ESPRIU FOUNDATION

october · november · december 2013 | issue 92

| compartir |
The magazine of healthcare co-operativism

MONOGRAPH
Active patient participation
HEALTH
Analiza, a laboratory committed
to quality
CULTURE
At the heart of a hospital in India

2

5

HEALTH
Frostbite: first aid | Dr. Adolf Cassan
Analiza, a laboratory commited to quality | Editorial team
Diabetes mellitus: an illness on the increase | Dolors Borau
Too sweet a tooth | D. B.
Sugar and different types of sweetener | Dra. Perla Luzondo

6
8
10
12
15

COOPERATIVISM ASISA /ASC
Pioneering role of ASISA, volunteers on an “Ajuda en Acció” charity Project in
Bolivia | Editorial team
Moncloa Hospital achieves University Status | E.T.
ASISA receives Best Human Resources Practice Award in the Training and
Development Category | E.T.
ASISA joins the Clean Sport Business Commitment to oversee compliance with
anti-doping agreements | E.T.
ASISA announces 4th International Photography Competition | E.T.
Revised annual reports for Assistència Sanitària and SCIAS | Oriol Conesa
Tributes and new year activities at SCIAS Social Participation Department | O.C.
2nd Pregnancy Pathology seminar fills Barcelona Hospital auditorium again |
O. C.
Assistència Sanitària awards 31 healthcare bursaries | O.C.
The Espriu Foundation is among the leading Social Economy organizations
| Jose Pérez
Co-operatives a way of overcoming the crisis | J.P.
Access to healthcare and health services | J. P.
Hundreds of co-operatives | Editorial team
Programme of activities

16
17
18

SUMMARY > Issue. 92

EDITORIAL

18
20

21

22
23
24
27
28

MONOGRAPHIC
What responsibility do patients have? | Josep Maria Ferreiro
The active role of the patient | Carles Torner
Health literacy, a pending subject | J. P
Non-profit medicine | C. T.

30
32
42
44

CULTURE
Pause | Xènia Dyakonova
At the heart of a Hospital in India | Manuel Viola
Remembering Salvador Espriu | Gemma Gorga
Vicious circle | Joma

49
50
55
58

3

How to achieve a doctor-patient relationship based on trust?
What role do patients’ associations play? What are the new
doctors and their new version 2.0 patients like?
How should patients participate in decision-making process
for their treatment?
These are some of the key questions we analyse in the
monograph section of this edition of | compartir | which
focuses on the doctor-patient relationship.
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Patients

have also been gradually developing an awareness
of responsibility for their own health. Examination,
diagnosis and treatment: at each of these stages in
the doctor-patient relationship it is the doctor who takes the initiative, but the role of
the patient cannot be limited to that of a passive recipient to the doctor’s decisions. No,
patients, and that means all of us either now or sometime in the future, have rights and
responsibilities.
as the main topic for this issue. And we have chosen to discuss this theme in a way that
is consistent with the approach we believe in: communication between doctors and
patients. With this in mind, the Espriu Foundation headquarters in Barcelona hosted a
gathering of physicians representing Assistència Sanitària Col·legial and ASISA, as well
as patients from the SCIAS co-operative and the Spanish Patients Forum, a member of
the European Patients Forum. The discussions between them examined issues in greater depth relating to patient participation: how to achieve a doctor-patient relationship
based on trust, the role to be played by patient associations, the nature of our new ‘2.0’
doctors and patients, the participation available to patients in taking decisions about
treatment, and what informed consent means...
Promotion of patient participation is a regular feature in our magazine. It is an issue which we include in a number of sections focusing on health, which we always
approach from the perspective of an active role by patients, from learning about
their condition themselves to diet and lifestyle. The users’ stories presented in each
issue of | compartir | show how we can become intelligent and responsible patients.
From the perspective of the Espriu Foundation, though, patient responsibility goes beyond simply the personal relationship with a doctor. We are also responsible for creating,
as patients and within the institutions we have established ourselves, an environment
in which to deliver the best possible healthcare. And so our monograph section on the
active role of patients also includes a discussion about cooperative hospitals, the active
role of patients in the administration of Barcelona Hospital through the SCIAS cooperative and the impact that the success of this hospital model is having internationally.
Because, ultimately, in the words of our founder, Dr Espriu, the relationship between
doctor and patient is sacred. SCIAS, ASC and ASISA do everything possible to ensure
that this relationship is on the best possible terms and allows patients to play an active
and participatory role.

EDITORIAL

| compartir | has chosen the participation of patients in diagnosis and medical treatment
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Frostbite: first aid
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Frostbite is a lesion which comprises the local destruction of body tissue subjected to very low temperatures,
below 0° C, one of the main hazards facing mountaineers suffering excessive exposure to the cold. Given
the adverse weather conditions which those engaging in such sports can expect, they will of course have
appropriate equipment. Expert mountain climbers do
not therefore typically fall prey to disorders caused by
the cold, unless forced to withstand seriously adverse
conditions. Even in the worst of weather, most will
know how to act in order properly to treat the serious
lesions which can be caused by the cold. The same cannot, however, be said of those who only occasionally
venture into the mountains. They may perhaps believe
themselves to be well wrapped up, but have perhaps
overlooked some detail: a failure to equip themselves
with appropriate gloves, for example. Others confi-

ing and so halting the chemical reactions in the cells,
along with the formation of micro-crystals of ice inside
the cells and interstitial tissue. This is a very serious
condition: unless the effect of the cold is prevented,
the tissue will suffer necrosis, in other words it will die.
To begin with the affected part of the body becomes cold and extremely pale. It will also largely lose
sensitivity: there will normally be a tingling sensation
at the onset, followed by a loss of feeling. During the
next stage, if exposure to the cold continues then the
skin will be covered in bluish or purplish marks and
blisters, which may burst and release a serum-like or
blood-tinged fluid which will typically join together
in one large wound. If the condition continues, the
skill will become darker and harder, forming a kind
of scab of necrotic tissue. Unless the situation is resolved, the lesion will spread to deeper tissues, or in

«In all cases of frostbite it is important to head as soon as possible
to a healthcare centre in order for the lesions to be examined.»
dently set out on a sunny day and are surprised by a
sudden drop in temperature or an unexpected storm.
In such circumstances the cold becomes particularly dangerous, as it joins forces with the wind and
damp to exacerbate its harmful effects. There are cases
in which the situation is so extreme as to provoke hypothermia, in other words a drop in body temperature,
a very dangerous condition but one which is far from
common, as it will occur only in very serious weather.
What is more typical is for local effects to be felt, above
all on those parts of the body which are unprotected or
more exposed, leading to this typical lesion: frostbite.
When we are in a cold environment the body reacts to protect itself by means of cutaneous vasoconstriction, in other words the blood vessels closest to the
surface of the body become narrower in order as far as
possible to reduce heat loss. This may be sufficient in
order to maintain normal body temperature, but if any
part of the body is exposed to the cold for a lengthy period, the hands for example if not protected by gloves,
then the tissues in that area could suffer frostbite.
Frostbite typically affects the outermost parts of
the body where circulation is reduced practically to the
limit: the fingers and toes, ears, or even the nose. The
cold acts on the unprotected tissue, which is receiving
hardly any blood, causing it to freeze because of the
drop in circulation, preventing the blood from flow-

the most extreme cases even the bone. In very serious cases fragments of tissue could even drop off.
Or otherwise the dead tissue could become infected
by germs, giving rise to gangrene. This course can
be avoided by taking appropriate and timely action:
in the case of superficial frostbite if the right measures are taken then a full recovery can be achieved.
To begin with, if there are signs of frostbite then
the affected body part must be treated with extreme
caution, as improper handling could worsen the condition. Before doing anything, then, it is important to
know what not to do: do not massage or pat the injured area, as people may wrongly do in an attempt
to increase the blood flow, as the tissue will have become very fragile and could be destroyed by such an
approach. Snow should not be rubbed into the area
(another disastrous belief ), as this will make the skin
colder and damper, further worsening the condition.
The right approach is to warm the affected part,
but progressively and appropriately, so as to restore the blood flow without damaging the tissue.
The best way to do this is to apply the treatment as
soon as possible, but not if the conditions are not
appropriate, as this could worsen the situation. For
example, if the frostbite affects the feet then footwear should not be removed before reaching shelter, as the tissue will already have been weakened
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and could be injured when removing the boots,
which it might then prove impossible to put back on.
To deliver heat, the injured area should be
put in direct contact with the body, either the
sufferer’s own (for example by placing the hands
in the armpits or between the thighs) or otherwise a companion. This is a provisional measure,
however, as it is important to head immediately
for a location where the right treatment can be
given, such as for example a mountain shelter. In
any event, once in a safe place all action must be
taken with care, in particular when attempting
to warm up the injured area: if too much heat is
applied directly and suddenly the situation could
be worsened, as the blood vessels would suddenly
dilate and, given the weakened state of the tissue,
could burst, ultimately destroying the affected tissue. There is another major problem: as there will
be no feeling in the area then the sufferer will not
realise that he or she is burning, and so a frostbit-

ten foot should not, then, be placed next to a fire.
The best way to warm up the injured area is to remove all clothing or accessories compressing it (gloves,
shoes, socks, rings), then bathe it in warm water and
gradually increase the temperature. Hot water should
be added only little by little, without increasing the
temperature too much. It is best to use a thermometer
to check that it does not exceed 40-42° C. If the tissue
withstands this treatment then the skin will regain its
colour and the temperature will gradually be restored.
If this can be achieved then the injured body part
should be dried thoroughly but delicately. In the case
of a limb, wrap it in a soft, clean fabric, such as sterile
gauze in contact with the skin, with a cotton wrapping
on top of this without compressing it. In all cases of
frostbite it is important to head as soon as possible to
a healthcare centre in order for the lesions to be examined. If there is no evident improvement after applying the above procedures then the sufferer must be
taken to hospital with extreme urgency. Dr. Adolf Cassan
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Analiza, a laboratory committed to quality
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Analiza dóna servei a la major part de les clíniques i hospitals del Grup ASISA.

The medical laboratory group Analiza, founded in
2011, serves most of the ASISA Group’s clinics and
hospitals. Their long-term aim is to establish itself in
Spain as the leader in its sector.
In the two years since it was set up, Analiza has
become one of the most important and fastest-growing clinical laboratories. Its development is based on
a quality model and a few weeks ago it successfully
completed the external Bureau Veritas audit process
and was awarded the ISO 9001 Quality Certificate.
In June, 2011, Analiza opened its first laboratory
at ASISA’s Vistahermosa Clinic in Alicante. It now has
140 employees and runs the laboratories at Moncloa
Hospital in Madrid as well as the ASISA Group’s clinics in Granada, Jerez, Malaga, Murcia and Zaragoza.
Analiza also manages three non-hospital-based laboratories and has local and national agreements with leading insurance companies and employment accident
mutuals. Overall, the laboratory maintains more than

«Analiza maintains more than 150
outlets across Spain, and is involved
in international projects..»

150 outlets across Spain, is involved in international
projects and can be contracted to manage both public
and private sector laboratories.
Analiza’s flagship laboratory, at Moncloa Hospital,
is equipped with cutting-edge technology. A Siemens
robotic chain allows the analysis process to done in
a fully automated manner offering utmost effective-
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«Analiza’s flagship laboratory, at Moncloa Hospital, is equipped with cuttingedge technology.»
ness. It also has a professional team made up of more
than twenty highly qualified technicians specialising
in clinical, biochemical and microbiological analyses.
The group’s other laboratories are equipped with
similar technology and headed by specialist physi-

cians, applying the same operational protocols. There
is a shared information technology system and a unified database and training programmes and quality
management systems are the same throughout all
their operations. Editorial team

Antonio M. Ballesta, Analiza Medical Director

“Our project is based on two
essential factors: quality and
education”.
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Dr. Antonio M. Ballesta is a doctor specialising in clinical analysis and clinical biochemistry. He spent most of
his professional career at Barcelona’s Clinical Hospital,
where he was head of department and inhouse professor for 15 years. For two years he was the Medical
Director of the Madrid Autonomous Region’s Central
Laboratory, and for the past year has been Medical
Director of Analiza.
What types of analysis are performed at the Analiza
laboratories?
Our laboratory has a catalogue of more than 4000
tests, covering all areas of clinical laboratory operations, from routine biochemistry to the most sophisticated genetic and molecular biology tests. We are also
open to the implementation of new technologies in
support of less invasive and more personalised medicine (PCA3, TrisoNIM, etc.).
This year Analiza staged a series of clinical sessions.
What is the purpose of the sessions?
The aim of the sessions is to improve contact with the
clinic, to bring the laboratory closer to it. The programmes implemented in Jerez, Toledo and Ceuta
focused on the discussion of highly current, scientific
themes, addressed by leading specialists from both
the clinical and laboratory sides. Our service vocation
prompts us to collaborate with the clinic in our daily
affairs in order to achieve the greatest possible benefits for the patient together.
What is the added value of ISO 9001 certification?
Quality and excellence. Certification is not a goal in
itself, but a way of seeing our work: the whole process,
pre-analysis and post-analysis, is subject to a series of

Dr. Antonio M. Ballesta,
Analiza Medical
Director.

standards and procedures, recorded in protocols with
the focus on a process of continuous enhancement.
Ultimately, harmony between knowledge and technology gives patients peace of mind, as the protocol
followed will at all times be the best suited to the scientific method and the requirements involved.
What are Analiza’s plans for the future?
Analiza’s future plans are to continue growing, expanding our portfolio of services and our nationwide
coverage. We currently have a presence in 30 cities,
but aim to establish operations in every provincial capital. We are also looking at the possibility of expanding beyond Spain’s borders, and in fact are currently
considering a number of projects in other countries.
In any event, our project is based on two fundamental
cornerstones: quality, which is why our immediate goal
is to achieve Quality Accreditation, now that we have
our certification, and education, where the challenge
is to consolidate our training programme. As for management, the future will involve the development of
web-based utilities to facilitate communication for the
greater convenience of doctors and patients, to administer a paperless quality system and provide access to
training programmes. There are many challenges out
there. Editorial team

