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I.
INTRODUCTION

The purpose of this paper is to increase the awareness and raise the profile of the co-operative movement in the marketplace served by Nelson & District Credit Union (NDCU).  At the present time, the number one concern in communities is health care.  This concern creates the opportunity for the development of a health care 

co-operative to assist in serving the communities’ health care needs. This paper will discuss this opportunity and attempt to raise questions that need to be explored.

I have been in my present position as General Manager of NDCU since August 1992 and have 28 years experience in the financial services industry.  My wife was born and raised in Nelson and her family’s community roots go back over 60 years in the community.

This paper was developed through my attendance at the University of Bologna’s 2002 Summer Program for Co-operative Studies.  The program included numerous practicums at Co-operatives operating in the Emilia-Romagna Region of Italy as well as “in-class” presentations from leaders of the co-operative movement in Italy. The topics covered were: 

· The History of the Italian Co-operative Movement

· Co-operation in the Global Economy

· Management in Co-operative Enterprises

· The Economics of Co-operation

· Financial Instruments for the Co-operative Firm

· The Co-operative Experience in Emilia-Romagna

· The Social Co-operative Model, and,

· Models of Capitalism and the Role of Co-operation

I do not intend to define what services a health care co-operative could deliver to the community since I do not feel comfortable with my knowledge of the specifics of health care services.  

I would be remiss not to take the opportunity to thank my Board of Directors at Nelson & District Credit Union for giving me the unique opportunity to study at the University of Bologna. 

II.
NELSON & DISTRICT CREDIT UNION 
One of the concepts I learned is that Co-operatives arise from needs.  For example, Nelson & District Credit Union is a financial 

co-operative.  It was started over 50 years ago because people needed access to financial services – today; we have 11,417 members, own 2 insurance agencies and 7 commercial buildings with no debt!   Funds under administration are in excess of $200,000,000.  Capital in our financial co-operative exceeds $6,000,000. 

A co-operative generally starts on the social side of the community with “what I call” a “staff of volunteers” and grows to be an economic engine with a “professional staff” - all working towards a common goal – to serve the members of the co-operative and the community.  Nelson & District Credit Union has eighty-one employees; nine member Board of Directors; operates from five offices located in three communities in the mountainous Kootenay Region of British Columbia.  

The present strategic direction of Nelson & District Credit Union focuses on four areas:

1. Financial Stability

2. Community Investment Program

3. Alliances and Mergers

4. Youth Program

Financial Stability has been achieved with capital adequacy reaching 12.36% - well above the Boards stated objective of 10% (minimum regulatory limit is 8%).  Liquidity is very strong at over 25% (15% above regulated limits) and provides an opportunity for community support.  NDCU’s “Earnings from Operations” ratio for the nine months ending September 30, 2002 is .85% of assets.  Earnings from Operations are before taxes, dividends to members and our Community Investment Program.

Our Community Investment Program started in 1999 with a five-year plan to increasing expenditures for community investment projects to one-third of “earnings from operations”. The balance of earnings is required to pay taxes, dividends and maintain financial stability (or retained earnings). 

In May 1999 NDCU completed a merger with Rossland Credit Union and on November 3, 2000 completed the purchase of the Rossland Bank of Montreal branch office.  Numerous alliances are underway with credit union system partners and non-system partners such as Columbia Basin Trust and Community Futures.

In August 2002 a Youth Counselor position was developed and an employee subsequently hired to lead NDCU’s community youth program.

Nelson & District Credit Union’s mission statement was developed in 1993 with participation from staff, management and the Board of Directors.  It reads as follows:

“The Nelson & District Credit Union is proud of its stability which is built on commitment to the community and our members, whose ownership we value.  Our constant striving for excellence in knowledge, loyalty and motivation is vital in our ability to meet the needs of our members.  The social, financial and environmental needs will be met by community investment, quality products and personalized services.

Realizing change is constant, our ability to manage and adapt is crucial.  We will continue to train, be innovative and technologically advanced to ensure our position and growth in the marketplace as a leading financial organization.

