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A B S T R A C T

Background: The ethical values of nursing are crucial to the provision of humane
care. Human dignity is a core value that must be preserved in order to deliver
such care. No studies to date have compared the perceptions of nurses and/or
patients regarding the components of dignified care embedded in actual clinical
practice.
Purpose: To explore the delivery of dignified care by professional nurses. This was
an ethnographic qualitative study combining inductive and deductive methods
to identify emergent themes. A multicenter study carried out in the internal
medicine units of four hospitals in Barcelona (Spain). Convenience sampling
was used to recruit nurses from the four units.
Setting and sample: Multicenter study carried out in the internal medicine units of
four hospitals in Barcelona (Spain). Convenience sampling was used to recruit
nurses from the four units.
Method: We conducted 158 hours of participant observation of 27 nurses. Semi-
structured individual interviews were undertaken with 20 of these nurses, with
data saturation being reached. Data were collected between September 2014 and
May 2016 and were analysed using ATLAS.ti 7.2 for Windows.
Results: Two themes emerged from the analysis: Delivering dignified care and
Factors influencing the delivery of dignified care. The nurses regarded human
dignity as one of the key values of their profession. However, there was a dis-
crepancy between their perceptions of the care they offered and what they actu-
ally did, due mainly to a lack of awareness about their own practice. Respect,
confidentiality, privacy and communication were identified as the key elements
underpinning dignified care. Institutional policies were seen as the major obsta-
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cle to the delivery of humane care, the key issues being frequent shift rotations,
a high patient-nurse ratio and excessive paperwork.
Conclusions: The results of this study underline the importance of delivering digni-
fied care and the need to ensure that nurses’ attitudes and behaviours are con-
sistent with this goal. The ethnographic approach, combining participant
observation with individual interviews, revealed discrepancies between nurses’
perceptions of the care they offered, or should offer, and what they actually did.
This suggests a need for professional forums in which nurses can become more
aware of their own clinical practice.
Cite this article: Martin-Ferreres, M.L., De Juan Pardo, M.�A., Bardallo Porras, D., & Medina Moya, J.L. (2019,

July/August). An ethnographic study of human dignity in nursing practice. Nurs Outlook, 67(4), 393�403.

https://doi.org/10.1016/j.outlook.2019.02.010.
Table 1 – Description of the Research Context

Hospital Type of
Management

Number
of Beds

Number of
Professionals

Number
of Nurses

A Private 272 900 272
B Private 215 780 260
C Private 100 145 57
D Public 753 3,239 983
Background

Professional values can be defined as the preferred
standards of action that are shared by all members of a
profession (Altun, 2002; Martin, Yarbrough, & Alfred,
2003) and which serve as a benchmark for excellence
(Zoboli & Schveitzer, 2013). As a result of the profession-
alization of nursing, a number of official bodies and
associations (AACN, 2008; ANA, 2001; International
Council of Nurses (ICN), 2012; Royal College of Nursing,
2008) proposed a set of professional nursing values.
One value was respect for human dignity which was
defined as showing consideration and respect toward
others and acknowledging their worth as individuals
(AACN, 1986; Royal College of Nursing, 2008). Both the
(Royal College of Nursing, 2018) and the American Asso-
ciation of Colleges of Nursing (AACN, 2008), among
others, list human dignity as one of the core values of
the nursing profession, and certain behaviors of nurses
are seen as crucial to preserving the patient’s dignity.
Although nursing is regarded as a humanistic profes-

sion, the working day of nurses in practice is typically
characterized by a fast work pace, an excessive amount
of work, an increasing use of technology, increased
demands for efficiency and stringent requirements for
quality care and patient safety (Johansson, Hasson, &
Johansson, 2013). This has had an impact on human
relations, such that in the nursing context the patient
at times is no longer the focus of care (Rasmussen &
Delmar, 2014). This situation is aggravated by the need
within health systems to increase efficiency through
the use and prioritization of technology, to the detri-
ment of the interpersonal dimension of the caring rela-
tionship (Galvin & Todres, 2013). All these aspects can
lead to dissatisfaction among patients, a fact which
highlights the importance of more patient-focused care
(Rasmussen & Delmar, 2014).
Various authors have pointed out that dignity is a sub-

jective concept whose definitionmay vary from one indi-
vidual to another (Johnston et al., 2015). This is reflected
in the fact that numerous studies have examined the
perceptions of both nurses and patients regarding the
meaning of dignity and qualities of dignified care (Heij-
kenskj€old, Ekstedt, & Lindwall, 2010; Lin, Watson, & Tsai,
2013; Matiti & Trorey, 2008; Sabatino, Kangasniemi,
Rocco, Alvaro, & Stievano, 2016). However, although
researchers have sought to describe the characteristics of
dignified care, whether in general (Sabatino et al., 2016;
Thompson et al., 2016) or focusing on specific aspects
(Pols, 2013; Rodr�ıguez-Prat, Monforte-Royo, Porta-Sales,
Escribano, & Balaguer, 2016), it is unclear to what extent
nurses’ perceptions of such care coincide with what they
actually do in practice. Therefore, the aim of the present
study was to examine the delivery of dignified care by
professional nurses. We also explored nurses’ percep-
tions regarding dignified care, as well as potential bar-
riers to its implementation.
Method

Design

This was a qualitative ethnographic study. This
approach was chosen as it enables a detailed and in-
depth description of the study phenomenon and
allows comparison of nurses’ perceptions with actual
clinical practice (Hammersley & Atkinson, 2001; Silver-
man, 2007).

