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ABSTRACT
Background: The evolution of risk measures for COVID-19 infection from 2020 to 2023 is not clearly known.

Objective: To know the evolution of risk measures of cases of COVID-19 from March 15, 2020 to October 1, 2023 in a general medicine consultation in 
Toledo, Spain.

Methodology: Comparison of the COVID-19 incidence rate (IR), relative risk (RR) and attributable risk (AR) and in 2020, 2021 and 2022 and 2023 years 
versus covid-19 in 2023 (group with very broad hybrid immunity), based on data from previous longitudinal studies, all of them carried out in the same 
population of patients treated in a general medicine office in Toledo, Spain.

Results: 712 COVID-19 cases from March 15, 2020 to October 31, 2022 (3 years at risk) and 76 covid-19 cases from October 2022 to October 2023 (1 year 
at risk) were included, for a population at risk of 2,000 people. In 2023 vs. 2020-2022, the following statistically significant differences were found: a lower 
IR, a protective RR, and a negative AR for the entire at-risk population (IR= 36% x 3 Years; 12% on average for 1 year versus IR= 4% x 1 year; a RR of 
0.33 [p= .037056], and an AR= -8); a lower IR in < 65 years [13% average x 1 year vs. 3%; p= .009149; RR= 0.23; RA= -10], and a lower IR in men [IR= 
12% average for one year versus 4%; RR of 0.33 [p= .037056]; RA= -8. There was a lower IR in women, in cases with moderate-severe severity, and in 
socio-health workers, all with RRs that indicated protection factors, and negative ARs for the 2023 group vs. 2020-2022, but without statistical significance. 
However, the presence of chronic diseases meant a higher IR, a weak risk, and positive RA indicates that the incidence is greater for covid-19 in 2023 vs. 
in 2020-2022.

Conclusion: In general practice setting in Toledo, Spain, in 2023 the population at risk with greater hybrid immunity is better prepared in 2023 vs. 2020-22 
to avoid cases of COVID-19, but people with chronic diseases pose a greater risk in 2023.

Keywords: COVID-19, SARS-CoV-2, Population Surveillance/
Methods, Epidemiological Characteristic, Public Health Practice, 
General Practice

Introduction
During coronavirus disease 2019 (COVID-19) pandemic period, 
very detailed epidemiological surveillance measures were taken 
that were crucial. We are now in a likely endemic phase, where 
many of the community surveillance studies tracking infection 
levels have ended. Thus, COVID-19 case counts are no longer 
published, and it is not clear how many people are infected, nor 
can the evolution of new waves be assessed [1,2]. Furthermore, 
the patterns of emergence of variants for COVID-19 are 
largely unknown. To this we must add that is true short-term 
effectiveness of vaccines has been demonstrated with respect to 
the severity of SARS-CoV-2 infection, but the effectiveness of 
the vaccine is not yet fully understood in general population [3].

Four years after the start of the COVID-19 pandemic we find 
ourselves in a new scenario with high level population immunity. 
But COVID-19 will remain with us, threatening the health and 

well-being of millions of people around the world [4]. The new 
reality with this virus is that we will have repeat infections. It is 
estimated that at least 30% of the population could be re-infected 
in successive waves. Continuous waves of infection carry the 
risk of new variants emerging that can compete with the current 
ones and be more severe [1]. There is increasing scientific 
evidence that shows that the protection generated by vaccination 
decreases over time, although it is re-established with the 
inoculation of booster doses. Additionally, we must take into 
account the decline in immunity as a result of the new variants, 
and that despite vaccines, boosters and natural immunity, the 
variants appear to be capable of evading any protection that may 
have been obtained against SARS -CoV-2 [5-10].

In this scenario, knowing the evolution of the epidemiological 
measurements of the risk of COVID-19 infection is crucial 
to evaluate its trajectory and the factors of the infections. 
Ultimately, studying the evolution of infections will help 
researchers understand what the transition of SARS-CoV-2 to an 
endemic virus will look like [11].
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In summary, there is a lack of community data on the evolution 
of risk measures of COVID-19 from epidemic to endemic. In 
this context, we present a study carried out in a general medicine 
consultation, that compares data from previous observational, 
longitudinal and prospective studies of COVID-19 cases from 
March 15, 2020 to October 1, 2022 on the one hand, and it 
compares them with the data for the period from October 2022 
to October 2023, which can be considered a “treatment” group, 
taking into account the very broad hybrid immunity in the 
population, and all this with the aim of knowing the evolution of 
risk measures (incidence rate, relative risk and attributable risk).

