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Background
Burn injuries put a significant burden on the healthcare 
systems, especially in low- and middle-income countries. 
In 2019, nearly 8.4 million burn injuries occurred world-
wide resulted in 111,292 deaths [1]. In Iran, burn injuries 
represent a significant public health concern, affecting a 
substantial number of individuals annually and associ-
ated with a mortality rate of 6.84% [2].

Patients with burn injuries confront the lasting change 
in appearance along with unbearable pain, reduced func-
tion and changes in self-perception and social roles that 
may profoundly affect their lives. on others, and the fear 
of losing one’s dignity [3, 4].
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Abstract
Background  Maintaining patients’ dignity is a moral responsibility of nurses. Patients with burn injury experience 
changes in their body appearance, self-concept and social roles, which may lead to their fear of losing dignity. The aim 
of this study was to compare nurses’ and patients’ perceptions of preserving dignity of patients with burn injury.

Methods  This cross-sectional study was conducted on 110 nurse-patient dyads at Amir-Al-Moemenin Burn Hospital, 
Shiraz, Iran between August 2023 to February 2024. Data were collected using patient dignity questionnaire and 
analyzed using SPSS software version 23.0, utilizing descriptive tests, Mann-Whitney, Kruskal-Wallis, Wilcoxon, and 
Spearman’s correlation coefficient.

Results  A significant difference was found between the overall scores of nurses’ (143.21 ± 13.29) and patients’ 
(136.70 ± 13.8) perceptions of preserving patients’ dignity (p = 0.002). Furthermore, a significant difference was 
observed between their perceptions of two dignity dimensions including communication and privacy (p < 0.001). 
However, no significant difference was found between their perceptions of the two dimensions of autonomy and 
respect (p > 0.05).

Conclusions  This study highlights disparities in nurses’ and patients’ perceptions of preserving burn patients’ dignity 
so that patients’ perception of the nurses maintained their dignity was lower than what the nurses themselves 
believed. Therefore, nurses must pay more attention to maintaining the dignity of patients with burn injuries.
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The concept of dignity is important but complicated 
when it comes to providing care [5]. In ethical guidelines, 
the recognition of human dignity is a fundamental right 
for everyone, and a moral duty for nurses [6]. Accord-
ing to the International Council of Nurses (ICN) guide-
lines, nurses legally and ethically are obligated to protect 
patient dignity while providing the best care possible [7]. 
The dignity of patients is influenced by multiple factors, 
such as the attitude and behavior of hospital staff, the 
surrounding environment, culture, and delivering clinical 
care approach [8]. Preserving dignity is linked to higher 
levels of patient satisfaction and self-esteem, shorter 
hospital stays, and improved coping with illness [9]. 
Furthermore, support for patients’ dignity by the health 
care team can make patients feel calm, confident and 
self-worth, which allows patients to make informed deci-
sions about their care. On the contrary, failure to respect 
patients’ dignity causes patients’ physical and mental 
health to decline as well as psychological and spiritual 
suffering and decrease in their resilience [10, 11, 12, 13].

In the complicated subject of burn injuries, where 
patients face severe psychological and emotional difficul-
ties in addition to physical trauma, maintaining dignity is 
one of the highest priorities [14, 15, 16]. Therefore, it is 
essential to examine patient’s unique needs and expecta-
tions regarding maintaining dignity [17]. Some studies 
in the field of patient dignity are about special patient 
groups such as patients with cancer, on hemodialysis or 
elderly [18, 19, 20]. Other studies have investigated the 
nurses’ understanding of the patient’s dignity. However, 
they have not investigated the patients’ understand-
ing in this field [21, 22, 23]. Although some literature 
has been written about the general topic of dignity in 
healthcare [8, 24, 25], there is a clear research gap con-
cerning the details of maintaining dignity when dealing 
with burn injuries, as well as the unique perspectives of 
both patients and healthcare providers in this particular 
setting. Furthermore, understanding the perspectives of 
nurses and patients becomes essential to provide patient-
centered care [26]. Nurses and patients may have differ-
ent perspectives on the provision of dignity-based care 
[27, 28]. In our searches, we did not find studies that have 
compared nurses’ and burn patients’ understanding of 
maintaining dignity. Therefore, considering the special 
conditions that may threaten patients’ dignity after burn 
and the research gap in this field, the present study was 
conducted to compare nurses’ and patients’ perceptions 
of preserving dignity of patients with burn injury.

