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Abstract 

Background The concept of dignity remains disputed, with most studies defining dignity based on its external 
dimension. Although its inherent dimension is a rooted attribute of dignity, it has received scarce attention. Caregivers 
have close relationships with their care recipients and thus may perceive their patient’s inherent as well as external 
dimensions of dignity. Therefore, in this study, we aimed to identify, analyze, and synthesize evidence on human 
dignity presented in qualitative studies from the perspective of caregivers to gain a deeper comprehension of the 
preservation of patients’ dignity by their caregivers.

Methods A qualitative meta-synthesis was performed by searching for relevant qualitative literature via systematic 
electronic databases, including MEDLINE, PsycINFO, ProQuest, CINAHL, Embase, Health Source, and Web of Science, 
from inception to March 15, 2022.

Results Nine studies were eligible for inclusion and included in the meta-synthesis. Three overarching categories 
were identified: integrated person, “rootedness” and “growth” atmosphere, and balanced state.

Conclusions Dignity is rooted in its inherent dimension, whereas its external dimension may promote individual dig-
nity. Furthermore, caregiver-patient relationships may be a key factor linking the inherent dimension of dignity with 
its external dimension. Thus, further studies should focus on the mechanism of relationships in preserving dignity.

Keywords Dignity, Caregivers’ perspective, Literature review, Qualitative evidence

Background
The concept of dignity is anchored in the different rules of 
conduct and guidelines relating to patient care [1]. Addi-
tionally, many international organizations and countries 
have applied the concept of human dignity as  a central 
theme in political agendas, health policy decisions, and 

public health ethics. The Declaration of Human Rights 
and the International Council of Nurses (ICN) Code of 
Ethics highlight the intrinsic properties of dignity as a 
fundamental human right [2, 3]. Furthermore, the Ger-
man constitution contains an article on the inviolability 
of human dignity, illustrating the importance of dignity 
in Germany’s health policies on disease prevention and 
health promotion [4]. Similarly, Norway, Finland, Swe-
den, and Denmark have implemented legislations on dig-
nity by emphasizing the right to a dignified life for older 
citizens, including a safe and meaningful experience of 
life and well-being [5–8].

Although the term dignity is used in various codes 
of conduct, guidelines, and criteria for patient care, 
the concept of dignity continues to be debated because 
individual perceptions of the attributes of dignity differ 
based on the perception factors [9]. A literature analysis 
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by Chochinov et  al. devised a dignity-conserving care 
model. for the terminally ill based on three main catego-
ries: illness-related concerns, a dignity-conserving reper-
toire, and a social dignity inventory [10]. These categories 
covered varied factors, including physical, psychosocial, 
spiritual, and existential characteristics. Another study 
by Nordenfelt et  al. constructed four themes of dignity 
in older adults: the dignity of merit, dignity as moral 
stature, the dignity of identity, and human dignity [11]. 
Human dignity is considered to consist of two dimen-
sions: the inherent dimension and the external dimen-
sion. The inherent dimension of dignity refers to a sense 
of self-worth and is perceived as an intrinsic charac-
teristic of humans [12]. This dimension is grounded in 
people’s beliefs, rooted in their values and perceptions, 
and expressed as feelings of self-esteem, personal valu-
ation, and being good [12]. The external dimension of 
dignity represents the social and cultural life that can be 
promoted or violated through validation by others and 
is a scalable dimension [12]. Thus, most studies define 
dignity using its external dimension and underline the 
importance of the social aspect obtained from others 
to maintain dignity [9, 13–15]. Nevertheless, the inher-
ent dimension of dignity is a rooted attribute that can be 
fostered by the external dimension. Thus, dignity can be 
emphasized through its inherent dimension and its rela-
tion with the external dimension. Caregivers are actively 
committed to the physical and psychological care of their 
patients. Caregivers involved in their patient’s life may 
attain an understanding of their patient’s dignity from 
the inherent dimension, and their care relationship will 
help elevate patient dignity from the social aspect (i.e., 
the external dimension). Therefore, a caregiver’s per-
spective of dignity may significantly affect the preserva-
tion of their patient’s inherent and external dimensions 
of dignity. However, most previous studies have explored 
dignity from  the  perspectives  of patients and medical 
professionals [16–19]. Only a few studies have explored 
dignity from the caregivers’ perspective, wherein most 
researchers have explored its meaning from the oppo-
site viewpoint, i.e., indignity [20–22]. In these researches, 
the violation of dignity was commonly examined, rang-
ing from stereotyping to the inattentive attitudes of car-
egivers when providing care [21, 22]. Suffering, distrust, 
a feeling of inferiority, and humiliation among patients 
may result from the caregivers’ lack of respect toward 
their patients [22]. Moreover, certain caregivers regu-
larly provide care without reflecting on their actions, 
which may affect the care quality provided. However, 
limited studies have investigated the individual value that 
underlies this behavior. Therefore, further research would 
benefit by studying the values that affect caregivers’ deci-
sion-making while providing care. Furthermore, dignity 

as a value indicator that influences individual behavior 
should be focused upon. The perception of dignity by 
caregivers may determine their care value and regulate 
their caring behavior, which could contribute to the dig-
nity-conserving care model and positively affect patient 
health outcomes. Based on the discussed literature, our 
study aimed to synthesize the meaning of dignity from 
the caregivers’ perspective, which may help decipher the 
relation between the inherent and external dimensions of 
dignity.

