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ABSTRACT

Background and objective: Comfort is a complex experience, particularly important to palliative care patients. Although it is
listed in nursing classifications and taxonomies there is a gap between theory and practice. Thus, little research has been done
about patient’s perceptions and experiences in this context of care. This paper aims to analyze palliative care patients’ experiences
about comfort.
Methods: Qualitative study with fifteen participants, using in-depth, semi-structured, face-to-face interviews, tape-recorded,
transcribed verbatim and analyzed using interpretative content analysis.
Results: Five main themes have been identified. Holistic comfort may be a difficult outcome for many end-of-life patients but the
context of provision of care, the presence of family, the way information is managed, the search for meaning in life, and the need
to keep life under control were perceived as important determinants for comfort.
Conclusions: This study provides a general overview about comfort experiences and the main discomforts of hospitalized
patients who are suffering from chronic and incurable diseases. Findings highlight comfort as a complex intervention within
multidisciplinary palliative care team and this is supporting the nursing diagnosis “Impaired Comfort” as a syndrome. The study
adds a contribution to the accuracy and completeness of nursing classifications and nursing practice in palliative care.
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1. INTRODUCTION

Comfort is a critical goal of Palliative Care (PC),[1, 2] which
aims to provide patients and family the highest quality of life,
through the prevention and relief of suffering in all human
life dimensions.[3] Previous research has defined the concept
of comfort as holistic, subjective, dynamic and a positive

experience based on the satisfaction of the individual needs
in one or more dimensions (physical, psychological, social,
spiritual, environmental), which may result in physical relief
and/or transcendence.[4, 5] Relief is related to the satisfaction
of the most basic needs, ease with the feeling of calm and
quiet (basilar to functional and efficient performance), and
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transcendence is related to the needs of self-control regarding
decisions, life, future, and the transcendent.[4]

Despite all the knowledge development, theories and re-
search about comfort and comforting, the concept is often
considered complex[5–8] and not easy to implement and eval-
uate in the clinical practice.[9–11] First, comforting is a broad
intervention comprising several activities, performed by dif-
ferent persons, and comprises patients and environmental fac-
tors.[6, 10] Secondly, nursing classifications and taxonomies
are important instruments of nursing knowledge, but miss
clarity and consistency on this topic. For example, the In-
ternational Classification for Nursing Practice R© (ICNP R©)
provides a reductionist definition of comfort, only in its phys-
ical dimension.[12] The taxonomy II of NANDA Interna-
tional (NANDA-I) includes a domain “Comfort”, and the
diagnosis labeled as “Impaired Comfort” (00214) is listed in
the three classes.[13] But, in the taxonomy III, this domain
does not exist and can be found as a class of a new domain
entitled “Existential”. Additionally, a change of the diagno-
sis “Impaired Comfort” (00214) has been proposed, from
a problem-focused diagnosis to a syndrome diagnosis.[14]

Comfort seems to be a complex experience integrating sev-
eral diagnosis.[10] Studies regarding patient’s experiences
can add an important contribution to modelling diagnosis,
processes and outcomes, as well as to minimize the theory-
practice gap that is often described.

Few studies have directly addressed PC patients’ experiences
of comfort during their illness journey, particularly in non-
cancer patients.[15] Patients’ perspectives are crucial in the
understanding of the phenomena[16, 17] towards an accurate
nursing diagnosis, which is defined as the clinical judgment
towards patients’ responses.[13] The better the nurses may
know the patients’ perspectives, feelings and views, probably
the better their needs will be addressed.[18–20] Research based
on patients’ perspective could be critical to the diagnosis ac-
curacy and to promote and implement effective interventions
in PC.

This study aims to a) analyze PC patients’ experiences about
comfort, in order to operationalize the complex interven-
tion “comforting” and b) contribute to the development of
the nursing diagnosis “Impaired Comfort” from NANDA
International.