HEALTH > USER’S CORNER
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Diabetes mellitus:
an illness on the increase
One of the oldest known medical treatises, the Ebers
Papyrus (1500 BC), contains references to the symptoms of diabetes. The name derives from the Greek
word for “siphon”, referring to the fact that diabetics
excrete a considerable quantity of urine. It was not until the 17th century that the English doctor T. Willis
added the Latin word mellitus, meaning “honey”, on
realising that the urine of diabetics had a sweet taste.
Diabetes mellitus is today classified as a chronic illness
characterised by an increase in the level of glucose in
the blood. This glucose is the main source of energy
for our body’s cells and is obtained from the foods we
eat, above all those rich in simple carbohydrates or
sugars (sweets, granulated sugar, honey, soft drinks,
fruit juice...) and those rich in complex carbohydrates
(bread, potatoes, cereals, legumes...). In a normally
healthy body, the glucose reaches the cells and enters
them thanks to the assistance of the hormone insulin,
which is secreted by the pancreas. If the pancreas does
not generate enough insulin, or it does not function
properly, then the glucose remains in the blood, instead of penetrating the cells and serving as a source
of energy. It was not until the early 20th century that
insulin was successfully isolated and synthesised to
provide a treatment.
There are various forms of the illness: diabetes mellitus type 1 (DM1), diabetes mellitus type 2 (DM2), secondary diabetes and gestational diabetes. Secondary
diabetes is caused by some other illness that a patient
may have contracted or a pharmacological treatment,
and once the cause is no longer present, then the patient will recover. Gestational diabetes is suffered by a
number of pregnant women and again the patient will
normally recover once she has given birth.
Diabetes mellitus type 1 (DM1) emerges suddenly
during infancy, adolescence or youth, through a process known as the diabetic onset. If left untreated,
the situation will rapidly worsen. The typical symptoms are as follows: excessive urination, tiredness,
raging thirst and loss of weight, although sufferers
will eat and still feel hungry. DM1 is treated by administering insulin in the quantity and with the frequency required by each individual on their doctor’s
instructions. It must be injected, as it is not effective when taken by mouth. Nonetheless, people with
DM1 need to follow certain dietary guidelines: eat 5-6

meals daily in order to spread the quantity of glucose
throughout the day; limit simple sugars and learn
what helpings of flour-based and fruit produce they
can eat each day. When the diabetic onset occurs,
then specialist professionals (nurses, nutritionists)
will help draw up a diet.
Diabetes mellitus type 2 (DM2) emerges after the
age of forty, although it may go unnoticed and undiagnosed for some considerable time. In this case
although the pancreas does produce insulin, this is
unable to fulfil its normal function. Tit is caused by
genetic factors, although it is also linked to obesity,
arterial hypertension, alterations of fats in the blood
(cholesterol, triglycerides...) and a sedentary lifestyle.
Hence the fact that it is believed that DM2 could become the great epidemic of developed countries in the
21st century, which would have serious consequences
for the health of the population as it increases the risk
of suffering coronary and circulatory disease. For DM2
sufferers insulin is not given to begin with, although
an oral treatment may be prescribed using drugs
which help increase the sensitivity of the tissues to
insulin (metformin) or stimulate secretion of the hormone (sulphonylureas).

Complications of the illness
Excess glucose in the blood can lead to a diabetic
coma, while a shortage can cause: fainting; early ageing of the arteries; damage the blood vessels of the retina and kidneys; poor circulation
in the limbs; neurological alterations, with loss
of sensitivity; limited capacity to combat infection; impotence in men and infertility in women.

An individual is diagnosed as diabetic if, after an
eight-hour fast, levels of blood sugar are in excess of
126 mg/dL, and if this result is repeated on two occasions. Once the illness has been diagnosed, then
another biochemical factor is measured: glycosylated
haemoglobin (HbA1c), which is formed when sugar
in the blood binds to the haemoglobin of the red cells.
The result is proportional to the concentration of
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diabetis mellitus
diabetes mellitus is defined as a
chronic illness characterised by
an increase in the level of glucose in the blood. this glucose is
the main source of energy for the
body’s cells, which it penetrates
with the assistance of a hormone,
insulin, secreted by the pancreas.

Jordi Negret
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blood glucose over two or three months (the lifespan
of the red blood cells), which reveals whether the
control and treatment of the illness are effective. In
poorly controlled diabetics, the result is above 7% A1c
haemoglobin.
When there is excess glucose in the blood then a
diabetic coma may occur as a result of deficient insulin
administration or the presence of some other illness.
Hypoglycaemia can if there is an excessive drop in
the level of glucose. This leads to dizziness, sweating,
trembling, and even unconsciousness and is typically
caused by excess medication, insufficient food, excessive physical activity or a combination of all these fac-

tors. There are also chronic complications, such as the
early ageing of the arteries, increasing the risk of suffering cardiovascular disease; poor circulation in the
lower limbs, which leads to problems with scarring;
can have a negative effect on the blood vessels of the
retina (loss of eyesight) and the kidneys (risk of suffering chronic kidney failure); neurological alterations
affecting the sensitivity of the feet and legs; limited
ability to combat infection and problems of impotence
in men and infertility in women.
The proper treatment for both DM1 and DM2 is vital in order to avoid or delay the emergence of the complications which this illness can provoke. Dolors Borau.

HEALTH > A USER’S TALE

too sweet a tooth

Jordi Negret
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We are a big family and we always try to arrange a
get-together at least once a year for all the different
generations (from the oldest down to the youngest
babes) who want to come along. Aunt Adela was at the
last reunion: she has no children, and a year ago she
was widowed. She is a real institution, and everyone
respects her. She gets on well with my part of the family and as we live close by we see a lot of her. Knowing
her so well we were a little surprised that she wanted
to come along to the get-together, as she is not much
one for socialising. She has never told us her age, but
we know that her sixties have been and gone. She is
my father’s little sister, and always wanted to seem
younger. The fact is, that recently we have noticed that
she has aged considerably. She is a little on the short
side and has always struggled slightly with her weight,
but since she was widowed her midriff has expanded
considerably. She is now obese. She likes nothing better than to sit in her favourite armchair at home listening to the radio or watching telly, reading, knitting
or having a nap. And if she found it hard going to head
out and do the shopping before, now she is on her own
she finds it even more of a chore, above all because of
the weight she has put on.
At the few family get-togethers she has attended,

Aunt Adela typically complains about the menu. Her
size was always something of a mystery to everyone,
because at the dining table she would always turn
her nose upat the food, but not this time. She ate
everything, and plenty of it. The whole hog. The
day after the get-together, as I was a little concerned
about her I phoned up on the pretext of talking about
the gathering. She seemed to have had a good time,
was a little tired, but had not had any indigestion. A
few days later I dropped by her house, as the first
of a number of regular visits. I learned there that it
was some time since she had had a medical check-up.
Given her good relationship with her family doctor,
I suggested that she let me make an appointment
and accompany her. It proved the right thing to do.
The doctor chatted away to her while asking a number of questions about her health and mental state,
and called for a complete blood test. My aunt was
far from happy about all this to-ing and fro-ing, but
she did everything she was asked. later, once he had
the results of the blood tests he explained that her
level of blood sugar was high, and there were also
other factors, such as the levels of fat in her blood
(cholesterol and triglycerides) which were abnormal. In such cases the test has to be repeated so as to

What to do?
A diet with plenty of vegetables, fibre-rich foods and fewer sweet, doughy and fatty foods. Food
intake should also be divided into a number of meals over the course of the day: breakfast, midmorning and afternoon snacks, lunch and dinner. to follow a full treatment, though, it is vital to
activate your metabolism by getting at least 30 minutes of physical exercise per day.

What is diabetes mellitus tipus ii?
it is a common illness in elderly people who
have built up belly fat and lead a sedentary
life. the body’s cells are unable to make
use of the energy derived from food, which
means that after a meal the nutrients pass
into the bloodstream and glucose levels
remain high.

establish a diagnosis. Despite her grumbling about
having to go back for another appointment and blood
sample, there was no alternative. With the second
test the diagnosis was quite clear: Aunt Adela had
diabetes mellitus type II. It is a very common illness
among the adult population, above all when certain
conditions which favour its onset are present such as
obesity (in particular with a build-up of fat around
the abdomen), a sedentary lifestyle and emotional
stress. My aunt had always been a fussy and irregular
eater, and after the shock and sadness caused by the
death of her husband, this lack of discipline worsened, resulting in her obesity. She was also a great
lover of a sedentary life. She ticked all the right boxes
to develop type II diabetes.
In type II diabetes cases, the body’s cells cannot
make use of the energy provided by food. This means
that after a meal, when the nutrients pass into the
bloodstream, the glucose levels remain high. Medication is needed to be able to make use of the glucose,
and the patient must adapt a very disciplined approach to the treatment. Dietary conditions and the
distribution of mealtimes are also vital. To begin with,
plenty of vegetables and fibre-rich foods are required.

Meanwhile, sweet, doughy and fatty produce needs to
be reduced. Food intake should also be divided into a
number of meals over the course of the day: breakfast,
mid-morning and afternoon snacks, lunch and dinner.
To follow a full treatment, though, it is vital to activate the metabolism by getting at least 30 minutes of
physical exercise per day, of whatever kind suits each
individual best. With new dietary habits, a daily walk
and the prescription of the right medication, levels
of glucose in the blood will improve considerably.
My family doubted whether our aunt would be able
to change her lifestyle. It was not easy, and it took a
little while for her to accept the need to change her
habits. Thanks to her fondness for reading and home
crafts, though, she found the motivation to get out
and about. She joined a reading group, and made new
friends. And then she joined a needlework class... little
by little, thanks to her efforts exercise and discipline
gradually became a part of her daily life.
Adela now feels better, is slimmer and more agile.
She had always been a somewhat cantankerous woman, but with the changes which her illness has forced
on her, she has softened a little. She is happier. The fact
is that it is never too late to change for the better. D. B.
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sugar and different types of sweetener

Sweeteners are substances which give food a sweet taste: they may be natural or synthetic, and are classified as calorific or non-calorific depending on their energy content.
Calorific sweeteners:
• Sucrose extracted from sugar beet or sugar cane (1 g = 4 kcal)
• Fructose: the sugar contained in fruit and honey, with the same calorific value
(1 g = 4 kcal)
• Sorbitol: sugar from alcohol, which in large quantities has a laxative effect (1 g = 4 kcal)
• Honey: contains glucose and fructose (1 g = 4 kcal)
Non-calorific sweeteners:
• Saccharin (E-954): Adults should consume no more than 1 g per day, and children
500 mg. It can be used to prepare hot and cold dishes.
• Aspartame-acesulfame (E-951): Consumption must be restricted in the case of
pregnant women and very small children. Heat unstable.
• Cyclamate (E-952): not stable in liquid form and destroyed by heat.
• Acesulfame - K (E-950)
• Sucralose (E-955)
• Thaumatin (E-957)
• Stevia (E-960)
One frequent confusion on the part of consumers is to believe that ‘light’ products contain no calories and can be consumed in large quantities. products stating they “contain no
sugar” may contain sorbitol, with a similar calorific value to sucrose.
Stevia is extracted from a plant native to paraguay and sold as steviol glycoside. It is natural and non-calorific: once in the body it releases a molecule of glucose which is consumed
by the bacteria in the colon and not absorbed. The best way to consume it is as a liquid, so
it is not associated with other sweeteners. It can be used both hot and cold.
Here I recommend a spread that will delight chocolate lovers or those on a low-calorie
diet because of obesity or diabetes. Perla Luzondo
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COCOA SPREAD
WITH STEVIA
ingredients:
> 2 spoonfuls of skimmed cream cheese
> 2 spoonfuls of pure, fat-free cocoa with
no added sugar (such as the Valor brand)
> 2 teaspoonfuls of liquid stevia or more,
to taste
> 1 spoonful of skimmed milk
> 1 teaspoonful of hazelnut flavouring, as
used in one of the leading brands.

Edmon Amill

Food shops offer produce labelled as:
• Unsweetened foods: containing the natural sugar from the fruit or milk.
• no added sugar: containing the natural sugars from the fruit or milk.
• no sugar: less than 0.2 g/100 ml.
• Sugar-free: less than 0.5 g/100 ml.
• low in sugar: less than 5 g/100 ml.
• reduced sugar: 25% less than that contained in the non-diet version.

HEALTH > FOOD

Our diet fulfils three basic functions: it provides us with energy, it allows us to grow and
repair our tissues, and helps regulate the metabolism. Because our diet fulfils these three
functions, the food we eat must contain carbohydrates, fats, proteins, vitamins, minerals
and water.
Diabetes is a chronic condition of a metabolism in which there is a complete lack of
insulin secretion (type 1 diabetes) or a shortage of insulin production (type 2 diabetes). In
both cases the result is an increase in blood sugar (hyperglycaemia).
The food industry has prompted an increase in the consumption of sugary products by
releasing onto the market sweets, soft drinks, juices, ice creams, cakes and pastries. Such
foods offer a low nutritional value because the ingredients are highly refined and provide
practically no vitamins because of the heat treatments to which they are subjected, while
their calorific value may be very high.

method:

> Mix together all the ingredients in
the order above, making sure each is
fully blended before adding the next.
place in the fridge to take on volume
and a darker colour. Stevia can also
be substituted for liquid saccharin, or
crushed hazelnuts could be used.
> Excellent with pancakes, pastries
or bread. It can be made less thick by
adding 2 spoonfuls of powdered milk.
lactose intolerants could also make it
using soya milk.
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Pioneering role of ASISA volunteers on an
Ajuda en Acció charity project in Bolivia
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This summer, eight ASISA employees took part in a
Field Volunteer Programme organised by the Ajuda en
Acció Foundation in Bolivia. The volunteers had the
opportunity to see at first hand the different initiatives
undertaken by Ajuda en Acció to reduce inequality in
Manuel María Caballero province in Santa Cruz, Bolivia, where the charity has been operating since 2008.

