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Abstract: We undertook three independent, but related, Q-l11ethodological
studies on views of "dignity" fro111 the perspectives of patients, relatives,
and staff in the context of a hospital-based 111ental-health setting. This
article discusses the results frol11 the study al110n9 staff, focusing on their
interpretation of the ter111 dignity in patient encounters. The follo\ving
research question was asked: "Based on your experiences, what does the
terl11 dignity lnean to YOll when caring for patients in a psychiatric ward?"
Based on theoly and interviews, a Qsall1ple of 51 statel11ents was drawn
fron} the concourse. Statenlents were sorted 011 a 1110st agree to 1110st
disagree scale. Twenty-five staff lnelnbers responded and post-interviews
took place with all participants. Results were analyzed using the
PQMethod progral1l. Two different viev./points elnerged. In Viewpoint One,
the focus is on the patient and on overarching values that prol11ote an idea
that we are allllnique and equal individuals bllt also that, as IHI111ans, we
are vulnerable. Viewpoint Two focuses on challenges staff face in
111aintaining patient dignity during patient encounters. An increased
awareness of the opinions raised throllgh both viewpoints lnay help
increase understanding all10ng staff, and thereby forll1 the foundation for
upholding patients' digl1it;y.
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Operant Subjectivity: The International Journal ofQ ~1ethodolog)'} 2012} 36(1): 1-24



2 F. Skorpel1, A. A. Thorsell, AtI.-B. Rahollll, c. Forsberg, alld A. Rehnsfeldt

"Dignity" is a ternl encountered in a nunlber of contexts. In the context
of health care, it is often used with reference to loss of dignity. However,
Macklin (2003) argues that the vagueness of the ternl nlakes it unusable
and he proposes using "respect" in its place. Wainright and Gallagher
(2008) concur that respect is a nlore appropriate ternl, on the grounds
that dignity is such a cOlnplex ternl. At the salue tiIue, dignity is cited as a
core concept within both the Universal Declaration on Hunlan Rights
(UDHR, 1948) and nursing ethical guidelines (ICN, 2006). Alvsvag
(2010) describes respect and dignity as cOlupensatory ternlS, where
respect relates to our actions or attitude to others, and dignity is
associated with sonlething we possess. Lindhohn (2009) states that a
nlajor principle within the UDHR (1948) is that the ternl should be
independent and free fronl any cultural, religious or political ties in
order for it to be accepted as a concept in different countries and
cultures. Lysaker (2008) views the link between vulnerability, violation
and dignity fronl a hUluan rights perspective, and describes hunlans'
innate vulnerability and inviolability as being the inalienable Inandate of
hunlan dignity.

Different Considerations About Dignity
FrOlll a Christian creationist perspective, the absolute dignity of hunlans
is linked to 1l1an being created in God's inlage (Lindborg, 1974).
Alternatively, htllnans, according to Kant, have innate dignity because
they are rational, autononlOUS beings with intrinsic values, and are
capable of creating and deterluining their own future (Burns, 2008).

Dignity is a core concept of the caring sciences, and it is through the
caring staff-patient relationship that care of patients' dignity is
expressed (Eriksson, 1988). Dignity can then be seen as a culturally and
socially changeable diInension of care (Edlund, 2002). Jacobs (2001)
argues that dignity is the key phenolnenon within the discipline of
nursing and should be the goal and end result of all caring. However,
what is Inost ilnportant is luaintaining patient dignity in every staff­
patient encounter. Alvsvag (2010) discusses the role of the Gernlan
concept flbildung" in the health services. Bildung Inay be described as
knowing what it is to be a good person and acting accordingly (Alvsvag,
2010).

Previous studies within psychiatric health care-fronl both staff and
patient perspectives-found patient dignity to be a core value (Hopkins,
Loeb, & Fick, 2009). Treating patients with respect was described as
being inlportant in several studies (Austin, Bergunl, & Goldberg, 2003;
Sanna & Granerud, 2009; Karlsson, 2007). Staff attitudes were hnportant
in ternlS of staff viewing persons with Inental illness as equal, conlpetent
partners and using language and behavior consistent with Inaintaining
patient dignity (Coursey et al., 2000). Sanna and Granerud (2009)
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found that respect, hUlnanity and elnpathy were ilnportant values that
challenged relationships between health-care professionals and
patients, values which gave the caring relationship a therapeutic power.
Respect is also a nlatter of engaging with patients and regarding them
holistically. However, lack of resources Illade this difficult (Austin,
Bergulll, & Goldberg, 2003; Sanna & Granerud, 2009). Karlsson (2007)
found honesty and sincerity to be preconditiolls for creating a
relationship of respect.

There is also a difference between theoretical understanding and
experience in caring for those with Inental illness. SOllle staff nlay have
natural talent, while others Inay have to work harder to achieve such
skills (Karlsson, 2007). Sensitivity to the patient's vulnerability, such as
the ability of staff to put thelnselves in the patient's situation and be
enlotionally affected by it, was considered iInportant (Karlsson, 2007).
How staff treat their patients appears to be based on personal qualities
and fundalnental values (Austin et aI., 2003; Sanna & Granerud, 2009).

Patients sonletinles experience lack of respect and stiglnatization due
to having a nlental illness, which affects their dignity (Granerud &
Severinsson, 2003). Being accepted as a unique individual, being seen
like everyone else, being understood, and being helped to feel like
everyone else reduce feelings of shalne and ilnpact on the patient's
experience of dignity (Schroder, Ahlstronl, & Larsson, 2006). Nurses'
lack of knowledge was also a threat to patient dignity (Heln & Heggen,
2004).