Participants

We recruited nurses working in internal medicine
units of four hospitals in the province of Barcelona.
Both morning and afternoon shifts were represented.
Three of the hospitals were part of the same privately
managed consortium (60% of activity outsourced from
the public sector), while the fourth was a public hospi-
tal (Table 1). Convenience sampling was used with the
aim of recruiting good informants with experience of
the study phenomenon.
The inclusion criteria were as follows: (a) working on

an internal medicine ward, (b) at least three years’
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Table 2 – Attitudes and Behaviors Associated with the Preservation of Human Dignity, According to the
AACN

Value Attitudes Professional Behaviors

Human dignity Consideration Safeguard the individual’s right to privacy
Empathy Addresses individuals as they prefer to be addressed
Humaneness Maintains confidentiality of clients and staff
Kindness Treats others with respect, regardless of background or personal characteristics
Respectfulness Shows respect for colleagues
Trust Designs and provides culturally competent care

Source: Fragment of Table 7-2 (Values and qualities of professionalism in nursing) in Arnold EC, Underman Boggs K. Interpersonal relation-
ships: Professional communication skills for nurses. 7th ed. St Louis, MO: Elsevier Health Sciences; 2016.
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professional experience, (c) fluency in Spanish or Cata-
lan, (d) signing informed consent, and (e) employment
contract for at least a further 6 months at the time of
recruitment (so as to enable observational follow-up).
In order to achieve maximum variation of responses
within the sample, we selected participants of differ-
ent age, gender, and years of experience.

Data Collection

Sociodemographic data were recorded for all partici-
pants. Between September 2014 and May 2016, we col-
lected data by means of participant observation and
informal questioning during the observation, as well
as through semistructured interviews. In total, we
conducted 158 hours of observation and 35 hours of
interviews, with data saturation being reached. The
semistructured interviews were held in rooms made
available by the participating hospitals, while the
informal questioning took place on the ward during
the observation. Twenty nurses were interviewed,
the selection being based on the criteria of best infor-
mant and variation in workplace. All the interviews
(mean duration 68 minutes) were recorded for subse-
quent transcription. At the start of the interview the
main researcher explained the purpose of the study
and the involvement required of participants. The
interview began with questions about broader con-
cepts, before moving on to explore in more detail the
specific attitudes and behaviors associated with the
preservation of human dignity (AACN, 2008), as
shown in Table 2. Postobservation discussions were
held at the end of the interviews to allow participants
the opportunity to articulate their views about the
observed practice. Reference was also made to obser-
vations during the field work, comparing, and con-
trasting this with the nurses’ responses during the
interview. In addition, interview transcripts were
returned to participants for validation corrections
(Tong, Sainsbury, & Craig, 2007). None of the partici-
pants offered additional comments or requested
changes to their interview transcript.
Alongside the interviews, the main researcher kept a

field diary in which she recorded her observations,
impressions and the informal conversations that took
place during the field work. The frame of reference for
both the observation guide and the interview ques-
tions were the attitudes and behaviors that the AACN
associates with dignified nursing care (AACN, 2008).
The researchers maintained an attitude of constant

reflexivity throughout to monitor her subjectivity and
minimize her influence on the collection and analysis
of data.

Data Analysis

For the purposes of data analysis we created two primary
documents, one comprising the interview transcripts and
the other with field notes. In the first stage, we then iden-
tified 1,032 units of meaning, which we grouped into 25
categories based on their similarity. Further examination
of these categories yielded a set of six metacategories
and, ultimately, two emergent themes that described the
study phenomenon. The categories and metacategories
were determined using the inductive method that is typi-
cal of qualitative research (Glaser & Strauss, 2007),
whereas both inductive and deductive methods were
employed to identify the themes, specifically by compari-
son of the emergent metacategories with the theoretical
framework of the study (AACN, 2008). Datawere analyzed
using ATLAS.ti 7.2 forWindows.

Consideration of Rigor

Rigor was ensured by applying the four criterias pro-
posed by Calder�on (2002), namely epistemological ade-
quacy, relevance, reflexivity, and validity. During the
analysis, the findings were triangulated among the
researchers in order to allow for discussion of the inter-
pretation of data and the homogeneity of emergent cat-
egories. The observational data were also triangulated
with participants during the individual interviews.

Ethical Considerations

The study was approved by the ethics committee of
each of the participating hospitals and all necessary
institutional permissions were obtained. Prior to any
data being collected, participants were informed about
the aims of the study and it was made clear that they
could withdraw their consent at any point. All partici-
pants signed an informed consent, including for the
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recording of interviews. Only the first author had
access to the full recordings.
Findings

A total of 36 nurses agreed to take part, although only
27 (25 women and 2 men) remained available for fol-
low-up observations. The reasons for sample loss were
transfer to another unit (n = 5), change of shift (n = 2),
and maternity leave (n = 2).
The main characteristics of the final sample are

shown in Table 3.
Two inter-related themes emerged from the analy-

sis: Delivering dignified care and Factors influencing the
delivery of dignified care. Table 4 shows the two themes,
along with their corresponding main categories and
metacategories. Supplementary tables 1 and 2 contain
examples from the interviews and observations to
illustrate these themes and categories. In the excerpts
shown below, the abbreviation “NI” indicates that the
quotation comes from a nurse interview, whereas “OB
N” refers to observational material from field notes.