The eight employees belong to a multidisciplinary
team deployed to Bolivia to collaborate with local communities in health and education, using their professional and/or academic specialisation,. They were also
there to promote small-scale agricultural initiatives in
the town of Comarapa and the surrounding area.

Health, training and employment
The various activities carried out by the ASISA team
in Bolivia included those associated with maintaining
health and disease prevention. The volunteers took
part in the women and children vaccination campaign
launched in the area by the NGO and were involved
in the cervical cancer prevention programme which
focuses on women in developing communities.
The role of the volunteers also extended to training
sessions in schools where they gave workshops for the
teachers addressing such issues as educational theory,
classroom management and the preparation of teaching materials. They also gave advice on hygiene levels
for the youngest pupils and organised activities relating
to communication, socialisation and personal motivation in the communities of the two towns within the
development area.
The ASISA employees also had the opportunity to
share their business knowledge by providing advice on
business plans to the benefit of local farmers and to
facilitate the process of selling local produce, such as
strawberries, sugar cane and aniseed.

Collaboration agreement
The initiative forms part of an agreement for collaboration which was signed by ASISA and Ajuda en Acció,
and whose aim is to establish a strategic alliance at
the centre of ASISA’s Corporate Social Responsibility
policy.
Ajuda en Acció´s corporate volunteer programme
offers volunteers an opportunity to take part in projects in Latin America and Africa, giving them an insight into different social realities, adding value to projects and also providing transparent teaching about the
organisation’s continued efforts to achieve a long-term
impact in communities.
For ASISA, involvement in the Field Volunteer
Programme promotes a spirit of collaboration and solidarity among employees, encouraging professional
and personal development.
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Moncloa Hospital achieves University status

Family photo of European University medical
students and ASISA and Moncloa Hospital
managers.
Dr. Luis Ortiz Quintana delivers the
course masterclass.
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Moncloa Hospital now has University Hospital status
following the inauguration of the Madrid European
University Medical Degree for the 2013-14 academic
year. Moncloa is the first University Hospital of the
ASISA Group which, through its ties to the University,
has demonstrated its commitment to quality education.
The inaugural ceremony, held on the premises of
Moncloa Hospital, was attended by Dr Elena Gazapo,
the Dean of the Biomedical Science Faculty at the European University, and Dr Enrique de Porres, CEO of
ASISA.
At this event, a welcome was given to the 4th-year
Medical Degree students of the European University
who for the first time will be doing their internships
at the Moncloa Hospital. In the words of Dr Elena
Gazapo, “the European University, in accordance with
its model of academic excellence, aims at all times to
work with leading professionals, and the new collaboration agreement with Moncloa Hospital demonstrates this commitment”.
Thanks to the agreement signed with the European University, Moncloa Hospital will be welcoming

students from different years of the course in Medicine to do their internships under the supervision
of 25 of the hospital´s professionals. According to Dr
Enrique de Porres, “one of ASISA’s aims since Moncloa Hospital was opened has been to link the hospital
to a university, as a means of creating an opening for
research”.
During the event a masterclass entitled Follow-up
of Treated Cancer Patients was delivered by Dr. Luis
Ortiz Quintana, President of the Spanish Medical
Surgical Academy, head of the Gynaecology and Obstetrics Department at Gregorio Marañón University
Hospital, and a Director of ASISA. In his presentation
he emphasised “the benefits of teamwork, the need to
access the best scientific evidence at all times and the
importance of doctors focusing on their patients who
are should be at the centre of their work.”
With the arrival of medical students, Moncloa Hospital demonstrates its commitment to research and to
training future health professionals who will receive
the support of Moncloa Hospital’s professional staff
and will be updated continuously by them with developments in medicine.

ASISA joins the Clean Sport Business
Commitment to oversee compliance
with anti-doping agreements
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ASISA receives Best Human
Resources Practice Award in the
Training and Development Category

Researchers and organisers of the development project with
the winner of the trip to Bogota. Left to right: Dr Mercedes
Mora (Javeriana University); Constança Marín (Finasud); Belén
Rodríguez (ASISA); Eduardo Villamor (Michigan University) and
Dr Henry Oliveros (La Sabana University).
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ASISA was recognised in the Best Human Resources
Practice in the Training and Development category of
the 4th round of awards given by Cegos and Equipos&Talento. “A course = a resource” is the name given
to the innovative initiative launched in 2012 by the
insurance company’s Human Resources Department to
encourage online employee training.
The prize-winning initiative combined two projects
on which the company is working. To begin with, since
2006, ASISA has an agreement with Michigan University to collaborate in a research project created by Dr
Eduardo Villamor, an academic at Harvard University known as the Bogota School Cohort Project. This
involves an analysis of the way in which the lack of
certain nutrients affects the growth and development
of over 3200 Colombian children. Secondly, in 2012,
the ASISA Human Resources Department decided to
launch an online training plan for employees.
In order to strengthen both these initiatives, they
were linked together so that each time employees
completed an ASISA Training Platform course, they
received a financial incentive to purchase clinical materials, oil and school transport support which helped the
research project to continue. Also, all those completing
the online training courses were included in a prize
draw for a trip to Bogota to see at first hand how the
project is going.
Participation in courses was high, with the initiative getting a very positive response from employees,
showing that they were more motivated to begin and
complete the training units because they understood
that they were contributing to a worthwhile project.

Representatives of the companies that signed the commitment
during a forum held to promote the agreement.

ASISA has joined other major Spanish companies in signing the
Clean Sport Business Commitment, an unprecedented initiative
that recognises the importance of the fight against doping in sport
and the responsibility which sponsors of sporting events and the
everyone involved must take on board to keep “sport clean”.
The key points of the Clean Sport Business Commitment include a previous statement against doping and about the issue of
prevention, as well as the requirement for sponsors to strongly
commit to reject of this illegal practice. Lastly, support will only
be granted to those organisations and athletes who comply with
all international anti-doping agreements.
Carlos Eiroa, ASISA’s Head of Public Relations, stresses that
“this agreement represents a milestone in initiatives to combat
doping in Spain, and is particularly significant for ASISA, given
our strong and deep-rooted commitment to supporting numerous
sporting initiatives. We want sport to maintain its values of ambition, health, hard work and competition on a level playing field,
and we are aware that as sponsors we play a role in sport and must
therefore make every effort possible to fight against doping and
any practice undermining the essence of sport”.
ASISA is committed to the promotion of sport as a healthy
lifestyle that helps develop basic values such as teamwork, competitiveness, personal ambition and dedication. It therefore sponsors
various teams in different categories and numerous sporting competitions, such as the ASISA Kingdom of Leon Children’s Football
Tournament and the Malaga Costa Del Sol handball team.
For nearly a decade now ASISA has also been heavily involved
in the support of swimming through a range of initiatives, including sponsorship of the 15th FINA World Swimming Championships (Barcelona 2013). The insurance company has been the
sponsor of the Spanish Synchronised Swimming Team since 2005,
and provides cover for the swimmers of the Royal Spanish Swimming Federation through an accident insurance policy.
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ASISA announces 4th International
Photography Competition
This year, ASISA has announced it will be holding its
International Photography Competition again (ASISAFoto 2013), which is now in its fifth year and is open
to all amateur and professional photographers from
around the world.
As usual, there will be three categories: “Open”,
“Infancy and Maternity” and “Nature”, each offering
a prize of 5000 euros and a gold medal from the Spanish Photography Confederation (CEF). A further 22
prizes of 300 euros each will also be awarded (10 in the
“Open” category and six in each of the other two sections). As in previous years, all the prize-winning work
will be included in an exhibition and in a catalogue.
Also, in this fifth year of the ASISAFoto International Photography Competition, for the first time
ever the jury will will give a special award to the best
photographer selected from among the winners of the
first prize in each of the three categories. This award
will consist of an exhibition, organised by ASISA, of
30 photographs chosen by the winning photographer
which will travel to the various ASISA sites around the
country.
The competition ASISA continues with its objective of promoting culture and art through photographic work and it is also creating a photographic archive
to share with ASISA patients through its mobile exhibitions at the company’s various clinics. Over the
course of the past four events the ASISA International
Photography Competition has established itself as a
major national and international photography event,
thanks above all to the quality of the works submitted.
The most recent competition received 1540 submissions from 187 photographers.
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One of the images submitted
in previous editions: Woman,
by Juan Carlos Aragonés
Congostrina.

Competition rules
The competition rules dictate that each
photographer may enter one or several
sections, with a a submission of at least five
photographs on photographic paper, with
no restrictions on the technique employed.
The only limitation applies to the “Nature”
category, for which the works must comply
with the definition of the FIAP, the International Federation of Photographic Art, and
must be in colour. One further requirement
is that the photographs must be mounted
on a passe-partout with glass, in 40 x 50
cm format.

After the deadline for entries on 20 November, a technical jury will check them all
to make sure they comply with the competition rules and any work which does not
comply will be rejected.
The work will then be considered by a
jury of five leading photographers, who
will classify the submissions and choose
the photographs which are to be included
in the mobile exhibition and also select
the prize-winners. ASISA will then publish
a catalogue and put the work selected on
display at its various clinics.

Relevant details
Deadline:
20 November 2013
Submissions to:
Clínica El Ángel
(marked for the Photography Competition)
Address:
Calle Corregidor Nicolas Isidro, 16. 29007 Malaga
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Revised annual reports for Assistència Sanitària and scias
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In June, Assistència Sanitària and SCIAS published
their annual reports for the year 2012 following an
assessment of the last twelve months and the SCIAS
Annual General Assembly. This year, however, both
the format and the content of these accounts have
been revised, and although they still provide an updated overview of the two organisations and their work,
they now have a more contemporary design with an
emphasis on scientific advances and the more innovative aspects of their activities.
There are introductions by Dr Orce, President of
Assistència Sanitària, and Ms Basurte, President of
SCIAS, and a section with tables and charts showing
the most important figures. There are also reports and
a series of articles showing what has been achieved. In
the case of Assistència Sanitària, this analysis focuses
on the services exclusively available to policyholders,
such as the Home Emergencies Service, the Travel
Clinic, the Pluripathology Service and the Oncology
Plan. Medical advances and changes to therapies and
treatments are looked at in the SCIAS report which,

as well as covering other issues, also deals with the
nursing model, studies into late premature births,
peritoneal carcinomatosis surgery and hip fractures.

Tributes and new year activities at scias Social Participation Department
Every year, the SCIAS Social Participation Department begins a new season with a different programme
of cultural and educational activities. Before the summer break, however, the traditional end of year festivities were held, with music playing a central role. Pompeia Church in Barcelona was the venue for a concert
involving all the organisation’s choirs and people in
the audience filled the pews.
The Social Participation Department wants to encourage members to get involved in the committees
and decision making of SCIAS. So at a meeting of the
co-operative’s secretaries, spokespeople and coordinators in November, the organisation´s silver insignia was awarded to Antonio Lorita and Pere Torner,
precisely in recognition and thanks for their efforts
in this regard since, over many years, the incalculable
contribution of these two has left its mark on the daily
activities of SCIAS.
With Joan López joining the team of supervisors,
the new 2013-14 year begins with a comprehensive
programme of leisure and cultural activities arranged
exclusively for co-operative members. As well as
workshops and courses for children, young people and
adults focusing on a range of subjects (from support

with school subjects to board games, martial arts, IT,
photography, languages etc), the Social Participation
Department’s evening events also cover a whole range
of activities. Cinema and opera evenings, health and
cultural conferences together with outings to places of
interest around Catalonia make up the rest of a programme which is expected to encourage even more
members to sign up.
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2nd Pregnancy Pathology seminar fills Barcelona Hospital
auditorium again
In June at Barcelona Hospital a seminar for medical
professionals working in maternity and infant care attracted a large number of people with a programme
focusing on obesity and prematurity: as was hoped,
the auditorium was packed. Experts from multidisciplinary backgrounds focused their talks on two typical
pathologies which require treatment. Firstly, obesity
in pregnant women, which can occur during gestation
and/or afterwards. And prematurity, which can lead
to specific developmental characteristics or result in
ongoing problems in the child.
The seminar, which is organised each year by the
Internal Medicine and Neonatal departments at Barcelona Hospital, is sponsored by Assistència Sanitària
as part of its knowledge promotion policy. Possible
issues for future seminars are already under consideration.
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Assistència Sanitària awards 31 healthcare bursaries
For the fifth year running Assistència Sanitària has
shown its commitment to the medical and university community by awarding bursaries to healthcare
professionals. The awards, which amount to 30,000
euros, cover 50% of the tuition fee for all third-cycle
training programmes in Health at any Catalan university or associated institution and nearly 500 Masters
and postgraduate courses. This year, 227 applications
were received (38 more than the previous year), and
31 study bursaries were awarded. The students come
from different disciplines but are mostly nurses and
doctors, and this year the most popular areas chosen
by bursary recipients were treatment of critical illness
and hospital emergencies.
A total of 136 students have received grants since
2008, out of a total of 650 applicants, with the sums
awarded amounting to more than 133,000 euros. This
initiative, which arose from Assistència Sanitària’s
wish to support scientific progress, research and the
professional qualifications of doctors and nurses, has
had the support and recognition of Catalan universities and of the medical community from the outset.
Assistència Sanitària bursaries are aimed at maintaining and guaranteeing the level of excellence in the
Catalan health system within a challenging environ-

ment where there is a growing need for professionals
to add to their original training. Now it its fifth year,
the programme is providing support for improving
access to employment, something which nowadays is
more important than ever. O. C.
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Ranking of Leading Social Economy Enterprises
Company name:

Type

Sector

Turnover (millions of €)

Employment

Province

1

Mondragón

Groups

Various (Industry, Retail and Finance)

14.081,00

80.321

Guipúskoa

2

Eroski Group

Cooperative

Retail

6.222,00

38.420

Biscay

3

Asces Group

Groups

Intersectoral

2.300,00

11.220

Valencia

4

Consum

Cooperative

Agri-food

1.764,20

10.440

Valencia

5

Espriu Foundation

Groups

Health

1.367,00

33.338

Nationwide

6

Fagor Electrodomésticos

Cooperative

Consumer durables

1.078,20

6.222

Guipúskoa

7

Coren, S.C.G

Cooperative

Agri-food

1.005,00

3.892

Ourense

8

An, S.Coop.