Methods
Research design, setting and participants
This cross-sectional study was conducted at a burn hos-
pital between August 2023 to February 2024. This hos-
pital is the largest burn care center in the south of Iran, 

with 75 beds, which provides specialized services in the 
field of burn care and rehabilitation. 110 nurse-patient 
dyads (pairs) participated in this study. The sample size 
was estimated based on the research conducted by Tor-
abizadeh et al. Therefore, considering a significance level 
of 0.05, a test power of 0.90, d = 0.05, p = 0.5, q = 0.5, using 
the following formula, a sample size of 110 individuals 
was determined for each group of nurses and patients 
[29].

	
n =

(
nz2pq

)
(nd2 + z2pq)

We selected nurses by census method and the patients 
using stratified random sampling, based on the number 
of the unit nurses. In this regard, to determine the sample 
size of nurse-patient pairs from each ward, the number 
of nurses of the ward who met the inclusion criteria and 
were willing to participate were determined. For each 
nurse, one of his/her patients who met the inclusion 
criteria was selected and paired accordingly. In the next 
step, each nurse completed the questionnaire regarding 
his/her designated patient, and each patient completed 
the questionnaire about his/her assigned nurse. Patients 
and nurses were aware of the general goal of the study, 
but in order to make participants, especially patients, 
comfortable in answering, none of them were informed 
that the other would also answer the questionnaire ques-
tions about them. The inclusion criteria for patients 
included age of 18 years or older, willingness to partici-
pate in the study, and at least three recent hospitalization 
days. Furthermore, the selected patients were required to 
have received care from their paired nurses for a period 
of at least three days. For nurses, inclusion criteria con-
sisted of a minimum of six months of work experience 
in the burn units, and having at least Bachelor’s degree 
in nursing. The exclusion criterion for both patients and 
nurses was failure to complete at least 30% of the ques-
tionnaire items. Among all of the eligible nurses, three of 
the them rejected to participate in the study. However, 
all the selected patients consented to participate. Finally, 
110 nurse-patient pairs participated and data about them 
were analyzed.

Data collection and research tools
Patients’ questionnaire completed through interviews by 
the researcher and nurses completed the questionnaire 
themselves. Researcher asked patients to respond to the 
questionnaire regarding their nurse who was caring for 
them during the shift, and nurses completed the ques-
tionnaire regarding their patient during the shift.

Data were collected using demographic and clini-
cal information form and patient dignity question-
naire. Demographic and clinical information included 
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questions about patients’ age, gender, marital status, edu-
cation level, having the same gender as the nurse, burn 
cause, number of hospitalizations for burn or non-burn 
reasons, the burned body area including sensitive (breast 
in females, face and genital area in both gender) and 
non-sensitive (other parts of body) areas, percentage of 
burn and length of stay. Nurses’ demographic informa-
tion included age, gender, marital status, education level, 
workplace, having the same gender as the patient and 
work experience in burn and non-burn units.

Torabizadeh et al. designed the Persian version of 
patient dignity questionnaire and used it to investi-
gate patients’ and nurses’ perceptions of patient dignity 
in their study. It contains 33 items and four dimensions 
including “privacy,” “communication,” “respect”, and 
“autonomy”. Each item is scored on a 5-point Likert from 
1 (never maintained), 2 (rarely maintained), 3 (some-
times maintained), 4 (usually maintained), and 5 (always 
maintained). The designers confirmed the validity and 
reliability of the questionnaire among Iranian nurses and 
patients. They examined the questionnaire’s qualitative 
face validity through interviews with 10 nurses and 10 
patients to understand the difficulty, relevance, and ambi-
guity of the items. To ensure quantitative face validity, 
they asked 10 experts to rate each item on a Likert scale 
and retained items with impact scores over 1.5. They 
confirmed the content validity by content validity ratio 
(CVR) of 0.62 and content validity index (CVI) of 0.79. 
Additionally, they determined its reliability by Cronbach’s 
alpha of 0.979 for patients’, and 0.949 for nurses’ ques-
tionnaire [29, 30].

Data analysis
The normality of data was assessed through the Shapiro–
Wilks test. Subsequently, the collected data underwent 
analysis employing descriptive tests, Mann-Whitney, 
Kruskal-Wallis, Wilcoxon, and Spearman’s correlation 
coefficient. Significance was established for p-values less 
than 0.05. The data analysis was conducted using SPSS v. 
23.0.

