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Abstract
Aim: To describe nursing surveillance of coronavirus disease 2019 (COVID-19)-
infected patients through remote telephone calls and in an on-site urgent clinic during 
the first wave of the pandemic as experienced by nurses providing the care.
Design: Qualitative descriptive study.
Methods: Data were collected through seven semi-structured, audio-recorded, focus 
group interviews with 24 nurses. Interviews were conducted in May and June 2020, 
transcribed and analysed using deductive and inductive content analysis into an over-
arching category, main categories and subcategories. Reporting followed the COREQ 
guidelines.
Results: Nurses relied on intensive listening when assessing and caring for COVID-
19-infected patients. They realized that the patients had complex needs for nursing 
and healthcare which was beyond the scope of a tentatively prescribed assessment 
scheme. They designed their care to ensure holistic care, reflected in the overarch-
ing category, ‘Confronting an unfamiliar health condition in unprecedented circum-
stances’ and the categories: ‘Digging into the unknown’ and ‘Ensuring holistic nursing 
care’. The category ‘Contributing to averting catastrophe’ reflects the wealth of 
knowledge, support and experience that the nurses used to independently deliver 
care, albeit in interdisciplinary collaboration, working to their greatest potential. They 
were proud of the significance of their work.
Conclusion: Novel nursing surveillance through remote telephone calls and in an on-
site urgent care clinic delivered to COVID-19 patients self-managing at home resulted 
in holistic nursing care during the first wave of the pandemic. This has relevance for 
professionalism in nursing.
Impact: Findings give a unique insight into nursing surveillance of COVID-19-infected 
patients provided through telephone calls and in on-site urgent care clinics. The 
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1  |  INTRODUC TION

The coronavirus disease 2019 (COVID-19) pandemic has led to 
rapid and massive reorganization in healthcare worldwide. In 
Iceland, a key aspect of these reforms was the establishment of an 
outpatient clinic for COVID-19-infected patients at Landspitali—
The National University Hospital of Iceland (LUH) to serve patients 
diagnosed with the disease all over the country. The hospital, which 
is situated in the capital region, organised and provided care for 
COVID-19-infected patients nationwide as well as inpatient care 
in the capital area (Jónsdóttir et al., 2022). The outpatient clinic 
started as a remote telephone risk assessment service in March 
2020 to provide timely and appropriate care, minimize hospitaliza-
tion and morbidity, preserve the quality of life and minimize infec-
tion transmission (Helgason et al., 2020). It quickly expanded into 
providing comprehensive care to patients in self-isolation, aiming 
to support and guide them during their illness. Before long, an 
on-site urgent care clinic was added to the telephone calls where 
patients with severe symptoms were addmitted for examination, 
observation and treatment, e.g. intravenous fluid and medications 
or hospitalization as necessary. Patients also had a hotline from 
which they could seek help 24/7. Various collaborations were cre-
ated amongst public services to support the care of the patients, 
e.g. with the primary healthcare, the city ambulance service and 
the Red Cross. Research suggested the service in the outpatient 
clinic had been very effective during the first wave of the pan-
demic (Helgason et al., 2021).

The interdisciplinary healthcare in the COVID-19 outpatient 
clinic at LUH was launched with minimal preparation and in a situa-
tion of emergency. The novelty of the care and the unique role that 
the nurses took on have international relevance for other compli-
cated health problems. This inspired nurse managers to seek collab-
oration with a group of nurse researchers to study these endeavours. 
Although not organized from a distinct theoretical perspective, we 
place the study in the context of nursing surveillance. The aim of 
this study was to describe nursing surveillance of patients infected 
with COVID-19 provided through remote telephone calls and in an 
on-site urgent care clinic located in an outpatient hospital clinic and 
the nurses' experience of delivering the care during the first wave of 
the pandemic.

2  |  BACKGROUND

The COVID-19 pandemic has accelerated the use of telehealth to 
remotely deliver nursing and healthcare worldwide. Telehealth is re-
ferred to as ‘the entire spectrum of activities used to deliver care at 
a distance ̶ without direct physical contact with the patient’. It can 
take place synchronously, e.g. using telephone and video, asynchro-
nously, e.g. using portal messages, via virtual agents and employing 
wearable devices (Wosik et al., 2020, p. 957). Telehealth became an 
absolute necessity to provide high-quality care with minimal risk of 
infection transmission in healthcare for COVID-19-infected patients. 
The literature contains general guidelines on telehealth which have 
relevance for healthcare for COVID-19-infected patients (see e.g. 
Wosik et al., 2020; WHO, 2019) and there were specific tentative 
guidelines to treat and deliver healthcare for COVID-19-infected pa-
tients (CDC, 2020; Greenhalgh et al., 2020; NIH, 2021; WHO, 2020).

Telehealth is potentially vital in disaster management procedures 
such as triage (Keshvardoost et al., 2020; Nejadshafiee et al., 2020). 
In a systematic review and metaanalysis Speyer et al.  (2018) com-
pared telehealth and face-to-face interventions in rural and re-
mote areas showing nonsignificant differences between their 
effectiveness. Woods et al.  (2019) conducted a systematic mixed 
studies review on nurse-led post-discharge telephone follow-up 
calls showing that the strongest positive outcome was on patient 
satisfaction. Some other suggestive positive outcomes were post-
discharge problems, patient information and communication needs, 
self-management and follow-up appointment attendance. Studies, 
therefore, seem to suggest that the use of telehealth is equally ef-
fective and, in some cases, might even lead to better care than that 
provided to comparison groups which are often face-to-face care 
(Hashiguchi,  2020; WHO,  2019), supporting the abrupt utilization 
there was of telehealth in the unprecedented COVID-19 pandemic.

Some studies have been published on the successful use of tele-
health services of various forms for COVID-19-infected patients 
(Annis et al., 2020; Blazey-Martin et al., 2020; Crane et al., 2020; 
Lam et al.,  2020). Driver et al.  (2021) described the implementa-
tion of primarily nurse-driven telehealth service, mainly using the 
telephone, to monitor and support COVID-19-infected high-risk 
veterans. The authors argued that 85% of the patients were safely 
managed and concluded that the care was effective.

potential of intensive listening as conducted in the study suggests that it may be fea-
sible to assess and holistically take care of COVID-19-infected patients, and other 
patient groups as well, with this form of healthcare. This has relevance for healthcare 
beyond crisis management during pandemics.
Patient or Public Contribution: There was no patient or public contribution as the 
study only concerned the providers of the service, i.e. the nurses themselves.
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Nursing surveillance is ‘a distinct process in patient care’ 
(Giuliano,  2017 p. 34) that is potentially useful in telehealth ser-
vices. It consists of behavioural and cognitive processes, through 
which nurses monitor, evaluate and act on emerging indicators of a 
change in patients' condition (Dresser, 2012). It ensures quality pa-
tient care through timely identification of signs of change through 
appropriate assessment, interpretation and synthesis of clinical data 
and information from other sources, to guide rapid, appropriate and 
individualized patient care (Kelly and Vincent,  2011). Nursing sur-
veillance alerts to both foreseen and unforeseen changes in a pa-
tient's condition to guide decisions enabling prompt actions. Such 
actions may include ‘modifications to the care plan, communication 
with other members of the healthcare team, and mobilisation of re-
sources to address emerging clinical needs’ (Giuliano, 2017, p. 36). 
Key elements of nursing surveillance are thus ongoing observation, 
recognition, interpretation and decision-making (Giuliano,  2017). 
Interpretation has been highlighted as an overarching concept of 
nursing surveillance. In the context of telephone surveillance, it 
translates data from the patient into healthcare information and 
then again converts that information into language that the patient 
understands (Greenberg, 2009). Greenberg further outlines the in-
terpreting process into three consecutive phases gathering i.e. infor-
mation, cognitive processing and output. However, although such 
standardized approaches for high-quality patient assessment by 
telephone, including triage for in-person care are already available, 
few if any studies on telehealth have been conducted in general in 
Iceland and none from a nursing perspective. Furthermore, it is not 
clear if such approaches can be done efficiently and effectively by 
nurses in the context of an unfolding pandemic.