Cooperative

Agri-food

611,80

1.087

Navarre

9

Fagor Ederlan

Cooperative

Industrial components

583,20

2.978

Guipúskoa

10

Orona

Cooperative

Construction

569,10

4.112

Guipúskoa

11

Anecoop

Cooperative

Agri-food

508,40

202

Valencia

12

S.C.A. Hojiblanca

Cooperative

Agri-food

389,07

228

Malaga
Madrid

13

Arroyo Bodonal

Cooperative

Housing

378,00

6

14

Sca Ganadera del Valle de Los Pedroches Covap

Cooperative

Agri-food

332,59

556

15

Ulma Construcción

Cooperative

Construction

The institutions of the Espriu Foundation stand 5th
in the ranking of Significant Spanish Social Economy
Enterprises drawn up each year by CEPES
The Spanish Business Confederation of Social
Economy, CEPES, has published its 2012 Ranking of
Significant Companies, which gives details about 827
social economy enterprises and information about
their different legal structures. It also includes information about eight social economy business groups
that belong to the organisation.
This list, which is updated each year with data
from CEPES members, is intended to demonstrate
this business model, and is made up of co-operatives,
worker-owned companies, mutuals, job creation enterprises, special employment centres and fishermen’s
associations. It also provides information about these
organisations´ employment levels and turnover.
The institutions that come under the umbrella of
the Espriu Foundation are ranked fifth, with a 2012
turnover of 1.367 billion euros and employ 33,338 people. At the same time, Grup Assistència and the Asisa
Group together provide health services to nearly 2

313,60

2.062

31.503,16

195.084

Cordoba
Guipúskoa
CEPES

INTERNATIONAL RELATIONS

The Espriu Foundation is among the leading
Social Economy organisations

million people.
According to the CEPES study, Spain’s Social
Economy turned over a total of 145.299 billion euros. It highlights the activities of the eight major
social economy business groups, which alone had a
turnover of 18.5 billion euros and employed 138,376
people. Those groups are Mondragón (including
such well-known firms as Eroski, Fagor Electrodomésticos, Orona, Caja Laboral), the Asces Group
(Consum, Anecoop), the Espriu Foundation (Asisa
Group and Grup Assistència), the Clade Group (La
Fageda, Suara), Unide, the Gredos San Diego Co-operative Group, Atlantis and the Cajamar-Caja Rural
Co-operative Group.
CEPES confirms that the diversity and flexibility
of Social Economy enterprises allows them to engage
in all economic sectors whatever size they might be,
from micro- enterprises to major, internationally recognised corporations. Four of the enterprises analysed
are world leaders in their sector, three enjoy such status at the European level, and around a dozen are at
the forefront of their national markets. Jose Pérez
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Co-operatives - a way of overcoming the crisis
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Italian MEP Patrizia
Toia put forward
the resolution in the
European Parliament.

The European Parliament passes a resolution acknowledging the contribution made by co-operatives
and Social Economy enterprises in emerging from the
economic crisis
The European Parliament has acknowledged the
role of co-operatives in Europe’s economy and their
particular contribution to overcoming the crisis. It has
therefore called on the European Commission and the
Member States to encourage the co-operative enterprise model as a means of economic recovery.
The resolution, which was put forward by the Italian MEP, Patrizia Toia, states that in the European
Union there are some 160,000 co-operative enterprises with 123 million members, employing 5.4 million
people. In macroeconomic terms, co-operatives contribute on average around 5% of the Member States’
GDP.
The resolution states that “co-operatives, together
with other Social Economy enterprises, perform an
essential role in the European economy, in particular in times of crisis, by combining profitability with
stability, creating quality employment, strengthening
social, economic and regional cohesion and generating social capital”.
The European Parliament is of the opinion that
the resilience of this type of enterprise is largely the
result of “the co-operative model of governance, based
on joint ownership, participation and economic and
democratic control, organisation and management by
the members themselves, and a commitment to the

community”. It also emphasises that the sustainability
of co-operatives is the result of their limited dependence on financial markets, thanks to their distinctive
model of capital accumulation.
The report argues that “co-operatives adopt a
long-term focus handed down from generation to
generation, rooted in the local economy, contributing
to local, sustainable development and guaranteeing
that they are not damaged even when they take on an
international dimension”.
The resolution restates the need for the European Commission to recognise and apply different
treatment to the different forms of entrepreneurship which exist. It also calls on Member States
to demonstrate that the co-operative model has a
particular role in creating new jobs by encouraging
measures to support youth employment in co-operatives themselves.
Particularly interesting is the recognition that
many companies are being turned into co-operatives,
transferring ownership of the means of production to
the workers as a way out for companies facing bankruptcy. In this regard, the European assembly “sees
the need to strengthen the capitalisation of co-operatives, making better use of the resources which their
social structure can provide, and calls on the Commission to promote initiatives to support capitalisation,
including tax benefits, even if for a limited period following their establishment or takeover, without this
being classified as state aid”. J.P.

INTERNATIONAL RELATIONS
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The 2012 International Cooperatives´ Summit attracted
close on 2800 delegates.

Access to healthcare and health services
The 2014 International Co-operatives´ Summit will
debate access to healthcare and health services offered
by co-operatives.
The provision of healthcare and health services is becoming more and more expensive. Increased life expectancy and scientific progress mean a growing demand for
health services associated both with the illnesses caused
by old age and those which these days are no longer fatal
because of advances in medicine but are now chronic
conditions requiring costly treatment for life.
Health costs are therefore one of the main concerns of governments, and at a time of recession or
little growth with health expenditure competing with
other items of the budget, people are finding it increasingly difficult to access healthcare.
In this situation, innovation is needed to create
solutions that can adapt to the population’s growing needs. It is vital that we do things differently so
that health systems are sustainable in the long term.
Co-perative healthcare, despite their long-standing
experience, consists cutting-edge practices that can
respond to the challenges involved in access to health
services. Doctors’ co-operatives in Brazil, consumers’

co-operatives guaranteeing the well-being of users
and medical services in Japan, social care co-operatives in Italy, co-operatives bringing together both
doctors and patients in Spain, the pharmaceutical
co-operatives of Belgium - all these enterprises are
creative and innovative examples being considered
that could influence initiatives made to face the challenge of universal health provision called for by the
World Health Organization.
The 2014 International Co-operatives´ Summit
will be held from 6 to 9 October in Quebec and aims
to use these examples to encourage discussion. Indeed
Canada itself has raised the subject of access to healthcare and health services and case studies and debates
involving leading experts will be used there.
The International Co-operatives´ Summit was
held for the first time in 2012, attracting almost 2800
participants from 91 different countries. Presentations
were given by 156 speakers who explained co-operatives´ different focuses and experiences which included economic and business reports showing how
co-operatives provide a solid solution to current and
future crises. J.P.

Ainhoa Gomà / Oxfam Intermón
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THIS RICE TEACHES
YOU HOW TO READ
WHEN YOU ARE SUFFERING FROM HUNGER, YOU CAN DISCOVER THE TRUE POWER OF FOOD.
BECAUSE WITHOUT FOOD THERE IS NO FUTURE, THERE IS NOTHING.
SEND

FOOD

TO

28018

Oxfam Intermón will receive €1.20. With the collaboration of Movistar, Orange and Vodafone*

With your SMS, you will contribute to helping thousands of families to
grow food with the power to change lives.

www.alimentosconpoder.org
*For every SMS sent to 28018, Oxfam Intermón will receive €1.20. With the collaboration of Movistar, Orange and Vodafone. For people over 18 years of age.
Service provided by the Monsan Group. Apdo. 287, 08184 Barcelona. 902 330 331, info@OxfamIntermon.org. Cost of the SMS: €1.20 + IVA.

Smiling, helping,
laughing, loving...
Do you realise that
the best things in
life are free?

So is Compartir. Subscribe today.
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Please complete and send this form to the Espriu Foundation, Avda. Josep Tarradellas, 123-127, 4a planta. 08029 Barcelona.
Tel.: 93 495 44 90. Fax: 93 495 44 92. If you already receive Compartir regularly, there is no need to send the form.
Name						Surname								
Address
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Spanish

English

| compartir | october-november-december 2013

Hundreds of co-operative stories
In Japan, 91% of farmers belong to a co-operative. In
France, 60% of high-street banking and 40% of agrifood output is co-operative. In Kenya, co-operatives
account for 45% of GDP. In Bolivia, one third of the
population belongs to a co-operative. And as revealed
further on in the article “Non-profit medicine”, health
cooperatives (such as those administered by SCIAS,
ASC and ASISA) treat more than 300 million people
worldwide. Altogether these cooperative experiences
make up hundreds, thousands of intriguing stories
about how and why people’s ideas for collaboration
arose, how they set-up a co-operative, how they interact socially on a daily basis, how they overcome the
economic challenges of periods of crisis such as the
present ...
The website Stories.coop represents the first global and digital campaign to showcase the benefits of
co-operatives through such an ancient tradition as

storytelling. The aim is to bring together experiences
of co-operation from around the world. Readers taking the plunge discover the whole range of initiatives
and projects and learn about the economic reality of
distant countries, while also seeing the effort made by
farmers, industrial enterprises, craftsmen, printers,
savers, journalists, schoolteachers, doctors and patients to work together and offer the very best service.
And all thanks to the wisdom of the co-operative idea.
The website Stories.coop has been in operation
for a year now, and already features 450 stories. It is a
participatory site, and includes advice on how best to
write up the story of a co-operative experience. The
site is run by Euricse (European Research Institute on
Co-operative and Social Enterprise), and the International Co-operative Alliance, within which the Espriu
Foundation chairs the IHCO (International Health
Co-operatives Organization). Editorial team
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The story of Koperasi
Warga Semen Gresik
(KWSG), founded
in Surabaya before
spreading across
Java, reveals how
this Indonesian
cooperative, which
started out specialising
in construction materials
manufacture, has
extended its operations
to other services.

Programme of Activities

2
november

IHCO General Assembly

3
november

Workshop on “Access to community services”

1/5
november

ICA Global Conference

2013

2013

2013

The International Health Co-operatives Organisation will be holding its general assembly
in Cape Town, South Africa, as well as the global ICA conference. This will be the first time
that the gathering has been held on the African continent. This time, the members of the
IHCO will be called on to elect their president and the members of the council for the next
four years.

Given the latest dominant economic trends, with reductions to national budgets and changes
in social structures, co-operatives have gradually taken over the provision of general social services, in most cases more efficiently than other models. Thanks to their democratic
structure, co-operatives allow all those involved to take part, demonstrating their capacity
to satisfy the needs of communities. The IHCO and CICOPA will be holding a conference in
Cape Town to present numerous examples which showing that general services are a source
of growth for the co-operative movement, and a key factor in economic development, job
creation and sustainable wealth.

The ICA Global Conference and General Assembly will be held in Cape Town, South Africa
and also meetings of the governing bodies will be held. The conference, which will be entitled
The Co-operative Decade in Action, will address key aspects of the Blueprint for a Co-operative Decade, the aim of which is to ensure that by 2020 co-operatives are the population’s
fastest- growing and preferred enterprise model.

16/17
january

European Congress on Social Economy and Entrepreneurship

6/9
october

International Co-operatives´ Summit

2014

2014

The European Commission will be holding a European Congress in Strasbourg on Social
Economy and Entrepreneurship. The Congress is sponsored by the European Economic and
Social Committee (EESC) and it aims to examine the role of the sector, and opportunities
for the sector, resulting from provisions passed over recent years by the European Union
in support of the social economy. The event will be a great opportunity for people interested in the social economy as a social enterprise movement with a commitment to citizens
throughout Europe.

The Summit is the biennial meeting point for leaders from co-operatives and mutuals to
discuss their concerns about current and future challenges. The Summit will give them the
opportunity to establish a global network aimed at influencing economic and political policy
ensuring that co-operatives take their proper place on the global economic stage. At this
event, one of the key issues will be access to healthcare and health services.

Active participation by patients in diagnosis and medical treatment
It is said that we do not deal with illnesses but with patients. And that is quite true. Not only because we do not all respond equally to
the same illness, although the differences between one patient and another can sometimes be imperceptible, but also because we
each experience the illnesses we suffer in a unique way. This means that in order to provide a cure or alleviate the symptoms, it is
vital for doctors to know their patients very well, and therefore how their illness might affect them physically and psychologically.
What is needed, then, is excellent communication between doctor and patient, above all in the case of more serious and chronic
conditions.
The doctor-patient relationship is something that is not discussed very often either in medical faculties or conventions, and
is hardly covered in scientific journals. In this issue |compartir| looks at this relationship in depth. The articles in this monograph
section set out the opinions of a number of experts. They outline the concept of the smart patient: a person actively involved in
managing an illness in many different ways, but, above all, as a learning process through the relationship with their doctor. In the
following pages doctors and patients present the results of their research and experience. We invite you to take note.

AS PART OF ITS MISSION TO MONITOR PUBLIC OPINION IN THE STATES OF THE EUROPEAN UNION, THE EUROBAROMETER HAS
UNDERTAKEN A PATIENT INVOLVEMENT STUDY LOOKING AT THE PARTICIPATION OF PATIENTS IN MEDICAL TREATMENT.

