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Introduction

The Netherlands, like many other countries, is facing major 
challenges in organising sustainable healthcare for its age-
ing population. To maintain healthcare accessibility given 
increasing demand and workforce shortages, a greater 
emphasis on prevention is essential to reduce ill health, 
associated burdens, and costs.1,2 A proactive strategy to 
achieve this includes strengthening health protection, health 
promotion, and disease prevention, which can significantly 
improve both individual and population health and well-
being.3 Each of these 3 forms of prevention has a particular 

focus. Health protection aims to shield individuals from 
health risks, health promotion empowers people to gain 
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Abstract
Introduction: Addressing the demands of an ageing population requires a shift from individualised to collective prevention. 
Collective prevention adopts a socio-ecological approach, mobilising communities to improve population health. This 
study explores community nurses’ (CNs) perceptions of their role as health promoters.
Methods: A qualitative study using participatory action research was conducted among 58 CNs from 18 community nursing 
care teams over 3 years. Data collection included 11 focus groups, a World Café session, and participant observations. 
Data were analysed through iterative thematic content analysis.
Findings: From the analysis, 3 themes emerged: (1) CNs understanding of prevention, (2) their views on their roles and 
competencies, and (3)what are the facilitating and hindering factors to implement collective prevention. CNs’ understanding 
of prevention evolved from individual “aversion” of disease to a community-based vision centred on social connection. Four 
key roles for CNs were identified: detector, motivator, facilitator, and organiser. While a shared vision within teams facilitated 
progress, significant barriers included time pressure, productivity-based funding, and a lack of training in nursing curricula.
Conclusion: CNs role in collective prevention is important, transitioning from task-oriented nursing care to community 
empowerment. However, sustainable implementation requires integrating collective prevention into national policy 
funding, and nursing education.
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greater control over their health by adopting healthier life-
styles, and disease prevention targets the reduction of risk 
factors and the halting of disease progression.3,4 Nurses are 
trained as health promoters and can play a key role in imple-
menting these strategies, particularly in public health, pri-
mary care, and community- and home-based settings.5,6 
However, nursing-led health promotion efforts have largely 
focussed on individual prevention,7 including interventions 
such as lifestyle counselling, motivational interviewing, 
and fall risk assessments. While valuable, these approaches 
primarily aim to influence individual behavioural change 
even though lifestyle-related ill health and disease are wide-
spread in the population.8,9 An alternative approach to pro-
moting healthy behaviour is through collective prevention; 
see Box 1 for an explanation of collective prevention.

Collective prevention should not be confused with com-
munity-based prevention. While both approaches involve 
local populations, the distinction lies in their orientation. 
Community-based prevention often targets defined geo-
graphic areas, such as neighbourhoods, with externally 
designed interventions. In contrast, collective prevention 
focusses on mobilising communities (regardless of their 
geographic or cultural form) to assume agency and respon-
sibility in health promotion and prevention efforts.14

Historically, Dutch community nurses (CNs) developed 
their role as health promoters in close collaboration with 
social work. However, from the late 1990s onwards, the rise 
of product-orientated thinking in Dutch healthcare led to a 
more medicalised and task-focussed approach.15 This shift 
narrowed the scope of community nursing care, prioritising 
individualised care driven by diagnoses and standardised 
procedures. Consequently, the holistic, community-oriented 
aspects of the nursing role (such as collective, supportive, 
and rehabilitative prevention) have gradually dimin-
ished.16,17 Community nursing care takes place primarily at 
the homes of clients and is provided alongside other health-
care professionals such as the general practitioner and other 
(paramedic) professionals in primary care.17 Despite grow-
ing interest, little is known about the perspectives of com-
munity nurses (CNs) on collective prevention in practice.18 
Therefore, we studied the role and perspectives of CNs in a 
large collective prevention project in the Netherlands. 
Buurtzorg, a Dutch community care organisation, launched 
a collective prevention programme in 2018. This project 

was inspired by principles integrated into the Cuban health 
system.19-21 The Cuban model emphasises collective rather 
than individual prevention, particularly for older adults, 
through neighbourhood initiatives such as círculos de abue-
los, which encourage physical activity, social cohesion, and 
mental well-being.22 In this context, CNs are key agents in 
mobilising and facilitating participation.19 Currently, 28 
Buurtzorg teams throughout the Netherlands implement 
collective prevention initiatives. The approach begins with 
group-building activities to build trust and connection, 
which evolve into health-protective, health-promotion, and 
disease-prevention-focussed programmes such as diabetes 
lifestyle groups, walking clubs, and Vitality Clubs.19,23 
These programmes have the potential to not only support 
physical health but also contribute to social connectedness 
and mental well-being.24

This study explores the perceptions of CNs, defined here 
as their experiences, beliefs, and attitudes, regarding their 
role as health promoters within collective prevention. 
Gaining further insight into CNs’ perspectives, particularly 
given the limited empirical research on collective preven-
tion conducted by CNs,25 can help further implement col-
lective prevention in community nursing care.

Methods

Study Design

The qualitative research we report on in this article is part of 
a larger multi-method study. A participatory action research 
design fitted the need for both responsiveness and a contex-
tual approach.26 This allowed us to use research methods 
and formats throughout the study that suited the process. 
We continually discussed how we could best gain insight 
into the implementation of collective prevention and the 
role of the CNs within this. In this article we focus on the 
qualitative data of the study to explore how the participants 
see the meaning of their role as health promoters in collec-
tive prevention in community care.18

Study Participants and Setting

This study was conducted among CNs working in commu-
nity nursing care teams. The CNs are from 18 different teams 

Box 1.  Description of Collective Prevention.10–13

Collective prevention is a group- based approach. The focus shifts from an individualised, to support healthy behaviour towards a 
group-based, approach. Collective prevention brings individuals together, not necessarily based on their personal risk profiles, but 
by identifying their common problems or shared risks. Collective prevention is rooted in a socio-ecological model of health, which 
places emphasis on the social, societal, and physical environments and the roles these play in health outcomes. These environments 
and adopting a contextual approach may form an integral part of preventive activities. It is important that community members 
are actively engaged in preventive efforts, co-develop preventive initiatives, fostering a sense of ownership in addressing health 
challenges. These include activities designed to promote health, prevent health problems, or limit the impact of a disease.
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from across the Netherlands who self-selected to participate 
in a programme to develop and implement collective preven-
tion in the community care organisation Buurtzorg18 (see Box 
2). CNs in this study are interns (EQL 4 and EQL 6), nurse 
assistants, registered nurses, district nurses (DNs), and nurse 
practitioners (NPs). All participants were selected based on 
purposeful sampling.27 All teams had agreed to participate in 
the research project.18 Each individual team selected a project 
leader to coordinate the collective prevention project within 
their team. They were, most of the time, the so-called driving 
force of the collective prevention project in their team. Each 
participating team received an invitation and decided them-
selves who they would send to the focus group.

