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The sustainability of the welfare state, as a result of the economic
crisis, has once again raised the debate as to the sustainability of
the public health system. The issue of service provision and user
participation give us grounds for reflection. Should users be aware
of the cost involved in quality healthcare? We offer a European
map of health co-payment to cast greater light on these current
questions.
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EDITORIAL
| compartir | is a magazine at the service of the health co-operative movement. Against the current backdrop of economic crisis, directly affecting the field
of health, we wish to offer our readers the essential input allowing for reflection,
debate and research into appropriate solutions. In the previous edition we stressed
the capacity of the co-operative movement worldwide to withstand the onslaught of
the recession, while maintaining equitable working relationships. This came within
the context of the International Year of Co-operatives being celebrated this year
by the United Nations. As an important part of this international co-operative movement, our magazine stresses the power of the health co-operativism supported
by the Espriu Foundation.
As a second instalment, we now aim to look at the diverse healthcare map in
Europe, with the aim of providing examples to help enrich current debates regarding
healthcare in the country as around the European Union the relationship between
public and private medicine is much more fluid than it is here. Across the continent
we find a broad spectrum of responses in terms of both centralisation and decentralisation of health administration systems, modes of management, balances between public and private healthcare, etc. The monograph issue in the centre of this
edition sets out a map of health co-payment across Europe to encourage meaningful
and informed reflection. In this regard, of particular interest are the words of the
Swedish politician Lena Hallegren, who chairs the Parliamentary Health and Welfare
Committee in her country, offering as they do a subtle and non-dogmatic vision of
the virtues of the Swedish health system and its co-payment formulae.
The context of the economic crisis has superimposed two different debates. One
has been a long time coming, and is faced by all Western democracies: the sustainability of their healthcare models. How do we structure quality healthcare for all
against a backdrop of rising costs? The Espriu Foundation tirelessly champions the
approach of health co-operativism within a European context and as a part of the
response to this fundamental debate. A debate in which, in this country, public and
private medicine are often set at loggerheads, without taking into consideration the
numerous possible structures and virtues of a model based on the social economy.
The second debate involves the current issues featured on newspaper front pages:
the squeeze on resources as a result of the crisis. How should we best respond,
within the field of health, to the drastic cuts in public expenditure which the debt
crisis has brought about? Both debates, the underlying issues regarding sustainability of health systems and the urgent aspects brought about by the current crisis,
overlap. | compartir | here offers a European perspective in the conviction that
we must broaden our vision to ensure that the solutions to the dramatic economic
events currently faced should also address the underlying questions, because, as
Dr. Enrique de Porres clearly asserts in our interview with him, from the perspective
of the Espriu Foundation «our experience proves that quality healthcare with more
efficient control of expenditure is possible».

HEALTH | prEvEnT And CUrE

The states of coma
and brain death
| dr. Adolf Cassan

6 |

When someone is said to be in a “state of coma”, it
means that they are suffering from a disorder of their
consciousness characterised by a reduction in the capacity
to respond to stimulation and a loss of voluntary mobility,
while maintaining their cardiac and respiratory functions.
Although it is a serious condition, it is neither definitive
nor irreversible, as the possible developments are as varied as the potential causes.
Any factor affecting the functioning of the central nervous system can lead to a state of coma: a cerbrovascular
condition (a term including a brain haemorrhage, embolism or thrombosis, commonly referred to as a stroke); a
cranioencephalic trauma; a neurological condition, such as
epilepsy; intoxication, by alcohol, drugs or carbon monoxide, for example; a metabolic disorder caused by an uncontrolled condition, diabetes, renal or hepatic insufficiency,
etc.; an infectious disease, such as meningitis; a circulatory
or respiratory failure...
In short, a state of coma occurs commonly in the course of many conditions, some of them persistent, others
transitory or passing, and it is therefore impossible to establish a standard pattern or likely outcome which would
apply in general. For example, in the case of alcoholic intoxication the coma may last for a number of hours, until
the toxic element has been metabolised and is gradually
eliminated from the body, followed by a total recovery with
practically no complications or side-effects. Meanwhile, in
a typical epileptic attack, the coma will generally give way
a few minutes after it begins, unless complications arise.

In other cases, the prognosis is clearly unfavourable, for
example in the case of an intracranial tumour which cannot be removed. In many cases, though, and perhaps in
the majority, the prognosis and consequences are hard to
predict: following a head injury there may be a transitory
coma, or otherwise there could be irreversible encephalic
injuries causing death; the same could occur with a brain
haemorrhage or infectious encephalitis.
In truth there are different degrees of coma, relating
to the level of impact on perception, reflexes and vegetative functions. For example, in a level I coma, perception
is affected, but the sufferer, although unable to perform
spontaneous activity, can respond to certain stimuli. This
does not occur with a level II coma, although certain reflexes remain, and vegetative functions are normal. At
level III, the deepest level of reversible coma, both perception and reflexes are blocked, and vegetative functions
affected. In a level IV coma, which is the deepest, there
is a total lack of relational functions, while vegetative
functions remain at a minimal level.
The key aspect in establishing the seriousness of a
coma, then, is the level of cerebral function and the extent to which vital functions, breathing and cardiac activity, are maintained. If the part of the brain which controls
breathing is affected, then respiration may be slowed,
arrhythmic or even cease completely. If cardiac function,
meanwhile, is affected, then the situation will become far
more serious, since once the cerebral disorder has taken
hold then there will be a lack of circulation. A number of
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resources are employed in order to evaluate the situation,
and thereby monitor the development of the condition,
in other words to establish whether it is resolving itself,
remaining stable, worsening, or if the chances of recovery
have definitively subsided.
The level of the patient’s response to a number of
stimuli is thus assessed, in order to indicate the degree
of activity in the central nervous system, for example the
examination of certain reflexes using neurological tests.
Vital functions are monitored permanently. It should be
pointed out that reflexes may indicate that brain function
is practically nil, and probably irreversible, yet respiratory
and cardiac functions could be maintained to a sufficient
degree to provide the oxygenated blood required by the
remaining tissues of the body and allow for survival. In
truth, until very recently this situation would generally last only a very short time, as vital functions would
progressively and rapidly deteriorate, followed by death.
Nowadays, though, vital functions can be maintained at
a sufficient level of minimal effectiveness using artificial
methods, by employing mechanical ventilation devices
and by stimulating the heart with specific drugs. At this
stage there may be patients in an intensive care unit
who, although they have suffered irreversible brain injury, could recover through the use of the aforementioned
procedures.
There are, though, cases where recovery is no longer
possible, because, whatever the cause of the condition,
serious and irreversible brain injury has occurred. This

is what is known as “brain death”, or to be more precise
“encephalic death”, at which point basic vital functions
can be maintained artificially, but consciousness will
never be recovered. A diagnosis of brain death is given
only after exhaustive study, as this indicates that there
is no longer any possibility of recovery and consideration
must be given to cutting off life support. Meanwhile, once
confirmation of brain death has been established, then
the possibility of donating organs for transplants would
also arise.
This is, then, a systematic, complete and extremely rigorous neurological examination, along with a number of
supplementary tests. If the possibility of donating organs
for transplant is being considered, then there is a specific operational protocol, as required by the legislation in
force, setting out a series of requirements in order to establish a total absence of encephalic activity. For example,
a detailed examination confirms that any reflexes which
could indicate minimal encephalic activity have been destroyed, with the neurological examination being repeated
at least six hours later. In order to provide even greater
confirmation of the diagnosis and dispel any possible doubts, an electroencephalogram study is then performed, in
order precisely to establish the level of brain activity. If
both tests, both performed with a six-hour gap, indicate
a flat trace, then it is held that there is no possiblity of recovery in accordance with criteria unanimously accepted
by all scientific bodies. Only then is life support halted or
authorisation given to remove organs for transplantation.

HEALTH | UsEr’s CornEr

plastic, reconstructive
and aesthetic surgery
| dolors Borau
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never before have adults and children had access to the kind of health
care provision available today. In this
country and others, with universal
health care provision paid for with
public funds and the guarantee of
medical treatment for all, people can
now also choose from a range of insurers, with each policyholder paying
an individual premium. As a result, we
now have access to greater medical
facilities and opportunities than ever
before to treat and heal conditions and
improve our health. It is nonetheless

true, though, that there is a growing
interest not only in health, but also in
personal image. Body image, beauty
and youthfulness are increasingly
prized. Which may well be the reason why plastic, reconstructive and
aesthetic surgery is becoming an
emerging speciality.
Plastic surgery is a surgical speciality intended to address problems
affecting a part of the body or its bodily function. Hence the fact the plastic surgery is also known as “reconstructive”, when it deals with abnormal

ReconstRuctive plastic suRgeRy deals with
abnoRmal body stRuctuRes, such as those
caused by congenital malfoRmation, by
developmental pRoblems occuRRing duRing the
gRowth pRocess, and those caused by injuRy,
infection, buRdens, tumouRs oR otheR diseases.

body structures, such as those caused
by congenital malformation, by developmental problems occurring during
the growth process, and those caused
by injury, infection, burns, tumours or
other diseases. The aim is generally
to improve the function of the part of
the body affected and also improve
the patient’s physical appearance if
the condition causes image problems.
Plastic surgery also includes aesthetic surgery, performed on normal and
healthy structures of the body in order
to enhance them with the aim of making the patient more attractive and
thereby increasing self-esteem.
The policies offered by Assistència
Sanitària and ASISA include restorative plastic surgery operations, but in no
case cover plastic surgery on aesthetic
grounds. Restorative surgery would,
then, include the treatment of harelip
and cleft palate; craniofacial surgery
and face reconstruction to correct the
effects of facial paralysis or tumours,
burns and accidents; surgery on the
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body and limbs to repair
amputations and malformations; breast reconstruction following breast cancer.
In some cases breast operations
may also be included if, for health
reasons, a woman requires a breast
reduction. It should then be clear that
this is a surgical speciality to repair
and rebuild structures affecting the
form and function of the body, with
the aim of improving the patient’s
health, while also taking into consideration criteria of bodily harmony and
proportionality in each case. In most
cases they are highly complex operations, as in order to reconstruct one
part of the body a range of surgical
techniques must be employed (resections, grafts, tissue transplants,
installation of prosthetics, vascular
microsurgery...). The importance of
this speciality is particularly illustrated by all the procedures performed
in the Third World to treat congenital
malformations and those caused by
injury and amputation. Depending

on the culture, a disability
or malformation could lead
the sufferer to be marginalised and excluded
from his or her proper role in society
and the workplace.
For example, the
Cirujanos Plástikos
Mundi Foundation organises programmes to
train surgeons in developing countries, through agreements with local hospitals, allowing
them to treat children and adults requiring operations. Malformation such
as harelip, for example, which causes
children to suffer problems and a
reduced quality of life, can be safely
dealt with in their home country by
surgeons trained as a result of such
programmes.
Both Assistència Sanitària and
ASISA have a list of restorative plastic surgery specialists to treat any requiring their services. Policyholders
should be clear that aesthetic
operations, however necessary the
individual requesting the treatment
may consider it to be, do not fall
within the category of restorative
surgery. A breast enhancement implant will not, then, be performed,
although breast reconstruction for
women who have suffered breast
cancer is covered. Rhinoplasty simply
for aesthetic reasons cannot be requested, although the surgery would
be performed in the event of an illness
making a nose operation necessary.
These physicians, who undergo
five years of training following their