What responsibility
do patients have?
Josep Maria Ferreiro

A young patient from an East European country explains that she simply doesn’t feel that
her condition is under the control either of
her doctor or herself. The main reason? The
lack of time for a good relationship: “No, I really don’t get the impression that the situation
is under control. The doctors do everything
too quickly. It is very hard to feel that you are
in control of things when the doctors just see
you as a number in a book”. This all goes to
create a sense of powerlessness because not
enough information has been given for the
patient to understand the diagnosis or to agree
to the prescribed treatment.
A middle-aged patient with a serious
illness hospitalised in the same country says:
“I have a wonderful relationship with my doctor. He treats me as an equal: I can talk to him
with absolute confidence because I know he
is a specialist”. “I can talk to him about anything,” says the patient. “He has my absolute
confidence”. And perhaps confidence comes
simply from being able to talk about anything.
The rights and duties of patients
For some time now we have been referring to
universal access to citizenship and the rights
this involves and we have also been mentioning the duties of citizens: rights and duties.
Finding ourselves constantly called on to be
consumers in many ways, we counterbalance
this by pursuing responsible forms of consumption. The same applies to information: in
the face of the flood of words and information
that fill our screens each day, many people
emphasise the need to be selective in forming
our opinions and in conducting ourselves as
citizens. Given the various ways in which our
society can reduce us to a passive role as people, our consciousness must always finds the
way to say: no, I want to be an active citizen,
I want to be more free, I want responsibility.
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The participation of patients
Since the 1970s, the European Commission
has, through the Eurobarometer, monitored
public opinion in member states. This archive
can be used to carry out studies in specific areas. It is highly significant than in 2012 one of
the main studies performed by the Eurobarometer was a “qualitative survey of patient
participation”. The two quotes from patients
at the beginning of this article are drawn from
this report.
In its conclusion, although the report
confirms that both doctors and patients understand the advantage of greater patient responsibility with regard to their health, it also
points out the difficulty of giving visibility to
the benefits of involving patients in their treatment.
The surveys conducted in Europe highlight the fact that communication lies at
the very heart of patient participation. This
means clearly explaining both the diagnosis
and the treatment. And also listening to patients: allowing them to describe their symptoms clearly, and providing detailed feedback
on the progress of the treatment. The main
obstacle to such effective communication, as
the Eurobarometer overwhelmingly indicates,
is the time that doctors can dedicate to their
patients.
With regard to type of doctors involved,
this ranges between two extremes. At one end
of the scale is the “traditional doctor-patient
relationship” (the words of the survey respondents themselves), in which the doctor
is seen as someone not to be questioned so
that often patients do not even dare to express
their opinions. And at the other end is a relationship based on equality and dialogue. If patients do not find this dialogue with their doctor, then they often attempt to establish such a
relationship with nurses, mainly in hospitals.

« The Internet has developed patient awareness
hugely because of how easy and quickly it is to access
information about a condition.»

What responsibility would the patients surveyed like to have? The role of asking appropriate questions and understanding the
decisions taken, although the Eurobarometer
shows that patients want the ultimate responsibility for the treatment to be taken by the
doctor.
Choosing treatment is a difficult area.
Most patients see this as an essential aspect of
their participation but many doctors view it as
problematic, above all because they worry that
patients will become confused about the different options, and lead them to lose confidence
in the treatment proposed by the physician.
The Internet has developed patient awareness hugely because of how easy and quickly
it is to access information about a condition,
but it is not yet seen as a way of promoting
active participation. Many of the doctors interviewed are happy with this although they
highlight the risk of what they call “Internet
diagnosis errors” by patients.
Benefits of participating in diagnosis and
treatment
What benefits does patient participation offer? More motivation, more engagement in
the treatment and better understanding. The
risks of such participation? The survey men-

tions two: needs and resources. More time
must be dedicated to the doctor-patient relationship, while more personnel are required
to provide the necessary time.
The study highlights one group of patients above all others: those with chronic
conditions. They tend to establish a more
developed process of self-management, and
clearly understand the benefits of their active
participation in treatment.
Is there diversity across Europe? The
Eurobarometer confirms that the same issues about patient participation are raised
right across the continent. The study does,
however, distinguish between Eastern and
Western Europe although with considerable
shades of meaning. In general terms in the
East (Czech Republic, Hungary, Latvia, Poland, Romania, Slovakia and even Greece)
the current state of healthcare infrastructure
is described as poorly funded, and the relationship between doctors and patients seems
to be less balanced there.
The study demonstrates above all that patient
participation is a Europe-wide concern and
that further surveys and the resulting data are
needed to establish a full understanding of the
issue. Patient participation is a key aspect of
medicine now and future medical care.
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At the headquarters of the Espriu Foundation in Barcelona, a roundtable was held to bring doctors and
patients together to discuss the theme of “Active patient participation in diagnosis and medical treatment”.

The active role of the patient
CARLES TORNER

Dr. Felipe Castro de la Nuez

Montserrat Caballé

Dr. Genís Carrasco

> Dr. Felipe Castro: Medical treatment needs
the dedication of both parties: doctors and
patients. Patients are involved because they
want to know about their illness, want to know
how it is evolving and the degree of response
to the treatment. But what is vital is a greater
approachability on the part of healthcare staff:
they need to dedicate more time to communication with patients and receive training in it
too. This will help them to use language which
is easily accessible. Often, because of the Internet, patients come with their homework
already done, and ask informed questions
about the their illness so that means that doctors have to have enough time, dedication and
willingness to give explanations. Time is short
in healthcare, above all in public and primary
care, and that means paying close attention
to what we do. Forums should be set up to involve doctors. Patients have lots of examples
of the experiences of other people, they share
episodes with one another face-to-face and
over the web, but what are lacking are forums
to teach doctors how to act as communicators
and to pass their knowledge about the illness
on to patients. We are all patients, we all have
been patients and all will be patients in the future, and so what matters is to view the illness
through the eyes of a patient. This will make
the relationship between doctor and patient
much more fruitful.
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Santi Alfonso

> Montserrat Caballé: What

happens is
that not all doctors are prepared to establish
this type of relationship. Something as simple
as a clear explanation is sometimes lacking.
Sometimes it seems that doctors want their
patients to know as little as possible. Some
doctors, when you tell them you have looked
on the Internet and found out information
about your illness, they don’t like it. And that
is why the relationship between patients is
so important, because that helps you decide.
I advised a good friend of mine who was reluctant to undergo chemotherapy, that if her
doctor recommended it, then it was undoubtedly because it was necessary. It is good for patients to take decisions. And that means that
doctors need to be frank and explain themselves clearly, in understandable language.
Dr. Genís Carrasco: The case of Montserrat Caballé, who clearly took the decision to
undergo chemotherapy, illustrates very well
that clinical decisions today are shared decisions. Doctors accompany their patients in the
decision-making process. It is like a doubles
match: doctor and patient against the illness.
It takes teamwork. The traditional relationship between doctor and patient was asymmetrical: doctors gave information in their
own language, they didn’t communicate, they
didn’t really worry about whether the patient
understood. And this is also influenced by the

> SMARt patient

> paTient 2.0

An smart patient manages to handle his or her
own illness by whatever means, but above
all by learning through a relationship with the
doctor.

A patient 2.0 makes use above all of social
networks, with examples of problems taken
from the wide range of more or less reliable
sources, and uses the web for the doctorpatient relationship. In doing so they run the
risk of placing contact with other patients
above the authority of the doctor. This can
sometimes be a problem because the person
most qualified in the illness is always a
specialist physician.

Smart patients are sometimes also referred
to as empowered patients, above all in the
English speaking world and its areas of
influence.

> expert patient

>active patient or commited
patient

An expert patient is typically a chronic patient,
such as those belonging to the Spanish
Patients’ Forum, who have taken their illness
on board and know, through learning about it,
how to manage it.

An active patient or commited patient is less
clearly defined; the term could perhaps better
be expressed as proactive, the patient having
acquired the initiative and capability to remain a
step ahead of the evolution of the illness.

Taken altogether, with the different nuances,
smarts, expert and 2.0 patients account for
about 40% of the total in Spain. One country
with a higher index for this type of patient is
the Netherlands, where the three categories
add up to 70%.
(Dr. Genís carrasco)

course of study at medical school. There is no
content about communication, there’s only
what you can learn afterwards, through practice. It is also true that doctors have different
qualities: some have more empathy, are more
receptive, are better communicators... And
then there are others who do not have those
qualities. They can learn them, but they find
it more difficult. Apart from communication
skills, doctors need to change their attitude
so as to understand patients and establish
a dialogue based on trust. Trust is the most
important thing, because the health system
is not made up of the hospitals, health centres, etc. No, in the eyes of patients, surveys
show that health means the millions of shared
clinical decisions taken each day. Unless we
realise that ,we will not value what truly matters: that personal relationship. The truth is
that patients see a hospital as good or bad depending on the trust and understanding they

receive from their doctors.
> Santi Alfonso: The first few minutes of an

appointment should be spent getting to know
one another. In the case of chronic illnesses,
doctor and patients will be working together for a long time; it is vital that the doctor,
before dealing with the pathology, finds out
whether the patient is married, works away
from home, travels by car or motorbike, has
children, or would like to. Doctors need to
know their patients well before they move on
to the illness. We are talking here about expert
patients, but there is still a group that looks for
a paternal attitude in the doctor. You need to
be able to detect the type of patient you are
dealing with so as to be able to interact. There
will be patients who place all their trust in the
doctor, as if they were health consultants, consultants who need to know their patients and
their context, and above all the psychological
impact caused by suffering an illness. Know-
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The discussion took place at
the Espriu Foundation.

ing how it will change the life of the person
facing you in the surgery.
A doctor-patient relationship based on trust
> Dr. Genís Carrasco: Those of us involved
in a cooperative health system, like myself at
Assistència Sanitària Col·legial-SCIAS, have
highly commited patients who legitimately
want to co-manage their health, and the fact
is that we have found it quite simple to shift
our perspective. Meanwhile, though, when I
talk to colleagues who work at public hospitals, they often realise that in their field there
is still an issue to resolve. Patients are increasingly well informed, and nonetheless doctors
are still unable to offer them an appropriate
response at that level.
> Dr. Felipe Castro: What is vital is to look at
the persons you have in front of you, so you
know what aspects of their life are crucial in
taking decisions. All the information given to
patients must be adapted in accordance with
your knowledge of them. Because they may
step out of your meeting with a diagnosis that
will change their life. My view is that we still
have a two-speed body of patients: healthcare in the North of Europe or in the North
of Spain is different from the South. In Andalusia, in Seville, which is the city where I
work, I don’t find so many proactive patients,
who want to know, share, take decisions in
the diagnosis and treatment together with
the doctor. We are beginning to see this in a
few young people, who get more involved in
taking decisions.
> Santi Alfonso: In improving the relationship with patients the aim is always for them
to get better, among other things, by sticking
to the treatment. Above all not abandoning
it. For some conditions the diagnosis is easy,
asthma for example. And then what typically happens is that with such a rapid diagnosis the patient feels dissatisfied and leaves
the consultation with doubts: has he really
got my diagnosis right? For some skin treatments which require an ointment, patients often have doubts: even though the prescribed
treatment lasts for a fortnight, if it doesn’t
work in the first few days, and patients also
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remember that the doctor was apathetic during the appointment, they give it up. It is fundamental to explain the process clearly and
to resolve any doubts, making allowance for
those that will crop up day-to-day. Did he say
yes or no to coffee? And if the treatment has
side-effects which were not explained, then
patients easily take fright, can’t consult their
doctors quickly, above all in the public system,
and then give up the treatment. An easy-going
relationship and good communication guarantee the utmost efficiency of treatment and
the resolution of the health problem.
> Montserrat Caballé: Such a relationship
demands a much more intense interaction between doctor and patient. In the public sector
appointments typically last five minutes, at
the most seven, and then move onto the next
patient. The same thing happens with many
private insurers. The time period scarcely allows for any dialogue.
> Santi Alfonso: But it should not all be about
the appoinment with the doctor. Health workers, nurses, are very important figures. In
chronic conditions they play a very important
role. Not all questions are specialist matters:
in many cases chemists or nurses are familiar
with the techniques associated with a condition, and are best placed to help. We need
to aim for a greater role for nurses in every
sphere of medicine.
> Montserrat Caballé: That would be an important change, because right now, when you
have a problem with a treatment you never
think of phoning your doctor’s nurse to ask her
directly. Chemists will do this: you can ask them
if there is no way to contacting your doctor.
> Santi Alfonso: For patients with a chronic
condition it is not good for them to leave the
consulting room simply with the information
provided by the doctor, but no other support
for their treatment. This happens in both private and public medicine.
> Dr. Genís Carrasco: According to the most
recent European survey conducted in Scandinavian countries into acute illnesses and
pathologies in the elderly (aged over 65), 70%
of patients left their orthopaedic surgeon’s
consulting room without knowing whether

« It was a very tough six months, but I was
the one who decided to go through the chemotherapy.»

they would be fitted with a prosthesis, whether they would be given anti-inflammatories
or physiotherapy sessions. These revelations
reflect the difficulty faced by some citizens in
achieving an adequate level of health literacy, and the limited efforts dedicated by some
professionals to reaching an understanding
with patients. Another major problem that we
face in this country, especially in public medicine, is the question of time. Five minutes, or
three in some fields, does not allow for a good
doctor-patient relationship. The lack of time
can make a conversation between doctor and
patient a frenetic and impersonal affair. It is
precisely because of this that patients need
to play an active role: they need to prepare
for their appointment. Before going to see
the doctor it would be particularly helpful to
draw up a list of all the questions they want
to ask, and not to leave until they have all
been resolved. And if they do not feel they
can do that themselves, then they should attend their appointment with a companion.
Patients are also responsible for getting the
most out of those 5 minutes. I have never
seen a doctor who, even if the five minutes
have passed, would tell a patient that the time
is up if it is clear that there are reasonable
questions remaining unanswered. Time in
the consulting room is so short and valuable
that both need to prepare: doctor and patient.
The third problem lies in the difficulty in establishing good doctor-patient communication through shared language. Doctors and
patients need empathy, but sometimes it is
impossible to avoid a clash of language, of different idioms. In such cases the patients are
broadcasting on one wavelength, the doctors
on another. A common language is needed, at
a level which both understand, because otherwise there is no communication, simply the
transmission of information. There must be
a major effort by both the parties involved in
clinical decisions.
> Santi Alfonso: Doctors need to use this kind
of language to patients, because they find it
easy to put themselves in the patients’ place,
whereas patients do not have access to the
doctors’ medical language.

