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Abstract

Aims: To explore potential areas of low-value home-based nursing care practices, their
prevalence and related influencing factors of nurses and nursing assistants working in
home-based nursing care.

Design: A quantitative, cross-sectional design.

Methods: An online survey with questions containing scaled frequencies on five-point
Likert scales and open questions on possible related influencing factors of low-value
nursing care. The data collection took place from February to April 2022. Descriptive
statistics and linear regression were used to summarize and analyse the results.
Results: A nationwide sample of 776 certified nursing assistants, registered nurses and
nurse practitioners responded to the survey. The top five most delivered low-value care
practices reported were: (1) ‘washing the client with water and soap by default’, (2) ‘appli-
cation of zinc cream, powders or pastes when treating intertrigo’, (3) ‘washing the client
from head to toe daily’, (4) ‘re-use of a urinary catheter bag after removal/disconnection’
and (5) ‘bladder irrigation to prevent clogging of urinary tract catheter’. The top five re-
lated influencing factors reported were: (1) ‘a (general) practitioner advices/prescribes it’,
(2) ‘written in the client's care plan’, (3) ‘client asks for it’, (4) ‘wanting to offer the client
something’ and (5) ‘it is always done like this in the team’. Higher educational levels and
an age above 40years were associated with a lower provision of low-value care.
Conclusion: According to registered nurses and certified nursing assistants, a num-
ber of low-value nursing practices occurred frequently in home-based nursing care
and they experienced multiple factors that influence the provision of low-value care
such as (lack of) clinical autonomy and handling clients' requests, preferences and
demands. The results can be used to serve as a starting point for a multifaceted de-
implementation strategy.

Reporting Method: STROBE checklist for cross-sectional studies.

Patient or Public Contribution: No Patient or Public Contribution.

Implications for the Profession and/or Patient Care:

o Nursing care is increasingly shifting towards the home environment.
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1 | INTRODUCTION

In an effort to keep nursing care affordable and accessible, insti-
tutionalized care is increasingly shifting towards the home envi-
ronment (World Health Organization, 2020). Trends, such as an
ageing population, a societal attitude towards more personalized
care and newly created home treatment options are important
drivers (World Health Organization, 2015). A similar shift is seen in
the Netherlands, where the demand for home-based nursing care
increased to 589,000 clients in 2018, a 32,000-increase compared
to the year before (Vektis Intelligence, 2022). A major challenge
that coincides with these changes is that nurses and certified
nursing assistants working in home-based nursing care are scarce.
Shortages are expected to increase in the Netherlands to more
than 10.000 on a total of 105.000 home-based healthcare pro-
fessionals in 2027 (Grijpstra et al., 2020). As a result, healthcare
professionals in home-based nursing care experience that care
is increasingly left undone; for example, comforting and educat-
ing patients or supporting and involving family or carers (Senek
et al., 2020). In 2020, 34% of respondents in home-based nursing
care reported that care was left undone in their last shift (Senek
et al., 2020). Another challenge is that not all care that is provided
is effective or efficient, for example, there is evidence that ‘the
use of dressings for primarily closed wounds’ or ‘preoperative hair
removal to prevent surgical site infections’ is ineffective to pre-
vent infections, but are still prevalent in clinical practice (Osorio
et al.,, 2019). This type of care can therefore be considered of
‘low-value’ and wastes limited resources and time, and may cause
physical, psychological or financial harm to patients (Brownlee
et al., 2017). For nurses and certified nursing assistants to reduce
low-value care and free up time will therefore possibly, increase
appropriate care, improve quality of care, patient safety, work sat-
isfaction and contribute to a more sustainable healthcare system
(Wei et al., 2018).

2 | BACKGROUND

Although there is no international consensus on what exactly con-
stitutes ‘low-value care’ (Niven et al., 2015), evidence is increasing
that low-value care might be highly prevalent in nursing (Osorio

e Not all nursing care that is provided is effective or efficient and this type of care
can therefore be considered of low-value.

e Reducing low-value care and increasing appropriate care will free up time, im-
prove quality of care, work satisfaction, patient safety and contribute to a more

sustainable healthcare system.

