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Introduction: All over the world, healthcare team members are recommended to respect 
patients’ human dignity. However, the dignity of hospitalized patients is not preserved in 
many cases. Due to the abstract, complex, and cultural nature of the concept of human 
dignity, further studies are required to precisely determine the different aspects of this 
concept.
Purpose: The aim of the present study was to explore the experiences and perceptions of 
physicians, nurses, family caregivers, and hospitalized patients with regard to patient dignity 
in Iranian clinical setting.
Materials and Methods: This is a qualitative, exploratory study in which physicians, 
nurses, family caregivers, and patients were recruited from 2 educational hospitals located 
in an urban area in Iran from April 2016 to February 2017 using the purposive sampling 
method (n = 24). Data were collected through individual interviews and subsequently 
analyzed using conventional content analysis in the software MAXQDA 2007, VERBIO`.
Results: Three major themes emerged from analyses of the data obtained from the inter-
views: a peaceful environment, respect, and comprehensive support.
Conclusion: From the participants’ point of view, in order for their dignity to be preserved, 
patients need to be hospitalized in a peaceful environment in which they are treated with 
empathy, they receive comprehensive support, and the care settings are managed properly. 
Furthermore, it is important to respect patient’s values and beliefs, to provide unbiased care 
and treatment, and to maintain patient’s autonomy in order to maintain hospitalized patients’ 
dignity.
Keywords: dignity, respect, physician, healthcare providers, nurse, family caregiver, patient, 
health care ethics

Introduction
Human dignity, as an ethical value, is a key concept in medical ethics. Preservation of 
human dignity has been emphasized as a moral obligation of healthcare providers all 
over the world.1 Medical ethics require that physicians should be polite to patients, 
maintain patients’ privacy, and respect their beliefs and values.2 Preserving patients’ 
dignity is also an essential element in the nursing code of ethics.3

There are two kinds of dignity: basic dignity and relative dignity. Basic or 
universal human dignity is the dignity which all human beings possess as humans.4 

Relative dignity concerns an individual’s social status and can be acquired or lost.5 

Social dignity is alternatively known as dignity of identity. This kind of dignity is 
related to dignity-of-self, self-respect, and respect for others. There is a significant 
relationship between dignity of identity and sickness and hospitalization as sickness 
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can undermine individuals’ independence and pose 
a threat to their personal identity, which, in turn, adversely 
affects their dignity.6 In hospitals, patients meet unfamiliar 
people, have to abandon their personal and social daily 
activities and roles, and are expected to perform tasks set 
for them by the medical staff, all of which factors lead to 
patients’ developing new needs and facing the risk of 
losing their dignity.7

Studying 10 elderly patients and 10 family caregivers 
in Finland, Koskenniem & Leino-kilpi (2012) report that 
nurses’ behaviors and responsiveness to patients’ needs 
determine the degree to which patients feel that their 
dignity is maintained.8 Lohne et al (2014) have studied 
family caregivers’ experiences of patient dignity in nur-
sing homes in Scandinavian countries. The themes the 
researchers extracted from the interviews were “treating 
others as you are treated by them” and “lack of peace due 
to loss of dignity.” Based on the experiences of the inter-
viewed family caregivers, patient dignity is a function of 
respect, trust, security and charity.9 According to the study 
of Bagheri et al (2012), maintaining patients’ dignity con-
tributes to patients’ self-esteem, stress-relief, satisfaction 
with their care, and feeling respected.10 On the other hand, 
disrespect for patients’ dignity can create feelings of inse-
curity, inferiority, and shame in patients, which, in turn, 
lengthens patients’ hospital stay.11

Dignity is also an important component of quality of 
life, especially in nursing homes.12 The results of the study 
of Kisvetrova et al (2019) in Czech Republic show that 
depression and dignity are predictors of quality of life and 
perception of the elderly with and without dementia.12 In 
their study of cancer patients in Iran, Hosseini et al (2017) 
conclude that there is a significant, positive relationship 
between dignity and quality of life: an enhanced sense of 
dignity in end-stage cancer patients improves patients’ 
symptoms and performance.13