> Montserrat Caballé
Montserrat Caballé was born in Barcelona.
She is married and has two children. A
member of the SCIAS patients co-operative
since 1994, and 10 years later she was
elected as a member of the organisation’s
Board. She is currently Vice-President
of the cooperative, is the board member
responsible for the SCIAS Social
Participation Department and is a Trustee of
the Espriu Foundation.

The disease I suffered is well known: I have had cancer twice. As it is talked
about a lot, I did not have to ask for information much. I was lucky with my
doctors, perhaps because I was always open to learning about my illness.
I don’t see myself as an ill person. It is nearly 18 years since I had my first
cancer, and nine since the second. They were two specific problems, both
have been solved, and so I would not define myself as an ill person. If another
problem were to arise we would resolve it if possible, and if not then that would
mean my time had come. I accept that. I think I was helped by the huge trust
I placed in the first doctor who treated me, who was my gynaecologist. He
came straight out and said it: “This tumour is malignant, it’s cancer, we need to
operate straight away”. To begin with I felt shocked because I wasn’t expecting
it: I had been having checkups for years, and everything seemed well under
control; six months earlier I had had a breast scan and everything was healthy.
Then all of a sudden, because of an ultrasound scan for another problem, they
detected breast cancer. That was followed by tumorectomy, chemotherapy,
radiotherapy... But the doctor was completely frank from the outset. From
past experience he knew that I liked to discuss things informally. The honest
relationship I had with him was very important. Of course learning that I had
cancer at the age of 46 was a real slap in the face, but I reacted and dealt with
it. The good relationship with my doctors helped. Patients need to dare to ask,
and doctors need the courage to answer at all times. It’s fundamental: patients
have the right to know what is happening to them. However much the family
might want to conceal it, as a patient you have to be well informed. If you do
not have long to live, you need to be able to organise your affairs as you wish.
You have to be able to decide if you want chemotherapy or not, as I did. Two
doctors recommended it and two said it was not necessary, and it was down to
me to decide. I underwent chemotherapy as a precaution: I didn’t want to feel
devastated at not having had chemo if there was a metastasis two years later.
It was a very tough six months, but I was the one who decided to go through
all that. The doctors guide, inform, suggest, but once all the options have been
considered, the decision has to be taken by the patient.
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«Aside from communication skills, doctors need to
change their attitude so as to understand patients and
establish a dialogue based on trust.»

> Dr. Genís Carrasco: Doctors need to know

how to talk to patients. Once you have been
talking for a minute you can tell whether you
are being understood or not and you adapt
to their level, you put yourself on the same
footing. It is also important to remember that
patients need to be completely honest, they
should not conceal or underplay anything
about their condition, because trust is fundamental in order to reach the best decisions.
Trust is the basis of the medical relationship.
Patients’ associations
The brief contact time of
an appointment means that patients’ associations are very necessary. Because they provide accurate information and education. We
are about to embark on an experiment based
on the idea that all chronic patients believe
they understand their condition well. We will
be doing this in the same way as a language
school: by giving patients a test to find out
what level they’re at. Just like when people
sign up for English classes, and there are plenty who claim to speak the language and are
then surprised by the test results, we will be
putting their knowledge of their condition to
the test. We will be giving them a grade, and
where appropriate will be suggesting online
training to make them expert patients. This
will provide them with training so they will
be able to interact effectively with their doctors, make use of their time, and tell them who
has information about each particular issue.
Patients typically believe they have a higher
level of knowledge than they in fact do. And
so it is important in medicine, to refer patients
to well-established organisations like the Patients’ Forum.
> Dr. Genís Carrasco: There are associations
in the US that provide patients with guides
to help them through their first and second
appointment. It is a process: after the first
appointment they are left with questions
they want to ask, then they get involved in
forums and draw up a list of queries, so that
the second appointment is more productive
than the first. There are a great many clinical practice guides for patients (most of them
> Santi Alfonso:
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in English), although they are not often used
in Spain so far. These guides are very useful
in giving patients a really active role. Another question is what to do if patients do not
want to be given information about a serious
illness. This is clearly their right. Sometimes
denial of an illness is because patients do not
want to accept the responsibility involved in
acknowledging their condition. These are
patients who prefer to have a paternalistic
doctor who will tell them what they need to
do, allowing them to delegate all responsibility. This, of course, is also a patient’s right.
Doctors should not influence this type of patient attitude if they feel that it is a deliberate
choice. The same thing happens in everyday
life: if, for example, I go into the garage and
the mechanic wants to show me the part of
my car engine which he has replaced, I am
free to listen or simply to chuck it in the bin
and think no more about it.
> Santi Alfonso: Ultimately, how many minutes of appointments are involved per year in
the doctor-patient relationship in the case of a
chronic pathology? 30, 40 minutes? A whole
year of life has passed and patients have to live
every single day of that year. The time taken up
by the relationship with the doctor is a tiny percentage, whereas patients are constantly thinking about their illness. I am very familiar with
this through Psoriasis Action: can you imagine
what it means for a person with this condition
to go to the beach? Or get on a bus? A patient
explained it to me the other day: the worst moment in his life was when he grabbed onto the
handrail on a bus and saw another passenger
immediately move his hand away. It is a powerful feeling of being stigmatised, of being punished, and it is no exaggeration to say that this
is what lies behind so many patients resorting
to alcohol, tobacco... And, of course, the latest
fad is all these witch doctors with their brews
and potions on the Internet. There are people
taking medication and products they have purchased over the Internet without any kind of
health checks, and that can be very dangerous.
Because if someone decides to go to Lourdes
then that’s fine, but knowingly taking this type
of product involves a risk.

> Dr. Genís Carrasco
Doctors and patients 2.0
> Dr. Felipe Castro: And so patients’ associations deserve congratulations for the excellent
job they are doing. When you get the word
out, that provides patients with a reliable organisation they can turn to if they have any
doubts about the progress of their condition
or the treatment they are following. I have
had patients with lupus, with Alzheimer’s and
other chronic conditions who know who to
turn to all the time. Let us focus for the moment on a far from infrequent case: patients
who, as soon as they leave the surgery, start
to think about their appointment and realise
they still have doubts. Those patients worry
me so I make use of social networks, that is
why we have the Internet. I give them my
e-mail address and deal with their queries
because my view is that in this way those
patients who need more information or daily follow-up on a more continuous basis will
receive a rapid response.
> Montserrat Caballé: That strikes me as a
very good example, and it is the first time I’ve
heard of that type of medical care.
> Dr. Felipe Castro: But the fact is that it also
frees up the inevitable delays at the surgery.
Because the telephone isn’t really practical either: I might be in a meeting, at a convention,
or busy with other patients and be unable to
take a call until later. This way, though, I can
respond to them, and what really matters is
that patients have greater peace of mind because they know that they have this option.
For example, in the case of a blood sugar
test for a diabetic, if there is a change to the
insulin guidelines then there is no need for
hospitalisation if we can deal with them quite
simply using the excellent tools offered by
modern technology.
> Santi Alfonso: People really appreciate the
doctor phoning up to ask about their condition. That is what we can do through associations. When we call and ask them about
their psoriasis they are pleasantly surprised,
because they have never received this kind of
support in their life. And the telephone also
functions in a way like a confessional: there
are people who will tell you things over the

Genís Carrasco (Barcelona, 1955) is
a Medical and Surgical Doctor, who
was awarded the Extraordinary
Doctorate Award by the UAB
(Barcelona Autonomous University)
and holds a Master’s in Healthcare
Quality Methodology from the Avedis
Donabeian Foundation-UAB. He is
an Intern specialising in Intensive
Medicine, with more than 20 years
of clinical experience at Barcelona
Hospital-SCIAS. He has been awarded
various research prizes, such as the
Best Research Award of the European
Society of Intensive Care Medicine and
the Healthcare Quality Golden Helix.
He currently combines his clinical
duties at the SCIAS Barcelona Hospital
Intensive Medicine Department with
his role as an adviser on the hospital’s
Quality Committee. His scientific
publications include in particular the
Manual of knowledge management,

evidence-based medicine and the
Internet. He is the author of three novels
and an explanatory essay: The Smart
Patient, a manual explaining illnesses
to patients and how they can best
communicate with doctors. His blog has
attracted more than 75,000 hits (http://
elpacienteinteligente.blogspot.com.es/).

The main problem is that the bulk of doctors continue to define patients more as
an illness than as a person. Montserrat Caballé explained to us her experience of
cancer, an illness which affects her, but also her family, her whole life. When I
address this as a doctor I have to view her as a person and to pass that on to her:
so that she sees herself as a person as well, and not as an illness. She is not cancer.
She has cancer, but she also has a family, a working routine, a computer she uses,
hobbies... This is one of the traditional problems in the doctor-patient relationship,
because we have been taught to see patients purely as their illness. All patients’
associations emphasise this, and in the consulting room, when you talk to your
patient, the first thing they are looking for is: “Do you know how to listen? Treat me,
but do it as a person. Don’t prescribe me a diuretic to reduce my blood pressure if I
am a truck driver, however much that might be what it says in the treatment plan,
because I won’t take it. I can’t just stop every five minutes to go to the toilet”. This
is the key issue, the change that there has been in the relationship between doctor
and patient. Professor Muir said that the 20th century was the century of doctors
and nurses, and that the 21st century will be the century of patients. And that is
what we have seen: what is changing in healthcare is not about the pharmaceutical
and technological advances, but patients. Those of us involved in a cooperative
health system, like myself at Assistència Sanitària Col·legial-SCIAS, have highly
commited patients who legitimately want to co-manage their health, and the
fact is that we have found it quite simple to shift from the traditional perspective
to a more egalitarian and collaborative relationship with them. In doing so, the
clinical decisions we take together are also better. Meanwhile, though, when I talk
to colleagues who work at public hospitals, they often realise that in their field
there is still an issue pending. Many of my colleagues are aware that patients are
increasingly well informed, and that nonetheless doctors are still unable to offer
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them an appropriate response at that level.

« There can be no question that social networks will
change the relationship with patients, just as they
have changed so many aspects of daily life.”»

phone or by e-mail that they would never say
face-to-face or in public. For example, if the
psoriasis affects their genital area and they
feel ashamed. When one patient talks to another over the phone and shows an interest,
that achieves a much closer relationship that
really helps. And that always assists in sticking
to a treatment.
> Dr. Genís Carrasco: A number of walk-in
clinics and health centres in Catalonia are
already providing this type of support: the
doctors give the patients their e-mail address
so they can keep in contact whenever needed.
And some doctors go even further because
patients 2.0 get a lot out of the almost instant
response provided by WhatsApp: they can
ask a one-off question straightaway, and doctors can reply in a matter of seconds, because
they can do so from anywhere, and they know
that through WhatsApp they can answer with
a voice message, which makes for a really fast
response. The current debate leads on to this
ongoing relationship between doctor and patient. In Europe we are debating all kinds of
new health apps, because there are plenty of
very good ones, but also some bad ones. The
British Medical Journal has raised the question of whether these medical apps need to
be regulated, because they can confuse some
patients. There can be no question that social
networks will change the relationship with
patients, just as they have changed so many
aspects of daily life. In this regard the only
way it could work in a country like ours, with
demotivated, poorly paid doctors, etc., is to
make it mandatory. In other words, to establish by law the relationship between doctors
and patients using social networks. I agree
that the proposed patient 2.0 forums should
be mandatory, and that the public authorities
should take this step and provide pay, because
it involves extra dedication. And because it
would pay for itself: there are studies from
the US that suggest a reduction of 20% in
chronic patient admissions. And a reduction
of 40% in pharmaceutical health costs if patients can quickly consult with their doctors
whether they should take medication that
someone else has recommended, or similar
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cases. This is the future, although it is still a
long way off our reality. It is a change that
will come about through the smart patient
revolution over the coming years.
The Spanish Patients’ Forum includes
hundreds of thousands of chronic patients
who are association members, while the
healthcare system deals with another 20
million acute patients. They are all citizens
who need to be involved in the process of
managing and organising primary and specialist healthcare: that is the future. Right
now we need to give a more prominent role
to patients at all levels of decision-making.
By listening to patients’ voices we improve
health organisations. Let me give you an example from my direct experience: Grup Assistència and specifically the SCIAS Barcelona Hospital. On the one hand we are a group
of some four thousand members belonging
to Assistència Sanitària, and on the other
around two hundred thousand patients with
healthcare policies. The two groups work together to co-manage the organisation. In the
case of the hospital, the Governing Council is
essentially made up of patients, who play an
active role in defining the hospital care model. In my intensive care unit, for example, the
Governing Council decided that our visiting
hours should be from half ten in the morning to ten at night. When I started working
there, having previously worked at a lot of
ICUs in England and the United States, I felt
that such long visiting hours would cause
chaos, that the nurses would be unable to
work with these relatives coming and going
continuously. But it was a decision taken by
the Governing Council, by the patients, who
wanted to have access to their relatives in
hospital. And it works really well. The lead
role played by patients is not just an idea, it
has to be turned into genuine reforms in the
way we manage establishments. At our hospital the doctors called for a new scanner to be
purchased, and they listened to our reasons,
but it is the Governing Council that decides
the priorities and timing for expenditure.
This means going beyond the limited relationship in the consulting room to establish

a doctor-patient relationship in healthcare
management as well.
Barcelona Hospital is owned by the patients,
the members of SCIAS, who also have health
policies with Assistència Sanitària and SCIAS.
And one important aspect is that the patients
treat the professionals very well: pay is appropriate, and working conditions are good.
And this remains an important issue, above
all at the current time. The whole set-up of
Assistència Sanitària, both at the hospital and
in the consulting rooms, provides doctors with
a decent salary, which is not true of the profession as a whole. We are well treated and our
requests are reasonably handled: when the
Governing Council responds to one of my requests, I have to admit that the reasons they
give are always well-founded, whether the
answer is yes or no. I am convinced that the
voice of patients is vital in the joint management of the healthcare system.
> Montserrat Caballé: What Dr Carrasco
has explained describes our co-management
system. Of course, at our meetings we receive
advice from the technical committees and
adopt decisions jointly with the doctors’ cooperative representatives.
> Santiago Alfonso: Whether you call them
patients, clients, users, the way we run the
Spanish healthcare system has to be adapted
to their needs. To give one example: how the
economic crisis is affecting many patients.
They find it much more difficult to ask for
time off work or to announce that they are
ill, either because their companies are making redundancies or simply because they are
worried about their job. For some healthcare
networks and insurers, having a scanner up
and running at four in the morning is perfect,
because the test can be performed without
anyone knowing. It is a way of being aware of
patients’ needs in the current climate. Another example, typically used in psoriasis treatment, is light therapy. Patients don’t dare to
take time off work, because it looks like they’d
been off sunbathing when they come back
tanned. Light therapy outside working hours
would be really convenient.

