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Abstract

Ageing is becoming a serious global concern because of its effect on           demographics and economic growth. At an individual level, ageing concerns how the elderly can live with dignity in their old age. This paper explores community-based care for the elderly, with a special focus on Japan and The Netherlands. First, the background in each country is described to paint the picture of how the government is shifting from institutional care to          community-based care, largely as a means to combat challenges such as the rise in social welfare expenditures, the quality and quantity of care services. Second, the author uses three model cases in each country to explore the potential of community-based initiatives in providing comprehensive care for the elderly. Though both countries set up similar targets for their long-term care system, we find them taking different approaches in the process of promotion of community-based care. Third, using a theoretical framework of ethic of care and social quality, the author examines and analyses the social environment of community-based care for the elderly. In order for each concept of social quality to reflect more on the elderly issue, the author uses modified indicators. Finally, by comparing the analysis of Japan and The Netherlands, this paper aims to identify complementary factors for community-based care system and suggests relevant approaches for the development and improvement of    community-based care system in each country.
Relevance to Development Studies

Developing countries have been slower to adopt ageing issue as a major social policy concern, despite the fact that ageing populations in many developing countries are growing rapidly especially in Asian countries. In many developing countries, care services are currently provided by family members and     neighbourhoods. However, this traditional way would become inadequate in quality and quantity because of industrialization and it is anticipated that      developing countries would face the same problem as what those industrialized countries are having now. Thus, it is important to consider how we can       improve the existent traditional way as a stable community-based system. Community-based care system discussed in this paper would provide a good reference point for the strengthening of social security system in developing countries, which pays more attention to a philosophy of comprehensive care and concept of social quality. 
Keywords

Elderly care, community-based care, comprehensive care, voluntary work,   welfare policy, social quality, human rights
Chapter 1　Introduction 

1.1 Background 
Aging is currently a serious concern in most industrialized countries. Changing demographics and the economic downturn in the last decade have forced the governments of The Netherlands and Japan to tighten budgets, constraining finances for elderly care. In order to combat these challenges, the government in both countries are shifting from institutional care to community-based care under a long-term care system implemented through new laws and institutions. Societies in both countries place value on the family as the primary unit of care (Burau et al., 2006). However, there is variation of approaches between two countries in terms of support systems, organisations and related community activities. Thus, the comparison of the experiences with regard to comprehensive care for the elderly in both countries would provide important lessons for them, and also give relevant suggestions to welfare policies in both industrialised and developing countries. This research paper is a contribution to such an engagement and analyses the potential of community-based initiatives in providing comprehensive care for the elderly. 
1.1.1 Welfare Policies and Elderly Care in Japan
Japan became an ‘aging society’ in 1970 when the population age 65 and over exceeded 7% of the total population. It became an ‘aged society’ in 1995 when the percentage reached 14%. It was 22.7% in 2009 and rising. According to the 2008 data, the average life expectancy was 79.19 years for men and 85.99 years for women, making the Japanese the world's longest living people (Ministry of Health and Welfare, 2009). 
At the same time, the traditional system of care, provided essentially by the family (mainly by women), is coming under strain, with more women taking up waged work and households becoming smaller in size. The average household size, decreased from around five persons in 1950, decreased to 2.55 persons in 2005 (Statistics Bureau, 2010). While nearly 70% of the people lived with their children in 1980, less than 50% since 2000. The number of people who live alone has nearly doubled over this period (see Table 1). Furthermore, community ties and mutual assistance, connecting people with have also been changing and becoming looser because of industrialization and urbanization. 

Table 1
 Household patterns of the elderly aged 65 and over

	
	Living alone (1)
	Only with a spouse (2)
	(1) + (2)
	Living with a child(ren)

	1980
	8.5
	19.6
	28.1
	69.0

	1990
	11.2
	25.7
	36.9
	59.6

	2000
	14.1
	33.1
	47.2
	49.1

	2006
	15.7
	36.5
	52.2
	43.9


Source: National Institute of Population and Social Security Research, 2008.
Recognizing the pressures care-giving for older persons placed on family members and neighbourhoods, and the necessity to reduce expenditure for social welfare, the Japanese government developed and implemented the community-based care system called ‘the Gold Plan’. This Plan defined specific goals to be achieved over a ten-year period from 1989 to 1999. These included numerical targets for facilities and workers. The local governments drew their action plans based on those of the municipalities. It was to be a major shift from long-term institutionalized care in hospitals and nursing homes to home programs and community-based care where services are provided through day care centres, or by in-home care workers. 

Subsequently, however, while still at the action planning stage at the local levels, it became apparent that the target levels specified in the Gold Plan were not sufficient to meet the needs of the people. So in 1994, the Japanese Government revised the Gold Plan and it was called ‘The New Gold Plan’. It increased the number of facilities and started to provide counselling and care management service for the elderly. After that, the government released a revised version of the New Gold Plan (The Gold Plan 21) in 2000, at the same time revised other related laws in order that community-based care system would work more effectively. 
The 1990 amendment to the eight welfare-related laws, the 2000 enforcement of the Long-Term Care Insurance Law and the 2000 amendment to the Social Welfare Law were extremely important in establishing a community-based welfare scheme in Japan. The Social Welfare Law of 2000 lays down the explicit philosophy and objective of welfare services in terms of protection of the user interest and dignity so as to help them attain healthy development both physically and mentally. As a means to put this into practice, Article 4 stipulated that it is necessary to promote cooperation among public, private sector and community members so that people can receive the necessary services in a community and have the opportunity to participate in social, economic, cultural activities (Aratame, 2006). In order to implement the aforesaid objective and philosophy in a coordinated manner, the Law officially identified the municipal Council of Social Welfare (CSW)
 as the main promoter of community-based welfare. 

The long-term Care Insurance Law was revised in 2006 after five years of being implemented, because the insurance cost had been annually increasing at rates of more than 10% (MHLW, 2007). The financial burden forced the government to reform the system and plan. The revised law established the new community care system and created ‘Community-based Comprehensive Support Centres’
 (CCSC) which are expected to become the core of local care as a synthetic care management organization, having various management functions ranging from preventive care to difficult cases such as dementia care and elder abuse. Other activities include community network development, comprehensive social work and advocacy of human rights. A new measure called ‘long-term care prevention programs’ was introduced in 2006, with the community-based care given a greater emphasis. 

It is true that there was some progress in the number of user of care services in community; however, because of this 2006 revision, the provision of Instrumental Activities of Daily Living (IADL) support services, particularly house cleaning, shopping and taking bath etc., would no longer be available to those in the lighter groups of the elderly. Some cases reported that under the objective of welfare services to lead ‘self-reliant’ and ‘independent’ life in a community, some elderly people were forced to reduce the necessary support and faced serious problems physically and mentally. From this point of view, new trials are required for meeting complicated care covering the various needs in a community. Table 2 below outlines the changes in welfare related policies.
Table 2
Change of Welfare Policy

	
	Name of policy
	Year of enforcement
	Main Contents of Policy
	Problems

	1


	Gold Plan
	1989
	Numerical targets for facilities and workers 
	Because of the overly rapid growth of ageing population, not sufficient to meet the needs of the people in terms of numbers and quality
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New Gold Plan
	1994
	Establishment of home care service centre; Increase the number of in-home care workers, day care, respite beds
	

	
	The Gold Plan 21
	2000
	1)Vitalizing the image of the elderly; 2)Ensuring and supporting the independent living with dignity; 3)Development mutually supportive local communities; 4)establishing long-term care services users can trust, (Ministry of Health, Labour and Welfare, 2000). 

	2
	Long-Term Care Insurance Law
	2000 
(enforcement)
	Promote home-visit outpatient services with short-stay services; Indications regarding the evaluation of senile elderly persons in primary screening of long-term care requirement certification. 
	Increase of expenditure

	
	Long-Term Care Insurance Law
	2006
	Establishment of CCSC; Service changed from protection to support to be independent; new measure system
	some elderly people were forced to reduce the necessary support 

	3


	Social Welfare Services Law


	1951
	One of the Eight Welfare-related laws: emphasize on support for people with particular difficulties
	Not cover majority of people

	
	Social Welfare Law
	2000
	User-friendly service; user-protected regulation; improve of quality of services; promotion of community-based care system

	4


	Eight Welfare-related laws
	1990
	Child Welfare Act(1947), Act on Welfare of Physically Disabled Persons(1949), Act on people with mental deficiency(1960), Act on Social Welfare Service for the Elderly(1963), Maternal and Child Health aw(1964), Social Welfare service law(1951), Health and Medical Service Law for the Aged(1982), Social Welfare and Medical Service Corp(1984—abolished in 2010)
→Decentralization of the services; promotion of home- based care; shifting to community-based care


Source: Own elaboration, 2010. 
1.1.2 Welfare Policies and Elderly Care in The Netherlands
According to the categorization by Esping-Andersen, there are three welfare state regimes on the basis of a large number of institutional characteristics of Western welfare states. They are the Social-democratic states such like Finland and Sweden, the Corporative Welfare states such like Germany and France and the Liberal Welfare states such like Great Britain and United States (Esping-Andersen, 1990). The policy in The Netherlands had a social-democratic character in 1950s and 60s, in which all elderly had the rights of access to facility if necessary (Risseeuw, 2003). However, it changed gradually and it is regarded as hybrid welfare state recently (SCP
 2001:46),  means that the policy is changing from social democratic type to more corporative position by emphasizing home care, and simultaneously developed a liberal component by promoting commercial-based care. 

Historically, the new social assistance adopted in 1965, which required the state to contribute towards the costs of residential care and also regulated quality requirements through the 1963 ‘Law on old people’s homes’. With the    Social Assistance Act of 1965, the expenditures on social care had become an explicit burden for the state. At same time, a national long-term care insurance (AWBZ)
 was introduced in 1968 to cover the costs of nursing homes and long stays in hospitals. In the 1970s, due to the oil-crisis and economic constraints, the government started to tighten admission criteria for residential homes, only accepting those people in need of long-term care. As a result, the need for home care services started to increase. 
      Additionally, the experiment of personal budget (PGB)
 attempted to provide home care services more flexibly, making it possible for the elderly to receive money instead of in-kind services and allowing them to contract service providers by their own choice. Even if the personal budget is slightly less costly than in-kind series, in practice, the growing needs for care services kept forming a heavy burden on the state budget. Therefore the government decided that they no longer allocate new PGB to new applicants since 2010 January. 
In 2003, the reform of the Dutch long-term care took place and it made a radical change in the position of the Dutch government (Mot, 2010). It aimed at increasing the responsiveness of the care system and encourages people to continue living at home for as long as possible. This idea fits in with the needs and desires of most people to keep control of their autonomy for their own lives. Moreover, it seems less costly to provide care in the home than in a nursing or residential care home. After a series of debates and amendments by the government, the Social Support Act (WMO) came into force in January 2007. There was also an idea that the traditional Scandinavian welfare policy was no longer the good policy to manage the increasing budget for the elderly. Under the new WMO, home help was removed from AWBZ and shifted to the system of social services, and the responsibility for the provision of home care services controlling limited budget was decentralized to local governments (see Table 3). This created more room for integration with social services organized by the local council and increased privatization and competition in the home care sector. Accordingly, local home care organizations competed with each other to offer services at cheaper price, and many service providers dismissed their personnel and then let them work as ‘alpha-helpers’ 
, lacking job-protection and social insurances(Mot, 2010). 
Table 3
Integration of LTC
	
	AWBZ
	WMO
	ZVW


	LTC (including Social services )
	Assistance; personal care; nursing care; treatment; stay in an institution
	Home help (Meals on wheels; Home adjustment; transport etc.)
	Some medical devices



	Non-LTC
	Maternity care; rehabilitation in a nursing home or at home; temporary care
	Support for informal caregivers; help for the homeless; shelters for mistreated women etc.
	Healthcare




 Source: Own elaboration base on Mot, CPB report, 2010.
WMO has three main concepts: 1) individual responsibility in health care, both at the insurance side as well as the provision of care side; 2) participation of all citizens to all facets of the society, whether or not with help from friends, family or acquaintances; 3) municipalities now have the more rights and opportunity to develop a cohesive policy on social support, living and welfare along with other related matters according to their own social condition (Mot, 2010). 
1.2 Objectives  
The paper has three main objectives:

(a) To analyse the potential of community-based initiatives in providing comprehensive care and improving a quality of life for the elderly;

(b) To suggest ways in which such initiatives can improve the welfare policies for building more liveable community in Japan and The Netherlands.
The research questions are the following:
1) How can the community-based initiative decrease the suffering of loneliness and alienation of the elderly? How the security for the elderly can be ensured?

