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Abstract
Background and Objectives: The	aim	of	this	study	was	to	gain	in-depth	knowledge	
and an increased understanding on how isolation from close relatives and carers, 
during	the	COVID-19	pandemic,	 impacted	older	patients	during	hospitalisation	 in	a	
Geriatric department.
Method: We conducted a qualitative study using semi-structured interviews and a 
phenomenological-hermeneutic approach, to get an understanding of the older par-
ticipants' perspectives and lived experiences. Complete interviews were available for 
11	patients—six	men	and	five	women,	between	69	and	91	years	of	age.
Results: The participants' narratives identified several themes. Feeling isolated from 
and having no contact with close relatives or carers was prominent. The COVID-19 
pandemic created fear and anxiety among hospitalized patients. Relationships with family 
members and some staff became strained. The transformation from being “a person” to 
being “a patient” and loss of dignity, autonomy and a “sense of self” were themes identified 
in the analysis.	Although	virtual	contact	can't	replace	the	real	world,	the	use	of	tech-
nology to maintain contact with family and carers, and the need for help from hospital 
staff in facilitating this contact was deemed important. The environment of care was 
a prominent theme. The attitude of staff made a difference to how patients felt and 
some	patients	expressed	a	 loss	of	decision-making	capability.	The	 interviews	were	
challenging in some cases because the interviews had to be interrupted or shortened 
due to ethical considerations around the individual person's needs and condition.
Conclusions and implication for practice: Our	study	provided	in-depth	knowledge	on	
how	older	patients	experienced	hospitalisation	during	the	COVID-19	pandemic	in	a	
Danish hospital. The results emphasise that compassionate care includes a willingness 
to listen to older patients' narratives and to imagine life as depicted by them. This can 
lead to better understanding of an individual person's needs and increase the quality 
of care provided.
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1  |  BACKGROUND

Since	the	beginning	of	2020,	the	COVID-19	pandemic	has	spread	rap-
idly around the world, affecting more than 160 countries and claim-
ing	>250,000	lives	as	of	May	2020	(Hopkins,	2020).	COVID-19	affects	
people	of	all	ages	and	with	all	backgrounds.	However,	present	evidence	
suggests	 that	 two	groups	of	 people	 are	 at	 higher	 risks	 of	 getting	 se-
vere symptoms: the older population and patients with comorbidities 
(Docherty	et	al.,	2020;	Lithander	et	al.,	2020;	World	Health	Organization,	
2020).	Consequently,	the	pandemic	has	been	the	subject	of	much	dis-
cussion on television, radio and the social media, which has resulted in 
fear and stress within older and frailer people and their families.

In	general,	hospitalisation	leads	to	increased	vulnerability	related	
to	 both	 physical	 and	 psychological	 conditions	 (Loyd	 et	 al.,	 2020).	
Older	 persons	 are	 often	 dependent	 on	 identifiable	 routines	 and	
on close relatives, friends and neighbours and are thus at a greater 
risk	 of	 developing	 delirium	 during	 hospitalisation.	 A	 relation-cen-
tred compassionate care becomes important and beneficial to older 
patients and their family members in particular, because of their 
increased	 dependence	 on	 younger	 relatives	 (Papadopoulos	 &	 Ali,	
2016).	This	approach	can	result	in	a	significant	positive	experience	
for	older	patients	and	their	families	in	hospital	(Gott	et	al.,	2019).

Inequality	in	healthcare	provision	has	been	well	documented,	espe-
cially among older people with impaired mental health and those with mi-
nority	backgrounds	(Davies,	2011;	Franchi	et	al.,	2016),	which	can	result	
in	social	exclusion	and	reduced	access	to	health	care	(Molsa	et	al.,	2017).	
Furthermore, social isolation in older adults is associated with increased 
morbidity	and	mortality	comparable	to	other	established	risk	factors	such	
as	smoking	and	alcohol	consumption	(Freedman	&	Nicolle,	2020).

Previous	literature	recommends	that	healthcare	professionals	use	a	
relation-centred approach when addressing social isolation and loneli-
ness	(Due	et	al.,	2017;	Freedman	&	Nicolle,	2020;	Nolan	et	al.,	2001).	This	
can be challenging in hospitalised patients, and some hospital healthcare 
professionals have described the hospital setting as a stressful place 
with	lack	of	privacy,	which	acts	as	a	barrier	in	detecting	appropriate	sig-
nals from older persons and their existential feelings such as loneliness 
(Sundström	et	al.,	2019).	A	few	studies	have	explored	general	or	existen-
tial loneliness experienced by older patients and have shown that lone-
liness is prevalent among older people suffering from chronic physical 
illnesses	during	hospitalisation	(Kvaal	et	al.,	2014;	Sundström	et	al.,	2019).

From	the	beginning	of	 the	COVID-19	pandemic	 in	Denmark,	 it	
became a government strategy to stop all relatives from visiting pa-
tients	 in	hospitals.	Very	 little	 is	known	about	the	consequences	of	
being hospitalised and not being able to see or have physical contact 
with	relatives	during	the	COVID-19	pandemic.

2  |  AIM

The	 aim	 of	 this	 study	was	 to	 gain	 in-depth	 knowledge	 and	 an	 in-
creased understanding on how isolation from close relatives and car-
ers,	during	the	COVID-19	pandemic,	impacted	older	patients	during	
hospitalisation in a Geriatric department.

