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challenging in Critical Care Units due to the complexity of medical procedures and critical
condition of patients, a paucity of evidence exists exploring dignity preservation in Critical
Care Units as well as its requirements from the patients' perspective. Thus, we aimed to
explore patients’ dignity in Critical Care Units and the requirements for its preservation.
Methods & Materials: This qualitative study was conducted on 20 patients selected from
the Critical Care Units of Imam Khomeini Hospital, Tehran, Iran, through purposeful
sampling. Data were collected via semi-structured interviews and were analyzed using
Graneheim and Lundman’s conventional content analysis method. Interviews explored
patients' experiences and expectations regarding dignity preservation.

Results: The analysis revealed three main categories and nine subcategories essential for
preserving patient dignity in critical care units: 1) Care Ethics: Informed Decision-
Making, Respecting Patient Concerns, and realistic interaction; 2) Humanity Preservation:
Empathetic Acceptance, Avoiding Objectification, and Maintaining Patient Privacy; and
3) Personalized Care: Identifying Needs Proactively, Adapting Care to Individual
Conditions, and Ensuring Comfort and Well-being. Participants emphasized the
importance of empathetic communication, respect for their personal values and
preferences, and maintaining a clean, comfortable environment.

Conclusion: The findings highlight the necessity for healthcare professionals to engage in
ethical care, foster empathetic patient interactions, and proactively address the unique
needs of each patient to enhance dignity preservation in critical care settings.

Introduction

Human dignity is a crucial part of human
rights, and according to scientific sources, human
rights are inherent and universal across all eras,
regardless of place, time, nationality, and religion
(1). Whenan individual can live according to their
standards and values, they are endowed with
dignity. One of the most significant areas where
the dignity of individuals can be compromised is
during illness. When the body becomes weak and
vulnerable, the individual's ability to maintain
their core life standards and values is affected (2).

The concept of “protecting patient rights”
dates back to Hippocrates' recommendations
emphasizing the preservation of the patient's
respect and dignity. In recent decades, with

significant advances in the sciences, particularly
medical sciences, and the subsequent emergence
of ethical challenges, this concept has expanded
greatly. In this context, the global human rights
movement in the past two decades has drawn the
attention of international scientific communities
to the rights of specific social groups, including
patients, as the most vulnerable social groups
physically, psychologically, socially, and
economically (3).

Researchers believe that in the nursing
profession, the importance of ethical care
surpasses therapeutic considerations (4). It should
also be noted that nurses' opportunities to make
decisions in complex situations are limited, and
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their ability to act based on personal values and
norms is restricted. Consequently, a gap arises
between the ideal ethical decision and actual
ethical behavior (5).

One of the most critical areas where
nurses play a fundamental role in preserving
patient dignity is the Critical Care Units (CCUS).
The vulnerability of CCUs patients, due to their
clinical and psychological conditions and the
complexity and specialized nature of medical care
procedures, is more pronounced (6, 7). The CCUs
environment, given its technical nature, critical
conditions, patient limitations, family anxiety,
economic issues, and significant decisions made
during  hospitalization,  creates  unique
complexities that can compromise respectful
behavior towards patients (8).

Despite the emphasis and importance of
maintaining patient dignity in CCUSs, evidence
indicates that the level of dignity preservation in
these units is low (9). Globally, limited qualitative
studies have specifically focused on the
requirements for preserving patient dignity in
CCUs (10). In Iran, a qualitative study has
described the preservation of patient dignity from
the perspective of doctors and nurses using an
ethnographic method (7). However, there has
been no comprehensive study examining the
requirements for preserving patient dignity from
the patients' perspective using qualitative
methods. Considering Human Dignity Theory
(11) and the Patient-Centered Care Model (12) to

explain dignity preservation in CCUs could
provide a more insightful understanding. Human
Dignity Theory considers dignity as both an
inherent right and influenced by social factors,
focusing on respect, autonomy, and ethical care.
The Patient-Centered Care Model emphasizes
individualized care, patient preferences, and
emotional  well-being as important  for
maintaining dignity. These theories help to
understand how patients perceive and experience
dignity in critical care settings. Therefore, this
research aims to describe the requirements for
preserving patient dignity from the perspectives
of Iranian patients and nurses in CCUs using
qualitative content analysis, mainly grounded in
Human Dignity Theory and the Patient-Centered
Care Model.
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Methods
Study design and setting

This study utilized qualitative content
analysis to gain a deep understanding of patient
dignity in CCUs and determine perceived needs
based on the theoretical context of CCUs patients.
Due to the limited knowledge about the
phenomenon under study, data were analyzed
using a conventional content analysis method
based on Graneheim and Lundman’s approach.
Content analysis is a qualitative research method
that systematically and objectively describes the
content derived from communications by
categorizing words and phrases in the text. This
method is suitable for this study's objectives (13).
The study setting was the CCUs of Imam
Khomeini Hospital affiliated with Tehran
University of Medical Sciences.

