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Abstract
Background: Older, frail patients with multimorbidity are at an especially high risk for disease severity and
death from COVID-19. The social restrictions proved challenging for the residents, their relatives, and the
care staff. While these restrictions clearly impacted daily life in Norwegian nursing homes, knowledge about
how the pandemic influenced nursing practice is sparse. Aim: The aim of the study was to illuminate ethical
difficult situations experienced by Norwegian nurses working in nursing homes during the COVID-19
pandemic.
Research design and participants: The research design involved semistructured individual interviews
conducted with 15 nurses working in 8 nursing homes in 3 health regions in Norway, within both urban and
rural areas.
Ethical considerations:Oral and written information about the study was provided before the participants
gave their written consent. The transcribed interviews were de-identified. The study was approved by the
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Norwegian Centre for Research Data.
Findings: Four ethical difficult situations were identified: (a) turning the nursing home into a prison; (b) using
medication to maintain peace and order; (c) being left alone with the responsibility; and (d) s. impact on
decision-making.
Conclusions: The nurses’ ethical challenges were intertwined with external factors, such as national and
local guidelines, and the nurses’ own internalized factors, which were connected to their subjective pro-
fessionality. This duality inflicted emotional distress and gave nurses few opportunities to perform nursing in a
professionally sound and safe manner.
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Introduction

Nurses working in nursing homes took care of and protected the most vulnerable group of people during the
COVID-19 pandemic; frail andmultimorbid old adults in need of care. Challenges occurred in the intersection
between needs of the individual NH residents, protection of the other residents, the requirements of the next of
kin and the needs of the society. In this study we investigated ethical difficult situations occurring in nursing
homes during the COVID-19 pandemic as expressed by nurses.

Background

Older adults are particularly vulnerable to negative health effects fromCOVID-19 infection,1 and older and frail
adults with multimorbidity are at high risk of disease severity and death.2,3 The COVID-19 pandemic has
therefore been especially challenging for older adults and those caring for them, and restrictive measures have
been particularly extensive in nursing homes (NHs).4,5 Nurses have had to contend with shifting national and
local guidelines concerning the handling of outbreaks of COVID-19 in their NH departments.4 This has been
complicated by the fact that residents often have complex care needs, have dementia or other forms of cognitive
impairment,6 display challenging behavior,7 and depend on assistance in daily activities and care. Indeed, NHs
are now providing care for residents who require more intensive care and resources than residents a decade ago.8

During the first year of the pandemic, approximately 50% of all COVID-19–related deaths in Norway took
place in NHs. One out of three residents with COVID-19 died because of the disease.4 An international report
on COVID-19–related deaths in NHs in 29 countries showed great variation in this respect, from 0 cases
(Hong Kong, Jordan, andMalta) to 85% of cases (Canada). The percentage of NH residents who died because
of COVID-19 is related to the percentage of older adults in a country living in NHs5; on average, however,
47% of the COVID-19 deaths across the 29 countries took place in NHs.9

Cooperation between the nursing staff and the residents’ relatives is a central criterion for good care10 and
quality of life for residents.11 Visits from relatives are also very important for the residents’ overall health.12 In
the early phase of COVID-19, the Norwegian NHs were closed to visitors. While most NHs began allowing
visits, these were limited and regulated.13 These social restrictions have been challenging and caused
suffering for the residents, their relatives, and the care staff; in many cases, the social distancing has been
devastating, with a profound sense of loneliness for residents and guilt for their relatives and care staff.14,15,16

The lack of nurses’ everyday cooperation with the relatives has therefore been challenging in giving proper
nursing care of the residents.

