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To Identify Primary Care Interventions That Reduce
Hospitalisation of People Over 65 Due to Ambulatory
Care Sensitive Conditions
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and Aurora Bueno Cavanillas®

Objectives. To study how primary care (PC)
professionals perceive the pathologies that
tend to cause hospitalisation of people over 65
most frequently, and to study their consistency
with the list of ACSCs (Ambulatory Care
Sensitive Conditions). To identify prior PC
interventions that could reduce or prevent
hospitalisation due to those pathologies.
Design and method. A Delphi study with PC
experts from 7 health care centres in Granada,
Spain, during 2005. A descriptive analysis of
the consensus obtained via self-administered
questionnaires.

Results. The diseases that cause the bulk of
admissions in people over 65 are: acute
COPD, non-compensated cardiac failure,
cerebro-vascular accident, and falls-traumas.
The pathologies analysed form part of the list
of ACSCs, with the exception of falls, listed as
the fourth cause, and cancer processes, listed
as the sixth cause. The hospitalisation rates
that could be avoided with prompt and
effective PC varies between 20% for cancer
processes to 70% for non-compensated
diabetes. The rate is over 50% in COPD,
digestive haemorrhages, and diabetes. The key
interventions for reducing hospitalisations are
primary prevention care, early diagnosis, and
correct treatment. Effectiveness and feasibility
vary widely for each particular intervention.
Conclusions. The principal causes of
hospitalisation in people over 65 are included
as ACSC. Priority actions to reduce avoidable
hospitalisations from PC are multi-modal
interventions, the majority of which are over
50% effective and feasible.
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INTERVENCIONES SANITARIAS EN
ATENCION PRIMARIA QUE .
DISMINUYEN LA HOSPITALIZACION
POR AMBULATORY CARE SENSITIVE
CONDITIONS EN MAYORES DE 65 ANOS

Objetivos. Estudiar la percepcién de los
profesionales de atencién primaria (AP)
sobre las enfermedades que con mayor
frecuencia provocan hospitalizaciones en
mayores de 65 afios, analizar la
concordancia con el listado ACSC
(Ambulatory Care Sensitive Conditions) e
identificar las intervenciones prioritarias
que podrian reducir o evitar dicha
hospitalizacién.

Disefio y método. Estudio Delphi con
expertos de AP procedentes de 7 centros de
salud de Granada durante 2005. Analisis
descriptivo del consenso obtenido mediante
cuestionarios autoadministrados.

Resultados. Las enfermedades que causan en
mayor medida ingresos en mayores de 65
aflos son: enfermedad pulmonar obstructiva
crénica (EPOC) agudizada, insuficiencia
cardiaca descompensada, accidente
cerebrovascular y caidas-traumatismos.

Las enfermedades analizadas forman parte
del listado de ACSC salvo las caidas y los
procesos cancerosos. El porcentaje estimado
de hospitalizaciones evitables desde AP
oscila entre el 20% para procesos cancerosos
y el 70% para las descompensaciones
diabéticas, y es superior al 50% para la
EPOC, las hemorragias digestivas y la
diabetes. Las intervenciones prioritarias
para disminuir los ingresos hospitalarios
abarcan la prevencién primaria, el
diagnéstico precoz y el tratamiento correcto,
con una gran variabilidad en la efectividad y
la factibilidad percibida para cada
intervencién concreta.

Conclusiones. Las principales causas de
ingresos hospitalarios en mayores de 65
aflos estdn incluidas como ACSC. Las
actuaciones prioritarias para reducir las
hospitalizaciones evitables desde AP son
intervenciones mixtas a las que, en su mayor
parte, se les atribuye una efectividad y una
factibilidad superiores al 50%.

