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Abstract 

Background:  Dementia is a serious problem in old age, that impacts an individual’s ability to function and may 
threaten personal dignity. Given the variable features of the illness and the diversity of life experiences, many factors 
may contribute to the perception of dignity by men and women with dementia. The purpose of the study was to 
explore the factors that contribute to dignity and its domains in men and women with dementia.

Methods:  This cross-sectional study involved 316 community-dwelling patients with early-stage dementia 
(aged ≥ 60) (PwD). We assessed the participants’ sociodemographic and social involvement characteristics, health-
related variables (pain, depression, physical performance, visual and hearing impairments), attitude to aging, and 
self-sufficiency in the activities of daily living (ADL). These factors were investigated as independent variables for the 
perception of dignity and of its domains in men and women.

Results:  Multivariate regression analysis showed that PwD experienced minor dignity problems in the early stages of 
dementia. In both men and women higher rates of depression, negative attitudes to aging, and pain were associated 
with reductions in the perception of dignity. In men, but not in women visual impairment had a negative effect on 
overall dignity, and on the associated domains of ‘Loss of Autonomy’ and ‘Loss of Confidence’. In women, lowered self-
sufficiency in ADL contributed to reduced self-perception of dignity and in the associated domains of ‘Loss of Purpose 
of Life’, ‘Loss of Autonomy’, and ‘Loss of Confidence’. Sociodemographic and social involvement characteristics, hearing 
impairment, and physical performance did not influence the participants’ self-perception of dignity.

Conclusion:  The results suggested that several common factors (depression, attitudes to aging, and pain) contribute 
to the perception of dignity in both men and women. Other factors, visual impairments in men, and self-sufficiency 
in ADL in women, appear to be more gender specific. These differences might relate to their specific gender roles and 
experiences. The self-perception of dignity in PwD can be helped by supporting the individual, to the extent that their 
illness allows, in maintaining activities that are important to their gender roles, and that preserve their gender identity.

Trial registration:  NCT04443621.
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Introduction
Dignity in people with dementia
Dementia is a neurodegenerative disease character-
ized by progressive, irreversible, and (as yet) incurable 
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cognitive decline. People with dementia (PwD) retain 
their positive personality traits and character, however, 
as the illness progresses, symptoms such as memory 
loss; speech impairment; disorientation; dependency in 
the activities of daily living (ADL); and self-neglect, are 
common [1]. In the early stage of dementia, patients are 
able to reflect on their disease. Awareness of a deteriorat-
ing condition and related symptoms increases the risk of 
depression, anxiety, and reduced quality of life [2]. It can 
also lead to a reduced perception of their dignity [3].

Dignity can be defined as a multidimensional con-
struct that includes perception, knowledge, and emo-
tions related to competence or respect [4]. It is a 
subjective experience of individuals’ own self-worth and 
self-esteem, as well as the respect and esteem that oth-
ers show them [5, 6]. Nordenfelt [7] suggested that the 
dignity of identity is particularly crucial in the context 
of illness and old age. In older adults, frailty, depend-
ence, sensory impairments, and cognitive decline tend to 
compromise dignity [8]. Based on these assumptions, it 
would be appropriate to address the area of dignity spe-
cifically for older adults with dementia. However, regard-
ing dementia, dignity has most often been examined 
from the point of view of health professionals or other 
caregivers [9]. The limited number of studies that have 
focused on the issue from the point of view of the peo-
ple with dementia (PwD) found that a threat to dignity 
existed, to varying degrees, in both PwD living in insti-
tional care [10, 11], and those living in their own home 
[3, 9, 12, 13].

Some of these studies have also suggested which vari-
ables might be related to the perceived dignity of PwD 
[10, 12]. Reduced self-sufficiency in ADL and increased 
dependence on caregivers were among the factors influ-
encing the dignity of PwD living in nursing homes [10]. 
In community-dwelling PwD, dignity correlated posi-
tively with a higher degree of self-sufficiency in ADL, a 
lower level of depression, and better attitudes to aging 
[12]. Attitudes to aging are social constructs that are cul-
turally and historically situated, and individually inter-
preted [14]. They relate to physical and social losses 
and gains in the past and present, and psychological 
growth, which can then be reflected in the sense of per-
sonal dignity [15]. In the study of Kisvetrová et  al. [12], 
women with dementia associated aging with psychoso-
cial loss (experience of loneliness), social exclusion, and 
the gradual worsening of physical self-sufficiency. How 
gender contributes to the domains of the Patient Dignity 
Inventory (PDI), which is used to assess dignity in PwD 
[16], was not examined in their study [12]. The domains 
assessed in the PDI might however, contribute differently 
to the overall perception of dignity, and these associa-
tions may be gender sensitive.