Through our dedication and beliefs, Nelson & District Credit Union will be the Best!”

Nelson & District Credit Union has demonstrated support for community groups.  We provided attractive financing for Nelson and District Housing Society to purchase a motel property, which was then converted to housing for special needs and low-income people.  We recently provided attractive financing to Nelson District Community Resources Society to assist with the purchase of a building in downtown Nelson to preserve the building for low-income housing.  There was a concern that the building would be converted to a different class of housing if purchased by private enterprise.  

Is now the time for Nelson & District Credit Union to take “commitment to the community” to a new level?  Has the Community Investment Program differentiated Nelson & District Credit Union from the competition?  The Credit Union industry is seeing the growth of mega Credit Unions through mergers.  Would this “commitment to the community” strategic direction give Nelson & District Credit Union a reason to stay local and continue to grow through community involvement?   

III.
HISTORY OF THE CO-OPERATIVE MOVEMENT
It is generally acknowledged that the co-operative movement started at Rochdale, England in 1844.  A group of weavers pooled their resources to open a store.  The Industrial Revolution was the background to the co-operative movement.  However, some can argue the movement started way back in the Roman period of time with the local merchants of that day.  There are six basic types of 

co-operatives:

1. Consumer co-operatives – members combine their purchasing power to buy goods and services they need.

2. Worker co-operatives – the members are the workers/employees and democratically control the business.

3. Financial co-operatives – provide members with lending products and other financial services.  The best example of a credit co-operative is Credit Unions.

4. Producer co-operatives – members pool their resources to produce products.

5. Social co-operatives – are established to provide access to essential community services that have been unaffordable or unavailable.  

6. Multi-stakeholder co-operatives – this type of co-operative has many different types of members with different needs, but the needs are closely linked together.  For example, a health co-operative could have users (or consumers), employees (or workers), medical profession (or doctors) all with representation on a Board of Directors. 

Today, there are over 10,000 co-operatives registered in Canada and 791 in British Columbia.  Nelson & District Credit Union’s major marketplace is the Kootenay region of British Columbia. This region is home to 80 co-operatives.

An example of the strength of the co-operative movement is the history of the Italian Co-operative movement.  The first co-operative in Italy started in 1848, and by Unification in 1861 there were 206 co-operatives operating in Italy.  At that time co-operatives were exceptions and not relevant.  They were tolerated until they gained economic power, and by the start of WW I Italy had 7429 co-operatives.  The fascist period in Italy under the dictatorship of Mussolini (1922 – 1943), was a difficult period for the co-operative movement.  Some co-operatives were eliminated, but many more survived.  “The roots were so strong Fascism could not destroy the movement” (quote from Professor Vera Negri Zamagni, University of Bologna and Vice-President, Emilia-Romagna Region).

Today, Italy has co-operatives operating in virtually every sector of the business community, and competing very successfully with the capitalistic business model.  Co-operatives in Italy control 50% of the wine market, 40% of the food distribution market, and 25% of the dairy market.  Major co-operatives such as Sacmi (engineering industry), CMC (building industry), Unipoc (insurance industry), Coop Adriotice (consumer co-operative), CAMST (food catering industry) are leaders of economic activity in Italy.

The Emilia-Romagna Region of Italy has benefited from the growth of the co-operative movement.  It is situated in the North of Italy, and is made up of nine provinces namely:  Bologna, Parma, Reggio Emilia, Modena, Piacenza, Ferrara, Ravenna, Rimini and Forli.  The Region has 341 communities and a population of 4,000,000 people – a comparable population to the Province of British Columbia.  It boasts more than 15,000 co-operatives, which are the backbone of the regional economy and account for more than 45% of the Region’s Gross Domestic Product.  Over 80% of the Region’s social services are delivered by co-operatives. 

The Emilia-Romagna Region is now ranked #15 in the world as per United Nations statistics.  It delivers one of the most efficient health care services in Italy and as a result, it caters to the needs of a large number of patients that reside outside the region.  The health sector is by far the largest employer in the region.  Emilia-Romagna Region has an unemployment level of only 4%.