Palabras clave: Atencién primaria.
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Conditions. Efectividad. Factibilidad.
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he concept of hospitalisation due to ambulatory care

sensitive conditions (ACSC) emerged in the United
States as an access indicator of the population to primary
care (PC).173 Its application highlighted higher
hospitalisation figures in areas with a low socioeconomic
level and in population groups with lower health
insurance cover.®
ACSC are defined as a group of hospital discharge
diagnosis codes (Table 1).% In Spain, where health cover
is universal, they have been proposed as indicators of PC
quality.7*8
The inclusion of a wide range of diagnoses could reduce
the sensitivity of this indicator to detect differences in
the quality of services. There are studies, such as that of
Gill et al,? who found a significant association between
primary care and hospitalisations due to chronic ACSC
(COPD, cardiac failure, diabetes, hypertension...) but did
not find any for the acute ACSC (pneumonia,
gastroenteritis...). Likewise, the effectiveness of
intervention could be linked to age, or the presence of
comorbidities. It would be worthwhile to use an
individual approach to health problems, including
identifying the specific interventions that could have
prevented the patient being hospitalised.!%1!
People over 65 years make up 17% of the population (a
proportion that is increasing, particularly octogenarians
who make up 3.9% of the population and will reach 10%
in 205012), but consume 29% of health costs.1? This
population group uses a large amount of health resources:
35%-40% of acute hospital stays, 40%-50% of the total
activity of the PC doctor, more than 50% of the
prescr'1ptions,14>15 with a daily consumption, which, in
the elderly, varies between 2 and 3 drugs per day, and
more than 75% of these chronically.1¢
The objective of this study is to find out the perception
of PC professionals on the pathologies that cause the
majority of hospital admissions in patients over 65 years,
to analyse the concordance with the ACSC list, and to
identify the intervention priorities made at the first level
of care to help decrease these hospitalisations.

A Delphi study was performed in which PC experts from
7 Granada health centres were selected (6 in the city and 1 in the
metropolitan area). The group was made up of 20 professionals,
which is the minimum number allowed in the international li-
terature for this consensus method. They had practiced for more
than 10 years, accredited as tutors, and the majority responsible
for medical training. The age of the experts varied between
36 and 52 years, 7 were women, 12 family doctors, and the rest
in general medicine. All of them currently work in PC.

The questionnaires were delivered personally in a sealed envelope
and, by e-mail at the same time. The participants were unaware
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Reference Population
53 Primary Care Experts
(Total Number of Professionals
From 7 Health Centres in Granada)

Sample
20 Specialists in Family
and Community Medicine

Delphi Study With Self-Administered
Questionnaires in Successive Rounds Until
a Consensus of Over 80% Was Obtained

Descriptive Delphi type study on avoidable
hospitalization on the elderly, with primary care experts
from 7 health centres in Granada.

of the identity of the rest of the group. The study was completed
by 95% of the participants (1 exclusion). In the first round of the
questionnaire, they were asked to identify, from daily practice,
the pathologies that they considered were causes for hospital ad-
missions, the percentage of these that were considered pre-
ventable and the interventions that could have been made in PC
to reduce hospitalisation, indicating the effectiveness, under real
conditions, and the feasibility of each of them. In the second
round, each expert was given a list with all the pathologies
recorded, except those listed by only one of the professionals and
those where the percentage of preventable admissions were less
than 5% (social problems, drug toxicity, liver decompensation,
hip/knee prosthesis, scheduled surgery). They indicated the esti-
mated range of preventable admissions and the interventions to
prevent them. Each one was asked to identify the 10 most im-
portant pathologies, placing them in order from highest to low-
est frequency, and re-evaluating the percentage of possible pre-
ventions and the specific interventions indicated for them.

For the data analysis, the reasons for admission were ranked ac-
cording to the frequency and the order in which they were men-
tioned. The same procedure was used to identify interventions
linked to preventing hospitalisations. The percentages of esti-
mated preventable hospitalisations and the effectiveness attri-
buted to them were indicated using the median and the ranges
for the different values given by the experts. This data appears in
the results and discussion. The mean and 95% confidence inter-
vals have also been calculated.