3  |  THE STUDY

3.1  |  Aim

The aim of this qualitative descriptive study was to study nursing 
surveillance, in an outpatient clinic for COVID-19 patients, as experi-
enced by nurses providing the care during the first wave of the pan-
demic. The surveillance was remotely provided through telephone 
calls and in an on-site urgent clinic in interdisciplinary collaboration, 
particularly with physicians.

3.2  |  Design and reporting

This study has a qualitative descriptive design and follows conven-
tions of naturalistic inquiry (Green & Thorogood, 2014). This design 
can be employed when clinical processes are investigated with the 
aim of identifying and influencing interventions for improvement. It 
is also relevant when little knowledge exist about the phenomenon 
and time is limited, (Bradshaw, Atkinson & Doody, 2017; Sullivan-
Bolyai, Bova & Harper, 2005; Caelli, Ray, & Mill, 2003) as was the 
case in the current situation of the Covid-19 pandemic. To create 

rich and thorough data, we chose focus group interviews for data 
collection. This data collection method has possibilities for creative 
interaction between participants where they collectively developed 
a meaningful understanding of the nursing care that they had previ-
ously participated in establishing and providing. The data collection 
took place towards the end of the first wave of the COVID-19 pan-
demic. The consolidated criteria and checklist for qualitative research 
(COREQ) were used for reporting the study (Tong et al., 2007).

3.3  |  Setting and context

The study was conducted in an outpatient hospital clinic, a new and 
at the time, potentially temporary outpatient clinic for COVID-19-
infected patients receiving healthcare through telephone calls and in 
an on-site urgency clinic. Patients became automatically registered in 
the outpatient clinic after testing positive for the SARS-CoV-2 virus. 
They were subsequently contacted by a physician who informed 
them about the disease, conducted health assessment and triage 
and ordered self-isolation. Triaging patients was based on a colour 
coding system—red, yellow, green—which indicated the patient's 
severity of disease and was used to prioritize the care of the pa-
tients. The nurses were pivotal in developing this system (Jónsdóttir 
et al.,  2022). The already available computer-based patient-record 
system allowed the nurses to contact and consult each other. During 
the isolation period, the patients were followed up daily, or less fre-
quently depending on their condition, by a nurse and occasionally by 
a physician. The nurses notified the physicians if the patients' condi-
tion notably worsened, which could then lead to a referral to the on-
site urgent clinic or hospitalization. In the on-site urgent care clinic, 
patients with severe symptoms were received for examination, ob-
servation, and treatment, e.g. intravenous fluid or hospitalization as 
needed. When patients' isolation could be terminated, a physician 
was notified and subsequently discharged them from the outpatient 
care. The discharge criteria were that 14 days had passed from being 
tested positive and being symptom-free for 7 days. The majority are 
self-isolated at home (Helgason et al., 2020).

Nurses from a variety of inpatient and outpatient hospital clin-
ics were temporarily relocated to the COVID-19 outpatient clinic. 
Nurses from a contingency pool, organized by the government, 
were recruited to the clinic as well (Jonsdottir et al., 2022). They 
worked from a few specially designated areas in the hospital or 
their home. On-site training from the nurses who established the 
telephone service was required at the outset, including learning to 
use the electronic registration system and the procedural hand-
book and talking with patients over the telephone about their con-
dition and situation. The onsite training in the telephone centre 
was mainly one-on-one training. The new nurse observed another 
nurse make phone calls with patients and document the commu-
nication in their records. Then the nurses made a few phone calls 
themselves under supervision. In the on-site clinic a nurse from 
the Department of Infection Control held a training session about 
isolation and how to put the personal protective equipment on. All 
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nurses were able to use the closed electronic chatroom for com-
munication and those who were located within the hospital could 
collaborate in person.

The first wave of the COVID-19 pandemic ranged roughly from 
the second week of March to the first week of May 2020. When the 
wave was at its peak around the middle of April there were 87 nurses 
working in the outpatient clinic, of whom 22 were in the on-site ur-
gent care clinic. On May 7 when the first wave had abated, there 
were 1762 patients who had been served via telephone with the me-
dium of nine phone calls per patient. Between March 27 and May 7, 
212 patients were seen at the on-site urgent care clinic in 362 visits. 
Of those, 47 were admitted to the hospital. None of the patients 
treated in the on-site urgent care clinic died (Helgason et al., 2021).

3.4  |  Participants

Potential participants were nurses who had worked in the COVID-19 
outpatient clinic during the first wave of the pandemic. A researcher 
(KB) and one of the nurse managers (EDR) identified those whom 
to invite from the list of staff based on if they fulfilled either of the 
two following inclusion criteria: i) having taken care of adult patients 
for more than 12 shifts (minimum six hours each) in the remote tel-
ephone service or ii) having worked in the on-site urgent care clinic 
and sometime in the remote telephone service. The nurses were first 
infomed about the study by their nurse manager and then one of 
the researchers KB invited all potential nurses fulfilling the inclu-
sion criteria, to participate by e-mail or phone after informing them 
about the study. All nurses who agreed to participate were included. 
Five researchers (BI, EJGH, SZ, HJ, KB), working at the hospital, led 
the research which is a part of a larger project on nursing care in the 
COVID-19 pandemic.

3.5  |  Data collection

Data were collected with seven audio-recorded focus group inter-
views with two to five nurses in each group. Attempts were made to 
group together those who were clinical nurse specialists and those 
who worked in the same workstation. The tight working schedule, 
however, did not allow for this. The interviews were conducted in a 
non-clinical facility at the hospital in May and June 2020 and tran-
scribed verbatim. The goal of the interviews was to create a setting 
for fruitful conversations between the participants where attitudes, 
experiences, situations, actions, issues, ideas and opportunities in 
relation to providing care in the COVID-19 outpatient clinic were 
explored in-depth (King et al., 2019; Kruger & Case, 2015).

Two of the researchers conducted the interviews; a moderator 
(KB) and an observer (HJ) who have extensive experience in quali-
tative research on nursing practice. Both knew most of the partic-
ipants as clinicians and/or educators. The interviews followed an 
interview guide which was designed by the researchers in accor-
dance with the aim of the study and the literature on surveillance 

and telehealth. Additionally, there were prompts, probes, clarifying 
and summarizing questions see Table  1. All participants answered 
a short questionnaire about age, highest academic degree, year of 
graduation and years of working experience.

The issues that participants in the focus group interviews talked 
about were similar as regarded the main emphasis in their experi-
ence, although individual accounts varied in depth and breadth. 
Most of the conversations revealed issues related to the telephone 
calls. In the group that also provided the on-site urgent care clinic, 
there was a new angle about taking care of the patients face-to-face. 
In the last interviews data saturation was reached as new informa-
tion ceased to emerge.

3.6  |  Ethical considerations

The study is a part of a larger study, Disease course of COVID-19 
amongst patients undergoing extensive risk assessment and comprehen-
sive and organized follow-up and management. Approval was gained 
from the National Bioethics Committee of the Ministry of Health 
(VSN:20078/VSNb2020040005/03.01). Confidentiality was re-
quested of the participants, and they signed an iformed consent at 
the start of the focus-group interviews.

TA B L E  1  Interview guide for the focus group interviews

How did you approach the conversations with the patients; what 
were the issues that you had in mind?

Telephone nursing
What was most important in assessing the patients' condition 

remotely over the phone?
What was most difficult when assessing in the patients?
What was most unexpected in the patients' condition and 

circumstances situation?
What was most important in monitoring the patients' condition?
Which actions/guidance/counselling were most important to 

meet patients' needs?
What was most difficult in reaching out to the patients?
View of the use of the telephone; could every nurse use it? What 

would have been the ideal situation for providing the care?
What might be missing when using only a telephone to care for 

these patients?
On-site urgent care clinic

What were the key aspects of the care in the on-site urgent care 
clinic?

How was caring for patients in the on-site urgent care clinic 
different from the telephone calls?

Contact line
What were key issues that patients brought up when calling the 

contact line?
Family

How was the family involved/invited into the nursing care?
Transfer of care

What was most important when determining and transferring 
patients between the triage categories?

What were the reasons for sending additional information about 
patients to the physician?

