


Primary Health Care 
in Cuba





Primary Health Care 
in Cuba
The Other Revolution

Linda M. Whiteford and 
Laurence G. Branch

With contributions from 
Dr. Enrique Beldarraín Chapel

R O W M A N & L I T T L E F I E L D P U B L I S H E R S , I N C .
Lanham • Boulder • New York • Toronto • Plymouth, UK



ROWMAN & LITTLEFIELD PUBLISHERS, INC.

Published in the United States of America
by Rowman & Littlefield Publishers, Inc.
A wholly owned subsidiary of The Rowman & Littlefield Publishing Group, Inc.
4501 Forbes Boulevard, Suite 200, Lanham, Maryland 20706
www.rowmanlittlefield.com

Estover Road
Plymouth PL6 7PY
United Kingdom

Copyright © 2008 Rowman & Littlefield Publishers, Inc.
First Rowman & Littlefield paperback edition 2009

All rights reserved. No part of this publication may be reproduced,
stored in a retrieval system, or transmitted in any form or by any
means, electronic, mechanical, photocopying, recording, or otherwise,
without the prior permission of the publisher.

British Library Cataloguing in Publication Information Available

Library of Congress Cataloging-in-Publication Data:

Library of Congress Control Number:  2007029759

ISBN: 978-0-7425-6635-4 (pbk. : alk. paper)
eISBN: 978-0-7425-6636-1

Printed in the United States of America

�™ The paper used in this publication meets the minimum requirements of
American National Standard for Information Sciences—Permanence of Paper
for Printed Library Materials, ANSI/NISO Z39.48–1992.



We dedicate this book to the true inspirations for our academic careers—
Marion and Andrew H. Whiteford and Mercedes and J. Howard Branch





Acknowledgments ix

1 The Cuban Health Care Revolution 1

2 An Overview of the Cuban Primary Health Care Model 
between 1959 and 2000 19

3 Alma-Ata and the Concept of Primary Health Care 37

4 The Cuban Primary Health Care Model for 
Child and Maternal Care 53

5 The Cuban Experience with Controlling Infectious and
Communicable Diseases through Primary Health Care 63

6 Primary Health Care and Chronic Diseases in Cuba 81

7 Recasting the “Public” in Public Health: 
Assessing the Cuban Experience 99

8 Lessons Learned from Cuba’s Primary Health Care Model 109

Bibliography 119

Index 131

About the Authors 137

vii

Contents





As with all books, this one had an evolution. It began in the early 1980s
when I was conducting research on primary health care in the Dominican
Republic. The similarities and contrasts between the Dominican system and
that of its neighbor, Cuba, were both striking and fascinating. Between that
time and the initial discussions with Laurence Branch in 2004, many people
assisted in the development of my thinking about the Caribbean, Cuba, and
primary health care. University of South Florida (USF) anthropology stu-
dents Dinorah Martinez and Andrea Freidus did research, gave papers with
me at conferences, went to Cuba with me to attend meetings and conduct re-
search, and offered a point of view from Cubans transported to the United
States. Noah Porter, also a USF anthropology student, provided immeasura-
ble help with the manuscript of the book. Cuban colleagues, like Dr. Enrique
Beldarraín Chapel and Dr. Antonio Martinez, invariably provided gracious
hospitality and insight into the topics we were jointly interested in. Scholars
in the United States like Dr. Lou Pérez, Dr. Helen Safa, Dr. Paul Farmer, and
Dr. Arachu Castro shared their visions of Cuba, equity, and medicine with
me to my greatest benefit. Drs. Castro and Beldarraín Chapel and I originally
discussed ideas for a book such as this in the late 1990s. However, when it
became time to write this book, Dr. Castro was unable to contribute because
of her other writing commitments, but Dr. Beldarrían Chapel provided the
research and the original writing for the initial draft of the sections on po-
liomyelitis and malaria eradication campaigns. With Beldarrían Chapel’s
permission, my co-author, Dr. Laurence Branch, and I rewrote and edited
that section and we are proud to have it in this book. My immense gratitude
and admiration also go to Robert Hackenberg for his astute, direct, and per-
spicacious comments on an earlier draft of this manuscript. Kind readers like
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INTRODUCTION

“Nothing in Cuba is as it first appears.” The contradictions of Cuba fasci-
nate us, and we are not alone. Cuba has intrigued writers, travelers, re-
searchers, and policymakers for years. In the “Elegiac Carnival,” Pico Iyer
captures this elusive and yet forceful sense of contradictions: ”it is that sun-
lit sadness that makes it, in the end, the most emotionally involving—and
unsettling—place I know; Cuba catches my heart, and then makes me count
the cost of that enchantment. Cuba is the old ladies in rocking chairs, on
their verandas in the twilight, dabbing their eyes as their grandchildren ex-
plain their latest dreams of escape. It is the pretty, laughing kids dancing all
night in the boisterous cabarets and then confiding, matter-of-factly, ‘Our
lives here are like Dante’s Inferno.’ It is the smiles, and open doors and po-
licemen lurking in the corners; and the lazy days on ill-paved streets; and a
friend who asks if he might steal my passport” (2004:12).

The Cuban contradictions contextualize the questions raised in this book,
questions that describe and analyze the successful Cuban development of an
extensive and world-class primary health model within an austere and au-
thoritarian political system. The contradictions are deeply seated in ques-
tions of individual liberties and the role of the state; the rights of individu-
als to be responsible for their health and the role of public health to be
responsible for the “health of all”; and the role of the state to reduce in-
equities and disparities. We believe that the success of Cuba’s primary health
care model stems in part from Cuba’s reduction of social, economic, and 
demographic inequalities due to gender, ethnicity, age, or region in access 
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to community-based, preventive medicine, a remarkable achievement and
laudatory goal.

This book is written so that students, researchers, practitioners, and policy-
makers interested in public health can see how one country has put into
place an effective public health system based on prevention and primary
health care (PHC). Public health researchers have long been concerned both
with the Declaration of Alma-Ata in 1978 concretizing PHC and with the
many failures to sustain PHC effectively since then (Heggenhougen 1984;
Janes 2004; Morgan 1990, 2001; Walsh and Warren 1979; Whiteford 1990).
Another concern among public health researchers is the role of equity, both
relative and absolute, as a predictor of health outcomes (Wilkerson and Mar-
mot 2003; Wilkerson 1992, 1996). Again, we find there is something to be
learned by the Cuban case where reduction of disparities appears to be pos-
itively correlated with improvements in health status (Pardo, Márquez, and
Rojas Ochoa 2005).

Another point we wish to make in the book is that while we can learn
much from the Cuban experience with PHC, we are not suggesting that the
Cuban model can simply be picked up and transferred elsewhere. The
Cuban model is idiosyncratically Cuban. What makes the model work in
Cuba is a response to Cuban culture, history, political organization, and
even to the U.S. embargo against Cuba. The takeaway lessons generated
from this case are that expensive medical technology is not necessary for ef-
fective community-based preventive care, that contradictions within a sys-
tem are inevitable and can be useful, and that the collaborative roles of the
state and the community are necessary to the health of the public.

Cuba, because of its geographic and political isolation, demonstrates the
tension between individual and collective rights in high relief. Cubans who
disagree with political decisions in Cuba cannot easily leave, and dissent is
problematic. At the same time, Cubans have free access to their health care
system, and while shortages of medical supplies abound, there is no short-
age of medical personnel to provide care. Primary care is available through-
out the island; medical personnel are responsible for the health of neigh-
borhoods in which they know and treat the people who live there.

This is possible because individual choices are highly restricted by the
government. Movement between jobs, from one neighborhood to another,
and from one house to another, is difficult to achieve. But the Cuban health
care system has eradicated polio, controlled malaria and dengue, and re-
duced child and maternal mortality rates to equal or lower than those of
much richer and more developed countries like the United States.

This book tries to understand the creation and evolution of what many
Cubans and non-Cubans alike call the “Cuban jewel”—its community-
based primary health care model—within the larger context of the contra-
dictions so evident in contemporary Cuba. These very contradictions shape
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the creation of the jewel and include free access to health care for all
Cubans, simultaneous with restricted individual rights of movement, em-
ployment, and dissent; extreme economic hardships while committing a
relatively large percent of its GNP (gross national product) to public health
(7 percent in Cuba, 1.27 percent in Costa Rica, and 0.64 percent in Brazil)
(Rathjens and Boutwell 2001:2) and exportation of medical care to coun-
tries such as Haiti (for child immunization campaigns), Honduras, and
Nicaragua (following natural disasters) at the same time as Cuba is further
isolated from many of its global trading partners.

To begin to comprehend how these contradictions coexist, we must un-
derstand something about Cuban culture and Cuban history, particularly
since the 1959 Cuban Revolution. This book is not primarily about Cuban
history, nor does it try to compare the current Cuban PHC model with ei-
ther the conditions in Cuba before the Revolution or with other countries
in the Caribbean or the rest of the world. Instead, the book focuses on how
the health of one “public” has improved through the process of trial and er-
ror that resulted in the Cuban primary health care model at the end of the
twentieth century.

The book is organized with the conceptual framework of health equity
and critical medical anthropology presented first, followed by a brief intro-
duction to Cuba. Chapter 2 follows the evolution of the Cuban health care
system post-1959 as the centerpiece of the Cuban PHC model, family prac-
titioners in communities, emerges. Chapter 3 introduces the Declaration of
Alma-Ata on PHC, and how the Cuban national health system has evolved
to center around PHC. PHC is a concept about which much has been writ-
ten and various styles have been conceived: vertical rather than compre-
hensive care, multilateral financial institutions rather than national govern-
ments directing health care policy and practice, and private foundations,
like the Bill and Melinda Gates Global Health Fund, funding targeted, dis-
ease-specific interventions. In chapters 4 through 6 we pre-sent detailed de-
scriptions and analysis of the four traditional public health foci: child and
maternal health, control of communicable and contagious diseases, treat-
ment of chronic diseases, and the care of the elderly. Then in chapter 7 we
return to a central question in the discourse on public health: the role of the
“public” in public health. The book concludes in chapter 8 with some les-
sons learned from studying the Cuban PHC example and what it tells us
about locating public health as collaboration between the state and the
community.

The focus of this book is the development of the Cuban PHC model af-
ter the 1959 Cuban Revolution, at which time massive social and political
changes were instituted to reduce disparities in living conditions, income,
education, employment, and health status. As part of these changes, the
pre-revolution Cuban medical and public health systems were dismantled
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and recreated to better provide equity and access in health care. In the early
years, many of these changes focused on delivery of preventive care; much
of the attention was on creating an equity-based preventive care system ac-
cessible by all Cubans regardless of age, income, ethnicity, or whether they
lived in the urban centers or in the rural hinterlands.

According to international organizations such as the United Nations Inter-
national Children’s Emergency Fund (UNICEF) and the Pan American Health
Organization (PAHO), by 2005, “the Cuban public health care system easily
surpasse[d] those of almost all other developing countries, and in many re-
spects [was] comparable to, or even better than, those of many industrialized
countries” (Rathjens and Boutwell 2001). As examples of the contemporary
success of the Cuban health care system, Rathjens and Boutwell note that
Cuba provides access to health care to 98 percent of its population (surpass-
ing both the levels in the United States and in all of Latin America), and that
95 percent of the Cuban public is attended by doctors and nurses who live
and provide services in their local neighborhoods (2001:2). In addition to a
high doctor-to-inhabitants ratio (Cuba has one doctor for every 180 inhabi-
tants, compared to 1:480 in the United States and 1:450 in the United King-
dom) (Rathjens and Boutwell 2001:2) facilitating access, medical care is free
to all, thereby facilitating equity in access. Rathjens and Boutwell (2001), in
nominating Cuba to receive the Gates Award for Global Health in 2001, iden-
tify one star of the Cuban health care system—the national immunization
programs. Those immunization programs began in the 1960s as the forefront
of global efforts to eliminate preventable diseases such as poliomyelitis
(1962), diphtheria (1979), measles (1993), and rubella and mumps (1995),
while greatly reducing whooping cough, tetanus, and tuberculosis.

The success of Cuban immunization campaigns rooted in the community-
based PHC model is deeply embedded with contradictions: Free and com-
petent health care is provided to a population with limited freedoms; effec-
tive community participation programs are based on politically-driven
community organizations with a variety of other agendas; mass health edu-
cation is made possible by the absolute control of the market; and labor-in-
tensive medicine-in-the-community operates with few medical supplies.

In this book, we try to explain how this innovative and effective health
care model came to be in a context of global isolation, economic hardship,
and unrelenting political exclusion from its nearest neighbor, the United
States. In addition, we consider the trade-offs required to enable such a
health care system to succeed and the very meaning of public health, the
role of ideology in its development, and the application of its policies and
practices. Rather than provide answers to these questions, our goal is to use
the Cuban community-based PHC model to illuminate these contradic-
tions that will pose challenges for public policy and public health re-
searchers and practitioners well into the twenty-first century.
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The authors are two social scientists (Linda Whiteford is a medical an-
thropologist with a masters degree in public health, and Larry Branch has
worked in public health for decades) whose interests in Cuba first brought
them to Cuba separately in 1992 and who have been visiting and studying
the island since. Both authors are scholars whose primary works focus on
comparative health systems and public health. A Cuban colleague, Enrique
Beldarraín Chapel, who is a physician and medical anthropologist, pro-
vided the primary research and initial drafts for the sections on the pro-
grams to eradicate malaria and poliomyelitis, rewritten and augmented by
the authors and included here with his permission.

Our intent is a book for students, scholars of public health, and interna-
tional health policymakers who want to know more about the remarkable
community-based primary health care model developed in Cuba. We focus
primarily on the evolution of Cuba’s primary health care model, particularly
between 1959 and 2000, and how this model demonstrates that economic
strength does not necessarily determine the quality of health care. We se-
lected the years between the Revolution (1959) and 2000 because of the
availability of reliable statistics for most of that period. Those forty-one years
demonstrate both the unmitigated commitment of the Cuban government
to provide health care to the Cuban populace and simultaneously the ongo-
ing evolution of public health policies and practices during these years.

The book is based on our research in Cuba over a period of ten years as
well as the contributions from our Cuban colleagues, conferences, and other
professional meetings on these subjects. Discussions with Cuban scholars,
medical practitioners, ministry officials, and people in the street have deeply
enriched our research. In addition to first-hand observations and interviews,
a great deal of the material included here is based on statistical data gathered
by the Cuban Ministry of Public Health, the United National Population
Council, the Pan American Health Organization (PAHO), and the World
Health Organization (WHO), as well as from independent researchers.

EVERYTHING IS POLITICAL

“In Cuba, everything is political.” This phrase, so often heard in Cuba, also
reflects the ways in which Cuba is presented in the English-speaking world.
Since the 1959 revolution, Cuba has served as a lightning rod for playing
out political disagreements on the world stage, particularly between the is-
land nation and the former Soviet Union and Cuba’s neighbor to the north
(see photographs 1.1 and 1.2). And those disagreements resonate in many
places. For instance, after many years of accepting (and often verifying)
Cuban national health data, in 2001, the United Nations Development
Program (UNDP) removed Cuba from its Human Development Index
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(HDI). The HDI attempts to quantify and rank a country’s economic devel-
opments, measured by the per capita gross domestic product, with indica-
tors such as health, education, and average income. We do not know why
the Cuban data provided to the UNPD were, after years of being accepted,
rejected, although Dr. Carmelo Mesa-Lago, an economist from the Univer-
sity of Pittsburgh, recently suggested that Cuba changed its categories for re-
porting economic indicators about that time (2006). Regardless of the rea-
son, because of the availability of accepted data through 2000, we have
chosen to focus most of the book from 1959 until 2000, although in some
cases data are presented beyond that date.

CONCEPTUAL FRAMEWORK: HEALTH EQUITY

The framework of health equity that underlies our analysis reflects an
emerging area of research, which we combine with the theoretical orienta-
tion of Critical Medical Anthropology (CMA). These frameworks assume
that, in addition to the obvious biologic and genetic processes upon which
Western medicine is based, health outcomes are also the results of less ob-
vious political processes and that politics, powers, and ideology shape pro-
vision, access, and equity of care (Laurell and Arellano 1996; Navarro and
Shi 2001; Turshen 1999; Morsy 1996; Whiteford 1998b). Access, provision,
and in particular equity in health care all reflect political will in the devel-
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opment and maintenance of health policies and practices. Health out-
comes, as the Cuban case demonstrates, are influenced by political will and
amenable to political interventions that change the social conditions and
the social determinants of care (Bambra, Fox, and Scott-Samuel 2005).

For over a quarter century but particularly in the last decade, considerable
international concern has focused on health disparities and health equality
attributable to demographic, social, and economic characteristics (Doyal and
Pennell 1979; Townsend and Davidson 1992; Whitehead 1992; Blane, Brun-
ner, and Wilkerson 1996). One of the reasons for the attention to these two
areas is that they reflect divisions within and between societies, social cleav-
ages often based on ethnicity, gender, and/or socio-economic class. Those di-
visions result in different health statistics for the affected populations, for in-
stance, people living in inner city areas in the United States have significantly
poorer health outcomes than do their suburban neighbors; people in rural
and remote areas of the United States have more problematic health access
than do their urban neighbors, and so on. In contrast to the United States, in
Cuba, health disparities are relatively insignificant (De Vos 2005).

One of the great achievements of the Cuban Revolution has been its “other
revolution,” its revolution in health care. This other revolution resulted in the
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successful reduction in health disparities and inequalities throughout Cuba
between 1959 and 2000. This reduction is particularly visible in the design
and practice of primary health care, the focus of this book.

How health disparities are approached is highly political. Some see health
differences as the result of individual differences, both genetically/biologically
and in terms of economic prowess. Others perceive the same disparities and
inequalities as socially created along fault lines of prejudice and stereotypes
(Farmer 2004). “Underpinning these different approaches to health inequali-
ties are not only divergent views of what is scientifically or economically pos-
sible, but also differing political and ideological opinions about what is de-
sirable” (Bambra et al. 2005:118). Clearly political ideologies shape policies
and practices that may or may not focus on the reduction of disparities and
inequalities.

In an era when medicine has better information than ever before about
the causes and genetic predispositions to ill health, we also believe that “the
major determinants of health or ill health are inextricably linked to social
and economic context” (Bambra et al. 2005:188; Wilkerson and Marmot
1998; Wilkerson and Marmot 2003; Whiteford and Whiteford 2005a).
Many believe that social determinants of health such as housing, education,
employment, and income are inextricably linked to health outcomes, yet
because access to those resources are governed by policies and practices out-
side of, and too often unconnected with, the health sector, they are too of-
ten left out of plans to reduce health disparities. This isolation of health 
sector policies from those other major determinants of health creates a dis-
connection in trying to reduce disparities and inequalities. The Cuban case
is an example of how health policy, rather than being an isolated objective
of the post-Revolution government, is a central objective and is connected
through various other policies and political processes to increase equity and
thereby improve health status (Pardo et al. 2005). And the very success of
the health sector is dependent upon reducing disparities in those allied so-
cial sectors like housing, education, income, and employment.

We believe that the Cuban case provides a carefully documented case of
how changes in the social determinants of health are closely associated with
significant changes in health outcomes. In addition, the Cuban example
demonstrates the power of a consistent health policy and strong political
will, even while its practice evolves. Until recently, little data were available
that demonstrated how public policy shaped the social environment to im-
prove health outcomes. Wilkerson and Marmot’s 1998 publication of this
connection drew considerable attention from researchers and policymak-
ers, and their 2003 publication, Social Determinants of Health: the Solid Facts,
furthered the argument. “Health policy was once thought to be about little
more than the provision and funding of medical care; the social determi-
nants of health were discussed only among academics. This is now chang-
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ing. While medical care can prolong survival and improve prognosis after
some serious diseases, more important for the health of the population are
the social and economic conditions that make people ill and in need of
medical care in the first place. Nevertheless, universal access to medical care
is clearly one of the social determinants of health” (Wilkerson and Marmot
2003:7).

Since the Revolution, Cuba succeeded in reducing disparities in income,
education, employment, and housing from the inequalities of before (UNPD
1999). Cuba also provided universal access to free medical care, with partic-
ular attention on community-based primary care. It reduced the rate of low
birth weight babies by increasing care to pregnant and lactating women and
to infants, and thereby reduced its neonatal and infant mortality rates to be
comparable with those of developed countries. Cuba mounted massive child
immunization campaigns and extended life expectancy. “Cuba is the only
country to provide protection to its entire population, especially children,
against 12 different diseases. Vaccines implemented in Cuba which are rarely
implemented in most developing countries include those protecting against
hepatitis B, meningitis B and H, and influenza type B” (Rathjens and
Boutwell 2001:3). And all this medical attention, including immunizations,
is free.

One of the greatest and uncontested successes of the post-Revolution
Cuban government is the increased equity in the distribution of health
care (Branch et al. 2004; Whiteford and Hill 2005). As Farmer (2004),
Wilkerson (1996), and others have made clear, social inequalities corre-
late with diminished health outcomes. The greater the social inequalities,
the less likely the poor are to shield themselves from the social, economic,
and health consequences of marginalization and disenfranchisement.
Shortly following the Revolution, Cuba identified health as a human
right, a right protected by the government and extended to all, thus paving
the way to focus attention on the diminution of social, economic, and
health disparities (Feinsilver 1993). Regardless of the source of the initial
inspiration, health as a human right is clearly deeply embedded in current
Cuban health policy. According to Cuban public health expert Rojas
Ochoa (2003:161), post-revolutionary Cuba embarked on campaigns to
achieve the following public health goals: (1) eradicate corruption in the
health sector, (2) give priority to the development of social capital within
the populace, (3) plan health policy and implement health programs, (4)
develop an epidemiological system of data collection and analysis, (5) cre-
ate a health system that demonstrates both intersectoral and multidisci-
plinary integration, (6) search for means of achieving equality, (7) work
to achieve and maintain quality, (8) establish community participation in
the health system, and (9) achieve a sustainable health system (author’s
translation).
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Underlying these goals is a set of principles that guides the development
and ongoing modification of the Cuban health care system. The most sig-
nificant of these principles is the commitment to free and accessible health
care (Rojas Ochoa 2003:161). These principles provide valuable insights
into the processes by which Cuba undertook to reduce the social and eco-
nomic disparities that impoverish the health of a population by exacerbat-
ing existing inequalities. What Whitehead and her co-authors (2001) have
called “the illness poverty trap” captures how poverty produces ill health
that makes it more difficult for poor and sick people to either recover their
health or reduce their poverty. The “social inequality/disease trap: a patho-
logical social spiral” is how Nguyen and Peschard (2003:463) succinctly
epitomize the effect of inequality on health. Therefore, to improve health,
inequality needs to be reduced, and not just absolute inequality as was ear-
lier thought, but also relative inequality (Wilkerson 1996). That increased
equity and a reduction of both absolute and relative inequality improve
health is a lesson for global health planners and policymakers.

The Cuban health system gives us some insight into how such an equal-
izing might occur and is articulated in the following principles (Rojas
Ochoa 2003:161) as: (1) health is a human right, (2) medicine is shaped
by both state and social forces, (3) health is the responsibility of both the
state and the populace—accessibility and free cost for services to promote
equity for all of the population, (4) medical practices will be derived from
a solid base of scientific applications of the most recent medical advances,
(5) the health system will focus on health promotion and disease preven-
tion, (6) community participation is critical to the development and main-
tenance of health services, and (7) the development of international coop-
eration in health services will be pursued (authors’ translation).

We think these principles are useful not only for Cuba but also could be
adapted for use in other countries. The ways in which they might be opera-
tionalized would vary, given local country context, but as principles they di-
rect health system planners to improve health outcomes through the re-
duction of inequities. These principles are distinctive from those that
underlie many other health care systems throughout the world wherein
health is conceptualized as something to be earned, to be paid for, to be
achieved, like a commodity rather than as a human right (Farmer 2004).

The first principle underlying the Cuban health system states that health
is a human right for all. That is, it is a positive right, one that does not have
to be fought for but one that is a given and protected within the legal sys-
tem. It is a right of citizenship.

The second principle acknowledges that clinical medicine—its practice,
programs, and policies—is shaped by the interests of the state as well as by
societal and/or economic pressures. Having a population in good health
provides a stronger workforce with fewer days lost to illness and disabilities,
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and it is in the state’s interest and the business’s interest to keep a healthy
workforce. Social forces as well influence the design and delivery of health
care, particularly in a system that encourages, and to a certain degree is de-
pendent upon, strengthening the members of the community through
community participation. The second principle, therefore, recognizes that
the government has an interest in the health of the population, and also
that the desires of the population should have an impact on the healthcare
system.

The third principle introduces the concept of equity. Equity is often taken
to mean a state, quality, or ideal of being fair, just, and impartial. When ap-
plied to health, for instance, it means that health care should not be dis-
tributed by some a priori rule such as having enough money to buy it or
membership in some group or political party, nor should it be provided
based on exclusionary rules such as those based on gender, ethnicity, re-
gional preference, religion, or voting record. Rather, equity in health care
means that access to health care services should be distributed fairly and
impartially. In addition to introducing the concept of equity, the third prin-
ciple introduces the concept that health is the shared responsibility of both
the state and the population. Neither has total responsibility for the health
status of the whole society; rather, they are yoked together in the effort. Nei-
ther can assume the role of the health “victim” as both share the burden
and the benefits achieved by good health outcomes.

Quality and science comprise the fourth principle, which states that sci-
entific rigor and first-world quality in health care will be the standards of
accountability. As Paul Farmer (2004) and others have pointed out, too of-
ten international health advisors suggest to those in poorer countries that
they compromise on the quality and/or most recent scientific medicine in
order to afford more health care for more people, a supposed trade-off of
quality for quantity. That way of thinking blames people for being poor and
implies that they do not deserve the same quality of care or the benefits of
scientific breakthrough medicine as do those in richer countries that can af-
ford that kind of care. That model often triages health services to provide
basic care for the rural areas and tertiary/hospital care for the cities. Given
that the poor often reside in the countryside, their care is often inadequate
and they have little recourse but to use their scarce resources to gain access
to hospital care in the city when necessary. The fourth principle of the
Cuban health care system refuses to accept that the poor or those in rural
areas should be penalized because of their financial status or their residence
in their access to health care.

The fifth and sixth principles are the cornerstones of public health pro-
grams worldwide—health promotion and disease prevention and the
process of aggressively engaging the populace in its own health care through
effective community participation techniques. Health promotion/disease
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prevention and community participation are two keys critical to effective
and equitable health care. Neither is easy to achieve (Heggenhougen 1984;
Whiteford 1997). Cuba has a health promotion advantage over some other
countries in that billboards, newspapers, television, and radio are govern-
ment controlled, thereby providing access to health promotion advertise-
ments without having to compete with paid air space as in other countries.
Health propaganda is seen on billboards throughout the island. Billboards
exhort the populace to save water, wash their hands, breast-feed their babies,
and participate in community groups (see photograph 1.3). 

However, all too often economists and health planners fall into the trap
of conceiving of community participation (principle number six) as either
a method to access an inexpensive labor supply or a means to redistribute
health responsibility. In actuality, community participation may be expen-
sive, if not in economic capital at least in social capital. To engage members
of a community successfully in organizing activities, there must be sus-
tained and mutual trust developed between parties that work for what they
perceive as mutually advantageous goals (Whiteford 1997). Social capital is
expended when communities participate in government-required local or-
ganizing (Whiteford 1998b). The community provides the personnel, and
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Photograph 1.3. A billboard near a large medical facility in Havana stating, “Water that
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the government provides the training, the technology, and the rationale for
the activity. Cuba, for instance, successfully trained local community mem-
bers to give inoculations so children across Cuba could participate in a
country-wide campaign to vaccinate them against preventable childhood
diseases like measles and chicken pox. Using the same community partici-
pation techniques, Cuba increased its vector surveillance program by train-
ing local people in communities to recognize plants that can be hosts to in-
sects like the aedes egypti mosquito, the vector in dengue fever (Whiteford
1998b). Neighborhood brigades were charged with environmental surveil-
lance to reduce breeding places for the mosquito. They cleaned up trash,
picked up leaves, and removed plants like the dracaena that hold water and
provide breeding places for the aedes egypti mosquito (Guzman and Khouri
2002; Whiteford and Hill 2005). Effective community participation is ex-
pensive because it builds upon and expends symbolic capital, which must
continually be replaced, requiring continued and sustained mutuality be-
tween the community and the health system (Feinsilver 1989; Putnam
2000; Whiteford 1997).