IV.
CHARACTERISTICS OF A CO-OPERATIVE 

What is a Co-operative?  

A co-operative is any enterprise that is collectively owned and democratically controlled by its members for their mutual benefit. People working together to meet their needs.  Co-operatives are responsible neither to outside owners, nor to government.  They are responsible to their own members.  Co-operatives are the best example of how democratic principles can be applied to economic life.  Within a co-operative, people find strength in collective action and the powerful motivation of mutual support.

Co-operatives start out from the social side and then move to economic activity.  

Co-operatives need both sides of this equation to be successful.  People are attracted to co-operatives because they have no direct operational link to the government.  The government’s role is to recognize co-operatives and then to regulate.  Co-operatives get their start when there is a failure in the market place, or a failure within government to provide a service.  If there is no free market and a monopoly exists, there is an opportunity for a co-operative to grow and prosper.

Co-operatives arise from needs. 

And are founded on a common idea – that people (members) know what is best for them.  

Co-operatives have a high level of participation.  

For example, local co-operatives such as Kootenay School of the Arts Co-operative has 236 members, Kootenay Co-operative Radio has 921 members, Kootenay Country Store Cooperative has 5,000 members and, as mentioned earlier, Nelson & District Credit Union has 11,417 members.  However, members have only one vote – regardless of how much financial investment they have made in shares of the co-operative.  

Members decide how the co-operative will run, elect the Board of Directors and determine what happens to the profit.  Profits – not a dirty word, when it goes to enhance the wellness of the community through the seven principles of a co-operative:

First Principle  - Voluntary & Open Membership.  Co-operatives are voluntary organizations, open to all persons able to use their services and willing to accept the responsibilities of membership, without gender, social, racial, political or religious discriminations.

Second Principle – Democratic Member Control.  Co-operatives are democratic organizations, controlled by their members, who “actively” participate in setting their policies and making decisions.

Third Principle – Member Economic Participation.  Members democratically control the capital of their co-operative.
Fourth Principle – Autonomy and Independence.  Co-operatives are autonomous; self-help organizations controlled by their members.  If they enter into agreements, with say governments, they do so on terms that ensure democratic control by their members and that maintain their co-operative autonomy.

Fifth Principle – Education, Training and Information.  Co-operatives provide education and training for their members, elected representatives, managers and employees so they can contribute effectively to the development of their co-operative.

Sixth Principle – Co-operation Among Co-operatives.  Co-operatives serve their members most effectively by working together.

And the Seventh Principle.  The International Co-operative Movement adopted it in 1995. (And, it is personally my favorite principle)  Concern For the Community.  Co-operatives work for the sustainable development of their communities through policies approved by their members.

An important characteristic of a co-operative is loyalty.  A definition of loyalty is that products and services must meet the members’ values, and then the member becomes a “walking and talking” advocate of the co-operative.  There is a direct correlation between the financial performance of a co-operative and a positive attitude to being a co-operative. 

An example of how individuals can be loyal to their co-operative is evidenced in how CAMST has evolved.  A presentation by the Chair of the Board of Directors of CAMST showed an Italian food catering co-operative that presently operates from 987 outlets.  It is the largest worker co-operative in Europe with 6000 workers, of which 85% are members.  On a revenue stream of $100,000,000 Euro Dollars ($160,000,000 Canadian) they enjoy a 25% cash flow ratio.  CAMST has a flat organization that puts the responsibility for quality control in the hands of their managers.  The international ISO stamp goes on all products to ensure quality.  The result – loyalty of customers!  Some customers eat there 200 times per year. CAMST values are:

· to reduce the unemployment rate

· invest profits to generate employment

· customer satisfaction

· cooperation with other co-operatives

Co-operatives often have what is referred to as a “time investment problem”.  A 1968 case study by Pejovich-Furoboti demonstrated that a co-operative has a difficult time expanding because they often under-invest.  For example, if H is the time horizon each member can commit to the co-operative, and T is the amortization of the investment, and T>H, then a member would not vote to expand, because the time of their involvement is less than the amortization of the investment.  Keep in mind; co-operatives are one member – one vote.  Co-operative members favor short-term investments, which is referred to as a time investment problem.  One of the outcomes of this problem is that co-operatives are more viable with younger members because of this time investment problem.  Therefore, involve youth in any new co-operative being developed.

