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Abstract
Being dependent on homecare potentially threatens a person’s integrity and autonomy,
particularly when people are dependent on help to manage basic bodily functions that
involve intimacy and nudity, making the person vulnerable despite being in his or her
own home. As the population continues to age and live longer, more people are expected
to be dependent on homecare. The aim of this study was to investigate the phenomenon of
dependence on homecare among people ageing at home. Individual in-depth interviews
were used to explore 15 Danish and Norwegian homecare receivers’ experiences of
dependence on homecare. Interview records were transcribed and analysed in a hermen-
eutical phenomenological process described by van Manen. First and foremost, the experi-
ence of dependence on homecare is a question of adaption. The older people in this study
struggled to get used to their deteriorating body and at the same time they continuously
had to negotiate to get care in accordance with their values. Being dependent on care
could be experienced as being reduced to a task or a problem to be solved though the par-
ticipants had a significant need for undivided mental attention. The presence of homecare
staff in the participants’ homes could entail a change where the participants experienced
that they lost control over the surroundings. According to the voices of the older people in
this study, future homecare should be accommodated in an organisational set-up that
gives priority to stability and continuity in the relation between the homecare receiver
and the homecare staff. Also it is significant that homecare staff do not have a task-
oriented approach to their job and are sensitive to the values of the homecare receivers.
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Introduction
Independence is highly valued and derives from a basic human desire for autonomy
defined as a set of actions including self-governance, liberty, privacy, individual
choice and the freedom to follow one’s own will. The notion of autonomy was
coined by the German philosopher Immanuel Kant (1724–1804), who stated
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that humans are self-legislative and determined to follow ethical laws and principles
they find reasonable (Henriksen and Vetlesen, 1997). Often autonomy is described
as a human right, a right that does not relate to a person’s actual ability to carry out
concrete actions. The notion of autonomy a priori applies to a person’s functional
status irrespective of health and other life conditions. However, many people are
unable to meet their own needs and require practical support from other humans
for a shorter or longer time. For instance, ageing often generates a need for assist-
ance to perform activities of daily living and this need may be permanent. Thus, the
progressive ageing of the population suggests that dependence on care may become
more common.

In Denmark and Norway, as well as in the other Nordic countries, homecare is
for the most part funded and delivered by the state. The trend in health-care policy
in the Nordic countries is to facilitate active ageing, ageing in place and to avoid
institutionalisation for as long as possible (Torjesen et al., 2016; Ervik, 2019). To
strive for sustainability in the care sector, government also encourages family
care takers, volunteers and older adults to co-produce the services (Norwegian
Ministry of Health and Care Services, 2017–2018).

Current research mainly defines dependence in terms of a person’s ability to
function unaided (Secker, 2003), but the term may also refer to a person’s ability
to decide on her or his own (Leece and Peace, 2010). Thus, high levels of depend-
ence may coalesce with the experience of feeling independent if independence is
seen as subjectively self-assessed life experiences (Secker, 2003; Martinsen and
Dreyer, 2012). A concept analysis defines care dependence as ‘a subjective, second-
ary need for support in the domain of care to compensate a self-care deficit’
(Boggatz et al., 2007: 568). Functional limitations are a necessary antecedent of
care dependence, and having unmet needs is a possible consequence hereof
(Boggatz et al., 2007). The level of care dependence varies between individuals;
so does the quality of the relationship between the person needing assistance and
the person providing help. However, common for all dependence relations is that
getting assistance with basic bodily functions means that another human is close
to one’s body. This kind of help may be experienced as threatening for personal
integrity (Vetlesen, 2001) and may induce embarrassment (De Sao José et al.,
2016).