Registered nurses are obligated to perform nursing in a professionally safe and sound manner. The clinical
nursing practice standards include (a) regulatory requirements, such as current legislation, guidelines,
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regulations, and human rights; (b) evidence-based knowledge and nursing skills; and (c) ethics described in
the Code of Ethics for Nurses.17,18 The four fundamental responsibilities in nursing are to promote health, to
prevent illness, to restore health, and to alleviate suffering.19 The responsibility to meet the standards of
clinical nursing is a shared responsibility between the individual nurse and the system within which nursing is
being performed.20 For Norwegian NHs, this latter (i.e., the system perspective) comprises different
management levels in the municipality. The ways in which these managements levels cooperate within the
NH and with NH staff have an important impact on quality of care for residents, particularly around creating a
culture of safety, care of respect, dignity, and quality.21,22 Ethical challenges and dilemmas are common in the
everyday work of nurses in NHs, as they balance between ideals, autonomy, and dignity in daily care for
residents.22, 23

The COVID-19 restrictions have had an impact on daily life at NHs.23 Sarabia-Cobo et al.24 interviewed
nurses via video conference in four countries (Spain, Italy, Peru, andMexico), and found that they experienced
fear related to the pandemic, a sense of duty and professional commitment, and emotional exhaustion. The
authors urged reflection on a global level to consider the most appropriate model of care during a pandemic in
NHs .24 A Norwegian report5 based on qualitative case studies, focus groups, and individual interviews from
five different NHs stated that the COVID-19 pandemic was experienced as dramatic and demanding by
healthcare personnel, residents, and relatives; the authors described ethical challenges related to the pandemic,
such as balancing different residents’ and relatives’ needs, prioritizing saving lives versus living meaningful
lives, isolation without decision to use coercive measures and lack of advanced care planning.

In general, however, few studies have investigated the specific ethical challenges and dilemmas in NHs
during the pandemic.

Aim

The aim of this study was to illuminate ethical difficult situations experienced by nurses working in
Norwegian NHs during the COVID-19 pandemic.

Research methods

Research design and participants. The study was grounded in a qualitative, descriptive, and cross-sectional
design. Semi-structured individual interviews with open-ended questions were conducted with a purposeful
sample of 1 male and 14 female nurses, aged between 27 and 60 years, who had experience with residents that
had COVID-19. Inclusion criterion was experience with COVID-19. The nurses worked in eight different
NHs, comprising 11 wards of different sizes. The experience of residents with COVID-19 was from 1 to 10
residents. Four of the NHs had no deaths due to COVID-19, while the other four had one to 3 deaths. The
participants were recruited by NH leaders through the snowball method.25 To ensure representation from a
variety of communities, recruitment took place in three out of 4 health regions in Norway within both urban
and rural areas.

Data collection

The interviews were conducted from December 2020 to February 2021 and supported by an interview guide
(Table 1) and took place via phone or FaceTime. The interviews were digitally audio recorded, lasted between
40 and 70 min, and were transcribed verbatim.
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Analysis

The transcribed interviews were analyzed according to qualitative content analysis inspired by Graneheim,
Lundman, and Lindgren.26,27,28 First, all the interview transcripts were read to provide a sense of the whole.
The next step was to identify the meaning units suitable for answering the research question. The meaning
units were extracted and labeled with codes. Based on the codes’ similarities and differences, they were
grouped, re-contextualized, and abstracted into categories. The categories were then grouped and abstracted
into four themes.27,28 Examples from the analytical process are shown in Table 2.

Table 1. Interview guide.

Background
information

Person, age, gender, type of department (and size), municipality, health region
How many years the person has worked at the nursing home, position/

position percentage
Organization (primary nursing/ group/ team), number of infected at

the nursing home
Experiences • Could you please tell me about what it has been like for you to work in

a department that have had residents with COVID-19?
s (What has been (especially) challenging?
s These experiences you now have—is there anything you have
learned that is positive—something you may want to continue or have introduced in the
department?

(Treatment, nursing, and care—practical, routines, social gatherings for the residents, organization
of everyday life in the ward/ nursing home))

Isolation/
restraining order

• Can you tell me about how you have experienced to practice
restraining order and isolation of the residents in the ward/ nursing
home?
s (In what ways has it affected your working day?)

Prioritization/
treatment
clarification

• Norwegian health authorities recommend that patients in nursing homes
who become ill with COVID-19 should be treated in the nursing home
and not admitted to hospital unless there were particularly compelling
reasons that hospitalization would prolong life significantly and increase
the quality of life. Can you tell how you have experienced this?

Relief/
terminal phase

• Can you tell me what kind of treatment and care that was implemented
to alleviate the problems of the resident/ residents with COVID-19
beyond what he/ she received before the infection?
s (Was there anything that was particularly challenging in

providing good symptom relief?
s Something that gave good symptom relief?)

