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Methodological course of a community controlled 
trial in health care services: a translational 
epidemiological research on Nutrition

Percurso metodológico de ensaio comunitário controlado em serviço de saúde: pesquisa 
epidemiológica translacional em Nutrição

Abstract
Objectives: To discuss and exemplify the methodology of a 
translational epidemiological research in the area of Nutrition. 
Methodology: A randomized controlled community-based trial 
to encourage the consumption of fruits and vegetables in a 
representative sample of the Health Gym Program of Belo 
Horizonte, MG. Results and Discussion: The methodological course 
consisted of the following stages: 1) A liaison with managers and 
professionals of the service and community; 2) Control and quality 
assurance of data collection; 3) A community educational action 
based on the transtheoretical model of behavior change (TTM)
and Paulo Freire’s dialogic and problematizing pedagogy; 4) 
Transfer to the community, managers and professionals. In the 
18 centers investigated, 3,414 individuals were interviewed, a 
figure lower than that reported by local management (n = 5,778; 
-34.9%) and service center (n = 4,517; -16.7%). The majority 
were women, older adults with low schooling. The educational 
action included 540 workshops, 171 actions in the environment, 
distribution of 4,449 postcards and 1,483 participants, in order 
to reach the 1,483 participants in the intervention group. Search 
results were presented to the managers and banners were sent 
for discussion at the centers. Conclusions: This research showed 
that the accomplishment of translational population studies with 
quality is possible, being primordial the link with the service and 
the community, besides the continuous adaptation of its planning. 
It is intended, therefore, to provoke a reflection on the need of 
conducting studieson health care services, a scenario that has 
not yet been explored.
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Resumo
Objetivos: Discutir e exemplificar o percurso metodológico de 
pesquisa epidemiológica translacional na área de Nutrição. 
Metodologia: Ensaio comunitário aleatorizado controlado 
de incentivo ao consumo de frutas e hortaliças em amostra 
representativa do Programa Academia da Saúde de Belo 
Horizonte-MG. Resultados e Discussão: O percurso metodológico 
constou das etapas: 1) Vinculação com gestores e profissionais 
do serviço e comunidade; 2) Controle e garantia de qualidade 
da coleta de dados; 3) Ação educativa comunitária, pautada no 
Modelo Transteórico, na pedagogia dialógica e problematizadora 
de Paulo Freire; 4) Devolutiva à comunidade, gestores e 
profissionais. Nos 18 polos investigados, foram entrevistados 
3.414 indivíduos, número inferior ao informado pela gestão 
local (n=5.778; -34,9%) e central do serviço (n=4.517; -16,7%). 
A maioria eram mulheres, adultos mais velhos e com baixa 
escolaridade. A ação educativa incluiu 540 oficinas, 171 ações 
no ambiente, distribuição de 4.449 postais e 1.483 fôlderes, de 
forma a atingir os 1.483 participantes do grupo intervenção. 
Resultados da pesquisa foram apresentados para os gestores e 
enviados banners para discussão nos polos. Conclusões: A pesquisa 
mostrou que a realização de estudos translacionais populacionais 
com qualidade é possível, sendo primordial o vínculo com o 
serviço e a comunidade, além da adequação contínua de seu 
planejamento. Pretende-se, assim, provocar a reflexão sobre a 
necessidade de conduzir estudo em serviços de saúde, cenário 
ainda pouco explorado.

Palavras-chave: Pesquisa Médica Translacional. Aplicações da 
Epidemiologia. Serviços de Saúde. Atenção Primária à Saúde. 
Nutrição.

Número de registro do ensaio clínico: RBR-9h7ckx no Registro 
Brasileiro de Ensaios Clínicos
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Introduction

In view of the advancement of health problems without a satisfactory solution, such as chronic 
diseases, it is up to epidemiology, as a branch of medical science, to advance in the application 
of the scientific evidences, valuing its historical commitment to the improvement of populations’ 
health and its collective and social nature.1 To cover this gap, there is a translational epidemiology.2,3

Translational epidemiology suggests the conduction of epidemiological studies that evaluate the 
applicability and effectiveness of interventions under real life conditions.3-5 Translational application 
of knowledge is seen in government initiatives in Brazil, such as monitoring and evaluation of 
the agreement with the food industry to reduce the sodium content in ultra-processed foods 
and the implementation of Brazilian government Health Gym Program (PAS, in the Portuguese 
abbreviation).6 However, to the best of our knowledge, there is little in the way of conducting 
and publishing epidemiological translational research, especially in health services. A study7 has 
identified that it takes about 17 years for only 14% of scientific results obtained in research to be 
applied in health services routine practices. Thus, health care continues to be based on the history 
of practice, assumptions and beliefs to the detriment of scientific evidence.

