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Abstract: The comfort of the elderly in hospital settings requires a special attention from the involved health 
care professionals, particularly nurses, since hospitalization often generates suffering and discomfort. In such 
contexts, it is essential to take into account the specific characteristics of the elderly, considering their life 
experiences and their needs, to promote the health, well-being, and comfort of this population. Hence, the 
present work aimed to explore the nursing interventions that promote comfort among the elderly in hospital 
settings. A mixed descriptive exploratory study was conducted, through the application of a questionnaire, 
using intentional non-probabilistic sampling. The study encompassed 55 elderly individuals hospitalized in a 
medical service of a public hospital located in Lisbon. The results show that the participants perceived a 
reasonable level of comfort (5.65 ± 6.46). The following categories emerged from the content analysis: 1) 
Physical interventions; 2) Psycho-spiritual interventions; 3) Socio-cultural interventions; and 4) Environmental 
interventions. These findings help to understand comfort-promoting nursing interventions in the studied 
population. It was concluded that, to improve care quality, comforting interventions should focus on the 
elderly patient’s individuality, through support activities, empowerment, and the preservation/correction of 
the surrounding environment. Additionally, the provided care should be based on the real needs, expectations, 
preferences, and values of the elderly individual. 

Keywords: interventions; comfort; elderly; hospital; nursing 
 

1. Introduction 

Population aging is a worldwide reality. This phenomenon is caused by an increased average 
life expectancy, which derives from medical progress and significant improvements in living 
conditions (quality of housing, sanitary and hygiene conditions, information on healthy lifestyles, 
diet and access to health care) [1]. At the same time, different ways of preventing 
diseases/complications have also emerged, including preventive therapeutic vaccines, 
complementary diagnostic means, and rehabilitation therapies. These circumstances allow 
individuals to survive longer and reach more advanced ages, thus enhancing the development of 
chronic diseases (e.g., osteoarticular, cardiovascular, neurological, respiratory, renal, neoplastic) [2]. 

It is estimated that, by 2050, one in six people will be 65 years or older, and part of the elderly 
population may develop a chronic disease condition [3]. This trend has considerable implications for 
various spheres of society, particularly for the social, economic and health domains, given that age is 
the main risk factor for disabling conditions (e.g., cancer, cardiovascular diseases, neurodegenerative 
diseases, osteoarticular diseases) [3]. Most people over the age of 65 have, at least, one chronic 
condition, and often two or more [4]. 

Therefore, as regards the development of health policies, demographic ageing and the 
consequent increase in the prevalence of chronic diseases are major challenges [5]. In the 21st century, 
societies in general, and nurses in particular, should focus on promoting a healthy ageing process, 
based on dignity, comfort and quality of life [3]. Hence, it is vital to look at aging with a more 
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preventive view, to promote health, autonomy, comfort and quality of life, especially for those who 
are hospitalized and facing an important transitional phase in their lives. 

Comfort is perceived as a central concept in nursing (both in research and in clinical practice), 
being also the desirable outcome of care provision. Nevertheless, its conceptualization is not yet 
consensual, since it is a complex concept that varies according to the individuals, contexts and 
relationships in question [6]. As it refers to a situational and circumstantial context, its meaning is 
immediate and dynamic, deriving from several aspects: the experienced circumstances, intrinsic 
factors that are present in the relationship with oneself, and the individual’s interactions with 
others/the environment/society [7,8]. On the other hand, experiencing comfort is a positive 
phenomenon that goes beyond the relief of discomfort – it is an immediate state, which is felt in 
different domains: physical, environmental, social and psycho-spiritual [9,10]. 

In 2018, Veludo defined the concept of comfort as a sensation, by reviewing the available 
literature (108 articles) and performing a hermeneutical data analysis. Regarding the concept’s central 
components, the following aspects were identified: as antecedents – any experience that an individual 
may undergo, as a result of physical, psycho-spiritual, socio-cultural, or environmental, interactions; 
as attributes – security, control, realization of oneself, belonging, peace and plenitude, relaxation, and 
normality of life; as consequences – it strengthens the individuals (increasing their ability to deal with 
life’s adversities), allows a peaceful death and improves institutional results [9,11]. 