Threats to dignity occur Illore often when there is an inlbalance in
the staff-patient relationship (Henl & Heggen, 2004; Jacobson, 2007).
Nurses who do not take patients' experiences seriously are a threat to
patients' dignity (Henl & Heggen, 2004). Conversely, staff who trust in
patients' ability to I1lake their own decisions are pivotal to their
I1lotivation and developlnent. Patients who experience health problellls
should define what the problenl is. Where the nurses considered
thel1lselves superior, patients did not feel respected (Svedberg,
jornlfeldt, & Arvidsson, 2003). Control over one's own life, including
one's life history, is a protection against violation of hUlnan dignity
(Granerud & Severinsson, 2003).

Hence, dignity Inay be described as sOlnething inherent, belonging to
all of us (hlunan dignity), or as sOlnething cultural and socially
changeable. Staff in the Inental-health field want to take care of patients'
dignity. However, how they achieve this depends not only on the
personalities of staff, but also on their basic values, and willingness to
engage with patients. Patient-focused research has revealed that
patients with nlental health problenls experience a lack of dignity fronl
their contact with the Inental health service.
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Research Method and Design
The Purpose of this Study
The ainl of this study was to gain deeper understanding of how staff in a
psychiatric hospital perceive the dignity in encounters with patients,
and therefore to gain a better insight into staff perspectives and their
understanding of the concept. The research question was:

Based on your experiences, what does the terlll dignity lllean to
you when caring for patients in a psychiatric ward?

The choice of Q nlethodology as the scientific approach is based on its
explorative qualities, since the purpose of the study is to get a deeper
understanding of what dignity Ineans for staff working with patients
experiencing psychosis in Norwegian psychiatric hospitals. The strength
of the Q Inethodology approach is in how it reveals people's subjective
views, feelings, and values in respect of a specific dOlllain (Brown, 1980;
Stephenson, 1953), which in this case is dignity. This is based not only
on past and present experiences, wishes, and dreanls, but also on
expectations for the future (Stephenson, 1978).

Dignity Inay be viewed as part of a nUlnber of such experiences,
about which individuals fornl their own conscious and unconscious
subjective interpretations. Wolf (2010) pointed out that QInethodology
focuses on opinions and not specific facts, and called attention to the
possibility to identify the llleaning about a specific topic through
cOllununication. According to Watts (2011), Q Inethodology gives us an
opportunity to deliver first-person science at precisely the sallle
standard one nlight achieve using a Illore conventional third-person
science. Hence, it is those shared viewpoints, identified through person­
to-person factor analysis, upon which the present study sheds light.

The logic behind the scientific approach of Q lllethodology is often
described as abduction (Brown & Robyn, 2004). When using this kind of
approach, researchers are able not only to test knowledge, but also to
discover new patterns of viewpoints. Rahohn (2010) described
abduction as being about how we look at reality and try to find
Ineaningful deep structures in the fields we research.

Developing the Q Sample
Even if this particular study is about staff viewpoints, when developing
the Q salnple we decided that it should be used by patients, staff, and
relatives in three independent, but silllilar, studies. Consequently, we
decided to develop an instrtllnent based on qualitative interviews
conducted with all three groups. Seven staff, six patients, and five
relatives were interviewed face-to-face and asked the following: "When
you hear a world like dignity, could you please tell nle what you think
about?" and "What influences your/ the patients' experience of dignity?"
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The interviews lasted fronl 50 to 150 nlinutes. According to McKeown
and Thoillas (1988), the stateillents could be described as naturalistic.
Qualitative interviews were chosen in order to identify "concourse" and
to discover discussions, thoughts and feelings connected to the
substantive thenle of dignity.

The interview participants were recruited fronl five units in a
psychiatric hospital. The inclusion criteria were as follows: for patients,
their l11ental status had nlanifested in the fornl of one or Illore psychotic
episodes. "Relatives" were a patient's relatives or others the patient
defined as inlnlediate fanlily. "Staff' included nursing assistants, nurses,
social workers, occupational therapists, untrained personnel, doctors
and psychologists. The staff worked on units caring for patients with a
history of psychotic episodes. Patients and staff were interviewed in
various psychiatric units with the exception of one patient interviewed
at the patient's honle. Relatives were interviewed in their own hOlnes or
at one of the researcher's workplaces.

All interviews where taped and transcriptions nlade, with particular
focus on getting the wording exactly right so that the subjects'
viewpoints would conle across clearly in the transcription. Sonle of the
statenlents were expressed as patient viewpoints and others as relative
and staff viewpoints.

Sanlple statelnents follow:
Statenlent 3: Everyone is entitled to be equally valued. Whether
one is nlentally ill, a drug addict or Illurderer, we are all equally
valuable (expressed by a relative).

Statenlent 49: Tinle pressure today creates a greater divide
between the ideal and the reality (expressed by a staff nlelnber).
Stateillent 26: Staff should listen to what the patient says, since
the patient is the one having the experience (patient stateillent).
Based on the qualitative interviews, 1751 statenlents were identified.

Initially the statenlents were grouped in order to gain an overview of the
various thenles obtained, which resulted in 15 provisional categories:
prinlary stateillents, experiences, staff-patient encounters, situations,
suffering, self-esteenl, autononly, staff cOlllpetence and personality,
attitude, understanding, tinle, relatives and ilnportant others, health­
care systenl, econolny, and 111edication.

After trying several ways to reduce the 15 categories, we ultinlately
decided on four nlain categories to classify statelllents as ontological,
existential, ethical, or caring-cultural. Each nlain category was also
divided into dignity-preserving statelllents and dignity-inhibitory
statenlents. Ontological statenlents concern how we generally value
ourselves and others as hunlan beings (statenlents 1-12), existential
statenlents are about self and self-in-relation to others (stateillents 13-
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24), ethical statelnents focus prilnarily on interpersonal relationships
(statelnents 25-36), and caring-cultural statelnents (statelnents 37-48)
concern patient experiences within the health care systenl. A
InisceHaneous category (statelnents 49-51) was also created,
conlprising three stateinents. As Ellingsen (2010) pointed out, one
statelnent nlay sonletinles be placed under several categories, and sonle
choices had to be nlade.