This is an alarming data for countries such as Brazil, which has auniversal health care system 
that serves about 190 million people8 with a strong investment in Primary Health Care (PHC) 
and it is indispensable that translational research explore this scenario. Carrying out translational 
epidemiological studies contributes to the production of scientific evidence relevant to publicly 
funded health care. It can support new research onhealth services, exemplifying the logistic and 
methodological aspects of theimplementation of health care actions and of process and impact 
assessments. And it provides knowledge for planning and improving health care programs 
and policies.1,3,9 Considering this scenario, this article proposes to discuss and exemplify the 
performance of translational epidemiological research on nutrition conducted in the context of 
Primary Health Care (PHC) services in Brazil.

Methodology

A randomized controlled community trial conducted in Brazilian government Health Gym 
Program (PAS, in the Portuguese abbreviation), a Primary Health Care (PHC) service in Brazil, 
shall be presented. PAS has been created nationally in 2011 as a proposed health care promotion 
environment. It consists of physical sites, referred to as centers, with infrastructure and human 
resources qualified for providing guidance on corporal practices, physical and leisure activities, 
promotion of healthy and adequate diets, among other activities.6

In the Brazilian city of Belo Horizonte, in the state of Minas Gerais, PAS has been implemented 
in 2006 and presently has 64 centers distributed in nine regional administrative units. The choice 
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of this research scenario was due to the fact that the program encourages translational research 
in the development of effective interventions and consonant with local realities, in addition to 
being a recent health care promotion service.

Based on this, and according to scientific evidence, a randomized community controlled trial 
with PAS centers services users in Belo Horizonte was conducted. To ensure the study scientific 
efficiency, careful planning was carried out in two stages – the link with the service and the 
population – and the data effective control and quality assurance, with sampling definition and 
calculation, instruments preparation and testing, data collection and subsequent processing.

All steps of the research were recorded in a field manual, which presented the description of the 
logistics for data collection, form of filling the instruments used and selection and training of the 
team (Figure 1). The document was made available for consultation in all fields of data collection.

The third stage consisted of structuring community educational actions. Detailed scripts were 
created for carrying out the activities and didactic materials were developed. All the information 
obtained from the study was returned to the PAS and the community involved, constituting the 
fourth and last step of the methodological course adopted (Figure 1).

To accomplish the sampling process and identify the individuals to besurveyed, three different 
data sources were used: a) “registered users,”those that are frequent at the centers or have been 
temporarily removed,obtained from data from the PAS management, performed by the Municipal 
Department of Health;b) “frequent users,” those regular at the center activities, according to 
local service coordinators (physical educators); and c) “users identified in the field,” identified at 
the centers by the research team. To verify possible differences between these data sources, delta 
percentages were calculated by using the formula: [Source X – (Source A/Source X) * 100]

This article shall also present sociodemographic information about the interviewees, such 
as gender, age and income, aiming to characterize the PAS users’ profile since it is a service still 
undergoing consolidation in the country. The number of users of the centers services and their 
age were presented in mean and standard deviation and the income as median and interquartile 
range. Student’s t-test and Pearson’s chi-squared test were used to compare the information among 
the centers (p < 0.05).

The study was conducted within the standards required by the Declaration of Helsinki (DoH) 
and was approved by the Research Ethics Committees (REC) of the university (0537.0.0203.000-11) 
and the municipality (0537.0.0203.410-11 A) and registered at Brazilian government Registry of 
Clinical Trials (RBR-9h7ckx) in accordance with the criteria required by the International Committee 
of Medical Journal Editors (ICMJE) and by the World Health Organization (WHO). The users of 
the PAS centers services were clarified about the research methods and signed the Informed 
Consent Form (ICF).
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Results

A translational research focused on the development of community educational actions to 
encourage the consumption of fruits and vegetables was carried out. This topic was chosen because 
it is effectively related to health care promotion and necessary, considering results of a priori 
surveys in Brazil and the world.

