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Introduction

Unlike lockdown measures typically imposed by governments in West
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nity-based Integrated Care System” through the analysis of a quantita-
tive survey conducted by the author. Elderly Care under the Declara-
tion of the State of Emergency in spring 2020 explains elderly care un-
der the state of emergency, declared in April 2020. How did health and
welfare co-operatives work during the pandemic outlines the interview
research and also demonstrates the characteristics of “Minami Iryoh
Seikyo” (Minami Health Co-op) as an example of Japanese Health
and eldercare co-operatives. Co-production” during the COVID-19
pandemic at Minami Health Co-op describes a case of “Community-
based Integrated Care System” organized by a health and eldercare co-
operative during the COVID-19 pandemic. e interview targeted the
Minami Health Co-op, an organization active in the southern area of
Nagoya City. e Minami Health Co-op is one of the organizations that
contributed to our quantitative research in 2016-2017. Last part of this
paper presents the conclusion.

Healthcare and Long-Term Care by Co-Operatives in
Japan

“Co-production” of health and eldercare between users and profes-
sionals

J Community Med Health Educ, an open access journal Volume 11 « Issue 10 « 1000726
ISSN: 2161-0711



Citation: Saito Y (2021) How did Japanese “Community Based Integrated Care System” Function during the COVID-19 Pandemic? J Comm Med Health

Educ 11: 726.

Page 3 of 8

Health and eldercare co-operatives in Japan

ere are two common types of co-operatives.  ere are producers’
co-operatives where a producer (provider) is a member and consum-
ers’ co-operatives where a consumer (user) is a member. Although
co-operatives comprising medical doctors as producers’ co-operatives
exist in other countries, the Japanese co-operative is di erent because
it consists of local residents (users) and professionals (providers), with
both parties being capital investors, sharing equal rights, and de ned
as operators.

ere are two di erent groups of healthcare and eldercare co-opera-
tives: e National Welfare Federation of Agricultural Co-operatives
(Koseiren) and the Japanese Health and Welfare Co-operative Federa-
tion (HeW). Both co-operatives provide health care and eldercare and
are expected to build the “Community based Integrated Care System.”
Around 5% of healthcare services and 3% of elderly care are provided
by these two co-operative organizations as third sector organizations
in Japan.

e idea of co-operation in Japan came from Europe at the beginning
of the 20th century. e rst healthcare co-operative in Japan started
in a small village called Aohara-mura (Shimane Prefecture) in 1919
(JA Zenkoren website). e residents of this farming community did
not have a doctor, so they opened a clinic by nancing and recruiting
a doctor (ibid.). Similarly, in Tokyo, a co-operative clinic was opened
and provided health care for those who were poor and in need (ibid.).
It can be said that co-operatives focused on providing universal health
care for all. e Japanese healthcare system was premised on a free
market in 1874. is system was di erent from European countries,
where the government set up healthcare institutions [4].

Co-Producer of health care and eldercare

According to a previous research, 70% of municipalities highlighted
several challenges in the co-production of healthcare and eldercare,
such as “not knowing how to encourage and motivate residents to work
as volunteers” and “itis quite di cult to coordinate among profession-
als and organizations.” About half of the “Community General Support
Centers” that are expected to function as a hub for “Community based
Integrated Care Systems,” argue about nancial issues such as “they do
not have enough manpower although they have many operations and
tasks” (ibid.). e majority of the “Community based Integrated Care
System” should be categorized as per the “communitarian regime” [3].

e role of citizens (volunteers’ users/patients) might be “enforced” in
this regime and that users might be passive bene ciaries without actu-
ally participating?

However, the “Community based Integrated Care System” managed
by the co-operative health and eldercare is di erent from the public
sector managed system. ey have several channels to talk about their
ideas and opinions for providers and professionals. ey are active in
investing or donating for funding providers’ health and eldercare work
[1]. Many users also feel that their voices are heard, which means that
there exists a well-established venue where volunteers and users can
express their views and ideas (ibid.). It is also important to note that
it is not just about being able to voice their opinions but knowing that
their voices are being paid heed to. Organizations of co-operatives
seem to maintain an active dialog between stakeholders (ibid.). Vol-
unteers, users/patients, and professionals talked to each other more
than at public hospitals, and citizens (volunteers and users/patients)
are satis ed with the service quality of the co-operatives (ibid.).

Health and eldercare co-operatives contribute to their communities

in other ways. Co-operatives contribute to the elderly by promoting
health and preventing health issues (ibid.). ey provide not only
health and eldercare services but also imparts other social values. A
community based integrated care system created by co-operatives
should categorize the new public governance regime (ibid.). Citizens
are co-producers of health and eldercare, and professionals of co-oper-
atives are collaborative in nature. Users’ and volunteers’ participation
leads to mutual dialog and collaboration with the sta .