Specifics of dignity in men and women with dementia
The differences in dignity between men and women with 
dementia are worth addressing if only because dementia 
itself differs between both groups [17]. Women are more 
likely to suffer from dementia than men, and their disease 
usually progresses more rapidly [18]. The differences in 
a prevalence, course or outcomes of dementia might be 
associated with factors relating to sex (biological attrib-
utes of physical body of male or female [19], such as dif-
ferent physiological factors, which might be associated 
with dementia [20]) and gender (complex patterns of 
social roles, identities, norms, values and behaviours of 
male, female and gender-diverse persons [19], such as 
different roles in society or education of men and women 
[20]. Although, no previous research has been done to 
clarify the association between gender and perceptions 
of dignity in PwD, research findings in other groups of 
older patients can provide us some insight. In a previous 
study in individuals at the end of life [21], it was found 
that female gender, have influence on reduced sense of 
dignity. Women considered that psychological factors 
(e.g., the inability to think clearly, feelings of depression 
and anxiety) and social factors (a person feeling that they 
are a burden on others, a sense of loss of privacy) had a 
greater impact on their dignity than their health status. 
In comparison, in a study of nursing home residents [22], 
some physical and/or long-term care items were rated 
as more likely to impact negatively upon their dignity by 
male than by female respondents. In contrast, gender did 
not show a significant association with dignity in a study 
of patients with terminal cancer [23]. Therefore, the rela-
tionship between perceived dignity and gender is unclear 
in older-adult patients. Since research is limited in the 
area of dignity of PwD, and the gender perspective must 
be taken into account in order to fully understand the 
factors related to the perception of dignity [4, 24, 25], the 
goal of the present study was to discover any factors that 
affect dignity differently in men and women.

Cultural specifics of the Czech men and women
In the Czech Republic there are differences in family, 
societal and employment life, average level of education, 
and representation in decision-making (such as political 
representation or managerial positions) between men 
and women [26].

In terms of family life, the Czech Republic supports 
maternal and parental leave for child-care up to 4 years 
of age. There is limited access to day-care facilities for 
children under three years. Almost exclusively, it is the 
mother, who stays at home with the children. Long career 
breaks affect women’s position in the labour market [27], 
and deepen the employment and pay gap between men 
and women, which is among the highest in Europe [26]. 
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Taking the impact of lower pensions [28] and longer life 
expectancy together, older Czech women experience 
poverty and social exclusion much more than men.

In later life Czechs often continue to work and also 
take on the responsibility of caring for their aging rela-
tives, as trust in institutional care is not very strong in the 
post-socialist Czech Republic [29]. The family caregivers 
are mostly women [30]. Men also look after their par-
ents, but not as frequently, nor as intensely, and when the 
older-adults’ needs grow the men’s involvement in care 
decreases [30]. There is limited research on men’s gen-
der roles in Czech society. In a recent qualitative study 
conducted with grandfathers [31], the participants indi-
cated and endorsed differences in gender roles between 
men and women. Men perceived the their role to be as 
a breadwinner during productive lives and as grandpar-
ents, they taught their grandchildren masculine roles 
[31], whereas women consider caring for their relatives as 
their gender role, their responsibility that constitutes an 
important part of their personal identity, and duty [29]. 
In a society with traditional division of gender roles, men 
do not often talk about their problems, and they avoid 
requesting help [32]. This might be related to the idea of 
male identity being based on self-reliance, physical and 
mental strength, which, in older Czech men, might be 
reinforced by experience of compulsory military service 
[33]. These specifics may be important in understand-
ing how Czech men and women differently perceive their 
dignity.

The present study
To our knowledge, there are no published studies of 
whether men and women with dementia differ in their 
experience of dignity. To examine factors that could be 
related to dignity in men and women with dementia liv-
ing in the community, the present study focused on vari-
ables that have previously been suggested to relate to 
dignity in PwD. These were pain, depression, attitudes 
to aging, self-sufficiency in ADL [12], sociodemographic 
characteristics (such as age, education), and also the 
characteristics of social involvement of the participant 
(e.g. living arrangements, involvement in social activi-
ties). We also included visual and hearing impairments 
and physical performance as independent variables. 
Both are related to health outcomes [34–36], quality of 
life [37, 38] and self-sufficiency in ADL [37] and thus, 
we hypothesize a link between these variables and dig-
nity. We expect to find different factors contributing to 
dignity and its domains in men and women with demen-
tia. Understanding which factors affect self-perceptions 
of dignity in PwD can further pave the way toward more 
effective dignity-conserving, community-based care.