de-implementation, evidence-based practice, guidelines, home care, home healthcare, low-
value care, medical overuse, nurse, nursing, quality improvement

et al., 2019). In general, care can be considered of low-value when it
is: (1) ineffective; for example, proven ineffective or the harms out-
weigh the benefits; (2) inefficient; for example, essentially effective
care but of low-value because it is performed double, too soon or
continued too long or (3) unwanted; for example, essentially effec-
tive care but of low-value because it does not solve the patients'
problem or it does not fit the patients' preferences (Verkerk, Tanke,
et al., 2018). Several lists identifying and compiling low-value nurs-
ing care practices have been developed (Plas et al., 2008; Shellian &
Levinson, 2016). In 2017, the first systematic assessment of Dutch
clinical nursing guidelines resulted in 66 do-not-do recommenda-
tions of low-value nursing care practices (Verkerk, Huisman-de
Waal, et al., 2018).

The next step is to raise awareness and de-implement, that
is actively reduce, replace or stop low-value nursing care prac-
tices with the help of theory- and evidence-based strategies
(Rietbergen et al., 2020). These strategies address the ‘how’ part
and are methods, tools, interventions and techniques that aid the
process of de-implementation (Ingvarsson et al., 2022). However,
to increase the chance of success for future de-implementation
strategies, assessment is needed of the volume and types of low-
value home-based nursing care and factors—barriers and facil-
itators—that influence the provision of low-value home-based
nursing care (Norton & Chambers, 2020). Therefore, this study
aimed to explore potential low-value home-based nursing care
practices, their prevalence and related experiences and influenc-
ing factors according to nurses and nursing assistants working in

home-based nursing care.

3 | METHODS
3.1 | Research design

The study had a quantitative, cross-sectional design using an online
survey and is reported according to the STROBE checklist for cross-
sectional studies. A questionnaire was developed based on two
points of interest: (1) What are potential areas of low-value home-
based nursing care and how prevalent are these? and (2) What are
related experiences and influencing factors—barriers and facilita-
tors—of low-value home-based nursing care?
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3.2 | Development of the survey

The survey contained three sections: (1) respondents' demograph-
ics; (2) 46 specific low-value home-based nursing care practices
that contained scaled frequencies on five-point Likert scales (never,
monthly, weekly, daily or every client) and possible related influ-
encing factors (multiple answers possible) and (3) experiences with
low-value home-based nursing care in general that included open
questions.

The questions on potential areas of low-value home-based
nursing care were based on the 2017 Dutch low-value nursing
care list with 66 do-not-do recommendations derived from clin-
ical practice guidelines (Verkerk, Huisman-de Waal, et al., 2018),
as well as the results of a 2017 survey of the Dutch Professional
Nurses Association (V&VN, 2017). In addition, Dutch nursing
clinical practice guidelines from 2017 to 2021 were screened on
do-not-do recommendations and added to the list of low-value
home-based nursing care practices (for the screening process: see
Appendix S1). We selected recommendations that were relevant
for the home environment, for example, ‘measuring vital signs
without a specific reason’ or ‘re-use of a urinary catheter bag after
removal/disconnection’ and possible related influencing factors,
for example, ‘because the client asks for it’ or ‘not aware of the
guideline(s)".

The questions and possible answers on related influencing
factors—barriers and facilitators—of low-value home-based nurs-
ing care were based on a previously developed questionnaire
used for questioning general practitioners on low-value care (Kool
et al., 2020). The questionnaire was complemented with questions
derived from the seven domains of the tailored implementation for
chronic diseases (TICD) framework: guideline related factors, indi-
vidual health professional factors, patient factors, professional inter-
actions, incentives and resources, capacity for organizational change
and social, political and legal factors (Flottorp et al., 2013). The list
of answers on related influencing factors was not meant to be ex-
haustive, but to give direction to explore these factors further in a
qualitative follow-up study with healthcare professionals to identify
barriers to and facilitators on reducing low-value home-based nurs-

ing care practices.

The survey was piloted by three registered nurses (Level 6) from
our own network working in home-based nursing care. This resulted
in the rephrasing of some practices and examples. The final version

of the questionnaire can be found in Appendix S2.

3.3 | Setting, population and data collection

The survey was aimed at health and welfare assistants and certified
nursing assistants (Level 2 and 3), registered nurses (Level 4 and 6)
and nurse practitioners (Level 7) employed by a healthcare organi-
zation active in home-based nursing care. Managers and students
were excluded. An elaboration on the educational and professional
competencies of care professionals in the Netherlands can be found
in Table 1 (NCP NLQF, 2019).