3  |  METHOD AND THEORY

3.1  |  Design and scientific framework

We	performed	a	qualitative	 interview	 study	 (Holstein	&	Gubrium,	
1995)	 using	 a	 phenomenological-hermeneutic	 approach	 (Laverty,	

Summary statement of implications for practice

What does this research add to existing knowledge 
in gerontology?

•	 Our	research	contributes	to	the	literature	by	providing	
insights	and	knowledge	about	how	older	patients	expe-
rience hospitalisation and isolation from close relatives 
or	carers	during	the	COVID-19	pandemic.

•	 Isolating	geriatric	patients	in	hospital	rooms	impacts	on	
their sense of self and increases their feelings of being 
lonely and abandoned by relatives.

•	 Nurses	require	competences	in	working	with	innovative	
solutions for facilitating communication between rela-
tives	and	COVID-19	patients.

What are the implications of this new knowledge 
for nursing care with older people?

•	 Nurses	should	actively	listen	to	older	persons	and	iden-
tify their individual everyday life routines and values, 
in order to provide compassionate nursing care for 
COVID-19	patients.

•	 Skills	 in	 employing	 electronic	 communication	 tools	
should become important competences for nurses 
who care for vulnerable and isolated older hospitalised 
patients.

•	 Basic	everyday	items	are	significant	links	to	the	outside	
world	and	are	crucial	for	allowing	older	patients	to	keep	
up with their sense of self, autonomy and well-being.

How could the findings be used to influence policy 
or practice or research or education?

•	 It	should	be	an	institutional	priority	to	train	healthcare	
professionals to be competent in holistically identifying 
patients'	needs	 (social,	physical	and	psychological)	and	
to act on these needs in a professional and caring way.

•	 Our	study	shows	how	technology	like	iPads	and	mobile	
phones and nurses' technological competences have be-
come an important part of caring.

•	 Older	 patients	 become	 vulnerable	when	 they	 are	 iso-
lated from their relatives; thus, strategies on how to 
work	 in	a	family	oriented	manner	are	 important	 in	the	
hospitalised setting.
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2003).	We	chose	the	phenomenological	approach	to	get	an	under-
standing of older participants' perspectives and lived experiences of 
isolation in hospital. The supporting hermeneutical approach made 
it possible to produce new meanings and understandings in co-crea-
tion, via a process of self-reflection, interpretation and engagement 
with	the	participants	(Laverty,	2003).

3.2  |  Setting

We conducted the study in a Danish geriatric hospital ward where a 
multidisciplinary team care for ill older patients with multiple mor-
bidities. The mean duration of hospitalisation in the department is 
6 days. Due to participants' vulnerable status and immobilisation, 
the	interviews	were	conducted	bedside.	In	order	to	fulfil	confiden-
tiality, we aimed to interview the patients alone; however, at times 
interviews had to be conducted in the presence of other patients 
and with interruptions from patients or staff.

3.3  |  Interviews

We	conducted	the	study	using	semi-structured	interviews	(Kvale	&	
Brinkmann,	 2009)	 to	obtain	descriptions	of	 the	 lived	 life	world	of	
the participants in order to interpret the lived experience of older 
patients	 being	 hospitalised	 during	 COVID-19.	 Such	 interviews	 are	
comparable to everyday conversations, but, being professional in 
nature, they have a purpose and involve a specific approach.

Three	 interviewers	 (DSN,	 SHB	 and	RFH)	 conducted	 the	 study	
and	all	 took	 the	necessary	precautions	 to	prevent	 virus	 spread.	A	
safe and trustful environment allowed patients to be open and crit-
ical without worrying about personal consequences, and without 
violating their privacy. Furthermore, the interviewers considered 
the physical condition of the patients and any coexisting fatigue 
or stress; at the same time, they avoided being shallow in their in-
terviewing	with	the	risk	of	losing	significant	perspectives	from	the	
patients.

We	conducted	one	interview	per	patient.	Other	colleagues	inter-
acting with the patient sometimes interrupted the interviews and, 
in some cases, the participants suddenly needed to use the toilet or 
have	something	to	drink.	 If	 the	patients	were	deemed	too	tired	or	
exhausted,	the	interviews	were	shortened	and	stopped.	On	average,	
the interviews lasted approximately 20 min.

All	patients	had	a	negative	COVID-19	test.	Due	to	the	hospital	policy	
at the time, personal protective equipment was not required for these 
interviews.	However,	the	researchers	conducting	the	study	took	all	pre-
cautions	to	protect	the	patients	from	further	risk	of	getting	COVID-19.	
The	interviewers	took	precautions	by	adhering	to	the	stricter	require-
ments	resulting	from	the	COVID-19	pandemic	such	as	employing	good	
hand hygiene with soap and water, rubbing alcohol gel, having no physi-
cal	contact	with	patients	and	keeping	distance	from	them.

The interviewers used a dictaphone to record all inter-
views and transcribed the findings verbatim. We conducted the 

interviews in Danish apart from one, which required the presence 
of an interpreter. Translation into English was followed by critical 
reflections	from	all	authors,	and	then	translation	back	into	Danish	
again	to	make	sure	the	meaning	of	the	quotes	from	patients	were	
maintained.

