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Interview

Technology Transfer from Havana Hospitals to Primary Care:

Yamila de Armas, MD

Deputy Director, Provincial Health Department, Havana City Province

By Gloria Giraldo, MPH

Dr Yamila de Armas has occupied an array of posts since fin-
ishing her residency in family medicine in her home province of
Cienfuegos in 1992. She has served as a family doctor; poly-
clinic, municipal and provincial health director; medical school
dean; and twice vice minister of public health. But few would
doubt her toughest job is the one she has now: deputy director
of the Havana City Provincial Health Department, in charge
of medical services for the 2.2 million people living in Cuba’s
complex, sprawling capital. It was here in 2002-2003 that the
program was launched to repair, refurbish and expand the
country’s nearly 500 community polyclinics. Key to the effort
was equipping these facilities with a broader range of new and
upgraded medical technology. Dr de Armas offers MEDICC
Review her reflections on the results five years later.

MEDICC Review: Why were the polyclinics selected for tech-
nology upgrading?

Yamila de Armas: We've always considered strong primary
care the foundation of the health system—universal, acces-
sible primary care providing prevention, early detection and
follow-up of the majority of health problems that families and
individuals face in their community. The polyclinic is the back-
bone of primary care and of our health system as a whole.
Since the 1960s, we have kept working on its design, adapt-
ing the model to changing needs and circumstances. A local
polyclinic now serves an average of 20,000 to 40,000 people
living in a given geographic area. It also acts as a hub for a
network of family doctor-and-nurse offices, which refer pa-
tients to the polyclinic for particular services or to see other
medical specialists. And polyclinic physicians also refer pa-
tients to hospitals.

After we emerged from the very difficult economic times of the
1990s, it was obvious that our health services’ sustainability de-
pended on revitalization and strengthening of the polyclinics—not
just repairs, remodeling and new equipment, but also the transfer
of medical technology that in many cases had been available only
at the hospital level.

This was a major change. The idea was to make a range of diag-
nostic and other services more accessible to people by bringing
them closer to home, and also to train more professionals and
health workers to make use of the technology. Today, each of
Havana'’s 82 polyclinics offers a set of 24 essential services and
22 medical specialties. A number of polyclinics have additional
services, depending on their location and on the epidemiological
profile of the population in their catchment area. (See Reed G.
Changes to Cuban Health Care Aim to Extend Equity. MEDICC
Review. 2005;7(9):5-7.)
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MEDICC Review: Why start with Havana?

Yamila de Armas: Havana was the obvious place to start the
national program, since it is the most densely populated metro-
politan area in the country and has the most social problems.
Thus, starting here would have the most immediate impact on a
large population base. By now, of course, all polyclinics across
the country have been included. This has brought about a change
not only in tangible resources, such as equipment and laboratory
processes, but also in intangible ones, such as the organization
of services. The aim is to empower the polyclinics to address as
many health issues as possible at the primary care level.

MEDICC Review: What were the main investments, and what
changes did they make in patient care?

Yamila de Armas: Urgent care facilities, for one. Of the 15 mu-
nicipalities in Havana City province, we selected ten in which
one polyclinic would host a Municipal Intensive Care Unit. We
chose the municipalities furthest from hospitals. These units
were outfitted with new life support equipment, such as ventila-
tors, and staffed by intensive care physicians and nurses. New
ambulances were brought into all municipalities to replace the
old ones, which were quite deteriorated, and we re-organized
the ambulance dispatch system.

At the same time, the 24-hour emergency services at all 82
polyclinics were expanded, adding vital support cubicles and
more observation beds. These services were buttressed by the
polyclinic's enhanced laboratory and imaging services that were
part of the overall upgrade. We also introduced thrombolysis for
heart attack victims in all polyclinics, using Cuban recombinant
streptokinase. These changes are now bearing results: for ex-
ample, we have brought the ambulance rescue time to under
15 minutes for heart-attack, stroke and trauma patients. And
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in 2007, 244 people received thrombolysis at the primary care
level, nearly ten times more than in 2003 (Table 1).

X-ay and ultrasound equipment were upgraded, and most pre-
operative and pre-hospitalization studies, including contrast
studies, can now be performed at all polyclinics. The clinical
laboratories can now carry out a wider range of tests, including
nearly all hemochemical studies, and a number of polyclinics
have allergy-testing services too. Finally, the transfer of technol-
ogy has introduced new services, such as optometry and minor
surgery, as well as physical and psychological rehabilitation.

As you can imagine, these changes required major organization-
al and personnel shifts, and more training. We've worked hard
to offer additional training to family physicians in specific areas,
and also to train new technical staff for the polyclinics. Looked at
another way, the new equipment and patient services have en-
hanced the polyclinic as a teaching facility for the medical, nursing
and allied health students based there. (See Morales, | et al. Cu-
ban Medical Education: Aiming for the Six-Star Doctor. MEDICC
Review. 2008;10(4):5-9.)

