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  Abstract 

  Background

Care of people who are Powerless in Daily Living (PDL care) is a type of care that a 
growing number of healthcare facilities use to upgrade the quality of care rendered. 
It is developed by professionals in the practical setting, for care of people with pow-
erlessness e.g. with dementia or a severe chronic disorder.

  Objective

This study aims at the question of what type of care PDL care is and what other types 
of care provision does PDL care connect with? 

  Method

PDL care is examined form different perspectives with the help of a work model – the 
level of functioning of the patient, the care perspective, the treatment perspective, 
and the stage of support by the health care provider. 

  Results

With respect to the patient’s level of functioning and health condition, PDL care is 
intended for patients with a major or complete care dependency. Seen from a care 
perspective, the patient has little or no capacity for self-care. In such a case, the care 
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28 Chapter 2

is provided by professional health care providers with specific expertise and skills. 
The care is supplemented where necessary by volunteer care. The treatment perspec-
tive shows the need to stabilise the patient’s situation and their need to learn to cope 
with disabilities with no prospect of recovery. This involves acceptance of the lowered 
capabilities of the patient from handicaps from which no cure or recovery is possible 
and, instead, to make the best of the patient’s residual capabilities. Looked at from 
the perspective of the support stage, the carers take over, partly or wholly, the patient’s 
self-care activities. PDL care is based on the biopsychosocial model, which is an 
approach in which physical, psychological and social problems are approached as 
part of an integral whole and is also a form of emotion-orientated care. PDL care is 
suited to people with serious chronic disorders, which can be either somatic or psy-
chogeriatric such as dementia. PDL care is also used in palliative care.

 Conclusions

In short, the answer to the research question is: PDL care is a form of emotionoriented 
care. PDL care focuses on patients with a major or complete care dependency, and is based 
on a biopsychosocial model. It assumes the patient’s wishes and perception, with the objec
tive of stabilisation, coping with disabilities with no prospect of recovery and maximum use 
of residual activity. It is performed by professional health care providers with specific exper
tise and skills, who partially or fully take over the selfcare activities of daily life from the 
patient. 

Keywords: PDL, emotion-oriented care, powerlessness, dementia, chronic disorder
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29Care of people who are Powerless in Daily Living

2.1  Introduction and background

The number of chronically ill patients who will need a high level of care for the rest 
of their lives is increasing. The general expectation is that this trend will continue in 
the decades to come because of population ageing. The care of patients with no 
chance of recovery is different to that of those with the hope of at least a partial recov-
ery. There are several approaches to care provision. The basis of medicine and often 
of nursing is ‘healing’; in other words, the aim is recovery and reactivation. The ADL 
programme, ‘Activities of the Daily Living’ is such a method that aims at reactivation 
and recovery. However, when there is no chance of recovery and the patient has a loss 
of power, the basis of healing is not a realistic option in care. This is the case in 
patients with severe chronic illness, like severe dementia or a disabling somatic dis-
order. A much better approach to caring for these patients is to accept the fact that 
the patients’ limitations are permanent and to cope with an irreversible self-care 
deficit and with powerlessness1. The care of people who are Powerlessness in Daily 
Living (shortened: PDL care) incorporates this perspective and way of caring.

PDL care is a type of emotion-oriented care for an individual who is very depend-
ent on care. In addition, PDL care goes further than the basic principles of emotion-
oriented care. Emotion-oriented care takes the individual as the starting point of care. 
The principles of emotion-oriented care are flexibility, awareness of interactive prob-
lems between carer and patient, and to provide an integrated approach to problems 
of health and living and mental problems2. PDL care is aimed at the wellbeing and 
comfort of a patient, at saving energy of the patient and a stressless caregiving. What 
distinguishes PDL care from other methods of care is that it integrates physical, psy-
chological and social care explicitly into daily care. PDL care comprises a mixture of 
skills, aids and provisions to give optimal support, attendance and care to patients who 
are unable to take care of themselves. The aim of care incorporated into PDL care is 
to reduce the negative effects of physical dependency as far as possible, both for the 
patient (e.g. pain, decubitus) and the carer (e.g. low back pain, stress)3. PDL care 
standardises a way of caring that is developed by professionals in practice by described 
skills, aids and provisions in different care situations (lying down, sitting, washing, 
dressing, changing, turning and feeding). Specific parts are developed and some parts 
of other methods are placed in the context of dealing with powerlessness. The ADL-
programme and PDL care can be used at one patient, e.g. revalidation to those func-
tions where there is recovery and PDL care to those functions that are definite defi-
cient. But mostly the chance of recovery is general, so there is an overall using of ADL 
or PDL care. The decision to use which programme has to be made very precisely. A 
wrong decision one way or another, can cause a lot of stress and frustration. 