Methods
Participants
The research sample consisted of PwD living in the Czech 
Republic, and the research was conducted in their native 
Czech language. We used a non-probability sampling 
method combining criterion and convenience sampling. 
Firstly, we defined inclusion and exclusion criteria. Sec-
ondly, we approached the criterion fitting patients on the 
basis of their accessibility and availability. The inclusion 
criteria were as follows: (1) age ≥ 60 years; (2) living in the 
community rather that in residential care (3) diagnosed 
with any type of dementia in an early stage (diagnosis 
according to the International Statistical Classification 
of Diseases and Related Health Problems [ICD] -10 Ver-
sion: 2019: F00, F01-F03; Mini-Mental State Examination 
[MMSE] with a score of 20–25 points). The exclusion cri-
teria for all respondents were as follows: (1) permanent 
institutional care; (2) complete immobility; (3) a severe 
psychological disorder (schizophrenia, bipolar affective 
disorder); (4) a severe sensory disability (blind, deaf ); and 
(5) terminal stage of an oncological or non-oncological 
disease. We were interested in the community-dwelling 
patients because this group is less studied than the older 
PwD living in institutions. For this group, it could also 
be assumed that their difficulties with dignity would be 
related to the nature of the illness rather than to the situ-
ation of living in the institution.

The respondents were approached through neurologi-
cal and geriatric outpatient departments, placed in differ-
ent parts of the Czech Republic, where they were being 
treated for dementia, so it was ensured that the person 
was indeed diagnosed with the illness. During their 
regular check-up, they were offered the opportunity to 
participate in the study and it was explained what ques-
tionnaires they would fill out. None of the respondents 
refused and all signed informed consent before inclusion 
in the study. They were competent and independent in 
their decision. Researchers explained to the participants 
how to complete the questionnaires. The participants 
filled out the tools by themselves or with help of the 
researcher, as a structured interview, if it was preferred. 
The data was collected from June 2020 to June 2021 in 
three regions of the Czech Republic.

Measures
The cross-sectional study was conducted as part of the 
longitudinal study “Changes in the perception of personal 
dignity over the course of dementia” (registered in Clini-
cal Trials.gov.; No. NCT04443621). Independent vari-
ables were the sociodemographic characteristics of the 
participants and characteristics related to general physi-
cal and mental health (pain, physical performance, sen-
sory impairments, and depression), attitudes to aging and 
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self-sufficiency in ADL. Dignity and its domains were the 
dependent variables in our study.

Independent variables
Sociodemographic and social involvement information 
was gathered during structured interviews. All variables, 
except for age, were dichotomized. An interviewer asked 
about participants’ level of education (dichotomized as 
lower [elementary school, vocational] and higher [sec-
ondary school, university] education), and their living 
arrangements (dichotomized as living alone, living with 
others). Regarding social involvement, participants were 
asked when they participated in a social activity for the 
last time (more than 30 days ago or 30 or less days before 
the interview), how long it had been from a friend or a 
relative visited them (more than 30 days ago or 30 or less 
days before the interview), how long it was from the last 
email or telephone contact with friends or relatives (more 
than 7  days or 7 or less days before the interview), and 
how many hours a day does a participant spend alone 
(dichotomized as whether the participant spent more 
than 8 h 8 or less hours alone daily.

Pain
Perceived pain was graphically assessed on the Hori-
zontal Visual Analogue Scale (HVAS), which consists of 
a continuous10-cm line at which the patient records the 
level of subjectively perceived pain (no pain to extreme 
pain) [39, 40]. HVAS can be successfully used in most 
PwD [39].

Physical performance
To assess physical performance, we used the Short Physi-
cal Performance Battery (SPPB, [41]; Czech version 
[42]). The SPPB includes assessments of balance, gait 
speed, and chair rises, that can be administered easily 
and quickly. The total score ranges from 0 to 12. Higher 
scores indicate a higher physical performance. SPPB total 
score ≤ 6 points is rated as a frail older adult [41].

Self‑sufficiency in activities of daily living
Participants’ self-sufficiency in ADL was assessed by the 
Bristol Activities of Daily Living Scale (BADLS, [43]; 
Czech version [44]) that covers basic and instrumen-
tal ADL, from completely independent to completely 
dependent. The questionnaire is completed by the carer 
of the PwD, who evaluates the performance of 20 activi-
ties in the life of the patient [43]. The overall BADLS 
score ranges from 0 (completely independent) to 60 
points (completely dependent). In the Czech version 
(BADSL-CZ), the score is also converted into percent-
ages representing the range of self-sufficiency (0–100%), 

where 100% means the complete self-sufficiency in ADL 
of the person being evaluated [44].

