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1
General introduction, aims and outline

 Introduction 

This thesis describes a study of an existing type of care of people who are Powerless 
in Daily Living (PDL care), which tries to meet the needs of patients with a large and 
persistent need for care, like patients with a severe chronic disease, e.g. severe demen-
tia or a large CVA. In PDL care not the professional values are leading, but the values 
of the patient. Professional knowledge is used in favour of what the patient wants. 
Nowadays there are different care methods that seek to do so, for instance the 
demand-oriented care methods. PDL care is a type of demand-oriented care that is 
given multidisciplinary, whereby physiotherapeutic and ergotherapeutic handholds 
and methods are integrated in care procedures of nurses and care workers. Typical 
for PDL care are the precisely described skills, a lot of helping aids that are tailored 
to the patient and the specially deviced provisions and clothings to make lying and 
sitting as comfortable as possible. Care is aimed at as less stress as possible for the 
patient but also for the carer during daily care activities. Apart from psychological or 
psychogeriatric problems of patients with chronic disorders, somatic problems like 
contractures and decubitus are specially taken into account. 

With an aging population, the demand for care, including care for complex prob-
lems will only increase, imposing greater demands on the care sector. Modern society, 
with its aging population, individualisation, normalisation and a greater role for the 
media demands changes in the way care is provided. The reaction of the care sector 
to this is now in full flow. In order to develop and guarantee the quality of the care, 
it is important to couple practice to theory – linking the way care is provided to 
practice-based research.

So far PDL care has been developed in working practice to so called ‘recipe knowl-
edge’. After this working practice created ‘procedure knowledge’: PDL care was 
described in procedures, developed by care providers themselves, influenced by expe-
riences of patients and themselves in care giving. To help develop and underpin the 
quality of care in relation to the quality of life of the patient, it is important to couple 
practice to theory. This thesis provides the follow up to the procedure knowledge of 
practice with practice-orientated research. In this thesis scientific theory is formated 
to PDL care. The research described in this thesis studied PDL care in order to pro-
vide scientific support for it and create a basis for further research. This study exam-
ines PDL care because it is being increasingly applied in the care of the elderly in the 
Netherlands and in the Flemish part of Belgium. It seems to be in line with current 
thinking about care and developments within the care sector. Although positive 
effects of PDL care on the patients’ quality of life have been experienced by care pro-

GeaVanDijk.indd   9 21-10-2008   14:08:07



10 Chapter 1

viders, the effects have not been scientifically studied yet. The research described in 
this thesis studied PDL care in order to provide scientific support for it and create a 
basis for further research. Research is done concerning how PDL care should be 
implemented and which preconditions need to be met in order to do this correctly. 
Research is done for which patients PDL care is indicated, how this could be meas-
ured and set out the first stepts to guidelines for decision-making and implementa-
tion. These elements: how, with which preconditions for use, and for whom, will 
support a basis for further research. After the study of this thesis, further studies e.g. 
for the effects of PDL care can be done. 

This introduction sets out the background to the research and its central research 
questions.