> SANTI ALFONSO
Santiago Alfonso Zamora is Managing
Director of Psoriasis Action in Spain
and Treasurer of the Spanish Patients’
Forum. A member of the governing
board of the Catalan Patients’ Forum,
he has been nominated as a member of
the Consultative Patients’ Council of the
Catalan Regional Government.

At our association, Psoriasis Action, we know full well that a problem like this
changes your life. It doesn’t just affect your skin, but your image. Patients ask
themselves: “What will my love life be like now? And my professional life?”
People ultimately worry about their appearance. Everything involved in living
with their condition on a day-to-day basis. Dialogue allows doctors to put
themselves in the patient’s shoes. And it is this knowledge that provides the
best way of explaining an illness clearly. Knowledge is vital, because not all
patients can undergo the same technique. Family support is very important. On
occasion the person speaking to the doctor is not the patient but an individual
accompanying them. The role of carer is a key issue for the doctor. And the
support of other patients is very important too: however much they may trust
their doctor, people can feel scared when they read the fact sheet about a type of
medication, and it helps to share this through networks with other people. If you
are thinking about buying a Ford Fiesta you don’t just ask the salesman, because
you know he will trot out all the wonderful things about his car. You look for
someone who has done forty thousand miles in a Fiesta and can tell you how it
runs. As patients’ associations we provide support from diagnosis to resolution.
With chronic conditions, though, patients need to take their condition on board
as soon as possible. Everyone starts with denial: I don’t want to belong to this
club. Sometimes they will look for another doctor, because they don’t like the
diagnosis. That is why I am adamant that the psychological impact needs to be
taken into consideration, because the reaction is often to shut oneself off from
society: to stay at home on your own, not to go to the swimming pool, to the gym,
to the swimming pool or... Because people don’t take their illness on board. Some
people just take a fortnight, but there are others who ten years later have still
not taken their chronic illness on board. That is why patients’ associations are so
helpful. All the more so in a society where increasing life expectancy means that
we will be lucky enough to reach a ripe old age, but we will do so with four or five
or ten chronic conditions. It is unquestionably a triumph of medicine, but it does
have that downside. Diabetes will be a plague, endemic of the 21st century. And
since we will all be patients, why get ourselves ready for this?
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«Patients needs to prepare for their appointment. Before going to see the
doctor it would be particularly helpful to draw up a list of all the questions
they want to ask, and not to leave until they have all been resolved.»

Information for patients and decision-making
> Santi Alfonso: Another active issue is information about treatments. Patients cannot take
part in medical conventions, they do not have
access to that information. There is a sense
of professional obscurantism. The technical
language used by doctors acts as a screen.
> Montserrat Caballé: Barcelona Hospital
is a very good example of treatment guides
intended for patients, to present them with as
much information as possible in understandable language.
> Dr. Felipe Castro: What is happening now
is that patients have access to a great deal of
information, but do not have the training to
be able to distinguish which information is
reliable, or to decide between two approaches to treatment, two possible treatments for
the same condition. A couple of years ago a
patient aged around 60 came to see me having
been diagnosed with prostate cancer at the
hospital. And he had been given a slip of paper with the three or four possible treatments
currently available for prostate cancer: radiotherapy plus hormone blocking, brachytherapy (which is radiotherapy in the pelvic region), surgery... He hadn’t been given anything
else, just the paper setting out the techniques
and the advantages and disadvantages of each.
How could he take on board what the paper
was telling him?
> Dr. Genís Carrasco: Patients learn quickly,
though. I have given 20-hour courses to patients, in Great Britain and later here. The
idea is to train patients up by explaining the
six most important illnesses, so that they understand, and that allows them to communicate with their doctors, they know how they
can prepare the script for their appointment,
how to handle prescriptions... The general
public varies considerably: journalists, electricians, shop assistants, housewives, people
from all walks of life. We give them a test
at the outset and another at the end of the
course. The overall improvement is 80%,
with just a 20-hour course. Basic education
is not difficult. The big problem with health
education (known in the European Union as
‘health literacy’) is not with the patients who
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already understand, because 40% of patients
know what they need to do. The big problem
is the patients with no knowledge (not many,
5%) and those who believe they are knowledgeable (of which there a lot, 45%), but who
turn out to have a lack of health education.
Of course we’re not talking about chronic patients, who ultimately have no choice but to
learn. The fact is that patient demands across
Europe as a whole will be fulfilled only if we
can organise and put pressure on improving
the system.
> Santi Alfonso: That is our experience at the
Spanish Patients’ Forum: by exerting plenty
of pressure we are seen as a trade union, no
one wants organised patients. Health was for a
long time a political tool dominated by health
“despotism”: everything for the patient, but
without the patient. This has been a vote-winning tool: we have seen hospitals built in Madrid that then don’t have specialists to staff
them. Pressure from patients and education:
both are fundamental issues. Health should be
part of our basic education, it should be covered by compulsory secondary teaching. How
many diseases could be prevented if young
people had received the right education? If
they knew what the results of excessive sugar
consumption would be?
> Dr. Genís Carrasco: Health Education is
not established and never has been for those
of us of a certain age. The State has allocated
no budget to it, despite all the epidemiological
studies demonstrating that life expectancy is,
of course, dependent on medical care, but that
a huge percentage of it also depends on good
sanitation, good hygiene methods and healthy
lifestyles.
Informed consent
> Santi Alfonso: There are also patients who
complain that they have to sign too many
pieces of paper, and they feel threatened by
this, as if it were a way for the doctors to waive
their responsibility.
> Dr. Genís Carrasco: The informed consent
document, which is what we’re talking about
here, simply states that the patient has been
informed. If, as sometimes happens, a patient
is hospitalised and signs an informed consent

> Dr. Felipe CASTRO de la Nuez

form without having really received that information, then the consent is meaningless: a
judge would disregard it. Meanwhile, if there is
no signature but information has been given,
and the nurse or another witness confirms that
the patient has been informed and reached a
decision, then that is also legally binding. And
so the idea is a fundamental one: doctor-patient decisions are decisions taken by the patient with the doctor acting as an adviser. Even
if the relationship is of the paternalistic type
and the patient wants to play an active role, the
patient at least has to say: “You decide, Doctor”.
That is the change we are seeing in the doctor-patient relationship: the capacity to decide.
At Barcelona Hospital, empowered or intelligent patients are very, very demanding. They
ask you where they can find reliable information on the Internet, what books they should
read... The economic crisis has undoubtedly
slowed down the process of this change in
role, above all in the case of patients who feel
a sense of insecurity and are being dealt with
in the public health sector. We would, though,
expect patients to continue to call for a more
central role, without letting the crisis frustrate
their reasonable demands.
> Dr. Felipe Castro: There is one factor irrespective of the recession: those patients who
are already expert patients and want to reduce
the importance of the doctor’s role. It is a joint
task, and it must be balanced fairly.
Santi Alfonso: Patients have to live with
their illness, and attempt to ensure that it affects their daily life as little as possible. Ultimately what they want is to eat cake or pasta,
even if they are coeliacs, and so they find out
how they can.
> Dr. Genís Carrasco: Smart patients, whether they have acute or chronic conditions,
generate according to studies in the Netherlands and Germany 25% lower hospital expenditure, spend 35% less and achieve higher
scores in doctor-patient relationship surveys.
Giving patients a lead role is not a negative
aspect: it is better for everyone, including the
health system. It even reduces the number of
complaints about professionals: an informed,
satisfied patient who over the course of the
process has been able to raise any problems

Doctor Felipe de la Nuez (born in Seville, 1963) is
a Medical and Surgical Doctor who qualified at
the Seville Medical Faculty and holds the Medical
Emergency Certificate. As an Internal Medicine
specialist, he belongs to the Spanish Emergency
Medicine Society and the Spanish Internal
Medicine Society. He is also assistant teacher
of clinical auxiliaries during their internship at
the Santa Isabel Clinic in Seville, where he is also
coordinator of the Internal Medicine Department
and is Deputy Medical Director.

Many people still do not want to know almost anything about their illness. It is also
important to be quite clear: when we give a preliminary diagnosis, differential
diagnoses exist, so we cannot give patients a guarantee that any illness they may
have will develop in a prescribed manner. We need to find out which aspects
make patients feel that the information is enough and always ask if any doubts
remain, if any clarification is needed... Let me tell you what happened to me the
other day when, as always, I introduced myself to a patient, a man of about fifty
years old who had chest pains, angina. As I came into the room I said: “I am Dr
Castro, the intern, and I will be your doctor from now on...”. And he asked me:
“What is an intern?” He wanted to know what type of doctor he was dealing
with so as to form an opinion. Second question: “What tests will you be doing on
me?” The tests that might be done be explained relating to the seriousness of the
symptoms, and additional information must also be given, such as the pros and
cons of each decision in the process of diagnosis. Doctors need to know how to
ask questions and get inside the head of the patient, always adapting information
to the needs of each patient. It was said earlier that some people worry more
about the detrimental aspects of treatment, such as hair loss in cancer treatment.
I don’t think that’s true: anyone with cancer knows that hair loss forms part of the
treatment, and accepts that as a part of the illness and the healing process.

or queries is less likely to register a complaint.
Because the worst factor in the relationship
between doctors and patients is a lack of trust:
if patients realise that they were told that one
thing would be done and then the procedure
was different from the explanation they received, that they were to undergo a pneumothorax in the ICU and are then told that air
spontaneously entered the pleura even if this
was an accident during the puncture... there
can be no doubt that in the event of any adverse reaction then the family or the patient
needs to be told, and in that case there are
usually no problems. Problems occur when
no mention is made of the harm that has
been caused and patients then discover this
for themselves; that is what generates mistrust
and animosity.
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Health literacy,
a pending subject
JOSE PéREZ

Health Literacy report recently
published by the European
regional office of the WHO.

Citizens of the 21st-century knowledge society
are faced with a huge paradox when taking
decisions about their health. People are increasingly encouraged to adopt healthy life
choices, but do not receive the training or
support required to take such tasks on board.
Today more information than ever is available to help a person lead a healthy life, adopt
health-giving lifestyles, and take the necessary
measures to ward off illness or play an active
role in its treatment, but despite this are people really equipped to access this information,
to understand it, process it and apply it properly to their personal circumstances?
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A low level of health literacy is the norm
in Europe according to the Health Literacy
report recently published by the European
regional office of the World Health Organization. The publication, which presents the
results of a study undertaken in eight European countries, emphasises practical and effective measures being developed by public
authorities and other sectoral organisations
to improve health education. As societies become more complex, with the ensuing bombardment of information (or misinformation),
health education of the public becomes vital.
But what is health literacy? According to
the European Health Literacy Consortium’s
2012 definition, it “is linked to literacy and entails people’s knowledge, motivation and competences to access, understand, appraise and
apply health information in order to make
judgments and take decisions in everyday life
concerning health care, disease prevention
and health promotion to maintain or improve
quality of life during the life course”
The correlation between health education and people’s state of health has been
demonstrated. According to the WHO report
“weak health literacy competencies have been
shown to result in less healthy choices, riskier behaviour, poorer health, less self-management and more hospitalization”
Close on a half of Europeans have an inadequate or problematic level of health literacy. The report shows that limited health
education is far from a minority problem,
given that 12% of the survey respondents
reveal inadequate health literacy, and 35% a
problematic level.

GENERAL HEALTH LITERACY PERCENTAGES
EXCELLENT
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Health literacy percentages in 8 European countries

The report also reveals the existence of
considerable regional differences. Among
the eight countries where the survey was
conducted, inadequate health literacy ranged
from 2% in the Netherlands to 27% in Bulgaria. In Spain the problem affects 7.5% of the
population.
There are also differences within countries, with some population groups more vulnerable than others. The factors aggravating
limited health literacy are a poor educational
level, low purchasing power, health problems
and advanced age.

The report was based on a survey of
close on 8000 people using questions which
evaluated people’s perceived difficulty in
taking action connected with health, such
as understanding a doctor’s explanations,
evaluating whether the information presented by the media about an illness is reliable, seeking out information to deal with
mental health problems such as depression
or stress, understanding the information
contained on food packaging and taking
part in activities to improve health and
well-being.
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Dr José Carlos Guisado, the President of the International Health Co-operatives Organisation, spoke about
co-operative hospitals with the participants in the roundtable dedicated to smart pacient

Non-profit medicine
CARLES TORNER

> Dr. Genís Carrasco: We are now addressing

a very interesting debate: what is happening
in our healthcare system during the economic
crisis? What are the future prospects? Politi-

that they are viable, at least for a major sector
of the population. And this has been shown
by the involvement of patients in the administration of health services. SCIAS - Barcelo-

«The International Health Co-operatives Organisation handles more
than 300 million patients worldwide..»
cians and administrators typically raise two
healthcare models: publicly managed medicine and privately managed services. And the
media sometimes seems to present these as
being the only two options. But I would argue
that a third model exists: co-operative healthcare. A model that already exists, although a
large part of the public is not familiar with it.
Co-operative hospitals have demonstrated
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na Hospital has a prominent history in this
regard, as Dr Espriu succeeded in establishing a system which remains innovative today,
which is effective and efficient thanks to the
inclusion of users within the management
process. That is the key to the third model of
healthcare management.
> Dr. José Carlos Guisado: A model which
has an important international role. Because

«The co-operative model gives us all the determination to
achieve the highest level of quality in healthcare.»