Eight nursing care organizations in the west, middle and eastern
parts of the Netherlands were purposively selected to take part in
the study. These care organizations were active in both rural and
urban settings and had between 2000 and 13,500 employees pro-
viding nursing care in the home environment to 600-80,000 clients
each. Key persons—quality officers, managers or nurses—from the
participating organizations were asked to send out a digital invita-
tion containing a link to the survey through e-mail and the organi-
zations' intranet or employee portal, therefore we could not track
the exact dissemination of the survey and calculate a response rate.
To increase recruitment, the secretaries of the home-based nursing
care constituency (n=1959) and the certified nursing assistant con-
stituency (n=3125) of the Dutch Professional Nurses Organization
were asked to send out a digital invitation containing a distinguishing
link to all the constituents' members e-mail addresses. Each orga-
nization sent two reminders (after 2weeks and 3weeks). The data

collection took place from February to April 2022.
3.4 | Data analysis
Descriptive statistics were used to summarize the characteristics

of the respondents, the prevalence of low-value home-based nurs-

ing care practices and related influencing factors. For the possible

TABLE 1 Educational and professional status of care professionals in The Netherlands.

General task description

Practitioner with both nursing and medical expertise—diagnosing patients

—needs assessment and coordination of care and medical treatment—
responsible for quality of care and team expertise

High complex nursing and care—responsible for quality of care and team

expertise—coaching colleagues—coordination of care—needs assessment

Educational
Profession level®
Nurse Practitioner (Master's degree) Level 7
Registered Nurse (Bachelor's degree) Level 6
Registered Nurse (Vocationally trained) Level 4
Certified Nursing assistant Level 3
Health and Welfare assistant Level 2

#According to Dutch Qualification Framework (NCP NLQF, 2019).

(Complex) nursing and care—coordination on patient level
Low complex nursing, care and support—care plan

Domestic and light care tasks (daily activities)
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related influencing factors multiple answers were possible. In this
case the total given number of answers were added up and divided
by the number of given answers of a specific factor. To assess rela-
tionships between the prevalence of low-value care and characteris-
tics of the respondents multiple linear regression analyses (forward
stepwise procedure) were performed with the following hypotheses:
is there an association between the prevalence of low-value care
and (1) educational level; (2) age and (3) working experience and (4)
is age a confounder in the association between the prevalence of
low-value care and educational level (Twisk, 2016). No missing data
had to be dealt with. All analyses were performed with IBM SPSS
Statistics for Windows, version 25.0 (IBM Corporation, 2017).

The 46 dependent variables ‘low-value care practice’ did not
meet the criteria for ordinal variables as the distance between
‘never’, ‘monthly’, ‘weekly’, ‘daily’ and ‘every client’ was arbitrary.
Therefore the dependent variables ‘low-value care practice’ were di-
chotomised as ‘never’=0 and ‘monthly’, ‘weekly’, ‘daily’ and ‘every
client’=1. To use all available prevalence data a sum score ‘sum score
low-value care’ of all 46 low-value nursing care practices was com-
puted (continuous variable 0-46).

To make a meaningful comparison in educational level and meet
assumptions for normal distribution, the independent categor-
ical variable ‘profession’ was recoded into three groups: Care and
Certified Nursing assistant (Level 1, 2 and 3)=0, Registered Nurse
(Level 4)=1 and Registered Nurse and Nurse Practitioner (Level 6
and 7)=2.

To meet assumptions for normal distribution, the indepen-
dent categorical variable ‘age’ was recoded into five groups:
18-30years=0, 31-40years=1, 41-50years=2, 51-60years=3
and >61years=4.

Qualitative assessment of the ‘sum score low-value care’ using
a visual check showed a right skewed histogram with a statistically
significant test of normality (Shapiro-Wilk p<.001). However, de-
scriptive statistics showed that all groups contained sufficient
respondents (>30 and most groups >100) to assume normal dis-
tribution for testing (see Table 5, column 1) (Kwak & Kim, 2017).
Further model assumptions for (multiple) linear regression (linearity,

homoscedasticity, multicollinearity) were verified without violations.

3.5 | Ethical considerations

The research ethics committees of the Radboud University Medical
Centre and University Medical Centre Rotterdam concluded that
ethical approval was not required under Dutch law (CMO no. 2021-
13325 and MEC-2021-0948). All procedures were conducted ac-
cording to the Declaration of Helsinki.