2) How can people in a community participate and be involved in care activities? How can the elderly be included in a community activity?

3) What kind of empowerment is necessary for the elderly and caregivers to promote?

4) What kind of support is necessary for the family members?

5) What kind of relationship between government and citizens is required for promoting community-based care? What are the role of the volunteers, NGO and the government in these processes?
1.3 Methodology

The methodology of the research paper involves a comparative and anthropological approach in understanding community-based care for the elderly.

At the outset, the paper situates the concerns of the elderly within the overall changes in fiscal and welfare policies in Japan and The Netherlands. On the basis of this analysis, the study highlights the relevance of community-based care as policies in meeting the needs of both the government and the elderly. 

A theoretical and analytical framework is then developed to understand how such practices have been effective in meeting the needs of the elderly.  While discussing the relevance of key concepts such as ethic of care and human rights and community-based care, the study develops a modified notion of social quality as a meso-level benchmark to understand effective care for the elderly. The key elements of this approach include ways of improving social inclusion, social cohesion, socio-economic security and social empowerment.

Three model cases were chosen on the basis of them having been viewed by the government and the care providers as ‘model’ cases in both counties. Regarding Japanese cases, three cases are all considered as advanced cases, which implement community-based care effectively in terms of involving people and creating network among the related sectors. It is also notable that their activities influenced to develop and improve the policy of local authority. Concerning two model cases in The Netherlands, there was a ‘neighbourhood project’ that  promotes community-based care under the cooperation among related organizations and voluntary groups in sixty places all over The Netherlands since 2000, and it was evaluated that the project have been implemented most notably in Moerwijk in the Hague and Trynwalden in Friesland. About another case by KBO (Association of Catholic Organizations of Senior Citizens), the Catholic associations have been taken an important role in providing care service as charity since 19th century and they carried explicit ideas on the dignity of a human being. They are also one of the influential organizations to policy making in The Netherlands. 
1.3.1 Data Collecting

Regarding Japanese model cases, they are based on secondary data. In order to understand general situation, the author made some interviews with staffs of Council of Social Welfare and the elderly in Shimizu town of Shizuoka Prefecture
. 

Concerning data in The Netherlands, the author collected relevant information about policy change by interviewing government officials who are in charge of elderly issue in The Hague. Regarding data of activities in Moerwijk, the primary research is based on interviews and questionnaires conducted by the authors with staffs on elder care provision in these organizations including general practitioner, nurse, public officials and voluntary sector workers and academic institution of knowledge centre for housing and care in Utrecht. Regarding the information about KBO (Association of Catholic Organizations of Senior Citizens) at Lichtenvoorde and the case of shelter housing home and integrated services in Trynwalden is based on the secondary data.
Chapter 2    Theoretical Framework
2.1 Ethic of Care and Human Rights of the Elderly

After reaching a certain age, people usually became physically and even mentally weak and need to have support and help in a daily lives. In the definition of care, Tronto and Fisher emphasize care as ‘involving paying attention to our world in such a way that we focus on continuity, maintenance, and repair’ (Fisher and Tronto 1990: 34). Care should be provided in line with the needs of different persons, and required to cover comprehensive human life per se. As she mentioned; ‘Caring seems to involve taking the concerns and needs of the other as the basis for action’ (Tronto 1993: 105). Tronto has argued that care should play a role not only in private, but also in public ethics, and that considerations of care and vulnerability are involved in assessments of moral responsibility in the social and political realms as well as in the private realm of the family (Tronto, 1993). According to her, an ethic of care should consist of four concepts based on the elements of care: attentiveness (caring about), responsibility (taking care of), competence (care-giving) and responsiveness (care-receiving), and these all elements need to be integrated into a whole together with moral aspect (Tronto, 1993). However, caring will create moral dilemmas because the needs and demands for care are always infinite (Tronto, 1993). Because of it, when it comes to the practice of care, it would be necessary to consider comprehensive care system that includes supporting network for caregivers. 
Held offers a detailed account of the ethics of care as; ‘care is probably the most deeply fundamental value’ (Held 2006: 17). Friedman mentioned in her article that Held stated care ethics as a start with the ‘compelling’ moral significance of ‘attending to and meeting the needs of the particular others for whom we take responsibility’ (Friedman, 2008). Held focuses on caring relationships such as social ties, and values such as trust, solidarity, mutual concern and empathetic responsiveness, and emphasizing human interdependency and the need for substantial care which is based on sense of social connectedness (Held, 2006). It can be said that society should recognize the caring practices and social cohesion as public responsibility with considering justice and respect for rights. Then, it would be crucial to consider how these care ethics can be embodied in that the social responsibilities.
On the contrary, from the point of human rights of the elderly, autonomy is one of the important factors. However, as Polivka stated in his paper, it is also true that the autonomy principle alone would not provide a sufficient interpretation for approach to an ethic of long-term care for the elderly. This is because the autonomy principle is based on the fundamental liberal values of freedom and the integrity and dignity (Polivka, 1997), and tends to ignore the significance of personal relations as mentioned by Held. As Tronto described; ‘Caring is by its very nature a challenge to the notion that individuals are entirely autonomous and self-supporting’ (Tronto 1993:134). Polivka also mentioned that throughout our lives, all of us would experience different degrees of dependence and independence, of autonomy and vulnerability. As was stated by Tronto, if people presumes that only independence and autonomy as the nature of human life, then they would miss a great deal of human experience (Polivka 1997: xxiii). Therefore, as an ethic of long-term care, it would be necessary to balance the protection of autonomy with the realities of dependency and interdependency in the provision of care for the frail elderly.
As Winston stated, ‘while human rights begin as moral responses to historically experienced forms of oppression, in order to become operational they should be developed into institutional systems that function effectively to mobilize social resources to protect the vulnerable against forces. Thus, the ethics of care forms one of the principal bases of the ethics of human rights’ (Winston, 2008). 
2.2 Community-based Care for the Elderly 
Community-based care is based on the principle of “normalization” which is one of the most significant ideals that has come to be widely recognized after the declaration of the International Year of Disabled Persons in 1981 (Aratame, 2006). The main concept is that disabled persons should not be looked at upon as being special and should have the rights to enjoy living conditions equal to those of other citizens, as originally defined is based upon a humanistic and emphasizing freedom of choice and the right to self-determination. It has spread to other welfare fields in terms of the quality of life or lifestyle of service user and has served as the theoretical backbone of prevailing approach of community-based care services (Aratama, 2006). 
Here, we can see the change of the meaning of care from public resource and government responsibility towards citizenship. Care has not traditionally been among the concerns into citizens; however, it now became our concerns and responsibility, and it also involved in the system of mutual help among people in a community. In general, community-based care means the care that is provided to whom needs to keep their independent lives with dignity in a community. It became common when people realize that communities are the preferred location of care of the elderly for two main reasons. Firstly, community-based care is seen as responsive to the needs of the elderly since living in the community are presumed to be surrounded by family, friends and other who know and understand them (Peace and Holland, 2001). Secondly, community-based care is viewed as less costly than institutional care as the elderly can receive informal supports by family members and neighbourhood in addition to formal care. According to the discussion by Bayley, we can see the process of the changing of care from facility based care which is the ‘care out of the community’ and the condition that only have the services from the formal sector (care in the community). Community-based care should be ‘care by the community’ and it can provide various services based on the need of individual by formal and informal sectors (Bayley, 1973). 
There are various types of care in practice, such as institutional care in hospital and nursing home, community-based formal home care which is skilled and semi-skilled home care services and community-based informal home care which is provided by family members at home (Yamada, 2006) (see Table 4). And these care services need to be interacted and integrated in a community level to cover a long-term care. 
Table 4
 Type of long-term care for the elderly

	Categories
	Functions
	Type of care services

	Institutional care

(health facility, welfare facility) 
	• To care for the frail or bedridden elderly aged 65 or over 

• Physical difficulties at home 
	Medical, healthcare services/ Rehabilitation/Training of daily activities/Other basic services necessary for daily activities such as meals and bathing

	Community-based formal care
	• For the elderly aged 65 or over, who need home services
	Doctor visits/nurse visits/home help visits for bathing, meals, laundry services, cleaning/ equipment provision and counselling

	Community-based informal care
	• For the elderly aged 65 or over, who need home services
	Primary care provided by family members such as spouse, children and neighbours 


Source: own elaboration based on Yamada, 2006.
Concerning comprehensive care, the basic notion is defined in a manual by MHLW as follows: the system that includes care service provided totally and continually based on the variety of needs of the people so that they can continue their lives with dignity in a community (MHLW, 2006). That is, to ensure security and health by providing daily life supports, it would necessary to build up the regional supporting network based on the formal and informal services underlying mutual trust and reciprocity among family, neighbourhood and volunteers. It would be crucial that comprehensive care is not the issue only for the elderly but also the concern involving all people living in a community.  
2.3 Social Quality
The concept of social quality was stated in the Amsterdam Declaration
 in 1997, comprising a combination of economic development and social justice, equity and solidarity. It has been defined as ‘the extent to which citizens are able to participate in the social, economic life of their communities under conditions which enhance their well-being and individual potential’ (Beck et al., 1997: 6). The idea of social quality should be related to a broader theory of justice, which refers to the social environment necessary for the development of individual capacities and collective cooperation (Beck et al., 2001). It has four components: social-economic security/insecurity; social inclusion/exclusion; social cohesion/anomie; empowerment/disempowerment, and it proposes a goal not only for social policy but also for economic, environmental and other relevant policies as well (Ogawa, 2007). 
Actually, we can find the similar way of thinking looking at the concept of promotion of community-based care in Japan, which was made by Kaneko. He illustrated four main integrated systems, which are composed of human relationship, hard infrastructure, consciousness and event (see Figure1). He emphasized the importance of having comprehensive resources to combat with difficulties especially for the disabled and the elderly, and need to build up a community as a kind of box (Kaneko, 1997).
Figure 1
 Four integrated system in a community


Source: Kaneko, 1997.
When we think about the ageing issue in the framework of social quality, some aspects would be relevant in each dimension of social quality to explore the idea of community-based care for the elderly. 

For example, in the dimension of socio-economic security, it is related to the personal social security which is including pension, health insurance, accessibility to a community centre and opportunities for receiving necessary information. 
In the dimension of social inclusion, we can explore how the elderly are involved in the community network and ensured access to the social services individually, and what extent they can have opportunities to attend a community activities. 
In the dimension of social cohesion, the community will be unable to perform collective roles without high levels of social cohesion. Social cohesion is a condition of social integration and solidarity which people are integrated to the society depends on the development of self-confidence and self-respect. Social capital is also one of the theories which are included as important component of social cohesion. Social capital is anything that facilitates individual or collective action, generated by networks of relationships, reciprocity, trust and social norms. According to Putnam, social capital refers to ‘the collective value of all social networks and the inclinations that arise from these networks to do things for each other’ (Putnam, 1995:664). 
In dimension of empowerment, it might be able to connect with the capability approach by Sen (Nussbaum and Sen, 1993), which try to expand human capabilities by expanding the choices that people have to live full and creative lives. Individual empowerment of caregivers and care-receiver would be necessary for being independent and also supporting with each other with keeping human dignity. 