In the experience of the hospitalized elderly individual, the process of comforting care is based 
on a multi-systemic and multi-factorial interaction between the involved elements. This interaction 
is influenced by the care context, being connected with the manners/means used for comforting, as 
well as each element’s conceptions of comfort/non-comfort. In the interaction between the nurse, the 
elderly patient and his/her family, the nurse’s integrative and intentional action is decisive in meeting 
the elderly patient’s comfort needs. The comfort needs perceived by the elderly are related to changes 
in the health/disease process, attitudes towards “oneself and life”, the service’s structure/functioning, 
and family/significant people [12]. Hospitalization and the confrontation with illness compel the 
elderly to restructure their reference system and reshape their attitude towards life. As a privileged 
comfort actor, the nurse’s comforting intervention must be based on respect, considering the Other’s 
singularity and needs [12,13]. 

Comforting care is defined as a social, multi-contextual, integrative, individualized and 
subjective process, which encompasses multiple dynamic variables, following a logic of commitment, 
intentionality, mutuality and continuity. It employs a comprehensive model to accompany the 
elderly patient, considering the entirety of the caregiver and the entirety of the care recipient. As 
previously mentioned, being based on an encounter/interaction between the involved actors, it is 
influenced by the care context, where two significant cultural domains emerge, which relate not only 
to the manners/means used for comforting, but also to the conceptions of comfort/non-comfort [12]. 
When interacting with the elderly individual and his/her family, the nurse must consider the patient’s 
dependence, fragility and increased vulnerability. Hence, the nurse must acknowledge all the 
existing socio-affective changes and implications, to successfully carry out the proposed health 
project. 

The process of comforting care stems from the context’s specific environment combined with the 
characteristics and actions constructed by the participating actors [8]. In this sense, Kolcaba stresses 
that comfort-promoting interventions should be considered a good practice in nursing care only 
when the intervention in question is perceived as comforting by the targeted individual, family, or 
community [9]. 

Given the reality described above, we decided to conduct a research effort, which aimed to 
explore the nursing interventions that promote comfort among the elderly in hospital settings. 

2. Materials and Methods 

The present work depicts a mixed descriptive exploratory study. The collected qualitative data 
was subjected to a content analysis, performed according to Bardin’s recommendations [14]. A purely 
deductive approach was adopted, using the dimensions already defined by Kolcaba: physical, 
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psycho-spiritual, socio-cultural and environmental [9]. The study followed the guidelines of the 
Consolidated Criteria for Reporting Qualitative Research (COREQ) [15]. 

To obtain descriptive statistics, the quantitative data was processed using version 26.0 of the 
Statistical Package for the Social Sciences (SPSS) software for Windows. 

The study’s target population consisted of individuals with 65 years of age or more, who had 
been admitted to the medical service of a public hospital located in the Lisbon area. We opted for an 
intentional non-probability sampling technique, based on a conscious choice to include/exclude the 
elements according to their characteristics [16]. As such, the following inclusion criteria were 
established: elderly (aged 65 or over); suffering from a chronic illness; ability to speak/understand 
Portuguese; cognitive ability for self-assessment (Mini Mental State Examination: > 15 points for 
illiterate patients, > 22 points for patients with up to 11 years of schooling, and > 27 points for patients 
with more than 11 years of schooling); hospitalized for more than 24 hours (in order to have a better 
perception of the comforting interventions in the studied context); freely consented to participate in 
the study. The individuals were selected by the researcher, who always verified their willingness to 
participate, through an initial introductory dialog. 

The sample’s final size and composition were determined by data saturation, during the analysis 
process, taking into consideration the richness of the individual experience and the attainment of 
information redundancy without adding new data [17]. Based on the defined objectives, we designed 
a questionnaire, which included the sample’s socio-demographic variables (gender, age, marital 
status, educational/academic qualifications, profession/occupation, residence/current permanence), 
as well as clinical variables (history of chronic illness). It also comprised two questions: the first was 
closed and appraised the participant’s comfort level (using a Likert Scale from zero to 10, where zero 
represented the absence of comfort and 10 represented total comfort), while the second was open and 
related to the aspects that, at the time, gave/could give more comfort to the participant. 

To ensure that the questions were understandable, and to ascertain the answers’ average length, 
the questionnaire was subjected to a pre-test, conducted on individuals of the target population who 
did not participate in the study. 

As required, the study was approved by the institutional ethics committee of Universidade 
Católica Portuguesa (Approval no. 91/2020). All the ethical principles defined in the international 
Helsinki convention were safeguarded, ensuring respect for each individual and his/her self-
determination. Before carrying out the survey, the researcher provided sufficient information to the 
participants regarding the study’s purpose, the intended use for the collected data, and data 
protection. A free consent was obtained from all participants, by means of a consent form. 