Material and Methods
Design and Emplacement
This study compares data from previous observational, 
longitudinal and prospective studies of COVID-19 infections 
from March, 2020 to October, 2023, already published:
1. A set of studies that included COVID-19 cases from March 

15, 2020 to October 31, 2022 [12-19].
2. And a study of COVID-19 infections in 2023 [20,21].

In the current study, the comparison of COVID-19 incidence 
rates, relative risk and attributable risk in 2020, 2021, and 2022 
years ("control" group) versus COVID-19 incidence rates in 
2023 (“treatment” group with very broad hybrid immunity), 
was carried out, based on data from the previous longitudinal 
studies cited above. Descriptive epidemiological analyses In 
the current study, the comparison of COVID-19 incidence rates, 
relative risk and attributable risk in 2020, 2021 and 2022 years 
("control" group) versus COVID-19 incidence rates in 2023 
(“treatment” group: with very broad hybrid immunity), was 
carried out, based on data from the previous longitudinal studies 
cited above. Descriptive epidemiological analyzes considered 
selected demographic and clinical features.

Outcome of Interest
Know the evolution of risk measures (incidence rate, relative 
risk and attributable risk) of cases of COVID-19 from March 15, 
2020 to October 1, 2023 in a general medicine consultation in 
Toledo, Spain.

Diagnosis of COVID-19
The diagnosis was performed with reverse transcriptase 
polymerase chain reaction (PCR) oropharyngeal swab tests or 
antigen testing performed in health services or at home [22].

Collected Variable
The following variables were collected:
- Date of COVID-19 infection diagnosis
- Age and sex
- Chronic diseases (defined as "any alteration or deviation from 

normal that has one or more of the following characteristics: 
is permanent, leaves residual impairment, is caused by a non-
reversible pathological alteration, requires special training of 
the patient for rehabilitation, and / or can be expected to require 
a long period of control, observation or treatment” [23].

- If they were Health Care Workers
- Disease severity (classified according to: 1. mild cases: 

clinical symptoms are mild and no manifestation of 
pneumonia can be found on images; 2. moderate cases: with 
symptoms such as fever and respiratory tract symptoms and 

the manifestation of pneumonia can be seen on the imaging 
tests; and 3. severe cases: respiratory distress, respiratory 
rate ≥ 30 breaths / min., pulse oxygen saturation ≤ 93% with 
room air at rest, arterial partial pressure of oxygen / oxygen 
concentration ≤ 300 mmHg.) to simplify comparison, 
moderate and severe cases were counted together [24].

Calculation of Incidence Rates (IR)
Cumulative and density incidence rates were calculated at the 
GP's office by dividing the number of infection events during 
the study period divided by the individuals that could developed 
the event at start of the study (population at risk) and divided by 
the sum of the length of follow-up time of observation for all 
individuals (population-years at risk) [25,26].

Calculation of Relative Risk (RR)
The data group from 2023 was considered as the treated group 
(practically 100% of individuals were vaccinated and/or had 
previously had COVID-19 infection) and the group of cases 
from 2020 to 2022 as the control group. The RR was calculated 
by dividing the incidence in the treated group by the incidence in 
the control group. The RR was interpreted as follows: From 0 to 
0.5: protection factor effectively; from 0.6 to 0.8: true benefits; 
from 0.9 to 1.1: not significant; from 1.2 to 1.6: weak risk; From 
1.7 to 2.5: moderate risk; More than 2.5: strong risk [27].

Calculation of Attributable Risk (AR)
El AR o risk difference was calculated by taking the incidence in 
the treated group (datos de 2023) and subtracting the incidence in 
the control group (data from 2020 to 2022). A positive difference 
indicates that the incidence is greater in the treated group, 
whereas a negative one means that the incidence is greater in the 
control group [25].

Calculation of the Number Needed to Treat (NNT)
The NNT was calculated as the inverse of absolute risk reduction 
(the opposite difference of AR: control minus treated). The 
NNT is how many patients would need to be treated with this 
intervention (vaccination or passing the COVID-19 infection) to 
give one more patient a positive outcome [25].