1.1  Background

1.1.1   Modern society: Aging population, individualisation, normalisation and the 
role of the media

Old people and care of the elderly have become the focus of social concern. Society 
seems to have become aware of its responsibility to the elderly who become depend-
ent on care and is aware of the fact that the population is aging. There is even what 
can be called ‘double aging’ of the population – not only are there proportionally and 
in absolute terms more people over 65, the over 65 population is also becoming older. 
Aging populations are a global phenomenon, albeit with Africa only just beginning 
the process (3% aged 65+) and Europe furthest developed with 15% aged 65+. The 
latter is expected rise to 22% by 2020 and 28% by 20501. An overview of the develop-
ment of population over 65 and life expectancy at birth in different countries is given 
in the appendix of this chapter. In the Netherlands, the aging of the population is 
expected to peak around 2040, when about 25% of the population will be 65 or 
above2. The growth of people aged 80 or above relative to the total 65-plus population 
will continue at an above average rate and, by 2040, the proportion of the very elderly 
in the population will have doubled1. Health problems increase with age – 45% of 
people aged between 25 and 45 suffer less good health, this increases to 26.8% for 
those aged between 45 and 65, and 40.3% for those aged 65 or above3. With an aver-
age life expectancy for the Netherlands of 78, people can expect to spend and average 
of 18 of these years in less good health4. A number of health problems lead to lasting 
or permanent handicaps, where recovery, or complete recovery, is not always possible. 
An example of this is the increasing number of people with dementia. Medical sci-
ence also contributes to an increase in the number of elderly with handicaps: where 
previously people would have not survived a serious illness, they now do so but with 
a handicap. An example of this is cardiovascular disease, where mortality has fallen 
due to medical science but many old people have to deal with multiple morbidities. 
In a study carried out by Canadian General Practitioner practices, more than 98% of 
people of 65 or above were found to have multiple morbidities5. In Dutch general 
practitioner practices, Van den Akker et al6 found multiple morbidity in 63% of the 
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60-79 age group and 78% in those aged 80 or above. Both studies confirm that 
prevalence increases with age3. 

All this means that in the future, more old people will need carea for longer time, 
leading to more intense, heavy and complex care. If self-care is no longer adequate, 
care can be provided by volunteer carers and by professionalsb. However, the avail-
ability of volunteer carers is expected to fall. The largest contribution to volunteer 
care, after that provided by spouses, comes from daughters and daughters-in-law7. 
Most volunteer carers are between 30 and 64 years old, with an average age of 49. It 
is precisely this age group that is expected to shrink as a percentage of the popula-
tion8. In addition the number of volunteer carers declines as someone gets older for 
the carers also get older and their health declines as well. Opinion is divided on the 
so-called ‘kangaroo living’, where the parent or grandparent lives in the same house 
as one of the children in order to make volunteer care easier. Kangaroo homes attract 
a relatively small target group. Moreover, this sort of thing has to be done properly. 
A flexible arrangement seems to be important. Kangaroo homes have the best chance 
of succeeding where the homes come from providers who have good marketing 
strategies, set out legal matters carefully and have a well-tough-out allocation policy9. 
This all means that the care of the elderly will be mainly provided by professionals, 
and even more so within care institutes. One in ten voluntary carers provides help to 
someone in an institute or sheltered hosing. The help provided to those living in 
institutes for care of the elderly is mainly shared with other voluntary carers, although 
this help is not very intensive. It consists of the more ‘out and about’ activities, which 
are almost exclusively done by voluntary carers (shopping, visiting services, pushing 
the wheelchair outdoors), as are administrative tasks10. 

The double aging of the population will be marked by a larger number of care-
requiring elderly with increasing care needs and a smaller number of voluntary car-
ers. The professional health care provider will bear a heavier load – there will be more 
people to be helped and they will have more serious care problems.

Apart from the aging of the population, there are a number of other social develop-
ments that, although they have no direct connection with care of the elderly, do have 
an effect on it, namely individualisation, normalisation and the role of the media.

Individualisation requires the care to be adapted to the wishes of the patientc, her 
or his family and people close to her or him as well as the worker who provides the 
care. This means that the care will have to be more individually tailored. Freedom-
restricting measures and literally or figuratively silencing patients may only be used 
in exceptional circumstances. Alternatives will have to be found in dealing with 
aggressive patients. Individualisation also applies to people working in the care sec-
tor. This sector employs many young people, including many women. Marike 
Stellinga11 states that young people are ambitious in all areas. The current generation 
of school-leavers make demands on the environment in which they work, demand 

a ’Care’ = the totality of care activities, nursing, treatment and coaching.
b The term ‘carer’ refers to the care staff, nurses, medical, paramedical and psychological 

carers.
c The word “patient” is used to cover client, care demander and resident. 
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opportunities for self-development and negotiate about salaries. Young people in the 
Netherlands are raised in negotiative households where the children expect to have 
a great deal of control over their own lives and learn to adapt the environment to fit 
their own needs12. Work should be enjoyable and, in addition to work, there are other 
important things such as family, hobbies and social contacts. Consequently, young 
people at work are sensitive to stress and become quickly discouraged. Burnout is 
common for people in their 30s, especially women. Ester12 states that young people 
have enormous expectations from their work and their own potential, while not eve-
ryone can be both very active in their work and at the same time have very active 
leisure activities or family life. The 5.8% rate of absenteeism in the health and care 
sectors in 2003 was the highest of all sectors in the Netherlands13. 