3.4  |  Interview guide

We developed an interview guide based on the existing literature 
and	experiences	 from	clinical	 practice.	 Interviews	were	 guided	by	
the main themes as showed in Table 1.

3.5  |  Inclusion criteria

We	 used	 healthcare	 professionals	 working	 in	 the	 Department	 of	
Geriatric	Medicine	 as	 gatekeepers.	 Patients	 had	 to	 be	 considered	
cognitively capable of giving informed consent by a ward nurse or 
doctor	in	order	to	participate	in	the	study.	In	this	way,	participants	
were allowed to be mildly cognitively impaired (being mildly con-
fused	or	having	mild	dementia)	as	long	as	they	had	cognitive	capacity	
to give informed consent. Furthermore, we observed the cognitive 
status	of	the	patients	during	the	interviews.	If	the	researcher	found	
the patient to be too vulnerable or not being able to participate con-
structively,	the	patient	was	excluded	(Dewing,	2002).	All	researchers	
were experienced in communicating with older vulnerable patients 
and were able to determine capacity and informed consent in line 

TA B L E  1 Overview	of	the	research	questions	and	the	thematic	
interview guide

Research questions How does isolation from relatives 
and	carers	due	to	the	COVID-19	
situation impact the patients' 
experience of being hospitalised?

How does the hospitalisation affect 
older patients' well-being and sense 
of self?

How	do	conditions	in	the	patientsˈ	
or families' everyday life have an 
impact on the hospitalisation?

Main themes Exploring

The older person's 
everyday life and 
history of life

Focus on participants own story 
telling—what is important to them

The history behind the 
hospitalisation

Experiences of importance—from home 
to hospital

Contact with relatives

The	participantsˈ	
experiences during 
the hospitalisation

Impact	on	not	having	contact	with	
relatives

How have contacts been obtained

Interventions	and	
approaches

What has been challenging and difficult
What	has	worked	well

Thoughts about the 
future and recovery

Worries and feelings
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with	 their	 professional	 competencies.	 If	 the	 patient,	 being	 inter-
viewed, was judged more cognitively impaired than first assumed, 
the	interview	was	immediately	stopped	(which	happened	once).

We conducted all the interviews after the patients had been 
hospitalised for more than 4 days in order to have sufficient time 
to	experience	the	lack	of	physical	contact	with	family	members	due	
to	the	COVID-19	situation.	Patients	were	included	no	matter	which	
language	they	were	speaking,	and	those	not	speaking	Danish	were	
offered a video or telephone interpreter during the interview.

3.6  |  Participants

We chose purposive sampling as a method to maximise the oppor-
tunity	to	answer	the	research	questions	(Kvale	&	Brinkmann,	2009).	
The aim was to capture different perspectives from patients in vul-
nerable	situations	and	with	different	backgrounds,	gender,	ages	and	
country	of	origin	 (Green	&	Thorogood,	2018).	 In	 total,	16	patients	
were	approached	of	which	 two	declined	 to	participate.	Of	 the	 re-
maining 14 patients, two interviews had to be terminated due to the 
patients' medical conditions and states of mind, and one interview 
had to be cancelled because the patient developed severe delirium. 
Completed interviews were performed with 11 patients—six men 
and	five	women	(Table	2).	None	of	the	patients	used	hearing	aids.

3.7  |  Analysis

We	used	meaning	 condensation	 inspired	 by	Kvale	 and	Brinkmann	
(2009)	and	Malterud	(2012)	as	an	analytical	tool	(Kvale	&	Brinkmann,	

2009;	Malterud,	 2012).	 The	 analysis	 involved	 five	 steps.	 First,	we	
read	 the	 complete	material	 to	 get	 a	 sense	 of	 the	 whole.	 Second,	
the meaning units of text was highlighted as it was expressed by 
participants and interpreted by the research team. Third, the domi-
nating meaning units identified in the interviews were emphasised, 
and fourth, the meaning units were interrogated in terms of the 
aim	of	 the	 study.	 In	 the	 fifth	 and	 last	 step,	 the	 final	 themes	were	
tied	together	 in	descriptive	statements	(Kvale	&	Brinkmann,	2009;	
Malterud,	 2012).	 The	 analytical	 process	 was	 conducted	 by	 DSN,	
SHB,	JW	and	RFH	as	a	non-linear	iterative	process	(Maxwell,	2005).

3.8  |  Ethical considerations

All	data	were	stored	 in	a	data	secured	share point room owned by 
the	hospital.	The	data	protection	agency	in	the	Region	of	Southern	
Denmark	 gave	 permission	 (No.	 20/17130)	 to	 conduct	 the	 study.	
According	 to	Danish	 law	 regarding	 qualitative	 research,	 the	 study	
did not require formal approval from an Ethics Committee. However, 
the project was discussed with two members of the local clinical 
ethics committee and with the hospital nurse in charge of hygiene 
and infections. The participants were not exposed to any additional 
persons while in hospital as the interviewers were all staff already 
working	 in	 the	department.	All	necessary	precautions	 to	minimise	
risk	of	getting	COVID-19	were	taken	during	the	interviews.