The process of reducing the nUInber of categories froln 15 to four
was perforlned by three of the researchers. On several occasions the
prilnary author sent the statelnents to the other researchers, asking for
their viewpoints and conllnents in respect of which stateinents we
should retain. The instrlunent in its final fornl cOlnprised 51 statelnents.
Six colleagues of one of the researchers piloted the instrlunent in order
to test and clarify the statelllents. The instrlllllent was developed for use
in a Norwegian context, and the English version has been translated by a
professional translator, who is also a registered nurse. However,
translating this doclllnent did present sonle orthographic challenges.
One exalnple is use of the Norwegian word "nlilj0personale" in
statelllent 29, which was translated to health care personnel and, in this
context, includes nurses, nursing assistants, nlental health nurses, social
workers and social educators. Another exalnple is the Norwegian word
"behandlingsapparatet," which can have a dual Ineaning. A literal
translation would be "treatnlent apparatus," but we elected in this
context to translate as "health-care systenl" to align with the intention.
The statelnents are provided in the Appendix.

Participants in this Study
Twenty-five staff Inelnbers working in the saIne units and responsible
for adlnitting patients experiencing psychosis were recruited voluntarily
into this study. None of these were interviewed in relation to Q-salllple
construction.

Procedure and Analysis
One researcher was present and instructed the participants. Statelnents
were ranked fronl positive stateinent +5, nlost agree; 0, neutral or non­
nleaningful stateinent; and -5, nlost disagree with the statelnent. As per
the Inethodological approach the participants were required to
prioritize statelnents using forced-choice distribution as opposed to
free-choice distribution (Stephenson, 1953). In line with relevant
research reconll11endations, follow-up interviews were perfornled with
all 25 participants (Stenner, Watts, & Worrell, 2008). All staff Inelnbers
were invited to conllnent on why they placed the statelnents under
"Inost agree" (+5, + 4, +3) and "Inost disagree" (-5, -4, -3). They were
also asked if they wished to add other COlllnlents.
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Infornlati~n and conditions of instruction given to participants were
as follows:

You will now be presented with 51 statelnents. Each of these
statenlents contains a nlessage that could be relevant for patients'
experience of dignity. Based on your experiences, I would like you
to rank the statenlents fronl those you nlost agree with to those
you most disagree with.

The sorts were analyzed using the PQMethod 2.11 progralll
(Schmolck, 2002). Nunlerous analyses were perfornled, including
centroid-factor analysis and hand rotation of the extracted factors.
Principal cOlllponent analysis (PCA) also took place using varhnax
rotation. For both types of factor analysis we tried 1 to 5 factor
solutions, and hand-flagged each solution at a high significance level due
to relatively high correlation between factors. After nluch consideration
we chose a two-factor PCA analysis with varinlax rotation, which we
found produced the clearest result.

Ethical Considerations
The study was approved by the Regional Connnittee for Medical
Research Ethics in Western Norway (reg. no. 2008/13776 CAG), the
Norwegian Data Protection Agency (reg. no. 20522/2) and the individual
departnlents within the psychiatric hospital in which data were
collected. All participants were inforllled verbally and in writing that
their participation in the study was voluntary, and of their right to
withdraw their consent to participate at any tinle without having to give
any forlll of explanation. All participants gave written consent.
Confidentiality was protected by virtue of written consent, and
background inforlllation on participants was stored separately.
Participants were not asked to disclose personal inforlllation such as
their birthdate and hOllle address.

Results
Although several solutions were explored, we found the two-factor
solution using PCA extraction and variInax rotation to be the Inost
nleaningful. This explained 54% of the variation. The correlation
between the two factors (1"=.42) was relatively high, suggesting
sinlilarities in views, and that we nlight have only one factor. At the same
tinle there were differences we felt were worth pursuing and
consequently applied a strict significance level of p<.Ol (hand-flagged at
loadings >.37 and with very clear difference between the two factors).
The defining sorts that rel1lained allowed us to tease out the differences
nlore easily. Seven staff defined factor 1 while three defined factor 2.

Each factor tells its own story through the essence of Ineaning,
feelings, preferences, values and COl1lnlUnicabiIity that flow from the
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negative pole through the nlore neutral area to the positive pole
(Stephenson, 1983a; 1983b). Single statelnents Inay take on different
nleanings relating to where they are positioned in the factor array. In the
ongoing analysis and interpretation of views that elnerged, the focus
was on those statenlents that staff Illostly agreed with and those
statelnents they Inostly disagreed with, since these represent the
strongest psychological weight/affect. However, statelnents placed in
the Inore neutral area are part of the whole picture, too, and should
therefore be given SOllle attentioll. Interpretation was also influenced by
the opinions expressed in the qualitative post interviews. All
participants were asked why they nlost agreed and nlost disagreed with
specific statelnents. Consensus statelnents and distinguishing
statelnents were also used in the interpretation process and to help us
understand the Ineanings behind each factor or viewpoint. All these
elelllents are taken into account in presenting and interpreting the
results.

Viewpoint One: Patient-Focused Staff
This point of view was expressed by seven staff nleillbers: one nurse
assistant, one social worker, one lllental health nurse and four registered
nurses. Table 1 shows the nine stateillents they nlost agreed with and
Table 2 those they nlost disagreed with. Refer also to the Appendix.

Table 1: Statellients that Viewpoint One Most Agreed With

Statelnent Rank
3 Everyone is entitled to be equally valued. Whether one is +5

mentally ill, a drug addict or nlurderer, we are all equally
valuable.

4 Dignity is a question of having respect for people's uniqueness, +5
irrespective of what kind of diagnosis or illness they have.