Delivering Dignified Care

This theme refers to the attitudes and behaviors that
nurses considered to be important for the delivery of dig-
nified care. The theme comprised of four metacategories:
respect, confidentiality, privacy, and communication.
Respect
During the interviews the nurses referred to respect as
a key element in preserving the patient’s dignity,
although consensus was lacking in regards to what
this meant in practice. An issue, in this case, has to do
with the fact that Spanish and Catalan have both a for-
mal and informal “you.” Thus, for the majority of
nurses, respect was rooted in the way of addressing
the patient, that is, using the formal “you” (usted)
regardless of the patient’s age and leaving the use of
the informal t�u to the patient’s discretion.

“With older people I always use usted until they ask
me to speak to them as t�u. And in fact, they usually
say ‘don’t be so formal with me’.” NI 7 (1:1208)

However, despite there being broad agreement that
the form of address should be at the patient’s discre-
tion, many participants considered that the formal
usted had an outdated connotation and was a marker
of distance in the relationship.

“I never call anyone usted. For me, usted puts dis-
tance between the two of you and it seems out-
dated.” NI 16 (1:706)
Furthermore, the observations revealed that in most

cases nurses did not in fact leave it to the patient to
choose the form of address.
[‘What do you (informal t�u) think, shall we do the
spray again? (referring to the nebulizer) (. . .) Have
you (informal t�u) rinsed your mouth? (. . .)’] OB N23
(3:931)

Another key aspect related to respect concerned the
positive impact of calling the patient by his or her
name. The nurses interviewed considered that using a
person’s name was a way of acknowledging his or her
individuality and that it helped to establish a warmer
and more empathic relationship, thus increasing the
patient’s trust.

“Someone who’s empathic isn’t going to enter a
room without knowing what the patient’s called.”
NI 3 (1:1450)

“Using the patient’s name makes them more
relaxed and trusting. She recognises me, knows
who I am, where my pain is, what it is I need . . . she
knows my history’.” NI 6 (1:215)

However, although the nurses often knew the names
of their patients, they also frequently used colloquial
terms of endearment. For instance, even when the
patient’s name was indicated on the wall above the
bed, some nurses were observed to using expressions
such as “love” or “dear”:

[Addresses older patient: “Morning, my love”.] OB
N8 (3:190)

[‘Sorry my dear, but they haven’t taken you off that.
You can’t stop the oxygen’.] OB N27 (3:888)

Confidentiality
Confidentiality was another aspect that was consid-
ered crucial for preserving the patient’s dignity.

“Safeguarding confidentiality and being aware of
the conversational space is essential. At times you
start talking and you need to be aware of where you
are, because you’re talking about someone who is
your patient.” NI 5 (1:522)

However, participants acknowledged that despite
their best efforts it was often difficult to ensure confi-
dentiality was maintained:

“Patients have nothing better to do, they get bored
with the tele and so they turn their attention to
what’s going on around the ward, and well, we’re
not discreet. You hear everything in the rooms.
We’re often there, making the bed, and saying
things like: ‘Did you see how he spoke to me?’. They
notice everything.” NI 17 (1:994)

The observations also revealed some of the skills that
nurses employ in order to preserve confidentiality. These
included altering their tone of voice, covering



Table 3 – Demographic Characteristics of Participants

Participant Gender
and
Age

Living
Situation

Level of Education and/or Training in Professional Values Years
Working
at Hospital

Time in
Current
Post

N1 F
40

Married
One child

Postgraduate qualification in counseling andmindfulness
Master’s in Health Research (current)

19 4 years

N2 F
31

Single Postgraduate qualification in pediatric primary care
In-service training in assertiveness and problem solving
No training in professional values

8 4 years

N3 F
50

Separated
One child

No training in professional values 22 11 months

N4 F
32

Single No training in professional values 6 *

N5 F
27

Married
No children

Master’s in Intensive Care
No training in professional values

6 5 years

N6 F
32

Single No training in professional values 12 12 years

N7 M
29

Single Postgraduate qualification in oncology
No training in professional values

5 *

N8 F
39

Married
Two children

Postgraduate qualification in cardiology
No training in professional values

18 18 years

N9 F
47

Married
Two children

Postgraduate course on grief
No training in professional values

20 20 years

N10 F
31

Married
One child

Postgraduate qualification in critical care
No training in professional values

10 10 years

N11 F
34

Single No training in professional values or other
courses or postgraduate studies

9 9 years

N12 F
51

Married
Two children

In-service training on professional values, emotional
intelligence, emotionmanagement and teamwork

29 8 years

N13 F
50

Married
Three children

In-service training on professional values,
emotional intelligence,
emotionmanagement and teamwork

30 6 years

N14 F
39

Married
One child

Master’s in Critical Care
In-service training on professional values, emotional
intelligence, emotionmanagement and teamwork