Results
In this cross-sectional study, data from 110 nurse-
patient dyads from general burn care units, reconstruc-
tive surgical wards, emergency and intensive care units 
(ICUs) were examined. The mean age of the patients was 
41.87 ± 14.13 (18–90) years, and their mean length of hos-
pital stay was 7.47 ± 7.81 days. Most of the patients were 
male, married, and had education levels below diploma. 
The primary cause of burns in the majority of patients 
was injuries resulting from thermal burn. In this study, 
the face, genital area in both gender and breast of female 
patients considered sensitive areas, while all other body 
parts except the sensitive areas considered non-sensitive 

areas. Moreover, findings showed a significant difference 
between male and female patients’ perceptions of privacy 
dimension (P = 0.012). Additionally, significant differ-
ences were observed between patients with burn in sen-
sitive and non-sensitive areas and dimensions of respect 
(P = 0.019) and communication (P = 0.031). However, no 
significant differences were found in the patients’ percep-
tions of total dignity score and its dimensions based on 
their gender, marital status, education level, burn cause, 
number of hospitalizations, and having the same gender 
as their nurses (Table 1).

Spearman test revealed that patients’ age was signifi-
cantly correlated with privacy (r = 0.232, P = 0.015) and 
respect (r = 0.196, P = 0.040) dimensions. Furthermore, 
percentage of burn was significantly correlated with total 
dignity score (r= -0.379, P < 0.001), and privacy (r= -0.404, 
P < 0.001), autonomy (r= -0.307, P < 0.001) and respect 
(r=-0.356, P < 0.001), dimensions. However, length of stay 
was not significantly correlated with total dignity score 
and its dimensions (Table 2).

The mean age of the nurses was 33.9 ± 7.1 (23–59) 
years, and their mean work experience in burn units was 
6.59 ± 5.03 years. Most of the nurses were female, mar-
ried, held a bachelor’s degree in nursing, and worked 
in ICUs. The results revealed significant differences 
between nurses’ workplace and overall dignity scores, 
and privacy and autonomy dimensions. Bonferroni post 
hoc test indicated significant differences between per-
ceptions of nurses working in general burn and ICUs of 
overall dignity (P = 0.018), privacy (P = 0.036) and auton-
omy (P = 0.013) dimensions. However, no significant dif-
ferences were identified in the perceptions of nurses of 
total dignity score and its dimensions based on their gen-
der, marital status, education levels, and having the same 
gender as the patient (Table  3). Furthermore, according 
to Spearman test, there was a significant positive cor-
relation between work experience in the burn units and 
autonomy (r = 0.200, P = 0.036). However, there was no 
significant correlation between dignity total score and its 
dimensions with age and work experience in non-burn 
units (Table 2).

The study’s findings revealed significant differences in 
nurses’ and patients’ perceptions of the total dignity score 
(P = 0.002), and privacy and communication dimensions 
(P ≤ 0.001). However, no statistically significant difference 
was found in the dimensions of autonomy and respect 
between the two groups (Table 4).

Discussion
This study compared nurses’ and patients’ perceptions 
of dignity preservation in burn injury patients. Results 
indicated that nurses rated dignity, particularly in pri-
vacy and communication, higher than patients did, while 
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Table 1  Comparison of patients’ perceptions of preserving dignity according to their qualitative demographic and clinical variables
Variables N (%) Total dignity score Privacy Autonomy Respect Communi-

cation
Mean ± SD Mean ± SD Mean ± SD Mean ± SD Mean ± SD

Gender Female 33 137.72 ± 16.56 24.45 ± 3.92 25.51 ± 3.31 53.12 ± 5.15 34.63 ± 6.37
Male 77 136.25 ± 12.53 22.76 ± 3.14 24.44 ± 3.50 53.15 ± 4.10 35.89 ± 4.86
P-value* 0.352 0.012 0.117 0.573 0.497

Marital Status Single 28 135.28 ± 13.33 22.53 ± 3.46 24.35 ± 3.29 52.32 ± 4.70 36.07 ± 4.95
Married 82 137.18 ± 14.00 23.52 ± 3.45 24.90 ± 3.53 53.42 ± 4.31 35.32 ± 5.51
P-value* 0.414 0.166 0.390 0.251 0.807