Elderly Care under the Declaration of the State of
Emergency in Spring 2020

Figure 1 shows that the number of COVID-19 positive people at the
peak of each subsequent wave surpassed that of the rst wave (spring
of 2020). While the number in the rst wave is not statistically signi -
cant, the real number would have been much larger than the o cial

gure, considering the fact that PCR testing in Japan was less com-
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subject to the business closure request of the prefectural government.
Despite this, there has been no such request made on day services or
short stay services. Some home care service providers voluntarily sus-
pended their business to prevent the spread of infection from infected
individuals or individuals in close contact with the infected. In the
case of short stay or day care service providers, the law requires them
to procure alternate services when they are closed. To respond to this
need, the sta of the providers visited service users’ homes to provide
visiting care services [7].

ere was a payout of a special xed rate bene t at 100,000 yen (750
euros) per person in May. Initially, the program was for low income
people, but it was later expanded to include the entire population in
Japan to ensure that the cash reaches people as soon as possible.

Users, sta , and home care service providers

Service users and their families: As mentioned above, long term care
services were provided during the state of emergency, but the users re-
frained from using the services for the fear of contracting COVID-19.
In many cases, it was the family members who stopped their elderly
parents from using the services. In addition, during the state of emer-
gency, many workers were encouraged by their employers to work
from home and were therefore able to look a er the elderly at home.

at said, the arrangement forced working family members to bear a
signi cant burden as care providers while working. At the same time,
the conditions of the elderly people staying home worsened in terms of
frailty, typically manifesting as deteriorating ambulatory function and
destabilized mental condition.

Sta : e workload of frontline long term care service sta increased
due to the infection countermeasures. Sta members with small chil-
dren had to spend more time looking a er their children at home be-
cause of school closures. Some sta slept at the facilities or in their
cars a er work to avoid accidental infection spread to their family
members. Because Japan was not well equipped to conduct PCR tests
e ectively, healthcare workers and elderly care workers could not vol-
untarily receive PCR tests to reduce their concerns for possible infec-
tion. Local public health centers (Hokensyo) were responsible for the
management of PCR tests, but they only allowed individuals to un-
dergo PCR tests a er they had a fever for four days. In addition, local
public health centers determined who was eligible to take the PCR test
and limited the eligibility to those who had fever and were suspected of
the infection or individuals in close contact with the infected.

In June 2020, the government decided to pay a “special bonus” to
workers in healthcare services, elderly care services, and welfare ser-
vices for people with disabilities.  is “special bonus” was for care
workers, both full time and part time, who worked for at least ten days
a erthe rstinfection case in the prefecture they work in. ey were
given 200,000 yen (for each of those who handled infected individuals
or individuals in close contact with the infected) and 50,000 yen for
the other sta through their employers. In the nursing care sector, only
a few were granted 200,000 yen, while most of the workforce received
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damage in icted by the Ise Bay typhoon of 1959. In this region in the
south of Nagoya City, 3000 residents su ered damage and 5000 resi-
dents were killed by the typhoon. Two years later, in 1961, the local
residents founded a health care co-operative and began a small clinic
because they felt the necessity of health care closer to the residents.
When the universal healthcare insurance system began in 1961 in Ja-
pan, the Minami Health Co-op developed greatly as a regional health-

J Community Med Health Educ, an open access journal Volume 11 « Issue 10 « 1000726
ISSN: 2161-0711






Citation: Saito Y (2021) How did Japanese “Community Based Integrated Care System” Function during the COVID-19 Pandemic? J Comm Med Health
Educ 11: 726.

Page 7 of 8

at a university hospital could only use one surgical mask per week.

Prime Minister Abe stated that surgical masks would be sent out to
medical institutions, and two cloth masks would be distributed to each
household to counteract the mask shortage at a press conference in
April 2020. A total of 26 billion yen (197 million Euros) was spent on
distributing cloth masks to each household. However, the masks were
distributed to each household in June, and by then people were already
able to buy masks at shops. Furthermore, the distributed cloth masks
were small, and they were not very e ective in preventing infection.

e public and mass media criticized the government’s response to
the lack of face masks, which is a symbolic topic demonstrating the
slowness of action on the part of administrative agencies in times of an
emergency, thus proving their lack of insight into the general public’s
lives.

Sta  members who worked at long term care facilities felt very glad
and said, “We've been using the same mask for a week—wed like a
new one”. Local residents who heard the requests of the sta members
through their Community Support Center and felt the seriousness of
the mask shortage began making masks themselves, using old clothes.
First, they delivered handmade masks to care workers in long term
care facilities and home care providers. ey then distributed masks
to the elderly people in the neighborhood. Local residents were able to
ascertain the safety of the elderly by delivering masks to the neighbor-
hood, and they put elderly people who had become unwell in contact
with Minami Health Co-op’s Hospital or their Community Support
Center. At the time, there were many people who feared infection and
hesitated to visit other people; however, distributing masks created
opportunities for people to talk with others in their neighborhood as
well. e face mask is a reasonable tool for elderly people in the com-
munity to communicate with each other.

Study sessions (HANKAI) to prevent infection

While the rst state of the emergency declaration was in e ect, many
volunteer activities were suspended all over Japan. During this period,
people were asked to reduce their contact with other people by 80%.
Elementary and junior high schools were closed, and even in the work-
place, people were asked to work remotely from their homes. Further,
volunteer activities o en utilize public facilities, and the fact that their
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