2. METHODS

Qualitative study using semi-structured and face-to-face in-
terviews, tape-recorded, transcribed verbatim and analyzed
using interpretative content analysis. The consolidated crite-
ria for reporting qualitative research (COREQ) guidelines[21]

were used to guide all research procedures. These guidelines

consist of a 32-item checklist, which helps researchers to
describe their research, to improve rigor and quality of quali-
tative studies. The COREQ guidelines are organized in three
domains. Domain 1 is related with personal characteristics of
the research team and their relationship with participants; do-
main 2 concerns the study design; and domain 3 concerns the
analysis of the findings.[21] Specific information regarding
the methodological approach are provided in the following
sub-headings.

2.1 Participants and recruitment
Participants were purposively recruited at five in-patient
medical-surgical settings from an acute and central hospital
in the north of Portugal (medicine, general surgery, neuro-
surgery, pneumology and vascular surgery). Acute settings
were chosen because in Portugal the vast majority of patients
with PC needs remain in acute settings, due to the shortage
of beds in PC units.

Fifteen in-patients, aged over 18 years, with a i) diagnosed
chronic, incurable and progressive disease and ii) followed
by the in-hospital PC team were recruited (see Table 1). The
inclusion criteria were iii) impaired comfort: participants
that have recently had (or were still experiencing) uncomfort-
able experiences, such as agonizing pain, traumatic injuries,
breathlessness, nausea, loneliness or spiritual distress. The
inclusion criteria were referred from nurses and validated
by a retrospective chart review of patient’s records on the
last seven days. Exclusion criteria were: i) cognitive im-
pairment reported in the clinical records and by nurses, ii)
lack of capacity to give informed consent, and iii) not fluent
in Portuguese. Interviews were conducted between January
and April 2015, until data saturation. To enhance the rigor
and quality of data collection and findings analysis, data was
collected in different five in-patient medical-surgical settings
(space triangulation).

2.2 Interview procedure
Four patients had moving limitations and the interviews took
place in their unit. The remaining eleven interviews were
held in a meeting room. The principal researcher conducted
the fifteen in-depth, semi-structured and face-to-face inter-
views (SP, female, nurse and master’s degree in PC). One
participant asked for her daughter to be present during the in-
terview, which was allowed. The interviewer also took field
notes (particularly non-verbal language). The interview was
structured and based on two questions: Please focus on your
illness journey, at home or in hospital, and (1) Please describe
an episode when you felt comfortable? (2) Please describe an
episode when you felt uncomfortable? Socio-demographic
and clinical data were collected in the beginning, before the
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audio-recording, in order to preserve confidentiality. The
interviews ranged from 35 to 59 minutes (median interview
length was 45 min).

2.3 Data analysis
The data were analyzed using deductive content analysis,
which comprises coding, organizing and classifying data by
principal themes, concepts, categories and abstraction.[22]

The deductive content analysis was based on the Theory of
Comfort proposed by Kolcaba, in which the author states
that comfort can occur in four contexts: physical, psycho-

spiritual, social and environmental.[4]

In a first phase, the interviews were transcribed verbatim,
read twice, organized in descriptive coding by the principal
researcher (SP) and then data were organized into emerg-
ing categories. In a second phase, data were independently
analyzed, coded and organized by another researcher (SC).
Findings were then discussed and, whenever necessary, re-
visited, recoded and re-categorized by the three researchers
(SP, SC and JCM). The NVivo 8 Program was used (devised
by QSR international in 2008).

Table 1. Participants demographic and health data
 

 

Items n 

Gender 
  Male 
  Female 

 
10 
5 

Age (years) (range: min-max) Range 71.27 (36-78) 

Civil Status 
  Single 
  Married 
  Widow 
  Divorced 

 
1 
12 
1 
1 

Educational Degree 
  Primary education (4 years) 
  Professional Course 
  Graduated 

 
12 
1 
2 

Professional Situation  
  Work absence due to illness  
  Unemployed 
  Retired 

 
7 
1 
7 

Diagnoses 
  Brain Tumor (Glioblastoma Multiforme) 
  Lung Tumor 
  Pancreatic Cancer 
  End-Stage Renal Disease 
  Chronic Heart Failure (NYHA III, NYHA IV)* 
  Chronic Obstructive Pulmonary Disease (GOLD III)** 
  Chronic Occlusive Arterial Disease of the Extremities 