A high level of concordance (greater then 80%) was seen in
the pathologies selected after 2 questionnaire rounds.
Those listed most often in the questionnaires are shown in
Table 2 (along with the percentage of admissions consi-
dered avoidable, and the corresponding median and range).
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TABLE  ist of ACSC Diagnostic Codes, According
to ECD-9-CM

Infectious diseases preventable by immunisation or others 032, 033, 037, 045, 055,
056, 072, 320.0, 390, 391

Congenital syphilis 090
Tuberculosis 011, 012-018

Diabetes 250.0, 250.1, 250.2, 250.3, 250.7, 250.8, 250.9, 251.0, 251.2, 785.4 +
250.7

Nutrition deficiencies 260, 261, 262, 268.0, 268.1

Disturbances of Water and Electrolyte Metabolism 276.5, 276.8

Iron deficiency anaemia 280

Convulsions 345, 780.3

ENT infections/acute upper respiratory tract infections 382, 461, 462, 463, 465,
472.1, 475

Cardiovascular disease and hypertension 401.0, 401.9, 402.00, 402.10, 402.90,
403.0, 404.0, 405.0, 410-414, 430, 431, 436, 437.2

Cardiac failure 428, 402.01, 402.11, 402.91, 518.4

Pneumonia 481, 482.2, 482.3, 482.9, 483, 485, 486

Acute and chronic lower respiratory airway diseases 466.0, 490, 491, 492, 494,
496

Asthma 493

Bleeding or perforated ulcer 531.0, 531.2, 531.4, 531.6, 532.0, 532.2, 532.4, 532.6,
533.0, 533.2, 533.4, 533.6

Acute complicated appendicitis 540.0, 540.1

Dental problems 521,522, 523, 525, 528

Diseases of the skin and subcutaneous tissue 681, 682, 683, 686
Gastroenteritis 558.9

Urinary tract infections 590.0, 590.1, 590.8, 599.0, 599.9

Pelvic inflammatory disease 614

Growth problems 783.4

Source: Caminal et al.?

They highlight, acute COPD, decompensated cardiac fail-
ure, cerebrovascular accident, and falls-fractures trauma.
Other pathologies mentioned were prostatic disease, with
an estimated percentage of preventable admissions of 20%
(10%-40%), acute abdomen 10% (5%-40%), dehydration
70% (70%-80%), palliative care 75% (70%-90%), hyper-
tensive crisis 70%, and ischaemic ulcers in lower limbs
40%. None of the first 10 pathologies were mentioned by
more than 3 of the experts questioned.

The percentage of preventable admissions was estimated
to be greater than 50% for diabetic decompensation
(70%), digestive system haemorrhage (60%), and acute
COPD (55%). Cancer processes and coronary insufficien-
cy did not exceed 25%.

Table 3 shows the 4 interventions listed most often for
each disease along with the evaluation of effectiveness and
feasibility (real possibility of performing it at primary care
level). The most repeated intervention was anti-smoking
advice, effectiveness in COPD, heart failure (HF), coro-
nary failure (CF), and cancer processes. Health education
and control of metabolic risk factors were mentioned in
cardiovascular diseases, cancer processes, and diabetes.
Anti-smoking advice and influenza vaccine are the priori-
ty activities, with an efficiency and feasibility greater than

TABLE

2

Cause of Hospital Admission

Percentage of Preventable Admissions

Median* Meant
55% (45%-70%)  55% (51%-59%)
45% (20%-50%)  41% (37%-45%)
40% (20%-50%)  38% (33%-43%)
Falls. Fractures and traumas 30% (25%-50%)  35% (30%-40%)
Coronary failure 25% (20%-30%)  25% (22%-27%)
Cancer processes 20% (10%-40%)  23% (18%-28%)
( ) ( )
( ) ( )
( ) ( )
( )

COPD acute exacerbation

Decompensated heart failure

Cerebrovascular accident

30% (20%-40% 32% (30%-35%
70% (60%-80% 71% (67%-75%
Urinary sepsis. Urinary tract infections 40% (25%-60% 40% (35%-46%
Digestive system haemorrhage (upper or lower)60% (40%-70%)  59% (54%-64%

Pneumonia. Lower respiratory infection

Diabetes decompensation

aMedian and range.
bMean and 95% confidence interval.