And these aspects need to be linked together, for example, social inclusion provides the principles of equality of opportunity that gives communities the realistic choice to seek empowerment, and social cohesion in its creation of networks and infrastructures enables empowerment to take place (Phillips et al., 2001). It means community cannot empower itself without social cohesion and inclusion. The concept of social quality is illustrated as following (see Figure 2):

Figure 2
 Concept of social quality

Source: Own elaboration based on Walfgang et al., 2001: p344.
One of the criticisms is that the concept of social quality cannot always be applied to everywhere and any field because the indicators are made based on the situation in European counties, and not considered sufficiently about historical and cultural difference. Thus, it would be necessary to establish new indicators according to the area and subject without changing concept of social quality. A research group initiated by Wang
 modified it based on the cultural specific of Asian countries and made Asian Social Quality (ASQ) in 2009. She also criticized that social quality indicator need to have a gender perspective and focus more on social issues such like ageing. As she suggested, social quality should include more multidimensional and comprehensive points with included more subjective point of view, so that we can put into consideration every complex social component as one of the important factors composing society per se. 

It was also already criticized by Ogawa about the relationship between quality of life and social quality, about how it will be combined the concept of these two things and whether it would be possible to complement each other. Social quality should be considered as one of the approaches to improve a quality of life of individual. Social quality focuses more on meso-level, which is a stage of implementation of institutions and community network, as a connection between macro (national level) and micro (individual level). Thus, it would be crucial to consider the concept of social quality as a kind of approaches at meso-level to find out the solution how we can collaborate among different sectors in a community and how we can build a network among people to improve the quality of life, for example. 

In this paper, the author would like to identify situation of Japan and The Netherlands with focusing on both individual and collective level using social quality concept, and try to explore the balance of social environment for the elderly. Referring to the above criticisms, author made a bit modification and added some new indicators to make it reflect more on elderly issue. Through the categorization of community-based care into each part of element of social quality, it would be possible to find how community-based care is working, and which part of the social quality is strengthened or less influenced and need to be improved in the future.
Chapter 3    Community-based Care for the Elderly in Japan 
3.1 Development of Community-based Care in Japan
This chapter discusses three model cases providing community-based care with different way according to their own goals. The first model is a small-scale and multifunctional care home in Toyama Prefecture. The second is the case that is cooperation among citizens and government, and integration between health and welfare sectors. The third is the care that is provided through strong network among people in a community. 

3.1.1 Model Case 1: Small-scale and Multi-functional Care by      Konoyubi to-mare in Toyama Prefecture
In Toyama Prefecture, since 1995, some private day-care centres have provided care to people with or without handicaps, regardless of age, in a home-like facility. And with the start of the Long-term Care Insurance System in 2000, these facilities became designated day service facilities for the elderly. In 2003, “Toyama-style Day Care Promotion Special Zone” was approved by the government, which enabled the designated day service facilities for the elderly to provide care to people (including children) with disabilities in the same facilities. Toyama-style welfare service aims for the creation of a convivial society with the key concept of a small multi-functional care facility, and is characterized by care provided to the elderly, the disabled and the infant, all under one single roof (Third Special Research Office, 2007). 
“Konoyubi to-mare” was started in 1993, and its philosophy is that everybody from babies to the elderly regardless of disability lives together in the local community, and stays and shares their time under the same roof. However, social welfare facilities are divided into categories based on different system such as for the elderly, for people with disabilities, which caused a difficulty to produce synergic effects among them. 

Significantly enough, it became possible to make it together and system was recognized by law in 2006 as a part of structural reform. When the elderly who have dementia are together with children, they take care of children and exercise their body and brain, and become happy and cheerful. These activities are good rehabilitation for them all, at the same time, their desires for self-realization would be fulfilled by playing some kinds of useful role in this house. In these small-scale care settings, normal daily life is emphasized and visitors and residents are encouraged to participate in such meaningful activities that are centred on the daily household. This opposes against traditional nursing homes, in which daily life is primarily organized based on the routines. 
Surprisingly, this system is effective for a number of reasons. For example, children are given insight about the elderly, which helps them to recognize that the elderly are mentors who are respectable, supportive, caring, and at the same time, vulnerable, frail, and mortal. It enables the elderly to realize that they have much to offer for the younger generation in that they can pass down tradition and culture, and give children discipline and an important life lesson. It also provides benefits for families of residents by giving attention and care that the families cannot provide. Moreover, it can deepen understanding by community members about the importance of intergenerational interaction and promote their participation in the activities. 
Another remarkable thing is that the flexible financial support became available from the Toyama government after continual discussion among them. In general, the financial subsidy was paid separately by the different welfare sector of the government such as elderly, childcare and disabled division. However, the government of Toyama prefecture tried to make it flexible and allowed to use subsidy based on the demands from the community and facility breaking the barrier of law. 
3.1.2 Model Case 2: Total Care System in Chino-shi in                 Nagano Prefecture
While Nagano Prefecture is having one of the longest average life spans in Japan, it has the lowest elderly medical expenses in the country (MHLW, 2007). According to the data from government in Nagano Prefecture, Chino city has had the lowest per capita elderly medical expenses and the lowest per capita national health insurance medical expenses from 2002 to 2007. It would be remarkable that comprehensive community-based care has been provided through the strong corporation among medical care by hospital, welfare care by nursing home and active participation by citizens. 
There are four main characteristics would be described here: 1)promotion of health and welfare activities by a collaboration between citizen initiative and supportive government; 2)building up the system of health and welfare by establishing social welfare service centre in a community; 3)building up the system of ‘one stop service’
 which make it possible to provide comprehensive support; 4)strengthening the power of community-based care through training and education of health, medical service, child care, lifelong education and community education (Hiyamizu, 2009).
In the process of making the community-based welfare plan, it is crucial people’s participation in a community to make it be community-oriented activity. However, there is no particular system or explicit method to make people attend to the policy making process actively and it is really hard to achieve. In Chino-city, there were three backgrounds that helped to increase motivation for citizens to attend the process of making plan and share the common ideal how the community would be like: 1)the collaboration among the specialists of medical, social welfare and health sector made a significant contribution to the improvement of health of citizens through close relationship with the people in a community for twenty years since 1980; 2)the government made a high priority on social welfare, environment and education since 1995, and often had meetings with people in a community to discuss about how to build more comfortable place; 3)the solid relationship among people were fostered by frequent activities on lifelong education with sharing common ideal and strengthening the partnership, and they were trying to solve problems as much as possible without depending government. In face of ageing population and low birth-rate, many small study groups were built up for discussing and arguing about problems of social welfare services by volunteers, CSW and government officials. Then, ‘social welfare 21 plan’ were made by community-oriented activity, which was putting community-based care as the core project.  Through symposiums, lectures and study groups among the people, they raised their motivation attending the process as a member of citizens, and also started to recognize their own roles to achieve the ideal of welfare community. This process has strengthened the awareness of participation of people and makes it easy to share the common ideal.  
Figure 3
 Process of making plan by citizens
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Source: Own elaboration based on Hiyamizu, 2009.
In the implementation process, they made six policies for care management: we should always; 1) have a window (opened place) for consultation; 2) have a system to quick response; 3) have sufficient quantity and high quality services; 4) respect the rights of choice and decision by the people; 5) welcome the objections; 6) have a training system for care manager (Hiyamizu, 2009). There would be nine key methods (stages) in the process of making welfare plan as following (see Figure 3), which is effective and supportive relationship among different sectors and also constructive corroboration between people and government.
Another remarkable thing is that there are certified coordinators called ‘supportive networker’, who can assess everyone’s need properly and help to create the support network involving surrounding people. If they find some needs for the individual, they would arrange necessary supports from specialists and also ask other supports to neighbourhood, volunteers, storeowners, post office and taxi driver etc. The main roles of the supportive networker as follows (see Table 5): 
Table 5
Main role of the supportive networker

	Main roles
	Contents of support activity

	1.Finding needs
	Visit home/collecting information from community  

	2.Window of consultation
	Listen complaint and worries/accept any kinds of questions 

	3.Providing support for living
	Provide useful information about services and life/accompany to hospital/advice for using welfare equipment

	4.Corrdinating the  relationship of family
	Listen worries from family members/provide information about the elderly and ask for support to family members

	5.Accessing to various  services
	Access to long-term care insurance, services of Council of Social Welfare or others

	6.Introducing social  groups
	Understand their preferences and introduce social groups for hobbies

	7.Building social support  network
	Ask for help and care such speaking every day to neighbourhood, friends and volunteer

	8.Encouraging to attend  community activity
	Support to attend community activities such as salon, exercise class and walking 

	9.Making safety net
	Visit isolated old people and caregiving family regularly and try to give proper advices 


Source: Own elaboration based on the table by Sai, 2009.
3.1.3 Model Case 3: ‘Mimamori’ Network (Watch-out network)   System in Hiroshima-city
In Japan, ‘Mimamori’ is watch-out network service that ensures the security and safety not only for children, but also for the elderly especially for people with dementia. 
In Hiroshima-city, the government established a ‘Mimamori’ network system, which was composed by volunteers group, welfare sectors and various kinds of facilities such as police, shops and hospital. The government started to promote this project eagerly since 2008 with detail plan including activities, roles, methods and goal because the number of the elderly who lived alone or with dementia was increasing rapidly (Hiroshima Municipality, 2008). Moreover, the traditional mutual assistance is becoming weaker and weaker, and it also became difficult to get to know about individual situation due to a protection of privacy. 
In this activity, people playing main role are volunteers called ‘watch-out supporter’ who observe daily life of the elderly especially for the people living alone, with dementia and physically disabled. And when they detect any irregularity, they report the situation to welfare sectors. After being reported and recognized some problems, social worker or other specialist investigate what kinds of support and solutions are required, and they would try to make more broad networks and manage all available supports in a community to provide proper help and supports for them. The network in a community is constructed by community people such as neighbourhood associations, elderly clubs, storeowners, community clinics and pharmacies, convenience stores, newspaper delivery shops, welfare facilities, district welfare commissioners and school. And broader network is constructed by such as welfare section of the government, police department, fire station and other relevant organizations. 
In the process of making system, they are also suggesting several core points: share the information of the elderly who need support; try to involve their friends within a network; encourage the elderly to perform as supporter; make clear about the role of each group. Here is the figure that illustrates the relationship among people and groups in a community (see Figure 4). From this figure, we would find that everybody has a connection with surroundings, even if the elderly who will not attend any activity. 

