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Abstract
Background: The concept of dignity can be divided into two main attributes: absolute dignity that calls for
recognition of an inner worth of persons and social dignity that can be changeable and can be lost as a result
of different social factors and moral behaviours. In this light, the nursing profession has a professional dignity
that is to be continually constructed and re-constructed and involves both main attributes of dignity.
Objectives: The purpose of this study was to determine how nurses described nursing’s professional
dignity in internal medicine and surgery departments in hospital settings.
Research design: The research design was qualitative.
Ethical considerations: This study was approved by the ethics committees of the healthcare
organizations involved. All the participants were provided with information about the purpose and the
nature of the study.
Participants: A total of 124 nurses participated in this study.
Method: The data were collected using 20 focus group sessions in different parts of Italy. The data were
analysed by means of a conventional inductive content analysis starting from the information retrieved in
order to extract meaning units and sorting the arising phenomena into conceptually meaningful
categories and themes.
Results: Nursing’s professional dignity was deeply embedded in the innermost part of individuals.
Regarding the social part of dignity, a great importance was put on the values that compose nursing’s
professional identity, the socio-historical background and the evolution of nursing in the area considered.
The social part of dignity was also linked to collaboration with physicians and with healthcare assistants who
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were thought to have a central role in easing work strain. Equally important, though, was the relationship
with peers and senior nurses.
Conclusion: The organizational environments under scrutiny with their low staffing levels, overload of
work and hierarchical interactions did not promote respect for the dignity of nurses. To understand
these professional values, it is pivotal to comprehend the role of different health professions in their
cultural milieu and the evolution of the nursing profession in diverse countries.

Keywords
Absolute dignity, dignity of the human being, inter/intra-professional relationships, nursing, workplace
elements

Introduction

The aim of this study was to describe and evaluate nurses’ perceptions and experiences of professional dig-

nity in the context of medical and surgical hospital environments. Italian researchers who were familiar with

the environments under scrutiny formulated four questions to understand nurses’ viewpoints of their own

profession’s dignity. The ultimate aim was to deepen understanding of professional dignity in nursing and

thus to define and articulate the concept, especially in its social dimensions.

The concept of dignity is a multidimensional and intertwined construct. It has been debated and deemed

controversial, with disagreements about its deep meanings. It has been described in different ways in the-

oretical articles, trying to explain this construct from different perspectives.1–5

Dignity has been described as the basis of human rights, intrinsic to the worth of human beings, but also

associated with the social position a person occupies in society.6–8 Human dignity can be described as

innate, inalienable9,10 and also as social and relative, and thus can be bestowed or achieved by merit or sta-

tus.11–14 Absolute dignity calls for recognition of an inner worth of every person simply by virtue of being a

person and can never be removed; dignity is ‘incarnated’ in persons.15

Social dignity, conversely, can be changeable and can be lost because of different social factors and

moral behaviours. When seen in this light, dignity is defined as the capacity of behaving correctly and

respectfully in relation to others and to make autonomous choices. Social dignity is considered as a value

to be recognized by others, embedded in a time and a place and can be identified and expressed at various

levels; it is conferred or gained by reciprocal actions in social contexts and is firmly based on relationships

where each party enhances the other.11 Included in the concept of social dignity is the awareness of one’s

own personal dignity, implying recognition of one’s own worth as a person.16–18

Dignity-of-self and dignity-in-relation11 are characteristics of the social dignity and are socially pro-

duced notions; both of them are contingent on the context11,19 of any situation and depend on cognition,

emotions and behaviours. In this way, the social part of dignity is in contact with the vulnerability of human

beings and, in our case, of nurses who at work are sometimes objectified, discriminated against and humi-

liated.20–22

When considering the concept of professional dignity in comparison with dignity in general, many val-

ues expressed as basic in all health professions are touched upon, such as altruism, accountability, excel-

lence, duty, honour, integrity, respect for others, development of professional and social identity.23–25

Professional dignity and professional respect involve ‘the quality of people, not only moral but also pro-

fessional [ . . . ], with their excellence, their being better than others, that is to say the opposite of equality’

(p. 19).17 The recognition of professional dignity starts by identifying the differences, from recognizing in

the other a person who acts, and is an individual similar to me in his or her ability to act responsibly.17
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From this point of view, nursing embeds a professional dignity that is to be continually constructed and

re-constructed, reflected on, demonstrated and has to be updated regularly according to the dynamics of the

society in which we are immersed.26 In Italy, nursing was first recognized as an autonomous profession in