70%, in COPD. For cardiac failure, the interventions
made in PC included, the correct therapeutic manage-
ment, check ups, and control of cardiovascular risk factors.
As regards cerebrovascular accidents (CVA), control of
blood pressure and the use of anti-aggregants/anticoagu-
lants are mentioned. Appropriate management of hyp-
notics and tranquilisers, along with sight/hearing check-
ups were highlighted with regard to falls. For CF none of
the actions exceeded 50% efficiency and feasibility. Con-
trol of metabolic risk factors (BP, glucose, cholesterol,
smoking...) was emphasised.

A Delphi consensus method was chosen as it enables the
advantages presented by techniques based on expert
groups to be extracted and maximised, as well as min-
imising their disadvantages.!”>18 It has the characteristics
of “anonymity” (none of the experts is aware of the iden-
tity of the others, thus avoiding the possibility that one
member of the group could be influenced by another or
due to the weight that the majority would be opposed,
the only possible influence is the congruence of argu-
ments). Secondly, the controlled feedback (on presenting
the results obtained with the previous questionnaires, it
follows that the experts are going to find out the diffe-
rent points of view and may change their opinion if the
arguments presented seem more appropriate than theirs);
and lastly, response of the group in statistical form (the in-
formation that is returned to the experts is not limited to
recording the point of view of the majority, but all the
opinions are presented, indicating the level of agreement
that has been obtained).

The design of the questionnaire used, prepared ad hoc for
this study, could be a study limitation since it used open
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TABLE
3