A final and very important characteristic to a successful 

co-operative  – Social Capital!

Human Capital is defined as an individual’s knowledge level, whereas; Social Capital is the accumulation of Human Capital or in other words “all of us working together and providing synergy”!  Social Capital would be critical to a health care co-operative because of the expertise required from the professional medical industry.   

V.
SOCIAL CO-OPERATIVES

Social co-operatives are established to provide access to essential community services that have been unaffordable or unavailable.

A Social Co-operative I studied was C.A.D.I.A.I. (Cooperativa Assistenza Domiciliare Infermi Anziani Infanczia).  On June 20, 2002 the class did a practicum at this workers’ co-operative.  This co-operative is the largest social co-operative in the Emilia-Romagna Region.  It was started in 1974 by 40 women and now has 600 members and employees.

It’s mission statement talks about:

· Providing social, sanitary and educational “direct” services towards the improvement of the quality of life for people, and at the same time, contributing to the general interest of the community.

· Stability of employment for the members. 

· Searching for the answers that satisfy the users’ needs.

· Base co-operative actions on the entrepreneurial responsibility of the members.

· Profit - pursuing the best balance in the economical and financial management of the enterprise, as an indispensable condition, for the attainment of the social purposes.  

The co-operative operates 296 beds from 9 different locations.  The primary service they provide is to serve the “non self-sufficient” elders and the disabled.  Services provided include doctor, nurse, rehabilitation activities, and hotel services of cleanliness, laundry and refreshments. They are also involved in a home care program, including a program that picks up seniors and delivers them to and from activities.  They reach 850 people each day.  They also have programs for children and drug-addicted individuals.

The services are delivered through government contracts (they compete with the private sector), and the contracts are awarded for five years with an option for an additional five years.  Under Italian law, co-operatives receive special privilege in the bidding process for the awarding of contracts.  Every year the co-operative has to meet a specific service standard.  One of the goals of the CADIAI is quality of service ( in October 2001 CADIAI obtained the Quality System Certification under ISO 9001.

Currently 51% of the employees are members ( if less than 50% the co-operative loses some tax benefits under Italian law.  

Employees have the option to become members by investing $1100 into equity shares of the co-operative.  The co-operative even finances the payment over time.  By becoming a member, the employee has input in the services provided through quarterly meetings.  After one year, the employee usually develops loyalty and becomes a member, or leaves.

CADIAI employs 15 doctors. Two-thirds are on contract and are not employees or members of the co-operative.  One-third are employees and members of the co-operative.

The buildings are owned by the Province of Bologna and leased to the co-operative.  The most recent facility opened September 4, 2000 and cost $5,000,000 Euro Dollars (approx. $8,000,000 Canadian) to build.

The employees are administered under a collective agreement.  The agreement is negotiated at a national level.

The cost for care is $145 Canadian per day.  This cost is paid 50% by the regional government and 50% by an individual’s family.  If the family has difficulty paying, they can make an application for support to the regional government.

I asked the question: 

Why co-operative run vs. private run vs. government run?  

The answer I received was that:

1.
Service is better and the government saves money.

2.      Employees are better trained and “care” for their jobs.

3.      Motivation is not profit, but quality of service to the client.

One of the key differences between a capitalistic (or private) firm, and a government (or public) firm, and a co-operative is in the area of trust.  

A capitalistic firm, starts a relationship with a consumer based on an unknown “quality of product” and “level of service”.  Over time, and at a cost of quality control and management expertise (with financial incentives) the capitalistic firm must earn and maintain trust. 

In public firm, employees remuneration is not related to profits, which leads to problems of inefficiency in public administration and trust is difficult to obtain and maintain. 