As Aratame mentioned, the ‘Mimamori’ network would offer ‘soft attention’ and ‘moderate intervention’ (Aratame, 2006), which is not monitor system for the elderly but rather security services for everybody in a community. 
Figure 4
 Image of ‘Mimamori’ network (watch-out network)




Source: ‘Mimamori’ network in Hiroshima, 2008.
3.2. Analysis of Potential of Community-based Care Initiatives
As indicated above, community-based care in Japan has been promoted involving people in a community in particular way through relatively strong cooperation with government. It would be summarized that there are some potentials in community-based care as follows: 
1) Community-based comprehensive support centre has a clear role to coordinate the necessary services for the elderly
As seen in model cases, CCSC collaborating with CSW or sometimes are combined together, coordinates and arranges formal and informal care considering their needs and family situations of the elderly.
For example, CSW which is entitled as CCSC in Shimizu-town in Shizuoka prefecture, they regularly organize a meeting (case conference) participated by government, welfare sector, chairman of the neighbourhood association, commissioned welfare volunteer, chairman of the elders club and women’s club, and exchange and share the information. They also convene the meeting for social groups (20 groups, total attendance of 353 people in Shimizu-town), which are organized based on the preference and hobbies of the people to exchange ideas and strengthen collaboration each other. One of the staffs told me that the main actors should be people in a community and the role of CSW is just behind the activity to support it. He also emphasized that it would be necessary to find and encourage the key person to be able to organize activities voluntarily. 
As a core organization of management for community-based care system, CSW or CSCC have clear mission and roles as social worker to coordinate local networks including informal and formal resources.   
2) Small-scale and multifunctional care affects the quality of life for the elderly 
The advantage of the small-scale multifunctional care is that the facility locates in an area where users were born, grew up and settled in already for long time and centred around a junior high school district, which is at a distance that you can travel to on foot or by bicycle. Additionally, the varieties of services, management styles and spatial structures inside of the houses, have been established by integration personal eager to adjust their care services to demands of the elderly. As a result, it makes possible for the elderly to continue to live comfortable and with less worries and help to keep the quality of life.
3) Develop and promote intergenerational interaction through small-scale and multi-functional care
The main characteristic of “Konoyubi to-mare” is that it is small-scale, multifunctional and rooted in the local community that can provide a place for intergenerational interaction.
This style is developing to new style called ‘Kyousei’ in Japanese, the meaning is a kind of Co-living housing where people with different background, life history and culture share the same space together and try to build up a new relationship accepting their diversity (Takurousho, 2010). 
These experiment of co-living system is recognized as a kind of new care style and would be supported by national government, and ‘flexible support centre’ has been built recently to promote community-based small-scale multifunctional home since 2009. Through the encouragement of communication of intergeneration, it would help to enrich the life for everybody in a community. The image of flexible support centre as following (see Figure 5).

The “big family” practice to form a bond from generation to generation has helped to build a strong sense of belonging to the community and strengthen solidarity in the neighbourhood. In Japan, many young generations do not pay pension, and this lack of participation may bring the collapse of the public pension system in the near future. This situation is largely due to lack of intergenerational solidarity. Intergenerational relationships are important from another standpoint of the contribution by old people as great human resource in society. It would help to strengthen the mutual understanding and trust between them by transferring traditional wisdom by the elderly.
Figure 5 
Image of Flexible support centre








Source: Own elaboration and translated by author, Takurousho Group home Network, 2010.
4) Initiative by the people can make activity to be sustainable
Trying to involve people in a community into the process of making plan would help to make the community activity be sustainable. This process gives the people a kind of insight that they should also have responsibility to contribute for the society and encourage people to think about the way to build up a better community by themselves. Thus, it is important to foster this common feeling among people through continual meetings and expand knowledge by seminars and symposiums with step by step. As a result, it would be possible to make a sustainable and feasible community-based activity plan without feeling of being enforced. 
5) The security is ensured by creating community network 
As ‘Mimamori’ (watch-out) network activity, by building up interdependent relationship among people and groups, it helps to find the elderly being isolated and suspicious to be abused.  And then it would be easy to connect to available services or activities for ensuring a sense of inward security and feeling of being protected by a community.  
Traditionally in Japan, family-based care has been provided in relatively closed environment. However, as care services is shifting from family to community-based, with “outsiders” now being involved in a care, the abuse and neglect are becoming more noticeable and calls for greater attention from service providers and members  in a community. From the point of human rights of the elderly, it would pave the way for protecting their security.

6) Informal care leads to a positive effect on cost down 
It has been encouraged that more people would participate and try to do something for others as volunteers. Such informal care services by neighbourhood and social groups, and activity taken initiative by the people would have a positive influence to the cost reduction because they almost are not in-kind care but free or less costly activity which also has a preventive function. 
Chapter 4: Community-based Care for the Elderly in The Netherlands
4.1 Development of Community-based Care in The Netherlands

Facing the challenge of a growing demand for informal care, and also the  problem of overburdening cares by family members, relatives and neighbourhoods called ‘Mantle care’
, the government in The Netherlands is trying to increase and encourage voluntary work by getting more people involved in supporters. There is a support network for these unpaid care givers that is called ‘Mantle care supporters’, who are relatively skilled and trained and dispatched to mantle care givers under the support of WMO budget. 
In community-based care, there are some innovative organizations, which are promoting some remarkable activities and relevant system on national level. An organization MOVISIE
 is mainly promoting social development, care and social wellbeing. It sometimes supports and advises professional organizations, volunteer organizations and government institutions, and insisting five main principles such as: social cohesion; volunteer effort; domestic and sexual violence; vulnerable groups; informal care. There are two main organizations dealing with voluntary carers work on national level, such as Mezzo
 and The Centre of Expertise for Informal Care
. There is also the organization CIPO
, which is mainly providing useful information about available care services and sometimes organize event for the elderly in The Hague. 
4.1.1 Model Case 1: Neighbourhood Project at Moerwijk in The Hague
Moerwijk is located in the south-western part of The Hague with population of about 20,000. The building construction began in Moerwijk after World War Two and many young families were living in Moerwijk at that period because cheap rent and small size. Now the children of that time became seniors and many immigrants began to move into Moerwijk. And it became a problem that communication between the Dutch elderly and new immigrant residents because of language barriers, unfamiliarity with each other. Under this situation, the ‘Foundation Neighbourhood Organization Moerwijk’ 
(the Stichting Woonzorgzone Moerwijk: WOM) started providing support, care, housing and welfare and healthcare services for the people in Moerwijk in 2002. Under the initiative by municipality of Escamp, this district was divided by four areas such as Moerwijk, Morgenstond, Bouwlust and Vrederust, and was emphasized the collaboration among six main organizations to provide community-based care services (see Figure 6). 
Figure 6
 Cooperation among main six organizations in Escamp

Source: Own elaboration, 2010.  
Six organizations are including residential home and care service provider such as HWZ (humanistic residential home), Mooi! (provider of welfare activity), HWW (Hague District and Residential Care), WZH (residential care centre Haag), Florence (care service provider) and Saffier (residential home). These organizations are combined together and supplying integrated service. The goal of this activity is to build up the community that can make people desiring to continue to live independently by providing comprehensive care and cure with fostering solidarity between generations, between natives and immigrants. 
Anybody can visit the WOM for matters related to public participation in planning the district, traffic, housing and neighbourhood, and the WOM goes deeply into the matter with request and suggestion. It can be said that the WOM is the representative of the residents in Moerwijk in consultation with local authorities. 

According to Harkes, the concept of ‘integrated neighbourhood services’ is based on the following principles: 
“There is no special citizenship for people with disabilities. People who need 
extra care and services are citizens like others and have the same rights; 

Ordinary for special and special for ordinary. People with disabilities can use 
ordinary services to the greatest extent. The special services they bring into the
       neighbourhood can be used by other inhabitants as well. In turn, this stimulates 
integration and upgrades the level of services available to residents; and 

Housing goes before welfare and welfare before care. If housing and welfare services
are well looked after and if people have accessible homes and can meet other people
and be part of a community, then there will be less demand for institutional care.’’

 (Harks, 2005) 
Now, there are some organizations in Moerwijk and they are implementing various kinds of activities under their own policy based on the needs of diversity and modernization. 

4.1.1.1 Network of Care and Cure through Laego
Laego is a group of GP (general practitioner) who is the expert having the medical knowledge and skills, and the mission is: to promote the optimal care for the elderly living at home and in the nursing homes. It means that GP takes the direction in complex medical problem and coordinate different helpers around the elderly. There are forty GP members in Laego totally in The Netherlands and four of them in The Hague, and one GP stays in Moerwijk. GP helps to shape the implementation system for providing proper primary medical care for the elderly by developing working arrangement and promoting partnership among caregivers so that they can provide a more comprehensive care. For example, for people needing special treatment, GP allocate therapists or psychologists to check them, or ask a nurse to visit their home regularly or sometime ask volunteers to involve them into their networks. 

In Moerwijk, there are some nurses allocated in six organizations as stated above, and they spend almost time at home of the elderly. From the interview with nurse, it could be clear that nurses are definitely playing indispensable role in community-based care in terms of providing useful information, ensuring security of access to services and also giving lots of mental support for the elderly.  
4.1.1.2 Welfare Activity and Voluntary Network by Mooi! 
‘Mooi!’ is an organization that is offering a wide range of welfare activities for residents in some districts of southwest part of The Hague. They are committed to improve the welfare for people through cooperation among the network in the area of welfare, education, culture and healthcare. They are divided into groups such as children, youth, adult and elder work. It is relatively big organization with 486 employees, 112 teachers and specialist and supporters of 800 volunteers totally. 
In Moerwijk district, they manage one community centre and two care centres with getting support from government and involved 80 volunteers. As the care services for the elderly, they organize people over 55 years old to do some activities such as counselling, sports and recreation. Because a part of finance of Mooi! is supported by government, they have targeted indicators and expectation from the government and should organize activities along the goal in terms of health and the lifestyle etc. And they have to report the output of their activities regularly to the government. However, the staffs told me that it is difficult to illustrate every result precisely because result would be written based on the subjective views which are easy to be changed in every moment and also there is a problem of relatively mobile population. 
Though volunteers can receive a very small payment with 0.9 Euro per work, the motivations of almost volunteers are to contribute something to the society and would feel they are useful in a community. Some of them are unemployment and try to learn skills through voluntary work for finding jobs. To prevent people from being isolated and feel loneliness, the volunteers in Mooi! visit regularly their homes to give useful information such as doctors and special services for the elderly and try to have a connection with them. However, it is also difficult to piece out the situation of every elderly in a community if they do not speak out and appeal their difficulties. The staffs told that if the GP who is most familiar with the individual condition of the elderly can provide more detail information about them , it would be easier to coordinate and provide more suitable care services for the elderly based on the information. Thus, for the community-based care system itself, the staffs in Mooi! feel that there will be more room for improvement in terms of collaboration between welfare care and medical care. 
4.1.1.3 Training Activity by Moerwijk Morgen
There is an organization offering training courses in learning computer skill for residents in Moerwijk especially for the elderly, which was established in 2002. There are some special pay courses for Word, Excel and PowerPoint, writing mail, editing photos, internet-banking etc. Except these courses, the place is always opened to the people for free in weekday. 
One of the staffs (woman, 45 years old) who manages this office told me that they are working with a motto of ‘Every day is a day for our elderly’. She is always trying to make a comfortable place like small community centre where anybody can come here freely. They are working together with Computer Corporation to receive necessary help about internet lessons and to provide better services for people. She thinks the motivation for the elderly to come here is mainly to learn some new things for stimulation and at the same time they are eager to widen their social network through writing mail and also use internet for their fun. She thinks that the meaning of life for the elderly is that they have an environment to be able to remain and learn something among people of all generation, and this environment make them feel being accepted by community and happy. She told me that there is a problem of shortage of financial support and revenue in spite of receiving a tuition fee from students and this problem will cause the organization unstable, difficult to expand and guarantee the quality of services. 
Another staff (man, 46 year old) who is in charge of making internet site for people in Moerwijk told me about his working experience and idea toward volunteer work. He edits local information with full of interesting and useful contents about life, culture and event using short video report. Recently, he made an interesting video introducing about Islamic culture and people living in Moerwijk who has a special skill to make small miniature of Dutch house. He said that through this visual information, the elderly can get to know about people in a community and deepen understanding about people from different culture. There is a studio and sometime invite singer to hold a small concert and radio talking there. He has many volunteer work experiences before and now is working here with small salary based on 40 hours works per week. For him, volunteer work is a kind of return the favor that the elderly people contributed before for younger generations. He added that the worries for the elderly are loneliness and anxiety that they are no longer being visited by anybody.
There are twenty registered volunteers in Moerwijk Morgen. The teacher on that day was also a volunteer aged 70 years old, who usually comes twice a week to teach a basic skill of computer. The author attended the class and understood that the program was well designed even for the people attending for the first time. The teacher was working insurance company before and he has started to attend volunteer activity already for 13 years after retiring so that he could make more friends and keep contact with society. 
From the research about Moerwijk Morgen, the author found that many volunteers were old age over 65. Almost of them are attending voluntary work because they hope to be useful by helping others and want to continue their work as long as they can. From the interviews, it became clear that they were all enjoying their works and also were sure that their services were satisfying the elderly. This is because that they can continue their voluntary work with full of confident and gratifying. They recognize that the meaning of life of the elderly is keeping learning something and doing something useful. And they think to solve the worries of loneliness; it would be necessary to be more concerned by a society and visited by family or good friends regularly. Additionally, they all hope to have a healthy and independent life in their own old period. One of the volunteers mentioned that the citizen should be more involved in the process policy making to develop the social welfare.