Effectiveness Feasibility
1. Acute exacerbation of COPD
a. Anti-smoking advice 80% (50%-90%) 70% (40%-80%)
b. Early management of exacerbations 60% (40%-70%) 50% (30%-70%)
c. Influenza vaccine 80% (40%-90%) 90% (60%-90%)
d. Therapeutic compliance (use of inhalers...). Follow-up 60% (50%-80%) 60% (20%-70%)
2. Decompensated cardiac failure
a. Correct therapeutic management/reviews 70% (40%-80%) 60% (40%-70%)
b. High BP monitoring. Detection of FA 60% (40%-70%) 60% (40%-70%)
c. Health education. Anti-smoking advice 40% (30%-60%) 40% (20%-60%)
d. Motivate the patient in the management of his/her disease and triggering factors 40% (20%-70%) 55% (30%-70%)
3. Cerebrovascular accident
a. Control of risk factors 60% (40%-70%) 50% (30%-70%)
b. Use of anti-aggregants (ASA...). Anticoagulants (AF...) 60% (40%-90%) 60% (30%-80%)
c. Control of high BP 70% (60%-80%) 70% (40%-80%)
d. Improve follow-up and treatment reviews 40% (25%-70%) 40% (15%-60%)
4. Falls. Fractures and traumas
a. Avoid architectural barriers, use of walking-canes, walking frames, protectors 60% (30%-80%) 30% (20%-70%)
b. Improved management of hypnotics and tranquilisers 70% (20%-70%) 50% (20%-50%)
c. Falls preventions. Advice 50% (30%-75%) 60% (35%-80%)
d. Monitor sight/hearing 70% (40%-90%) 65% (45%-90%)
5. Coronary failure
a. Control of metabolic risk factors 50% (35%-80%) 45% (20%-60%)
b. Control of high BP 45% (20%-60%) 45% (30%-70%)
c. Improve pharmacological management. Use of ASA 30% (20%-50%) 60% (30%-70%)
d. Compliance with hygiene and diet measures. Exercise. Anti-smoking advice 45% (40%-60%) 40% (20%-60%)
6. Cancer processes
a. Healthy habits. Anti-smoking advice 55% (40%-75%) 50% (20%-65%)
b. Early detection (clinical, mammography...) 30% (20%-60%) 50% (20%-60%)
c. Multidisciplinary coordination 50% (20%-55%) 40% (20%-50%)
d. Improved knowledge of palliative care 25% (15%-40%) 60% (40%-70%)
7. Pneumonia. Lower respiratory infection
a. Appropriate immunisation. Influenza 30% (20%-50%) 55% (50%-80%)
b. Appropriate clinical assessment. Early detection of symptoms 50% (30%-60%) 40% (20%-60%)
c. Early and appropriate antibiotic treatment 40% (20%-60%) 50% (20%-80%)
d. Close follow-up 20% (20%-50%) 20% (15%-40%)
8. Diabetes decompensation
a. Health education and diet. Exercise 60% (40%-70%) 40% (30%-70%)
b. Optimum glucose monitoring. Self-monitoring 75% (70%-90%) 60% (30%-80%)
c. To help and simplify treatment 40% (30%-80%) 30% (20%-50%)
d. Move on to insulin if there is no control with oral antidiabetics 40% (20%-70%) 70% (30%-80%)
9. Urinary sepsis. Urinary tract infections
a. Monitor catheter patients, with prostatic disease, cystocele/prolapse management 65% (50%-80%) 55% (50%-75%)
b. Early antibiotic treatment 55% (50%-70%) 65% (50%-80%)
¢. Prophylactic measures. Hygiene. Hydration 50% (40%-80%) 70% (50%-80%)
d. Coordination between levels 40% (20%-60%) 35% (20%-60%)
10. Digestive system haemorrhage (upper or lower)
a. Gastric protection 50% (30%-80%) 80% (40%-90%)
b. Control of gastric irritants (NSAIDs...) 50% (40%-70%) 80% (40%-90%)
c. Avoid multiple drug therapy 50% (40%-60%) 50% (20%-60%)
d. Prevent risk factors 40% (30%-50%) 30% (10%-40%)

*NSAID indicates non-steroidal anti-inflammtory drug; COPD, chronic obstructive pulmonary disease; AH, arterial hypertension.
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TABLE
4

Effectiveness Feasibility
Mediant Meant Mediant Meant

1. Acute exacerbation of COPD

a. Anti-smoking advice 80% (50%-90%) 75% (70%-82%)  70% (40%-80%) 65% (59%-71%)

b. Early management of exacerbations 60% (40%-70%) 56% (51%-61%)  50% (30%-70%)  49% (43%-56%)

c. Influenza vaccine 80% (40%-90%) 73% (67%-80%)  90% (60%-90%) 86% (82%-90%)

d. Therapeutic compliance(use of inhalers...). Follow-up 60% (50%-80%) 63% (58%-67%)  60% (20%-70%) 55% (49%-61%)
2. Decompensated cardiac failure

a. Correct therapeutic management/reviews 70% (40%-80%) 67% (61%-72%)  60% (40%-70%) 58% (53%-63%)

b. High BP monitoring. Detection of FA 60% (40%-70%) 56% (51%-61%)  60% (40%-70%) 58% (54%-63%)

c. Health education. Anti-smoking advice 40% (30%-60%) 39% (35%-43%)  40% (20%-60%) 41% (34%-48%)

d. Motivate the patient in the management of his/her disease and triggering factors 40% (20%-70%) 38% (31%-46%)  55% (30%-70%)  54% (48%-59%)
3. Cerebrovascular accident

a. Control of risk factors 60% (40%-70%) 57% (52%-62%)  50% (30%-70%) 46% (41%-51%)

b. Use of anti-aggregants (ASA...). Anticoagulants (AF...) 60% (40%-90%) 56% (49%-62%)  60% (30%-80%) 59% (53%-65%)