People who are dependent on assistance from others to manage basic bodily
functions may either be living in institutions or in their own homes. Studies
show that being dependent on homecare workers may be experienced as a curtail-
ment of one’s personal autonomy (Ellefsen, 2002; Cotterell, 2008; De Sao José et al.,
2016). For patients, being part of a larger group of fellow patients, it may also be
necessary to accept that one’s care needs are subject to capacity and resource con-
straints (Martinsen et al., 2018). Thus, care visits may be planned to suit the care-
giver’s working schedule rather than the patient’s needs and are rarely negotiable.
Accordingly, how homecare is organised significantly affects older people’s experi-
ence of independence (Witsø et al., 2012; Fjordside and Morville, 2016; Møller and
Norlyk, 2017). Receiving homecare may be perceived as a constraint and a burden
in daily life (Ellefsen, 2002; Ahlstrom, 2006; Cotterell, 2008). One study stresses that
dependence on care tends to create an asymmetrical relation between the involved
parties; and the more dependent a person is, the lower is the level of self-
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determination (Møller and Norlyk, 2017). Contrary to this finding, Martinsen and
Dreyer (2012) found that people living with a high degree of functional impairment
who are employers for their helpers and live in their own homes may experience
co-operation with their helpers as liberating if the helpers have genuine knowledge
of the dependent person and strong practical skills. Hereby, helpers compensate for
the dependent person’s functional impairment to such a degree that it becomes
possible to live a life similar to that of a self-reliant person. Furthermore, not every-
one responds to dependence on homecare in the same way. For some, being
dependent on others’ help is very emotional, while others have a more rational
approach. Hence, the quality of the relationship between the person getting help
and the helper is crucial for the experience of getting help (Roe et al., 2001;
Martinsen et al., 2009). Still, being dependent on care presupposes some level of
gradual adjustment to the situation (Abad-Copa et al., 2012; De Sao José et al.,
2016) and may be seen as part of a personal development (Pierrad et al., 2015)
involving a major shift in life, where older people may experience insecurity and
uncertainty about their present and future situation (De Sao José et al., 2016).

The above studies demonstrate that being dependent on care is multi-faceted
and that being dependent on homecare potentially threatens a person’s integrity
and autonomy, particularly when people are dependent on help to manage basic
bodily functions that involve intimacy and nudity, making the person vulnerable
despite being in his or her own home. Consequently, in-depth insights into people’s
experiences of dependence within the context of homecare are needed. Hence, the
aim of this study was to investigate the phenomenon of dependence on homecare
among people ageing at home.

To broaden the perspective on dependence, we included participants from
Norway and Denmark, which are both Nordic countries. Denmark has a popula-
tion of approximately 5.8 million and Norway has a population of approximately
5.5 million. Denmark and Norway build on the same welfare model whose policies
give priority to access, treatment and public health. Each element is tackled differ-
ently at a national or local level, but the overall structure and operation are similar
(Einhorn, 2021).

Methodology
Phenomenology is a philosophical tradition that encompasses a wide range of
qualitative methodological approaches aiming at capturing the essential meanings
attributed to the lived experience of a given phenomenon. Subjective experiences
are considered as means of both data collection and analysis. This study was
designed as a hermeneutic phenomenological study, informed by the methodology
of van Manen (2014), which is a recognised phenomenological approach.
Hermeneutic phenomenological research is the study of the lifeworld, that is, the
lived experience as immediately experienced and the meaning attributed to it.
When using a phenomenological approach, it is key that the researcher stays
open to the phenomenon under investigation for as long as possible. Thus, data
gathering and analysis based on a theoretical framework is not consistent with
the method. Since human experiences are nuanced, findings in phenomenological
studies may also be nuanced, ambiguous and antagonistic.
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Method
Individual in-depth interviews were used to explore peoples’ experiences of depend-
ence on homecare.

Recruitment

We recruited participants via public homecare services in Denmark and Norway.
Leaders of the homecare services in four municipalities were invited to recruit per-
sons receiving their services who were over the age of 65 and dependent on care,
able to give informed consent, and able and willing to participate in an in-depth
interview. Fifteen individuals, nine from Denmark and six from Norway, consented
to participate and were interviewed in their homes. In the sampling process, we
aimed to get variation in age, marital status and latest employment (Table 1) to
achieve enough experiential material to create a reflective phenomenological text
(van Manen, 2014).