3. Results 

3.1. Socio-Demographic Characteristics and Comfort Level 

The final sample consisted of 55 hospitalized elderly individuals, with an average age of 70.95 ± 
6.46 years, and mostly men (31; 56.4%). The majority of the participants were married (40; 72.7%). In 
terms of educational/academic qualifications, most had basic schooling (40; 74.6%), while only 6 
(12.7%) possessed a higher education. All the participants suffered from a chronic illness, with 
respiratory (13; 23.6%) and cardiovascular (12; 21.8%) diseases prevailing, followed by kidney and 
neoplastic diseases, respectively (both with 7; 12.7%). 

As regards comfort, on a Likert Scale from zero (absence of comfort) to 10 (maximum comfort), 
the participants self-perceived a reasonable level of comfort (5.65 ± 6.46). 

3.2. Findings from the Thematic Analysis 

The transcribed accounts of the elderly individuals are identified by the letter “I” followed by 
the respective participation number. Through the processing of the collected information, the 
participants’ discourse was disassembled, organized, systematized and analyzed, to select, group, 
simplify and transform the gathered data. From this procedure, four thematic categories emerged, 
which allow a better understanding of the nursing interventions that promote comfort among the 
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elderly in hospital settings: (1) Physical interventions; (2) Psycho-spiritual interventions; (3) Socio-
cultural interventions; and (4) Environmental interventions. An overview of the categories/themes 
and subcategories/subthemes is shown in Figure 1. 

 
Figure 1. Thematic map showing an overview of the findings. 

3.2.1. Physical Interventions 

There are several interventions in the physical domain that contribute to the comfort of the 
elderly individual in a hospital setting. Such interventions are related to the promotion of the 
following aspects: 
• Relief from pain and other physical discomforts 

Within the physical sphere, various findings were included in the subcategory “relief from pain 
and other physical discomforts”: not feeling pain (I3; I7; I21; I26; I31; I44; I48; I53); being physically well 
(I1; I36); taking medication (I24; I49); the nurse’s massage (I37; I43); rehabilitation/physiotherapy (I18; I35; 
I41); not feeling nauseous (I51). 

Activities of Daily Living (ADLs) 
This subcategory encompassed different elements associated with personal hygiene/grooming 

[having a clean and tidy body (I2; I16; I33); a hot shower (I8; I44)], eating [being able to eat (I8; I23; I51)], 
and sleeping/resting [sleeping well (I6; I16; I37; I42); resting/lying down (I31); sitting in an armchair resting 
(I2)]. 

Autonomy in ADLs 
There are some findings that refer specifically to the individual’s autonomy in performing ADLs: 

being able to walk (I1; I34; I52); being able to go to the toilet on my own (I23); being able to carry out everyday 
activities (I9; I24; I36). 

3.2.2. Psycho-Spiritual Interventions 

Given the complexity of the elderly individual’s comfort in a hospital setting, many 
interventions of psycho-spiritual nature stand out. Such interventions are related to the promotion of 
the following aspects: 
• Information/clarification 

In the psycho-spiritual domain, some results fell under the subcategory 
“information/clarification”: having more information about my problem/situation (I1; I11; I27; I35; I49; 
I52); being told the truth (I4; I21; I55); knowing that the others are well (I19); being told everything (I33); 
knowing that my family is well (I30). 
• Autonomy/independence 

Physical, related to the promotion of:
a. Relief from pain and other physical discomforts;
b. ADLs – personal hygiene/grooming, eating, and 
sleeping/resting;
c. Autonomy in ADLs.

Psycho-spiritual, related to the promotion of:
a. Information/clarification;
b. Autonomy/independence;
c. Security/trust;
d. Internal self-awareness/personal fulfillment;
e. Care/affection;
f. Beliefs.

Socio-cultural, related to the promotion of:
a. Positive relationships (with nurses, 

family/significant people, other patients, and other 
health care professionals);

b. Leisure activities.

Environmental, related to the promotion of:
a. Cleanliness and tidiness;
b. Adequate temperature;
c. Absence of noise;
d. Territorial privacy;
e. Territorial space;
f. Quality of the food.