 
3 
4 
2 
1 
2 
2 
1 

Hospitalization Time Range 33.5 days (10-68) 

Agonizing Symptoms reported in Nursing Records (last 7 days) 
  Pain 
  Breathlessness 
  Anxiety 
  Difficulty in Resting 
  Nausea 
  Vomits 
  Constipation 
  Spiritual Distress 

 
8 
6 
5 
5 
4 
1 
4 
1 

 *NYHA: New York Heart Association, **GOLD: Global Initiative for Chronic Obstructive Lung Disease. 
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2.4 Ethical considerations
The research was approved by the institutional ethics commit-
tee (CHSJ, CES 191-14, 20 November 2014). Participants
were given written and verbal information of the study’s pur-
pose, their voluntary participation and confidentiality, and
the informed consent was obtained. Nurses who collaborate
were also asked if they freely agreed to participate.

3. RESULTS
3.1 Participants
The majority of participants was married, had completed
primary education (4 years), and was retired or on sick leave.

All had a diagnosed chronic, incurable and progressive dis-
ease at an advanced stage (brain tumor, lung tumor, pancre-
atic cancer, end-stage renal disease, chronic heart failure or
chronic obstructive pulmonary disease) (see Table 1).

3.2 Emerged Themes
Participants’ comfort experiences were organized in five
main themes: 1) Me and what I feel; 2) Me and I how I react;
3) Me a human being in society; 4) Me and the meaning of
my life; 5) Me and the world around me (see Figure 1).

Figure 1. Impaired Comfort as a Syndrome Diagnosis: Themes, Categories and Nursing Diagnosis (Defining
Characteristics)

3.2.1 Me and what I feel
The main uncomfortable symptoms reported by patients were
pain, difficulty in resting, anorexia, asthenia and constipa-
tion. Pain and difficulty in resting were those with a greatest
impact on patients’ comfort. “I cannot” and “I do not feel
well” are the most frequent expressions. As described by
some patients, pain is an uncomfortable experience, which
jeopardizes other activities:

“With pain I can’t do anything.” (P15)

Resting periods are considered insufficient and sporadic, par-
ticularly in hospital, not only because of pain and other clin-
ical conditions (e.g. nausea or breathless), but also due to
healthcare routines (medication, for example) or due to the
presence of other patients in the wards. Besides this diffi-
culty in falling asleep, participants state they can’t sleep like
before:

“It is not easy to rest here. Since I’ve been here,
I still haven’t sleep an entire night ...” (P11)
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3.2.2 Me and how I react
This theme addresses three categories: self-control, vulnera-
bility and disability and information management.

Self-control The lack of security and balance were mentioned
as factors that interfere with self-control and coping with the
disease:

“(. . . ) I’m not well balanced. I don’t know what
to do with my life. I do not feel safe. And I
don’t know what will happen next.”(P2)

Vulnerability and disability Physical dependence is a condi-
tion that affects patients’ comfort and promotes a sense of
vulnerability:

“The feeling of being vulnerable and dependent
is terrible. [. . . ] Situations as simple as going
to the toilet or being constipated and needing
help... [pause] I’d rather not say anything than
have to speak on this subject.” (P12)

Information Management This category concerns the abil-
ity to obtain and understand health-related knowledge or
messages and how this process can help patients’ decision
making. Physicians were seen as providing little and un-
clear information. For this reason the presence of the family
during these conversations seems crucial:

“I think they [the doctors] should tell us ... the
best path to follow. (. . . ) Because we need ori-
entation and they are here for that! (. . . ) They
have more experience. . . [pause] They should
help us.” (P13)

3.2.3 Me a human being in society
This topic highlights the importance of family and significant
relationships. The presence, attention, affection and support
provided by family and relatives are seen as key-elements
for achieving comfort. To love and to be loved is essential
for coping with the discomfort imposed by disease and hos-
pitalization. It is, also, a rescue from loneliness, allowing the
patient to feel alive, feel like a person and not just a number
or a disease, such as expressed by a patient:

“Friends who came to visit and who I was not
expecting, or who send me messages ... (. . . )
Feeling in an unimaginable way the love, the
affection, the care of the people closest to me
is still something that touched me very much.”
(P7)

Gratitude towards the healthcare team, family and friends
was also highlighted in patients’ comments:

“(...) I would like to do something to show them
how they made me feel so great, I felt really
loved ...” (P7)

3.2.4 Me and the meaning of my life
Patient narratives showed that disease and the end of life
leads people to question the meaning and purpose of their
lives. Faith and hope, reconciliation, meaning of life and
spiritual distress were the categories of this topic.

