
J Adv Nurs. 2021;77:2429–2436.	 wileyonlinelibrary.com/journal/jan�  | 2429© 2021 John Wiley & Sons Ltd

Received: 10 November 2020  | Revised: 1 February 2021  | Accepted: 3 February 2021

DOI: 10.1111/jan.14811  

O R I G I N A L  R E S E A R C H :  E M P I R I C A L 
R E S E A R C H  -  Q U A L I T A T I V E

We are not heroes—The flipside of the hero narrative amidst the 
COVID19-pandemic: A Danish hospital ethnography

Nina Halberg1  |   Pia Søe Jensen1,2,3 |   Trine Schifter Larsen1,2,4

1The Research Unit of Orthopaedic 
Nursing, Department of Orthopaedic 
Surgery, Copenhagen University Hospital, 
Hvidovre, Hvidovre, Denmark
2Clinical Research Centre, Copenhagen 
University Hospital, Hvidovre, Hvidovre, 
Denmark
3Department of Public Health, Aarhus 
University, Aarhus C, Denmark
4Department of People and Technology, 
Roskilde University, Roskilde, Denmark

Correspondence
Nina Halberg, The Research Unit of 
Orthopaedic Nursing, Department of 
Orthopaedic Surgery, Copenhagen 
University Hospital Hvidovre, Kettegård 
Allé 30, 2650 Hvidovre, Denmark.
Email: nina.halberg@regionh.dk

Funding information
No funding was obtained for this study.

Abstract
Aim: To explore how the media and socially established hero narrative, affected the nurs-
ing staff who worked in the frontline during the first round of the COVID19-pandemic.
Background: During the COVID19-pandemic, both media, politicians and the public 
have supported and cheered on the frontline healthcare workers around the world. 
We have found the hero narrative to be potentially problematic for both nurses and 
other healthcare workers. This paper presents an analysis and discussion of the con-
sequences of being proclaimed a hero.
Design: Hospital ethnography including fieldwork and focus groups.
Method: Empirical data was collected in a newly opened COVID19-ward in a univer-
sity hospital in the urban site of Copenhagen, Denmark. Fieldwork was performed 
from April until the ward closed in the end of May 2020. Succeeding focus group 
interviews with nursing staff who worked in the COVID19-ward were conducted in 
June 2020. The data were abductively analysed.
Results: The nursing staff rejected the hero narrative in ways that show how the 
hero narrative leads to predefined characteristics, ideas of being invincible and self-
sacrificing, knowingly and willingly working in risk, transcending duties and imbody-
ing a boundless identity. Being proclaimed as a hero inhibits important discussions of 
rights and boundaries.
Conclusion: The hero narrative strips the responsibility of the politicians and imposes 
it onto the hospitals and the individual heroic health care worker.
Impact: It is our agenda to show how the hero narrative detaches the connection 
between the politicians, society and healthcare system despite being a political appa-
ratus. When reassessing contingency plans, it is important to incorporate the experi-
ences from the health care workers and include their rights and boundaries. Finally, 
we urge the media to cover a long-lasting pandemic without having the hero narrative 
as the reigning filter.
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1  |  INTRODUC TION

During a focus group, nurses discussed how they felt about being pro-
claimed heroes during the COVID19-pandemic: One nurse explains: ‘I do 
not feel like a hero at all. This is something we have all had to survive'. The 
interviewer asked: ‘What is a hero? What does that entail?’ and the nurses 
continued: ‘Heroes go through fire for others’ ‘and sacrifice themselves’. We 
continued the discussion, and another nurse explained: ‘Yes, I also get irri-
tated when people call us heroes. It is a lack of recognition of the fact that 
we are also human, and this has been tough’ (Nurses, focus group).

During the first months of the pandemic, both media, politicians 
and the public have supported and cheered on the frontline health-
care workers around the world. The rhetoric has been rich and filled 
with terms of ‘war’, ‘frontline’, ‘battle’ and ‘heroes’. Based on a hos-
pital ethnography in a COVID19-ward including fieldwork and fol-
low-up focus group interviews, we have found the hero narrative to 
be problematic for both nurses and other healthcare workers. This 
paper presents an analysis and discussion of the consequences for a 
healthcare worker of being proclaimed a hero.

