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 ABSTRACT

Only since the end of 2003 has the Netherlands enjoyed anti-discrimination legislation for disabled people. Why did this take so long and what was the role of the disability movement? How important is legislation for the empowerment of disabled people? Empowerment strategies are above all bottom-up strategies, aimed at personal, social and political transformation and are characterized by a struggle to counter existing power differences. However, the highly organised disability movement in the Netherlands seems to prefer a top-down approach i.e. the political influence approach. We promote active citizenship in which the striving for equality is combined with respect for differences. The kind of society that corresponds with this is the ‘varied society’. This is a political programme to transform social practices. However, the disability movement in the Netherlands is confronted with strategic paradoxes that hinder the transformation of social practices towards this ideal. They include: a) organisation versus movement; b) co-operation and bargaining on the one hand versus action and struggle for social transformation on the other; c) working on legal rights versus the transformation of social practices; d) management versus politics; and e) bottom-up versus top-down strategies. Based on these paradoxes, five recommendations for the disability movement in the Netherlands are presented.

Introduction

The Equal Opportunities Act for disabled and chronically ill people came into effect in the Netherlands on 1 December 2003. Compared with other European countries and the US, which  introduced the Americans with Disabilities Act in 1990, this was actually quite late. In 1993, as a result of political debate surrounding a white paper on a General Equal Opportunities Act, a start was made in this particular area. Members of Parliament questioned why the discrimination of disabled persons had not been included. However, the Minister of Home Affairs was not convinced that countering discrimination could be regulated by an Act. More importantly, in his opinion there was no scientific proof that there was any discrimination against disabled people in the Netherlands. This was a surprising point of view since it was an indication that even highly placed politicians were not aware of the problem of discrimination against disabled people - or perhaps it was even an indication that this was something they chose to ignore. Not surprisingly, two years later the research outcomes proved that discrimination was a fact in the Netherlands.

The long time period needed to develop anti-discrimination legislation is even more striking in the light of the high level of organisation of disabled people in the Netherlands. The Council of Chronically Ill and Disabled People (CG Council) has 300,000 members. This is as many members as the British Council of Disabled Persons has, whilst the total population in the Netherlands amounts to 16 million compared with 59.5 million in the UK. In the official statistics, 1.7 million people with chronic illness or handicaps are registered, which means that over 17.5% of them are members of an organisation. Based on these numbers, one would expect a movement with considerable political clout. Why then did it take so long before disability was placed on the political agenda as being a social problem? To find an answer, we need to take a closer look at the disability movement in the Netherlands, but first of all, we examine the notion of ‘empowerment’ as an important objective of social movements.

Social Movements, Citizenship and Empowerment
Organisations for the disabled can be seen as new social movements. Referring to Michael Oliver, Tom Shakespeare states: the disabled people’s movement is a new social movement in that it has the following features: marginalisation from traditional politics; the link of the personal with the political; a critical evaluation of society; and post-materialism’ (Shakespeare 1993: 257).

The relationship between social movements and citizenship can be clarified by a distinction Bryan Turner (1993, 2001) made between citizenship from below (active) and citizenship from above (passive) and between citizenship developed in a private or a public sphere. Social movements by definition are involved with active citizenship, i.e. citizenship from below, and are directed towards transformation in the private (personal) as well as the public (political) spheres. Active citizenship refers to participation in one’s community and society (Marshall 1950); it is about people working together to improve their own quality of life and to create the necessary conditions for others to improve theirs. This kind of  collective action can boost individual and collective self-confidence and enhance social and political capabilities, as individuals and groups come to see and develop themselves as political actors and effective citizens (Lister 1997).

The processes involved can be indicated as ‘empowerment’ on a personal, social and political level, and these levels are closely connected to each other. Wallerstein defines empowerment as ‘a multilevel construct that involves people assuming control and mastery over their lives in the context of their social and political environment; they gain a sense of control and purposefulness to exert political power as they participate in the democratic life of their community for social change’ (Wallerstein 1992: 198).