Faith and hope Faith was considered as a coping strategy
decisive for comfort experience:

“I am in a difficult situation and have to resort
to my faith in order to calm myself.” (P14)

Hope is strictly associated with faith, and was described as
a paradox. Participants stated that is important to keep be-
lieving in a solution or miracle. However, the attitudes and
behavior of medical staff is, sometimes, inconsistent. Par-
ticipants reported that their body language does not always
correspond to their words. This inconsistency creates fear,
uncertainty and hopelessness, which are negative factors on
patients’ comfort:

“Sometimes they say one thing but their faces...
their faces say another. And I realize that there
is something wrong.” (P8)

Reconciliation Reconciliation is the resolution of personal or
interpersonal conflicts perceived by patients, and concerns
the need of forgiveness and the feelings of guilt and peace.
Reconciliation is not only related to reconciling with oth-
ers but also with self. Feeling guilt about the disease was
considered a factor of feeling uncomfortable and grieving:

“Maybe I’m responsible for my illness, so I have
to deal with it. If I am responsible, I have to pay
for it. [pause] And I have to learn to live with
it.”(P4)

Peace is seen as a final state of well-being, based on simple
things like feeling well with others:

“Comfort for me is to be at peace with every-
one.”(P6)

Search for meaning Comfort, particularly with severe illness,
was deemed an experience of personal growth, rediscovery
of the meaning of life and appreciation of the really impor-
tant: “In fact, I hope to keep the meaning of my life in love
and connections with people. (...) Seeing this situation not
only as a bad situation. . . (. . . ) This needs to have a positive
result. " (P10)
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Spiritual distress The participants’ narratives show a com-
parison between spiritual and physical pain. While physical
pain was considered easier to control, spiritual pain remains:

“Pain can go away. It hurts, but we call, they
come here, and it is gone half an hour later. (. . . )
But this [laying his hand to his chest, rubbing it,
and look sad] ... This pain does not disappear.
[Hand gesture in chest]” (P1)

3.2.5 Me and the world around me
This category comprises environmental factors and their in-
fluence on patient comfort. The place of care provision
and its characteristics emerged as an important category for
achieving comfort.

Place of care provision Participants referred home as the
best place to be. It is a cozy place, where there are no rules,
where they feel free, where they can be with their loved
ones, and is also a place of personal identification. At home,
they don’t feel an object, a disease or a number but a person
who belongs somewhere and to someone. Although home
is considered the best place to be, participants reported that
in hospital they get the clinical conditions they need at that
moment. In a paradoxical way, hospital is seen as a place
that limits their freedom but, simultaneously, offers safety
and accepts human suffering.

“If I don’t feel confident with being at home, I
prefer being in the hospital and then, later, re-
turn home. Here, with the nurses, I’m fine ...
(. . . ) I believe in them and I feel safe.”(P6)

The negative factors affecting patients’ comfort during their
hospitalization were the lack of materials, human resources
and physical conditions. One of the most uncomfortable
physical conditions specified in patient narratives is the pres-
ence of several patients in a ward and the lack of privacy and
limited space.

“The space is small. . . [pause] And the condi-
tions. . . The conditions here are not so good ...
[pause]” (P9)

Silence is another important factor. The noise caused by
other patients, by healthcare professionals in their routines,
or even by alarms and monitors are considered causes of
discomfort:

“Sometimes I want to rest but I can’t. There is
always someone who comes to the bell, there
is always a machine alarm, there is a patient
coughing ...” (P3)

The hospital is also described as a place that threatens the
sense of freedom. Participants highlighted among the nega-
tive aspects, feeling locked behind closed doors, impossibil-
ity of going out to get some air, being restricted to the rules
of the institution and living with other patients in the same
ward (often neglecting their own needs and desires).