The researcher established a suitable
relationship and explained the study's objectives
to eligible participants before scheduling
interviews. There was no prior acquaintance
between the interviewer and the participants
before the interviews.

Participants

Purposeful sampling was used to select
participants. All participants were hospitalized in
CCUs, with the ability and willingness to
communicate. A total of 21 participants were
selected using purposeful sampling until data
saturation was reached. Data saturation occurs
when no new information is added during data
collection, and the extracted information confirms
and validates previous data, at which point
sampling is concluded.

Data collection

Data were collected and analyzed by the
primary researcher through interviews. Semi-
structured interviews lasting 30 to 90 minutes
were recorded. During each interview,
participants were asked to describe a day during
their hospital stay and their understanding of the
interactions and situations related to maintaining
their dignity. The interviews continued with the
following probing questions to achieve a broader
understanding of the phenomenon under study:
"What are your expectations for preserving
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patient dignity in CCUs? Can you explain it?"
Data saturation was achieved in the 20th
interview, with no new data codes identified.

Data analysis

Qualitative content analysis was used to
analyze the data. Data were transcribed verbatim
by the researcher and analyzed to highlight
participants' perceptions. Each interview was read
multiple times by the primary researcher to gain a
general understanding of the content. Then, all
words and sentences related to dignity were
coded. These meaning units were compared and
categorized based on similarities into categories
and subcategories. Finally, after several revisions,
three main categories and nine sub-categories
were identified. Collected data and interpretations
were shared with participants to verify perceived
accuracy and reactions. Identified codes were
assessed by three other colleagues to confirm
coding accuracy.

Trustworthiness and rigor

To ensure the trustworthiness and rigor
of the data, criteria such as credibility,
dependability, confirmability, and
transferability, as suggested by Lincoln and
Guba for evaluating scientific accuracy in
qualitative research, were used (14). Credibility
was achieved through prolonged engagement
with participants and data, allocating sufficient
time for data collection, establishing trust-based
relationships ~ with  participants, member
checking, and incorporating their feedback.
Dependability was ensured through audit trails
and peer review of the data. Confirmability was

guaranteed by presenting quotations as extracted
from each interview. Transferability was
enhanced by detailing the entire research
process, participant characteristics, and research
context, and selecting participants with
maximum diversity.

Ethical considerations

The institutional ethics committee of the
joint research organization of the Schools of
Nursing, Midwifery, and Rehabilitation at
Tehran University of Medical Sciences
approved this study with the ethics code
(IR.TUMS.FNM.REC.1401.020). Before
starting the interviews, participants were
informed about the study's objectives, and
written and verbal informed consent was
obtained from all participants, along with
permission to record the interviews.

Results

A total of 21 eligible patients aged
between 28 to 68 years were selected. All
patients were included from the cardiac care unit,
of whom 8 had heart failure, 6 had myocardial
infarction, 4 had cardiac arrhythmia, and 2 were
cardiac transplantation candidates.  Their
hospitalization duration ranged from 4 to 40
days, and 10 had previous hospitalization
experiences. Eleven patients had university
degrees, seven had secondary education, three
were illiterate, and about half (52%) were
married. According to participants, the
requirements for preserving patient dignity were
categorized into three main categories and nine
main sub-categories (Table 1).