Study Procedures

The study followed an iterative 3-phase design, a structure 
informed by Participatory Action Research (PAR) princi-
ples.26 The transition between these phases was a pragmatic 
choice, aimed at increasing the depth of the data through 
continuous refinement and verification.

•• Phase 1: Exploration. This phase focussed on identi-
fying the primary themes and experiences within the 
teams.

•• Phase 2: Deepening. To achieve greater depth, find-
ings from phase 1 were presented to a combined 
group of CNs who participated in the research and 
some who did not participate. This allowed for the 
refining and testing of initial insights by bringing dif-
ferent perspectives together, ensuring the data moved 
beyond observations.

•• Phase 3: Validation. The final phase focussed on ver-
ifying the findings. Using a World Café format, the 
refined insights were presented to CNs who partici-
pated in the collective prevention projects to ensure 

the final conclusions accurately reflected the reality 
of the practice.

The approach to participant recruitment varied across the 
phases (see also Table 1).

•• All phases: participant observation through field vis-
its. We started our study by contacting each team 
every 3 months in person, via email, and/or by phone 
by the researchers (between 3 and 10 times per year). 
In addition, each team was visited at least once, up to 
3 times, during the study. During these visits, research-
ers had informal, unstructured conversations with the 
team members and participating community mem-
bers. They joined in the activities, such as walking 
groups, exercise groups, and lifestyle support groups.

•• Phase 1: All teams who participated in the research 
received an open invitation to participate in a focus 
group via email.27 In total, 39 participants were invited, 
and 37 attended 4 focus groups (range n = 8-12); 2 par-
ticipants withdrew due to personal reasons.

•• Phase 2: All teams were invited to focus groups for 
the refining and testing. In total, 42 people were 
approached, and 35 attended; 7 participants dropped 
out: 4 because their team had been disbanded and  
3 individuals were unable to attend due to work 
demands.

•• Phase 3: Project leaders from each participating team 
were emailed and asked if one representative from 
each team could attend the validation session for 
member checking. In total 12 CNs attended the 
World Café from 9 different teams.

To ensure methodological consistency and rigour, the 
focus groups and validation sessions were facilitated by dif-
ferent members of the research team.

Box 2.  Buurtzorg Approach.28

The Buurtzorg approach start from self-organising, small teams (with a maximum of 12 nurses per team) with a focus on client 
independence, prioritising people, and minimising bureaucracy. The Buurtzorg model forms the foundation of the community care 
practice, with the client in the centre, with around the client the informal network. The Buurtzorg team is around the client and 
the informal network. At the outside is the formal network such as other healthcare professionals. They all are collaborating with 
the client and their social environment. Communication, flexibility within the teams, and the use of technology for knowledge 
sharing are crucial to this approach.

Table 1.  Overview of the Number and Duration of the Focus Groups.

Phase Number of focus groups Duration Number of participants Topic list

1: Sept 2022-March 2023 4 in-person focus groups Range: 83-115 min 37 Appendix 1
2: February 2024 5 in-person focus groups Range: 75-96 min 26 Appendix 2
2: April 2024 2 online focus groups Range: 75-76 min   9 Appendix 3
3: November 2024 World café 105 min 12 Appendix 4
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Data Collection

Participant observation: following the PAR methodology,26 
researchers conducted participant observations during field 
visits to the participating teams. These observations and 
informal, unstructured conversations focussed primarily on 
the CNs to gain insight into their professional activities and 
team dynamics. While community members were present in 
these settings and informal interactions took place, the data 
discussed in this article was limited to the experiences and 
actions of the CNs. Field notes and photographs were used 
to document the context of the collective prevention inter-
ventions. This approach was fully covered by the ethics 
approval obtained for the overarching project.

Focus groups were held to encourage interactive discus-
sion and to gain a broad range of perspectives among the 
CNs, a strategy that aligns with the collaborative nature of 
PAR. In contrast to individual interviews, this format 
allowed for the exploration of experiences and challenges. 
The design and moderation of these sessions were informed 
by the principles of focus group interviewing.29

To ensure consistency across the different sessions, a 
focus group guide (see Appendices 1–4) was developed and 
shared with participants beforehand, facilitating individual 
reflection prior to the group discussion. All focus groups 
were audio- and video-recorded with the permission of the 
participants. 9 out of 11 focus groups were held in person. 
Two focus groups were conducted online; most of these 
participants came from various parts of the Netherlands and 
had limited time to travel.

World café: In the third phase, we did one session using the 
World Café Method. A World Café30,31 typically involves a 
series of small group discussions, followed by a report-back 
session where the main themes and insights are synthesised 
and reported. The group was divided into 3 smaller groups 
(N = 4), with each group assigned a topic for discussion and 
creative expression. The topics were chosen after analysing 
the data from the 11 previous focus groups. After 12 min, 
participants rotated to another table to engage with a differ-
ent topic. After 3 rounds, a summary (15 min in total) of 
each group’s input was presented by the researcher. The 
World Café method was audio recorded, and pictures were 
taken by the first author from the input that was made by the 
participants. These pictures are used in this article for illus-
tration and better understanding of what has been said.

Data Analysis

Nine focus groups were transcribed verbatim by a profes-
sional transcription service after signing a data processing 
agreement. After AI transcription was approved by the host 
institute and blinded for review, the last 2 focus groups were 
transcribed verbatim by the first author with the support of 
Amber Script.

The study employed thematic analysis,32 using an itera-
tive and constant comparative approach. The analysis pro-
ceeded through several stages:

1.	 Initial coding: The first author developed initial 
semantic codes based on a subset of the data.

2.	 Refinement: These codes were discussed and refined 
through peer debriefing with the research team.

3.	 Thematic mapping: A coding tree was developed to 
analyse the relationships between codes, moving 
the analysis from a content-driven level to deeper 
thematic patterns.

4.	 Final: This iterative process helped identify 3 themes 
which were reviewed and finalised by the entire 
research team.

Ethical Considerations

This study was reviewed and determined not to fall under 
the scope of the Dutch Medical Research Involving Human 
Subjects Act by the Institutional Review Board of the 
Medical Ethical Committee for observational studies.

Participants received both oral and written information 
about the study, including details of confidentiality. They 
were asked to sign the informed consent and return it to the 
first author. They were informed that participation was vol-
untary and that they could withdraw their consent at any 
time. Additionally, they were notified that recordings would 
be transcribed and that video footage might be reviewed to 
clarify the speaking. All results are presented anonymously 
using a number for each participant.