The seventh and final principle identified by Rojas Ochoa (2003:161)
identifies international cooperation in health services. Cuba’s approach is
multi-pronged. Foreign medical researchers and practitioners are regularly
invited to Cuba to attend international conferences, to participate in sym-
posia, and to exchange views with Cuban physicians at research institutes
like the Instituto Pedro Kouri (Feinsilver 2002). In addition to collaborating
with foreign clinicians and researchers, Cuba exports Cuban health care pro-
fessionals. In 1998, a letter to the editor of the New York Times reported that
there were more Cuban doctors than Haitian doctors in rural Haiti (New York
Times 1998). They are part of Cuba’s foreign policy—to provide health care
to other countries in need. As Feinsilver notes: “Cuba’s development of doc-
tors as an export commodity is unprecedented” (1989:12). Cuba has sent
medical technicians, aid workers, and medical brigades to much of Africa
and Central America and helped organize significant medical support fol-
lowing the hurricanes, mudslides, and earthquakes in Mexico, Ecuador, El
Salvador, Venezuela, and Peru. In each of these cases, the Cuban government
paid the salaries of the doctors, technicians, nurses, and other personnel
placed in poor countries; rich countries like Iraq and Libya were allowed to
pay for medical help from Cuba.

Another aspect of international cooperation in health services that links
medical services in Cuba with the wider world is their burgeoning foray
into medical tourism (sometimes called “sun and surgery”) (Holan and
Phillips 1997). People from many countries go to Cuba for elective surgery
and relaxation on one of Cuba’s beautiful beaches following the surgery. In
airports like those in Miami, Santo Domingo in the Dominican Republic,
and the Bahamas there are brightly colored invitations to come to Cuba to
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have one’s nose fixed, eyes lifted, breasts enlarged, tummy tucked, and
other elective procedures. And then to lie on the beach until the bruises are
gone, the stitches healed, and go home tanned, relaxed, and rejuvenated
(Holan and Phillips 1997).

Not only are people using Cuban medical resources for elective surgery
that they might find in their home country but could not afford, but physi-
cians also are referring patients from all over Central and South America to
Cuba for procedures that are not available in their home countries. Weekly
charter flights from the Dominican Republic to Cuba carry patients seeking
Cuban medical care (Feinsilver 1989:20). Some of the procedures are free
to the patient while others are paid for by the patient or his government.

The Escuela Latinoamericana de Medicina (Latin American School of Med-
icine), also known as ELAM, is a final example of Cuban innovative med-
ical international cooperation identified in the seventh principle. ELAM
trains students from poor countries, primarily but not exclusively Spanish-
speaking countries, as family doctors, free of charge to them or their gov-
ernments on the condition that they return home to practice medicine in
poor communities. Linda Whiteford has visited the facility many times
since the mid-1990s and is always impressed by the number of countries in
the Americas and in Africa whose students have attended ELAM. Whiteford
met several U.S. citizens who were going to school there and who had
promised to return to practice in communities in the United States where
there were not enough doctors. But most of the ELAM students are from
countries like Bolivia, Ecuador, Peru, Nicaragua, El Salvador, and parts of
Africa as well.

Attention to the social determinants of health reflects a growing dissatis-
faction with the movement away from comprehensive care and toward “tar-
geted” interventions, targeted at specific diseases rather than at underserved
or disenfranchised members or subgroups of the society. Since the 1993
World Bank publication World Development Report: Investing in Health, the
Bank’s policy has moved away from investing in governments to help re-
duce social disparities and improve health, and toward a minimum pack-
age of interventions considered inexpensive and effective in reducing the
burden of disease. “It should be clear that the minimum package is an at-
tenuated form of primary care, shifting all but a few simple interventions to
secondary and tertiary sectors of the health system” (Janes 2004:459). This
is significant at a number of levels. The role of the government in providing
health care is diminished as the role of the private sector grows, shifting the
burden of cost to private insurance systems, social security that is funded by
a combination of workers and employers, and toward privatization. Those
most at risk are those without coverage either because they are underem-
ployed, unemployed, unemployable, or because their employers do not pay
into the system.
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Equally disturbing is the attention on the pathologies rather than on their
family and individual consequences (Farmer 2004; Janes 2004; Castro and
Singer 2004). The reduction of malaria and tuberculosis is important, and
they are foci of the targeted interventions, but also important are prevention
and remediation for the ever-increasing number of people who suffer from
conditions such as heart attack and stroke. “At the heart of the Bank’s ap-
proach lies a fundamental problem: it is founded on premises that diseases
are more important to address than the people who contract and suffer
them” (Janes 2004:46). The Cuban case provides an important counter-
example to the Bank’s current preferred vision of targeted interventions, in-
creased privatization, reduction of the role of government, and increased in-
dividual responsibility for health.

A BRIEF HISTORY OF CUBA AND THE 1959 REVOLUTION

One cannot begin to understand Cuba and its contradictions without know-
ing something about Cuban culture and Cuban history. Cuba comprises
44,200 square miles with a population of eleven million people, many of
them living in the capital of Havana (approximately two million; see figure
1.1). Before the Spanish conquest, the island was inhabited by indigenous
peoples (Tainos, Siboneys) who died from disease and maltreatment at the
hands of the Spaniards who came as early as 1492 and founded colonies
shortly thereafter. By 1524, the Siboneys were no longer available in suffi-
cient numbers to provide the labor the Spanish crown required, and Africans
were brought to Cuba as slaves. Contemporary Cuban culture reflects the
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confluence of African (heavily Yoruba), Spanish, and other European influ-
ences. Both the cultural and genetic inheritances of Spanish, French, and
American colonization efforts, along with the traditions, beliefs, and beauty
of the African slaves, meld into the Cuba of today.

By 1825, most of the other Spanish colonies in the new world gained
their freedom, but Spain refused to give up Cuba until 1898 after Jose
Martí, leader of the Cuban independence movement, began the final push
to freedom (L. Pérez 1991; Pérez-Stable 1994).

Recent Cuban history, pertinent to our understanding of the 1959 Cuban
Revolution and its effect on the current health care system, begins in the
1930s and 1940s when Fulgencio Batista came into power in Cuba. Batista
was a sergeant in the Cuban army when he organized a successful revolt by
the noncommissioned officers in 1933 and became the president maker of
Cuba for the rest of that decade. In 1940 Batista himself ran for the presi-
dency and was elected for one term. Batista ran again in 1952, but seized
power three months before the election and suspended the impending elec-
tion because he was expected to lose it.

U.S. influences on Cuba increased during these times with purported
mafia money running into, and being laundered on, the island. In 1953, Fi-
del Castro, Abel Santamaría, Ernesto Guevara, and others led an attack on
the Moncada army barracks in Santiago de Cuba, and while Castro’s force
was defeated, the resistance had coalesced. Castro was later arrested, jailed,
and defended himself in court, making his famous speech, “La historia me
absolverá,” with which he ended his courtroom defense by saying that it did
not matter if the court found him guilty because history would absolve him
(Castro 1953).

The attack on the Moncado barracks in 1953 was the beginning of the
26th of July Movement to remove Batista from power and free Cuba from
the capitalist system and the influence of the United States. Castro finally
succeeded on January 1, 1959, when Batista was forced to flee the country.
Along with Batista, the exodus included the vast majority of the country’s
professionals—among them doctors, engineers, bankers—as well as the
owners of large companies. They and their wealth left the island. Since then,
many of them have waited eagerly (if not impatiently) to return to power
in a post-Castro era.

With victory in 1959, Castro began the process of recreating Cuba in a
non-capitalist mode. By April of 1961, Cuba was declared a socialist state
and became a supporter and ally of the Soviet Union. Cuba received finan-
cial, technical, and military support from the Soviet Union, and in turn,
supported it against the United States during the Cold War. The United
States imposed an embargo against Cuba in response to the Cuban nation-
alization of foreign-held industries, many of them belonging to American
citizens or Cubans who fled to the United States following the Revolution.

16 Chapter 1



Between 1959 and 1963, Cuba declared itself a socialist state, welcoming
support from the Soviet Union, the United States imposed an embargo
against the island, the United States broke diplomatic relations with Cuba,
and relations finally culminated in the October 1962 missile crisis between
the United States and the Soviet Union. The U.S. embargo against trade
with Cuba continues, forty-five years later (Pérez 1995).
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FROM MUNICIPAL POLYCLINICS TO 
THE FAMILY DOCTORS PROGRAM

How do we begin to understand Cuba and its ability to produce a primary
health care system that some argue is second to none in its coverage and con-
tinuity of care? The Cuban model of primary health care (PHC) depends on
both governmental and citizen participation, an extensive network of family
medicine practitioners, widespread preventive services, and epidemiological
surveillance. There have been significant and continuous improvements in
mortality and morbidity rates for the Cuban population, particularly for those
living in the rural areas. The most significant improvements occurred in the ar-
eas of infant, child, and maternal health, and the control and eradication of
some infectious and contagious diseases. To understand how Cuba was able
to succeed in increased distribution and access to health care while reducing
disease rates, we need to review the evolution of the Cuban PHC model.

The 1959 Revolution, the subsequent Soviet economic support, the U.S.
embargo against trade with Cuba, and Castro’s longevity and unflagging
commitment to public health as a basic human right each separately and
together have shaped the development of health policy in Cuba. As Chom-
sky (2000), Feinsilver (1993), and others have noted, the development of
the Cuban health care system was shaped by three assumptions that were
central to the Revolution: (1) health was the responsibility of the state, (2)
health was a social as well as a biological issue, and (3) health was a na-
tional priority, requiring participation from all sectors of the government
and civil society. Added to this list, as Chomsky notes, is the fact that Cuba
refused to accept the concept that less economically developed countries
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could not support primary and preventive medicine while simultaneously
supporting tertiary or hospital-based care (2000:333). This refusal to con-
cede care allowed Cuba to create a complex health care system comparable
to those in the more developed world, rather than relying exclusively on
primary care and referring patients to other countries for more advanced
care.

To understand how Cuba transformed the health status of the island pop-
ulace, it is useful to review the history of Cuban policy changes that resulted
from Cuban practice-based experiences. The Cuban health experience is in-
triguing and its paradoxes should serve as lessons. For instance, even with the
cumbersome centralized bureaucracy, Cuban health authorities were able to
change policies and practices in response to data gathered; initiatives that
failed were changed and new programs were experimented with. This ap-
proach is significant because it allowed for evidence-based changes, which are
both a hallmark of clinical medicine in the United States a couple of decades
later and a fundamental principle for Rojas Ochoa (2003). As Cuban health
planners like to say, the Cuban PHC model is not borrowed from anywhere
else; it evolved through trial and error in Cuba (Castro 2002).

In the following pages we provide a brief overview of some of the policy
and practice innovations instituted in Cuba, divided roughly by decades.
These changes and their antecedents gave rise to the PHC model in Cuba to-
day. For instance, in 1962, the introduction of municipal polyclinics was an
innovation, using multi-specialty clinics as the basic building block for am-
bulatory care. The polyclinic, staffed by a general practice physician, nurse,
OB/GYN, pediatrician, and a social worker (Feinsilver 2002), was charged
with providing health care for workplaces, child care centers, homes, and
neighborhoods.

These municipal polyclinics become the core of the nascent PHC
model. They were charged with providing health screening, vaccination
campaigns, blood drives, neighborhood clean-up activities (especially in
relation to mosquito-borne disease, since these clean-up activities were
actually vector control drives), and organizing community participation
through community-based social organizations.

During the initial period from 1962 through 1970, the polyclinics fo-
cused on bringing infectious diseases under control through prevention
and control activities. By the 1970s, the polyclinics were functioning on a
number of fronts by providing comprehensive medical care to all, estab-
lishing systems for epidemiological surveillance, particularly as related to
vector-borne diseases, providing dental care, and offering postgraduate
training settings for medical staff (Novás and Socarrás 1989).

However, the municipal polyclinic model faced limitations. In the early
1970s, an assessment showed that the polyclinic setting was not successful
in achieving the goal of integrating medical specializations (Novás and So-
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carrás 1989). One of the difficulties with the practice was that each medical
specialty team worked separately from the others. Their organization and
assignment of tasks worked against achieving the goal of integrated medi-
cine and reified the distinctions of the subspecialties. A second limitation
identified in the assessment was the physicians’ preference for curative
rather than preventive programs (Novás and Socarrás 1989).

Other limitations also surfaced in that assessment. Poor community re-
lations among doctors, dentists, and their patients in the community hin-
dered the effectiveness of some polyclinics. Relations between physicians
and members of the local communities were often strained. Still another
difficulty was that most Cuban physicians were not trained as family med-
icine practitioners and often had little experience with primary care; they
were instead more experienced with polyclinics and hospitals (Novás and
Socarrás 1989; Nayeri 1995). As a result of the poor fit between physicians’
training and system expectations, both the practitioners and the patients
were dissatisfied.

These dissatisfactions led to the modification of the municipal polyclinic
model into something called the community medicine model (Novás and So-
carrás 1989; Greene 2003). In 1974, Cuba tried to improve the quality of
care being provided in the polyclinics by adding care for the elderly and
treatment of chronic diseases, rather than focusing almost exclusively on
the prevention of illnesses. The community medicine approach brought
teaching and research activities into the polyclinics, extended the hours to
provide continuous care, and instituted assessment and risk evaluations.

However, even with these modifications, the model did not live up to the
government’s expectations and a reevaluation of the system was set in mo-
tion (Novás and Socarrás 1989; Rojas Ochoa 2003).

Notwithstanding the dissatisfactions with the policies and structures be-
tween implementation of the community medicine model in 1974 and its
later reevaluation, the infant mortality levels decreased considerably be-
tween 1975 and 1984 as figure 2.1 shows, suggesting that at least some of
the practices of that time were effective.

In 1984, the family doctor model was introduced. The new model was
based on the findings of an earlier assessment. The assessment showed that
both patients and practitioners said that while the community medicine
model was an improvement over the previous model, it was criticized be-
cause of its unequal quality of care—teaching polyclinics providing better
quality care than non-teaching polyclinics. Social factors contributing to
health continued to be undervalued, while the biological/technological ap-
proaches and interventions for health and illness were considered primary
(Novás and Socarrás 1989).

The polyclinic model that came before the family doctor program em-
phasized technological interventions and biomedical approaches—lifestyle
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issues and behavioral medicine were given a low priority, with little atten-
tion being paid to family and community life (Iatridis 1990). While these
aims and emphases may not appear unusual, as they are common practices
in many places, the model did not meet the goals set by the Cuban govern-
ment. The government wanted vigorous local involvement, significant at-
tention to social factors influencing health, and an overt and articulated fo-
cus on improving lifestyle choices for health.

What initially had been seen as an innovative model designed to reach
people and provide effective, low-cost medical services was deemed cumber-
some, inequitable, and inefficient following the reassessment. The failure to
provide an integrated, multi-tiered health care system was exacerbated by the
lack of effective communication among the polyclinics, hospitals, laborato-
ries, and other referral services. The relative isolation of physicians from the
communities in which they practiced further hindered their ability to partic-
ipate actively and aggressively in community or family-based prevention
programs to achieve health equity (Novás and Socarrás 1989).

These criticisms also may sound familiar to readers with an interest in
health policy. Many participants in the health maintenance systems that
sprang up in the 1980s and 1990s in the United States and around the world
might express similar discontent with their medical services. What is impor-
tant here is that the Cuban government elicited and assessed information
about the services they provided and then tried to modify the model to im-
prove access, equity, and quality. They responded to the expressed dissatis-
factions of the Cuban practitioners and patients (Iatridis 1990; Lemkau
2004).
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As mentioned earlier in response to the concerns leveled against the com-
munity medicine program, the new family doctor program was initiated. It
embedded medical facilities in neighborhoods and embedded practitioners
in the neighborhood where they practiced, often above the very health post
in which they practiced and next door to the families they treated. Having
medical practitioners live in the communities where they practiced was an
innovation designed to reduce isolation, increase access, improve commu-
nication, and enhance equity. This spatial embedding of medical practi-
tioners became a central component of the Cuban PHC model.

The family doctor program continued to improve on many of the initia-
tives first begun with the polyclinics but also provided greater integration of
specializations, improved relations with the community, and encouraged
greater community participation. And although the new model was an ex-
tension of the earlier model in its aims, the family doctor program of com-
munity medicine was also fundamentally different from the polyclinics
PHC model (Novás and Socarrás 1989; MacDonald 1999, 2001; Santana
1987).

The family doctor program, as the name implies, put doctor and nurse
teams into the communities throughout Cuba. They lived in the commu-
nity, with the government providing the clinic or health post and above it
the apartment where the doctor and his/her family lived. Having housing
provided to the medical team presented a significant advantage to those
participating because of the ongoing housing shortage in Cuba. In addition
to housing and the health post being provided, the program explicitly tied
the medical team to the community. They were held responsible for the
health outcomes for people in their catchment areas. Perhaps the most fun-
damental change initiated by the family doctor program was this innova-
tion of the identification of a geographically defined area with approxi-
mately 120 to 150 designated families for which the family doctor was
responsible (Feinsilver 2002; Whiteford 1998b, 2000; Gilpin 1991; Waitz-
kin and Britt 1989; Branch et al. 2004). Because residential mobility is re-
stricted in Cuba, the family doctor program personnel would get to know
most of the people in their assigned area. Neither the medical personnel
nor the neighborhood residents themselves had much geographic mobility,
thereby making possible the almost continuous care of families for any
treatment not necessitating hospitalization (Waitzkin et al. 1997). Unlike
clinics in other parts of the world where targeted audiences are defined by
their income, age, or pathology (for instance pediatric practices or infec-
tious disease specialty clinics), the medical team in a family doctor program
clinic was assigned to cover the health care needs of a population by their
geographic location.

Part of the program’s continuous care regimen was attention to ongoing
health problems, assessment and risk evaluation, and observing people in
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their behaviors outside of the clinical setting. Rather than seeing people
only when they came into the clinic for treatment as is commonly the case
elsewhere, the doctor/nurse team observed people in their quotidian lives.
This allowed the medical practitioners to assess behavioral risks as well as
medical complaints, to observe lifestyle patterns, and to intercede before
conditions required hospitalization (Whiteford 1998a, 1998b, 2000).

The family doctor model of primary health care has intrigued foreign prac-
titioners and health researchers because of its successful emphasis on preven-
tion and community participation (Iatridis 1990; Casal et al. 2002; Whiteford
2000; Barberia, Castro, and Nemser 2002). Its innovations extend beyond
just locating the practice and the medical personnel’s living quarters within
the target community to a focused and active recruitment of the community
into health activities. Bringing the community into the practice, like moving
the practitioners into the community, has many potentially salubrious affects,
not the least of which is enhanced community participation (Greene 2003).

One of the key components of primary health care is, indeed, community
participation (Rifkin and Walt 1986; Waitzken et al. 1997; Wayland and
Crowder 2002; Showstack, Rothman, and Hasmiller 2004; Morgan 1990,
2001), and one of the key failures of many PHC initiatives is also the com-
munity participation component. Medical anthropologists like Heggen-
hougen (1993) have argued that community participation in primary health
can have a radicalizing effect on the populace. When people come to believe
that health is a human right, they are more likely to take political action to
achieve equitable health and other services. Certainly such cases exist as in
Guatemala in the 1960s and 1970s, when community health workers and
others were targeted for death because of their participation in community
health/literacy/empowerment campaigns (Melville and Melville 1971).

When community participation is used effectively in social justice move-
ments, it can challenge the status quo and thus potentially endanger the
movement’s participants. For these reasons and others, governments have
been reluctant to provide sufficient and consistent support behind such an
empowerment framework. Yet, one of the underlying reasons for incorporat-
ing community participation in PHC models is that of “conscientization,”—
bringing to peoples’ consciousness their power to change their lives (Torres
1993). But Cuba found another way to develop community participation so
critical to PHC—by relying on already existing political block groups (Fein-
silver 1993; Greene 2003).

Since the 1959 revolution, Cuba has actively encouraged community or-
ganizing at multiple levels of the society, from individual blocks of residences
to neighborhood brigades to national political groups based on occupation,
age, or gender such as the Cuban Women’s Federation and Committees for
the Defense of the Revolution (CDR) (Dominguez 2002; Crabb 2001; Safa
and Federación de Mujeres Cubanas 1989). These political action groups
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were incorporated into PHC community participation and health promotion
activities such as the massive vaccination or vector surveillance programs
throughout Cuba in the 1990s (Whiteford and Hill 2005). “They are always
watching,” people said about the members of the CDR, the block-based po-
litical arm of the government whose role was in passing on information and
informing community members if they transgressed against the rules or the
ideology of the Revolution (Crabb 2001) (see photograph 2.1). 

However, in terms of facilitating community-based participation, these
extant groups formed an effective basis for enforcing public health regula-
tions. Following an outbreak of dengue fever (a mosquito-borne disease)
for instance, members of the CDR actively helped enforce the ban against
growing dracaena (a succulent that provides a breeding ground for the mos-
quito that carried the dengue pathogen). They did so by going into their
neighbors’ yards to see if they were complying with the new mosquito con-
trol ordinance (Whiteford and Hill 2005). One of the many Cuban para-
doxes is that this intrusion (and it was considered an intrusion) was possi-
ble because of the commitment to the ideals of the Revolution that exalt the
role of the state over individual rights (Guillermoprieto 2001, 2004). These
neighborhood extensions of the state became the building blocks of the
Cuban PHC model.

CUBAN HEALTH CARE SYSTEM SUMMARY

This next section looks at some accomplishments of the Cuban health sys-
tem since the Revolution such as changes in life expectancy and maternal
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and infant mortality. Even recognizing that numbers may be used to make
political points and that health surveillance and epidemiologic data may be
distorted by ideological emphasis, it is difficult to dismiss the remarkable
improvement in the health status of the Cuban populace since 1959 (De
Vos 2005). This is true even if the Cuban health care system before the Rev-
olution was not as inadequate as has been pronounced by some (Crabb
2001) and in fact, was one of the best in the Caribbean (De Vos 2005).
However, no one suggests that the provision of health care was equitable
across geography and social categories. Some observers like economist
Carmelo Mesa-Lago (2001, 2005) point out that Cuba’s remarkable suc-
cesses in these areas may, in fact, be deleterious to its current economic re-
coveries. Mesa-Lago suggests that Cuba’s continued emphasis on reducing
infant and maternal mortality rates following its astounding successes is
shortsighted in light of the economic costs that entails.

The following summary is designed to give the reader a brief overview
and a glimpse of some of the most significant changes in the Cuban health
care system immediately before and following the Revolution:

Pre-Revolution: 1953–1959

• Provision of medical supplies was heavily dependent on imports from
other countries; 40,000 pharmaceutical products imported, mostly
from the United States (Nayeri 1995).

• Life expectancy was 58.8 years and the number of physicians per 1,000
population was among the highest ranking in Latin America (Alonso,
Donate-Armada, and Lago 1994).

• Private sector health care was primarily for the wealthy; the poor had
recourse only to the poorly funded and staffed public sector health
care.

• Maternal mortality rate was 125.3 per 100,000 live births prior to the
Revolution (Nayeri 1995); general mortality rates were also high: 6.4
per 1,000; infant mortality rate of 60 per 1,000 live births (Nayeri
1995).

• Extreme disparities in health care and health outcomes by income; the
poor and those living in rural areas were subjected to inadequate san-
itation, nutrition, and access to health care (Nayeri 1995).

• Between 1957 and 1967 there were outbreaks of infectious and con-
tagious diseases, epitomized by the polio outbreak that resulted in
more than 1,162 being stricken. Few people, especially children, had
been immunized, thus allowing for the swift spread of the disease.
Since the Revolution, polio has been eradicated and 97 percent of the
Cuban children immunized against other infectious and contagious
diseases.
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First Decade Following the Revolution: 1959–1969

• In the decade following the Revolution, health care was declared a
right for all Cubans (1959); the new Ministry of Public Health was cre-
ated to focus on curative care as well as preventive care to reduce the
rate of infectious diseases, resulting in decreased mortality and mor-
bidity rates.

• The government focused resources on improving sanitation and provi-
sion of water to all homes (Nayeri 1995).

• Between 1959 and the onset of the U.S. embargo against trading with
Cuba in 1961, 75 percent of Cuba’s trade was with the United States
(Nayeri 1995). The embargo, in combination with the loss of profes-
sionals (3,000 doctors, for instance, left Cuba following the Revolu-
tion) forced Cuba to search for alternative ways to provide for its pop-
ulation. One response was the development of massive education and
training programs to replace the professions depleted through exodus.
New medical schools were created to provide physicians in the new
health care system focusing on child and maternal health in an attempt
to further reduce the levels of morbidity and mortality (Feinsilver
1989, 1993; MacDonald 1985, 1999, 2001).

• The 1961 U.S. trade embargo forbade U.S. companies and their trad-
ing partners to send, sell, or provide any food or medical supplies to
Cuba.

• Cuba started literacy campaigns, provided free access to education, and
the Federation of Cuban Women began health education and vaccina-
tions in rural Cuba (Warman 2001).

• Within six years of the Revolution, two-year nursing education for as-
sistants began as part of the Cuban commitment to improving access
to health care. In addition, new laboratories, hospitals, and research fa-
cilities were established (Warman 2001).

By 1962 Cuba began a mass immunization campaign to eliminate or re-
duce rates of infectious and contagious diseases (Mesa-Lago 1998; Beldar-
raín Chapel n.d.). By 1996, Cuba had successfully conducted thirty-five na-
tional polio campaigns and provided more than 64 million doses to the
Cuban population (Mesa-Lago 1998). Most remarkable of all is that before
the end of the century, Cuba had immunized more than 90 percent of the
children and young adults on the island (Mesa-Lago 1998).

Second Decade Following the Revolution: 1970–1979

• In the 1970s the Cuban government consolidated health care resources
by restructuring health services to extend their focus to new maternal/
infant health care programs and instituted the new polyclinic model.
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At the same time, health surveillance and data collection and consoli-
dation efforts began. The following decade saw new municipal poly-
clinics created and a shift in education policy to training teams in com-
munity-centered medicine (Iatridis 1990).

Third Decade Following the Revolution: 1980–1989

• By 1981, “medicine-in-the-community” begins. It is a model of com-
prehensive delivery, universal coverage, and administrative decentral-
ization to improve efficiency and productivity. During this time, the
successful immunization and surveillance campaign results in the an-
nouncement of the elimination of diphtheria from Cuba.

• The 1980s saw remarkable improvements in the Cuban health system,
culminating in a health care model that focused on: (1) integration of
preventive and curative care, (2) polyclinics responsible for total health
of specified populations, (3) all levels (primary to tertiary) of services
being coordinated, (4) continuity of care by the same staff, (5) follow-
up of “high-risk” and chronic patients, (6) specialists practicing within
parameters of a health team, and (7) services that included community
participation (Santana 1987: 114–16).

• The accomplishments during this period included “100 percent of the
rural population receiving health care services” (Iatridis 1990:30) and
effective immunization campaigns against polio, tuberculosis, ty-
phoid, and diphtheria to the point that by the mid-1980s they were al-
most eradicated (Iatridis 1990).

• In celebrating the improvements in Cuba’s ability to provide health
care professionals in sufficient quantity to cover the island, in 1983,
Castro announced that since the Revolution, the Cuban government
had trained 16,833 physicians, 4,000 dentists, 30,000 nurses, 29,000
intermediate-level health technicians; built 256 hospitals, 397 poly-
clinics, 255 medical offices, 146 clinics, 21 blood banks, and 81 ma-
ternity homes. And in addition, maternal mortality had been reduced
by 50 percent between 1975 and 1984 (see figure 2.2), and life ex-
pectancy in Cuba had increased to 73.5 years from 58.8 years before
the Revolution (Iatridis 1990).

• People were living longer, children were immunized against common
childhood diseases, infant mortality rates were improving, and mater-
nal deaths were decreasing. By any account, these are public health suc-
cesses. But Cuba continued to reevaluate and revise its health policies
to increase the level of integration of local clinics into the national
practice system and to shift the emphasis from tertiary and hospital-
based care to local clinic care. During this period, attention was shifted
away from how to train more medical personnel toward how to in-
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creasingly integrate medical practice into the community and to make
health a part of community life.

• As infectious diseases were brought under control, the Cuban health pro-
file more closely approximated that of developed countries—increased
morbidity and mortality from chronic diseases. The Cuban aphorism—
that Cubans live like the poor, but die like the rich—fits the changing
health profile as ever increasingly, more Cubans die from heart attacks.

• Unsatisfied with the lack of medical integration and incomplete epi-
demiological surveillance (particularly of chronic diseases), Cuba
again reorganizes the health system into a pyramidal-type administra-
tion with local governing bodies created up to provincial and then na-
tional legislative assemblies (Santana 1987).