Below are the steps for performing a translational research, namely: A connection with services, 
professionals and community; data quality control and assurance; development and application of 
community educational actions; and transfer to service, professionals and community.

A connection among services, professionals and the community

The link with the service was given by the project presentation and discussion with the Municipal 
Department of Health’s technical references, even before raising financial resources. Subsequently, 
information on research and field logistics was presented for PAS technical references and regional 
and local coordinators.

In all centers, the research, the interview process and the importance of the users’ participation 
were presented and the recruitment routine for interviewing professionals was defined. Then, all 
individuals aged 20 or older were invited to participate, except for pregnant women and those 
with reduced mental or cognitive capacity that would make it impossible for them to respond to 
the questionnaire.

This stage was critical to adjust the research methodology and define the data quality control 
process according to the centers different realities, consolidating the relationship between the 
university and health care services.

Data quality control and assurance

Sample process

To accomplish the sampling process, managers provided information on the services operation 
and database with sociodemographic variables in order to verify the sample representativeness.

Sampling by simple cluster of the PAS centers to be investigated was performed, stratified by 
the nine administrative regional units of the municipality. The inclusion criteria were: morning 
operation; being located in an area of medium and high/very high vulnerability to health (PAS’ 
predominant characteristics in the municipality); not having participated in research related to 
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food and nutrition in the last two years; and being in operation in November 2012, the period of 
accomplishing the sample process; totaling 42 eligible centers (Figure 2).

In each geographic stratum, formed by the administrative regions, two centers were selected 
(n = 18, 42.8% of the eligible centers) paired according to the territory’s vulnerability to health 
[Health Vulnerability Index (IVS, in the Portuguese abbreviation) – this is a composite index that covers 
aspects related to sanitation, housing, education, income and health. The index high values indicate high 
vulnerability/risk and are intended to highlight epidemiological inequalities of distinct social groups].10 The 
centers were randomly assigned to a control group, individuals who participated only in the routine 
activities of the service (physical exercises, three times a week for an hour) and an intervention 
group that also received the community educational actions prepared by the research group. The 
sample was representative of the PAS centers with medium and high/very high vulnerability of 
the municipality, presenting 95% confidence level and 1.4% error (Figure 2).

Figure 2. Flowchart of the sample process.

Note: IVS: Health Vulnerability Index (IVS, in the Portuguese abbreviation); GC: Control group (GC, in the 
Portuguese abbreviation); GI: Intervention group (GI, in the Portuguese abbreviation). 
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Data collection instrument

The questionnaire was based on national surveys such as the Brazilian Ministry of Health’s 
Surveillance of Risk Factors and Protection for Chronic Diseases by Telephone Inquiry (VIGITEL, 
in the Portuguese abbreviation),11 the Brazilian government Family Budget Survey (POF, in the 
Portuguese abbreviation)12 and the Brazilian government Household survey on risk behavior 
and morbidity reported from noncommunicable diseases and aggravations,13 besides previous 
experience of the research group.14-16

Sociodemographic and economic data; food and nutrition security; health conditions and 
perception; quality of life (QOL); practice of physical activities; food consumption and eating habits 
[Food frequency questionnaire (FFQ) and two 24-hour dietary recall (24HR) associated with a 
home measurement kit17)]; and behavior evaluated by the transtheoretical model of behavior change 
(TTM) (Figure 3) were all investigated. Commercial establishments used for purchasing fruits and 
vegetables and hygienic-sanitary procedures used were also questioned about. Anthropometric 
measurements were also obtained.

The instrument was submitted to a pretest and a pilot study. There was a need to adapt the 
linguistic content, remove repetitive questions, restructure the layout and include guidelines for 
the interviewer as well as to develop response cards for difficult-to-understand variables and 
instructional cards for the interviewers. The pilot study included subjects of both genders with 
characteristics similar to those of the sample of interest, having been performed during 15 days 
between June and July 2012.