Table 1. Overview of the study structure: Categories, primary and secondary sub-categories

Categories Main subcategories Sub- categories
Informed decision making Erov[ding information fpr patient participation in treatment decisions
onsidering patient choice
Understanding the patient's emotional sensitivity
Respecting patient concerns Respectful behavior and subtlety in communication with the patient
Ethical care Patient's concern about the behavior towards their companion

Realistic training

Realistic interaction

Need for communication with the patient

Eliminating the patient's mental ambiguities
Preparing the patient for the reality of the disease

Therapeutic interaction with the patient

Empathetic acceptance

Compassionate empathy
Expectation of empathy

Humanity preservation

Avoiding objectification

Human perspective towards the patient
Conveying a sense of worth to the patient

Preventing feelings of inferiority in the patient
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Categories Main subcategories

Sub- categories

Feeling captive in bed

Ignoring

Attention to spiritual needs

Gender separation of patients

Privacy preservation

Providing shame-free defecation

Maintaining patient privacy in all conditions

Identifying and meeting needs
before patient requests

Timely identification of patient needs
Meeting needs
Patient's fear and hesitation in expressing requests

Tailoring care
Personalized care

Psychosocial care
Tailoring care to the patient's age

Attention to the patient's sleep comfort
Ensuring patient welfare

Ensuring comfort and welfare

Quality attention to food service

Cleanliness and hygiene of the ward environment
Attention to the patient's hygiene and cleanliness

Ethical care

This category is summarized into three
subcategories: The Right to Informed Decision-
Making, Considering Patients' Concerns, and
Realistic Interaction

The right to informed decision-making

Patients stated that the right to informed
decision-making is one of their fundamental
needs. This subcategory includes two further
subdivisions: informing patients to participate in
treatment decisions and respecting patients' right
to choose. Patients expect to have a choice in
treatment and care decisions, and that the
healthcare staff seek their permission before any
procedures. Additionally, they want to be clearly
informed by nurses or doctors about decisions
they do not fully understand to enable informed
decision-making, ultimately leaving the final
decision to the patient.

"Everything they do is for me, but no
one asks me the reason or explains why they are
doing it or seeks my permission. The patient's
opinion should be considered in their treatment,
not completely ignored.” (Patient)

"I believe that the patient's opinion
should be considered. Even if the patient doesn't
know, they should be given information to
participate and then allowed to make a
decision." (Patient)

Considering patients' concerns

Respectful behavior and speech are
important to patients. Additionally, some
patients reported increased sensitivity to others'
behavior and speech due to their illness. They
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expected to be understood and treated with
respect. They also did not see themselves as
separate from their families and companions
and were concerned about how healthcare staff
treated their families and companions.

"After a major surgery like a heart
transplant, one's sensitivity increases, and they
can get upset more easily."”

"More important than medication and
treatment for me is proper and respectful
behavior. | believe that if a patient is respected,
they will recover faster. Respect, in my opinion,
means proper behavior."

"My companion is here because of me,
and | worry that they might be treated badly."

Realistic interaction

Realistic interaction refers to honesty in
speech, clear and unexaggerated
communication with patients, and
understanding the emotional and mental state of
patients and their families when conveying
news. Some patients reported that exaggeration
was sometimes used to enforce compliance with
instructions, and diagnoses and treatments were
explained using vague or technical terms,
causing confusion. They expect their emotional
and mental states to be considered when
receiving diagnoses and bad news, preferring to
be gently and clearly informed about their
condition and procedures.

"I prefer to do what | can myself rather
than being limited. | feel fine, but I'm not allowed
to get out of bed. When | ask why, they rudely
say: 'If you get up, you'll die!"
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"They only told me that 10% of my heart
is working, but didn't say whether there is
treatment or not, or what they plan to do. This
left me with many uncertainties, and no one
explained anything."

"It's better to communicate a patient's
problems gently rather than suddenly giving
them bad news directly. Patients and their
families face many issues and need to be
understood."

Preserving humanity

This  category  includes  three
subcategories: Empathetic ~ Acceptance,
Avoiding Objectification, and Maintaining
Patient Privacy

Empathetic acceptance

Patients emphasized the need for
communication and empathy from healthcare
staff. They stated that attention and friendly
conversation make them feel better. They need
a listening ear and empathy during illness, and
expect healthcare interactions to involve
communication and concern for their well-
being.

"Nobody here asks how | am. One nurse
would just write something down without
talking to me and leave, not even looking at me!"

"Some of the nurses here are very good.
Even though they weren't my nurses, they would
ask how | was doing when they passed by,
showing they cared."

"We will all be in this hospital bed one
day, so doctors and nurses should put
themselves in the patients' shoes."