• Simultaneous with the Cuban reorganization of the public health sys-
tem, their achievements in attaining greater equity and access are rec-
ognized by the American Public Health Association (APHA) with its
award for achieving “health for all” with universal and free health care
coverage (Iatridis 1990). The recognition is well-deserved, as Cuba suc-
ceeds in integrating medicine in the community with the “Family Physi-
cian” and “medicine-in-the-community” programs, doubling the num-
ber of doctors and increasing the number of nurses (Iatridis 1990).

Fourth Decade Following the Revolution: 1990–1999

• The last half of the decade of the 1980s showed stunning successes in
Cuban provision of health care to its 11 million inhabitants.
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Figure 2.2. Maternal Mortality in Cuba from 1975 to 1984.
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• The Fall of the Soviet Bloc—on December 1, 1991, the countries of the
Soviet Union declare independence.

• Cuba enters the “The Special Period in Time of Peace” (1990–2004)
(Mesa-Lago 2005).

• In 1992, when the Soviet Union disintegrated, Cuba lost its primary
trading partner upon whom it depended for more than 85 percent of
trade (Nayeri 1995).

Nevertheless Cuba continued improvements in health care even during the
“special period” of tremendous deprivation. As figure 2.3 demonstrates, in-
fant mortality shows a continuous decline from 1984 through 1990, even
continuing to decline into 1992—during the peak of the “special period.”
Mass vaccinations continued, covering 90 percent of population against
BCG (bacillus calmette-guérin), DPT (diphtheria-pertussis-tetanus), DPT-R,
anti-meningococcal B, hepatitis B, and mumps, measles, and rubella (Mesa-
Lago 1998). This level of immunization exceeds that of many developed
countries.

• Cuba eliminates congenital rubella syndrome while the United States
passes the Toricelli Bill (Cuban Democracy Act) preventing U.S. sub-
sidiaries from trading with Cuba and limiting ships from docking in the
United States if they have visited Cuba in the past six months (Nayeri
1995). Due to the embargo against trade with Cuba, “Cuba’s imports
for public health cost an extra $45 million pesos” (Nayeri 1995:326)
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Figure 2.3. Infant Mortality in Cuba from 1984 to 1992.
Adapted from Mesa-Lago 1998



during a period when Cuba incurs a 4.2 billion peso deficit (up from
1.4 billion in 1989) (Nayeri 1995).

• Cuban responded to the increased constriction of the U.S. blockage
and its loss of the Soviet support by asking Cubans to sacrifice more by
eating less, using less oil and petroleum products, working harder, and
finding alternative ways to do things. The government struggled to
maintain health care provision, develop “green medicine” (e.g., revis-
iting traditional medicinal remedies and growing urban gardens).

• The contradictions continue: After Cuba lost its primary trading part-
ner and the United States tightened the restrictions from the embargo,
Cuba eliminated measles and rubella, provided 95 percent of its pop-
ulation with health services, initiated new medical practices, and ex-
ported physicians to other developing countries.

• During the special period’s most difficult years (1992–1993) and con-
tinuing through 2001 (most recent year that reliable data are avail-
able), Cuba was 7 percent below the regional average for calorie avail-
ability and 13 percent of its total population was undernourished in
1998–2000 (Mesa-Lago 2005:187).

• Again according to Mesa-Lago ”Beyond any doubt, on the eve of the
crisis the national health system of Cuba had reached the highest lev-
els in Latin America” (2005:189), but continuing to improve these lev-
els became difficult to maintain.

• While some health outcomes declined during the crisis and most im-
proved during the recovery stage, several have not returned to their pre-
vious levels (Mesa-Lago 2005).

• The family doctors program personalized and decentralized primary
care, but its effectiveness was reduced due to the costs required to
maintain it and the lack of availability of most essential medicines by
2001 (Mesa-Lago 2005).

CUBAN DEMOGRAPHICS

We conclude this chapter with a brief summary of some of the primary de-
mographic changes in Cuba that have and will continue to have an influ-
ence on the primary health care system and the health of the public.

Figure 2.4 presents age and sex information from the 1999 Cuba Na-
tional Statistics Office (La Dirección Nacional de Estadística del Ministerio de
Salud Pública de Cuba 1999). The usual voluntary retirement age in Cuba is
sixty years for men and fifty-five years for women, and requires at least
twenty-five years of work history. Of the 1.6 million Cubans aged sixty and
over in 1999 (14 percent of the total population), 1.1 million were sixty-
five and over (10 percent of the total population). With 14 percent of the
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population eligible for retirement and 10 percent aged sixty-five or older,
Cuba’s population is similar to most developed countries. Cuba, one of the
countries with the oldest population in Latin America, expects that by the
year 2025 those eligible for retirement will account for almost 24 percent of
the population (United Nations 2002; Mesa-Lago 2005). The increase in
the percent of the population retired adds a strain on the smaller percent of
the population still working.

Of the urban population in 1999, 14 percent are aged sixty or older, com-
pared to 12 percent of the rural population. Additionally, 13 percent of
males and 14 percent of females are sixty and over. In Havana, 16 percent
of the population are aged sixty and over. In Havana, 14 percent of males
and 18 percent of females are sixty and older (UNDP 2000).

There are other interesting patterns observed in the figure above as well.
For example, the fifteen years following the revolution saw a noticeable in-
crease in the birth rates as evidenced by the disproportionately large per-
centages of the population aged twenty-five through thirty-nine years in
1999 (and therefore born in 1960 through 1974). Another interesting ob-
servation is that the population in Havana under age thirty-five is a smaller
proportion of the total population in every five-year age grouping com-
pared to Cuba as a whole, while conversely, those aged thirty-five and older
in Havana represent a larger proportion of the total in every five-year age
grouping without exception. The inference from this latter observation is
that Havana has much older residents than the rest of Cuba. Demographers
in Cuba suggest that beginning in the late 1980s there was a movement
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Figure 2.4. Age and Sex Distribution in Cuba, 1999 Census. Adapted from La Direc-
ción Nacional de Estadística del Ministerio de Salud Pública de Cuba 1999.



from the rural communities to the urban areas that continued through the
1990s. Figure 2.5 presents the population density of the fourteen provinces
of Cuba in 1999, and figure 2.6 presents changes of the urban-rural mixes
for selected years between 1985 and 1999 (La Dirección Nacional de Estadís-
tica del Ministerio de Salud Pública de Cuba 1999).

Cuba’s age distribution in 1999 reveals other interesting patterns. Those
under age fifteen comprised 22 percent of the total population, while those
eligible to retire (aged sixty and older) constituted 14 percent. The ratio of
eligible retirees to children in a population is sometimes used as an indica-
tor of population aging. This index of aging defines the structure of the de-
pendent segment of the population and tracks changes in the age structure.
For Cuba in 1999, the ratio indicated that there were nearly 64 eligible re-
tirees for every 100 children.

Figure 2.7 displays the age distributions for the years 1970, 1981, 1990,
1995, and 1999. While in 1970, Cuba’s age segmentation was close to that of
a developing country—over 40 percent of the population under age fifteen—
by 1999 less than 22 percent were under age fifteen. In 2025 Cuba projects
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159 eligible retirees for every 100 youths under age fifteen, compared to 122
elders aged sixty and over to 100 youths under age fifteen in the United States
(La Dirección Nacional de Estadística del Ministerio de Salud Pública de Cuba
1999).

Another measure of population aging that is sometimes used is a coun-
try’s fertility rate. Fertility rates in Cuba started to fall substantially in the
1960s and 1970s. In 1960 there were 4.07 births per 100 women of child
bearing age; there were 3.70 per 100 in 1970; 1.67 per 100 in 1980; 1.83
per 100 in 1990; there were estimated to be 1.90 per 100 in 2000; and there
are projected to be 1.85 per 100 in 2010. The fertility rates in Cuba are low
when compared with other Latin American and Caribbean countries. Bar-
bados was the only other Latin American/Caribbean country with fertility
rates consistently below 2.00 per 100 during 1980–2000. In contrast, six
other Latin American/Caribbean countries had fertility rates consistently in
the 4 to 6 per 100 range during 1980–2000. In order of highest fertility rates
during that interval were Guatemala, Haiti, Nicaragua, Honduras, Bolivia,
and Paraguay (United Nations 2002). For Cuba, the decline in birth rates is
not only the result of government policy but also may be attributable to ris-
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Figure 2.6. Changes in Urban and Rural Population Distribution in Cuba from 1985
through 1999. Adapted from La Dirección Nacional de Estadística del Ministerio de
Salud Pública de Cuba 1999.



ing educational achievements and rising demand for goods and services
that in turn encourage women to defer or reject motherhood.

Emigration of young people is also a factor in population aging in Cuba.
In contrast to wealthy developed countries that attract young people, devel-
oping countries like Cuba often do not. Young potential immigrants may
perceive Cuba as an impoverished nation offering few opportunities for
jobs and wealth. Cuba has experienced systematic negative balance of mi-
gration since the 1960s. Between 1994 and 1998 alone, 150,000 people
emigrated from Cuba (La Dirección Nacional de Estadística del Ministerio de
Salud Pública de Cuba 1999).

In this chapter we have seen how the Cuban health care system—in par-
ticular the community-based primary health care practice—has changed
through ongoing assessments and evaluations. We have also seen remark-
able successes in reducing both infant and maternal mortality, not just ini-
tially after the Revolution, but even after those levels were comparable to
those found in much richer and more developed countries. Equally signifi-
cant is that during times of severe economic crisis, the government’s com-
mitment to health care delivery continued, albeit without the successes of
previous years. In the next chapter we review some of the history of primary
health care models, and discuss alternative understandings of the ambigu-
ous and ambitious concept of public health.
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Figure 2.7. Changes in the Age Structure of the Population in Cuba from 1970–1999.
Adapted from La Dirección Nacional de Estadística del Ministerio de Salud Pública de
Cuba 1999.





THE DECLARATION OF ALMA-ATA

In 1978 the World Health Organization (WHO) convened the Interna-
tional Conference on Primary Health Care in Alma-Ata, in what then was
the Soviet Union and now is Kazakhstan, to discuss how to improve health
outcomes. The resulting “Declaration of Alma-Ata” was approved by that
body on September 12, 1978, endorsed by the WHO Executive Board in
1980, and later ratified by the Member States of the World Health Assem-
bly. This declaration, known for its sweeping and broad definition of health
and for its commitment to the reduction of health inequities, still stands to-
day as a clarion call for social justice in the provision and distribution of
health care (WHO 1978).

In this chapter we review what primary health care (PHC) was meant to
be in 1978 and what has happened to the concept since then, with partic-
ular attention to how it has developed in Cuba. Few countries have been
able to create and maintain a system of PHC as well as Cuba has. To be able
to conceptualize what kinds of lessons can be learned from the Cuban ex-
perience, we first must understand what PHC is and how it has been im-
plemented in Cuba. In concluding this chapter we return to another docu-
ment that, like the Declaration of Alma-Ata, has the potential to shape the
future of global health policies and practices: The United Nations Millen-
nium Development Goals (UNMDG) (UN Millennium Project 2005). We
believe that the Cuban PHC experience offers lessons applicable to achiev-
ing the UNMDG.

The Alma-Ata declaration defines the role of primary health care in the
following oft-quoted statement: “Governments have a responsibility for
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the health of their people which can be fulfilled only by the provision of
adequate health and social measures. A main social target of governments,
international organizations and the whole world community in the com-
ing decades should be the attainment by all peoples of the world by the
year 2000 of a level of health that will permit them to lead a socially and
economically productive life. Primary health care is the key to attaining
this target as part of the development in the spirit of social justice” (World
Health Organization 1978:1).

The PHC model emphasizes health promotion and disease prevention,
immunization campaigns, reproductive care, and improvements in sanita-
tion and child/maternal health. PHC was also “a model of health care in
which human rights, social justice, and equity were central principles. Its ef-
fectiveness can be observed in the only national system where it survives to-
day: Cuba” (Janes 2004:459).

As defined in section VI of the Alma-Ata document:

Primary health care is essential health care based on practical, scientifically
sound and socially acceptable methods and technology made universally ac-
cessible to individuals in the community through their full participation and
at a cost that the community and country can afford to maintain at every stage
of their development in the spirit of self-reliance and self-determination. It
forms an integral part both of the country’s health system, of which it is the
central function and main focus, and of the overall social and economic de-
velopment of the community. It is the first level of contact of individuals, the
family and community with the national health system bringing health care as
close as possible to where people live and work, and constitutes the first ele-
ment of a continuing health care process. (WHO 1978:3)

Yet, in the more than twenty-five years since the Declaration was accepted,
health disparities across the world are increasing rather than diminishing.
For this reason, our investigation of the Cuban system of primary health care
and its ability to reduce health disparities is well worth our study.

To be sure, examples of PHC were in existence before the 1978 Declara-
tion and the concept has been adapted in a variety of forms and countries
since then, for instance in Mongolia, Mozambique, and Kerala, among oth-
ers. However, the Declaration of Alma-Ata is useful to review because of the
series of underlying principles that are articulated. The following PHC prin-
ciples from the Declaration of Alma-Ata were identified in a report prepared
for the World Health Assembly in May 2004 and are included here to pro-
vide a standard set of definitions that we rely on in this book.

According to the 2004 document, PHC should:

1. Reflect and evolve from the economic conditions and sociocultural
and political characteristics of the country and its communities and be
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based on the application of the relevant results of social, biomedical,
and health services research and public health experience;

2. Address the main health problems in the community, providing pro-
motive, preventive, curative, and rehabilitative services accordingly;

3. Involve, in addition to the health sector, all related sectors and aspects
of national and community development, in particular agriculture,
animal husbandry, food, industry, education, housing, public works,
communications and other sectors; and demands the coordinated ef-
forts of all these sectors;

4. Promote maximum community and individual self-reliance and par-
ticipation in the planning, organization, operation, and control of pri-
mary health care, making the fullest use of local, national, and other
available resources; and to this end develop through appropriate edu-
cation the ability of communities to participate;

5. Be sustained by integrated, functional, and mutually supportive refer-
ral systems, leading to the progressive improvement of comprehensive
health care for all, and giving priority to those most in need;

6. Rely, at local and referral levels, on health workers, including physi-
cians, nurses, midwives, auxiliaries, and community workers as appli-
cable, as well as traditional practitioners as needed, suitably trained
socially and technically to work as a health team and to respond to the
expressed health needs of the community. (WHO 2004)

These principles make clear that PHC—as intended by the framers in
Alma-Ata—is a complex model, departing from the biomedical, physician-
driven, insurance-mandated model common in the United States and other
countries, distinctive from the governmental, top-down, fee-for-service
models common throughout Latin America and different from the dual
public/private models common in Europe. The Alma-Ata model requires an
ongoing and constant governmental commitment—ideological as well as
practical—to health for all of its populace, the education and obligation of
the populace to participate in the development and maintenance of the
PHC system, and incorporation of primary care as the basic building block
of the health system. Implementing such a model requires reinvesting in
health as a basic human right and controlling some of the consequences of
traditional vested interests in order to “level the playing field” (Whiteford
and Manderson 2000).

In many ways, the Declaration of Alma-Ata was a radical set of principles
that attempted to change the balance of power in the medical arena—
redistributing decision-making and responsibilities between providers and
patients, requiring a retraining of the labor force to deemphasize specialty
medicine and create more paraprofessionals and family practitioners, and
redirecting control to diminish compartmentalization among various health
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sectors within a system. PHC, as envisioned by the principles laid out in the
Declaration, was a direct challenge to existing health care models and was
one without a natural constituency. That is, no single group—not policy-
makers, practitioners, or any powerful category of patients—is the primary
beneficiary of such a model. Each group is required to participate, to uphold
a series of obligations, and to meet responsibilities inherent in the model,
with successes shared by all.

Key components of the PHC model became the focus of significant criti-
cism almost immediately after the publication of the document. Many
found the definitions too broad and the goals too idealized. Others worried
that the low-cost, labor-intensive model challenged entrenched medical in-
terests while simultaneously exposing community health workers to dan-
gerous and potentially fatal threats (Heggenhougen 1984; Morgan 1990).
Public health professionals worldwide supported the conceptualization of
PHC, particularly the role of community participation in health, but dis-
agreed with how it should be accomplished (Rifkin and Walt 1986; Walsh
and Warren 1979; Warren 1988). Sometimes the distinctions in how PHC
is applied are conceptualized as vertical versus horizontal programs or se-
lective versus comprehensive approaches to PHC. More often, however,
programs are based not on which kind of model might provide the “best
fit” with local needs but rather on global politics (Whiteford 1990, 2000)
or donor requirements (Justice 1986).

What was imagined as an inexpensive system of integrated, community-
based health promotion and provision quickly became expensive to actual-
ize. Family medicine professionals and paraprofessionals needed to be ed-
ucated, community health workers needed to be trained, local delivery
systems needed to be established and maintained, intersectoral collabora-
tion and connections among traditionally distinct health sectors needed to
be mandated and nurtured, and accepted ways of thinking about health
care delivery had to be changed.

In response to those challenges, the PHC model was modified from one
that provided integrated care across the population to one that also focused
on restricted, vertical programs targeting particular groups such as pregnant
women, children, and older people. “Selective” primary care plans were in-
stituted that held child health as their primary emphasis. These programs
used their resources to develop health promotion materials and distribu-
tion systems for a selected number of child health issues: child growth
monitoring, the encouragement of breast-feeding, the provision of oral re-
hydration therapy for childhood diarrheas, and the provision of immu-
nizations.

Without doubt, these interventions saved lives, but they also left many in
the community unattended. While PHC models were developed from so-
cialist states such as the Soviet Union, the Kerala state in India, China, and
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Zimbabwe, by the end of the millennium PHC in its most comprehensive
form existed only in Cuba.

THE CUBAN NATIONAL HEALTH SYSTEM

The Cuban health system developed over a period of more than four decades
and reflects changing local needs as well as a changing set of international
pressures. Following the Revolution, the National Health System (NHS) was
integrated during the decade of the 1960s, and rural outreach, primary
health, immunizations, and retooling of medical education became signifi-
cant activities. In 1961 “people’s health commissions” were created to en-
courage increased levels of participation in health care (Feinsilver 2002:A22).
During the same period (1965), the polyclinics were established, each hav-
ing a medical team that included a nurse, a general practitioner, a pediatri-
cian, an OB/GYN, and a social worker (Feinsilver 2002:A23), and by 1974,
the medicine-in-the-community program was established.

Distinct from other forms of PHC, and most specifically from Community-
Oriented Primary Health Care (COPHC) (Kark and Kark 1983), the Cuban
model was dependent on physicians rather than on paraprofessionals to pro-
vide most of the care (Mesa-Lago 2005). As a result of this dependency on
physicians, Cuba accelerated the production of family doctors and by 2001
had achieved a physician per 10,000 person ratio of 58.2, compared to the
United States’ ratio of 27.9 and the ratio for the United Kingdom of 16.4
(PAHO 2002). This is even more remarkable when one remembers that many
of Cuba’s physicians left the island immediately following the Revolution,
thus depleting an already limited number of physicians.

During the next two decades, Cuba experimented with a variety of inno-
vative programs, modifying many to maximize their positive effects by con-
solidating the NHS and ending private medical practice while orienting
medical schools to train family practice physicians and developing the na-
tional Family Doctor Program (De Vos 2005). By 1975, the concept of
“health as a basic right” was written into the Cuban Constitution (Feinsil-
ver 2002). By the end of the century, PHC was well established throughout
Cuba, including most rural areas. High percentages of children were im-
munized, two-thirds of the drugs used were manufactured in Cuba, and
doctors were being sent to assist in other countries (Greene 2003; Feinsilver
2002). In 2004 there were more Cuban doctors in rural Haiti than Haitian
doctors (New York Times 1998).

Cuba was on its way to becoming a “world health power,” exporting doc-
tors to other countries as part of its world diplomacy policy and inviting
foreigners to take advantage of Cuba’s “sun and surgery” health tourism
programs (Feinsilver 2002:A24) (see photograph 3.1 for an example of a
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well-stocked pharmacy used by tourists). And finally, these advances led to
the creation of the ELAM, the School of Latin American Medicine, to which
countries in the Americas (and other, particularly African, countries as well)
can send students to train in medicine without cost to either the student or
the host country (MEDICC Review Staff 2005; De Vos 2005). According to
ELAM’s guidelines, once graduated, the medical alumni must return to
practice medicine in their own countries. ELAM is the embodiment of a for-
eign aid practice consistent with the Cuban emphasis on PHC.

Cuba’s NHS is organized into three tiers: township, state, and national.
The Ministry of Public Health has centralized authority over the Institutes
of Health, state health programs, state and regional hospitals, local health
departments, and community-based health councils. NHS provides univer-
sal free medical attention. Financial constraints such as the loss of the So-
viet Union as a trading partner, the U.S. embargo, and crop failures have re-
stricted many medical supplies (U.S. Department of State 2005) and put
constraints on traditional curative medicine, but the PHC system still oper-
ates (even with few supplies) because of its design, the continued govern-
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Photograph 3.1. A well-stocked pharmacy for tourists in Havana; one irony is that it is
located in a building that has “Johnson and Johnson” across the front arch, suggesting that
the building was originally built by the Johnson and Johnson pharmaceutical company
before the Cuban Revolution of 1958.



mental support, the participation of the community, and the presence of
the family doctors.

The national health care system is organized to provide health care at
three levels (Vega García 2000). The point of entry into the first level of the
Cuban health system is through the family doctor. The Family Doctor Pro-
gram began on January 4, 1984 (Labrador and Soberat 2004) and places
family physicians along with auxiliary medical personnel (typically nurses)
in neighborhoods throughout Cuba. It is this family physician-nurse team,
called the Basic Health Team (BHT), that provides primary care at the com-
munity level with an emphasis on a continuous patient assessment to mon-
itor and prevent morbidity, mortality, and disability. In addition, an effort
is made to assess the social and psychological needs of the individual using
an annual “continuous assessment and risk evaluation” (CARE). The fam-
ily care providers may refer people to other specialists or recommend hos-
pitalization when it is deemed appropriate. Patients themselves, however,
may go directly to specialists. The BHT typically sees patients in the first
floor ambulatory care setting in the mornings and visits patients in homes
or in the hospitals in the afternoons. This health care delivery scheme has
made it possible for people in most localities of the country to avail them-
selves of medical services and care in the immediate proximity of their
homes. This is particularly important for those who are disabled or have
limitations in their mobility, as is the case of some elders. To be sure, how-
ever, the facilities of the BHTs are spartan.

In Cuba, for every fifteen to twenty BHTs, there is a Group Health Team
(GHT) organized to support the BHTs once a medical condition has been
identified for a patient. Services provided by the GHT are still under the first
level of care, even though GHTs are used for in-depth and more holistic
treatment (Branch et al. 2004). Each GHT is comprised of a team of nurses
and specialists in internal medicine, obstetrics/gynecology, pediatrics, geri-
atrics, psychiatry, social work, all of whom typically have their offices in a
central community or public health building. Two to four GHTs serve a
health area where about 20,000 to 40,000 people live. In the case of older
adults, a specialized team called the Multidisciplinary Geriatric Team
(MGT) serves within the GHTs and is comprised of a family physician, a
nurse, a psychiatrist, and a social worker. The MGT uses a comprehensive
geriatric assessment protocol developed by the Ministry of Health to pro-
mote uniform assessment and responses throughout Cuba. This specialized
team also manages the intensity of care that a patient needs and manages
those patients in need of hospitalization. Moreover, the MGT coordinates
services elders may need for social services and day care centers. In 2001,
Cuba had 167 geriatric specialists and 69 geriatric physicians in training.

The second level of care provides both secondary and tertiary care. This level
of care is comprised of acute care facilities, long-term care facilities such as
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nursing homes, and other specialty services within the health area. The third
level provides care for people whose needs require highly specialized treat-
ment developed through scientific investigation (e.g., Centro Iberoamericano
para la Tercera Edad [Latin American Center for the Third Age]).

The small clinics established through the family doctor program, or Pro-
grama Médico y Enfermera de la Familia (MEF), is one of the enduring inno-
vations made possible by the high doctor-to-citizen ratio. These neighbor-
hood clinics, known as consultorios, are spread throughout Cuba, giving easy
medical access to all Cubans. Each consultorio is located within an identi-
fied area (área de salud) and is supported not only by the doctor/nurse team
but also by the local health brigades. The Cuban Ministry of Health (MIN-
SAP) trained people from the Committees for the Defense of the Revolution
(CDRs) and the Federation of Cuban Women (FMC) to work with staff in
the polyclinics and consultorios and to assist with health promotion and
surveillance. The health brigades (brigadistas sanitarias) served to facilitate
community participation in health promotion campaigns, reinforce gov-
ernmental edicts, and exemplify behavioral and lifestyle changes. While the
brigadistas played a central role in engaging the community in the health
revolution, it was also the continued production of highly trained family
doctors that made the depths and level of care possible. The number of fam-
ily doctors expanded from 10,000 physicians in 1985 to more than 31,000
physicians fifteen years later.

According to Jorge Pérez, the director of the Cuban Institute of Tropical
Medicine Pedro Kouri, in 2002 the family doctors in Cuba provided 97 per-
cent of the care (Pérez 2002:A10), with some estimates suggesting that 99
percent of the entire populace receives medical coverage (Barberia, Castro,
and Nemser 2002). Also according to Pérez, 74 percent of all outpatient
consultations are with family doctors (Pérez 2002:A10).

Primary care doctors in Cuba’s PHC model treat families—mothers, chil-
dren, adolescents, and elders. They provide frontline diagnosis and treat-
ment as well as neighborhood disease surveillance.

There is a broad set of expectations for any physician, but the Family Doc-
tor Program puts physicians in communities for extended periods of time,
allowing them to come to know the health needs of the community. When
needed, family doctors refer patients to the next level care—the polyclinics
that are scattered throughout the country. Nationwide, in 2003 there were
442 polyclinics, and they are particularly important where the family doc-
tor system is not established (Pérez 2002:A11). The secondary and tertiary
care systems in Cuba, while not the focus of this book, play a significant
role in the Cuban NHS (see figure 3.1). Again according to Pérez (2002), in
2002 there were 281 hospitals throughout the country providing secondary
care and eleven specialized institutes providing care in tropical medicine,
cardiology, neurology, oncology, endocrinology, and rheumatology.
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Infrastructure by itself is not enough. What makes PHC in Cuba so un-
usual is the combination of (1) political support from the top down, (2)
continued, sustained, and respected commitment to the idea of “health for
all,” (3) a medical establishment dedicated to an extensive network of com-
munity health clinics and practitioners rather than to specialty practices,
and (4) the application of social capital and civil will engendered by atten-
tion to health for all, supported by auxiliary forces such as local health com-
mittees and reinforced by the CDRs that exist in every community to sup-
port the implementation of socialism in Cuba (Whiteford 1996, 1998a,
2000; Feinsilver 2002; Dominguez 2002).
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Figure 3.1. Schematic of the Structure of the Cuban Primary Care System. Diagram
reprinted with permission from Barberia, Castro, and Nemser 2002



Within the Cuba PHC model, the family doctor program (MEF) epito-
mizes coverage, access, and surveillance. And it also demonstrates a shift
away from a pathology model of disease causation toward a more socio-
culturally lifestyle association between variables such as exercise and diet
and diseases like strokes and heart attacks. As Cuba succeeded in reducing
infant, child, and maternal mortality rates and controlled or eradicated
many preventable diseases, it achieved the early health goals of the Revolu-
tion, and the Family Doctor Program was applied to achieving similar goals
with more elusive chronic illnesses.

While aims, goals, and policy descriptions are useful in understanding
what the Cuban PHC is supposed to accomplish, reality often differs con-
siderably from the idealized intentions. Firsthand observations give flesh to
the bones of policy; therefore in the following pages we include descrip-
tions of several primary health clinics we visited in Cuba as examples of
how the system functions in those places.