All focus groups were recorded and securely stored by 
the first author on a secured drive, protected with a pass-
word and authenticator, in accordance with the ethics proto-
col. This also applied to the material collected during the 
field visits and the validation session. All data collected will 
be reported anonymously in publications.33

Reflexivity and Rigour

The researchers collaborating in the study had prior experi-
ence conducting research with professionals working with 
older populations and had backgrounds in healthcare research 
and work. The first author, a PhD candidate, is a nurse prac-
titioner with a master’s degree and is also employed by 
Buurtzorg. The dual role of the first author as both a researcher 
and an employee could potentially compromise objectivity 
and the openness of the participants. Yet her familiarity with 
the organisation’s working methods may also facilitate a 
deeper understanding of certain statements made by partici-
pants. To mitigate potential bias, continuous feedback and 
discussions were held within the research team to ensure 
accurate interpretation. This approach required a reflective 
attitude, maintained by encouraging self-awareness of poten-
tial biases and preconceptions during team discussions.
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Rigour and trustworthiness were ensured using the 
criteria of credibility, dependability, confirmability, and 
transferability.34

•• Credibility: This refers to the “truth value” of the 
findings. Credibility was ensured through prolonged 
engagement; the first author visited all teams partici-
pating in the research several times, building trust 
and gaining a deep understanding of the CNs’ con-
text. We used investigator, data, and method triangu-
lation35 (merging insights from focus groups, the 
World Café, observations, field notes, and photo-
graphs) to increase the validity of the findings. 
Furthermore, member checks were conducted in 
December 2023 and November 2024, during which 
emerging interpretations were discussed with CNs to 
obtain their reactions and further insights.

•• Dependability: This involves the stability of data 
over time and under different conditions. Rigour was 
established through triangulation to achieve a high 
degree of data density. In line with the aim of the 
overarching study, we sought to document the evolu-
tion of perspectives over time, acknowledging that 
during the study period, new insights emerge as par-
ticipants learn, making traditional saturation less 
applicable than data density.18 Peer debriefing within 
the research group further ensured that the research 
outcomes were in line with the data collected.

•• Confirmability: This ensures that the findings are 
shaped by the participants and tries to limit researcher 
bias. Confirmability was assured by maintaining a 
journal throughout the study to document the first 
author’s perspectives. Additionally, we used investi-
gator triangulation through the participation of 4 
researchers in data collection (in changing pairs) and 
analysis. All codes and themes were cross-checked 
within the research team to verify the findings. This 
article followed the 32-item COREQ checklist to 
ensure comprehensiveness and transparency.36

•• Transferability: This refers to the degree to which 
findings can be applied to other contexts. We provide 
thick descriptions of the study procedures, the role of 
the CNs, and the specific organisational setting to 
allow readers to assess the applicability and compa-
rability of these findings to similar community nurs-
ing environments.

Findings

Characteristics of Participants

In Table 1 we give an overview of the community nurses 
(CN) who participated in this study. They include interns, 

nurse assistants, registered nurses (RNs), district nurses 
(DNs), and nurse practitioners (NPs), all working for 
Buurtzorg. They are from 18 different teams from across 
the Netherlands. Most of the participants are female. Most 
of the CNs who participated in the research project have 
over 20 years of working experience, and they are older 
than 50 years. Most CNs are working as registered nurses 
(EQL 4) or as district nurses (EQL 6). Percentages are pro-
vided for contextual purposes to illustrate the sample size 
relative to all employees of Buurtzorg, rather than to sug-
gest statistical generalisability (Table 2).

Themes

From the analysis, 3 themes emerged: (1) the concept of 
prevention described by CNs; (2) their views on the roles 
and competencies needed to act as health promoters in col-
lective prevention; and (3) the factors they experience as 
either facilitating or hindering collective prevention efforts.

Table 2.  Demographic Characteristics of Community Nurses 
Participating in the Research Project and All Employees of 
Buurtzorg Netherlands.

Characteristic of community nurses

Sampled 
employees 
(N = 58)

All 
employees 
(N = 7536)a

Gender N = 58 N = 7731b

  Male 3 (5%) 313 (4%)
  Female 55 (95%) 7418 (96%)
Age N = 58 N = 7536
  <20 0 4 (<1%)
  20-29 2 (3%) 1233 (16%)
  30-39 5 (9%) 1391 (18%)
  40-49 6 (10%) 1137 (15%)
  50-59 20 (34.5%) 2102 (28%)
  60+ 20 (34.5%) 1669 (22%)
  Not reported 5 (9%)  
Educational level community nurses N = 58 N = 7731
  Interns 3 (5%) 195 (2.6%)
  Nurse assistant EQL (3) 7 (12%) 2114 (28%)
  Registered nurse EQL (4) 22 (38%) 3144 (42%)
  District nurse EQL (6) 22 (38%) 2252 (30%)
  Nurse-practitioner-EQL (7) 4 (7%) 26 (0.4%)
Years of nursing experience N = 58 Unknown
  0-9 5 (9%)  
  10-19 7 (12%)  
  20-29 10 (17%)  
  30-39 13 (22%)  
  40+ 9 (16%)  
  Not reported 14 (24%)  

aTotal number of nurses qualified: EQL 3, EQL 4, EQL 6, and EQL 7.
bIncluding interns.
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Theme 1: Meanings of Individual and 
Collective Prevention

Prevention.  CNs gave a wide range of answers and definitions 
to the research team when they were asked to describe the 
term “prevention.” What we observed was that in the first 
round of focus groups, the term “avert” was used by most par-
ticipants to describe prevention. With aversion, they meant 
that they would prevent any potential negative health out-
comes. In their descriptions, they mentioned separate phases 
to prevent adverse health outcomes, to avoid becoming more 
ill, and to avoid side effects of disease. For instance, pressure 
ulcers or the risk of getting a disease, such as diabetes. One 
CN said that prevention is a way of averting and explained the 
following: “Yes, physical activity, smoking, alcohol, nutrition, 
and relaxation. For me, those are the traditional prevention 
topics.” (Participant 46, DN, phase 1 – exploring).

Individual and Collective Prevention.  In our analysis, we noticed 
that CNs initially used common descriptions for prevention 
that aligned with individual prevention interventions. How-
ever, over the course of the research, we observed a shift 
towards a more group-based approach, looking at common 
problems or shared risks on a group level and using collective-
based interventions. In the first round of focus groups, most 
CNs explained the term “prevention” in terms of individual 
prevention, referring to the prevention they do in their daily 
work when they visit clients at home. They describe preven-
tion as making sure that someone is not becoming more ill or 
deteriorating due to the consequences of the disease.

It is not always easy. But I do try to bring up prevention early 
in conversations. For instance, if someone is very short of 
breath, you might adjust their medication, but at the same time, 
I explain why it is important to stay active, to keep the 
circulation going. I always try to weave that into the discussion. 
(Participant 67, NP, phase 2 – deepening).

What we found is that CNs describe prevention as some-
thing they just do. It is a routine intervention applied with 
clients, carried out automatically, without much conscious 
reflection. For instance, they may place an anti-decubitus 
cushion for someone developing early pressure ulcers.