On a personal or psychological level, empowerment refers to the enhancement of self-esteem and self-confidence, feelings of control and of owning one’s own life, self-efficacy, a sense of coherence and vitality (zest) in life. It is the growth of power from within (Wartenberg 1990). 

On a social or community level, empowerment includes  participation in community activities; the increase of a sense of community (belonging) and the strategic construction of a common identity; the creation of social networks and self-organisations; the enhancement of problem-identifying and problem-solving capabilities as a community or organisation (community competence) and of political efficacy. On this level, we find self-help groups as strong actors in personal empowerment at one end of the spectrum and social movements as characterized by collective action to create changes on a societal and political level, at the other end of the spectrum. Empowerment on a societal and political level includes improvements to the built environment, access to (health care) services, the change of health (related) policies, regulations and legislation. These are the conditions that foster empowerment on a personal and community level (Morrow & Hawxhurst 1998; Wallerstein 1992).

Empowerment can start on a personal level through the  development of critical awareness and capacity-building to take action to transform social and political conditions. These social and political transformations in turn lead to further personal and community empowerment by increasing the conditions for human development. In other words, empowerment is a cyclical spiralling movement and the community is an important link in this process (Lavereck 2004). 

However, ‘community’ is a contested concept (Lister 1997) and often used without explicitly mentioning who or what one is  referring to. Community can be geographical in nature (districts or neighbourhoods), social and cultural (social networks and ethnic communities), digital (a discussion group on the internet or a virtual organisation), or even all of these at the same time. Zygmund Bauman speaks of processes of ‘glocalization’ to indicate that ‘localization’ and ‘globalization’ may be two sides of the same coin involving a world-wide re-stratification which establishes a new socio-cultural hierarchy on a worldwide scale (Bauman 1998). We are referring to all these meanings of community when we speak about  ‘community’ as something that is important for  empowerment on a personal and a political level. 

Moreover, the concept of community has been criticized because it stresses the communalities between people at the expense of differences (Yuval-Davis 1994). For example, an ethnically homogeneous community may be characterized by differences in gender, age, religion, health, income and education, and these differences are reflected in diverse needs and interests. Collective action, however, cannot take all these differences into account because the power on a community level can be found in the action being taken together and in the strength of one voice. However, to avoid the traps of both universalism and essentialism (identity politics), empowerment on a community level can take the form of a ‘transversal politics’ in which boundaries are crossed between groups of people and (temporary) collective action taken, based on a simultaneous movement of ‘rooting’ and ‘shifting’ (Yuval-Davis 1994).

The basic assumption underlying empowerment is that people cannot fully achieve their potential, i.e. cannot become equal citizens, if they do not have a voice in and control over matters regarding their life. This is established by participation in one’s community and society, also referred to as ‘active citizenship’. However, active citizenship of disabled people has never been obvious; actually, it is rather problematic if we take a closer look at the living conditions and abilities of chronically ill and disabled people. 

First of all, we must bear in mind that a residential model of care and welfare has been dominant for many years in the Dutch welfare state. In the ‘closed community’ of the institution, they were seen primarily as patients or care recipients, without them having much say about their daily life or health. The consequence has been that people with disabilities, especially with developmental disabilities, have usually had very limited access to any form of effective participation within society. 

Although recent developments towards the de-institutionalisation of care aim to integrate disabled people in society, ‘disabling environments’ for people with disabilities remain because integration first of all means the assimilation of disabled people into existing structures, practices and routines of society. Inaccessible buildings, obscure procedures and bureaucracy, exclusion from provisions like child care, taking out insurance or a mortgage, cutbacks and long waiting lists in health care institutions, low expectations both intellectual and practical, stimulation and support from others - all of these things are very real obstacles which prevent disabled people from becoming active citizens.

Moreover, disabled people cannot hide from the dominant images of and views about what the ‘good life’ means: having a job (or at least undertaking voluntary and community work), a family, a nice house, a beautiful, slim and healthy body, enough money, and so on. The active citizen is one who meets these requirements, but this is more difficult for disabled people  and in some respects it is something that is impossible to achieve (Meekosha & Dowse 1997).