Up to now, PDL care lacks scientific underpinning, which is necessary according 
to the American Psychiatric Association4. The aim of this article is to present a work-
ing model for PDL care that will form the basis of the study concerning PDL care. It 
is to clarify the method and place it in the context of other methods. To underpin PDL 
care, a working model will be built up from the basic assumption that the health of 
an older person affects his/her functioning and dependency. The working model is 
linked with Orem’s ‘self-care deficit theory’5. This theory states that nurse’s actions 
compensate for the patients’ action limitations. 
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30 Chapter 2

2.2  Working model

The first element of the working model will be a description of the level of function-
ing in relation to health condition. This level can vary from independent to com-
pletely dependent on care and is related to the other elements of the working model. 
The second element, care perspective, refers to the way a person looks after him/
herself or needs informal and/or professional support from others. The next element 
of the working model is the treatment perspective. Two models will be discussed: the 
medical model and the biopsychosocial model. The last part of the working model 
consists of the stages of support6;7. The stages indicate for each level of dependency 
whether the person needs encouragement or partial help, or activities to be taken 
over completely. The stages also classify the different methods of care, giving the 
objective of each method and the support needed. Finally, each of these elements of 
the working model will be described and discussed. 

2.2.1  Level of functioning and health condition

In essence, dependency is always connected with the social relationship in which it 
occurs: ‘one cannot simply be dependent; one must be dependent upon someone for 
something else’8.

According to Anderson9, a person who becomes a patient moves on a continuum 
from a relative state of independence to a level of complete dependence on the care 
from others. Care dependency means that the person’s dependency will be placed 
within the frame of professional and formal care assistance10. The working model 
divides dependency on care in five levels: independent, mildly dependent, partially 
dependent, highly dependent and completely dependent (figure 1). These levels are 
based on the indicators determining the degree to which (long-term care) patients 
depend on care11 and represent a continuum. PDL care is intended for patients with 
an irreversible high or complete dependency on care. 

Independent Mild
dependent

Moderate
dependent

Health condition

Functioning

Severe
dependent

Complete
dependent

Level of
functioning:

PDL

Figure 1. Working model with level of functioning en health condition
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31Care of people who are Powerless in Daily Living

Care dependency is related to the patient’s health and functioning. Health condition 
can be assessed with the World Health Organisation’s 2001 International Classification 
of Functioning, Disability and Health (ICF). The original goal of the ICF is to provide 
an outline for organising information about the consequences of the disease in terms 
of body function and body structures, activities and participation, and environmental 
factors. Body functions are defined by the ICF as physiological functions of the body 
systems; body structures are anatomical parts of the body, which can lead to disabil-
ity. Activity can be defined as the execution of a task by an individual, whereby prob-
lems lead to disabilities. Participation is involvement in a life situation. These last 
two are more socially determined than organic functions and can lead to participation 
problems. Environmental factors make up the physical, social and attitudinal envi-
ronment in which people live and conduct their lives. From these factors obstructions 
can occur. Problems are quantified by ICF in levels: no difficulty, mild, moderate, 
severe or complete difficulty. The consequences of a disease, expressed in limitations 
in body functions, physiological functions, participation and environmental factors, 
will lead to problems in overall functioning. According to the ICF, this overall func-
tioning can be expressed in the degree of dependency, as presented in the working 
model. Depending on the origins of the problems and the resulting overall function-
ing, the degree of dependency can be temporary or permanent. 

Knowing that PDL care aims at patients with an irreversible high or complete 
dependency, the previously described WHO classification gives insight into the fact 
that the patient can have and probably will have problems of various types. These 
various problems and resulting difficulties are integrated into PDL care. 