Interviews

The semi-structured interviews were conducted to elicit rich descriptions of experi-
ences of being dependent on homecare. BM conducted the Danish interviews and
AG conducted the interviews in Norway. Both asked questions such as ‘Could you
please describe what you experience as significant when getting help from the
homecare staff’? and ‘How do you experience the co-operation with the homecare
staff?’ described in a common interview guide; and both encouraged participants to
narrate freely on their experiences of dependence on care. The interviews lasted
between 30 and 120 minutes. All interviews were audio recorded and transcribed
verbatim. AG transcribed the Norwegian interviews and a professional transcriber
transcribed the Danish interviews.

Ethical considerations

Ethical considerations followed the basic principles for research given in the
Helsinki Declaration (World Medical Association, 2015). The Danish part of the
study was approved by the Danish Data Protection Agency and the Norwegian
part of the study was approved by the Norwegian Social Science Data Service.
The participants received verbal and written information about the purpose of
the study. Further, their right to withdraw and the confidentiality of the data
given were outlined. Acknowledging that the older people might feel under pres-
sure, the interviewers introduced themselves as respectively nurse (BM) and occu-
pational therapist (AG) and stressed that there were no right and wrong answers to
the questions. After the interviews, the interviewers assured that the participants
were comfortable and urged them to call if they needed to have a follow-up talk.

Analysis

van Manen developed his meaning-giving approach ‘phenomenology of practice’
based on the thoughts from the Utrecht School (van Manen, 2014). This approach
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Table 1. Participant characteristics

Participant
number Age Gender

Marital
status

Latest
employment

Nationality and
mother tongue

Depend on assistance in the following
activities

1 86 Male Married Teacher (art) Danish Bathing, dressing, going to the bathroom, care
of catheter

2 73 Male Married Local politician Danish Bathing, dressing

3 67 Male Widower Truck driver Danish Bathing, dressing, going to the bathroom

4 82 Male Widower Farmer assistant Danish Bathing

5 75 Male Widower Manager Danish Bathing, dressing, changing diapers, going to
the bathroom, care of catheter

6 79 Female Widower Housewife Danish Hair wash, (now and then) bathing

7 90 Female Widower Assisting wife Danish Bathing

8 65 Female Divorcee Home carer Danish Bathing, putting on compression stockings

9 75 Female Divorcee Saleswoman Danish Bathing, dressing, changing diapers, going to
the bathroom

10 69 Male Single Researcher Norwegian Bathing, dressing, changing diapers, care of
catheter, eating, drinking

11 84 Female Widower Nurse assistant Norwegian Dressing

12 72 Female Co-habitant Nurse Norwegian Bathing, dressing, going to the bathroom

13 68 Male Widower Head of public
relations

Norwegian Bathing, dressing, going to the bathroom

14 68 Male Divorcee Consultant Norwegian Bathing, dressing, going to the bathroom,
eating, drinking

15 82 Male Married Economical
adviser

Norwegian Bathing, dressing
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advocates using both description and interpretation during the research process to
gain insight into various aspects of the phenomenon, but also stresses openness as
crucial to the entire research process. Hence, use of a theoretical framework is not
consistent with van Manen’s phenomenological approach (van Manen, 2014).
Having mutual research interests in ageing at home and coming from different pro-
fessional backgrounds, it was both challenging and necessary for the authors to
strive for an open attitude towards the phenomenon, attempting to make precon-
ceptions explicit and challenge them. The analysis followed the steps in thematic
analysis as suggested by van Manen (2014). The research question: what is the
experience of being dependent on homecare?, was pivotal throughout the analysis
process. Danish and Norwegian are quite similar and in the holistic reading
approach, all transcripts were read several times by BM and AG to get a picture
of the material as a whole. In the next selective reading approach, BM and AG ana-
lysed in depth the interviews they had performed themselves in their respective
mother tongue to facilitate the process of grasping the meanings. In the detailed
reading approach, we tried to ‘identify and capture thematic expressions of the phe-
nomenological meaning’ (van Manen, 2014: 320) by discussing, writing and
re-writing evolving themes. BM and AG agreed on the final themes during a three-
day intensive analysis workshop. During the writing process, the transcripts were
reread to ensure that the themes were relevant and valid. Hereafter, all three authors
discussed and agreed on the themes presented in the results and jointly prepared
the rest of manuscript. In line with other qualitative methods, quotes are included
in the findings where they serve to deepen rather than verify the meaning of the
analytical text (Kvale and Brinkmann, 2014).