An important reason - and yet another important obstacle on the road towards active citizenship - is that even if all the material and cultural obstacles were removed, disabled people would still be connected to their body and their experience of pain, fatigue, malfunctioning organs and limbs, the side effects of medication, over-sensitivity to sounds or smells, etc. It is not only the material and cultural environment, but also the body that can interfere with active citizenship, which is defined as participating in society and having a say in one’s life. Of course, the physical is closely related to the material environment: tools such as hearing aids, wheelchairs and speech recognition programmes become an extension to the body and in this way can impede or enhance the opportunity for active citizenship. Nevertheless, the vulnerability of the body requires care, but both the body and care have been missing in the thinking about citizenship. 

Citizenship has been shaped according to a masculine, white and western view of human beings as being autonomous and self-reliant (Sevenhuijsen 1998; Lister 1997). Or in the words of Meekosha & Dowse (1997: 50): ‘The good citizen is embodied as male, white, active, fit and able, in complete contrast to the unvalued, “inactive” disabled Other’. In this view, citizenship is about (political) decision making, deliberation and argumentation, the free and critical mind. Citizenship is incompatible with the body; citizens are unbothered by bodily experiences (like hunger, pain, lust, and so on), emotions and attachments (Mol 2002). This probably explains why, until recently, care (giving and receiving) was not given any attention in debates about citizenship (Sevenhuijsen 1998; Lister 1997).

To sum up: the idea of active citizenship linked to empowerment is shaped according to a male, middle-class, white, western and able-bodied way of living. Its language of activity, productivity and capacity does not leave much room for bodies that require care, for needs and vulnerabilities or rather for differences between people in their abilities, activities and needs. We do not mean to say that chronically ill and disabled people need to stop claiming access to active citizenship by focusing on independent living, equal rights and opportunities, as they have done for years. But the problem with this emancipation strategy is that disabled people have to prove they can meet the requirements of society - and not the other way around - and in this process they are confronted by contradictory demands: ‘The perversity of the situation is revealed in the requirement to demonstrate extreme ‘incapacity’ when seeking access to social rights, benefits and service provision, such as Child Disability Allowance. These rights are enshrined in a deficit model which directly contradicts the press towards ‘independent’ living which highlights ‘capacity’ (Meekosha & Dowse 1997: 61). The dominant notion of what it means to be a citizen remains untouched, as do dominant structures, ideals and practices. In the light of this standard, people with disabilities will always remain ‘second-class citizens’ trying to become ‘first-class’ citizens. Is there another possibility for disabled people to achieve equal citizenship?

Equality and Diversity: A First Step Towards the Idea of a Varied Society 

Disabled people are in need of a different strategy that allows for difference. In addition, we also need a notion of citizenship that incorporates differences. Referring to Kymlicka (1995), Ruth Lister speaks about multicultural citizenship to underline that we are dealing with diverse cultural identities in one country (Lister 1997). For Lister, however, multicultural citizenship is broader than the way he uses the concept, i.e. to indicate the diversity in ethnic groups in society. As she underlines, we are dealing with many social divisions and none of them is dominant (Lister 1997: 66). We follow her in drawing attention to the notion of diversity in citizenship. Diversity exceeds ethnicity: it includes many other social and cultural categories that make a difference in society such as gender, class, age, religion, sexual orientation, education, ability and disability, nationality, political persuasion, and so forth. Kymlicka and Norman (2000) speak about ‘diverse citizenship’ or ‘differentiated citizenship’ but they still only refer to ethnicity as a category of difference as it means ‘a sense of common citizenship in multi-ethnic countries’ (p 11). Diverse citizenship represents an attempt to reconcile the universalism and the aim of equality which lies at the heart of citizenship with the demands of a politics of difference. Equality can be understood as a universal human right, but universality does not exclude diversity or difference. Ruth Lister speaks about ‘differentiated universalism (p 90). ‘Equality and difference are not incompatible, they only become so if equality is understood to mean sameness. In fact, the very notion of equality implies that differences are discounted or taken into account so that, despite them, people are treated as equal for specific purposes’ (Lister 1997: 96). However, both equality and difference are not without risks.