Maintaining patients’ dignity is essential to high- 
quality healthcare.14 According to the study of Baillie 
(2009) in the 22-bed surgery department of a hospice in 
England, patients’ health status, immediate environment, 
and caregivers’ behaviors have an impact on patients’ 
dignity.15 In the study of Gastmans et al (2013) in 
Belgium, the patients referred to such behaviors as ignor-
ing, despising, and prejudging patients as signs of disre-
spect for human dignity.16 The results of the study of 
Papastavrou et al (2014) in Cyprus show that personal 
factors can put patients’ dignity at risk. These factors, 
which occur in the interpersonal relationships between 

patients and nurses in hospitals, include disregard for 
patients’ preferences, verbal abuse, failure to regard the 
patient as a unique being, failure to maintain patients’ 
confidentiality and privacy, lack of autonomy, and 
discrimination.17 According to the study of Rehnsfeldt 
et al (2014) conducted in Denmark, Sudan, and Norway, 
healthcare services based on routine care plans and proce-
dures are symptoms of poor healthcare and disregard for 
patient dignity in a culture.18

The study of Ebrahimi et al (2012) in Iran shows that 
the majority of patients are dissatisfied with their ineffec-
tive interactions with doctors and nurses and consider such 
issues as lack of equipment and facilities in hospitals, eg, 
inadequate blankets and bed covers, unhygienic condi-
tions, annoying sounds in the wards, and the discomfort 
of their companions as indicators of disrespect for patient 
dignity.19 In the study of Naderi et al (2019) in Iran, some 
of the in-patients considered their experiences of being 
objectified, disdainful behaviors, disregard for their pre-
ferences in treatment, and insufficient verbal and non- 
verbal communications as examples of violation of their 
dignity.20

Many studies have evaluated human dignity from the 
perspective of nurses and patients.21–23 Nevertheless, only 
a limited number of studies have focused on the concept of 
dignity from the perspective of physicians and family 
caregivers. Though nurses’ perception of patient dignity 
has been investigated,22 physicians have a different per-
ception of patients’ needs due to their different profes-
sional role, resulting in their setting distinct treatment 
goals for patients. On the other hand, family caregivers 
play a key role in medical centers in Iran. They are in 
close contact with the patients and provide the medicines 
and medical equipment which are unavailable in hospitals. 
Since dignity is highly dependent on physical environ-
ments, organizational culture, and inter-professional 
interactions,19 the viewpoints of physicians and family 
caregivers on dignity should be considered to obtain 
more precise information on the concept of patient dignity.

Patient dignity is a complex and multidimensional con-
cept and a function of cultural and social factors.6 

A qualitative study can allow for a deeper understanding 
of this concept and better determination of its dimensions 
by giving access to the perspectives of people from differ-
ent roles and cultural backgrounds who have been engaged 
with the concept in question for long periods.24 The 
researchers hope that the results of the present research 
will help managers and health professionals to provide 
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a supportive and empowering environment where the dig-
nity of patients is maintained. The aim of the study is to 
establish the various dimensions of patient dignity as per-
ceived by physicians, nurses, family caregivers and hospi-
talized patients.

Materials and Methods
In the present study, patient dignity was evaluated from the 
perspectives of physicians, nurses, family caregivers and 
hospitalized patients. A total of 4 physicians, 6 clinical 
nurses, 6 patients, and 8 family caregivers from 2 major 
educational hospitals affiliated with Shiraz University of 
Medical Sciences were selected using purposive sampling. 
The study lasted from April 2016 to February 2017. The 
participants were people with specific experience or 
knowledge of the study subject.25 Sampling continued 
until full data saturation had been achieved. During the 
study, participants were selected based on the required 
variation in sample and the progress of the interviews.

The inclusion criteria were: at least a general practi-
tioner’s degree for the physicians, a bachelor’s degree for 
the nurses, being willing to participate, being mentally and 
physically prepared for an interview, giving written 
informed consent for an interview, being Iranian, being 
able to speak Persian, and not being fatigued due to work 
overload.

The inclusion criteria for the family caregivers were: 
being a family member or relative of the patient, being 
aged over 18 years, having direct contact with the patient, 
and being considered as a family caregiver by the patient. 
With regard to the patients, those who were aged over 18 
years and had been hospitalized for at least three days 
were recruited into the study. All the participating patients 
and family caregivers were Iranian, spoke Persian, were 
mentally and physically fit to be interviewed for at least 45 
minutes, had given written informed consent for an inter-
view, and were willing to participate in the study. The 
subjects who had a known mental or metabolic disorder, 
were on medication which had an impact on the mind, and 
were mentally or physically fatigued were excluded.