And I find it truly important (and genuinely fulfilling) to feel 
that I’m not just dealing with symptoms, so to speak, but that 
I’m also working on the other side, actively preventing things 
from happening. That gives me a very rewarding feeling. 
(Participant 44, DN, phase 1 – exploring).

In the second round of focus groups, the participants 
described prevention more in terms of focussing on group 
risks in the community, in line with common conceptualisa-
tions of collective prevention. Especially the CNs who par-
ticipated in the research project developed a different 
understanding of the term “prevention” over time. They 

explain that prevention can be something carried out collec-
tively within a neighbourhood. “Doing it together” is fre-
quently mentioned in these second focus groups, in contrast 
to the first round when it was rarely mentioned. CNs describe 
how joint activities such as walking groups or lifestyle groups 
bring people together to engage in health-promoting prac-
tices instead of them personally visiting and advising indi-
viduals. The participating CNs describe that these activities 
are ideally continued by community members themselves, 
sometimes with the support of local volunteers. Many such 
activities have a dual purpose that CNs consider strengthens 
their effectiveness: for instance, combining physical activity 
with a social element, such as sharing coffee afterwards, thus 
addressing both physical and social well-being.

Collective prevention is about connection, about social 
encounter. (Participant 39, DN, phase 2 – deepening).

Health Protection, Health Promotion, and Disease Prevention.  
CNs started to make a difference in the description of pre-
vention and redefine it over the course of the project. Their 
understanding came to align more closely with the 3 forms 
of prevention as described in the literature, namely health 
protection, health promotion, and disease prevention. CNs 
describe health protection from a more strategic, population-
level perspective to address recurring health issues within a 
neighbourhood. By identifying patterns among clients liv-
ing in the same area; such as frequent addiction problems or 
social vulnerability, CNs working in collective prevention 
develop interventions that reach the wider community.

If you have many clients in the same neighbourhood, you can 
identify patterns and move from an individual to a group-level 
approach. But you need the right conditions: a strong 
community focus, good local network knowledge, and a clear 
map of the area and its people. (Participant 66, NP, Phase 2—
deepening, April 2024).

Health promotion is seen as preventing disease, decreasing 
negative health outcomes when being ill, and providing life-
style advice too. CNs also provide health promotion to care-
givers, family members, and/or the client’s wider network. 
They also gave different examples of whom they give health 
promotion to. For example, for people with diabetes, they 
encourage community members to join walking groups to 
promote physical activity: “It is also a bit about how you 
think of yourself or how you approach life. For me, lifestyle is 
important. But you also want to convey that. In some way, 
when you are with clients and something comes up, you feel 
you can share [. . .] maybe eat a bit more of this or less of that 
or be more physically active (things like that) it makes a dif-
ference.” (Participant 42, intern/RN, phase 2 – deepening).

As CNs reflected on their evolving role as health pro-
moters during the World Café workshop in phase 3, they 
expressed a growing awareness of prevention as a broader 
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concept. It has become a new, collective vision. Many men-
tioned that through participating in collective prevention 
initiatives, they had begun to see their work in a new way.

As illustrated in Figure 1, they described this as “looking 
through different glasses.” This new perspective focuses on 
connection, empowerment, and a shared responsibility for 
health at a group-based level.

The Importance of Prevention.  When reflecting on the impor-
tance of prevention, CNs emphasised that prevention is 
much more than just preventing illness. It contributes to the 
quality and meaning of life.

And of course, we applied for the duo bike subsidy together 
with a community member whose wife was disabled [. .  .]. We 
made a health-promoting intervention, and one colleague went 
cycling with the community member. The person was absolutely 
delighted and feeling included. (Participant 58, DN, phase 1 
– exploring).

CNs often emphasise prevention’s necessity for the future. 
They explain that the rising number of people living with 
chronic conditions who remain at home makes prevention 
essential. With this increase, CNs highlight prevention not 
only as necessary but also reiterate policy discourses in see-
ing prevention also to ease the growing pressure on health-
care professionals and resources:

Prevention is also about stopping people from getting sick in 
the first place. So many illnesses in the neighbourhood are 
lifestyle-related; they can be prevented, which means less care 
is needed. Right now, so many people already work in 
healthcare, and by 2040 it will have to be even more. That is 
simply not sustainable. So, prevention is also about making 
sure we do not collapse under the weight of it all; we need 
people to stay healthier and to live together differently. 
(Participant 44, DN, phase 1 – exploring).

In the end, you would have lower healthcare costs. If people 
stay healthy for longer, they visit the GP less and need fewer 
medicines, that is the idea behind it. (Participant 61, DN, phase 
2 – deepening).

Theme 2: Roles and Competencies as Health 
Promoters in Collective Prevention

During the 3 years of the programme, our analysis of the 
data showed that CNs increasingly see themselves not only 
as care providers but also as health promoters who play a 
proactive role in addressing health issues at both individual 
and collective levels. This responsibility comes with a 
broad range of roles they fulfil, from identifying pressing 
issues in communities to mobilising residents and coordi-
nating with professional networks. Below we describe these 
roles in more detail.

Detector.  The prevention projects were initiated by CNs 
following a Buurtzorg-provided training session, which 
included both online and face-to-face workshops, 6 in 
the first 2 years, then 2 per year. CNs start prevention 
projects in the neighbourhood with identifying commu-
nity issues. They begin by mapping out the health land-
scape of a neighbourhood. This involves both desk 
research using epidemiological data and direct interac-
tion with community members. Essential parts of this 
approach are interviewing people at random in the neigh-
bourhood and simply walking around to observe every-
day life. The emphasis lies on listening, watching, and 
identifying what might otherwise remain unnoticed and 
may not be identified through structured questionnaires. 
The detector role in collective prevention has a group-
based approach. A CN scouts for underlying social, 
health, and other common problems or shared risks that 
affect community members who are not yet receiving 
community care.

Indeed, we conducted research in the community to understand 
the wishes and needs of local residents. Students helped to 
complete a large number of questionnaires. (Participant 58, 
DN, phase 1 – exploring).

Participants identified observational skills as indispensable 
competencies for their proactive role as scout. One CN met-
aphorically described this as “peeking” into the lives of 
residents; not intrusively, but with a sense of social aware-
ness and concern to understand the lives of their community 
members:

For instance, a house that appears somewhat neglected. Who 
lives there now? And can we make a difference if you step 
inside? Literally peeking. Not peeking into their care but 
peeking into the overview [of their life]. Are there children? 
How large is the network? (Participant 47, RN, phase 1 
– exploring).

Figure 1.  Phase 3 – validation, “Looking through other glasses.”
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Most CNs described the need to be proactive in individual 
and collective prevention. CNs stress the value of early 
identification of risk, underlining the benefits of a proactive 
rather than reactive approach.

After 1.5 years, we indeed have fewer crises to manage, 
because we have mapped out all older adults. We can identify 
risks earlier. (Participant 64, NP, phase 2 – deepening).