16 It's ilnportant to be honest. It's about how staff behave; how +4*
they say things.

1 Seeing oneself as valuable does not nlean that you are Inore or +4*
less valuable than others, but are equally valuable.

30 The patient nlust be able to trust and feel safe with the +4
personnel.

9 If one takes away the dignity of others, then both parties are +3
affected.

10 If staff does not value patients for who they are, even when they +3*
are unwell, then the patient will not be able to value
thelTIselves.

25 It's ilnportant that SOlneone asks the patient how he feels. +3
27 One nlust be capable of taking others' opinions seriously and +3

accepting that they don't feel the saine way you do.

*Distinguishing statelnent at p<.Ol
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These staff nlenlbers seenl to 1110Stly agree with the statelnents that
can be seen as expectations of how, as a hunlan being and a health-care
professional, one should interact with patients. The staff focus was on
equality (3) and respecting people's uniqueness in general (4), on
enlphasizing how staff should act, and finding it inlportant for staff to be
honest (16) and to behave in a Inanner that Inakes it possible for
patients to trust and feel safe with them (30).

The post interviews substantiated and elaborated staff Inenlbers'
viewpoints. With regard to equality one staff Inelllber said that lias a
nurse it is inlportant to treat everyone with respect and equality,"
another, that "one must always show everyone respect irrespectively"
and "... don't always know the underlying issue. It's hard sOlnetimes,
that's sonlething you have to admit." .Equality was also cOllllnented on as
follows: "equal treatnlent is discrilnination; you have to take each
patient as your starting point and not COlllpare, which was lllore
conlnlonplace in psychiatry previously." Discussing the unique nature of
individuals, one staff nleillber said lito be able to see the resources
individuals have, I think is ilnportant" and "finding out what they can
nlaster-that helps increase their dignity." In relation to honesty one
staff Ineillber stated that "I autonlatically think about different values,
and honesty is one of several qualities used to explain dignity," and
another staff said that "honesty is about your own values, not just in
ternlS of patients but in life in general, people should be able to trust us."

Table 2: Statements that Viewpoint One Most Disagreed With

Statement Rank
2 As htllllan beings, deep inside we are all inviolable. -5*
43 If the patients want to conlplain about the treatlnent they -5

won't get far, because the health care systeln has its back
completely covered.

44 User participation is non-existent, no one asks the patients. -4*
50 Money is no obstacle to one, as a patient, living as you want -4*

to live.
32 The staff are nice, but experienced as superficial. -4
17 As a patient, being given a diagnosis llleans nothing, because -3

you know there's sOluething wrong with you.
45 As a patient you are passed here and there, just like on a -3

conveyor belt!
29 It's the nursing staff the patient talks to if there's sOlllething -3*

he wants to talk about.
19 As a patient it is degrading not to look well-groolned. -3*

*Distil1BUishil1B statelnent at p<.Ol
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Staffs responsibility was underlined as follows: "They [patients]
should be respected irrespective of their behavior-that's their right"
and "It is iInportant to have respect and value thenl ... and to build up
their belief that one day they will be better."

The statelnents staff 1110st disagreed with conullunicate several
things. First of all staff appear to be aware of the patients' vulnerability.
They feel that anyone can be violated (2), that being given a diagnosis is
significant (17), and that finance is an obstacle to one living as one wants
(50). However, if patients are willing to conlplain about treatlnent they
do have options, one exalllple of which is user participation (43 and 44).
Respondents do not agree that they [the staff] are nice, but superficial
(32), or that the patients are sent froll} pillar to post (45), which 111ay
indicate a deep concern for patients. Statelnent 29 is a bit puzzling but,
as one staff nlelllber said; "solne patients prefer to go to doctors with
their needs instead of nursing staff." Alllong the nine statelnents
presented here, five were distinguishing for Viewpoint One at p<.01
(statenlents 2,44,50 29, and 19).

Staff Inost disagreed about statelnent 2 which is also a distinguishing
statelnent. One staff nlelnber said about vulnerability that "we are all
vulnerable, and if you look hard enough it is probably possible to hurt
any of us," and another said, "Everyone is vulnerable and violable,
depending on their circunlstances." A third staff lllelnber said that "I do
not agree with it-it's the opposite I believe because we are all
vulnerable, for exalnple, in relation to coercion."

A couple of statenlents frolll the Inore neutral area are (8): "One has
dignity until it is taken away. If you are strong, no one can take it fronl
you. If you are vulnerable and downtrodden, it doesn't take nluch" and
(6): "As a patient one finds cOlnfort and peace in one's faith."

Taking a holistic look at Viewpoint One, a nlain essence seenlS to be
staff having a focus on the patient's vulnerability, their uniqueness, and
about how staff should behave when conullunicating with patients,
hence this view is terlned Patient-FoClIsed Staff
Viewpoint Two: Challenges for Staff

This point of view was expressed by three staff Inelnbers: one nursing
assistant and two lllental health nurses. All three staff nlelnbers were
over 50 years of age. Table 3 shows the nine statenlents they lllOSt
agreed with and Table 4 the nine statelnents they nlost disagreed with.

In Viewpoillt Two staff lllelnbers also flag equality (3, 5), and respect
for people's uniqueness (4) as being iInportant. However, the focus
largely seenlS to concern how staff should behave when dealing with
patients, for exalnple, asking the patient how they feel sOlnething (25),
creating a good atlnosphere (40), ensuring patients are able to trust and
feel safe with staff (30), being knowledgeable as staff (38), being there
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for patients to talk to (29), and listening to the patients' experiences
(26). Four of these nine statenlents were distinguishing at p<.Ol
(statenlent 5, 29, 38 and 40).

Table 3: Statements that Viewpoint Two MostAgreed With:

Statement Rank
3 Everyone is entitled to be equally valued. Whether one is

mentally ill, a drug addict or ll1urderer, we are all equally
valuable.