1999,27 followed by significant changes in professional practice. A single entry-level pathway for nurses via

a 3-year university degree was instituted in 2001. In 2004, the first master’s degrees in nursing science were

realized and in 2006–2007, the first doctoral programmes were offered. Despite these advances, in many

workplaces, there is still a large gap between the theory of nursing as autonomous and the practice of it.28

Emotional abuse of nurses is frequent, especially in acute care, where the professional dignity for nurses

is often disregarded.29,30 Yet, it is precisely in these same settings that respect of nurses’ professional dig-

nity is pivotal in providing good quality patient care, good job satisfaction and good nurse retention within

supportive organizations.31

For this reason, the research group aimed to elucidate the meaning of nursing’s professional dignity in

hospitals, and, in particular, in environments well-known for their rigid hierarchy and problematic interper-

sonal and informational communication, such as medical and surgical departments.32–36

Method

Design

A descriptive qualitative method was adopted as a research strategy. In this qualitative study, we used a

conventional inductive approach to allow new insights to emerge about the phenomenon under scrutiny and

focus groups (FGs) to collect information on the topic (Table 1).

Sample

The target group consisted of a purposive, convenience, non-probability sampling of clinical nurses work-

ing in medicine and general surgery departments and the data were collected in public facilities in 12 Italian

regions. The regions were selected from the north, centre and south of Italy to obtain heterogeneity of data.

In all, 15 public health organizations were involved and we had a total of 20 FGs (Table 2).

Altogether, 124 nurses, females and males, working in internal medicine and surgical wards took part in

the FGs. A socio-demographic data sheet was used to record basic information.

Inclusion and exclusion criteria

Participants were selected in order to guarantee they had the best knowledge concerning the research argu-

ment. The criteria for participation were as follows: (a) clinical registered nurses and (b) working in internal

medicine and general surgery departments for more than 1 year on a stable basis. Exclusion criteria were as

follows: (a) to have managerial roles, (b) working in other clinical departments and (c) working in the same

internal medicine and general surgery departments of two or more nurses in the same FG.

Data collection

Participants were recruited on a voluntary basis. The data were collected using FG discussions, in order to

allow interactions among the informants. Every FG had between five and eight participants. The staff was

informed of the topic by a leaflet distributed by the main researcher on the day of the session. A semi-

structured FG format, based on previous studies,37 was employed to prompt questions to stimulate group

discussions. FGs were held in dedicated quiet rooms and were digitally recorded. At the end of each session,
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a summary of the meeting was given by the main researcher to obtain further elements to enrich the data

collection.

Data analysis

It would have been possible to analyse the data using understandings gained from a previously used theo-

retical framework,18 but the researchers deemed that it was better to exclude prior views38 on the topic under

scrutiny in order to gain new insights into the argument.

Using this methodological view, the data were processed by a conventional, pure, inductive content anal-

ysis39 starting from the information retrieved in order to extract meaning units, that is, ‘the constellations of

words or statements that relate to the same central meaning’40 (p. 106).

The data were transcribed and consisted of 12,429 lines and 413 A4 pages with 1.5 line spaces. A total of

1411 codes were reduced, connected together based on their similarities and differences, and abstracted to

49 sub-categories and 17 main categories. Seven connecting themes were found. The analytic process is

shown graphically in Figure 1 to enable readers to comprehend result derivations.

Immediate verbatim transcriptions were read and reread by all Italian researchers several times in order

to obtain a whole impression of the content. They were subsequently summarized in English for the fifth

researcher. All investigators checked the contents, which enabled identification of unit analysis, sorting the

arising phenomena into conceptually meaningful sub-categories, categories and themes. The categories

reflected the perceptions about nursing’s professional dignity and constituted the manifest content. The

latent themes41 that emerged through abstraction were contextualized to the data and surmised on the basis

of reflective reasoning.42

Consideration of rigour

To describe nurses’ perceptions of professional dignity, credibility was evaluated.43 It was established

by accurate purposive sampling of nurses who were working in the environments considered. Depend-

ability was assured by the stability of data collected from October 2012 to March 2014. Conformabil-

ity was accomplished among different researchers through data accuracy and transferability of the

data at broader levels was assured by the data collected in several Italian regions. Reflections and

decision-making became apparent via investigative team discussions (face-to-face and Skype), to

increase conformability of the interpreted data. A member of the research group who had neither par-

ticipated in the FGs nor in prior analysis read the original un-coded transcripts of the FGs to validate

the results.