In 2002 Linda Whiteford traveled to Santa Clara, a city of more than
200,000 people in the Villa Clara province of Cuba, the heart of sugar cane
country. Santa Clara, while not a major metropolis, is nevertheless a city of
significance in both contemporary and historic Cuba. During the revolu-
tion, Santa Clara was where the rebels came out of the hills and encoun-
tered Batista’s troops. The central hotel and other buildings around the
main plaza bear witness to that day with bullet holes in their walls. The
town also hosts schools where children are trained in the fine arts. When
classes let out, the plaza is filled with children, some carrying musical in-
struments and others carrying their dance clothes. On this occasion, White-
ford visited several small neighborhood clinics where she observed their
practice as well as several social celebrations. One clinic was in an old So-
viet-style apartment complex of tall gray concrete buildings. The clinic was
on the first floor, and the physician and her family lived in an apartment
beside the clinic. Her nurse lived next door, and together they saw the mem-
bers of the 120 families assigned to that clinic. The clinic was small (four
rooms), clean, and spartan in appearance. Another clinic, covering another
120 families, was set in a neighborhood of small houses spread out over a
number of blocks. In that clinic in 2002, Whiteford met a medical student
from one of the U.S. schools that send their students to Cuba to complete
a rotation in family practice. The American student was observing and
learning from the Cuban family practice physician and was impressed by
what he saw in Cuba: “The skills and dedication of the Cuban practitioners
are inspiring, and I like the closeness they have with their patients. I am
afraid that in the United States most practitioners do not have the luxury of
following their patients and their families even when they are well.” What
the American medical student saw as a luxury of time that Cuban physi-
cians have to get to know the people in their practice catchment area is ex-

46 Chapter 3



actly what the Cuban family doctor model was designed to accomplish. The
student continued, “Here they get to know them so well; they really know
who to treat when they are ill and how to prevent them from becoming ill.”
When Whiteford asked the young medical student if he thought he would
be able to find a practice that would allow him the same “luxury” to get to
know his patients that well, he said that would be difficult, given the time
constraints American practitioners face, the number of clients they must
see, and the mobility of the U.S. population.

The ability of Cuban physicians to be able to “follow their patients and
their families even though they [the patients] are well” is a central and sig-
nificant part of the Cuban PHC system and of its success. In the ideal PHC
Alma-Ata model, disease prevention and health promotion are key compo-
nents to being able to provide low cost services that result in high health
dividends. The Cuban political system makes it possible to require that
practitioners remain in their assigned community or neighborhood for pro-
longed periods of time, thus providing an essential element of the PHC 
system—time. Not only do practitioners know their client families, but also
families come to know and trust their resident physicians. The physicians
live with their families in the neighborhood. They and their families are ex-
posed to the same problems as the residents/clients/patients and therefore
have firsthand experience with whatever shortages, exposures, or other
problems are in the neighborhood.

And because they have time, the Cuban family doctors hear stories about
what people are doing, what they are worried about, what their concerns
are, and whom they are concerned about. Unlike most medical practices in
the United States where time is highly limited and practitioners must see as
many patients as they can each day, often moving among several offices in
different locations and sharing their patient load with four or five other
physicians, Cuban family practitioners stay in their single location and treat
their one hundred twenty families over an extended period of time. Unlike
the United States with its highly mobile population, Cubans have limited
geographic mobility, thus providing a stable clinic population (Greene
2003; Whiteford 2000). Limited geographic mobility of the population and
limited professional mobility of the providers help make the Cuban PHC
model successful.

Medical education is free in Cuba; in exchange, physicians complete their
rural internships and establish their practice where the government assigns
them—often in the neediest of areas. Physicians earn the equivalent of be-
tween $30 and $40 a month and for many years were not allowed to take
second jobs. They were expected to be physicians and only physicians
(Lemkau 2004). In addition, the state provides them with education, health
care, utilities, and housing—often in scarce supply—for themselves and
their families. Physicians are sometimes provided a vehicle to see patients,
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with ration coupons for fuel. Like their neighbors, physicians rely on ration
coupons for food that is never in abundance, and what is available is
shared. It is not a life of abundance, but it is one of being needed and re-
sponding to that need. As one Cuban told a researcher: “We are a country
of shared poverty, but not shared misery” (Lemkau 2004).

The clinic observed in Santa Clara shared many similarities with the clin-
ics that Branch visited in Havana in 1998. Like the clinics in Santa Clara,
the Havana clinic had four rooms on the first floor of the building, while
the physician and her family lived on the second floor. While clean, the
clinic’s materials were not new: Branch noticed a pitted porcelain sputum
containing two glass and steel hypodermic needles sitting in water (not al-
cohol) awaiting reuse beside the sink that showed rust stains of many years
(see photograph 3.2 that was taken in 1997).

At that time, Branch did not see any computers in clinics; instead, an ex-
tensive hardcopy patient filing system was being used by the physician-
nurse pair. The clinic personnel were proud that their patient records al-
lowed them continuity and facilitated timely care for their patients. Even
without computers, Branch saw no lack of preparedness among the numer-
ous providers, all of which serves to remind that computer-assisted patient
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Photograph 3.2. Inside the office of a Basic Health Team in a neighborhood
of Havana in 2001; there is a reusable metal syringe soaking in tap water in
a metal sputum in the porcelain sink, next to metal basin for cleansing med-
ical instruments, that in turn is next to an autoclave used to kill bacteria.



record systems are a means of coordinating comprehensive care, but coor-
dinated comprehensive care can be achieved without computers.

When Branch visited another clinic in the capital, he observed a visiting
physician from Canada who was impressed by the health promotion and
disease prevention efforts of the family practice clinics. The Canadian physi-
cian asked the Cuban doctor how many of his patients had hypertension,
and the family doctor replied that about 30 percent of them did. The Cana-
dian physician then asked what percentage of those patients were on med-
ication for their hypertension. The Cuban doctor’s response was that almost
none of them were on medication. The answer seemed to surprise the Cana-
dian physician, but his concern was quickly replaced by admiration when
he learned that Cuban family doctors are very serious about controlling hy-
pertension through diet and exercise. In their system with scarce medical
supplies, Cuban physicians expect their patients to be compliant with pro-
scriptions of diet and exercise, and only use medications in rare circum-
stances.

As we have learned, in Cuba things are not always as they first appear.
What at first appeared to be a clinic without necessary record-keeping equip-
ment (computers) or sufficient medications, upon more careful analysis was
a clinic with adequate record keeping and a reliance on controlling hyper-
tension through behavior change: diet and exercise.

One of the advantages of the Cuban Family Doctor model of PHC is that
in addition to the traditionally targeted areas of disease prevention and
health promotion, particularly for maternal and child health, the commu-
nity doctor model recognizes the double burden that many countries expe-
rience when they successfully reduce early mortality, resulting in increased
chronic diseases (Kekki 2003; Janes 2004). Many developing countries to-
day struggle to reduce maternal and child mortality due to infectious dis-
ease, and they subsequently face increased levels of chronic diseases that
place new burdens on health care providers and families. In those countries
that succeed in these aims, the population pyramid changes: More people
than ever before in poor and developing countries are living longer, often
suffering from the same chronic and debilitating diseases that beset richer,
more developed countries. As a larger number of the population lives
longer, countries face new health care obstacles.

In Cuba, where the number of elderly people has continued to increase
as life expectancy has been extended through better health care, family
doctors have access to Circulos de Ancianos (Reunions of Elders) where eld-
erly people gather while their family members are at work during the day.
Many centers provide company, a meal, and day care for elderly dementia
patients (see photograph 3.3). Elders in Cuba have access to resources tar-
geted specifically for people of la tercera edad (the third age) providing
them with organized activities, exercise, communal tasks, and health care
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(see chapter 6 for a more detailed discussion). Family doctors work closely
with their communities, often noticing changes in elders before family
members do and are able to work together with them to find locally avail-
able solutions. Close attention to local needs allows resources to be rela-
tively equitably distributed. While the Cuban PHC model emphasizes pre-
ventive care and health promotion, particularly among the younger
segments of the population, diseases associated with long life are also, and
increasingly, addressed.

The Declaration of Alma-Ata identified “equity” as a component in the
“health for all” ideal. Again, according to Janes, equity in distribution of
health care can be measured using three variables: “(1) fair mobilization of
resources to pay for health care (termed ‘vertical’ equity); (2) needs-based
distribution of health services—in terms of access, quality, and type of care
(‘horizontal’ equity); and (3) fair protection afforded to individuals and
families from the consequences of catastrophic illness” (2004:461). He also
adds, citing international health policy researchers (Kawabata, Kei, and Car-
rin 2002; Narayan et al. 2000; Wagstaff 2002; Sachs and the Commission
on Macroeconomics and Health 2001), that the three criteria identified
above mirror WHO objectives for any health care system.
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Photograph 3.3. The back courtyard of a community senior center in 2001; the seniors
are participating in facilitator-led exercises, however it is interesting to note that the sen-
iors had to walk down a steeply inclined paved driveway to reach the courtyard.



THE WHO COMMISSION ON 
MACROECONOMICS AND HEALTH

Chaired by Dr. Jeffry Sachs, the WHO Commission on Macroeconomics
and Health released its report in December 2001 (WHO 2001). That report
may well shape global health policy for decades into the new millennium.
Like the 1993 World Bank Report on Health and Development, the WHO Com-
mission on Macroeconomics and Health is already having both immediate
and long-term effects on decision making about development and health
services (Kekki 2003). One of the most significant effects of this document
is the continued “economization” of health; reconceptualizing health not
as a human right but as a component of economic development. In such a
schema, the ability to measure program outcomes is in terms of some def-
inition of efficacy, which becomes more important than the reduction of
human suffering and ill health.

The WHO Commission on Macroeconomics and Health made ten recom-
mendations relevant to our discussion of PHC. These ten recommendations
remind us that in all systems some trade-offs are necessary. In that report, the
authors recommended the following: (1) an increase in universal access to
health services; (2) establishment of National Commissions on Macroeco-
nomics and Health; (3) an increase in donor country financial support and
investment in health; (4) that WHO and the World Bank increase and coor-
dinate their support for “scaling-up” and monitoring activities; (5) that the
World Trade Organization (WTO) allow poor countries relief from compul-
sory licensing from third country generic suppliers; (6) a strengthening of in-
ternational health agencies; (7) bolstering of the supply of global public
goods by financing agencies such as the World Bank; (8) an increase in 
private-sector incentives for drug development for diseases common among
the poor, such as TB and malaria; (9) that essential medicines should be pro-
duced at low costs and distributed equitably in low-income countries by the
international pharmaceutical industry; and (10) that the International Mon-
etary Fund (IMF) and the World Bank work with recipient countries to in-
corporate scaling up of health and other poverty-reduction programs into vi-
able economic frameworks (Kekki 2003:5). According to the authors of the
Commission report, if essential interventions were scaled up worldwide,
eight million lives could be saved each year by 2010 (Sachs and the Com-
mission on Macroeconomics and Health 2001).

Even though there are many variants of the Alma-Ata PHC model, the ba-
sic principles remain: essential health care; universal access; commitment,
participation, and community self-reliance; intersectoral action; cost-effective
and appropriate technology; and health service provision and health promo-
tion. What is of interest to us here is how those goals were achieved in the
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Cuban case and what kinds of trade-offs were necessary in order to achieve
those goals. Could such goals be achieved in a free choice system or are they
only possible to achieve in a limited choice system such as in Cuba? We con-
cur with Pertti Kekki who wrote the Executive Summary for the WHO report
on primary health care and the Millennium Development Goals (2003). He
noted four trends: the current trends in diseases, particularly the increased lev-
els of non-infectious disease; the demographic trends of increased propor-
tions of the elderly compared to midlife members of a country; the social
trends in globalization, urbanization, and industrialization; and the trends
toward increased poverty and overall inequalities. In light of these trends, we
have an obligation to seek reconciliation between the disparate health care
models and understandings of rights/responsibilities in providing health to
the public.

In the next chapters we look at the Cuban PHC model in terms of the
classic public health categories: child/maternal health (chapter 4); infec-
tious and communicable diseases (chapter 5); and chronic diseases and the
elderly (chapter 6).
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“It’s excessive; if the baby and the mother are both well they don’t need to
be seen that often.” That was the response of an American doctor when a
Cuban family practice physician told him how often Cuban newborn babies
and their mothers were seen in the first six months after birth. Then the
American doctor asked, “Your clinic must be full all the time with mothers
and their well babies. How do you have time for anything else?” In 1993
when this discussion took place in a neighborhood clinic in Matanzas, few
North Americans knew much about the Cuban health care system and even
less about the medicine-in-the-community campaign that took health care
practice into neighborhoods. The American doctor was taken aback by the
response from the Cuban doctor when he said, “They don’t come into the
clinic. I go see them in their homes. While I am there I see the baby and
mother, but I also see the grandmother, the elderly uncle, and the teenage
daughter. I can see how they are feeling; I can see if the grandmother is de-
pressed, if the daughter needs someone to talk to about birth control, if the
uncle is drinking too much. And I can see how they are responding to the
new baby. And because I go so often I can see if there are changes in the fam-
ily over time. No, it’s not excessive if I can see five or six people and help fore-
stall problems that might deteriorate without some attention.”

We left impressed. Suddenly the use of the physician’s time in well-baby
visits that were also family-based prevention did not seem excessive but
rather an efficient use of time and training where the ratio of physician to
population is higher than most other places in the world—including the
United States (Iatridis 1990:30). In Cuba, healthy babies under one year old
have fifteen required doctor visits; children between one and four years old
are seen twelve times a year, and children between five and fourteen years
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old are seen about eleven times a year (Donate-Armada 1994). That makes
about thirty-eight required doctor visits for Cuban children between the
ages of one and fourteen, compared with the twenty-two visits for American
children from prenatal to twenty years old (Donate-Armada 1994).

According to WHO and other global health organizations, health care for
all strategies must be concerned with both medical outcomes and social im-
pacts (Iatridis 1990). The medical outcomes most often used to assess health
of a nation are maternal and infant mortality, child mortality, life expectancy,
and mortality due to infectious and chronic diseases. These measures, in com-
bination with the revolutionary idea that physicians are responsible for all
those people living in a geographic area rather than just a number of patients,
contributed to the success of the medicine-in-the-community model.

Figures 4.1 and 4.2 show levels of infant and maternal mortality in the
decade following the Revolution. Infant mortality remained relatively un-
changed during that period of time, with a slight increase immediately af-
ter the Revolution. Since infant mortality reflects prenatal care and nutri-
tion as well as conditions during and immediately following birth, it is not
unusual to see such a pattern as a reflection of social upheaval. Maternal
mortality showed a decreasing trend over this interval. Maternal mortality
more often reflects conditions of labor and delivery as well as prenatal care
attention.

During the latter half of the first decade after the Revolution, maternal
mortality began to decline, reflecting improvements in prenatal attention
and in labor and delivery conditions. In the years that follow and as the PHC
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Figure 4.1. Infant Mortality in Cuba from 1959–1969. Adapted
from Iatridis 1990.



programs evolved, pregnant women were seen both in their homes and in
the neighborhood clinics during their pregnancies and following the birth of
the children. By 1995 the standard number of prenatal visits was about
twelve. Pregnant women were given coupons to receive extra rations of scarce
foods needed for the developing fetus. Over time, particularly during the
“special period,” ration coupons too often did not cover the woman’s nutri-
tional needs, and even if they did, food was difficult to find (Mesa-Lago
2005). During both pregnancy and lactation, women’s bodies require con-
siderably more folic acid, protein, and dairy products. The times during
which the government provides extra rations reflect the government’s con-
cern with prenatal development and with women’s health. That concern,
some argue, becomes translated into coercion, with members of CDR acting
as enforcers rather than supporters (Crabb 2001; Alonso et al. 1994).

Pregnant women are required to be seen by their neighborhood doctors. If
a woman fails to make an appointment, she is often visited by members of
the CDR in her neighborhood. Women are tested for genetic abnormalities
and women with hypertension or diabetes are often counseled to consider
the possibility of abortion (Donate-Armada 1994). The very real specter of
government coercion to improve health outcomes raises age-old questions
about how to achieve public health, especially when an individual within the
community may not be particularly willing to comply with measures deemed
necessary by medical and/or governmental authorities. In the early 1980s,
failure of the U.S. public to inoculate children against infectious/contagious
childhood diseases resulted in legislation requiring immunizations before
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Figure 4.2. Maternal Mortality in Cuba from 1959–1969.
Adapted from Iatridis 1990.



students were allowed to enroll in public schools. In the U.S. case, the gov-
ernment decided against individual rights to choose whether to inoculate,
and the government enforced inoculations in order to protect the public from
preventable infectious childhood diseases. In 2004, even college-age students
in the United States were required to demonstrate inoculation records or de-
lay entrance to university until they were immunized. Some argue that this is
coercion; others say it is simply protecting the public’s health by reducing the
risk of preventable epidemics. But these cases raise questions about the ap-
propriate role of the state in challenging individual rights for the “greater
good” of an amorphous public. These same concerns were raised again by
Cuba’s policies pertaining to the control of HIV/AIDS (Burr 1997; Iatridis
1990; MacDonald 2001; Parameswaran 2004; Scheper-Hughes 1993).

The questions raised by the discussion of how to balance individual
rights with the rights of the state as they apply to public health concerns are
not small questions. What should the state be allowed to force their citizens
to do in the name of “public safety”? Two of the most significant recent
public health documents—the Declaration of Alma-Ata and the Millen-
nium documents—stress health-for-all, but not how to balance govern-
mental strategies to achieve the desired health outcomes with the popu-
lace’s need for autonomy and independence.

Whether through national policies and/or coercive practices, the Cuban
medicine-in-the-community initiative succeeded in instituting a program
locating family practitioner teams in specific neighborhoods to care for
identified populations and develop health promotion campaigns that re-
sulted in enviable levels of child and maternal mortality in Cuba. Many in
the more developed world live with health disparities based on education,
ethnicity, and income that result in barriers to access that far exceed the bar-
riers found in Cuba. The oft-repeated statistic that the infant mortality in
Cuba was 6.2 per 100,000 live births in 2000, compared to a rate of 7.2 in
the United States, underscores this point (PAHO 2005).

Without doubt, epidemiological results are politicized (Crabb 2001).
Governments use numbers to support their programs, policies, arguments,
and ideologies. In addition to numbers being used politically, the accuracy
of numerical reports varies depending on source, years analyzed, and inte-
gers used, let alone who is doing the reporting, for whom, and how the in-
formation is gathered and stored. In most countries, diagnostic categories
change when a critical mass of data and/or social pressure change. For in-
stance, the Diagnostic and Statistical Manual (DSM) that is widely accepted
to provide categories of diagnosis and their symptoms changes every so of-
ten. Currently practitioners are working with the DSM-IV-TR, which means
the DSM has been revised four times and the last revision had text revisions.
The very process of revising worldwide standards of diagnoses means that
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the number of cases of a particular diagnosis may change significantly, not
because there are more or fewer people experiencing those symptoms but
only that the way the information is gathered, categorized, stored, or re-
trieved has changed. For that reason, it is valuable to use multiple sources
of information when looking at health statistics, particularly where com-
puterized data collection, storage, and retrieval are neither universally nor
historically experienced. The economist Dr. Carmelo Mesa-Lago mentions
that in 2001 Cuba changed a number of year-based calculations for inter-
nal macroeconomic indicators (Mesa-Lago 2005) that makes some macro-
economic calculations following that year problematic.

However, by any count, levels of infant, child, and maternal mortality
have decreased significantly since the 1959 Revolution in Cuba (see figures
4.3–4.6). This continual, if not constant, decrease in mortality rates among
women, infants, and children is remarkable given that these decreases were
not found across-the-board in other countries of Latin America and the
Caribbean. In addition, these decreases continued under conditions of
scarcity, political stress, and great economic uncertainty. Even during the
“special period” mortality rates continued to decline, although there were
some spikes in infant and maternal mortality following the loss of Cuba’s
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Figure 4.3. Maternal and Infant Mortality in Cuba, 1958–1976. Adapted from PAHO
2004.



Figure 4.4. Maternal and Infant Mortality in Cuba, 1977–1991. Adapted from PAHO
2004.

Figure 4.5. Maternal and Infant Mortality in Cuba, 1991–2000. Adapted from PAHO
2004.



primary trading partner, the former Soviet Union. Even as late as 2001, in-
fant mortality rates continued to decline, a difficult task when they were al-
ready low. While infant mortality declined, the early part of the new mil-
lennium showed some small increases in maternal mortality (Mesa-Lago
2006). 

Public health professionals recognize that changing health outcomes
from “very bad” to “better” can be accomplished through the provision of
potable water and sanitation, access to medical care, and effective immu-
nization campaigns. This means that radical and significant infrastructure
changes can result in true changes in basic health outcomes. Clean water re-
duces the number of infants and children that die needlessly from prevent-
able diarrheas. Sanitary systems mean that fewer infants, children, and
other vulnerable populations die from infectious oral-fecal diseases like
cholera. Provision of accessible and reliable medical services, immuniza-
tion campaigns, and prenatal care mean that fewer children, pregnant or
lactating women, and elderly die from preventable illnesses. Between 1959
and 2000, Cuba successfully accomplished all of this. Most public health
professionals also realize that changing health outcomes from “pretty
good” to “good” is immensely difficult. And, as the data leading up to 2000
demonstrate, Cuba did that as well (see photograph 4.1).

Once there are clean water, sanitary systems, accessible and affordable
health care, routine medical access, and immunizations, why does the level
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Figure 4.6. Maternal and Infant Mortality in Cuba, 1958–2000. Adapted from PAHO
2004.



of infant, child, and maternal mortality continue to decrease? In many
countries, the mortality rates level off once public health has achieved clean
water, health access, and sewerage. But in Cuba, the rates continued to de-
crease, even in the prolonged “special period” of economic hardship and
scarcity. This continual improvement may, in fact, be partially accounted for
by the continual policy and program revisions within the Ministry of Pub-
lic Health (MINSAP). We have also seen ample evidence, both statistical
and observational, that the continual improvement in Cuba’s infant, child,
and maternal health indicators also reflects the role played by local com-
munity health participation and promotion activities as well as by the gov-
ernment and neighborhood health brigades.

Health promotion is defined as “all those activities that are intended to
prevent disease or to promote positive health” (Kemm and Close 1995:25),
not unlike the statement from the 1978 Alma-Ata Resolution: “The main
social targets of governments and of the World Health Organization
(WHO) in the coming decades should be the attainment by all citizens of
the world by the year 2000 of a level of health that will permit them to lead
a socially and economically productive life” (Donaldson and Donaldson
1994:118). According to Greene, health promotion as a recognized field fo-
cuses on the nexus between governmental and private individual activities
and initially was derived from three documents: the Lalonde Report in
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Photograph 4.1. With the improving health outcomes come improving qualities of life;
for these three children their quality of life is expressed in the breadth of their smiles.



1974, the WHO Global Strategy in 1981, and the Ottawa Chapter in 1986
(2003:107).

The three reports converged on the view of health as a resource that
needed, even demanded, government interventions. According to Bennett
(1999:32): “Health promotion policy encompasses diverse, but complimen-
tary approaches to improving health, including legislation, taxation and or-
ganization and environmental change as inequities arise, at least in part,
from social educational disadvantage.” Therefore, at least according to this
view of health promotion, governments must work with individuals to
change individual and community lifestyles and improve their health status
so that they can live longer and without disabilities. It is not surprising that
government interventions could be construed not only as acceptable but also
as necessary. After all, the development and maintenance of a productive la-
bor force is critical to economic productivity. Days lost to illness are a loss
not only to individuals and families but also to communities and labor.

In the United States there was a similar move of passive and then more
active government intervention when the government, through the Office
of the United States Surgeon General, first issued warnings on the associa-
tion of cigarette smoking and health in 1964 (Smoking and Health 1964).
At first there were warnings, then a ban on showing smoking in certain
types of the media, and more recently both a federal ban on smoking in
some workplaces and restaurants and increased costs of insurance policies
for those who smoke. Lifestyle changes—whether smoking cessation or ex-
ercise regimens—do not come easily. The U.S. experience shows, as Don-
aldson and Donaldson (1994:81) suggest, how health promotion needs to
encompass a multi-pronged strategy that “embraces a wide variety of per-
spectives from preventing premature death to legislative and fiscal measures
to improve health, the promotion of individual responsibility for the main-
tenance of health, ways of living and to mobilize support of communities
as part of health improvement programmes.”

Having moved forward in the post-revolutionary era in the education of
more physicians, the production of more clinics, the increase in population
literacy, and a reduction of levels of mortality and morbidity, by 1974, Cuba
began focusing on health promotion strategies. As in other countries, atten-
tion began to focus on ways to influence lifestyle changes and thereby im-
prove health status outcomes. For instance, by 1975, health promotion in
Canada was still being discussed as a philosophical issue but by that time “in
Cuba it was happening” (MacDonald 2001:228–229). In the United States
and other countries, health promotion campaigns are often instigated by large
companies whose products are marketed to help people get healthy rather
than responding to an identified need to increase social awareness. Smoking
cessation campaigns in the United States, for instance, are often underwritten
by products purchased for that purpose (i.e., stop-smoking products).
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But because Cuba had limited private enterprise, the government is the
primary instigator and facilitator of health campaigns. Often the health pro-
motion message is plastered on billboards (see photograph 1.3 on page 12)
with nationalistic slogans like “Conserve Water for the Revolution” or “Our
Children Are the Future of the Revolution: Protect Their Health.” Cuba’s
health promotion policies from the 1970s were not based on clinical inter-
ventions but rather on developing broad social awareness of the variables
that link lifestyles, personal habits, and health. MacDonald writes that
health promotion in Cuba is based on “personal autonomy and high self-
esteem leading to neighborhood advocacy and ultimately to inter-sectoral
collaboration” (2001:229).

We, however, believe that much of the efficacy of Cuban health promotion
lies in the organization of neighborhood brigades designed initially to de-
fend Cuba from foreign aggressors but which have evolved into many other
activities. These “revolutionary brigades,” like the CDRs (Committees for the
Defense of the Revolution), function to keep neighborhoods as units, coor-
dinate the dispersal of goods, keep track of their neighbors’ activities (i.e., are
they renting out a room to a foreigner without a license [Crabb 2001]), and
surveillance that patios are clear of dracaenas (Whiteford 1997)). Young Pi-
oneers (YP), the brigade of school-age children in the national political
party, participate in parades, perform at school functions, and are asked to
entertain foreign visitors in public receptions. The neighborhood brigades
are encouraged to recruit children to participate in the YP and put pressure
on parents whose children do not participate (Crabb 2001). YPs and neigh-
borhood brigades channel information from the government through clin-
ics, schools, and direct contact with government agencies about activities in
which neighborhood members are expected to participate. Following an out-
break of dengue fever, local neighborhood brigades combed family gardens
and little yards to ferret out plants that hold water and could become po-
tential breeding sites for the dengue-fever vector after a government edict
outlawed the plants (Whiteford and Hill 2005).

Whether one views the neighborhood brigades as overly coercive or simply
facilitative, the brigades unquestionably promulgate the government’s health
promotion activities. While they are but one way in which Cuba’s health pro-
motion activities occur, the brigades are effective, and their role in transmit-
ting the government’s desire for good health outcomes is undeniable.
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Before as well as immediately after the 1959 revolution, Cuba faced high
mortality rates specifically from communicable diseases that affected young
and old, males and females alike. The domestic mortality picture was typi-
cal of underdeveloped nations where infectious diseases such as malaria,
poliomyelitis, diphtheria, typhoid fever, tuberculosis, parasitism, and diar-
rheas in children predominated. These infectious diseases contributed to a
high infant mortality rate. Following the Revolution, the leadership of the
Ministry of Public Health decided to implement aggressive campaigns
based on the fundamental principle of prevention in order to overcome
some of these diseases in a short period of time (Beldarraín Chapel n.d.).
Two of the most significant campaigns were directed against malaria and
poliomyelitis. Because of their planning, implementation, and impact,
these campaigns have served as examples for other developing countries in
the Americas (Rojas Ochoa 2003).

THE PROGRAM TO ERADICATE MALARIA

After the Revolution and the creation of the new Ministry of Public Health,
the leadership of the Ministry and of the country decided to fight against
the infectious diseases that were the main causes of death for the Cuban
population. Campaigns against malaria and poliomyelitis were instituted
(Beldarraín Chapel n.d.).

The anti-malarial campaign started in February of 1959 with the founding
of the Commission for Malarial Survey. In the same year an agreement with
the Pan American Health Organization (PAHO) was signed. In 1959–1960,

63

5
The Cuban Experience with
Controlling Infectious and
Communicable Diseases through
Primary Health Care



the Commission for Malarial Survey began its initial efforts with the follow-
ing tasks:

• Refine the legal basis for government management of this infectious
disease;

• Establish international agreements;
• Search for cases in Cuba by conducting national field studies, demon-

strations, and laboratory research to determine the location and exten-
sion of the malarial areas;

• Notify public health officials of persons with fevers, accompanied by
blood samples, establish a registry;

• Research malarial outbreaks;
• Test of anopheline susceptibility to DDT and Dieldrin;
• Define the malarial area or zone.

Legislation

Since 1908, when Health Ordinances of the Republic were drafted and
passed, article 238 stated that malaria was a disease of compulsory notifi-
cation.

This aspect was confirmed by the Public Health Law of August 1, 1961
(Beldarraín Chapel n.d.).

On March 10, 1959, Decree-law 694 replaced the former Commission for
Malaria with the Commission for Malarial Survey as a branch of General
Health Division, and on April 21, 1959, Law 265 granted a financing credit
to this Commission.