All	 patients	 were	 informed	 verbally	 and	 in	 writing	 about	 the	
study, and it was emphasised that participation was voluntary. Due 
to the vulnerability of the participants, we repeated the aim of the 
study	to	the	participants	several	times	during	the	interview,	making	
sure	not	to	intimidate	or	stress	them	further.	None	of	the	patients	

TA B L E  2 Overview	of	the	participants

ID Number Age Reason for hospitalisation
Number of days in hospital 
before the interview Gender Closest relative

Country of 
origin

1 81 Diabetes and functional 
decline

4 F Daughter East Europe

2 91 11	kg	weight	loss	and	
breathlessness

5 F Two daughters Denmark

3 91 Cancer and functional decline 6 M Two sons Denmark

4 79 Bacteraemia and functional 
decline

6 M Wife Denmark

5 82 Sepsis	and	pneumonia 5 F Son Denmark

6 91 Breathlessness and coughing 5 M Wife Denmark

7 84 Rhabdomyolyses after fall and 
de-compensation

5 M Son Denmark

8 71 Abuse	of	alcohol,	COPD	fear	
attacks

7 F Son—weak	contact Denmark

9 76 Back	pain	and	immobilisation	
after fall

9 M Wife Denmark

10 69 Leg wounds and 
immobilisation

8 M Nephew Denmark

11 69 Unconscious	when	ambulance	
arrived

19 K Son Denmark
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were diagnosed with dementia or delirium, and although some were 
mildly cognitively impaired, they were able to contribute to decisions 
about	 treatment	 and	 care,	 and	had	 capacity	 to	do	 so.	All	 patients	
gave informed consent to participate and to have the interviews 
recorded onto a dictaphone. To protect participants' identities, we 
have	changed	their	initials	and	names	into	ID	numbers	(Table	2).

Any	 critical	 issues	 identified	 during	 the	 interviews	were	 acted	
on by reporting them to the nurse in charge or where necessary by 
discussing	 with	 the	 relatives.	 All	 contacts	 with	 the	 patients	 were	
conducted in a respectful and ethical manner.

4  |  FINDINGS

Identified	 themes	 focused	 on	 the	 patient's	 narratives	 of	 isolation	
having	no	contact	with	relatives	and	carers.	Some	interviews	were	
interrupted and shortened to address ethical considerations of 
conducting research with ill and vulnerable older adults. We con-
tinuously monitored the person's health needs during our data col-
lection, which could challenge the co-creation during the interviews. 
The analysis revealed five themes: COVID-19 creates fear and anxiety; 
relationships become strained; the transformation from being “a person” 
to being “a patient”; and virtual contact can't replace the real world and 
finally the environment of care.

4.1  |  COVID-19 creates fear and anxiety

It	became	clear	during	the	interviews	that	some	of	the	participants	
at	 times	 found	 it	 difficult	 to	 understand	 the	 COVID-19	 situation	
and	had	forgotten	about	it	during	their	hospitalisation.	Others,	who	
knew	about	the	pandemic,	expressed	fear	and	anxiety,	and	one	par-
ticipant	expressed:	“it	is	us	they	are	talking	about;	we	are	the	ones	
dying	of	COVID-19”	(ID11).	Two	participants	expressed	that	they	felt	
it was crucial that they were able to follow the news during hospi-
talisation, although most participants declined and did not have the 
strength	to	keep	up	with	the	news.

COVID-19	had	 its	 price	 for	most	 of	 the	 participants,	who	 ex-
pressed	that	the	virus	was	“ugly,”	“a	darned	case”	and	“a	situation	
we	have	to	get	rid	of,	and	get	over	with”	(ID	8).	Most	participants	
experienced that it was very difficult being hospitalised due to rules 
and regulations about not having any visitors and stated “it is so dif-
ficult	being	hospitalized”	(ID	9).	At	the	same	time,	most	participants	
were	aware	of	 the	risk	of	virus	 infection,	with	some	being	scared	
of being infected themselves, and others were worried about their 
children	and	grandchildren	getting	the	virus.	 It	was	clear	 that	 the	
regulations form the government made all participants stressed 
about the rules not allowing them to be in physical contact with 
their	close	relatives.	During	the	analysis,	an	“acceptance”	tendency	
in the men's reactions came up; despite their many restrictions, 
they seemed to accept the situation and they tried to downplay 
feelings and frustrations by saying: “this is how it needs to be; it 
cannot	be	changed	(ID	6).”

One	patient	explained	that	he	had	become	sick	and	been	hos-
pitalised because of the pandemic restrictions. He had been a vol-
unteer at a nursing home close to his home, and because of the 
regulations about no visitors being allowed at the nursing homes, 
he	had	stopped	his	daily	visits	and	routine	walking	because	of	fear	
of spreading the virus. Due to this, he had lost his mobility and was 
now	stuck	in	bed	because	of	a	big	leg	wound.

Corona destroyed my contacts and visits at the nurs-
ing	home	–	and	now	I	can't	walk	anymore	

(ID10).

Some	of	the	participants	were	able	to	express	they	were	worried	
about the future, but most were suffering in the present moment.

4.2  |  Relationships become strained

Almost	all	participants	expressed	how	they	suffered	due	to	the	lack	
of physical contact with their close relations. They suffered from 
being deprived of contact from their partner in everyday life. The 
married	patients	felt	like	being	“a	half	person”	(ID	9),	normally	living	
in a twosome, and this made it very emotional being hospitalised. 
One	man	related	how	hard	it	was	for	him	to	be	without	his	wife	and	
he	 started	 crying	 every	 time	he	 talked	 about	 her.	He	 explained	 it	
was	almost	impossible	for	him	to	talk	to	her	on	the	phone	because	
of the pain of missing his wife so much, and now he was scared of 
forgetting her;

It	is	such	a	long	time	since	I	saw	my	wife	I	hardly	re-
member	how	she	looks.	I	am	scared	of	forgetting	her	

(ID	9).