1.1  |  Background

The World Health Organization declared the spreading of COVID19 a 
pandemic on the 11 March 2020. The first positive COVID19-patient in 
Denmark was identified on the 27 February 2020 (Nielsen & Dieperink, 
2020). At that time, visual changes began to appear in local hospitals, 
for example by implementing test wards and making new protocols for 
receiving and registering patients with COVID19. On the 21 March, a 
COVID19-ward opened in a university hospital in the urban site of 
Copenhagen, Denmark. In a short time, this regular ward was altered 
into a ward capable of receiving patients from the intensive care units to 
continue the care and rehabilitation for patients with COVID19. Besides 
changes in both the materials and physical surroundings, the ward´s nurs-
ing staff included nurses specialized in other specialities. Consequently, 
the nurses had limited time to upgrade their qualifications to care for pa-
tients with severe respiratory symptoms before the first patients arrived 
at the new COVID19-ward. The nurses, allocated to the COVID19-ward, 
had to face not only a new virus, they also had to care for serverely ill 
patients in new surroundings together with new colleagues whom all had 
to change their life around new work schedules. During our 2 months 
of field study, we continuously noted how the media and socially estab-
lished hero narrative affected how the nurses related to the work in the 
COVID19-ward. To understand and explore our observations, we con-
ducted focus group interviews with the nursing staff after the ward had 
been closed due to reduced patients with COVID19. In this paper, we 
examine the hero narrative in relation to the implications for the nurses.

1.2  |  Hero narrative

We understand narratives as performative speech-acts that are 
given a social reality that did not exist prior. These widely accepted 

speech-acts are performative because they construct identities 
(Brown, 2006). The heroic narrative is a media and socially estab-
lished narrative about health care workers during the pandemic, 
which becomes identity-constructing. A collective identity is then 
a discursive construct that can be told by others (Brown, 2006). 
However, according to Brown (2006) many people in the collective 
identity will have different stories about themselves and the institu-
tion they are embodied within.

To understand how nurses’ interpreted the meaning of their 
work through this hero narrative constructed by the media and soci-
ety, we need to include thoughts of power, ownership, motivations 
and context (Brown, 2006).

1.3  |  Heroes in healthcare

MacDonald et al. (2018) discuss heroism and nursing in a the-
matic review of the literature. Even though they encourage the 
use of heroism in nursing to inspire acting courageously, what 
constitutes a hero and as heroic is still unclear. Attempts to ob-
jectively define heroism remains contested as it is a contextual 
issue of culture, history and nature of the situation (MacDonald 
et al. 2018). Heroism is a widely used concept and range from 
fictional characters such as superheroes and anti-heroes to fac-
tual people from ancient Greek history and up until heroes of 
today like freedom fighters and in this time, healthcare work-
ers. The contextual circumstances are therefore essential when 
discussing and defining heroes. Recently, Cox (2020) published 
a paper discussing the problems following the media focusing on 
‘healthcare heroes’. Cox defines a heroic act as voluntary proso-
cial actions, associated with an acknowledged degree of personal 
risk, which transcend the duty of the agent (Cox, 2020). This defini-
tion associate's individual characteristics to the performer of the 
heroic act. It is a definition based on healthcare workers during 
the current COVID-pandemic and is contextually comparable to 
our study.

2  |  THE STUDY

2.1  |  Aim

To explore how the media and socially established hero narrative af-
fected the nursing staff who worked in the frontline during the first 
round of the COVID19-pandemic.

2.2  |  Design

To understand the hero narrative and the way the nursing staff 
reacted to this narrative, we must understand the context in which 
both the nurses and the narrative is embedded, which was possi-
ble through hospital ethnography (van der Geest & Finkler, 2004). 
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In hospital ethnography, a hospital is not interpreted as an iso-
lated location or physical place but as connected and shaped by 
life outside the hospital. The hospital is viewed as a window into 
dominant social and cultural processes affecting and affected by 
both globalized homogenizing and heterogeneity (van der Geest & 
Finkler, 2004).

Hence, the context is the hospital during the COVID19-pandemic 
but context also connects to society, and the stories, debates and 
knowledge presented and formed in relation to COVID19 and the 
hospital staff. Therefore, a hospital ethnographic approach allowed 
us to understand how the nurses who worked in a COVID19-ward 
reacted to the hero narrative and connected their experiences to 
wider social issues of nursing profession, hospital organization and 
society (van der Geest & Finkler, 2004).

2.3  |  Informants

Nursing staff at the COVID19-ward came from three different lo-
cated hospitals and ordinarily worked in orthopaedics, gynaecology, 
obstetrics, paediatrics and medical departments as well as either 
in surgery, inpatient and out-patient care. The nursing staff repre-
sented a wide range in terms of age, experience, competencies and 
personal circumstances. The nursing staff's experiences of working 
in the COVID19-ward variated as some worked either full- or part-
time while others split their workhours equally. Some of the nurses 
have previously cooperated with the authors but had no direct work 
relations.