By focussing on equality one runs the risk of ignoring differences. We agree with Tom Shakespeare when he says that to a certain extent disabled people have a shared political interest. All of them are confronted with discrimination, social exclusion and disabling environments and the vast majority all have poverty in common (Shakespeare 1993). Moreover, they also have to deal with prejudice and stigmatization as being dependent, pathetic, dangerous, etc. on the one hand or exotic and heroic objects of ‘anthropological’ interest on the other (Marks 2001). However, these social constructions as ‘deviant’ and the social exclusion that that entails can easily disregard the many differences between people with disabilities, differences in the way they live and experience their lives. As Meekosha & Dowse remind us: ‘Disability is gendered, affecting men and women differentially’ (1997: 50). The same can be said for class, education, religion, etc. which make a difference to living with a disability. Patterns of exclusion based on disability intersect with other axes of social division such as gender, class, sexuality and age in ways which can be either multiplicative or contradictory, and which shift over time and place (Lister 1997). This way of theorizing diversity, also referred to as theories of intersectionality (Phoenix 1998), takes the citizenship debate even a step further because it neither reduces people to a standard (the dominant group) or their cultural group (bias towards equality), nor ignores cultural, i.e. group identities (bias towards differences). It thereby avoids the pitfalls of both universalism and essentialism, as well as relativism.

Relativism is the trap one can easily fall into when focusing on diversity. Communalities become so fragmented that they are somewhat hidden. ‘Finally, for many, to deconstruct women is to celebrate diversity rather than illuminate oppression’ (Lister 1997: 78). The same can become a reality in the disability movement. Group oppression is denied by individualization of discrimination in accordance with the individual model of disability (Oliver 1996). Especially a postmodern notion of citizenship, with its focus on developing one’s own life project, i.e. identity, can become a de-politicized kind of citizenship.

In the Netherlands nowadays, the so-called ‘diversity policies’ of municipalities risk the disappearance of common interests by focussing on individuals on the one hand or the subsequence of categorical emancipation policies (e.g. from disabled people to migrant women) on the other hand. In the first case, we find exactly the practice of fragmentation Ruth Lister (1997) warned about. In the second case, only one ‘difference’ is taken into account at the same time, which means that people are seen in one aspect of their identity (their health, gender, etc), and not as human beings with multiple and changing identities.

What disabled people need is ‘the right to be different while enjoying full membership of a democratic and participatory community’ (Stevenson 2001: 2). This is an important reason for promoting a notion of citizenship that combines equality and diversity. To demand equal rights can be a matter for a social movement as a collective interest. At the same time, the common political interests of disabled people should not obscure subgroup goals and individual ‘identity-projects’. 

Communities are not homogeneous entities, but build upon differences and diversity. Stevenson speaks about an ‘inclusive society’ in which there is room for difference and otherness. This implies that all cultural identities are included and respected, without them being ranked. Because the notion of a diverse society and diverse citizenship used to be rather narrow, as it was simply related to multiculturalism and minority rights, we will speak about a ‘varied society’. The varied society is one in which everyone is respected as being a worthwhile citizen, irrespective of health or illness, disability or any other handicap, as well as gender, age, religion, and so forth. 

In the last section of this article we develop this idea a little further by introducing care as a political programme. We also discuss how this society can be created inch by inch, grounded in social practices.

We now turn to the disability movement and its strategies towards the empowerment of disabled people, both on a social and political level. Do these strategies contribute to the idea of a varied society?

The Disability Movement and Its Empowerment Strategies 
As we already indicated at the beginning of this article, we understand the disability movement in the Netherlands to be a new social movement. In the Netherlands the disability movement started in the field of mental health in the early seventies of the last century. This can partly be explained by the residential model of care, its medicalisation of social life and its social exclusion of disabled people. After the democratisation in the roaring sixties, patients demanded a say in their daily lives. In addition, a group of professionals proposed a different way of functioning. This so-called anti-psychiatry demanded the formulation of the rights of patients.

