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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 ren-
dered.

 Objective 

This paper sought to analyse PDL care, leading to a definition and to a differentiation 
to other intervention models.

 Method

The method developed by Walker and Avant was used.

 Results

We formulated a theoretical definition of PDL care. Shortened PDL care was used for 
patients with an irreversible self-care deficit. The perception and wellbeing of the 
patient is the starting point of care. In coping with powerlessness, specific skills, aids 
and provisions are used in a structured multidisciplinary approach. Insight was given 
in the differences to other intervention models.
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90 Chapter 4

 Conclusions 

The findings clarified PDL care and provided a definition of PDL care. 

 Practice implications 

Using PDL care has consequences for both the healthcare facility and the carer.

Keywords: PDL care, Walker and Avant, dementia, chronic disorder, dependency
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4.1  Background

Care of people who are Powerless in Daily Living (PDL care) is a type of care for 
people with irreversible self-care deficits, such as people with very disabling chronic 
disorders1. It is a type of emotion-oriented care; in emotion-oriented care the percep-
tion and wellbeing of the individual is the starting point for care2. PDL care involves 
empowering the patient by coping with her or his powerlessness caused by illness. 
It is aimed at the patient’s wellbeing and comfort, providing care in a stress-free 
manner. The aim of care and nursing as described in PDL care is to reduce the 
negative effects of dependency of care as much as possible. PDL care formalises and 
specifies a way of caring that has been developed in practice. Grootenboer-Kardux3 
has pointed out that dealing with powerlessness with respect to most elementary 
necessities of life requires a structured approach to enable the carer and the patient 
to cope. PDL care standardises this care by providing a precise description of the 
skills, aids and provisions, involved. Elements from other intervention models are 
placed in the context of dealing with powerlessness. Further, specific skills, aids and 
provisions are developed and used in different care situations, such as lying down, 
sitting, washing, dressing, changing, turning and feeding.

Although PDL care has only been used in practice since the early 1990s, a grow-
ing number of healthcare facilities have chosen to use PDL care to upgrade the qual-
ity of the care rendered and to increase the wellbeing of patients with chronic disor-
ders; there is no theoretical underpinning of PDL care. This paper sought to analyse 
and describe PDL care, thus leading to an accurate and complete definition and lead-
ing to a differentiation to other intervention models. This process of analysis of PDL 
care follows the procedure as described by Walker and Avant4. 

4.2  Method

Wilson5 described the process of concept analysis. Walker and Avant4 modified and 
simplified the procedure, leading to eight steps, as listed in figure 1. 

Select a concept1. 
Determine the aims or purposes of analysis2. 
Identify all uses of the concept that you can discover3. 
Determine the defining attributes4. 
Construct a model case5. 
Construct borderline, related, contrary, invented, and illegitimate cases6. 
Identify antecedents and consequences7. 
Define empirical referents8. 

(Walker and Avant4)

Figure 1. The eight steps of the concept analysis by Walker and Avant
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The method of Walker and Avant has mostly been used at concepts like ‘fear’ or ‘sad-
ness’. In this article the method is not used to analyse such a concept, but to analyse 
‘PDL care’, following the same steps as analysing a concept. The method of Walker 
and Avant was chosen because it fits to the aim of this study: it leads to a definition 
of PDL care by defining its specific characteristics and it gives insight in what the 
differences of PDL care are to other intervention models. The following supplements 
of Hupcey, Morse, Lenz, and Tasón6 were used in this analysis: the process of iden-
tifying the definitions and use of the intervention model, was broadened by making 
use of the literature and placing it in the care context; the different steps of the 
method of Walker and Avant were connected to each other. 

4.3  Findings

4.3.1  PDL care as the selected concept; the aims of the analysis and the uses of PDL 
care 

The analysis, according to the method of Walker and Avant, begins with the selection 
of a concept, in our case, PDL care. The second step is to determine the aim or pur-
pose of the analysis, which is: to identify a definition that characterises PDL care and 
differentiates it to other intervention models. The third step, according to the method 
of Walker and Avant, is to identify all uses of the concept that can be found. In this 
case identify PDL care as found in literature. 

4.3.2  PDL care in literature

The search was conducted using dictionaries and the databases, Medline and 
Pubmed. Google was also used. The following keywords were used: PDL care, pow-
erlessness, empowerment, chronic illness, and dementia. English, German, and 
Dutch languages were included. 