Theoretical framework of the study
We employed Florence Nightingale’s environmental 
theory as a theoretical framework for the research data. 
According to this theory, a patient’s condition and nature 
are interrelated with their physical, psychological, and 
social environment [23]. In 1860, Nightingale first prom-
ulgated dignity as a factor within the environment and 
noted its active role in restoring one’s vitality; however, 
its meaning was not explained in detail [24]. Thus, we 
further explored the concept of dignity within the frame-
work of Nightingale’s environmental theory that a per-
son’s nature interacts with the physical, psychological, 
and social environment.

Method
Study design
A qualitative meta-synthesis was performed to explore 
caregivers’ perspectives of dignity in care. This compara-
tive and comprehensive qualitative research method 
yields a rich and extensive understanding the integrity of 
a given phenomenon. Compared with individual studies, 
a meta-synthesis presents results with advanced coher-
ence, cogency, and utility that help inform pragmatic 
decisions. Additionally, we used the ENTREQ statement 
to improve transparency in reporting the synthesis of our 
qualitative research [25]. Finally, the Critical Appraisal 
Skills Program (CASP) [26] and thematic synthesis [27] 
were applied to appraise the quality of the qualitative 
evidence.

Search strategy
Qualitative literature relevant to the study was searched 
using systematic electronic databases, including MED-
LINE, PsycINFO, ProQuest, CINAHL, Embase, Health 
Source, and Web of Science, from inception to March 15, 
2022. The primary research tactics were based on PICo 
(Population, Interest, and Context). The retrieved  items 
were as follows: caregivers, family members, and rela-
tives (population); perceptions of dignity, perspectives 
of dignity, and meanings of dignity (interest); and care 
of patients, care of family members, and care quality 
(context). Titles and abstracts were initially screened for 
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relevance by two authors, who then reviewed the perti-
nent full text of the selected papers. Additionally, any dif-
fering opinions were discussed and sent to a third author 
if an agreement could not be reached.

Selection criteria
Papers were selected if they (a) employed qualitative 
methods in the data collection and analysis, (b) presented 
in English and published in a peer-reviewed journal, and 
(c) illustrated the dignity of individuals from the caregiv-
er’s perspective. Furthermore, dignity should have been 
explicitly emphasized as a main theme in the primary 
research or a part of  the study outcomes. Papers were 
excluded  if (a) their findings did not contain content to 
realize the synthesis (i.e., no theme reported), (b) their 
results described caregivers’ experience without their 
views on maintaining dignity, or (c) caregivers were med-
ical workers.

Quality assessment
The CASP qualitative research checklist was applied 
by two researchers to assess the quality of the included 
papers. If any differences arose, they were discussed and 
sent to a third reviewer (if unresolved after discussion) to 
obtain a consensus. CASP was used to measure the bias 
risk and quality of the included studies in the following 
areas: the research aim, methodology, research design, 
data collection, recruitment, data analysis, ethical issues, 
value, relationship, and research findings.  Scores were 
assigned for each paper, ranging from 0–10. A score of 
9–10 indicated a high-quality paper, 7.5–9 represented a 
moderate-quality paper, and < 7.5 indicated a low-quality 
paper. Studies that scored < 6 were excluded [28].

Data synthesis
The synthesis was performed based on the principle of 
the interpretative synthesis approach [29], with an aim 
to develop the concept further and elaborate the inte-
grated concepts or relative theory in the original research 
[30]. The collected data were analyzed and synthe-
sized by employing a qualitative content analysis tech-
nique that constituted the following six steps [31]. (1) 
All authors read the included studies to understand the 
whole research. The text about dignity was then extracted 
as meaning units by two researchers (LMY and XXY). 
(2) The meaning units were further condensed by the 
two researchers (LMY and XXY) to assign the extracted 
meaning units using their own language. (3) Next, two 
researchers (PYC and ASKC) labeled the condensed 
meaning units using codes. (4) These codes were com-
pared by all researchers to identify the differences and 
similarities. (5) Further, the codes were sorted into sub-
categories that were eventually organized into categories. 

(6) Finally, in the comprehensive understanding phase, 
a process of reflection on the analysis procedure and 
results analysis was performed by all researchers to 
develop an integrated latent theme [31].

Result
Study characteristics
Among the 2943 records screened, nine studies met the 
inclusion criteria and were used for further quality evalu-
ation [20, 32–39]. (Fig. 1). Table 1 describes the features 
of the included studies. All studies included caregivers as 
the participants. Most studies (6/9) explored dignity in 
family caregivers or relatives, while the remaining studies 
enrolled non-professional caregivers and did not clarify 
their relationship with the care receivers. Most research 
was conducted in the Occident (n = 7), while the remain-
ing studies originated from Asia (n = 2).

