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Main aspects of AUPA Barceloneta
activity
* Active collaboration with population’s

organizations

 Jointly programs with community
pharmacists

 Jointly visits by GP’s an specialists

 Elaboration of a set of standards of care
addressed to main health problems

 Development of educative and
participative actions
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An outbreak of Legionnaires’ disease in an inner city district:
importance of the first 24 hours in the investigation

J. ML Jansa,* ) AL Cayla,* D. Ferrer,® ). Gracla,t C. Pelaz,* M. Salvadors A. Benavides, * T. Pellicer,®
P Rodriguez,t ). M= Garcés 1 A, Segura,® ). Gul, * A. Plasencla,* Barcelona Leglonellosls Study Group

* Munlcipal Institute of Public Health, ' Directorate of Environmental Survelllance, Barcelona dty Councll, Barcelona;
fLeglonellosls Reference Laboratory, Health Institute, Carles 1L Health and Consumption Minlstry, Madrd: & Catalonla
Reference Laboratory, Barcelona Munlcdpal Health Institute, YHospltal del Mar, Barcelona Municlpal Health institute,
*primary Health Centre, Barcelonata, *Organitzaclo | salut’, Barcelona, Spaln

SUMMBMARY

OBJECTIVE: To present the main results of the investiga-
tion of an outhreak of Legionnaires discase that occurned
in an inner city discrict of Barcelona between 15 CGerober
and 15 Movember 2000,

METHODS: Epidemiclogical surveys of paticats and
environmental investigations were initiated on the day
the hrst five cases were aotihed. Water samples and
smears from cooling tower travs were taken tor micro-
biclogical analysis. Maps of the distribution of cass and
possible contamination foci were elaborated. Incidences
were calculated for cach census tract.

RESULTS: A total of 54 paticats related to the outbreak
were identibed, with a case fatality rate of 5.5%. lnci-
dence rate in the area closest to the cooling tower (6407
1 008 was significantly higher than that of the rest of the

neighbourhood (2.23/1.000, RR 2.87, 95%.0C1 1.37-
612, P = 000350 Cultures positive tor Legiomella
paewmoplila scrogroup 1, subtypes Poatiac, Philadel-
phia or Alleatown, were obtained from cight patients.
O the 39th day of the investigation it was tound that
the strain isolated in one of the cooling towers coincided
with the serogroup, subtvpe and molecular profiles iden-
tihed in clinical samples.

CONCLUSIONS: Rapid coordination  of  clinicians,
microbiclogists, epideminlogists and enviroamentalists
permitted the source of infection and the affected cases
to be correlated within a few days.

KEY WORDS: Legionella prewmoptily; community out-
break; typing methods
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Designing and evaluating complex
interventions to improve health care S———

Determining the effectiveness of complex interventions can be difficult and time consuming.
Neil C Campbell and colleagues explain the importance of ground work in getting usable results

The essential process
Conbext irvolves mapping out
the mechanisms and
Cefne problem pEl:hWﬂ'!.l'ﬁ Fﬂmﬁﬂd
tolead fromthe
‘ imervertion to the
desired outcomes,
then adding evidence
J } and data to this map
Optirnis= ——— Optimise
imbervention _— v luaticn

| |

Decidewhether to procesd ta
definitive randomised mnrolled trisd

Relation betwesn context, preblem definition, intervention,
and evaation for complex interventions
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USES OF EPIDEMIOLOGY*

BY

J. N. MORRIS, M.R.C.P.,, D.P.H.
Social Medicine Research Unit, Medical Research Council

Epidemiology is to-day the Cinderella of the medical
sciences. The proposition might, however, be advanced that
public health needs more epidemiology, and so does medi-
cine as a whole, and, it may be said, society at large. Public
health needs more epidemiology—this is the most obvious
intellectual basis for its further advance. Epidemiology,
moreover, as a tried instrument of research—with its modern
developments in sampling and surveys, small-number
statistics, the follow-up of cohorts, international com-
parisons, field experiment, and family study; and with its
extensions to problems of genetics as well as epvironment,
to physiological norms as well as disease, the psychological
as well as the physical, morbidity as well as mortality—
epidemiology now offers the possibility of a new era of
collaboration between public health workers and clinical



To ERR IS HUMAN:
BUILDING A SAFER HEALTH SYSTEM

ealth care 1 the United States 1s not as safe as 1t should be--and can
be. At least 44,000 people. and perhaps as many as 98,000 people. die

in hospitals each year as a result of medical errors that could have
been prevented, according to estimates from two major studies. Even using
the lower estimate, preventable medical errors in hospitals exceed attributable

deaths to such feared threats as motor-vehicle wrecks. breast cancer. and
AIDS.
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Is US Health Really the Best in the World?