Calculation of Rate Numerators
All patients who consulted in the GP office object of the study 
with acute COVID-19 infection: Cases notified to the GP after a 
positive test at home, or diagnosed by the GP in health services, 
for the period March 2020 to October 2022, and from Octobre 
2022 to October 2023 were included. The exception were data for 
the variables socio-health workers, m-oderate-severe severity, 
exitus, and presence of chronic diseases, which for the period 
from March 2020 to October 2022 were taken from a sample of 
188 people based on previously published studies. [17-19].

Calculation of Rate Denominators
The total number of patients assigned to the consultation (2000 
people) was used as an approximation to the denominator of 
rates. The denominator data for some variables were taken from 
different previous studies carried out in the same population 
treated in that general medicine consultation. The denominator 
data for prevalence of chronic diseases were taken from previous 
studies carried out in the same population treated in that general 
medicine consultation [28-30].
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Epidemiological and Statistical Analysis
The calculation of the IR was performed as explained above 
(subsection “Calculation of incidence rates”) by dividing the 
number of infection events by the person follow-up time (from 
March 15, 2020 to October 2022 on the one hand, and from 
October 2022 to October 2023 on the other hand) [26]. Data on 
the incidence were extrapolated to the entire population attended 
in the consultation (N=2,000 people) [27, 31].

To make the comparison of results easier and more intuitive, the 
years at risk were rounded: in the group from March 2020 to 
October 2023, it was rounded to 3 years at risk, and assigned 
to the period 2020 to 2022; in the group from October 2022 to 
October 2023, it was considered as 1 year at risk, and assigned 
to 2023.

The classes that classify the age groups were made taking into 
account > and < de 65 años [32]. As much as possible, excessive 
fragmentation of the data was avoided to avoid low numbers 
of classes to be compared. The age of 65 years was used as the 
beginning of old age [33].

The bivariate comparisons were performed using the Chi Square 
test (X2) with Yates correction or Fisher Exact Test when 
necessary (according to the number the expected cell totals). 
Data for equal time periods were compared: the average for 1 
year in the group from 2020 to 2022, with the result for the year 
2023. Figures with decimals were rounded to whole numbers for 
statistical comparison.

Ethical Issues
No personal data of the patients were used, but only group 
results, which were taken from the clinical history.

Results
712 cases of COVID-19 were included for a population at risk of 
2,000 people, from March 15, 2020 to October 31, 2022 (years 
at risk) [IR= 36% x 3 years; 12% average for one year] versus 
76 cases of COVID-19 for a population at risk of 2,000 people, 
from October 2022 to October 2023 [IR= 4% x 1 year], which 
represents a lower total incidence rate raw for 2023, with a RR 
of 0.33 (effective and statistically significant protection factor in 
2023 vs. 2020-2022 [X2= 4.3478. p= .037056.]) and an RA= -8 
(Table 1, Figure 1).

Figure 1: Comparison of covid-19 incidence rates between the 
period from march 2020 to october 2022 and the period from 
october 2022 to october 2023

Table 1: Comparison of COVID-19 Risk Measures Between the Period from March 2020 to October 2022 and the Period 
from October 2022 to October 2023

Variables

Population 
of the 

General 
Medicine 

Office 
(Population 

at Risk)
n=2.000

Acute 
COVID-19 
Cases from 
March 15, 

2020 to 
October 
31, 2022 
(Years at 

Risk)
n=712

COVID-19 
Incidence 

Rates from 
the Period 
of March 
2020 to 
October 

2022 
(for the 

Population 
and Years 
at Risk at 

Risk)

October 
2022 to 
October 

2023
COVID-19 

Cases
(Year at 

Risk)
n=76

COVID-19 
Incidence 

Rates from 
the Period 
of October 

2022 to 
October 

2023 
(for the 

Population 
and Year 
at Risk at 

Risk)

Relative 
risk 

(Incidence 
in 2023 

Divided by 
Incidence in 
2020-2022)

Attributable 
Risk 

(Incidence in 
2023 Minus 
Incidence in 
2020-2022)

Number 
Needed to 
Treat (the 
Inverse of 
Absolute 

Risk 
Reduction)

Statistical 
Significance
(comparison 

of Equal 
Time 

Periods: 
Average for 
1 Year in the 
2020 to 2022 
Group, with 
1 Year in the 
2023 Group)

Total (>=14 
years)

2.000 712 (100) 36% x 3 
years
[12% 
average x 1 
year]

76 (100) 4% x 1 year 4/12= 0.33 
( protection 
factor 
effectively)

4-12= -8 (the 
incidence 
is greater in 
the control 
group)

1/12-4= 
0.125

X2= 4.3478. 
p= .037056. 
Significant at 
p < .05.