Terminal phase
s Can you tell me about your experiences related to the course of
the COVID-19 resident’s/ patient’s terminal phase?
– (Was there something you experienced differently and
possibly did differently than with other dying
residents/ patients?)

End • Is there anything I have not asked you about that you would like to tell
or elaborate some of the topics/themes that we have already talked
about?
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Ethical considerations and approval

The study was approved by the Norwegian Centre for Research Data (NSD) (project number 503268). Oral
and written information about the study was provided to acquire informed, written consent from the par-
ticipants. The transcribed interviews were de-identified. The participants were encouraged not to give
information/names in the interviews that could identify residents, colleagues, and NHs.

Table 2. Examples from the analytical process.

Meaning units Codes Categories Theme

It is those in wheelchairs who, of course, are the
easiest to isolate in the rooms. We have had
many discussions about this. It is heartbreaking
because many of them do not understand it. So,
we cannot lock them inside and lock the door,
although it easy to physical manage it

Heartbreaking to see
them miss visits

To keep the residents
in their rooms

Turning the
Nursing home
into a prison

The group that had COVID-19 infection were not
allowed to open the door and go out into the
sensory garden outside the ward. There were
many discussions in the nursing home because
there was a fear that the patients from our ward
could go out into the sensory garden and enter
the other side of the building. Suddenly, there
were huge metal fences that you would have at
concerts outside. It looked like a prison

You can see that many of the residents really miss
having visits, so it is difficult

Restraining order—
hard and sad

It is hard to look at their loneliness. It has become a
big ethical challenge. We are not allowed to sit
and hold their hands with skin contact and nor
take off our masks

Loneliness of residents

The ward is a large open space with four groups and
a big corridor that crosses in between. It is
therefore not possible to separate the groups
physically because only two fire doors can be
closed, and it was the other two groups that
could not be separated with the fire door that
had COVID-19 infection

Inhibiting architecture Constrained and
locked ward

It has been challenging when patients are
quarantined in a nursing home with a community
living room and corridors because not all patients
can be kept in their private rooms

Having to quarantine residents who want to go out
and who do not understand why they must be in
the room, has been a huge challenge and almost
impossible

Not to go outside

It is sad to see that everyone is suffering (patients
and relatives) while we are trying to take care of
themselves, and the residents do not understand
the situation. It is not fun to see them become
completely silent

Visit restrictions
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Findings

The COVID-19 context. The analysis revealed a diversity of nurses’ experiences describing COVID-19 in-
fection outcomes among NH residents, courses of actions around preventing further contagion, and chal-
lenges in providing proper care and treatment to all residents. Their experience is also connected to the
pandemic’s timeframe. Early in the pandemic, in March/April 2020, there was considerable uncertainty
regarding restrictions, quarantine regulations, proper infection-control equipment, and the organization of
isolation, which made the nurses’ work quite challenging. Moreover, as the rules and regulations changed
rapidly, many of the nurses reported that they coordinated with their colleagues to check the government and
health authorities’ websites for updates. The nurses had to determine how to isolate infected residents,
implement quarantine restrictions, and organize cohorts—all while contending with concerns regarding a lack
of infection-control equipment. All of the nurses described a fear of being infected themselves during this
time, either bringing COVID-19 into the NH or from the NH to their families. Correspondingly, most of the
nurses implemented very strict hygiene measures and some isolated themselves from their family.

The nurses who had experienced residents with COVID-19 at the beginning of the pandemic stated that
they were more prepared and better organized when the second wave arrived in August 2020. Common for all

Table 3. Overview of findings: Codes, categories and themes.