Barbara Starfield, MD, MPH

MFORMATION COMCERMING THE DEFICIEMCIES OF US MEDI-
cal care has been accumulating. The fact that more than
40 million people have no health insurance is well
known. The high cost of the health care system is con-
sidered to be a deficit, but seems to be tolerated under the
assumption that better health results from more expensive
care, despite evidence from a few studies indicating that as

measures used. Common explanations for this poor perfor-
mance fail to implicate the health system. The perception
is that the American public “behaves badly” by smoking,
drinking, and perpetrating violence. The data show other-
wise, at least relatively. The proportion of females who smoke
ranges from 14% in Japan to 41% in Denmark; in the United
States, it is 24% (fifth best). For males, the range is from
26% in Sweden to 61% in Japan; itis 28% in the United States
(third best).

These total to 225000 deaths per year from iatrogenic
causes. Three caveats should be noted. First, most of the data
are derived from studies in hospitalized patients. Second,
these estimates are for deaths only and do not include ad-
verse effects that are associated with disability or discom-
fort. Third, the estimates of death due to error are lower than
those in the IOM report.! If the higher estimates are used,
the deaths due to iatrogenic causes would range from 230000
to 284000. In any case, 225000 deaths per year constitutes
the third leading cause of death in the United States, after
cdeaths from heart disease and cancer. Even if these figures
are overestimated, there is a wide margin between these num-
bers of deaths and the next leading cause of death (cere-

brovascular disease).

JAMA, July 26, 2000

Vol 284, No. 4
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Redefining Quality — Implications of Recent Clinical Trials

Harlan M. Krumheolz, M.D., and Thomas H. Lee, M.D.
Related articles, p. 2545 and 2560

imple approaches to patient care are better —

except when they are not. Recent clinical stud-
ies are leading to a reexamination of the paradigm
whereby efforts to prevent vascular disease focus



Evidence-Based Public Health: Moving Beyond Randomized Trials

| Cesar G. Victora, MD, PhD, Jean-Piarra Habicht, MD, PhD, and Jennifer Bryce, EAD

Randomized controlled trials (RCTs) are essential for evaluating the efficacy of clini-
cal interventions, where the causal chain between the agent and the outcome is rela-
tively short and simple and where results may be safely extrapolated to other settings.

However, causal chains in public health interventions are complex, making RCT results
subject to effect modification in different populations. Both the internal and extemal va-
lidity of RCT findings can be greatly enhanced by observational studies using adequacy
or plausibility designs. For evaluating large-scale interventions, studies with plausibil-
ity designs are often the only feasible option and may provide valid evidence of impact.

There is an urgent need to develop evaluation standards and protocols for use in cir-
cumstances where RCTs are not appropriate. (Am J Public Health. 2004;94:400-405)

on the performance of public hea
tions and suggest complementary
tive approaches that will yield val
erahizable evidence.

INTERNAL VALIDITY:
RCTS AND BEYOND

The sirength of the scienfific
ported by a study depends on its
lidity. Traditional epidemiological

March 2004, Vel 94, No. 2 | American Journal of Public Health
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Primary Care Teams Involved in the AUPA* Network and Their
Members Trained in Communitv-onented Primary Care (COPC)

# gf Ply=icians and
Haalth Region # of Primary Care Teams Nurzer Imvolved # Trained in Health Problems Addressed
Thar Arve in ATUE4 im AU Teams CoOPC (v Ome or More Teams)
Barcelona 19 567 43 » Dapendency m elderly
(206 primzry care teans) » Dhesity m cluldren
* Teenager health nzks
* Haalth education m patient groups
» Haalthy eating habits in children
» Haalthy lifestvles and self care m adult age
s Mantal health in adult agz
Catalurva Central 1 20 0 * Toenager health nzks
(33 primary care teams)
Girona 4 144 11 » Frazihsy in eldarly
(36 primary care teams) ¢ Falls in elderly
» Haalth of momigrants
+ Self care 1 all aze zroups
Tarragonz 3 79 7 » Aleohal abuse in young and adult peopla
(34 primary care teams) s Abzanteeizm from school
ACEBA** 3 107 5 » Falls in elderly
(12 primary care tezms) v Commmmty development plan

* AUTPA meaans “acting togather for health” and comes from the Spanish translation of TUFH (Towards Unity For Haalth) program of the World Health
Crganization.

*## ACEBA Associacio Catalana d'Entitats de Base Associativa, is an associztion of private providers of primary care located in two different health
reglons.




