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AbsTrACT

The Prison Primary Health Care Teams in Catalonia have been integrated into the Catalan Health Institute. This integra-
tion shall facilitate1 training and updating, while eliminating the existing differences between the health services belonging to 
prison institutions and those of the Catalan Health Service.

It shall enable team work and coordination between Primary Health Care Teams in the community and the PHCTs in 
prisons within the same geographical area by sharing ongoing training, multi-sector work teams and territory-based relations, 
thereby facilitating continuance in care and complete and integrated treatment of chronicity.

The existing information systems in Primary Health Care and the shared clinical history in Catalonia are key factors for 
this follow up process.

Support tools for clinical decision making shall also be shared, which shall contribute towards an increase in quality and 
clinical safety. These tools include electronic clinical practice guides, therapeutic guides, prescription alert systems, etc.

This shall be an opportunity for Prison Health Care Teams to engage in teaching and research, which in turn shall have an 
indirect effect on improvements in health care quality and the training of professionals in this sector.

The critical factor for success is the fact that a unique chronicity health care model shall be shared, where measures for 
health promotion prevention can be taken, along with multi-sector monitoring of pathologies and with health care information 
shared between professionals and levels throughout the patient’s life, both in and out of the prison environment.
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It has been eleven long years ever since May 28th 
2003 when Act 16/2003 on the Cohesion and Qua-
lity of the National Health System was published, 
establishing that prison health services were to be 
transferred to the corresponding autonomic health 
departments. After all, this integration has become a 
reality in Catalonia since October 2014.

So what does this integration mean for prison 
health?

Prison health in Catalonia is now part of the Cata-
lan Health Service (SCS). More specifically: prison pri-
mary care teams have been integrated into the Catalan 
Health Institute. This fact entails new perspectives and 
challenges for medical practitioners developing their 
tasks in such services. Professionally, this integration 
will facilitate their training and updating and previous 
labor differences between prison health services and the 

Catalan Health Service will be overcome. However, the 
fundamental turning point implies the approach and 
management of those citizens who at some point have 
been deprived of their liberty and who, once the sen-
tence has been served, come back and continue being 
assisted by community primary care services.

Prevention programs are of paramount impor-
tance within the penitentiary setting2 for several rea-
sons. First, because for some inmates such programs 
represent their first contact with medical services. 
Second, because particular lifestyles and living in 
society entail the need for early detection of certain 
contagious diseases which are more prevalent in pri-
son, such as tuberculosis. Moreover, health promo-
tion and prevention programs are also crucial as far 
as health and hygiene habits are concerned. Once out-
side prison, tracking and monitoring these patients by 



34 Rev Esp Sanid Penit 2015; 17: 61-64
R Morral-Parente. 

Chronicity and primary care: The role of prison health

the primary care network in a cross-sectional coordi-
nated way is fundamental to ensure continuous care. 
In the near future, this integration will enable a cross-
sectional comprehensive approach of chronicity.

Greater life expectancy together with an increased 
survival of individuals with chronic diseases as well as 
the availability of better care contributes to an ageing 
population3 and to an increased number of people 
who suffer from chronic diseases. This represents a 
major challenge as far as organizing and providing 
medical care to this group is concerned.

According to the Ministry of the Interior, in pri-
sons the main causes of mortality in 2011 were first 
cardiovascular diseases (which accounted for 19.5% 
of the total number of deaths) and second diges-
tive complications arising from cirrhosis (10.7%), 
followed by respiratory (7.4%) and oncologic disea-
ses (6.7%). Not so very long ago, the main cause of 
death was derived from the infection by the Human 
Immunodeficiency Virus (HIV). Today, only 6% of 
deaths in prison are due to HIV.

Further, average age among inmates has also risen 
and thus the prevalence of chronic diseases, as in the 
general population.

In 2011 in Catalonia, the Department of Health 
defined the 2011-2015 Health Plan as a reference for 
future health policies. It was then when the Chroni-
city Prevention and Care Program5 was created to 

lead all strategic measures taken in terms of chronic 
diseases. This Health Plan outlines the relevant role 
of Primary Care in the prevention, detection, control 
and proactive monitoring of chronicity (see Figure 1).

The Health Department chronicity program is 
based on certain strategic pillars which include the 
implementation of integrated clinical processes, stren-
gthening health protection, promotion and preven-
tion programs, encouraging patients and caregivers 
taking responsibility of their health and promoting 
self-healing and the implementation of regional care 
programs for complex chronic patients (see Figure 2).

