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Care of people who are Powerless in  

Daily Living and Palliative Care
Gea C. van Dijk, BA, Ate Dijkstra, RN, MEd, PhD

‘Plegezeitschrift’ 6/2006; 362-365

 Abstract

Since the 1990s, the Care of people who are Powerless in Daily Living (PDL care) has 
been used in the Netherlands and Belgium for people with a very disabling chronic 
disorder. The underlying rationale of PDL care is that the patient is placed in a central 
position and the loss of the patient’s self-care deficit is accepted in situations where 
recovery is not possible. PDL care focuses on quality of life, and brings about an 
increase in wellbeing for the patient, family and carer. This PDL care is being used 
with very satisfactory results in palliative terminal care. 
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150 Chapter 6

6.1  Introduction

With the ageing of the population, the number of people with a chronic disorder is 
increasing. The situation often arises in which there is no possibility of recovery and 
the patient will be in need of permanent care. The care of patients with no chance of 
recovering is essentially different from that of patients who do have a chance of mak-
ing at least a partial recovery. Many care methods are directed at stimulating recovery, 
at increasing the patients’ own self-care potential. The ADL programme ‘Activities of 
Daily Living’ is one such method that is focused on reactivation and recovery. 
However, in patients with a permanent self-care deficit, such as patients with a seri-
ous chronic disorder and in palliative care situations, this is not a feasible option. 
More and more nursing theories are aimed at the wellbeing of the patient in a phys-
ical but also a psychological and social way. Orem’s ‘self-care deficit theory’ states that 
nursing procedures compensate for the patient’s inability to engage in self-care1 
(Orem, 2003). Care of people who are Powerless in Daily Living (PDL care), which 
was developed in the practical setting, is in keeping with this theory. PDL care is used 
in people with dementia as well as people with a chronic, somatic disorder. Studies 
conducted in the Netherlands and Belgium show that it is more often used in psy-
chiatric patients than in somatic patients2 (Van Dijk, 2006a). PDL care formalises 
care in which the limitations of patients that are irreversible are regarded as a fact, 
the loss of self-care capabilities is accepted, and the focus is on coping with the result-
ing powerlessness3. The underlying rationale of PDL care is that the patient is placed 
in a central position and quality of life is increased by accepting the patients’ power-
lessness. The ADL programme and PDL care can be used together in one patient, for 
example rehabilitation of a function when recovery is possible and use of PDL care 
for functions with an irreversible deficit. But generally there is either a chance or no 
chance of recovery and a careful choice needs to be made between ADL and PDL care. 
Van Beelen describes the position of PDL care in relation to ADL training as that PDL 
care starts where ADL ends4.

This article will give an insight into what PDL care is and its uses in palliative 
terminal care.

6.2  What is PDL care?

The definition of PDL care is as follows: 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 individual in his/her care situations in daily living as well 
as helping the individual cope with his/her powerlessness or partial powerlessness and its 
physical, psychological and social manifestations. The starting point of the care is the percep
tion and wellbeing of the patient and the care itself relies on specific skills, aids and provi
sions 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.5. In this definition, several elements emerge. Firstly, PDL care as a type 
of emotion-oriented care. Emotion-oriented care takes the individual as starting point 

GeaVanDijk.indd   150 21-10-2008   14:08:18



151PDL care and Palliative care

for care6. The principles of emotion-oriented care are flexibility, awareness of interac-
tive problems between the carer and the patient, respect for the autonomy of the 
patient and ensuring an integrated approach to the care process regarding health, life 
and psychological problems7. PDL care is directed specifically at situations in which 
there is an irreversible loss of function and a permanent dependence on care8. The 
focus is on saving the patient’s energy for things he or she thinks are important and 
ensuring the care is stress-free for both the patient and the carer. PDL care deals with 
the possibilities but also the impossibilities of a patient, which strengthens the 
patient. The aim of care methods such as PDL care is to reduce the negative effects 
of dependence on care, for both the patient (e.g. pain, decubitus) and the carer (e.g. 
low back pain, burn out)9. PDL care standardises a way of giving care that was devel-
oped in the practical setting by describing the skills, aids and provisions10 to be used 
in various care situations (lying down, sitting, turning, dressing, changing, washing 
and feeding). Specific elements were developed and a number of elements from other 
methods have been adapted to the context of coping with powerlessness. 

The professionalism of PDL care is expressed by education programmes, the 
many different professions that are involved in implementing the care, establishing 
the method in the individual care plan and involving the patient and family in the 
provision of information and consent. The objectives of PDL care as indicated in the 
description are the reduction of contractures, decubitus and tension9. The effects 
experienced as a result of using PDL care are particularly related to an increase in the 
wellbeing of the patient, the family and the staff involved: reduction in tension and 
improvement in the psychological and social functioning of the patient, a greater 
involvement and job satisfaction on the part of the staff and a better communication 
with the family2.