Table 2. Participants’ characteristics (n ¼ 124).

Nurses

Age Level of nursing education

Mean years
experience

Mean working
experience (years)

Age range
(years)

Mean age
(years)

Nursing
diploma

University
diploma

Nursing
degree

F 96 26–56 14 52 11 33 14 1–13 14–26 27–40
M 28 24–60 15 19 1 8 15
Total 124 54 61 9
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- Respect for the human being
- Dignity is a property of every person
- Inner value as persons

- Patients and relatives show more respect
towards physicians

- Patients do not understand the difference between
the role of nurses and the role of support staff

- Some patients have a great demand for respect
of their own rights but do not respect nurses rights

- Difficulty in accomplishing lifelong learning
- Fruitful relationships with nursing students
- Some nurses put in practice EBN –EBP

- Capacity of some nurses to promote
ethical behaviours

- Readiness to inform inefficiencies and deficiencies
in the health care organizations

- Capacity of taking autonomous decisions
in the choice of nursing procedures

- Some nurses do not want to carry out intimate
care for patients but tend to delegate it
to the support staff

- Some young nurses do not want to carry out
some procedures

- A sense of isolation in the professional group
- A feeling of lack of unity in the teamwork and

in the professional group

- Ability to demonstrate nursing competences
- To attend nursing educational pathways
- Self- recognition of professional identity

- Availability to change
- Comportments of courteousness
- Protocols and procedures respected
- Exterior image and appearance increase

professional integrity

- Subservient behaviours and complacency
by some nurses towards physicians

- It is satisfying to cope with patients’ needs
- To advocate patients’ needs

- Disqualifying behaviours from some physicians
towards nurses

- Unresolved ethical dilemmas with physicians
- Request for secretarial acts by physicians
- Direct communication from physicians

towards patients and relatives without
involving nurses

- Drug therapy telephone prescriptions
by physicians

- Lack of collaboration with support workers
- Lack of collaboration with

physiotherapists and radiology technicians

Dignity of human beings Inalienable dignity of the
human being

Commitment to professionalism is
a core value for professional

dignity

Values of professional
identity

SUB-CATEGORIES CATEGORIES THEMES

Proactive professional behaviours
support professional dignity

Ethical behaviour strenghtens
professional pride and develops

professional dignity

Nursing epistemological care of
patients increases professional

dignity

Inter-professional
interactions 

Dysfunctional communication
with allied health professionals

and support workers weaken
professional dignity

Different positions of
healthcare professions in

society Historical, societal and
cultural contexts

Evolution of the role of
service users in society

Clinical practice based on
evidence fosters professional

dignity

Intellectual involvement and
participatory behaviours in

building professional identity

Reflection on clinical
practice and improper

activities support
professional dignity

To build a sense of
professional cohesiveness

promotes professional dignity

Nursing professional
contextual evolution

Dysfunctional communication
with physicians diminishes

professional dignity

Figure 1. Elements that influence the nursing’s professional dignity: summary of the analysis.
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Ethics

Ethical approval was obtained from the management and review committees of the healthcare facilities

used. Before the study, participants were provided with an information sheet and detailed explanation of

the study and advised that they were free to refuse to participate or withdraw at any time. Consent forms

were signed. Nurses who participated in the study were invited to use a fictitious name; participants were

invited to respect professional confidentiality regarding the working experiences that other colleagues

would share with them. All the details relating to the participants of the study were kept in locked cabinets

and all information remained anonymous.

Findings

Once the data were analysed and categorized, the perceptions of nurses working in medicine and surgery

departments were grouped into seven dimensions concerning nursing’s professional dignity. The first four

dimensions were as follows:

(a) The inalienable dignity of human beings;

(b) Historical, societal and cultural contexts;

(c) Nursing professional contextual evolution;

(d) Values of professional identity.

The remaining three aspects were related to professional interactions and the influence of workplace fac-

tors and were represented by the following:

(e) Inter-professional interactions;

(f) Intra-professional interactions;

(g) Influence of workplace elements.