15 11 months

N15 F
55

Married
Two children

In-service training on professional values,
communication and empathy

35 2 years

N16 F
50

Divorced
Two children

Degree in Social and Cultural Anthropology
Training in professional values: neurolinguistic
programming and Gestalt therapy

23 23 years

N17 F
37

Single
One child

No training in professional values 15 5 years

N18 F
29

Married
No children

Postgraduate qualification in critical care
No training in professional values

8 8 years

N19 F
36

Single Training in professional values: stress management 12 12 years

N20 M
26

Single Master’s in Emergency Care
No training in professional values

11 *

N21 F
57

Single Postgraduate qualification in community nursing
Training in professional values: stress management

9 8 years

N22 F
29

Single Postgraduate qualification in surgical nursing
Training in professional values: On happiness

8 *

N23 F
34

Married
Two children

Postgraduate qualification in psychotherapy and
psychology of cancer
Courses related to happiness

13 10 years

N24 F
36

Single Master’s in Alternative Medicine
Training in professional values: emotional ecology

8 8 years

N25 F
39

Divorced
Two children

Postgraduate qualification in internal medicine
Master’s in Emotional Ecology
Coaching in nursing for the cardiology patient

18 7 months

N26 F
26

Single Postgraduate qualification in polytrauma care
No training in professional values

6 6 years

N27 F
57

Separated
Three children

Master’s in Speech Therapy
Training in professional values: psychology of the
emotions

36 23 years

F, Female; M, Male; N, Nurse.

*Covers shifts (no fixed assignment).
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Table 4 – Synthesis of Results. Components of the Emergent Themes

Categories Metacategories Themes

Addressing the patient (use of formal or informal ‘you’)
Value of using the patient’s name
Using colloquial terms of endearment

Respect Delivering
dignified care

Inappropriate conversations in front of the patient
Professional skills used to preserve confidentiality
Not noticing a breach of confidentiality

Confidentiality

Exposing the patient’s body
Not noticing a loss of privacy
Not respecting the patient’s space
Empathy as a means of preserving privacy

Privacy

Using patient’s preferred language (Spanish or Catalan)
Adapting the kind of language used to the patient’s sociocultural level
Nurse-patient relationship focused on the person or on technical
aspects
Interest in knowing how the patient feels
Talking with colleagues about other things in front of the patient

Communication

Frequent shift rotation/staff changes
Patient-nurse ratio
Excessive workload
Toomuch paperwork
Work context
Burnout and consequences for the patient

Institutional policies Factors influencing the
delivery of dignified care

Impact of personal problems on relationship with patient
Professional experience and training
Empathy
Personal experience of illness

Emotionmanagement
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confidential documents, and avoiding sharing informa-
tion in the presence of people unrelated to the patient:

[The doctor appears and, in order to report on the
patient he enquires about, the nurse lowers her
voice so that others cannot hear.] OB N6 (3:33)

[A patient and his family members approach the
nurses’ station prior to discharge and the nurse
sends them back to the room to avoid giving explan-
ations in the corridor. She covers up the paperwork
she is doing as they approach.] OB N3 (3:209)

Similarly, nurses sometimes avoided answering an
indiscreet question on the part of a patient so as to
maintain confidentiality regarding other patients:

[Patient asks] “Has the patient opposite died?” [The
nurse doesn’t answer and continues to ask the patient
about how she’s been this morning. The patient con-
tinues pressing for information] “It’s just that I heard
crying. . .” [Nurse does not answer.] OB N26 (3:956)

Despite these observed efforts to maintain confi-
dentiality, the nurses agreed that in hospital units
there tend to be breaches which go unrecognized:

“Confidentiality. . . it isn’t really respected. People
are very free with words. And there are times when
you have to tell them, ‘watch what you’re saying’.
You don’t realise that you’re sharing confidential
information about your patient.” NI 3 (1:521)
Privacy
Privacy was also seen as important for preserving the
patient’s dignity, which the nurses distinguished
between privacy of the body and that of personal space.
In regards to the body and how it was treated, all the
participants agreed that it was important to avoid
exposing the patient’s body beyond what was strictly
necessary.

“I always try to protect their privacy. I never
leave the patient naked. If I’m giving a bed bath I
do one part at a time so that they don’t feel
uncomfortable. For me, this is a really important
issue.” NI 6 (1:156)

This statement contrasts strongly with the actual
practice of some participants, especially when giving
bed baths or carrying out certain procedures. Consider,
for example, the following observation:

[The nurse prepares to give the patient a bed bath.
She agrees with the nursing assistant who is with
her that one of them will begin at the top and the
other at the bottom. Eventually the patient is left
completely naked.] OB N6 (3:200)

[Nurse enters the room and closes the door behind
her. She then draws the curtain that separates the
two beds. Despite these precautions, the relatives
who are visiting the other patient are able to see
what she is doing as she treats a wound in the
sacral area.] OB N6 (3:152)
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In regards to personal space, several participants
pointed out that patients view their room as home
during their stay in the hospital. They added, how-
ever, that this was not given the importance it mer-
its, and it was often patients themselves or their
relatives who pointed out the need to respect this
space.