2.4  |  Data collection

2.4.1  |  Fieldwork

This part of the empiricism consisted of participant observation 
and situated conversations (Hammersley & Atkinson, 2007). The 
COVID19-ward is situated in a regular ward and all patients were 
isolated in their rooms. Due to the need for protective equip-
ment and closed doors regime, nurses had to perform one-on-
one care which meant the opportunity to easily shift between 
nursing tasks among patients were not possible. Nursing in 
this environment is both time and resource consuming. To re-
lief the nursing staff, a runner-position was implemented. This 
function was handled by other healthcare workers. The runner 
had to provide service to the nursing staff working in the isola-
tion rooms and to ensure the availability of protective equip-
ment outside each patient room, and were thereby not fixed 
to certain patient rooms. Instead, the runner interacted with 
all nursing staff. This is the position we as researchers had in 
the COVID19-ward. By positioning ourselves as ‘participant-as-
observers’ our main purpose was to fulfil the task as runners 
and thereby became integrated into the daily routines with the 
nursing staff. Furthermore, this provided access to gain insight 

into the practice of the nursing staff as they were working in 
the frontline (Hammersley & Atkinson, 2007). This position also 
made it possible to have informal and situated conversations 
with the healthcare workers.

Being three nursing researchers, we had a weekly runner shift 
from the beginning of April until the ward closed the 22 May 2020. 
During our shifts we jotted notes, and after each shift we wrote 
thorough fieldnotes including experiences, conversations, thoughts 
and reflections (Emerson et al. 1995). We have since gathered the 
fieldnotes to one chronological document.

2.4.2  |  Focus groups

As abruptly as the COVID19-ward opened, it closed again in 
the end of May, and the nursing staff returned to their origi-
nal departments. To get insight into how they expressed and 
perceived their experiences of working at the COVID19-ward 
and the after effects, we conducted five focus groups including 
22 nursing staff, ensuring all departments and hospitals were 
represented. Our purpose with focus groups was to get insight 
into various and complex experiences, views and opinions of 
the informants (Jayasekara, 2012). Some of the focus groups 
consisted of nursing staff from the same department and oth-
ers were mixed. Having informants from the same department 
may lead to more personal stories of effects from working in 
the COVID19-ward as the space is perceived confidential and 
safe. To explore the narratives, we encouraged the informants 
to challenge each other which led to new insights and discus-
sions. The interviews were digitally recorded and transcribed 
verbatim. Each focus group lasted on average 2 h and included 
three to seven informants.

An advantage of succeeding fieldwork with interviews, is to 
have a clearer understanding of what is important to inquirer 
about as well as being able to explore thoughts and findings 
from the field (Emerson et al., 1995). Thus, the interview guide 
was based on findings from the fieldnotes. First, we asked very 
openly about experiences. Second, we presented 21 keywords 
that emerged from ‘inside’ the COVID19-ward, for example 
competencies, knowledge, contagion, belongingness, quality 
and uncertainty. Third, 10 keywords representing how the ‘out-
side’ world described the nursing staff during the pandemic, 
for example sensation, coronavirus, war, battle, frontline and 
heroes were presented. Words that we also experienced were 
brought into the ward and reflected in conversations during 
the fieldwork. We asked them to relate and discuss the key-
words, both keywords they perceived relevant and nonrelevant. 
The hero narrative was discussed extensively among the nurs-
ing staff. It was intertwined with other keywords and affected 
how the nursing staff understood and talked about their work. 
Therefore, we wanted to explore this relation between hospital 
work and society and in this paper, we relate our findings to the 
hero narrative.
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2.5  |  Data analysis

2.5.1  |  Analytical frame

This study uses abductive analysis (Timmermans & Tavory, 2012), 
which uses empirical material (in our case the field notes and in-
terview transcriptions) that inform the choosing for a theoretical 
framework. In our study, we experienced a discrepancy between 
the hero narrative and the nursing staff's experiences by ways of 
talking about their work, the mirroring of the narrative as well as 
the collective identity placed on them and we wanted to explore 
this divergence. Cox’ definition contains elements that could help 
us explore this divergence in this specific socially located context 
and the nursing staff’ positional knowledge (Timmermans & Tavory, 
2012). This was a strategy to generate new insight by analysing the 
empirical voices embodying the identity of heroes. The analysis is 
therefore structured by the three parts contained in Cox´s defini-
tion; voluntary prosocial action, personal risk and transcending duty 
(Cox, 2020).

2.5.2  |  Analysis process

During the fieldwork, we had weekly meetings where we com-
pared and discussed experiences, reflections and possible analyti-
cal takes. The fieldnotes consisted of thick descriptions and were 
eventually gathered to one chronological document containing 
all three researchers’ fieldnotes (Emerson et al. 1995). Based on 
initial readings of the fieldnotes, we recognized a recurring focus 
on the nursing staff reacting negatively towards a heroic iden-
tity. By method triangulation, we succeeded the fieldwork with 
focus group interviews, where we could nuance and elaborate on 
found consequences of the hero narrative. This was also a way to 
member check whether, or how, the informants recognized these 
findings.