- Lack of collaboration among nurses
- Competition and gossip among nurses
- Lack of involvement of nurses by senior
nurses in the organizational decisions

- Displacement of nurses from a ward
to another without specific education and notice

- Absent nurses replaced by support staff
- Unkind and incompetent nurses

- Nurses overloaded and risky working conditions
- Confusion in the activities between nurses
and support staff

- Nurses as mere numbers in health
care organizations

- Difficulty in taking leave because
of existing nurse shortage

- Lack of material resources
- Too much documentation to fill in

- Career progression blocked
- Relationships of favouritism

- Multiple tasks for nurses
- Multiple roles for nurses at the same time

Obsolete organizational models 

Lack of meritocracy

In-between nurse

Influence of workplace
elements

SUB-CATEGORIES CATEGORIES THEMES

Intra-professional
interactions

Nurse-nurse and nurse-nurse
leader collaboration 

Figure 1. continued.
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Each of these dimensions is now discussed.

(a) The inalienable dignity of human beings

Professional dignity is closely connected with basic human dignity, but develops over time, while a human

being’s dignity is intrinsic to and inherent in persons:

The dignity, that is, the respect for the person, is basic to all individuals. Before we are professionals we are peo-

ple and for me it is fundamental to respect the dignity of everyone because we are human beings, living beings.

(FG 4)

It is the respect that patients, physicians, everybody who surrounds us, shows us. First of all we have to be

respected as persons, and then in our job. (FG 18)

(b) Historical, societal and cultural contexts

Nurses who participated in the FGs often complained about a lack of social appreciation, and generally

about the consideration of the work role by stakeholders:

I was bringing medication to a room just as several relatives were coming out of it. A woman said to a man ‘Ah! I

would rather be a prostitute than a nurse!’. When I think of professional dignity, I think that the general public and

patients too, and sometimes also other professionals, do not realize that the nurses’ profession is . . . to manage

the care plan. For me, the general public does not know what we do. (FG 8)

The mass media were seen as means to highlight only malpractice:

[Italy] is a country where so many clichés are used and the media do not help us and it often happens that when

patients are hospitalized . . . they only have in their minds what they hear on the news . . . That’s why we must

demonstrate and make an extra effort to make them [patients] understand what professional care is. (FG 4)

(c) Nursing professional contextual evolution

Changes in nursing legislative and professional development in Italy are in progress since 1991, and this

was highlighted by the interviewees:

I think that dignity is related to the knowledge that you have, which has grown over time . . . There have been

changes over time related to the laws . . . and these legislative norms sought to broaden the professional dignity.

(FG 6)

(Clinical nurse speaking) The abolition of our job list [Mansionario] has given an impetus to our profession . . .

I’m more autonomous. Before the doctor arrives, I have done everything, that is, I have done many things which I

was not allowed to do before. (FG 15)

(d) The values of professional identity

The participants experienced a feeling of recognition and respect for their dignity when they worked using

their professional knowledge acquired during their basic and post-qualifying training and education:

The dignity of nursing is to be able to care, providing assistance . . . to patients using nursing skills and knowl-

edge, which is gained with post-basic training. (FG 17)

8 Nursing Ethics
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Patient-focused activities appeared to be supportive of raising the dignity of the nursing profession, espe-

cially if the activities were carried out in collaboration with other members of the team and with the patient:

When patients go away happy, I am glad that they are satisfied with the care received, that nurses have never

treated them as a number or an object. I think this raises the dignity of the profession. The simple fact of calling

patients by name and not by the number of the bed . . . the patient goes away happy. I think that this has a high

value and is important in influencing the dignity of the workers. (FG 7)

The importance of the professional image projected was identified by nurses as essential to achieve

greater respect:

Long, very eccentric earrings, nails painted in absurd colors, one can be a very good nurse . . . but in the eyes of

the patient . . . he or she says ‘No, no, no! No, I do not want [her] to care for my mother. What? The one with the

huge earrings? . . . But . . . if the nurse is dressed in a simple way, wearing a clean uniform, the shirt tidy, clean

shoes, well, not stained with blood . . . That gives the professional role a different meaning. (FG 15)

Elements of nursing’s professional dignity connected with professional interactions and the influence of

workplace aspects were described as follows:

(e) Inter-professional interactions

In most cases, nurses reported a series of unpleasant events in collaboration with physicians, which greatly

abused their professional dignity:

I have my head physician arriving on the ward. Perhaps he calls me by my name, but this has happened only after

20 years because, until recently, he did not even know who I was. He does not know the nurses he works with in

the department. He comes, he does not greet anyone, no ‘good morning’ or ‘good evening’ or ‘how is it going?’