Methodological quality
The evaluation of each study’s quality is presented in 
Table 2. The CASP checklist scores of the papers ranged 
from 8 to 10, indicating that the included studies were of 
moderate to high quality. Furthermore, the CASP results 
showed that the researcher and patient relationship was 
not elaborated in most included studies (88.9%), reduc-
ing the study quality. Lastly, the models of individual dig-
nity that were used concentrated on affecting factors and 
attributes from the perspective of caregivers.

Meta‑synthesis
Our meta-synthesis identified three categories: inte-
grated person, ‘rootedness’ and ‘growth’ atmosphere, and 
balanced state. The model structure of patient dignity is 
elaborated in Fig.  2. Additionally, exemplar coding and 
extracts of the original studies for each descriptive cat-
egory of meta-synthesis is illustrated in Table 3.

Category 1: Integrated person
Integrated individual is centered on the bidirectional 
meaning of life encompassing a natural life and spiritual 
life [40]. Natural life represents human subjectivity, ini-
tiative, and self-reliance, whereas spiritual life refers to 
transcendence [1, 41]. In reference to this study, natu-
ral life relates to autonomy and role maintenance, while 
spiritual life denotes transcendence within the concept of 
religion.

Subcategory 1: Autonomy preservation and role 
maintenance
The preservation of autonomy and role maintenance 
was embodied in the patient’s desire to live a normal 
life, participate in worthwhile activities, and make deci-
sions. Patients, including those who were terminally 
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ill, did not want to be perceived as a person with an 
illness, but they desired to be treated as a whole indi-
vidual and wished to manage their daily lives normally 
[36, 37]. Activities provided the patients with the feel-
ing of concern for others as well as that of being useful 
and having autonomy [36, 38]. Additionally, patients, 
including terminally ill individuals, wanted to preserve 
their autonomy and decision-making role concerning 
their treatment plans and procedures. Moreover, car-
egivers highlighted that respecting a patient’s decision 
was the best way family members could express filial 
piety, whereas ignoring the patient’s will violated their 
dignity [38, 39]. Interestingly, one study reported that 
patients tended to tone down their needs to preserve 
autonomy [36]. Another study revealed that some fam-
ily caregivers would satisfy their patients’ needs with-
out reserve due to their sense of responsibility towards 
their patients [38].

Subcategory 2: Spirituality concerns
Spirituality was associated with the assertion of life via 
the patients’ relationship with self, the environment, 
and God. It can be interpreted as the impetus for mean-
ing and a sense of purpose in life and serves as a source 
of renewal and emotional support, positively affect-
ing health and fostering life dignity [35]. Furthermore, 
caregivers noted that spiritual belief endowed patients 
with hope, purpose, and control, with prayer and wor-
ship motivating emotional expression [39]. However, 
one study found that family members did not explicitly 
discuss their patients’ spiritual needs or concerns and 
limited their spiritual needs within the context of reli-
gious belief [37]. Nevertheless, caregivers provided their 
patients with religious songs and hymns to satisfy their 
spiritual needs [37]. It must be noted that this opportu-
nity may be unavailable to patients with religious beliefs 
who reside among non-religious patients [37].

Fig. 1 Literature review flowchart
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Table 1 Characteristics of included studies

Study Aim Demographic Methods Results

N sample Methodology Data collection Data analysis

Kalis et al. 2005 
[32]

Perspective of a 
good life

10 Caregivers Grounded 
theory

Observation, 
unstructured 
interviews, 
focus-group, 
individual
interview

Content analysis Category1:peace and quiet
Category2:going along 
with subjective experience
Category3:no enforcement

Anderson et al. 
2021[33]

Concept of 
dignity

9 Family caregiv-
ers

Qualitative 
descriptive
study

A purposive 
sample of blogs

Content analysis Category1:perceived value 
from others
Category2:self in relation 
to others
Category3:behavioral 
respect, and self-value

Tehranineshat 
et al. 2020[34]

Experiences and 
perceptions of 
patient dignity

8 Family caregiv-
ers

Descriptive
phenomeno-
logical
approach

Semi-structured, 
in- depth
interviews

Content analysis Category1:a peaceful 
environment
Category2:respect
Category3:comprehensive 
support

Gharibian et al. 
2015[35]

The perspec-
tives of quality 
of life

19 Family caregiv-
ers and care 
staff

Grounded 
theory

Unstructured
interviews

Glaser & Strauss classic 
grounded theory

Theme1:maintaining family 
connectedness
Theme2:engaging in 
worthwhile activities
Theme3:maintaining and
developing significant 
relationships
Theme4:holding and prac-
ticing spiritual beliefs

Melin-Johans-
son et al. 
2007[36]

Perceptions 
about terminally 
ill family mem-
bers

4 Caregivers Qualitative 
descriptive
study

Semi-structured
interviews

Content analysis Category1:living a normal 
life
Category2:being relieved 
from burdens
Category3:having a sense 
of belonging
Category4:being a symbol 
of incurable illness
Category5:haiving a sense 
of dignity

Nåden et al. 
2013 [20]