Meaningfulness of caring for patients with COVID-19 virus
What was most meaningful for you in providing this care?
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3.7  |  Data analysis

A mixture of deductive and inductive content analysis was used 
to analyse the data from the transcribed focusgroup interviews 
(Elo & Kyngäs,  2007; Graneheim & Lundman,  2004; Graneheim 
et al., 2017). In accordance with the aim of the research, we drew 
on the literature on surveillance and telephone nursing to guide 
our general approach to the data analysis, followed by the use of 
an inductive approach to gather the unique experiences of the 
nurses. We classified significant meaning units by identifying rel-
evant quotes in the text and then grouped them into codes. The 
codes were subsequently grouped into a higher order level of sub-
categories. Next, the sub-categories were grouped into main cat-
egories. Lastly, an overarching theme representing the experience 
of caring for the COVID-19 patients in the outpatient clinic was 
identified.

3.8  |  Trustworthiness

Enhancing the trustworthiness of the findings and the research, the 
majority of nurses who fit the inclusion criteria participated in the 
study. We have rigorously accounted for the literature related to 
the research topic, reported on the healthcare context of the study, 
stayed close to the data analysis structure, and have given a thor-
ough description of the research process, all of which enhance the 
trustworthiness of the research (Elo & Kyngäs,  2007; Graneheim 
et al., 2017; Graneheim & Lundman, 2004). Throughout the research, 
we challenged the participants and ourselves to acknowledge the 
contribution of other professions in the interdisciplinary team to 
the success of the outpatient clinic. The researchers conducting 
the interviews (KB, HJ) wrote the first draft of the analysis and the 
manuscript. This was followed by repeated conversations amongst 
the authors to clarify meanings and explore the significance of the 
findings, followed by systematic refinements of the findings and the 
manuscript. Four participants gave feedback on a draft of the find-
ings and unanimously supported the analysis. They gave comments 
such as: ‘This is very clear and describes what I experienced’ and ‘it 
gives me pleasure to see this all coming together’.

4  |  FINDINGS

Invited nurses were 29 of whom 24 accepted the invitation, result-
ing in an 83% recruitment rate. There were seven focus groups and 
the interviews ranged between 60 and 90 min each. More than 
half of the participants (58%) were educated to postgraduate level 
in nursing and other health sciences and four were Clinical Nurse 
Specialists. Participants' background characteristics are further pre-
sented in Table 2.

The analysis of the interview data revealed an overarching cat-
egory, three main categories and nine sub-categories, see Table 3. 
With only two to five nurses in each of the seven focus groups, and 

even distribution of age and speciality training in the groups, charac-
terizing nurses in the findings is inappropriate.

The overarching category Confronting an unfamiliar health con-
dition in unprecedented circumstances dominated the conversations 
amongst participants. The category Digging into the unknown de-
scribes how the nurses conducted a clinical assessment on a health 
condition of which little knowledge existed. They soon realized that 
patients needed more than assessment, which is reflected in the 
category Ensuring holistic nursing care. The nurses were ‘all in’ when 
participating in these extraordinary events. They were proud of their 
contribution, which is revealed in the category Contributing to avert-
ing catastrophe (Table 3).

4.1  |  Digging into the unknown

From the beginning of the COVID-19 pandemic, it was obvious that 
everything had changed. This unknown disease was an acute and 
serious threat to the entire healthcare system. It imposed multiple 
demands and required a new way of caring for patients. Existing 
knowledge and guidelines were scarce. The nurses were required 
to learn to manage a new electronic healthcare record system for 
registration and documentation and there was a new computerized 
system for interprofessional communication. Very few had much 
knowledge of infection control or experience from previous pan-
demics: ‘We basically started with very little information and guidance, 
but it came as time went on. … This was a new disease; new symptoms 
and a new reality’.

4.1.1  |  Tackling the unfamiliar

The remote telephone service was new to the nurses. Providing 
nursing care only through the telephone was very different from 

TA B L E  2  Characteristics of participants (N = 24)

Background characteristics

Work experience, years (median) 30

Age, years (median) 58

n

<30 1

31–40 2

41–50 3

51–60 11

>61 7

Gender, female 24

Professional education (highest academic degree)

Nursing degree 10

Postgraduate diploma in Nursing 5

MSc in Health Sciences 4

MSc in Nursing 5
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what they were used to. Referring to the difference between only 
having the hearing to assess and interact with patients, and being 
physically in the same place as the patients—using all your senses—a 
nurse revealed:

You don´t see the patients. You don´t see the skin co-
lour, skin moisture or odour–information that are nec-
essary for nursing care. When you walk into patients' 
room and you observe grey skin colour, abnormal 
odour, odour from the breathing, you immediately 
start thinking that you need to focus on what is 
wrong. [The situation is totally different when using 
the telephone only. There] the patients' voice can be 
O.K. and you only have their voice on the phone to 
rely on.

In the on-site urgent care clinic, the nurses were trusted to com-
pose necessary protocols and work out how to operate the service 
so they could become proficient in physically taking care of infected 
patients and could skilfully protect them and others from becoming 
infected.

This came about rather abruptly and then one thing 
after another happened. Suddenly, we were in the 
on-site urgent care clinic and did not quite know 
what was going to happen. … The nurse manager 
said: ‘She is going to teach you how to put the iso-
lation gown on’. Then there was a training session 
about that. Where were we? What was really going 
on?

The nurses were unsure whether they had the necessary knowl-
edge to handle these unfamiliar circumstances: ‘Am I competent, how 
can I contribute?’. They quickly realized that ‘No one knew about this dis-
ease or what to expect. …You are equally as good as anyone else’. Others 
were more confident and pointed out that they had solid basic nursing 
education, and their experience and insight made them ready for the 
task ahead: ‘Nurses are experts in preventing catastrophes; in observing 
patients, assessing them, realising whether they are becoming worse or 
better, and preventing exacerbations’. One said: ‘I don't know of any case 
where I did something wrong’.

A nurse described her first shift in the on-site urgent care clinic:

I showed up and thought that I would be told what to 
do. But no, there was nothing like that, and I became 
frustrated: ‘Why didn't they write down everything 
that had been decided on’. Then I quickly realized 
that, in fact, nothing had been decided on.

The rhythm there was different from the telephone service: ‘It was 
more to keep everything running. To triage and document the most 
important information, take blood tests, insert IVs, start fluids’

An important element of the uncertainty when making the 
phone calls concerned not knowing what to expect. No two phone 
calls were the same: ‘In the beginning it was strange: you would make a 
call, but you hardly knew anything about what was ahead of you’. Thus, 
despite the importance of preparing for each phone call by review-
ing available information, the nurses could not solely rely on this in-
formation: ‘You never knew what you were going to face. Even though 
you were going to call someone who was categorised as green, -- having 
mild symptoms--, it could have changed’. Phone calls ended with the 
nurses making sure that patients knew that they should phone back 
if they got worse and that they had the right telephone number.

The nurses were stoic about the unforeseeable situation they 
found themselves in. Patients' symptoms were as diverse as their 
needs. The length of the phone calls reflected that. They had a flex-
ible time schedule for the phone calls, which they adjusted and ex-
tended to the fullest: ‘I could expect everything. I took things as they 
came. … We could not say: “sorry, no, I am only asking about COVID, 
I cannot talk about this now”’. In the on-site urgent care clinic, the 
nurses observed that the patients' condition was often much more 
severe than at first glance. This nurse described a patient who acutely 
had to be hospitalized because of decreasing oxygen saturation:

Very perky man, healthy, good looking, not dyspnoeic, 
no risk factors, regular fitness training, no history of 
smoking, or anything to pinpoint. Such information 
could be misleading: His blood test and lung scan 
showed something totally different.

Taking care of all of the patients could lead to very long working 
hours, but ‘we were always able to finish our tasks. It never happened 
that we could not call everyone’. For some time periods there was 
pressure to shorten the phone calls to cover more patients, but the 
nurses ignored it: ‘These are people who may be in the worst situation 

Confronting an unfamiliar health condition in unprecedented circumstances

Digging into the unknown Ensuring holistic nursing 
care

Contributing to averting 
catastrophe

Tackling the unfamiliar Bodily needs first Never a question of not taking 
part

Inadequate assessment 
scheme

Responding to emotional 
distress

Going the extra mile

Mounting own skills to realize 
patients' sickness

It was all in our hands Rewarding experience and 
thankful patients

TA B L E  3  Overview of the study 
results: Overarching category, categories, 
and sub-categories



    |  7BLÖNDAL et al.

of their life. … Alone in a small room, vomiting, no one to help them, 
except what we could offer over the phone. This we could not do in two 
minutes’.