Interventions in 
different domains
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The importance of autonomy/independence-promoting interventions is reflected in the 
following statements: being independent (I1; I25; I31; I42); being autonomous (I7; I11; I27); being able to 
carry out my activities on my own (I32); being able to take care of myself (I16; I28). 
• Security/trust 

The need for interventions that focus on elements associated with security/trust is evident in the 
following reports: not worrying about anything (I2; I15; I22); knowing that I’m safe (I10; I23); having good 
medical care (I18; I45); believing that I’m going to make it (I29). 
• Internal self-awareness/personal fulfillment 

The pertinence of promoting internal self-awareness/personal fulfillment is noticeable in the 
following accounts: having willpower (I5; I9; I53); will to live (I14); helping others (I27; I46); feeling that I 
have done everything I could (I29). 
• Care/affection 

The relevance of performing interventions that promote care/affection is apparent in the 
following record units: being surrounded by care (I3); the nurses’ affection (I17; I47); the family’s affection 
(I33; I39); other people’s friendship (I13; I44; I48); the love of my husband (I43); the family’s presence/support 
(I9; I29); having people who comprehend me (I21; I55); knowing that they care about me (I22); having other 
people’s attention (I37; I42); having people who understand me (I25); having human people taking care of me 
(I49; I54); being treated with respect (I24). 
• Beliefs 

The significance of facilitating beliefs is manifest in the following statements: praying the rosary 
(I4; I38); praying (I12; I20; I41; I45); listening to Mass (I25); believing in something (I35; I41); believing in 
God (I40). 

3.2.3. Socio-Cultural Interventions 

From the individuals’ narratives, it was possible to discern that interventions at a socio-cultural 
level were essential for their comfort. Such interventions are related to the promotion of the following 
aspects: 
• Positive relationships 
• The subcategory “positive relationships” included statements associated with nurses [talking 

with the nurse (I1; I6); the nurses’ presence (I7; I32)], family/significant people [talking with family 
members (I2; I8; I19; I51); having visitors (I4; I9; I17; I20; I21; I33; I41; I43); having support from family 
and friends (I11; I33); the family’s presence (I23; I31; I39; I40; I44); the children’s presence (I14; I22; I23; 
I47; I52); the grandchildren’s presence (I38); receiving messages/calls via WhatsApp/Facebook from 
family and friends (I12; I24; I33)], other patients [talking with the other patients (I11; I28; I34; I45)], 
and other health care professionals [the assistants’ friendliness (I13); regard for my likings/preferences 
(I25); having thoughtful people/professionals who help me (I35; I46); having competent health care 
professionals taking care of  me (I47; I53)]. 

• Leisure activities 
Several reports mentioned leisure activities as comfort-promoting elements: listening to music 

(I13; I15; I19; I37); watching television (I14; I26; I43; I54); reading (I16; I36; I50); reading the newspaper 
(I49). 

3.2.4. Environmental Interventions 

In the context under study, the involved individuals consider that the environment influences 
their comfort, being a key domain within the sphere of the nurse’s action. As such, environmental 
interventions aim to promote the following aspects: 
• Cleanliness and tidiness 

The importance of promoting cleanliness and tidiness is manifest in the following statements: 
cleanliness (I3); the room being tidy (I34; I36; I38; I41); having a clean bed with washed linen (I42); the 
environment being organized (I48). 
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• Adequate temperature 
• The temperature’s adequacy is also noteworthy, being mentioned in some reports [room with an 

adequate temperature (I17; I40; I55)]. 
• Absence of noise 

The significance of interventions that facilitate the absence of noise is perceptible in the following 
accounts: the environment being silent (I4; I16; I28); quiet (I23; I47; I54); calm (I27; I35). 
• Territorial privacy 

The promotion of territorial privacy is valued by the involved individuals, being present in the 
following statements: having my own space (I2); having privacy (I15; I26); having privacy in my room (I32); 
having my own bathroom (I31). 

• Territorial space 
The elderly also appreciated interventions associated with the notion of territorial space [seeing 

the sun (I5; I16; I30); seeing the street (I24); looking out of the window at the street (I29; I43)]. 

• Quality of the food 
The quality of the provided food was referred to in some statements made by the participants: 

having good food/good meals (I18; I28; I39); tasty food (I21; I44); food that looks good (I33); healthy food (I41). 

4. Discussion 

In the context under study, according to the logic of individual-centered care, comfort requires 
identifying, from the elderly’s point of view, the different manners/means of comforting (what 
brings, or could bring, more comfort). This allows the discovery of nursing interventions that are 
comforting for the target population. As such, healthcare organizations and their professionals must 
acknowledge the individuals’ experiences and values, recognizing the patients’ complexity and 
uniqueness. Consequently, the patient must be viewed as a care partner, to co-construct care [18]. 

Our findings systematize the comfort experience in the context of hospitalization, considering 
the transition lived by the elderly in such settings. Once we had extracted the meaning units from the 
statements, we grouped those corresponding to each category/subcategory, according to their 
semantic value. The participants identified various manners/means of comforting that, acting 
simultaneously, gave rise to the feeling of comfort experienced at the moment. The reported 
manners/means were related to physical, psycho-spiritual, socio-cultural and environmental 
interventions, which fit into the four contexts of Kolcaba’s theory [9]. It is evident that these four 
antecedents of comfort – which originate within the individual, or result from the intervention of 
others – constitute the source of the sensation [11]. 