2S
40

S

4

30

It's inlportant that sOlneone asks the patient how he feels.
The fact that there's a good atmosphere when the patient is
admitted onto a unit, that's important.
All people are equally valuable, and everyone has the
opportunity and potential to change things, and nlake things
better.
Dignity is a question of having respect for people's uniqueness,
irrespective of what kind of diagnosis or illness they have.
The patient 1l1USt be able to trust and feel safe with the
personnel.

5

4*

4*

4

3

38 The staffs level of knowledge is important. Knowledge is
always hllportant.

3*

29

26

It's the nursing staff the patient talks to if there's sOlnething he
wants to talk about.
Staff should listen to what the patient says, since the patient is
the one having the experience.

3*

3

*Distil1guishillg statetnent at p<.Ol

Viewpoint Two is also elaborated in the post-interviews, where staff
highlight challenges in encounters with patients. Speaking about
statenlent 25 one staff Inenlber said that IIWe can see they're having a
difficult time, but it is after all a judgnlent depending on how we [as
staff] feel that day" and about statement 4, III, as a person have so much
personal baggage, and in SOllle encounters with patients I react in a
cOlllpletely different way, so I feel I have to sit down and think over why
I react as I do."

The statements staff 111elnbers seenl to mostly disagree with are critical
statel11ents directed toward staff and the health care systel11. They
strongly disagree that it does not help conlplaining (43), that staff
exercise authority (34), and that there is not enough thne for patients
(49). They also disagree that staff are superficial (32), that staff feel they
know what is best for the patients (36), or that the patients are treated
lias if they were on a production line" (45). Generally speaking,
staff seenl to C0l11nlunicate that they take the patients seriously and
treat thenl individually. Anlong the nine statelnents, six of thenl were
distinguishing at p<.Ol (statement 34, 49, 41,36,11, and 15).
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Even if staff conllllunicate disagreeluent (e.g. stateluents 43 and 34),
the post-interviews reveal other reflections as well: "yet, so I feel that
this could be a fornl of self-defense, and that patient's experience nlay be
different," and about authority: "I believe that Blight be SOBle people's
experience of it, but nlost staff are aware of it and feel that it belongs to
the past."

Table 4: Statements that Viewpoint Two Most Disagreed With

Statement Rank
43 If you want to cOlllplain about the treatlnent you won't get far, -5

because the health care systenl has its back cOlllpletely
covered.

34 Staff lnay unconsciously exercise authority, for exanlple, by -5*
walking through the corridor jangling their keys.

49 Tilne pressure today creates a greater divide between the -4*
ideal and the reality.

41 Education can never replace staffs individual suitability. -4*
36 Staff show over and over that they don't think the patients -4*

know what's best for theln.
32 The staff are nice, but experienced as superficial. -3
11 No one views Inental illness as being the saine as breaking -3*

your foot.
15 SOlnetilnes the experience of violation can be a wake-up call; -3*

sOlnething good can conle of it.
45 As a patient you are passed here and there, just like on a -3

conveyor belt!
*Distinguishing statelnent at p<.Ol

The relation between personality and education is elnphasized on
both sides of the sorting grid. Staff agree that knowledge is hnportant
(38) and they disagree that education cannot replace individual
suitability (41). One staff Inelllber elaborated on it and said "I believe
there is sonle developlllent that takes place during one's education, but
that we also have sOll1ething inside which we can never change, no
matter what kind of education we have."

A couple of statelnents froln the nlore neutral area will be presented
here, one of which is 35: "As a patient, every titne you want to talk to
sonleone, there's a new therapist," and 42) "Professional knowledge and
user-experience nlust be given equal worth."

Taken as a whole, staff conlnlunicate the existence of nUlllerous
challenges in interactions with patients. On the other hand, they seenl to
believe they are taking good care of the patients, although SOllle express
concern that staff and patient experiences Inay differ. Viewpoint Two is
therefore labeled Challenges for Staff.
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Both characteristic and distinguishing statelnents have been
presented for each viewpoint, pointing out the differences between
thenl. There are also consensus statenlents delnonstrating the
sinlilarities between viewpoints and these may also account for the
relatively high correlation. A few exalnples are the right to dignity (3),
respect for uniqueness (4), not being superficial (32) and that
conlplaining about treatlnent will not help (43).

Discussion
Patient-Focused Staff
The Patient-Foclised Viewpoint could be interpreted as staffs self­
expectations in ternlS of interactions with patients. Staff putting forward
this viewpoint seenl to espouse interacting with patients as equals,
being honest with thenl and treating thenl with respect. Earlier research
has emphasized equality (Coursey et al., 2000), and staff who help
patients feel "like everyone else" (Schroder et al., 2006), as dignity
prolnoting. Honesty is another of the concepts staff felt was ilnportant
for patients' dignity. Karlsson (2007) found honesty to be a prerequisite
for creating a therapeutic relationship. In the post interviews honesty
was described as one of several qualities contributing to treating people
with dignity, and that honesty is about the individual and their personal
values.

Although staff express that patients are taken good care of, previous
research has shown that patients experience not being treated as equal
(Svedberg et al., 2003), not being taken seriously, with an iInbalance in
the relationship between patients and staff (Henl & Heggen, 2004), and
that patients experience lack of respect and stiglnatization. All these
factors inlpact on patients' experience of dignity. One way of
understanding this discrepancy between patients' experiences and the
viewpoint of staff Inelnbers in respect of how care should be given, could
be that staff are idealizing their way of behaving towards patients. If so,
further research is necessary in order to explore why there is such a
discrepancy.

Another explanation could be that the patients are in a vulnerable
position. Historically we know that patients with Inental illness, and in
particular those with psychotic disorders, have been stignlatized by
society, a situation still experienced by nlany today. Patients have
described it as a threat to their experience of dignity (Granerud &
Severinsson,2003).