Visual and hearing impairments
Participants’ visual and  hearing impediments were esti-
mated by a clinician using a screening test of visual acuity 
for distance (optotype) and near vision, and a subjective 
hearing examination (speech testing). They were dichoto-
mized as no/minimum or medium/severe impairment.

Depression
We estimated depression status by the Geriatric Depres-
sion Scale (GDS-15, [45]; Czech version [46]) containing 
15 self-assessment items. The total GDS-15 score ranges 
from 0 to 15 points. The higher the total score, the greater 
the severity of depression (0–5 points are considered 
normal, more than 5 points indicates depression). GDS-
15 has 92% sensitivity and 89% specificity when evalu-
ated according to diagnostic criteria and distinguishes 
depressed patients from highly correlated non-depressive 
adults (r = 0.84, p < 0.001; [45]). It is a valid and reliable 
tool for screening for depression that can also be used in 
PwD [47].

Attitude to Aging
We used the Attitude to Aging Questionnaire (AAQ, [48]; 
Czech version [49]), which consists of 24 items that are 
divided into three domains: Psychosocial Loss, Physical 
Change, and Psychological Growth (IRT [Item Response 
Theory] equivalents of Cronbach’s values for these 
domains: 0.81, 0.81, and 0.74, respectively). Each domain 
score is from 8 to 40 points. The total AAQ score ranges 
from 24 to 120 points. Higher scores indicate more posi-
tive attitudes to aging [48]. The applicability of this scale 
in PwD was confirmed by a previous study [50].

Dependent variables
Dignity and its domains
Dignity was estimated by The Patient Dignity Inven-
tory (PDI, [16]; Czech version PDI-CZ, [51]), a 25-item 
questionnaire, which concentrates on understanding 
the problems connected with patient dignity. The total 
score of the questionnaire ranges from 25 to 125 and it 
is a sum of individual items. A higher score indicates a 
greater threat to dignity [16]. The scores of the PDI may 
be divided into four categories: ‘mild’ (25–49 points); 
‘moderate’ (50–74 points); ‘severe’ (75–99 points); and 
‘very severe’ (100–125 points) [52]. The suitability of the 
PDI for use for PwD has been demonstrated earlier [53]. 
The Czech version, PDI-CZ, is based on items divided 
into four subscales following a factor analysis (‘Loss of 
purpose of life’; ‘Loss of autonomy’; ‘Loss of confidence’; 
and ‘Loss of social support’ [internal consistencies range, 
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Cronbach’s α 0.58–0.90]; [51]). The Czech version was 
validated in PwD by a previous study [12] We examined 
the total PDI-CZ [51] as the overall experience of dig-
nity, and the four domains of dignity as dependent vari-
ables in our study. The domain ‘Loss of purpose’ consists 
of 13 items and it is related to life purpose in relation 
to illness, self–appraisal, and future. ‘Loss of autonomy’ 
items are connected with self-care, dependency, and 
reactions from the environment. The domain of ‘Loss of 
confidence’ is related to the mental and existential inse-
curities. Questions relate to inability to think clearly, feel-
ings of depression or anxiety, and spiritual concerns. The 
domain of ‘Loss of social support’ consists of three items 
mapping respondents feelings of being supported by 
friends, family or health care providers and being treated 
with respect [51].

Statistical analysis
Ratio variables were presented using average, standard 
deviation, and minimum and maximum values. Discrete 
variables were described using absolute and relative fre-
quencies. The differences between the two independent 
selections for discrete data were verified using the Accu-
rate Fisher Test. The differences between the two inde-
pendent selections in quantitative data were calculated 
using a two-sample t-test. The Mann–Whitney U test 
was used for ordinal quantities. The ANCOVA method 
was used to distinguish the relationship between gender 
and the physical performance of PwD from the influence 
of age. All tests were carried out at the level of statistical 
significance p = 0.05.

The multivariate linear regression assessed the link 
of sociodemographic characteristics, sensory impair-
ments, pain, depression, physical performance, levels of 
self-sufficiency in ADL, and attitudes to aging with the 
perception of dignity, individually for men and women. 
Prior to the analysis, the regression diagnostics of linear-
ity, multicollinearity, and homogeneity, as well as the nor-
mality and independence of residues, were performed. 
The model was built using the ENTER method. IBM 
SPSS Statistics for Windows, Version 23.0 (IBM Corp., 
Armonk, NY, USA) was used for statistical processing.