2.2.2  Care perspective

The second element of the working model is the care perspective. Depending on the 
degree of care dependency, various types of care are involved: self-care, informal care 
or volunteer care and professional care. As PDL care is used in highly and completely 
dependent patients, most care will be at a professional level but informal care and 
self-care, however little, should not be overlooked and need to be integrated into 
caregiving using PDL care (figure 2). 

2.2.2.1  Selfcare
Hattinga Verschure12 made the distinction between self-care, mutual or informal 
care, and professional care. Hattinga Verschure12 describes self-care as the demand 
for care and the process of care delivery by one and the same person. Self-care is 
essential in all intimate activities of daily life, such as changing, eating and dressing. 
Self-care is substantial in situations of independency and mild dependency. Increasing 
dependency leads to decreasing self-care. At a high or complete dependency level, the 
patient is no longer able to perform activities of daily life by herself or himself. 
However, even in a situation of independency, there is usually some dependency in 
a social context. According to Pool10 dependency can be placed within the context of 
common human relationships. This involves human and social relations in which 
equality is sought. Reciprocity is the key: you do something for me and I’ll do some-
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thing for you. This looking after each other is called ‘usual care’. Most relationships 
occur in interdependency between generally accepted norms of reciprocal relation-
ships and mutual dependency. Outside these norms a situation is characterised as 
dependency if an individual has no resources and is receiving without giving.

In social relationships at older people a distinction is made between partner, 
family and friendship relationships. Studies show that partner relationships are very 
important for an older person, especially for giving support and care when physical 
problems occur13;14, but also for a meaningful social interaction in daily life15. Family, 
including brother-sister relationships, is especially important if there is no partner16;17. 
For confidential contact, pleasant social interaction and the feeling of social integra-
tion in the community, friendships are particularly important for the elderly18. In 
situations where PDL care is given, these human relationships can be continued. The 
professional carer should realise that the character of the relationships has changed, 
but can still be very important for the wellbeing of the patient. Therefore, it is clear 
that interdependency is an integral component of human life. 

Independent

Self care
Informal or volunteer care

Professional care

Mild
dependent

Moderate
dependent

Health condition

Functioning

Severe
dependent

Complete
dependent

Level of
functioning:

Care
perspective:

PDL

Figure 2. Working model with added care perspective 

2.2.2.2  Informal or volunteer care
Informal care is described as care given to each other by members of small social 
networks, on the basis of self-evidence and mutuality12. Characteristic to informal 
care is its emotional nature resulting from the personal band between the carer and 
the patient. In the carer-patient relationship, reciprocity is found as in normal human 
relationships although here it has an intentional nature. Thus a wide interpretation 
must be made including psychosocial aspects and willingness to care19. Often there 
is one main informal carer or so called volunteer carer, supported by ‘secondary’ car-
ers17;20. Nolan et al.21 found that for the informal carer subjective perceptions of 
events and circumstances were most stressful, rather than the objective features of 
the events and circumstances themselves. Emotional support, for example as given 
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by family members, increases the carer’s wellbeing22. Robinson23 points out that 
carers must learn to separate the attainable from the non-attainable, to change what 
can be changed, but to accept with some degree of equanimity the things that cannot 
be changed.

If more care is needed, the network of carers does not usually expand, but rather 
the intensity of the informal care grows24. With partial dependency, calling in profes-
sional health care providers will also depend on the strength of the informal care. 
This also applies to the extent to which this will occur. 

When professional care is brought in for partial care dependency, informal care 
still plays a key role, especially if the patient stays at home. In home care the contribu-
tion of informal care is greater than that of the professional health care providers in 
relation to the total care20.

Severe or complete care dependency often leads to admission to a care institute. 
The moment a patient is admitted to an intramural care institute, the informal care 
usually collapses. The primary carer sees his/her job being taken over by the profes-
sional health care providers of the institute. Using PDL care, the professional should 
take into account the informal care that the patient had been receiving. When pos-
sible, informal care should be integrated into the care of the patient. Self-care and 
informal care increase the wellbeing of both the patient and the carer12.