Through normalisation, care becomes part of normal life. People who need care 
remain at their home as long as possible and take part in the daily life they are used 
to. When that is no longer possible, the daily life of the patient will be brought into 
the institute where the care is provided.

The greater role of the media means that public opinion is determined by it to a 
greater extent and this also influences the world of politics. For this reason, the image 
of care services is for a large part determined by the media. The media is in general 
typified by hypesd. Short-lived emotionally-appealing subjects from the field of care are 
presented in a way that is not nuanced and has no place for a detailed or complete pro-
vision of information. The result is incident politics, in which outsiders, zoom in on 
specific care situations. The reaction on this mostly means for carers more controlling 
rules and more bureaucracy and therefore less time for the patient. Control by – rela-
tive – outsiders mostly takes place by laying down a standard, which can obstruct indi-
vidually aimed care. An example of this is a public health inspector who pleads for the 
re-introduction of fixed times to bring patients to the toilet after a report in the newspa-
per that a patient would appear to have waited for half an hour before she was brought 
to the toilet. In view of this, Van Boxtel14 claimed that society is based excessively on 
‘solidified distrust’ instead of on trust, and the result of this is excessive supervision.

It is gradually being realized that the care of the elderly is a responsibly that extends 
beyond the care institutes and the care workers themselves. Insight is required into 
the care that is delivered and its quality. Quality tests within the care system are no 
longer the exclusive task of the care system itself – of professionals – but have become 
also a matter of patients’ associations, health insurance companies and government.

1.1.2   The reaction of the care sector: Care, demand-orientated interventions, small-
scale living, technology en transparency. 

As already stated, the aging of the population brings with it a larger number of elderly 
people who require care with increasing requirements, while at the same time the 

d A hype (pronounced haip, in English; derived from the Greek hyper = ‘above’) is a phe-
nomenon that receives excessive media attention and therefore seems more important 
than it really is. The result of this mechanism is that what begins as a hype develops into 
a genuinely interesting phenomenon.
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number of voluntary carers declines. Health care is divided into two sectors, namely 
the cure sector and the care sector. The cure sector comprises the policy areas curative 
care, medicines and medical (bio) technology and transfusion and transplantation 
medicine. The care sector is subdivided into the following sectors: Nursing and Care 
(including care of the elderly), Care for the handicapped and, finally, Medical Aids15. 
The emphasis in the (health) care sector lies, alongside the cure, into the care sector. 
Within the care sector, an effort is made to bring about both efficiency and efficacy 
in order to be able to offer everyone care. Amongst a large number of elderly people, 
there will be a number with permanent handicaps, a persistent dependence on care 
with no possibility of cure or recovery. This requires an approach different to the 
medically orientated one in the cure sector. For a long time the care sector has mod-
elled itself on the cure sector: multi-person rooms, a large role for medical and para-
medical professions, with the aim being that of recovery. In the last few decades, 
however, a change has taken place. People have come to realise that things that belong 
in a cure situation are often not suitable in a care situation. Privacy, for instance, 
becomes more important and the living function of the care institute gets more atten-
tion. Most institutes for care of the elderly now have one-person or two-person rooms 
and the patients spend the day in the company of 6 to 10 others. The paramedical 
and psychosocial professionals have a supportive role for the patients and the care 
staff. New care-oriented intervention models have been developed for the best pos-
sible management of patient care.

 
There are actually three items that play a part in individualisation: adjusting the care 
to meet the wishes of the patient, her or his family and those close to her or him, 
dealing with aggression with only very exceptional use of freedom-restrictive meas-
ures and dealing with the wishes of the current generation of younger employees. 