medical degree to obtain their specialist qualifications, would like their
work to be recognised by users and
the general population. Although medical training in this country enjoys
considerable international prestige,
this speciality has been subject to a
degree of intrusion by outsiders, above all in the field of aesthetic surgery,
leading to certain confusion. SECPRE,
the Spanish Plastic, Restorative and
Aesthetic Surgery Society, appeals to
all those wishing to undergo aesthetic surgery not to be confused by the
ambiguous names which certain establishments may use. Aesthetic surgery
is in all cases a personal and private
choice, although those wishing to enhance their body image should always
ensure that the individual performing
the operation is a specialist physician,
a qualified plastic surgeon.
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A process of reconstruction
| dolors Borau
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It is now more than five years since Maria, one of my best friends, had
her operation. So many things have
happened during those five years! I
remember now when we met to celebrate the end of her chemotherapy
sessions, she came to dinner still wearing her wig. She had practically no
eyebrows or lashes, and her face had
that hollowness so typical in patients
who have undergone the treatment. At
the time there were four of us already
aged over forty, with our children at
school and elderly parents. Now our
kids are adolescents, much more independent, some of us have lost our
parents, and the odd couple has also
split up. Maria herself separated two
years ago. As we do every summer, before the holidays began we met up to
have dinner. She looks really good, her
face healthy, and she has practically
regained her normal weight. Despite
the vomiting and nausea, despite the
problems she had chewing and eating
for months, because of the damage
caused to her gums as a side-effect,
she nonetheless began to fill out and
put on plenty of weight. Her appearance changed: not in the sense of looking different because of her missing
breast, but her face had also changed,
her waist, the whole figure. As we
know, women’s’ bodies change over
the years: pregnancy; breastfeeding;
a lack of regular, constant physical
activity; time dedicated to work and
the family; lack of sleep and, finally,

the menopause. All of which leaves
its mark over time, but in the case of
Maria, and all women who have suffered breast cancer, the treatments also
leave their impact on the body, and
once the effects subside, the breast
operation remains as a reminder.
I am truly impressed by my friend
and her courage, although she acknowledges that she was and remains
very frightened: frightened of the
operation, of the amputation, the
treatment, frightened of death and of
being left alone after her separation,
frightened to begin a new relationship. Now she is going through another
sensitive time: she has a new partner.
She told us about it, and I noted her
enthusiasm, but also the worry: it
can’t be easy to see the asymmetry of your own body every day,
and want to be attractive. She
has decided to have a breast
reconstruction. She was asked
if she wanted on back when she
had her mastectomy. At the time
she didn’t want to think about it,
had too many new feelings to internalise.
One of the possibilities when
performing a reconstruction is cutaneous expansion. This involves
fitting an inflatable balloon between
the skin and the muscle beneath the
breast. The balloon has a valve which
is used periodically to inflate it with a
saline solution. The skin of the breast
thus gradually swells and expands,

and the device can then be removed
(in some cases it may be left as a definitive implant), to be replaced by a
silicon breast implant. The prosthetic
implant is performed under general
anaesthesia and involves a short stay
in hospital. The nipple and aureole
are rebuilt later, without the need
for hospital admission, and under local anaesthetic. The other possibility
is to perform a transplant of tissue
from another part of the patient’s own
body, such as the back and abdomen.
This is a more complex technique, as
tissues removed from their original location are transplanted to the breast,
and connected up to the blood vessels

What to do?
the idea of the
Despite her unease at
d he r fea r of
op era ting th ea tre, an
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renewed pain, she wa
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in this region using microsurgery. In
neither case will be breast reconstruction restore its natural sensitivity,
although plastic surgery will cover up
any scars as much as possible, and
they will become increasingly inconspicuous.
The expansion balloon can be fitted on the same day as the mastectomy. As Maria chose at the time to
take things step by step, she preferred
not to. Now she has opted for the technique involving a transplant of her
own tissue. In her case, the surgeon
has suggested that tissue from the
abdominal region be used. She already knows that it is a complicated
operation, involving a longer stay in
hospital (between 4 and 7 days), and a
longer recovery period, but it will also
be a definitive operation, as there will
be no need to replace an implant. She
has likewise been told that the sensitivity of her abdomen may be affected,
but for her this is made up for by the
fact that it will also help enhance her
figure.
Despite her unease at the idea of
the operating theatre, and her fear of
renewed pain, she wants to undergo
the breast reconstruction so as to
move forward. She is not doing it because her new partner has asked her
to. She knows it will not erase the memory of the illness she suffered, that
she will still have scars, that breast
reconstruction means restoring her
form and appearance, but she wants
to feel comfortable with her own image. In fact, her new partner said something very surprising and positive
to her:
“It is not the scar of an amputation, it’s the scar of an operation that
saved your life”.
Maria agrees, but she is now embarking on a new stage of her life, and
is willing to make an extra effort to
feel herself renewed.
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in the case of maRia, and all women who have
suffeRed bReast canceR, the tReatments also
leave theiR impact on the body, and once the
effects subside, the bReast opeRation Remains as
a RemindeR. it is not the scaR of an amputation,
but the scaR of a life-saving opeRation.
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Cooking the forbidden fruit: the Apple
| dra. perla Luzondo

Apple vichyssoise

Edmon Amill

Ingredients to serve 4:
• 1 kilo of Golden Delicious
• ¼ kg of potatoes
• 1 small carton of single cream
• salt and pepper to taste

Boil the potatoes and apples for 20
minutes, blend them all, add the cream,
salt and pepper. Serve either chilled or hot.

Mankind has known of and eaten apples since ancient times. They originated
in the Black Sea region, and feature in the key myths of Western culture. In the
Bible, the apple is the fruit of the Tree of Good and Evil; King Solomon, in the Song
of Songs, refers to it as the fruit of happiness; the Greeks spoke of the golden
apples of the Garden of the Hesperides, and in the Iliad, Paris gave a golden apple
engraved with the phrase “to the most beautiful” to the goddess Aphrodite in the
contest between the three beauties: Hera, Aphrodite and Athena, in exchange for
winning the heart of Helen.
We find apples in history, such as the stories of William Tell and Newton, as
well, of course, as Snow White . Apples are also featured in frescoes and mosaics,
and are to be found in the paintings of Rubens, Titian and others.
The word “apple” is derived from the Old High German “apful”, and may be
connected with the Gaulish “avallo”, meaning simply fruit. The Middle English form
“eppel” appears in the 14th century work the Ayenbite of Inwyt.
Pliny the Elder speaks of 23 species of apple, although today there are 7,000
known varieties, 50 of which are typically used for eating and for making cider
and liqueurs.
100 grammes of apple contain:
- 84 grammes of water
- 15 grammes of sugars (dextrose and levulose)
- 0.3 grammes of protein
- 0.4 grammes of fat
- 100 IU of vitamin A, 20 mg of vit. C, vit. B1, vit. B2, vit. E and nicotinamide
- 1 mg of sodium, 116 mg of potassium, 6 mg of calcium, 10 mg of phosphorus,
0.3 mg of iron and traces of copper, magnesium and manganese.
Eating apples is recommended as they assist greatly in regulating intestinal
functions thanks to their mucilage, tannic acid, tannins and pectin, which prevent
constipation and bad breath. Their high vitamin A content helps the kidneys to
function, by stimulating diuresis; they combat acne and dermatitis, keeping the
skin smooth, healthy and elastic. They protect the liver and have a detox effect,
and are particularly recommended for children as they assist in the proper development of the jaws and teeth. Some people find that apples cause flatulence,
although if chewed properly and for long enough, the problem will disappear.
I refer here to two varieties of locally produced and affordable apples:
- Golden Delicious is a good choice in terms of quality, freshness and firmness
for making cocktails, rice dishes and salads, in other words to be eaten either
raw or cooked.
- Starking is more suitable for frying, thickening sauces, purées, jams, etc.
Onion and tomato-based sauces with a little grated apple added become milder, slightly sweeter and acquire more body, without altering the taste. An equally
surprising effect can be achieved by adding grated apple to stuffings for chicken,
turkey, red or green peppers and squid.
Salads of beetroot and grated apple are highly nutritional and refreshing;
peeled and boiled apple stuffed with seafood and Marie Rose sauce is delicious;
baked apples stuffed with sausage or curries with apple are a real discovery.
For those happy to innovate, and I recommend a form of apple gazpacho (to
serve 8: crush 6 cloves of garlic, 2 tablespoons of olive oil, 2 tablespoons of vinegar, salt, 2 litres of water and 2 kilos of peeled apple).

cooperativism | asc-asisa

asisa supports young artists with
sponsorship of ‘arte 40’ exhibition

| elvira palencia

14 |

the arte 40 event, sponsored by
ASISA, with institutional support from
Madrid’s Complutense University, is a
project promoted by radio station 40
Principales with the aim of providing
young artists with a showcase for
their research, contributing to contemporary creativity and output.
The first edition, launched in January at the ARCO trade fair, brought
together more than 5,000 students
and artists aged between 28 and 40,
who presented close to 10,000 works
from disciplines such as painting,
drawing, sculpture, photography, new
media, performance and others.
An expert jury selected the winning works and the 40 finalists, who
were included in the exhibition which
was formally opened on 12 April at
the Complutense Art Centre by the
Minister of Culture, José Ignacio
Wert, accompanied by the President
of ASISA, Dr. Francisco Ivorra, and the
Rector of the Complutense University,
along with other figures.
The winners were announced
at the opening ceremony, and the
awards handed out. Dr. Francisco Ivorra handed a prize for 4,000 euros
to María Revuelta Margolles, in the
drawing category; the Rector of the
UCM gave Natalia Alonso a further
6,000 euros prize for photography;
while José Ignacio Wert awarded the
highest accolade (10,000 euros) to

Bea Coto and Santiago Lara for their
New Media work.
In parallel with the exhibition,
Arte 40 also promoted LAB40, a free
programme of activities which enable established professionals and
institutions from the culture industry
presented contemporary art to the
general public through workshops
and talks.
Sponsorship of the international
Arte 40 showcase for young artists
forms part of ASISA’s Corporate Social Responsibility programme, which
promotes sponsorship and patronage
of activities connected with science,

art, culture, education and sport or,
as in the case of Arte 40, aiming to
raise the profile of young talents.

in this photo the rector of the Ucm,
institutional partner of art 40, the president
of asisa, the official sponsor and the
minister of culture.

the winning artists with sponsors and culture minstro
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inmaculada clinic: 40 years in the vanguard
of private healthcare in Granada
| e. p.

the asisa clinic in Granada celebrated on 25 April the 40th anniversary of its founding at an emotional
ceremony which, in addition to the
formal opening of the new Radiology
and Haemodynamics facilities, along
with the expansion of the Laboratory
Area, also served as the presentation of the Inmaculada Clinic Book
of Memoirs, written specially for the
occasion by Professor Encarnación
Cambil, the well-known medical historian in Grenada. There were also
eulogies for the founding partners,
who were handed a commemorative
plaque.
The clinic’s position and growth
have made it a flagship for private
medicine in the city and surrounding provinces, thanks to its history
of expanding its portfolio of services,

the ceremony presided over by the mayor of Granada, José torres Hurtado, the president
of asisa, Dr. Francisco ivorra, Dr. de teresa Galván, president of the college of physicians;
and Dr. sánchez montesinos, Dean of the Faculty of medicine, who, together with the clinic’s
management team and chaplain, took part in the formal opening of the new facilities.

a commitment to training through
its agreement with the University of
Granada and the levels of quality it
has achieved, receiving approval as
a Basic General Hospital in Group 3
from the Department of Health of

the Regional Government of Andalusia, as well as embarking on the
process of quality accreditation
at most of its departments, in line
with its constant efforts in the pursuit of excellence.
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asisa’s montpellier clinic with the help of the
royal academy of medicine of Zaragoza bring
to an end the 12th edition of its seminars
| e. p.
on 28 June the closing ceremony of the 12th edition of the montpellier seminars organised by ASISA’s Monpellier Clinic and the Royal Academy of Medicine
of Zaragoza was held in the Main Lecture Hall. The sessions aim to foster debate
between leading experts and promote the scientific development of medicine.
Dr. José María Ordovás, Professor of Nutrition and Director of the Nutrition
and Genetics Laboratory at Tufts University, Boston, and also a supernumerary
academic at Zaragoza, provided the final touch with a seminar on “The impact of
the Omics Revolution on personalised medicine”.
The influence of new technologies and healthcare procedures, nutrition for the
elderly and the convergence of internal and primary medicine and the corresponding panorama in Europe were some of the main questions discussed throughout
the 12th Cycle of the Montpellier Seminars for the 2011-2012 academic year.
Over the last twelve years the track record of the Montpellier Seminars
amounts to debates about more than 85 cutting-edge issues with over 100 firstrate experts, establishing its position as a forum for healthcare knowledge and
technological and scientific innovation.