However, in the first weeks of data collection, there was a need to review the order of the 
questions in order to improve the fluidness of the questionnaire and to suppress questions still 
considered repetitive.
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Baseline data collection and reassessment

Data collection from baseline occurred between February 2013 and June 2014, with an average 
duration of four months of research at each center.Working with our own data collection team 
was the option due to the epidemiological design used and its implementation in health care 
services. These aspects demand specific knowledge and sensitivity for an effective action with the 
services professionals and users.The data collection team consisted of a coordinator (researcher in 
charge), a general supervisor and field supervisors (nutritionists; n = 1 and n = 9, respectively) and 
interviewers (health care professionals and nutrition academics, n = 31), totaling 43 individuals. 
The general supervisor would be in charge of maintaining constant communication with the 
research coordination and field supervisors, acting as a reference for solving doubts and answering 
to demands. Field supervisors were responsible for organizing the interviews and data collection, 
analyzing the questionnaires consistency and training the team as well as weekly sending the 
collection control worksheet.

Interviewers’ training sessions were semiannual and included explanations about the research 
objectives, user-approach techniques, applying the information letter and an Informed Consent 
Form (ICF), simulation of interviews and registration of anthropometric measures. To avoid errors 
and methodological inconsistencies, new interviewers would be inserted in the field only after 
observation of the interview and supervised application of the instrument. When considered fit, 
they would begin the interviews, which were daily observed, discussing critical nodes.

The interview, both at the baseline and in the reevaluation, was carried out in two moments. 
The first one, lasting about 40 minutes, consisted of applying most of the questionnaire and a 
24-hour dietary recall (24HR), in addition to scheduling the second part of the interview for a 
non-consecutive day. In the second moment, the implementation of a new dietary recall lasting 
approximately five minutes.

After completing each interview, the field supervisor would analyze its consistency, returning the 
questionnaire to the interviewee if any clarification were needed. From the interviews completed 
and checked, a field report would be weekly prepared and sent to the general supervisor and 
team coordinator. The user would be identified in the service for the interview and if they were 
not located in three attempts the center coordinator would be questioned about their attendance 
and a telephone call would be made, up to three times in different days and times. If after all 
these attempts the user would not be found, they would be considered infrequent and therefore 
excluded. If located but lacking three appointments in a row they would also be excluded.
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For cases of exclusion and refusal, sociodemographic data available at the service (telephone 
contact, gender, age, marital status and occupation) would be recorded. When the user answered 
the first part of the interview but was not located to answer the second part, the second dietary 
recall would be carried out by telephone. In cases of refusal, this information would be recorded.

At the reassessment stage after about seven months, users not located at the center, according 
to the protocol mentioned above, would be interviewed by telephone about reasons for leaving 
the service, changes in physical exercise practices, consumption of fruits and vegetables and 
body weight.

Data processing

Microsoft Access database management system (DBMS) version 7.0 was used for digitizing the 
information. The entire data processing stage was supervised and typists (n = 7) were semiannually 
trained.

After completing the typing process, the database was consistently analyzed. For that, a 
descriptive analysis of the data and identification of atypical values were performed by checking 
the physical questionnaire.

The number of users interviewed, compared to those informed by the service, revealed 
differences. In general, the number of participants reported by the centers local coordinators 
(Source B) was higher than that of the Municipal Department of Health (Source A) (delta = 27.9%). 
And those identified in the research were lower in both (Source A: delta =– 16.7% and Source B: 
delta =– 34.9%, respectively), according to Table 1.

The field survey showed that 3,773 users were frequent in the 18 centers investigated (Control 
Group n = 2,159 and Intervention Group n = 1,604). Of these, 3,414 (90.7%) were interviewed, 
with 237 refusals (6.3%, being 7.8% in the control group and 4.3% in the intervention group) and 
112 exclusions (3.0%, being 2.8% in the control group and 3.2% in the intervention group), as 
shown in Table 1.