“For patients the room is their home, and some-
times we knock, sometimes we don’t. The door is
closed, and when we’ve finished we leave it open.
We forget that this is the patient’s living space, their
territory. We forget this at times, and see the room
as a work space. It’s their chance of some privacy,
the little they can have. You see how some patients
get up and close the door because they need to feel
that sense of shelter. This is where we can fail to
respect their privacy.” NI 10 (1:294)

This idea was reflected in the observations. Gener-
ally speaking, nurses did not knock before entering the
room, regardless of whether the door was closed or
open, although they were more likely to do so if it was
closed.

[Door closed, knocks before entering. The nurse
leaves the room without closing the door behind
her and the patient calls to ask her to do so.] OB N8
(3:189)

Several nurses referred to the importance of empa-
thy and how this could help them to take steps to
respect the patient’s privacy.

“‘What we need to do more of is put ourselves in
the patient’s shoes and ask ourselves: how would
I feel if they had to wash me like that?” NI 3
(1:1430-1434)
Communication
Another factor associated with the patient’s dignity
was communication. All the nurses felt that using the
patient’s preferred language (Spanish or Catalan) and
adapting the kind of language used to the patient’s
sociocultural level were important strategies for
ensuring that patients understood what they were
being told, as well as for making them feel more com-
fortable in the relationship with nurses.

[Nurse uses both Spanish and Catalan with different
patients. I ask her about this and she says that she
uses the language that the patient is more comfort-
able with.] OB N1 (3:562)

[How are you?. . . Is the pain better?. . . I’m going to
give you something to help you breathe (referring to
the nebulizer).] OB N20 (3:3389)

In addition, the majority of nurses took the opportu-
nity during care procedures to ask patients how they
were and what they needed.
[She explains what she is going to do and while
administering the medication she asks the patient
how he’s been since yesterday, her previous shift.]
OB N12 (3:532)

However, there were also numerous occasions
when, during their care duties, nurses talked with
each other about other things in front of the patient.

“We enter a room talking about whatever. ‘On Sun-
day I did this or that. . .’. I always like to at least say
‘good morning’, but I realise that sometimes we’re
there talking about the weekend. I don’t like that. I
think it could be avoided”. NI 16 (1:2033)
Factors Influencing the Delivery of Dignified Care

The second theme concerned factors—both facilitators
and barriers—that influenced the delivery of dignified
care. This theme comprised of two metacategories:
institutional policies and emotion management.
Institutional Policies
The participants considered that institutional policies,
that is, the decisions taken by hospital management
with regard to all aspects of staff rostering and costs,
were what most influenced the delivery of dignified
care. One of the key issues they identified in this
regard was frequent shift rotations and staff changes.
Some of the nurses said that this led them to be less
professional in their role as it undermined continuity
of care and, as a consequence, made it difficult to offer
personalized care to patients.

“It’s no good, you can’t work in a different place
every day. You’re just filling in. Why am I going to
try to do something differently if tomorrow the reg-
ular nurse will simply do whatever she’s been
doing? What’s the point of me changing the way we
care for the patient? So I just do things the way
they’re being done. That’s all I can do. But it wears
you down.” NI 7 (1:3940)

“Today for example there’s a lot of bank staff, differ-
ent people in the morning and the afternoon. If the
patients were the priority, this wouldn’t happen;
we’d have some stability. As it is, you drive the
patient crazy: one face today, another tomorrow,
another the next day. There are a lot of casual staff,
who could at least be kept on the same shift, or on
the same ward. Some of them come in the morning
the first day, in the afternoon the next day and at
night the day after that. In my view, this isn’t good
patient care: I don’t feel that the patient is the prior-
ity.” NI 12 (1: 4447)

Other policy-related issues that the nurses referred
to were the high patient-nurse ratio, the workload, the
amount of paperwork, slow computer systems, and
frequent interruptions (telephone, call bell), all of
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which reduced the amount of time they could actually
spend with patients and undermined the quality of
communication with them.

“What the hospital management can do to support
us is to provide more staff, so that we have more
time to talk to patients. It doesn’t mean we’re going
to be there for half an hour, but if they need it, then
at least be able to listen to them and attend to their
needs.” NI 16 (1:2023)

In relation to the pressure they worked under, the
nurses also referred to burnout and the consequences
this has for the patient when, as professionals, do not
respond adequately.

“You’re under strain and eventually it’s the patient
who pays the price. It might be that you snap at
them, and it’s not their fault, the poor things,
they’re the ones who are ill”. NI 7 (1:4138)

“I often complain, and I think: there are times when
I’m here for two hours doing paperwork, and I don’t
want that. I want to spend those two hours with
patients.” NI 3 (1:1375)

Emotion Management
The way they managed their own emotions was
another aspect which nurses felt had an influence on
the delivery of dignified care, since it had a direct
impact on their relationship with patients.

“If you fail to live up to your own standards because
you don’t know how to manage an angry outburst
from a patient, well, you might see yourself as altru-
istic or empathic or whatever, but if your immediate
response is to start shouting at the patient in the
corridor, then where are your supposed standards?”
NI 1 (1:118)

In this context, they referred to the importance of
professional experience and training as key elements
in achieving better emotional control.

