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ABSTRACT
Objectives  The aim of this systematic review is to find 
evidence to determine which strategies are effective for 
improving hospitalised patients’ perception of respect and 
dignity.
Methods  A systematic review of the literature was 
conducted in accordance with Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses 2020 
guidelines. The MEDLINE/PubMed, PsycINFO and Cochrane 
Library databases were searched on 9 March 2021. 
Observational studies, prospective studies, retrospective 
studies, controlled trials and randomised controlled trials 
with interventions focused on improving respect for 
patients and maintaining their dignity were included. Case 
reports, editorials, opinion articles, studies <10 subjects, 
responses/replies to authors, responses/replies to editors 
and review articles were excluded. The study population 
included inpatients at any health facility. Two evaluators 
assessed risk of bias according to the Cochrane Handbook 
of Systematic Reviews of Interventions criteria: allocation, 
randomisation, blinding and internal validity. The reviewers 
were blinded during the selection of studies as well as 
during the quality appraisal. Disagreements were resolved 
by consensus.
Results  2515 articles were retrieved from databases and 
44 articles were included in this review. We conducted a 
quality appraisal of the studies (27 qualitative studies, 14 
cross-sectional studies, 1 cohort study, 1 quali-quantitative 
study and 1 convergent parallel mixed-method study).
Discussion  A limitation of this study is that it may not be 
generalisable to all cultures. Most of the included studies 
are of good quality according to the quality appraisal. To 
improve medical and hospital care in most countries, it 
is necessary to improve the training of doctors and other 
health professionals.
Conclusion  Many strategies could improve the perception 
of respect for and the dignity of the inpatient. The lack 
of interventional studies in this field has led to a gap in 
knowledge to be filled with better designed studies and 
effect measurements.
PROSPERO registration number  CRD42021241805.

INTRODUCTION
Dignity is a fundamental human right,1 and its 
maintenance is an ethical goal of care.2 The 
Brazilian Code of Medical Ethics3 states that 
physicians must respect and act in patients’ 

benefit. The Declaration on the Promotion 
of Patients’ Rights in Europe,4 states that one 
of its objectives is ‘to reaffirm fundamental 
human rights in health care’.

The concept of dignity is still not clearly 
defined,5 and it can be affected during hospi-
talisation.6 Hospital routines are needed 
to promote and protect patient health, but 
they can be harmful when patients expe-
rience stigma,7 violation of rights, privacy, 
integrity, disrespect and breaches in confi-
dentiality, and when facing unprepared and 
insecure professionals who cannot provide 
clear explanations about diagnostic and ther-
apeutic procedures. All of these can lead to 
complaints, which can be used as a tool for 
improving patient care.8

One may think that dignity and respect 
violations are restricted to low-income coun-
tries or to people of low socioeconomic status, 
but it is a worldwide phenomenon, and it is 
not directly related to wealth, but to culture 
and professional education. Several studies 
suggest that patients’ rights are violated 
daily in practically all scenarios of practice of 
health-related activities. However, its results 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ The review protocol was registered at PROSPERO 
and Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses guidelines were fol-
lowed in this systematic review.

	⇒ A comprehensive search strategy was employed 
to locate studies related to the respect and dignity 
of inpatients, reaching many countries around the 
world on virtually every continent.

	⇒ The data were not homogeneous enough to perform 
a meta-analysis, which could enrich the results.

	⇒ One study could not be retrieved, and it might have 
data that could be important to the results of this 
study.

	⇒ Some studies presented qualitative data which 
were difficult to determine their validity in different 
cultures.
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are sparse and there is no systematisation of what can 
improve patients’ perception of receiving respectful and 
dignified care.

Published studies, as we will see later, address specific 
specialties in isolation and few address this important 
topic comprehensively. The strategies used to improve 
the quality of care and the perception of respect and 
dignity from the patients’ point of view may seem obvious, 
but they are not observed in practice in several countries 
and continents. Thus, it is necessary to review the current 
literature in search of strategies that can positively impact 
patients’ perception of respect and dignity.