Avoiding objectification

Participants emphasized the importance
of respecting patients' individuality and
humanity. Patients expressed concerns about
being treated impersonally and expected
attention to their physical and emotional needs
based on their culture. They felt that neglecting
their needs led to feelings of humiliation and
inferiority. Some patients also highlighted the
importance of spiritual needs, expecting
facilitation of their religious practices, as
spirituality aids their recovery.
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"Help me as a disabled patient. | am also
human; | have lost some abilities and feel
alienated here."

"Neglecting a patient's needs is worse
than a hundred humiliations. Repeatedly
requesting something without a response makes
one feel unnoticed.”

"Being hospitalized shouldn't reduce
one's connection with God. Here, | need to pray
even more. | arranged my prayer conditions
myself. For example, they should ensure 1 stay
clean for prayer during bedpan changes."

Maintaining patient privacy

Patients stated that due to their long and
continuous  hospitalization, they need a
comfortable environment with preserved
privacy. Some expressed discomfort with
mixed-gender wards and preferred gender-
segregated sections. They experienced anxiety
and a sense of imminent death upon seeing
resuscitation efforts and critically ill patients,
which they considered a violation of their
privacy. Many patients were particularly
concerned about maintaining dignity during
bedpan use while on bed rest, feeling significant
embarrassment and preferring death over such
indignity.

"It's uncomfortable being in a mixed-
gender ward. Imagine being here 24 hours a day
and feeling awkward if the staff or even patients
are of the opposite gender."

"Seeing patients with the same
diagnosis die made me very anxious and
affected everything."

"I've eaten very little in the past two
days to avoid needing the toilet. I'm so
embarrassed about using a bedpan in bed that I'd
rather die."

Personalized care

Patients emphasized that care should
provide comfort and peace based on individual
characteristics and cultural beliefs. They
expected flexible care that doesn't drastically
alter their lifestyle or at least changes it gradually
to prevent discouragement.

Identifying and meeting needs before
patients request

Nursing Practice Today. 2025;12(3):316-326



Patients stated they need nurses' help for
recovery, but sometimes hesitate to express their
needs due to shyness or fear of rude reactions.
They preferred nurses to proactively identify and
address their needs.

"They say clothes are scarce, but if we
ask, they give us more. It would be better if they
changed our clothes before we asked."

"Patients need care, which is why they're
hospitalized. If a nurse is rude, I usually ignore
my needs because they might say something
hurtful.”

Adapting care to individual conditions

Patients stated that nurses should
consider their age, emotional, and physical
conditions. Older patients expected more respect
and a quieter environment, while younger
patients felt more anxiety about future incapacity.

"There are different ages here, and they
don't consider us old men (laughs). | expect more
respect and consideration. At home, it's very
quiet, and | barely sleep. Here, | haven't slept well
once this week because of the noise."

"Being sick at a young age made me
hopeless. | wondered how I'd live with this illness
for a lifetime."

"They should ask about one's habits on
the first day. Not everyone is the same. For
example, | can't stand the smell of cleaning agents
but love the scent of perfume.”

Ensuring comfort and well-being

Patients expressed concerns about noise
from devices, staff, and other patients at night,
disrupting sleep and leaving them tired during the
day. They expected a calm environment at night.
They also expected basic amenities such as
proper lighting, ventilation, heating, and cooling.
Some patients noted the importance of food
quality and temperature, associating it with
respect. They reported that broken refrigerators
and lack of water coolers were ongoing issues
that needed attention.

"I couldn't sleep because of severe
coughing and shortness of breath. The nurse did
nothing except give me a glass of water and said
I'd be fine. I was awake all night.”
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"It's very hot in the ward. The patient
next to me brought a fan from home, making it
bearable.”

Patients valued cleanliness and expected
nurses to ensure a clean environment and
personal hygiene. They wanted bathing facilities
that met their habits and clean clothes as needed.

"I don't use the hospital bathroom
because it's not clean. They should provide
shampoo and soap for patients."”

"l used to bathe daily at home, but I
haven't bathed in five days and feel terrible. No
one has asked about it."

"I hadn't changed my clothes for a week.
No one asked; | thought they'd follow up
themselves.”