Codes Categories Themes

Heartbreaking to see them miss
visits

To keep the residents in their rooms Turning the nursing home into a
prison

Restraining order—hard and sad
Loneliness of residents
Inhibiting architecture Constrained and locked ward
Not to go outside visit restrictions
Unfamiliar health workers Unskilled and unfamiliar staff make

residents restless
Using medication to maintain peace

and orderChaotic work environment
Alone as a familiar nurse
Increased use of medication Unable to act in a professional and safe

mannerLack of nursing competence
Residents increased challenging
behavior

Shortage of nurses Distressing factors in daily care Being left alone with the responsibility
Alone with decisions
Lack of professional support
Outcome of COVID-19–infected
residents

Team spirit Interdisciplinary collaboration Impact on decision-making
Taking care of each other
Operational management
Home office
Doctor’s presence
Not be heard as a professional Challenging cooperation environment
Misconducting leaders (spring)
Increased sick leave
Poor working environment
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the nurses was an awareness of the residents’ suffering and loneliness, the relatives’ concerns due to visiting
restrictions, and their own responsibility. This raised several ethical challenges in their everyday work in the
NH (Table 3).

Four key ethical dilemmas were identified from the nurses’ experiences and will be presented below: (a)
turning the nursing home into a prison; (b) using medication to maintain peace and order; (c) being left alone
with the responsibility; and (d) impact on decision-making.

Turning the nursing home into a prison

The nurses expressed tremendous distress about having to tell the residents that they had to stay in their rooms,
and that they were not allowed to come out before they were given permission. All the nurses explained that
they felt they had turned the ward into a prison with locked doors and barriers to prevent residents from
walking around and sitting in the communal living spaces. Some also referenced the fences that were erected
to prevent residents from going into the garden.

There are two adjoining buildings. And so, there is also a door in there. So, they were very afraid
that patients from our ward would walk over and into the building on the other side. So, once this
spring, suddenly an enormous metal fence was put up (…). It really looked terrible, looked like a
prison. (N12)

All the nurses reported that many of the residents with cognitive impairment had difficulty handling these
restrictions. Many nurses explained that they had to create restricted areas so that mobile but cognitively
impaired residents would be constrained to one small part of the ward: the nurses said that they could not
prevent them from coming out of their rooms because these residents did not understand what was happening.
To make them stay in their room, the nurses had to lock the door with a key, and that felt too harsh. One nurse
reflected that this practice may have caused more contamination in the ward, but they chose this solution to
mitigate distress for both residents and the nursing staff.

It is not possible to keep all patients in their room—not everyone lets you explain that they must remain in
the room. There are many reasons for them being there, so there have been some challenges. Because in the
beginning we saw that the first who were infected were quite mobile in the ward. (…) So, if we had managed it
a little better, then maybe we could have confined it more—we don’t know this, but it all happened so fast.
(N15)

Using medication to maintain peace and order

Many nurses related that they thought that it would be very stressful and frightening for residents to be locked
in their rooms without understanding why. Few wards therefore used medications to ensure that the mobile
residents suffering from dementia would stay in bed, calm and drowsy, with one nurse sitting at their bedside
to look after them and help them with food and beverages.

We had a professional and ethical discussion about it (…). If it had been me being confused and old,
maybe … I would rather be drugged unknowingly, just lying there drowsy, taking in food and then sleeping
again, rather than not understanding it. Just being relaxed and comfortable, rather than confused and
thinking that I had to go out, looking for my kids, my father, my mother (…) and then not being allowed to get
out. I imagine I would have fought tooth and nail to get out of that door, and that is much more undignified, in
my mind. (N2)

Many nurses reported an overall increase in the use of medication to maintain peace and order in the NHs
during the pandemic. Many residents became more physically and verbally agitated and upset in these new
situations, which often involved the recently hired unskilled staff. In some instances, the residents hit staff,
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leading to significantly increased use of medications. Reflecting on this, the nurses felt that they had not acted
in a professionally sound and safe manner in these situations.

They [the residents] noticed that they were unfamiliar people [staff] who did not know them—because we
know exactly what we should say to the patients. They need things to be quite similar every day. We know
what to say to calm them down, meet them where they are. And when unfamiliar people come, they do not
know the routines. So, what we saw… a lot of extra medicine was needed to keep them [the residents] calm.
Quite simply in order to avoid fights—they can harm themselves and others. We do have aggressive patients.
(N8)

Being left alone with the responsibility

Any nurses who had been at work when a resident tested positive for COVID-19 had to go into quarantine.
This led to limited staff availability. Some thus experienced being the only nurse on staff who knew the
residents, had the skills to undertake the hygiene measures, and knew the organization of and routines in the
ward. These nurses expressed how they were overwhelmed by the responsibility and felt that they were unable
to practice soundly and safely. One nurse described a situation that still haunted her, when she explained the
challenge regarding the distribution of skilled and unskilled personnel early in the pandemic. All the skilled
personnel were working with the two residents who had COVID-19, and she was left alone with 24 residents
and newly hired and untrained staff members.