In order to carry out this chronicity care program 
in prisons the role and involvement of prison primary 
care teams is crucial. Therefore understanding the rea-
lity and prevalence of main chronic diseases in prison 
is of paramount importance since such disorders act 
as an “iceberg” in these settings. According to some 
publications6-7, 19.7% of inmates had a diagnosis of 
some type of chronic disease as opposed to 32.3% 
who had no previous diagnosis yet fulfilled criteria 
for some disease. Accordingly, proactive early detec-
tion of risk factors and hidden diagnosis are a priority.

Already existing information systems in Primary 
Care (Figure 3) and the implementation of electronic 
clinical records are going to be the centerpieces for 
this matter. Currently these tools are fundamental in 
recording structured clinical information and sharing 
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2011-2015 Health Plan

Three axes of transformation

Health programs: more health 
and improved quality of life for 
everybody

2.  A system 
more 
oriented 
towards 
chronic 
patients

3.  A more 
effective 
system, 
from 
primary 
care

4.  A system 
for 
improved 
quality 
in high 
speciali- 
zation

Changing healthcare models: 
improved quality, acees 
and safety of healthcare 
interventions

Updated organization model: 
a more solid and sustainable 
healthcare system

Nine lines of actiona

1. Objectives and Health programs

5. A system more focused on patients and their families
6. A new hiring model for healthcare professionals

7. Integration of professional and clinical knowledge

8. Improved governing and participation within the system

9. Encouragement of information, transparency and evaluation

For each line of action a series of strategic plans are developed, 
summing up to 32 strategic projects included in the Health Plan

Figure 1: Source: 2011-2015 Catalan Health Plan, Health Department. Catalonia 2015.
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2.1. Implementing integrated clinical processes

2.2.  Strengthening health protection, promotion and 
prevention programs

2.3.  Encouraging patients and caregivers taking 
responsibility of their health and promoting  
self-healing

2.4.  Developing healthcare alternatives within an 
integrated system

2.5.  Implementing regional care programs for complex 
chronic patients

2.6.  Implementing programs for the rational use of drugs

Strategic lines within the Chronicity Plan

Figure 2: Source: 2011-2015 Catalan Health Plan, Health Department. Catalonia 2015.

Figure 3: Source: SICAP, Catalan Health Institute.

Screen for the visualization of indicators by clinicians and nurses.  
Monthly information

SICAP: Information system for professionals
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all the resources involved in taking decisions, as well 
as in the monitoring of all chronic and acute patho-
logies.

Among the already existing resources in Primary 
Care it is worth highlighting the role of clinical prac-
tice guides and therapeutic prescription guides in elec-
tronic form, alert systems as far as different aspects 
of prescription are concerned (Prefaseg and Selaudit) 
, the development of active knowledge systems in 
clinical medical records (ECAP), laboratory alerts, 
common protocols, access to Catalan Shared Clinical 
Records (HCCC) in which all care providers publish 
records on complementary tests, hospital discharges, 
emergencies, etc. All in all, a series of support tools for 
clinicians, which encourage clinical safety and quality. 
This monitoring and evaluation system counts upon 
evidence based indicators and objectives to allow cli-
nicians identify patients who, for some reason, are not 
achieving target objectives and carry out evolutionary 
control of their health issues.

The integration of both information systems 
and professionals themselves will encourage team 
work and coordination between different prison and 
community primary health teams. Regional shared 
continuing training, cross-sectional work teams and 
coordination and relationship mechanisms are some 
of the tools to achieve this.

Teaching is another pillar of Primary Care. 
Currently there are 74 accredited teaching centres 
within the Catalan Health Institute8, including 75% 
of the available positions for Family and Community 
Medicine and Nursing specialized health care trai-
ning, with over 750 residents trained every year. This 
will entail the opportunity for prison primary health 
teams to become involved in teaching, which will 
indirectly improve quality healthcare and training of 
professionals.

As far as research is regarded, Primary Care cou-
nts upon its own Research Institute (Jordi Gol Primary 
Care Research Institute). This acts a methodological 
reference for research projects and teams. It plays a 
significant role in promoting the development of 
cross-sectional research projects.

The key to success will be sharing a sole proac-
tive model of care for chronic diseases which inclu-
des health promotion and prevention measures and 

cross-sectional monitoring of chronic diseases and an 
information system common to all practitioners and 
all services involved in the provision of care to citi-
zens, whether imprisoned or not.
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