4.1.2  |  Inadequate assessment scheme

At first, the nurses' role was to detect patients' deterioration by 
using an assessment scheme—a checklist—to monitor four main 
symptoms: persistent fever, shortness of breath, abdominal pain and 
diarrhoea and to assess difficulties with eating and drinking. This 
proved to be insufficient. A nurse said: ‘We needed to go beyond the 
triage that had been set up, which was quite medically oriented and re-
stricted’. Another one explained:

The items on the checklist were not enough. … It was 
not enough to ask how the breathing was, we needed 
to go deeper; ‘how is it to take a deep breath?’, ‘do you 
perform breathing exercises?’, ‘do you have fever?’ I 
needed to ask different questions to be able to get 
the right information about the symptoms and the pa-
tients' health more generally.

None of the checklist items considered patients' psychological 
condition or their social situation: ‘Are you alone? Is there someone who 
buys you food? Is there anyone in the world who knows about you? and 
things like that’.

By following the checklist only, the nurses might have failed to 
recognize the reluctance of patients to admit how severely ill they 
were as they often minimized or downplayed their symptoms. A 
nurse said: ‘When we called, most patients said: ‘I am fine’. Then we 
needed somehow to figure this all out ourselves’. Another one said:

I feel that the biggest challenge was to find out how 
sick the patients really were; that they would admit 
that they were sick. Some would say: ‘No, no, no, no, 
everything is fine’. But I would continue, ‘How are 
things going for you?’ and they replied: ‘I cannot eat, I 
have such diarrhoea’. Many things like that. Instead of 
just saying goodbye, I needed to continue; to dive into 
what was going on.

There were multiple other symptoms that caused patients distress 
and discomfort and needed treatment:

First, we thought, O.K. this concerns just this per-
son, but then we started to see it in other patients. 
… Some peculiar symptoms emerged; some that 
you had never seen or heard about. There could 
be some rash, numbness, or something you didn´t 
know about. Then we consulted the physicians or 
asked patients to come to the on-site urgent care 
clinic for examination.

A nurse revealed: ‘I sensed that the virus detected weaknesses in your 
body. If someone used to have migraine, that person could have a very bad 
headache’.

Sometimes it was a seriously ill relative that was of most concern, 
although the patient might be equally sick, but unaware of their own 
condition. Some were reluctant to take up healthcare professionals' 
time in the on-site urgent care clinic. Imitating a patient's point of 
view, a nurse said:

‘Oh, I am fine, maybe I shouldn't have come’, and 
was apologizing for taking up our time. Then of 
course we would explain that it was much better 
that they came, because if they became worse later 
it was better that we had seen and examined them 
in the clinic.

Underlying the patients' unwillingness to come to the on-site ur-
gent care clinic was also fear that they might need hospital admission:

‘Am I so sick?’ We want to admit you to the hospital; 
there was a big drop in your oxygen saturation on the 
walking test. ‘Oh, is it? Is this necessary?’ It was a big 
step for the patients to be admitted to the hospital.

4.1.3  |  Mounting own skills to realize 
patients' sickness

The nurses amended conventional practice approaches in their at-
tempts to collect accurate clinical information and provide appropri-
ate care. Intensive listening became their main instrument. A nurse 
said:

Hearing ̶ that is a very important sense organ, psycho-
logically and physically. It is so, not only for listening to 
the voice projection and vocabulary and through this to 
read patients' health condition, but to simultaneously 
listen for physical symptoms of breathing ̶ wheezing and 
dyspnoea.

This involved sharpening their communication skills such as ‘keep-
ing the conversation going’, ‘letting conversations flow’, and using 
open questions at the beginning of the conversations. Giving patients 
all the time that they needed was repeatedly stressed. Some, not all, 
maintained that it was preferable to begin the phone call informally, 
even cheerfully, because more information would be gained if patients 
sensed that no one from the ‘authorities’ was monitoring their actions 
or spying on them. Others said that this was inappropriate because of 
the grave condition and circumstances of the patients.

Someone had told me that it was very important to 
cheer the patients up, but I didn´t do that. I felt that 
it was much more important to listen to them, and 
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of course, to comfort and reassure them, explain the 
symptoms, and help them manage the symptoms.

When more precise information was needed the nurses moved to 
closed questions as in this example:

Have you been out of bed today? Have you eaten 
something today? Do you perform breathing exer-
cises? Are you able to go to the toilet? How are things 
going at home? I might ask whether they could take 
a bath/shower or had washed their hair. If a patient 
could not do that for several days, that person was 
rather sick … Others might have symptoms but be up 
and about. That reflected a different condition.

Intensive listening also made up for the lack of measurements tools:

We did not have any scales or instruments like I am 
used to in my usual work. We had to entirely rely on 
what we heard, asked about, or were told. I felt it was 
very important, as we all know, to actively listen to 
the patients.

A few nurses, however, decided to use some scales such as a nu-
meric scale for pain and dyspnoea. The nurses in the on-site urgent 
care clinic would often send patients home with a pulse oximeter, and 
instructions about when to contact the hospital.

Another significance of intensive listening was to detect weak-
ness in the patients' voice, which might signal mental exhaustion or 
abnormal breathing: “Particularly regarding breathing, it was easy to 
assess it just by talking to the patients. No one with severe dyspnoea 
uses whole sentences when talking. If I heard something of that kind, 
I would go further and examine it”. This nurse described an incident 
when she observed that a patient was getting hypoxic despite stat-
ing he was fine:

I said: ‘It seems to me that your breathing is strenuous, 
is that right? You are rather dyspnoeic when you talk’. 
‘Yes, I am dyspnoeic’ ‘Is this new?’ ‘Yes, my breathing 
is becoming harder’. … We sent an ambulance for this 
patient. … Had I ended the conversations earlier be-
cause he seemed O.K., we would simply have called 
back the next day. Had I not figured this out myself, 
because he did not realise this himself—no one knows 
what would have happened.

4.2  |  Ensuring holistic nursing care

The nurses realized that the patients needed more than the triaging: 
‘At the beginning no one knew what kind of nursing care those patients 
should receive. …Based on previous experiences we started to use our 
own methods. … That was all we had and were accustomed to’. A nurse 

described the very first phone calls she made in cooperation with an 
infectious disease specialist: ‘He said: “You just need to call these peo-
ple and triage them”. … I asked: “Shouldn't we teach them something?” 
“Yes, yes, of course.” “And what about breathing exercises?” “Yes, yes.” 
So, when we started there was no plan for the care’. The same hap-
pened in the on-site urgent care clinic: ‘We used what we had been 
practising [in the telephone calls]. … This was what we had become used 
to’. The nurses repeatedly referred to their service as ‘holistic nurs-
ing care’ to meet basic human needs.

4.2.1  |  Bodily needs first

Patients needed several interventions, frequently over an extended 
period. Necessary self-care was supported by the nurses through 
teaching and counselling. The care needed to be provided ‘carefully’, 
with ‘affection’, on an individual basis, and consistently: ‘To make sure 
that every patient for days and weeks, was eating and drinking prop-
erly, moving around, doing breathing exercises. We did this daily even for 
very many days [more than 20]’. About fluid intake: ‘We asked: “Are you 
drinking enough?”, then we figured out that enough for the patient could 
be less than a cup of water. We needed to tell people to drink more than 
just water, and how much their fluid intake needed to be’.

Teaching breathing exercises was a top priority: ‘We performed 
breathing exercises with them on the phone ̶ all kinds of exercises’. In the 
on-site urgent care clinic, the nurses found out that even though the 
patients had been taught breathing exercises over the phone they 
did not do them correctly. Patients could say: ‘“Yes, yes, I take deep 
breathes several times a day”. … That is not a breathing exercise. So, we 
really needed to show the patients how to do the breathing exercises’. 
Patient teaching also included household chores, explaining the dif-
ference between quarantine and isolation, advising about marital 
problems and sex life issues.

4.2.2  |  Responding to emotional distress

Understanding and dealing with emotional distress and suffering 
was often much more intense and challenging than physical care. 
This was unanticipated, but the nurses firmly realized its significance 
and attended to it by showing a warm and caring attitude, empathy 
and providing the necessary time needed for the expression of feel-
ings. Other methods were normalization, encouragement, listening 
and chatting: ‘To talk; it was basically to be open to talking with people; 
to listen and acknowledge that what was happening was something that 
no one had lived through before’. And there was more: ‘To give time 
and allow for crying and call back the next day. It was better to call often 
than not’.

