
In 1969 I was active in setting
up and working in community
clinics in Montreal’s poorest
working class neighbourhoods.
One, the

was run by local residents
and became the centre for a
series of community organiza-
tions fighting for social change.
There were groups concerned
with housing, with welfare and
credit problems, with local
workplace conditions, a
newspaper, and even a funeral
co-op. (Its slogan,

–“Even the dead
have to organize!” – asserts the
potential for co-operative
organizing from the cradle
to beyond the grave.)

Clinique du Peuple de St-
Henri,

“Même morts il
faut s’organiser!”

To keep the clinic functioning we had
to grab recent medical graduates from
McGill and the University of Montréal.
Few established doctors were willing to
work for the low pay that a community
clinic offered. By the late 1970s, a new
network of state-run local clinics in
Quebec, the

(CLSCs) had emerged.
Inspired by the community clinics, the
CLSCs also replaced them in the delivery
of primary health care. The problem with
the new CLSCs is that they had no
democratic structure and were controlled
in the final instance by the state. In almost
every case, the organic connection to the
local population was lost.

This remains an important issue. We
at the Canadian Co-operative Association
contend that in the development of
community health care, co-operatives can

Centres locaux de services
communautaires

play a real role in assuring that people
have local, democratic control over their
health care.

Only in Québec and in Saskatchewan
have community co-operative clinics
(and in Québec, home care co-
operatives) gained a real place in the
health care landscape. In other provinces,
communities have preferred the not-for-
profit model or NGO. Why? The
answer is complex.

It is not a model taught in our
business schools or our high schools. A
recent op-ed in the found
that 22 business textbooks currently
used in Ontario high schools touched on
co-operatives in only 35 of a total of
11,375 pages.

Firstly, many people do not know
about the co-operative model and how
it works.
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1 Jack Quarter, Daniel Schugurensky, Erica

McCollum, and Laurie Mook, “Textbooks

economical with words about co-ops”,

September 5, 2007, p. AA8.
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In Ontario’s big cities the co-operative
model is not as commonplace for a
whole host of historical reasons. And in
other cities such as those in the West
where you can find credit unions on
many street corners and co-op retail
stores, it is not thought of as a model for
service and especially health service
delivery.

The principal antidote to this issue is
education and it requires the co-
operative sector to get out there and
show just how the co-operative model
can work. This means organizing
presentations and tours of existing
community health co-operatives to areas
where they are most needed.

, following the
principle of one-member, one-vote – a
democratic principle enshrined in co-
operatives before it was common in
government elections in most countries.
Although these NGOs have borrowed
the principle from co-operatives, many
do not see the need to transform the way
they function.

However, it is important to note that,
while some NGOs have a democratic
tradition, others do not. NGOs are
under no compunction to choose their
board members by election and many do
not. The co-operative model on the
other hand assures that democratic
functioning and control is built right
into the manner by which every new co-
op functions, without exception.

, as in
the case of retail stores. They may
wrongly surmise that co-operative health
care is just another way to bring for-
profit functioning into the community
health system. However, many co-
operatives, such as daycare co-ops and
housing co-ops, are nonprofit. Moreover,
the history of health care co-operatives
has been bound up from the start with
the battle for public health care. In
Saskatchewan in 1962, health care co-
operatives offered an alternative to
private, for-profit clinics run by doctors.
(See the article“A Big Job, Getting
Bigger,” p. 17.)

Secondly, many NGO community
clinics do already function with elected
boards and membership

Thirdly, many see co-operatives
strictly as for-profit organizations

Health care co-operatives, like home
care co-operatives, see themselves as an
important of Medicare. They are a
point at which groups of local citizens,
doctors, and other professionals together
decide which services fit the needs of
their community, and allocate salaries to
doctors rather than allow them to make
what ever the business will allow. Wages
and working conditions are determined
not just by doctors, but by this cross-
section of the community. (In the case of
worker co-operatives or the
multistakeholder co-operatives so
common in Québec, many of the co-op’s
members are also its employees.) In fact,
it is the traditional, doctor-owned and -
operated clinics that are for-profit
centres – not the co-op clinics. (See the
article“Come Together Now,” p. 43.)

