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The existence of Health and Welfare Cooperatives in 
Japan was first brought to my attention by professors 
Victor Pestoff and Yayoi Saito and their work in the field. I 
have since 2015 had the great opportunity to follow and 
participate in their research at the Graduate School of 
Human Science at Osaka University, including going on 
several study visits to dif ferent Health and Welfare 
Cooperat ives around Japan. My interest in these 
cooperatives is associated with the concept of co-
production. There are many dif ferent meanings and 
definitions of the term co-production but at its core lies 
the idea that the professional producer of a service – for 
example the staff at a hospital – works together with the 
receiver of the same service – for example a patient at a 
hospital – in designing, developing and producing the 
service. The opposite of co-production, according to this 
definition, would be a situation where the doctors and 
nurses at the hospital decides and does everything while 
the patient is a passive object that is being treated. This 
would, luckily, be an unusual situation and it has been 
said that almost all services are at least in some little way 
co-produced. I t takes some activity on both the side of 
the professional and on the side of the receiver of the 
service when performing a service, even if it is something 
simple like the customer telling the hair dresser how cut 
its hair. 

The fact that almost all services are more or less co-
produced is of course one reason why there are so many 
dif ferent uses of the term. Some, for example, see co-
production as an alternative to the business practices that 
has been introduced into welfare services under the label 
New Public Management (Fotaki 2007; Mol 2008). Others 
see co-production simply as a tool for the individual 
receiver of a service to communicate preferences and 
feedback to the professional service providers. I would 
like to consider co-production as more of a collective 
process through which many stakeholders work for their 
own benefit and by doing so also for the benefit of the 
collective (for more definitions, see Pestoff 2018). This is, 
of course, a core principle of consumer cooperatives. An 
example of such a process could be when the patients or 
potential patients at a hospital work among themselves 

and together with hospital staff to develop, maintain and 
provide hospital care. This is, of course, why I find the 
Health and Welfare Cooperatives of Japan so interesting. 

I would like to show in this article how the cooperatives 
that I have studied together with professors Saito and 
Pestoff and others represent a special type of collective 
co-production that I would like to call community co-
production. By community co-production I mean a 
process through which not only providers and receivers 
of a service but also members from the local community 
participate in the promotion of the general welfare of that 
community as a whole. I will illustrate what I mean by this 
by describing observations made at Health and Welfare 
Cooperatives in Nagoya, Osaka and Niihama during my 
visit to Japan in the autumn of 2019. These observations 
a r e b a s e d o n w r i t t e n m a t e r i a l p r o v i d e d b y t h e 
cooperatives themselves but primarily on extensive 
research notes collected at study visits and meetings with 
representatives of the cooperatives. The presentation is 
organized around the three locations to give a more 
detailed understanding of the three Health and Welfare 
Cooperatives. Some common themes indicative of what I 
here define as community co-production will be discussed 
in the concluding remarks. The first observations come 
from Minami Health and Welfare Cooperative in Nagoya, 
an organization that our research team has visited many 
times, starting in 2013. 

Health and welfare from the bottom up 
̶ the Minami community approach

Minami is distinctly organized around the traditional 
consumer cooperative principle of providing value for the 
members, by the members. Members of the Minami 
cooperatives are, in other words, both receivers and co-
producers of health and welfare services provided by the 
cooperative. What makes Minami and other health and 
welfare cooperatives so interesting is, however, that they 
are empowered by, but not limited to the membership 
model. Minami is rooted not only in its membership base 
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but in the loca l communi ty in which i t i s located, 
developing and shaping its services according to local 
needs rather than just membership demand. This means 
that the cooperative primarily identifies and responds to 
important issues in the local community while cooperative 
membership becomes the organizational principle around 
which people concerned by these issues are rallied to 
address them. Minami is, in other words, less of a “club” 
providing benefits to members and more of a community 
organization using membership as a vehicle. 

Minami has many health and welfare facilities in the 
industrial south of the city of Nagoya, the main one being 
a large and modern hospital with various surrounding 
service functions near the Minami-Odaka JR station. This 
impressive hospital was, like all their facilities, motivated 
by local demand and initiated, developed and in large part 
funded by members. The Minami community approach is, 
however, best understood by looking at their very local, 
neighborhood activities. One example of such is the 
neighborhood health festivals held at several of their 
dif ferent facilities. These are open events for members 
and non-members that combines more general health and 
welfare information with specific information about the 
services of the cooperative. Although many of the health 
and welfare issues concern ageing, these festivals are 
clearly family events, not least oriented towards children 
and young parents. This signals that an ageing population 
is a community issue and that the cooperative is not an 
organization for old people by old people. This point is 
underscored by the range of services and activities they 
perform. These range from advanced medical procedures 
to social events that activates old people, from hospital 
care to assisted group living, health awareness activities, 
community outreach and the provision of an inclusive 
open space at and around the d i f ferent fac i l i t ies . 
Moreover, they respond to community needs that are not 
strictly health and welfare related, like working with 
public authorities and university researchers in the area 
of disaster preparedness, or Bosai . Many of these 
activities are performed by the Minami Men’s Groups, 
which are teams of usually retired men who are called 
upon by the loca l communi ty, members and non -
members, to solve all sorts of practical problems. These 
gentlemen pour a lifetime of knowledge and experience 
from professional life into solving tasks like repairing 
public buildings, improving public access for handicapped 
people and, not least, building networks with stakeholders 
in both the business and public sector. Meetings with the 
leader of the Minami Men’s Groups provided some 
insights into the motives of these men. He explained that 
the cooperative had assisted him during a difficult time in 
his life, which turned him into an active and in time 
leading member of the cooperative when his situation 
improved. This is a common story but it is not a simple 
matter of quid pro quo. The help he received was rather 