Even when focusing on idealizing behavior of staff in encounters with
patients, it is inlportant to have ideals. Austin et at (2003) found
that staffs persona] qualities and values influence their interactions
with patients. Hence, values such as equality, honesty and respect for the



14 F. Skorpen, A. A. Thorsen, "'1. -B. Rahol1ll, c. Forsberg, and A. Rehnsfeldt

unique nature of individuals are not only personal issues, but also
illlpact on how patients are dealt with.

Staff defining the Patient-Focused Viewpoint seenl also to
cOllllnunicate an awareness of patients' vulnerability. Earlier research
among staff has highlighted the iInportance of having an awareness of
patients' vulnerability (Karlsson, 2007). Use of diagnosis (17), being
treated as if one were on a conveyor belt (45), and the way staff value
patients' influence on their own self-worth (10) could all be seen as
placing patients in a vulnerable position, that is, dependent on other
people's judgnlents and decisions. Jacobson (2007) found that when
there is an ilnbalance in the relation between the involved parties, such
as staff and patients, there is a higher risk of violating the dignity of the
weakest party. In the psychiatric-hospital setting staff are the stronger
group and patients the weaker. Consequently, there is a risk of violating
patient dignity.

Staff totally disagreed that we deep inside are all inviolable (2).
Several staff Inelnbers used the word "vulnerable" when explaining why
they disagreed. One staff nlelllber said: tlWe are all vulnerable, and if you
look hard enough it is probably possible to hurt any of us." One possible
explanation for why staff disagreed with this statenlent is that on the
one hand it Inay be viewed as an ideal (Lysaker, 2008), whereas on the
other hand it nlay be seen in the context of concrete patient situations,
and staff interacting with patients experience thenl as vulnerable. The
ideal of hunlan inviolability, based on the view that we as hlllnan beings
are born with dignity, is not the experience of staff at Inental health
institutions in their daily encounters with patients. Statelnent 8 fronl the
nlore neutral area could be understood to nlean that we all are
vulnerable, and that it is possible to take dignity away frolll us, but since
it is placed in the neutral area, it does not represent the Inost significant
statelnents, but could be seen to support the interpretation of staff
experiencing patients as vulnerable. Statelnent 6, which is about one
finding support in one's belief, is also interesting. If one takes as a
starting point the view that innate hUlllan dignity stenlS frolll hUlllans
being created in the iInage of God (Lindborg, 1974), one explanation
could be that staff perhaps experience this as being true for SOllle
patients, but not for all, or conversely, see no connection between
dignity and faith.

It has been suggested that "respect" is a better ternl to use than
dignity in a research context (Macklin, 2003; Wainright & Gallagher,
2008), since dignity is too vague and unclear a concept. Both this
particular study and earlier studies, however, do not appear to support
such a view. Dignity seenlS in fact to be a part of people's shared
COllllllunication. Should one not then study dignity because one's
research instrunlents or Inethodological approaches are not suitable?
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The answer seenls to be no. One should instead develop new Inethods
and instrunlents. This study could be one such contribution. Hopkins,
Loeb, and Fick (2009) found that respect for patient dignity was
highlighted as an inlportant attribute for staff to have. Respect was
nlentioned twice in the Qsanlple, but eillphasized several tinles in the
post-interviews. Other concepts, too, such as honesty and equality seem
to be iInportant in explaining dignity. In agreeillent with Alvsvag (2010),
respect cannot replace dignity, but can be an elenlent of it. One way of
understanding it is that dignity is a nlore universal concept than respect,
and appears to conlprise internalized values guiding staff both
personally and professionally (Eriksson, 1988; leN, 2006; UDHR, 1948).
Dignity seenlS to include respect, equality and honesty.

Jacobs (2001) highlighted the iIllportance of having ideals, and
suggested that dignity could be one such unifying goal. If each individual
staff nlenlber involved in patient care believed in tenets of equality,
honesty, and respect, and strived to achieve this in his or her own life,
then naturally this would inlpact positively on those in his or her care.
Ideals would then be a prerequisite for actions.

Challenges for Staff
In the view Challenges for Staff, it seelllS that the staff also prolllote
values such as equality and respect (3, 5, and 4) but the focus seems to
be on staffs own challenges in interacting with patients in a way that
pr01110tes dignity. Statenlent 3, which states that everyone is entitled to
be treated as being of equal worth, is the statelnent staff defining this
view nlost agreed with. One staff Inenlber relates equality to what he
describes as tithe golden rule," found in virtually all religions and beliefs,
and which relates to how one should act towards other people, not only
as a caregiver, but also as a fellow hunlan being. Kant's categorical
inlperative is one exanlple of such a virtue rule.

Statenlent 4 concerns seeing each individual's uniqueness,
irrespective of diagnosis. One could believe that there is no
contradiction between giving a person a diagnosis, seeing the
uniqueness of every single individual, and caring for his or her dignity.
When diagnosing people one looks for a person's behavior and how the
person conlnlunicates thoughts and feelings. In this categorization and
identification process one conlpares these observations with established
criteria (Karlsson, 2007).

Nonetheless, patients feel stiglnatized (Granerud & Severinsson,
2003), and staffs perspectives about individual patients Inay be lost in
such a categorization and identification process (Karlsson, 2007). One
staff nlenlber, reillarking on this process, stated, til feel I have to sit down
and think about why I react as I do." Hence, self-reflection and an
awareness of personal reactions when interacting with patients seenl to
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be iIllportant in terlllS of protecting patients' dignity. One way of
achieving this kind of self-reflection could be in line with what Karlsson
(2007) proposed as a professional I1lilieu that recognizes the necessity
for self-reflectioll. A lllilieu that facilitates self-reflection encourages staff
to see patients as unique individuals, rather than as a diagnosis.