(Left to right) - secretary of the ramZ, Luis miguel tobajas;
vice-president of the royal academy of medicine of Zaragoza,
Francisco José carapeto; vice-president of the aragon parliament,
rosa plantagenet-Whyte; president of the royal academy of
medicine of Zaragoza, manuel Bueno; Director of montpellier
clinic, alfredo pérez Lambán, and the speaker at the final seminar
address, José maría ordovás.
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Lavinia is made up of the doctors who provide medical care at asisa.

cadiz hosts 36th General assembly
of Lavinia delegates
| elvira palencia

16 |

el tinent d’alcalde, Juan José ortiz, va presidir l’acte d’inauguració, juntament amb el
president d’asisa-Lavinia, Francisco ivorra, el vicepresident, Dr. Diego Lorenzo, el conseller
delegat, enrique de porres, el delegat d’asisa a cadis, Francisco J. rodríguez moragues,
i la secretària del consell rector de la cooperativa, Dra. antonia solvas.

Under the chairmanship of Dr. Francisco Ivorra, the delegates representing the 14,000 doctors who belong to
the Lavinia co-operative, along with
administrators and managers from
throughout Spain, met on 8 and 9
June at the Cadiz Conference Centre
to analyse the results for the 2011 financial year and the general policies
of the co-operative, ASISA and their
corporate group.
Lavinia, the doctors’ co-operative
which owns ASISA, stages its annual

general assembly of delegates each
year in a different province, given that
it is a nationwide co-operative.
The Lavinia Delegates’ Assembly is made up of representatives of
the co-operative’s members in every
province. The co-operative members
serving on the various committees
also take part in the Assembly, along
with those sitting on the Governing
Council.
Because of the issues discussed
at the assembly, it is also attended by

ASISA administrators and managers,
who report on their respective fields.
Cadiz was chosen to host the 36
Assembly at the previous Delegates’
Assembly staged in Seville, in order
to mark the commemoration of the
bicentenary of the 1812 Constitution.
Following the opening ceremony,
the session began with the presentation of the President’s report and the
economic and management report on
the previous year at Lavinia, ASISA
and their corporate group.
All issues of interest to the co-operative partners discussed at the provincial Preparatory Assemblies were
then examined, and passed by vote.
Over the course of the assembly,
a number of reports on issues being
studied by ASISA to improve management of the company were also
presented.
Following the scheduled vote to
elect the accounts inspectors, the assembly also then chose the venue for
the next General Assembly, Murcia
being the provincial capital selected.
To round off the 36th Lavinia Assembly of Delegates, the Secretary
of the Governing Council, Dr Antonia
Salvas, announced that all the resolutions passed at previous assemblies
had been fulfilled over the course of
the year.
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asisa resULts
Revenue from premiums during the
2011 financial year amounted to 911
million euros, representing an increase of 4% on the previous year.
Despite the challenging economic
climate in general, ASISA succeeded
in growing above the average for the
sector in the fields of individual, company, dental and life assurance policies. The greatest increase in premiums came in the health branch, which
rose 4.85% compared with a sector
average of 3.7%. This thus confirms
the shifting trend seen over recent
years, with ASISA increasing its market share.
Particular efforts were made during 2011 to capture collective policies,
with 40,000 new insurance clients
added within this market. The total
number of health insurance clients

amounts to 1,700,000, with a percentage growth in 2012 which is double
the mean figure for the sector. The
rise in the number of health policyholders in Spain is nonetheless slight,
standing at around 1% per year.
ASISA has its own healthcare network, with 24 primary and specialist
medical care centres, 6 dental clinics,
4 diagnosis centres, 14 hospitals and
clinics, which represent far and away
the broadest and most complete service provision network in the health
insurance sector, and one of the largest in the entire country.
Turnover at clinics and hospitals
continues to rise at a steady pace,
amounting to more than 250 million
euros in 2011, with positive net earnings, and an increase compared with
2010. All this has over recent years allowed substantial sums to be invested

in the renewal of infrastructure and
improved equipment.
The ASISA Group’s consolidated
earnings for the first time in its history
exceeded 1 billion euros in 2011 (1.002
billion to be precise). Pre-tax profits of 33.1 million euros were earned,
thereby consolidating the figure recorded in 2010. All of which provides
ASISA with peace of mind and more
than adequate resources to deal with
the challenges raised by the current
socio-economic situation.
ASISA continues to provide healthcare to 700,000 insurance clients at
the Muface, Isfas and Mugeju mutual
societies. It is also involved in healthcare administration as a result of a
public concession in the regions of
Valencia and Madrid.
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asisa awarded Discert certificate for its
commitment to the disabled
| e. p.

ASISA has received the Silver level, demonstrating a level
of social commitment which goes beyond the statutory
requirements of the Disability Act
During the Disability and employment Fair recently staged in Barcelona,
Dr. Antonia Solvas, ASISA director and
representative for Barcelona, collected
the European DisCert Certificate recognising and confirming the organisation
as a socially responsible company for
disabled people.

ASISA, the only insurance company
to hold this European certificate, which
it was awarded at the Silver level, demonstrating its considerable commitment
to the inclusion of disabled people in
the workplace, taking steps which go
even further than the legal requirements.

Dr. antonia solvas delivering her speech of thanks having
been handed the certificate awarded to asisa
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First chair of reproductive medicine
at vistahermosa clinic
| e. p.
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(From left to right): Dr. Joaquin rueda,
a professor at the miguel Hernández
University, Jesús pastor tadeo, president
of the UmH; Francisco ivorra, president
of asisa; Dr. Jose Jesus Lopez Galvez,
director of the assisted reproduction Unit
vistahermosa clinic; Dra. concha Giner,
Director of the medical clinic vistahermosa

on 7 February Francisco ivorra,
and the rector of Miguel Hernández
University in Alicante (UMH), Jesús
Tadeo Pastor, presided over the signing of the agreement to establish the
Chair of Reproductive Medicine at Vistahermosa Clinic, attached to the University’s Department of Histology and
Anatomy and based at the hospital.
The event was also attended
by the Medical Director, Dr. Concha
Diner; the Director of the Assisted
Reproduction Unit, Dr. José Jesús

López Gálvez; and Dr. Joaquín Rueda
Puente, a professor at the UHM, along
with other representatives of the University and the clinic.
The aims of the Chair are to organize events, teaching seminars,
researchand public awareness programmes in the field of reproductive
medicine and biology, which are all
intended as a service for the people
of Alicante.
Over recent months the fruitful
relationship between the two institu-

tions has succeeded in establishing
the world’s first virtual simulator for
the handling of embryos, along with
Spain’s first private bio-bank.
The Chair, headed by Dr. José
J. López Gálvez, with Prof. Joaquín
Rueda as Academic Director, covers some thirty professionals at the
UHM, Vistahermosa Clinic itself, and
other assisted reproduction centres
and hospitals in Madrid and Asturias.
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assistència sanitària
bursaries awarded to
32 students
| oriol conesa

the auditorium at Barcelona Hospital was the venue once again this year
for the handing out of diplomas in the
fourth edition of the Assistència Sanitària Bursary Programme for Health
Professionals. The event, which took
place on 14 June, was presided over
by Dr. Ignasi Orce, President of Assistència Sanitària, and Maria Teresa
Basurte, President of SCIAS. It was
also attended by other executives at
the organisation, along with the 32
students awarded the bursaries and
their families. This year, with more
applications than ever before being
received, grants with a total value of
30,524 euros were awarded.
Following the address by Dr.
Ignasi Orce, Dr. Xavier Demestre of
the Pediatrics and Neonatal Department at Barcelona Hospital gave a
presentation on various aspects of

Barcelona Hospital
and new technologies
New monitoring introduced at
the ICU, and free Wi-Fi for patients
and companions
| o.c.

the medical profession. The audience
listened with interest to the discourse
which was followed by a number of
interesting observations and suggestions which the doctors, nurses and
other health professionals receiving
the bursaries found particularly instructive.
With 189 applications having
been received (more than 50% up
on the previous year), the bursaries
went to a wide range of professionals, although nurses made up the
bulk of them. The final tally included
20 nurses (62.5%), 8 doctors (25%),
2 dentists (6.25%), 1 biologist and 1
physiotherapist. The main fields chosen by the bursary-holders this year
include in particular emergency and
casualty, surgical nursing and paediatrics, dentistry and a number of
paediatric specialties.
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Barcelona Hospital, which constantly updates its information systems to continue offering users a quality
service, has recently introduced advances in the field
of new technologies which will considerably improve
patient care and their convenience while at the hospital.
To begin with, the new monitoring system for the
intensive care unit (ICU) has been completed, with a
cutting-edge IT system integrating all the information
generated by the various devices, to be transferred and
recorded automatically in the patient’s digital clinical
record. This makes the process of gathering and accessing data in medical records from any department at the
hospital faster and more convenient. When a patient
is transferred from the ICU to a ward, the information
is thus available to any doctors and nurses who may
require it when assessing the patient’s overall health
condition.
Meanwhile, unrestricted and free Internet access
has now been provided for all patients and their companions at Barcelona Hospital. An optimised Wi-Fi connection provides all those who need it with convenient
and reliable network access. This measure is intended
to offer greater convenience while at the hospital, and
provide a dialogue with the everyday tasks undertaken
prior to and during a hospital stay.
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assistència sanitària introduces a pioneering
care programme for chronic patients
The system improves the quality of life of both patient and family, and saves up to
63% of resources
| oriol conesa
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the system, known by the acronym
PAPPA (for Pluripathological Patient
Care Programme, in Catalan) has been
established with the threefold aim of
guaranteeing continuity of care by
adapting services to the characteristics of chronic patients, maintaining
or improving clinical efficacy and optimising health care resources. A precise method and the work performed
by a multidisciplinary team are generating highly positive results: greater patient comfort and support for
carers and family, expert assistance
for general physicians, reduction in
hospital admissions from 4.7 to 0.9
days per patient, and more rational
pharmacological expenditure. PAPPA,
which represents an evolution of the
medical specialty system, is more effective than conventional hospitalisation for chronic patients, and also
offers a way to rationalise health care
costs.
It provides one single coordinated
system for the various levels of care
required by a chronic patient at home,
and has now been successfully implemented on the back of a 9-month
trial. It results in considerable improvements in care for patients with
chronic conditions hat cause them to
be often hospitalised, as it increases
the efficacy of treatment and care
and reduces costs by avoiding the in-

appropriate use of other services. Its
design, testing and subsequent adoption as an established protocol are
based on the current increase in such
cases and the aim of improving the
satisfaction indices of both patients
and their relatives. The system, devel-

oped by doctors at Barcelona Hospital
and Assistència Sanitària, is the first
such experiment in the country, and
is based on multidisciplinary work and
the use of new technologies to access
the information required for decisionmaking.
The process begins with detection and evaluation of cases at the
hospital, followed by signature of the
informed consent form by the patient
or relatives. 24-48 hours after hospi-