2.6  |  Rigour

Trustworthiness was adopted through different strategies (Tan 
et al., 2003). By researcher triangulation, we were three research-
ers participating in the hospital ethnography. During initial analyti-
cal meetings, discussions were documented in writing and pictures 
were taken of whiteboard brainstorms. Different triangulation 
methods and the documentation of methodology conformed cred-
ibility. Analytical documentation of the analysis strategy and data 
collection conformed dependability. The inclusion of contextual 
factors ensured thick descriptions and conformed transferability. 
Finally, member checking and describing the authors’ positions con-
formed confirmability. By following Lincoln and Guba (1986) crite-
ria of credibility, dependability, transferability and confirmability, 
we ensured trustworthiness in this ethnographic study (Tan et al., 
2003).

2.7  |  Ethical considerations

The study is approved by the Danish Data Protection Authority 
(number P-2020-457) and was evaluated by the Regional Committee 
on Health Research Ethics (number 20028526).

Prior to our fieldwork, we made a poster containing a short 
description of the study as well as a picture of us. The poster was 
placed at each nursing station at the ward. Before every shift, we 
shortly presented ourselves and introduced the study, our roles, 
anonymity as well as the poster. During situated conversations, we 
made sure the nursing staff were aware of our dual position.

In advance of the focus groups, the informants received a written 
information including background and purpose of the study as well 
as a written consent. The consent forms were signed at the begin-
ning of the interviews after repeating ethical guidelines, anonymity 
and the right to continuous withdrawal etc. All informants received 
our information in case of withdrawal. Further, the interview setting 
was presented as enclosed and confidential and following publica-
tion, all sensitive information will be deleted.

3  |  FINDINGS

3.1  |  Voluntary prosocial action

Most nursing staff in our study recognized it as their duty as health-
care workers to care for patients with COVID19. However, duty is 
not equivalent to volunteering. One nurse related this aspect to 
being a hero: I can't take being labelled a hero (…) this is not voluntary 
(Nurse, focus group). This nurse connected being a hero to acting 
voluntary which she did not. It was their duty as nursing profession-
als to participate in the care but to be part of the frontline staff was 
not a voluntary act.

A prosocial act leads to an expectation of being invincible and 
being able to perform the same kind of competent complex pa-
tient care to all kinds of patients and conditions. Following years 
of societal and political demands of efficiency, optimizing and 
specialization in the Danish healthcare system, the nursing pro-
fession has been increasingly specialized. Modern nurses are not 
a homogenic and generic group with identical competencies. As 
a result, many of the nurses working in the COVID19-ward had 
not cared for inpatients or acutely critical ill patients for years but 
became responsible for the care of these highly complex patients 
overnight. The nature of caring for patients in isolation, made the 
necessary exchange of knowledge and supervision difficult. One 
nurse explains the feeling of lack of competencies: The mental work 
environment is under pressure. People are upset and frustrated. They 
feel vulnerable and exhausted. They are nervous they can't perform 
care in a safe way (Nurse, fieldnotes). These feelings were magni-
fied, as proper training or competencies were viewed by nurses 
as a cornerstone in preventing harm to the patients. The training 
was described as insufficient: We did get to go to a course … but 
it was completely useless once you stood with the patients (Nurse, 
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focus group). When a prosocial action is voluntary, it is not linked 
to acting according to defined professional standards. However 
nursing is, and when the nurses often didn't feel they could meet 
these professional demands, it affected them professionally and 
personally: What has been the most difficult for me, is the feeling of 
inadequacy in my profession as a nurse (Nurse, focus group). These 
feelings of incompetency, inadequacy and insecurity also do not 
seem very heroic.

3.2  |  Personal risk

In the nursing profession, a well-known and acknowledged risk ex-
ists of, for example poking on an infected needle or exposure to al-
lergens. However, the risk is minimized through specific procedures, 
training, presence of relevant equipment and quality measurement 
as well as organizational guidelines and help in case of any accident. 
In contrast, the risk the nursing staff experienced during their work 
at the COVID19-ward diverted significantly from the acknowledged 
risk: From the beginning I was both professionally and personally wor-
ried. How do I relate to, and act with, my family? I asked if I had anything 
to worry about and the answers was ‘no, as long as you use the protec-
tive equipment correctly’. But then, as time went on, more and more col-
leagues caught COVID19 and afterwards I’ve read the nursing staff is a 
group with many infected. I actually feel they betrayed my trust (Nurse, 
focus group).

The nursing staff questioned whether they as healthcare work-
ers automatically must accept a higher risk as part of their job de-
scription. The feeling of not being taken care of properly was a 
general view and experience among the nursing staff. Therefore, the 
acknowledged degree of personal risk in nursing can, and should, 
not be compared with the form of acknowledged degree of personal 
risk as a hero.