Other	participants	expressed	sadness	about	not	seeing	their	rel-
atives.	One	woman	expressed	how	she	was	thinking	about	her	family	
members	all	the	time,	“All	the	time	I	am	thinking	–	is	it	them	coming?	
Can	I	hear	them	talking?”	(ID	8).	One	of	the	men	talked	about	his	wife	
being	very	 fragile,	 living	alone	back	home.	The	couple	had	no	other	
relatives, and thus, he worried a lot about how she was handling her 
situation outside the hospital. The couple had no mobile phones, and 
therefore, they had no contact during his hospitalisation.

Most participants suffered from not having close contact with 
their	relatives,	saying;	“I	miss	them	so	much,	it	makes	it	very	difficult	
to	be	here”	(ID	8).	Participants	not	being	orientated	and	forgetting	
about	the	COVID-19	situation	seemed	to	suffer	differently.	During	
the	interviews,	several	participants	were	reminded	of	the	COVID-19	
situation not allowing families to come to the hospital. These pa-
tients explained how they had been disappointed, felt forgotten and 
felt left behind and alone and were trying to find reasons for why 
the	 relatives	did	not	 show	up.	 Some	participants	 expressed	 anger	
towards their relatives because they had not shown up in hospital; 
“I	have	been	so	disappointed	and	angry	at	my	relatives	not	coming	
to	see	me”	(ID	6).
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The	 COVID-19	 rules	 and	 restrictions	 became	 a	 painful	 expe-
rience for most of the participants' stay during hospitalisation. 
However, one woman was satisfied with the restrictions express-
ing that she felt relaxed about not having any visitors. During the 
interviews, she further explained that she normally had very close 
contacts	with	her	children	and	 looked	after	 the	grandchildren	and	
the family's dog on a daily basis. However, she did not want to be of 
any inconvenience to the family; “This is much better; now they are 
not	forced	to	come	and	visit	me”	(ID	5).

Not	being	able	to	speak	Danish	and	express	needs	and	feelings	
and not being able to communicate and understand the instructions 
from doctors and nurses made hospitalisation particularly vulner-
able	for	one	woman	who	was	a	refugee	from	Eastern	Europe.	She	
was extremely dependent on virtual contact with relatives during 
the hospitalisation. The roles of the relatives were expanded here 
to	be	the	participant's	“mouthpiece”	and	became	the	only	means	of	
contact with the hospital staff.

4.3  |  The transformation from being a “person” to 
becoming “a patient”

Several	participants	explained	how	they	felt	they	were	losing	their	
autonomy, dignity and identity before, during and after hospitalisa-
tion due to the social distancing between themselves and relatives 
or	health	carers	due	to	the	fear	of	COVID-19.	One	man	explained	he	
had fallen in his home before hospitalisation and had called for help 
by phoning the homecare centre. The man felt he was blamed for 
not using his alarm watch instead. Furthermore, he described during 
the interview how he felt humiliated and was sorry about forgetting 
about the alarm in the emergency. He explained how the home car-
ers came to assist him, but he felt he got “thrown into bed, and left 
alone	again”	(ID10).	The	man's	nephew,	his	only	relative,	got	involved	
and	helped	by	getting	an	ambulance	to	take	him	to	hospital.

Hospitalisation and medical conditions caused feelings of alien-
ation for some of the participants. They described feelings of being 
strangers to themselves when they could no longer do what they 
previously	could	in	their	everyday	life.	One	man	explained	his	situa-
tion	with;	“I	don't	see	my	relatives	anymore	and	it	makes	me	feel	like	
being	a	smelly	pig”	(ID	3).

The time envisaged after hospitalisation was a cause for concern 
for	some	patients.	One	man	explained	how	he	was	going	to	move	
into a nursing home after being discharged from hospital. His wife 
and sons had arranged and decorated his new nursing home room. 
He explained in the interview that he had not been involved in any 
of	 the	decisions	being	made	due	 to	COVID-19.	The	disconnection	
from relatives deprived the man of being involved in existential deci-
sion-making	related	to	his	future	residence.	The	lack	of	control	made	
some	of	the	participants	feel	defeated	and	lost;	“I	have	been	thinking	
several	 times	that	my	time	 is	over	–	 I	want	to	die”	 (ID	3).	Another	
man had a strong wish about moving into a particular nursing home, 
located very close to his relatives and friends, but he reluctantly ac-
cepted his fate, gave up hope of having any contributory influence, 

and became prepared just to be put into any available nursing home 
due to the difficulties in getting assistance from anybody.

Routines and personal belongings became essential for the par-
ticipants. The woman with very limited words in Danish had a pro-
fessional	interpreter	during	the	interview.	She	asked	the	interviewer	
four times about getting her toilet bag into hospital. Her daughter 
had told her that she was not allowed to bring any belongings into the 
hospital	due	to	the	COVID-19	situation.	The	toilet	bag	became	the	
link	to	the	real	world	and	the	only	way	she	could	keep	her	sense	of	
self.	Another	man	explained	similarly	that	he	was	frustrated	because	
he could not shave his beard off; he needed a shave so badly and felt 
he was becoming a different person with the beard. Frustratingly, he 
had	lost	hope	and	gave	up	asking	for	a	shave.