Adapting the provision of care to the wishes of the patient, her or his family and 
those close to her or him means that in the care sector personal contact and relation-
ship are more prominent than before. The essence of the care of the elderly has 
shifted to – or possibly just returned to – the basics of care: support and guidance in 
the life that someone leads; only more professionally and better informed. It is a 
matter of individually-orientated care, care tailored to need, adapted to the individual 
needs and ways of the patient. The opinions of the patients themselves and those of 
their partners and families are important. The care sector develops towards carrying 
out demand-orientated interventions.

As said, individualising means that the use of freedom-restrictive measures and 
the ‘silencing’ of the patient is reserved for exceptional situations. A patient being 
aggressive is no longer sedated as in the past. As a result, aggression from patients 
has become more common in the care sector. Aggression is intrusive and deeply 
affects the person confronted with it. Aggression provokes aggression. A search is 
made for approaches that make aggression in patients less common while care staff 
is taught to deal with it.

The approach to the young care worker requires another approach from the 
employer in the care sector than used to be the case. Space is created for personal 
contributions to the conditions of employment, for childcare and various kinds of 
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leave connected to leisure time and the private situation. Working in small teams, 
the individual employee is given more responsibility. At the same time, this requires 
adequate monitoring and understanding of group processes and ways to respond to 
them.

No one standard way of working fits the development of both the patient and the 
care worker. Task-orientated working has made way for integrated working: a worker 
carries out all the (care) tasks that come along fitting to his or her abilities and these 
are tailored to the requirements of the patient. The current new care methods and 
intervention models are aimed at the individual patient and call on the creativity and 
flexibility of the care worker.

 
The normalisation of care has led to care institute mottos such as ‘Live as you are 
accustomed’e, ‘Live your own life’f, ‘Welcome home’g or ‘Like home’h. In other words, 
despite the illness, handicap or disorder, they try to connect with the individual life-
style of the patient. The more care required by the patient, the more the current daily 
life differs from the earlier daily life. Nevertheless, the closer the care is linked to the 
lifestyle and habits of the patient, the higher their quality of life can be. This nor-
malisation has also led to the combining of care with wellbeing and living accommo-
dation. As long as people can remain at home, that is where the care is provided. For 
people who have such a large need for care that their safety is in danger, or where there 
is risk of them becoming isolated if they stay at home, alternatives have been devel-
oped such as small-scale accommodation forms and small-scale care. Gradually, the 
small-scale accommodation forms are replacing the large-scale care institutes, and 
even within the large-scale institutes small-scale care is offered in smaller units.

The increasing demand for care and the trend towards letting the patient remain 
at home for as long as possible can be partly supported by new technology. If we look 
at the two parts of the care sector – the cure sector and the care sector (see above) – 
the technological developments applicable within health care such as sensor technol-
ogy, robotisation and telecare are predominantly applicable in the cure sector. In the 
care sector, technology will be able to offer support in smaller, non-complex care 
issues or control issues.

The care sector responds to the greater role of the media with transparency – 
show what happens within the care sector, show what care for care-requiring elderly 
people actually involves and the problems that have to be dealt with. All this has to 
be done while guarding the privacy of the old people and ensuring that they are not 
recognisably shown to the world. Registration plays an increasingly important role: 
everything that is done is written down on paper. Protocols are set out and main-
tained. A patient dossier is used that is often kept in the patient’s room, where it can 
be checked by the patient or the family and partner. The institutes participate in 
national surveys on health problems such as decubitus and which serve as a basis for 

e Noorderbreedte, persoonlijke zorg en wooncomfort - Leeuwarden
f Bruggerbosch - Enschede
g Axion Continu groep - Utrecht
h Accolade zorggroep - Bosch en Duin
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establishing benchmarks. By way of websites and information magazines, insight is 
given into what happens within the walls of the institute.