Table 2 shows the socioeconomic characteristics of the respondents, according to the center 
investigated. The majority of users were female, with mean ages between 52.1 and 63.4 years, 
schooling between 5.4 and 10.6 years of study and median per capita income between BRL 500.00 
and BRL 1,305.67 (Table 2).
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Table 2. Socioeconomic characteristics according to centers for the Brazilian government 
Health Gym Program (PAS, in the Portuguese abbreviation). Belo Horizonte, MG, 2014.

PAS 
center

Data collected (n = 3,414)

Age (years)a Gender (%)
Per capita income (BRL)b

Years of 
studya

Women Men

A1 56.1 ± 12.0 90.0 10.0 900.00 (500.00 – 1,350.00) 8.0 ± 4.6

A2 55.2 ± 10.9 88.2 11.8 533.33 (339.00 – 800.00) 6.9 ± 4.0

B1 53.7 ± 14.3 85.4 14.6 500.00 (335.60 – 700.00) 5.4 ± 4.0

B2 61.3 ± 9.9 90.3 9.7 902.00 (653.62 – 1,400.00) 8.2 ± 4.1

C1 58.9 ± 12.3 91.3 8.7 750.00 (500.00 – 1,166.67) 8.4 ± 3.9

C2 58.1 ± 11.9 85.1 14.9 800.00 (551.50 – 1,383.50) 8.3 ± 3.9

D1 52.1 ± 12.5 92.3 7.7 678.00 (400.00 – 912.50) 7.2 ± 3.8

D2 56.2 ± 10.8 90.8 9.2 733.33 (500.00 – 1,168.33) 7.9 ± 3.9

E1 53.0 ± 12.3 88.7 11.3 560.00 (350.00 – 833.33) 6.6 ± 3.9

E2 53.7 ± 11.4 81.5 18.5 625.00 (350.00 – 1,000.00) 6.4 ± 3.7

F1 52.7 ± 11.8 90.5 9.5 508.50 (339.00 – 800.00) 6.5 ± 3.8

F2 57.2 ± 10.5 94.5 5.5 678.00 (452.00 – 1,000.00) 6.6 ± 3.8

G1 57.6 ± 13.6 82.3 17.7 625.00 (430.00 – 900.00) 5.9 ± 4.3

G2 63.4 ± 12.0 86.0 14.0 1,305.67 (726.33 – 2,283.33) 10.6 ± 4.5

H1 59.1 ± 10.5 85.1 14.9 700.00 (438.30 – 1,000.00) 6.4 ± 3.8

H2 58.0 ± 9.6 93.5 6.5 724.00 (450.00 – 1,000.00) 7.6 ± 3.8

I1 57.1 ± 10.7 81.8 18.2 750.00 (500.00 – 1,000.00) 7.4 ± 3.9

I2 54.2 ± 12.4 87.7 12.3 543.00 (362.00 – 800.00) 5.7 ± 3.7

Total 56.7 ± 11.8 88.1 11.9 678.00 (424.06 – 1,000.00) 7.2 ± 4.1
aMean and standard deviation; bMedian and interquartile range. Note: PAS = Brazilian government Health Gym 
Program (PAS, in the Portuguese abbreviation)
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Design of the community educational actions

Community educational actions to encourage consumption of fruits and vegetables lasted seven 
months and was based on the transtheoretical model of behavior change (TTM) and (Brazilian 
educator and philosopher) Paulo Freire’s dialogic methodology.18,19 Four different educational 
strategies were used: workshops (n = 4), postcards with motivational phrases (n = 3), actions in 
the environment (n = 4) and handing an educational folder (n = 1).

Workshops constitute a group work around a central issue approaching individuals in an 
integral way. Throughout this intervention, different techniques were used in the workshops 
according to the topics covered, such as round-table discussions, image theater, self-portrait and 
cooking. Actions in the environment consisted of modifications in the services physical sites using 
different techniques, allowing to construct an atmosphere of dialogue and reflection among the 
participants on the consumption of FH (fruits and vegetables, in the Portuguese abbreviation).