By analyzing the obtained results, we found that many of the statements about the 
manners/means of comforting were worded negatively, showing that the absence of certain elements 
promotes comfort. Nonetheless, the available literature is unanimous in considering that the concept 
of comfort can be associated with a state of relief/encouragement, rather than the absence of any 
discomfort, thus acquiring a positive connotation [9,19]. 

In the physical domain, the experience/meaning of comfort is related to the relief from pain and 
other physical discomforts, ADLs, and autonomy to perform the latter. In this sense, comfort is 
viewed as the result of an intentional action, centered on the control/absence of pain and other 
physical discomforts, which are thus considered synonymous [20]. Nursing interventions should 
focus on recognizing the individuality of the suffering experience. Therefore, the nurse’s actions 
should be guided by the possibility of helping the patient to achieve a state of relief/absence of pain, 
while also promoting the patient’s autonomy in satisfying his/her basic human needs [8]. 

Hospitalization generates feelings of uncertainty in the elderly and their families, triggering high 
levels of anxiety and concern. It is an unpredictable situation, which causes insecurity and fear [21]. 
Such circumstances usually have a strong impact on the psycho-spiritual domain, requiring a 
process of adaptation. They are a source of suffering, deeply marked by emotional instability. Our 
findings are in line with those obtained by Wensley [13], revealing that psycho-spiritual interventions 
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should be related to providing information/clarification, as well as promoting 
autonomy/independence, security/trust, internal self-awareness/personal fulfillment, care/affection, 
and beliefs. 

The communication process is involved in the comforting construction, being a key factor in the 
interaction. It allows the development of a therapeutic relationship with the patients and their 
families, which promotes the situation’s understanding. Providing information and clarification 
regarding the patient’s clinical status, in a rigorous and up-to-date manner, allows the patient to have 
more control over the provided care and facilitates his/her adaptation to the experienced 
circumstances [22]. While constructing a comforting intervention, it is important to include pertinent 
information, according to the needs and concerns expressed by the patient, since the lack of 
knowledge generates insecurity and uncertainty [13]. Information is the basis for the patient’s 
autonomous decisions, allowing the individual to consent to, or refuse, the proposed health 
measures/procedures [10]. With respect to comforting care, verbal and non-verbal communication is 
a fundamental tool, which requires nurses to be empathetic and close to their patients, to interact 
with them and establish a partnership [23]. 

The importance of promoting autonomy/independence is widely acknowledged, since it has a 
major influence on the individuals’ dignity, integrity and freedom, being also a central component of 
their general well-being [24]. In hospitalization settings, the individual may become more fragile, 
existing a clear need for care that seeks to maintain autonomy, to stimulate the individual’s abilities. 
Accordingly, the patient should actively participate in the care provision process, in a manner as 
much independent as possible [13]. 

Still in the psycho-spiritual domain, Kolcaba recognizes the significance of internal self-
awareness/personal fulfillment, which encompasses self-esteem, the meaning of life, sexuality, the 
concept of oneself, and the relationship with a higher being [9]. Given that the inner strength of each 
individual is crucial for a positive day-to-day experience, its promotion is essential to safeguard 
human dignity [9]. 

The elderly value displays of care and affection from nurses/significant people (e.g., tenderness, 
friendship, love, understanding, concern, attention, humanism, respect). For the elderly, relational 
attitudes associated with care and affection are human qualities that promote comfort [8]. This 
reinforces how nursing care is built within the context of an encounter between the individual and 
the nurse/significant person. 

Spiritual interventions make sense in terms of promoting beliefs and values. They emerge in an 
attempt to facilitate a balanced and meaningful life [13]. Each individual, when confronted with 
his/her own existence, more specifically with disease and hospitalization, adopts a kind of 
spirituality, or a particular way of being, which allows him/her to cope better with problems [25]. The 
expression of spirituality is related to the individuality of each elderly person. It provides an inner 
strength that gives meaning and significance to life [13]. 

In the socio-cultural domain, the results highlight interpersonal, family and social relationships, 
which exert a positive influence and generate comfort [9]. Comforting relationships can come from a 
variety of sources (e.g., nurses, doctors, other health care professionals, family members, significant 
people), depending on the felt needs, or the circumstances of the moment [26]. In this sense, in an 
intentional search for the uniqueness/particularity of each elderly individual, the following main 
predictors of comfort emerge: availability, trust, provided information, acknowledgment as a person, 
closeness, presence, showing interest, sympathy, and the implementation of non-routine 
interventions [26,27]. Maintaining positive relationships with family and friends makes the 
individuals feel cared for, loved, esteemed, valued and supported, giving them a sense of belonging 
[8]. 