And identifying needs for prevention is not only for a client; 
it can also be given to a caregiver. One CN explained what 
she did as prevention for a caregiver: “I have been working 
on this for years now, and as a CN, I see severely overbur-
dened informal caregivers. I make them aware and try to 
protect them from the big pitfalls ahead [.  .  .]. So, I involve 
the carer in our collective project early on.” (Participant 58, 
DN, phase 1 – exploring).

Finally, CNs emphasised that working with a holistic 
approach is important in collective prevention. Recognising 
the uniqueness of each context, they stressed the need to 
respond to people’s actual needs rather than rely on stan-
dardised solutions.

Motivator.  CNs noted their responsibilities in individual pre-
vention by stimulating individual behaviour change through 
home visits and lifestyle advice and in collective prevention 
by promoting participation in activities. In this context, the 
role of motivator goes beyond traditional motivational inter-
viewing with a client. It involves a group-based approach by 
inspiring community members to participate in collective 
prevention initiatives and programmes. More specifically, 
NPs described that they transform initiatives to programmes. 
One NP shared an example.

You might say, ‘In this neighbourhood, we have noticed that 
alcohol problems play a significant role, along with loneliness. 
Shall we set something up to address that?’ We also organise a 
community lunch, where a large table is set up, and everyone is 
welcome to join. (Participant 67, NP, phase 2 – deepening).

CNs described their role as motivators, not only in relation 
to community members but also in reaching out to other key 
stakeholders in the neighbourhood. They often acted as pro-
fessional coaches or, as one metaphor suggested, as a “spi-
der in the web.” In this role, they link individuals to other 
professionals and community services.

As shown in Figure 2, they also integrate all types of 
tasks in their daily work. They give advice, provide wound 
care and personal care, use clinical nursing skills, and 
engage socially. They have personal conversations, manage 
administration, and give attention to others, all of which are 
captured in this “spider in the web” visualisation.

Facilitator.  CNs often see themselves as connectors and 
bridge-builders, working across the boundaries of the 

medical, public health, and social care domains. As a facil-
itator, the CN’s expertise in both medical and social 
domains allows them to bridge the gap between medical 
nursing care and community development, translating 
complex health data into health and social interventions.

And at a certain point, we started making a lot of connections 
and thinking about how it could work. But you also notice that, 
through the contacts you build and by getting to know your 
neighbourhood well, you can sometimes also provide better 
care. This is because you have a clearer understanding of where 
someone can go with specific questions if you are aware of the 
available services. (Participant 44, DN, phase 1 – exploring).

CNs highlighted that they have dual expertise as nurses in a 
community, encompassing nursing, medical, and commu-
nity care. This enables them to interpret public health data 
in ways that can be meaningful at the neighbourhood level, 
making practical interventions but also fostering collabora-
tion between the various organisations active within the 
same community.

We also have knowledge of illness and health, which is more 
than what they [i.e., professionals from the social domain] 
have. We can, for example, see through research whether 
activities like exercise or sports can help prevent falls. They 
might know this as well, but we can complement that by 
sharing knowledge from the community with the social 
domain. So, I think you can complement each other, but I 
believe you do need each other. (Participant 68, NP, phase 2 
– deepening).

Particularly NPs, among the CNs, emphasised their role as 
bridge-builders between the nursing and medical domains. 
In collective prevention they utilised this role in early detec-
tion but also in interprofessional collaboration with GPs 
and elderly care specialists.

Organiser.  CNs described the need for collective prevention 
in the community and demonstrated many different 

Figure 2.  Phase 3 – deepening, “Spider in the web.”
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competencies, such as taking initiative, creativity, and a 
keen eye for new opportunities. Through our observations, 
it became evident that many were well known locally, both 
by community members and by other (healthcare) profes-
sionals. They act autonomously and have an entrepreneurial 
spirit. The organiser role is shifting from organising nursing 
care to organising community initiatives.

Because that is sometimes the challenge in our conversations; 
getting people on our radar. So sometimes we simply take the 
initiative and walk in somewhere ourselves. [.  .  .] And that’s 
how it goes. (Participant 30, DN, phase 2 – deepening).

They also emphasised the importance of perseverance. 
Working in prevention takes commitment; setbacks are 
common, progress may be slow, and sustaining enthusiasm 
over time is essential.

We went to the municipality, and we are working on community 
living, but of course, that takes a long time. [.  .  .] And that, in 
turn, affects your own enthusiasm. And it is also about yourself. 
Of course, you know it’s a long-term effort. (Participant 51, 
DN, phase 2 – deepening).

CNs also reported that they often initiate and organise proj-
ects. This involves translating ideas into actionable steps, 
arranging funding, and bringing people together.

In the early stages of our project, people in a group said, ‘We’d 
like more connection in our communities.  .  . like creating a 
hangout spot for older people.’ [.  .  .] So, behind the scenes, we 
took it on ourselves. (Participant 6, DN, phase 2 – deepening).

NPs described a leadership role in initiating and sustaining 
preventive programmes. One NP shared an example of join-
ing a fall-prevention initiative and transforming it from a 

general screening to a more comprehensive programme 
involving medical assessment, advice, and community care:

There was a fitness test day where seniors could assess their 
vitality, but no healthcare professionals were involved, so no 
one mentioned fall risk or high blood pressure. Last year, we 
added a preventive screening, and it reached a wide audience. 
It was really successful. That’s what we can do; bring in that 
broader picture and build that bridge between prevention and 
medical care. (Participant 66, NP, phase 2 – deepening).

Furthermore, they acted as coaches within community proj-
ects, encouraging local ownership and gradually stepping 
back when appropriate. The aim is not to control but to 
enable and facilitate.

Our senior fitness group is actually running really well. They 
are now doing everything themselves, and we do not really 
get involved anymore.  .  . (Participant 24, RN, phase 1 
– exploration).

At the same time, the CNs underscored their responsibility 
to initiate meaningful conversations about prevention and 
explain the vision, even when met with hesitation or resis-
tance from colleagues.

A summary of the different roles and competencies is 
shown in Figure 3.

Theme 3: Facilitating and Hindering Factors 
Influencing Collective Prevention Efforts

This theme identifies the key factors that either facilitate or 
hinder the implementation and sustainability of collective 
prevention efforts. While CNs gradually developed a deeper 
professional understanding of collective prevention over 
time, they encountered several systemic and team-related 

Figure 3.  Summary of the roles and competencies of CNs in collective prevention.
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elements that influenced their ability to integrate these 
activities into their daily practice.

Facilitators
Driving Force.  What consistently emerged from our con-

versations with the CNs and what we saw during the obser-
vations is that collective prevention does not simply unfold; 
it requires the spark and sustained effort of 1 or 2 driving 
forces within a team. These CNs often serve as frontrunners, 
laying the groundwork and guiding others in the team step-
by-step into another area of their profession. Their efforts are 
enhanced when they proactively keep their team informed.