Knowledge 
about maintain-
ing dignity in 
nursing homes

28 Family caregiv-
ers

Phenomeno-
logical
hermeneutic 
method

Semi-structured
interviews, 
individual
interview

Hermeneutics
analysis

Theme: A feeling of being 
abandoned
Subtheme1:deprived of 
the feeling of belonging
Subtheme2:deprived of 
dignity due to acts of
omission, deprived of 
confirmation
Subtheme3:deprived 
of dignity due to 
physical humiliation, 
Subtheme4:deprived of 
dignity due to psychologi-
cal humiliation
Subtheme5:deprived of 
parts of life
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Table 1 (continued)

Study Aim Demographic Methods Results

N sample Methodology Data collection Data analysis

Caspari et al. 
2014[37]

Experience of 
nursing home 
residents’ 
dignity

28 Relatives Phenomeno-
logical
hermeneutic 
method

Semi-structured 
interviews, 
individual
interview

Hermeneutics
analysis

Theme1:to have a comfort-
able, homely and practical 
room
Theme2:to have close 
contact with family, friends 
and with the staff
Theme3:to have aesthetic 
needs and concerns 
attended to
Theme4:to have ethical 
needs and intrinsic values 
attended to
Theme5:to have cultural 
and spiritual needs and 
concerns attended to

Rehnsfeldt et al. 
2014)[38]

The meaning of 
dignity in nurs-
ing home

28 Relatives Hermeneutic 
Epistemology

In-depth
interviews

Hermeneutics
analysis

Theme1:dignity as at-
home-ness, dignity
Theme2:the little extra. 
Theme3:nondignifying 
ethical context

Lou et al. 2021 
[39]

The meaning of 
dignity

31 Caregivers Descriptive
phenomeno-
logical
approach

Semi-structured
interviews, 
group inter-
views

Content analysis Theme1:illness related 
concerns
Theme2:dignity conserving 
repertoire
Theme3:social dignity 
inventory

Table 2 Results of CASP quality appraisal

Notes:

Y = a rating of “yes”; U = a rating of “unclear”, N = a rating of “no”

Scoring system: Y = 1 point, U = 0.5, No = 0 point

High quality 9–10; moderate quality 7.5–9; low quality < 7.5; exclude < 6

Q1: Was there a clear statement of the aims of the research?

Q2: Is a qualitative methodology appropriate?

Q3: Was the research design appropriate to address the aims of the research?

Q4: Was the recruitment strategy appropriate to the aims of the research?

participants

Q5: Was the data collected in a way that addressed the research issue?

Q6: Has the relationship between researcher and participants been adequately considered?

Q7: Have ethical issues been taken into consideration?

Q8: Was the data analysis sufficiently rigorous?

Q9: Is there a clear statement of findings?

Q10: How valuable is the research?

Studies Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Total score Quality rating

1 Kalis et al. 2005 [32] Y Y Y U Y N Y Y Y Y 8.5 MED

2 Anderson et al. 2021[33] Y Y Y U Y N Y Y Y Y 8.5 MED

3 Tehranineshat et al. 2020[34] Y Y Y Y Y Y Y Y Y Y 10 HIGH

4 Gharibian et al. 2015[35] Y Y Y Y Y N Y Y Y Y 9 HIGH

5 Melin-Johansson et al. 2007[36] Y Y Y U Y N Y Y Y Y 8.5 MED

6 Nåden et al. 2013 [20] Y Y Y Y Y N Y Y Y Y 9 HIGH

7 Caspari et al. 2014[37] Y Y Y U Y N Y Y Y Y 8.5 MED

8 Rehnsfeldt et al. 2014)[38] Y Y Y U Y N Y U Y Y 8 MED

9 Lou et al. 2021 [39] Y Y Y Y Y U Y U Y Y 9 HIGH



Page 7 of 14Liang et al. BMC Geriatrics          (2023) 23:351  

Category 2: ‘Rootedness’ and ‘growth’ atmosphere
‘Rootedness’ and ‘growth’ atmosphere were perceived as 
an environment of dignity. Rootedness emphasizes com-
fort, security, belonging, and emotional connection with 
families, relatives, or friends [42, 43]. A growth atmos-
phere is experienced by patients who transform stressful 
events into a situation with a positive meaning [44], and 
this atmosphere can manifest in a physical and psycho-
logical environment.

Subcategory 1: Homeness physical environment
Considering that rootedness signified comfort and secu-
rity, it could be explained as the sense of ‘homeness’ con-
cerning the notion of home. In this study, the homeness 
physical environment is regarded as a private, aesthetic, 
and particularly ‘homelike’ condition. Moreover, caregiv-
ers have revealed that patients preferred to live in a room 
with a private bathroom [37], and patients could experi-
ence stress and problems with daily activities when shar-
ing a room with a stranger [37]. Additionally, caregivers 
emphasized that cleaning the floors and tables, caring 
for the flowers, and maintaining a clean and comfort-
able home were extremely important, granting patients 
a sense of dignity [32, 38]. Caregivers also mentioned 
that patients preferred to equip their room with their 
furniture to experience ‘homeness’ and ‘belonging’ [37]. 

Finally, older people felt more dignified when accepting 
care at home than at a care institution [39].