In a co-operative, the recruitment of members is based on social relationships, not just economic relationships.  If the social objectives of the co-operative and the individual are the same, the relationship starts from trust.  This means that co-operatives have workers who can easily identify with the co-operatives’ goals and the production process improves.  Co-operatives can manage their workforces and control quality better with less cost than other businesses in the same sector.

VI.
POLITICAL CLIMATE
Nelson and area is a community with a distinct separation between the right and left.  The last municipal election in 1999 saw a voter turnout that was the highest in the Province of British Columbia.  Today, many community social services are provided to Nelson and area through societies run by volunteers (ex. Nelson District Community Resources, Nelson Planned Parenthood, Nelson Community Services Center, Nelson & District Home Support Services, Nelson & District Women’s Center). People in Nelson and area care about their community!

But is Nelson and area the right geographic region for a co-operative to serve?  For example could the geographic region mirror the Regional District of Central Kootenay?

At the present time, numerous rural communities in British Columbia have disagreed with the Liberal Government’s changes to health services.  In 1997 the previous government (New Democratic Party) completed an amalgamation of over 700 Boards in the province and established 55 Health Authorities.  These Authorities were made up of Regional Health Boards and Community Health Councils.  These Health Authorities operated for approximately one year and then the government undertook a review.  From this review 52 Health Authorities emerged - 11 Regional Health Boards, 34 Community Health Councils and 7 Community Health Services Societies.  The Regional Health Boards were in the more heavily populated areas of the province, with 7 regions having Community Health Councils and a Community Health Services Society each. 

In December 2001, the Liberal Government (elected in May 2001), re-organized health services.  Today, we have 5 Health Authorities with 15 designated service areas and 1 Provincial Health Service Authority.  Under the present government, the Health Authorities have been given the direction to control financial expenditures (or budgets) through a policy of centralization of health services.  In Nelson, there are many groups involved in questioning the government’s changes – some through confrontation, some through discussion.  A co-operative approach to the discussions on health care would raise the profile of all co-operatives.

History has shown government policies, as they relate to co-operatives, range from: 

· Destructive – neutral – supportive – participation – controlling.

The middle range of polices (neutral, supportive, participation) are best for the development of co-operatives.  British Columbia does have co-operative legislation in place.  This provides for the legality of a co-operative (legal personality) and limited liability for the members.  Members’ liability is limited to their investment into the equity shares of the co-operative.  Equity Shares can take the form of membership shares or investment shares.

The provincial government has recently indicated a willingness to enter into P3 projects (Private/Public Partnership).  They have just announced a P3 project at Vancouver General Hospital to invest $90,000,000 into an ambulatory service.  The government is looking for change in how the financial cost of health care is delivered to the people.  In a time of change there is an opportunity!

VII.
HEALTH CARE CO-OPERATIVE OPPORTUNITY

Let’s explore the opportunity to develop a health care co-operative in the Nelson and area geographic region.  The key questions to answer are:


-
Why a co-operative? 

· Where will the social capital come from?

· Where will the money come from?

· And, what strategic relationships are required?

Why a Co-operative? 

The timing for developing a health care co-operative is good.  The federal government would be “open minded” about a health care co-operative.  They were previously onside with the development of the health campus concept prior to the change in provincial government (from NDP to Liberal).  The federal government recently announced funding for the co-operative movement in Canada.  Would there be an advantage to incorporating the co-operative on a federal level to assist potential discussions with the federal government?

The new provincial government has been in power for 18 months and has taken a lot of heat from rural BC regarding their changes in health care.  The co-operative would be a “market niche” between the private sector and government operated services.  The provincial government would be “open minded” for a solution that saves the government money, and, improves their image in the local community.  Could the co-operative assume ownership of the land and building commonly known as Mount St. Francis?

The concept of profits being made and going into health care would be popular with the community.  Over “one in three” British Columbians are members of a co-operative today, by virtue of being Credit Union members.  The community would have an “open-mind” around the concept of a health care co-operative model.