Primary Care Teams That Are Part of the AUPA®* Network and Are in Advanced Stages
of the Community-oniented Primary Care (COPC) Process

Health Region MName of Health Team Health Preblem Addreszed Components qf the Program Curvently Covered
Barcelona El Carmal] Obezity 1 chaldren Sea Appendix 1
hlontomes-Montmels Mlentzl health in adult age Sea Appendix 2
Fooquetes Lack ofhealthy lifestyles and | =« Meighborhood of 16,000 mhabitants i the city of Barcelona
self care, adulf age » Participatory commmunty diagnosis
* Participatory pricritization
» Commmty program of salf care mfergenerationzl sroup of the
commmmity that prepares haalth care advice in commeon health problems
that wall be the base for workshops m the commyumrty
Giroma Anplas Frapility in elderly » City of 12,000 mhabitants
» Priontization by health professionals
» Commmitty diagnosis of fragihity in elderly nsing several seales of
activities of datly living, mebulitr problems, senserial problems, and
cozmitive status
Girona-2 Lack ofhealthy lifestyles and | » Neighborhood of 28,000 mhabrtants m the o1ty of Girona
self care * Prelivanzry examination of the health of the commmmaty brv the health
team
* Participatory priontization
v Commmity diagnosis of healthy lifestvles and self care in differant
population age groups
Salt Preventing falls m aldaxly Sea Appendix 3
and health of mmmiizants
Tarragona Vila-zeca Alechol nsk consumption » City of 18,000 mhabitants

» Datection and priontizaton of commmmity health problems twough
nomomal sroup technique®*

* Commmumity diagnozis of alechel consumption mn 12 vears old
group (zumvey at the schools) and program of preventing aleohol 11:k

consumpion m young and adult population




The Community-oriented Primary Care (COPC) Project of Salt

Salt 13 an urban-rural community of about 28,000 inhabitants near the city of Girona, of a low sccioeconomic level, and more than 30% of the population
15 immigrant. The COPC group 13 a multidisciplinary team formed by family physicians, residents in family medicine, ongses, clerk personnel and a
social worleer. They work in collaboration with different local governments, the Community Council of Aged People, community leaders, radio Salt, local
magazines and local schools.

The team began its COPC Projectin 1993 with a preliminary health examination of the community based on available data and opinions of the health team.
A prioritization process using the Hanlon method identified fzlls in the elderly as a major problem. All the process was shared with representatives of the
comununity who validated the project of developing a community intervention of preventing falls.

A comumunity and multifactorial program was planned with the objective of reducing the number of falls and its complications in people aged 70 and clder
A similar commumity was identified in the area as a control group. The program began with the community diagnosis of falls and their risk factors in the
intervention and in the control community, vsed as the baseline of the program. It was also developed in a seguence of activities that included community
actions (printed and videotaped educational material, talks in each residency, and citizen associations of elderly people and physical exercise programs
specific for elderly in the community). Activities were carried out in collaboration with the community representatives, schools, local radic and newspapers,
and the local government. Actions at the individual level were camried out by health professionals at the clinic and at home, based on clinical assessments,
individual plans for diet and exercise, counseling on home risks, and prevention of falls and menitoring of information about any fall in elderly people of
the population.

The evaluation of the program was carnied out after 2 vears of the beginning of the program in the intervention and the control population. The review of
the results were finalized in 2004 and showed that the number of falls was similar in the tweo populations, but the consequences of falls (especially fractures)
were significantly smaller in the intervention group.

Lessons learned and foture development: The team acquired skills on commmunity medicine and eldetly falls and was able to develop a community program
as a normal activity of the service. The project received a grant by the Research Founding of the Spanish Ministry of Health. All the team_ local media, and
the local government and institutions were involved in a program for elderly people. The intervention program is now carried out as a routine of the team and
the community, and the health team is now in the process of developing a community program addressed to health needs of the immigrant population.



El Carmel—A Community-oriented Primary Care (COPC) Program for Childhood Obesity in Barcelona

The health center located in the neighborhood of EI Carmel in the urban area of Barcelona provides health care to a population of about 21,000 people from
low socioeconomic level. The health team i3 comprised of 12 family physicians, four pediatricians, 15 nurses, one nursing assistant, one social worker,
and 10 clerks.

Since 1996, an examination of social and health indicators of the neighborhood has been carried out (preliminary examination) mainly as a teaching instrument
for the family medicine residency program. The update camvied out in 2004 was based on existing epidemiological information (mertality, merbidity, and
socipeconomic data) as well as qualitative data gathered through focal groups (four women’s groups, youth, neighborhood association, and a parents’
association of a primary scheol). A prioritization process tock place with a discussion on the health data by team members involved in community activifies,
later shared with the community local “Association for the Neighborhood Community Development™ that selected the health problem of childheod obesity.
later reoriented as “Lack of healthy eating habits and lack of physical exercise in the youth population.”™

In 2003, a Community Diagnosis of Childhood Obesity Project was carried out in a sample of children aged 6 to 9 years in the neighbothood. The results
showed the prevalence of cbesity: 22% with obesity and overweight, 59% with sedentary lifestyle, 48% with lack of healthy eating habits.