Results
The sample consisted of 316 PwD (119 men and 197 
women). Their demographic, social involvement, clini-
cal and psychological characteristics are presented in 
Table 1. The men were significantly younger, had higher 
education, and were more likely to suffer from hear-
ing impairment. The women lived alone more often and 
had poorer physical performance. Further, 52.3% of the 
women and 33.6% of the men were classified as frail older 
adults (SPPB total score ≤ 6 points; p = 0.0005). Given 

the correlation of physical performance with age found 
in this study, the relationship between gender and physi-
cal performance was adjusted for the effect of age using 
ANCOVA. Even after performing ANCOVA, the differ-
ence between men and women in physical performance 
remained significant (p = 0.009). No statistically signifi-
cant differences were found between men and women in 
perception of dignity (PDI-CZ). The total PDI-CZ score 
(41.9 vs 43.1, p = 0.493) represented the category of “mild 
problems” [52].

Contributors to dignity in women with dementia
None of the sociodemographic or social involvement 
characteristics showed a significant association with 
dependent variables in women (Table  2). From physical 
health related characteristics, pain contributed to the 
perception of dignity in the domains of ‘Loss of Purpose 
of Life’ and ‘Loss of Autonomy’ and the overall PDI-CZ 
(ß = 0.722, p = 0.027) in women. The greater the pain 
the women reported, the worse they evaluated their dig-
nity. Physical performance or sensory impairments did 
not contribute to any dependent variable in women. In 
women, depression contributed to the overall dignity 
(PDI-CZ) and in all domains of PDI-CZ (Table  2). The 
higher the level of depression, the worse the women rated 
their dignity. Attitude to aging was related to the over-
all PDI-CZ and the domains of ‘Loss of Purpose of Life’, 
‘Loss of Autonomy’, and ‘Loss of Confidence’ of the PDI-
CZ in women (Table 2). Women, who had more positive 
attitude to aging rated their dignity better.

Self-sufficiency in ADL contributed to the overall PDI-
CZ and the domains of ‘Loss of Purpose of Life’, ‘Loss of 
Autonomy’, and ‘Loss of Confidence’. Women who had a 
higher self-sufficiency in ADL perceived their dignity as 
better. In women, the determination coefficient R2 was 
highest for the model for the dependent variable “total 
PDI-CZ” – overall dignity (explained 57.0% of variance), 
where pain, depression, attitude to aging and self-suf-
ficiency in ADL where significant contributors to the 
dependent variable. The lowest coefficient R2 was for the 
model for the dependent variable ‘Loss of social support’ 
(24.4% of explained variance), where depression was the 
only significant contributor of the dependent variable 
(Table 2).

Contributors to dignity in men with dementia
In men, none of the sociodemographic or social inclu-
sion characteristics showed a significant association 
with dependent variables (Table 3). From health-related 
characteristics, pain and sensory impairment contrib-
uted to the dependent variables. Pain was a contribu-
tor to the overall PDI-CZ (ß = 1. 464, p < 0.0001) and 
in all the domains of PDI-CZ except ‘Loss of Social 
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Support’ (Table 3). The greater pain the men perceived, 
the worse they evaluated their dignity. Medium or 
severe visual impairment had a negative effect on the 
men’s experience of dignity in the domains of ‘Loss of 
Autonomy’ and ‘Loss of Confidence’ and in the over-
all PDI-CZ (Table  3). Physical performance and hear-
ing impairment were not associated with any of the 
dependent variables.

In men, depression was a contributor to the over-
all dignity—PDI-CZ (ß = 2.220; p < 0.0001) and to all 

domains of dignity (Table  3). The higher the level of 
depression, the worse the men rated their dignity.

Attitude to aging influenced the overall PDI-CZ 
(ß = –0.269, p = 0.025) and the domain of ‘Loss of Pur-
pose of Life’ (Table  3). If men had a better attitude to 
aging, they evaluated their dignity better.

Self-sufficiency in ADL was associated only with the 
domain of ‘Loss of Autonomy’ in men (Table 3). If men 
had better self-sufficiency in ADL, they evaluated their 
dignity better. The coefficient of determination R2 was the 

Table 1  Sociodemographic and clinical characteristics of the respondents

* Category cannot be determined, excluded from the statistical comparison
a  Independent samples t-test
b  Mann-Whitney U-test
c  Fisher exact test

Characteristic Categories Male (N = 119) Female (N = 197) p-value

Age Mean; SD (range) 80.8; 7.7 (60–97) 83.0; 7.2 (64–97) .011a

Education N (%) Elementary 11 (9.2) 62 (31.5) .0004b

Vocational 55 (46.2) 61 (31.0)

Secondary 35 (29.4) 67 (34.0)

Tertiary 18 (15.1) 7 (3.6)

Social involvement
  With whom the older adult lives N(%) Alone 20 (16.8) 95 (48.2)  < .0001b

