprehensive
project in North Karelia. The validity of the reports
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by individuals on their performance can be ques-
tioned; perhaps over-reporting and under-reporting
may occur because the lay workers cannot properly
judge the impact made by them in their own small
community, or see the hidden effects nor the multi-
plying effect of their activities. The interviews that we
carried out among selected lay workers who reported
more active performance showed that they used a
variety of methods to suit the particular needs and
possibilities of their community. We were convinced
generally about the self-reported degree of their
impacts and about other possible but less obvious
impacts. The relatively inactive lay leaders were
found to be involved in more,actions than could be
seen from their questionnaire responses. Although
the total number of impacts in the whole area are
substantial, e.g., about 500 persons were reported to
have stopped smoking permanently as a result of the
lay workers' activities, this is still small compared
with the 10 000 persons who permanently stopped
smoking in North Karelia during the same period
(11). However, we believe that the contribution of the
lay workers to the overall achievements of the project
is greater than the reported direct impacts because in
many ways they supported other project activities in
their neighbourhood, and through their own

examples promoted the general project objectives.
Thus we cannot with certainty assess the overall

community impact of this volunteer lay worker
activity; perhaps this could be done with a controlled
experiment, where feasible. However, the overall
evaluation of the project interventions in North
Karelia from 1972 to 1982 showed a major impact on
behaviours and risk factors related to cardiovascular
disease, i.e., a 28% reduction in smoking when ad-
justed for simultaneous changes in a matched refer-
ence area (2, 11), and the coronary mortality rates
here were reduced significantly more than in the rest
of the country (4). We feel therefore that the reported
lay leader activity was a useful part of the project
intervention.

This lay worker activity in the area is continuing,
along with the rest of the project in North Karelia.
Most of these activities are carried out by the local
community and are now well established. The main
future task of the project staff concerning this
activity is to maintain close contact with the lay
workers, give them practical and feasible tasks, and
provide them with necessary new materials, con-
tinued training, and possibilities for feed-back and
reinforcement.
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RtSUMt

UTILISATION DE NON-SPECIALISTES INFLUENTS POUR PROMOUVOIR LA DIFFUSION DE TECHNIQUES
ET METHODES SANITAIRES NOUVELLES DANS LE CADRE D'UN PROGRAMME COMMUNAUTAIRE:

LES LEtONS DU PROJET DE CARELIE DU NORD

La diffusion des connaissances et attitudes nouvelles est
une demarche utile dans les programmes communautaires
dont le but est d'influer sur les modes de vie lies a la sante.
Elle tient compte du fait que les modes de vie propres a
reduire les risques sont des attitudes nouvelles qui penetrent
progressivement le systeme social consid&e par les reseaux
naturels. Le pr6sent article d6crit une application planifi&e
de ce principe consistant a utiliser systematiquement des
non-specialistes influents dans le cadre du projet de Carelie
du Nord, programme general de prevention des maladies
cardio-vasculaires fonde sur la communaute qui a e lance
en 1972 en Finlande orientale.

Apres quelques ann&es consacr&es a la mise en place du
projet, on a commence en 1975 a faire appel systematique-
ment a des non-specialistes influents pour favoriser les
changements de comportement. Le personnel du projet, en
liaison avec les representants de l'association de cardiologie
du district, a choisi, parmi les personnes influentes de
chaque commune de la region, celles qui connaissaient le
mieux la communaute locale. A la suite des premiers stages
de formation, qui ont debute en 1975 dans tout le district,
I'association de cardiologie a organise des stages de controle
de plus courte dur&e. Une correspondance s'est ensuite
engag&e avec ces personnes et c'est par cette voie qu'on leur
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a fait parvenir des materiels d'education sanitaire nouveaux,
des circulaires periodiques et des lettres de rappel ainsi que
des renseignements sur les taches pratiques speciales dont
elles devaient s'acquitter. Nous avons deja indique, dans un
precedent rapport sur nos premi&es experiences, que
l'action de ces non-specialistes a commence de fa$on satis-
faisante. A de nombreux egards, ils etaient representatifs de
la population locale mais ils avaient plus de contacts
sociaux. Leurs propres habitudes, sur le plan de la sante,
6taient aussi preferables a celles de l'ensemble de la
population.
A la fin de 1982, plus de 800 non-specialistes avaient e