an initiation into a community of mutual assistance in 
which he remains active many years later. 

The Minami community approach is, in conclusion, one 
that take the diverse and specific needs of the local 
neighborhood as its star t and community building 
through mutual help and support as its method to meet 
them. A member in a leading posit ion we spoke to 
emphasized the “democratic mission” to involve and 
ac t iva te people in the i r ar ea . Membership in the 
cooperative is a necessary component of this process but 
Minami wants to invite the local community as a whole to 
co-produce health and wellbeing in the broadest possible 
sense. 

Co-production and the community-
based integrated care system　　　　 
̶ an example from Osaka

The Hanshin Health and Welfare cooperative in Osaka 
has many similarities with Minami in Nagoya and there 
exists an exchange of ideas between them and other 
cooperatives. Like many health cooperatives, Hanshin 
takes an active part in the community-based integrated 
care system. This system takes a broad approach to local 
health and welfare by integrating “all good forces” or local 
resources in an ef for t to coordinate and match local 
resources with local needs. Public and private health and 
welfare institutions, informal welfare providers like 
neighbors and friends, as well as families and the patients 
t h e m s e l v e s a r e a l l c o n s i d e r e d r e s o u r c e s i n t h i s 
community-based care system. The idea that much of the 
local health and welfare needs can be met within the local 
community through a mix of professional care and mutual 
assistance is one that fits the philosophy of the Hanshin 
cooperative and other Health and Welfare cooperatives 
very well. Minami is practically running a community-
based integrated care system of their own in Nagoya.    

Hanshin Health and Welfare Cooperative operates 
several smaller clinics in a traditional working-class area 
in Amagasaki, between Osaka and Kobe. At our visit to 
one of them we were introduced to something they call a 
Life Planning Meeting, an especially interesting example 
of community-based integrated care. Like Minami, 
Hanshin relies on the contribution of members without 
limiting the access to their ser vices to these. The life 
planning meeting is a way to mobilize local resources to 
address social problem of individuals that are typically not 
themselves members of the cooperative. In an example 
p r o v i d e d b y t h e l e a d e r s h i p a n d s t a f f a t H a n s h i n 
cooperative, the object for a life planning meeting was a 
woman living in the neighborhood. She suf fered from 
behavioral problems and had been displaced by the death 
of her elderly mother, with whom she had resided. 
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Fol lowing a few inc idents wher e she had caused 
difficulties in public, a life planning meeting was called by 
the cooperative. This meeting, like all such meetings, had 
representatives from the cooperative, the social welfare 
office, the local welfare commissioner as well as individual 
members and other local residents. A typical meeting 
gathers about 15-30 people who discuss the problem at 
hand, in this case a woman who could not take care of 
herself, and what can be done about it. Participants can 
make suggestions and volunteer resources, the staff at 
the cooperative might be able to offer some support, the 
municipality can do some other things and neighbors 
could offer to interact with the woman, in this example. 
Together they put together a community-based integrated 
care package designed for the individual in need. The 
woman herself did not par ticipate in the meeting but 
sometimes the person in question does, either from the 
start or at follow-up meetings.

From a Swedish perspective, the life planning meeting 
is a curious invention. What I find the most surprising is 
the lack of confidentiality – everybody knew who the lady 
was and discussed her problems at an open meeting – as 
we l l as the inc lus ion o f par t i c ipan ts who ar e no t 
professional social workers. I can, from my admittedly 
Sweden-centric perspective, see both possibilities and 
risks with this approach. On the posit ive side, the 
meetings are a recognition of the fact that social problems 
are complex, that they require not one simple solution but 
a holistic combination of many small solutions. For this 
you must mobilize and use all available resources close to 
the person in need, by involving friends, family and 
professionals (Swedish social workers also work in this 
way). The life planning meetings achieve this by inviting 
the community to participate in the process of helping an 
individual. In Sweden, private community members are 
much less likely to get involved in the problems of 
individuals as they do not want to “intrude” or “disturb” 
the personal sphere of a neighbor or sometimes even 
family member. Instead Swedes happily pay high taxes to 
have professional social services take care of delicate 
social problems. Coming from a Swedish background, I 
am ther e for e both impr essed and amazed by the 
resourceful actions of local community in Osaka and 
Japan. Most importantly however, the meetings seem to 
work and they typically lead to positive outcomes for both 
the individual and the local community.   