With partner 87 (73.1) 69 (35.0)

With others 12 (10.1) 33 (16.8)

  Participation in social activities N(%)  > 30 days ago 38 (32,0) 78 (39.6) .655b

 < 30 days ago 70 (58.8) 101 (51.3)

Cannot be determined* 11(9.2) 18 (9.1)

  Visit of relatives/friends N(%)  > 30 days ago 9 (7.6) 12 (6.1) .161b

 < 30 days ago 110 (92.4) 185 (93.9)

  Contact with relatives/friends (phone, email) N(%)  > 7 days ago 18 (15.1) 30 (15.2) .891b

 ≤ 7 days ago 101 (84.9) 167 (84.8)

  Time spent alone daily N (%)  ≥ 8 h 29 (24.4) 70 (35.5) .217b

 < 8 h 90 (75.6) 127 (64.5)

Clinical characteristics
  Hearing Impairment N (%) No/Minimum 97 (81.5) 175 (88.8) .024

Medium/Severe 22 (18.5) 22 (11.2)

  Visual Impairment N (%) No/Minimum 104 (87.4) 160 (81.2) .098

Medium/Severe 15 (12.6) 37 (18.8)

Depression (GDS-15 score [Mean; SD])) 4.9; 3.8 5.1; 3.9 .651a

Self-Sufficiency in ADL (BADLS-CZ % [Mean; SD]) 77.3; 20.5 76.7; 18.8 .788a

Pain (HVAS score [Mean; SD]) 2.1; 2.6 2.5; 2.7 .253

Physical Performance (SPPB total score [Mean; SD]) 7.1; 3.7 5.6; 3.8 .001

Psychological characteristics
  Dignity (PDI-CZ [Mean; SD]) 41.9; 15.5 43.1; 15.5 .493

    Domains Loss of Purpose of Life 22.5; 8.8 23.4; 9.1 .378

      Loss of Autonomy 8.7; 3.5 8.9; 3.9 .772

      Loss of Confidence 6.8; 2.8 7.2; 2.8 .288

      Loss of Social support 3.8; 1.8 3.7; 1.3 .342

Attitude to Aging (AAQ total score [Mean; SD]) 73.7; 13.3 72.6; 10.0 .428
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highest for the model for the dependent variable “Total 
PDI-CZ” – overall dignity (73.9% of explained variance) 
with visual impairment, pain, depression, and attitude 
to aging being significant contributors of the dependent 
variable. The coefficient of determination R2 was lowest 
for the model for the dependent variable ‘Loss of Social 
Support’ (35.7% of explained variance) (Table  3), with 
depression being the only significant contributor of the 
dependent variable.

Discussion
This study focused on dignity, and its associated domains, 
in men and women in the early stages of dementia. The 
results are in line with previous findings that suggested 
PwD experienced reduced dignity or a threat to it [3, 5, 
10, 12], regardless of gender. However, both women and 
men exhibited only minor problems in dignity. One of 
the explanations is that the participants lived in their 
own homes, which allowed them to keep their social role, 
and control their life. This assumption is supported by a 
previous qualitative study that found only minor issues 
with dignity described by PwD living in their homes 
[3]. Although it seems that continuing to live within the 
community may lead to better preservation of dignity, it 
has previously been found that even in institutional care 
dignity may be preserved when older adults trust their 
professional caregivers, have control over their decision 
making, and feel to be a part of a social network [54]. 
Further study is needed to compare perceptions of dig-
nity in PwD living at home with those in institutional 
care. From a gender perspective, it is possible that men 
did not want to admit their feelings of reduced dignity 
because this would jeopardize their masculine identity 
[33]. Women might downplay their problems because 
they do not want to worry others – perceiving that they 
are the ones who are supposed to take care of their loved 
ones. Their lifelong focus on caring for children and other 
relatives could also distract them from paying attention 
to their own difficulties and needs, including the area of 
dignity. It is also possible that PwD reported minor dig-
nity issues because they perceived other issues, such as 
physical symptoms and needs, as more pressing from 
their viewpoint.