All activities, except the actions in the environment and the folder, wereplanned and applied 
according to the transtheoretical model of behavior change (TTM) stages of changeand distributed 
in three groups, pre-action (pre-contemplationand contemplation), decision and action (action and 
maintenance) in order to meet theindividuals’ needs according to the different levels of readiness 
forchanges. In total, 540 workshops and 171 actions in the environment were carried outat 
different times, in addition to the distribution of 4,449 postcards and1,483 folders. The actions 
developed for those in pre-action aimedto promote knowledge about healthy eating, aiming to 
provide to theparticipants tools to evaluate their diet, increase self-confidence in order to adopt 
a healthy diet and help identify obstacles to changes and outline strategies to overcome them. As 
for actions for the preparation stage, they focused on helping individuals in proposing feasible 
goals for changing behavior, to be achieved in the following 30 days. Finally, the activities for 
those in the stage of action sought to favor abilities to change the behavior in the long term and to 
face new difficulties, encouraging the maintenance of the gains obtained and avoiding relapses.

Educational actions were built by an interdisciplinary team, consisting of nutritionists, educators 
and psychologists with experience in the area of health care education. For its development, a 
single team (consisting of three nutritionists and three academic supporters) applied the actions 
in order to maintain uniformity, under the supervision of the general coordination and support 
from the center’s physical educators.

The educational action was carried out from August 2013 to December 2014, lasting seven 
months at each center. Reevaluation of participants after this period was conducted between 
January 2014 and March 2015.
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Transfer to services, professionals and the community

Consolidating what is advocated by the translational research, information regarding the 
initial evaluation, development of educational actions and their effectiveness were presented to 
the Municipal Department of Health managers, professionals and users of the centers services.

PAS managers and professionals gathered to present and discuss the results. For the centers 
services users belonging to both the Intervention and Control Groups, a banner with information 
about their diet and health were developed, as well as guidelines for encouraging the consumption 
of fruits and vegetables, to be discussed by the service coordinator, aiming to achieve aspects that 
could be improved and valuing positive aspects identified.

From the development of the research, the educational activities were reviewed and adapted 
to be applicable to the services of the Primary Health Care (PHC) service in Brazil and made 
available to interested parties.

Discussion

For the adequate development of this translational epidemiological research, were considered 
essential: the design according to the reality of the service and the community; the integration 
between teaching-service, including for the resolution of logistical (technical and structural) 
problems; the continuous evaluation of all processes to obtain valid and reliable data; as well as 
returning the data to the different actors.

According to Translational Epidemiology, interventions should beimplemented in specific 
contexts that reflect the real world, making it possibleto apply scientific evidence in practice 
scenarios thatimprove the population’s health under real-life conditions, to the detriment ofstudies 
conducted under ideal conditions that are unfeasible in the human context.3 This article, when 
proposing the Primary Health Care (PHC) service in Brazil as a scenario, advances in this sense 
and reinforces the necessity and the feasibility of this type of study.

The use of educational theories in developing intervention was paramount in promoting 
reflection, better guiding the conduct of actions and facilitating the understanding of interactions 
and meanings that make up human behavior.20 The transtheoretical model of behavior change 
(TTM) has been pointed out as a useful method for elucidating and facilitating changes in 
a variety of behaviors, even in theconsumption of fruits and vegetables.19 Evidence shows its 
applicability and potentiality in health care services,15,21 making it possible to carry out differentiated 
interventions according to individuals’ specific characteristics, such as availability, perception, 
attitude and motivation to make changes inspecific behaviors.19To enable progress to be made to 
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interventions based on the transtheoretical model of behavior change (TTM),associating it with 
other theories and methodological references is suggested.22 In this study, Paulo Freire’s dialogic 
and problematizing pedagogy was used.18 In it, the relation between educator and students is 
horizontal, so that there is an exchange ofknowledge to the detriment of the relation of domination 
of one over the other, beingan intervention of education focused on forming values, pleasure, 
responsibility, criticality and freedom.18

Conducting health care service research is complex because of its norms and routines. These 
aspects require detailed planning that consider its dynamics and anticipate challenges. In this 
sense, the awareness of managers and professionals and the development of tools such as the field 
manual, periodic training and weekly reports can contribute to the data quality.