Data were collected through semi-structured, in-depth, 
individual interviews. Overall, the first author conducted 
26 face-to-face interviews with 24 participants. Each of 
the nurses, patients, and family caregivers was interviewed 
once; two of the doctors were interviewed twice, and the 
other two (doctors) were interviewed once.

All the participants were asked to give their informed 
consent before being interviewed. The interviews were 

conducted in appropriate locations in the hospitals with 
prior arrangement with the participants. Each interview 
lasted for 45–60 minutes. The participants who were not 
willing to be interviewed again were excluded from the 
study. Each interview started with a general question- 
“what does patient dignity mean to you?”- followed by 
more specific questions, including “What are your experi-
ences of having had your dignity preserved or ignored 
during your hospital stay?”, “Under what conditions will 
your dignity be preserved?”, “How do you feel when your 
dignity is not respected?” (for patients), “what are your 
experiences of maintaining or disrespecting your patients’ 
dignity?”, “what do you do to preserve your patients’ 
dignity during your shifts?”, and “Under what conditions 
will your patients’ dignity be preserved or put at risk?” 
(for physicians, nurses, and family caregivers). Next, fol-
low-up questions-”please give an example?”, “What do 
you mean?”-were asked.

The present qualitative study was conducted using 
conventional content analysis. This method is widely 
used for exploring rich and new data and mental analysis 
of the content of textual data through a systematic process 
of classification, codification and theme making.26 In the 
present study, the conventional content analysis method 
proposed by Graneheim and Lundman (2004) was 
applied.27 Accordingly, immediately after each interview, 
the first author (BT) transcribed the recorded interview 
and read and reread the transcript and, after getting 
a general idea of the content, applied the inductive method 
of data analysis. Significant paragraphs in the transcripts 
were marked to be distinguishable from the other parts. 
The words, sentences, or paragraphs which carried signif-
icance with regard to patient dignity were set as semantic 
units. Every important paragraph or phrase was assigned 
a code. Subsequently, the second author (MR) reviewed 
the transcripts and verified the semantic units and open 
codes. Possible disagreements regarding the semantic 
units and codes and the quality of data analysis were 
addressed in meetings attended by all the members of 
the research team (BT, MR, CT, MF). Based on the differ-
ences and similarities among the codes, the classification 
and development of categories were continued. The relia-
bility of the codes was confirmed through a review of the 
categories in the context of the data. After careful and in- 
depth contemplation of the categories and comparing them 
with each other in several meetings, the research team 
extracted the themes. The data were analyzed using 
MAXQDA software 10. 0R250412 (developed and 
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distributed by VERBI Software Company in Berlin, 
Germany).

The criteria of Lincoln and Guba (1985) were used to 
ensure the accuracy of the collected data.28 For credibility, 
the researchers applied long-term engagement with data 
(11 months), member checking and peer debriefing, sub-
ject triangulation (physicians, nurses, patients, and family 
caregivers in various gender and age groups), time trian-
gulation (data collection in different work shifts), place 
triangulation (different departments and different hospi-
tals), maximum variation in sampling, and searching for 
contrasting evidence. As for dependability and confirm-
ability, the researchers used an audit trail of the accuracy 
of the interview techniques and data analysis. 
Transferability was ensured through a complete descrip-
tion of the categories, the characteristics of the partici-
pants, and the methods of data collection and analysis.

Results
A total of 4 physicians, 6 nurses, 6 hospitalized patients, 
and 8 family caregivers participated in this study. Three 
major themes emerged from the analyses of data obtained 
from the interviews, namely a peaceful environment, 
respect, and comprehensive support (Table 1).

Peaceful Environment
The findings of the study revealed that a peaceful environ-
ment was one of the most prominent aspects of human 

dignity from the perspective of all the participants. Based 
on the experiences of the nurses, physicians, patients, and 
family caregivers, preservation of patient dignity depends 
on expressions of kindness, effective caregiver-patient 
communication, effective use of communication skills, 
and effective management of clinical settings. In such an 
environment where their needs are taken into considera-
tion, patients and their family caregivers feel comfortable 
and valued. The categories of the theme of peaceful envir-
onment are empathy and management of clinical settings.