Resolution 407 of May 18, 1959, established the compulsory coopera-
tion of assistance and sanitary services of the Ministry of Public Health
(MINSAP) for taking blood samples from present or recent fever cases (Bel-
darraín Chapel n.d.).

On July 1, 1959, Law 844 stated that the Commission for Malarial Sur-
vey would be subordinated to the Communicable Disease Control Division
under the general executive management of MINSAP, as the newly reorgan-
ized Ministry of Health was called.

In August of 1960, the Commission reorganized into the National Ser-
vice for Eradication of Malaria (NSEM) and retained this name until it was
incorporated into the General Health Services in March, 1967 (Beldarraín
Chapel n.d.).

International Agreements

The government of Cuba and PAHO/WHO (World Health Organization)
signed an agreement on February 26, 1959, to conduct the pre-eradication
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survey and signed another agreement on August 26, 1960, to determine the
operational plan and specify the responsibilities for both sides in under-
taking the Program for the Eradication of Malaria.

On November 2, 1964, the Cuban government and PAHO/WHO signed
an agreement on permanent advisory service from 1959 to 1966, and short-
term consultancy, scholarships, equipment, and drugs for the treatment of
cases from 1959 to 1971. The program also received the support of UNICEF
in the form of vehicles and materials.

Searches for Cases at Home

In the period from May 22, 1959, to February 29, 1960, PAHO/WHO per-
sonnel participated in an initial survey to plan the campaign. In close coop-
eration with the National Medical College, a circular was sent to all the physi-
cians in the country to request their cooperation; public health services, civil
hospitals, and health facilities in sugar mills were visited; and some areas
were selected for compulsory blood sampling of current and recent fever
cases existing in municipalities with a history of malaria since 1948.

In addition, microscopic examinations of samples were conducted in
situ, and if a sample was positive, then additional entomological analyses
were undertaken, primarily to capture adult vectors and conduct larval
screenings.

Three teams of three members each were dispatched for the fieldwork; a
physician was the head of the team, accompanied by laboratory and ento-
mological assistants. Also, an epidemiologist and an entomologist from
PAHO/WHO accompanied the Cuban technicians and made a tour of all the
municipalities located on the north and south coasts of Oriente province
(Beldarraín Chapel n.d.).

Notification centers (862 in all) took blood samples from fever cases and
other suspected cases. The samples were sent to the central laboratory of the
Commission for parasitological examination.

The results of this active search were the following:

• Of the 111 municipalities in which blood samples were taken, 44 had
positive cases (39.6 percent).

• Of the 1,603 localities where blood samples were taken, 157 of them
had positive cases (9.7 percent).

• Of the 12,033 tested samples, 330 were positive, resulting in an index
of positive plates or population prevalence rate of 2.7 percent.

The provinces that showed the highest positive percentage were Havana
(12.2 percent) and Oriente (5.2 percent), with most of the cases found in Ha-
vana coming from people who had migrated from the province of Oriente.
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Interestingly, 91 percent of the 330 positive samples belonged to plas-
modium vivax and 9 percent to plasmodium faciparum, which is in contrast
with the results of the malarial survey carried out in Cuba in 1936–1942
when the figures were 50 percent and 50 percent (Beldarraín Chapel n.d.).

The Commission for Eradication of Malaria studied four outbreaks, three
of them located in the suspected malarial zone (Oriente and Havana
provinces) and another one in Santiago de Cuba. These early initiatives re-
vealed that Oriente province had the highest prevalence rate and the most
generalized distribution of the disease, and this area represented an impor-
tant source of infections for the rest of the island. These initiatives con-
firmed that malaria was not endemic in the rest of the island as was once
hypothesized but rather was endemic only in Oriente province and a part
of Camaguey province. The rest of the country witnessed outbreaks when
epidemiological conditions were favorable in non-endemic areas.

With the technical cooperation of PAHO/WHO, all the localities in the
malarial zone were mapped between January and July 1961 as follows—a
sketch of each locality was made, houses were numbered, and a census on
the quality of houses was conducted. Oriente province and the Alvaro
Reynoso neighborhood in Camaguey were divided into forty sectors. The
twenty sectors in the mountain areas in Oriente were mapped first; the
other areas in the plains were selected to be mapped a second time during
the rainy season.

A surveillance system was established in Oriente to perform the follow-
ing tasks:

• Passive search for data;
• Active search if required from the epidemiological viewpoint;
• Immediate epidemiological research of all the detected cases;
• Treatment of all cases until their final recovery;
• Focal spray of positive houses and surroundings;
• Monthly follow-up with testing of blood samples from all detected

cases.

The non-malarial zones also had an epidemiological surveillance service
instituted and were divided into three regions: Region II comprising Cam-
aguey and part of Las Villas; Region III part of Las Villas and Matanzas, and
Region IV covering Havana and Piñar del Río. Each of these regions was fol-
lowed up by a malaria expert and several assistants for evaluation of cases.

Cuba implemented a campaign of conventional measures in a program
of eradication in Region I due to the prevalence of the infection. The ex-
pectation was that ending the transmission of the disease in the original
province would eliminate the sources of cases in other provinces (Belda-
rraín Chapel n.d.).
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Cuba’s Program for the Eradication of Malaria began in 1959 and lasted
until 1973. The creation of the National Health System made it possible to
institute this program in four phases: preparatory phase, attack phase, con-
solidation phase, and the maintenance phase.

During the last stage, measures were set up to avoid the reintroduction of
the disease in the national territory. Eight years after the program began in
1959, the last malarial case was reported. The year 1967 marked the end of
malarial epidemics in Cuba. This last case was detected on June 28, 1967,
in El Jobo, Nicaro, Mayarí region, under the then–Provincial Division of
North Oriente (Beldarraín Chapel n.d.).

In September 1970, the Minister of Public Health requested that the PAHO
director carry out the necessary studies for drawing up the final report that
would allow the originally malarial area of the country to be included in the
official WHO registry of areas in which malaria had been eradicated.

In the Eighth Report of the Expert Committee on Malaria, the eradication
was defined as follows: “It can be considered eradicated when adequate sur-
veillance operations do not permit to discover, after detailed screenings, any
evidence of transmission or residual endemia for three years in a row and
at least in the last years, there has been neither general measures of direct
fight against anopheline vectors nor other operations that might have hid-
den the presence of residual foci” (Documento de la OPS 1972 cited in Bel-
darraín Chapel n.d.).

A necessary requirement for keeping the disease eradicated was a surveil-
lance system that identified the location of any case of malaria occurring in
any place and at any time in an area under the phase of maintenance of
eradication.

The selection of the type of surveillance in each sector was made based
on an assessment of the receptibility of local population to the monitoring,
the efficiency of the rural health services in the area, and the vulnerability
of the population to the disease.

The technical operations of this surveillance program are summarized as
follows:

• Localization of imported cases, cases that were not detected in the phase
of consolidation despite an intensive search and cases of relapse after a
radical treatment;

• Presumptive treatment of all suspected cases of malaria;
• Notification and treatment for final recovery of microscopically con-

firmed malarial cases;
• Immediate adoption of measures aimed at preventing or interrupting

the transmission when a new case was observed in the receptive areas;
• Epidemiological study of confirmed cases of malaria to determine the

origin of infection and determine the mode of transmission;
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• Rapid adoption of adequate measures based on the results of the epi-
demiological studies to avoid the return of endemicity to the area;

• Preventive measures in receptive and vulnerable areas (WHO technical
report 374, 32 in Beldarraín Chapel n.d.);

• Implementation of adequate measures against mosquitoes in border
areas and in centers of concentration where groups from infested areas
go (WHO Technical Report 272, 17 in Beldarraín Chapel n.d.).

The program was reevaluated in 1968, 1969, and 1970 with satisfactory
results.

In summary, research studies conducted in 1959 started the anti-malaria
campaign. Eight years later, the report of the last case of malaria marked the
eradication of the disease. WHO announced that by 1967, Cuba had suc-
cessfully eradicated malaria.

THE PROGRAM TO ERADICATE POLIOMYELITIS

Acute anterior poliomyelitis—polio—is a disease that primarily affects in-
fants and children and causes serious disability. Dr. Francisco Cabrera
Saavedra reported this disease for the first time in Cuba at the end of the
Spanish domination when he found some people with the disease seque-
lae in Caibarién in 1898 (Beldarraín Chapel n.d.). American physicians
also observed polio cases in the Isle of Pines in 1898. In 1909, Dr. Alberto
Recio reported three cases of paralysis, two of which were caused by po-
liomyelitis. In the same year there was a report of the first epidemic out-
break in Las Villas province, with an incidence of 200 cases and a mortal-
ity rate of 8 percent, according to Dr. Martínez Fortún (Martínez-Fortún
Foyo 1952 in Beldarraín Chapel n.d.), and 140 cases in 10 municipalities,
according to a report submitted by Dr. Recio to Dr. Juan Guiteras, the lo-
cal health director (Más Lago 1995, cited in Beldarraín Chapel n.d.). The
report also indicated that this outbreak mainly affected children under
four years of age.

In this context, one of the first steps taken by the post-revolutionary Min-
istry of Public Health was to control poliomyelitis epidemics in Cuba. In
Cuba, epidemiological studies on poliomyelitis had been conducted on the
history, development, and characteristics of the disease.

As a result of their understanding of the disease, Cuban health officials
decided to carry out annual campaigns to control it. The strategy was based
on three elements:

• High levels of vaccination coverage through one-week campaigns for
each dose, before the high infection rates of the summer months;
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• Surveillance of suspected cases;
• Foci-control actions if necessary.

After having assessed the problem appropriately and reviewing available
scientific evidence that indicated that it was possible to eradicate the disease
with the available material resources, campaign planning began in earnest in
1961. The goal was to vaccinate 80 percent of the population aged one month
to fourteen years with trivalent oral Sabin vaccine; the total number of chil-
dren at the time was estimated as 1,999,785 (Beldarraín Chapel n.d.). After a
few months of planning, the campaign began in December of 1961 and
lasted for six months. The campaign was carried out during two 15-day stages
at six to eight week intervals. The first stage began on February 26, 1962.

The vaccination campaign was directed and controlled by the Ministry of
Public Health with the support of mass block and brigade organizations like
the Committee for the Defense of the Revolution (CDR). A National Coor-
dinating Commission was set up and included the sub-secretary of Hygiene
and Epidemiology, the sub-secretary of Medical Assistance, the president of
the National Medical College, the president of the Red Cross, the president
of the CDR, the Federation of Cuban Women, the Association of Young Peo-
ple from the Rebel Army, and the National Association of Small Farmers
(ANAP). Its fundamental tasks were to engage the population in campaign
activities, assist in raising people’s awareness, overcome difficulties with fam-
ilies that might refuse vaccination, particularly in rural populations, and as-
sure that all infants and children were brought to the vaccination posts.

The members of the National Commission of Anti-Polio Vaccination
were officials from the Hygiene and Epidemiology sub-secretary and Med-
ical Assistance respectively, under the direct advice of Dr. Karel Sacek, head
of Epidemiology and Microbiology in Czechoslovakia and member of the
Expert Committee in Virology from WHO (Beldarraín Chapel n.d.).

Each regional division established its own commission. The regional
commissions coordinated and controlled the work in different units in-
volved in the campaign as well as managed the vaccine storage and the dis-
tribution units. Regional director of public health, directors of hygiene and
epidemiology, medical assistance, care of woman and child, the Provincial
Council of Education, and the regional leaders of mass organizations par-
ticipated in it (Beldarraín Chapel n.d.).

In each zone or division there was a municipal department in charge of
coordinating and carrying out the vaccination program with the necessary
amount of fixed and mobile equipment at its disposal. These departments
were made up of the public health director of the zone, people in charge of
Hygiene and Epidemiology and Medical Assistance, representatives of the
Integrated Revolutionary Organizations (ORI), the Municipal Council of
Education, and of mass organizations.
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In the vaccination campaigns carried out in rural areas, the Social-Rural
Medical Services, the farmers’ militia troops, and the National Association
of Small Farmers assumed special responsibilities.

All the required vaccines for immunization of the planned population
were requested from the Ministry of Public Health of the USSR that sent
them in two shipments according to each of the planned phases. They were
transported and stored refrigerated to maintain the cold chain; 330,000 liq-
uid vaccine doses were prepared for administration to children less than two
years of age at each of the stages. The laboratory of the National Institute of
Hygiene, Microbiology, and Epidemiology diluted the vaccine-candies to
form by adding distilled water to a stable homogeneous suspension of pH
7.2, which was packed in 120 ml sterilized flasks containing an amount of
suspension equal to 44 doses of 2.5 ml of vaccine (S/A 1962 cited in Bel-
darraín Chapel n.d.).

Anti-polio vaccines were sent from the central warehouse to seven Re-
gional Commissions in refrigerated vehicles at -20ºC. The vaccines were
transported in refrigerators at 4–8ºC from the Regional Commissions to the
Zone Divisions in charge of distributing them among the vaccination cen-
ters with adequate means of transport.

The infant population was vaccinated as planned by administering a tea-
spoon of 2.5 ml of suspension to children less than two years of age and a
vaccine candy to two- to fourteen-year-old children (Beldarraín Chapel n.d.).

The control and registry of doses were recorded in individual vaccination
cards containing identity of each child, his address, the date of vaccine ad-
ministration, doses, and signature of the responsible guardian.

The people in charge of the health component in the CDRs and members
of ANAP registered all children aged one month to fourteen years from
both urban and rural areas on the above-mentioned cards. Then the cards
were given to the families so that they could deliver them in each vaccina-
tion center where they were alphabetically filed after the first stage to use
them in the administration of a second dose to children. A documented
proof of vaccination was given to the families to show that their children
had been vaccinated (Beldarraín Chapel n.d.).

The vaccine card used by the vaccination centers was filled out after every
child received the second dose. This served as an official model for record-
ing the different types of vaccines that were administered.

Daily information from the vaccination centers reported the distribution
by age groups and the number of liquid doses and vaccine candies pro-
vided. Daily reports were summarized at the zone division level, which
were sent by phone to the regional division. Then data from the Vaccination
Summarized Model at regional level were sent by phone to the Department
of Statistics of the Ministry of Public Health on a daily basis.

The vaccination campaign was a multidisciplinary endeavor in which sev-
eral state-run institutions and mass organizations worked in a coordinated
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way; such an effective result would not have been possible without their
support. Additionally, for the first time in the history of the country, the
people’s participation was extremely important in attaining a public health-
related goal (Beldarraín Chapel n.d.).

It appears as though the entire country of Cuba was involved in the po-
lio eradication campaign. The Ministry of Education provided school prem-
ises to serve as vaccination centers as well as teachers who participated as
members of vaccination teams. The Ministry of the Armed Forces lent heli-
copters for transporting vaccines and personnel in mountain regions and
remote areas. The National Institute of Agrarian Reform placed refrigerated
vehicles at the disposal of the campaign. The Committees for the Defense
of the Revolution, the Federation of Cuban Women, Cuban Red Cross, the
National Association of Young People from the Rebel Army, and the Na-
tional Association of Small Farmers were responsible for fulfilling the fol-
lowing tasks in a coordinated way:

• Participation in the commissions at different levels;
• Active cooperation with vaccination propaganda and the creation of

population awareness regarding the impact of the campaign;
• Transportation of children to the vaccination centers;
• Setting up commissions in charge of keeping public order, gathering

statistical data, and other activities in favor of the massive campaigns;
• Control of children who were not vaccinated in the course of the na-

tional campaign;
• Control of vaccination cards where necessary data were collected as

well as providing explanations to mothers so that they realized that it
was important to take the vaccine cards to the vaccination centers;

• Collective surveillance.

The campaign was immensely labor intensive. The work force that per-
formed the tasks during the campaign was divided into fixed teams and
mobile teams. The fixed teams were composed of ten to fifteen people.
One physician was the leader of the team and directed the actions. One
person was in charge of transportation and administration of the vaccine,
aided by two other persons. Another person was in charge of statistics, su-
pervision and control of cards, preparation of listings of vaccinated chil-
dren and of daily report models, which were given to zone divisions, and
responsible for delivering documentary proofs of vaccination and vacci-
nation cards. Another five to ten people were responsible for keeping or-
der and closely watching the total ingestion of candies. The mobile teams
were composed of five people. One was responsible for the equipment, a
second was responsible for the vaccine, a third had responsibility for sta-
tistics, and two were in charge of maintaining public order (Beldarraín
Chapel n.d.).
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The educational component of the campaign was critical to its success,
and it was extensive. Prior to the beginning of the campaign, the personnel
were trained to work in the campaign at different levels throughout the
country. Professor Karel Sacek gave lectures on poliomyelitis and oral live
virus vaccines in several regional divisions and nationwide aimed at pro-
fessionals and directors in the zones, while local professionals trained aux-
iliary staff (Beldarraín Chapel n.d.). In addition, 3,000 trainers of the peo-
ple in charge of the health component of the mass organizations (CDR and
others) received five-day courses at regional and national locations on oral
anti-polio vaccination. In turn, these trainers trained 50,000 local people
(Beldarraín Chapel n.d.).

At the same time, an intensive campaign of information and health educa-
tion was disseminated on radio and television, including at least 30,000 
vaccination announcements before and during the campaign and daily 12-
minute television programs that featured talks, plays, lectures, and instruc-
tions regarding the anti-polio campaign. Two technical and two general in-
formation round tables were also broadcast on television in which national
leaders of the campaign participated. A daily 30-minute radio program in the
form of a play, aimed at the farmer population, was also broadcast. The pop-
ulation in different areas was informed of the vaccination campaign by means
of mobile units from the Department of Health Education, and posters were
given to the general public and to mothers, farmers, and children.

There was also an intensive press campaign involving newspapers, maga-
zines, bulletins, and even billboards placed in cities and towns. Vaccination
data were reported daily (Beldarraín Chapel n.d.). This early health pro-
motion campaign presages the continued Cuban emphasis on the state role
in health promotion. Simultaneously, the vaccination campaigns demon-
strate the mechanisms by which the Cuban government so successfully en-
couraged and mandated community participation (Green 2003; Whiteford
1998, 2000).

Laboratory evaluation was undertaken that included the assessment of
the child’s immune condition by titration of neutralizing antibodies before
and after each stage of the campaign. This serological control was repeated
six months after the second stage as well (Beldarraín Chapel n.d.).

The following major objectives were achieved:

1. The goal of the anti-polio vaccination campaign was exceeded—87.5
percent of the population aged one month to fourteen years were vac-
cinated, with a performance rate of 109.4 percent of the initial goal of
an 80 percent immunization rate.

2. The effectiveness of the participation of the population in such cam-
paigns by giving adequate technical training to mass organizations
was demonstrated.
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3. The performance of the vaccination campaign was satisfactory in all
age groups. The lowest percentage corresponded to the one-to-five-
year-old group.

4. Once the vaccination campaign finished, the incidence of paralytic
poliomyelitis was below the usual variation; only two cases occurred
in May of 1962.

5. The results showed the effectiveness of two doses of one million TDC
50 trivalent vaccine for the protection of the Cuban population
against poliomyelitis.

6. No side effects attributable to the vaccine were observed during the
implementation of the campaign.

The statistical summaries of the campaign were reported as follows in tables
5.1–5.3 (including the slight discrepancies between tables; all data from
Beldarraín Chapel n.d.):
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Table 5.1. Number of the first and second doses provided per province and the
percentage rates of the second dose, Cuba, 1962

Vaccination

Province First Dose Second Dose % Compliance with Second Dose

Pínar del Río 192,672 189,900 98.6%
Havana 520,757 477,767 91.7%
Matanzas 137,766 136,739 99.3%
Las Villas 372,373 360,938 96.9%
Camaguey 244,166 236,899 97.0%
Oriente 905,789 817,664 93.5%
CUBA 2,373,523 2,219,907 93.5%

Source: Adapted from Beldarraín Chapel n.d.

Table 5.2. Antipoliomyelitic vaccination program second dose
performance per province, Cuba, 1962

Vaccination

Province Planned Performed % of Planned

Pinar del Río 173,124 189,900 109.7%
Havana 383,116 459,201 119.8%
Matanzas 131,840 134,570 102.1%
Las Villas 355,224 357,156 100.5%
Camaguey 207,649 232,397 111.9%
Oriente 748,832 814,631 108.8%
CUBA 1,999,785 2,187,855 109.4%

Source: Adapted from Beldarraín Chapel n.d.



The impact of this vaccination campaign was clearly demonstrated be-
cause no more new cases occurred in the four months following the start of
the campaign. Only 46 cases were reported in the first six months of 1962.
After the first campaign, there was just a single poliomyelitis case in each of
1963, 1964, 1970, 1971, and 1972, and since May of 1962, there has been
no polio mortality reported (Beldarraín Chapel n.d.).

There are still massive vaccination campaigns that are carried out within a
72-hour time frame, with over 90 percent coverage. From 1970 to 1992, the
vaccination program consisted of two doses of trivalent vaccine at six-week
intervals to be administered to children up to three years of age and a reac-
tivation vaccine to be given to nine-year-old children. Family physicians and
nurses participate in the campaign. Different vaccines with different presen-
tation and potency have been used so far. This means that the vaccination
campaigns have technically improved, which make it possible to keep the
country free from the effects of the disease. This accomplishment was one of
the first achievements of Cuban preventive medicine and epidemiology
through the PHC (primary health care) model after the reform of the health
care system in 1959. It allowed the country to obtain the International Cer-
tificate of Eradication granted by WHO in 1994 (Beldarraín Chapel n.d.).

From 1962 with the start of the campaign to 1994 when the international
certificate of eradication was requested, 62,544,458 anti-polio vaccine
doses were administered nationwide, thus ensuring a coverage rate higher
than 90 percent of the Cuban population under forty-nine years of age (Más
Lago 1995 as cited in Beldarraín Chapel n.d.). Several international orga-
nizations such as PAHO, WHO, and UNICEF cooperated with these cam-
paigns.

When the vaccination program began in 1962, a National Commission for
the Study of Infective Neurologic Syndromes was established, composed of
neurologists, virologists, pediatricians, and epidemiologists. It was responsi-
ble for studying all suspected cases of poliomyelitis. From 1963 to 1989, it an-
alyzed 93 suspected cases and confirmed 10 cases of poliomyelitis in non-vac-
cinated children. Non-poliomyelitic enteroviruses were isolated in 15 cases,
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Table 5.3. Antipoliomyelitis vaccination program second dose performance and
achieved levels in the population by age groups, Cuba, 1962

Vaccinated % of Population % of 
Age Group Population Planned Population Vaccinated Planned

1-11 months 202,685 162,143 193,912 95.7 119.6
1-5 years 942,242 753,790 754,858 80.1 100.1
6-14 years 1,354,805 1,083,842 1,239,085 91.4 114.3
TOTAL 2,499,732 1,999,758 2,187,855 87.5 109.4

Source: Adapted from Beldarraín Chapel n.d.



whereas the remaining 68 were diagnosed with Guillain-Barré syndrome,
myelitis transversa, or other polyneuropathies (Más Lago 1995 cited in Bel-
darraín Chapel n.d.).

The example of the Cuban polio eradication campaign highlights how
PHC and its concomitant community participation component, worked to-
gether to control and then eradicate a deadly disease. Poliomyelitis was
eradicated because the Cuban government established and then institu-
tionalized a permanent combination of several elements critical to its suc-
cess. They were a high level of immunization coverage, a highly sensitive
and responsive surveillance system, a sustained political campaign, a high
level of social participation, and effective health promotion.

Had the polio eradication campaign not been successful, more than
1,200 cases of paralysis and 200 deaths would have been expected to occur
between 1962 and 1970 (based on the pre-1962 rates). The lives saved is
another benefit of the campaign, but the campaign also served the purpose
of strengthening the Cuban government’s commitment to community-
based PHC, without which the immunization campaigns could not have
found the labor, skill, and expertise to accomplish their goals.

Dr. Mirta Roses, PAHO assistant director, vigorously applauded the
Cuban vaccination campaign, saying: “Its conception, its ideology, its tools,
its methodology shook the world. Cuba laid the fundamental basis for the
big spark. Cuba changed probability into possibility” (Roses 1995:7 as cited
in Beldarraín Chapel n.d.). Dr. Roses was present for the awarding of a cer-
tificate acknowledging the Cuban defeat of polio in 1995 (Beldarraín
Chapel n.d.).

THE PROGRAM TO CONTROL DENGUE FEVER

Many countries in Central and South America—including Cuba—experi-
enced an outbreak of dengue hemorrhagic fever (DHF) in 1981. Following
the 1981 outbreak, Cuba instituted a rigorous and active environmental
surveillance program in their attempt to control both dengue and dengue
hemorrhagic outbreaks. It is a program dependent on their unique combi-
nation of PHC approaches.

Based on early detection, the Cuban government moved to implement an
established source reduction action plan that was heavily dependent on
trained human resources as well as the provision of economic resources. Fif-
teen thousand Cubans were pressed into service to combat the outbreak as in-
spectors, educators, and container retrieval and disposal agents. The environ-
ment surveillance program marshaled people as “vector controllers” to get rid
of plants like bromeliads and other outdoor plants that collect water and
serve as breeding grounds for the aedes aegypti mosquito, the primary vector
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for DHF. Others were trained to handle portable blowers to fog homes and
still others to enforce sanitary laws concerning the disposal of outdoor water
containers. At the same time, the government used airplanes to spray insecti-
cide. This kind of mobilization of resources would only be possible when
policies to combat such an outbreak had already been developed, plans de-
signed to identify groups to support the effort, and people politicized and ed-
ucated to the public health rationale behind the actions. In this instance, the
previous programs to eradicate malaria and poliomyelitis in Cuba probably
assisted in the smooth implementation of this program.

The three PHC strategies employed in the quick response and effective re-
duction of potential mortality rates were: environmental surveillance,
health education, and an open hospitalization policy (Khouri et al. 1998).
The health education campaign used mass media in a controlled market to
distribute messages about dengue, its signs and symptoms, and its control.
The educational campaign built upon previously established government-
sponsored health education promotions with which the population was al-
ready familiar. Perhaps most importantly distinctive from other countries,
such as the Dominican Republic, was the Cuban mechanism for engender-
ing community response and support. Since the Cuban Revolution, efforts
had been made to organize neighborhoods into politically active units. As
with the poliomyelitis eradication case, these neighborhood brigades were
marshaled in response to the dengue outbreak. Equally significant, the
Cuban government created mobile field hospitals during the crises with a
liberal policy of admissions. According to Khouri et al. (1998), almost 38
percent of all the reported cases were admitted and treated, thus reducing
mortality rates significantly. According to official sources and outside ob-
servers, the Cuban response to the 1981 dengue outbreak was both inno-
vative and effective (Guzman and Khouri 2002).

At the end of the 1981 dengue epidemic, Cuba also established a passive
surveillance program, including testing suspected patients (ELISA). How-
ever, it is interesting to note that no positive cases were identified by this
procedure.

In 1997 Cuba suffered another dengue outbreak with slightly more than
200 cases of DHF and almost 3,000 laboratory-confirmed cases of classic
dengue fever (Khouri et al. 1998). Beginning with the 1997 outbreak, the
active surveillance program was designed to identify cases early and trace
the location of transmission. While there is some information to the con-
trary (Crabb 2001), Cuban data suggest that the early detection prevented
the outbreak from spreading to the other 30 municipalities outside its ini-
tial site in Cuba. The passive surveillance initiated following the 1981 out-
break showed that mosquitoes were not found in patient’s homes and that
no indigenous transmission could be established from 1981 to 1996. It also
suggested that reinfestation occurred in some areas, for instance in Santiago
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de Cuba (where the 1997 outbreak was centered) through the importation
of tires transporting the Aedes aegypti vector in 1992.

The 1997 outbreak again gave rise to new surveillance techniques. Febrile
patients at high risk in the primary health care system in the city of Santi-
ago de Cuba were sought out for further testing between January and July
of 1997. Sixty thousand emergency room patients were tested between No-
vember 1997 and January 1998. Home interviews also sought to identify
febrile patients at high risk (Khouri et al. 1998). This combination of pas-
sive and active surveillance provided information about secondary infec-
tions related to mortality. Secondary infections were present in 100 of 102
(98 percent) of the dengue hemorrhagic and dengue shock cases.

There were 12 deaths, but no deaths under the age of sixteen. In the fatal
cases, secondary infections were documented in 11 (92 percent) of the cases
(Khouri et al. 1998). Dengue control, through both passive and active sur-
veillance, was successful in reducing the severity and incidence of dengue in
Cuba.