Results
The analysis revealed five themes describing aspects of experiences of being
dependent on homecare when ageing at home.

Struggling to get used to the deteriorating body

First and foremost, the experience of dependence on care is a question of adaption.
The participants describe that it was an awkward or a transcendent experience to
get help in the beginning when their functional impairment made assistance
unavoidable. One gradually adapts to the situation of having to rely on help
from other people, but some care activities are easier to accept than others.
It may be particularly difficult to get used to getting help with personal hygiene,
going to the lavatory and other situations implying nudity. Even after many
years with dependence on help from professional carers, some situations may be
nearly unbearable and generate a feeling of impotence:

If I’ve had an accident and my trousers get really dirty … I just cannot get used to
that. It is so degrading. I cannot go to the bathroom and take off my pants and
clean them and put them in the washing machine and everything; that is the
worst. Sometimes, I wait for half an hour or an hour before I call them [the carers].
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It does not help at all, but I delay it because I am so embarrassed. I never get used
to that. (Participant 13)

Living with age-related changes does not mean that the participants pay no atten-
tion to their appearance. However, dependence on care leaves them with no choice
but to disclose their naked body and be touched, sometimes by young strangers.
This may be very uncomfortable, and the participants have limited or no influence
on who is sent to help them. Situations with nudity and intimacy are dreaded, espe-
cially if the carer has another gender than the one preferred by the participant:

One thing is to stand there completely naked, right? And then to have a young
man to help me with the diaper. That was really uncomfortable. (Participant 9)

Being a deteriorating body also entails a certain awareness where the participants
compare their own level of dependence to that of others. Confrontation with people
who are weaker seems to evoke fear of getting in a similar situation where the need
for help increases. Therefore, it may be a challenge to receive rehabilitation in a
training facility if it is part of a nursing home inhabited by ill residents:

Well, the nursing home is not the worst thing about it, but… well there is so much
dementia. So much absence of the mind. And I don’t want to be … be forced to be
around mentally reduced people; really, that does not suit me at all. There you are,
this is honest speech. (Participant 10)

Another consequence of the bodily awareness and the fear of getting more depend-
ent is that patients try to handle as many of their personal activities as possible
though this may be difficult. For example, one woman had severe difficulties put-
ting on her underwear, but because of her incontinence, she had to change clothes
several times during the day. To avoid calling for additional help, she developed a
complicated and energy-consuming technique of rolling into the clothes when
lying on her bed. A man also emphasised the importance of training and rehabili-
tation to avoid further deterioration:

I will not receive help until it is inevitable. I put faith in the exercise I get from the
physiotherapist, because it is working for me, and I talk with my doctor to have
more physiotherapy sessions. (Participant 15)

Overall, the experience of dependence involves a balance between acceptance of
having a deteriorating body and fighting the deterioration as much as possible
with whatever is left of one’s capacity. Being dependent on homecare is not the
same as being totally indifferent to one’s appearance and just resign.

Losing control over the surroundings

Experiences of dependence on care mean that one is losing control over one’s sur-
roundings. Carers can change the home environment to suit their work and facili-
tate care situations, e.g. by installing a hospital bed in the living room. Assistive
technology such as rails and ramps may be installed to facilitate everyday life.
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These practical adjustments delay having to move to a nursing home but may also
compromise the aesthetics of the home.

The participants also lose control of their close surroundings in a more concrete
way. Restrictions in mobility and capacity mean that there are places at home and
outside that are getting harder or impossible to reach, and that some tasks are dif-
ficult to perform: ‘Now I cannot even let the cat in’ (Participant 1).