On top of the personal risk extending to the families of the nurs-
ing staff, one nurse expressed worry of seeing colleagues falling sick 
one after another: What is happening to my colleagues? You don't know 
how many of them are sick and I felt quite alone. People just kind of 
dropped along the way … it feels a bit like the song ‘Ten little soldiers’ 
(Nurse, focus group). Of the 22 who participated in focus groups, 9 
had been sick with COVID19 and they described long-term symp-
toms: I was stricken by Corona 4 months ago and I still cannot go for a 
run. How long does this last? (Nursing staff, focus group). The nurs-
ing staff described a range of symptoms connected to the COVID19 
infection from ‘lighter versions’ to more ‘server versions’ with ex-
tended and long-term symptoms. During the fieldwork, many ex-
pressed how they wanted to ‘get infected and get it over with’ as this 
would ease the uncertainty, reduce the level of worry related to how 
the infection would affect them personally but also to be relieved 
from the threat of being an unaware carrier of the virus.

Despite feeling insufficiently protected, the nursing staff con-
tinued to take on the responsibly expected by the society and the 
hospital. One nurse explains this responsibility in regard to other 
people not taking it as serious: For the last 3 months my life has been 

solely about Corona. I have not seen my family up until 1 month ago. 
And then I get a bit angry by people not following the guidelines. I bike 
directly to and from work and I don't see any people in prevention of 
getting sick and not being able to do my job. And then I live next to 
this big park and there are big parties happening every night (Nurse, 
focus group). The nursing staff also described how they experienced 
society took two steps back, if they revealed where they worked. 
One nursing staff explained how she was expelled from a grocery 
store after she dropped her work-ID-card and the other customers 
could see where she worked. Other nurses, who had been sick from 
COVID19 described how they received suspecting texts from other 
parents when they sent their kids back to school after the quaran-
tine was done. This points to a stigmatizing effect in society, where 
healthcare workers are potentially contaminating. A contradiction 
one nurse explained: I absolutely do not feel like a hero, quite the oppo-
site. When I say where I work, people automatically take two steps back 
(Nurse, focus group). The nursing staff paid a personal high price 
as they had a proportionally higher risk of getting COVID19, had to 
deal with a new and unknown disease, in a work environment that 
included new colleagues, work schedule and on top of that, being 
stigmatized for being potentially contaminating and thereby a threat 
to the health of the society. The borders between work and personal 
life went beyond contagion.

3.3  |  Transcending duty

Having a job transcending the duty means it is more than a 
bounded duty. The idea of transcending duties and acknowl-
edged accept of personal risk, leads to thoughts of how nursing 
used to be described as an altruistic calling. Here, nurses had 
self-sacrificing personal identities and were always available. One 
nurse talked about the expectation of sacrificing her safety for the 
patients: Heroes (…) nursing as a calling and willingness to die for our 
patients. I do not want to do that (Nurse, focus group). In modern 
society nursing is a job like many others, you go to work and when 
your shift is over, you go home. Nurses strive and feel obligated to 
‘do good’ for their patients. But in the hero narrative, there is also 
an expectation of nurses justifiably being available beyond their 
work schedule. The nursing staff experienced an unknown time-
frame, their work schedules planned only 1 week in advance, days 
off withdrawn, short work warnings, night- and weekend shifts 
among nursing staff who normally only worked dayshifts as well 
as receiving incorrect pay. Some nursing staff also described how 
they performed self-isolation from family and friends, to prevent 
infecting others but also to stay healthy themselves so they could 
continue to provide care to their patients. The nursing staff felt a 
huge responsibility which further crossed the boundary into their 
private lives. During the pandemic, boundaries between job and 
personal life were obliterated. A nurse very illustratively described 
this idea of a hero as a fulltime identity and how it blurred the 
line between nurses as employees and as humans: We don't just 
stand in a closet and wait for them to take us out (Nurse, fieldnotes). 
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It is important to discuss what can be expected from healthcare 
workers who also have other obligations and priorities as parents, 
spouses etc.

4  |  DISCUSSION

Based on the definition of a heroic act proposed by Cox (2020), we 
have shown how the hero narrative leads to ideas of being invin-
cible, self-sacrificing, knowingly and willingly working in risk, and 
imbodying a boundless identity. The nursing staff in our study re-
jected the hero narrative and this might be why. The nursing staff 
aim to provide the best care for their patients, but many struggled 
with feelings of insecurities, fear of the virus, feeling insufficiently 
protected, suboptimal work conditions and other obligations outside 
their jobs. A hero narrative undermines these valid concerns as they 
do not seem heroic. Feelings of stigmatization outside the hospitals 
also contradict heroism. Following, a hero is an individual and inde-
pendent identity, however, nurses do not work independently. They 
work in a well-defined and defining organization with direct links to 
society and politics. We will now further discuss these implications 
on a wider institutional and societal scale.