4 | RESULTS

A total of 776 valid and fully answered questionnaires were in-
cluded. The results will be presented under the following topics: (1)

characteristics of the study respondents; (2) low-value home-based
nursing care; (3) influencing factors related to low-value home-
based nursing care (4) experiences with low-value care and (5) rela-
tionships between prevalence of low-value care and characteristics
of respondents.

4.1 | Characteristics of the study respondents

The majority of the respondents were female (723/776 =93.2%), the
largestage group was between 51 and 60yearsold(286/776=36.9%).
The three main educational levels that responded were Level 3 certi-
fied nursing assistants (208/776=26.8%), Level 4 registered nurses
(197/776 =25.4%) and Level 6 registered nurses (331/776=42.7%).
Most of the respondents worked part-time between 21 and 30h
a week (429/776=55.3%) and had more than 21years' experience
in nursing care (412/776=53.1%) and generally less experience in
home-based nursing care. The full characteristics of the study re-

spondents are summarized in Table 2.

4.2 | Low-value care practices in home-based
nursing care

In Table 3 the top 10 most delivered low-value care practices are
reported as the sum of the answer categories ‘monthly’, ‘weekly’,
‘daily’ and ‘in every client’. A complete overview of low-value care
practices can be found in Appendix S3. While the majority of prac-
tices score highly on the category ‘not’ (70.0-99.0%), the practices
that do occur, however, score highly towards the answer category
‘daily’. For example (1) ‘washing the client with water and soap by
default’ (360/776=46.4% daily), (2) ‘application of zinc cream, pow-
ders or pastes when treating intertrigo’ (211/776=27.2% daily), (3)
‘washing the client from head to toe daily’ (301/776=38.8% daily),
(4) ‘re-use of a urinary catheter bag after removal/disconnection’
(179/776 =23.1% daily).

4.3 | Influencing factors related to low-value
home-based nursing care

The most frequently given answers on influencing factors related
to providing low-value care were: (1) ‘because a (general) prac-
titioner advices or prescribes it' (2888/12,295=23.5%), (2) ‘be-
cause it is written in the clients' care plan’ (2830/12,295=23.0%)
and (3) ‘because the client asks for it' (2177/12,295=17.7%). The
totals of all influencing factors are presented in Table 4. However,
depending on the specific low-value care practice differing fac-
tors might be dominant. For example, related to ‘washing with
water and soap’ the dominant factor was ‘because the client asks
for it' (505/776=65.1%). Related to ‘application of zinc cream,
powders or pastes when treating intertrigo’ the dominant fac-
tors were ‘because a (general) practitioner advises or prescribes
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TABLE 2 Characteristics of the

respondents in home-based nursing care Sl n &
(h=776). Educational level
Care and health and welfare assistants (Level 1 and 2) 32 4.2
Certified nursing assistant (Level 3) 208 26.8
Registered nurse (Level 4) 197 25.4
Registered nurse (Level 6) 331 42.7
Nurse practitioner (Level 7) 8 1.0
Gender
Female 723 93.2
Male 46 59
| do not want to say 7 0.9
Age
<21years 1 0.0
21-30years 133 171
31-40years 101 13.0
41-50vyears 156 20.1
51-60years 286 36.9
>61years 99 12.8
Working hours (week)
<10h 14 1.8
11-20h 140 18.0
21-30h 429 55.3
>31h 193 24.9
Experience in nursing care (years)
<5years 83 10.7
5-10years 122 15.7
11-20years 159 20.5
>21vyears 412 53.1
Experience in home-based nursing care (years)
<5years 211 27.2
5-10years 204 26.3
11-20vyears 208 26.8
>21years 153 19.7

it' (295/776=38.0%) and ‘because it is written in the clients' care
plan’(292/776=37.6%). The ‘re-use of a urinary catheter bag after
removal/disconnection’ was mainly driven by ‘the influence of
healthcare insurers’ (236/776=30.4%) and ‘because it is written
in the clients' care plan’ (159/776=20.5%).

4.4 | Experiences with low-value home-based
nursing care

Respondents estimated that low-value home-based nursing care
regularly occurs in the Netherlands (744/776=95.9%) and the
majority expected it to occur on a daily basis (458/776=59.0%).
Meanwhile, the estimated occurrence of low-value care in the re-
spondents' own team were considerably lower, more on a monthly

(189/776 =24.4%) and weekly (255/776=32.9%) basis and less on a
daily (220/776 =28.4%) basis.