As important operational points used, non-restriction of training to the moment before the 
field and activities of quality control implemented are emphasized, such as consistency analysis 
of the questionnaires and a weekly control sheet of the collection. These strategies have allowed 
differentiated solutions to the problems experienced in each field, besides providing information 
on the teams’ productivity. This methodological care has contributed to standardization and quality 
of the research, maintaining consistency in the different fields, another important challenge of 
conducting a representative research in large metropolises.

Translational research is critical for improving and strengthening health care services due 
to investigating issues involved in decision-making processes and offering care, allowing the 
production of knowledge about health care systems and services, contributing to construction and 
adaptation of public policies.1,23 However, methodological limitations often hamper potentialities 
visibility of studies on health care services, resulting in the little scientific valorization of the 
knowledge produced.24

The challenge of translational research is to reconcile the real life conditionswith the objectives 
and methods employed by scientific research.3 In this way, the teaching-service integration is critical. 
If on one hand the service points out the needs, on the other the research uses evidence-based 
theories and technologies to develop actions and improve strategies.

The fact that few studies describe the process of planning and implementation research is also 
considered a difficulty for performing translational research, making it difficult to design new 
studies.25 This question probably derives from the restricted space that scientific journals provide 
for the publication of methodological articles. However, this scenario needs to be revised in view of 
the growing need to investigate the consistency of the results obtained and more effective actions.

Difficulties and limitations in conducting such research in health care services are recognized. 
The PAS characteristic of being an “open door” service (users can leave and return to the service), 
possibly with a high turnover of participants, can affect adhesion of participants, generating high 
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rates of losses. It is believed, however, that the methodological care implemented, with emphasis 
on the relationship with the service and the community, has contributed to remedy this limitation.

The definition of the sampling process from secondary data can generate distortions, as verified. 
Studies have increasingly usedsecondary data, given the high availability of data from information 
systems, public databases and surveys. As an advantage of the use of secondary data, it is possible 
to highlight the possibility of using large samples and including a large number of variables, saving 
time and money, lack of repetition of research and the waste of resources from existing research 
data, ensuring that sensitive themes or hard-to-reach populations are not over-researched.

Among the challenges and cons of its use, there is some concern with confidentiality and 
security of participants’ individual data. And the data does not always respond in the best way to 
the research questions, in which the researcher cannot modify the methods.26 Considering that the 
main concern in this sample process is to ensure that the sample is representative, the challenge 
of the secondary data quality is considered as a central issue. And it is revealed in this study that 
the use of this type of data in the sampling process can generate divergences that affect human 
and financial resource planning, as the size of the target population is uncertain.

In discussing translational epidemiological research, it is also importantto mention issues of 
funding.1 For the advancement of science, financing compatible with the project methodology is 
required, in addition to theequitable distribution of resources among regions and researchers. 
However, inBrazil there is a concentration of resources in the southeastern region and amongmore 
experienced researchers, not necessarily adequately considering research withgreater relevance 
for designing publicpolicies.27 In addition, the distribution of resources is often incompatible with 
projects needs. In addition, the delay in granting resources for this study, made available after 
more than 12 months, makes planning and actions in the field of research difficult.

However, analysis of international financial investment in research shows growing recognition 
and emphasis on translational science, with important initiatives such as by the Translational 
Research Institute, in Australia, the Center for Translation Research and Implementation Science of the 
National Heart, Lung, and Blood Institute and Canadian program Integrated Knowledge Translation. 
In the first study, the portion of the allocation of federal resources was measured to improve the 
research translation of public policies in the United States, identifying a significant increase in 
funding between 2007 and 2014.28

As seen, there are many methodological challenges for carrying out translational epidemiological 
studies. But for its advancement, the need for expansion of research and methodological 
publications on the subject that reproduce valid and reproducible methods and propose to rethink 
concepts, logistics and priorities is imminent in order to enhance the production of knowledge 
and the valuation of sites for practice in which the population be inserted.
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Conclusion

This study presents the entire methodological course of a community trial conducted on health 
care services, showing the organizational process, its challenges and transfer to the service and 
users. The aim is to provoke a reflection on the need to carry out translational epidemiological 
research in the scope of Brazilian public health care services, scenarios still under-explored by 
epidemiologists.
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