Although the space one controls is shrinking, it may be a struggle to maintain a
structure of the days and uphold influence over one’s surroundings:

Every morning, I go out to do some shopping to keep myself busy. Because once
you start sitting at home, one day you do not bother [to get out], then two, then
three, and suddenly you do not bother at all. So, I keep myself busy, I just have to
get out. (Participant 5)

When dependence limits a person’s possibilities to move or act independently and
maintain control, one’s everyday life and surroundings become severely restricted,
life starts to lack meaning:

When I was young, every day was a new day, but it is not like that anymore. Today
is a continuation of yesterday. A new day means that there is some variation, but I
cannot live up to that now. (Participant 3)

Control over the social environment is restricted, partly because getting out is more
complicated, but also because visiting and going out implies getting help from
others and involves presenting oneself as dependent:

I do not get out much. I used to be a party person, but now my wife goes to parties
and I stay at home. I am not suited to go to parties with a wheelchair, I feel like
I am in the way. (Participant 1)

Being dependent on care and ageing at home is associated with gradual and sudden
loss of some or all autonomy and control over the physical and social surroundings
one used to possess.

Being in continuous negotiations to get care in accordance with one’s values

Experiences of dependence on care forces one to deliberate one’s own values and
make priorities when faced with the withering of resources and capabilities.
Dependence on care is associated with work to negotiate an acceptable image
and establish a balance between past and present life and self-concept:

It is very important for me to be nice and clean. I tell them [the carers], if they see
a spot or stain on me, they must tell me. [My clothes] should be clean and whole. I
shall not look like a tramp. (Participant 4)

Maintaining an impeccable style may support a previous self-concept, which is at
stake when experiencing declining functioning. Thus, for the participants, ‘good
care’ is care supporting their values and habits:
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Sometimes I need to tell them: I am the one in need of care, and you are here to
help me. You must be considerate of me … Other times, I ask them to reconsider
what they would have needed if they were in my position, to think about what it is
like for me. (Participant 12)

Dependence on care involves being in forced togetherness with carers one might
not have chosen oneself and who do not necessarily share one’s experience of
dependence of care. From a sensing perspective, being on the receiver’s end of
care, ‘care’ is experienced as layers of powerlessness, vulnerability and uncomfort-
ableness. The carers may not have the same views of good care as the patient. For
example, being dependent on help to get dressed is associated with vulnerability,
shyness and discomfort for the receiver. When the carer decides that this activity
should take place in the living room instead of the bathroom or the bedroom to
save time or because it is more practical for the carer, the participants’ values
and perspectives are being ignored or devalued and rejected:

I would rather be sitting on my bed. But the carer who bathed me this morning,
she does not want that. You know, I would have to stand out there, fluttering with
my arms up to get out of my shirt and trousers. I would have to lift my legs and
stuff… I get nervous when I have to stand there, fluttering on my two legs. What if
I fall? Will she grab me? (Participant 9)

The process of negotiating needs and values of care with the carer is further com-
plicated by the myriad of carers often involved in participants’ everyday lives. The
participants must start again with new negotiations with each person involved in
their care. Negotiating a common ground with a myriad of carers in accordance
with one’s values is a continuous, exhaustive adaptation process:

Why do they [the managers of the homecare services] send different people down
here? … Why don’t they send those [carers] who know that to do and with whom
I can communicate? They should not be sending a newly employed substitute even
if I am able to tell them what to do. ‘Now, you take the transfer belt and do like
this. I have to be lying like this, the belt like that, no higher than to the shoulders’
and so on and so forth. ‘You need to use that ointment with this or that. It is over
there in the white box. Just take it out. I need to wear a diaper, like this, and so on.’
(Participant 5)

Instructing shifting carers and thereby being responsible for the quality of one’s
own care may be frustrating.