tal admission, the intervention team
(geriatric specialist and nurse) perform a comprehensive assessment
of the patient’s condition at home,
establish a treatment plan and assign a general physician and nurse
to perform monitoring in the case of
clinical stability. The patient is also
provided with a telephone number for
daily contact. Where necessary, in the
event of complications more complex
treatment is prescribed (intravenous,
oxygen therapy...) to avoid a hospital
readmission, on occasion with support
from the ‘SUD’ home emergencies
service. Clinical records and medical
and nursing instructions remain at
home, on paper, and are also available
in digital format to all members of the
programme.
The evolution of the cases incorporated within PAPPA (which selects
patients with a diagnosis of COPD, cardiac insufficiency, dementia or pluripathology) which have been treated to
date reveals that patients receive flexible and decisive care using resources
appropriate to their needs, while the
service has also registered high level
of satisfaction among patients and
their relatives. Hospital admission
levels have dropped from between
3.5 and 4.7 days per patient to just 0.9
days per patient per month. In comparison with the months prior to the
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introduction of PAPPA, the adjusted
expenditure per patient per month is
63% lower, thereby releasing services
which would have been consumed inappropriately (but which, if they wish,
the patients can opt to continue using). The subsequent reduction in the
number of readmissions, emergency
and SUD visits and specialist referrals
clearly illustrate the efficiency of the
programme.
According to Dr. Anna Vilà, who
specialises in internal medicine and
geriatrics at Barcelona Hospital and
is a PAPPA supervisor, “contact be-

tween professionals, the exchange of
the information required to take decisions, access to infrastructure such as
remotely accessible electronic clinical
records and the possibility of employing complex healthcare resources for
the home treatment of complications
are the cornerstones of its success”.
Home care programmes with PAPPA
go beyond the traditional treatment
based on medical specialties, and provide a solution for the medical problem involved in caring for the health
of elderly patients in Western societies, with patients living longer and

in better condition, as conventional
structures find it difficult to adapt to
the problems associated with chronic
conditions.
Care for chronic patients has
increased over recent years, with a
recent WHO report into dementia
indicating that the number of cases
will have tripled by 2050. In order
to achieve quality, sustainable care,
we need to adjust the way we deal
with chronic sufferers, who currently
generate the bulk (close on 80%) of
activity in the system, from visits to
treatment.

First assistència sanitària seminar
on pathology during pregnancy
| o.c.

a packed auditorium at Barcelona Hospital gave ample proof that expectations for attendance at the first Assistència Sanitària seminar on pathology during pregnancy
had been ssurpassed. During the addresses, presented by
speakers of proven standing, the audience showed particu-

lar interest in those on diabetes mellitus and hypertension
conditions during pregnancy. Thanks to the event’s success
and the interest aroused, possible issues to be dealt with at
future seminars are now being considered.
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assistència sanitària launches its travel
clinic at Barcelona Hospital
| o.c.
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since the summer season began the
Comprehensive Travel Care Clinic has
been in operation, a venture which
aims to provide service and continuity throughout the year. The Internal
Medicine Department at Barcelona
Hospital, aware of the most common
illnesses and the suitable treatment
in each case, realised that there was
a need to establish a service of this
type, with demand growing as a result
of the increase in travel during the
summer period in particular.
It is a new information and guidance service which provides users
with the necessary means when preparing for business trips, holidays or
cooperation tasks and missions. Although it was launched at the start of
the summer, the holiday period when
traditionally there is an increase in
foreign travel, the clinic operates all
year round, given that travel abroad
also takes place during other periods
of the year, depending on the reason
for travel.
The Travel Clinic is a service intended to inform healthy people
before they travel, administer the
relevant vaccines and offer the recommended prophylaxis. It also aims
to assist patients who are travelling
to handle their illness in the best
possible way, so as to prevent their
condition from getting in the way of
their travel plans. Appointments for
medical examinations can be made
by phone. The examination provides
a comprehensive evaluation of the

individual’s physical condition whilst
information about any risks which
could be involved in travel, in accordance with the chosen means of transport and the living and health conditions in the destination, along with
the healthcare facilities available en
route is also given. This is a complete
examination, providing guidance and
establishing a proactive attitude to
travel.
The Traveller’s Top Ten Tips drawn
up by the new service include the following recommendations:
- Contact a travel care service sufficiently in advance.
- Arrange medical insurance. Take
enough standard medication to
cover your needs while travelling,
and a medical report explaining
your health background, along
with a vaccination card.
- Protect yourself against insect
bites. Repellents, appropriate
clothing, impregnated mosquito
nets...
- Take care with what you eat and
drink. Drinking water hygiene: bottled water with the seal intact, or
boiled or treated water. Eat hot,
cooked food. Wash and peel fruit
yourself.
- Always use a condom for sexual
intercourse.
- Do not bathe or swim in rivers,
lakes or lagoons. Never walk barefoot. On the beach, use footwear
and do not stretch out directly on
the sand.

- Take precautions against the sun
and heat.
- Carry a well-stocked first aid kit.
- Follow instructions for malaria
prophylaxis and the recommended
vaccination.
- Make a note of your Embassy address and telephone number and
points of contact in your place of
residence.
In addition to guidance for healthy
people wishing to travel, this new service is also important for those suffering an illness that doesn’t stop them
from traveling but whose condition
must nonetheless be taken into consideration. The Travel Clinic therefore
recommends preventive measures
after considering the various aggravating factors which could apply
when travelling. The overall aim is to
ensure that patients achieve recovery
as quickly and fully as possible, avoiding any complications.

New year begins at scias social
participation department
| o.c.

ever since it was founded, the social Participation Department has provided a forum for users of the SCIAS
co-operative to encourage their involvement in social activities. It is a
meeting point organising a range of
cultural, leisure and sporting activities, with a programme of events arranged for each quarter of the year
at its headquarters. September, following on from the summer months,
marks the start of another year, with
plentiful new activities on offer for
members.
Before the summer, the months
of May and June were particularly active and lively. In May a meeting of the
spokespeople, secretaries and coordinators was held, along with the preparatory assemblies intended to raise
and resolve the issues discussed on 9
June at the SCIAS General Assembly.
Later, on June 18, a subsequent meeting to give out information about the
assemblies was also held, as per each
year. So there have been a lot of major
events organised by the cooperative’s
social participation department.
Cultural visits began with the
Colònia Güell, one of Gaudí’s key architectural works, and the Parc Catalunya en Miniatura, followed by an interesting guided tour of the Museum of
Modernism, with its unique collection
of works from this artistic movement,
which reached its zenith at the start
of the last century. Meanwhile, the cooperative team for the Penedès region
visited the Universe Observation Cen-

tre in Ager and the Monastery of Les
Avellanes.
The seminars, which attract the interest of a huge number of members,
addressed a range of different subjects. In the field of health, sessions
were dedicated to hip replacements,
courtesy of Dr. Collado, and the activities undertaken at Barcelona Hospital,
with Dr. Humet. In the cultural sphere,
meanwhile, Montserrat Lamua spoke
about Els Quatre Gats, a cornerstone
of the Catalan modernist movement,
while Lluís Permanyer, chronicler of
the city of Barcelona, presented a
portrait of Josep Maria de Sagarra,
Catalonia’s last speaking poet.
The end of year festival was
staged on 19 June, and was once
again a joyous and emotional event,
with prizes being handed out to the
winners of the board game competitions. One particularly significant moment was the award of a posthumous
silver insignia to the member Josep
Maria Vallès, Vice-President of the

Governing Council, a diploma was
also given to Francesc Fornell, the Social Participation Department council
member. A few days before the festival, the Pompeia church in Barcelona
was the venue for the final concert
given by the SCIAS choirs, while the
department headquarters staged
“Seven Shakespeare Women”, a previously unperformed work written and
directed by Marta Massana.
Now, with the months of hot, holiday weather behind us, activities once
again begin at the Social Participation Division, with numerous events
planned. The most successful regular
features, such as the English courses
and cinema discussion evenings, will
be supplemented by other new activities, such as the memory and photography workshops, along with theatre
in English for children. For information
and registration for the entire range
of events telephone 934 510 000, or
consult the relevant section of the
website www.scias.es.

cooperativism | iNstitUtioNaL reLatioNs

Leonardo cocciro visits the espriu Foundation
| Jose pérez
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on 27 June, Leonardo cocciro,
Head of Resources and Marketing
at FAESS, the Argentine Federation
of Health Solidarity Organisations,
travelled to Barcelona to discover
for himself how the Espriu Foundation’s institutions function, to visit
the facilities at Hospital of Barcelona, owned by the SCIAS cooperative, and to exchange opinions with
Teresa Basurte, the President of
SCIAS and of the Espriu Foundation.
He later met Dr José Carlos
Guisado, Espriu Foundation’s CEO,
who provided him with extensive
information about the activities and
interrelationships of the institutions
which make up Grup Assistència and
Grupo ASISA . At their meeting they
also exchanged opinions and experiences about different aspects of
co-operative and hospital management, and debated policies for collaboration in the future between the
Espriu Foundation and the Argentine
Federation.
FAESS as an institution aims
to bring together users and health
providers in order to achieve implementation of a health service
model based on solidarity, focusing
on co-operatives, mutual societies

and other socially committed sectors, governed by the principles of
cooperation. It is an associate of the
International Health Co-operative

Organisation, IHCO, and its President, Dr Ricardo Lopez, also sits on
the organisation’s Board.

Leornardo cocciro, representative of Faess and Dr José carlos Guisado, chief executive
of the espriu Foundation.
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the spanish parliament supports
international Year of co-operatives
| J. p.

the spanish parliament acknowledged at a ceremony held on 26 June
the important role being undertaken
by co-operatives in today’s socioeconomic environment. The event, organised by the Spanish Business Confederation of Social Economy to mark
International Year of Co-operatives
2012, was intended to demonstrate
and strengthen the role of the cooperative movement as an enterprise
model, and to raise the social profile
of this form of economic activity.

The Espriu Foundation was represented by its President, Teresa
Basurte, and by its Chief Executive
Officer, Dr José Carlos Guisado.
The event was also attended by the
Speaker of the Spanish Parliament,
Jesús Posada, the President of Cepes, Juan Antonio Pedreño, and the
President of the Spanish Parliamentar y Committee on Employment
and Social Security, José Eugenio
Azpíroz, along with numerous parliamentarians from the various political

representatives of the co-operative movement at the spanish parliament

groups in Congress, and representatives of the co-operative movement
from throughout Spain.
The General Assembly of the
United Nations declared 2012 to be
the International Year of Co-operatives, highlighting the contribution
made by co-operatives to socio-economic development, and in particular acknowledging their impact in reducing poverty, generating jobs and
achieving social integration.
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the future involves the social economy
| J.p.