To obtain information about emotional distress, the nurses 
often opened the conversations with questions about the isolation, 
instead of inquiring into the patients' emotional status: ‘It was very 
easy to ask: “Are you alone in the isolation at home?” and “how is it?” 
Answering these questions gave a reason for not feeling well’. And the 
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emotional problems could make the physical ones worse. A nurse 
said: ‘The patients were very anxious, especially if they had severe lung 
symptoms. We know that anxiety can be related to drop in oxygen satu-
ration. It can be difficult to distinguish between the anxiety and the lung 
symptoms’.

Many patients feared for their lives and often they cried: ‘There 
was tremendous fear in the society as a whole’. Other emotional and 
mental problems unrelated to the COVID-19 surfaced as well and 
had to be addressed and given time: ‘We could not just say: “Well, I 
can't talk to you any longer, goodbye”. We of course discussed the issues 
that came up’. In the on-site urgent care clinic, the fear was tangi-
ble in the eyes of the patients, especially at the beginning of the 
pandemic. There were ‘many very sick people and they were anxious, 
particularly the first patients that came. I was shaken by how sick they 
were. … They might be dying, basically choking. … They were so fragile, 
weeping’.

Relatives' health was often of more importance than the pa-
tients' own well-being and it could be devastating for the patients 
when relatives were hospitalized. The worst imaginable occurred 
when patients lost their loved ones: ‘I had been calling him for some 
days. But to talk with him the day after he lost his mother; that was 
a big thing’. These conversations could be lengthy and emotionally 
draining: ‘Yes, this stays with me, these telephone calls were often long 
and difficult. On the same day I might call twice or three times, just to 
support them’.

On top of concerns about relatives, some patients needed sup-
port to deal with guilt related to having infected other people and 
witnessing their sickness and discomfort. In some instances, those 
they had infected later died. That was heart-breaking. Guilt at being 
contagious; for being ‘a carrier’ surfaced and increased the patients' 
discomfort. ‘This is no one's fault, we had to highlight that’ and support 
the patients as best they could.

4.2.3  |  It was all in our hands

The nurses were quite independent in developing, making decisions 
and providing patient care. ‘There was no one to check on us; we were 
trusted to do this work’. Most nurses started out by phoning patients 
with mild symptoms and proceeded to those with moderate or se-
vere symptoms when they became more experienced. A few stuck 
to patients with mild symptoms and the more experienced to those 
with moderate and severe symptoms. The nurses followed proce-
dures for how, and how frequently, patients should be contacted 
but adjusted these to individual needs. For instance, patients who 
were in emotional distress or lived alone were contacted more often. 
The nurses involved the patients in deciding on when to alert the 
physicians and the frequency of the telephone calls: ‘“Is it O.K. that 
we call after two days, or do want us to call tomorrow?” If they said: 
“I would like a call tomorrow” we did so every day – the holidays also’. 
Focus on the family was noticeable: ‘We shared our experiences about 
how we dealt with families and family issues. That was essential’. The 
nurses were not supposed to follow the same patient from one call 

to another. They explained the benefits of this by stressing that no 
two nurses approached the patient in the same way, and therefore 
one might detect something that another one did not. However, in 
several cases, they decided that the same nurse should follow the 
same patient, e.g. when someone in a close family had died.

4.3  |  Contributing to averting catastrophe

The nurses were confident that their contribution had been invalu-
able in warding off the first wave of the pandemic. This they found 
personally satisfying: ‘It was invaluable for me; to be able to do this’ and 
it made them proud of themselves.

4.3.1  |  Never a question of not taking part

Nurses' participation in the outpatient clinic came about in various 
ways. Some were asked to transfer because of reduced activities in 
their own ward, whilst others volunteered. Some worked from home 
during their own quarantine or because their children were at home 
as primary schools were only partly open. Most were keen to join 
in, but it could be complicated. Many were quite immersed in their 
work. They ‘set everything aside’ as this project ‘engulfed them’, and 
they had to be ‘all in’. Some were hesitant at first: ‘I thought this would 
be extremely difficult; to be alone, far away from the others, talking to 
somebody way out in the countryside. But all went fine. … It was de-
manding but very rewarding. …There was never a question of quitting, 
never’. Getting to know other healthcare professionals and collabo-
rating with them in successful teams was also valuable.

4.3.2  |  Going the extra mile

The methods that the nurses used for caring for the patients were 
not only based on clinical assessment. They would use several nec-
essary actions to ‘ensure patients' safety’. If patients were insecure 
at home, the nurses might suggest a visit to the on-site clinic even 
though the patients were not severely physically ill. By doing that, 
patients would be more likely to be able to endure the isolation: ‘A 
patient might say “I went to the on-site urgent care clinic yesterday. I 
think that I am much better today”. Getting reassurance that the lungs 
were clean could do that’.

If patients could not stay alone at home, for instance disabled 
persons without assistance at home, the nurses arranged for some-
one to look after them, or arranged for admission to a public quar-
antine facility. In the on-site clinic, there were some very fragile 
patients, especially those living alone, whom the nurses could not 
send back home:

Simply saying: ‘Please come back tomorrow’ and then 
help them into the car, send them into the darkness, 
coldness, just say, ‘I hope you will make it home’. … ‘Isn't 
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it better that he is hospitalised overnight and possibly 
discharged the day after?’

Right from the outset, it was clear that the nurses wanted to do 
more than less in terms of frequency of contacts with patients and 
consultations with other health professionals.

The COVID-19 clinic served the whole country. It was therefore 
necessary to meet the needs of the patients in the countryside and 
remote villages. The nurses especially stressed how isolated and 
vulnerable the patients could be about access to healthcare and 
supplies. They could not visit the on-site clinic in the capital, so the 
nurses sometimes arranged home visits from a healthcare profes-
sional in their healthcare district.

The registration scheme for infected patients was not perfect 
and some could fall outside the system. The nurses quickly detected 
problems and ensured continuity of care so no one would be left 
out. Every day they manually checked whether the physicians had 
phoned the severely ill, made sure that they were phoned first, and 
guaranteed that dates for new and upcoming phone calls were cor-
rect. They also ensured that the time between telephone calls was in 
accordance with disease severity.

Provision of information on isolation and quarantine to health 
personnel inside and outside the hospital and ensuring that the out-
patient clinic ran smoothly took up a considerable part of the nurses' 
work, especially at the beginning. Later they also advised on the care 
of patients in other institutions. This part of their work was immense 
during outside office hours: ‘Managers and staff at various organisa-
tions did not realise that they could not go to work for two weeks after 
they became infected’. In the on-site acute clinic, the nurses taught the 
staff—physicians and nurses—about infection control and oversaw the 
staffing schedule. The staff needed to share turns equally in the iso-
lation rooms, and the nurses had to check that everyone did things 
properly: ‘Oh, no, you need to do things this way. I need to fix this … and 
so on’. The nurses also managed the flow of the patients in and out of 
the clinic. Despite limited amenities, they managed patients who were 
waiting for admission outside in their cars and collaborated with the 
paramedics driving patients to the unit. To do this they had to be firm, 
often insisting on prompt decisions: ‘Here are the blood test results; what 
are you going to do with this patient? Can he leave?’

4.3.3  |  Rewarding experience and thankful patients

Despite all the challenges the nurses unanimously felt enlightened 
and satisfied. They referred to this time as ‘empowering’, ‘instructive’, 
‘rewarding’, even ‘exciting’. This nurse concluded:

It was enjoyable to take part in this. I felt it was stim-
ulating, interesting, pleasurable and difficult. … Of 
course, it was not good that people became sick, 
sometimes very sick, but it was exciting to see how 
all this evolved and how patients became better. We 
fared well in this pandemic.

They compared their situation to nurses elsewhere. In comparison 
with exhausted nurses in many places around the world, their task was 
quite easy: ‘Patients were dying in their hands. This was not the situation 
with us. It was much easier here. We were very lucky here, unbelievably 
lucky’. They felt that what they had accomplished demonstrated that 
nurses generally could quickly detect when patients were deteriorat-
ing and could provide complicated care over the telephone. This was 
gratifying: ‘I felt it was exciting and rewarding nursing care’.