Co-producing with local community 
̶ Examples from Niihama

The Niihama Health and Welfare Cooperative also has 
many things in common with other cooperatives but at 
the same time also has some original characteristics. One 

such characteristics is that he Niihama cooperative has a 
very decentralized and horizontal leadership structure, 
perhaps even more so than at other health and welfare 
cooperatives. This is apparent in details like a relaxed 
attitude towards titles but more importantly in the trust 
and responsibility given to members of the staf f. The 
manager of a multi-service facility in Niihama told us that 
she is free to run the facility the way she sees fit, without 
any micro management from the central leadership. She, 
in turn, also encourage her employees to take initiative 
and to try their own ways to take care of the elderly. The 
facility manager and her staff have control over what they 
do and how they do it, which has proven important for a 
good work environment (Karasek and Theorell 1992). 
Another, possibly related, characteristic is that Niihama 
has many women in leading positions. While many health 
and wel fare cooperat ives have many female s ta f f 
members, Niihama also has women managing the 
operation at both the central level and at the dif ferent 
facilities. Fur thermore, they also encourage youth 
initiative by giving young men and women responsibility 
and an opportunity to grow into and with the organization. 

Niihama is a great example of community co-production 
in that their services are both firmly rooted in the local 
neighborhood and also provided openly, in contact with 
the surrounding community. Both staf f and volunteers 
often live very close to the care facilities, which is not only 
practical, it gives the facility a more open and transparent 
relation to the neighborhood. It is also no coincidence, 
people who live next door to, for example, the group 
homes are often actively recruited as volunteers. The 
openness towards the surrounding community takes 
many forms and some are quite subtle while others are 
more direct. A more direct example is the initiative by 
local staf f to take groups of elderly for leisurely walks 
around the neighborhood of their multi-service facility, 
while talking and interacting with local residents. Another 
would be their practice to invite neighbors to regularly 
occurring, open dinner parties at their assisted living 
apartment buildings. More subtler examples would be the 
open and inviting design of their buildings, whose large 
verandas and open spaces become a natural place for 
interaction between elderly people living there, those 
visiting day services, patients at the clinics and people 
who just happens to live next door. The cooperative also 
r un t he on l y ca f é and r es ta u ra n t a t i t s c l in i c in a 
mountainous par t of Niihama, which is an intentional 
strategy to attract the general public to the facility. It is as 
if the Niihama cooperative want their patients and elderly 
people to remain an active part of the local community 
and if they cannot get out into the surrounding society 
then the surrounding society will have to come to them.  

From my Swedish perspective, I f ind the strong 
emphasis on social interaction at the Niihama and other 
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health and welfare cooperatives especially interesting. In 
Niihama they have many day care services, where elderly 
people come to spend their days. They can do various 
activities there and they are well looked after by both staff 
and volunteers but the main purpose of the day services 
seem to be to be together in itself. In Sweden, these 
elderly people would probably sit alone at home, perhaps 
with the occasional visit from a home care worker who 
can cook, clean and give medical assistance, but who 
rarely have time to just socialize. In contrast, Niihama and 
other Japanese health and welfare cooperatives seem to 
value the socialization in itself, as their day care services 
often serve no other purpose than bringing elderly people 
together. To value a social setting as a purpose and goal in 
itself could be something to learn from Niihama and other 
cooperatives, in Sweden, Japan and other countries. 

Concluding remarks

These obser vations from three health and welfare 
cooperatives together form a description of what I like to 
call community co-production. Usually co-production is 
considered a joint ef fort between a professional, like a 
doctor or nurse, and the user of the service, like a patient. 
These cooperatives initiate co-production not only 
between hospital staf f and patients but between staf f, 
members, patients, volunteers and the local community as 
a whole. They seem to consider proximity to their 
facilities their most important inclusion criteria, you do 
not need to be old or sick and you do not even need to be 
a member to be considered either a contributor or a 
receiver of benefits. If you are a member of the local 
community you are either an actual or a potential co-
producer of health and welfare. This is why co-production 
at these Japanese health and welfare cooperatives is really 
about community building. 

Community co-production is in these examples defined 
by an open and inclusive approach to the surrounding 
society, ever yone, young or old, healthy or sick and 
member or non-member can contribute and benefit. The 
cooperatives are attentive to local needs and let them 
guide both their daily operations and their development 
as an organization. They address these needs in an 
egalitarian atmosphere of cooperation, where distinctions 
between staff and patients, bosses and employees or men 
and women are not assigned any needless attention. 

The research that our research group has performed in 
recent years has provided us with a rich material that will 
further understanding of health and welfare cooperatives 
and their special qualities. We believe that there is much 
to be learned from this material and our plans are to 
complete books and other publications on the topic in this 
and coming years. The special type of community co-

production presented in this article is just one of many 
fascinating aspects of the health and welfare cooperatives 
of Japan.  ■  
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