We have been guiding the team for two years now on what 
prevention is and what we exactly do. By now, everyone is 
convinced that it is incredibly important [.  .  .] we are involving 
the rest of the team along the way. (Participant 63, DN, phase 
2- deepening).

The ability to engage and involve other CNs from the team in 
the process is essential. These initiators act as informal bud-
dies to their colleagues who see limited need for collective 
prevention and for recently graduated colleagues and interns 
who have little to no experience in collective prevention. The 
CNs gradually expose their teams to the vision and ways of 
working of collective prevention. These driving forces often 
take along colleagues, starting by inviting them to participate 
in small engagements, such as offering coffee at events. 
These experiences then often lead to deeper involvement of 
their colleagues. As one participant said about her colleagues 
who lead a collective prevention project:

They took me along, and then they said: Oh, do you like it? Is 
this something for you? [.  .  .] At first, it was just coffee and tea, 
and then I started joining in. (Participant 42, (intern/RN, phase 
2 – deepening).

Shared Vision on Collective Prevention.  CNs emphasise the 
importance of a shared vision among all those working in the 
neighbourhood and interorganisational collaboration. A col-
lective approach, underpinned by a coherent strategy across 
care providers, can reduce fragmentation and improve com-
munity impact. Because it minimises barriers between ser-
vices, fosters direct communication among professionals, 
and ensures that clients receive more timely and coordinated 
support. Someone reflected on the profession of working in 
community care. In the past, there was a general practitioner 
(GP) and a CN in a neighbourhood. Then the work became 
more fragmented due to many specialisations in nursing. 
One participant suggested that we should return to that time.

If each of them [i.e. CNs] were responsible for a specific 
neighbourhood, we would be sorted. And if the GPs also joined 
in, we could create that essential combination of a GP and a CN 
in each area. (Participant 68, NP, phase 2 – deepening).

Barriers
Time and Workload.  The urgent and complex needs of cli-

ents often take precedence, leaving little room for preventive 
initiatives. This challenge was even more present when team 
members were absent, forcing fewer CNs to manage the 
same workload. Under such types of conditions, the capacity 
to invest in collective prevention is, in fact, minimised: time. 
“That plays a very big role. We even reached the point where 
we thought, can we even continue like this?” (Participant 24, 
RN, phase 1 – exploring). Figure 4 illustrates how important 
CNs find time and the lack of time to work in collective 
prevention initiatives.

Balancing Between Direct Patient Care and Collective Pre-
vention.  For CNs, it is important to demonstrate for health 
insurers their productive hours in which CNs are active in 
direct client care such as wound care, personal care, and 
giving medication to clients.

No financial arrangements have yet been made with insur-
ers to reimburse collective prevention activities; such activi-
ties are thus not yet funded. As a result, CNs are constantly 
navigating the tension between securing sufficient productiv-
ity by direct client care and engaging in other essential tasks, 
such as team meetings and collective prevention.

And we actually see this happening through the government as 
well. I mean, we are all assessed based on productivity, but we 
are not yet paid or recognised (also by the government) for 
engaging in collective prevention. (Participation 68, NP, phase 
2 – deepening).

Resistance of Colleagues.  Moreover, resistance of col-
leagues within teams can present a barrier. Key initiators 
often encounter scepticism from colleagues who view pre-
vention as secondary to “real” nursing work, often refer-
ring to clinical nursing tasks as the “actual” work of nurses. 
Collective prevention is often not seen as the role of the 

Figure 4.  Phase 3 – validation, “time pressure.”
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CN. This results in the feeling among CNs that they had to 
defend their collective prevention activities. Some described 
how other team members seem to think that collective pre-
vention is something that burdens the team, as it reduces the 
availability of the involved CNs for nursing care work.

And that is really part of our work that colleagues still have 
blinders on for. They come for the wound care, the showering, 
and the compression stockings. [.  .  .] Then they leave again. It 
is more about having that open mindset and the holistic 
approach, which should be much more [.  .  .]. That should be 
half of our work. (Participant 27, DN, phase 2 – deepening).

Fragmentation of Initiatives in Prevention.  Another barrier 
is the fragmentation of initiatives in a community. The large 
number of initiatives, for example, the dancing group, the 
bingo night, billiards, and so on, often leaves community 
members unaware of available services, creating a situation 
where they cannot see the forest for the trees. As a result, 
the poor visibility of these initiatives does not help commu-
nity members to take part in such initiatives. CNs who help 
initiate collective prevention need to involve the community 
members, other (health) professionals, and local initiatives to 
work together rather than doing something new again. Being 
in alignment with what is happening in a neighbourhood 
helps participation, referrals, and the sustainability of collec-
tive prevention.

There are often a lot of facilities and activities, but either it 
doesn’t fit, or people don’t know about it. (Participant 44, RN, 
phase 2 – deepening).

Sustainability in Initiatives.  Sustainability is another recur-
ring barrier for collective prevention efforts. It often hinges 
on the commitment of a few initiators. Without wider own-
ership among the team, these efforts may not survive when 
there are transitions in the team, such as the initiators leav-
ing the team.

Nursing Education.  Finally, CNs who participated in the 
study observed that newly qualified CNs are often unpre-
pared for working in collective prevention; they had a hard 
time taking on the role of health promoters who can take 
initiative in collective prevention. Recently graduated CNs 
described their nursing education as clinically focussed, 
making them poorly prepared to navigate community pre-
ventive care. This resulted in other CNs needing to be avail-
able to help these new CNs integrate the vision and ways of 
working of collective prevention.

It also has to do with growing in your profession. When you 
graduate, you are so focused on the nursing situation and your 
goals and your interventions. That you are not yet dealing with 
the collective prevention at all and do not yet see it. [.  .  .] And 

you do not yet know your network very well. (Participant 66, 
NP, phase 2 – deepening).

Discussion

This study examined CNs’ understanding of their role as 
health promoters while participating in a 3-year, collective 
prevention research project. CNs had the freedom to shape 
collective prevention in a way that suited the local context. 
They took the lead, deciding what was appropriate for their 
neighbourhood and community population.28

The Concept of Prevention Described by CNs

The findings show a shift from individual prevention 
towards a broader collective approach. With CNs increas-
ingly viewing themselves as proactive connectors who iden-
tify neighbourhood patterns, mobilise community members, 
and strengthen community health. They also face barriers 
and facilitators to fulfil this role. Lack of time, balance 
between patient care and doing collective prevention, and 
resistance from colleagues are seen as barriers. Facilitators 
share a vision for collective prevention and the fact that CNs 
are the driving force in group-based programmes.