1.2  Research objectives

1.2.1   Demand-orientated type of care for elderly people with large care-
requirements: Care of people who are Powerless in Daily Living (PDL care)

The care of people who are Powerless in Daily Living (PDL care) consists of a demand-
orientated approach to the patient, seeking linkup with the habits of the patient and 
the patient’s abilities. It is aimed at patients for whom no (complete) recovery is pos-
sible and for whom powerlessness is a fact of life. PDL care is aimed primarily at care 
activities that take place in daily life; seven situations in which care is given are dis-
tinguished: lying down, sitting, washing, dressing, changing, turning and feeding16;17. 
A structured approach for each of these situations is described that is tailored to the 
needs of the individual patient. The interventions consist of a complex of skills, aids 
and provisions which contribute to the optimal support, care or nursing of these 
patients who are permanent dependent on care18. 

The skills, aids and provisions that form the basis of PDL care are presented in 
table 1. 

Provisions Aids Skills

Space for a good  -
positioning
Space for (lifting)  -
equipment
Easy to use bed,  -
chair, stretcher, bath 
and nursing aids
Adjustable working  -
height
Care on a one-to- -
one basis if possible
Maximal use of  -
residual capabilities
Pleasant lighting -
Relaxing music -
Keep patients and  -
family well informed

Dynamic alternating  -
pressure mattress
(Pressure relief)  -
pillows and appliances
Bath and shower  -
facilities adapted for 
powerless patients
Adapted clothes -
Easily moveable chairs  -
and beds
Aids for moving  -
patient, such as brace 
to aid standing up, lift, 
transfer sheet or 
turning sheet
Cups and cutlery  -
adapted for powerless 
users

Lay out everything for a care session within  -
easy reach beforehand
Functional arrangement of equipment -
Lifting techniques and approaches recom- -
mended by physiotherapists: 

quietly make contact -
use flat hand -
use spasm reducing lifting techniques and  -
movements

Use rocking movements to relax the patient -
For nursing procedures in bed, turn the  -
patient as little as possible
Maintain patient’s condition -
Maximal use of patient’s residual capabilities -
Changing, washing and dressing preferably  -
integrated in one care session
Work gently -
Protect patient’s privacy -

Table 1. Skills, aids and provisions that are used in the various care sessions in PDL care

The starting points of the care are the maximum use of the residual capabilities of the 
patient and the acceptance by both the carer and the patient of the loss of self-care 
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activities when this is the result of handicaps from which no recovery is possible. PDL 
care differs from the traditional approach which is focused on ADL training. When 
ADL training has no effect, or no effect for certain functions or procedures, PDL care 
can offer ways to optimize the quality of life of the patient19. The essence of PDL care 
is accepting the patient’s powerlessness in the sense of inability or reduced ability to 
care for him or herself: when there is no chance of recovery of the functional limita-
tions of the patient, this self-care deficit is accepted and respected16;20;21. At the same 
time, the residual capabilities of the patient are utilised as far as possible19. PDL care 
is a 24-hour care method focused on coping with this powerlessness. PDL care aims 
at encouraging relaxation and quality of life of the patient, preventing problems such 
as decubitus and contractures while at the same time making the work as stressless 
as possible for the care worker20. For a good interaction between the carer and the 
patient, a one-to-one approach is used22. The use of PDL care makes this possible, 
even for patients requiring a very high level of care. 

PDL care was developed by paramedics and carers in the practical setting. But in 
PDL care the needs of the patients are leading, not the values of the professinals. In 
figure 1 a practical example is given of the use of PDL care. 

Care of people who are Powerless in Daily Living (PDL care) 