“Here, I have to comply with a general regime.
I will not open a window just because I want to
open a window. We have to think of the others.
And I’m not going to create rules. Of course, if I
was in my house and I wanted to open a window,
I would open the window.”(P5)

4. DISCUSSION
Comfort is basilar to palliative care.[1, 2] Nevertheless, there
are many questions about the concept, its definition, im-
plementation, measurement and evaluation remaining un-
clear.[23] These theoretical difficulties might have impor-
tant implications in clinical practice and seems important
to understand the meaning of comfort, in order to design,
implement and evaluate feasible and effective interventions,
centered on patients’ experiences and expectations.[6, 7, 18, 24]

The first aim of this study concerns PC patients’ experiences
on comfort. Despite patients have been invited to talk about
a comfortable and uncomfortable experience, the great ma-
jority reported uncomfortable experiences. However, and as
reported in previous studies, comfort experience is frequently
explored and understood through discomfort experiences or
in the absence of comfort.[25–27]

In this study, participants’ experiences and views about com-
fort were represented in five main topics, regarding the phys-
ical, psychological, spiritual, social and environmental con-
texts. Findings highlight that participants experienced not
only physical symptoms (“Me and what I feel”) - such as
pain, difficulty in resting, anorexia, asthenia and constipation
- but also psychological (“Me and how I react”) and spiritual
problems (“Me and the meaning of my life”), such as lack
of security, fear, sense of vulnerability, uncertainty, guilt and
hopelessness. Expressing gratitude, enhancing hope, pro-
moting reconciliation, searching for meaning in life, loving
and being loved, and having the presence of a significant per-
son emerged as important key activities to promote comfort.
Illness is seen as a life condition that can increase spiritual
growth and promote the journey of searching for the meaning
of life, which is described as the main attribute of spiritu-
ality.[28] When looking at the nurses’ records is possible
to realize the missing information when comparing to what
patients’ have been expressed.

The narratives have also described several dimensions re-
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lated to personal characteristics and to environmental context
as well. Patients felt that hospital is a safe place and, at
the same time, threatens the sense of freedom (“Me and the
world around me”). Also, comforting depends on differ-
ent actors such as the self (for example in the self-control,
searching for meaning in life or expressing gratitude), the
different healthcare team members (for example in symp-
tom management), or the relatives (through their presence
or forgiving the patient when he needs). At the same time,
comforting appears as an individual and very subjective in-
tervention, dependent of patient’s characteristics, clinical
condition, clinical setting, and family support (“Me a hu-
man being in society”). These results have been reported in
other research, but not based on patients’ perspective from
a qualitative study. The results highlight the experience of
in-patients and add consistency to the evidence reported in
other contexts and countries.[6, 27, 29, 30] Thus, results give a
comprehensive overview of comfort attributes throughout the
perspective of palliative care patients, and open new perspec-
tives to the operationalization of the comfort intervention.

Physical problems (“Me and what I feel”) seem to have more
impact on the psychological dimension (“Me and how I re-
act”) and, thus, on holistic comfort. Results showed that
being physically dependent, for example, could increase the
sense of vulnerability, which makes the person feel even
more uncomfortable. The sense of vulnerability caused by
disability and dependence plays an important role in pa-
tient self-control, as reported by other authors in previous
research.[31, 32] Comfort is perceived as a holistic experience,
and psycho-spiritual dimension is connected to physical, so-
ciocultural and, also, environmental factors.

A second aim of this study is to contribute to the develop-
ment of the nursing diagnosis “Impaired Comfort” (00214)
listed in NANDA-I.[13] The results highlight several patients’
comfort needs that match the defining characteristics of this
nursing diagnosis (see Figure 1).