I was left alone, knowing the names of 24 patients, who they were. It was a dementia ward where no one
can account for themselves. (…) When [staff] from other wards came—and among them a group from the
social and welfare services who had never been to a nursing home before—in the heat of the battle, I found
masking tape and wrote the patients’ names and stuck it onto their backs so that those who came in would
know which room they should return them to or [help them] stick to their food lists (diet lists) and such, for
example (…) Oh, it was an extremely painful situation to be in (…) I found an abandoned patient with a mouth
filled with meatballs, with an obstructed airway. Recovered a patient in the cooling room who was drinking a
bottle of chlorine. No, it was terrible! (N12)

All nurses experienced a feeling of being left alone with the responsibility for the daily treatment of and
care for the residents. They described how being the only nurse in a shift who could care for a sick resident
with COVID-19 was sometimes so stressful that they felt powerless.

I was in that room (…) with the responsibility for her in all of my shifts because I was the only nurse… and
she was quite ill. I was going to try to insert a peripheral venous catheter—it was so difficult, because she was
so dehydrated, with arteries that cracked. I remember that I started to cry in that patient’s room, because (…)
she was so ill and I was not able to help her and there was no one else to ask to help me. Actually I don’t
remember how things went, if I was able to insert the catheter or not. I only remember a … feeling of
powerlessness, and that I actually started to cry.

In some NHs, it was decided that leaders and physicians could not enter the ward, and this made the nurses’
work more challenging. One nurse talked about a situation in which a resident had died and the physician
could not come into the ward to confirm the death. Instead, the nurse was instructed to use FaceTime to
facilitate the physician’s confirmation. She described this as feeling too absurd, so she refused.

[It was] an ordinary, expected death, and the leaders in the municipality had refused the physician to enter
the room to confirm that the person was dead. So, we received the message that this should be done on
FaceTime. All the ethics just ripped apart inwardly. You cannot go down to the morgue and take your
telephone along and do it on FaceTime! It was completely absurd, and I just didn’t understand. So, I put my
foot down and said “That, I will actually not do.” No. (N7)

Not having control and being alone in assessing medical treatments and making judgments about
infection-control measures were highlighted by most of the nurses as challenges early in the pandemic.

AH et al. 39



Impact on decision-making

When the second wave of COVID-19 reached the NHs, nursing students and capable volunteer personnel
from the first wave were more readily available. Several nurses stated that they could not have survived
without these individuals. When they spoke about their experiences with the NH leaders and community
leadership, however, the nurses’ accounts were a bit more nuanced; these experiences were largely influenced
by how the municipality and NH leadership acted in regard to the pandemic situation and cooperated with the
nurses. Some leaders were supportive and helped to make the best of an exhausting situation, through
obtaining necessary equipment; organizing and implementing new routines for kitchen and cleaning per-
sonnel; hiring more nursing staff; making phone calls to the residents’ relatives; and having daily dialogues
with the nursing staff. The nurses reported that some of the NH leaders refused to work from home, arguing
that they wanted to remain in the ward to provide moral support for their staff. Two NHs also had a physician
working in the ward, helping with sick residents, educating unskilled staff, and organizing routines for
infection control. All of the nurses in these NHs felt that there was good cooperation between the leaders and
the rest of the NH staff. Indeed, the nurses expressed that despite this extreme period and the ethically
challenging situations, they felt they had developed better partnership between and among the other nurses,
other personnel in the interdisciplinary care team, and the NH leaders.

In other NHs, the nurses expressed their frustration over leaders’ lack of involvement, support, recognition
of their nursing skills, and understanding regarding the challenging situations the residents and the nursing
staff were facing. The nurses described some decisions as especially challenging and nearly unbearable. One
such situation occurred when two nurses were instructed not to inform the other residents’ relatives when one
of the patients was confirmed as having COVID-19. Only the infected residents’ relatives were to be in-
formed, but the nurses explained that they experienced this as dishonest; moreover, they felt that this lack of
honesty would ruin the cooperation they had with the relatives, as these latter would lose trust in the nurses.