Mrs Adams (fictional name) is suffering from dementia in an advanced stage. She is fully 
dependant on the care of the staff in the nursing home. Because there is no chance that she 
will recover, it has been decided to use the PDL care method. This decision was discussed 
with Mrs Adam’s daughter. The care method and the skills, aids and provisions that are most 
suitable for Mrs Adams are described in the care file. A dynamic alternating pressure mat-
tress is used in bed with a special pillow as support between her knees. Working on a one-
to-one basis, the carer uses rocking movements when washing Mrs Adams because she has 
noticed that this helps her to relax. The physiotherapist has shown the staff which lifting 
techniques and rocking movements to use. The movements are gentle. During the care ses-
sion the carer keeps talking quietly to Mrs Adams: she tells her what she is going to do, 
always maintains good eye contact, and is alert to nonverbal responses from the patient. 
She walks around as little as possible and makes sure that the patient is turned as little as 
possible. She has laid out everything she needs for the care session and the patient’s clothes 
within easy reach. Mrs Adams sits in a fitform chair during the day which gives her full sup-
port. Her clothes have been adapted: following the ergotherapist’s instructions, some of the 
seams of her dresses have been undone and are fastened with Velcro, so that they do not 
need to be put on over her head. The speech therapist has shown the daughter and the car-
ers what to do to prevent Mrs Adams from choking. The staff take the likes and dislikes of 
Mrs Adams into account as far as possible. The carer sees that Mrs Adams likes to watch 
the coal tits eating sunflower seeds from bird table by the window and makes sure that she 
always sits so that she can look outside. 

Figure 1. An example of PDL care
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As the example shows, knowledge and skills from nursing and the paramedical pro-
fessions like physiotherapy, ergotherapy and speech therapy are brought together and 
integrated23. The basic procedures and approach are nursing techniques; physiother-
apy provides the lifting techniques and the way the patient is touched and moved; 
the adapted nursing aids and provisions are from the ergotherapy discipline; and 
procedures and aids for eating and communication are provided by speech thera-
pists. 

Although PDL care was initially only used in a few nursing homes, in the last 
decades PDL care is increasingly being implemented in institutes for care of the 
elderly in the Flemish part of Belgium, in Dutch nursing homes and gradually also 
in residential homes, home care situations and hospitals24. A PDL Foundation has 
been set up which is establishing a Dutch-Flemish network that aims to increase and 
spread knowledge and skills on PDL care25. PDL care is neither scientifically devel-
oped nor scientifically supported. Further examination of this model is interesting 
because the people who work with it or who are involved with it in some way say that 
it leads to an increase in the quality of life for the patient, more work satisfaction for 
the employee and greater satisfaction for the family. On the one hand, PDL care offers 
control via the structured skills, aids and provisions, while on the other it offers space 
for the individual patient and the individual carer. PDL care seems to link up well 
with current thinking about care and the developments in the care sector.

1.2.2   Research linking up with practice

Compared with the cure sector, research in the care sector has lagged behind for a 
long time, despite the fact that the budgetary expenditure on care certainly justifies 
research into quality. In the Netherlands in 2006, 2.7 billion euros were spent on the 
cure sector while 20 billion euros were spent on the care sector. Within these sectors, 
almost 19 billion was spent on hospitals and about 13 billion on care of the elderly3. 
The care sector nevertheless seems to be less interesting to researchers than the cure 
sector and in the care sector itself scientific support was, for a long time, not consid-
ered important. Even for the research that went into this thesis, the reaction of most 
health care providers during this study was, ‘You have to experience PDL care. Then 
you know how good it is’. However, in recent years this has changed. The care sector 
has an urgent need for scientific support for the interventions that are used, with an 
eye to efficacy, transparency and quality of care. With demand-oriented care it is 
especially important that the care has a structured basis that is transparent and aimed 
at quality. ‘Evidence based’ and ‘Best practice’ are terms that have entered the care 
sector. In daily practice, they are in an early stage. At the same time, scientific research 
leads to real-world benefits if it is related to practice. Experiences that workers inte-
grate into practice through their actions are called ‘recipe knowledge’, without a 
theoretical disciplinary perspective26;27. Recipe knowledge is followed by action 
research, which looks at practical activities found in the practical situation. The 
results, which are mainly based on reflection by professionals, are written down so 
that others can make use of this experience. Because completeness, carefulness, 
structure and explicit reflection is aimed at, the working practice consists of more 

GeaVanDijk.indd   17 21-10-2008   14:08:08



18 Chapter 1

than repetition of the same action process, but also involves thinking about things 
together, thus regular discussion of these processes and of the insights that can be 
distilled from them28. The result of this could be called ‘procedural knowledge’. What 
has been done so far on care of people who are Powerless in Daily Living (PDL care), 
can be seen as just such an action study. The ‘Werkboek PDL’ (PDL care Workbook) 
and described procedures are the result of this9. A part of an example of such 
described procedure, concerning the start of washing, is given in figure 2.