From the talking and interview with the elderly attending this course, the author had a chance to know about their individual thinking and feeling. Some of them come to learn computer skill is not for learning new skill to use, but because they want to keep contact with other people. They added that their main worries were about their health having some problem in the future, especially for the people living alone. However, they still prefer to live at home independently receiving some home-based care services provided by volunteers or good friends.
4.1.2 Model Case 2: The Sheltered Housing Zone in Trynwalden in Friesland 
Trynwalden is a rural area in the northeast of Friesland of The Netherlands with population about 10,000. Trynwalden has over the last few decades experienced economic and social disintegration, and these caused the increasing depopulation and deterioration of social and economic infrastructure (IST, 2001). Especially the elderly could no longer receive sufficient services and benefit from facilities in Trynwalden, and they only could move to urban area instead. ‘Sustainable Trynwalden’ project started middle of 1990s to revitalize the rural community through re-building local infrastructures and providing the services that would enable the elderly to remain independent as long as possible and stay in their community (IST, 2001). Many organization and local authorities, Health Insurance Company, Housing Corporations, care and health institutions were involved in the project and the elderly themselves also formed an advisory council. The budget was put together by different budgets of participating organization and funded from government as programme of modernization of long-term care. 
In order to provide more comprehensive and personalized services to the elderly, there are organizations of brokers called ‘Omtinkers’ that assist the elderly and their family in finding proper services to satisfy their needs of housing, welfare and care (Ex et al., 2003). Additionally, there are multidisciplinary teams called ‘Doarpstallen’, which consists of home helps, home cares, nurses, social workers, physiotherapist, general practitioner and counsellor etc. (see Figure 9). There is a service centre that provides a variety of services such as pharmacy, counselling, restaurant, library etc. and also broad range of social-recreational activities. This place also becomes a place for communication for the people living in Trynwalden. In order to encourage intergenerational interaction, this project has opened a youth centre for young generation in the area surrounding the service centre so that more young people can be involved in voluntary community work (IST, 2001).
This is the model of a rural community; however, the concept that integrates elderly people into the local community by offering them infrastructure, facilities and services for self-management, independent living, is relevant to community-based care even in an urban area. This style using local resources such as commercial services, local caregivers and local volunteers, has positive effect for vitalizing community itself through everyone being a part of a community.
Figure 9
 Multi-Disciplinary Participants ‘Doarpstallen’
Source: Own elaboration based on the seminar paper by Rodd Bond MRIAI, 2007.
4.1.3 Model Case 3: Social Groups of the Elderly by KBO    Lichtenvoorde 

The KBO (Association of Catholic Organizations of Senior Citizens) is one of the organizations for the elderly with a Catholic stance and thus attaches importance to religion and meaning. The main objective of KBO Lichtenvoorde is that organize the elderly to attend various activities for their entertainment and empowerment. Actually many voluntary works also are provided by the elderly, thus we might call it the organization by the elderly for the elderly. 
For example, there are mainly two kinds of activities such as educational activities and socio-cultural activities. In educational activities, there are computer skill, language (German, English) class and book club etc. In socio-cultural activities, for example, they organize discussion groups and technical skill programmes for learning how to use the numerous buttons of audio and video equipment, digital clock, mobile phone, and how to create and send text messages, buy a ticket, use the travel pass etc. As other attractive activities, there are clubs such as billiards, wood cutting, cycling, yoga, creative handicrafts, Nordic walking. 
According to the introduction by Nagasaka, the activity of KBO Lichtenvoorde now having this active community was a fruit of the continual efforts by some members who organized discussion groups and tried to involve people into community activity (Nagasaka, 2000). They plan various activities based on the needs of the elderly and let the elderly discuss by themselves what they want to do and should do in order to construct a better community. The members of group organized six working groups including housing, finance, health and welfare, education, social culture and advocacy, and became a core group making plans and organizing people in a community. The government in time listened to them and even discussed welfare policies with the KBO. These interactions gave the elderly confidence to be on par with the younger generation and not feel excluded from society. 
4.2. Analysis of Potential of Community-based Care Initiatives
In The Netherlands, many elderly people tend to live independently and only a low percentage living with their children, it remains only 6% even they are over 85 years old (Hirose, 2008). From the experiences of model cases in The Netherlands as introduced above, there are some potentials of community-based care as follows:
1) Broad and skilled voluntary network is strengthen by community-based care 
There are many voluntary groups providing various kinds of services in a community and they are becoming indispensable part of actors in the integrated care system. According to the data by association of The Netherlands municipalities in 2006, four to five million citizens (the population of The Netherlands is about 16.5 million in 2010) carry out about 20 million hours voluntary efforts each week. Community-based care system gives a more opportunity for people to attend some social work and leads to cultivate the voluntary spirit. Through voluntary work, the workers can improve or learn skills through particular training and study, and it would help for them to find jobs. In fact, it should be noticed that some people are motivated to do voluntary work for receiving subsidy from government because there is one of the relief works for the unemployment to encourage them to attend social activity for getting some useful skill or contributing to a society. 
2) More opportunities of empowerment for the elderly are created through voluntary activity
Many elderly people are doing active contribution to a community with various ways as long as they can move. It means that more opportunities and places to transfer large stock of their knowledge and experiences are created by promotion of community-based care and these lead to empowerment of them through voluntary work. As seen in a activity of Moerwijk Morgen, teachers of computer class are all over 65 years old, and they are not only commit to one place to do voluntary work but also have several places at once. 
As seen in a model of KBO in Lichtenvoorde, working groups by the elderly discuss about various kinds of topic in terms of improving community life and affect the process of policy making. This process gives the elderly to be empowered and more confident being an effective part of the society.
3) Integrated care has been promoted by General Practitioner (GP) and nurse as a coordinator in a community
According to the definition of integrated care, ‘A discrete set of techniques and organizational models designed to create connectivity, alignment and collaboration within and between the cure and care sectors at the funding, administrative and/or provider level’ (Kodner et al., 2000). It would be true that the elderly are increasingly active and vigorous today, and they are better educated and also having achieved relative prosperity. Consequently, their demands and expect concerning the service for health and welfare are becoming greater and higher. Problem may arise in the coordination between the different systems because many elderly people may need several kinds of care services at once. In general, GP are active in the primary sector but not in hospitals or nursing homes. At the same time, specialists in the hospital are not considering themselves as an important role in a care system. In order to solve these difficulties, GP and nurse are taking the important role to coordinate appropriate care and cure, health care and social welfare. 
4) Corporation is involved in a care network and brings better economic effect for a community development 
As seen in the case of Moerwijk and Trynwalden in Friesland, Housing Corporation is a part of care network of multi-disciplinary participants in a community. And other service providers such as pharmacy, dentist, restaurants and shops are built for the elderly in a community service centre. Besides, considering more convenient for everybody in a community, library, crèche and medical care facilities for children are also constructed. These bring not only convenience for the wider community, but also create new opportunities of employment for local people. It means that involving private sector into the welfare network would have a possibility to lead a community to be more vigorous and liveable. 
5) Inter-generation interaction is promoted at community centre 
In Trynwalden in Friesland, in order to encourage intergenerational interaction, a youth centre was opened in the area surrounding the service centre so that more young people could be involved in voluntary community work. In community centre in Moerwijk, various kinds of services such as child care, teenager activities and recreation for old generation are supplied and the centre becomes the opened space for everybody to visit to have a connection with neighbourhood and exchange information. 
The both cases prove that it is important to prepare the place where people can visit easily and feel friendly. If a community centre can give an impression of helpful and enjoyable for all generations with a sociable atmosphere, it would be possible to make the centre become the base of promoting intergenerational interaction.
6) Establish partnership between civilian and government through active discussion and collaboration 
One of the important roles of civilian organization such like Mooi! is to coordinate and suggest the appropriate services for the people. They would propose the idea of variety of care services along with the main policy of the government. That is to say, they are the implementer of social welfare, at the same time, are given as a role of coordinator among government, organization, service provider and people in a community. To build up the partnership between NGO and the government has a significant meaning to construct more harmonious society. 
As KBO Lichtenvoorde, some religious organizations have a great power and influences to the policy making. For example, KBO is pursuing independence and freedom of choice for the elderly. Together with other organizations, the union dedicates itself at all levels such as national, provincial and local, to the improvement of social, material and cultural position of the over-50s in society.
Through the promoting community-based care, more and more discussions would be taken place between government and civilian organization, and these would bring advantages for development of a community. 
Chapter 5: Analysis and Comparison between Japan and The Netherlands
5.1 Analysis of Community-based Care from the Aspect of Social Quality
5.1.1 Analysis of Cases in Japan
The purpose of this chapter is to analyse welfare policy and community activities relating to elderly care and figure out the tendency of the approaches for each of the social quality elements. The indicators modified by author will be identified for each of three dimensions: input, outcome and impact and problem (see Table 6). 