“You feel bad when they say, ‘No!’. But that’s what
it’s about, learning, so the next time you don’t get
angry and you tell yourself: ‘OK, if they don’t want
to do it, no problem’. . . I shouldn’t snap at them or
whatever, but if I don’t work on it, then that’s what
will happen.” NI 1 (1:90)

Empathy was also seen as playing an important role
in the provision of dignified care because it implies
treating patients as one would wish to be treated and
means that one is interested in understanding their
experience.

“Of all the personal values, the ability to empathise
with the patient is perhaps the most important.” NI
14 (1:4840)
“I always try to think about how I’d like to be
treated. I’d like them to explain things to me, to
show some warmth, and without it all being
rushed, or making me feel that I’m fussing. I think
the most important thing is to always remember
that this could be you, or one of your relatives.” NI
5 (1:1098-1101)

Empathy was also seen as important in terms of
understanding situations when a patient was disre-
spectful. For instance, they understood that this could
sometimes happen when patients projected their feel-
ings of impotence about their illness onto the nurse.

“They’re worried, and you become a dumping
ground, somewhere they can let off steam because
of all they’ve been through, it all comes your way. It
might even sound like a threat... ‘I don’t see why I
have to put up with all this’ And you have to say to
them: ‘Look, I understand that you feel bad, that
you’re going through all this. But there’s no need to
speak to me like that’.” NI 23 (1:556)

Several nurses stated that their own experience of
illness had helped them to be more empathic and
understand what patients go through.

“When I had my operation here I was in a lot of
pain, and I remember a colleague saying to me
‘come on, it’s not that bad’. I was in terrible pain,
and I said to myself: ‘Never again will I doubt some-
one’s suffering, the pain they’re in’. Since then I
think I’m more careful and I value certain things
more”. NI 5 (1:1287)

Some nurses also acknowledged that although they
perceived themselves as empathic, the way they were
treated by patients could subconsciously impact their
ability to provide dignified care.

“I think the way they treat us has an effect. If I enter
a room and the patient is really unpleasant, well,
maybe I’m less cheerful in my approach, there isn’t
the same closeness. I don’t get so close to this type
of patient.” NI 25 (1:2361)

“Although we might not want to consciously,
there’ll always be something in what we say or do
that is different because of that time when we felt
badly treated by this patient. I think it has an
effect, even if we’re not aware of it. . . you try to
carry on as if nothing had happened, to forget that
time when you felt badly treated by the patient.” NI
23 (1:3115)

Several nurses considered that colleagues who failed
to show empathy are cold in their treatment towards
patients and work in a mechanical way.

“A lot of people don’t have any empathy. They’re cold.
It’s all very mechanical: they enter the room, hello
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and goodbye. They do whatever it is that needs doing
and then they’re off. We all do it at times, because
you’re swamped with work. . . it’s not that you’re cold,
you’re simply having to be practical’.” NI 6 (1:233)
Discussion

This ethnographic study sought to examine the imple-
mentation of dignified care by professional nurses. The
analysis of data obtained through both participant
observation and individual interviews revealed two
inter-related themes which we labeled Delivering digni-
fied care and Factors influencing the delivery of dignified care.
The first theme refers to the ways in which nurses

may seek to preserve the patient’s dignity. A number
of key aspects were identified here, including showing
respect by knowing and using the patient’s name and
adapting the kind of language used to his or her socio-
cultural level, safeguarding confidentiality, and pro-
tecting the patient’s privacy, both with respect to the
body and personal space. These attitudes and behav-
iors are consistent with those of other authors (Kaya,
Işik, Şenyuva, & Kaya, 2017; Lin et al., 2013; Pols, 2013;
Rasmussen & Delmar, 2014; Thompson, McArthur, &
Doupe, 2016) and international organizations (AACN,
2008; ANA, 2001; International Council of Nurses (ICN),
2012; Royal College of Nursing, 2008) considered to be
fundamental to dignified care, and to the extent of
which they are implemented by professional nurses
will determine whether the patient’s dignity is pre-
served or undermined (Thompson et al., 2016). The
importance of ensuring that information is shared
with patients in a language that they can understand
has also been highlighted in other reports (Cheraghi,
Manookian, & Nasrabadi, 2015; Galloway, 2011; Lin
et al., 2013), since greater understanding can enhance
the patient’s autonomy and decision-making capacity.
The second theme concerns those factors which

may facilitate or act as barriers to the provision of dig-
nified care. In this respect, participants identified two
kinds of barrier: internal (emotional management) and
external (institutional policies). The key aspect which
nurses felt made it difficult to deliver dignified care
was institutional policies. This is consistent with pre-
vious reports that have underlined the importance of
institutional hospital management policies (Corley,
Minick, Elswick, & Jacobs, 2005) and organizational cul-
ture (Royal College of Nursing, 2008) being aligned with
professional nursing values (Corley et al., 2005; Royal
College of Nursing, 2008). The main issues raised by
the nurses in our study were frequent shift rotations/
staff changes, high patient-nurse ratios and excessive
paperwork, all of which were considered as barriers to
dignified care. This scenario, characterized by reduced
staff ratios of registered nurses and pressure to control
health care costs, can lead to moral distress (Corley
et al., 2005) as it hampers nurses’ ability to provide the
kind of patient care they believe is appropriate from
an ethical point of view. Furthermore, our participants
also felt that shift rotations and excessive workload
often led to burnout. This is supported by previous
studies (Altun, 2002; Dyrbye et al., 2010) showing a
negative correlation between burnout and the possibil-
ity of implementing professional nursing values.
One of the specific points made by the nurses we