Where will the Social Capital come from?

It has already started to flow!  

The community has already started an informal co-operative, with the number of meetings escalating.  The group held a two-day workshop, which was attended by 25 volunteers.  A Steering Committee has set up the following additional committees: 

☺
Incorporation and Governance

☺
Service Mix 

☺
Property Acquisition

☺
Finance

☺
Communication/Public Relations

☺
Strategic Relationships

A recent public meeting (held on a busy Friday evening) attracted over 100 interested people.  On the same Friday, 40 business people were attracted to an afternoon discussion on a health care 

co-operative.  Numerous community groups have contacted the Communication/Public Relations Committee and requested presentations on the health care co-operative concept.  The excitement is growing.
The mandate of the Canadian Co-operative Association – BC Region is:  “to enhance and support the development of a united, growing and influential co-operative movement in British Columbia”.  They provided three individuals to facilitate the above workshop, and are working closely with the Steering Committee.  They can provide support in the governance of a co-operative.

The medical community is aware of the co-operative initiative.  A Doctor is active on the Steering Committee, and regularly provides the medical community with feedback.  The Laboratory Technicians at the Kootenay Lake District Hospital have expressed interest in hearing about the co-operative initiative, and have requested the Communication/Public Relations Committee to meet with them.

Although the social capital has begun to flow, it needs to be continually nurtured along through an education process.  Social capital can flow more effectively in a learning organization.  The education process has to reach the community, health care workers, and government officials.  Some ideas I have for education are:

· This paper being widely distributed.

· Could we bring in professors to talk on the co-operative movement?  For example, host a co-operative forum in Nelson.

· Utilize Nelson & District Credit Union’s Youth Counselor position to educate the youth.

· Sponsor a youth to attend the Youth Congress next spring at the University of Victoria

· Sponsor an individual to attend the 2003 Summer Program for Co-operative Studies in Bologna, Italy.

· Talks to service clubs in the area.

· Develop a relationship with other co-operatives to obtain synergies around education.

· A regular column or radio talk show in the media. 

One of the co-operatives in Italy that we studied dedicates one-third of their board meetings solely to a discussion on “the education of, and the consultation process with” their members.  They have established a Training and Education Committee, with eight full-time advisors who have the responsibility to ensure the communication process is two ways. This co-operative is an example of a learning organization.

Nelson has been working on obtaining a new hospital for many years.  Many documents have been produced around our health care needs (ex. Health Campus Business Case) and we can learn from these documents.

Where will the money come from?

The most common question I hear is “where will the money come from?”   How do we answer that question?  The answer is, from a 

co-operative perspective; the people (employees and members); the government; and the co-operative movement all working 

co-operatively.  

The initial capital of a Health Care Co-operative would come from the members.  There could be numerous classes of shares, however; the most common shares are membership shares and investment equity shares.  For example, 5000 membership shares at $100 per share could raise $500,000; and 1000 investment equity shares at $1000 per share could raise another $1,000,000.  Could Nelson & District Credit Union start an affordable loan program to help members purchase shares? 

As previously mentioned, the provincial government is very interested in P3 (private/public partnership) projects.  Is it reasonable to believe that a P3 process in Nelson could be accomplished between a 

co-operative (private, but owned by a large community membership under democratic control) and the government? 

There is an opportunity to develop a relationship with the Interior Health Authority (IHA).  There are numerous real estate properties located in Nelson that are owned by the Interior Health Authority.  I have researched the history of three buildings that could potentially deliver co-operative health care services:

1.
Kootenay Lake District Hospital – This property was transferred from the Nelson and Area Health Council in May 2002.  It is presently under utilized although I understand it would require renovations.   What are the IHA long-term plans for this building?  At the present time it is being used for emergency services. The British Columbia Assessed Value is $172,700 for the land and $3,137,000 for the building.