6.3  Relation between PDL care and palliative care

For palliative care, we use the universal definition as formulated by the WHO: 
‘Palliative care is an approach that improves the quality of life of patients and their 
families facing the problem associated with life-threatening illness, through the pre-
vention and relief of suffering by means of early identification and impeccable assess-
ment and treatment of pain and other problems, physical, psychosocial and spirit-
ual’11. The term terminal care is used if death is expected within three months: 
palliative terminal care.

If we ask patients what they think is important regarding the approach of carers 
in this terminal stage, they mention personal attention, attention to comfort, and 
respect, autonomy and dignity12. Also being able to stay in control of their life and 
their own body for as long as possible is seen as very important. Terminal patients 
find it very difficult that they can no longer wash themselves or go to the toilet13; the 
carer should be aware of this. Davies and Higginson state that good palliative care 
consists of the following elements: pain and symptom control; communication skills; 
providing information; support for the family and carers; coordination; and specialist 
palliative care14.
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In a Delphi survey that was carried out recently within the framework of the 
scientific underpinning of the PDL care method among 22 experts in the use of PDL 
care, it proved that 21 of these 22 respondents used PDL care in palliative – terminal 
care. The respondents stated that PDL care is very suitable for use in palliative care, 
particularly the characteristics related to emotion-oriented care and the specific PDL 
care characteristics. This is not surprising because palliative care is a care used when 
there is no chance of recovery of self-care deficits, thus an irreversible process. The 
basic principles and objectives of PDL care fit in well with the care needed and the 
aims of palliative care, as mentioned above. After all, relief of pain and other discom-
forts are goals of PDL care. With PDL care, much attention is given to communica-
tion and provision of information and both the family and the carers feel supported 
when PDL care is used. The care activities are coordinated by a fixed structure. 
Specialists from the multidisciplinary team are called in when necessary.

PDL care is focused on the patient’s perception, aims at reducing the burden for 
both the patient and the carer as far as possible, accepts self-care deficits, aims to let 
the patient save energy for the things he or she thinks are important, and respects 
the autonomy of the patient. Objectives of PDL care – increasing quality of life and 
wellbeing by providing maximal comfort, reducing physical problems, and providing 
a relaxed atmosphere – are very much in line with the objectives of palliative care. As 
examples, carers who use PDL care mention washing without water, a comfortable 
mattress, pleasant surroundings, privacy, etc. PDL care is seen as an excellent method 
for caring for someone in a pleasant, soothing and respectful manner during the last 
stage of life. For PDL care to fit perfectly with palliative care, attention also needs to 
be paid to spirituality, as well as physical, psychological and social aspects, as men-
tioned in the World Heath Organisation definition11.
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Care plan – according to the Care in Powerlessness in daily living 

Name, first name Jones, Anne Room X Date 22.05.2006

Situation Problems/needs Objectives Measures

Lying 
down 
and 
sitting

Mrs Jones
does not have the  -
strength to stand up 
by herself or turn 
over in bed
risk of decubitus -
very tense under  -
stress or on exertion
likes to sit in her  -
room for several 
hours a day 
likes rocking  -
movements

Mrs Jones
can lie and sit  -
comfortably 
and relaxed, 
without pain 
no decubitus -

Mrs Jones
has been given a dynamic alternating  -
pressure mattress that supports her 
when lying down and facilitates turning 
in bed 
has been assessed by the physiothera- -
pist regarding her posture and movement 
patterns to gain insight into which 
actions and movements are easiest for her 
is regularly turned gently into another  -
position following the advice of the 
physiotherapist 
in the morning and afternoon is carefully  -
lifted into an adapted chair for 2 hours 
using a lift and is rocked regularly 
after consultation with the ergotherapist,  -
is given a chair that is specially adapted 
to her needs and body and has rocking 
elements 

Personal 
hygiene

Mrs Jones
tires easily during  -
care sessions
becomes agitated on  -
contact with cold 
water and when 
genital area is 
washed 
has a dry skin  -
is incontinent of  -
urine and faeces

Mrs Jones
does not find  -
care of her 
personal 
hygiene too 
much of a 
burden 
is usually  -
relaxed
no skin  -
wounds

Mrs Jones
is washed 1 x a day with ready to use,  -
pre-warmed flannels (without water) 
is told what is happening at each step of  -
the care session 
genital area is washed very gently  -
lotion is always rubbed into dry skin  -
suitable incontinence materials are used,  -
so that washing does not need to be 
done too frequently, eliminating risk to 
the skin
during the washing session, underwear  -
and bed linen are changed gently, using 
nursing aids recommended by the 
physiotherapist

Example of a care file for a patient receiving PDL care (see case in the text). In the Netherlands and 
Belgium a multidisciplinary approach is used, e.g. with regular reports between all the people 
involved in the care of a patient. The aspects that emerge from PDL care are integrated into the 
existing system of multidisciplinary documentation.