Later on, patients also started to organise themselves in the field of physical health care. In the beginning most initiatives were local and categorical. The power of these small- scale movements lay in their direct action to combat disabling environments, to demand adaptation to homes and workplaces, to demand access to public transport and buildings, to overturn social images and, last but not least, to empower themselves and to organise mutual support and provide information.

The voice of these social movements originated from everyday experiences with ‘doing disability’, i.e. tacit knowledge about dealing with an illness or handicap. Contacts with fellow-sufferers were important for developing pride and self-esteem, for improving  survival strategies and combatting  dependency cultures. This is what we referred to before as the social dimension of empowerment, and it is an important link between personal and political transformation.

If anything, these local and sometimes regional movements were flat organisations. They were informal networks with some strategic contacts with local officials and professional workers. Local patient platforms were later set up, directed at the interests of all disabled people in a town or region, sometimes with contacts with the municipality and other local institutions.

In the eighties, power was organised on a national level, partly classified in various categories of disability and disease, but also in umbrella organisations. In 2001 two large organisations merged and formed the CG Council, the council for all disabled people in the Netherlands. This Council has institutionalised contacts with the government, members of Parliament, policymakers in ministries and in other institutions such as insurance companies,  organisations for medical professionals, the Dutch organisation of hospitals, and suchlike. Meanwhile, the CG Council has become a professional and bureaucratic organisation. One of the consequences is that the Council has developed a different voice compared to that of the original movements. It is the voice of policy makers, government officials and politicians, and not the voice of its members with their daily experiences and struggles. Meanwhile, the Council is more involved in bargaining according to the rules of the Dutch polder model of political decision making rather than in direct action for social transformation. So we wonder whether the Dutch Council of Chronically Ill and Disabled People can actually be seen as a social movement? For Tom Shakespeare, direct action to transform society is crucial for a new social movement. Is this national umbrella organisation still involved in direct social action?

If we look at the characteristics of new social movements, our answer would be negative, or, to be more precise, the CG Council started out as a social movement and then developed into an organisation. This is one of the key paradoxes of social movements in general - the tension between a movement and an organisation. A paradox can be seen as a practical challenge, but it cannot be solved. Deborah Stone opens her book on policy paradoxes as follows: ‘paradoxes are nothing but trouble. They violate the most elementary principle of logic: something cannot be two different things at once. Two different interpretations cannot both be true. A paradox is just such an impossible situation, and political life is full of them’(Stone 2002: 1). 

The paradox of movement and organisation can be explained as follows. Social movements have a tendency to turn into regular social institutions, resulting in regulations and fixing. The movement disappears and is replaced by rules and procedures. Moreover, struggle and direct action are no longer seen as appropriate. This is not an unknown phenomenon in the literature about social movements and their practices. It is known as ‘he Law of Michels’ the Iron Law of Oligarchisation (Michels 1911). When a social movement wants to gain power, a stronger organisation is needed and the organisation must grow. This demands a more bureaucratic form of leadership and some degree of specialisation and division of labour. Ordinary members no longer understand their leaders and vice versa. The social movement has been transformed into an oligarchy, ruled only by a few people.

Something like this seems to be happening  in the Dutch disability movement. First of all, the movement has centralised its power and has thereby moved away from the daily life experiences and needs of people with disabilities, so that its members feel as though they are not being represented by the Council and do not recognise themselves in council policies.

In this process, the critical consciousness and direct action of the original movement vanished in co-operating with mainstream institutions. As a result, many members arrived at the conclusion that local platforms are more important for transforming everyday social practices to make room for disabled people and to generate respect and support. This resulted partly in decentralisation of power in the disability movement.