> = 65 years 349 (17) 67 (9) 19% x 3 
years
[6% 
average x 1 
year]

21 (28) 6% x 1 year 6/6= 1 (not 
significant)

6-6= 0 1/6-6= 
infinito 
[NaN]

X2= 0. p= 1. 
NS

= < 65 years 
(14-65 years)

1651 (83) 645 (91) 39% x 3 
years
[13% 
average x 1 
year]

55 (72) 3% x 1 year 3/13= 0,23 
(protection 
factor 
effectively)

3-13= 
-10 (the 
incidence 
is greater in 
the control 
group)

1/13-3= 0,1 X2= 6.7935. 
p= .009149. 
Significant at 
p < .05.
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Women 1020 (51) 340 (48) 33% x 3 
years
[11% 
average x 1 
year]

48 (63) 5% x 1 year 5/11= 0,45 
(protection 
factor 
effectively)

5-11= -6 (the 
incidence 
is greater in 
the control 
group)

1/11-5= 
0,16

X2= 2.4457. 
p= .117851. 
NS

Men 980 (49) 372 (52) 38% x 3 
years
[13% 
average x 1 
year]

28 (37) 3% x 1 year 3/13= 0,23 
(protection 
factor 
effectively)

3-13= 
-10 (the 
incidence 
is greater in 
the control 
group)

1/13-3= 0,1 X2= 6.7935. 
p= .009149. 
Significant at 
p < .05.

Socio-health 
workers

NA 31 (16)* 16% x 3 
years
[5% 
average x 1 
year]

31 (41) 3% x 1 
year 3/5= 
0,6 (true 
benefits)

3/5= 0,6 
(true 
benefits)

3-5= -2 (the 
incidence 
is greater in 
the control 
group)

1/5-3= 0,5 X2 with Yates 
correction= 
0.1302. p= 
.718216. NS

Moderatesevere 
severity

2000 (100) 8 (4)* 4% x 3 
years
[1% 
average x 1 
year]

2 (3) 0.1% x 1 
year

0.1/1= 0,1 
(protection 
factor 
effectively)

0.1-1= 
-0,9 (the 
incidence 
is greater in 
the control 
group)

1/1-0.1= 
1,11

Fisher exact 
test= 1. NS

Exitus NA 1 (0.5)* 0.5% x 3 
years
[0.2% 
average x 1 
year]

0 0 % x 1 
year

0/0.2= 0 
(protection 
factor 
effectively)

0-0.2= 
-0,2 (the 
incidence 
is greater in 
the control 
group)

1/0.2-0= 5 Fisher exact 
test= 1. NS

Presence 
of chronic 
diseases

1459 (73) 108 (7)* 7% x 3 
years
[2% 
average x 1 
year]

48 (63)
sobre una 
muestra de 
N=76

3% x 1 year 3/2= 1,5 
(weak risk)

3-2=1 ( A 
positive 
difference 
indicates that 
the incidence 
is greater in 
the treated 
group)

1/2-3= -1 Fisher exact 
test= 1. NS

( ): Denotes percentages; NS: Not significant; NaN: No es un número (representa el resultado de operaciones matemáticas 
indefinidas); RR: Relative Risk; AR: Attributable risk; NNT: number needed to treat; NA: Not available; * On a sample of N=188

In 2023 vs. 2020-2022 the following statistically significant 
differences were found:
- Lower IR in < 65 years [13% average x 1 year vs. 3%; X2= 

6.7935. p= .009149; RR= 0.23 (effective protection factor); 
AR= -10]

- A lower IR in men [IR= 12% average for one year versus 
4%; RR of 0.33 (effective protection factor); RA= -8 [X2= 
4.3478. p= .037056.]

There was a lower IR in women, in cases with moderate-severe 
severity, and in socio-sanitary. All these RRs indicated protective 
factors, and negative ARs (the incidence was higher in the 
control group), for the 2023 group vs. 2020 -2022. However, 
the presence of chronic diseases had a higher IR, a weak risk, 
and positive AR in 2023 vs. in 2020-2022 (Indicating greater 
incident in cases of COVID-19 with chronic diseases in 2023 
vs. 2020-2022).

By sex, it was observed that its frequency was reversed: from a 
higher IR in men in 2020-2022 to a higher rate in women in 2023 
(Table 1, Figure 1).