2.2.2.3  Professional care
Professional care is all care delivered by people in paid employment who are usually 
registered12. In professional care the distinguishing characteristic is expertise2. At a 
mild care dependency level the professional carer is usually only brought in tempo-
rarily. One of the main challenges for carers is to promote optimal independence by 
supporting the patient’s ability to meet self-care needs and to plan care according to 
individual needs. Within care practice, independency should be supported if this is 
possible and if the patient wishes it. At a high or complete care dependency level that 
is irreversible, professional care will become permanent. So PDL care is applied for 
the rest of the patient’s life. Coping with care dependency and powerlessness of the 
patient is then a major challenge to the professional carer. Especially at a high depend-
ency level, care has to fit in with the wishes of the patient and the problems experi-
enced by the patient. Professional health care providers are becoming more and more 
aware of this. Bodenheimer among others describes the pursuit of ‘the patient-pro-
fessional partnership, involving collaborative care and self-management education’25. 
This means that the professional carer and the patient make health decisions together. 
In PDL care the wishes and the experiences of the patient form the starting point for 
care, especially for daily care activities. 

The relationship between carer and patient is a vulnerable one. Many chronic 
patients and their relatives say that most stress is related to a continuing negotiation 
with aid institutes and professional health care providers2. Besides the care relation-
ship with the patient, the professional carer also has a relationship with the informal 
carer. Informal carers are usually more critical of the care given than the patients. 
Laitinen26 writes: ‘Informal carers are in a key position to help nursing professionals 
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to cope with the future challenges of elderly people’s care. Their perceptions must 
also be taken into account’. 

Informal carers feel they depend on professional health care providers27. 
Nieuwstraten et al.28 point out that four items affect the care relationship. These are 
the behaviour of informal carers and patients, the extent to which the professional 
carer fits in with the habits and routine of the family, the extent to which the patient 
and informal carer are able to fulfil their position as parent/partner, and the extent 
to which the professional carer gives support to a ‘normal’ life. Besides that, profes-
sional health care providers are expected to give advice, support and training to the 
informal carer21. Informal carers and patients feel jointly responsible for the quality 
of the care relationship. Hasselkus points out that a reflective contact between infor-
mal carer and professional carer is important to prevent tension occurring due to 
differences in perspective29.

As PDL care is intended for patients in permanent need of a high level of care, it 
is usually used by professional health care providers. The patient is expressly involved 
in the caregiving. If the patient wishes, his/her ability to perform daily care activities 
by himself is used optimally. His/her wishes and experiences form the starting point 
for the professional care. Since informal carers had been involved in the caregiving 
and may still be able to help, they are also involved when PDL care is used. 

2.2.3  Treatment perspective

2.2.3.1  Medical model
In patients who are independent or mildly dependent on care due to physical prob-
lems and disorders but with the possibility of recovery, the medical model is used. It 
is aimed at recovery and cure. Independency is, analogous to the requests of the 
patients, often the target of care: independency of the patient towards the carer. 
Henderson30 already mentioned this in 1971. Prins31 points out that the primary goal 
of care is to reverse impairments by means of reactivation therapy. This means that 
the medical model is usually used for patients who are independent, mildly depend-
ent and sometimes partially dependent.

The target of the medical model is the physical disorder. The patient is expected 
to be motivated to undertake actions him/herself that lead to recovery. These can 
include taking medicines, undergoing intensive therapies and training or rehabilita-
tion. Because the interactions and efforts are only temporary, the patient does not 
experience it as a burden, even when it includes negative experiences. 

Originally, care for people was medically oriented32. As already mentioned, most 
carers’ training is still based on the medical model, making it implicitly part of the 
actions of many carers. In situations where recovery is not to be expected a whole 
new concept is required and this implicit medical model may lead to frustration on 
the part of both patient and carer. 