4.1  |  Heroic act

The hero narrative is global and has been discussed as problem-
atic internationally (McAllister et al., 2020). Cox (2020) discuss the 
hero narrative and describe how it might seem fitting on the sur-
face but when looking at the limitations, question its usefulness. 
The duty of care becomes unlimited in a hero narrative. Nurses 
have a duty to use their professional competencies to perform 
good care but that is not comparable to knowingly risk their own 
or their families’ health and life. The nursing profession is not 
without risk, as it continues to entail working with contagious and 
critically ill patients. However, healthcare workers are normally 
protected by special conditions and rights in their workplace, 
limiting and minimizing the risk. Both nationally and internation-
ally studies show, healthcare workers have a higher prevalence of 
COVID19 compared with the general public (Iversen et al. 2020; 
Nguyen et al. 2020). Jeffrey (2020) discuss the professional obli-
gations of duty of care and describe how health care workers are 
assumed to adopt a view where their duty of care overrides self-
preservation. He calls for specific guidance from regulatory bodies 
on the duty of care and its limits (Jeffrey, 2020). Cox (2020) also 
emphasizes that the duty of care, and the acknowledged risk, are 
not unlimited for healthcare workers. No one expects a healthcare 
worker to donate a kidney, but the hero narrative undermines im-
portant discussions of boundaries (Cox, 2020).

Stokes-Parish et al. (2020) discuss the unintended consequence 
of the hero narrative, and argue a hero is seen as an individual with 
divine powers or ancestry. These superhuman attributes take away 
from the high level of skills and knowledge demonstrated by the 

nurses during the COVID19-pandemic. The authors criticize the 
policymakers’ implementation of packages designed to upskill ward 
nurses with critical care skills in just a short time. The hero narrative 
underestimates the skills and knowledge necessary for caring for 
COVID19-patients. The nurses in our study also did not experience 
the courses provided as sufficient. Stokes-Parish et al. (2020) de-
scribe how this leads to a thought of skills and knowledge as assimi-
lated without the need for advanced skill development.

Finally, Cox (2020) discuss the norm of acting and being he-
roic in a hero narrative. But not all healthcare workers felt heroic. 
Downsides like fear, anxiety and stress has shown prevalent and 
should be addressed, not inhibited. Greenberg et al. (2020) discuss 
mental health challenges faced by healthcare workers during the 
COVID19-pandemic and conclude healthcare workers have an in-
creased risk of mental health problems. We found the hero narrative 
makes healthcare workers feel ashamed and embarrassed to address 
very valid aftereffects.

4.2  |  Reciprocity from society

Cox (2020) discuss how a profession with a known risk, also leads to 
expectations from society. A social contract based on reciprocity. This 
contract entails societal support towards the healthcare system and 
the employees of this system through, for example, working condi-
tions and funding but it also entails the support of the general popu-
lation. This contract applies both during a pandemic but also when 
there is no crisis through, illustrated by paying taxes and political 
support. During this pandemic, the social contract includes following 
guidelines, for instance social distancing. The nursing staff in our study 
pointed out how they felt the contract was getting broken. This could 
also be a reason behind the now famous hashtag: We came to work for 
you, please stay home for us, which many healthcare workers all over 
the world have shared. This is a plea based on reciprocity.

4.3  |  Paying tribute

Healthcare workers have done something extraordinary and from our 
experience, they appreciate the recognition and respect gained from 
this work. However, when nursing staff are applauded for being he-
roes, while at the same time become stigmatized for being the ‘impure’, 
and potential contaminators, who should restrain and self-quarantine 
to protect the society, the praise can appear hollow.

Furthermore, through the medias’ focus on the hero narrative, 
the healthcare workers’ possibilities of addressing work conditions 
and rights are minimized and in the worst case ignored, as this is 
not heroic-ish. Additionally, the intense media focus on the hospital 
staff also resulted in some healthcare workers outside the hospital 
(e.g. nursing home) being ignored and not viewed as heroes despite 
fulfilling a similar role.

In a hero narrative, it is up to the hero he- or herself to pull 
through, however, the schism is that healthcare workers do not work 
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independently. They work in a publicly supported and political orga-
nization who define the setting for their jobs. Healthcare workers 
cannot act on their own.

We are convinced the public and media do not wish to min-
imize the efforts of the healthcare workers during the COVID19-
pandemic, quite the opposite. But we do find the hero narrative 
should be used with caution, so risk and duties do not become un-
limited and the individual healthcare worker does not feel he or she 
is alone and responsible for challenges they encounter.

4.4  |  Detachment of political responsibility

This pandemic has left both societies and healthcare systems in a 
new and unusual position no one expected nor experienced be-
fore. Therefore, no one at the time knew the right way to manage 
it. It is our agenda to show, how the hero narrative detaches the 
connection between the politicians, society and healthcare sys-
tem despite being a political apparatus. When it is time to reassess 
contingency plans, we hope knowledge from this study entails po-
litical actions.