In the study it was reflected that initially CNs focussed 
primarily on individual prevention. A reason for this is that, 
due to a history of product-thinking in which medicalised 
tasks were dominant, they also based their preventive efforts 
on that foundation. During the research, a shift toward a 
group-based approach occurred. CNs perceived this 
approach as more effective. The collective prevention initia-
tives are physically, socially, and mentally impactful in the 
lives of community members. Several other studies with 
group interventions have also identified social connectivity 
as a key mechanism to initiate and sustain physical interven-
tion.37 In terms of collective prevention, CNs observed that 
they can engage community members more effectively at an 
earlier stage when collective prevention initiatives are being 
implemented. This enables a more proactive approach to 
delivering “the right care in the right place by the right pro-
fessional.” This aligns with the WHO’s principles on com-
munity-based prevention and early health detection.11,13

Roles and Competencies to Act as Health 
Promoters

The roles of CNs in collective prevention were examined in 
detail in this study. Although our sample size did not allow 
for deeper investigation of this, we did notice that the more 
experienced CNs seemed to emphasise the role of facilitator 
and bridge builder; this may be explained by their educa-
tional background, as collective prevention received more 
emphasis in earlier curricula than it does today. It is also 
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observed internationally that there is not much focus on col-
lective prevention in the nursing curricula. A call for a focus 
on health promotion and disease prevention in nursing cur-
ricula to get a community outcome is made in several other 
studies.38,39 It may also relate to their professional vision, as 
more experienced CNs tend to have a broader and deeper 
understanding of their role as health promoters. This is in 
line with Benner’s theory on the clinical competence of 
novice to expert. That has become foundational for many 
nursing curricula and development programmes.40 The the-
ory describes how nurses develop skills and judgement 
through a combination of theoretical knowledge and practi-
cal experience over the years. This enables them to reason 
from impact rather than about the task.40

This study highlighted that several interventions are 
required to stimulate the implementation of collective pre-
vention. Firstly, integrating education on the CN’s role into 
the basic curriculum.41 Secondly, providing workplace 
coaching on the competencies is advised.42 This could 
involve appointing “collective prevention ambassadors” 
within teams who coach colleagues on these roles. CNs 
reported that they found the focus groups, in which CNs 
exchanged ideas, were helpful, inspiring, and stimulating 
for implementing interventions. This effect could be facili-
tated by establishing a community of practice43 focussed on 
collective prevention.

Facilitating and Hindering Factors in Collective 
Prevention

CNs face barriers and facilitators to fulfil this role. 
Facilitators include a shared vision and the CN being the 
driving force. However, many CNs experience a high work-
load and therefore do not have sufficient time for collective 
prevention interventions. Lack of time, balance between 
patient care and doing collective prevention, and resistance 
from colleagues are seen as primary barriers. The direct 
nursing care needs to be done first. The implementation of 
new working strategies takes time and effort in preventive 
healthcare because the results are not immediately seen.44 A 
recent systematic review showed that multicomponent pre-
ventive healthcare interventions may be the most effective 
strategy.45 For collective prevention, this implies simultane-
ously enhancing knowledge and motivation and removing 
physical and social barriers.

Another important barrier is that there is currently no 
funding for collective prevention in the Dutch healthcare 
system. CNs consistently report that participating in col-
lective prevention activities influences their team produc-
tivity, as performance metrics are currently focussed on 
immediate client care rather than community-based initia-
tives. It requires that health and prevention be placed more 
prominently on the national policy agenda, ensuring that 

legislation and regulations support prevention rather than 
hinder it.46,47 At the moment, the costs of collective preven-
tion are borne by the community care organisation, while 
the benefits are realised at a societal level. The structural 
underfunding of preventive care is not unique to the Dutch 
system; it is a global trend. Most OECD healthcare systems 
allocate less than 3% of their total health expenditure to 
prevention, prioritising curative services over population-
based health interventions. Financing preventive health-
care measures needs a long-term and multi-domain policy.47 
A clear political and policy vision is required to integrate 
collective prevention into the healthcare system.48

Thirdly, the focus on collective prevention is not just a 
novel way of working in the community care organisation 
Buurtzorg but is currently also being implemented by other 
organisations in the Netherlands.49

Strengths and Limitations

Firstly, a strength of this study design is the longitudinal 
nature: the focus groups were held over a 3-year period, 
allowing insight into developments of the CNs’ understand-
ing of prevention over time. Another strength is that we 
were able to focus on a single, nationwide community care 
organisation, allowing for a deep exploration of collective 
prevention. This singular focus provided an opportunity to 
understand how a community nursing care organisation 
facilitates or hinders collective preventive interventions.

Thirdly, this study included a broad range of CNs. They 
had various educational backgrounds and came from vari-
ous regions across the Netherlands.

Finally, the first author had a dual position as both 
researcher and employee of the community care organisa-
tion. Her familiarity with the organisation and with com-
munity nursing can be considered a strength, for example, 
because she was able to connect effectively with the partici-
pants’ lived experiences.

Limitations

While self-selection is inherent to most research, it is impor-
tant to acknowledge that the participating teams were “front-
runners” who were already more engaged in or motivated to 
carry out collective prevention. These teams were voluntarily 
engaged in a collective prevention project. They were aware 
from the outset that they would participate in research and 
were willing to explore an innovation with uncertain out-
comes, indicating an already entrepreneurial orientation.

Less attention could be given to differences in perspectives 
between CNs with various educational levels. The sample size 
did not allow for a comparative analysis based on the educa-
tional levels of the CNs. Although our sample size included 
diversity that allowed for studying diversity in perspectives, 
not all forms of diversity could be studied in detail due to the 
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sample size of our study. Furthermore, this study focussed 
exclusively on CNs working in community nursing care.

While other healthcare and social care professionals play 
essential roles in collective prevention, our focus remained 
on the specific community nursing care perspective to gain 
interpretive depth. Future research should incorporate the 
perspectives of other (health) professionals and community 
members to further explore the impact of collective preven-
tion interventions.

Conclusion

In this study, conducted among community nurses, it became 
clear how CNs’ understanding of their role as health promot-
ers evolved from individual prevention to collective preven-
tion while participating in a long-term, collective prevention 
research project. CNs increasingly see themselves as health 
promoters with diverse roles, from detector and motivator to 
facilitator and organiser. Who not only provide care but also 
identify neighbourhood patterns, mobilise, and foster col-
laboration. Recognition of success by CNs is crucial for fos-
tering programme ownership among community members. 
Proactivity, knowledge of local networks, and an entrepre-
neurial mindset are seen as essential, while time pressure, 
lack of funding, and insufficient preparation of newly quali-
fied colleagues are major barriers. Nevertheless, the CNs 
emphasise that collective prevention is vital to the growing 
demand for care by strengthening health, social connection, 
and shared responsibility within communities. Strengthening 
collective prevention as a driver for sustainable and appro-
priate care requires its integration into national policy frame-
works and education systems.
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Appendix 1

Focus Group (Phase 1): District Nurses/Nurse 
Practitioners/Team Members Involved in the 
Collective Prevention Programmes

Welcome and Introduction

Warm-Up Question
What moment in the past year has stayed with you and 
made you happy regarding the prevention project?