Subcategory 2: ‘Belonging’ and ‘positive meaning’ 
psychological environment
Rootedness also entailed the property of belonging, 
which could be explained by the psychological environ-
ment of ‘belonging’. A feeling of belonging reflected a 
closely connected relationship with family members, 
relatives, and other caregivers. Caregivers reported that 
strong relationships with family members and respect 
from children and grandchildren provided a strong sense 
of belonging and served as a source of pride, mean-
ing, and hope for their patients [35, 37, 39]. Moreover, 
patients wished to strengthen their relationships with rel-
atives to enrich their sense of belonging [32, 38]. Finally, 
caregivers can closely connect with their patients by 
performing small deeds for them, such as shaking their 
hands or kneeling with the patient daily, thereby creating 
an intimate bond and conveying that the caregivers are 
truly interested in their patients’ welfare [38].

As mentioned, growth was interpreted as a positive 
meaning derived from stressful events. In this study, 
growth represented a great appreciation for life. Numer-
ous studies have reported that caregivers noted that 
patients expressing thankfulness and reciprocating with 

Fig. 2 Model structure of patient dignity from the caregivers’ perspective
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courteousness and appreciation had an increased posi-
tive sense of self [33, 36, 39]. The caregivers also high-
lighted that strengthening familial bonds could facilitate 
collaboration and intimate conversations with family 
members, promoting the expression of emotional close-
ness, forgiveness, and gratitude [39].

Category 3: Balanced state
Balanced state referred to the harmony and well-being 
of one’s mind [45], resulting from a sense of equilib-
rium between stressors and coping resources [46]. In 
our study, adequate social resources were considered the 
major factor required to maintain a balanced state.

Table 3 Synthesized categories: an overview of categories and subcategories with examples of condensed meaning units

Category Integrated person “Rootedness” and “growth” 
atmosphere

Balanced state

Subcategories Autonomy preservation and role 
maintenance
Spirituality concerns

“Homeness” physical environment and 
“belonging” and “positive meaning” 
psychological environment

Sense of certainty
Sense of less guilt

Condensed meaning units Being significant by maintaining a 
normal life and participating in social 
life [36]
Wanting to remain an individual with 
her/his demands [36]
Desiring to be treated as a whole per-
son even when terminally ill [36]
Bolstering of dignity when being able 
to do something for themselves or 
others [39]
Bolstering of dignity when being rec-
ognized as an individual separate from 
the illness [39]
Toning down their needs [36]
Independently caring for themselves 
to be considered as a person [33]
Needing to preserve identity and 
integrity was important [37]
Wanting to participate in life [36]
No invitation or engagement leads to 
a dignity-depriving situation [20]
Distress arises because of inability to 
perform everyday activities [39]
Involving patients in advanced care 
planning strengthens their dignity [39]
Being respected when being able to 
sustain their will to manage their life 
[32]
Respecting the patient’s decision was 
the best way to express filial piety [39]
Respecting the involvement of 
patients in decision-making enhanced 
patients’ values [34]
Desiring to make decisions of daily life 
management even when terminally 
ill [37]
Providing care without considering a 
person’s capabilities violates a patient’s 
dignity [38]
Upholding and practicing spiritual 
beliefs for elevating strength [35]
Seeking spiritual comfort and relying 
on the sovereignty of a higher power, 
e.g., a Buddhist patient [39]
Regarding religious faith as spiritual 
needs [37]
Having no opportunity to express 
religious belief [37]
Respecting patients’ beliefs [34]
Putting some money in a charity box 
to maintain dignity [34]

Preferring to have a room with a 
private bathroom [37]
Preserving a clean and tidy environ-
ment [37]
Decorating the room with familial 
equipment and creating a warm 
atmosphere promotes a feeling of 
dignity [38]
Preferring to have a room with their 
furniture and belongings [37]
Feeling more dignified when receiving 
care at home [39]
Home gives feelings of warmth, cozi-
ness, and safety [32]
Strong relationships with descendants 
were identified as a source of hope, 
meaning, and pride [39]
Grandchildren and great-grandchil-
dren bring immense love and joy into 
life [36]
Feeling at home by being close to 
relatives and caregivers [38]
Caregivers perform small acts to 
establish a close connection with 
patients [38]
Eagerness to have close connections 
with family, friends, and staff [37]
Focus on relationships and social 
networks [32]
Close bonds with others create a feel-
ing of value and strength [35]
Contentment and expressing thankful-
ness strengthen the positive sense of 
self [39]
Positive expression increases the sense 
of self-worth [33]
Feeling that illness provides openness 
and intimacy in their relationship with 
family members [36]