Empathy
From the perspective of the doctors and nurses in the 
present study, sharing emotions, approaching the patients 
emotionally, and creating an emotional bond with patients 
during treatment and care contribute to maintaining patient 
dignity.

Intimacy, expressions of kindness, and caring are part 
of proper physician/nurse-patient and physician/nurse- 
family caregiver communications. Doctors’ and nurses’ 
understanding behaviors and actions can show empathy 
and compassion toward patients and relieve the worries 
of patients and their family caregivers, resulting in main-
tenance of patients’ dignity. From the patients’ point of 
view, non-verbal communications are an integral part of 
maintaining human dignity in in-patient care and treatment 
and reflect the feelings and attitudes of doctors and nurses 
toward patients. One of the patients described the condi-
tions which made him feel valued as follows:

Some doctors smile at me . . . joke with me and call me by 
my first name when they come to visit me. This makes me 
feel valued . . . and makes me feel at home and I can com-
municate with them very easily . . . (Patient, 24 years old).

From the physicians’ viewpoint, physicians and nurses 
should use appropriate verbal techniques in their commu-
nications with patients to understand and identify with 
their problems and make them feel more comfortable. 
This reflects respect for patients’ dignity. A Physician 
said:

Once, I had an Arabic patient . . . I learned a few 
Arabic words from his companion and tried to use these 
words when communicating with the patient because 
I thought using a common language would help me under-
stand the patient better and make the patient feel more 
comfortable . . . (Physician, 36 years old).

The physicians also believed that physicians and nurses 
should share feelings and show empathy to properly per-
ceive and identify with the feelings of their patients in 

Table 1 The Themes and Categories Extracted from Analysis of 
Data (N=24)

Themes Category

Peaceful 

environment

Empathy

Management of clinical settings

Respect Respect for human identity

Respect for patient privacy

Respect for patients’ beliefs and values

Involvement of patients in decision-making

Unbiased treatment

Comprehensive 
support

Healthcare information support

Psychological support for patients and family 

caregivers

Social support
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order to be able to take appropriate action to resolve 
patients’ problems and concerns.

When a physician imagines himself or herself in 
a patient’s position or as a family member of the patient, 
he or she may better understand the patient’s problems . . . 
(Physician, 28 years old).

Management of Clinical Settings
The nurses in the present study referred to proper ventila-
tion, hygiene, and noise reduction devices as important 
factors associated with the preservation of patient dignity.

At night, we reduce the volume of the alarms. Also, we 
put a folded bed sheet behind the door so that the sound of 
the door opening does not disturb the patients’ comfort . . . 
(Nurse, 42 years old).

Some of the patients and family caregivers compared 
their situation to being held as prisoners in the hospital and 
stated that lack of decoration, poor hygiene, and inadequate 
space for the entertainment of the hospitalized patients indi-
cated disregard for the human dignity of the patients. They 
expected the hospital environment to be happier and more 
home-like. Some of the caregivers acknowledged that, 
although they expected the patients to have a companion at 
the time of admission, the hygienic conditions, toilet facil-
ities, supplies of bed sheets and blankets, and beds were 
inadequate for the family caregivers.

The family caregivers stated that the complex admis-
sion process caused them to frequently ask the manage-
ment and supervisors to move their patients to the main 
ward, which may have wasted the time of the patients and 
family caregivers and adversely affected the treatment 
process.

According to one of the family caregivers:
We were in the emergency department for several days. 

It was very crowded and noisy. Every time I took my 
patient away for sonography tests, her bed would get 
occupied and they would take the chairs too . . .. When 
I told the personnel there were no empty beds, they would 
tell me to wait for a patient to leave and take their bed . . . 
we had so much trouble there . . .. It was a week before we 
could enter the main ward and my patient was exhausted 
and frustrated by then . . . (Family caregiver, 36 years old).

Some of the caregivers referred to delays in the imple-
mentation of medical procedures and incorrect triage as 
a threat to their dignity.

My patient’s been in the internal ward for 16 days 
waiting for her turn to do ERCP. They give her morphine 
and painkiller injections every day. She has to be NPO 

from midnight until noon and then they say the operation 
has been cancelled. Her condition has gotten worse since 
we came here . . .. Patient dignity can be maintained only 
when clinical measures are performed without delay . . . 
(Family caregiver, 42 years old).