Establishing an authentic relationship that promotes the situation’s understanding allows a 
humanized aid, through an appropriate response, adapted to the experienced circumstances. This 
help can be mobilized by nurses, using the social support network, offering emotional support, and 
providing information to family members [23]. 
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Occupying the period of hospitalization with leisure activities, which facilitate 
distraction/recreation, diminishes the patient’s suffering [28], and promotes psycho-spiritual and 
socio-cultural comfort [12]. In this context, leisure has several purposes: distraction, rest, stress 
reduction, energy renewal, and recreation [28]. The present study highlights the following comfort-
promoting activities: listening to music, watching television and reading. These activities seem to 
minimize the undesirable effects of hospitalization, being, therefore, beneficial to health. They 
contribute to the reduction of pain and anxiety, while increasing the individuals’ well-being and 
comfort [10,29]. 

Focusing on organizational, structural and operational conditions, environmental interventions 
are related to the humanization of the hospital’s physical environment. As such, in the environmental 
domain, the following aspects stand out: cleanliness and tidiness (bed and room); adequate 
temperature; absence of noise; privacy (space, room and bathroom); territorial space (view from the 
room); and quality of the food (taste, appearance, being healthy). Structural and organizational 
deficiencies, particularly those associated with environmental conditions (e.g., light, noise, 
equipment/furniture, color, temperature, natural/artificial elements), are mentioned in other studies 
as comfort-limiting factors that fall outside of the nurse’s direct intervention [9,12,19]. However, these 
deficiencies do not hinder the construction of comforting actions, which allows the humanization of 
care and the fulfillment of the elderly’s needs [12]. 

4.1. Study Limitations 

The conclusions must be interpreted considering the context in question (i.e., the circumstances 
in which the data was collected). The decision to recruit participants in a hospital setting granted easy 
access to the population, in a safe and controlled environment. However, the restriction to a single 
institution and the choice of a questionnaire, rather than recorded interviews, affected the number of 
participants and their answers. 

Nevertheless, we consider that this study is a valid contribution, allowing for future research in 
other similar contexts. It also paves the way for the identification and validation of comforting 
nursing interventions. 

4.2. Implications for Practice 

The obtained results allowed the gathering of knowledge about several manners/means of 
comforting the hospitalized elderly, contextualized in nursing interventions that promote comfort. 
The study’s findings suggest the need for further research, with a larger number of participants and 
using other methods, namely observation and interviews, in order to define interventions capable of 
promoting comfort in the studied conditions. In this sense, we stress the importance of structured 
interventions that respect the elderly’s individuality, their life context, and their 
expectations/projects. 

5. Conclusions 

Comfort is a desirable state in a person’s life, deriving from the experienced moment and 
circumstances. When asked, the study’s participants reported a reasonable level of overall comfort. 
The identification of various factors that determine the level of comfort allowed the recognition of 
physical, psycho-spiritual, socio-cultural and environmental aspects. Hence, comfort-promoting 
nursing interventions should be aimed at these domains. Furthermore, such interventions should 
focus on quality, safeguarding the patient’s individuality through activities of support, 
empowerment, protection, or correction of the environment. This process should be based on the 
elderly’s real needs, expectations, preferences and values. 

Author Contributions: Conceptualization, R.M. and P.P.S.; methodology, R.M. and P.P.S.; software, R.M. and 
P.P.S.; validation, R.M. and P.P.S.; formal analysis, R.M. and P.P.S.; investigation, R.M.; resources, R.M.; data 
curation, R.M.; writing — original draft preparation, R.M.; writing — review and editing, R.M., P.P.S. and 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 27 August 2024                   doi:10.20944/preprints202408.1789.v1

https://doi.org/10.20944/preprints202408.1789.v1


 9 

 

M.A.D.; visualization, R.M. and P.P.S.; supervision, R.M., P.P.S. and M.A.D.; project administration, R.M.; 
funding acquisition, P.P.S. All authors have read and agreed to the published version of the manuscript. 

Funding: This work was financially supported by national funds, through FCT — Fundação para a Ciência e a 
Tecnologia, I.P., under Project UIDP/04279/2020. 

Institutional Review Board Statement: This study was conducted in accordance with the Declaration of 
Helsinki and was approved by the Ethics Committee in Research with Human Beings (Approval no. 91/2020). 