c. Control of high BP 70% (60%-80%) 69% (66%-73%)  70% (40%-80%) 65% (59%-72%)

d. Improve follow-up and treatment reviews 40% (25%-70%) 41% (35%-47%)  40% (15%-60%)  38% (32%-43%)
4. Falls. Fractures and traumas

a. Avoid architectural barriers, use of walking-canes, walking frames, protectors 60% (30%-80%) 60% (53%-67%)  30% (20%-70%) 30% (24%-35%)

b. Improved management of hypnotics and tranquilisers 70% (20%-70%) 63% (58%-69%)  50% (20%-50%)  40% (34%-45%)

c. Falls preventions. Advice 50% (30%-75%) 52% (46%-58%)  60% (35%-80%) 57% (50%-64%)

d. Monitor sight/hearing 70% (40%-90%) 69% (62%-75%)  65% (45%-90%) 66% (59%-72%)
5. Coronary failure

a. Control of metabolic risk factors 50% (35%-80%) 49% (43%-55%)  45% (20%-60%) 42% (37%-47%)

b. Control of high BP 45% (20%-60%) 45% (40%-50%)  45% (30%-70%)  47% (41%-53%)

¢. Improve pharmacological management. Use of ASA 30% (20%-50%) 30% (27%-34%)  60% (30%-70%) 56% (51%-61%)

d. Compliance with hygiene and diet measures. Exercise. Anti-smoking advice 45% (40%-60%) 45% (42%-48%)  40% (20%-60%)  38% (32%-44%)
6. Cancer processes

a. Healthy habits. Anti-smoking advice 55% (40%-75%) 55% (51%-60%)  50% (20%-65%) 47% (42%-53%)

b. Early detection (clinical, mammography...) 30% (20%-60%) 33% (27%-38%)  50% (20%-60%) 44% (38%-51%)

c. Multidisciplinary coordination 50% (20%-55%) 48% (44%-52%)  40% (20%-50%) 37% (33%-41%)

d. Improved knowledge of palliative care 25% (15%-40%) 26% (23%-30%)  60% (40%-70%) 55% (51%-60%)
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The hospitalisation rate by ACSC is proposed

as an indirect indicator of the capacity to be

resolved in PC.

The inclusion of a wide range of diagnoses could
reduce the sensitivity of this indicator to detect
differences in the quality of services.

Activities to reduce preventable hospitalisations
are considered the domain of primary care.

The majority of the reasons for hospitalisation
in the elderly perceived as the most frequent and
sensitive to ambulatory care are included in the

ACSC Iist.

The priority activities carried out by PC in the
elderly population to reduce preventable
hospitalisations have an efficiency and feasibility
greater than 50%.

Primary and secondary activities are better
assessed than those of tertiary prevention,
although all the proposed interventions are
included in the PC preventive activity protocols
in the over 65 year olds.

questions that were being set depending on the responses
of the expert panel.

The majority of the pathologies selected are included in
the ACSC list,® emphasising that those causes mentioned
by the experts with higher percentages of avoidable ad-
missions corresponded to ACSC. Excluded were, falls
which appeared as a 4th cause and for those where appro-
priate intervention in PC could have reduced hospitalisa-
tion by 30% (with a range of 25%-50%), and cancer
processes (particularly colon, lung, cervix, and breast) list-
ed as a 6th cause and with a percentage of avoidable ad-
missions of 20% (10%-40%). In both cases, the restriction
of the reference population to older than 65 years may ex-
plain why the problems were included that would not have
such importance in a general population. Thus, falls are
the main cause of accidental death in the elderly. A third
of them have a fall in one year, this increasing to 50% in
the institutionalised elderly.19 Tumour processes often re-
quire conservative palliative treatment which should be
administered within the home environment of the patient.
The preventive activities proposed in the study are includ-
ed in the PAPPS20 (Primary Care Health Prevention Ac-