Respect
According to the experiences of the nurses and patients, 
showing respect for patients’ identity, humanity, and pro-
tection of privacy are essential for the preservation of 
patient dignity. These are key ethical values that the med-
ical personnel should consider when they provide care to 
patients and interact with their family caregivers. 
Furthermore, consideration of patient identity, equity, and 
justice as patient rights in healthcare were considered to be 
necessary for patient dignity to be preserved from the 
viewpoint of the study participants. The categories of 
respect for human identity, respect for patient privacy, 
respect for patients’ beliefs and values, involvement of 
patients in decision-making, and unbiased care form the 
theme of respect.

Respect for Human Identity
The experiences of the nurses suggested that showing 
respect for patients’ identity, avoiding degrading beha-
viors, and exercising courtesy in the process of providing 
care are essential to maintaining patient dignity.

Treatment and care must be accompanied by respect. 
When a patient is hospitalized and needs treatment, we 
should not forget that this patient may be a father, mother, 
grandfather, or grandmother who is treated with respect in 
his or her own family . . . (Nurse, 35 years old).

Also, objectification of patients was identified as 
another serious threat to patients’ human dignity.

Sometimes, they just act like robots; they quickly do 
something for the patient and then leave . . . patients have 
emotions and feelings, and such behaviors make them feel 
worthless . . . (Patient, 46 years old).

Respect for Patient Privacy
All the participants believed that maintaining patients’ 
privacy was ethical and that the treatment team members 
must respect patients’ privacy under any conditions. 
Respect for patient privacy refers to medical personnel’s 
treating patients’ information as confidential during their 
hospitalization period. Patient privacy emphasizes avoid-
ance of revealing patients’ information. The nurses con-
sidered appropriate covering of patients’ bodies as one of 
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the aspects of preserving patient dignity and believed that, 
as part of their personal space, patients’ bodies must be 
treated with respect.

A woman had returned from the operating room. It was 
visiting hours. We pulled the curtains aside to let her family 
see their patient. Because of the arterial line, the patient’s 
arm was exposed. Her family asked me to cover their 
mother’s arm with something . . . (Nurse, 29 years old).

With regard to maintaining patients’ privacy toward 
maintaining their dignity, one of the nurses stated that:

Patients who are brought out of the operating room are 
not conscious and will not know if their bodies are 
exposed. But we try to keep them properly covered . . . 
(nurse, 44 years old).

From the doctors’ perspective, maintaining patient con-
fidentiality is another important aspect of dignity-based care. 
Sometimes, breach of confidentiality can exacerbate patients’ 
current conditions. Patient confidentiality is stressed by med-
ical ethics and patient rights charters. In this regard, a female 
doctor with 5 years’ work experience stated that:

We must definitely keep our patients’ secrets . . .. For 
example, once I had a patient who was addicted to opium. 
He insisted that he did not want his wife to know . . .. We 
took care to keep his addiction secret and I told all the staff 
to do the same thing . . . (Physician, 33 years old).

On a similar note, a patient mentioned that:
My wife’s family tried hard to find out about my 

condition through my doctor. However, my doctor 
expressly told them that my information was confidential . .  
. (patient, 34 years old).

Being cared for by an opposite-sex caregiver can ser-
iously threaten patients’ dignity. Also, the family care-
givers stated that the presence of other patients’ 
companions and opposite-sex personnel was a threat to 
patient dignity.

My mother had wounds on her legs . . . but sometimes 
her wound dressing was changed by a male nurse . . .. My 
mother was very embarrassed by this and felt that the 
treatment team did not value her because they did not 
care about her privacy . . . (Family caregiver, 38 years old).

Respect for Patients’ Beliefs and Values
From the nurses’ viewpoint, respect for patients’ beliefs, 
values, and thoughts reflect the preservation of their 
human dignity. They believed that the treatment team 
members could preserve the patients’ dignity by respecting 
their beliefs and values as they provided care to them.

I once had a Christian patient and we had no Bibles in 
the ward. One of the archiving staff was a Christian. 
I managed to get a Bible from him and gave it to my 
patient . . . (Nurse, 48 years old).

Similarly, the doctors who participated in the study 
stated that, out of respect for the patients’ dignity, they 
used expressions and phrases which were consistent with 
the patients’ religious beliefs during the examination and 
treatment processes to help them heal more quickly.