Discussion
Main findings
The main findings of our study were:

1. In 2023, the population at risk with greater hybrid immunity 
presented lower IR (with a RR indicating protection factor 
and negative RA indicating lower IR, in a statistically 
significant manner), than the average for the 2020-2022 
period. This also occurred, in a statistically significant way, 
in men and in <65 years.

2. In women, in cases with moderate-severe severity, and in 
socio-health workers, although there was a lower IR, with 
protective RRs and negative ARs, statistical significance 
was not reached. By sex, it was observed that its frequency 
was reversed: from a higher rate in men in 2020-2022 to a 
higher rate in women in 2023.

3. Finally, the presence of chronic diseases meant a higher IR, 
risk factor according their RR, and positive AR, although 
without statistical significance.

Comparison with other Studies
COVID-19 is at a tipping point, meaning that high levels of 
immunity to SARS-CoV-2 are beginning to limit its impact and 
reach. Currently, many countries do not test all symptomatic 
patients, nor do they systematically collect the number of cases 
or their clinical-epidemiological characteristics [2,34].

In Spain, the surveillance and control strategy against COVID-19 
after the acute phase of the pandemic, in force since March 28, 
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2022, indicates the need to perform PCR or antigen testing only 
in specific situations that fundamentally include people with 
vulnerability criteria, of vulnerable areas, and those that require 
hospital admission. The reported cases therefore represent these 
groups and not the total number of SARS-CoV-2 infections, so 
the evolution of the pandemic monitoring indicators must be 
adapted to this circumstance and the data from these reports 
cannot be compared with those of prior reports [35]. In this 
situation, many people with symptoms in the community choose 
to perform individual tests at home [36].

In this way, the official figures imply significant under-reporting 
and the incidence of COVID-19 and other risk measures such as 
RR and AR, and their evolution over time in the community, are 
truly unknown. But, frequently, people with a positive test at home 
do communicate this circumstance to their family doctor, to seek 
treatment and/or sick leave. In this way, the data on COVID-19 
cases in general medicine has been proposed as an indicator of the 
variation in incidence in the community, and as a complement to 
the data on mortality and hospitalizations [21,37].

Our study, carried out on the same at-risk population seen in a 
general medicine consultation from 2020 to 2023, and including 
cases of COVID-19 with tests carried out in health services and 
those carried out at home, and reported to the GP overcomes 
these limitations of official reports, allowing comparisons 
between time periods.

Based on incomplete official data, the current situation is usually 
classified as “low incidence” [38].

We also find a lower crude IR for 2023 compared to the 2020-
2022 period, with a RR of 0.33 and an RA= -8. These risk 
measures seem to indicate that the risk population is better 
prepared in 2023 vs. 2020-22 to avoid cases of COVID-19; this 
is probably due to their higher level of hybrid immunity. It must 
be taken into account that in Spain 93% of people over 12 years 
of age are vaccinated with 2 doses, and 56% with a booster dose 
[39]. Vaccination against COVID-19 has substantially altered 
the course of the pandemic, saving tens of millions of lives 
around the world [40].

In our study it was found in 2023 vs. 2020-2022 a lower IR in < 
65 years (young people), with a RR indicating protection factor 
and negative AR. On the other hand, the presence of chronic 
diseases meant a higher IR, a RR indicating risk factor, and 
positive AR, although without statistical significance; Moreover 
the IR in the elderly (> 65 years) did not change. Patients at risk 
are known to be the elderly, those with multiple illnesses, fragile 
health or immunocompromised. The association of infection with 
comorbidities (diabetes mellitus, arterial hypertension, obesity, 
chronic kidney disease and chronic obstructive pulmonary 
disease) darkens the prognosis and causes complications 
[41-45]. These populations will likely need vaccine annual 
reinforcements. For younger, healthier patients, probably the 
recommendation is an annual booster, similar to the flu [34].

In our study, by sex, it was observed that its frequency was 
reversed: from a higher rate in men in 2020-2022 to a higher rate 
in women in 2023. At the peak of the coronavirus crisis, men 
still made up the majority of all COVID-19 deaths even though 

women accounted for a larger proportion of confirmed cases, 
which was blamed on biology and behaviour [46].