Education Level Elementary 27 137.40 ± 14.15 23.55 ± 3.52 24.40 ± 3.72 54.40 ± 4.50 35.03 ± 6.26
Middle School 21 136.38 ± 11.53 22.80 ± 3.47 24.47 ± 3.44 53.04 ± 4.42 36.04 ± 4.30
High School 12 129.00 ± 13.64 22.00 ± 3.38 23.50 ± 3.45 51.83 ± 4.64 31.66 ± 4.77
Diploma 6 135.34 ± 15.83 22.92 ± 3.90 24.73 ± 3.84 52.26 ± 4.45 35.42 ± 5.59
Associate’s degree 26 136.83 ± 11.39 24.00 ± 2.52 24.66 ± 3.20 53.16 ± 3.60 35.00 ± 2.89
Bachelor’s 13 142.46 ± 11.07 24.46 ± 2.47 26.07 ± 2.36 53.69 ± 3.79 38.23 ± 4.24
Master’s 5 144.60 ± 15.37 24.60 ± 4.33 27.00 ± 0.83 53.00 ± 6.16 39.20 ± 5.01
P-value** 0.207 0.639 0.178 0.421 0.052

Having the Same 
Gender as the 
Nurse

Yes 68 137.16 ± 14.01 23.51 ± 3.53 24.58 ± 3.62 53.55 ± 4.26 35.50 ± 5.79
No 42 135.95 ± 13.58 22.88 ± 3.35 25.04 ± 3.22 52.47 ± 4.63 35.54 ± 4.66
P-value* 0.612 0.449 0.592 0.207 0.934

Burn cause Heat-related 96 137.40 ± 13.50 23.46 ± 3.54 24.94 ± 3.34 52.32 ± 4.42 35.66 ± 5.12
Chemical 4 141.66 ± 7.02 24.66 ± 2.51 27.00 ± 1.00 53.33 ± 2.88 36.66 ± 4.04
Electrical 10 131.00 ± 16.54 21.40 ± 2.41 22.50 ± 4.17 52.30 ± 4.85 34.80 ± 7.74
P-value** 0.377 0.159 0.220 0.347 0.557

Number of 
Hospitalizations 
for Burn

Never 104 136.54 ± 13.75 23.32 ± 3.48 24.68 ± 3.50 53.14 ± 4.41 35.39 ± 5.34
Once 6 139.33 ± 15.80 22.33 ± 3.38 26.16 ± 2.63 53.16 ± 4.87 37.66 ± 5.75
P-value* 0.485 0.534 0.364 0.900 0.215

Number of 
Hospitalizations 
for Non-burn

Never 29 135.20 ± 14.38 22.37 ± 3.69 24.10 ± 4.01 52.58 ± 5.02 36.13 ± 5.25
Once 51 137.37 ± 13.13 23.47 ± 3.09 24.82 ± 3.26 53.33 ± 3.71 35.74 ± 5.35
More Than once 30 137.00 ± 14.68 23.80 ± 3.79 25.30 ± 3.24 53.36 ± 4.91 34.53 ± 5.54
P-value** 0.870 0.292 0.550 0.825 0.407

Burned body 
area***

Sensitive Areas 58 134.18 ± 13.35 22.56 ± 3.33 24.65 ± 3.13 52.25 ± 4.53 34.70 ± 4.94
Non-sensitive Areas 52 139.50 ± 13.88 24.05 ± 3.47 24.88 ± 3.83 54.13 ± 4.10 36.42 ± 5.71
P-value* 0.010 0.015 0.379 0.019 0.031

* Mann–Whitney U test, ** Kruskal–Wallis test, *** Sensitive Areas mean the face and genital area in both gender and breast of female patients; Non-sensitive Areas: 
all other body parts except the sensitive areas

Table 2  Relationship between burn patients’ and nurses’ perceptions of dignity preservation and their quantitative demographic 
variables
Participants Quantitative demographic variables Statistics Total dignity score Privacy Autonomy Respect Communication
Patients Age Correlation Coefficient 0.171 0.232 0.144 0.196 0.30

P-value* 0.074 0.015 0.132 0.040 0.758
Length of Stay Correlation Coefficient 0.139 0.079 0.087 0.128 0.162