2.2.3.2  Biopsychosocial model
For people with a high or complete care dependency who are not expected to recover, 
the biopsychosocial model is applicable. In nursing theory and practice it is also 
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called the ‘nursing model’. The biopsychosocial model refers to all carers and involves 
integrated care aimed at the physical, psychological and social aspects of the patient. 
It focuses on assistance and support of the patient. For the patient, control and qual-
ity of life are important, for the carer job satisfaction. The biopsychosocial model is 
in line with Sipsma’s view of the vulnerable elderly which he describes as an ‘unsteady 
balance’33, Van der Plaats’ view about ‘homeostasis’34, and Watson’s holistic view35. 
It is about person-focused care, tuned in to the needs and wishes of the patient. 
Respect and integrity are shown in the human relations. Care is about ‘a true process 
of meeting between persons’36. It is an approach in which patients are helped to 
continue to be part of their social surroundings. Kitwood names, among other things, 
the kinds of interactions that are clearly conductive to the maintenance of personality 
and wellbeing37.

Attention to psychosocial aspects is not secondary to physical and medical aspects. 
It is important that professional health care providers who are looking after patients 
in permanent need of high levels of care let go of the medical model both explicitly 
and implicitly. PDL care is based on the biopsychosocial model (figure 3). The integra-
tion of physical, psychological and social aspects is explicitly shown in the skills, aids 
and provisions. 

Independent

Self care

Medical model Bio-psychosocial
model

Informal or volunteer care
Professional care

Mild
dependent

Moderate
dependent

Health condition

Functioning

Severe
dependent

Complete
dependent

Level of
functioning:

Care
perspective:

Treatment perspective:

PDL

Figure 3. Working model with added treatment perspective 

2.2.4  Stages of support 

This focuses on both the stage of support and the different forms of intervention as 
part of the theoretical working model. Figure 4 shows the relation between them.
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Encouragement Intervention Partial
taking over

Complete
taking over

Stages of
support:

Interventions

Methods

To re-establish from 
care dependency into 
independency

- Behaviour therapy
- Supportive
 psychotherapy
- Reality orientation
- Skills training
- Activity therapy
- Recreational therapy 
 (crafts, games, pets)
- Art therapy 
 (music, dance, art)
- ADL

To realise or hold on 
stabilisation

- Behaviour therapy
- Supportive
 psychotherapy
- Validation therapy
- Simulated presence
 therapy
- Reminiscence
- Art therapy (music)
- ADL
- PDL

To manage with 
further decline in care 
dependency

- Supportive
 psychotherapy
- Validation therapy
- Sensory integration
- Simulated presence 
 therapy
- Reminiscence
- Art therapy (music)
- PDL

Figure 4. Stages of support, interventions and methods

Souren and Franssen6;7 name different stages of support at the different stages of a 
disorder that eventually leads to dependency. The first stage of care is ‘encourage-
ment’: to encourage the patient to do things him/herself. The second stage is ‘inter-
vention’: supporting the patient. A progressive illness and the resulting growing 
dependency will lead to the stages ‘partially taking over’ and finally ‘completely taking 
over’ the activities of daily living. Looking at the degree of dependency and the related 
stage of support, a link can be laid between different methods of care and their aims: 
to re-establish from care dependency into independency, to realise or hold on stabi-
lisation or to manage with further decline in care dependency.

2.2.4.1  Reestablish from care dependency into independency 
The aim of this care method is to help where possible and to move the level of 
dependency up towards independency. It is about encouragement. Recovery is 
encouraged; support and training focus on doing activities of daily living such as 
washing, dressing, changing and walking by oneself. Methods for achieving this are 
ADL training, stimulation-oriented methods and cognition-oriented methods32.

2.2.4.2  Realise or hold on stabilisation 
The target of this care method is to achieve or maintain stabilisation and to prevent 
worsening of problems and an increase in the level of dependency. It is for patients 
with a partial or complete dependency that is irreversible, usually patients with 
chronic disorders. 

It is gradually being recognised that independency is not possible for all patients. 
Recovery is not an option, but keeping up and using the capabilities one has is. So, 
stabilisation through intervention and partially taking over becomes the care method. 
There is no chance of a cure but it is possible to support the patient and his family 
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and network, as well as supporting the formal carers who, through their education, 
still usually only aim at cure or recovery. Caregiving without the prospect of getting 
better is often felt to be hard. 

Some of the methods mentioned for recovery are continued but for the most part 
the methods mentioned for degeneration are applied. The method to be used depends 
on the patient’s prognosis and limitations: the degree of irreversibility. 