Informed Consent Statement: An informed consent was obtained from all subjects involved in the study. 
Participation in the study was completely voluntary and anonymous. The participants received no compensation. 

Data Availability Statement: This work is part of the first author’s post-doctorate project. All data 
generated/analyzed during the study was incorporated in the article. 

Conflicts of Interest: The authors declare having no conflicts of interest. The funders were not involved in the 
study’s design, the data’s collection/analysis/interpretation, the writing of the manuscript, or the decision to 
publish the results. 

References 

1. Ismail, Z.; Ahmad, W.I.W.; Hamjah, S.H.; Astina, I.K. The Impact of Population Ageing: A Review. Iran J 
Public Health 2021, 50, 2451-2460, https://doi.org/10.18502/ijph.v50i12.7927. 

2. Boyd, C.; Smith, C.D.; Masoudi, F.A.; Blaum, C.S.; Dodson, J.A.; Green, A.R.; Kelley, A.; Matlock, D.; 
Ouellet, J.; Rich, M.W.; et al. Decision Making for Older Adults With Multiple Chronic Conditions: 
Executive Summary for the American Geriatrics Society Guiding Principles on the Care of Older Adults 
With Multimorbidity. J Am Geriatr Soc 2019, 67 (4), 665-673, https://doi.org/10.1111/jgs.15809. 

3. Department of Economic and Social Affairs. World Social Report 2023: Leaving no One Behind in an Ageing 
World. United Nations: New York, NY, USA, 2023; eISBN 978-92-1-001968-2. Available online: 
https://www.un.org/development/desa/dspd/wp-content/uploads/sites/22/2023/01/2023wsr-fullreport.pdf 
(accessed on 16 June 2024). 

4. Romana, G.; Kislaya, I.; Salvador, M.; Gonçalves, S.; Nunes, B.; Dias, C. Multimorbidity in Portugal: Results 
from The First National Health Examination Survey. Acta Med Port 2019, 32 (1), 30-37, 
https://doi.org/10.20344/amp.11227. 

5. National Institute on Aging. Strategic Directions for Research, 2020-2025. Available online: 
https://www.nia.nih.gov/about/aging-strategic-directions-research (accessed on 16 June 2024). 

6. Pinto, S.; Caldeira, S.; Martins, J.C. A Systematic Literature Review Toward the Characterization of 
Comfort. Holist Nurs Pract January/February 2016, 30 (1), 14-24, 
https://doi.org/10.1097/HNP.0000000000000126. 

7. Ponte, K.; Bastos, F.; Sousa, J.; Fontenele, M.; Aragão, O. Necessidades de conforto de pacientes atendidos 
no serviço de urgência e emergência: Implicações para a enfermagem. RPCFO 2019, 11 (4), 925-930, 
https://doi.org/10.9789/2175-5361.2019.v11i4.925-930. 

8. Sousa, P.; Marques, R. O conforto e o confortar. In O cuidado centrado no cliente: Da apreciação à intervenção 
de enfermagem; Henriques, E., Ed.; Sabooks Editora: Sintra, Portugal, 2021; pp. 727-740, ISBN 978-989-53006-
4-8. 

9. Kolcaba, K. Comfort theory and practice: A vision for holistic health care and research. Springer Publishing 
Company: New York, NY, USA, 2003; ISBN 0-8261-1663-7. 

10. Lin, Y.; Zhou, Y.; Chen, C. Interventions and practices using Comfort Theory of Kolcaba to promote adults’ 
comfort: an evidence and gap map protocol of international effectiveness studies. Syst Rev 2023, 12 (1), 33, 
https://doi.org/10.1186/s13643-023-02202-8. 

11. Veludo F. Comfort as a sensation: Concept Analysis. PhD Thesis, Universidade Católica Portuguesa, Portugal, 
2018. 

12. Sousa, P. O conforto da pessoa idosa, 2nd ed. Universidade Católica Portuguesa: Lisboa, Portugal, 2020; ISBN 
978-972-54-0704-2. 

13. Wensley, C.; Botti, M.; McKillop, A.; Merry, A.F. Maximising comfort: how do patients describe the care 
that matters? A two-stage qualitative descriptive study to develop a quality improvement framework for 
comfort-related care in inpatient settings. BMJ Open 2020, 10 (5), e033336, https://doi.org/10.1136/bmjopen-
2019-033336. 

14. Bardin, L. Análise de conteúdo, 5th ed.; Reto, L.A., Pinheiro, A., Translators; Edições 70: Lisboa, Portugal, 
2013; ISBN 978-972-44-1506-2. 