Discussion

This study indicates that preserving
patient dignity in CCUs requires a holistic view,
which encompasses three interconnected aspects
such as Care Ethics, Humanity Preservation, and
Personalized Care. Previous limited studies in
both special and general wards have shown that
patient dignity is compromised, emphasizing the
need for further research in this area (7, 15). Our
findings support Human Dignity Theory (11),
which explains dignity as both a natural right and
a concept influenced by healthcare interactions.
The identified themes are related to this theory,
focusing on autonomy, respect, and individual
attention in CCUs. The results also match the
Patient-Centered Care Model (12), which
highlights the importance of considering patient
preferences, emotional needs, and cultural values.
Concerns about informed decision-making and
realistic interaction are linked to shared decision-
making, while privacy and gender preferences
show that dignity is also a cultural matter. Using
these theories, this study explains how dignity can
be maintained in critical care, emphasizing the
need for ethical, respectful, and personalized care.

We found that many patients expect to
have a choice in matters concerning them. This
finding aligns with the study by Angel and
colleagues in 2015, which examined challenges
in achieving patient participation (16). That study
concluded that optimal patient participation is
achievable only within a framework that allows
enough time for patients and health professionals
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to build relationships and shared knowledge. We
also found that the patients experience
psychological distress such as anxiety and
depression, which need to be understood by
healthcare professionals. This finding is
consistent with Fumis and colleagues' study (17).
According to Ramnarain and colleagues,
managing patients' emotional conditions requires
an interdisciplinary and multifaceted approach in
primary care (18).

Sometimes, patients feel like a burden on
their families. This finding is confirmed by a
study conducted by Gay and colleagues (19).
Also, healthcare staff sometimes exaggerate or
misrepresent information to patients to ensure
compliance. Patients perceive this as a violation
of dignity and unethical. It should be noted that
providing incorrect information can increase
patients' anxiety (20) and disrupt their trust in
healthcare staff, leading to non-cooperation (21).
According to the study by Zafarnia and
colleagues, honesty with patients is part of the
ethical competency of nurses and contributes to
ethical care (22). Moreover, we found that
patients may experience multiple ambiguities and
subsequent anxiety due to encountering
specialized terms, procedures, and equipment. A
study identified inadequate information about
health status and poor communication between
nurses and patients as barriers to preserving
patient dignity (23). Another study by Bagherian
and colleagues on cancer patients revealed that
one of the identified sub-classes was the gentle
disclosure of bad news (24). The person
responsible for delivering bad news must have
cultural competence and an  accurate
understanding of the patient's and family's
physical, psychological, and cultural conditions
(25).

Our study also revealed that preserving
patient dignity requires attention to the human
aspects of care. Due to the CCUs unique
environment, patients are more susceptible to
dignity violations. These findings are consistent
with the study by Norouziniaand colleagues (26).
Also, patients may feel inferior due to their
dependency and lack of awareness of their
condition, which can lead to controlling and
paternalistic behavior by healthcare staff. This
finding aligns with the study by Fountouki and

322

colleagues (27). Moreover, many bedridden
patients experience a sense of captivity.
Prolonged bed rest can cause both physiological
complications and psychological issues (28).
Therefore, nurses should explain the necessity of
bed rest to patients and plan for their mobilization
as soon as possible.

For some patients, spirituality plays a
significant role in influencing both their physical
and mental well-being. As a result, addressing
spiritual needs and offering spiritual care are vital
responsibilities for nurses (29). Nonetheless, the
ability to provide such care is deeply influenced
by the personal beliefs and values of the nurses
themselves (30). This might be due to various
reasons, including the secularization of
contemporary society, reluctance to provide
spiritual care, lack of time, heavy workloads,
feelings of inadequacy in providing spiritual care,
and the absence of such training in undergraduate
and graduate programs (31). Many female
patients in this study preferred same-gender
healthcare providers due to cultural and religious
norms in Iran, where Islamic values emphasize
modesty and gender segregation (32). Similar
findings have been reported in Saudi Arabia,
where religious expectations shape healthcare
preferences (33). However, in Western countries
like Sweden and the UK, gender preference is
less significant, as professional care is prioritized
over gender-specific considerations (34). In Latin
America, dignity is linked more to familial
presence than to gender segregation (35). These
variations highlight that dignity preservation is
both a universal and culturally specific issue.
Future research should explore how evolving
societal norms influence gender preferences in
healthcare, especially in multicultural settings.