Nothing. (FG 11)

Nurses often perceived some physicians dismissing nursing education and post-qualifying courses:

Physicians are offended in their own dignity because we are growing professionally, and very often it bothers

them . . . Especially if they know that you have passed some specialization courses, or that you are about to

go on another course of study. They say ‘Where does this nurse want to go; who is he or she?’ ‘Why do you want

to do with this?’ ‘What is the purpose of this degree?’ . . . and so they diminish nurses and nursing. (FG 17)

At times, physicians tended to impose their decisions without discussion:

When a physician is telling you ‘No, you must do as I say, I’m the consultant’ . . . I know I am a nurse who is

aware of her rights, but it is not so easy [to defend them] [repeated]. (FG 14)

Even working with the support staff was quite confrontational and sometimes offended the dignity of

nurses:

Our support worker is always tired. Even after he has done only two or three tasks he has to rest. Whenever one

asks something of him, he seems resentful: ‘Do I have to do all this? I have to do everything!’ . . . ‘He is not even

able to take out an IV line!’ . . . [The support worker answers usually] ‘I cannot take out IV lines; I do not know

how to change an adult diaper [ . . . ] I don’t know all these things’. (FG 20)
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Our support workers invade the field of competence of nurses without asking. As an example, even for changing

large wound dressings they [support workers] decide autonomously, without asking anyone. They [support work-

ers] always deal with the dressings without calling the nurses.

(f) Intra-professional interactions

Some nurses expressed fixed comportments and refused changes linked to evidence-based practice:

The first sentence you hear from everyone [nurses] telling you when you arrive at a new department, is: ‘Here we

have always done it like this and we will continue to do it in this way’. That is the most hateful sentence and I do

not accept it. We do not have to believe these things. We want to be recognized as nurses in our role; let’s stop

saying such things. (FG 3)

Unethical behaviours by some nurses were counterproductive in raising professional dignity:

Nurses who are yelling in the hallway, laughing loudly, talking on their cell phones, talking about their business

while caring for someone . . . there are thousands of examples, as many as you like! Or [another example] ‘Well,

a patient is a bit confused, he gets treated badly sometimes, even some bad words are used, because maybe this

patient can be aggressive. He is not allowed alcohol and . . . you get closer and maybe he is aggressive, or he

abuses you [verbally], and then you feel entitled to insult him in turn. (FG 1)

The horizontal and vertical abuses described by nurses usually took place among nurses themselves and

above all with senior nurses:

Nobody gives a damn if we are happy or not. No one! Support workers, my head nurse, not even my nurse man-

ager. I am a worker with a number that identifies me in this healthcare organization, working 36 hours a week,

three shifts, indefinite shifts. They do not even ask if I can. This is too much! (FG 5)

(g) Influence of workplace elements

Some characteristics connected with the workplace were considered offensive to professional dignity: the

constant work overload, the excessive demand for endless documents to fill in and the chronic shortage of

staff and material resources:

The work situation can become really dangerous, that is, our work is dangerous. I think about the nurse-to-patient

ratio, for the type of patients we have. There is huge external pressure from medical staff, relatives and other

nurses who can see what is going on. (FG 2)

In the ward we are two nurses for every shift to care for 28 surgical patients. I would ask any person how we can

adhere to care protocols and guidelines even to greet every patient. How can we change this? . . . I do not have the

time to stop and listen to each patient. (FG 19)

Discussion

This study provided insights into understanding nursing’s professional dignity in internal medicine and sur-

gery departments and enabled basic beliefs about it to be described. The construct examined was deeply

embedded in the ontological concept of being a person, connected with the very essence of humanity, which

is where the basis of dignity for every individual resides (Figure 2).

Concerning social dignity,11 great importance was given to the values that define nursing’s professional

identity and to the socio-historical background and hence the evolution of nursing in the geographic area
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under investigation. The social part of dignity was linked to working with physicians and acknowledged as a

key variable. The same could be said of healthcare assistants, who were thought to have a central role in

easing the job strain and the burdens of patient care.

Equally important, though, was the relationship with peers and, above all, with senior nurses. Last but not

the least, regarding the factors influencing nursing’s professional dignity, workplace elements were relevant

as background on close examination. The main factors that constitute nursing’s professional dignity are as

follows:

The inalienable dignity of human beings

This part of dignity is the ontological aspect linked to the humanity of every person. Nurses as persons pos-

sess embedded dignity, and they regard the intrinsic dignity of others as a core value for nursing practice.