In summary, everything seems to indicate that the risk 
population is better prepared in 2023 vs. 2020-22 to avoid cases 
of COVID-19, which is homogeneous with other studies, and 
quite reasonable from common sense, but people with chronic 
diseases have a greater risk in 2023, and a trend seems to be 
observed to increase IR in women vs. men. But, these results 
should be interpreted with caution given that the number of tests 
carried out in the community is currently probably low, which 
suggests an indeterminate COVID-19 situation [47].

Although at this point in COVID-19 infection the incidence 
levels is low meaning regarding the values prior to 2023 (due to 
vaccination and hybrid immunity), they are still very relevant for 
policy formulation. For example, they correlate with the risk of 
long COVID-19, determine the effectiveness of test, and predict 
the proportion of severe cases requiring hospitalization [48].

Limitations and Strengths of the Study
1. The use of databases collected for specific purposes in the 

primary analysis, other than the secondary analysis, limits 
the analysis and interpretation of results.

2. The sample size may not meet the needs of the secondary 
analysis performed. The sample was small, so some data 
may cause misinterpretation.

3. Rounding the years at risk may imply a small calculation 
error, but it helps to better understand the results

4. Asymptomatic cases were missing because they did not 
attend in GP consultation, as no surveillance or systematic 
screening was done.

5. There may be an underreporting of infections to GP of 
patients with a positive test at home. But given the situation 
of the GP as the gateway to the health system, the vast 
majority of positive COVID-19 tests at home, is likely to be 
reported in GP office.

6. The study has the strength of its longitudinality, characteristic 
of work in general medicine.

7. All the studies were carried out in the same general medicine 
practice and carried out by the same researcher, which gives 
coherence to the results.

Conclusion
In the general practice setting in Toledo, Spain, we found that 
in 2023 the population at risk with greater hybrid immunity 
presented lower IR, with their RR indicating protection 
factor and negative RA (indicating lower IR) in a statistically 
significant way versus the average for the period 2020-2022. 
This also occurred in a statistically significant way in men and 
in <65 years. In women, cases with moderate-severe severity, 
and in socio-health workers, although there was a lower IR, with 
protective RRs and negative ARs, statistical significance was not 
reached. By sex, it was observed that its frequency was reversed: 
from a higher rate in men in 2020-2022 to a higher rate in women 
in 2023. Finally, the presence of chronic diseases meant a higher 
IR, a RR of risk factor RR, and a positive AR , although without 
statistical significance. In summary, the risk population is better 
prepared in 2023 vs. 2020-22 to avoid cases of COVID-19, but 
people with chronic diseases pose a greater risk in 2023, and a 
trend seems to be observed to increase IR in women vs. men.



Copyright © Jose Luis Turabian.

J Infect Dise Treat, 2023

 Volume 1 | Issue 1

www.oaskpublishers.com Page: 6 of 7

References
1. Ye Y. China’s rolling COVID waves could hit every six 

months-infecting millions. The latest surge is unlikely to crash 
the country’s health-care system, but scientists fear hundreds 
of millions of infections. Nature. 2023. 618: 442-443. 

2. Turabian JL. An ostrich strategy for COVID-19 is too risky. 
BMJ. 2022. 377: o1112. 

3. Hall V, Foulkes S, Insalata F, Kirwan P, Saei A, et al. 
(2022) Protection against SARS-CoV-2 after COVID-19 
Vaccination and Previous Infection. N Engl J Med; 2022. 
386: 1207-1220. 

4. El-Sadr WM, Vasan A, El-Mohandes A. Facing the New 
COVID-19 Reality. N Engl J Med. 2023. 388: 385-387. 

5. Crist C. Unvaccinated People Likely to Catch COVID 
Repeatedly. Medscape; 2021. 

6. Grant R, Sacks JA, Abraham P, Chunsuttiwat S, Cohen C, 
et al. When to update COVID-19 vaccine composition. Nat 
Med. 2023. 29: 776–780. 

7. Callaway E. COVID ‘variant soup’ is making winter surges 
hard to predict. Descendants of Omicron are proliferating 
worldwide-and the same mutations are coming up again and 
again. Nature. 2022. 611: 213-214. 

8. Khoury DS, Docken SS, Subbarao K, Kent SJ, Davenport 
MP, et al. Predicting the efficacy of variant-modified 
COVID-19 vaccine boosters. Nat Med. 2023. 29: 574–578. 

9. Thompson D. COVID reinfections are now common. Will 
getting a booster even help? Medical Xpress. 2022.

10. Karmakar S. COVID-19 Reinfection Risk Is Real: 
Pulmonologist Explains Importance of Booster Doses. 
India Dot. 2022.