4.4  |  Virtual contact cannot replace the real world

Not	all	participants	could	handle	the	electronic	devices	like	mobile	
(cell)	phones,	iPads	or	television,	which	were	their	only	links	to	rela-
tives;	 others	 did	not	 have	 a	mobile.	 It	made	 them	 feel	 even	more	
isolated from their contacts, from their daily routines and their eve-
ryday life. Thus, it became important for several of the patients to 
be	assisted	by	a	nurse	to	keep	contact	with	the	world	outside	the	
hospital.

I	don't	know	how	to	work	the	mobile	–	there	 is	one	
nurse	who	helps	me	and	I	can	borrow	her	telephone	

(ID	9).

During the interviews, it became evident that some of the partic-
ipants were used to handling electronic devices in their everyday life. 
However, they did not bring their devices when they were hospitalised, 
and	not	having	any	visitors	made	it	impossible	to	get	them.	One	man	
explained	 in	the	 interview	that	he	had	not	considered	asking	for	his	
devices;	“I	have	a	mobile	phone	and	an	iPad—but	it	is	back	home”	(ID	
4)	and	another	person	also	had	his	glasses	back	home,	preventing	him	
from	seeing	properly;	“I	don't	have	my	glasses,	I	feel	so	isolated”	(ID	
3).	The	patient	was	able	to	read,	but	disclosed	that	he	normally	used	
glasses at home.

To follow the news and the development of the pandemic in the 
television was for some of the participants also important during 
hospitalisation. Therefore, it became extremely difficult when the 
television	 in	their	room	did	not	work.	 It	was	for	some	participants	
the	only	access	to	the	world	outside.	One	woman	underlined	“the	
television	in	our	room	doesn't	work;	it	is	the	only	access	to	the	world.	
Normally	I	watch	the	news	every	day”	(ID11).	The	access	to	televi-
sion and the news was an important part of some of the participants' 
sense	of	self,	and	lack	of	television	availability	made	some	of	them	
feeling withdrawn and resigned.

One	man	expressed	 that	he	did	not	miss	 a	phone	or	 an	 iPad.	 In	
his	everyday	life,	back	home	he	would	never	use	a	mobile	phone	and	
therefore	underlined;	“I	prefer	to	see	my	relatives	face	to	face	and	to	be	
together	with	them	physically	–	I	never	use	these	instruments”	(ID	6).
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4.5  |  The environment of care

The context of care mattered and had an impact on how the partici-
pants	experienced	their	hospitalisation.	All	participants	underlined	
that the staff made a difference by being nice, positive, smiling, sup-
portive	and	understanding.	A	woman	highlighted	that	“they	are	in	a	
good	mood	and	pretend	it	is	everyday	life”	(ID	11).	It	was	emphasised	
by other participants that they worried for the nurses; that they “had 
to	work	hard	 in	 these	COVID-19	 times”	 and	 felt	 grateful	 for	 their	
time and care.

However, during the interviews, a perceived unequal sepa-
ration	 of	 power	 between	 patients	 and	 staff	was	 identified.	One	
man expressed that since he had been hospitalised he had no 
decision-making	 authority	 left;	 “The	 staff	 decide	 about	 every-
thing	 that	concerns	me”	 (ID	4).	Hospitalisation	during	COVID-19	
somehow	seemed	to	take	away	patients'	feelings	of	autonomy	and	
sense of self; they lost their voices in the context of isolation, dis-
ease and illness.

The physical environment also became significant to the 
patients'	 experience	 of	 hospitalisation	 during	 the	 COVID-19.	
Participants	explained	that	continuity	of	staff	and	seeing	the	same	
person was important, but they also conveyed being in the same 
room	and	the	same	bed	as	being	essential.	One	man	emphasised	
how difficult it was for him that the staff had to move him from 
room to room in the department, due to logistic conditions in the 
department. He lost his sense of orientation, could not find the 
toilet and became more vulnerable and dependent on the nursing 
staff.

One	woman	underlined	that	her	stay	in	the	hospital	was	blessed	
by	 the	 good	 food.	 Despite	 COVID-19,	 she	 enjoyed	 all	 meals	 and	
interrupted the interview when lunch was being served. The food 
made her day, and mealtimes enabled contact with staff, and gave a 
sense of pleasure as well as daily routine.

5  |  DISCUSSION

Our	study	emphasises	how	older	patients	became	vulnerable	dur-
ing	 hospitalisation	 during	 the	 COVID-19	 pandemic,	 by	 becoming	
isolated	from	their	close	relatives	or	contacts.	Patients'	vulnerability	
was visualised in several ways. Missing and being afraid of forgetting 
their loved ones became extremely painful for some while others 
experienced the feeling of conflict between themselves and their 
relatives due to loss of memory and difficulties in remembering and 
understanding	the	COVID-19	situation,	and	most	participants	expe-
rienced feelings of isolation and loneliness.