The topic of low-value care was regularly discussed in home-
based nursing care teams, for example, on a yearly (88/776=11.3%),
monthly (425/776=54.8%) or weekly (151/776=19.5%) basis.
Respondents were actively trying to reduce low-value care
(676/776=87.1%) through raising awareness during team meet-
ings (603/776=77.7%), discussing it face-to-face with co-workers
(464/776=59.8%), with management (151/776=19.5%) as well as
with clients and caregivers (523/776 =67.4%). During the ‘needs as-
sessments’ (365/776=47%) home healthcare nurses took low-value
care into account. An often mentioned answer to the ‘open ques-
tion’ on the reduction of low-value care in the questionnaire was
to consult other disciplines such as occupational therapists, physical
therapists and case managers.
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TABLE 3 Top 10 most delivered low-value care practices reported as the sum of the answer categories ‘monthly’, ‘weekly’, ‘daily’ and
‘every client’, together with top three related influencing factors® as reported by respondents in home-based nursing care (n=776).

Low-value care practice (within the last 2 months) and related influencing factor® n % n %
1. Washing the client with water and soap by default 694 89.4
Because the client asks for it 505 65.1
Because it is written in the clients' care plan 227 29.3
Wanting to offer the client something 109 14.0
2. Application of zinc cream, powders or pastes when treating intertrigo 582 75.0
Because a (general) practitioner advices / prescribes it 295 38.0
Because it is written in the clients' care plan 292 37.6
Because the client asks for it 137 17.7
3. Washing the client from head to toe daily 552 71.1
Because it is written in the clients' care plan 329 42.4
Because the client asks for it 270 34.8
Wanting to offer the client something 114 14.7
4. Re-use of a urinary catheter bag after removal/disconnection 436 56.2
Because of the influence of healthcare insurers 236 30.4
Because it is written in the clients' care plan 159 20.5
Because a (general) practitioner advices / prescribes it 80 10.3
5. Bladder irrigation to prevent clogging of urinary tract catheter 349 45.0
Because a (general) practitioner advices / prescribes it 299 38.5
Because it is written in the clients' care plan 99 12.8
Because the client asks for it 18 2.3
6. Choosing short-stretch bandages by default instead of using techniques such as Coban, 322 41.5
UrgoK2, FarrowWrap or Juxtalite
Because a (general) practitioner advices / prescribes it 626 33.8
Because of the influence of healthcare insurers 69 8.9
Because it is always done like this in the team 53 6.8
7. Use an extra inlay to prevent leaking of continence material 290 37.4
Because the client asks for it 180 23.2
Because it is written in the clients' care plan 67 8.6
Wanting to offer the client something 66 8.5
8. Measuring vital signs (blood pressure, temperature, pulse, respiration rate) without a 257 33.1

specific reason.

Because a (general) practitioner advices / prescribes it 202 28.4

Because it is written in the clients' care plan 84 10.8

Because the client asks for it 49 6.3
9. Assist with putting on/taking off compression stockings while the client can do this him/ 248 32.0

herself (possibly with an aid)

Because the client asks for it 90 11.6

Because it is written in the clients' care plan 79 10.2

Because it is always done like this in the team 54 7.0
10. Assist with (un)dressing while the client can do this him/herself 230 29.6

Because the client asks for it 108 13.9

Because it is written in the clients' care plan 85 11.0

Wanting to offer the client something® 67 8.6

It is faster to do it as a professional® 67 8.6

?Influencing factors are shown in italic font.
PMultiple answers were possible.
“Shared third place.
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TABLE 4 Totals of influencing factors related to low-value care
as reported by respondents in home-based nursing care (n=776).2

Influencing factor n %

1. Because a (general) practitioner advises / 2888 23.5
prescribes it

2. Because it is written in the clients' care 2830 23.0
plan

3. Because the client asks for it 2177 17.7

4, Wanting to offer the client something 1055 8.6

5. Because it is always done like this in the 1042 8.5
team

6. Maintaining a good relationship with the 579 4.7
client

7. Because of the influence of healthcare 523 4.3
insurers

8. Because of team culture 340 2.8

9. Itis faster to do it as a professional 278 2.3

10. It is not clear how to handle in the 226 1.8
situation

11. Not aware of the guideline(s) 180 1.5

12. Do not agree with the guideline(s) 177 1.4

Multiple answers were possible.
4.5 | Relationships between of low-value care and

characteristics of respondents

Hypothesis 1. Association between the prevalence
of low-value care and educational level.