In March, it was so painful, because we got the message from the management that we were not allowed to
inform the relatives about infection in the ward. Almost a week went by from the established infection until we
could convey the information. The family called, asked if we had contagion, and of course we were ordered to
lie. That was extremely painful. (N4)

Two other nurses described a discussion with their leaders in which they expressed the opinion that the
ward should not receive new, short-term residents for observation without first testing them for COVID-19,
but their opinion was disregarded. These nurses also noted that placing a new resident into a sparsely
furnished room in which they were forced to sit alone for days was difficult to handle, emotionally and
professionally. Six nurses stated that there had been some problems with regard to cooperation with the
management even before the pandemic. However, the pandemic brought with it issues related to high
turnover, sick leave, and burnout, which simply added to the challenges with which the nurses were already
contending. These nurses expressed the opinion that this would ultimately affect the satisfaction of both
residents and their relatives with the NH.

Discussion

The COVID-19 pandemic has challenged societies and health care professionals around the world. In this
study, we aimed to explore and describe the ethical difficult situations experienced by nurses working in
Norwegian NH.

To establish control over the situation and fulfill the infection-control regulations, the nurses described
using physical constraints such as locked doors and medications. They felt being alone with the responsibility,
and many experienced that their leaders gave them orders with which they disagreed. They often felt forced to
do things against their own professional judgment of proper care for individual patients. The findings are in
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line with other studies emphasizing that the COVID-19 pandemic threatened the integrity of clinicians and
created moral stress and suffering.29,30

As in other countries, the main goal for the health management of the pandemic in Norway was to protect
inhabitants from COVID-19 infection: in particular, to protect frail, vulnerable, older adults living in NHs.4,13

The regulatory requirements were developed in accordance with this goal. One could argue that the reg-
ulations and guidelines were developed to maximize utility for society as a whole—prioritizing minimizing
infection over all other health-related goals on a national level. These external factors, such as national and
local guidelines for infection control and clinical procedures, controlled and limited the arena in which the
nurses in our study conducted their professional practice.4,13 Our findings revealed the complexity of the
COVID-19 situation and describe the challenges that arose when the nurses balanced between following the
guidelines regarding isolation and visiting and providing what they considered proper patient care. These
findings highlight the tensions that emerged when the ideal of the NH as both a home—where residents have
autonomy—and a medical institution31 was challenged by the pandemic.

One particularly challenging factor centered on the rapidly changing regulatory requirements in the first
wave of the pandemic. Moreover, from the nurses’ perspective, practicing in accordance with these regu-
lations rendered it nearly impossible to practice individual care in accordance with the ethical guidelines.

Here, one notable example is the nurses’ extensive use of medications, such as sedatives. According to
evidence-based knowledge and ethical principles, medication should only be used to relieve patients’
symptoms, not to sedate them to have control. However, to follow the infection-control regulations and
protect residents against the virus, nurses felt forced to do things they otherwise would not, such as giving the
residents sedatives to calm them. Jia et al.32 found that health care during the pandemic tended to neglect
patient rights. Possible reasons for this are described by Morley et al.33 highlighting that the pandemic led to
allocation of scarce resources. In a review study of ethical dilemmas in nursing practice, Haahr et al.34

emphasized the perspective of balancing harm and care. The decision to use sedatives may in this way also be
connected to balancing scares resources and/or protecting other residents and untrained staff from physical
abuse.