Needing undivided mental attention

Dependence on help means that the participants have to rely on acts performed by
other people on their behalf. Optimally, these actions are the result of fine-tuned
co-operation between the care recipient and the carer. However, whether the
carer acts alone or on behalf of the participant, full attention to the task and the
care recipient is crucial. Co-operation is hampered, for instance, when carers lack
sufficient language competencies. Communicating one’s needs and giving instruc-
tions is experienced as crucial to get good care and continuity in the care. However,
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a large proportion of the carers were non-fluent in the native language of the people
for whom they provided care:

I think that is what irritates me the most, that they do not listen, and that they do
not understand. But I also get frustrated with the system that employs people that
do not speak the language sufficiently. (Participant 14)

Another issue that adds burden to experiencing dependence on care is when carers
lack practical competencies and knowledge. Lack of competence generates a sense
of uncertainty as the participants have to keep an eye on the carers and cannot sur-
render themselves to the care. Instead of being constantly on guard, some of the
participants assume responsibility for their carers’ training so that they gradually
become more competent, though it still puzzles some participants why incompetent
carers are employed at all:

Care assistants coming straight off the street, right? There are no quality require-
ments, and he could nothing, no hygiene, no nothing. (Participant 14)

Another element of presence is carers’ use of mobile phones and headphones. It is
not easy to co-operate with somebody who is looking at the phone while working
and such behaviour hampers dialogue. Firstly, a carer’s lack of presence impedes the
quality of care, as one woman said:

They send someone over who is not yet educated, or very young, who just stands
there looking at the phone, and it was not job related. I get so shocked over this
behaviour. They are helping me with my diaper with one hand, their phone in
the other. That is not good enough, and my diaper is not going to stay on.
They are not present at all. (Participant 9)

Secondly, some participants thought that carers’ lack of presence sent the message
that the care work was not worthy of their attention:

A man came here one morning for my routine. He washed me and should fix the
external catheter, and I thought he was so unfocused. So I asked him: are you more
busy thinking about what you’ll have for dinner today than to be here? Yes, he
answered. You wouldn’t believe it until you’ve heard it. (Participant 14)

Dependence on care may also be associated with a limited social life, which is
another explanation for older people’s strong wish for carers to be present. Visits
from carers may be the only or one of the few contacts that older people living
in their homes have.

Being reduced to a task that has to be completed

Being dependent on care may be experienced as being reduced to a task or a prob-
lem to be solved. Carers often focus strictly on the help the older people are entitled
to receive and have no time for a cup of coffee or other similar social activities.
Moreover, a high staff turnover does not facilitate a personal relationship between

10 B Martinsen et al.

https://doi.org/10.1017/S0144686X22000150 Published online by Cambridge University Press

https://doi.org/10.1017/S0144686X22000150


the carer and the participant but reinforces elderly persons’ experience of being a
task rather than a person. Often the carers are very busy trying to get their work
done in a rush so that they can move on to the next client. Their busyness can affect
people who tend not to demand anything or very little when they sense that their
carers are pressed for time. In some situations, carers are so impatient that they
cannot wait for a given activity to end and therefore take over. One woman told:

I am under pressure the whole time; it is tough. I was at dinner at the day centre,
and I eat slowly. Suddenly [a carer] took my plate and started to feed me without
asking me. I could not stand it. Tears rolled down my cheeks. (Participant 8)

Being a task also means that the participants’ days are often structured around the
homecare visits. Often they simply have to adapt to get the help they need, and
therefore they arrange their sleep, meals, visits, etc. so that they fit with the carers’
schedules. Thus, when the schedules are modified, this may be perceived as very
frustrating because changes bring the participants into situations where they are
under time pressure even though they may have been waiting to get help for
hours. One man said:

I wish that I could get up earlier, so I could be able to leave [to get to town or to
appointments] at 10 o’clock or half past 9, without nagging them about it.
(Participant 15)

Changes of life rhythm may also be needed due to the planning of the carers’ visit
rounds. For instance, the participants may have to accept getting help to go to bed
much earlier or later than they were used to in their former life. Also, they may be
disturbed in the middle of a favourite activity on a daily basis:

It is really annoying sometimes, when there is a good movie on the television or
something. But it is of no use, I think to myself that I have to watch it another
time. I cannot say ‘please come back in an hour’. (Participant 13)

Receiving care in a private home means that fellow care recipients are not directly
visible, even if the participants are very much aware that that they are part of a large
group of care recipients for whom a certain carer is responsible. The carer’s behav-
iour is one of the few clues to fellow care recipients’ conditions; another is carers’
telephone contact with other recipients. If fellow care recipients are unwell, this
generates an extra pressure on the carers that is immediately felt:

They walk in without taking time to say hallo. They just start to work and are so
stressed, and it affects their mood. (Participant 6)

So, the care the participants receive is indirectly affected by other care recipients’
conditions.
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Discussion of the results and methodological considerations
Our findings show that a major challenge associated with the experience of being
dependent on homecare was the perceived loss of control over significant aspects of
one’s life. For instance, the people dependent on homecare were not allowed to
decide which carers should help them although they needed care in the most intim-
ate situations and felt shy about exposing their deteriorating bodies. Nor could they
decide how and when they were assisted; instead, they had to negotiate if they
wanted influence over their own situation. Furthermore, the participants experi-
enced difficulties in setting boundaries, insisting on the carers’ presence and con-
siderations for their wishes. This dependence seemed to relegate the older people to
a subordinated position. This finding is in line with the findings of Møller and
Norlyk (2017), who found that dependence on homecare tends to create an asym-
metric relation between the involved parties, and the more dependent a person is,
the lesser becomes the scope for self-determination. In opposition to this, it has
previously been shown (Secker, 2003; Martinsen and Dreyer, 2012) that it should
be possible to combine high levels of dependence with the experience of perceived
independence if this independence is seen as subjectively self-assessed life experi-
ence. However, in our study, the participants did not assess themselves as inde-
pendent. On the contrary, they experienced that their limited physical faculty
and subsequent dependence generated experiences of restriction and powerlessness.
Dependence on homecare was not assessed as being in an independent situation at
all. Nor was dependence experienced as a compensation for a self-care deficit as
described by Boggatz et al. (2007) and Martinsen and Dreyer (2012). Rather, it
was perceived as a process of continuous adaption to the shifting carers, the grow-
ing physical limitations and the organisational conditions of homecare. Loss of
autonomy was evident in this study where the participants not only experienced
a physical loss of control over their surroundings but also lost control over their
total social situation. This is in line with other studies in this area (Ellefsen,
2002; Cotterell, 2008). Other studies (Fersch, 2015; Meldgaard and Kamp, 2016)
have described how homecare services can be developed to foster agency and dig-
nity among homecare recipients; however, in our study such initiatives were absent.

Another important finding is that dependence on homecare may generate an
experience of being reduced to a task that has to be accomplished, of receiving defi-
cient care and being affected by the carers’ busyness, wherefore older people keep
their wishes to themselves and accept the care they get. It is well known that people
who receive homecare want to be recognised as individuals, to be paid interest to, to
be talked and listened to, and to discuss their daily lives in the context of a
human-to-human relationship (Holmberg et al., 2012). We here for the first time
show how feelings of powerlessness, vulnerability and uncomfortableness are inter-
twined and reinforce one another among people receiving homecare. We also dem-
onstrate that growing accustomed to dependence on homecare is exceedingly
difficult, notably when the carers’ approach is task oriented. Reducing the care to
fulfilling tasks leads to unnecessary suffering (Eriksson, 2006). According to
Dåvøy and Martinsen (2014), treating patients like objects without taking their
wishes into consideration is shameless and undresses the patients. Imprudent
actions feed on both parties’ life energy and is tantamount to abuse of trust that
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is given with life. Building care on imprudent actions equates with a state of law-
lessness where the boundaries of privacy are transgressed and unacceptable situa-
tions generated. To act imprudent is devastating because this approach hinders
growth and development (Dåvøy and Martinsen, 2014). Consequently, when
older people in this study experienced that they were reduced to a task, they
were unintendedly brought into a locked position.

This task-oriented approach in homecare reflects the rationale pertinent in the
management of Danish and Norwegian homecare that every task has to be minutely
organised and time-scheduled to optimise cost-efficient homecare. This way of
organising homecare thus reflects several aspects of Taylor’s ([1911] 1998) theory
of scientific management developed with the production industry in mind
(Morgan, 2006). However, today scientific management has transferred from
mass production into service companies and the public sector (Miller, 2012). In
a hospital context, Norlyk et al. (2017) describe this approach to care as
‘McNursing’ because it favours standardisation and does not include the perspective
of the individual patient. Our findings add to these findings by showing how this
pervasive rationalisation in a homecare context represents an inherent danger of
oppressing the older person’s individual needs and wishes and has depersonalising
consequences – particularly when older people are dependent on homecare.
However, receiving homecare is not per se negative or positive. Rather, it is primar-
ily the attitudes and the behaviour of the carers that determine whether the care is
experienced as positive or negative (Pirreda, 2015; De Sao José et al., 2016).