2. 
Mount St. Francis – This property is presently being utilized as an extended care facility.  It was owned by the Sisters of Saint Ann and sold to the Nelson and Area Health Council 2½ years ago; with the condition attached that its use remain in the health care field.  In May 2002 ownership was transferred to the Interior Health Authority.  The indications from the Interior Health Authority are that this facility will be renovated and expanded through a P3 process.  Another opportunity!

3.
Nelson Home Support Building – This property is located at 905 Gordon Road, Nelson, British Columbia.  The property was transferred to the Interior Health Authority on May 22, 2002.  It is presently being used by three local community organizations – Meals on Wheels, Broader Horizon Adult Day Center and Community Education Service, as well as, the Interior Health Authority as an administration office.  The building was originally purchased by the Nelson & District Home Support Services Society (Society Registration # 7422) in 1985.  The purchase price was $90,000 and another $30,000 was spent on renovations.  The society paid for it with surplus cash ($30,000) on hand,  $40,000 raised through local community groups and a mortgage of $50,000 from Canadian Imperial Bank of Commerce.  In 1986 the City of Nelson provided an $11,000 grant to the Society to upgrade the electrical.  In the late 1980’s the Regional District of Central Kootenay provided a $20,000 grant; and an individual bequeathed $10,000 to the Society for another upgrade to the building.  Over the years the mortgage payments were paid from two sources – operating revenue through contracts with various government ministries, and rental income from “for profit” businesses that leased space.  As you can see, the history of the finances of this building was all generated within the Nelson community.  Is it reasonable for a co-operative owned by the community to build a business case, and request that the Interior Health Authority transfer the property to a Health Care Co-operative? 

What strategic relationships are needed?

It goes without saying, that supporters of a health care co-operative would have to work hard on developing a working relationship with all levels of government – municipal, regional, provincial and federal.  A relationship with the Interior Health Authority would be paramount to the co-operative’s success.

What other relationships would be important?

One of the co-operative principles is “co-operation among co-operatives”. 

In Nelson we have a good base of co-operatives to start from – Kootenay School of the Arts, Kootenay Country Store Cooperative, Kootenay Co-operative Radio, Links Housing Co-operative and of course, Nelson & District Credit Union.  These co-operatives could provide a health co-operative with a base for a membership drive.  VanCity Credit Union (or VanCity Capital Corporation) has indicated to the writer an interest in helping Nelson start a health care co-operative.  Canadian Co-operative Association – BC Region has already helped out.  They provided much needed social capital during a health care workshop held in Nelson on October 19 and 20, 2002.  

Kootenay Lake Hospital Foundation has a mandate to raise money to purchase hospital equipment for Kootenay Lake Hospital.  This mandate is no longer viable due to the recent changes to Kootenay Lake Hospital’s services.  What are the Foundation’s future plans for their programs and the equipment they own?  Could a mutual relationship be established for the benefit of our community?  

Unions play an active role in the health care industry and we must open a dialogue with them.  At the present time, union jobs are being lost in our community.  Is it reasonable to assume unions would want to protect those jobs?  A locally owned and democratically controlled co-operative could work with the unions to protect local jobs. 

VIII.
CONCLUSION

A common fear I hear in the community, is that a health care 

co-operative would result in the members paying twice for health care services.  Once through the co-operative and again through government taxation and medical plan.  This is not what a health care co-operative is advocating.   A co-operative would deliver publicly funded services (via contracts) under the control of a locally owned and democratically operated organization.  Changes in government would not result in changes in the delivery of health care services.

Co-operatives begin on the social side of our communities to fulfill a need and then move to economic activity.  A co-operative needs both sides – social and economic, to be successful!  The Provincial Government’s policy of centralization of health care services has created a need in many areas of rural British Columbia – particularly in Nelson and area.  There is an opportunity for a health care co-operative to fulfill this need.    

A co-operative has to have profits (or surplus) for long-term viability.  These profits are reinvested in the co-operative to build assets, with limited debt attached, and create an ever-increasing cash flow!!!  Generating a profit for reinvestment in health care………..not a bad idea!

And, a successful co-operative needs committed, dedicated and loyal members.  Are you prepared to be one?
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