However, it is important to note that in the twenty years between 1981 and
2001, Venezuela reported 45,799 DHF cases compared to Colombia’s 22,781
reported DHF cases and Cuba’s 10,586 reported cases (PAHO 2002). Those
rates are reflective of the estimated 2006 populations of those countries: 43.6
million in Venezuela, 25.7 million in Columbia, and 11.3 million in Cuba
(CIA 2005). Thus, the systems that worked so well in Cuba apparently had
equally as effective counterparts in other countries in the region.

THE PROGRAM TO CONTROL HIV/AIDS

Cuba applied the lessons it had learned with the malaria, polio, and dengue
campaigns to their attempt to control one of the fastest growing diseases at
the end of the twentieth century: human immunodeficiency virus (HIV)/
acquired immunodeficiency syndrome (AIDS). In the midst of the world-
wide HIV/AIDS pandemic, Cuba’s 0.07 percent infection was among the
lowest in the world (Zipperer 2005). According to a representative of
PAHO, “Other countries can learn a lot from the Cuban system” (Zipperer
2005:400); they have managed HIV/AIDS through a national surveillance
system that tracks both known cases and partners and provides free medical
care, including Cuban-produced antiretroviral treatments, and extensive
public health education and intervention. Cuba’s HIV/AIDS public health
program has been called “the most successful national AIDS programme in
the world” (Burr 1997). According to the same author, it is also “the most
hated AIDS programme in the world” (Burr 1997:647). What kind of pro-
gram generates such conflicting opinions, and how did it develop in Cuba?
Clearly some of these issues involved with the control of HIV/AIDS were

The Cuban Experience with Controlling Infectious and Communicable Diseases 77



significantly different from those Cuba encountered during its earlier
malaria, polio, and dengue eradication campaigns.

Cuban health ministers attended a PAHO meeting on the growing world-
wide epidemic of HIV/AIDS in 1983. Later that same year, even before their
first documented case, Cuba implemented an extensive HIV surveillance pro-
gram. In 1985 Cuba had its first documented case of AIDS (Hansen and
Groce 2003:2875). In 1986, Cuba implemented a mandatory quarantine pol-
icy for people with HIV that included relocation to sanatoriums. In 1994, the
quarantine was officially lifted. Nevertheless, in 2003, approximately half of
all HIV-positive Cubans still lived in sanatoriums. Pregnant women with HIV
are delivered by mandatory cesarean section to reduce the likelihood of trans-
mission to the newborn. The net result was that Cuba’s infection rate of 0.03
percent was one of the lowest in the world (Bentley 2003).

The practice of quarantining individuals with an infectious disease has
long been a fundamental cornerstone of disease prevention in public
health. Local health departments in the United States still rely on quaran-
tines of children with certain infectious diseases like measles. Before the ad-
vent of the Salk vaccine to prevent poliomyelitis, children were preventively
(and voluntarily) quarantined in their own homes and yards to minimize
their exposure to the dreaded disease. Within the context of sexually trans-
mitted diseases, the public health paradigm is routine testing, contact trac-
ing, partner notification, medical surveillance, and partial social isolation.

But the initial Cuban model of mandatory quarantine, including reloca-
tion to a sanatorium for people with HIV and mandatory cesarean sections
for pregnant women with HIV, generated a worldwide response from both
public health experts and civil libertarians (Bentley 2003; Scheper-Hughes
1993; Hansen and Groce 2003; Parameswaran 2004). Some applauded the
approach, others decried it. Often the reaction was predicated upon one’s
position on the balance between individual rights and conceptions of the
common good, and on the role of the state.

Infectious diseases provide classic examples of rights in conflict. On the
one hand, in the United States, the individual has a right to life, liberty, and
the pursuit of happiness; is protected from unlawful search and seizure; and
does not have to incriminate himself. On the other hand, governments—
national, state, and local—have responsibilities for ensuring the health of
the public. At times these rights and responsibilities are in conflict. When
in conflict, many people differ on which of the two supersedes the other:
the rights of the individual or the rights of the state.

The Cuban HIV/AIDS policy is both provocative and effective. According
to Dr. Bryon Barksdale, a pathologist and director of the Cuba AIDS proj-
ect, “The U.S. could learn from the Cuban HIV/AIDS policy” (Susman
2003:N7). When the Cuban Ministry of Health officials first learned of the
impending AIDS epidemic, they banned the importation of blood deriva-
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tives from countries where blood banks were commercial enterprises (“cap-
italistic blood”) where members of the population have been diagnosed
with HIV/AIDS (Scheper-Hughes 1993). They also increased their own in-
ternal supply of blood to meet their needs, again relying on the public to
comply with public health demands.

Commercial tests for HIV/AIDS became available in 1985, and Cuba im-
mediately began the systematic testing of all Cubans who had been out of the
country since 1981 (Scheper-Hughes 1993; Hansen and Groce 2003). This
initial target group included a large number of Cuban military personnel who
had participated in various campaigns in Africa during the 1980s. Cuban mil-
itary personnel posted in Africa were among the early carriers of HIV/AIDS in
Cuba. It is possible to speculate that the 1986 policy of mandatory isolation
in special sanatoriums in part was possible because the target group was pri-
marily military personnel. The military were among the first wave of HIV/
AIDS cases in Cuba and, as military, were accustomed to being told where
they could live (Parameswaran 2004). Because they were accustomed to fol-
lowing orders, perhaps they did not challenge the quarantine.

Cuba developed its own diagnostic kits in 1987 and began screening cer-
tain target groups, including all pregnant women, people with sexually trans-
mitted diseases, all hospital inpatients, and all prisoners (Scheper-Hughes
1993; Parameswaran 2004). Even residents of entire neighborhoods, like
Old Havana, a major tourist area, were screened for HIV/AIDS. But because
screening, including blood screening, is so common in the Cuban health
care system, the effect of this intensive screening may not have been consid-
ered unusual by many of the population (Scheper-Hughes 1993).

A total of 12 million HIV tests were performed in Cuba between 1985 and
1993, and the results indicate a very low prevalence of seropositive (HIV)
people (fewer than 1,000), fewer than 200 total AIDS cases, and fewer than
125 new HIV cases per year (Scheper-Hughes 1993; Granich et al. 1995;
Reed 2001). A 2001 article puts the 1999 estimate at approximately 1,500
seropositive people and suggests the rate doubled from 1995 to 1999 (Hsieh
et al. 2001).

Twenty years after the first case of AIDS was identified in Cuba and after
nearly as many years of extensive testing/surveillance, mandatory quaran-
tines, and mandatory cesarean sections, what are the results? Nearly ten years
after the first case, Scheper-Hughes reflected: “In France and Brazil thou-
sands of people have been infected with HIV-contaminated blood and blood
products; only 9 Cubans have been infected through a [blood] transmis-
sion.” Puerto Rico, with one-third the population of Cuba, has more than
8,000 cases of AIDS, 208 of them in children. In Cuba, where only 200 peo-
ple have AIDS, only one child has died of AIDS; three more carry the virus.
In New York City, with roughly the same population as Cuba, 43,000 pa-
tients have AIDS” (1993:965).
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But lest these results be attributed solely to the controversial HIV/AIDS
program in Cuba, it is useful to remember that there was very little intra-
venous drug use in Cuba and very little tolerance of a gay lifestyle (Scheper-
Hughes 1993; Zipperer 2005), which led to an exodus of gay Cubans in the
1970s and 1980s. In Cuba there is also easy access to abortion. Little intra-
venous drug use, intolerance of homosexuality, and free and accessible
abortions tended to keep the rate of HIV/AIDS down in the 1990s and to-
ward 2000.

While HIV transmission in Cuba through intravenous drug use or blood
transfusions or to newborns at birth is low (Zipperer 2005), the increase in
prostitution that resulted from the economic crisis of the 1990s poses a
challenge to Cuba’s effective HIV/AIDS program. Sex tourism has existed in
Cuba, both before and after the Revolution. However, following the demise
of the Soviet Union and its loss as a trading partner for Cuba, prostitution
increased (Trumbull 2001:359). According to Trumbull, quoting an article
by Julia O’Connell Davidson in The Economist in 2000: “In Cuba there is no
network of brothels, no organized system of bar prostitution: in fact third
party involvement in the organization of prostitution is rare” (Trumbull
2001:359). To which Trumbull adds that in Cuba, “Prostitutes are not sold
into prostitution by their families and do not work in oppressive conditions
as they do in other countries. They do not prostitute themselves because
they are alcoholics or drug addicts. Most of the prostitutes interviewed de-
cided to go into business on their own accord, driven by economic need”
(2001:359). The actions of the jineteras (literally “jockeys or riders”; collo-
quially “sexual jockeys”) to exchange sex for the chance to go out to eat, to
dance, or for entertainment is not prostitution but an understood exchange.
Without doubt, many jineteras also practice sex to increase their income
and are paid for their services.

Prostitution in Cuba embodies one of the many Cuban conundrums: Pros-
titution is not illegal in Cuba, many Cubans do not consider sexual exchange
immoral, money generated in the process helps individual Cubans, and the
practice attracts tourists to the country. However, the government wants to
control the practice as a means to contain raising HIV/AIDS rates (Trumbull
2001), and remove the conception of Cuba as a sex attraction. Given the suc-
cess of the Cuban government’s education and voluntary screening programs
in controlling the spread of HIV/AIDS, Ministry of Health officials have ar-
gued against more repressive governmental interventions in dealing with the
wide-spread practice of jineterismo (Waitzkin et al. 1997:14). Even with the
government’s previous success, the case of jineterismo and the transmission
of HIV/AIDS provides another Cuban paradox between public health safety
and individual economic initiative within a context of economic scarcity.

80 Chapter 5



It is interesting to observe the processes and correlates of increasing life
spans in developing and developed countries. For example, in the United
States in 1900, life expectancy was approximately forty-seven years for men
and forty-nine years for women. There were numerous causes of premature
or preventable mortality—childbirth for women, mortality for newborns,
and infectious diseases for children and adults. In fact, the categories of in-
fluenza and pneumonia, tuberculosis, and diarrhea, enteritis, and ulcera-
tions of intestines accounted for approximately 30 percent of mortality at
that time. By the year 2000, life expectancy in the United States had in-
creased to seventy-four years for males and eighty years for females, and
those same categories of infectious diseases that caused over 30 percent of
the mortality in 1900 caused less than 3 percent in 2000 (USHHS 2002). Re-
ductions in premature mortality due to childbirth and infectious diseases
greatly increase life expectancy in all countries. But what happens when such
causes of preventable mortality are in fact prevented? Then those members
of the population who otherwise would have succumbed to one or another
cause of preventable mortality live long enough to develop a plethora of
chronic diseases that are associated with surviving to middle and older ages.
As we will see, many of these chronic conditions are also preventable, but the
model for prevention of chronic diseases is more complex than the model
for the prevention of infectious or communicable diseases.

For Cuba, the transition from infectious disease mortality to chronic dis-
ease mortality was primarily accomplished during the interval between the
1959 Revolution—the start of Cuba’s modern period—and the turn of the
twenty-first century. Most epidemiologists, starting with Cuban epidemiolo-
gists, have concluded that there were no reliable or valid data on the actual
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health situation in the entire country prior to 1959. Customs, such as not
registering the deaths of babies if the birth had not yet been recorded or was
able to be rescinded, were commonplace. In that context, life expectancy in
Cuba was estimated to be sixty years in 1960. Infectious diseases including
malaria, polio, dengue fever, parasites, and tuberculosis contributed sub-
stantially to total mortality.

From a life expectancy of sixty years in 1960, life expectancy in Cuba
soared to sixty-nine years in 1970 and seventy-seven years in 2003 (UNICEF
2005). In 2000, life expectancy in Cuba was estimated at seventy-five years
for males and seventy-nine years for females, about the same as in the
United States (United Nations Statistics Division 2005). Infant mortality
was at 6 per 100,000 live births, compared to 7 per 100,000 for the United
States.

The case of mortality attributable to acute diarrhea provides a good ex-
ample of the changes in mortality patterns in Cuba during its modern era—
the mortality rate dropped from 25.8 per 100,000 population in 1965 to
9.9 per 100,000 in 1973 and to 3.1 per 100,000 in 1980 (Valdes 2001).

Accompanying this remarkable decline in preventable infectious disease
mortality was the rise in chronic health conditions in those fortunate
enough to live into middle and old age. In Cuba in 2000, the five leading
causes of death were cardiovascular disease, malignant neoplasms (can-
cers), cerebrovascular diseases (strokes), accidents, and influenza and pneu-
monia, with the first three accounting for 60 percent of all deaths (PAHO
2005). For comparison, in the United States the five leading causes of death
in 2000 were diseases of the heart, malignant neoplasms, cerebrovascular
diseases, chronic lower respiratory diseases, and accidents, with the first
three accounting for 59 percent of all deaths (Anderson 2002).

Although cardiovascular diseases are the leading cause of mortality in
Cuba in 2000 with 180.3 deaths per 100,000 population (PAHO 2005),
both Cuba and the United States are experiencing reductions in the mor-
tality rates attributable to cardiovascular disease. In the United States, the
decline has been steady since the 1950s. For Cuba the decline probably be-
gan in 1970 and has been apparent since 1990 when the age- and sex-
adjusted mortality rates attributable to cardiovascular diseases were ap-
proximately 171 deaths per 100,000 and declined to approximately 133 per
100,000 by 2000 (the crude rate of 180.3 obtained from PAHO for 2000 is
not inconsistent with an age- and sex-adjusted rate of 133 for 2000 because
of the adjustments). This reduction in cardiovascular mortality is generally
considered to be the result of earlier detection of cardiovascular diseases
(secondary prevention), better treatment (tertiary prevention), and ad-
vances in the primary prevention of the onset of the diseases themselves
(healthy lifestyles such as regular physical activity, healthy eating, and the
avoidance of tobacco use).

82 Chapter 6



When the life expectancy in a country is forty to fifty years, much of the
mortality is typically caused by infectious and communicable diseases that
are eminently preventable. When life expectancies are seventy to eighty
years, much of the mortality is typically caused by certain chronic diseases—
cardiovascular diseases and malignant neoplasms in particular—that are
also largely preventable as well. Furthermore, life expectancies below fifty
years are more common in developing countries, while life expectancies
greater than seventy years are more common in developed countries. Cuba
is an exception. By most economic indicators, it is a developing country. But
by most health indicators, it is a developed country.

CARDIOVASCULAR DISEASES

Let us begin with some clarification of terms. Cardiovascular disease is a
general term referring to any number of specific diseases that affect either
the heart (i.e., the cardiac muscle) or the vessels (i.e., arteries) that transport
the oxygenated blood pumped by the heart. Vascular diseases that restrict
blood flow through the arteries caused most commonly by fatty deposits in-
side the walls of the arteries are one form of cardiovascular disease. A di-
minished capacity of the heart muscle itself, such as faulty valves, blocked
aorta, and overstrain, is another. Vascular restrictions in turn strain the heart
muscle to overcome the resistance in the peripheral arteries or in the pul-
monary (lung) circulation. Ischemia is manifested in the various tissues
that are not getting a sufficient supply of oxygenated blood due to block-
ages. A long-lasting or chronic insufficiency of the oxygenated blood can
lead to necrosis or death of the tissue.

Fatty deposits on the insides of the arteries can dislodge and travel
through the arteries to cause additional blockage that reduces blood flow
and oxygen delivery, resulting in tissue death. A myocardial infarction is an-
other term for a heart attack, which in its simplest form means the rapid
death of a portion of the heart tissue. A myocardial infarction is typically an
acute complication of ischemic heart disease.

Hypertension is a disease end-point in and of itself, while at the same
time it is also a primary risk factor for more lethal forms of cardiovascular
disease such as ischemic heart disease. Hypertension is the elevation in ten-
sion measured by arterial blood pressure. Higher pressure means that the
heart muscle has to work harder to get the blood flowing to all the tissues
in the body. Obesity increases the load on the heart, because obesity dis-
proportionately increases the body size and therefore the heart has a greater
volume of tissues to support with oxygen. At the same time, obesity is often
caused by eating excessive amounts of fatty foods and processed sugars that
increase serum lipid levels and can thereby facilitate the accumulation of
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plaque inside the arterial walls. Obesity makes it difficult for the individual
to engage in physical activity sufficient to raise the heart rate safely enough
to lead to increased cardiovascular fitness. Many of these terms are interre-
lated, and that is why cardiovascular disease can be considered the broadest
term.

Ischemic heart disease is by far the most serious and among the most com-
mon form of cardiovascular disease. Among those aged thirty-five and over
in Cuba, ischemic heart disease caused more than 15,000 deaths in 2000,
with a rate of 341.5 per 100,000 among males and 248.3 per 100,000 among
females (WHO 2003b). A recent article by Alberto Hernández Cañero, direc-
tor of the Cuban Institute of Cardiology and Cardiovascular Surgery, offers
insight into the rise and fall of ischemic heart disease mortality in Cuba
(1999). Figure 6.1 presents the mortality rates from ischemic heart disease in
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Figure 6.1. Mortality Rates from Ischemic Heart Disease in
Cuba, 1986–1997, adjusted to the 1981 population. Adapted from
La Dirección Nacional de Estadística del Ministerio de Salud
Pública de Cuba 1999.



Cuba from 1986 to 1997 (adjusted to the 1981 population) provided by the
National Statistics Division of the Ministry of Public Health in Havana. The
trend from 1986 to 1990 shows a steady and alarming rate of increasing mor-
tality, peaking with a rate of 144.8 per 100,000. Then from 1990 through
1997, there is a dramatic decline, culminating in a rate of 109.2 per 100,000.
That drop represents a 25 percent decrease in just seven years from the peak
rate in 1990.

Much is known about the causes and antecedents of ischemic heart dis-
ease. Diet directly influences a person’s serum cholesterol. The dietary con-
sumption of high levels of saturated fats and cholesterol are associated with
higher levels of serum lipids and cholesterol. Higher levels of serum cho-
lesterol, in turn, are associated with higher rates of atherosclerosis. In fact,
the Framingham Heart Study had demonstrated as early as 1977 that a re-
duction of 5 mg/dl in serum cholesterol over six years was associated with
a 4.3 percent decrease in this type of cardiovascular disease. Public health
offices in the United States and other developed countries with high rates
of cardiovascular disease mortality have had campaigns to get their citizens
to eat “heart healthy” and thereby to reduce their serum cholesterol and
lipid levels.

In 1987 Ríos and Tejeiros reported changes in the caloric and protein
consumption of the Cuban people beginning in 1965. In the approximately
twenty years covered by their analysis, they reported that the Cuban people
increased their total caloric intake by 15.7 percent, increased their total pro-
tein intake by 19.8 percent, and increased their animal protein intake by
25.2 percent.

However, 1990—the zenith of ischemic heart disease mortality in
Cuba—was also shortly before the beginning of a “special period” in Cuba
that began after the Soviet Union announced it was ending economic sup-
port to Cuba. The former Soviet Union previously accounted for approxi-
mately 85 percent of Cuba’s international trade. These economic hardships
were exacerbated by the tightening of the 30-year-old economic embargo
initially imposed by the United States shortly after Fidel Castro disposed
of the Cuban dictator, Batista. This “special period” was truly an economic
crisis, marked by drastic reductions in the importation of staples like food,
medicines, and oil that Cuba had relied on the former Soviet Union to
provide. At the same time, Cuba was ill prepared to become self-sufficient
in these areas overnight, and so people were forced to change their dietary
habits. In the short run, the health of the Cuban population was at risk,
with nearly 50,000 people affected by the epidemic of neuropathy between
1991 and 1993 (Hernández Cañero 1999). However, Hernández Cañero
was able to compare the total serum cholesterol levels of samples of
Cubans before and after 1990. Based on 1988 data from a population sur-
vey in Havana, 29 percent of men and 38 percent of women had levels of

Primary Health Care and Chronic Diseases in Cuba 85



total serum cholesterol higher than 5.2 mmol/l, with a mean level of 5.3
mmol/l (204.6 mg/dl).

Remarkably, a 1994 survey in Havana demonstrated that the mean level
of total serum cholesterol decreased substantially to 4.2 mmol/l (163.6
mg/dl) (Hernández Cañero 1999). Another study, this time among Cuban
railway workers conducted in 1987 and 1988 found that 15 percent of both
men and women had total serum cholesterol levels greater than 6.2 mmol/l
(240 mg/dl), but a comparable study conducted in 1995 found that the to-
tal serum cholesterol levels was 3.5 mmol/l in men and 3.3 mmol/l in
women (Hernández Cañero 1999).

Whether a diet lower in saturated fats—consistent with a healthy heart
diet—will continue among the Cuban people after the economic crisis of
the “special period” remains to be seen.

Another consequence of the withdrawal of economic supports by the for-
mer Soviet Union and the heightened economic embargo imposed by the
United States was the reduction in petroleum supplies in Cuba, which in turn
meant shortages of gasoline. This resulted in an increase in walking, bicycling,
and other forms of physical activity among the Cuban population. Increased
physical exercise, of course, is another important health promotion/disease
prevention activity repeatedly demonstrated to increase fitness and reduce
cardiovascular disease and mortality.

Hypertension is a health problem in Cuba, just as it is in most developed
countries. The Cuban National Health System has signaled hypertension
for special attention. Whereas many developed countries approach control
of hypertension with pharmacologic agents, Cuba relies extensively on the
lifestyle prescription of diet and exercise encouraged by its more than
28,000 family doctor and nurse teams.

Several studies implemented in different locations across Cuba during
the last 20 years have estimated that approximately 30 percent of the urban
population and 15 percent of the population in rural areas suffer from hy-
pertension (blood pressure over 140/90 mmHg) (Pérez Caballero et al.
2000). Some studies have suggested that Cubans with a greater African her-
itage have higher rates of arterial hypertension than Cubans with a greater
European heritage, but such findings are problematic because race differen-
tiation in Cuba is not clear (Pérez Caballero et al. 2000).

Cuban researchers have reported successes in reducing the rates of arte-
rial hypertension (Pérez Caballero et al. 2000). An intervention trial in the
province of Cienfuegos was credited with reducing prevalence from 44 per-
cent to 39 percent. WHO guidelines suggest that a 2 percent decrease in av-
erage arterial blood pressure in a specified population should result in 6
percent decrease in the annual mortality rate from cerebrovascular acci-
dents (i.e., strokes) (Pérez Caballero et al. 2000).
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CANCERS

Table 6.1 presents the WHO’s published rates (and last updated in Decem-
ber, 2004) of all cancer mortalities in Cuba for males and females from
1964 through 1996, indicating the number of deaths, crude mortality death
rate per 100,000 population, and age-standardized rates (WHO 2004). The
population in Cuba was getting older during this interval, and cancer affects
older people more frequently than younger people, so the crude mortality
rates show steady increases in mortality, but age-adjusted rates show a slight
decline from 1970 (132.5 for males and 96.1 for females) to 1996 (127.4
for males and 93.6 for females) (WHO 2004). The relatively abrupt and
dramatic changes between 1969 and 1970 for both males and females are
in all likelihood attributable to changes in measurement procedures rather
than to dramatic changes in the actual rates themselves.

Italian and Swiss researchers (Bosetti et al. 2005) recently published a pa-
per comparing the gender-specific and age-adjusted death rates for fourteen
different cancers for eleven countries and one territory in the Americas (in-
cluding all three from North America (Canada, Mexico, and the United
States); three from Central America/the Caribbean (Costa Rica, Cuba, and
Puerto Rico); and six from South America (Argentina, Brazil, Chile, Colom-
bia, Ecuador, and Venezuela). The data summarized in table 6.2 are from the
year 2000, except for Brazil (1995), Chile (1999), and Colombia (1999).

Using a world standardization technique eliminates the influence of dif-
ferences in age and sex distributions across countries and thereby allows for
comparisons across countries but unfortunately renders the rates them-
selves difficult to interpret within a country. We observe first that total can-
cer mortality for men in the United States was ranked fourth among the
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Table 6.1. Cancer Mortalities in Cuba, 1964–1996 

Female Male

Age Age
Crude Standardized Crude Standardized

Year Deaths Rate Rate Year Deaths Rate Rate

1965 3,096 80.8 127.3 1965 4,688 117.9 187.9
1970 3,349 80.4 96.1 1970 5109 116.6 132.5
1975 3,790 83.0 98.6 1975 5,451 114.4 128.5
1980 4,266 89.5 94.9 1980 6,150 123.9 124.9
1985 4,892 99.3 95.0 1985 6,901 135.0 124.7
1990 5,712 108.3 93.7 1990 7,940 148.9 127.4
1995 6,132 112.3 91.0 1995 8,484 154.2 127.0

Source: Adapted from the World Health Organization 2004.



countries and third for women, while in Cuba men had the fifth highest
cancer mortality among the countries surveyed and Cuban woman were
fourth. For lung cancer, by far the most lethal of all malignant neoplasms,
both men and women from the United States had the highest rates of any
of the countries; Cuban men and women were third. For breast cancer
among women, the United States was ranked third and Cuba fourth. For
prostate cancer among men, Cuba was ranked first and the United States
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Table 6.2. Male and female site-specific cancer mortality rates per 100,000 for
eleven countries and one territory in the Americas in 2000, indicating the highest
ranked rate and the lowest ranked rate to establish ranges and Cuba’s rank and rate
and the United States’ rank and rate standardized to worldwide ages

United States Cuba

Mortality Mortality 
Rate1 Rank2 Rate1 Rank2 Highest–Lowest

Males
All cancers 146.41 4 138.71 5 155.98–84.86
Lung 46.92 1 38.29 3 46.92–7.71
Stomach 3.65 12 6.86 10 33.75–3.65
Prostate 12.73 11 23.06 1 23.06–11.95
Intestines 13.96 3 10.46 5 15.43–3.42
Leukemia 5.94 1 4.36 6 5.94–3.61
Esophagus 4.98 5 4.52 7 7.99–1.89
Mouth/Pharynx 2.73 6 5.74 2 6.64–1.35
Larynx 1.62 11 7.26 1 7.26–0.90
Bladder 3.65 4 4.00 3 4.61–0.98
Testis 0.21 10 0.28 9 1.30–0.20
Bone 0.41 12 1.27 1 1.27–0.41

Females
All cancers 105.38 3 102.86 4 113.65–75.30
Lung 26.21 1 16.72 3 26.21–3.80
Stomach 1.84 12 3.52 9 13.68–1.84
Breast 17.56 3 14.82 4 20.65–6.97
Uterus 4.59 11 14.13 4 16.92–3.79
Intestines 9.82 2 12.48 1 12.84–3.65
Leukemia 3.58 1 3.35 4 3.58–2.73
Ovary 5.84 1 3.35 8 5.84–2.26
Esophagus 1.09 8 1.40 4 3.53–0.57
Mouth/Pharynx 0.98 7 1.48 1 1.48–0.48
Larynx 0.35 7 1.23 1 1.23–0.13
Bladder 1.15 2 1.15 3 1.20–0.62
Bone 0.26 12 1.14 2 1.22–0.26

Source: Adapted from Bosetti et al. 2005
1Per 100,000
2Among eleven countries and one U.S. territory 



eleventh at about half the rate (23.06 versus 13.14). Cancer of the intes-
tines—primarily of the colon and the rectum—was fifth among Cuban men
and first among Cuban women, compared to third among American men
and second among American women. Overall, Cubans fare slightly better,
that is, have slightly lower cancer mortality rates, than their counterparts in
the United States. The notable exceptions to that statement are that Cuban
men have almost twice the rate of prostate cancer mortality than men in the
United States, and men and women in the United States have the highest
rates of lung cancer of any of the countries, while Cuba’s men and women
were ranked third. The last anomaly was the difference in intestinal cancer
rates between Cuban men (fifth) and Cuban women (first).

It may be significant to note that Cuba has the highest rate for mouth,
pharynx, and larynx cancers, something associated with smoking. One of the
apparent contradictions in the Cuban cancer data is the relatively low rate of
lung cancer at the same time as high levels of smoking. Perhaps smokers are
lost to the population through fatalities associated with mouth, pharynx,
and larynx cancers before they can present with lung cancer.

The trends over time (1970–2000) provided by the Italian and Swiss re-
searchers suggest that rates of cancer mortalities overall—lung, breast,
prostate, and intestine cancers in particular—are generally declining slightly
in the United States while increasing in Cuba (overall, lung, prostate, and
intestine) or level (breast cancer) (Bosetti et al. 2005). The age-adjusted rate
of cancer of the lung/trachea/bronchus in the United States has been
steadily dropping for men since 1990, but unfortunately is increasing for
women.