interviewed was the need to spend more time with
patients in order to establish better communication
and providemore individualized care. This is consistent
with the findings of a study by Johnston et al. (2015), in
which both patients and relatives highlighted the
importance of nurses taking time to talk. Other aspects
that have previously been identified as important for
maintaining patients’ dignity include adequate human
resources and professional commitment to ethical prin-
ciples (Manookian, Cheraghi, & Nasrabadi, 2014).
Our nurses also referred to their own emotional

management skills as a factor influencing the delivery
of dignified care. Empathy and personal experience
were seen as making a fundamental contribution to
the relationship with the patient, especially when it
came to acknowledging the emotional impact that ill-
ness can have on patients (Fern�andez-Feito, Palmeiro-
Longo, Hoyuelos, & Garc�ıa-D�ıaz, 2017).
Importantly, the ethnographic approach used in the

present study revealed something of a dichotomy
between, on the one hand, nurses’ beliefs regarding
what dignified care entails and the kind of care they
were providing, and on the other, what they actually
did in practice. For example, although they all agreed
that the degree of formality used when addressing
patients should be left to the patient’s discretion, our
observations showed that it was generally the nurse
who took the lead in establishing these aspects of the
interaction. This behavior is not consistent with what
other authors have recommended in order to preserve
the patient’s dignity (Matiti & Trorey, 2008), and high-
lights, in our view, the importance of ensuring that the
patients’ feelings and values in this regard are seen as
paramount, ideally from the first contact (Baillie, 2009).
A similar discrepancy emerged in relation to the

patient’s privacy. Thus, all our nurses agreed that it was
important to protect the privacy of the patient’s body
when performing care tasks such as bed baths or wound
management (Walsh & Kowanko, 2002). However,
unnecessary exposure of the patient’s body was
observed on occasions, and furthermore, the nurses
were unaware of this until the observational material
was shared with them during the individual interviews.
The fact that a threat to the patient’s dignity can go
unnoticed should not be underestimated, because
authors such as Mar�ın (2010) point out, an awareness of
what one is doing is inherent to the practice of care. Our
findings in this respect are also consistent with the liter-
ature on perception accuracy, which has shown that
people’s views of their own behavior often differ consid-
erably from what they are observed to do by others
(Brycz, 2011).
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Taken together, the results of our study suggest
that it would be useful to create forums in which
professional nurses could gain greater awareness of
their own practice in relation to the ethical aspects
of care. Such forums might also address any addi-
tional training needs that emerge in the process. In
this respect, we agree with Jacobson (2007) that
awareness, responsibility, and the active defense of
dignity-preserving behaviors are the foundation of
dignified nursing care. We would also argue that
both undergraduate and postgraduate nurse educa-
tion programs need to do more to raise nurses’ self-
awareness about their professional practice, so as
to address the dichotomy observed in our study
between nurses’ perceptions of the care they offer
or should offer and what they actually do. In this
respect, further research examining how profes-
sional values develop and are maintained over time
would help to identify key points in a nurse’s career
when additional training of this kind might be most
productive.
The fact that the perceptions of the nurses we

interviewed coincide with the findings of studies
conducted in other countries shows that this is far
from being a local problem. As such, our data adds
to the international body of knowledge on this
topic.
Limitations

This study has a number of limitations. The first is the
study objective and the fact that we did not analyze
the effect of institutional factors on the delivery of dig-
nified care. As such, the findings in this regard repre-
sent a partial account based on nurses’ perceptions
about the impact of institutional policies, and on
observation of their clinical practice.
Another limitation is that only two of the 27 partici-

pants were men, although it should be noted that they
were the only two male nurses employed in the units
where the field work was carried out. Nonetheless, it is
unclear whether the present findings are subject to a
gender bias. A further sample-related issue is that all
the participants were providing care to adults admit-
ted to internal medicine units, and as such their expe-
rience may not reflect that of nurses working in other
clinical specialties.
The possibility of social desirability bias must

always be contemplated in studies of this kind, and
in order to reduce this, we spent a considerable
amount of time in the units where the field work
was conducted. In addition, all the data were trian-
gulated both among researchers, and with partici-
pants, in the individual interviews. Finally, we
sought to limit the potential for bias in data collec-
tion and analysis by ensuring that the researchers
bracketed their own views and conceptions regard-
ing dignified care.
Conclusion

The results of this study underline the importance of
delivering dignified care and the need to ensure that
nurses’ attitudes and behavior are consistent with
those recommended by the AACN (2008). The ethno-
graphic approach, combining participant observation
with individual interviews, proved appropriate for our
goals and, importantly, revealed discrepancies
between what nurses actually did and what they
believed they should do or were doing.
Emotional self-awareness can enhance nurses’

capacity for empathy and their ability to relate to the
patient, and it is therefore crucial to the delivery of dig-
nified and individualized care. The present results sug-
gest there is a need for professional forums in which
nurses can become more aware of their own clinical
practice.
Acknowledgments
The authors are grateful to Dr Cristina Monforte-Royo
for her contribution to this manuscript. We would also
like to thank Alan Nance for translating and editing
the final version of this manuscript.
Funding acknowledgments: The authors would like to

thank the Research Group: Grup de Recerca Emergent en
Educaci�o en Salut UICBarcelona. 2017 SGR 141, for their
support of this work.
Supplementarymaterials

Supplementary material associated with this article
can be found in the online version at doi:10.1016/j.out
look.2019.02.010.
R E F E R E N C E S
AACN. (2008). Washington DC: American Association of
Colleges of Nursing.