At the end of 2003, a community program was developed with the objectives of preventing a further increase in the prevalence of obesity and overweight
i children (6—16 vears old), as compared to national tendencies, and increasing the number of children with healthy eating habits and healthy lifestyle
(physical exercise).The program is coordinated by a team of five nurses, two family physicians, one pediatrician, and one social worker. The community
activities were planned together with members of the neighborhood association. Two primary schools in the neighborhood are also actively involved.
Actrvities in the health center are carried out according to protocols in the pediatric and general practice consultations. Community action is implemented
through radio programs, school workshops for parents, and leamning workshops for children (producing videos on food and exercise). Two types of evaluation
are planned for 2007: to repeat the survey done in the community diagnosis for the same age grovp and to measure the degree of satisfaction of all people
wvolved m the program.

Interim lessons learned: To be feasible and sustainable, the community orientation reguired the agreement of all members of the health feam_ For the activities
whose planning and implementation relates to the invelvement of community members, it is required that the time and expertise of the health professionals
be adjusted to the pace determined by the community.



Community dimensions of Primary Health Care in Barc elona. Preliminary results.
Spanish version of Primary Care Assessment Tools-Fa  cility

Activities outsider the centre 28% 59%

Awareness to deal with health

0 0]
Community problems a2 e
Acceptation opinions and ideas 5204 41%
from population

Ability to adapt programmes and 48% 42%

services



Community dimensions of Primary Health Care in Barc elona. Preliminary results.
Spanish version of Primary Care Assessment Tools-Fa  cility

Mortality rates 20% 20%
Communicable diseases reports 32% 24%
Vaccination coverage 28% 69%
Job-related risks 38% 26%

Clinical histories 29% 62%



Community dimensions of Primary Health Care in Barc elona. Preliminary results.
Spanish version of Primary Care Assessment Tools-Fa  cility

Patient surveys 28% 38%
Community surveys 33% 19%
Opinions from community organisations 38% 27%
Opinions from staff 41% 54%
Analysis of key data 32% 31%
Systematic evaluations 35% 47%

Information from other community health

37% 31%
workers

Monitoring committee with users 16% 11%



Community dimensions of Primary Health Care in Barc elona. Prelim inary resul
Spanish version of Primary Care Assessment Tools-Fa  cility

Culturally diverse groups 27% 27%
Religious organisations 21% 5%
Neighbourhood groups 34% 33%

Community social services 38% 56%
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The Public Health Reform

Public health
I:> (including occupational he
environmental health, and fog#

priority
(Tinell
Agreement)

ety)

Individual and Pros

collective
policies and
contrib

r

=

~and other local entities I:>
With citizens
With professionals




Activities to depelop jointly by Primary
Health Care and Public Health Services

Analysis of local health needs

Control of communicable diseases and
outbreaks

Health promotion and health protection
Programs

nterventions to reduce inequities
mprovement of health services
Prevention of iatrogenics

Adapted from Giriffiths , et al.
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The concept of prevention:
B Starfield," J Hyde,®* J Gérvas,** | Heath®

ABSTRACT

Over time, the definition of prevention has expanded so
that its meaning in the context of health services is now
unclear. As risk factors are increasingly considered to be
the equivalent of "diseases” for purposes of intervention,
the concept of prevention has lost all practical meaning.
This paper reviews the inconsistencies in its utility, and
suggests principles that it should follow in the future: a
population orientation with explicit consideration of
attributable risk, the setting of priorities based on
reduction in ilness and avoidance of adverse effects, and
the imperative to reduce inequities in health.

a good 1dea gone astray?

at risk of over-medicalization, to protect him (sic)
from new medical invasion, and to suggest to him
(sic) interventions which are ethically acceptable”.®
Gofrit &t al. defined quaternary prevention as
“debriefing, quality assurance, and improvement
processes’”’, which “complete the cycle of preven-
tion by collecting information about the processes,
multi-disciplinary analysis of the data, deriving
conclusions, and distributing them to all the
involved bodies”.”

Quaternary prevention has also been defined by
cardiovascular disease experts as “rehabilitation or
restoration of function”, applicable to “those with
severe cardiovascular dysfuntion”.” These three

J Epidemiol Community Health 2008;62:580-583.









Professor Mervyn Susser was born in September 26th 1921



