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Purpose of this briefing 
 
This briefing looks at: 
 
�x the success of the Buurtzorg community care programme in the Netherlands 
�x the growth of interest in the UK for replicating this success  
�x the challenges that will need to be addressed to realise this.  
 
This briefing has been updated to reflect new findings collected by the RCN following 
various events in 2015 and early 2016. 
 
The first of these was a seminar hosted in July 2015 between the RCN and Public World 
(Buurtzorg’s official partner in the UK)1. This event was attended by Buurtzorg’s founder and 
head, Jos de Blok, who explored in more detail the development of the model, as well as 
answering specific questions about how Buurtzorg’s approach might be adapted for the UK.  
 
Following this, Buurtzorg was discussed at the annual NHS Employers Conference in 
London in late July 2015. This meeting provided an important opportunity for UK health providers 
to hear and reflect on the experience of Buurtzorg in delivering patient-centred care. Jos de Blok 
presented on the Buurtzorg model and Janet Davies (RCN Chief Executive and General-
Secretary) chaired a follow-up discussion.  
 
Then in November 2015, a team from RCN Scotland visited the Netherlands to see the 
Buurtzorg model in action. RCN Scotland formed part of a delegation comprising civil servants, 
NHS Board/Local Authority representatives and advisers from the Chief Nursing Officer’s team for 
Scotland. The visit focused on the day-to-day experiences of Buurtzorg staff and their patients. 
Delegates were able to shadow a Buurtzorg nurse in their daily care responsibilities, and to better 
understand how the Buurtzorg ethos affects areas such as career progression, skill mix, leadership 
and accountability, caseload management, patient profiles and IT support (among others). 
 
Finally, in February 2016 the RCN and Public World hosted a follow up seminar which 
involved a Buurtzorg nurse speaking to members of the RCN’s District Nurse Forum, as 
well as members of the RCN federation of nurse leaders. This meeting was extremely valuable 
in highlighting not only the prominent role of self-direction and autonomy within Buurtzorg teams, 
but also how these principles are applied to Buurtzorg patients as well. Examples were given of 
how teams are expected to proactively promote patient self-management for example, by involving 
local community services, neighbours, families and other social actors.  
 

                                             
1 Public World (2015), http://www.publicworld.org/projects/  
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How does Buurtzorg work? 
 
Nurses lead the assessment, planning and coordination of patient care with one another. 
The model consists of small self-managing teams, each with a maximum of 12 nurses. Sometimes 
a team will also oversee Nursing Assistants (the Dutch equivalent to Health Care Assistants). 
Teams provide co-ordinated care for a specific catchment area, typically consisting of between 40 
to 60 patients.4 The composition of these teams in terms of specialty and level of practice varies 
according to the needs of each catchment area.  
 
A significant reason why Buurtzorg has managed to provide excellent patient-centred care 
at competitive rates has been due to its approach of putting patient self-management at the 
heart of its operation. How this works is that each new patient relationship begins with high levels 
of support provided by the team. This is then gradually withdrawn as self-management aids and 
supports from social care, voluntary and third sector organisations are identified, assessed and put 
in place. This approach is believed to cut long-term care costs by between 30 to 40 per cent and 
supports a national policy aim of delivering care closer to home or in a homely setting.  
 
In the Netherlands, integrated care has been cited as easier to deliver because district 
nurses tend to be well known in the small neighbourhood/community in which they work. 
This helps them to build good working relationships and strong dialogue with GPs, welfare and 
social care providers, police and paramedics. The RCN’s visit to Buurtzorg in November 2015 
seemed to corroborate this view.  
 
In terms of revenue, approximately 90 per cent of Buurtzorg’s income comes from 
payments by Dutch health insurance companies. As part of the Health Insurance Act (2006), 
private health insurers were given a more prominent role in increasing health system efficiency 
through prudent purchasing of health services on behalf of their customers.  
 
Insurers are regulated under public law and are required to accept all applicants. More 
information on the role of insurers in the Dutch health system can be found here: 
http://www.commonwealthfund.org/publications/fund-reports/2015/jan/international-profiles-2014  
 
 

What services does Buurtzorg provide?  
 
Buurtzorg offers six key services. These are:5 
 
1. holistic assessment of the client’s needs which includes medical, long-term conditions and 

personal/social care needs. Care plans are drafted from this assessment 

                                             
4 Buurtzorg Nederland (2011), ‘A new perspective on elder care in the Netherlands’ available at: 
http://omahasystem.org/AARPTheJournal_Summer2011_deBlok.pdf (accessed on 12 July 2014) 
5 Ibid  
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�x There is more research to be done about how Buurtzorg supports patients with complex 

needs. It may be that patients don’t get to a state of ‘complexity’ because they are successfully 
supported to self-manage with minimum intervention by a Buurtzorg nurse over time (having 
had substantive input at the beginning when first assessed and supportive community and 
social infrastructure put in place to meet their needs). Alternatively however it may be that 
complex health needs are seen within the acute hospital environment where the more 
‘specialist’ skilled practitioners tend to be concentrated. 
 

It is wholly possible that the reasons for this are a mix of the above and many other lesser 
understood factors. Positively however, what came across very strongly from the RCN’s visit to 
Buurtzorg was that the model’s approach of an initial intensive period of nurse input and 
support for new patients – many of whom suffer from dementia, long term conditions, required 
care following surgery or had palliative care needs – was followed by a steady reduction in 
intervention towards patient self-management. This has achieved a significant reduction in time 
and cost over the long term (sometimes up to 30 – 40 per cent), as well as achieving higher 
rates of patient satisfaction. 
 

 

View of the RCN  
 
The RCN welcomes the remarkable success of th e Buurtzorg model. Its demonstration of 
nursing capability and self-management in delivering ever better patient care is a great 
boost to the profession’s morale, both in the UK and internationally and this was in 
evidence at the Public World/RCN seminar in July 2015. The RCN hopes that by learning from 
Buurtzorg’s approach the critical process of nurse-led innovation for patients – which has been so 
important in forging Buurtzorg’s unique character – can be strengthened in the UK. 
 
However, the RCN also recognises that no model which seeks to address the incredible 
complexity of ‘joined-up’ community care, especially in times of tightened financial budgets 
and changing patient needs, is ever going to be perfect. The RCN maintains that part of the 
solution to this problem is by empowering frontline staff (as Buurtzorg has already demonstrated) 
and supporting current and future nurse leaders. Interestingly, what Buurtzorg has demonstrated is 
that models of leadership can be much more flexible than perhaps is currently understood in the 
UK and that the traditional model of nurse leadership (often based on ward settings for example) 
may not be effective when it comes to providing the best possible care in a community/home care 
setting. 
 
We therefore maintain that community care in the UK requires more nurse leaders who are 
empowered to pioneer better models of care – emulating the same entrepreneurial spirit of 
Buurtzorg and Jos de Blok – but shaping it to the unique national, regional and local 
circumstances of the UK.  