AACN. (1986). Essentials of college and university educa-
tion for professional nursing. Report to the member-
ship of AACN, October 1986. J Prof Nurs, 3, 54–69. 71.
https://doi.org/10.1016/S8755-7223(87)80028-5.

Altun, _I. (2002). Burnout and nurses’ personal and profes-
sional values. Nurs Ethics, 9(3), 269–278. https://doi.org/
10.1191/0969733002ne509oa.

ANA. (2001). Washington, DC: American Nurses Association.
Baillie, L. (2009). Patient dignity in an acute hospital set-

ting: A case study. Int J Nurs Stud, 46(1), 23–36. https://
doi.org/10.1016/j.ijnurstu.2008.08.003.

Brycz, H. (2011). Perception accuracy of biases in self and
in others. Psychol Res Fis. Taylor, 1, 2159–5542.

Calder�on, C. (2002). [Quality criteria in Qualitative
Research in Health: Notes for a necessary debate]. Rev
Esp Salud Publica, 76(5), 473–482.

https://doi.org/10.1016/j.outlook.2019.02.010
https://doi.org/10.1016/j.outlook.2019.02.010
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0001
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0001
https://doi.org/10.1016/S8755-7223(87)80028-5
https://doi.org/10.1191/0969733002ne509oa
https://doi.org/10.1191/0969733002ne509oa
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0004
https://doi.org/10.1016/j.ijnurstu.2008.08.003
https://doi.org/10.1016/j.ijnurstu.2008.08.003
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0006
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0006
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0007
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0007
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0007
http://refhub.elsevier.com/S0029-6554(18)30578-5/sbref0007


Nur s Out l o ok 6 7 ( 2 0 1 9 ) 3 9 3�4 0 3 403
Cheraghi, M. A., Manookian, A., & Nasrabadi, A. N. (2015).
Patients’ lived experiences regarding maintaining dig-
nity. J Med Ethics Hist Med, 8, 6.

Corley, M. C., Minick, P., Elswick, R., & Jacobs, M. (2005).
Nurse moral distress and ethical work environment.
Nurs Ethics, 12(4), 381–390. https://doi.org/10.1191/
0969733005ne809oa.

Dyrbye, L. N., Massie, F. S., Eacker, A., Harper, W.,
Power, D., Durning, S. J., et al. (2010). Relationship
between burnout and professional conduct and atti-
tudes among USmedical students. JAMA, 304(11), 1173–
1180. https://doi.org/10.1001/jama.2010.1318.

Fern�andez-Feito, A., Palmeiro-Longo, M. D. R.,
Hoyuelos, S. B., & Garc�ıa-D�ıaz, V. (2017). How work set-
ting and job experience affect professional nurses’ val-
ues. Nurs Ethics, 26(1), 134–147. https://doi.org/10.1177/
0969733017700238.

Galloway, J. (2011). Dignity, values, attitudes, and person-
centred care Learning outcomes. In HindleA. , &
CoatesA. (Eds.), Nursing Care of Older People (pp. 9�22).
Oxford: Oxford University Press.

Galvin, K., & Todres, L. (2013). Caring and Well-being: A Life-
world Approach. London: Routledge.

Glaser, B. G., & Strauss, A. L. (2007). The discovery of
grounded theory : Strategies for qualitative research. Oxon
and New York: Routledge.

Hammersley, M., & Atkinson, P. (2001). Ethnography: Princi-
ples in Practice (3rd ed.). London and New York: Routledge.

Heijkenskj€old, K. B., Ekstedt, M., & Lindwall, L. (2010). The
patient’s dignity from the nurse’s perspective. Nurs.
Ethics, 17(3), 313–324. https://doi.org/10.1177/
0969733010361444.

International Council of Nurses (ICN). (2012). Switzerland:
International Council of Nurses.

Jacobson, N. (2007). Dignity and health: A review. Soc Sci
Med, 64, 292–302. https://doi.org/10.1016/j.socs
cimed.2006.08.039.

Johansson, G., Hasson, D. A. N., & Johansson, G. (2013).
Role stress among first-line nurse managers and regis-
tered nurses � a comparative study. J Nurs Manag, 21
(3), 449–458. http://doi.org/10.1111/j.1365-
2834.2011.01311.x.

Johnston, B., Pringle, J., Gaffney, M., Narayanasamy, M.,
McGuire, M., & Buchanan, D. (2015). The dignified
approach to care: A pilot study using the patient dig-
nity question as an intervention to enhance dignity
and person-centred care for people with palliative care
needs in the acute hospital setting. BMC Palliat Care, 14,
9. https://doi.org/10.1186/s12904-015-0013-3.
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