The	concept	of	vulnerability	 (Spiers,	2000)	 in	 this	 study	 is	un-
derstood from both an emic perspective, where the individual's 
self-perceived vulnerability such as feelings of grief, loneliness and 
fear	are	in	focus.	As	well	as	from	an	etic perspective where external 
risk	factors	such	as	old	age,	being	sick	with	one	or	more	diagnoses,	
hospitalisation	during	COVID-19	regulations,	and	consequently	iso-
lated	 from	 relatives	 are	 identified	 and	 considered	 (Spiers,	 2000).	

The current study emphasised the importance of having a broad 
perspective on vulnerability in order to avoid stigmatisation and in 
order to be able to uncover and identify people's own perceptions 
and	living	conditions	(Grabovschi	et	al.,	2013).

Keeping	 one's	 identity	 and	 contact	 to	 the	 outside	world	 via	 a	
toilet bag, getting a shave or having one's glasses can be viewed as 
basic	care,	and	good	nursing	practice.	Nevertheless,	 it	was	under-
lined by most patients that basic everyday items became crucial for 
them	to	keep	up	with	their	sense	of	self,	autonomy	and	well-being,	
and	became	a	significant	 link	to	the	outside	world	from	their	hos-
pital	bed.	Similarly,	 it	has	been	shown	 in	another	qualitative	study	
that	conveying	compassion	and	paying	attention	to	the	“little	things”	
had significance for older hospitalised patients and made them feel 
valuable	(24).

In	the	current	study,	participant	quotes	underline	implicitly	that	
it was important for them being cared for by nurses who were com-
passionate, empathetic, open-minded, helpful, friendly and were 
capable of seeing the patient as a human being with feelings and 
emotions.	It	has	been	claimed	that	it	should	be	an	institutional	pri-
ority that health professionals spend time listening to patients own 
stories	as	it	makes	health	professionals	see	the	patient	as	a	human	
being	(Frank,	2013).	This	underlines	the	importance	of	nurses	being	
competent	in	showing	intimacy	and	in	being	a	good	listener.	A	qual-
itative study with older patients in long-term care settings showed 
that when paying attention to the voices of older patients through 
active and critical listening it becomes possible to improve quality of 
care	and	nursing	practice	(Perry,	2009).

Furthermore, compassion and empathy became essential for 
the participants in the current study; however, the cultural context 
and the cultural competences became challenged. We found that 
although older patients could be surrounded by loving and caring 
nurses and received all the help they needed, a few patients still felt 
a	lack	of	togetherness.	This	was	mainly	the	case	in	the	patients	with	
lack	of	Danish	proficiency	or	with	poor	memory.	Patients	with	cog-
nitive	 impairment,	minority	 background	 and	 language	 barriers	 are	
viewed	as	a	burden	and	difficult	to	handle	in	a	stressful	workday	by	
some	 health	 professionals	 (Nielsen	&	Birkelund,	 2009;	 Sagbakken	
et	al.,	2018).	Other	studies	have	shown	that	nurses	can	experience	
a variety of consuming emotions and stress, especially during the 
COVID-19	pandemic	(Maben	&	Bridges,	2020),	which	can	challenge	
the	caring	goal	and	make	it	stressful,	burdensome,	less	compassion-
ate	and	emphatic,	and	increase	the	patientsˈ	vulnerability	to	nurses	
(Stenbock-Hult	&	Sarvimaki,	2011).	Compassionate	care	depends	on	
nursesˈ	abilities	to	be	aware	of	their	own	prejudices,	knowledge	and	
sensitivity	in	all	situations	(Papadopoulos	&	Ali,	2016;	Papadopoulos	
et	al.,	2016).

Participants	 in	the	current	study	had	different	skills	and	needs	
when it came to using electronic devices for communication. Due to 
COVID-19	isolation	from	relatives,	it	became	important	for	hospital	
staff to assist patients in calling or seeing their relatives on mobile 
phones	or	iPads.	Thus,	the	ability	to	use	virtual	communication	and	
access help and support to do so became vital for most participants. 
This presupposes a motivated staff that is competent, and willing to 
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spend time setting up the calls and devices on top of other nursing 
duties	and	tasks.

Several	studies	have	examined	the	impact	of	nurses	facilitating	
video conversations and telehealth in different groups of older pa-
tients:	medically	complex	veterans	(Appleman	et	al.,	2020),	chronic	
obstructive	pulmonary	disease	patients	(Disler	et	al.,	2019),	and	for	
patients with heart failure managing their symptoms after hospital 
discharge	 (Nguyen	et	al.,	2017).	All	 studies	 focussed	on	health-re-
lated settings and showed that older persons needed guidance and 
support in handling telecommunication, which made demands on 
nursesˈ	technological	skills.	Our	study	adds	to	the	literature	by	ex-
amining the impact of telecommunication between older hospital-
ised patients and their relatives.

Some	of	 the	participants	gave	up	on	 their	wishes	 for	having	a	
shave or getting their glasses, toilet bag or mobile phones delivered 
to	them	from	home.	It	became	evident	that	the	context	of	restric-
tions	imposed	by	COVID-19	brought	changes	to	participants'	sense	
of	self	during	hospitalisation.	Sabat	and	colleagues	have	developed	
approaches that could support the self-hood of patients with cogni-
tive	impairment	and	their	capability	of	decision-making.	They	under-
line	the	importance	of	supporting	patients'	to	make	decisions	about	
significant	aspects	of	everyday	life	living	(Sabat,	2005).