In 1984 another study from Cuba examined the association between
smoking the local dark tobacco and lung cancer employing a retrospective
case control design among hospitalized cases with cytological and/or his-
tological confirmation of lung cancer, and both hospital and neighborhood
controls (Joly, Lubin, and Caraballose 1984). After reporting that the over-
all relative risk of lung cancer among females who ever smoked regularly
was 7.3 and for males who ever smoked regularly was 14.1, the authors
pointed out that 76 percent of female lung cancer cases had reported that
they ever smoked cigarettes regularly, while 98 percent of the male cases
did. It was particularly interesting to note that the authors reported that ap-
proximately 31 percent of the female controls and 80 percent of the male
controls also reported that they ever smoked cigarettes regularly.

Comparable research in the United States typically examines the associa-
tion between current smokers and lung cancer to determine a relative risk
rate. But other researchers have examined relative risks for former smokers
and passive smokers as well. What intrigued us about these findings reported
from Cuba by Joly and colleagues (1984) were the rates of “ever smoking
regularly” which is typically defined as smoking 100 cigarettes or more 
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in one’s lifetime as contrasted with those who “never smoked regularly,” typ-
ically defined as smoking fewer than 100 cigarettes in one’s lifetime. Female
cases had a 76 percent rate and female controls had a 31 percent of “ever
smoking regularly.”

Assuming equal numbers in both groups, those rates translate into a
mean smoking rate of approximately 50 to 55 percent for females in Cuba
in 1983. The comparable rates for males were 98 percent of cases and 80
percent of controls for a mean smoking rate of close to 90 percent. Compa-
rable prevalence rates from the United States National Health Interview Sur-
vey of Noninstitutionalized People indicated that 67 percent of men and 46
percent of women aged twenty years and older reported “ever smoked regu-
larly” (National Center for Health Statistics 1984:86). Inferring then that
many more men from Cuba can be categorized as “ever smoked regularly”
than men in the United States (90 percent versus 67 percent), it is interest-
ing to observe that cancer rates reported in table 6.2 indicate that U.S. lung
cancer mortality rates are about 20 percent higher for both men and women
compared to Cuban lung cancer mortality rates. Admittedly the “ever smok-
ing regularly” rates were estimated from 1983, while the cancer mortality
rates in Table 6.2 are from 2000, but findings of higher smoking prevalence
rates in Cuba coupled with higher lung cancer mortality rates in the United
States invite speculation.

Perhaps poor air quality disadvantages the U.S. population and con-
tributes to higher lung cancer rates, notwithstanding the conclusion of the
authoritative work by Doll and Peto published in 1981 that contends that
only 1 to 2 percent of lung cancer deaths are attributable to air pollution
and also notwithstanding the assertion of the U.S. Centers for Disease Con-
trol and Prevention that 88 to 91 percent of lung cancer deaths among
males in the United States are due to cigarette smoking and 68 to 78 per-
cent among women (1993). Perhaps genetic and constitutional differences
attributable to ethnicity might explain these findings. Perhaps treatment
differences affect mortality rates but not incidence rates, notwithstanding
that lung cancer is one of the most difficult cancers to treat (American Can-
cer Society 2005).

The three-year survival rate in Cuba is 11 percent and the five-year sur-
vival rate in the United States is 15 percent. Perhaps there is more to be un-
derstood about possible excess rates of lung cancers attributable to the pes-
ticides and additives that the U.S. tobacco industry adds to tobacco leaves
during cultivation and processing. According to the American Cancer Soci-
ety, “Cigarettes, cigars, and smokeless and pipe tobacco consist of tobacco
leaves, as well as ingredients added for flavor and other properties. More
than 4,000 individual compounds have been identified in tobacco and to-
bacco smoke, including more than sixty compounds that are known car-
cinogens (cancer-causing agents)” (American Cancer Society 2005). Per-
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haps the apparent excess lung cancer mortality in the United States com-
pared to Cuba may be linked to differences in the methods of cultivation
and processing of tobacco products.

At this point another issue comes to mind: What is the Cuban govern-
ment doing to curtail cigarette smoking, and therefore the excess rates of
cancers attributable to smoking, among its population? Having noticed that
the ubiquitous billboards supporting one socialistic position or public
health exhortation seemed to be missing any mention of the harmful effects
of cigarette smoking, Branch pursued the topic informally with some
Cubans in a mid-sized urban area. He approached one man he knows quite
well—approximately forty years old, a manual laborer, and a cigarette
smoker—and asked him if there were any government programs that urged
Cubans not to smoke cigarettes. His response should be encouraging to the
health ministry. The man responded that there are weekly television pro-
grams on which a physician presents one of three health messages. One is
to practice safe sex, a second is to only drink alcohol in moderation and
never to drive after drinking, and the third is that cigarette smoking is harm-
ful. It was impressive that the proverbial man on the street could report
these important public health messages.

In addition, the national cigarette packages have a variety of targeted,
large print, direct messages on the panels that are more specific than the
U.S. Surgeon General’s warning on the side panel of U.S. cigarettes (see
photograph 6.1). The messages are:

• Protect Your Family From Tobacco
• Help Your Children By Not Smoking
• If You Smoke During Pregnancy You Will Harm Your Baby
• Everyone Deserves Clean Air

These are strong health education messages from the government that
cigarette smoking is a serious health hazard. At the same time, Cuban ciga-
rettes are inexpensive and widely available. It was interesting to observe,
however, that no comparable messages are put on the cigars produced for
Cuban consumption.

What are we to infer from these cancer mortality data for Cuba? Specific
data on both the incidence (the number or rate of new cases) and mortal-
ity rates are available for prostate cancer from 1977 through 1999 (Galán
Alvarez et al. 2004). During this interval, the incidence rates went up 11
percent for those under age fifty, up 27 percent for those aged fifty-one to
sixty-four years of age, and up 23 percent for those aged sixty-five and over.
At the same time, mortality rates stayed flat for those under age fifty; rates
increased dramatically by 63 percent for those aged fifty-one to sixty-four
and even more dramatically by 82 percent for those aged sixty-five and over.
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Photograph 6.1. This collage depicts the common warnings displayed on
Cuban cigarettes in 2005; notice that the warning is in large print on a whole
panel, not in small print on a side panel as in the United States; from the top
clockwise, the different messages are “Protect your family from tobacco,” “If
you smoke during pregnancy you may harm your baby,” and “Help your chil-
dren not to smoke.”



While in many places mortality rates for many cancers are decreasing due
to more aggressive and better treatments, this trend does not seem to appear
in Cuba. However, it should be added that treatments for prostate cancer
have not improved as much as some other interventions. Data could not be
located on the incidence, mortality, and survival data for cancer sites in ad-
dition to the prostate.

To clarify incidence-mortality-survival phenomena more carefully, we ob-
tained three-year survival rates for a variety of cancers reported to the Na-
tional Cancer Registry of Cuba in 1988–1989 (Graupera Boschmonar et al.
1999). In Cuba, women with breast cancer had the highest rates of three-year
survival at 62 percent; prostate survivors were 45 percent at three years, colon
cancer survival was 38 percent at three years, and lung cancer three-year sur-
vival was down to 11 percent. The most comparable figures we were able to
obtain for the United States were five-year survival rates for the 1992–1998
interval; for breast cancer five years survival was 88 percent, prostate survivors
were 98 percent, colon cancer survivors were 67 percent, and lung cancer sur-
vivors were 15 percent. With the exception of lung cancer, the survival rates
are much higher in the United States, and the cancer survival rates continued
to improve during the 1990s (United Kingdom 2005).

The overall implications of incidence-mortality-survival cancer rates in
Cuba suggest that more rather than fewer resources may be needed to treat
cancers in Cuba during the coming decades, and that renewed efforts for
primary prevention may be necessary to stem rising rates.

CEREBROVASCULAR ACCIDENTS/STROKES

We found surprisingly little data on cerebrovascular accidents (strokes) from
Cuba or about Cuba, notwithstanding that cerebrovascular diseases are the
third most common cause of death in Cuba. One article and an editorial in
2000 reported that the rates of cerebrovascular accidents had risen precipi-
tously in 1999 (Table 6.3) (Delgado Zapata, Valdespino Llerena, and Malpica
Selleck 2000; Santiago Luis and Delgado Zapata 2000).

For the purpose of comparison, crude death rates per 100,000 popula-
tion for all ages in the United States were 40.3, 40.8, and 34.0 for 1996,
1997, and 1998 (USDHHS 2002).
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Table 6.3. Rates of cerebrovascular  accidents per 100,000
population in Cuba.

Year 1996 1997 1998 1999

Rate 72.3 69.3 71.0 75.4

Source: Adapted from Delgado Zapata et al. 2000



In Cuba, women over age sixty-five had the highest death rates of cere-
brovascular accidents, almost 50 percent higher than men over age sixty-
five. The gender differential is not as great in the United States. But the ed-
itorial by Luis Santiago et al. 2000 pointed out that the cerebrovascular
accidents had begun to be problematic even among those under age fifty in
Cuba. Furthermore, risk factors for cerebrovascular accident mortality in
Cuba, in addition to age, include diabetes, smoking tobacco, and the com-
bination of alcoholism and tobacco smoking.

Other published studies about cerebrovascular accidents in Cuba include
one retrospective descriptive study of the characteristics and comorbidities
of 198 decedents from one province (Domínguez Alvarez et al. 1999). An-
other study examined 897 decedents from a single hospital, using both
medical histories and autopsies to clarify correlates of death (Olivia Linares
et al. 2001). The primary finding of this study was that arterial hypertension
was the most frequent risk factor observed among the decedents. Yet a third
study examined the epidemiology of cerebrovascular accidents in Cuba by
examining a prospective cohort of 1,369 people aged fifteen or older in the
specific province of Cienfuegos (Álvarez Li 1998). Unfortunately, this study
was underpowered, having had too few subjects to make it reliable and al-
low valid inferences about risk factors. A fourth study reported on 79 pa-
tients discharged from the Instituto Nacional de Neurología in Havana,
with again too few subjects to provide insights beyond clinical experiences
(Fernández Concepción et al. 2002).

DIABETES

Although not one of the five leading causes of death in Cuba or the United
States (it is 6th in both countries), diabetes mellitus (DM), a disease of older
populations in developed countries, can reasonably be expected to be part
of Cuba’s chronic disease future. Furthermore, the causes of death in a pop-
ulation do not match precisely with the conditions the population lives
with. For example, a recent probability survey in Old Havana reported preva-
lence rates of noncommunicable chronic diseases as 26 percent for hyper-
tension, 11 percent for diabetes mellitus, 10 percent for ischemic heart dis-
ease, 6 percent for bronchial asthma, and 4 percent for hypercholestelemia
among people aged sixty and older in 1994–1996 (Victoria, Torres Páez, and
Astrain Rodríguez 1999).

Diabetes is similar to hypertension in that both are serious diseases in
their own rights, and at the same time, both are important risk factors for
even more serious chronic diseases, particularly ischemic diseases of the
heart, brain, eyes, kidneys, and the peripheral arterial vascular system. Dia-
betes mellitus in essence represents an inability of the body to process glu-
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cose (sugars). Incorrect processing can occur either because the body does
not produce enough insulin to metabolize the glucose or because the body
does not metabolize correctly the insulin it produces. Typically the form of
diabetes characterized by insufficient production of insulin occurs early in
life, and has been called Type 1 or early onset diabetes/childhood diabetes.
The other form, often called Type 2, generally occurs later in life and is of-
ten associated with obesity.

In the United States, there has been a surprising increase in Type 2 dia-
betes among younger people, suggesting that the epidemic of obesity in the
United States is taking one of its tolls on the younger people in the form of
early onset of Type 2 diabetes.

A recent report indicated that incidence rates (new cases) of DM in Cuba
have risen rapidly between 1992 and 2001 (López Nistal and Álvarez 2005).
Table 6.4 demonstrates that the incidence of DM rose over 60 percent in
both males and females during that ten-year period. There were substantial
increases within each of the age groups as well, suggesting that the pandemic
of DM has not escaped Cuba. Additional information suggests that most of
the increase came after 1996.

The same article also pointed out that the prevalence rates (the total of
new and old cases) of DM also rose about the same amount during that in-
terval, from 11.8 to 18.3 per 1,000 for men and from 20.7 to 32.3 per 1,000
for women. The surprising finding, however, was that the mortality rates due
to DM went up 66 percent among men from the 1980–1984 base interval to
the 1992–1996 interval, but then went down 31 percent from 1992–1996 to
1997–2001. The findings were even more dramatic for women—their mor-
tality rates went up 81 percent from 1980–1984 to 1992–1996, then went
down 34 percent between 1992–1996 and 1997–2001 (López Nistal and Ál-
varez 2005).

Because DM is a chronic condition, once a person is diagnosed with it,
that person always has it, even if the diagnostic indicators of DM are under
control for the individual and below diagnostic threshold. The implication

Primary Health Care and Chronic Diseases in Cuba 95

Table 6.4. Incidence of diabetes mellitus per 1,000 by age and sex, Cuba,
1992–2001 

Males Females

Age Group 1992 2001 1991 2001

Under 15 years 0.05 0.09 0.05 0.09
15–24 years 0.28 0.46 0.33 0.52
25–59 years 0.78 1.53 1.28 2.37
60 years and older 3.86 5.34 5.55 8.11
Totals 0.97 1.57 1.50 2.47

Source: Adapted from López Nistal and Álverez 2005



from the rising incidence and prevalence rates of DM in Cuba but declining
mortality rates is that the people in Cuba with DM are not dying from it as
often as people did in the past. This conjecture, in turn, implies that per-
haps treatment in Cuba is more effective than it was in the past.

A recent study of diabetes education among the Cuban elders addresses
this issue and seems to capture the quintessential approach and success of
the Cuban PHC model (García and Suárez 1996). Enrolling 148 diabetic
patients aged sixty years or over to participate in monthly educational ef-
forts over a five-year period, the attempt was to empower patients with
knowledge, attitudes, and practices to cope with diabetes, and metabolic
control (like diet) was emphasized rather than clinical aspects of the dis-
ease. The pre- and post-intervention results demonstrated a significant in-
crease in knowledge and skills for self-care treatment as well as significant
reductions in body weight and anti-diabetic medications (specifically daily
doses of insulin and oral compounds). Over the course of the trial, both
emergency services and hospital admissions related to diabetes care were re-
duced. In addition, HbA1c levels also improved significantly.

The “Hb” in HbA1c means hemoglobin, the compound in the red blood
cells that transports oxygen. Hemoglobin occurs in several variants; the one
that composes about 90 percent of the total is known as hemoglobin A. A1c
is a specific subtype of hemoglobin A. The 1 is actually a subscript to the A,
and the c is a subscript to the 1. Glucose binds slowly to hemoglobin A,
forming the A1c subtype. In non-diabetic persons, the formation, decom-
position, and destruction of HbA1c reach a steady state with about 3.0 per-
cent to 6.5 percent of the hemoglobin being the A1c subtype. Most diabetic
individuals have a higher HbA1c level. The actual HbA1c level can be used
as an indicator of the average recent blood glucose level. This in turn indi-
cates the possible level of glycation damage to tissues and thus of diabetic
complications, if continued for years. And this, therefore, is why the HbA1c
levels of diabetics need to be controlled.

Notice that the intervention described above did not rely on medications
that are costly to health care systems, but rather the intervention relied on
health education for secondary prevention to minimize the negative out-
comes of diabetes. Weight reductions, HbA1c reductions, fewer daily medica-
tions, and fewer expensive emergency and hospital services are exceptional
outcomes for a health care system that has its foundation in prevention and
has very few resources to spend on preventable medical care.

Nevertheless, the treatment of DM in Cuba may be disturbing to some
health care providers. Patient education is complex, and patient compliance
is often problematic. At the same time, health care providers have not kept up
with recent findings and are sometimes not skilled at diagnosis and treatment
(Chin et al. 2000). A recent probability survey of 225 diabetics aged fifteen
and older in the neighborhood of Diez de Octubre in Havana has clarified
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DM patient perceptions about their DM care (Aldana Padilla et al. 1997).
Some 87 percent of the respondents reported visiting their family physician
office on a regular basis, 83 percent reported being satisfied with their health
services, and 68 percent received courses of instruction of self-management
(and 10 percent of these were from the family physician/nurse team, the rest
by education specialists). At the same time, 15 percent expressed difficulty in
getting attention for their disease, 68 percent said they were never examined
with an ophthalmoscope for visual complications, 56 percent reported never
having an examination of their feet, and only 43 percent had received the re-
sults of their glucose tests. As Aldana Padilla and co-authors concluded, the
national program for diabetes care is not yet optimal.

OLDER PEOPLE: THE THIRD AGE

With the successes in reducing infant and maternal mortality and in estab-
lishing a countrywide primary health care network described previously,
comes a benefit—increased life expectancy—that simultaneously presents
the next major challenge for Cuba. Providing skilled care to the growing
number of older Cubans who are most likely to have the multiple chronic
diseases of the cardiovascular system and who become frail in their later
years is the resultant challenge.

The 1995 National Survey of Risk Factors and Preventive Actions for
Non-communicable Diseases gathered data on lifestyle and noncommuni-
cable diseases among Cubans over 60. The survey reported that almost 69
percent of older people suffer from hypertension, including both the al-
ready diagnosed plus newly reported cases. Hypertension is the most fre-
quent chronic disease among older people, followed by diabetes mellitus
and ischemic heart disease. Some 51 percent reported a sedentary lifestyle,
and among older people, there was a greater tendency toward being over-
weight than underweight (Martinez et al. 2000).

Cancer is the second leading cause of death in older Cubans, with this
risk increasing with age until approximately eighty years old. In people over
eighty, however, cancer causes a comparatively smaller number of deaths
than in younger age groups. Overall, the death rate by age for neoplasms
(cancers) has increased from 30 percent to 50 percent in men since 1950,
but has declined 10 percent in women. In Cuba, the death rates in people
over sixty for malignant tumors were 775 in 1995 and 799 in 1996 (per
100,000 inhabitants) (Oficina Nacional de Estadísticas, Centro de Estudios
de Población y Desarrollo 1998). Regarding daily activities, the 1985 Na-
tional Survey of Persons 60 and Over in Cuba revealed that the activities
elders reported having difficulty carrying out on their own include going
places far from home and climbing stairs (only 76 percent could perform
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these activities on their own). Over 93 percent of older people surveyed re-
ported that they were able to carry out a series of activities on their own,
which permitted them to remain at home alone eight to ten hours a day:
eating their meals (if prepared in advance), taking their medicines, getting
dressed, bathing, or going to the toilet in time.

In 2000, the Ministry of Health had declared four priorities for the future:
(1) to continue the vast array of maternal and child health services, (2) to
maintain their control over infectious diseases, (3) to begin to manage
chronic diseases, and (4) to expand and improve care for seniors (Vega Gar-
cía 2000). The current services available for seniors include community sen-
ior centers, adult day treatment and care centers, home delivered meal pro-
grams, and supportive/assisted living. However, the supply and quality of
these various services is neither extensive nor uniform throughout Cuba.
The rural areas in particular appear underserved (Vega García 2000).

Cuba’s vision for the future of its elders focuses on healthy longevity.
Cuban health officials recognize that they will have to take a developmen-
tal prospective (e.g., it is important to start the control of osteoporosis ear-
lier than age sixty). Cuban health officials also want an age-friendly society,
including transportation systems and occupational safety programs that are
recognized as prerequisites for healthy longevity. In Cuba as well as the
United States, there is a painful recognition that the services available for to-
day’s frail elders are not adequate.

Having reviewed the Cuban experience with preventable diseases and the
history of PHC in the Cuba public health system, we now turn to the larger
epistemological question of how the “public” has come to be conceptual-
ized in public health in recent years.

98 Chapter 6



WHAT IS PUBLIC HEALTH?

We believe the Cuban Public Health Care (PHC) model demonstrates how
increased equity, political will, and social capital synergistically combined to
improve the health for all Cubans between 1959 and 2000. We also recog-
nize that these improvements came with costs, that very real trade-offs be-
tween individualism and the public’s common good were required to make
those changes happen. In this chapter we ask a series of questions designed
to contribute to the ongoing debate inside public health about the role of
public health programs. We ask, for instance, What is the role of the “pub-
lic” in public health, and how can the public participate in the provision of
public health? The Cuban PHC model clearly relies on extensive commu-
nity-based participation, be it in health promotion, vector eradication, com-
pliance with vaccination campaigns, or neighborhood cleanup. Would such
levels of participation be possible without coercion? Or without a history of
mandatory neighborhood political organizations? Would PHC be possible
without the Cuban levels of community-based participation? As we have
also seen in the Cuban example, the state has far-reaching rights that can be
used to intercede on behalf of the government-determined perception of the
common good. Sometimes that intercession may result in the abrogation of
individual rights, for instance, of whether or not to be inoculated or have
blood screened.

How much responsibility does the state have to provide for the public’s
health? Is it, for instance, enough for the state to provide potable water and
sewerage or must the government also protect the populace from the spread
of infectious diseases? These are questions being asked by international
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public health researchers worldwide. Into this reconsideration of public
health, questions about equity, empowerment, and equality are currently
being considered as critical to the public health discussion. If equity and/or
equality shape health outcomes, how does it work and how much must be
present?

The answers to these questions are central to current health policy re-
forms, and epitomize the thorny issue of individual rights and state power.
For the last one hundred years, the balance between the role of the govern-
ment and the rights of individuals has shifted in the struggle to achieve and
maintain public health. In many ways it is similar to the tensions between
the role of government and the rights of individuals in the area of national
security that have spread around the world in the twenty-first century. Find-
ing that balance for health reform in any country is shaped by the national
political, social, and ideological systems and also by the ability and desire
of the populace to participate actively in the process of governance.

Regardless of development models, by the end of the twentieth century
the disparities between rich and poor nations were not decreasing but
rather were increasing. Similarity, the relative as well as absolute disparity
within countries increased during the second half of the century (Wagstaff
2002; Wilkerson 1992; Wilkerson and Marmot 1998, 2003). By the late
1990s, health care reforms had moved away from comprehensive care mod-
els toward targeted or selective care, with the power situated outside of gov-
ernmental agencies and in the hands of nongovernmental organizations
(NGOs) or private, commercial health agencies (Janes 2004). The roles of
both the public and the state in the provision of public health were dimin-
ished. By the end of the twentieth century, the great advances in public
health from the preceding century and their concomitant public health in-
frastructures were in tatters. “Today’s global health crisis reflects widening
inequalities within and between countries. As the rich get richer and the
poor get poorer, advances in science and technology are securing better
health and longer lives for a small fraction of the world’s population. Mean-
while, children die of diarrhea for want of clean water, people with AIDS die
for want of affordable medicines, and poor people in all regions are in-
creasingly cut off from the political, social, and economic tools they can use
to create their own health and well-being” (Global Health Watch 2005:i).

While the Cuban PHC model may not be easily exportable, there are still
many lessons that we can learn from it. Cuba provides an example of how
relative equity (as measured by a relatively limited range of differences in
income, access to education, employment, and health care) can maintain
and support an effective public health system (UNPD 1999). Reductions in
inequality appear to translate into better health outcomes, and conversely,
societies with the greatest inequalities have overall poor health outcomes
(Wilkerson 1992, 1996). In Cuba, access to those state supported resources
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is free and available to all Cubans regardless of ethnicity, gender, or income.
This is not to say that there are no differences in levels of income, access to
resources, or prejudice, but only that the relative differences within the pop-
ulation are not as great as before the Revolution or as common as in other
countries throughout the Caribbean and South America. As we have seen in
the case of Cuba, primary health care can function as an instrument of both
the public and the state, where power is weighted in favor of the state. The
state, in turns, uses that power to achieve traditional public health goals of
reducing infectious disease, improving child and maternal health, and in-
creasing longevity. The Cuban model, however, is also heavily dependent
on the effective and ongoing involvement of local communities, involve-
ment made possible by the achievements in reducing disparities in educa-
tion, income, employment, and access to resources—and, some would ar-
gue, made necessary by the economic hardships imposed during the special
period following the breakup of the Soviet Union when Cubans increas-
ingly were asked to take on greater individual responsibility for their own
health. That transfer of some personal health responsibilities is highlighted
by the roles of neighborhood organizations to enforce that transfer.

At the beginning of this book, we noted that contradictions seem to un-
derlie many aspects of Cuban life, including health care. The contradictions
never seem more clear than in the health arena: the profusion of jineter-
ismo in the midst of an effective HIV/AIDS prevention and control pro-
gram; a “highly successful and respected” HIV/AIDS policy that is also
hated and derided for human rights violations; high rates of smoking and
throat and mouth cancer simultaneous with effective public health educa-
tion to prevent lifestyle diseases.

However, Cuba is not alone in the paradoxes expressed between the pub-
lic and the state—especially in “public” health. More than once in the his-
tory of organized public health institutions it has been asserted that public
health is not, and has never been, about the health needs of the public, but
rather it is about the ability of the government to provide a public infra-
structure to safeguard health conditions and protect against epidemics to
protect its labor force. In 1988, the Institute of Medicine (IOM) defined the
mission of public as to fulfill society’s interest in providing conditions in
which people can be healthy (IOM 1988). And yet, many believe that now
more than ever before, the state has obligations not just to provide a pub-
lic health infrastructure to guard against epidemics but also to facilitate the
reduction of social disparities and inequities that underlie cleavages in the
health status of the public (Navarro and Shi 2001; Sachs and the Commis-
sion on Macroeconomics and Health 2001; Wagstaff 2002; Whiteford
2005). To use Farmer’s term, the “structural violence” that reproduces social
inequities shapes health outcomes (2004). Those who have resources may
buy health; those who have not, do without.
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The level of inequality existing today is made poignant when one recog-
nizes that to provide and maintain “universal access to basic education, ba-
sic health care, adequate food, and safe water and sanitation for all has been
estimated at less than 4 percent of the combined wealth of the 224 richest
people in the world” (Global Health Watch 2005:2). According to the au-
thors of Global Health Watch, equity and sustainability are the two major
challenges pivotal in the struggle for public health, both in the last century
and in the new millennium (2005:40). What the Cuban model shows is
that in a society with reduced levels of both relative and absolute inequal-
ity, PHC can produce and maintain remarkable positive health outcomes.

Many people see a need for health reform and a reevaluation of state-run
public health systems. However, there is no shared sense of what public
health should be nor how it should be achieved. The conceptual schisms
concerning how to envision public health and the government’s responsi-
bilities have increased as biotechnology and globalization converge in this
arena. As Laurie Garrett notes in her book, Betrayal of Trust: The Collapse of
Global Public Health, “The new century finds experts at odds over the mis-
sion of public health. No two deans of the West’s major schools of public
health agree on a definition of its goals and missions. While one school,
the University of California, Berkeley, selected a biotechnology executive
in 1998 as its dean, another, Harvard, opted that year for a leader whose
battle was against the most ancient—even traditional—scourge, tuberculo-
sis. A schism appeared and widened in academia, pitting technologists and
health managers against the more traditional advocates of disease preven-
tion and epidemiology” (2000:7). This division extends far beyond the se-
lection of leaders of academic institutions entrusted to provide public
health; it reflects the different paradigms expressed in global health initia-
tives.

In this quandary of public health, lessons can be learned from the
process that created the epidemiological changes in the United Kingdom
and the United States since the 1800s, which gave rise to modern public
health. Those changes were made possible not through the development of
biotechnology (the development of vaccines and antibiotics) but rather by
the changed role of the state and political ideology (Szreter 1997). In a
powerful article entitled “Economic Growth, Disruption, Deprivation, Dis-
ease, and Death: On the Importance of the Politics of Public Health for De-
velopment,” Szreter convincingly demonstrates that changed political and
social will were responsible for reductions in disease and improvements in
mortality and morbidity rates in late nineteenth-century Britain. Szreter
writes that as “economic growth translated into positive economic and so-
cial development when the relations of social capital in Britain’s industrial
communities were sufficiently strong that the politics of public health
could direct collective resources toward the good of the community as a whole”
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(emphasis added) (1997:721). Potable water systems, urban sewerage sys-
tems, improved nutrition, and decent housing along with swamp drainage,
river control measures, access to public education, and prenatal and mater-
nal health care were instituted as public health practices. And when coupled
with changes in political ideology, these initiatives resulted in significant
and sustained improvement in the health of the British and American
publics.

Szreter parses out the relationship between economic growth and devel-
opment and argues that contrary to earlier opinions that economic growth
results in development, economic growth may instead result in social and
political disruptions, produce fomentation in extant ideologies and re-
negotiations of cultural and social values. Using documentation from Britain
in the latter part of the nineteenth century, Szreter shows how equitable and
comprehensive water and sanitation systems, which underlay the health im-
provements, were themselves a result of combined political and ideological
changes toward providing for the common good of all, not just for those
who could afford it. In short, health improvements resulted from increased
equity in the provision of basic public health services for all, not just “tar-
geted” improvements for those who could afford them.