Nr. Skills

1. The patient lies on his back   
Make contact with the patient   
Turn on some music if het patient likes that and if desired use some scent   
Put 2 washbasins with warm water, 2 washcloths, 2 towels and washing oil close at 
hand. If desired also bandages, salve and powder   
Put PDL(night)clothes ready (outer clothes at the top of the bed, underclothes and 
incontinence material at the bottom of the bed)   
Put a slidingcloth ready and put if necessary a hoist and wheelchair nearby   
Put a laundry basket nearby the bottom of the bed   
Push the right bedframe up and the left bedframe down   
Adjust the bed at the right height  

2. Go to the side where you can get best contact with the patient (eg the right side)   
Wash and dry the face of the patient with a washcloth without soap   
Pull the blanket just from the (right part of) the upper body   
First undress the right side of the upper body   
Put a washcloth on your hand that is at the top of the bed (right hand)   
Open the hand of the patient   
Hold the hand of the patient with your other hand like you shake hands (left hand)   
Move the arm outwards, using rotating, swinging movements   
Wash the right side with a washcloth with soap, from outwards to inwards (first the hand 
then further to armpit and breast)   
Rinse out the washcloth   
Repeat the washing acts without soap   
Etc. 

Etc. Etc.

Figure 2. Part of an example of a described PDL care procedure, concerning the start of washing

The research described in this thesis is the next step in research: scientific theory 
formation from the PDL care developed in practice26. It is then no longer a matter 
of reflection but of carrying out research from a scientific theoretical approach. PDL 
care connects with the developments in the care sector sketched out above. Carrying 
out the research into PDL care links up with the need for interventions in the care 
sector and in making the care provided transparent.

The research this thesis describes aims to give a theoretical basis to PDL care. In 
literature mentionned positive effects of PDL care are based on asked experiences of 
careworkers. Until now there is not a good basis to do scientific effect studies. The 
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research that is described in this thesis aims at forming such a basis to anable further 
studies e.g. for effects of PDL care. This can later be done, with the use of the out-
come of this research.

1.2.3  Research questions

The following research questions were formulated:
Which type of care is PDL care? Put another way, we are curious as to what type of 1. 
care PDL care is if we look at this from different perspectives. What other types of 
care provision does PDL care connect with? (Chapter 2)
What is the current application of PDL care? Presently, PDL care is mainly applied 2. 
in nursing homes in the Netherlands and institutes for care of the elderly in the 
Flemish part of Belgium. To see whether PDL care is sufficiently established to 
justify the study, it will be interesting to see just how well known PDL care really 
is, the extent to which it is applied and the way it is currently applied. After all, PDL 
care was developed in practice and may have changed over the course of time. 
(Chapter 3)
What are the defining characteristics of PDL care and what is an accurate definition 3. 
of PDL care? Because PDL care was developed in practice it is important to clarify 
what PDL care is and what it is not, where the boundaries lie regarding the continu-
ing development of PDL care and when can health care providers rightly claim that 
they use it? (Chapters 4 and 5)
What are the preconditions for the successful application of PDL care? What has to 4. 
be done in organisational or other terms to implement PDL care successfully? What 
competences do employees need in order to apply PDL care? (Chapter 5)
What is the relation between PDL care and palliative care? An example can offer 5. 
insight into the application of PDL care within palliative care (Chapter 6) 
What are the characteristics of patients that determine the choice of PDL care and 6. 
which measuring instrument can be used for this purpose? The decision whether to 
apply PDL care is in essence and, put briefly and bluntly, a choice between rehabilita-
tion and non-rehabilitation but with an emphasis on the quality of life. It is important 
to know which patient characteristics determine this choice. (Chapter 7)
How is the decision for applying PDL care taken and how is it initiated for an indi-7. 
vidual patient? Can a guideline be drafted for this process? Apart from determining 
specific characteristics of a patient, which partly determine whether PDL care would 
be appropriate, it is important to know how the decision to apply or not to apply PDL 
care is taken. The development of a guideline provides unambiguity and transparency 
for the decision-making regarding the application of PDL care and the way the imple-
mentation of PDL care is initiated for an individual patient. (Chapter 8)