Wouldn’t a decentralized health care
model bring about wide discrepancies in
the kind of health care delivered at the
local level? Wouldn’t a network of co-op
clinics result in really sophisticated
clinics with extensive facilities in some
neighbourhoods and really bare bones
clinics in others? Isn’t this how co-ops
function – the co-op store in a poor rural
area offers less goods and amenities than
one in a rich urban neighbourhood?
These are genuine questions of concern.

The fact is that a network of
community co-operative clinics would be
different from the cookie-cutter
approach to health care that traditional,
state-run health clinics take. In the case
of Québec’s CLSCs, the state sets up
clinics based on the standard model of
service it thinks necessary. But let’s first
deal with some of the exaggerations that
currently are circulating around this
issue.

Co-operative clinics, as I have said,
are and will remain part of the public
health system. As they currently do in
Québec and Saskatchewan, co-operative
clinics will deliver services paid for by
each province according to the fee
schedule set by its health department.

part

Finally, some fear that health co-
operatives, by offering different services
in different communities will lead to
inequality in service from place to
place.

While co-op members charge a small
membership fee ($15 per individual or
$30 per family at a Saskatoon co-op, $50
per family at one in Aylmer, Québec, for
example), members do not pay for their
health services once they join. So co-op
clinics offer the same basic health
services in every location.

If there were a number regionally or
nationally they would form a federation
that would help to set common stan-
dards and assure access to staff training
and development resources. Federations
would generalize best practices like those
of the Aylmer Clinic. As a result of a
partnership with the local ,
the ensures that its
doctors have access to the best rates for
home mortgages in the area. The largest
health co-op federation today is the

(Québec Homecare
Federation). It makes accessible to its
members everything from human
resource training to advocacy with the
government.

caisse populaire
Co-op Santé Aylmer

Fédération des coopératives de services à
domicile du Québec
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Let’s remember, too, that in most
provinces the health care system is not
equal in every neighbourhood or town.
Not only are there private doctors’ clinics,
but there are far more of them in rich
urban neighbourhoods than in rural areas
and poor urban neighbourhoods. When it
comes to medical specialists, the situation
is even more discriminatory. Try to find a
specialist in a small town nowadays.

This less than equitable portrait also
applies to much of the existing infrastruc-
ture of the public health system. For
example, most hospitals were established
long before Medicare, but with few
exceptions have remained in the same
geographical location since their entry to
the public system. This means that many
neighbourhoods and towns do not have a
hospital.

Against this backdrop, co-operative
health care, far from serving to increase
existing health care disparities, is in fact a
means to reduce them.

Co-operative community clinics do
allow their members to create distinct

clinics but the distinctions will not be
manifest in terms of “richer or poorer
co-ops.” All co-ops will receive the
same fees from the government for the
insured services they supply. Rather,
the distinctions will reflect the ability
of each co-op to offer services that its
members want and need. If the
members want to have more of one
particular service than another, they
generally can“make it so.” Actually, by
their very nature, co-ops are generally
able to offer a more inclusive range of
health services – specialists, psycholo-
gists, dieticians, therapists, etc. – than
most private clinics. Salaried health
professionals and fair wages for non-
medical staff create a strong financial
basis for the co-op’s activities.

Co-operatives in the health care
sector are not a panacea to all our
health care needs. We will also
continue to need public hospitals with
state-of-the-art technology and
resources, and other forms of health
care delivery. Can co-ops overcome the
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doubts and misunderstandings mentioned
above? Much depends on what the co-
operative movement does to take advan-
tage of today’s circumstances, which on
paper are very favourable to co-op health
development. At a time when many
citizens are demanding that the health
care system be locally accountable,
adaptable to their needs, and strategic in
the use of resources , the health care co-
operative offers a real and exciting
alternative.

JOHN ANDERSON is Director of Government

Affairs and Public Policy at the Canadian Co-

operative Association (www.coopscanada.coop)

and a member of the Canadian Community

Economic Development Network (CCEDNet).

Contact him at 613-238-6711 ext. 228 or

John.Anderson@coopscanada.coop.

See Jean-Pierre Girard, “The Health Care

Debate: Public vs Private? Is there a place for

community ownership?” Presentation at the

2007 Congress of the Canadian Co-operative

Association, St. John’s, Newfoundland. 3

October 2007 <http://coopscanada.coop/

congress2007/workshops/A5_Girard.pdf>.
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