SCIAS (the co-operative of patients which
owns Barcelona Hospital), together with Assistència Sanitària Col·legial and Lavinia-ASISA, make up the Espriu Foundation. And the
Espriu Foundation is currently the President
of the International Health Co-operatives
Organisation, which covers more than 300
million patients worldwide. 300 million who

are registered, because there are a lot more
who are not. In China, for example, we know
of co-operative health services that are not
registered. We recently incorporated the
co-operatives in Turkey, which will soon be
admitted at the Assembly of the International
Co-operative Alliance to be held in November
2013 in Cape Town. That is our paradox: the
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« Co-operative hospitals have demonstrated that they are viable, at
least for a major part of the population.»

co-operative model of doctors and patients
enjoys international recognition, but is less
well known within Spain. Perhaps because the
co-operative model is not about right or left,
but draws on both traditions, with the problem that ultimately neither of them champions it. I am convinced that the solution to the
global crisis involves co-operatives: we have
them right here at home, but we do not properly recognise them.
> Dr. Genís Carrasco: In the various debates I
attend, figures are usually given for the members of health co-operative movements in
such distant countries as Japan and Sweden,
and figures concerning the sound economic
health of the health co-operative movement
in Spain are included. And people are normally very surprised, because they hadn´t heard
about it. We need to improve the marketing
of the co-operative model, to showcase what
makes it different: the involvement of doctors
and patients in healthcare management.
> Dr. José Carlos Guisado: That is the famous
slogan of Dr Espriu: “Socially fulfilling medicine for medical professionals and users”.
> Dr. Genís Carrasco: The main virtue of the
model is that it is simple: it achieves an equal
relationship between doctors and patients.
> Dr. José Carlos Guisado: I recently addressed a conference at the Quality Evaluation
Agency of Andalusia. They asked me to talk
about co-operative hospitals and were very
surprised to find that our hospital in Madrid,
Moncloa Hospital, is the first hospital in Europe to have the highest level EFQM quality
rating, the Gold Seal. Why? I am convinced
that the co-operative model makes us all more
determined to achieve the highest levels of
quality.
> Santi Alfonso: Patients, users, usually do
not know how hospitals are managed: the
structure in place at the Barcelona Clinical
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Hospital, or any other hospital. We explain
to our patients´ association how they are run,
what their rights and duties as users are and
how they can make a complaint about the
system.
> Dr. José Carlos Guisado: One point: the
health co-operative movement supported by
the Espriu Foundation is not private medicine, but non-public medicine. An important
distinction. Socially committed management
is our hallmark.
> Dr. Genís Carrasco: It is not about distinguishing between public and private, but between for-profit and not-for-profit medicine.
Both the public and private models have their
advantages and drawbacks, and the debate is
full of interesting nuances. But if we want to
talk about innovative management structures,
then there is a substantial difference whether
the model is pursuing a financial profit or not.
In the administration of SCIAS, ASC and ASISA, what sets us apart is that we are non-profit. Neither our doctors nor our patients who
belong to the co-operative ever receive any
profit, because everything is reinvested in the
organisation itself with one single goal: to deliver the best possible medicine which meets
patients´ needs including their involvement.
That is our contribution to the European debate regarding management models: a distinction must be made between non-profit health
organisations and those that pursue profit.
Not-for-profit or for-profit. That is the fundamental difference, and what defines the way
in which resources are managed.
> Montserrat Caballé: In our system there
is no co-operative dividend, because all the
surplus is used to continue delivering the best
possible care.
> Dr. Genís Carrasco: I think it is difficult to
combine good medicine with the pursuit of
profit. It is very difficult to keep shareholders

«There can be no doubt that joint management by doctors and
patients is the real positive behind Barcelona Hospital.»

happy and deliver sustainable, quality medicine within this economic context. I like to
talk about solvent medicine. SCIAS and ASC,
and also ASISA, have demonstrated that they
are not only sustainable but also solvent, because they have not overlooked the need to
prepare for changes in society, in the market,
new technologies, medical advances... Being
solvent means having the capacity to adapt
to changes and developments in the health
market.
> Montserrat Caballé: There can be no
doubt that co-management, joint management by doctors and patients, is what makes
us so positive. Dr Guisado mentioned to me
that he had addressed a conference at the University of Bologna explaining our model, and
that the audience was very surprised. One of
the questions they asked was: How was it possible for users to decide what new machinery
the hospital should buy? Well, because the users are well informed. And they decide jointly with the doctors, as part of what we call a
co-management model, so that between all of

us we prioritise expenditure, through our inevitably limited resources, in order to run the
hospital as best we can. A committee made up
of the representatives of the doctors’ and patients co-operatives meets every Wednesday
evening. The group committee, advised by the
different relevant technical committees, draws
up and presents to the Governing Council, and
the management, the proposals regarding the
different issuess affecting the running of the
group, in order for it to give its approval or
not.
> Dr. José Carlos Guisado: Our approach is
original because it combines the perspective
of doctors and patients. There are flagship
examples of co-management, such as Barcelona Hospital, which demonstrate that our
model is not just very good, but also perfectly
feasible and efficient. It is copied the world
over. We may find it difficult to demonstrate
this in Spain, but we constantly receive visits
from delegations and committees from Eastern Europe, Latin America, the countries of
Scandinavia...
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Doctor and patient on the same team
Not too many years back more than one patient would have complained whilst trying to read a doctor’s poor handwriting: “They
just don’t want anyone to understand!” Fortunately, doctors with illegible handwriting are now in a clear minority (among other
reasons because new technology has gradually done away with handwritten prescriptions), while those whose approach is based
on minimum explanation or even communication with their patients are now also few and far between. Our view of doctors has
changed considerably in just a few decades, and in most cases the change has been for the better. A 21st-century doctor typically
shows empathy towards patients, not only taking an interest in their illness but also their personal and occupational circumstances,
which can of course be affected by their medical condition. Today it is clear that doctor and patient are on the same team, fighting to
cure an illness or minimise its consequences. The mutual trust required between doctor and patient has gradually gained ground.
There is, though, still more to be done, as such an approach clearly offers a host of benefits to both parties.

An angel was riding his bicycle–
the wheels were four suns in flames–
peacefully climbing on a trail
I saw one day, on the way to the sea;
masking the sky and a swallow’s eyes
the golden dust from his legs
left a warm trace behind,
and clouds fell over the handlebar.
Enormous as the light surrounding
his wings, speckling the bike
with sparks that made it red and blue,
tumbling pines from throughout the world.
I loved him; and when suddenly
he fell to the bottom of a cliff,
packed away in a suitcase he carried
my poems just as they are.
Xènia Dyakonova

MAR AGUILERA

50 poemes amb àngel, Barcelona: Ed. Ara llibres, 2013.
Translation. Sam Abrams

CULTURE > PAUSE

BREAK
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THE WORLD SPINS ROUND

At the heart of a
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hospital in India

PHOTOGRAPHY
MANUEL VIOLA

Dr Manuel Viola, the medical
director of Asisa’s El Ángel
Hospital in Malaga, is a keen
photographer. He always takes a
camera with him on holiday, which
allows him to enjoy his travels in
retrospect, recalling landscapes
and scenes from daily life. One of
his most recent trips was to India.
In a middling sized city there he
had the chance to visit a hospital
where he took the photos that
he has chosen to share with the
readers of this publication. Staff
working at this hospital do not
complain about a lack of material

resources but of personnel: they
need more doctors, nurses...
“What is the point of equipment
if we do not have enough skilled
staff to operate it?” they argue.
The children born there (birth
rates in India remain high) do not
have cots: they are placed on the
ground, simply with blankets and
lullabies. Hygiene clearly leaves
much to be desired, and there is
a high chance of contagion among
patients. Desperation? We prefer to
view it from another perspective:
there is plenty more work to do.
Daniel Romaní

look me in the eyes
and tell me I can count on you.
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Live simply and make
a commitment

UNDER THE RAIN
Under the rainstorm,
there are trees, footpaths, silence
and outlying lives.
Regretless, I watch
my steps getting wiped away.

I WANT TO SAY IT WITH MY LIPS OF AN OLD MAN
With suffering I see. I cannot recall seas.
I walk the last furrow, after comes the desert.
Under very clear skies, I listen as the wind
calls the name I have earned, this name of mine: “No one”.
There will be restful times, I am inclined to watch
for the last time of all the light of long sundowns.
Now, with no fear at all, alone I will enter
into night, into God, over the sand, through thirst.
Salvador Espriu
(Translated from the Catalan by Sam Abrams)

Ultimately it is a question of approach. There are
those who have equestrian statues and blocks of marble erected to ensure their fame lives on after death.
And there are also those who attempt to go through
life raising as little dust as possible, barely leaving a
trace, wishing the rain to blur and blot away any excess
and surplus in their existence, of which there is plenty.
The two poems chosen here, which belong to the
collection Les Hores (1952), represent a renewed meditation on the ancient theme of vanity. Almost as if it
were a vocation, the lyrical I illustrates its ephemeral
passing, the insignificance of all, the erased footprints.
And it does so with no tragic gestures or affectations,
in the way of those who have understood the true argument of history.
Salvador Espriu himself, in an interview given
to Baltasar Porcel in 1966, admitted that he was not
much inclined to live life to the full: “You would be
shocked to see how little I eat,” he said, with a touch
of mischief. Although there is always considerable risk
involved in drawing parallels between life and art, in
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Unconsciously, on reading ‘Sota la Pluja’ we breathe
in, perhaps because it inspires us.
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this case it is simply too tempting. How can we not
intuit, behind the acknowledged frugality at the dinner
table, the expression of a frugality which also extends
to other spheres of life? We are here dealing with an
austere individual who shuns the indulgence of excess,
beginning with verbal excess: “Why so many words /
for my tiredness?”, he asks in El Caminant i el Mur.
The poem “Sota la Pluja” (“In the Rain”) is in itself the slightest of escapes, with a certain touch of an
oriental watercolour, prone to be washed away in the
rain. Few words, in perfect harmony with the theme
presented. And yet these four sparse indications (trees,
pathway, silence, distant lives) have an incredible capacity to exemplify the mental horizon and breathable space of the poem. Unconsciously on reading it
we breathe in (perhaps because we are inspired by it).
However, the realisation of his own smallness
does not arouse any anguish in the subject, but rather
a sweet resignation. All transpires, as the fourth line
suggests, “without regret”, like the distant “resigned
death” which presides over the Coplas of Jorge Manrique. What we have here is the wisdom of a life which
does not need to stand out among others, much less to
emphasise itself in front of or against others, in order
to take on meaning. The desire which pulsates here is
rather that of blending into the natural surroundings,
becoming invisible, not excelling. Short and plain, we
have here the ethical imperative of discretion.
This idea is even more radically defined in the second text, “Ho voldria dir amb els meus llavis de vell” (“I
would wish to say it with my old man’s lips”), in which
the name which the poet claims as his own is Nobody.
All at once the poem leaps back more than twenty-five
centuries to the cave of Polyphemus, who has Ulysses
and his companions held captive. When the Cyclops
asks the cunning Greek his name, he replies (here in
Latin) Mihi nomen est Nemo, in other words, My name
is Nobody. Then, when Ulysses, having got him drunk
on wine, drives a stake into his only eye, Polyphemus
cries out wracked with pain that ‘Nobody is trying to
kill me’.
The stratagem, which reveals once again the sagacity of Homer’s hero, takes on a quite different aspect in Espriu’s poem. It is not human ingenuity in
the face of adversity which here affects us. Ulysses is
transformed into Nobody in order to survive, and paradoxically after being Nobody he grows, he increases
his heroic dimension, leaving an indelible impression

on us. In Espriu’s poem the lyrical I is transformed
into Nobody with precisely the opposite intention: to
be reduced, to become smaller, to dissolve into his surroundings in order to become nobody, although this
time with no capital letter. In the hands of the author,
the mythological narrative has been renewed from the
root, converging with an ascetic meditation on vanity.
There is still another detail, which is, as all good
details tend to be, fundamental. The poet refers to his
name, Nobody, not as one which he has been casually
given, but one which he has worked hard for: “Beneath the clearest skies I listen as the wind / speaks
the name I have earned, this my name: Nobody”. Because a name is made, in the sense that it has to be
earned or deserved. We find this concept at the origins
of Judeo-Christianity in the exegetic tradition based
on the names of God in the Kabbalistic writings. And
we also recall that the knights errant of Arthurian tradition, Parsifal for example, aspired above all to make
their name, to find the true name which matched their
identity. In order to establish who I am, I need to establish what I am called. Identity and name are two sides
of the same coin. In Espriu’s poem also, the name is
revealed at the end of a journey, and as its culmination:
“I walk the final furrow”. The name is the destiny finally accomplished. This was beautifully expressed by
Jean Starobinski in the words: “Our name awaits us up
ahead”. We simply have to arrive there. Discover it and
take possession of it.
And if in the poem “Sota la Pluja” disappearance is
accepted “without regret”, now anonymity is likewise
accepted “without fear”. As if the true dimension of existence were humility, with what matters taking place
in hushed tones, almost in invisibility.
In a world like ours, dominated by excess, by the
clamour of pretence and the tyranny of ego (not only,
but also, in the world of art), then I would go so far as
to define as groundbreaking the gesture of an individual who calls for this type of discretion (in terms not
of character but ontology). If, as Albert Camus suggested, the rebel is he who says no, then we have here
an essentially rebellious man: in other words, a rebel
in his essence, not only in form. The lyrical I rejects
the sirens’ song, the falsity of transcendence evoked by
bells and whistles. And he has the boldness to acknowledge that he is Nobody, that the name he has earned
at the end of the road is Nobody. And a Nobody leaves
no footprints.
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