Table 6
 Analysis of social quality toward community-based care in Japan
	Socio-economic security

	Indicators
	Input
	Outcome and Impact
	Problem

	1)Financial resources 
	Long-term care insurance/Subsidy for organization/ Fund- raising (community chest) by CSW
	More freedom of choice of services for the elderly/ Establishment of many organizations
	Financial support is not enough / Limited services for light stage

	2)House and environment (infrastructure, security)
	Long-term living/

Barrier free
	User-Friendly for everybody
	Costly

	3)Health services
	Health centre/ Home visiting nurse
	Ensure the security of health
	Not obligatory to come check up  

	4)Care services
	Care workers/Day-care, short stay services/Watch-out network
	Ensure the security of care
	Not enough worker

	5)Emergency system
	Electronic system
	Prevention of serious accident 
	Costly

	6)Work (employment and conditions)
	Silver Centre 
	Create opportunities 
	Not so many work opportunity

	*7)Access to useful welfare  information
	Community support centre/ Supportive networker/ 

Information by CSW
	Strengthen network through regular gathering 
	The number of participants is not so many 

(less attractive event)

	*8)Transport condition
	Community bus
	Help to go out more frequently 
	The route is limited and not so many times/ Costly

	*9)Support system for family members
	Day-care, short stay system/ Consultation for family members 
	Family member have more time for their selves
	Not enough services to decrease a burden of family

	*10)Protection from abuse 
	Care workers/ Watch-out network
	The number of finding abuse has increased
	Protection of privacy becomes  obstacle 

	Social inclusion

	Indicators
	Input
	Outcome and  Impact
	Problem

	1)The rights of the elderly
	Guardianship policy/ Watch-out network
	Prevention of crimes and abuse to the elderly
	Weak awareness toward the rights

	2)Access to the employment
	Silver centre
	More opportunities to find something to do
	Not so many job offers

	3)Access to services (health and care) 
	Regular medical check at health centre/ Home visit by nurse and care workers
	Ensure  access to medical and care matters
	Not enough care services because of limit of LTCI

	4)Access to the necessary facility(hospital and nursing home)
	Small-scale and multi-functional care home/ Construction of day-care centre
	Relatively easy to access within about 30 min walk
	Open common space with less joyful atmosphere 

	5)Access to a community services  
	Community comprehensive support centre 
	Access to the place within 30 min walk
	Not so many people use 



	6)Inclusion in a social network 
	Old age club/Social group/ Volunteer group/Watch-out network
	More opportunity to attend group activity and be involved network
	Not so many people attend these activities

	7)Openness of place for using ability of the elderly
	Community support centre for gathering of social group 
	Increase the opportunity to exhibit their abilities
	Not so much meaning in the sense of transferring their knowledge

	*8)Access to consultation about mental
	Care manager in community support centre
	Ensure access to counsellor/Help to decrease feeling of worries
	Difficult to speak out private and real issues 

	*9)Access to consultation for family members
	Care manager in community support centre
	Ensure access to counsellor/Help to decrease the mental burden
	Difficult to speak out private issues 

	Social cohesion

	Indicators
	Input
	Outcome and  Impact
	Problem

	1)Trust (government, people, legal system, family)
	Welfare policy/More opportunity of discussion between government and citizens/ Watch-out network
	Help to construct more comfortable and secure community based on the mutual trust
	Not easy to build up a collective value     

	2)Social (capital) networks  
	Voluntary work/ Watch-out network/ Activity organized by CSW/ Collaboration between government and citizens
	Strengthen mutual understanding and trust/ Be more interdependent and active
	Not so many people are included in the network



	3)Relationship among different generation
	Small-scale and multifunctional home/Community event/ Interchange between students and the elderly
	Promote mutual understanding among different generation/ Happiness 
	Not so many chance to gather

	4)Identity (sense of belonging to community and kinship network)
	Small-scale and multifunctional home /Social groups/ Watch-out network
	Feel stronger sense of being one of the member of the community/  Being active
	Difficult to involve all elder people  

	*5)Opportunity for understanding  about ageing
	Small-scale and multi-functional care home/ Visiting nursing home/ Voluntary work
	Promote communication and deepen understanding/ Kindness to the elderly 
	There is not so many opportunities to know about the elderly

	*6) Connection among people in a community 
	Watch-out network/ Activity organized by CSW
	More chance to be together and help to build connection/Trust
	Not so many people attend



	*7) Promotion of group activity
	Activity organized by CSW/ Social group activity of hobby
	Strengthen network/ Enrich their  life
	Not so many people attend



	*8)Helping system for family member
	Care workers/ day-care and short stay
	More free time for family members
	Not enough support

	Empowerment

	Indicators
	Input
	Outcome and  Impact
	Problem

	1)Availability of knowledge training for  the elderly
	Some classes by community support centre 
	Get information about health and disaster prevention 
	Rather just for information and fun than education or training

	2)Availability of information
	Supportive networker/ Information by CSW
	Help for the elderly who cannot go out to get information
	Not all people are involved

	3)Support for local collective action 
	Budget for local organization or social group/ Information by CSW
	Promote to build organization 
	Amount is small and conditional 

	4)Services supporting to be empowered and independence
	Preventive support by revised LTCI/ Support network 
	Functions are improved by rehabilitation/ Feel secure being independent by support network
	Limited service than before under the cost reduction

	*5)Opportunity to feel a sense of self-satisfaction
	Small-scale and multi-functional care home/ silver centre
	Contribution to community make people feel more confident and happy
	Not so many chance to contribute

	*6)Empowerment for volunteers
	On the job training
	Learn necessary skills
	No special training for volunteers

	*7)Empowerment for family members
	Gathering for family members organized by CSW
	Share knowledge and feeling 
	No training for improving care skills

	*8)Empowerment for specialist 
	Training course in a facility
	Learn necessary skills 
	Only can learn limited skill 

	*9)Empowerment for people in a community
	Watch-out network / Open space for community people
	More chance to be involved in network 
	Not so many people attend


Source: Own elaboration based on the indicators of social quality, 2010. 

Note: * means new indicator which is added by the author
From the categorization above, it would be analyzed as following:
1) Socio-economic security

Under the promotion of universal design, user-friendly hard infrastructure and environment were constructed. CCSP was built in every district and it became a core place to ensure security of health and care for the elderly. However, when it comes to support system for promotion of employment, family members and protection from abuse, it would be difficult to say that enough social-economic security is provided.
2) Social inclusion

CCSC and CSW are performing significant function in terms of providing space and opportunities so that people can access and enjoy these services. Especially, it seems that access to the health services is relatively sufficient. 
Though social groups and voluntary groups were also established by the elderly themselves supported by CCSC or CSW; it would be far from enough opportunity for the elderly to exhibit their ability or transfer knowledge to others.
Regarding the rights of the elderly, though there is a law to prevent the elderly abuse; however, the awareness toward human rights would relatively weak even among the elderly themselves and vulnerable elderly are relatively keeping silence and inconspicuous. 

3) Social cohesion 

The network among the community people has been strengthened by voluntary work, watch-out activity, small-scale and multi-functional care and various social group activities. Through these activities, social capital has been built up and it paves the way for developing other activities such as intergenerational interaction. It would be necessary to create more attractive events and activities to involve more people and make them feel being one of the indispensable people in a community. 

Regarding supporting for family members, it would be less concern to enable them without being isolated from a community in the present.
4) Empowerment

There is no enough opportunity for the elderly to learn new knowledge and improve skills. However, the place such as small-scale and multi-functional care home can provide a full of opportunities for the elderly to feel a sense of self-satisfaction and it would lead to empowerment of them. 
For family members, there are more opportunities to gather for consultation than learning some skills for care and medical treatment. 
For specialist such as social worker and care worker, there are training courses in facilities to learn necessary skills; however, under the strict rules, it is not allowed for them to deal with medical treatment. This fact would prevent them from being more empowered and more contributing to improvement of community-based care. 
5.1.2 Analysis of Cases in The Netherlands 
In this part, the same analysis with being done for Japan will be made for The Netherlands (see Table 7). 

Table 7
 Analysis of social quality toward community-based care in The Netherlands

	Socio-economic security

	Indicators
	Input
	Outcome and  Impact
	Problem

	1)Financial resources 
	AWBZ/WMO/Subsidy for organization
	More freedom of choice of services for the elderly/ PGB
	Financial support is not enough/ Increase of expenditure by PGB/Elderly abuse by PGB

	2)House and environment (infrastructure, security)
	Long-term living/ Community centre/ Sheltered house/ Multi-functional home
	Sheltered house and multi-functional house bring convenience and security
	Costly

	3)Health services
	General practitioner/ Home visiting nurse
	Ensure security of health
	Not enough number of doctors and nurse to deal with disease of the elderly

	4)Care services
	Care workers/ Day-care, short stay services
	Ensure security of care
	Not enough workers 

	5) Emergency system
	Electronic system
	Prevention of serious accident 
	Costly

	6)Work (employment and conditions)
	Value of Silver project
	Promote employment of the elderly
	Paid work is not so many

	*7)Access to useful welfare  information
	Internet/ NGO organization/ Home visiting nurse /Events
	Increase knowledge and broaden the freedom of choice
	Too many information by various organizations

	*8) Transport condition
	Service for the elderly and disabled (free ticket or discount)
	Convenient to go out by public transport or taxi
	Not found

	*9)Support system for family members
	Mantle care support system, PGB
	Family member have more time for their selves, paid work of care for family members
	Not enough support/ Less attractive of mantle care support (230€/year)/ complicated procedure of PGB

	*10) Protection from abuse 
	GP/ Nurse/ Volunteers
	Having accesses to express problems
	Not always being convenient to express privacy

	Social inclusion

	Indicators
	Input
	Outcome and  Impact
	Problem

	1)The rights of the elderly
	Organization for protecting the rights of the elderly(KBO, ANBO
)
	Prevention of crimes and abuse to the elderly
	Not all elderly are involved and protected

	2)Access to the employment
	Volunteer network
	The elderly have opportunity to find something to do
	Not so many job offers

	3)Access to services (health and care) 
	GP/ Home visiting by nurse and doctor/ 24-hour care (neighbourhood services)
	Ensure access to medical and care matters
	Not found

	4)Access to the necessary facility(hospital and nursing home)
	Sheltering housing complexes/ Corporative house/ General Practitioner Clinic
	Relatively easy to access in a community
	Not all people can access

	5)Access to a community services  
	Community centre by NGO/ multi-functional centre
	Provide opened space (café) 
	Not so many people use 



	6)Inclusion in a social network 
	Volunteer group/ Study group
	More opportunity to attend group activity and be involved network
	Not so many people attend these activities

	7)Openness of place for using ability of the elderly
	Registration to voluntary work
	Increase opportunity to exhibit their abilities
	Difficult to find proper place

	*8)Access to consultation about mental
	Multi-functional centre/ Home visiting doctor and nurse
	Ensure access to counsellor/Help to decrease  feeling of worries
	Not always have a chance to express or speak out

	*9)Access to consultation for family members
	Home visiting doctor and nurse/Mantle care system/ Voluntary worker
	Ensure access to counsellor/Help to decrease the mental burden
	Difficult to speak out private issues 

	Social cohesion

	Indicators
	Input
	Outcome and  Impact
	Problem

	1)Trust (government, people, legal system, family)
	Welfare policy/ Voluntary work system/ neighbourhood program
	Help to construct more comfortable and secure community / Collaboration between citizen and government was strengthened 
	Takes long time to make agreement through discussion

	2)Social (capital) networks  
	Voluntary work/ Collaboration between government and citizens
	Strengthen mutual understanding and trust/ Old people become more confident  and active
	Not so many people are included in the network/ Different motivation

	3) Relationship among different generation
	Voluntary work/ Community service centre/ Community event
	Promote mutual understanding among different generation/ Feel happy /Feel useful
	Not so many chance to gather

	4)Identity (sense of belonging to community and kinship network)
	Community centre (café)/ Voluntary work
	Feel stronger sense of contribution to the society/ Being confident/ Being active
	Some feel being isolated from community/ Not so strong sense of belonging

	*5)Opportunity for understanding  about ageing
	Volunteer work/ Activity in a community centre
	Promote communication and deepen understanding/ Kindness to the elderly 
	 Not so many opportunities to know about the elderly

	*6)Connection among people in a community 
	Voluntary work/ Corporative house
	Build trust and security
	Weak relationship among neighbourhood 

	*7)Promotion of group activity
	Activity organized by NGO
	Strengthen the network/ Enjoy their life
	Not so many people attend

	*8)Helping system for family member
	Mantle care support system
	More free time for family members
	Not enough support

	Empowerment

	Indicators
	Input
	Outcome and Impact
	Problem

	1) Availability of knowledge training for  the elderly
	Classes for skills by NGO or voluntary group/ Groups for discussion about social issues 
	Learn new skill/ Keep influence to policy making 
	Not so many people attend 

	2) Availability of information
	Information provided by NGO/ Events organized by NGO/ Voluntary work
	Help for the elderly to have more variety of choices
	Internet is not always convenient for the elderly

	3)Support for local collective action 
	Budget supporting for NGO 
	Promote to build NGO
	Budget is small 



	4)Services supporting to be empowered and independence
	More opportunity attending voluntary work/ Support from volunteers 
	Feel secure being independent by support of volunteers 
	Difficult to know what kinds of services are available and accessible 

	*5) Opportunity to feel a sense of self-satisfaction
	Voluntary work/ The value of Silver project 
	Contribution to community make people feel more confident and happy
	Not so many chance to contribute

	*6) Empowerment for volunteers
	Training for volunteers 
	Learn necessary skills
	Not so skilful 

	*7) Empowerment for family members
	Mantle care support system
	Learn care skills and knowledge
	Not so many people use this system

	*8) Empowerment for specialist 
	Training course in a facility
	Learn necessary skills 
	Not found 

	*9) Empowerment for people in a community
	Voluntary work in a community/ Attend activities organized by NGO
	More trained by voluntary work/ Through events people can learn some skills
	Not so many people attend


Source: Own elaboration based on the indicators of social quality, 2010.
Note: * means new indicator which is added by author
From the categorization above, it would be analyzed as following:
1) Socio-economic security

Under the policy change to promote community-based care, NGO and voluntary groups began to play a more important role in providing care services for the elderly. At the same time, the contribution to society by the elderly is also promoted through ‘the value of silver’ program, providing more opportunities for the elderly to have paid work. Housing Corporations are involved in care network and providing housing combined with care and welfare services. Concerning about security of family members, there is a mantle care support system that provides assistance for unpaid home care supplied by family members.
The growth of total expenditures on PGB is a threat for the financial sustainability of the long-term care system. There is also some intended use of PGB; for example, grandchildren use it to take their grandmother to a jazz festival. PGB can give more variety of choice of services for the elderly; however, on the other hand, it would be difficult to control the proper use of the budget.