2.2.4.3  Manage with further decline in care dependency 
While the stabilisation method just discussed is more applicable to the care of patients 
with irreversible degeneration, this care includes partially or completely taking over 
and coping with a further increase in care dependency. These patients have an irre-
versible high or complete care dependency. Generally they have chronic diseases, 
either physical or psychological. Carers can experience a great deal of stress in caring 
for this category of patients. For example, carers taking care of patients with demen-
tia have said they have difficulties in handling the aggressiveness, uncooperativeness 
and unpredictability of their patients. Nevertheless, 90% of the interviewees experi-
enced satisfaction in their work, mostly because they were able to give qualitatively 
good care38. Caring for the carer is important, especially with the expected growing 
number of dependent elderly patients. 

Independent

Self care

Medical model Bio-psychosocial
model

Encouragement Intervention Partial
taking over

Complete
taking over

Informal or volunteer care
Professional care

Mild
dependent

Moderate
dependent

Health condition

Functioning

Severe
dependent

Complete
dependent

Level of
functioning:

Care
perspective:

Treatment perspective:

Stages of support:

Position of PDL approach:
PDL

Figure 5. Working model with added stages of support 
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In addition to some specific emotion-oriented methods32, there was a need for new 
methods aimed at the quality of life of the patient and at providing carers with tools 
to improve that quality of life. Such a way of caring is PDL care.

Most methods of emotion-oriented care are aimed at people with psychogeriatric 
chronic diseases such as dementia. Examples are validation, sensory integration, 
simulated presence therapy, supportive psychotherapy and reminiscence32. They 
concentrate on the psychological and social aspects of the patient and pay little atten-
tion to the physical side. These methods are thus less useful for people with physical 
chronic disorders. 

PDL care aims at providing an integrated approach to physical, psychological and 
social problems in patients dependent on care, which makes it useful both for people 
with chronic disorders, both psychogeriatric and somatic. It is about partially or 
completely taking over care related to activities of daily living (figure 5). Its target is 
providing care in a way that puts as little burden as possible on both the patient and 
the carer, based on a situation where there is no chance of recovery. 

2.3  Conclusion 

Figure 5 and the descriptions show that PDL care is intended for use in patients with 
a major or complete care dependency. So PDL care mainly involves care by profes-
sional health care providers, as the patients are able to do very little in self-care. It is 
based on a biopsychological model and the support consists of partially or fully taking 
over self-care activities of daily living. The figure shows the coherence of the elements 
of the working model that are described in this study, whereby the relations between 
those elements and PDL care were clarified.

2.3.1  Relevance

PDL care is an emotion-oriented method. It is described as: Care of people who are 
Powerless in Daily Living. It focuses on physical, psychological and social aspects of 
care dependency, on coping with powerlessness. This makes it useful for people with 
severe chronic disorders like severe dementia or very disabling chronic somatic dis-
orders, it is also be used in palliative care. 

2.3.2  Implications

PDL care is intended for use in patients who need a high level of care permanently. 
PDL care is usually given by a professional with specific training and expertise. The 
bases of the relationship with the patient are the wishes of the patient and the accep-
tation of his/her deficiency of self care. The informal or volunteer carers are also 
supported in their coping with the powerlessness of the patient. PDL care offers 
individualised care to patients with a high or complete dependency, based on the 
patient’s wishes and the biopsychosocial model, approaching physical, psychological 
and social problems as an integrated entity. Let go of the idea of recovery when recov-
ery is not possible and aim at stabilisation or coping with loss. PDL care’s focus is 
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providing care with as little burden as possible for both the client and the carer with 
an explicit description of skills, aids and provisions in different care situations. 

2.4  Recommendations

There is an urgent need for scientific underpinning of the aforementioned care meth-
ods. There are few studies on the effects of the different care programmes on severe 
chronic illness or at palliative care. Research on PDL care is lacking even though 
emotion-oriented care and PDL care in particular are currently receiving a great deal 
of attention. Our working model could form a basis for further research: the analysis 
of PDL care and developing an instrument to validate PDL care can be taken from 
there. 
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‘The patient lets me into 
her world, which I find  

very valuable’
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