One of the emphasized points by most
patients was their reluctance to use bedpans. The
primary reason for this concern was the lack of
privacy during defecation. Therefore, it is crucial
to maintain patients' privacy during bedpan use.
Additionally, sometimes due to poor
communication between doctors and nurses,
inadequate teamwork, or staff shortages, there
might be delays in getting patients out of bed,
even when bed rest is no longer necessary (36).

Communication emerged as another
crucial factor influencing patient dignity. Patients
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expressed a strong need for honest, clear, and
compassionate  communication,  particularly
regarding their medical condition and treatment
options. Respect for patient autonomy was also a
recurrent theme, as participants emphasized the
importance of being involved in decision-making
and having their choices respected by healthcare
providers. Similarly, privacy, especially in
mixed-gender wards and during personal care,
was consistently raised as an important aspect of
dignity. These findings suggest that preserving

patient dignity in CCUs requires a multi-
dimensional approach, where patients’ physical,
emotional, and psychological needs are all
addressed. Preserving patient privacy requires
maintaining their independence, which can be
achieved through proper staffing, teamwork, and
policy implementation (37). Moreover, the ward
environment and the patient's bed are considered
the patient's personal space. In conditions where
patients are unable to maintain their privacy, it is
essential to recognize that witnessing the distress
of other critically ill patients, invasive
procedures like resuscitation, and specialized
conversations at the bedside can cause anxiety
and a sense of impending death in conscious
and relatively healthier patients. These findings
are consistent with other studies (38).
Therefore, it seems better to separate critically
ill patients from others.

According to the study results, the
CCuUs should be designed to ensure comfort.
The ward's lighting and appearance should not
disrupt patients' sleep and rest at night, while
providing adequate daylight during the day.
Staff should be educated and emphasize
maintaining a quiet ward during patient rest
times. Basic amenities such as refrigerators and
microwaves should be accessible to patients.
Proper ventilation and heating/cooling systems
should ensure patient comfort. Ensuring patient
comfort can lead to a sense of peace and a
positive  physiological response, aiding
recovery (39). The study results indicate the
importance of maintaining cleanliness and
hygiene in the ward. Patient and bed hygiene
should be part of daily nursing care.
Maintaining cleanliness and grooming could
enhance the patient's sense of worth (40).
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While  this  study  highlights
environmental concerns such as noise and
cleanliness, the broader impact of CCU
physical design on patient dignity remains
underexplored. Studies suggest that well-
designed CCU environments, incorporating
private rooms, noise reduction measures, and
improved spatial layouts, significantly enhance
patient comfort and dignity (39). Private rooms
provide greater privacy, minimizing exposure
during personal care and sensitive procedures
while reducing psychological distress (38).
Noise reduction strategies, such as silent
alarms, sound-absorbing materials, and soft-
closing doors, can alleviate stress and improve
sleep quality (41). Additionally, optimizing
ventilation, lighting, and space allocation
fosters a more therapeutic and dignity-
preserving environment (38). Future research
should explore how these architectural
modifications can  be  systematically
implemented to enhance dignity-centered care
in CCUs.

This study emphasizes the importance
of dignity preservation in CCUs and suggests
necessary changes in clinical practice, training,
and policies. Healthcare institutions should
establish  training programs to improve
communication skills, empathy, and cultural
awareness among CCU staff. These programs
should focus on clear, compassionate
communication and the need for staff to listen
to patient concerns, especially during difficult
medical decisions. Additionally, role-playing
exercises and simulations can help develop
empathy and ensure that dignity and autonomy
are prioritized in patient care. Policy changes
should prioritize patient dignity in resource-
limited settings, including team-based care and
ensuring personalized care through proper staff
training, adequate staffing levels, and
standardized care protocols that address the
individual needs of each patient.

Conclusion

The study results show that the
requirements for preserving dignity in CCUs
are based on three principles: Care Ethics,
Humanity Preservation, and Personalized Care.
The first principal highlights that the care
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context should be ethically oriented. The
second principle refers to the intrinsic human
need for dignity in all conditions. It should be
noted that the first two principles are generally
applicable to all patients. However, the third
principle shows that individual differences
necessitate different care approaches. In
essence, care planning should be tailored to the
unique physical, psychological, and cultural
conditions of each patient. As the perspectives
of healthcare providers, such as nurses, are
important in preserving patient dignity the
researchers plan to expand this study in the
future to include the viewpoints of healthcare
providers.  Furthermore, studies among
populations with diverse socioeconomic status
are warranted for more clarification.
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