2) Social inclusion 
There are some senior citizen associations that especially protect the elderly from abuse and discrimination, and also advocacy groups that would negotiate with government and apply pressure on them. Regarding access to the services of health and care, there is home doctor system and ensure access to health and care services.
Concerning access to community services and social network, because people are connected to voluntary group individually according their own preference, it seems there is not so strong connection with community centre. However, because the NGO group opened user-friendly space for everyone and they have opportunity to be involved in a social network. There are also places for the elderly to exhibit their ability for paid or unpaid work through NGO or voluntary work.
3) Social cohesion
People are rather to be connected or involved by individual based on their preference than connected as a member of a community. Thus, individual do not have so strong sense of belonging to a community. Intergenerational interaction is taken place through voluntary work and activity organized NGO in a community.  

4) Empowerment

There are opportunities for the elderly to learn new skills and knowledge such as computer and foreign languages that are provided NGO and voluntary group. Under the program such as ‘the value of silver’, more and more old people are encouraged to go back or continue to work and take initiative to build new society. Regarding empowerment for family members, there is a mantle care support system and it gives a kind of opportunity for learning care skill. For people in a community, they are empowered by attending voluntary work individually and training class organized by NGO and voluntary group. 
5.2 Comparison of Community-based Care between Japan and The Netherland
Though both countries set up the similar target for long-term care system, they took some different approaches in the process of promotion of community-based care. Here, we can find some relevant approaches for development and improvement of community-based care in each country. 
The result of comparison would be indicated as following:
 1) The role and position of NGO and the voluntary work in a community

In The Netherlands, care services provided by NGO and voluntary groups are considered as formal care. There are clear missions and functions in every organization and supported by voluntary work support centres. The Government is promoting voluntary work to enable care services to be covered by them as much as possible, because from the government point of view, it would be a good way to retrench budget for elderly care. In care for the elderly, NGO and voluntary groups play significant role of mediator and coordinator between government and citizens. Thus, voluntary work is strongly promoted under the legal protection and it is appreciated as a part of works for social development. And these organizations are positioned to have more impact to the policymaking process. On the other hand, voluntary works are regarded as informal work and given less support by the government in Japan even though they are also playing indispensable work in a community. The local government still has much power in the decision making and implementation process, and give less authority to voluntary groups. It seems still far from building equal relationship and interdependent collaboration between them. 
Comparing awareness of volunteers toward voluntary work between Japan and The Netherlands, the workers are more motivated by their own objectives such as being useful for the society and making broader network of friends in The Netherlands. On the other hand, people tend to participate because of an emotional sympathy and kindness in Japan. 
Concerning empowerment of volunteers, the difference between two countries is apparent. For example, it is allowed for voluntary workers to deal with some limited medical treatment when it is needed even without doctor and nurse in The Netherlands. There is training for the voluntary workers and it allows them to learn new skill and to be empowered. However, in Japan, because there is a strict regulation by the medical brotherhood and even simple treatment like aspiration would not be allowed to deal with by qualified care workers let alone volunteers. This is one of the reasons that people feel less attractive being involved in a voluntary work and people also do not recognize it as significant works in a society.

2) Support system for family members 
In The Netherlands, relatively skilled volunteers provide various supports as a small paid work for the family member, relatives and friends to enable them to continue normal lives without leaving their jobs because of too much burdens for care. At the same time, mantle-care supporters can transfer useful care skills and knowledge for mantle-caregivers including some basic medical treatment, and consequently it paves the way for improving the quality of care services. And they can sometimes even negotiate with the employer to promote more flexible working time and with facilities to expand opening hours for services under the work-balance scheme. 
In Japan, it is difficult for family members to receive support from volunteers regularly because of lack of volunteer network system. Thus, they only can ask for formal care workers or using formal services such as day-care and short-stay to decrease their burdens. This is the one of the causes that makes it difficult for women to be liberated from responsibility for providing care services in home. It would be an urgent problem to consider how we can support and release them from a kind of notion that the women should be under the obligation to provide primary care for the elderly.
3) The awareness toward human rights of the elderly 
In The Netherlands, there are many organizations providing variety of useful information such as housing, care, health and events. It means that the elderly are guaranteed to have a freedom of choice and it already became the rights for the elderly. Additionally, there are organizations such as KBO and ANBO playing important role in protecting the human rights of the elderly. Moreover, the awareness toward the elderly rights is strengthened through PBG system in The Netherlands. Because by PBG, they are capable of arranging the package of provisions themselves based on their demands. However, there is a criticism that PBG would become a cause of elderly abuse, because some people are too old to manage the services due to the complicated procedure. 
In Japanese society, the elderly tend to be less lively in a community and even at home they don’t talk their demands and desires for being afraid of becoming a burden for their family. According to the system of LTCI, the elderly have the rights to choose the kinds of services based on their demands; however, in practice, they are prone to be under pressure to follow opinion of their family. The human rights problems of the elderly, such as the physical, psychological and financial abuse have begun to draw attention as serious social problems for the past decade since LTCI has begun at 2000. And the Elder Abuse Prevention and Caregiver Support Law came into effect on 2006. After the implementation of law, some activities were attempted toward prevention of elder abuse and there were definitely some outputs in reducing the number of cases of abuse. However, there are still some difficulties to improve the situation because of traditional cultural factor, which makes it difficult to intervene to private family care. 
4) Empowerment of the elderly 
In The Netherlands, people pay more attention to ‘the value of Silver’, and encourage the elderly to continue contributing to society as employees or volunteers. It tends to be emphasized as the successful way of life in old age. On the other hand, in Japan, there are also voluntary group and silver centre to encourage them for participating in social activity or contributing to society; however, it is rather focused on appealing their interests and hobbies than their contribution or usefulness to the society.
There is also activity called community-business that promotes participation of community people including the elderly in Japan. It is a kind of community activity that tries to paying more attention the individual personality and meaning of life than independence and contribution through interactive activity. 
Certainly, empowerment has a significant meaning for improving the quality of life of the elderly; however, at the same time, we need to build a society that any kinds of people can live with dignity and challenge their possibilities and potential. Successful ageing is just one of the styles, is not the only goal that we have to pursue.

5) Social cohesion in a community 
Community-based care in Japan tends to be built up based on the mutual trust and reciprocity among people in a community. It would be related to the history of community development in Japan. In the past, community activities were organized by people very often for improving sanitary condition and protect from natural disaster. In the process of implementation, the key persons in neighbourhood association and welfare commissioners played important roles to take initiative and involve people to participate in activities. Since that period, when it comes to community-based activity, the network among the people has been playing significant role and strengthen the feeling of security for the elderly though this network recently has been much weaken than before. 
On the other hand, the individual are more independent in The Netherlands and they have their own connection with social group or voluntary group, not always being involved in the network in a community. It might be because the Dutch people do not cling to a community so much where they used to live and tend to move relatively frequently. Though the voluntary network is well developed and it works efficiently; however, the shortage of voluntary staffs is also becoming problem to supply enough services for the elderly. In order to complement this shortage, it would be an alternative to strengthen the connection among people in a community. 
Chapter 6   Conclusion

The analysis of ‘good practices’ in community-based care in Japan and The Netherlands underscore the common desire of the elderly to continue to live in as part of a community without suffering loneliness and alienation. It is particularly commendable therefore that the governments in both countries have pursued policies that enabled the elderly to continue living in their dwelling place independently through receiving community-based care.
The study showed that care was more than a relationship between caregivers and caretakers. It is not just one of providing and receiving services but also a comprehensive care would include medical, mental and physical care to allow the elderly to be independent. At the same time, social cohesion would be necessary so that every elderly can become a part of a community, not to be isolated for the sole purpose of staying independent and autonomous. A human being necessarily needs to be interdependent and needs help and support from his surrounding. This social need is a reality of being human. When we talk about independence, we should therefore note that it does not extend to isolation; rather, inclusion and involvement. Thus social cohesion, social inclusion, socio-economic security and social empowerment were all required to part of a comprehensive framework to promote social quality of the elderly. While this normative framework was usually used to engage with macro-level policy, this study modified it to allow it to be a meso-level benchmark to measure the quality of the care provided to the elderly at the community level.
In addition, the quality of life of an individual depends on how a society evaluates and accepts his ability and contribution. These are valued in different ways, according to the culture and society. Consequently, as we construct a comprehensive community-based care system, it is essential to consider how to build a social environment that accepts and values the elderly. 
Through exploring the different cases in Japan and The Netherlands, the paper suggests that both countries could therefore work towards a holistic welfare policy of comprehensive community-based care for the elderly, which could be both cost effective for the government while meeting the needs of the people themselves. Such practices are equally relevant for many developing countries as they move towards greater industrialisation and breakup of the family care system. By instituting such ‘models’ of intervention, the developing countries can make use of their own labour resources to support and gain from the elderly and to avoid the kind of alienation that has characterised elderly care in more developed countries.
Appendices
Appendix 1: Interview List

	No.
	Work/Position
	Contents
	Date 

	Japan

	1
	Council of Social Welfare in Shimizu-town

►Manager
	Community activity/ Social welfare policy in local
	14/7/2010

27/7/2010

	2
	Council of Social Welfare in Shimizu-town

►Social welfare counselor
	Community activity
	14/7/2010

27/7/2010

	3
	Shimizu town 

►Elderly person
	Daily Life
	20/7/2010

	4
	Shimizu town 

►Elderly person
	Daily Life
	20/7/2010

	5
	Welfare Commission  in Shimizu town

►Staff
	Community activity for the elderly
	20/7/2010

	6
	Neighbourhood association in Shimizu town

► Leader
	Community activity for the elderly
	20/7/2010

	The Netherlands

	7
	City of The Hague Department of Education, Culture and Welfare Programme Office Citizenship/Civic Participation 

►Senior Manager 
	Activity for the elderly in the Hague city
	2/6/2010

	8
	City of The Hague Department of Education, Culture and Welfare

► Staff in the section of education service
	Policy implementation in the Hague City
	24/6/2010