«During the final quarter of this
year a government-sponsored international seminar about the co-operative movement will be held, with the
aim of spotlighting this form of enterprise». That was the announcement
made by the Minister of Employment
and Social Security, Fátima Báñez, in
the address she gave at The Future
involves the Social Economy event on
22 May in Madrid to mark the end of
the annual assembly of CEPES, the
Spanish Business Confederation of

Social Economy, an organisation to
which the Espriu Foundation belongs.
During her address Ms Báñez indicated the government’s commitment
to the Social Economy as «an undisputed source of opportunities and
stable job creation, which also helps
to build the social cohesion which is
so important in these difficult times».
She highlighted the fact that job losses during the crisis were six percentage points lower in cooperatives than
in other companies. She also drew at-

Fátima Báñez, minister of employment and Juan antonio pedreño, president of cepes, at
the closing session of the assembly of social economy employers

tention to the most recent figures for
the month of March 2012, which show
that almost 75% of current employment contracts at co-operatives are
permanent. Moreover, the number of
co-operatives increased during the
first quarter of this year for the first
time since mid-2007.
The seminar was also attended
by the Director-General for Selfemployment, the Social Economy
and Corporate Social Responsibility,
Miguel Ángel García Martín, and the
Secretary of State for Trade, Jaime
García Legaz. Dr. José Carlos Guisado
took part as the Espriu Foundation’s
representative, and was re-elected
to the governing board of the Social
Economy employers’ body.
Juan Antonio Pedreño, who was
re-elected during the assembly as the
President of CEPES, announced that
the Confederation will shortly be presenting the First Pact for Social Economy Employment and a Programme
to Promote Social Entities, in order to
add flesh to the bones of the recently
passed Social Economy Act. Pedreño
also announced that he would be
«working to ensure that the CEPES
is involved in social dialogue, so as to
create the conditions allowing Social
Economy enterprises to contribute
their full potential through the construction of public policy in co-operation with all other social agents, given
that it is the responsibility of all to resume as soon as possible the pattern
of growth which Spain needs».
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WHo assembly is committed to efficiency
| Jose pérez

WHO/Pierre Albouy
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First plenary session of the 65th World Health assembly

the 65th World Health assembly
was held from 21 to 26 May in Geneva, with almost 3000 delegates
present, including health ministers
and senior civil servants from the 194
states belonging to the World Health
Organisation (WHO), along with representatives of civil society and other
interested parties.
During the assembly Margaret
Chan was appointed Director-General of the WHO for a second fiveyear tenure. In her address to the
delegates, Dr Chan reiterated her
ongoing commitment to improving
the health of the most vulnerable.
“In my opinion, universal access is

the most robust concept which public
health can offer. It is a powerful element in fostering equality,” asserted
Dr Chan. She also declared that over
the next five years the greatest challenge would be steering the WHO towards making a contribution to maintaining the unprecedented advances
achieved in improving health which
have characterised the start of this
century. “The future of international
health development funding is uncertain,” said the WHO Director. “If we
do not remain vigilant, if we cut back
on our efforts, problems which we
are so close to bringing under control
will make an uncontrolled return”.

One of the central issues tackled
during the assembly was institutional reform, with the aim of making the
WHO more efficient and better able
to develop its technical and regulatory support functions. Debates also
focused on improving governance
and transparency at the organisation
and means of achieving the best possible results.
In economic terms, the international organisation applied cost
saving and budgetary constraint
measures, closing the year 2011 with
a deficit of 50 million dollars, within
the context of an annual budget of
2 billion dollars. It is, however, this
year finding it difficult to meet its full
budget through contributions. 80%
of these contributions come from
voluntary donors and are conditional on allocation to specific projects
and programmes, while the remaining 20% comes from the instalments
paid by the member states.
Two priority aspects of public
health requiring particular attention
were also highlighted. The first is the
risk that the fight against AIDS will
be checked as a result of restrictions
placed on the resources being allocated to combating the disease. The
WHO Director reminded delegates
that it is much cheaper to save a life
with a vaccine than to keep a seropositive patient alive.
The second aspect is connected
with non-transmissible diseases,
which now represent a greater burden for the world’s public health systems than contagious diseases.
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Programme of activities
2012

2012 iNterNatioNaL Year oF co-operatives
The United Nations has declared 2012 the International Year of Co-operatives and this will
be celebrated by the co-operative movement worldwide. The aim during the year is to raise
awareness that cooperatives are people- centred companies that compete efficiently in the
marketplace and they also provide society and their members with added value such as decent
longterm employment and social integration. Various activities have been organised throughout
the world.

12-14

iNterNatioNaL coNGress oF tHe ciriec
The 29th International Congress of the CIREIC will be held in vienna, Austria, from 12 to 14
September 2012, under the title “Public, social and co-operative economy meeting the general
interest”, to discuss issues such as ethics for a global economy, responsible and sustainable
economy, civil society and social mobilisation, innovations and the public, social and co-operative
economy, along with new forms of governance and regulation.
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iNterNatioNaL sUmmit oF co-operatives
Entitled The Amazing Power of Co-operatives, the Co-operative Group Desjardins, International
Co-operative Alliance and the University of Saint Mary, are organising an International Summit
of Co-operatives in Quebec to bring together leaders and co-operative company managers from
all over the world to debate the challenges, threats and opportunities this business model faces.

iNterNatioNaL HeaLtH co-operatives ForUm
The International Health Co-operatives Forum will be held on 12 October 2012 in the city of
Québec, Canada, to discus the theme “Health co-operatives help build a better world”, the aim
being to show how the world’s health co-operatives can provide inspiration in developing solutions to meet public need. Organised jointly by the Health Care Coop Federation of Canada, La
Fédération des Cooperatives de Services à Domicile et de Santé du Québec and the International
Health Co-operatives Organisation (IHCO), the event will feature addresses by figures including the
President of the IHCO and CEO of the Espriu Foundation, Dr José Carlos Guisado, and the Director of the Department of Ethics, Equity, Trade and Human Rights at the WHO, Dr. Rüdiger Krech.

ica extraorDiNarY GeNeraL assemBLY
The International Co-operative Alliance will hold an extraordinary general assembly in
manchester. The main objectives of this meeting is to decide the legal formula that the
organization must adopt to adapt to Belgian legislation, after its move to Brussels, to establish
a new strategic plan and adapt the members subscription formula to these new requirements
to be established, which will enter into force as of 2013 and adapt the membership formula to
the new needs.

ica expocoop 2012
The 3rd International Co-operative Trade Fair will be held in manchester. All types of products
and co-operative services will be presented in an effort to strengthen the image of co-operatives
and offer business and inter-co-operation opportunities.

Connections between public and private medicine in Europe.

European health
co-payment map

Illustrations: Jordi Sàbat

Current debates regarding the reform of the healthcare system often include the concept of copayment. But what exactly are we talking about
when we mention this concept? What does co-payment mean in such a flagship health system as that
of Sweden? How does Lena Hallegren, President
of the Swedish Parliamentary Health and Welfare
Committee, view the present and future?
European health systems are diverse in nature,
but all face the same challenge: how can advanced
societies tackle the problem of rising health costs.
So the various options available allow consideration of possible alternative ways to deal with the
current situation. What is the health co-payment
map?
Within the European context, and also in this
country, there are new structures linking public
and private healthcare which could provide an
example for Europe, as is clearly explained in our
interview with Dr Enrique de Porres.

AS tHE fInAnCIAL CrISIS SPrEADS ACroSS EuroPE, SEvErAL CountrIES ArE LookIng for nEW WAyS
to MAkE EACH Euro rAISED By tAxES for tHE PuBLIC SErvICES StrEtCH AS fAr AS PoSSIBLE.
In tHE SPECIfIC fIELD of PuBLIC HEALtH CArE, onE SuCH DISCuSSIon HAS BEEn on tHE uSE of
Co-PAyMEnt; I.E. A SyStEM WHErE tHErE IS A BASIC nAtIonAL HEALtH SyStEM tHAt IS CovErED
By tAxES, But WHErE tHE PAtIEnt PAyS An ADDItIonAL fEE EvEry tIME HE or SHE nEEDS MEDICAL
AttEntIon or DrugS.

Co-payment in Health Care Systems:
the Swedish experience
Peter Eneström

T

nHS. Photo: Swedish Parliament archive.

hey arguments for and against are
rather self-evident; co-payments – in
whichever form they are constructed
– obviously add resources to the tax
funded system, thereby easing the strain on
tight national budgets. Against the system is
the fear that it will lead to inequity. If people
have to pay – be it even a small fee – to gain
access to medical attention or drugs, the opponents argue, there is always a risk that underprivileged groups will abstain from medical
attention the rightfully need.

Swedish social democratic MP Lena
Hallengren is Deputy Chair of the
Parliament’s Committee for Health and
Welfare. She defends the system of copayments within the Swedish

A ‘new world view’?
In an recent editorial in the European Journal of Health Economics1, professor Michael
Drummond of the York University and Professor Adrian Towse of the British Office of Health
Economics claim that the resistance against copayment – in this case regarding prescribed
drugs – represents an “old world view” on the
role of co-payment within an NHS system. In a
Value-Based Pricing co-payment system, they
say, a third party payer (i.e. the government or
a health insurer) will have a sound impact on
the decision between cost and cost-efficiency of
medical treatment and pharmaceuticals since
they would apply a long-term societal outlook
on the value of the services.
“In a world of Value-Based Pricing and
payer guidelines, co-payment becomes a route

to enable patients to gain access to drugs that
the healthcare system does not think are costeffective or which they think are cost-effective
only at a lower price”, the authors argue.
They claim that the moral hazards of such
a system excluding vulnerable groups can be
easily overcome.
“It does not make sense to impose charges
that greatly disadvantage individuals of lower
socio-economic status, or that deter individuals from seeking appropriate care which is
cost-effective in the long run”, they further
say, and add:
“The Nordic countries have introduced
sophisticated co-payment arrangements that
seem to adequately address the concerns of
the opponents by varying the amounts of the
co-payments, and using caps and time limits”.
The Swedish example
One of the European countries that apply
the system of co-payment within the national
health system is Sweden, widely renowned as
a society where the respect for high-standard
public health and social insurance has always
been significant in the political debate and
practice.
In a Health System Review from 2012, the
authors describe the Swedish NHS as follows:
“Sweden performs well in comparisons related to disease-oriented indicators of health

M. DRUMMOND & A TOWSE, Is it time to reconsider the role of patient copayments for pharmaceuticals in Europe? European Journal
of Health Economics, 13 (1), 1-5.
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service outcomes and quality of care. The
Swedish health system is committed to ensuring the health of all citizens and abides by the
principles of human dignity, need and solidarity, and cost–effectiveness.”2
Simplified, leftist debaters are generally
more opposed to the concept of co-payment,
whereas liberal and right wing debaters advocate it. In that context it may be especially
surprising that the Swedish Social Democratic party, with its long history of striving for
equality, has so readily accepted the idea.
“Co-payment has been a part of the Swedish health care system for… well, forever”,
says Swedish Social Democratic MP Lena Hallengren, Deputy Chair of the Swedish Parliament’s Committee for Health and Welfare.

«Co-payment has been a part
of the Swedish health care
system for… well, forever»
Of course she doesn’t mean that literally;
however, it is significant for how co-payments
are conceived in Sweden. Co-payments have
“always” existed in health care and there is
virtually no discussion as to their existence.
“As far as I know, there is a total political consensus on the matter”, says Lena Hallengren. “None of the parties in the Swedish
parliament have suggested the system be
abandoned.”
Tax financed
Lena Hallengren is eager to stress the fact that
the Swedish health care system is essentially financed by taxes.
“Our irreversible social democratic opinion is that health care
has to be available for everyone and

be of equal quality for everyone. Therefore it has to be
financed by taxes”, says Lena
Hallengren. “That is the basic model we have in Sweden today. Obviously,
there are people who opt for other, private
solutions, and there are medical benefits for
employees in different companies, but as a
whole all Swedish citizens can enjoy a general, tax financed, public health care.”
Co-payments constitute a small part of
2
WHO / European Observatory on Health Systems and Policies:
Sweden HIT (2012).
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Primary health care in Sweden is normally carried out by municipal health care clinics.
They can be public or private, but will be funded by county taxes.

the cost of the entire health care system. Swedish health care costs around €26 billion a year
– in other words, even a small percentage of
the total represents a few billion euros, money
that could be spent elsewhere.
“But co-payments are not primarily motivated by economics, even though they do
contribute”, says Lena Hallengren. “They have
other effects – to a certain extent they serve
to guide the demand for medical attention,
eliminating that part of visits to clinics and
emergency wards that may not be entirely
necessary. Instead, people are encouraged for
instance to call the health care information
telephone service first, or to contact a nurse
rather than a physician for certain matters.”
Co-payments with a ceiling
It is essential to note that the co-payments in
the Swedish model are fairly limited; a visit
to a physician costs around €13,50. There is
also a ceiling, in Sweden called a “high cost
protection”; co-payments for visits to clinics
and hospitals can never exceed €125 a year,
counted from the first visit and 365 days forward. Children below the age of 18 are totally
exempt from co-payments.
Similarly, there is a ceiling for prescribed
drugs, around €135 a year. Here, however,
there is not a uniform fee each time you buy a
prescribed drug; the costs vary depending on
the type of drug. If you have reached the ceil-
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ing within a year, though, the drugs are free
of charge for the rest of the year.
“The political debate on co-payments in
Sweden are focused more on the levels of
the ceilings than on the existence or not of
the model itself”, says Lena Hallenberg. “The
conservative-lead current government wants
to raise the level, arguing that it has been unchanged for some time. We, along with other
parties, argue that this is not the right time to
do it, given that unemployment is high, that
unemployment insurance has been cut, and
so on.”
The parties opposing a raise of the level
of the co-payment ceiling claim that the financial situation in Sweden doesn’t motivate such an action, and that the benefits of
the raise would hardly outweigh the negative
effects.
“The present level is fine”, says Lena Hallenberg. “And I can honestly say that I have
never noted that the co-payments in Sweden
as such have resulted in people not seeking
medical attention when they need it.”
Also, for Lena Hallengren the presence of
a ceiling is imperative for the entire model.
“I would never accept a model without
it”, she says. “ Co-payments without a ceiling
would be too hard on groups that need regular medical attendance, people with preconditions, the elderly and so on. That would be a
thoroughly inequitable system.”