Pain, depression, and the attitude to aging were com-
mon contributors to the overall perception of dignity 
(PDI-CZ) in both women and men with dementia. The 
finding that pain predicted a diminished perception of 
dignity was consistent with a previous study in termi-
nally ill patients [6], in which, the experience of pain was 
associated with loss of dignity probably by affecting the 
individual’s competence, autonomy, and sense of self-
worth. Lowered sense of competence or self-worth might 
be closely related to the domain ‘Loss of Confidence’, 

which was associated with pain in men. Possibly, the per-
ceived pain threatens men’s identity by reminding them 
of their weakening physical strength, which result in loss 
of confidence. Our results showed that pain was also cor-
related with ‘Loss of Purpose’ and ‘Loss of Autonomy’ in 
men and women. It may be that the reduced ability to 
perform both fulfilling and routine everyday activities is 
the mechanism by which pain reduces dignity in these 
domains. Family and professional caregivers should be 
informed that pain is often under-recognized and under-
treated in PwD and they should be taught how to recog-
nize its symptoms [55]. Alleviating pain can have impact 
on overall wellbeing of PwD including their improved 
perception of dignity.

Depression was the only variable associated with both 
overall dignity and also with all of its domains in both 
genders. Higher rates of depression predicted lower per-
ception of dignity. A link between dignity and depression 
has also been found in terminally ill patients [6]. Depres-
sion can deepen negative experiences in the areas of 
emotional or physical dependence on others, feelings of 
shame, and feelings of being a burden. It also comes with 
a decreased sense of self-worth and self-confidence and 
can thus lead to a reduced perception of the persons dig-
nity [56]. Depression can promote negative experiences 
leading to a decrease in dignity and also in overall qual-
ity of life [5]. Hence, screening for the timely diagnosis of 
depression in PwD and its effective treatment should be 
carried out not only to improve mental health, but also to 
protect dignity.

A positive attitude to aging contributed to improved 
perception of dignity in both women and men with 
dementia. The relationship between these variables has 
already been pointed out, although that study consid-
ered dignity as a predictor of attitude to aging [12]. In 
addition to the overall PDI-CZ in women, the attitude 
to aging also contributed to the ‘Loss of Purpose of Life’, 
‘Loss of Autonomy’, and ‘Loss of Confidence’; in men, it 
was only associated with the domain of ‘Loss of Purpose 
of Life’. The reason why attitudes to aging are related to 
more dimensions of dignity for women than for men may 
be due to the fact that aging is generally a more salient 
issue for women [57]. They have more negative attitudes 
towards aging than men and have more concerns about 
old age [57, 58]. Attitude to aging in women with demen-
tia is associated with experience of loneliness, social 
exclusion and gradual loss of physical self-sufficiency 
[12], which are closely related to the domains of dignity.

A previous study suggested that a positive attitude to 
aging and, by extension, the perception of old age as a 
meaningful stage of life, is a factor that may help to pre-
serve dignity [3]. This found that PwD, who believe that 
their lives still make sense are better at maintaining a 
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sense of personal dignity. Another study found a link 
between a positive attitude to life and the perception of 
dignity in nursing home residents [22]. Future research 
should focus on the domains of the AAQ (Attitude 
to Aging Questionnaire) in relation to dignity and its 
domains to better understand the differences between 
men and women. Psychosocial interventions that could 
improve attitude to aging might be beneficial. They could 
include socialization activities, counselling, or reminis-
cence therapy, which were shown to improve attitudes 
to aging in PwD in previous research [59]. Reminiscence 
therapy could be focused on the individual’s life-projects, 
personal skills, values, and former meaningful work as 
these are important sources of self-worth and self-esteem 
[9].

In women, self-sufficiency in ADL was associated with 
overall dignity and with all four domains of the PDI-CZ. 
In men, self-sufficiency in ADL contributed only to the 
PDI-CZ domain of ‘Loss of Autonomy’. A link between 
self-sufficiency in ADL and dignity has been found also 
in previous qualitative [60–62] and quantitative [6, 12] 
studies. Maintaining self-sufficiency in ADL, and there-
fore functional autonomy, is considered to be one of the 
central conditions of dignity [61], and the idea of the loss 
of self-sufficiency is one of the major concerns in rela-
tion to old age [60]. The association between the self-suf-
ficiency in ADL and the ‘Loss of Autonomy’, which was 
found in both genders, was expected, since both variables 
are relate to dependency and autonomy [43, 51]. We 
hypothesize that the decreased self-sufficiency in ADL is, 
especially in women, associated with lower perception of 
dignity because it may limit their customary gender roles. 
For example, the sudden change of women’s role from a 
care provider to a care recipient, may strongly challenge 
their gender identity, and consequently their dignity. If 
self-sufficiency is reduced, their ability to care for others) 
is probably limited. Because of relatively reduced access 
to affordable childcare facilities in the Czech Republic 
[26], older women often take care of their grandchildren 
and build a close relationship with them. Therefore, being 
a grandmother is important to women’s identity and self-
worth, and gives them a clear purpose for life in old age. 
Thus, we consider that the relationship between experi-
enced dignity and regular contact with grandchildren 
would be worth further study. Reduced self-sufficiency 
in ADL might also be a barrier for caring for one’s own 
home. This task is not only more commonly performed 
by women but is important to the identity of women with 
dementia, affecting their sense of competence, and self-
worth [13].