P-value* 0.149 0.413 0.364 0.182 0.091
Burn Percentage Correlation Coefficient -0.379 -0.404 -0.307 -0.356 -0.148

P-value* < 0.001 < 0.001 0.001 < 0.001 0.123
Nurses Age Correlation Coefficient 0.089 0.154 0.065 0.004 0.166

P-value* 0.354 0.109 0.502 0.967 0.83
Work Experience in Burn Unit Correlation Coefficient 0.130 0.137 0.200 -0.096 0.075

P-value* 0.176 0.152 0.036 0.319 0.435
Work Experience in Non-Burn Unit Correlation Coefficient 0.060 0.098 -0.015 -0.002 0.059

P-value* 0.530 0.310 0.877 0.986 0.539
*Spearman test
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perceptions of respect and autonomy showed no signifi-
cant difference.

These findings align with other research, such as an Ira-
nian study that revealed differing perceptions of dignity 
between nurses and elderly COVID-19 patients, although 
both groups agreed on the importance of privacy [31]. 
Additionally, another study found that nurses and adult 
patients in medical and surgical wards had varying views 
on maintaining dignity [29]. Similarly, Peyvakht et al. 
reported that nurses had a more favorable perspective 
on respecting patient dignity than elderly patients, with 
higher scores across all dimensions [18]. Some studies 
focused solely on overall dignity scores without examin-
ing specific dimensions [31, 32].

This study stands apart from earlier studies mainly due 
to the context of burn care units. Because of the specific 
nature of burn injury and care processes, their needs 
regarding preserving dignity may differ. It is worth men-
tioning that both nurses and patients reported relatively 
high perceptions of dignity preservation thereby imply-
ing that patients received care as they expected. How-
ever, the fact that nurses scored higher on overall dignity, 
communication and privacy implies there might be some 
misunderstanding of what patients expect. With this mis-
understanding, patients are at a risk of dignity impair-
ment, especially regarding privacy and communication. 
Thus, nurses in burn care units must undergo training 
and education on factors influencing patient dignity, and 
dimensions of communication and privacy.

The current study found out a significant positive rela-
tionship between the level of privacy and respect that 

patients felt with their age, where older patients seemed 
to have a greater appreciation of these factors. Consider-
ing that the mean age of the nurses participating in the 
study was lower than the mean age of the patients, there 
might be some cultural factors which make the nurses to 
be more sensitive to the respect and privacy of the elderly 
patients. The study did not find any relationship between 
general dignity and age of patients but previous works 
have shown positive [33, 34], negative [35], or no relation-
ships [36] between patients’ age and dignity as perceived. 
Furthermore, female patients assigned a higher score to 
the privacy dimension as compared to male patients. This 
finding is in agreement with some studies [37, 38] but not 
with other studies [39]. It can be concluded that consid-
ering cultural and religious factors, it is more common to 
protect the privacy of female patients than it is to protect 
the privacy of male patients. Therefore, the higher pri-
vacy scores among female patients in the current study 
may be related to the cultural context of the study.

Moreover, this research found that as the extent of 
patients’ burns increases, the scores on overall dignity, 
as well as dimensions such as privacy, autonomy, and 
respect decreases. This implies that patients with major 
burns might have their dignity and privacy compromised 
because of increased visibility during care. For this rea-
son, nurses must formulate ways to improve the dignity, 
privacy, respect, and autonomy of patients with severe 
burns. It is important to involve the patients in decisions 
concerning their care and protect their identity, beliefs, 
and any sensitive information [16]. In addition, patients 
with increased burns on sensitive areas such as the face 

Table 3  Comparison of nurses’ perceptions of preserving dignity according to their qualitative demographic variables
N (%) Total dignity score Privacy Autonomy Respect Communi-

cation
Mean ± SD Mean ± SD Mean ± SD Mean ± SD Mean ± SD

Gender Female 59 144.77 ± 12.37 26.76 ± 2.75 24.55 ± 3.90 53.74 ± 4.82 39.71 ± 4.22
Male 51 141.41 ± 14.18 26.03 ± 2.85 24.58 ± 3.80 52.23 ± 5.37 38.54 ± 4.63
P-value* 0.186 0.170 0.971 0.181 0.247

Marital Status Single 82 140.57 ± 12.44 25.82 ± 3.07 23.60 ± 4.20 52.60 ± 4.89 38.53 ± 4.36
Married 28 144.12 ± 13.52 26.63 ± 2.70 24.90 ± 3.67 53.19 ± 5.21 39.39 ± 4.46
P-value* 0.224 0.238 0.150 0.608 0.391