Human dignity is an inherent value that belongs to every human being as such. The findings showed that

social dignity is grounded in human dignity, which goes beyond any social role and represents the intrinsic

value of each person in its singularity and specificity.

Historical, societal and cultural contexts

This contextual part of dignity11 forms the common background of the constantly changeable and external

elements of dignity. The historical, social and cultural positions of nursing and medicine, expressed in their

local healthcare contexts, create the circumstances and experiences for the social part of dignity. This

research indicates that internal medicine and surgery departments are often characterized by rigid

Values of professional identity

Influence of workplace
elements

Intra-professional
interactions

Inter-professional
interactions

Inalienable dignity of
human beings

Figure 2. Nursing’s professional dignity in internal medicine and surgery departments in hospital settings.
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disciplinary boundaries,44 maintain historical hierarchies, hinder collaborative teamwork and hamper the

development of positive social dignity. These events and circumstances are therefore major features in the

study of what constitutes nursing’s professional dignity.

Evolution of the nursing professional context

Nursing is now considered to be an academic profession in Italy, developed in stages and based on legis-

lation. This fact is highlighted by the strongly perceived need by the nurses interviewed to be more

respected and recognized in their own role and functions.

The evolution of nursing in Italy happened quickly, is still happening and has had destabilizing effects on

nurses. In a relatively short period of time, many normative changes took place, but in practice, especially

for hospital nurses, not many things have changed.28 The conflicts and struggles experienced by nurses

interviewed stressed that the old order45 in the professions of the Italian health system is difficult to

dismantle.

The values of professional identity

Intrinsic values held by nurses – such as honesty, integrity, altruism, accountability, moral integrity as

professionals, professional comportments, competence, capacities and continuous professional develop-

ment – were underlined as key tenets to develop professional dignity and professional identity.46,47 How-

ever, nursing’s professional dignity was also seen to be connected with extrinsic values and material aspects

of work, such as remuneration, job security, career progression and praise.48 Nurses in our study complained

about extrinsic values of inadequate income for work done, lack of security at work for themselves and for

patients, low quality of care given because of poor nurse-to-patient ratios, difficult work-life balance and

irregular hours and shift working.49,50

The balance between intrinsic and extrinsic work values is of crucial importance because it affects job

satisfaction, recruitment and retention issues. In this light, it is important to recognize that intrinsic values

are of the utmost significance for nurses to attain moral integrity as professionals. In our study, participants

indicated that intrinsic values are mainly evident in professional autonomy, competence and accountability.

However, the extrinsic values, especially better income, were also aspects to be considered urgently.

Aspects of nursing’s professional dignity connected with professional interactions and the influence of

workplace elements are characterized by the following:

Inter-professional interactions

The long-standing imbalance between nurses and physicians is addressed in numerous researches.51,52 The

status of medicine and the power and authority possessed by medical staff remains an important feature of

healthcare organizations in many countries.53 In Europe, studies that emphasized the importance of having

an adequate staff-to-patient ratio and a high level of education for nurses to reduce patient mortality were

only carried out during the present decade.54–57

Despite the fact that collegial relationships within the healthcare teams, healthy work environments58

and well-being at work59 have been advocated as milestones for effective care, real collaboration between

physicians and nurses in the settings scrutinized was an illusion.

Historically, tertiary care in Italy is carried out in situations where medical dominance is characterized by

rigid and formal relationships with very poor or non-existent teamwork. In our study, nurses’ professional

dignity was often severely damaged when nurses were treated with contempt or indifference, or were
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objectified as mere numbers. Relationships with other professions, apart from a few cases, were based on

respect. Support workers were considered to be pivotal in easing the job overload.

Intra-professional interactions

Many studies have described destructive activities in acute care hospitals regarding intra-professional

relationships: for example, horizontal violence, verbal abuse, aggression and lack of shared work.60,61 It

is fundamental to create shared collaborative relationships with colleagues, senior nurses and nurse direc-

tors to improve dignity at work.62

Nurse–nurse relationships were described in different ways, but above all, there seemed to be little

collaboration in the nursing hierarchy. Head nurses and nurse managers were often accused of a lack of

responsiveness towards nurses and were often not willing to listen to and recognize nurses’ concerns.