Other	participants	in	our	study	came	up	with	uncritical	and	ac-
cepting	statements	about	their	situation	 in	the	context	of	COVID-
19	regulations.	This	can	be	interpreted	as	characteristic	of	the	older	
generation's way of accepting and not challenging authorities such 
as	doctors	and	nurses.	A	qualitative	study	showed,	that	hospitalised	
older	adults	and	their	caregivers	find	decision-making	about	treat-
ment	 and	 care	 planning	 challenging.	 Patients	 described	 that	 they	
played	a	passive	role	in	the	decision-making	process	and	largely	re-
lied on recommendations from the medical team. They expressed 
resignation	 and	 a	 perceived	 lack	of	 choice	or	 autonomy	 in	 shared	
decision-making	(Burke	et	al.,	2018).

The	social	isolation	resulting	from	COVID-19	made	patients	vul-
nerable, because they had to be responsible for their own course 
of	treatment.	Not	having	any	relatives	nearby	prevented	them	from	
having any support, guidance or anybody to deliberate with. This 
entailed an increased dependence on the healthcare professionals' 
competences	 and	 increased	 their	 feeling	 of	 loneliness.	 Other	 re-
searchers have described that the context of care matters and im-
pacts on how professionals view existential loneliness among older 
people and the opportunities they have to address this important 
issue	(Sundström	et	al.,	2019).

In	our	study,	the	patients'	voices	and	narratives	disclosed	strong	
feelings of unhappiness, withdrawal and loss of sense of self. The 
COVID-19	 restrictions	 required	 the	 hospital	 staff	 to	 become	 sen-
sitive to some patients' personal loss of autonomy and identity or 
their	 existential	 thoughts	 and	worries	 for	 the	 future.	 Participants'	
stories of suffering became meaningful in the interviews, because 
they were able to share feelings of pain and suffering with others. 
Despite the patients' vulnerable situation, they all had a strong voice 
and	a	story	to	tell.	Our	findings	illustrate	that	ill	and	vulnerable	peo-
ple often manage to find a story that gives meaning to their suffering 

when they are trying to hold onto their humanity. This is further 
elaborated	and	illustrated	by	Arthur	Frank	who	describes	how	con-
ceiving of one's illness as a drama can be a source of meaning and 
value	(Frank,	2007).

A	limitation	to	our	study	is	that	the	findings	may	only	be	applica-
ble	to	the	unique	circumstances	of	the	COVID-19	pandemic	and	to	
a	very	vulnerable	group	of	older	patients.	Nevertheless,	we	believe	
that the insights gained from our study can be transferable to “nor-
mal	times”	without	the	pandemic	and	to	other	vulnerable	situations	
for	older	patients.	It	illustrates	that	patients'	stories	and	narratives	
are important to incorporate in any care setting as a tool for gaining 
crucial understanding and information about patients.

Another	limitation	is	that	several	interviews	had	to	be	shortened	
or disrupted due to the participants' vulnerable situations. However, 
the	interviewers	tried	to	minimise	the	risk	of	interruptions	by	helping	
the participants to be ready and well hydrated, and they were sen-
sitive to any situation arising: if the patients after quenching their 
thirst or returning from the toilet were ready again, the content of 
the	interview	was	repeated.	If	the	patients	became	too	tired	or	sim-
ply wanted to stop, the interviews were completed.

6  |  CONCLUSION AND IMPLIC ATION FOR 
PR AC TICE

Our	study	provided	in-depth	knowledge	about	how	older	patients	
experienced	 hospitalisation	 during	 the	 COVID-19	 pandemic	 in	 a	
Danish hospital. The results emphasise that compassionate care 
includes a willingness to listen to patients narratives and to im-
agine life as the older patient depicts it, which can lead to better 
understanding of the individual person's needs, and increase com-
passionate caring. This underlines a need to focus more on nurses' 
competences in compassionate care in their pre- and postgraduate 
training.

The study also revealed the importance of health care profes-
sionals	having	skills	and	competences	 in	working	with	electronic	
devices	 like	mobile	 phones	 and	 iPads,	 in	 order	 to	 prevent	 lone-
liness and feelings of being isolated from ones close relatives. 
Furthermore, the study exemplified that having access to mobiles 
and	iPad	in	the	department	can	help	the	most	vulnerable	patients,	
who	may	not	have	these	items	themselves,	to	keep	in	touch	with	
their relatives. Further research in innovative telecommunication 
tools targeting the older population would help patients maintain 
contact with their relatives, particularly during the isolation re-
sulting	from	circumstances	such	as	those	arising	from	the	COVID-
19	pandemic.

The shapes of the older persons' lives and their concerns be-
came clearer when they were allowed to narrate their experiences, 
seen as particularly important during times of illness, isolation and 
loneliness,	which	have	become	particular	issues	during	the	COVID-
19	crisis.	This	underscores	 the	 importance	of	 involving	vulnerable	
patients, including those who were mildly cognitively impaired, in 
research.
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Insights	gained	from	this	study	may	help	decision-makers	to	plan	
dealing with future pandemics in terms of improving care for older 
hospitalised	patients	with	frailty	and	vulnerability.	Our	findings	also	
have international implications as loneliness and isolation during the 
COVID-19	pandemic	have	become	important	issues	in	many	coun-
tries	worldwide	(Hwang	et	al.,	2020).
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