According to Van Ingen Schenau7, ‘PDL care’ involves a way of caring whereby 
the powerlessness of the patient is taken as the starting point. Empowerment of the 
patient is supported by accepting his/her deficits in self care when irreversible and 
by using remained physical functions optimally8. The focus on powerlessness in the 
literature on PDL care is obvious. Before looking in the literature for PDL care, the 
following should be addressed regarding the name ‘PDL care’. PDL care was origi-
nally a Dutch type of care referred to by the term Passiviteiten Dagelijks Leven. The 
central notion of ‘PDL care’ is the Dutch word passiviteit, literally translated as ‘pas-
sivity.’ The English word ‘passivity,’ however, does not have the same meaning as the 
Dutch word passiviteit in this context. Another translation of the word passiviteit is 
‘powerlessness.’ Native English-speaking professors and colleagues have confirmed 
this and recommended the use of the word ‘powerlessness’ instead of ‘passivity.’ So, 
‘Care of people who are Powerless in Daily Living’ as the English term for PDL care. 
Therefore, before looking for the definition of ‘PDL care’, a definition of the word 
‘powerlessness’, in the context of chronic disease, was sought from dictionaries and 
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the literature. The following authoritative dictionaries were chosen: The Shorter 
Oxford English Dictionary9, MerriamWebster’s Medical Desk Dictionary10, and Dorland’s 
Illustrated Medical Dictionary11. Also the Dutch dictionaries, Van Dale Groot 
Woordenboek van de Nederlandse Taal12 and Verschueren Groot Geïllustreerd Woordenboek13 
were consulted. The dictionaries give different aspects of the word ‘powerlessness’: 
specifically, physical, psychological, and social aspects. The physical aspect pertains 
to the lack of power or strength. It is linked with incapability for movement and 
infirmity. The Shorter Oxford English Dictionary9 describes infirmity as physical weak-
ness and frailty of body, resulting from some defect, disease, or old age. The psycho-
logical aspect of powerlessness concerns inertia and inability to act, while the social 
aspect refers to absence of participation. It is also described as being helpless. 
Helpless comes very close to dependency. In all aspects inability and inactivity 
emerge. In the literature on chronic illness, care in powerlessness has physical, psy-
chological, and social aspects14. Physical aspects are related to the inability of the 
patient to perform movements and actions, such as the care activities of daily living. 
Physical effects of powerlessness include decubitus ulcers, contractures, inconti-
nence, constipation, fatigue, dehydration, and problems with self-care, such as turn-
ing, eating, washing, andchanging. Psychological effects of powerlessness can be 
emotional problems – caused by the experience of loss-, problems in behaviour, prob-
lems with acceptance, stress, pain, and loss of dignity14. Social aspects are related to 
less social contact of the patient and a dependency on others. Relational effects of 
powerlessness can be less regular social activities, isolation, and loneliness. The dif-
ferent aspects are related to each other. They can lead to dependency, and in a care 
context, to care dependency15;16. 

In care for people with chronic disorders, Pool, Heuvel, Ranchor, and Sanderman17 
named the following dimensions of living: physical, psychological, relational, social, 
biographical/existential, and experienced/perceived. The relational, biographical/
existential and experienced/perceived dimensions are also found in literature on PDL 
care, positioning it as a type of emotion-oriented care1. At emotion oriented care the 
perception and wellbeing of the individual patient is the basis of care2. The relation 
between carer and patient is named to be very important, and the biographical dimen-
sion of the patient is taken in account. Galle18 linked PDL care to the primary neces-
sities of life and diminishing the daily discomfort that is experienced. The discomfort 
can be for the patient (e.g., pain), but also for the carer (e.g., low back pain and 
stress19). The carer takes over the daily care from the patient at irreversible self-care 
deficits. Remained physical functions are used as much as possible. PDL care is 
aimed at stabilisation or coping with a decline in function when there is no chance 
of recovery. Van Eijle8 defines PDL care with a manual describing the specific skills, 
aids and provisions that should be used in the different care situations, such as: lying 
down, sitting, washing, dressing, changing, turning and feeding. The definition given 
in most studies on PDL care is ‘A complex of skills, aids and provisions that contrib-
utes to optimal support, care or nursing of people in whom the self-care deficit is 
irreversible’8. In this analysis we used this definition as our preliminary definition.
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Conclusions of literature search
PDL care is aimed at the wellbeing of patients with powerlessness, at patients with 
irreversible self-care deficits. Dictionaries describe powerlessness as inability and 
inactivity, inertia, failure to take initiative, and absence of participation. The literature 
highlights the effects of powerlessness with physical, psychological, and social aspects 
and also indicates, among other things, dependency on others. In a care context 
powerlessness leads to care dependency15;16. A link is established with daily living and 
care situations in daily living. The literature search leads to the following elements 
as part of the concept definition: powerlessness has physical, psychological, and 
social aspects; care situations as occur in daily living; irreversible self-care deficits; 
care dependency; wellbeing; and specific skills, aids and provisions.