The use of constraints in NHs is strictly regulated by law to protect the autonomy and dignity of patients.35

The nurses in our study described the use of physical constraints such as fences and locked doors, as ethical
difficult, but did not explicitly define this as “breaking the law.” However, as noted above, the COVID-19
regulations seemed to trump other regulations and legislation, and the nurses felt obliged to follow the new
regulations. The nurses linked the complex situation to the expectations that relatives and community leaders
had for their work, and the pressure they felt from society to avoid COVID-19 infections in the NHs.
Interestingly, even when they experienced the regulations as barriers to proper care for individual patients and
their relatives, the nurses did not describe much opposition to the regulations. This dovetails with Greason’s22

findings that while NH staff do not experience difficulties making ethical decisions or determining an ethical
course of action, they often experience moral distress. To manage this distress in making ethical decisions,
staff often comply with what they are instructed to do, out of fear of consequences. They also often delegate
decision making to family, “have a meeting,” or are socialized into accepting the workplace culture of doing
what you are instructed to do.22 It is also supported by another of Haahr et al.’s34 findings that nurses’ ethical
challenges in clinical practice often centered around navigating disagreements. Such strategies may contribute
to ethical difficult situations when it comes to the nurses’ daily work during the COVID- 19 restrictions.
However, one notable exception in our study was the nurse who refused to go to the morgue and use FaceTime
with a physician so the physician could confirm the death of a resident. This is an example of one moment of
individual opposition, as the situation was experienced as “too absurd.”

Nursing has its starting point meeting the individual patient’s basic needs and providing person-centered
care. Nurses have acquired a specialized competence that gives them an independent responsibility to assess
and safeguard the tasks they must complete.36 This is connected to the International Council of Nursing’s
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(ICN) code of ethics for nurses which provides guidelines for their responsibility toward the patient, co-
workers, him/herself—and to society.18 Our findings show that, for nurses in NHs, balancing these four levels
of responsibilities may go beyond the bounds of possibility and become impossible. In a cross-sectional study
of nursing home staff during the third wave of the COVID-19 pandemic, Brady et al.30 found high levels of
post-traumatic stress, mood disturbance and moral injury. Significantly, more nurses than other staff groups
reported poor wellbeing, but nurses were more likely to use adaptive coping styles than non-clinical staff.

Our findings describe four key ethical dilemmas experienced by nurses during the pandemic; we argue that
these ethical challenges emerged because there were different values at stake at the same time. Here, the most
prominent issue was the value of utility, looking at the NH, the city, or the society as a whole, and then making
choices with outcomes that would be as good as possible for as many as possible—versus the value of meeting
the needs and rights of the individual. The nurses in our study also described a conflict between the value of
duty (acting according to regulations, legislations, and orders) versus their responsibility for individual
patients’ health-related needs. Overall, then, the challenges arose at the intersection between the needs of
individuals and the needs of society as a whole.

There is no “quick fix” for the ethical challenges that arise in a situation like the COVID-19 pandemic.
However, our findings indicate that leadership and collegial support may play an important role in helping to
mitigate the negative impacts of those dilemmas. In this study, some nurses described a lack of support from
and trust in their leaders, experiencing them to be ignorant of nurses’ competence and making decisions
without them. Other nurses described a supportive cooperation with the NH leaders; notably, these nurses
seemed to have better handled the challenging situations that emerged during the pandemic. Their com-
petence as nurses was recognized and they participated with the rest of the interdisciplinary team in the NH.
These experiences suggest that good leadership creates a better culture of safety of respect, dignity, and
quality.20

Strength and limitations

To ensure credibility, dependability, confirmability, and authenticity, we have attempted to describe the
process in reflexive manner, presenting each stage of the research in detail. The COREQ Checklist has been
followed.37 The informants were recruited due to their clinical experience with COVID-19 and represent an
authentic sample, presenting rich descriptions. Interviewing is an unfolding process during which the in-
terviewer acquires new insight into the studied phenomenon. New insight influences the subsequent follow-
up questions throughout the interview process.26,27,28

The interviews were conducted by AHH, a female nurse experienced within the field of care for old adults.
The pre-understanding of the researcher was made explicit throughout the research process. AHH conducted
the initial analysis, from reading the transcripts to making codes. SE participated in the further analysis, in
which categories and themes were identified. All authors took part in discussions about the design, methods,
and data analysis, and contributed to the writing of the paper.

The study included a small number of participants from Norway, but are diverse in relation to gender,
experience with COVID-19, geography and length of experience. Transferability of the findings to other
cultures and contexts must be handled carefully. We propose that the issues identified in our study generate
new knowledge about experiences of ethical challenges due to COVID-19 in the NH context that may guide
further research.