Prevention Level
Could you describe how you think preventive care fits into 
the work of a district nurse? What do you think is needed to 
achieve this?

Why do you consider it important to focus on preven-
tion in the community? What motivates you personally to 
engage in it?

Participant Level
What has been your experience so far with engaging with 
local residents? What challenges have you encountered? 
What causes these challenges? How could you solve them? 
What support do you need for this? What has gone well in 
establishing contact with residents? What lessons have you 
learned so far?

Which group of residents do you think you are currently 
reaching the most? [Healthy older adults, vulnerable older 
adults, volunteers, young people] Why do you think you are 
successful in reaching this group? Do you have insight into 
the motivation of these residents to participate in the proj-
ect? What barriers do you experience in involving residents 
in the project?

In what ways are residents involved in the project’s 
activities? What different roles do residents play within the 
project? [participating, contributing ideas, organising, etc.] 
Could you explain how participants are encouraged to take 
on tasks in the organisation and development of the project? 
How is the community atmosphere now compared to a year 
ago? How has the interaction between community members 
changed since the start of the project? In what ways do you 
notice changes in the social life of community members?

How do you ensure that the project continues to align 
with the wishes and needs of the residents? How is the col-
laboration with residents progressing within this project? 
What role do practical matters such as location, timing, and 
summer breaks play?

Which target group are you currently not reaching but 
would like to reach? Could you explain why you think this 
group has not been reached yet? [Time investment, funding, 
knowledge].

Project Level
Together, we have defined several outcome measures and 
end goals, the most important being the improvement of 
well-being and the prevention of diseases. The 3 core out-
comes measured in each project are perceived health, 
quality of life, and social participation. We would now like 
to discuss how you perceive these topics, your working 
methods, and whether they have changed since the proj-
ect’s start.

To begin, what do you personally consider the most 
important outcomes/results of your project? When do you 
consider the project successful? [number of participants, 
increased participation, improved social connections, 
improved health/well-being, reduced loneliness] In what 
ways do you feel you are contributing to prevention through 
your project?
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What do you consider important aspects for a project to 
run successfully? [Project elements, key figures, contextual 
factors like location/time, teamwork/collaboration].

What do you enjoy about working on your prevention 
project?

What do you find challenging or difficult about your 
work in the prevention project? Where or to whom can you 
turn for advice or support? How do you experience the role/
support provided by Buurtzorg in this?

Where do you think improvements can still be made 
within your project? [outcome measures, involving resi-
dents, engaging colleagues, activities, content knowledge]

How do you envision the project’s future? What role do 
you see for yourself as a district nurse in this project? What 
role do you see for other (healthcare) professionals in this 
project? What opportunities do you see for further develop-
ment of the project within the community? What opportuni-
ties do you see for expanding the project beyond the 
community?

Programme Level
Finally, we would like to discuss the Collective Prevention 
Programme and explore with you how you have experienced 
the guidance, information, and structure of the programme 
so far. Beforehand, we asked you to think about positive 
points and areas for improvement in the programme.

What do you appreciate about your participation in the 
Collective Prevention Programme? Knowledge, expertise, 
specific skills, funding, allocated hours? Expert guidance 
and support? Exchange with other projects: peer coaching 
and knowledge sharing?

What was different from what you expected in this 
learning/work programme?

Where do you see areas for improvement within the 
Collective Prevention Programme?

Closing

Appendix 2

Focus Group (Phase 2): District Nurses and 
Nurse Practitioners

Theme: Exploring what you perceive to be your roles, tasks, 
and responsibilities in community nursing regarding collec-
tive prevention. Additionally, identifying which knowledge 
and skills from your training have been helpful in this area.

1.	 Opening Question
a.	 What does collective prevention mean to you?
b.	 In what way are you involved in collective pre-

vention? What is your role? What tasks do you 
perform? And how much time do you spend on 
it on average per week?

c.	 What would you say is the goal of collective 
prevention? What should it achieve?

d.	 What do you need to be able to carry out collec-
tive prevention in your community?

2.	 Roles, Tasks, and Responsibilities in Community 
Nursing
a.	 What do you believe is the role of community 

nursing when it comes to collective prevention?
b.	 Do you think collective prevention is part of 

your job in the community?
c.	 What tasks do you consider essential for 

implementing collective prevention in your 
community?

d.	 What qualities or skills do you think are neces-
sary to engage in collective prevention?

e.	 What knowledge and skills do you need for col-
lective prevention?

3.	 Education and Training
a.	 How are you equipped to engage in collective 

prevention in your community? Through your 
initial training? Through the organisation?

b.	 What resources are available to support collec-
tive prevention in your community?

4.	 Conclusion
a.	 Is there anything we missed or didn’t mention?
b.	 Summary of the discussion, highlighting key 

points.
c.	 Invitation for any final additions, comments, or 

questions.

Appendix 3

Focus Group (Phase 2) With Project Leaders 
and Team Members

Theme: exploring the role of the project leader in engag-
ing the team members in a collective prevention 
program.

1.	 Opening Question
•	 How are you currently involved in the collective 

prevention project?
•	 Write this down on a post-it (preferably in 1 or 2 

words); for example, enthusiastic, fragmented, 
unity, motivating, etc.

•	 Can you explain what you wrote? Why? What 
do you mean by it?

2.	 Team Involvement
•	 How do you feel about the team’s current 

involvement?
○	 What’s going well?
○	 What’s less effective?
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•	 Perhaps you’ve also worked on enhancing 
team involvement. Could you share a bit about 
that?
○	 How was it?
○	 What went well?
○	 What was challenging?

•	 Why do you think team involvement is 
important?

•	 How could involvement be improved?
•	 Question for community nurses not involved in 

the project: What’s your perspective on involve-
ment in collective prevention?

3.	 Raising Awareness Among Colleagues
•	 What value does the team place on the collec-

tive prevention project?
•	 Could you explain this value? / Why do you 

place this value on it?
•	 What do you think; what value do individual 

team members place on the collective prevention 
project? / What have you heard from individual 
team members about their views on the project?

•	 What differences in perspective on collective 
prevention exist within the team, and what are 
they about?

•	 How have you tried to bring all team members 
on board with your vision for the collective pre-
vention (project)?
○	 What worked here?
○	 What didn’t?

4.	 What is Your Ideal Vision for Team Involvement 
in Collective Prevention?

	 And specifically for this project, how do you see the 
future?
•	 What do you need to achieve this ideal vision?
•	 Who, what, where, and how?

5.	 Closing

Appendix 4

Themes For the World Café (Phase 3); Project 
Leaders

Theme 1: Community care and your role in the commu-
nity; what is old en what is new?
Theme 2: How do you sustain a project?
Theme 3: What is community oriented prevention?