Staff responsibility also appears to be COllllllunicated through several
stateillents, for exaillple, asking the patient how he or she feels, listening
to the patient, creating a good atillosphere and building a trusting
relationship, although they nlight be considered basic skills in ternlS of
staff-patient encounters. Eriksson (1988) pointed out that patient
dignity is expressed through the caring relationship between patient and
staff, but as one staff lllenlber elaborated: "We can see they're having a
difficult tiIne, but it is after all a judgnlent depending on how we [as
staff] feel that day" (stateillent 25). Staff nlight be eillotionally affected
by their dealings with patients (Karlsson, 2007). However, being aware
of the possibility of being affected by patients is not the saIne as avoiding
being affected. Staff should be touched by interactions with patients, that
is, when they are listening to thenl and creating a good atlnosphere. If
staff are not affected then they are not listening to the whole person and
trusting relationships cannot be created. However, the challenges are to
be aware of, and to recognize, how this influences staff Ineillbers' own
thoughts and feelings. Only then Inay one be in a position to help the
patient.

Even if staff appear to have acknowledged SOllle of the challenges
patients encounter, those statelllellts they 1l10St disagree about are
critical statelnents against staff. Most staff disagree with stateinents
which assert that it was not possible to cOlllplain about the treatnlent, or
that staff deillonstrate authority. Yet earlier research nlakes it clear that
there is an inequality between patients and staff, which contributes to
patients' loss of dignity (Granerud & Severinsson, 2003; Henl & Heggen,
2004; Svedberg et al., 2003). One staff Ineinber said that this view
"belongs in the past," but here too, one can see a kind of self-critical
thinking and one staff Illelnber expressed that "it could be a fornl of self­
defense."

This study tells us nothing of patients' experiences of these staff
views, but it would be interesting to see if increased focus on self­
reflection aillong staff leads to increased experience of dignity aillong
patients. Worthy of consideration, too, is the fact that all three staff
llleinbers defining this viewpoint were Inore than fifty years old.
Perhaps critical self-thinking is a kind of skill one develops as a result of
experience. No previous studies looking into this area were identified.

These staff Inelnbers found knowledge and education iInportant, not
only because of the knowledge and skills one develops, but also because
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education has an inlpact on personality. One staff Inelllber said that "I
believe there is sonle developlnent that takes place during one's
education, but that we also have sonlething inside which we can never
change." Karlsson (2007) reports sinlilar findings, and said that some
staff had natural elllpathy towards patients, while others took time to
develop these skills. Alvsvag (2010) has prollloted the role of "bildung"
in health care education, and suggests that bildung relates to knowing
what it takes to be a good person, and acting accordingly. Perhaps what
should be prollloted when discussing the personal challenges faced by
staff when addressing patients' dignity is not only the relationship
between personal suitability and education, but also what types of skills
and excellence staff should possess. The capacity for critical self­
reflection seenlS to be one such hllportant skill when upholding patient
dignity.

Consensus
There were several consensus statenlents highlighting shniIarities
anlong the participants. These included the statelllents about equality
(3) and respect for the uniqueness of individuals (4), in respect of which
there was significant agreelllent. There nlay be Inany explanations
behind the high level of concord among staff in respect of these
statelllents. One is that we asked thenl to consider patients in general
and not one particular patient. It is possible that if we had asked them
about one particular patient nlore differences nlight have COllle to light.
Most staff have gone through a personal educational process, also
described as bildung (Alvsvag, 2010). In this personal process, staffs
own values Illeet with professional ethical guidelines which have their
origins in basic values in western countries. Staff also strongly disagreed
that staff were sup"erficial (32), and that conlplaining about treatment
would not help (43). One way of understanding this is that staff feel they
do take patients seriously. Earlier research has shown the ilnportance of
taking patients' experience seriously (Henl & Heggen, 2004), trusting
patients (Svedberg et aI., 2003) and allowing thelll to retain control over
their own lives (Granerud & Severinsson, 2003). All these factors
influence patients' experience of dignity.

Being in agreelnent on the ilnportance of such values should be a
positive factor for the health care profession. As discussed previously,
staffs personal values and attitudes inlpact on their actions in respect of
patients. This is not a guarantee of patients' experience of being treated
in step with such values. Staff awareness of this is a first step.

Methodological Considerations
The aim of the study was to increase understanding of how staff in a
psychiatric setting perceive the ternl "dignity" in their interactions with
patients. Q Illethodology was chosen because of its explorative nature
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and potential to nlake tacit knowledge nlore explicit, and where both
similarities and differences in views elnerge. The statelnents used in this
study are a selection collected frolll the spectrunl of opinions existing
between patients, staff and relatives within lnental health care. Each Q
statelnent has been valued by the sorters in relation to all the other
statelnents as a whole in order to express their personal views
(Stephenson, 1953). Significant agreelnent al1l0ng staff nlay be
interpreted based on the general answers relating to adlnitted patients
and not in relation to individual patients. The fact that staff are trained
within the sanle care culture Inay also have iInpacted on the results. The
results say little about the 15 staff who loaded on both factors, but one
possible interpretation is that they contain a "little of both," that is, they
are focused on challenges facing both patients and staff.

Another explanation could be that staff IneIllbers are in fact sharing
one viewpoint, and that instead of a two-factor solution one could have
chosen a one-factor solution. Yet this would have hidden subtle nuances
that seenl iInportant in helping staff gain lllore conlpetence in their work
by enabling thenl to becolne nlore aware of different perspectives and
consequences of their views in relation to patient care. In interpreting
the findings, significant weight was placed on the post-interviews, which
help give a better sense of the participants' "voices" in interpreting the
results.