Hypothesis 1 is partly supported. Linear regression indicated a
negative relation between educational level and the prevalence of
low-value care. The difference between the lowest educational level
(Care and Certified Nursing assistants (Level 1, 2 and 3)) and the
highest educational level (Registered Nurse and Nurse Practitioners
(Level 6 and 7)) on the outcome prevalence of low-value care was
-1.743(95% CI [-2.576, -0.910], p <.001). No statistically significant
associations were found between the other educational levels and

the outcome (see Table 5, column 2).

Hypothesis 2. Association between the prevalence
of low-value care and age.
Hypothesis 2 is partly supported. The lowest age group per-
formed low-value care significantly more often than the three oldest

age groups (p=.016) (see Table 5, column 2).

Hypothesis 3. Association between the prevalence
of low-value care and work experience (in nursing
care, and in home-based nursing care).
Hypothesis 3 is rejected as no statistically significant results
were found between work experience in (home-based) nursing care

and the prevalence of low-value care (see Table 5, column 2).

Hypothesis 4. Confounding of age on the associa-
tion between the prevalence of low-value care and
educational level.

Age (variables with the lowest p-values) was added as an explan-
atory variable in a multiple regression model with educational level
on the outcome prevalence of low-value care resulting in a stronger
association between middle and highest educational levels and in-
creased the R?=.049 (see Table 5, column 3). Therefore, hypothe-
sis 4 is supported.

5 | DISCUSSION

This study intended to explore potential areas of low-value home-
based nursing care practices, their prevalence and related influ-
encing factors. Our survey showed that according to registered
nurses and certified nursing assistants a number of low-value care
practices were frequently provided in home-based nursing care.
Respondents estimated that low-value home-based nursing care
regularly occurs (95.9%) and the majority (59.0%) expected it to
occur on a daily basis. The majority of respondents reported to
have taken steps to reduce low-value home-based nursing care and
expected their own team to perform better than the Netherlands
as a whole. These results are consistent with literature where re-
spondents tend to overestimate their own performance and are
limited in their ability to accurately reflect on their own perfor-
mance (Cawthorne & Cooke, 2020).

In addition, the results showed a negative relation on the prev-
alence of low-value care and respondent characteristics on ed-
ucational level and age, that is, a higher educational level and age
is associated with a lower provision of low-value care practices.
However, while statistically significant, the found effect sizes are
small and hardly explained a significant proportion of variance in
prevalence of low-value care and should therefore be interpreted
with caution. There is also risk of selection bias as there seems to
be an underrepresentation of level 3 certified nursing assistants:
26.8% (this study) versus 52.7% (national average in home-based
nursing care) (Grijpstra et al., 2020). Differences might also be ex-
plained by the fact that higher education nurses perhaps perform
more office duties and spend less time in actual practice. However,
other characteristics appear to be representative for age, gen-
der and work experience as health and welfare assistants (Level 1
and 2) are hardly employed in home-based nursing care (Grijpstra
et al., 2020), the majority of the workforce is female and the average
age and work experience are high compared to intramural settings
(CBS StatLine, 2022a,b; Grijpstra et al., 2020).

The results show that influencing factors related to the provi-
sion of low-value care practices were different, depending on the
type of low-value practice. However, client preferences, requests
and demands as an influencing factor for low-value home-based

nursing care were reported the most and showed similarities
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with studies on general practitioners and primary care (Kool
et al., 2020; Zikmund-Fisher et al., 2017). As ‘client preferences
and values’ together with the ‘best available research evidence’
and ‘clinical expertise’ are the pillars of Evidence Based Practice
(Sackett et al., 1996), this result manifests a tension between
these three elements. Which of these elements should prevail in
the provision of care: evidence that a practice is of low-value or
the clients' preferences? Elwyn, Price (Elwyn et al., 2022) argue
that this is one of the limitations of ‘shared decision making’ as
the interests of the broader population override ‘individual wishes’
for which there are no simple solutions. However, a questionnaire
on the needs of Dutch general practitioners showed that ‘more
time for a good explanation to the patient and education for both
healthcare professionals and patients’ might help to reduce low-
value care (Kool et al., 2020).