Another aspect verifying the definition is its completeness. We therefore have 
defined the attributes of PDL care (step 4).

4.3.3  Defining attributes of PDL care

The fourth step of the method of Walker and Avant’s method is to determine the 
defining attributes. 

Two categories of defining attributes can be determined for PDL care: 1) those of 
emotion-oriented care which PDL care is related to and 2) those related to PDL care 
itself, as opposed to the other emotion-oriented intervention models.

4.3.3.1  Defining attributes of PDL care related to emotionoriented care
The care is person-oriented: it is focused on the individual; the perception and well-
being of the individual patient form the basis of care provision. As interaction 
between the carer and patient is very important, the carer is trained to make eye 
contact, avoid rapid movements, and work as quietly and as gently as possible8. The 
carer talks to the patient, explaining what he/she is going to do, and creates a sooth-
ing atmosphere. He/she carefully enters into a dialogue with the patient, taking his/
her capabilities and perception into consideration. It is a systematic approach to the 
primary process. PDL care is described as a systematic approach that prevents unnec-
essary stress to patients and to carers20. In this systematic approach, the continuity 
in care is monitored and promoted. The care is directed at psychological, social and 
physical functioning.

4.3.3.2  Defining attributes specific for PDL care
The acceptance of a self-care deficit, if it is irreversible, forms an essential part of the 
concept. Caring is adapted to coping with the powerlessness of the patient, self-care 
is taken over, and the patient is supported with affection21 (Grootenboer-Kardux, 
1998). Failure to accept the patients’ self-care deficit if it is irreversible, would result 
in an unrealistic aim of achieving independence, which would make both the patient 
and carer feel uncomfortable. Remained physical functions are used optimally8. PDL 
care is aimed at physical activities in daily living8, which are divided into lying down, 
sitting, washing, dressing, changing, turning and feeding. PDL care describes pre-
cisely, for each care situation, which skills are to be performed by the carer and which 
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provisions and nursing aids will be used in that specific care situation. The aim is to 
make the care situation as comfortable as possible for both the patient and the carer. 
PDL care uses an interdisciplinary and multidisciplinary approach. There is very 
close cooperation between nursing assistants, nurses, ergotherapists, and physiother-
apists. The nursing and treatment objectives are linked together22. Also, care is given 
on a one-to-one basis when possible, which is known as primary nursing23.

On comparing our preliminary definition with the definitions given in the litera-
ture and the defining attributes, it becomes clear that the preliminary definition is 
not complete and needs to be more specific. Thus, the following concept definition 
comes forward from the concept analysis: 

PDL care is a type of emotionoriented care for an individual who has an irreversible 
selfcare deficit and thus is very dependent on care. The aim of the care is assist the indi
vidual in his/her daily activities as well as helping the individual cope with his/her power
lessness and its physical, psychological and social manifestations. The starting point of the 
care is the perception and wellbeing of the patient and the care itself relies on specific skills, 
aids and provisions provided by the carer, that are used in a structured multidisciplinary 
approach. The care is given on a onetoone basis and aims to minimise the burden on the 
patient as well as the carer.

4.3.4  Cases illustrating the use of ‘PDL care’

The fifth step in Walker and Avant’s method is to construct a model case; the sixth 
step is to construct borderline, related, and contrary cases which show the differences 
between PDL care and other intervention models and show the limits of PDL care. 

4.3.4.1  A model case of the use of PDL care
The model case integrates the defining attributes and is an illustration of PDL care. 
The patient, Mrs. Johnson, has very severe rheumatoid arthritis (figure 2). 