11. Mallapaty S. COVID reinfections surge during Omicron 
onslaught. Immunity acquired through previous infection is 
less effective against Omicron than against other variants, 
but the risk of severe COVID-19 remains low. Nature. 2022 

12. Turabian JL. Risk factors and incidence rate of complications 
originated as a consequence of the acute SARS-CoV-2 
infection or the treatments performed. A longitudinal study 
in general medicine from March 15, 2020 to October 31, 
2022 in Toledo, Spain. Arch Community Med Public 
Health. 2023. 9: 044-051. 

13. Turabian JL. Incidence Rate of COVID-19 Infection in 
People with Fourth Dose of Vaccines Bivalent mRNA. 
A Longitudinal Study in General Medicine from October 
2022 to February 2023. J Comm Med Heal Care Manag. 
2023. 2: 1-7.

14. Turabian JL. Risk Factors and Incidence Rate of SARS-
COV-2 Infection Sequels. A Longitudinal Study in General 
Medicine. Medp Public Health Epidemiol. 2022. 2: 
mpphe–202212007. 

15. Turabian JL. Risk factors and incidence rates of COVID-19 
breakthrough infections in vaccinated people with vaccine 
booster in general medicine, Toledo (Spain), for the period 
December 2021 to February 2022. Arch Community Med 
Public Health. 2022. 8: 084-091. 

16. Turabian JL. Risk Factors and Incidence Rates of COVID-19 
Breakthrough Infections in Vaccinated People in General 
Medicine Practice in Toledo (Spain). Arch Fam Med Gen 
Pract. 2022. 7:183-192. 

17. Turabian JL. Sars-Cov-2 Dependent Variables are most 
important in Epidemiological Triad during COVID-19 
Pandemic Evolution. A Comparison Study of Unvaccinated 

COVID-19 Cases in 2020 with Not Fully Vaccinated 
COVID-19 Cases in 2021. Archives of Health Science. 
2022. 6: 1-11.

18. Turabian JL. COVID-19 Breakthrough Infections In 
Vaccinated People With Vaccine Booster In 2022 Versus 
COVID-19 Cases In Unvaccinated People In 2020: A New 
Disease Whose Clinic We Should Know Or Another Cause 
Of The Old Symptoms Of The Common Cold?. J General 
medicine and Clinical Practice. 2022. 5: 1-7. 

19. Turabian JL. COVID-19 Breakthrough Infections in 
Vaccinated People Versus COVID-19 Infections People 
without Vaccination: Secondary Data Analysis of Clinical-
Epidemiological Characteristics in a General Medicine 
Practice in Toledo (Spain). J Community Prev Med. 2022. 
4: 23-31. 

20. Turabian JL. Clinical-Epidemiological COVID-19 
Case Series Study in Endemic Period, from October 
2022 to October 2023, in a General Medicine Office, 
in Toledo (Spain): Mild Symptoms should not Imply 
Mild Epidemiological Surveillance. Int Jr Infect Dis & 
Epidemlgy. 2023. 4:1‒6. 

21. Turabian JL. Minimum incidence rates of COVID-19 
infections in the endemic period from October 2022 to 
October 2023, in a general medicine office, in Toledo 
(Spain). Journal of Epidemiology and Public Health. In 
Press. 2023.

22. Ministerio de Sanidad. COVID-19 early detection, 
surveillance and control strategy. 2021.

23. Strauss AL. Chronic illness and the quality of life. St Louis: 
The C.V. Mosby Company. 1984.

24. Mao S, Huang T, Yuan H, Li M, Huang X, et al. 
Epidemiological analysis of 67 local COVID-19 clusters 
in Sichuan Province, China. BMC Public Health; 2020. 20: 
1525. 

25. Slater MR. Veterinary epidemiology. St. Louis, Missouri 
(USA): Butterworth Heinemann. 2023.

26. Nandí-Lozano E, Espinosa LE, Viñas-Flores L, Avila-
Figueroa C.  [Acute respiratory infection in children who go 
to a child development center]. Salud Publica Mex. 2002. 
44: 201-206. 

27. Rey Calero J. Epidemiological method and community 
health. Madrid: Interamericana. McGraw-Hill. 1989.

28. Turabian JL. Secular Trend throughout 30 Years of Chronic 
Diseases in a Family Medicine Office in Toledo, Spain: 
1985-1995-2016. J Gen Pract. 2017. 5: 329. 