Pharmacies in Sweden have historically been government-managed,
but were privatized in 2009. Today, many private pharmacies are
found in shopping malls.

Other problems
So, is all well in the best of worlds when it
comes to the NHS in Sweden? Not at all, according to Lena Hallengren.
“There are a number of problems that
still have to be seriously addressed”, she says.
“There are glitches within the system that
need to be amended, in my opinion.”
The mix of a public, tax-financed health
care system that is also available to private
healt h insurance policies is one of t he
problems.
“I don’t accept that”, says Lena Hallengren. “If there is even the slightest suspicion
that clinics or physicians can choose between
giving priority to a patient that represents a
publicly financed revenue and a patient that
may bring in a higher fee from a private insurance policy we will be in an unacceptable
situation. I’m not saying that this happens,
but the mere suspicion that physicians are
put in a situation where they have to make a
choice is unappealing.”
The revenue system to clinics and physicians should also be revised, Lena Hallengren
says.
“The allocation of fees from the tax system
to individual clinics is primarily based on the
number of visits to physicians. That means
that there is a financial interest on the part of
clinics to have as many billable visits to physicians as possible – which, in turns, means that

Hospitalization in Sweden is managed by the counties; there is a co-payment for
patients also for the stay in hospitals, but this is added to the costs for primary
health services and has a yearly ceiling of around €125 a year.

physicians are used to handle tasks that could
easily be handled by a nurse or some other employee, tasks like handing out a prescription or
charging for a visit. This is a distorted use of
valuable resources that needs to be adjusted.”
The same problem applies to a situation
where some patients may need more timeconsuming attendance.
“If the allocation is based on the number
of visits to a physician, there will always be a
suspicion that clinics will give priority to short
visits, consultations that can be handled in a
matter of a few minutes rather than a patient
that will require the physician’s attention for
a long time, say an hour.

«I can honestly say that
I have never noted that the
co-payments in Sweden as
such have resulted in people
not seeking medical attention
when they need it»
Not a co-payment issue
There is no doubt that health care, even in a
country as focused on equity as Sweden, will
still have elements of inequity. It is a wellknown fact that the degree of poorer health is
higher in underprivileged areas than in more
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prosperous areas, but this is not due to the
model of co-payments.
“There are several other socioeconomic
factors that are more relevant in this matter”,
says Lena Hallengren. “One obvious factor is
the level of self-assertion that the patient himself or herself possesses. A highly educated,
self-asserted and well-off patient is more likely
to stand up for his or her rights against a physician than a person who is not as familiar with
the social codes, and who perhaps doesn’t even
speak the language so well.”
For example studies have shown that there
is a difference in stoma patients; whereas pa-
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tients from under-privileged areas tend to get
an ostomy pouch, patients from other socioeconomic backgrounds are more likely to be
offered advanced surgery.
“Unfortunately, there will probably always
be a difference, people who can advocate their
rights more eloquently and persuasively will
probably always stand a better chance of gaining a few advantages. However, we should finetune the model as much as possible to guarantee that the standard of medical attention
is equal for all citizens, no matter what their
situation is.”
The issue of poorer health in under-privileged areas thus has a series of causes other
than the existence of co-payments, Lena Hallengren claims.
“Poor health is the result of many factors”,
she says. “It is first of all a matter of public
health in general; nutrition, family economy,
level of education, exercise, the over-all quality of life, work and recreation. A model with
moderate co-payments, furthermore with a
ceiling as in Sweden’s case, is in my opinion
definitely not one such factor.”
Lena Hallengren is the Swedish Social
Democratic Party’s spokesperson on health
matters and a likely candidate to lead the
Swedish Ministry of Health and Welfare in
case of a change of government after the 2014
elections. If so, we can count on adjustments
and even changes in the revenue system in the
Swedish NHS; however, the existence of copayments will most probably not be subject to
such re-assessments.

TAbLE 1
Percentage of total health care
expenditure covered by general
taxes or public social security
funds, 2009:

A

B

C

A taxes %
b Social security funds %
C total %

Countries with almost complete provision by the state
…………………………………………………………………………………
netherlands

A European Outlook

8,8

76

84,8

Denmark

84,5

0

84,5

Czech
republic

5,3

78,2

83,4

Luxembourg

8,5

73,9

82,4

84,5

0

84,5

(2008)

Sweden

Peter Eneström

Countries with high-level provision by the state
…………………………………………………………………………………
romania

14,1

64,6

78,7

84,5

0

84,5

france

5,3

78,2

83,4

Estonia

14,1

64,6

78,7

germany

6,9

70,5

77,4

Belgium

11,3

63,8

75,1

finland

58,6

15,7

74,3

Spain

68,6

4,6

73,2

Lithuania

11,4

61,7

73,1

Poland

7,6

64,7

72,3

Slovenia

1,5

70,4

71,9

Hungary

9,5

60,1

69,6

Slovakia

7,6

64,7

72,3

Portugal

1,5

70,4

71,9

9,5

60,1

69,6

17,7

38,5

56,2

Austria
(2008)

T

he European countries – and indeed the EU member states – display
a broad variety of national health
systems. Some countries have a long
trajectory of public health endeavours, other
countries have a history of strongly centralized – albeit often highly corrupt – state controlled models, yet other have only fairly recently
started to build general health systems or have
sought other paths than the traditional.
A complete survey of all European health
care systems would require a series of entire
books rather than a mere magazine article;
however, an outlook over a selection of different European countries does shed some light
on the question of co-payment in different
systems.
The EU countries all have a national health
care system, though the degree of tax funding
varies considerably from country to country.
At the top of the scale are the Scandinavian
countries of Denmark and Sweden, where over
80 percent of the total health care expenditure is covered by pure taxes; including public
social security funds, most countries have a
predominantly tax funded model1:

(2008)

Latvia
(2008)

Bulgaria
(2008)

Countries with mid-level provision by the state
…………………………………………………………………………………
Cyprus
(2008)

42

0,1

42,1

No data exists in this database for Ireland, Greece,
Malta and the United Kingdom

For the sake of overview and simplicity,
this gives a first impression that most countries have a national health care system where at
least 70 percent of the health care expenditure is covered by public means and thus offers
a wide health care coverage for the citizens.
Only six of the countries in the table above require that the patients pay for more than 30
percent of the cost of health care out of pocket,
one way or the other.
Out-of-pocket
In this article, the word co-payment is used to
describe the phenomenon where a patient has
a part of the health care paid for by taxes but
has to pay for the remaining part of the cost
from private means. In the European debate,
this is sometimes referred to as shared cost,
cost sharing or user charges as well.
In most countries some of the citizens choose to add a private health insurance along
with the coverage offered by the NHS. This
can be done with two main objectives in mind:
first, to gain access to health care of a higher
standard than offered by the NHS or, secondly,
to cover part or all of the co-payment that is
required within the NHS.
There is, however, a more comprehensive
word that also covers the practical aspect for
the patient; i.e. a situation where he or she has
to pay out of private money to access medical
attention or prescribed drugs in part or in total, regardless of whether the basic coverage is
tax funded or paid for through a private insurance. This is the term out-of-pocket, a factor
that is especially important in countries where the NHS coverage is more spread-out and
complex.
In the EU countries as described in the table above, there is a significant variation in the
amount of money out-of-pocket that patients
need to pay to gain access to health care2:
The gap from the sums of the total in Table
1 and the sums in Table 2 are essentially represented by private health insurances.
It is noteworthy that, except for Cyprus
and Portugal, the top-ten countries are all former eastern European countries, where the
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transition from a centralized plan-economy
to a market economy in many respects is still
in progress and where the administrations
still strive to find the most appropriate new
forms of organizing different public services
(see more below).
10 countries
Taking a closer look on some of the European countries, it is quite obvious that the NHS
models are very different – but also that copayments constitute a significant contribution
to the NHS funding model in many countries.
In Germany3 there is a basic, tax funded
national health system that provides good coverage for all citizens.
However, a co-payment is required for all above the age of 18 years. Visits to a GP or a primary
health care clinic costs approximately €10 per
visit and prescribed drugs are co-paid by 10 percent up to €5-10, depending on the kind of drug.
Also, there is a co-payment of €10 a day
for hospitalization; however, there is a ceiling
after 28 days after which the hospitalization
is free of charge.
The United Kingdom4 NHS offers all health
care for free with the exception of certain specialized services like glasses and dentists.
The co-payment required there today is for
prescribed medicines. There is a flat rate of £
7.65 (€9.50) for drugs, but you can choose to
get an optional ceiling for this as well – either
£29.10 (€36.00) for three months or £104.00
€129) for a year.
France5 has, as most countries, struggled
with the problem of ever increasing costs for
health care. The debate in France to a large extent focuses on the “hole” in the budget that
the NHS constitutes. Consequently, a €1.00
co-payment for visits to GP’s and a €0.50 for
prescribed drugs has been added to the previous cost sharing mechanisms.
A visit to a primary health clinic in France
costs €21-25, and the patient has to privately
cover a 30 percent co-payment.
Prescribed drugs are co-paid by 35-65 percent, depending on the kind of medicine.
The Netherlands6 have chosen a slightly

Pocket
Money

50%

TAbLE 2
Percentage of total health care expenditure covered by
private household out-of-pocket expenditure, 2009