Even though the nurses' work often seemed invisible, it was ap-
preciated more openly and publicly compared with what they were 
used to. The patients' exceptional appreciation was memorable: 
‘Highest in my mind is patients' gratitude. They were so thankful for how 
well we took care of them’. Another nurse said: ‘Right from the begin-
ning patients were very pleased. They started to rely on our calls. … They 
were extremely thankful and that gave me much in return’.

5  |  DISCUSSION

We describe nursing surveillance through remote telephone calls 
and in an on-site urgent care clinic for COVID-19-infected patients 
self-managing at home during the first wave of the COVID-19 pan-
demic. The surveillance is reflected in two categories: Digging into 
the unknown and Ensuring holistic nursing care. Nursing care was es-
tablished almost overnight in the context of uncertainty. Preparation 
was limited, guidelines were preliminary, and the nurses learned by 
doing. They relied solely on intensive listening in assessing and in-
teracting with the patients in the remote service, which was a new 
experience. In developing the care, the nurses were quite independ-
ent; expanded the assessment scheme and developed necessary in-
terventions to provide holistic care. This approach reflects Virginia 
Henderson's Nursing Need Theory in which she considered the pa-
tient as a biological-, psycho-social, and spiritual being, having basic 
human needs—including breathing, food and fluid intake, eliminat-
ing body waste, mobility, sleep and rest, that nursing care should 
address (Nursing Theory,  2020). Although insecurity surfaced in 
the beginning, the nurses quickly realized that they had a wealth of 
knowledge, experience and support from colleagues to provide qual-
ity care. This work was unexpectedly gratifying, and the nurses were 
proud of the significance of their work. Our findings endorse previ-
ous studies about the beneficial impacts of using tele-health services 
in disaster situations (Nejadshafiee et al., 2020; Keshvardoost et al., 
2020) and safety and effectiveness of nurse-driven tele-health ser-
vice for Covid-19-infected patients outside hospitals (Driver et al., 
2021). Also, that communication in this form may be as effective 
as face-to-face interventions (Speyer et al., 2018), as the excerpts 
from nurses’ conversations with the patients demonstrate how rich 
in content they were.

Solely relying on intensive listening when determining unmet 
needs of patients and deciding on consequent actions, played out 
positively in the remote telephone service. Care delivery through 
the telephone not only gave possibilities for high-quality as-
sessment and interventions, but it also granted equal access to 
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healthcare and no need for travelling. At the time of the study, 
there was no other way of caring for most of the patients, which 
justified the way healthcare was delivered. Our notion is, that in 
this situation, this simple form of communication was sufficient. 
More advanced form of technology, such as the use of video con-
ferencing system might have been more advantageous (Greenhalg, 
2020) but could, on the other hand, have excluded patients that 
lacked knowledge of or access to such technology, adding to the 
inequity in health care (Hashiguchi, 2020, Driver et al., 2021). 
Nurses must however have the autonomy to adapt the technique 
to fit their holistic perspective of nursing. The potential of wider 
use of such telehealth warrants examination, given that prior to 
the pandemic, recommendations suggested that, when possible, 
telehealth should be complementary to healthcare, not replacing 
it (WHO, 2019).

The way nursing surveillance played out in the remote telephone 
service corresponds with existing models of nursing surveillance 
(Giuliano,  2017; Greenberg,  2009; Kelly & Vincent,  2011). Purely 
by conversing with patients on the telephone the nurses had to 
find out what their health problems were, how serious they were, 
and what this all meant. They interpreted all this information in the 
context of their knowledge and experience and the patient-family 
circumstances. Based on this interpretation they determined how 
to support patients and families through this disconcerting journey. 
Foreseeing what might happen was a great asset as was a construc-
tive collaboration with everyone involved particularly infectious dis-
ease specialists.

The way nursing surveillance was conducted in this study harmo-
nizes with a conceptual framework of holistic, person-centred care 
using telehealth technologies described by Nagel and Penner (2016). 
This model consists of four interrelated and overlapping dimensions: 
Knowing the Person, Building a Picture, Clinical Decision Making, 
and Nursing Competencies. Holistic Person-Centred care is then in 
the centre and stresses the vital and ethical obligation of nurses in 
telehealth. To develop an image and to know patients and their con-
text of living —individualized care—was of central importance to the 
nurses in our study to be able to provide quality care. They empha-
sized the significance of their own clinical knowledge and necessary 
competencies and talked about how that grew over time. They also 
delineated sophisticated ways of interacting and relating to the pa-
tients which they saw as fundamental to patient safety. The patients 
had to be able to self-manage and the nurses' tried to make sure the 
patients had the necessary information and devices to do so, includ-
ing making complicated decisions such as when and where to call 
for assistance. The concept of holistic nursing was repeatedly high-
lighted as it contrasted the medically oriented assessment scheme 
used in the service.

One of the central findings of this study is the capacity of nurs-
ing to contribute to the health and welfare of people when nurses 
have the autonomy to develop and conduct care in accordance with 
professional knowledge, judgement and values, albeit in interdisci-
plinary collaboration. At the outset, the nurses were given a clinical 
assessment scheme with four cardinal symptoms for triaging the 

patients. They quickly found out that this approach was insufficient 
and expanded the clinical assessment to account for basic human 
needs, followed by developing highly sophisticated holistic nursing 
care to fulfil those needs. This finding also relates to the category, 
Contributing to averting catastrophe, which illustrates the gratifying 
and enjoyable experience of the nurses. It was obvious to them how 
much they contributed to the welfare of their patients and society 
as a whole. To be able to provide care without compromising profes-
sional values is of interest in the context of job satisfaction, burnout 
and nursing turnover. Even though the content of the nursing care 
mainly went unnoticed, the significance of it was clear to people. 
Allen (2015) in her work about the invisible work of nurses reveals 
how nurses' work is often seen as ordinary and mundane, whereas 
the fact is that it involves advanced and complex use of knowledge, 
in various circumstances, and highly sophisticated interactions with 
diverse healthcare professionals. Nurses need to look seriously into 
this matter and make concerted efforts to articulate and present 
their work in a sophisticated way and gain acknowledgement for the 
content of their practice. This has relevance for nursing education, 
quality care, and the professional status of nursing. Several implica-
tions for nursing practice internationally may be suggested. Firstly, 
the findings can be used in the development of future e-health ser-
vices of other patient groups. Secondly, this form of service broad-
ens the scope of practice and may create new opportunities for 
experienced nurses. Lastly, for nursing education, the findings sup-
port the importance of including e-health training in the curriculum, 
both the aspects of technology and communicational competence.

5.1  |  Limitations

The strength of this study is the rigorous data collection and high 
recruitment rate. We used key informants and conducted several 
focus-group interviews. A validity check with participants supports 
the findings. We give a detailed account of the healthcare context 
and the research process by focusing on major decisions, which 
gives the readers the opportunity to evaluate the trustworthiness 
of the study.

Data collection took place by the end of the first wave of the 
COVID-19 pandemic when turmoil and uncertainty about what 
would lie ahead were at its peak. Despite efforts to maximize the 
reflexivity of the authors, the peculiarity of the situation might 
have influenced our work. The transferability of the research might 
be hampered since the findings might to some extent be situation 
specific-due to the uniqueness of the healthcare context and the 
unique atmosphere that prevailed worldwide during the first wave 
of the pandemic.

6  |  CONCLUSION

Novel nursing surveillance through remote telephone calls and 
in an on-site urgent care clinic delivered to COVID-19 patients 
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self-managing at home resulted in holistic nursing care. The nurses 
relied on intensive listening when interacting with the patients. 
They expanded the original assessment scheme when they found 
out that patients needed assistance with the fulfilment of basic 
needs; they need holistic care. Although insecurity was apparent 
at the beginning the nurses quickly realized that they had a wealth 
of knowledge, support and experience to independently deliver 
the care, albeit in interdisciplinary collaboration, and they worked 
to their greatest potential. They were proud of the significance 
of their work. This has relevance for fostering professionalism in 
nursing.