During treatment, we tell our patients and their families 
that we will try our best but they should place their trust in 
God . . . (Physician, 33 years old).

Involvement of Patients in Decision-Making
The patients believed that, in order for patient dignity to be 
preserved, patients and their family caregivers should be 
allowed to participate in the making of decisions around their 
treatment plans and procedures. Some of the participants stated 
that their dignity was disrespected as they were not informed 
about their treatment plans. Some others expressed that they 
desired to have the right to choose their doctors or nurses.

It is important that they ask me about my opinion . . . 
I have the right to participate in my treatment process . . . 
(Patient, 32 years old).

In the present study, the doctors and nurses tried to 
have the patients and their family caregivers actively par-
ticipate in their treatment by providing them with the 
necessary information.

I always explain the meaning of surgical consent to my 
patients and their companions. I tell them that the informa-
tion is not meant to make them worried and they should not 
think that they are definitely going to have the complications 
mentioned in the forms. I explain that it is my duty to inform 
them about surgical complications. And that it is up to them 
to accept the risks or not . . . (Nurse, 37 years old).

Unbiased Treatment
Treating patients of any ethnicity, race, or nationality 
based on equity was described as a prominent example 
of respect for patient dignity by the doctors in the present 
study. Also, the experiences of the doctors indicated that 
patient dignity was violated through some patients’ unfair 
access to facilities and medical equipment which were 
unavailable to other patients.

Some of the patients here are Turk or Lur or from other 
ethnic minorities . . . but it does not make any difference to us; 
we provide equal care to all patients . . . (doctor, 33 years old).
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Comprehensive Support
In the present study, comprehensive support was found to 
consist of healthcare information support, psychological 
support for patients and family caregivers, and social 
support.

Healthcare Information Support
The majority of the patients and family caregivers stated 
that being provided with insufficient information adversely 
affected their sense of dignity. Patients and family care-
givers expect the medical personnel to provide them with 
clear and complete information regarding different treat-
ment methods and patients’ medical status and laboratory 
test results. According to the results of the study, patients 
and family caregivers regard doctors’ and nurses’ failure 
to inform them properly as a threat to the dignity of 
patients and family caregivers.

The experiences of the patients and family caregivers 
showed that raising the awareness of the patients or their 
families by introducing them to the patients’ conditions, 
the patients’ degree of preparation for treatment, and the 
necessary medical instructions was a sign of respect for 
patient dignity.

The family caregivers claimed that their dignity was 
violated when they were told to stay outside during the 
doctors’ visits and were not informed of their patients’ 
treatment plans.

According to one of the family caregivers:
When the doctors are on their rounds, I must be present 

by my mother’s side so that I can explain her problems to 
the treatment team and ask my mother’s doctor about the 
progress of her disease and the different methods of treat-
ing her (Family caregiver, 48 years old).

Psychological Support for Patients and Family 
Caregivers
From the perspective of the hospitalized patients and their 
family caregivers, being diagnosed with a disease, treat-
ment procedures, and even follow-up care affect patients 
deeply. Patients and their family caregivers experience 
high levels of stress and psychological tension; thus it is 
necessary that the sources of their stress be identified and 
they be provided with proper counseling services to be 
able to adjust to their current conditions and feel that their 
dignity is valued.

My patient’s spirits are really low . . .. My nephew had 
the same medical condition and died. Ever since then, my 
mother has been so desperate. She seriously needs 

counseling. I myself have started to hate life. The stress 
of diseases and treatments can put you under so much 
pressure . . . (Family caregiver, 34 years old).

With regard to caring about the emotional needs of 
family caregivers, one of the nurses said:

The sudden death of one of the heart patients here 
caused her daughter to get depressed . . .. I met here 
when her mother was hospitalized here . . .. To help her 
recover emotionally, I introduced her to a counselor. 
I sometimes took her myself . . . (nurse, 38 years old).

Social Support
The family caregivers stated that, in addition to the distress 
caused by their patients’ health conditions, their inability 
to buy certain medications and high hospital costs put 
them under extra pressure and forced them to seek finan-
cial help from relatives or friends due to lack of money 
and social support organizations, which undermined their 
dignity. By introducing the patients who were in need of 
financial support to charities and raising funds in the 
hospital for them, the members of treatment teams tried 
to reduce the concerns of the patients and their family 
caregivers and maintain their dignity.