Szreter’s conclusions are important as we consider current models of pub-
lic health and their underlying assumptions. One model, espoused by the
Bill and Melinda Gates Foundation initiative, has disease- (or population-)
targeted foci—for instance, HIV/AIDS, tuberculosis, and malaria—and is
biotechnology-dependent. In contrast stands the model found in Cuba that
is comprehensive, equity driven, low technology, and human resource de-
pendent. The rise of non-governmental organizations, private foundations,
and global public private initiatives (GPPIs), most of which focus on tar-
geted interventions and are linked to a single disease, is shaped by the ide-
ology of their founders and the organizations that fund them, regardless of
the socio-political ideology of the governments in whose countries they pro-
vide services. The 2005 Global Health Watch reports that while WHO and
UNICEF are significant actors, the World Bank and the Rockefeller and Gates
Foundations, as well as some for-profit pharmaceutical companies are criti-
cal in policy decision making and financial allocations to health interven-
tion programs. The authors of the report point out that certain groups are
systematically excluded and the governmental and civil society organization
of poor countries are virtually ignored. This disenfranchisement allows for
the concentration of power in “multilateral institutions and the commercial
sector” that often excludes governmental public health infrastructures
(2005:74). This undermines the role of the state and local participatory com-
munity organizations.

Histories of corruption and misallocation of funds at national and local
governmental levels encourages the creation of a parallel, non-governmental
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infrastructure. But that parallel NGO structure is often short-term and unac-
countable to local people and their values.

MILLENNIUM GOALS AND CUBAN POLICY HISTORY

The effort to redefine health interventions and to recast public health is re-
flected in the UN Millennium Project (2005). In September 2000, leaders
of 189 countries adopted the United Nations’ Millennium Development
Goals (MDGs) to improve the quality of life by 2015, with the ultimate aim
of the project to end poverty. The United Nations Millennium Project iden-
tified eight development goals that established clear targets for “reducing
poverty, hunger, disease, illiteracy, environmental degradation, and dis-
crimination against women by 2015” (UN Millennium Project 2005).

The goals are to (1) eradicate extreme poverty and hunger; (2) achieve
universal primary education; (3) promote gender equality and empower
women; (4) reduce child mortality; (5) improve maternal health; (6) com-
bat HIV/AIDS, malaria, and other diseases; (7) ensure environmental sus-
tainability; and (8) develop a global partnership for development.

In order to know if these goals are being achieved before their 2015 dead-
line, a series of targets and indicators were established with data being col-
lected by individual countries and stored in central MDG databases.

The MDG effort could be strengthened by learning from the seven princi-
ples that underlie the Cuban health system. As the documentation on Cuba
shows, in the last 40 years, Cuba has successfully (1) reduced extreme hunger
and poverty; (2) achieved universal primary education; (3) promoted gender
equality and empowered women; (4) reduced child mortality; (5) improved
maternal health; and is (6) combating HIV/AIDS, malaria, and other diseases;
and (7) developing strategies for environmental sustainability utilizing mul-
tiple global partnerships for development (Waitzken et al. 1997; Zipperer
2005; Burr 1997; Hansen and Groce 2003; Farmer and Castro 2004). Integral
elements of the United Nations’ Declaration of the MDGs are the reduction
of health disparities, the right of people to participate in the planning of their
own health care, and the responsibility of governments to provide adequate
and accessible health care to their citizens.

Just as the Declaration of Alma-Ata has had both immediate and long-
term consequences, the United Nations’ Millennium Project (of which the
development goals are specific measures) holds the potential to shape
global health policies and practices. Whether the Millennium Project goals
will ever be achieved is not the point. Identifying these global goals and tar-
geted milestones not only shapes policy but also forces the collection of
data in these often overlooked or hidden areas. The importance of creating
databases of country-specific health and environment data, identifying tar-
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geted goals for development, and providing means to measure progress to-
ward the achievement of those goals is the point, and its importance can-
not be underestimated. Data collection and publication are not small ac-
complishments, particularly for countries unaccustomed to the collection
of epidemiology and social demographic data. So even if the MDG are not
achieved by their targeted date of 2015, their very articulation combined
with means of measurement will direct the future parameters of health pol-
icy from the national to the global stage.

The Millennium Development Goals were the result of ten task forces. Of
particular interest here are the task forces directed toward Child and Mater-
nal Health (Task Force 4) and the task force for HIV/AIDS, Malaria, TB,
Other Major Diseases, and Access to Essential Medicines (Task Force 5).
Each task force is made up of scholars and researchers, representatives of the
public and private sector, and UN agencies. Their role is to help identify op-
erational priorities, organizational means of implementation, and financ-
ing structures necessary to achieve identified goals.

Simultaneous to the development of the UN’s Millennium Project, meet-
ing of the WHO’s Executive Board in 2000 proposed a review of the history
and applications of PHC as well as its challenges in the changing context of
global health. Health problems confronting the world are truly global in
scale but require building blocks at the national level. Given the data accu-
mulated about the Cuban PHC model and its health outcomes, it seems to
be one model for the interlocking health promotion and disease prevention
measures that could facilitate the achievement of some of the Millennium
goals.

The MDGs are both impressive and offer an opportunity for global at-
tention to identified public health problems. Designed to reduce global
poverty, the Millennium Project, combined with the Report of the Com-
mission on Macroeconomics and Health (Sachs and the Commission on
Macroeconomics and Health 2001) draws attention to the need to link de-
velopment and health explicitly, particularly as power and wealth appear to
be increasingly consolidated in this new century. These two documents call
for extensive new financial infusions and developments in health care. For
this reason if for no other reason, they demand our attention.

By studying the Cuban PHC model, it could be possible to acquire im-
portant insights into how the MDGs could be achieved. It is not, however,
suggested that the Cuban PHC is easily transferable nor that it necessarily
should be. However, there are important lessons to be learned from the
Cuban experience. It is time to reassert the primacy of equitable develop-
ment to health, and sustained health to development as the World Develop-
ment Report: Investing in Health, did twelve years ago (World Bank 1993;
Whiteford 2005). This is particularly important in an era of increased belief
in user fees and other profit-driven health policies in a period of neo-liberal
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trade reforms (Janes 2004). Sadly enough, there are no good data that
demonstrate that these same neo-liberal reforms successfully reduce health
disparities, let alone increase health equality. Continuing to replicate these
models without that documentation is a failure of trust.

There are six MDGs that include health-related goals adapted from the
World Health Organization (WHO) (Kekki 2003). To achieve the targeted
goals of the remaining MDGs, policies and practices must be instituted to
remediate the losses due to chronic and lifestyle-related diseases such as di-
abetes, heart disease, and stroke as well as addressing health disparities. The
writers of the Millennium Projects and creators of the MDGs recognized
that good health is critical to sustained economic development and the re-
duction of poverty. That recognition is clear in that three of the first seven
MDGs are related to health; nine of the eighteen targets address health, and
eighteen of the forty-eight indicators include health.

It is worth noting that one of the great achievements of the Cuban PHC
model has been the successful reduction in health disparities. In Cuba,
health benefits are distributed across the population and throughout the is-
land. As noted earlier, even before the Revolution, Cuba had a better med-
ical system than many other parts of the Caribbean, but it was concentrated
in the capital and to a lesser extent in other cities, with little health care
available in the countryside. This pattern is common in much of the devel-
oping world today. Following the Revolution, PHC in Cuba instituted 
island-wide equitable health access and universal public health promotion
and education (Gomez 1999).

Because the MDGs build on specific and vertical programs rather than on
universal and horizontal programs for health improvements, one fear is
that the MDGs may result in improvements but only in targeted areas rather
than for all. Horizontal programs, like the Cuban PHC model, focus on
universal and free access based on principles of social justice delivered
equally to the poor or marginalized parts of the population. The effect then
is to reduce disparities resulting from a history of exclusion and neglect by
offering special programs to populations previously excluded (equity).

Such a model would emphasize organization, coverage, quality, effective-
ness, performance, human resources, capacity building, social participation,
and accountability—factors emphasized by the WHO report as necessary
conditions for maximizing the health of populations. Some other aspects
central to PHC such as the treatment of non-communicable chronic dis-
eases, human resources, and health systems organization are not specifi-
cally covered by the MDGs. Nonetheless, they are critical to improving stan-
dards of health for all people rather than for just identified subgroups.

While the MDGs are useful heuristics, the documents do not say how to
achieve these goals. The Global Health Watch 2005–2006, however, does
lay out an agenda to reassert the principles of Alma-Ata and PHC. It sug-

106 Chapter 7



gests that the best strategy would be to strengthen the public sector and to
establish mechanisms for governmental accountability in health care
(2005:83–95). Its framework is based on equity and participation as criti-
cal building blocks for health care reform.

We conclude this chapter by revisiting the concept of “equity” and its role
in health reform. An “equity lens” is important because political and eco-
nomic institutions are shaped in ways that can reinforce unfair advantages
and widen socioeconomic disparities. The conditionalities imposed upon
poor governments by the World Bank and International Monetary Fund
(IMF) are undemocratic and have included the privatization of public as-
sets, thereby undermining public education and health care systems and
eroding social safety nets (Global Health Watch 2005:4). Without a pub-
licly supported public health system, equity will be difficult to achieve and
impossible to maintain.

In this book, we have used the concept of equity as Wilkerson (1992),
Wilkerson and Marmot (2003), Farmer (2004) do. That means not only
equality but more importantly that those most in need receive attention
first, and then assistance to the rest. The provision of universal access to ed-
ucation and health care are two central means to reduce inequities and in-
equalities. In combination with effective local participation, the three pro-
vide the base to reduce the consequences of structural violence too often
visited upon the marginalized, poor, and powerless.

Returning to the lessons learned from the epidemiological transition of
Britain and the United States during the nineteenth century, we concur that
the “silver bullet” theory of vertical health programs is inadequate, and it is
time for what Nathanson (1996), Bambra and colleagues (2005), and oth-
ers have proposed as a theory of public health based on socio-political, ide-
ological, and participatory frameworks to achieve equity. To return the “pub-
lic” to health care there must be an educated, informed, and healthy public
with a tradition of participation in their health care decisions. In addition,
public health cannot be thought of, as Laurie Garrett wrote is the case in the
United States, as “just health care for the poor” (2000) but rather health care
for all. By applying the lessons learned from the analysis of the social and
political changes that made possible the public health successes of the twen-
tieth century, we can learn from the successes in this century of the Cuban
PHC model.
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In this final chapter we distill what we have learned from our analysis of the
Cuban Primary Health Care (PHC) experience into ten lessons. We recognize
that the Cuban situation is unique in many aspects: its enduring authoritar-
ian political system, the longevity of its president, the sustained political will
supporting health and equity, the relative lack of mobility of the populace,
that it is a small island country, and the Cuban culture itself. We also recog-
nize that there are many lessons those interested in health reform in specific
and general public health can learn from this case. They can learn that equity
really does facilitate health outcome improvements and that the reduction of
disparities really does reflect significant changes in cultural practices and atti-
tudes. They can learn that universal access does not have to reduce the qual-
ity of health services but rather can be associated with strengthening services.
The Cuban case also exemplifies how community-based care and effective
community participation synergistically strengthen one another and how
health promotion can lead to behavioral and lifestyle changes.

Spatial and temporal variables also influence the successes from the Cuban
case. There are about eleven million people living in Cuba, and with little im-
migration or emigration they are a relatively stable population. Most PHC
physicians live in their own catchment areas, stay there for a prolonged pe-
riod, and the families they treat remain in the neighborhood as well. This cre-
ates a situation not found in many other countries. The relative lack of mo-
bility, just as the continuity provided by the enduring political leadership and
its commitment to public and political health policies and programs, makes
Cuba an unusual case. The political will, local community participation, and
increased equity combine to mutually reinforce the constant underlying and
explicit theme that “prevention works.”
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Other lessons offered from the Cuban case are that Cuba’s relative size
and isolation may work for it and cases in both size and international con-
nectedness might mitigate some of its successes (Whiteford and Hill 2005).
And, finally, even in the Cuban case, not everything works as well as one
would wish. The Cuban preventive health model is effective, community-
based, and relatively technology independent. And even then, many health
posts do not have access to even the most basic of medicines (Waitzkin et
al. 1997). Curative care is not the same as preventative care and is much
more problematic.

As we discuss the lessons, we hope the reader imagines how these lessons
might be applied elsewhere. Since the 1960s, many countries (as well as
Cuba) have incorporated a rural pasantía (residency) as part of the training
of physicians. However, in too many of those countries it has been a less
than successful experience (Whiteford 1990), so it is not the rural experi-
ence itself that marks the Cuban experience but rather the continuity of
community-based care on which the PHC model is based. “What makes the
Cuban system unique is the manner in which the delivery of care has been
fused with public health. Cuban family physicians are trained to focus, in
epidemiological terms, on the overall health of the people they serve. They
provide the best possible care for a patient who comes through the door of
their clinic with symptoms of diabetes, but they put just as much emphasis
on preventing the onset of diabetes in their community and the early de-
tection of cases” (London School of Economics 2003:1). The successful ru-
ral pasantía experience and the Cuban emphasis on community-based
health prevention contribute to the model’s ability to be generalized. A
physician interviewed by Lemkau told her: “All physicians should have to
serve in the countryside. Medical school taught me about medicine, but the
mountains taught me about community. The community is the center of
my life” (Lemkau 2004).

Perhaps that which most distinguishes Cuba from countries that could
benefit from its PHC model is the civil will and symbolic capital that Cuba
has developed in the decades since the Revolution. Feinsilver (2002),
Whiteford (2000), and Castro and Farmer (2004) have each identified the
role that symbolic capital plays in developing and maintaining the Cuban
PHC model, each attributing part of the model’s success to the role that lo-
cal communities and civil groups as well as to the national government
played in the model’s development and maintenance. The reduction in
class differences, the provision of free education, the improvement of the
life of the poor, and the provision of “health for all” succeed in fostering a
sense of equality not found in many places.

We are not, however, arguing that these improvements came without
costs, or that they resulted in a perfect system. We are suggesting that the
changes resulted in a more equitable system that reduced disparities among
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sectors of the population. In so doing, it realigned the forces responsible for
maintaining the structural violence that consistently privileged the wealthy,
urban, white, professional class to the detriment of the less educated,
darker, rural members of the population.

We recognize the many ways that the Cuban PHC model reflects the
uniquely Cuban experience; we also acknowledge that there are significant
lessons to be drawn from the almost fifty years of developing the Cuban
PHC model. Cuba’s success in achieving well-documented increased equity
within the populace, radical reduction in extreme poverty and hunger, sig-
nificant improvements in child and maternal health, impressive eradication
and control of infectious and contagious diseases, environmental surveil-
lance and protection programs, and collaborative partnerships—particularly
with members of the European Union—make its model worth serious and
careful attention.

A recent publication from the World Health Organization (WHO) adds the
concept of “empowerment” as effectively underlying health improvements
(WHO 2006). “Within the last decades, social exclusion, disparities, and ab-
solute poverty—almost three billion people living on less than $2.00 USD
per day—have grown despite globalization and rising per capita income in
many developing nations. Worldwide health disparities are increasing due to
vulnerability to disease from severe malnutrition, rapid re-emergence of wa-
ter and blood-borne infectious diseases, environment degradation, disinvest-
ment in the health infrastructure and violence. Within the same period, em-
powerment strategies, participation, and other bottom-up approaches have
become prominent paradigms within public health and the development aid
for reducing these disparities” (WHO 2006:4). While not a bottom-up design,
the Cuban PHC model effectively demonstrates one case of health care em-
powerment and its associated health outcome successes. With these ideas in
mind, we turn to the lessons learned from the Cuban experience.

LESSON ONE: REDUCTION OF DISPARITIES

The first and most global lesson to be learned from the Cuban experiment
is the importance of reducing disparities in health outcomes, access, op-
portunities, education, and access to resources. By reducing—not necessar-
ily removing but by drastically reducing—both the relative and absolute dif-
ferences within the population, the overall indicators of well being
improve. Wilkerson’s (1996) provocative ideas about the physical as well as
social damage accrued in settings of relative differences in access to re-
sources, class, education, and occupation appear to be borne out in Cuba
(Chomsky 2000:331-357). By reducing these disparities in relative as well
as absolute terms, Cuba acquired considerable social and symbolic capital,
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health empowerment, as well as good health in its own society. “The health
outcomes in those who live in inegalitarian societies are inferior to those
who live in more egalitarian societies [and have] led to the observations
that some societies are, indeed, ‘unhealthy’” (Nguyen and Peschard
2003:450). The value of social capital and civil or good will generated by
sustained and successful attempts to reduce social, educational, and eco-
nomic disparities should not be underestimated. In a country of shortages
such as Cuba as well as in many other developing countries, the acknowl-
edgment of reduced disparities matters.

LESSON TWO: HEALTH FOR ALL

Even critics of the Cuban health care system recognize that access to health
care across the island is remarkable. “Indeed, there is a strong medical pres-
ence everywhere in Cuba. In Alamar, a community northeast of the city of
Havana, a polyclinic was staffed with two physicians and three nurses on a
quiet Sunday afternoon. In close proximity, there were family physician res-
idences in the neighborhood. In Miramar, on the western side of the city, a
child care center with 320 children has one physician and three nurses on
its regular staff. There was a physician and a nurse in the Jose Diaz Colina
cigar factory with about 580 workers. A sugar cane cooperative outside of
Havana has 126 members and a visiting physician and nurse. Havana Psy-
chiatric Hospital, with 4,000 beds and 3,400 patients, has 100 physicians,
including 20 psychiatrists, as well as 2,000 employees including other
health-related professionals” (Nayeri 1995).

LESSON THREE: 
HEALTH CARE IN AND OF THE COMMUNITY

Accessibility and reliability are critical elements in developing and main-
taining trust between health care providers and the people they serve. Hav-
ing community-based health care means that health posts, polyclinics, and
family physicians are never too far away in Cuba. This model works because
of the emphasis on not only locating clinics in communities, but also train-
ing family medicine physicians to staff them. This is easier to do when peo-
ple have restricted choices as they do in Cuba (for both the physicians and
the community), thereby guaranteeing the training and staffing required.
Even then, as Crabb (2001) and others have pointed out, simply having
clinics, nurses, and physicians is not enough where there are no supplies.
Clearly, the model of family medicine in the community requires sufficient
support to make it work well.
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LESSON FOUR: 
EFFECTIVE COMMUNITY PARTICIPATION

The Cuban PHC model situates the basic building blocks of the health care
system within the community. Simultaneously it places some of the respon-
sibility for the system within the community. This obligation is shared be-
tween the government and the public, each with its own responsibilities and
obligations. Cuba has been able to build effectively on extant community-
based organizations and groups. Many of these groups—the Committee for
the Defense of the Revolution (CDR) and the Federation of Cuban Women,
for instance—were originally designed to further the causes of the Revolu-
tion by keeping close track of people’s activities. This very supervision, com-
bined with the aims of the Revolution being furthered through improved
health, formed a powerful tool for community participation. In contrast to
other Caribbean and Latin American countries where community participa-
tion campaigns failed, in Cuba, community participation is a critical and re-
spected portion of the model (Heggenhougen 1993; Whiteford 1997). In
contrast to other health care models, assessments of the Cuban health care
model require and respond to public opinion and community evaluations.
Theodore Macdonald, professor of health promotion at Brunel University in
London, suggests that in Cuba, neighborhood empowerment is successfully
transformed into implementation of social policy (Anonymous 1991). In
part this occurs through the existence and empowerment of community
groups and also through the shared gathering of information pertinent to
their operation. Neighborhood health units collect health information that
is shared with the government, and the government trains them to analyze
data and participate in health promotion campaigns.

LESSON FIVE: HEALTH PROMOTION

Throughout Cuba, billboards and posters exhort the populace to save water,
wash their hands, cover their food, and avoid excesses. Given the relative ab-
sence of any non-political billboards, the health promotion messages are
clear and frequent. Health promotion does not have to be expensive, but it
does have to be consistent and sustained for maximum effectiveness. Ac-
cording to Greene (citing Macdonald), Cuba was one of the first countries 
to implement health promotion policies as part of its national goals
(2003:107). Again according to Macdonald, “One explanation for Cuba’s
advances in health promotion is that the policies depend strongly not pri-
marily on the sorts of pharmacologically and clinically centered interven-
tions, but on broad social awareness of the link of social factors, lifestyles,
and health” (Greene 2003:108).
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LESSON SIX: 
SUSTAINED COMMITMENT TO PHC FOR 

PUBLIC HEALTH POLICIES

Health policy in Cuba is the result of a prolonged and sustained commit-
ment to improving health for all its populace. That commitment has been
led and maintained by Fidel Castro for almost fifty years. Few other gov-
ernments have combined long-term and almost absolute power centered
in one individual with an unflagging commitment to health improve-
ments. In far too many other governments, health policy is rarely a prior-
ity, and if so, is not sustained. Too often, public health is not taken to
mean what John Duffy suggests it should be: public health “means—and
always has meant—community action to avoid disease and other threats
to the health and welfare of individuals at large” (Duffy 1990:2, cited in
Nathanson 1996:631). Community action—the responsibility and obliga-
tions of the community—can succeed only with the political and eco-
nomic support of the government; neither operates in isolation to improve
and maintain public health. Indeed, the Cuban case study exemplifies the
points made by Nathanson in her 1996 article “Disease Prevention as So-
cial Change: Toward a Theory of Public Health.” In that article Nathanson
posits: “(1) that public health policies play a critical role in disease pre-
vention and in the decline of mortality; (2) that the formulation, adop-
tion, and implementation of these policies are the outcome of social and
political processes; and (3) that sufficient knowledge currently exists to
identify these processes and to articulate them in the form of researchable
hypotheses” (1996: 609–610).

LESSON SEVEN: 
PREVENTION WORKS

First and foremost, the Cuban PHC model has demonstrated on several dif-
ferent levels that a commitment to disease prevention can be successful. In-
fectious communicable diseases are traditionally the scourges of developing
and poor countries. Without waiting to become developed and rich, Cuba
has demonstrated that it is possible for a developing country to eradicate
malaria (1959–1967), poliomyelitis (1959–1994), and diphtheria
(1962–1970), providing a blueprint for other developing countries to adapt
and implement in their own contexts.

Cuba has demonstrated that health promotion campaigns can be imple-
mented successfully. One case in point is the extensive prenatal and post-
natal care programs that have resulted in lowering the infant mortality rate
in Cuba to levels well below that achieved in the United States.
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LESSON EIGHT: SIZE MAY MATTER

Cuba’s success in disease prevention and health promotion campaigns may
be attributable in part to the relatively small size of the island nation. The
total population of Cuba is slightly more than eleven million people, with
equal numbers of women and men. Cuba has fourteen provinces and one
island municipality within its 44,213 square miles, and ranges from ex-
treme urban density in its capital city of Havana with nearly 2.2 million in-
habitants to extremely rural conditions in four of the provinces. For a com-
parison to a U.S. context, in the 2000 U.S. census the state of Ohio had 11.3
million people within its 41,222 square miles, essentially the same geo-
graphic area and the same population base as Cuba’s. However, the long
and narrow shape of Cuba is different from the square shape of Ohio, as ev-
idenced by a journey of approximately 800 miles from the eastern tip of
Cuba to the western tip, contrasted with a trip of slightly less than 300 miles
between northeast and southwest Ohio. Notwithstanding the difference in
travel mileage, the comparability of population size and square mileage
transforms a discussion about a national health care system for Cuba equiv-
alent to a discussion about a system that would meet the needs of a popu-
lation the size of Ohio.

Achieving consensus is easier among smaller populations than among
larger populations. Furthermore, forty-five years under the same national
leadership in Cuba arguably makes consensus easier to achieve than in
places with leadership changes every four to eight years. And lastly, policy
consensus is easier to achieve in a socialistic dictatorship than in democra-
cies, particularly democracies that emphasize individual rights compared to
democracies that emphasize the common good.

LESSON NINE: 
PREVENTIVE HEALTH CARE AND 

CURATIVE MEDICINE ARE VERY DIFFERENT

Epidemiologic studies have identified specific risk factors that increase peo-
ple’s likelihood of contracting specific diseases. Some of the risk factors
presently are amenable to change (e.g., lifestyle factors like diet, exercise, and
smoking); others are not easily changeable at present (e.g., genetic or envi-
ronmental). To effect behavioral change among the ameliorable risk factors
through community interventions and individual counseling is the heart
and soul of evidenced-based health promotion and disease prevention.

Community interventions and individual counseling are labor intensive
and require skilled training, but most of the time, such health promotion
and disease prevention activities are not capital intensive and do not require
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the financial resources that characterize so much of high-technology curative
medicine in the developed countries during the twenty-first century.

LESSON TEN: 
CURATIVE HEALTH CARE IS VERY EXPENSIVE

Curative medicine is extremely costly. The United States, for example, spent
over $1.1 trillion dollars for personal health care in 2000 and continues to
spend more per individual on health (over $4,000 per person) than any
other country in the world (National Center for Health Statistics 2002). In
2003, the United States had 965,256 staffed beds in registered hospitals, or
approximately 3.4 beds per 1,000 population (American Hospital Associa-
tion 2004). In the United States the average charges for a day in an acute
hospital—without any surgical charges—is approximately $1,400 (Kaiser
Family Foundation n.d.). One can go into virtually any hospital in the
United States and observe hospital rooms that exude a level of technology
that can take one’s breath away.

In contrast, Cuba reported a hospital bed rate of 5.2 per 1,000 population
in 2000 (PAHO 1998:238), but an inspection of the hospitals demonstrates
a lack of supplies and outdated technologies. Furthermore, the per capita in-
come in Cuba is estimated at $2,000 USD a year. Comparing this $2,000 an-
nual per capita income in Cuba with the $4,000 annual per capita health
care costs in the United States and the $1,400 a day average cost of a non-
surgical bed in a U.S. hospital, it is easy to see that Cuba does not have the
economic resources to emphasize curative medicine as is done in the United
States, nor is curative medicine necessarily a model to be emulated.

Given that Cuba’s health care forte is prevention and that the United
States’ strength in health care is curative medicine with a reliance on high
technology and pharmacology, it is legitimate to ask why both prevention
and curative medicine cannot seem to coexist with equal emphasis. The
complete answer to that question is yet to be found.

In the United States, with the latest technologies, highly trained, special-
ized staffs to use them, and the resources available to pay for the curative
treatment of myocardial infarctions, cerebral hemorrhages, and a host of
other preventable diseases, it is difficult to change the dominant paradigm
from curative health care to preventive health care.

We have reported earlier that medical tourism is a growth industry in
Cuba. To compete in the global industry of medical tourism, three things
are required: (1) highly trained physicians, nurses, and other medical staff;
(2) the most up-to-date diagnostic and treatment equipment (i.e., high
technology medical supplies); and (3) pharmaceuticals. Apparently, Cuba’s
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policies allow those three components to be directed to medical tourism,
but they are often not available for the Cuban people themselves.

The success of the Cuban experience provides a model for other countries
to achieve health improvements, even without significant increases in per
capita income. As Szreter’s detailed reevaluation of Thomas McKeown’s
work on mortality decline in nineteenth and early twentieth-century Britain
demonstrates, while improved nutrition and standard of living are not in-
considerable in accounting for the mortality decline, “the role of a battling
public health ideology, politics, and medicine operating of necessity
through local government, is more correctly seen as the principal causal
agency involved” (Szreter 1988:36). Szreter makes clear that he is not refer-
ring to technologically dependent medicine but rather to “organized hu-
man agency as represented by the public health movement” (Nathanson
1996:610) that accounts for the precipitous mortality decline. This is, we
believe, what the Cuban model clearly demonstrates.

In this book we have presented the case of the Cuban PHC model within
the context of the WHO’s design to reduce poverty and improve human
health and the UN’s Millennium Project. We hope that readers will have
learned about Cuba from this book but also that they will have learned how
leadership, public policy, and community ownership can create a model to
effectively reduce disparities, improve child and maternal health, and re-
duce infectious disease and how lessons learned from these efforts can be
applied to other countries. We began writing the book with our interest in
the apparent contradictions of the Cuban system: free and universal access
to health and education in a political system with very few individual free-
doms and an outstanding PHC model built on powerful and sustained
community involvement, mandated by the government. Equity built on all
having very little; successful eradication of infectious childhood diseases
and clinics without basic supplies. Perhaps these contradictions may best be
understood with reference to two terms used commonly in Cuba to explain
everything: la lucha (to continue the struggle) and resolver (to overcome).
We hope that Cuba may continue to “resolver” the problems it faces and
that the rest of the world may continue to learn from Cuba to strive toward
equity and health.
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