Conclusion
Two different perspectives caine to light in this study. For those defining
Viewpoint One, the patient is the foclls. Staff prolllote superior values, in
ternlS of people being unique and equal individuals, values which are in
full accordance with both the Declaration on Hlunan Rights, and ethical
guidelines within the nursing profession. But at the sanle tinle, staff
working in nlental health care do not consider it llleaningful to talk
about the inviolability of individuals. Within lllental health care staff
encounter patients who are vulnerable, and consequently this results in
an increased risk of staff violating their rights. Nor can the ternl
"respect" replace dignity, but it is seen as a Ineans of addressing dignity.

In Viewpoint Two, personnel were focused on their own challenges
in patient encounters in respect of lllaintaining patient dignity. This
related to various aspects such as present day and prior experiences, but
also about how personal suitability and education had an illlpact on how
patient dignity was addressed.

Implications for Practice

In psychiatric units, dignity as a ternl and phenolnenon should be put on
the agenda, which requires discussion in respect of several factors, such
as what are the overarching values prevailing aillong staff. There should
also be a focus on developing critical thinking and interpersonal skills in
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health care training with regard to upholding patient dignity and
awareness and openness regarding the challenges faced by both
individual staff nlelllbers and units they belong to in respect of
nlaintaining patient dignity. One should also continue developing theory
on several levels relating to dignity, in particular, with a view to applying
it to practice.

Increased awareness of the opinions raised in respect of both
viewpoints lllay contribute to increased understanding alnong staff, and
thereby fornl the foundation for upholding patient dignity.
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Appendix: The Dignity QInstrument and Factor Array
Statement View 1 View 2

1 Seeing oneself as valuable does not nlean that you
are 1110re or less valuable than others, but are
equally valuable.

2 As hllll1an beings, deep inside we are all inviolable.
3 Everyone is entitled to be equally valued. Whether

one is Inentally ill, a drug addict or nlurderer, we are
all equally valuable.

4 Dignity is a question of having respect for people's
uniqueness, irrespective of what kind of diagnosis
or illness they have.

5 All people are equally valuable, and everyone has
the opportunity and potential to change things, and
make things better.

6 As a patient one finds conlfort and peace in one's
faith**

7 When you treat everyone alike, then you don't
necessarily address individuals' dignity.

8 One has dignity until it is taken away. If you are
strong, no one can take it fro III you. If you are
vulnerable and downtrodden, it doesn't take nutch.

9 If one takes away the dignity of others, then both
parties are affected.

10 If staff do not value patients for who they are, even
when they are unwell, then the patient will not be
able to value thenlselves.

11 No one views 111ental illness as being the sanle as
breaking your foot.

12 Patients have an intrinsic dignity, that can be
tranlpled on in the health service.

13 After encounters with the 111ental health service I
have Illore respect for difference.

14 Hunlor is ilnportant.
15 S0l11etilnes the experience of violation can be a

wake-up call; sonlething good can COllle of it.
16 It's ilnportant to be honest. It's about how staff

behave; how they say things.
17 As a patient, being given a diagnosis 111eanS nothing,

because you know there's sOll1ething wrong with
you.
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Statement

18 There is a link between how one feels physically
and how one feels mentally.

19 As a patient it is degrading not to look well­
groomed.

20 Sonletinles you feel forced and then you feel that
your dignity has not been upheld.

21 When you feel inferior it is easy to have your
dignity taken away. It doesn't happen in
psychiatry, it has happened before.

22 I'm not against coercion, but I am against
unnecessary coercion.

23 Most people understand that wrong can be done,
but they don't understand when things are not
dealt with or when no justification or apology is
given.

24 No one thinks using nledicine is good, if it's to
treat blood pressure or diabetes. But sOlnetimes
it's necessary and that's how it is with psychiatric
disorders too.

25 It's inlportant that sonleone asks the patient how
he feels.

26 Staff should listen to what the patient says, since
the patient is the one having the experience.

27 One nlust be capable of taking others' opinions
seriously and accepting that they don't feel the
same way you do.

28 People have to talk normally to you and not put
on airs.

29 It's the nursing staff the patient talks to if there's
sonlething he wants to talk about.

30 The patient nlust be able to trust and feel safe
with the personnel.

31 Not being able to talk with others about the illness
is a very isolating experience.

32 The staff are nice, but experienced as superficial.
33 One should talk to the patient not patronize them.

Staff may not think they patronize patients, but
they do.

34 Staff may unconsciollsly exercise authority, for
example, by walking through the corridor jangling
their keys.

35 As a patient, every tiIne you want to talk to
SOllleone, there's a new therapist. It's tiresome,
because then you can't build up any forol of
trusting relationship.

36 Staff show over and over that they don't think the
patients know what's best for them.
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Statement

37 Attitudes, particularly alllongst Illanagers, are
i1nportant. This has a trickle-down effect in the
units.

38 The staffs level of knowledge is inlportant.
Knowledge is always illlportant.

39 When the patients were discharged, they were the
ones who had to report how their stay had been.

40 The fact that there's a good atlllosphere when the
patient is adlnitted onto a unit, that's hnportant.

41 Education can never replace staffs individual
suitability.

42 Professional knowledge and user-experience
1l1ust be given equal worth.

43 If the patients want to conlplain about the
treatlnent they won't get far, because the health
care systenl has its back cOlnpletely covered.

44 User participation is non-existent, no one asks the
patients.

45 As a patient you are passed here and there, just
like on a conveyor belt!

46 The health service has a long way to go in ternlS of
including relatives to a greater extent in the
treatlnent.

47 The standard of things in Norway has been so
high, that as soon as people fall below the
standard, they think there's a crisis when there's
not.

48 Many people, once they conle out of psychosis, are
frightened that so Illuch tillle has passed before
sonleone intervened. It's a fOrIll of state neglect.

49 Tinle pressure today creates a greater divide
between the ideal and the reality.

50 Money is no obstacle to one, as a patient, living as
you want to live.

51 Housing issues are itnportant.
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