4.5  |  Limitations

Limitations of this study include timeframe, inclusion and field. The 
ward opened on the 21 March and our first shift took place on the 
2 April. This limited the timeframe of the fieldwork as the COVID19-
ward closed at the end of May due to a positive decline in admissions 
of COVID19-patients. We solely included nursing staff in this study, 
which is a limitation, as the hero narrative includes all health care work-
ers. Our positioning also acted as a limitation as some days were busy 
and the tasks as runners were prioritized. Finally, we only included one 
ward in the study. A defined field of study provides in-depth empiri-
cal, however, findings relating to, for example individual characteristics 
influencing the field should be analysed with caution. This also affects 
the ability to generalize findings to a wider population or context.

5  |  CONCLUSION

The hero narrative strips the responsibility of the politicians and 
imposes it onto the hospitals and the individual heroic health care 
worker. It should not be the individual hospital and their economy 
defining what kind of supervision, psychological debriefing or coun-
selling, the frontline healthcare workers should receive. Also, the 
media have an obligation to alter their approach to a pandemic with-
out having the hero narrative as the reigning filter.

ACKNOWLEDG EMENTS
The authors would like to thank the nursing staff working in the COVID19-
ward who participated in this study and were kind enough to share their 
understandings and experiences with us during an exceptional time.

CONFLIC T OF INTERE S T
The authors have no conflict of interest to declare.

AUTHOR CONTRIBUTIONS
NH, PSJ, TSL: Made substantial contributions to conception and de-
sign, or acquisition of data, or analysis and interpretation of data; NH, 
PSJ, TSL: Involved in drafting the manuscript or revising it critically for 
important intellectual content; NH, PSJ, TSL: Given final approval of 
the version to be published. Each author should have participated suffi-
ciently in the work to take public responsibility for appropriate portions 
of the content; NH, PSJ, TSL: Agreed to be accountable for all aspects 
of the work in ensuring that questions related to the accuracy or integ-
rity of any part of the work are appropriately investigated and resolved.

PEER RE VIE W
The peer review history for this article is available at https://publo​
ns.com/publo​n/10.1111/jan.14811.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings of this study are available on re-
quest from the corresponding author. The data are not publicly avail-
able due to privacy or ethical restrictions.

ORCID
Nina Halberg   https://orcid.org/0000-0002-9056-3530 

R E FE R E N C E S
Brown, A. D. (2006). A narrative approach to collective identities. 

Journal of Management Studies, 43(4), 731–753. https://doi.
org/10.1111/j.1467-6486.2006.00609.x.

Cox, C. L. (2020). “Healthcare heroes”: Problems with media focus on 
heroism from healthcare workers during the COVID-19 pandemic. 
Journal of Medical Ethics, 46(8), 510–513. https://doi.org/10.1136/
medet​hics-2020-106398.

Emerson, R. M., Fretz, R. I., & Shaw, L. L. (1995). Writing ethnographic 
fieldnotes. The University of Chicago Press.

Greenberg, N., Docherty, M., Gnanapragasam, S., & Wessely, S.. (2020). 
Managing mental health challenges faced by healthcare workers 
during covid-19 pandemic. British Medical Journal, 368. https://doi.
org/10.1136/bmj.m1211

Hammersley, M., & Atkinson, P. (2007). Ethnography. Principles in practice. 
3. Udgave. Routledge.

Iversen, K., Bundgaard, H., Hasselbalch, R. B., Kristensen, J. H., Nielsen, 
P. B., Pries-Heje, M., Knudsen, A. D., Christensen, C. E., Fogh, K., 
Norsk, J. B., Andersen, O., Fischer, T. K., Jensen, C. A. J., Larsen, M., 
Torp-Pedersen, C., Rungby, J., Ditlev, S. B., Hageman, I., Møgelvang, 
R., … Ullum, H. (2020). Risk of COVID-19 in health-care workers 
in Denmark: An observational cohort study. The Lancet Infectious 
Diseases. https://doi.org/10.1016/S1473​-3099(20)30589​-2.

Jayasekara, R. S. (2012). Focus groups in nursing research: 
Methodological perspectives. Nursing Outlook, 60(6), 411–416. 
https://doi.org/10.1016/j.outlo​ok.2012.02.001.

Jeffrey, D. I. (2020). Relational ethical approaches to the COVID-19 
pandemic. Journal of Medical Ethics, 46(8), 495–498. https://doi.
org/10.1136/medet​hics-2020-106264.