Education Level Bachelor’s 100 142.89 ± 13.44 26.51 ± 2.71 24.35 ± 4.00 52.88 ± 5.22 39.13 ± 4.46
Master’s 10 139.90 ± 10.48 25.00 ± 3.36 24.70 ± 2.26 51.90 ± 4.01 38.30 ± 3.86
P-value* 0.140 0.243 0.122 0.073 0.400

Workplace General Burn Care Units 31 148.87 ± 11.63 27.54 ± 2.32 26.16 ± 2.78 54.51 ± 4.73 40.64 ± 3.93
Reconstructive Surgical 
Wards

25 142.76 ± 14.35 25.52 ± 3.12 25.12 ± 3.58 53.12 ± 5.48 39.00 ± 4.86

Intensive Care Units 49 140.87 ± 13.26 26.26 ± 2.85 23.44 ± 4.30 52.51 ± 5.11 38.65 ± 4.51
Emergency 5 133.40 ± 3.84 25.60 ± 1.51 23.00 ± 2.00 48.80 ± 2.77 36.00 ± 1.00
P-value** 0.018 0.036 0.013 0.063 0.057

Having the 
Same Gender 
as the Patient

Yes 68 145.00 ± 12.93 26.75 ± 2.72 25.26 ± 3.58 53.51 ± 4.80 39.47 ± 4.37
No 42 140.33 ± 13.51 25.90 ± 2.90 23.45 ± 4.01 52.28 ± 5.56 38.69 ± 4.54
P-value* 0.136 0.111 0.028 0.316 0.415

* Mann–Whitney U test ** Kruskal–Wallis test
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and genitals tended to score low on respect, privacy, and 
communication compared to patients with burns on non-
sensitive areas. This might be due to the changes in their 
physical appearance, body image, and self-perception 
[40]. Therefore, this implies that more emphasis on pri-
vacy and dignity is critical to patients who sustain burns 
in sensitive parts of the body together with the need to 
ensure respectful communication. We found no previ-
ous studies that analyzed dignity scores according to the 
burned body area and the percentage of burn.

Present findings on the perception of nurses about 
patient dignity revealed that nurses working in general 

burn units compared to ICU nurses assigned higher 
scores to preserve patient dignity, as well as the privacy 
and autonomy dimensions. Such differences may be due 
to a higher workload, poorer patient condition, and time 
constraints in ICUs, where patients often have more 
severe burns and less independence [41]. One study 
found that patients in an ICU reported positive experi-
ences of dignity. This is despite the busy environment 
[42], but this did not compare the perceptions of ICU 
nurses compared to nurses in other units. Thus, it is not 
comparable with current findings. The current study 
suggests that supportive work environments and clear 

Table 4  Comparison of nurses’ and patients’ perception of patient dignity
Items and dimensions Nurse Patient P-value*