This paradox is closely linked to another central paradox i.e. the paradox of co-operation versus struggle. In the Dutch polder model of political decision making, with its emphasis on harmony and compromise, loud voices and demands can easily disturb this harmony. However, adhering to this model takes a lot of time, and even worse is that one’s voice may not be heard at all. In the CG Council, we find a culture of organised co-operation and political bargaining at the expense of movement, struggle and direct action. This imbalance can be understood as an unintended consequence of the success of centralisation of power within the Council, as it seems not to be aware of the power of the polder model in weakening voices - which is an extra risk for the marginalised whose voices are already silenced.

If we look at the action of the CG Council from an empowerment perspective, we find that the Council has restricted its bargaining to change health care policies and to counter discrimination by legislation. Of course these are major results: the control of the health care budget, the streamlining of the personal care budget (a form of disability allowance), the modernisation of the health care regulations, the limiting of residential care, and the anti-discrimination legislation are important contributions to the quality of disabled people’s lives and their being able to live independent lives. However, the persistent matter of social exclusion we are dealing with is much wider than that. As already mentioned, equal citizenship also needs to take the social and cultural environment and the body into account.

To date, the CG Council has not taken any action to transform the negative images attached to living with a disability into more diverse and positive ones. Maybe we cannot even blame the Council for this because it is simply a huge project that involves the dominant culture of Dutch (and Western) society. However, this is exactly what we propose - bypass the ‘standard citizen’ and create a society that makes room and shows respect for people in all their differences, including differences in physical and intellectual capacities that require care. Feminists have redefined care as a multi-layered activity to incorporate it into a notion of citizenship (Sevenhuijsen 1998; Tronto 1993). This brings us to the next characteristic of a varied society: to arrive at equal citizenship, the varied society must be a caring society. This is not only true for disabled people, but for many other groups and individuals (e.g. the elderly, women with children, volunteers), who are involved in receiving and giving care and who have ‘bodies that matter’. Which strategy is appropriate for developing a varied, caring society?

Social Support and Care: a Second Step Towards the Idea of a Varied Society
The Dutch government has promoted community care for several years and a number of residential institutions have already been closed, especially in the field of mental health care. This policy is known as ‘de-institutionalisation’ or the ‘socialisation of care’ and the intention is that disabled people live in the local community instead of in institutions. Professional assistance is reduced as far as possible, as the community can take care of the people involved. 

However, the presupposed community care and social support would not seem to be self-evident. The integration of mentally disabled people in neighbourhoods is, in many cases, very problematic, with social isolation as a consequence (Pols 2004). Obviously, social support is not a matter of course in Dutch society. By this we do not mean to say that Dutch people do not care, they do. There are more than 300,000 volunteers in the health care sector alone who provide practical assistance and social support for the elderly, disabled and chronically ill adults and children. Over 1.3 million people provide informal care for family members, friends and neighbours. However, the ageing population in the Netherlands and increasing cutbacks in the health care and welfare sectors demand more and more informal carers. How can the Dutch Government arrange that? Can governmental policies directed at the socialisation of care arrange forms of ‘careful citizenship’, as Lister (1997: 180) likes to call it, or must we conclude that this belongs to the private sphere? 

When we look at the anti-discrimination legislation, our answer would be negative. This legislation is complaint-driven, and ultimately puts the onus on those who experience discrimination to take action. Until such action is taken, institutions and employers will not voluntarily undertake measures, such as adapting buildings to make them more accessible for wheelchairs (Meekosha & Dowse 1997).

Experiences in the health care sector raise the question as to whether regulation might ever work out as intended. Ideals, regulations and procedures posited by the government are changed to make them ‘fit’ with existing ideals, routines and situations in health care practices. Sometimes these ‘translations’ even result in an effect that is the opposite of what was intended. This was the case when the regulation of compulsory admission to psychiatric hospitals led to the bureaucratisation of compulsory admission rather than to improving reflective moral consideration. The aim was to add morality to practice, but the effect was that morality was subjugated to the law (Pols 2004). The same could apply to arranging community care. Another example may be regulations for care-leave, although there has been very little progress in this area in the Netherlands and it has some severe limitations since it is intended only for relatives and for a limited period of time. In the worst case, however, it may hamper citizens from solving problems together in a creative manner, in other words, it could hinder ‘active citizenship‘. This is exactly the reason why the Dutch government tries to be a facilitating government rather than a directive one. Legislation in the best case can provide the conditions necessary for a more caring society, but it will not change social practices.