	9
	European Network on Intercultural Elderly Care

►Chairman
	Social Welfare Policy for the elderly
	24/6/2010

30/9/2010

	10
	RESPECT (Nursing home)

►Spiritual Counselor 
	Residential care
	21/11/2009

4/5/2010

	11
	Moerwijk Morgen  (NGO)

►Manager
	Community activity
	24/8/2010 --

21/9/2010

	12
	Moerwijk Morgen (NGO)

►Staff
	Community activity
	20/9/2010

	13
	Huisartsencentrum Moerwijk 
(Family Practice Centre)
►GP (general practitioner)
	Health care network for the elderly in a community
	15/9/2010

	14
	Coornhert Centrum(Residential home)

►Nurse 
	Health care activity for the elderly in a community
	21/9/2010

	15
	Mooi! (NGO)

►Staff in charge of activity for the elderly
	Community activity 
	15/9/2010

	16
	Mooi! (NGO)

►Staff in charge of community activity
	Community activity
	15/9/2010

	17
	Aedes-Actiz Kenniscentrum Wonen-Zorg (KCWZ:the knowledge centre for housing and care)

►Advisor
	Social Welfare Policy for the elderly
	20/9/2010

	18
	World Granny (Help age international) (NGO)

►Manager 
	Organizations for the elderly, International Cooperation
	9/7/2010

	19
	World Granny (Help age international) (NGO)

►Staff
	Organizations for the elderly, International Cooperation
	9/7/2010

	20
	Moerwijk Morgen

►Volunteer
	Voluntary work
	24/8/2010 ---

21/9/2010

	21
	Moerwijk Morgen

►Volunteer
	Voluntary work
	24/8/2010 ---

21/9/2010

	22
	Moerwijk Morgen

►Volunteer
	Voluntary work
	24/8/2010 ---

21/9/2010

	23
	Moerwijk Morgen

►Volunteer
	Voluntary work
	24/8/2010 ---

21/9/2010

	24
	Moerwijk Morgen

►Volunteer
	Voluntary work
	24/8/2010 ---

21/9/2010

	25
	Moerwijk District
►elderly person
	Daily life
	21/9/2010

	26
	Moerwijk District
►elderly person
	Daily life
	21/9/2010


Source: own elaboration, 2010
Appendix 2: Main Contents of Interview 

Staff of Organization:

1. What kinds of activities are implemented for promoting community-based care?

2. What are the difficulties in the process of providing community-based care?

3. How does your organization make citizen to participate the activities in a community?  What it a motivation for them?

4. How do you have a budget?

5. How is the quality of life of the elderly here? Do you think community-based care can improve the quality of life of the elderly?

6. What do you think the meaning of life for the elderly?

7. What kind of policy is necessary to promote community-based care? 

Volunteer Staff:

1. Why do you attend the volunteer activities? What is your motivation?

2. Do you want to continue your volunteer work? Why?

3. Do you think that the elderly are satisfied with the services? Why? 

4. Do you think there is something to need to be improved in the present services? What is that?

5. What do you think the meaning of life for the elderly?

6. What do you think the happiness for the elderly?

7. What do you think the worries and anxieties for the elderly?

8. What is the most difficult thing (troubles) that you are facing now?

9. How do you thing about the division of the role of government, organization and citizen?

10. How do you want to spend your old age life? 

Elderly person:

►Age, sex, Living together with: child (ren) / spouse / others

Health condition: good / normal / not good  

1. How many times a week do you go out?  

2. Do you have any friends in a community?

3. Whom do you want to be taken care of?

4. What do you think the most important thing is to live with secure in a community? 

     1) Health, medical service

     2) Care services at home

     3) Feel pleasure and enjoy our lives

     4) Pension system 

     5) Secure the work place for the elderly

     6) Secure the facilities for living

     7) Encourage the mind to respect the elderly

     8) Preparation by myself for old age

     9) Support (care) by family member

    10) Support (care) by community

    11) Residential support 

5. What kind of care service can you receive? (day care, short stay, home care)

6. How do you think about the responsibility of cost of the services?

   ---responsibility of government

   ---should be paid more by recipient

   ---should be paid by individual (responsibility of the individual)

7. What kind of services do you receive now?

8. Are you satisfied with these services here?

9. What kind of services is needed to spend better life for you? 

10. How did you imagine your life in old age?

11. Are there any gaps between reality and your imagination?

12. What is your pleasure and enjoyment now?

13. What is the most disgusting or unpleasant thing for you now?

14. Are you happy now?
Source: own elaboration, 2010

Appendix 3: Amsterdam Declaration on the Social Quality of Europe
Respect for the fundamental human dignity of all citizens requires us to declare that we do not want to see growing numbers of beggars, tramps and homeless in the cities of Europe. Nor can we countenance a Europe with large numbers of unemployed, growing numbers of poor people and those who have only limited access to health care and social services. These and many other negative indicators demonstrate the current inadequacy of Europe to provide social quality for all its citizens.
We want, in contrast, a European society that is economically successful, but which, at the same time, promotes social justice and participation for its citizens. This would be a Europe in which social quality is paramount. Its citizens would be able and required to participate in the social and economic life of their communities and to do so under conditions which enhance their well-being, their individual potential and the welfare of their communities. To be able to participate, citizens must have access to an acceptable level of economic security and of social inclusion, live in cohesive communities, and be empowered to develop their full potential. In other words, social quality depends on the extent to which economic, social and political citizenship is enjoyed by all residents of Europe. In a globalized economy competitiveness should go hand in hand with the promotion of social cohesion and the realisation of the full potential of each European citizen.
Social quality requires the following basic conditions:
· security and protection from violence and ecological threats;
· decent housing, heating, clothing, and food for all;
· access to health care and other social services for all who are in need of them;
· the opportunity to organise one's personal life in conformity with one's preferences, including the possibility to set up a common household and to raise children as well as to spend sufficient time with family and friends;
· sufficient work for all, including not only employment in the labour market but also other non-paid activities upon which society depends;
· an income for all workers that allows them to fully participate in society;
· a decent income for all who cannot work or who, because of age of ill health, cannot be required to work;
· the opportunity for all young, older, and disabled people, people belonging to an ethnic minority, and immigrants to fully integrate into the society and local communities they live in;
· access to social protection systems which enable citizens to maintain, in solidarity, their standard of living in case of social contingencies; these social protection 
· systems should focus first on the prevention of social risks and only then address their cure and, finally, their financial compensation;
· a lifelong access to education and training opportunities for all;
· an equitable tax system;
· the elimination of discrimination on the basis of nationality, age, gender, race, religion, political or other beliefs, marital status, and sexual orientation. 
These aspects of social quality must be realised through the recognition of enforceable fundamental rights that are legally binding for all legislators, administrators, and judges. These rights finds their limits where corresponding rights of others begin.
Social quality in Europe requires that European citizens can rely upon a clear and effective distribution of competencies between the Union, the Member States, and Local Authorities.
· European citizens have a right to know who is politically responsible so that, if required, they can question inappropriate policies.
· Strengthening the democratic quality of political decision making at all levels requires that, in this process, the input of the societal organisations and movements concerned is guaranteed.
· A globalized economy requires that Europe be fully aware of its social responsibility for the weakest on a global scale.
The European Union is urged:
· to make all major European policies subject to a social cohesion impact study;
· to set up a programme that emphasises the cost of not having a 
Social Europe and that creates uniform statistical series on the social 
aspects of the European Union as whole;
· to draft clear measurable benchmarks for each social objective that figures in the EU legal documents (including recommendations) that have been adopted so far with respect to social aspects and to report regularly on the degree to which these targets have been reached;
· to set a new agenda for the promotion of social quality in Europe, one which engages policy-makers, scientists and citizens.
In our capacity as responsible European citizens we therefore solemnly declare that the European Union should urgently give priority to its social quality; otherwise it will not be the Union we support. Social quality may be the result of a variety of approaches, reflecting the diversity of the nations and peoples of our European Union. Supporting, guaranteeing, and maintaining social quality shall, however, be a constituent element in the making of Europe. The European Union is therefore urged to demonstrate its determination to complement, at Union level, the European social model of its Member States and to protect and adjust it to meet the challenges of the next millennium.
Social quality and the European model which underpins it are essential to the creation of an inclusive Europe, a Europe for all citizens.
Source: Amsterdam, 10 June 1997 (Beck et al., 2001:375-7)
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Community-based Initiatives and Care for the Elderly:


Potential for Welfare Policies in Japan and The Netherlands





Community





Hard infrastructure


(Environment, facility, hospital, community centre etc.)





Event (activities)


(Festival, communication between different generation, study, training, movement etc.)





Relationship 


(Formal and informal groups like social activity, neighbourhood etc.)





Consciousness 


(Recognition, commitment, attachment, integration etc.)











Socio-economic security: 


(personal security)


Maintenance of health; Employment and labour market security; Material (income) security; Housing security; Food security; Environmental security





Social cohesion:


(social recognition)


Public safety; Intergenerational solidarity; Economic and social status cohesion; political cohesion; Social capital; Networks and trust





Inclusion and equal opportunities in institutions:


(social responsiveness)


Inclusion in social security system, employment and labour market, education system; Health service coverage; inclusion in community services; Political inclusion and social dialogue





Empowerment, competence and capabilities: (personal capacity)


Social and cultural empowerment; Political empowerment, Economic empowerment; Social psychological empowerment
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System
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Groups





Macro: Societal development





According to the result of discussion by people, the government makes social welfare policy








(Four concepts of social welfare 21 plan) We will create a community such like…..


1. Everyone has an important role in a community and live helping each other 


2. Everyone can live healthy and happily with secure


3. Everyone can support, learn and communicate each other


4. Everyone can feel comfortable and fulfilled








Participation by people in a community





Any support and advices from government, medical and welfare sectors are available 
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--communication among people in a community
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(Moerwijik, Morgenstond, Bouwlust, Vrederust)
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Figure 7�Photo of Community centre at Mooi! 


in Moerwijk





Source: Fieldwork 2010.








Source: Fieldwork 2010.
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� Municipal Councils of Social Welfare is established by government, which is semi-governmental entity, and play the important role of providing welfare services in a community.


� There is no exact expression of it and it is sometimes also called ‘Local Comprehensive Care Centre (LCCC)’.


� Social and Cultural Planning Office ,The Hague


� It covers a broad package of services such as personal care, nursing, assistance, treatment and stay in an institution, especially concerning large expenses.


� It was introduced for the selected group of AWBZ users in 1995, also called Individual budget: A person receives a sum of money or a bond – a voucher – as a means for payment for public service. 


� Many of them are married housewives, who are a caregiver with direct contract with the client. When they worked less than 2 days or 12 hours a week, they were exempted from paying taxes and social insurance premiums, but at the same time, not guaranteed being paid the minimum wage and unemployment benefits, illness benefits and pensions.


� the Health Insurance Act


� Shimizu-town is a hometown of author, is located in the east part of Shizuoka, population with 31,961, with an elderly ratio of 17.0% in 2005. 


� See appendix 3


� The new indicator was made by Laurent J.G. van der Maesen in 2009 (see European Foundation on Social Quality Working Papers Nr.3, March 2009) and Ms. Wang modified it along the situation of Asian counties.


� Simplify the series of procedure so that people can finish all procedures at only one time.


� Mantelzorg in Dutch, the metaphor for everything that surrounds us with warmth and affection


� MOVISIE is a not-for profit organization which carries out numerous projects emanating from the WMO and works closely together with local partners.


� This is the national association for carers and voluntary in the Netherlands.


� This organization mainly supports professional in their work with informal carers. 


� CIPO is an organization which is mainly providing useful information about housing, welfare, transport and financial and social issues for the elderly.


� The Neighbourhood (woonzorgzones) provides integrated care service such as home help, alarm-systems, practical services and investments in the safety and accessibility of public area etc.  


� ANBO is General Dutch Association for the Elderly; primary goal is to provide independence and to promote the interests of seniors to national, provincial, and local governments and authorities.
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