Illness-related concerns affecting dignity 
[39]
Insufficient information about disease 
and treatment affecting the sense of 
dignity [34]
Medical uncertainty creating psycho-
logical distress [39]
Distress caused by an inability to pur-
chase certain medications [34]
Experiencing high stress levels and 
psychological tension when diagnosed 
with a disease and lack of treatment and 
follow-up care information [34]
Feeling confident after gaining knowl-
edge about medical information [37]
Needing treatment teams to reduce the 
uncertainty [34]
High stress levels and psychological ten-
sion requiring counseling services [34]
Providing necessary medical instructions 
shows respect for patient dignity [34]
Needing biographical knowledge incor-
porated into the care plan [35]
Excessive care stress harms dignity [39]
Relieving the caregiver from the care 
burden causes less sense of uselessness 
[36]
Desiring resources to relieve care burden 
[39]
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Subcategory 1: Sense of certainty
Sense of certainty was one aspect related to a balanced 
state. Our findings suggested that adequate informa-
tion was the key factor attributed to the certainty of dis-
ease and the role transfer of patients and caregivers. In 
contrast, caregivers expressed that patients experience 
a sense of uncertainty when provided with inadequate 
information. Caregivers further emphasized that patients 
regarded the provision of unsatisfactory medical infor-
mation as a threat to their sense of dignity and related 
this to feelings of uncertainty when they were unaware 
of their medical and rehabilitation information. This 
uncertainty rendered the patients passive in coping with 
their disease and undermined their dignity [34, 36, 39]. 
Furthermore, patients and their family caregivers experi-
enced high stress levels when the patients were diagnosed 
with diseases and developed a confused understanding of 
treatment processes and follow-up visits. Nevertheless, 
both of caregivers and patients requested professional 
help to identify their sources of stress and to assist them 
with adjusting to their current role [34, 37].

Subcategory 2: Sense of less guilt
The sense of less guilt was the second facet of a balanced 
state, wherein alleviating care pressures allowed the 
patients to feel less guilt. In contrast, our study found that 
family caregivers considered that being available round 
the clock to provide their patients with unconditional 
support was part of meeting their patients’ needs and 
being prepared for the worst. However, the heavy care 
burden perceived by the patients might stimulate their 
feelings of guilt [35]. Additionally, the caregivers might 
not discuss their care distress to alleviate their patients’ 
psychological burden [36]. Finally, the caregivers stressed 
the importance of social support organizations for sup-
porting and relieving their care burden [36].

Discussion
Our study is the first to employ the framework of Night-
ingale’s environmental theory to interpret the meaning 
of dignity, which could help explore the complex concept 
of dignity according to its multidimensions. Our find-
ings revealed that the multidimensions of dignity could 
be elaborated into integrated person, ‘rootedness’ and 
‘growth’ atmosphere, and balanced state.

Considering the patient as an integrated person is 
important in maintaining patient dignity. The concept of 
an integrated person includes a natural life and spiritual 
life, wherein natural life emphasizes preserving individual 
autonomy and role maintenance. Previous studies have 
highlighted that the satisfaction of autonomy and role 
maintenance generates an intrinsic value and translates 
into an improved sense of dignity, whereas the restriction 

of this ability may trigger a strong motivation in patients 
to exercise their autonomy and role, even by adopting a 
negative response [47–49]. These findings were consist-
ent with those in our study. Although patients might 
be in a healthy condition, they prefer to be treated as a 
whole individual rather than a person with an illness, 
participating in activities and decision-making. Fur-
thermore, our results demonstrated that patients would 
respond negatively when they could not maintain their 
autonomy and role. Additionally, some patients were 
prone to downplaying their needs and illnesses to avoid 
losing their freedom, becoming trapped, and feeling use-
less if they were to extend their needs and demands [36]. 
In contrast, some family caregivers provided help that 
exceeded their patients’ needs. These results indicate a 
great contradiction between care receiving and care pro-
viding, and a balance is required between them. Thus, 
caregivers should not only focus on providing care to 
meet their patients’ physical needs but should also con-
sider their psychological requirements, particularly dig-
nity. Recognizing the meaning of an integrated person is 
vital to establish a balance between providing care and 
preserving patients’ role and autonomy, thereby contrib-
uting to an effective dignity care model.

Spirituality is recognized as an inner resource for 
encouraging health maintenance and promotion, raising 
hope and resilience during illness distress, and improving 
patient outcomes [50, 51]. Cleland et  al. proposed that 
spiritual comfort was the conceptual definition of dig-
nity [52], with spiritual as well as psychosocial and physi-
cal elements included in the dignity-conserving model 
[53]. Patients’ spirituality is crucial to maintain dignity 
and ameliorating patient outcomes. In our study, family 
members acknowledged the importance of spiritual care 
in maintaining patient dignity; however, they tended to 
restrict the issue of spiritual care to religious beliefs. Our 
observation was consistent with a study reporting that 
the significance of respect for Iranian patients was rooted 
in their religious beliefs [54]. This was also in line with 
the research by Bayan et  al. on 978 nurses that showed 
that the nurses regarded spiritual care as showing con-
cern and respecting their patients’ religious beliefs [55]. 
Although religious coping, which is concerned with 
a constructive reliance on faith, has been shown to 
improve health adjustment and psychological adapta-
tion to stressors and predict spiritual support, “spiritual-
ity” and “religion” have their distinctions. Spirituality is 
a multidimensional concept that involves seeking mean-
ing in life and transcendence [56–58] and encompasses 
features more than those in the domain of religion. Spir-
ituality is a component that assists an individual in realiz-
ing their true potential, promoting self-confidence, love, 
and forgiveness, and empowering them to transcend 
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distress, ultimately leading to greater insight and inner 
peace regarded as a transcendent state [57]. For religious 
patients, the search for meaning in life and inner peace 
of mind could be supported by chaplains and clergy [59], 
whereas the spirituality of non-religious patients might 
be ignored. Therefore, other strategies are required to 
aid non-religious patients in achieving a transcendent 
state. For example, individuals can attain transcend-
ence through art, music, nature, solidarity, meditation, 
mindfulness-based stress reduction techniques, physi-
cal activities (e.g., Tai chi or rhythmic movement), and 
integrative medicine (massage, aromatherapy, acupunc-
ture, Rei Ki, and dietary supplements) [57, 60]. Caregiv-
ers could facilitate such non-religious measures for their 
patients to help them increase their spirituality. However, 
most caregivers in our study were not aware of the means 
to assist their patients in reaching a transcendent state. 
Therefore, we suggest that caregivers should be cognizant 
of the extensive meaning of spirituality and of the strate-
gies (particularly non-religious measures) to promote it, 
which will enrich and supplement the process of conser-
vation of dignity.