Mrs. Johnson (Mrs. J) is a patient in a nursing home. She is suffering from rheumatoid arthritis 
and her loss of function is so great that she has become totally dependent on nursing assistants 
for activities of daily living, such as washing, dressing, and going to the toilet. Recovery of 
functions is not to be expected. Her feet, knees, and wrists have become quite deformed (con-
tractures). Together with Mrs. J, the multidisciplinary team, consisting of the physician, nursing 
assistants, the physiotherapist, and occupational therapist make an assessment of areas where 
physical activity is likely and where not and identifies contacts, movements, or other aspects 
that cause her pain or discomfort. Together with Mrs. J, the team determines which procedures 
cause the least burden to Mrs. J and to the nursing assistant. The carer accepts Mrs. J’s pow-
erlessness. There is a relaxed, one-to-one approach. The nursing assistant asks Mrs. J to say 
if she has any pain or other discomfort and is also alert for non-verbal signals. There is frequent 
eye contact and the nursing assistant talks to Mrs. J about everyday things. 
During turning and toileting a transfer mat and hoist are used. When she is lying in bed and 
sitting in a chair, nursing aids and strategies are also used to give as much comfort as pos-
sible. Pressure pain is prevented in this way. 
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Consultation between the members of the multidisciplinary team and Mrs. J takes place 
regularly. If necessary or at the request of Mrs. J psychosocial carers, a dietician, activity 
therapist, or other carers are asked for advice or help. The principles of PDL care are used by 
the whole team. All this is written down in Mrs. J’s personal care plan. 

Figure 2. Model case of PDL care

In this example of PDL care, the skills, aids and provisions used in the daily care are 
described precisely. The patient’s perceptions are of paramount importance.

4.3.4.2  Borderline case: Turning policy
The borderline case is very close and often even related to PDL care. However, 
although there are similarities, there are also differences. Turning policy is an exam-
ple of a borderline case in relation to PDL care. It is a structured approach in which 
the best way to turn the individual patient is determined and described. This case is 
described in figure 3.

On a certain ward there is a high sickness rate and the nursing assistants regularly complain 
of neck, shoulder, and low back problems. Most patients on this ward are not able to turn 
over themselves, so a lot of lifting has to be done by the nursing assistants. To reduce the 
burden for the nursing assistants, a transfer policy has been introduced. The physiotherapist 
together with the nursing assistants determine the easiest way to lift a certain patient and 
lifting aids are needed. For each patient, the lifting method is described in their care plan.

Figure 3. Borderline case: Turning policy

Some elements of PDL care are found in turning policy: acceptance of self-care defi-
cits, structural approaches, specified skills, aids, and as little of a burden as possible 
for the carer and the patient. Turning policy can even be part of PDL care. There are, 
however, elements of PDL care that do not apply to turning policy. In PDL care the 
perception and wellbeing of the patient is taken as the starting point and the aim is 
a one-to-one approach. In PDL care the care is multidisciplinary and also aims at 
other care-activities of daily living, aside from turning. These elements do not apply 
to turning policy.

4.3.4.3  Related case: Emotionoriented care by means of ‘snoezelen’
A related case often has the same basis and the same targets as the analysed one. But 
here too, some elements differ. ‘Snoezelen’ focuses on sensory stimulation by touch-
ing, music, warmth, colours, or smells2. A case is described in figure 4.
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Mr. Smith (Mr. S) has dementia in an advanced stage. There is very little contact with him 
and he shouts a lot. Daily care is difficult due to lack of cooperation. In a quiet room, lying 
on a waterbed and listening to classical music, Mr. S seems to relax. Than he stops shouting 
and is more or less approachable. In these circumstances efforts are made to make contact 
with Mr. S and try to raise his level of wellbeing. 

Figure 4. Related case: ‘Snoezelen’ 

Snoezelen and PDL care are both types of emotion-oriented care. Thus there are 
similarities. In both models, the perception and wellbeing of the patient form the 
starting point of care; self-care deficits are accepted. There is a structured approach 
and the patient is cared for on a one-to-one basis; however, there are also differences. 
‘Snoezelen’ does not need to be part of multidisciplinary care, it is not primarily 
aimed at care-situations of daily living, there are no specified skills, aids and provi-
sions.

4.3.4.4  Contrary case: ADL training
A contrary case forms a contrast with the analysed one. For PDL care, a contrary case 
is ADL training. ADL training aims at training a recovering patient to perform activ-
ities of daily living himself or herself. A case is described in figure 5.

Mrs. Angela (Mrs. A) has undergone a total hip operation because of coxarthrosis. She has 
been admitted to a rehabilitation ward in a nursing home. She is stimulated to do the activ-
ities of daily living by herself as much as possible. The target is that she should be able to 
perform them by herself on discharge. Mrs. A is taught how to go to the bathroom, and to 
change her posture or to go for a walk if she is in pain while sitting.

Figure 5. Contrary case: ADL Training

Contrary to PDL care, in ADL training care, treatment and coaching are aimed at 
activation; activities are trained and the therapy is aimed at enabling the patient to 
take care of himself/herself. Activity is the starting point here, rather than powerless-
ness. 

The cases as described above give insight into the limits of PDL care and what 
makes PDL care special or different from other intervention models.