Conclusion

This study reveals ethical challenges occurring at the intersection between the needs of individual NH
residents, the protection of other residents, and the needs of society as a whole. The nurses’ ethical challenges
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were intertwined with external factors, such as national and local guidelines, and the nurses’ subjective
professionality. The nursing ideology of person-centered care and the societies’ ideology of an NH as a home
for the residents were therefore nearly impossible to manage when the needs of society as a whole had to be
prioritized over the individual resident. This duality created ethical difficult situations and inflicted emotional
distress, offering nurses limited opportunities to perform nursing in a professional sound and safe manner.
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[Norwegian].
32. Jia Y, Chen O, Xiao Z, et al. Nurses’ ethical challenges caring for people with COVID-19: a qualitative study. Nurs

Ethics. 2021; 28(1): 33–45. DOI: 10.1177/0969733020944453
33. Morley G, Grady C, McCarthy J et al. Covid-19: ethical challenges for nurses. Hastings Cent Rep. 2020; 50: 35–39.

DOI: 10.1002/hast.1110

44 Nursing Ethics 30(1)

https://doi.org/10.1093/geront/gnx108
https://doi.org/10.2147/CIA.S184329
https://www.helsedirektoratet.no/veiledere/koronavirus/kommunale-helse-og-omsorgstjenester/tiltak-for-a-motvirke-sosial-isolering-i-sykehjem-og-hjemmetjenester
https://www.helsedirektoratet.no/veiledere/koronavirus/kommunale-helse-og-omsorgstjenester/tiltak-for-a-motvirke-sosial-isolering-i-sykehjem-og-hjemmetjenester
https://doi.org/10.12968/nrec.2020.22.9.11
https://doi.org/10.1177/00302228211048316
https://www.nsf.no/sykepleiefaget/yrkesetiske-retningslinjer
https://www.nsf.no/sykepleiefaget/yrkesetiske-retningslinjer
https://www.icn.ch/system/files/2021-10/ICN_Code-of-Ethics_EN_Web_0.pdf
https://www.icn.ch/system/files/2021-10/ICN_Code-of-Ethics_EN_Web_0.pdf
https://lovdata.no/dokument/NL/lov/1999-07-02-64#KAPITTEL_3
https://lovdata.no/dokument/NL/lov/1999-07-02-64#KAPITTEL_3
https://doi.org/10.1007/s11673-020-09974-x
https://doi.org/10.1111/jan.14626
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1016/j.ijnurstu.2020.103632
https://doi.org/10.1177/0969733020944453
https://doi.org/10.1002/hast.1110


34. Haahr A, Norlyk A, Martinsen B, et al. Nurses experiences of ethical dilemmas: a review. Nurs Ethics 2020; 27(1):
258–272. DOI: 10.1177/0969733019832941

35. Norwegian Ministry of Health and Care Services ( Helse- og omsorgsdepartementet) The Patient and User Rights
Act. (Pasient- og brukerretighetsloven) Lovdata, 2021 https://lovdata.no/dokument/NL/lov/1999-07-02-63

36. Christoffersen SA. Profesjonsetikk. In: Christoffersen SA (eds) Profesjonsetikk: om etiske perspektiver i arbeidet
med mennesker. Oslo: Universitetsforlaget, 2011, p. 25. [Norwegian].

37. Tong A, Sainsbury P and Craig J . Consolidated criteria for reporting qualitative research(COREQ): a 32-item
checklist for interviews and focus groups. Int J Qual Health Care. 2007; 19 (6): 349–357.

AH et al. 45

https://doi.org/10.1177/0969733019832941
https://lovdata.no/dokument/NL/lov/1999-07-02-63

	Nurses’ ethical challenges when providing care in nursing homes during the COVID-19 pandemic
	Introduction
	Background
	Aim
	Research methods
	Research design and participants

	Data collection
	Analysis
	Ethical considerations and approval
	Findings
	The COVID-19 context

	Turning the nursing home into a prison
	Using medication to maintain peace and order
	Being left alone with the responsibility
	Impact on decision-making

	Discussion
	Strength and limitations

	Conclusion
	Acknowledgements
	Declaration of conflicting interests
	Funding
	ORCID iDs
	References