The problem of creating a caring society is so complex because it goes to the very heart of the dominant views on citizenship. The tacit ideal of independent and productive citizens who do not require care impedes the development of a varied society. An interesting example is the gendered division of labour referring to paid work and unpaid care. This is subject to governmental policies, but only in the sense that participation in the labour market by women is promoted. But then, who will do the caring? Men used to and usually do have fulltime jobs and spend only a little of their time in caring tasks, so Dutch society is confronted with a ‘care-vacuum’ (or care-gap). This is a serious problem for a government that is promoting community care. Moreover, by focussing on labour participation as the ideal of emancipation, the importance of care in society is, once again, neglected. Only recently did the government start to monitor the ‘care emancipation’ of men: their participation in care and household tasks. But monitoring it changes nothing.

In a caring society, a guarantee of ‘the right to time to care’ is needed: ‘This would comprise both the right to take time out of the labour market to care and the right to synchronise employment and care’ (Lister 1997: 180). More importantly, care should be re-defined as a political virtue based on interdependency between humans (Tronto 1993). Therefore, integrating care in citizenship and society is not only a matter of legislation, the necessary provisions and financial stimulation but in the core it is a matter of ideology, of ethics, which means a radical transformation of society.

We agree with Lister on the importance of such a right and we do adhere to a society based on an ethics of care, as proposed by Tronto. However, we are convinced that careful citizenship ultimately refers to social practices because it is in practices that regulations, rights and ethics become ‘real’. This brings us to the third paradox the disability movement is confronted with: the focus on legal rights can detract attention from social practices. The CG Council has put too much emphasis on legislation at the expense of strategies to transform social practices. Legislation cannot transform society, i.e. the way people live together and lead their lives. The transformation of social life requires a different strategy.

The Varied Society as a Political Programme
Equal citizenship based on diversity demands a society that is different from the one we have today. To quote Deborah Marks: ‘A disabling society will only be effectively transformed when all those who are currently constituted as “impaired” people are accorded respect, recognition and the opportunity for full inclusion rather than offered cures and “special” provision’ (Marks 2001: 177). The crucial question is how this can be arranged? As mentioned before, the varied society not only refers to juridical, structural and material conditions for empowerment, but also to positive social images and ‘careful connections’. In a varied society everyone is respected as being a worthwhile citizen, irrespective of ability or disability or other social-cultural classifications that make a difference, such as unemployment, class, ethnicity and gender. How can care and welfare institutions deal with this diversity? And how can they avoid subjecting disabled peoples lives to a medical regime and instead make it possible for them to have at least some control over their lives?

In the Netherlands there are a number of interesting developments in the direction of ‘customized care’. This refers to the concrete care relationship as a mutual effort between patient and professional which results in care provisions that meet the needs and expectations of the patient as well as professional standards. On the system level, customized care implies profound changes in the (financing) structure of health care institutions and related policy domains such as housing, sports, safety, and so on. These developments strive for a sizeable transformation in health care and welfare services from being supply-driven to needs-driven. To indicate this transformation, the metaphor of the market has become very popular in Dutch health care institutions. In this new health care discourse, the patient is described as a customer who has to make informed choices on the health care market. The professional is no longer the expert who decides what is good for the patient, but becomes an equal partner who informs the customer about the health ‘products’ and ’services’ that are available.

 The question is whether this is what we mean by equal citizenship for disabled people? Can such a health care transformation be part of the transformation towards a varied society? We are afraid not and we have several reasons for this. 