We have put a charity box in the break room to main-
tain the patients’ dignity. All the personnel, even the 
students, donate by putting some money in the box. The 
money is used to help the patients who need it . . . (Nurse, 
35 years old).

Discussion
Three major themes emerged from analyses of the data: 
peaceful environment, respect, and comprehensive sup-
port. Based on the experiences of the study participants, 
creating a comfortable environment and establishing an 
empathetic relationship with hospitalized patients contri-
bute to maintaining the human dignity of patients and their 
family caregivers. Also, for patient dignity to be main-
tained, professional care providers should respect the 
humanity of patients, respect their identity, privacy, values, 
and beliefs, avoid discrimination, respect patient auton-
omy, and pay attention to the various aspects of patients’ 
existence.

According to the results of the study, understanding the 
patients’ emotions through effective communication skills, 
keeping the hospital environment hygienic, and facilitating 
patient admission reflect respect for patient dignity. The 
importance of empathy in doctor-patient relationships has 
been repeatedly emphasized in medical research.29,30 
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Shafati and Zahedi (2013) report that doctors cannot fully 
understand their patients without entering their personal 
world through empathy.31 When a doctor is aware of 
a patient’s true emotional status, he or she can distinguish 
between the physical and psychological causes of the 
patient’s problems.32 According to the literature, commu-
nicating with patients in an intimate and friendly way can 
help with discovering the patients’ feelings and resolving 
their problems.33 According to Manookian et al (2014), 
patient dignity is preserved through an attempt to under-
stand patients’ emotions, listening to their concerns, and 
a desire to help them overcome their problems. Showing 
respect for patients’ human dignity during care involves 
being kind, empathetic, and compassionate to patients.11 

The results of the study of Hosseini et al (2017) about the 
dignity and quality of life of end-stage cancer patients in 
Iran show that when patients are treated in a friendly 
manner, they have more peace, hope, and trust.

Most of the patients and family caregivers in the pre-
sent study considered satisfactory hospital equipment and 
facilities as a key element in maintaining patient dignity. 
Some of the participants stated that their dignity was 
violated by unhygienic conditions and loud noises in 
their environment. The results of several studies in Iran 
and other parts of the world support these findings.20,34-37 

In a similar study, a better physical environment, facilities, 
greenery in the hospital, and silence are listed as contribu-
tors to preservation of patient dignity.19,34

According to the findings of the present study, respect 
is another theme of patient dignity. From the perspective 
of the medical staff, respect for patients’ identity was one 
of the important aspects of ethical care.12 Other studies 
have similarly stressed the importance of showing respect 
for patients’ identity,38–40 which includes respect for age 
and religious identity and avoidance of pity and discrimi-
natory behaviors, in maintaining human dignity.40,41 In 
Matiti and Trorey’s study (2008), justice in care, ie, pro-
viding equal access to healthcare services and meeting 
patients’ needs based on their cultural differences, is the 
most important component of professional values.35 

Respect for dignity is manifested by hospital staff’s accep-
tance of equal human rights, considering each patient as 
a unique human being, and focusing on patients’ internal 
values, regardless of their age, gender, race, and religion.42

Another theme identified for dignity was involvement 
of patients and their family members in decision-making. 
According to Baillie and Matiti (2013), patient autonomy 
is one of the main aspects of preservation of human 

identity and is a fundamental principle in ethical and 
patient-centered care.43 Papastavrou et al (2016) state 
that patient dignity is preserved when patients are allowed 
to participate in the setting of their treatment plans.17 Lin 
et al (2013) report that the participation of patients’ 
families in empowering and motivating patients and 
patients’ participation in peer groups are crucial to the 
success of treatment.44 According to the results of study 
by Christensen and Hewitt-Taylor (2007), patient empow-
erment requires a proper balance of power between the 
patient and healthcare provider. In other words, the most 
effective strategy to minimize paternalism is to focus on 
behaviors which facilitate patients’ empowerment.45

From the participants’ point of view, respecting the 
beliefs and values of patients and their family caregivers 
was an important aspect of maintaining patient dignity, 
which is consistent with the results of other studies. 
A study reports that the significance of respect to Iranian 
patients is rooted in their religious beliefs.46 Other inter-
national studies emphasize that showing consideration for 
patients’ major beliefs positively affects maintenance of 
their dignity.41,42,44 Therefore, it is important to pay atten-
tion to patients’ expectations and values to maintain their 
dignity.47,48