Table 1: Impact of New Technologies in Havana City Province
Primary Health Care Units, 2003 to 2007

Activity [ 2003 2007

X—ay (patients) 82,862 278,889
X—=ay (studies) 92,693 309,434
Ultrasound (studies) 174,884 474,360
Optometry (patients) 120,631 267,024
Diagnostic Endoscopy (studies) 5,777 22,160
Allergy Tests (patients) 5,649 28,043
Clinical Laboratory (patients) 447,532 1,709,806
Clinical Laboratory (studies) 978,164 5,877,853
Patients 611,182 1,543,495
Treatments 1,650,373 5,076,210
Cases Received 542 3,817
Thrombolysis at Unit 21 159
Total Thrombolysis in Primary Care 27 244

Source: Provincial Public Health Department, Havana City Province, December 2008.

MEDICC Review: You mentioned that specialists in 22 fields
also see patients at the polyclinics. How does that work, and
what part does the new technology play?

Yamila de Armas: In addition to the specialists based at the
polyclinics—such as those in pediatrics, internal medicine and
ob-gyn—a number of hospital-based specialists rotate through on
a regular basis for patient consultations, teaching, and to provide
various treatments. In other words, instead of the patient going to
the hospital, the hospital doctor goes to the polyclinic.

The idea is comprehensive care. The family doctor and nurse are
still the first line of care. At the same time, continuity is provided by
the other specialists and the services offered at the polyclinic.

Let's take a hypertensive patient. A bit overweight, a smoker. It
would have been ideal if we had managed to prevent this person

from smoking or gaining too much weight in the first place. But
let's say we didn't win that battle.

The polyclinic now has a smokers’ clinic to help him stop,
a nutritional counselor to help him with diet. But again, let's
say he nevertheless becomes hypertensive. His family doctor
and nurse have all the diagnostic tools at their disposal for
an early diagnosis, treatment and follow-up. He can be seen
by a cardiologist at the polyclinic, where he can have further
studies done and also be educated about his condition. And
if he should have complications, such as a heart attack, the
local emergency system responds, offering thrombolysis if it's
warranted.

He goes to the hospital, and when he’s released, he receives
cardiovascular rehabilitation and follow-up in his community
once again. Before, the polyclinics couldn’t do all this. Now they
can. We are working to close the circle—from health promotion
and prevention of disease, to early diagnosis, treatment and re-
habilitation. So, it's not the patients who circulate through the
system, but the system that prioritizes patient-centered care at
the polyclinics.

MEDICC Review: Challenges ahead?

Yamila de Armas: We're closely monitoring process and results
indicators, including numbers of patient consultations, treatments,
diagnostic studies, and the flow of patients between hospitals and
polyclinics. We're assessing final impact on health outcomes,
mortality and patient satisfaction. We’re also measuring human
resource indicators related to quality of care, such as the num-
ber of health professionals in primary care, years of experience
in their fields, etc.

Thus far, we see that the number of outpatient consultations with
specialists at the polyclinics is growing. These are the same spe-
cialists that patients used to see at the hospital (Table 2). This
speaks to patient confidence in the process and also proves
that services are, in fact, more accessible. We have also found
a greater proportion of patients—particularly hypertensives and
diabetics—whose chronic diseases are under control and thus
have not resulted in complications.

Table 2: Outpatient Consultations in Selected Specialties. Havana
City Province Primary Health Care Units, 2003 to 2007

Psychiatry 110,610 144,154
Allergies 49,738 73,252
Gastroenterology 8,352 23,440
Endocrinology 24,328 42,052
Neurology 13,035 19,283
Nephrology 5,497 8,467
Rheumatology 3,956 19,713
Geriatrics 30,406 54,270
General Surgery 14,787 30,395
Ophthalmology 102,548 152,385
Gynecology 129,330 173,277

Source: Provincial Public Health Department, Havana City Province, December 2008.
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The polyclinic needs to be continually strengthened to respond to
new situations and needs. Our population is aging, and this has
multiple implications, not just for medical services and technolo-
gies, but for society as a whole in terms of consciousness and the
culture we need to develop in order to deal with aging. This pres-
ents us with a challenge to better integrate our health care services
to effectively improve quality of life for older adults, not just to pro-
long their lives. This, in turn, requires a comprehensive approach.

At the polyclinics, we have multidisciplinary teams of social work-
ers, family nurses, internists, geriatricians, and others devoted to

providing integral care to older adults. In addition to medical ser-
vices, these teams facilitate dental prostheses, offer family and
personal counseling, assist with disabilities, and help solve social
problems. This work will need to be strengthened and developed
as we go forward.

Overall, our first priority is patient satisfaction: to improve the or-
ganization of all services at the primary care level, improve their
effectiveness and bring them closer to people. We've revolution-
ized what we had, but we still have a ways to go to meet people’s
needs with optimum, quality care. -4t