‘Rootedness’ emphasizes comfort, security, belong-
ing, and emotional connection with families, relatives, 
or friends [42, 43]. A sense of growth is experienced 
by patients who alter stressful events into situations 
with a positive meaning [44]. ‘Rootedness’ and ‘growth’ 
atmosphere were considered as the environmental fac-
tor related to dignity, with ‘rootedness’ comprising the 
physical atmosphere of ‘homeness’ and the psychological 
environment of ‘belonging’. Our study revealed that pro-
viding the patients with a ‘homeness’ atmosphere, such as 
a private, aesthetic, comfortable, and particularly ‘home-
like’ room, contributed to maintaining their dignity. 
Studies in Iran and other parts of the world have cor-
roborated these findings and described well-decorated 
and privacy-assisted living conditions with particularly 
‘homelike’ and emotional warmth as prominent factors in 
preserving patient dignity [61–64]. Our findings showed 
that patients regarded a ‘homelike’ environment as more 
important than a basic physical environment (private, 
aesthetic, and comfortable). The assumption that ‘home’ 
offers a safe environment is widely reported in the litera-
ture, with safety as a recurring and indispensable factor 
that creates a sense of place-belongingness [65–67]. This 
is in line with our concept of ‘belonging’ as a part of the 
psychological environment. Some studies have suggested 
that the sense of belonging resulted from a ‘homelike’ 
atmosphere and intimate connections with family, rela-
tives, friends, or others [43, 67]. Moreover, belongingness 
was shown to provide a feeling of security and trust and 
a stronger sense of cohesion that could protect against 
frailty and preserve the sense of dignity [59, 60].

Positive expression is a positive life change and percep-
tion of growth, which elevates an individual’s sense of 
worth and value [44]. Positive behaviors such as express-
ing thanks and being courteous were cited by caregivers 
as factors that maintained patient dignity. Furthermore, 
positive actions may facilitate an intimate and reciprocal 
relationship that may foster a sense of belonging and ele-
vate patient dignity [68]. Moreover, a positive approach 
was found to be a product of meaning-making processes 
and found to gain value from adversity [44]. For example, 
care needing could be stressful for patients, but it might 
translate into a positive aspect, such as the appreciation 
of life, via the meaning-making processes. This develop-
ment of a positive meaning constitutes the core measure-
ment of dignity therapy [69]. Therefore, caregivers should 
focus on not only providing patients with a basic physical 
environment but also on enabling a ‘homelike’ physical 
environment as well as a ‘belonging’ psychological envi-
ronment. Additionally, patients should be encouraged 
to derive meaning from their situation and attempt to 
obtain value and growth from their stressful events.