tivities).
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As regards the interventions pointed out, the repetition of
some of them in different pathologies is noteworthy:
health education-anti-smoking advice appears in COPD,
CHE, coronary insufficiency and cancer processes. How-
ever, the evaluation of perceived effectiveness and feasibi-
lity varied, being similar in the last 3 (approximately 40%),
but with a higher consideration in COPD, an effectiveness
of 80%, and a feasibility of 70%. While it seemed logical
that the attributed effectiveness might vary, we did not ex-
pect that the perceived feasibility would change, as it
should remain constant. It should be asked whether we are
more inclined to give anti-smoking advice in COPD than
in other pathologies. It may be influenced by the fact that
this measure is considered in the guides as the most effec-
tive and worthwhile intervention to reduce the develop-
ment and progression COPD.?!

Among the rest of the primary care prevention interven-
tions, influenza vaccination is worth mentioning, as it ap-
pears in COPD and pneumonia, with an effectiveness of
80% and 30%, respectively. The feasibility, again is not the
same, and could be due to those with chronic bronchitis
being identified in the centres or perhaps the interventions
seen as the most effective are also seen as the most feasi-
ble. Vaccination of the elderly may prevent, according to
the literature, 50%-60% of hospitalisations and reduce so-
cio-health costs.?2

Among the lowest feasibility estimates, 20%, is seen in
pneumonia and lower respiratory infection, and the fol-
low-up and review of treatments (Table 3: 3.d and 8.c).
Attention is drawn to the fact that periodic review of
drugs forms part of preventive activities, according to
the PC Activities Guide, since problems appear due to
inappropriate use, secondary effects and drug interac-
tions.

In general, the assessment of effectiveness exceeded that of
its feasibility if we observe the median, but in both esti-
mations the range of variation is very similar for each in-
tervention. The elimination of architectural barriers to
prevent falls-trauma is considered an effective procedure
but not very feasible, possibly because it is an action that
the PC doctor can only act on indirectly. Collaboration
with social helpers and workers could help identify and
correct these obstacles.

Such a low assessment of the preventable admissions for
pathologies such as coronary insufficiency where PC has
shown significant progress in primary and secondary pre-
vention, is surprising, and for activities where there already
exists demonstrated scientific evidence, such as early con-
trol of acute exacerbation of COPD. But we must not for-
get that the results of this study do not come from objec-
tive data but from the perception of professionals on daily
performances and also the restriction of the target popula-
tion. No doubt there are great successes in the control of
coronary insufficiency as applied to the prevention of mor-
bidity and premature mortality.?3
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Lastly, to point out that the performances of primary and
secondary prevention are assessed better than those of ter-
tiary prevention, although they are all included in the pro-
tocols of PC preventive activities for the elderly.*

The results of this study, as regards ACSCs, are in line
with other studies’>>2¢ carried out in our country. The
priority activities to be carried out are considered to be
predominantly PC and are interventions with an effective-
ness and feasibility greater than 50%. As pointed out by
Caminal et al,2> ACSC are considered sensitive to PC
performance, although the type of intervention and the
volume of reducible hospitalisations vary depending on
the health problem treated. In this sense, the validity of
the hospitalisation rate by ACSC as an indicator of PC
quality must be analysed by looking at each pathology in-
dividually,®2627 with the aim of adapting to each of the
appropriate preventions, diagnostic criteria and therapeu-
tic approaches that would enable us to make a true com-
parison. Likewise, it would be advisable to differentiate
between acute and chronic diseases.”

To know which particular interventions to carry out in PC
is a first step. It has to be examined whether the use of ser-
vices and the interventions made are distributed equally,
and not just between patients who have been admitted to
hospital during a given period of time and those who did
not need hospitalisation, the disease, severity and time of
evolution being controlled.
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hospitalizations. ] Fam Pract. 1994;39:123-8.
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