AUTHOR CONTRIBUTIONS

All authors have agreed on the final version and meet at least one 
of the following criteria (recommended by the ICMJE, http://www.
icmje.org/recom​menda​tions/):

1.	 Substantial contributions to conception and design, acquisition 
of data or analysis and interpretation of data.

2.	 Drafting the article or revising it critically for important intellec-
tual content.

ACKNOWLEDG EMENTS
We wish to thank Runólfur Pálsson, MD, Professor and Director 
of Internal Medicine and Rehabilitation Services, Sigríður 
Gunnarsdóttir, Chief Nursing Officer for support in conducting this 
study, Drífa Katrín Guðmundsdóttir Blöndal and Stefanía Bergsdóttir 
for transcribing the interviews and giving an insightful view on the 
data analysis and Ásvaldur Kristjánsson for assistance with conduct-
ing the focus group interviews.

FUNDING INFORMATION
University of Iceland Research Fund.

CONFLIC T OF INTERE S T
No conflict of interest has been declared by the authors.

PEER RE VIE W
The peer review history for this article is available at https://publo​
ns.com/publo​n/10.1111/jan.15355.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings of this study are available from 
the corresponding author on reasonable request.

ORCID
Katrín Blöndal   https://orcid.org/0000-0001-8666-6185 
Brynja Ingadóttir   https://orcid.org/0000-0003-0743-8200 
Sigríður Zoëga   https://orcid.org/0000-0002-5289-6166 
Helga Jónsdóttir   https://orcid.org/0000-0002-3295-869X 

R E FE R E N C E S
Allen, D. (2015). The invisible work of nurses. Hospitals, organisation and 

healthcare. Taylor & Francis Group.
Annis, T., Pleasants, S., Hultman, G., Lindemann, E., Thompson, J. A., 

Billecke, S., Badlani, S., & Melton, G. B. (2020). Rapid implemen-
tation of a COVID-19 remote patient monitoring program. Journal 
of the American Medical Informatics Association, 27(8), 1326–1330. 
https://doi.org/10.1093/jamia/​ocaa097

Blazey-Martin, D., Barnhart, E., Gillis, J., & Vazquez, G. A. (2020). Primary 
care population management for COVID-19 patients. Journal of 
General Internal Medicine, 35, 3077–3080. https://doi.org/10.1007/
s1160​6-020-05981​-1

Bradshaw, C., Atkinson, S., & Doody, O. (2017). Employing a qualitative de-
scription approach in health care research. Global Qualitative Nursing 
Research. https://doi.org/10.1177/23333​93617​742282

Caelli, K., Ray, L., & Mill, J. (2003). ‘Clear as Mud’: Toward greater clarity 
in generic qualitative research. International Journal of Qualitative 
Methods, 1–13, https://doi.org/10.1177/16094​06903​00200201

Centers for Disease Control and Prevention (CDC). (2020). Coronavirus 
(COVID-19). https://www.cdc.gov/coron​aviru​s/2019-ncov/index.
html

Crane, S. J., Ganesh, R., Post, J. A., & Jacobson, N. A. (2020). Telemedicine 
consultations and follow-up of patients with COVID-19. Mayo 
Clinic Proceedings, 95(9S), S33–S34. https://doi.org/10.1016/j.
mayocp.2020.06.051

Dresser, S. (2012). The role of nursing surveillance in keeping patients 
safe. Journal of Nursing Administration, 42(7/8), 361–368. https://
doi.org/10.1097/NNA.0b013​e3182​619377

Driver, J. A., Strymish, J., Clement, S., Hayes, B., Craig, K., Cervera, A., 
Morreale-Karl, M., Linsenmeyer, K., Grudberg, S., Davidson, H., 
Spencer, J., Amy, H. J., Kind, A. H. J., & Fantes, T. (2021). Innovation: 
Rapid implementation of a nurse-driven protocol for care of outpa-
tients with COVID-19. Journal of Clinical Nursing, 30(11–12), 1564-
1572. https://doi.org/10.1111/jocn.15704

Elo, S., & Kyngäs, H. (2007). The qualitative content analy-
sis. Journal of Advanced Nursing, 62(1), 107–115. https://doi.
org/10.1111/j.1365-2648.2007.04569.x

Giuliano, K. K. (2017). Improving patient safety through the use 
of nursing surveillance. Horizons, 51(s2), 34–43. https://doi.
org/10.2345/0899-8205-51.s2.34

Graneheim, U. H., Lindgren, B.-M., & Lundman, B. (2017). Methodological 
challenges in qualitative content analysis: A discussion paper. 
Nursing Education Today, 56, 29–34. https://doi.org/10.1016/j.
nedt.2017.06.002

Graneheim, U. H., & Lundman, B. (2004). Qualitative content analysis in 
nursing research: concepts, procedures and measures to achieve 
trustworthiness. Nursing Education Today, 24, 05–112. https://doi.
org/10.1016/j.nedt.2003.10.001

Green, J., & Thorogood, N. (2014). Qualitative methods for health research 
(3rd ed.). SAGE Publications.

Greenberg, M. E. (2009). A comprehensive model of the process of tele-
phone nursing. Journal of Advanced Nursing, 65(12), 2621–2629. 
https://doi.org/10.1111/j.1365-2648.2009.05132.x

Greenhalgh, T., Koh, G. C. H., & Car, J. (2020). Covid-19: A remote assess-
ment in primary care. British Medical Journal, 368, 1–5. https://doi.
org/10.1136/bmj.m1182

Hashiguchi, T. C. O. (2020). Bringing health care to the patient: An 
overview of the use of telemedicine in OECD countries. In 
OECD Health Woking Papers, 116. OECD Publishing. https://doi.
org/10.1787/8e56e​de7-en

Helgason, D., Eythorsson, E., Olafsdottir, L. B., Agustsson, T., 
Ingvarsdottir, S., Sverrisdottir, S., Ragnarsdottir, E. D., Gottfredsson, 
M., Gudlaugsson, O., Palsson, R., & Ingvarsson, R. F. (2021). 
Beating the odds with systematic individualized care. Nationwide 

http://www.icmje.org/recommendations/
http://www.icmje.org/recommendations/
https://publons.com/publon/10.1111/jan.15355
https://publons.com/publon/10.1111/jan.15355
https://orcid.org/0000-0001-8666-6185
https://orcid.org/0000-0001-8666-6185
https://orcid.org/0000-0003-0743-8200
https://orcid.org/0000-0003-0743-8200
https://orcid.org/0000-0002-5289-6166
https://orcid.org/0000-0002-5289-6166
https://orcid.org/0000-0002-3295-869X
https://orcid.org/0000-0002-3295-869X
https://doi.org/10.1093/jamia/ocaa097
https://doi.org/10.1007/s11606-020-05981-1
https://doi.org/10.1007/s11606-020-05981-1
https://doi.org/10.1177/2333393617742282
https://doi.org/10.1177/160940690300200201
https://www.cdc.gov/coronavirus/2019-ncov/index.html 
https://www.cdc.gov/coronavirus/2019-ncov/index.html 
https://doi.org/10.1016/j.mayocp.2020.06.051
https://doi.org/10.1016/j.mayocp.2020.06.051
https://doi.org/10.1097/NNA.0b013e3182619377
https://doi.org/10.1097/NNA.0b013e3182619377
https://doi.org/10.1111/jocn.15704
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.2345/0899-8205-51.s2.34
https://doi.org/10.2345/0899-8205-51.s2.34
https://doi.org/10.1016/j.nedt.2017.06.002
https://doi.org/10.1016/j.nedt.2017.06.002
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1111/j.1365-2648.2009.05132.x
https://doi.org/10.1136/bmj.m1182
https://doi.org/10.1136/bmj.m1182
https://doi.org/10.1787/8e56ede7-en
https://doi.org/10.1787/8e56ede7-en


    |  13BLÖNDAL et al.

prospective follow-up of all patients with COVID-19 in Iceland. 
Letter to the editor. Journal of Internal Medicine, 289, 255–258. 
https://doi.org/10.1111/joim.13135

Helgason, D., Ragnarsdottir, D., Omarsdottir, G., Guðjonsdottir, M., 
Ingvarsson, R. F., Palsson, R., Sverrisdottir, S., Agustsson, T. T., & 
Ingvarsdottir, S. (2020). COVID – outpatient clinic at Landspitali. 
Planning, summary, wisdom, and vision for the future. [COVID-
göngudeild Landspítala. Aðdragandi, samantekt, lærdómur og 
framtíðarsýn]. Landspitali – The National University Hospital of 
Iceland.