Our findings revealed that patients required social 
support to maintain a balanced state, and excessive care 
burden may impair their dignity and relationship with 
their caregivers. In this study, the excessive care burden 
caused by patients’ health status greatly strained caregiv-
ers. This could increase the patients’ feelings of guilt and 
uselessness, thereby lowering their dignity [36]. However, 
caregivers reported that they did not routinely discuss 
their distress or desires with their patients to relieve their 
patient’s psychological burden [36]. Moreover, a previ-
ous study revealed that the enormous care pressure and 
repressed psychological pressure led to a poor caregiver-
care recipient relationship that was detrimental to dig-
nity preservation [70]. Additionally, our research found 
that inadequate medical information harmed the role 
adjustment of caregivers and patients and increased the 
psychological burden among both patients and caregiv-
ers. Similarly, another study also indicated that infor-
mational support from the medical staff was an effective 
way to facilitate their adjustment [71]. Furthermore, our 
findings revealed that inadequate medical information 
caused illness-related uncertainty, which was linked to 
patients’ sense of losing control and endangered their 
dignity [49]. Thus, we can infer that alleviating the care 
burden, clarifying the relationship or role of the caregiv-
ers and patients, and providing adequate medical infor-
mation are key factors in ameliorating the caregiver-care 
receiver relationship and patients’ feelings of worthless-
ness and psychological burden. Finally, adequate social, 
psychological, and medical information support will help 
patients adapt to their balanced state and maintain their 
dignity.
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Implications for theory, research, and practice
Patient dignity is a multidimensional and complex con-
cept. Our study employed Nightingale’s environmental 
theory, which was conducive to systematically explor-
ing the concept of dignity. Dignity was defined as a mul-
tidimensional concept involving individual, physical, 
psychological, and social environment aspects. First, an 
individual with dignity should be viewed as an integrated 
person. Integrity includes a natural life and spiritual life 
that feature autonomy preservation, role maintenance, 
and spiritual health. Second, the environment of dignity 
should incorporate a ‘rootedness’ and ‘growth’ atmos-
phere comprising a physical environment of ‘homeness’ 
and a psychological environment of ‘belonging’ and ‘posi-
tive meaning’. Third, social support is necessary to main-
tain one’s balanced state. Thus, dignity can be considered 
to originate from its inherent dimension, imbuing a 
longing for being treated as an integrated person to gain 
self-worth and promote self-respect, as well as instill-
ing a desire for developing belongingness and an atmos-
phere with a ‘positive meaning’ to achieve self-value and 
self-growth. Furthermore, external dimensions, such 
as social support, may help promote one’s dignity. Our 
study supplements previous studies that mainly defined 
dignity according to its external dimension [9, 13–15]. 
Additionally, our findings supported the notion that the 
caregiver-care recipient relationship was present at the 
core of the multidimensions of dignity (person, environ-
ment, and society) and served as a key factor connecting 
the dimensions of person, environment, and society. For 
example, the first category of integrated person indicated 
that a balance should be maintained between providing 
care and receiving care. The second category of ‘root-
edness’ and ‘growth’ atmosphere suggested a close con-
nection experienced by patients. The third category of 
balanced state emphasized the role adjustment between 
patients and caregivers. Further studies should explore 
the mechanism of relationships in the context of dignity 
preservation. Moreover, our study results added to the 
concept of dignity from the perspective of caregivers who 
provided care for individuals directly, which might be of 
clinical and research significance when evaluated against 
previous studies. Compared with prior research con-
ducted from the perspective of patients and medical pro-
fessionals, caregivers, patients, and medical professionals 
highlighted that the participation of patients in the car-
ing process might increase their sense of worth and help 
maintain their dignity [9]. Additionally, all three groups 
underscored the contradiction between providing care 
and maintaining patient autonomy [9]. Further research 
is therefore required to assess the balance of care behav-
ior to support patient autonomy and self-worth, as well 
as to provide appropriate assistance. Furthermore, 

divergence in perspectives was evident between caregiv-
ers, patients, and medical professionals, with a notable 
difference being that nurses stressed the need for respect 
in the work environment while caregivers emphasized an 
intimate ‘homeness’ environment to maintain dignity. A 
particular perspective may be suited to a certain situa-
tion, suggesting that dignity may be related to the context 
and should be investigated across different situations. The 
other difference is that nurses did not mention spiritual 
concerns, whereas caregivers recognized spiritual needs 
for promoting dignity but restricted it to the religious 
domain. This indicated that spirituality was likely to be 
neglected and should be further investigated. Finally, the 
common dignity-conserving care model framework and 
specified frameworks that are appropriate for each group, 
including caregivers, patients, or medical professionals, 
can be developed based on those different perspectives.

Strengths and limitations
This meta-synthesis study has certain strengths that 
deserve mention. First, considering that caregivers 
undertake the main care responsibilities, it is important 
to provide direct evidence relating to preserving patient 
dignity from the perspective of caregivers. Second, this 
research has added new findings illustrating the differing 
views of patients and nurses. In particular, patients might 
be reluctant to share spiritual concerns with their nurses; 
however, they were willing to communicate such con-
cerns with their caregivers. Third, the study results are 
based on the concept of people, environment, and soci-
ety and are supported by the framework of Nightingale’s 
environmental theory, which may help systematically elu-
cidate the complex concept of dignity via its multidimen-
sions. Finally, our study produced a valid framework to 
reflect on the existing care model and indicated the need 
for in-depth research to construct an effective dignity 
care model.

Our meta-synthesis analysis has certain limitations that 
should be considered. The first limitation is that our lit-
erature search was confined to articles published in Eng-
lish, and noteworthy research written in other languages 
might have been ignored. The second limitation relates 
to using electronic scientific databases to identify eligi-
ble studies. Thus, some relevant articles indexed in other 
databases might have been neglected. The third limita-
tion is that original data was not accessed, and therefore, 
any original bias in the primary studies could have led to 
bias in the synthesis. Finally, another limitation is that all 
the included studies had only conducted research at one 
time point. Therefore, longitudinal studies are required 
to investigate the changes in caregivers’ perspectives on 
dignity preservation over time.
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Conclusion
The model of patient dignity from the caregivers’ per-
spective is based on a multidimensional structure of 
human dignity. Our study offers evidence for under-
standing patient dignity from the caregivers’ perspective 
and adds supporting information for improving nursing 
outcomes in patients. Our findings indicate that dignity 
is rooted in its inherent dimension, emphasizing treat-
ing patients as integrated individuals to preserve their 
self-worth and self-respect and developing belongingness 
and an atmosphere with a positive meaning to facilitate 
them to achieve self-value and self-growth. Furthermore, 
external dimensions, such as social support, may pro-
mote one’s dignity.
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