When looking at the taxonomy II of NANDA-I,[13] the nurs-
ing diagnosis “Impaired Comfort” (00214) includes the psy-
chospiritual dimension in its definition. But the domain
comfort excludes this attribute and is just comprising the
classes related to physical, environmental and social dimen-
sions of comfort. This study is bringing more evidence on
the holistic and complex nature of comfort, as the changes
that occurred in a given dimension (e.g., sleep disturbance)
can be caused by several factors (such as pain, nursing rou-
tines or noise), and can result in different outcomes (for
example, tiredness or irritation) (see Figure 1). This is quite
important to nurse’s clinical reasoning because if a patient
is diagnosed with “Impaired Comfort” (00214) the nursing

interventions should be specific to the etiological factor or
situation. The interventions towards the diagnosis “Impaired
Comfort” (00214) may be similar to other nursing diagnosis
such as “Hopelessness” (00124), “Spiritual Distress” (00066)
or “Pain”, which should be addressed at the same time. This
is underlining the idea of “Impaired Comfort” (00214) not as
problem-focused diagnosis, but as a syndrome, specifically
for adults and older adults - “Impaired Comfort Syndrome
in Adult and Older Adult”. Understanding the meaning of
comfort for hospitalized patients was helpful in clarifying
the complexity and nature of the concept. At the same time,
this study adds a contribution to the nursing knowledge in
PC, documenting met and unmet needs of cancer and non-
cancer patients in acute care settings, which is very common
in Latin countries.

Nevertheless, findings bridge the gap between previous
knowledge and further research. In one hand, results are
consistent with Kolcaba’s Comfort Theory,[4] supporting that
comfort is not restrict to the physical dimension. On the
other hand, the majority of comfort needs identified within
each category have a correspondent nursing diagnosis at
NANDA-I (see Figure 1).[13] However, and as described
before, patient’s needs cannot be addressed independently,
since they are frequently correlated, which lead to support
the idea of “Impaired Comfort” as a syndrome diagnosis.[14]

Lastly, findings highlight that the environment plays an im-
portant role in the holistic comfort of the patient. However
nursing diagnosis related to the environmental context are
not present in NANDA-I (although the class exists).[13]

5. CONCLUSIONS
Comfort seems to be a human response that integrates several
diagnoses, for which nurses should provide different but also
similar and simultaneous interventions that are specific to
the etiological factor (which is also a diagnosis). For this
reason, we propose a new syndrome diagnosis. The study
also provides a general overview of the main situations of dis-
comfort of hospitalized patients suffering from chronic and
incurable diseases. Agonizing symptoms are widely known
as discomforting experiences. However, data emphasizes the
importance of other determinants, such as the context of pro-
vision of care, the presence of family and significant others
during the illness journey, the need to love and be loved, the
way information is managed, the search for meaning of life
and the need to continue to have control of life until the end.
However, more studies are needed, with larger samples and
in other contexts, such as home care or PC units. Whenever
possible, multiple interviews over time are preferred to as-
sess patient’s experiences throughout their illness journey.
Thus, caution is need when analyzing the results because
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some limitations are recognized, mostly cultural. Firstly, it
was very difficult to recruit patients for the study because
the vast majority were referred to PC in the agonic phase.
When considering patients’ comfort experiences over their
illness journey, multiple interviews are usually the best way
to do this, instead of single interviews at one point of time.
However, the late referencing of PC patients to specialized
teams/ services is a major barrier for recruitment of samples
and for research purposes involving patients in Portugal, due
to the rapid decline of their health status. Nevertheless, data
saturation may have been limited by the clinical diagnosis of
the participants. Indeed, the comfort perceived by a patient
with heart disease, for example, may not be the same as a
patient with AIDS, not only physically, but also regarding
the psycho-spiritual and social dimensions.

Despite these limitations, the study provides a broad and use-
ful overview about in-patient’s experiences in acute settings,

which may be a first step to understand the complexity of
the concept and the best way to achieve a feasible diagnosis
and intervention regarding all patients with PC needs. Nev-
ertheless, the study open new perspectives and creates an
opportunity for further discussion about the meaning of con-
cepts and nursing diagnoses, as well as the completeness and
adequacy of the taxonomy structure, considering its transla-
tion to clinical practice. The present reflection was based on
comfort, but other areas and domains of nursing knowledge
within the classifications may and should be discussed, in
order to provide scientific contributions to the improvement
of classifications and to furthering nursing knowledge. These
results add a particular contribution to the development of
more feasible, personalized and effective nursing interven-
tions.
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