From a practical point of view, this study demonstrated 
that activities aimed at maintaining the patient’s auton-
omy or strengthening competencies that had not yet been 

affected by the illness, might be important to supporting 
the perception of dignity in PwD. With regard to gender, 
community caregivers should encourage activities related 
to men’s or women’s roles. For example, they should sup-
port women’s need for caring, show them how they are 
still capable of taking care of others, and that they are 
needed by their social network. It can be done through 
performing activities together but also, in the case of 
physical issues, the caregivers can ask for advice, (e.g. an 
easy question “how to bake a cake” can make the per-
son feel needed). Future studies should focus on factors 
in both men and women that may affect the relationship 
between the perception of dignity and self-sufficiency.

In men, overall dignity, ‘Loss of Autonomy’, and ‘Loss 
of Confidence’, were also associated with a visual impair-
ment. No study has been reported that supports this link 
in PwD. Because there was no significant difference in 
the degree of visual impairment of men and women in 
the study population, it is possible that men perceive its’ 
impact on their everyday life differently than women, in 
ways that have implications for their dignity. Theoreti-
cally, visual impairment can prevent men from activities 
typical of their gender, and male identity (e.g., driving a 
car, playing games, or solving crosswords). Regular eye 
tests should be performed in PwD, as they help optimal 
correction of visual impairments, which might have a 
positive impact on the perception of dignity. Patients 
and their caregivers should be educated about dealing 
with visual impairments (information on screen readers, 
interior adjustments etc.). They could be offered assistive 
technology or equipment, and rehabilitation for visually 
impaired if needed.

The results of the present study suggested that involve-
ment in social life was not related to the perception of 
dignity in PwD. However, a previous qualitative study, 
which included PwD living in their own home [3], sug-
gested that how they experienced their dignity was 
related to their social environment. It is possible that 
women and men with dementia in the present study 
did not experience much limitation of their social life as 
compared to their previous lives or maintained as much 
social contact as they wished. This possibility was sup-
ported by the fact that the participants reported the few-
est difficulties in the ‘Loss of Social Support’ compared 
with the other PDI-CZ domains. Nevertheless, we believe 
the social environment and its associations with dignity 
in PwD deserves deeper attention in future studies. In 
our study, we observed the frequency of contacts with 
others (visits or phone/email), or participation in social 
activity and, in terms of living arrangements, we only 
recorded whether the respondent lived alone or not. It 
is possible, that the frequency of contacts alone is not as 
important to the perception of dignity as other aspects 
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of social involvement or the environment, such as the 
quality of the relationship, satisfaction with the relation-
ship, contact with grandchildren or marital status. Future 
study should focus on these aspects in more detail.

Limitations
The present study was novel in providing valuable 
insights into the issue of dignity in PwD in terms of gen-
der. However, it is necessary to mention some of the 
limitations of the study that should be considered when 
interpreting the results. The results could not be general-
ized to the entire population of PwD because it includes 
only individuals living in their home environment and 
at an early stage of the disease, and makes no distinc-
tion between the different types of dementia. The current 
study is also of a cross-sectional nature and thus we can-
not assess causality. Further studies  should  be  longitu-
dinal  to clarify causal relationships. This study did not 
look at other potential factors that could contribute to 
the dignity in PwD including comorbidities, psychiatric 
treatment, emotional regulation, and distress or anxiety. 
For example, we did not control for whether participants 
had been diagnosed with depression before they were 
diagnosed with dementia. An important implication for 
future studies would be looking at clusters of the various 
types of dementia, as they manifest different behavioural 
and psychological symptoms [63], which may affect the 
subjective experiences and also perception of dignity in 
PwD. The relationships found might also have been influ-
enced by the cultural context in which the study was 
conducted.

Conclusions
The results of this study suggest that personal percep-
tions of dignity were associated with attitude to aging, 
depression, and pain in both men and women. In women, 
a reduced perception of dignity was also associated with 
reduced self-sufficiency in ADL. In men reduced per-
ception of dignity was associated with visual impair-
ment. Physical performance and the aspects of the social 
involvement investigated were not associated with per-
ceptions of dignity for either men or the women. The 
study showed that dignity could be compromised in PwD 
who lived outside an institutional environment and that 
it was related not only to health factors but also to psy-
chological variables such as attitudes to aging or depres-
sion in men and women. The research findings can be 
used in the provision of medical, psychosocial, and nurs-
ing care to PwD.
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