Figure 1

The case of Mrs Jones illustrates how PDL care can be used in palliative terminal 
care.
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Mrs Jones (fictional name) is 84 years of age and is staying on the palliative care unit in a 
nursing home for people with psychogeriatric disorders. She is completely dependant on care, 
has progressive dementia and she will probably die within a month. Her daughter knows this 
and spends a lot of time with her. A dynamic alternating pressure mattress is used that gives 
complete support and facilitates turning. During all the care procedures, the carer carefully 
observes Mrs Jones’ response, which is usually non-verbal. The daughter is also involved in 
gaining insight into what Mrs Jones likes and does not like. For a care session, everything 
needed is prepared beforehand to avoid having to walk back and forwards. Washing, chang-
ing, and dressing are all done in the same care session. No water is used for washing and 
Mrs Jones’ clothes have been adapted so that they are easy to put on and take off. During 
the care procedure, specially described lifting techniques are used that give good support. 
The work is done gently by one carer who quietly tells Mrs Jones what she is doing and 
always maintains good eye contact. Mrs Jones has an adapted passive chair that gives full 
support and a lift is used for the transfer from bed to chair. Rocking movements are used a 
lot which help to relax the patient. The chair also has rocking elements. Mrs Jones’ daughter 
likes to feed her mother. She is shown how she can support her mother when swallowing to 
prevent her from choking. Mrs Jones is given food that her daughter knows she likes. The 
daughter talks to her mother, although her mother does not answer back. Sometimes she 
reads to her or they listen to music or watch television together. The lavender scent in the 
room is restful for Mrs Jones and her daughter. 

Figure 2. Case illustrating the use of PDL care in palliative terminal care

In above case, the PDL care procedures are laid down in the care plan. The way in 
which the care is carried out is geared to the needs of the patient. The carer is aware 
of what is needed before she starts the care session. Other disciplines are involved in 
the care. The doctor is in charge of the multidisciplinary care, and prescribes medica-
tions for pain and sedation as necessary. The physiotherapist determines the best 
positions and which lifting techniques and movements are to be used for the patient, 
and trains the daughter and the carers in using them. The ergotherapist determines 
which nursing aids can best be employed for lying down, sitting, eating and drinking 
and makes sure they are supplied. The speech therapist supports and trains those 
involved in feeding the patient. Nursing aids can also be used here. The spiritual carer 
counsels and prepares the patient and her daughter as the end approaches. The 
occupational therapist helps in creating a good atmosphere in the room. In multidis-
ciplinary and interdisciplinary discussions, the care activities are attuned and brought 
together to total care. The daughter and patient also take part in these meetings. 

6.4  Discussion

In the previous sections we have discussed what Care of people who are Powerless 
in Daily Living (PDL care) is and how this is also suitable as palliative terminal care. 
The goals of PDL care and the methodology fit well with palliative care, and also with 
palliative terminal care. The decision to implement PDL care is made consciously 
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and is related to the fact that there is no chance of recovery. PDL care is in line with 
the widely accepted vision of a patient-oriented way of working. Moreover, it fits in 
well with the current developments that stimulate the empowerment of patients and 
family in the provision of care. Because of the positive effects that the patient, family 
and carers experience when this method is employed, PDL care is actively used in 
the Netherlands and Belgium in palliative terminal care. As mentioned above, in 
terminal care attention is also needed for spirituality. Spirituality is increasingly being 
seen as a separate component next to physical, psychological and social aspects, also 
internationally. This can be done by actively involving the spiritual carer or other 
psychosocial care workers of the multidisciplinary team in a counselling or coaching 
function during the care process. Up until now PDL care as described in this thesis 
has only been used within the Netherlands and the Flemish region of Belgium, but 
it is seems not a care method that is only suitable for use in the Dutch and Flemish 
culture. With publications in other languages and the translation of the elements of 
PDL care, PDL care with its systematic approach, described skills, provisions and 
many patient tailored aids can also be used in other countries. It can be a special 
addition to the patient centered care15 as developed in other countries.
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‘Care used to be a struggle 
only too often’
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