PDL care can be used in both nursing homes and other care institutes, in homecare 
and care of the mentally handicapped. Information from practice was collected from 
nursing homes in the Netherlands and larger institutes for care of the elderly in 
Flanders since here PDL care is mostly used.
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1.3  Overview

The second chapter ‘Care of people who are Powerless in Daily Living – Coping with 
high care dependency in patients with very disabling chronic disorders’ aims at the 
question of what type of care PDL care is. To do this, PDL care is examined form 
different perspectives – the level of functioning and health condition of the patient, 
the care perspective, the treatment perspective, and the stage of support by the health 
care provider. 

The third chapter ‘Emotion-oriented care in very disabling chronic disorders: 
Current state of Care of people who are Powerless in Daily Living (PDL care) in the 
care of the elderly’ aims to obtain insight into the familiarity, practical use, structural 
preconditions and effects experienced of PDL care in Dutch nursing homes and in 
the larger institutes for care of the elderly in the Flemish part of Belgium. To do so 
two questionnaires were used, which were sent to nursing homes in the Netherlands 
and larger institutes for care of the elderly in Flanders. For a number of items a 
comparison is made with the study of guidance methodologies for psychogeriatric 
nursing home patients. 

In the fourth chapter ‘An Analysis of Care of people who are Powerless in Daily 
Living Empowerment of the Patient with Irreversible Self-care Deficits’ an analysis 
is made of the PDL care model, using the method of Walker and Avant. The defining 
characteristics of PDL care are named and a definition of PDL care is formulated.

In the fifth chapter ‘Care of people who are Powerless in Daily Living and the 
opinion of clinical experts – If recovery cannot be expected……’ the defining charac-
teristics of PDL care found in the literature are tested in practice. They are submitted 
to experts in the field via the Delphi method. This also allows the developments in 
the model to be mapped out along with the preconditions that are important for the 
application of PDL care.

The sixth chapter ‘Care of people who are Powerless in Daily Living and Palliative 
Care’ shows the relation between PDL care and palliative care. It gives an example of 
the application of PDL care in palliative care. 

In the seventh chapter ‘Patient characteristics: case-finding’ a study is made of the 
characteristics of patients for whom PDL care is appropriate compared to patients 
for whom it is not appropriate. This concerns case finding: which patient character-
istics determine the choice for PDL care and which measuring instruments can be 
used to determine this.

The eighth chapter ‘The choice for PDL care: a process description’ looks at how 
the decision on whether to use PDL care is made. In addition, a start for a guideline 
is developed so that the decision making process can take place in a way that is struc-
tured, unambiguous and transparent. 

The ninth chapter is the discussion chapter of the thesis. The research questions 
are discussed and conclusions are drawn. In addition, PDL care is placed in the con-
text of developments the care of the elderly.
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Chapter 1 Appendix
Country Population 65 years 

and older in 2003
Population 65 years 

and older in 2007
Life expectancy  

at birth

Sweden 17.3 % 17.9 % 80.63 years 

United Kingdom 15.7 % 15.8 % 78.70 years

The Netherlands 14.0 % 14.4 % 79.11 years

Italy 19.1 % 19.9 % 79.94 years

Japan 19.0 % 21.0 % 82.02 years

United States 12.4 % 12.6 % 78.00 years

Table 1. Population that is 65 years and older and life expectancy in different countries. Sources: Central 
Intelligence Agency29 and Nederlands Interdisciplinair Demografisch Instituut (Dutch Interdisciplinary 
Demographic Institute)1.

GeaVanDijk.indd   23 21-10-2008   14:08:08



GeaVanDijk.indd   24 21-10-2008   14:08:08



‘It permanently changed 
my feelings about care’ 
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