recrut6s et avaient au moins particip6 au stage initial. Une
enquete a 6t6 effectu6e en 1982 pour evaluer la faisabilite a
long terme de cette demarche ainsi que la port6e et les effets
des activit6s et pour se faire une ide de son impact sur la
communaute. Parallelement, on a interroge ces non-
specialistes sur leur experience et sur les problemes ren-
contres. Sur les 795 non-specialistes formes a cette tiche qui
etaient encore vivants en 1982, 494 ont repondu (62%); 95
d'entre eux ont indique qu'ils n'exerqaient plus cette acti-
vit6, mais 5001 environ des personnes ayant suivi le stage
initial continuaient a s'acquitter de leur tache et la presente
etude s'appuie sur les informations emanant de ces 399
personnes.
Dans leurs rapports, les non-specialistesont indique que

la population locale avait, dans sa grande majorite, reagi de
maniere positive lorsqu'ils avaient aborde les problemes de
sante et ils ont fait etat, pour la semaine precedant l'enquete,
d'un nombre d'entretiens relativement eleve. Tout en
jugeant important de modifier les comportements a l'egard
de la sante, ils voyaient bien a quel point il etait difficile d'in-
fluencer ces comportements et, a fortiori, de les modifier;
59%o d'entre eux environ ont declare qu'ils avaient evoque
les facteurs de risque lies aux comportements avec des per-
sonnes en dehors de leur foyer pendant la semaine precedant
l'interview. Les methodes les plus couramment citees

comprenaient: 1'exemple personnel, les conseils pratiques et
l'orientation des interesses vers le personnel du projet de
Carelie du Nord.
Au total, 36% des non-specialistes ont indique qu'une

personne au moins avait cesse de fumer a la suite de leurs
efforts et 3% ont parle de six personnes au moins. C'est
ainsi que, grace a ce programme, plus de 500 personnes ont
cesse de fumer pendant un certain temps. De 15 a 25% des
non-specialistes ont favorise l'adoption de mesures anti-
tabac dans les bars, sur les lieux de travail et dans les
reunions locales. La retro-information emanant de ces non-
specialistes a et toujours utile, chacun ayant des obser-
vations ou des suggestions particulieres a formuler. La plu-
part ne souhaitaient pas recevoir une formation complemen-
taire, mais tous voulaient avoir l'occasion de rencontrer
d'autres non-specialistes pour s'entretenir avec eux de leurs
experiences. Nombreux etaient ceux qui desiraient qu'on
leur dise comment soulever incidemment la question des
maladies cardio-vasculaires et d'aucuns ont propose des
activites nouvelles faisant appel par exemple a des
chauffeurs de taxi, a des assistants sociaux et a des services
de restauration a domicile. Tous etaient d'accord sur la
difficulte d'organiser des reunions de groupe, notamment
avec les personnes qui ont le plus besoin de changer leur
comportement en mati&e de sante.
En conclusion, I'activite des non-specialistes rapport6e

dans cet article a e une composante utile du projet de
Carelie du Nord et a sensiblement contribue a l'impact
general du programme. Cette activite se poursuit dans la
region, parallelement au reste du projet. A l'avenir, la prin-
cipale tache incombant a l'organisation parrainante, au titre
de cette activite, consistera A maintenir des contacts etroits
avec les non-specialistes, A leur assigner des taches pratiques
et realisables et A leur fournir les materiels nouveaux dont ils
ont besoin et une formation continue ainsi que des
possibilites de retro-information et de soutien.
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