Mean ± SD Mean ± SD
1. Obtaining patient consent before interventions 4.6 ± 0.57 4.38 ± 0.92 0.037
2. Knocking before entering patient rooms 3.63 ± 1.08 2.64 ± 1.12 < 0.001
3.Maintaining patient privacy before procedures 4.52 ± 0.67 4.30 ± 0.96 0.049
4. Not sharing patient information without consent 4.59 ± 0.70 4.46 ± 0.71 0.178
5. Ensuring privacy during patient discussions 4.55 ± 0.62 4.20 ± 0.76 < 0.001
6. Covering unnecessary body parts during procedures 4.51 ± 0.76 3.28 ± 1.44 < 0.001
Total privacy dimension 26.42 ± 2.81 23.27 ± 3.46 < 0.001
7. Providing information to facilitate patient decisions 4.17 ± 0.79 4.40 ± 1.00 0.040
8. Giving patients decision-making rights 4.20 ± 0.81 4.24 ± 0.95 0.634
9. Involving patients in care activities 3.97 ± 0.98 3.35 ± 1.09 < 0.001
10. Allowing patient independence in daily activities 4.26 ± 0.75 4.10 ± 0.97 0.160
11. Respecting patient opinions and preferences 3.90 ± 0.96 4.15 ± 0.79 0.020
12. Supporting patient self-care independence 4.05 ± 0.89 4.50 ± 0.83 < 0.001
Total autonomy dimension 24.57 ± 3.83 24.76 ± 3.46 0.715
13. Speaking politely and respectfully to patients 4.61 ± 0.54 4.76 ± 0.46 0.036
14. Providing individualized patient care 4.32 ± 0.69 4.46 ± 0.67 0.178
15. Referring to patients by last name during team discussions 4.33 ± 0.76 4.70 ± 0.73 < 0.001
16. Promptly assisting patients when needed 4.54 ± 0.69 4.52 ± 0.84 0.751
17. Providing a quiet environment for rest 4.26 ± 0.83 4.30 ± 1.01 0.719
18. Ensuring access to proper sanitary facilities 4.33 ± 0.66 4.52 ± 0.73 0.047
19. Respecting patient’s background and beliefs 4.65 ± 0.56 4.90 ± 0.31 < 0.001
20. Treating patients respectfully regardless of status 4.72 ± 0.52 4.89 ± 0.36 0.006
21. Providing suitable clothing for hospitalized patients 4.58 ± 0.59 4.46 ± 0.83 0.297
22. Establishing coordination to prevent patient delays 4.29 ± 0.64 4.23 ± 0.72 0.596
23. Providing facilities for patient companion comfort 4.03 ± 0.90 2.90 ± 1.21 < 0.001
24. Attending to patient requests where possible 4.32 ± 0.70 4.46 ± 0.72 0.194
Total respect dimension 53.04 ± 5.11 53.14 ± 4.42 0.927
25. Introducing self to patients upon first meeting 4.44 ± 0.69 3.15 ± 1.44 < 0.001
26. Orienting patients to ward personnel and environment 4.32 ± 0.73 3.19 ± 1.29 < 0.001
27. Communicating based on individual patient personality 4.29 ± 0.73 3.76 ± 0.95 < 0.001
28. Interacting cheerfully and kindly with patients 4.49 ± 0.64 4.67 ± 0.62 0.042
29. Listening patiently to patient concerns 4.38 ± 0.66 4.48 ± 0.72 0.254
30. Providing clear and transparent answers 4.33 ± 0.73 4.48 ± 0.75 0.111
31. Providing necessary patient education 4.33 ± 0.69 4.13 ± 0.93 0.073
32. Explaining care procedures beforehand 4.46 ± 0.68 3.28 ± 0.84 < 0.001
33. Establishing appropriate communication with patient companions 4.10 ± 0.86 4.35 ± 0.88 0.027
Total communication dimension 39.17 ± 4.43 35.51 ± 5.36 < 0.001
Total dignity score 143.21 ± 13.29 136.70 ± 13.8 0.002
* Wilcoxon test
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guidelines on maintaining patient dignity in ICUs should 
be promoted. The positive correlation of work experi-
ence in the burn units with the perception of patients’ 
autonomy needs in the current study is in line with the 
results of previous studies [18, 43] that suggested more 
experienced nurses understand and respond better to 
these needs. One study found no such correlation [29], 
which may be due to differences in patient needs and unit 
types. Therefore, targeted training and mentorship for 
less experienced nurses may help to improve patient dig-
nity preservation.

Conclusion
This study found different perceptions among the nurses 
and patients with burn in regard to total dignity, and 
privacy and communication dimensions. There was a 
discrepancy so that patients reported lower levels than 
what was perceived by nurses. While both groups agreed 
on the matter of autonomy and respect of patients, areas 
where difference was noted suggested that nurses need to 
be more cognizant of the peculiar needs of patients with 
privacy and communication. Some groups of patients 
that were specifically identified in need of more attention 
include male patients (for greater attention to privacy), 
younger patients (who need more respect), patients with 
burns in sensitive areas (for greater communication and 
respect), and those having higher percentages of burns 
(who need more attention to dignity across parameters). 
In addition, ICU nurses and less experienced burn nurses 
should receive training to understand the principles 
of patient dignity, privacy, and autonomy. In addition, 
there must be improvement in the working conditions of 
nurses to be able to provide better patient care in these 
areas. Finally, the recommendations are that health care 
managers and policymakers utilize these findings to 
address programs directed toward enhancing hospital-
level patient dignity and enhancing training for nurses 
working in burn care.

Limitation
The limitation of this study is that it was conducted in 
only one center, which may affect its generalizability.
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