29. Turabián JL, Gutiérrez V. Variation in the frequency of 
chronic diseases and risk factors in primary care: 1985-
1995. Aten Primaria. 1996. 18: 65-69. 

30. Turabian J L. Frequency and Variation of Chronic Diseases 
of COVID-19 Cases from 2020 to 2022 in General 
Medicine and Comparison with Baseline Data from the 
Same Population in 2017, in Toledo (Spain). J Community 
Prev Med. 2022. 5: 01-07. 

31. Cauthen DB. Family practice incidence rates. JABFP. 1994. 
7: 303-309. 

32. Reijneveld SA. Age in epidemiological analysis. J Epidemiol 
Community Health. 2003. 57: 397. 

33. Reijneveld SA, Gunning-Schepers LJ. Age, socioeconomic 
status, and mortality at the aggregate level. J Epidemiol 
Community Health. 1994. 48: 146-50. 



Copyright © Jose Luis Turabian.

J Infect Dise Treat, 2023

 Volume 1 | Issue 1

www.oaskpublishers.com Page: 7 of 7

Copyright: © 2023 Jose Luis Turabian. This is an open-access article distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

34. Mayor SJ, Welte T. From Pandemic to Endemic: How Do 
Influenza and SARS-CoV-2 Compare? Medscape CME & 
EDUCATION. 2023. 

35. Centro de Coordinación de Alertas y Emergencias Sanitarias. 
Update No. 672. Coronavirus disease (COVID-19). 
06/30/2023. Ministerio de Sanidad. España. 2023.

36. Turabian JL. COVID-19 infections with positive test at 
home versus in health services, in the period from October 
2022 to October 2023, in the general medicine office, in 
Toledo (Spain). Journal of Health Care and Research. 2023. 

37. Linde P. Once again surrounded by people with COVID: 
are we facing a new wave? Infections have been rising 
all summer, but no greater severity has been detected and 
hospitals are operating normally. El País. 2023.

38. Redacción. Spain recovers the 'low' incidence due to 
COVID. Diario Médico. 2023. https://diariosanitario.com/
casos-coronavirus-espana/

39. Vacuna. COVID-19 vaccination strategy in Spain. 
Ministerio de sanidad. 2021. 

40. Watson OJ, Barnsley G, Toor J, Hogan AB, Winskill P, et al. 
Global impact of the first year of COVID-19 vaccination: a 
mathematical modelling study. Lancet Infect Dis. 2022. 22: 
1293-1302. 

41. Serra VMA. COVID-19. From pathogenesis to high 
mortality in older adults and those with comorbidities. Rev 
Haban Cienc Méd. 2020. 19: e3379. 

42. Rearte A, Baldani AEM, Barcena BP, et al. Epidemiological 
characteristics of the first 116,974 cases of COVID-19 in 
Argentina, 2020. Rev Argent Salud Publica; 12 Suppl 
COVID-19: e5. 2020.

43. Giralt-Herrera A, Rojas-Velázquez JM, Leiva-Enríquez J. 
Relationship between COVID-19 and High Blood Pressure. 
Rev Haban Cienc Méd. 2020. 19: e3246. 

44. Vázquez-González LA, Gutiérrez-Reyes ME, Tergas-Díaz 
AD, Miguel-Betancourt M, Batista-Molina I. Identification 
of risks and vulnerabilities in older adults against 
COVID-19, a study from primary care. Rev Electron Zoilo. 
2020. 45: 2390. 

45. Suárez Díaz T, Acosta Piedra Y, Piedra Herrera BC. 
COVID-19 in the elderly: review of cases with favorable 
evolution. Med Gen Fam. 2021. 10: 242-246. 

46. Nania R. Why COVID-19 affects men more than women. 
AARP. 2022. 

47. Turabian JL. Polymerase Chain Reaction Positivity Rate 
for COVID-19 in General Medicine in Toledo (Spain) from 
May 19 to September 30, 2020. Is it Re-Outbreak, Second 
Wave of Virus or Lack of Testing? Epidemol Int J. 2020. 4: 
000S2-010. 

48. Czypionka T, Iftekhar EN, Prainsack B, et al. The benefits, 
costs and feasibility of a low incidence COVID-19 strategy. 
Lancet Reg Health Eur. 2022. 13: 100294.