Jónsdóttir, H., Sverrisdóttir, S. H., Hafberg, A., Ómarsdóttir, G., 
Ragnarsdóttir, E. D., Ingvarsdóttir, S., Ingadóttir, B., Hafsteinsdóttir, 
E. J. G., Zoëga, S., & Blöndal, K. (2022). “There was no panic”—Nurse 
managers' organising work for COVID-19 patients in an outpatient 
clinic: A qualitative study. Journal of Advanced Nursing, 78(6), 1731-
1742. https://doi.org/10.1111/jan.15131

Kelly, L., & Vincent, D. (2011). The dimensions of nursing surveillance: 
a concept analysis. Journal of Advanced Nursing, 67(3), 652–661. 
https://doi.org/10.1111/j.1365-2648.2010.05525.x

Keshvardoost, S., Bahaadinbeigy, K., & Fatehi, F. (2020). Role of tele-
health in the management of COVID-19: Lessons learned from pre-
vious SARS, MERS, and Ebola outbreaks. Telemedicine and e-Health, 
26(7), 850–852. https://doi.org/10.1089/tmj.2020.0105

King, N., Horrocks, C., & Brooks, J. (2019). Interviews in qualitative re-
search (2nd ed.). SAGE Publications.

Kruger, R. A., & Case, M. A. (2015). Focus groups. A practical guide for 
applied research (5th ed.). SAGE Publications.

Lam, P. W., Sehgal, P., Andany, N., Mubareka, S., Simor, A. E., Ozaldin, O., 
Jerome, A., Leis, J. A., Daneman, N., & Chan, A. K. (2020). A virtual 
care program for outpatients diagnosed with COVID-19: A feasi-
bility study. Canadian Medical Association Journal, 8(2), E407–E413. 
https://doi.org/10.9778/cmajo.20200069

Nagel, D. A., & Penner, J. L. (2016). Conceptualizing telehealth in nursing 
practice. Advancing a conceptual model to fill a virtual gap. Journal 
of Holistic Nursing, 34(1), 91–104. https://doi.org/10.1177/08980​
10115​580236

National Institutes of Health (NIH) (2021). COVID-19 Treatment 
Guidelines (2021, July 8). In General management of nonhospitalized 
patients with acute COVID-19. NIH. https://www.covid​19tre​atmen​
tguid​elines.nih.gov/manag​ement/​clini​cal-manag​ement/​nonho​spita​
lized​-patie​nts--gener​al-manag​ement/

Nejadshafiee, M., Bahaadinbeigy, K., Kazemi, M., & Nekoei-Moghadam, 
M. (2020). Telenursing in incidents and disasters: A systematic re-
view of the literature. Journal of Emergency Nursing, 46(5), 611–622. 
https://doi.org/10.1016/j.jen.2020.03.005

Nursing Theory. (2020). Virgina Henderson – Nursing Theorist. Alice 
Petiprin, Nursing-Theory.org. https://nursi​ng-theory.org/nursi​ng-
theor​ists/Virgi​nia-Hende​rson.php

Speyer, R., Denman, D., Wilkes-Gillan, S., Chen, Y. W., Bogaardt, H., Kim, 
J.-H., Heckathorn, D.-E., & Cordier, R. (2018). Effects of telehealth 
by allied health professionals and nurses in rural and remote areas: 
A systematic review and meta-analysis. Journal of Rehabilitation 
Medicine, 50, 225–235. https://doi.org/10.2340/16501​977-2297

Sullivan-Bolyai, S., Bova, C., & Harper, D. (2005). Developing and re-
fining interventions in persons with health disparities: The use of 
qualitative description. Nursing Outlook, 53, 127–133. https://doi.
org/10.1016/j.outlo​ok.2005.03.005

Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for re-
porting qualitative research (COREQ): A 32-item checklist for inter-
views and focus groups. International Journal of Quality Health Care, 
19(6), 349–357. https://doi.org/10.1093/intqh​c/mzm042

Woods, C. E., Jones, R., O'Shea, E., Grist, E., Wiggers, J., & Usher, K. 
(2019). Nurse-led postdischarge telephone follow-up calls: A mixed 
study systematic review. Journal of Clinical Nursing, 28, 3386–3399. 
https://doi.org/10.1111/jocn.14951

World Health Organization (WHO). (2019). WHO guideline recommenda-
tions on digital interventions for health system strengthening. World 
Health Organization. Licence: CC BY-NC-SA 3.0 IGO. https://www.
ncbi.nlm.nih.gov/books/​NBK54​1902/

World Health Organization (WHO). (2020). COVID-19: operational guid-
ance for maintaining essential health services during an outbreak: in-
terim guidance. World Health Organization. License: CC BY-NC-SA 
3.0 IGO. https://apps.who.int/iris/handl​e/10665/​331561

Wosik, J., Fudim, M., Cameron, B., Gellad, Z. F., Cho, A., Phinney, D., 
Curtis, S., Roman, M., Poon, E. G., Ferranti, J., Katz, J. N., & Tcheng, 
J. (2020). Virtual care transformation: COVID-19 and the rise of 
virtual care. Journal of the American Medical Informatics Association, 
27(6), 957–962. https://doi.org/10.1093/jamia/​ocaa067

How to cite this article: Blöndal, K., Sverrisdóttir, S. H., 
Hafberg, A., Ragnarsdóttir, E. D., Ingadóttir, B., 
Hafsteinsdóttir, E. J. G., Zoëga, S., & Jónsdóttir, H. (2022). 
Confronting the unknown—Nursing surveillance of COVID-
19-infected patients through remote telephone calls and in 
an on-site urgent clinic. Journal of Advanced Nursing, 00, 
1–13. https://doi.org/10.1111/jan.15355

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/10.1111/joim.13135
https://doi.org/10.1111/jan.15131
https://doi.org/10.1111/j.1365-2648.2010.05525.x
https://doi.org/10.1089/tmj.2020.0105
https://doi.org/10.9778/cmajo.20200069
https://doi.org/10.1177/0898010115580236
https://doi.org/10.1177/0898010115580236
https://www.covid19treatmentguidelines.nih.gov/management/clinical-management/nonhospitalized-patients--general-management/
https://www.covid19treatmentguidelines.nih.gov/management/clinical-management/nonhospitalized-patients--general-management/
https://www.covid19treatmentguidelines.nih.gov/management/clinical-management/nonhospitalized-patients--general-management/
https://doi.org/10.1016/j.jen.2020.03.005
https://nursing-theory.org/nursing-theorists/Virginia-Henderson.php
https://nursing-theory.org/nursing-theorists/Virginia-Henderson.php
https://doi.org/10.2340/16501977-2297
https://doi.org/10.1016/j.outlook.2005.03.005
https://doi.org/10.1016/j.outlook.2005.03.005
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1111/jocn.14951
https://www.ncbi.nlm.nih.gov/books/NBK541902/
https://www.ncbi.nlm.nih.gov/books/NBK541902/
https://apps.who.int/iris/handle/10665/331561
https://doi.org/10.1093/jamia/ocaa067
https://doi.org/10.1111/jan.15355

	Confronting the unknown—­Nursing surveillance of COVID-­19-­infected patients through remote telephone calls and in an on-­site urgent clinic
	Abstract
	1|INTRODUCTION
	2|BACKGROUND
	3|THE STUDY
	3.1|Aim
	3.2|Design and reporting
	3.3|Setting and context
	3.4|Participants
	3.5|Data collection
	3.6|Ethical considerations
	3.7|Data analysis
	3.8|Trustworthiness

	4|FINDINGS
	4.1|Digging into the unknown
	4.1.1|Tackling the unfamiliar
	4.1.2|Inadequate assessment scheme
	4.1.3|Mounting own skills to realize patients' sickness

	4.2|Ensuring holistic nursing care
	4.2.1|Bodily needs first
	4.2.2|Responding to emotional distress
	4.2.3|It was all in our hands

	4.3|Contributing to averting catastrophe
	4.3.1|Never a question of not taking part
	4.3.2|Going the extra mile
	4.3.3|Rewarding experience and thankful patients


	5|DISCUSSION
	5.1|Limitations

	6|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST
	PEER REVIEW
	DATA AVAILABILITY STATEMENT

	REFERENCES