50,2%
45%
40%
42,6%
35%

37,3%

30%
28,7%

25%

26,9%
20%

26,2%

15%

23,8%

24,3%

21,1%
17,4%

20,9%
10%

20,7%

15,5%
14,9%

20,1%

5%

13,8%

13,7%

7,5%

12,3%

0%

The gap from the
sums of the total
in Table 1 and the
sums in Table 2
are essentially
represented by private
health insurances.
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Countries with high-level
provision by citizens

different model for their NHS, not unlike the
one proposed by the Obama administration for
the USA.
For all essential health care, every adult citizen is required to have a mandatory Health
Insurance scheme, a policy that costs slightly
above €1,000 a year and covers half of the national health care expenditure. Failure to sign
on to such a scheme will lead to a fine that is
130 percent of the premium.
The model has several exceptions. You can
for instance opt for a “Personal Liability Scheme”, where you choose to pay €100-500 out-ofpocket when a service is needed, and in turn
get a lower premium.
There are also significant tax cuts depending on the household’s income; if the premium exceeds 5 percent of the household’s
income, your co-payment drops to €432 a year.
There is a vivid debate on the system in the
country – the co-payment has risen from €320
in 2005 to over €1,000 today, and surveys are
being made to assert whether anyone has abstained from health care insurance on financial
grounds.
In Belgium7 a percentage co-payment is
in use, where you co-pay 25 percent for visits
to primary health care clinics, 35 percent for
GP’s home visits, and 40 percent for visits to

specialists.
Exceptions are made for “socioeconomically vulnerable groups”, including pensioners
and long-term unemployed persons above the
age of 50 years. They co-pay 10, 15, and 20 percent respectively for the services mentioned
above.
For prescribed drugs Belgians pay according to fixed percentages, from 0-50 percent,
depending on the kind of medicine, and with
a maximum of €13.50 per time. There is an
exception for some Cs and Cx drugs, where you
are required to pay between 60 and 80 percent,
without a maximum.
Hospitals apply a flat rate for costs linked
to hospitalization – co-payment is required for
drugs, tests, radiology and technical acts.
There is a national debate on the introduction of a Maximum Billing (MAB) that would
cost €450-1,800 a year, depending on family
income.
Ireland8 has yet again a totally different
system, where around 30 percent of the population hold a so called Medical Card that entitles them to free health care, whereas the rest
of the population basically pay for their medical health out-of-pocket. However, around 50
percent of the population has additional private health insurance policies to cover the costs

Countries with mid-level
provision by citizens

Countries with low-level
provision by citizens

Countries with negligible
provision by citizens
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for medical attention and/or co-payments.
Hospitalization is co-paid by €66 per day,
with a maximum of €660 a year.
A substantial part of the health care expenditure is paid by employers and employees fees,
representing around 2 percent of the salary for
employees that earn €24,000-100,000 a year.
Visits to GP’s cost €50-80 for those who
don’t have a Medical card. However, everyone
has a monthly ceiling of €90, including drugs.
In Hungary 9 there is believed to exist a
part of the health care that is “dark”, or “informal”, a heritage from the socialist era. That
this exists is not in question; however, the scope of it is subject to different interpretations.
It is generally believed, though, that a not
insignificant part of health care in Hungary,
perhaps as much as 10-15 percent, is financed
by “under-the-table” fees.
The transition to a market economy has
had its effects also on the health care system.
The out-of-pocket expenditure has increased
from 16 percent in 1995 to 23.7 percent in
2009. Within the NHS, there are a variety of
co-payment fees for different users and different services. Prescribed drugs are generally
co-paid by 40 percent, but there is also a lowincome exception.
In order to modernize – and indeed finance – the NHS system a referendum was held in

March 2009 on the introduction of user charges. The motion was however rejected.
Portugal10 has fluctuated between different
systems of co-payment during the last decade.
In 2007 a co-payment system was introduced
for hospitalization, including a €5 a day fee
with a ceiling of €50 and a €10 fee for outpatient surgery. This model was however removed
four years later, as it was esteemed not to have
had any economic significance.
Portugal is considered to be one of the countries with the highest degree of out-of-pocket expenditure in Europe, as is also shown in
Table 2 above. Every health care service requires some degree of co-payment or direct payment, and there are no ceilings for these costs.
Denmark11 has a system that is universally
tax-funded, the same as Sweden. However, copayments are required for prescribed drugs,
with the exception of hospital drugs. Prescriptions under €116 are paid in total by the
patient, whereas there is a co-payment that
decreases from 50 percent to 15 percent up to
prescriptions for €408 and above. There is a
ceiling of €477 a year.
In 2011, a motion was made in the Danish
parliament to introduce a total co-payment
ceiling of a maximum of 1 percent of the household’s annual income; this was however rejected by the parliament.

TAXES

Denmark

84,5%

Sweden

Spain

Portugal
(2008)

Latvia
(2008)

finland

Cyprus
(2008)

Austria
(2008)

Bulgaria

romania

17,7%

14,1%

(2008)

81,4%
68,6%

64,3%

60,3%

58,6%
42%

31,8%

Another former east European country,
Poland 12, share the “informal” health care
market with other countries from a similar
trajectory. Nearly 25 percent of the total expenditure is attributed to out-of-pocket payments,
but there is reason to believe that there still
exists a substantial “under-the-table” system
for health care that is not seen in the official statistics. This is however esteemed to have
diminished drastically over the recent years,
given massive anti-corruption initiatives.
Basic medicines are paid at f lat rates of
€1.00 or €3.00, whereas supplementary medicines are co-paid by 30 and 50 percent respectively. People with chronical diseases and
disabled people are exempt from payment.
Summary
To summarize, the approach towards the question of co-payment seems to have its roots in
moral or ideological grounds rather than practical. Several European countries have shown
that co-payments can be arranged along lines
that give a worthy security to all, also to people
from vulnerable groups.
It is noteworthy that in advanced national
health systems where co-payments have been
in practice for several decades, there is virtually no debate as to their existence, merely
sometimes to their scope and amounts. The

most vivid resistance seems to exist in countries where the debate focuses on the possible
introduction of co-payments.
That doesn’t imply that all is perfect in
the European national health services; on the
contrary, it seems quite obvious that there are
thresholds that are harder to overcome for
under-privileged groups in matters of health
care and medicines. As Swedish MP Lena Hallengren puts it, these thresholds are due to
other socioeconomic factors rather than to the
existence or not of co-payments.
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The database contains no data for
Ireland, Greece, Malta or the United
Kingdom.

Lithuania

Belgium

Estonia

Hungary

11,4%

11,3%

10,4%

9,5%

netherlands Luxembourg
(2008)

8,8%

8,5%

Poland

germany

Slovakia

france

Czech
republic

7,6%

6,9%

6,6%

5,8%

5,3%

Slovenia

1,5%

tHE DEBAtE ABout Co-PAyMEnt HAS ArISEn AS A rESuLt of groWIng DIffICuLtIES In ControLLIng
HEALtH ExPEnDIturE In ALL EuroPEAn CountrIES. SoME InItIAtIvES, SuCH AS tHE nEW forMuLAE
for tHE ADMInIStrAtIon of fIvE HEALtH ArEAS In tHE vALEnCIA rEgIon, unDErtAkEn By PrIvAtE
oPErAtorS InCLuDIng ASISA, DEMonStrAtE tHE BEnEfItS of A nEW PArtnErSHIP BEtWEEn PuBLIC AnD
PrIvAtE HEALtHCArE In MEEtIng tHIS CHALLEngE.

Interview with Dr. Enrique de Porres, member of the Espriu foundation Board of trustees

«Our experience demonstrates
that quality healthcare with
more efficient control of health
expenditure is possible»

Carles torner

The economic crisis has disrupted the balance between those defending the actual system and promoting structural changes in the
model, and is bringing in a policy of cutbacks
and co-payment for health expenditure. How
do ASISA and the Espriu Foundation view
this new landscape?
All Western countries have for some time
now been debating the sustainability of their
healthcare models, as a result of rising costs.
It may seem paradoxical but, contrary to the
expectations of many, wealthier populations
with higher levels of welfare do not see their
health expenditure fall, but quite the opposite.
Because social development leads to greater
demands for welfare and health, and the increased flow of information in free societies
means greater demands in terms of the quality
of healthcare, alongside increased life expectancy and the rising cost of medical technology. All studies reveal the same result: over
recent years the rise in budgets allocated to
health have been increasing in excess of the
productive capacity of our neighbouring countries. In the case of Spain, deficits in health ex-
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penditure have been recorded year after year.
This is a very important underlying debate initially, as we must maintain universal access to
healthcare, which therefore makes it vital to
establish a balanced budgetary model. We have
been ceaselessly involved in this debate, as far
as our capacities have allowed, setting out our
experiences in an attempt to foster a new relationship between public and private medicine.
It must, though, be stressed that the debate
was an ongoing one, without any fundamental
consensus having been achieved as to the most
efficient measures to adopt, as they affected all
organisational models, and the context of the
economic crisis has now overtaken us. What
we face today, then, is a different scenario with
two separate situations. We must, though, focus on both.
How does the economic crisis affect the debate as to balanced health spending?
In simple terms because reduced tax revenues
and the difficulty in financing expenditure
through debt is forcing states to cut their
public sector budgets, and this also affects the
money allocated to healthcare. What is vital,
in my opinion, is to share a clear analysis as to
the situation, without at any time overlooking
the existence of these two superimposed realities: the tension between social demand for a
model providing adequate universal healthcare, financed through public funds, and the
need for the evolution of this system to remain
in step with the country’s productive capacity,
while also dealing with the urgent readjustments caused by the current economic crisis.
This analysis is important because these urgent cutbacks being implemented are not being decided on solely in accordance with the
cyclical crisis, but with a view to resolving the
underlying issue: a balanced health budget.
The Espriu Foundation has been taking part
in such debates for years, at both the European
and international levels.
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What contribution has ASISA made to the
situation?
Our organisation has always played an active
role in what it feels should be our approach
to dealing with these problems, partnership
between the private health sector and public
administration.
We view it as essential that citizens be
guaranteed an adequate level of care when ill,
and that health be protected through public
funds.
The alternatives depend on the role played
by the various agents in the healthcare system
in each situation. For as long as the public receive quality care funded through their taxes
and social security contributions, they really
don’t mind.
We believe that competition in administering public care provision, with agents specialising in risk management and healthcare management, as in the case of the health insurers
operating in Spain, offers considerable strategic value and is vouched for by more than
35 years of collaboration with central government, providing a quality service for close on
two million Spaniards: civil servants and their
beneficiaries.
As they are not included within the General Social Security Schedule, central government civil servants were required to develop
their own Special Schedule for healthcare,
based on a mutual approach. Since this first
began it has given them access to care administered via the public network, or via a private

«Is vouched for by
more than 35 years of
collaboration with central
government, providing a
quality service for close on
two million Spaniards»
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insurer. Each year they can choose the system
they sign up to, and for more than 35 years
the majority (85% as a group) have chosen one
of the service offerings provided by insurance
companies, including ASISA, which are arranged via the three public mutual societies,
MUFACE , ISFAS and MUGEJU.
This experience is worthy of consideration
per se, but all the more so in the current situation, with a view to the need to evolve towards
a more economically sustainable model which
is more attractive to citizens. Because it offers
unquestionable values which we should be
considering: Citizens find in it not only protection for all their rights, but a great individual
capacity for choice. To begin with, the company responsible for guaranteeing their service,
or the public structure itself. Secondly, if they
choose a health insurer, then they are free to
choose who provides them with care. There
is no selection of individual risk for them or
their beneficiaries, no exclusion periods regarding access to care.
Meanwhile, the State knows precisely what
the annual budget is, on a per capita basis, and
this remains constant throughout the period
of validity when the arrangements are made,
with no deviations, and because of the inherent logic it is lower than the cost per person
handled by its own services. The risk of budgetary deviation is transferred, if the costs of
care increase, to the insurance company. Meanwhile, all regulatory functions and supervision
of care quality and compliance with any plans
established in this regard are maintained.
Do you have any other experience of partnership with the public health system which
could provide an example when evaluating
alternatives to the current situation?
Absolutely. As I mentioned, ASISA has since it
was first founded always been committed to
involvement in every structure for partnership
with public healthcare involving intermedia-

tion in care management. Because that is the
best way to try to fulfil our primary institutional commitment: to guarantee the company’s stability in order to provide its members
with a reliable professional structure. Working
with and for the public authorities has always
been viewed as a guarantee if not of profitability, then at least of stability. The facts speak
for themselves.
And so, when the possibility arose of taking part in new partnership formulae, including healthcare administration, we decided to
accept. We have a presence in three of the five
healthcare concessions in the Valencia region,
and one in Greater Madrid.
What these concessions attempt to do is to
deliver in the short term a new generation of
hospital infrastructure, paid for by the concession-holder, and to administer public healthcare, in exchange for a per capita fee based on
the population living in the area for a given
number of years.
Once again, the public authority, which
in this case is the regional government, maintains its functions of supervision and regulation of operations to guarantee citizens’ rights.
But it also achieves two aims which improve
its economic efficiency. It obtains a quality infrastructure which it will take over in perfect
conditions of use when the concession comes
to an end, without giving it any additional
problems in terms of its current level of debt,
and more importantly, it knows exactly how
its healthcare budget will evolve year-on-year,
with the risk of any deviation being transferred to the concession-holder.
Meanwhile, citizens benefit from less bureaucratic care administration and quality
standards and response times which are better
than state-managed services, as may be seen.
How has the change in administrative model
affected user satisfaction?
All surveys reveal higher levels of satisfaction