The results of the present study revealed comprehen-
sive support as another theme of dignity. Informational 
support is defined as the provision of sufficient informa-
tion to patients and family caregivers so that they can more 
easily manage stressful situations and adopt effective cop-
ing strategies.49 Informational support is not only a moral 
duty to patients and their companions, but is regarded by 
them as a value expected of nurses and doctors.50 Stahl 
and Tomlinson (2017) claim that the right to know about 
one’s illness is one of the most obvious rights of a patient.-
51 Therefore, any information provided based on patients’ 
needs will contribute to the preservation of their autonomy 
and dignity.52 Patients and their family members expect to 
receive information regarding their care plans because 
they want to have the opportunity to make informed 
decisions.53 Only a limited number of studies have been 
conducted on the impact of family and its support on 
patient dignity. In the Iranian culture, family plays an 
important role in supporting the patient. The companion-
ship of family members in the hospital and visits from 
relatives and acquaintances are a part of social and reli-
gious values in Iran. In such a culture, holistic healthcare 
demands the medical personnel’s attention to the needs of 
patients and their family members.54
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The participants of the present study believed that, in 
addition to patient’s physical and social needs, the emotional 
and psychological needs of patients’ families should be taken 
into account. Babaei et al (2016) describe holistic care as 
showing attention to the needs of patients and their family 
members.55 In a review study in Australia, Kornhaber et al 
(2016) list therapeutic listening, responsiveness to patients’ 
emotions and needs, and patient-centered care as essential to 
improving clinical inter-personal relationships.56 The study 
of Fan et al (2017) in Taiwan shows that the medical person-
nel should act as a mediator between patients and their family 
members to facilitate their relationship and resolve their 
conflicts. By supporting patients and their family caregivers, 
the medical personnel can help them cope with stress.57

Davidson (2009) names the need for information as the 
most important psychological and social need of patients’ 
families and states that the informational support of the 
medical personnel in their relationship with patients’ 
family members is an effective way to facilitate their 
adjustment.58

Social support, as another subcategory of comprehen-
sive support, can be realized through the financial support 
and assistance of state support organizations and NGOs. 
The results of a study show a positive relationship between 
social support and health.59 In an integrative review study 
by Chaudhary and Sharma (2019), financial support 
through donations from government agencies and charity 
organizations is reported to be an essential factor in main-
taining patients’ human dignity.60 Also, social support is 
one of the contributors to preservation of human dignity in 
the model of dignity-conserving care proposed by 
Chochinov (2002). When patients are acknowledged by 
the society and are valued and treated with respect, only 
then can patient dignity be maintained.61

Limitations
One of the limitations of the present study is the small size 
of the sample. The findings of the study do not specify the 
exact source of each theme and category extracted from the 
experiences of the patients, family caregivers, nurses, and 
doctors. Also, the views of other healthcare professionals 
are not included. In addition, data were collected exclu-
sively via individual interviews and in the educational hos-
pitals in the south-east of Iran. Accordingly, it is 
recommended that, in order to collect richer information, 
future studies incorporate the views and experiences of 
other healthcare professionals such as physician assistant, 
physiotherapist, psychologist, emotional, social and 

spiritual support providers selected from a wider range of 
medical centers. It is also recommended that different 
healthcare professionals, family caregivers, and hospita-
lized patients be interviewed about patient dignity in focus 
group interviews.

The findings of the study can be employed in medical 
and nursing systems, eg, research, education, and practice, 
especially in the field of professional ethics. The findings 
can also prove useful to healthcare policy-makers, man-
agers, and care providers in bridging the gap between 
values and practice and the gap between theory and 
practice.

Conclusions
Respect for patient dignity is one of the most important 
aspects of care in hospital settings. According to the results 
of the present study, treating patients with empathy, provid-
ing a comfortable physical environment, showing respect 
for patients’ privacy, beliefs and values, involving patients 
in decision-makings, providing unbiased care, informing 
patients about treatment procedures, and giving psycholo-
gical and social support contribute to the preservation of 
patient dignity in hospitals. Doctors and nurses are expected 
to maintain patient dignity in compliance with healthcare 
code of ethics and to improve the quality of care.
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