Firstly, in this new health care system, dealing with diversity is understood to be a management problem, i.e. arranging for welfare provisions to be organised in a different way. This sounds reassuring; things only have to be organised differently. However, as already mentioned , the varied society is above all a political and ethical programme and has to do with the transformation of social practices and cultural images i.e. with the empowerment of marginals in society. Underlying the routines of health care provision, we find persistent views, images, ideals and ways of doing things. Most of the time management only focuses on the superficial structures and procedures and tends to simplify processes, an example being the market metaphor for describing care relationships! In this sense, management and politics (or ethics) are quite different things. Although the varied society is a managerial challenge, it is much more than that. This refers to the fourth paradox: if diversity becomes a management target, then it is often de-politicised.

Secondly, ‘customized care’ is closely linked nowadays to the highly influential ideal of individualization and autonomy in health care (Pols 2004). The ‘customers’ are not treated as voiceless patients, but as human beings who are capable of making choices regarding their own lives and health. We could also say that they are already empowered because they are  active participants in the health care institutions. However, this is not exactly the kind of empowerment, or citizenship, we had in mind, nor is it the reality for many chronically ill or disabled people. We actually think it is rather striking that health care reforms are based on such a narrow model of humans as autonomous, independent, capable and calculating beings. Or in the words of Pols: ‘It never fails to surprise me that a situation in which peoples’ inter-dependency is so apparent as the situation of sick people needing professional help is so heavily cast in notions of independence and autonomy’ (Pols 2004: 152). In a varied society, on the other hand, there must also be plenty of space for relationships, (inter)dependency, vulnerability and care, among other things. This brings us to the following question: looking at the contribution of the disability movement in these health care reforms, can the empowerment of disabled people be achieved by top-down strategies? This is the fifth paradox the disability movement has to deal with: empowerment is above all a bottom-up approach; when incorporated in a top-down strategy the different voices and needs of the marginal people are easily excluded.

What then do we propose as a strategy to develop a diverse and caring society? 

Ultimately the varied society refers to social practices, i.e. the connections between people, which are to be found n the personal lives of people, as they help to develop pride and self-confidence and to build one’s own capacities, and are the building blocks from which platforms, networks, services, self-help and political action groups emerge as social practices which make a difference, on a local but maybe also on a global level. Therefore, we propose a strategy in which good social practices are decisive. Our strategy includes demonstrating enabling social practices in schools, on the labour market, in housing and the built environment and so forth, and articulating the diverse and complex ways in which respect and care for differences take shape. Articulating practices of ‘care for difference’ makes it possible not only to demonstrate that another kind of society is possible, but it can also take the form of a proposal or a suggestion to maintain or create more space for experiments and diversity in health care and welfare practices (Pols 2004). In such a strategy, the challenges of a varied society have been demonstrated to encourage other people to try to arrange things in a similar - or an even better - way.

Although we are convinced that the best way to support the empowerment of disabled people is to demonstrate good practices, we do not mean to say that national regulations are not required. We want to stress the importance of top-down strategies such as anti-discrimination legislation, the right to financial benefits and social security. We can even imagine that the European Union will, in the near future, advocate a ‘Europeans with Disability Act’ and this is something we will support. These and other rights and regulations are the necessary conditions for empowerment and the creation of a varied society. However, top-down strategies that are disconnected from social practices will not contribute to our ideal. Ultimately, social practices are decisive.

To conclude, our recommendations for the disability movement in the Netherlands comprise five points in accordance with the paradoxes mentioned:

1. Restore the imbalance between organisation and movement by creating space for new social practices and movements to develop. Transform the organisation into a support institution for these new practices and movements that acts as a link to funding and policy institutions. Fight actively against he Law of Michels.

2. Be aware of the disadvantages of the polder model of political decision making with its emphasis on harmony. Discrimination and exclusion require loud voices and opposition, not modest bargaining.

3. Keep in mind that the transformation of social practices is decisive for empowerment. Legislation is nomore than a condition for these transformations.

4. To arrive at a varied society in which disabled people are respected and facilitated as equal citizens is only partly a management target. Above all it must be understood as a political programme to be deployed to fight a social problem.

5. For an effective strategy, the bottom-up line is more important than top-down regulations. Do not overestimate the power of an Act when striving for social transformations, but stimulate and promote good practices. These demonstrate empowerment and invite other people to become active.
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