Lincoln, Y. S., & Guba, E. G. (1986). But is it rigorous? Trustworthiness and 
authenticity in naturalistic evaluation. New Directions for Program 
Evaluation, 1986(30), 73–84. https://doi.org/10.1002/ev.1427.

https://publons.com/publon/10.1111/jan.14811
https://publons.com/publon/10.1111/jan.14811
https://orcid.org/0000-0002-9056-3530
https://orcid.org/0000-0002-9056-3530
https://doi.org/10.1111/j.1467-6486.2006.00609.x
https://doi.org/10.1111/j.1467-6486.2006.00609.x
https://doi.org/10.1136/medethics-2020-106398
https://doi.org/10.1136/medethics-2020-106398
https://doi.org/10.1136/bmj.m1211
https://doi.org/10.1136/bmj.m1211
https://doi.org/10.1016/S1473-3099(20)30589-2
https://doi.org/10.1016/j.outlook.2012.02.001
https://doi.org/10.1136/medethics-2020-106264
https://doi.org/10.1136/medethics-2020-106264
https://doi.org/10.1002/ev.1427


2436  |    HALBERG et al.

MacDonald, K., De Zylva, J., McAllister, M., & Brien, D. L. (2018). Heroism 
and nursing: A thematic review of the literature. Nurse Education 
Today, 68, 134–140. https://doi.org/10.1016/j.nedt.2018.06.004.

McAllister, M., Brien, D. L., & Dean, S. (2020). The problem with the 
superhero narrative during COVID-19. Contemporary Nurse, 56(3), 
199–203. https://doi.org/10.1080/10376​178.2020.1827964

Nguyen, L. H., Drew, D. A., Graham, M. S., Joshi, A. D., Guo, C.-G., Ma, W., 
Mehta, R. S., Warner, E. T., Sikavi, D. R., Lo, C.-H., Kwon, S., Song, 
M., Mucci, L. A., Stampfer, M. J., Willett, W. C., Eliassen, A. H., Hart, 
J. E., Chavarro, J. E., Rich-Edwards, J. W., … Zhang, F. (2020). Risk 
of COVID-19 among front-line health-care workers and the general 
community: A prospective cohort study. The Lancet Public Health, 
5(9), e475–e483. https://doi.org/10.1016/S2468​-2667(20)30164​-X.

Nielsen, D. S., & Dieperink, K. B. (2020). Cultural perspectives and 
nurses reactions on the corona pandemic: A critical view from 
Denmark. Journal of Transcultural Nursing, 31(4), 333–336. https://
doi.org/10.1177/10436​59620​924118.

Stokes-Parish, J., Elliott, R., Rolls, K., & Massey, D. (2020). Angels and 
heroes: The unintended consequence of the hero narrative. Journal 

of Nursing Scholarship, 52(5), 462–466. https://doi.org/10.1111/
jnu.12591.

Tan, M., Zhu, L., & Wang, X.-W. (2003). Symbolic interactionist ethnogra-
phy: Toward congruence and trustworthiness. Retrieved from http://
aisel.aisnet.org/amcis​2003/377

Timmermans, S., & Tavory, I. (2012). Theory construction in qualitative re-
search: From grounded theory to abductive analysis. Sociological Theory, 
30(3), 167–186. https://doi.org/10.1177/07352​75112​457914.

van der Geest, S., & Finkler, K. (2004). Hospital ethnography: Introduction. 
Social Science & Medicine, Hospital Ethnography, 59(10), 1995–2001. 
https://doi.org/10.1016/j.socsc​imed.2004.03.004.

How to cite this article: Halberg N, Jensen PS, Larsen TS. We 
are not heroes—The flipside of the hero narrative amidst the 
COVID19-pandemic: A Danish hospital ethnography. J Adv 
Nurs. 2021;77:2429–2436. https://doi.org/10.1111/jan.14811

The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of evidence-based 
nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance and with potential to advance 
knowledge for practice, education, management or policy. JAN publishes research reviews, original research reports and methodological and 
theoretical papers. 

For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan 

Reasons to publish your work in JAN: 
•	 High-impact forum: the world’s most cited nursing journal, with an Impact Factor of 2.561 – ranked 6/123 in the 2019 ISI Journal Citation 

Reports © (Nursing; Social Science).
•	 Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries worldwide 

(including over 6,000 in developing countries with free or low cost access). 
•	 Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan. 
•	 Positive publishing experience: rapid double-blind peer review with constructive feedback. 
•	 Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication. 
•	 Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley Online Library, 

as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed). 

https://doi.org/10.1016/j.nedt.2018.06.004
https://doi.org/10.1080/10376178.2020.1827964
https://doi.org/10.1016/S2468-2667(20)30164-X
https://doi.org/10.1177/1043659620924118
https://doi.org/10.1177/1043659620924118
https://doi.org/10.1111/jnu.12591
https://doi.org/10.1111/jnu.12591
http://aisel.aisnet.org/amcis2003/377
http://aisel.aisnet.org/amcis2003/377
https://doi.org/10.1177/0735275112457914
https://doi.org/10.1016/j.socscimed.2004.03.004
https://doi.org/10.1111/jan.14811