Terms of employment where carers are employed by the very people who are
dependent on care may change the power structure in relations because in these
situations care is found to be individualised and liberating (Martinsen and
Dreyer, 2012). This model may be beneficial because the care recipient may partly
control the care received and the conditions under which care is provided. Private
homecare providers have been an option in addition to public homecare in
Denmark and Norway in the past years. Private homecare provision has been intro-
duced in response to a growing demand for standardisation and task orientation in
public homecare (Hjelmar and Rostgaard, 2019). Also a political reform in
Denmark in 2003 ensured that municipalities must give care recipients the choice
of engaging a private homecare provider. In Norway, the municipalities decide for
themselves whether or not they want to collaborate with private homecare provi-
ders. However, frail users with bodily care needs still tend to prefer public homecare
(Hjelmar and Rostgaard, 2019). This development has to be considered in light of
the political idea of ‘ageing in place’ (World Health Organization, 2002). Indeed,
continuation of this strategy requires a continued effort to ensure sustainable, high-
quality homecare. For policy makers, the present results are significant in one major
respect: dependency should not be accomodated in an organisational set-up that
involves a high flow of carers who have a task-oreinted approach to their job.

Methodological considerations

A strength in our study is that the participants belong to a group of older people
who are rarely given voice. Rigour was achieved by incorporating the classic notions
of credibility, dependability, transferability and conformability described by Lincoln
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and Guba (1985). To accede to these criteria in a way that is consistent with phe-
nomenology, we approached the study with an attitude of balancing our existing
knowledge derived from former research and clinical work with an open and won-
dering mind (van Manen, 2014). To truly identify the phenomenon of dependence
on homecare when ageing at home, we continuously questioned our pre-
assumptions to hinder self-confirmation to sneak behind our back during the inter-
views and the analysis.

As sampling within a phenomenological study is focused on gathering in-depth
knowledge and variations of experiences of the phenomenon rather than demo-
graphics and a large study sample (Giorgi, 1997; van Manen, 2014), we included
15 older people who varied in nationality, age, civil status and functional condi-
tions. Thus, the sample was limited in accordance with phenomenological recom-
mendations (Norlyk and Harder, 2010; van Manen, 2014). The participants’
descriptions were sufficient to achieve enough examples to truly describe the phe-
nomenon. To attain confirmability, the authors jointly worked back and forth in the
material in a transparent process of analysis to agree on five themes that were
beyond the taken-for-granted understanding of everyday life (van Manen, 2014).

A limitation of the study is that we were unable to obtain data on the carers’ edu-
cational background. Some carers may have been nurse assistants, others social and
health assistants, and yet others may have had no care-related education and train-
ing at all. Further, the Danish participants were recruited by one homecare nurse,
which might have influenced the selection of the Danish participants. However, we
had no reason to believe that the homecare nurse had any interest in biasing our
findings. It may have been beneficial to include some observations to enhance
the understanding of the experience of being dependent on homecare.

Conclusion
Dependence on homecare was experienced as a process of adaptation where the
older people had to get used to disclosing their deteriorating bodies to
shifting carers with whom they also had to negotiate the wishes they had for the
care. Despite detailed negotiations, the older people could experience that their
care was reduced to a task that had to be fulfilled in the shortest time possible.
Lack of knowledge, engagement and language skills among carers
occasionally made the older people experience themselves as invaluable and not
worthy of the carers’ attention. Gradually, the space the older people were able
to control was shrinking, and their surroundings were invaded by care remedies.
The structure of the day was affected by the homecare visits and their functional
impairments prevented them from unfolding their lives. A greater understanding
of homecare recipients’ experiences of dependence is crucial to improve the quality
of the care.
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