15. Tong, A.; Sainsbury, P.; Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-
item checklist for interviews and focus groups. Int J Qual Health Care December 2007, 19 (6), 349-357, 
https://doi.org/10.1093/intqhc/mzm042. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 27 August 2024                   doi:10.20944/preprints202408.1789.v1

https://doi.org/10.20944/preprints202408.1789.v1


 10 

 

16. Fortin, M.F. O processo de investigação: Da concepção à realização, 5th ed.; Salgueiro, N., Translator; 
Lusociência: Loures, Portugal, 2009; ISBN 972-8383-10-7. 

17. Bogdan, R.; Biklen, S. Investigação qualitativa em educação: Uma introdução à teoria e aos métodos, 1st ed.: 
Alvarez, M.J., Santos, S.B., Baptista, T.M., Translators; Vasco, A.B., Reviewer; Porto Editora: Porto, 
Portugal, 1994; ISBN 978-972-0-34112-9. 

18. Edgman-Levitan, S.; Schoenbaum, S.C. Patient-centered care: Achieving higher quality by designing care 
through the patient’s eyes. Isr J Health Policy Res 2021, 10, No 21, https://doi.org/10.1186/s13584-021-00459-
9. 

19. Tutton, E.; Seers, K. An Exploration of the Concept of Comfort. J Clin Nurs September 2003, 12 (5), 689-696, 
https://doi.org/10.1046/j.1365-2702.2003.00775.x. 

20. Siefert, M.L. Concept Analysis of Comfort. Nurs Forum October-December 2002, 37 (4), 16-23, 
https://doi.org/ 10.1111/j.1744-6198.2002.tb01288.x. 

21. Etkind, S.N.; Li, J.; Louca, J.; Hopkins, S.A.; Kuhn, I.; Spathis, A.; Barclay, S.I.G. Total uncertainty: a 
systematic review and thematic synthesis of experiences of uncertainty in older people with advanced 
multimorbidity, their informal carers and health professionals. Age Ageing 2022, 51 (8), afac188, 
https://doi.org/10.1093/ageing/afac188. 

22. Ocak, U.; Avsarogullari, L. Expectations and needs of relatives of critically ill patients in the emergency 
department. Hong Kong J Emerg Med 2019, 26 (6), 328-335, https://doi.org/10.1177/1024907918802737. 

23. Lima, E.R.; Sousa, P.P.; Marques, R.M. O conforto em contexto de urgência: A experiência da família da 
pessoa em situação crítica. Rev Enferm Ref 2022, 6 (1), e21118, https://doi.org/10.12707/RV21118. 

24. World Health Organization. World report on ageing and health; Geneva, Switzerland, 2015; ISBN 978-92-4-
069481-1. Available online: https://apps.who.int/iris/bitstream/10665/186463/1/9789240694811_eng.pdf 
(accessed on 15 June 2024). 

25. Tognacci, S. Spirituality and Psychology in the Face of Suffering and Illness. Psychiatr Danub Spring-
Summer 2021, 33 (Suppl 4), 808-821. 

26. Yousefi, H.; Abedi, H.A.; Yarmohammadian, M.H.; Elliott, D. Comfort as a basic need in hospitalized 
patients in Iran: A hermeneutic phenomenology study. J Adv Nurs 2009, 65 (9), 1891-1898, 
https://doi.org/10.1111/j.1365-2648.2009.05026.x. 

27. Borzou, S.R.; Anosheh, M.; Mohammadi, E.; Kazemnejad, A. Patients’ perception of comfort facilitators 
during hemodialysis procedure: a qualitative study. Iran Red Crescent Med J [Online] 2014, 16 (7), e19055, 
https://doi.org/10.5812/ircmj.19055 

28. Adam-Castelló, P.; Sosa-Palanca, E.M.; Celda-Belinchón, L.; García-Martínez, P.; Mármol-López, M.I.; 
Saus-Ortega, C. Leisure Programmes in Hospitalised People: A Systematic Review. Int. J. Environ. Res. 
Public Health 2023, 20 (4), 3268, https://doi.org/10.3390/ijerph20043268. 

29. Shella, T.A. Art therapy improves mood, and reduces pain and anxiety when offered at bedside during 
acute hospital treatment. Arts Psychother 2018, 57, 59-64, https://doi.org/10.1016/j.aip.2017.10.003. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those 
of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) 
disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or 
products referred to in the content. 

 

 
 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 27 August 2024                   doi:10.20944/preprints202408.1789.v1

https://doi.org/10.20944/preprints202408.1789.v1