Table 1 shows the similarities and differences between the intervention models 
described above. The defining attributes of PDL care are placed on the left in the 
table, and for each intervention model it is indicated whether they are related or 
not.
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Model case Borderline case Related case Contrary case

Defining attributes PDL care Turning policy Emotion-
oriented care: 
‘snoezelen’ 

ADL training

Aimed at all activities 
of daily living

+ - - +

Accepting powerless-
ness

+ + + -

Multidisciplinary + - - +

One-to-one care + - + +

Patient’s perception 
and wellbeing as basis

+ - + -

Structural approach + + + +

Described skills, aids 
and provisions

+ + - +

Minimise burden for 
carer 

+ + - +

Table 1. Similarities and differences between the four intervention models

4.3.5  Antecedents and consequences of PDL care

The seventh step, according to the method for analysis of Walker and Avant, is to 
identify the antecedents and consequences of PDL care.

4.3.5.1  Antecedents
PDL care is used in patients with an irreversible severe care dependency. Before start-
ing to use PDL care, the chance of recovery should be determined. Using PDL care 
it is essential that the patient’s self-care deficit is accepted by the carer if it is irrevers-
ible and to a certain degree by the patient. Since it is a multidisciplinary concept, all 
disciplines should be able to use PDL care correctly, they should agree with what PDL 
care entails and work together. When making the work roosters for the nursing assist-
ants, the system of primary nursing should be taken into account.

4.3.5.2  Consequences
Because the focus is on the perception and wellbeing of the patient, the patient’s 
wellbeing will improve. There is less burden to the nursing assistants, so sickness 
rates are relatively low when using PDL care. In the literature, the effects of a patient’s 
powerlessness on carers are described. Nursing aids need to be used, and it can also 
cause communication problems, psychological stress, and feelings of impotence24. 
These problems can decrease with PDL care. 
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4.3.6  Define empirical referents

Since PDL care is developed by professionals in practice, the defining attributes are 
also empirical referents. PDL care has been used for almost 15 years now, in a variety 
of care settings. From these experiences, PDL care can be evaluated and empirical 
referents can be added or altered. This will be achieved by taking this analysis as a 
basis. 

4.4  Discussion

4.4.1  Limitations

The literature pertaining to PDL care is mostly Dutch; there are only a few articles 
available in other languages. Until now, PDL care is used in the Netherlands and 
Belgium, yet it can be used in other countries as well in caring for patients with high 
care dependency, taking account of culture elements.

This analysis focuses on PDL care. Other intervention models are used to deter-
mine defining attributes and to differentiate; they are not analysed themselves in the 
search.

4.4.2  Theoretical implications

Caring by PDL care involves coping with the physical or mental disabilities of the 
patient and creating empowerment, by aiming at wellbeing and a stress-free provi-
sion of care. Modern nursing theories, such as Orem’s self-care deficit theory25, are 
aimed at an integrated approach to the physical, psychological, and social aspects of 
nursing care. PDL care builds further on this theory and broadens this way of caring 
to a multidisciplinary care. It formalises and describes a type of care that has been 
developed in practice, with the focus on coping with powerlessness. It has not been 
done before so explicitly in a multidisciplinary context. By formulating attributes that 
define PDL care and by using cases, we have redefined PDL care and distinguished 
it from other intervention models. 

4.5  Conclusions

The analysis of PDL care has clarified the type of care and an accurate and complete 
definition has been formulated. This analysis and definition of PDL care can be the 
basis to a match with practice. Empirical referents will be added or altered. 

4.5.1  Implications

This clarification of PDL care also gives insight into the consequences of using PDL 
care. The consequences for the care institute are related to creating the right climate 
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and conditions for using PDL care. A vision is needed that places the patient in a 
central position, providing care in an integrated, multidisciplinary way. Education 
and coaching to carers are important to cope with permanent self-care deficits and 
to learn the skills, aids and provisions used at PDL care. Appropriate provisions need 
to be available. The consequences to be dealt with in organising work are allowing 
for one-to-one care and daily reporting of the care given. So using PDL care has an 
impact on organising care as a whole, and also on the individual carers. Some or 
many of the elements mentioned as consequences may already be in use in a care 
institute; if not, they should be provided when using PDL care. 

4.5.2  Recommendations

Using PDL care at patients with a severe chronic illness is a conscious choice. PDL 
care enables a healthcare facility to do so using a structured, multidisciplinary 
approach that describes exactly how to act in a patient-focused way. When there is a 
chance of recovery, PDL care should not be used. Further research would be useful 
to determine and describe how the choice should be made to use PDL care or not to 
do so. 
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