The second, third and fourth most reported influencing factor
were ‘a (general) practitioner advises / prescribes it’, ‘because it
is written in the client's care plan’ and ‘wanting to offer the cli-
ent something’. These influencing factors raise questions on who
has control over home-based nursing care practice. For exam-
ple, how home-based nursing care professionals fulfil their role
in ‘needs assessments’ and how clinically autonomous they are,
in other words, ‘the authority and freedom of the nurse to make
nursing care decisions concerning the content of clinical patient
care’ (Kramer et al., 2006). In the Netherlands, registered nurses
(BSc and MSc) are exclusively entitled to determine what care is
necessary for the individual client in his/her ‘own environment’.
A ‘needs assessment’ is performed based on professional auton-
omy, the nursing process, clinical reasoning and with a focus on
self-reliance. The results however, show that respondents have a
somewhat indulgent attitude, which is in line with a Dutch survey
study among general practitioners, that concluded that an indul-
gent attitude was associated with ‘the delivery of too much care’
and ‘deviation from guidelines and professional norms’ (Wammes
et al., 2014). Further research is therefore warranted on the re-
lation between clinical nursing autonomy, the performance of
‘needs assessments’ and the provision of low-value nursing care.
Performance feedback on practice variation and audits are seen
as effective ways to gain insights in these relationships (lvers
et al., 2014). Reflective activities, for example, intervision and peer
review, where professionals analyse their own actions to learn for
the future, are expected to improve the performance of ‘needs as-
sessments’, however, the effects of these practices remain unclear
and warrant further investigation (Schwenke et al., 2023).

Influencing factors related to professional guidelines, such as,
not being aware of or not agreeing with guidelines, were among
the least reported in this study. Despite the fact that clinical guide-
lines are regarded as helpful means to lower unjustified variation
in nursing care practice, nurses' adherence to guidelines is often
suboptimal (Spoon et al., 2020). Possible explanations for these re-
sults may be ‘intentional non-adherence due to contra-indications’
or ‘client preferences’ (Arts et al.,, 2016). However, according to
Spoon et al. (2020), there is not one single strategy, or combination

of strategies, that is definitely successful in implementing nursing
guidelines (Spoon et al., 2020). Evidence also seems to suggest that
there is correlation between different forms of ‘waste’ or low-value
practices on different levels: the system level, the organizational
level, the network level and the level of individual healthcare pro-
viders (Stadhouders et al., 2022). Therefore, future research should
focus on identification of possible barriers and facilitators, from
the perspective of home-based nursing care professionals, clients
and general practitioners, as they differ for each specific low-value
care practice. In addition, research needs to focus on the needs of
home-based nursing care professionals to transform daily practice.
These insights could be used for the development, testing and scal-
ing of tailored, multifaceted, de-implementation strategies (Spoon
et al., 2020). It is recommended that home-based nursing care
professionals use professional guidelines as a requisite part of the
‘needs assessment’ and that both vocational and bachelor's nursing
education pay specific attention to finding and applying guidelines
in clients' care plans.

5.1 | Strengths and weaknesses

This is the first assessment of low-value home-based nursing care.
We established a satisfactory response that seems representative
for age, gender and work experience and with a spread across the
Netherlands. Selection bias might have had an influence as there
seems to be an underrepresentation of certified nursing assistants
(level 3). Moreover, the majority of respondents were employed by
healthcare organizations that had contracts with health insurers de-
fining, for example, volume of care and certain quality standards.
Respondents from non-contracted healthcare organizations or
self-employed nurses were a minority. A report on the differences
between contracted and non-contracted healthcare organization
suggests that non-contracted organizations perform consider-
ably less efficient than contracted organizations (Puijk et al., 2017).
Therefore, it is suspected that the reported delivery of low-value
care practices in this study are an underestimation. The increasing
demand and shift towards home-based nursing care, together with

an ageing workforce, makes the results both relevant and important.

6 | CONCLUSION

According to registered nurses and certified nursing assistants, a
number of low-value nursing care practices occurred frequently in
home-based nursing care. They actively tried to reduce it but ex-
perienced multiple factors that influenced the provision of low-
value care such as (lack of) clinical autonomy and handling clients'
requests, preferences and demands. The results can be used to
increase awareness of low-value nursing care among home-based
nursing care professionals, and may serve as a starting point for tai-
lored, multifaceted de-implementation strategies, that need to be
tried, tested and refined in practice.
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