Although nurse leaders had to be responsive to frontline nurses and to the organizational facility where they

worked,63 they had minimal decision power compared to other professionals of similar rank. They were

often perceived as not engaged enough in initiating change in work environments that are difficult for clin-

ical nurses.

Influence of workplace elements

Old hierarchical boundaries based on the biomedical model,45 unfriendly workplaces, heavy workloads,

excessive paperwork, lack of support and other organizational features overlooked or brushed aside nurses’

competences and diminished the professional dignity of nurses. The organizational culture of the settings

examined was mainly characterized by insufficient opportunities to have real interdisciplinary work64 or

better transdisciplinary work65 and nurses often perceived that their autonomy and decision-making pro-

cesses were restrained by rigid barriers with other professions, especially medicine.

Comparison of nursing’s professional dignity and its expression in internal medicine and surgery
departments with a previously developed model

The results from this research were compared with a previous study about nursing’s professional dignity.18

The model presented in the earlier study was divided into two macro-dimensions. The first macro-

dimension was based on the characteristics of human beings. The second macro-dimension referred to the

workplace elements that fostered nursing’s professional dignity. This study uncovered a clearly missing ele-

ment in the first macro-dimension, that is, the personal dignity embedded in the concept of self,66,67 for

example, self-respect and self-esteem did not emerge as factors for the construction of the nurses’ percep-

tions of professional dignity in internal medicine and surgery departments. The new and important elements

that came to light or had a stronger emphasis were mainly related to the second aspect of the earlier frame-

work18 and were as follows:

� The importance laid on the historical, societal and cultural backgrounds that shape the evolution of

different professions in a society.44 In this regard, the position of nursing in its cultural development

in Italy was seen as central to understand the topic under analysis.

� The interactions between nurses and physicians and between clinical nurses and nurses in senior

positions.68,69 These elements, well-known key factors to attain mutual respect, communication and

collaboration among professionals, were significant to understanding professional dignity and its

respect for nurses in the settings examined.70

� The collaboration with healthcare assistants was also recognized as an important component that

could help nurses to focus on their scope of practice.71 Support workers were seen as essential to
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lighten the work strain and overload. Unfortunately, the lack of collaboration resulted in hindering

the development of nursing in the present scenario.

� The organizational elements of the workplace,72 such as the strain of shiftwork, work overload and

poor nurse ratios, were thought to be pivotal in improving professional dignity for nurses.

Conclusion and recommendations

The agenda to realize a significant transformation in the delivery of healthcare is being motivated by the

need to provide quality, affordable and sustainable healthcare. Healthcare facilities have the mission to

improve inter- and intra-professional interactions in order to ameliorate the ethical climate and have better

health outcomes for patients with useful cost-containment. Despite this, the collaboration among profes-

sionals is still an ongoing issue in the Italian hospital system where many environments are still stuck in

an old regime.

The organizational environments included in our study, with their low staffing levels, time con-

straints, job exertion and overburden, did not promote respect for the dignity of the nursing profes-

sion. A defensive culture, even if aspects of innovation are visible,73,74 is still strong and measures to

advance speedier changes of the situation should be put into practice. One of these could be to

improve inter-professional education,75,76 which is as yet completely lacking in the Italian educational

system; or to have the moral courage77 to report, at least, the worst improper behaviours of healthcare

professionals.

Future developments of this research should be to explore the various elements of nursing’s professional

dignity in depth and in other healthcare settings. Professional dignity for nurses has been shown to be a com-

plex concept influenced by contextual elements of the society in which this construct is developed. To have

a deeper comprehension of it would be beneficial to obtain mutual respectful interactions among

professionals.78,79

Limitations

Several biases could be detected in the preparation, organization and reporting phases of this research.80 In

the preparation phase, in the sampling strategy, the purposive selection method failed to include one or two

study outliers (physicians, physiotherapists, etc.), who could have had markedly different opinions about

the argument under study. These health professionals would have been an important source for understand-

ing different points of view on the main elements factoring nursing’s professional dignity.

In the organization stage, although emerging themes were discussed at length by the research group,

some categories tended to overlap, due to the strong interconnectedness among concepts, especially regard-

ing the workplace elements.

In the reporting phase, not all similarities and differences among themes originating in the earlier theo-

retical model18 were systematically described and reported respect to this new empirical research because of

the intrinsic complexities to compare aspects of the topic under study.
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