Dr Enrique de Porres y Ortiz de Urbina is an orthopaedic
surgeon involved for years in the commitment to improve
health care. After working as Secretary general of the Madrid Medical union and the Confederation of national Medical unions he assumed positions of responsibility both in
the medical co-operative LAvInIA-ASISA and in the Espriu
foundation. Later he became Secretary of the European
branch of the International Health Cooperative organisation
(IHCo). He is currently CEo of LAvInIA-ASISA and patron of
the Espriu foundation.

than with the previous service. I would emphasise that the portfolio of health services
offered is at least the same as state-managed
institutions of the same characteristics.
Universal healthcare is maintained, in accordance with the same parameters as in other
health areas. The only difference is the administrative system, which is demonstrating that
the flexibility characteristic of private management, based on the healthcare experience of
organisations such as ASISA, proves itself to
be more efficient. What really matters to us is
that the population truly identify with their
health services, a sign of general satisfaction
with the medical facilities we provide.
Are there any equivalent experiences elsewhere in Europe?
In Europe there is real pluralism in terms of
the relationship between public and private
healthcare. In general, the relationship between the two is much more fluid across the
European Union as a whole than in Spain.
Because the Spanish public healthcare model
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«This tradition of an association of
doctors coming together in order better
to administer the healthcare system lies
at the root of the efficient initiatives
mentioned, from both the perspective of
the quality of the healthcare offered and
the control of expenditure»
has developed on the basis of a never-ending
increase in state-administered resources. That
has limited the possibilities for partnership
with the private sector.
In the actual context we face today, the
allocation of specialist and/or comprehensive
administrative units of public healthcare provision to private organisations would seem to
be a good solution.
Involvement by private insurers in such initiatives, serving as public re-insurers, through
collective agreements and contracts for the
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provision of services, without excluding individual risk, is the type of innovation which we
can contribute to the European debate.
In Spain the most popular system of health
insurance is based on service provision. Probably because of the direct presence of medical
professionals as insurance agents, reflecting
the past experiences established through the
medical mutual societies which emerged out
of a sense of social awareness, and characterised our colleagues’ approach during the worst
times in Spain’s history in the last century,
when poverty was the norm for the bulk of
the population.
The ASISA and Espriu Foundation model is
that of a health care co-operative. With regard to new initiatives, such as Torrevieja
and Elche, would it be fair to say that this
is a health organisation concept born out of
the social economy?
No, at least not directly. Although it is true
that this characteristic makes it easier for us
to maintain the vision of public partnership

which characterises our past record. Because
our specific contribution is no different from
that which could be offered by other healthcare agents. It is based on experience and
specialisation in hospital and care management: we take responsibility for a portfolio of
services dictated by the public health system,
and administer that on the basis of efficient
principles. It is true, though, that our commitment to such public administration initiatives
has its own tradition, and that this is more extensive than that of any other insurer in the
sector.
The doctors’ co-operatives in which the
Espriu Foundation has its roots and which
emerged from the ideological heritage of
medical mutual societies, which were established with a clear social vocation to make
medicine available to those who could not
meet the costs of sudden illness. Becoming
a co-operative enterprise guaranteed that we
could maintain this foundational philosophy,
as an association of physicians based on democratic management, “one member, one vote”,
which is more difficult to maintain over time
in other types of corporation.
The aims has always been to guarantee better healthcare for the population and allow
doctors to practise under decent conditions,
while ensuring a relationship of trust between
doctor and patient, just as Dr Espriu always
argued. It would be fair to say, then, that indirectly this tradition of an association of doctors coming together in order to administer
the healthcare system better lies at the root of
the efficient initiatives mentioned, from both
the perspective of the quality of the healthcare
offered and the control of expenditure, and
above all the commitment to ensuring that
medical care places the greatest priority on
delivering a personal, human service.
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Across the European union as a whole there is
a fluid relationship between public and private medicine, much more so than in the case of
Spain. In order to give a broader perspective on
the current debates regarding our own health
system, we have taken a look at every colour of
the European healthcare map. Each country decides for itself the best response to the required
sustainability in the healthcare model within a
context of rising costs.
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PAU SA
| Robert L. Stevenson
The Land of Counterpane
When I was sick and lay a-bed,
I had two pillows at my head,
And all my toys beside me lay,
To keep me happy all the day.
And sometimes for an hour or so
I watched my leaden soldiers go,
With different uniforms and drills,
Among the bed-clothes, through the hills;
And sometimes sent my ships in fleets
All up and down among the sheets;
Or brought my trees and houses out,
And planted cities all about.
I was the giant great and still
That sits upon the pillow-hill,
And sees before him, dale and plain,
The pleasant land of counterpane.
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Mar Aguilera

(From Robert Louis Stevenson, A Child’s Garden of Verses, 1885)

sunsETs
TEXT: Elvira Palencia
PHOTO: Jose Carlos Rodriguez Acosta

How many sunsets did we spend by the seashore, on lazy
summer evenings, observing from a distance the boats approaching
the coast, the fishermen jumping from their boats to beach their
craft, blending with the water in the ritual dance repeated every
daythe sun flooding us with its warm reflection, wrapping us in the
peacefulness of that magical moment.
And the beauty of an intense blue sea, merging with the grey of
the sky, dotted with rain-heavy clouds, harbingers of fearful storms,
or the calm which follows the storm, as they both enhance and fulfil
one another.
And the coast dotted with watch fires announcing good news
(so many lives saved, so many shipwrecks avoided!) thanks to the
lighthouses which are the beacons of light and never-ending source
of inspiration for seafarers, artists, poets...

All these sensations and many more are evoked by the exquisite
images of José Carlos Rodríguez Acosta, poet of the sea and true son
of Malaga, through which he expresses his love for his homeland, its
customs and the sea to which it has always belonged.
A poet of light and colour, his verses present in harmonious rhyme the warmth and intensity of sunset, and also the serenity of that
deep, silent blue enveloping you in an atmosphere of calm.
Sound, though, also forms a part of these poems, expressed in the
images in which we hear everything from the silence of a tranquil
sea to the rumbling thunder announcing the rain, and the rhythm of
the waves as they break on the shore, calming and soothing.
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Twilight song
| David Jou
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TwILIghT Song
Children’s voices led away
the sun I was observing.
All the light of summer
made me yearn for sleep.
The clock on the white wall
tells how the evening passes.
A gentle wind calms
down the twilight pathways.
Perhaps tomorrow there will
still be slow hours
of brightness for the eyes
with a look so eager.
But now it is night.
And I am left alone
in the house of the dead
whom only I recall.

Salvador Espriu

I have chosen this poem because
of its position amid the deepest and
most vivid roots of my own poetry.
In the voice of Raimon, it was the
first poem by Salvador Espriu which
I heard. After lunch, before heading
back to school, in the light of the
early afternoon at home in the garden in Sitges, I put on the record by
Raimon and listened in particular to
the poem by Espriu. That “clock on
the white wall”, that “gentle wind
down the twilight pathways”, the
whole poem, in short, represented
for me the emergence of a poetic
voice.
I was around twelve or thirteen at the time. I had discovered
the mystery and power of scripture (without being fully aware of it,
of course) when I was six, shortly
before my first Communion. Our

homework was to comment on a
biblical passage. I commented on
an excerpt from the book of Daniel
(the youths in the fiery furnace), but
went beyond what had been asked
of us, and wrote a little more, two or
three times as much, simply for my
own pleasure, surprised to find it so
enjoyable to be searching for words
and linking ideas. That episode did
not lead me straight away to poetry,
but to scripture. At the age of seven or eight, during the summer in
Sitges library (my mother was the
head librarian for half a century)
I would amuse myself by writing
stories, in the style of Kyle May or
Edith Blyton, whose books I eagerly
devoured.
I was familiar with a few poems
by Maragall, Verdaguer, Carner and
Sagarra, who were commonly men-
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tioned within our family context. I
liked them. I found their words musical, emotive, evocative, they made
me think differently. But it was under the mark and influence of Espriu
that I began to write systematically,
that my poetic vocation emerged.
When I was fourteen or fifteen I
would spend four or five hours a day
writing poems, in the house where
we spent five summers in Escombreras, near Cartagena, close to the big
oil refinery and tanker port, where
my father, a tanker captain, had his
office as the personnel manager of
the Repesa fleet. Espriu’s poems
were for me a pathway leading me
poetically through the world.
In 1969 the Christmas present I
asked for and was given was the volume of his complete poetic works.
This was no longer, then, the songs
by Raimon, but his whole output
(with an interesting foreword by
Josep Maria Castellet). C ementiri de Sinera , El Caminant i el Mur,
and Final de Laberint particularly
appealed to me. I tried, helplessly,
to imitate that considered, essential depth of feeling. I realise that,
because of my age and youthful vigour, the desolation of Espriu’s voice hardly suited me, and on reading

Calligraphy: Keith Adams

some of my poems of the era I must
admit that in many cases his invasive tone seems somewhat affected in
my adolescent voice. What appealed
to me though, more than the desolate tone, was the overlay of light and
landscape, and the metaphysical detail, to which I was, perhaps, receptive having read so much of the Bible.
My literary debt to Espriu is
very considerable. His influence
is particularly clear in three of my
books: Per a No Oblidar la Llum
(1971), Diminuta Imatge (1977) and
Passeig Marítim (1998). In my first
book, written when I was aged sixteen and published when I was seventeen, there is an all-pervasive
and resonance of Espriu. Diminuta
Imatge (a book written during my
first stay in Venice) reflects Espriu
in many formal aspects, although it
has its own voice, and a more personal expression. Passeig Marítim is
in some aspects a resonance of the
songs in the Roda del Temps, combined with Paul Valéry’s impression
of the marine cemetery. The natural expansion of my own experience
of life and literature, an interest in
science and religious themes, an
enthusiasm for travel, art and life,
and a desire to explore other forms,

gradually developed, displacing the
model of Espriu.
I visited Salvador Espriu on
three occasions, in April 1975, October 1977 and the spring of 1978, at
the premises on Passeig de Gràcia,
close to the corner of Carrer Aragó,
where Assistència Sanitària had its
Barcelona offices. He received me
with great warmth, and we spoke
for a couple of hours or more on
each occasion. This is not the place to discuss those conversations,
which are recorded in my journals of
the time. When he died, in February
1985, I went to see his body lying in
state at the Palau de la Generalitat,
and attended his funeral in Arenys.
Even now, when I give occasion
to give a seminar in Arenys, I make
sure I arrive early, take a copy of Cementiri de Sinera, and head up to the
cemetery to reread it, with a range
of emotions which are always intense. More than forty years dedicated
to poetry have not led me to forget
those afternoons listening to Cançó
del Capvespre, those early years of
poetic affirmation with the works of
Espriu as my essential guide, and as
a rebellious and clear continuation of
a grand literary tradition which Franco’s Spain had attempted to kill off.
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