OBJECTIVE
The aim of this systematic review is to evaluate worldwide 
evidence to determine which strategies can be used to 
improve inpatient patients’ perception of respect and 
dignity.

STUDY DESIGN
A systematic review with the aim of identifying, analysing, 
extracting and evaluating data from the literature related 
to respect for and maintenance of the dignity of hospi-
talised patients. It also aims to identify knowledge gaps 
and relate the findings to clinical practices to improve the 
quality of care for all hospitalised patients worldwide.

METHODS
This study was registered at PROSPERO and conducted 
following Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines.9 Arti-
cles were identified by searching electronic records, 
including the MEDLINE/PubMed, PsycINFO and 
Cochrane Library databases. The quoted search terms 
used were as follows: Patient human rights violation OR 
Patient disrespect OR Patient violation of dignity OR 
Patient rights protection OR patient intimacy violation 
OR patient confidentiality violation OR ethical violation 
OR ethics violation OR hospital violation of patients’ 
rights OR patients’ perception of rights violation OR 
patients’ perception of disrespect. There were no restric-
tions on year or language of publication, and no auto-
mation tool was used. The main objective was to find any 
interventions and multifaceted interventions aimed at 
improving inpatients’ perception of respect and dignity 
and decreasing disrespect or human/inpatient rights 
violations, intimacy violations, confidentiality violations, 
autonomy violations, etc. The search included interven-
tions conducted in hospitals, day hospitals, clinics, emer-
gency departments, psychiatric emergencies, psychiatric 
hospitals, asylums and any other places where there are 
inpatients. The inclusion criteria were full text, observa-
tional studies, prospective studies, retrospective studies, 
controlled trials and randomised controlled trials. The 
exclusion criteria were case reports, editorials, opinion 

articles, studies <10 subjects, responses/replies to authors 
and responses/replies to editors.

The first author (PEPD) screened the titles and abstracts 
of the articles and manually excluded those articles that 
did not fit the inclusion criteria.

After that, two reviewers (PEPD and LAQ) inde-
pendently assessed the full texts of the remaining 
articles for eligibility in a standardised manner: data 
extraction was performed independently, and disagree-
ments between reviewers regarding the study selection 
or data extraction were resolved by consensus. If a 
consensus was not reached, the third reviewer (AEN) 
was consulted.

The following information was extracted from the full-
text articles using an Excel spreadsheet: authors, place/
year of publication, sample size, type of samples, study 
design, analysis, data/measure, strategies, interventions 
to achieve improvements and limitations.

Two reviewers assessed the risk of bias using the 
following criteria from the Cochrane Handbook of System-
atic Reviews of Interventions version 6.2.10 Disagree-
ments were resolved by consulting a third reviewer. The 
minimum number of studies for data to be pooled was 
10, including any intervention that would be effective for 
improving the perception of respect and dignity among 
inpatients.

A quality appraisal of the articles was performed using 
the CASP Qualitative Studies Checklist,11 Specialist Unit 
for Review Evidence (SURE) 2018,12 CASP Cohort Study 
Checklist13 and Mays and Pope Qualitative research in 
healthcare.14

Patient and public involvement
No patient involved.

Quality appraisal
A critical appraisal of the included studies was performed, 
but no study was excluded based on its score, although 
this approach makes their analysis more robust. The 
instruments used for it were: CASP Qualitative Studies 
Checklist11 (online supplemental table 1); SURE—ques-
tions to assist with the critical appraisal of cross-sectional 
studies12 (online supplemental table 2); CASP Cohort 
Studies Checklist13 (online supplemental table 3) and 
the criteria put forth by Mays and Pope14 (online supple-
mental table 4).

They were scored as follows: 0=not or inadequately 
addressed, 1=partially addressed and 2=fully addressed 
criterion. Critical appraisal scores are described in each 
table.

The quality assessment of the studies and of the system-
atic review was performed by two reviewers independently 
(PEPD and LAQ), who then discussed and agreed to the 
final rating. No study was excluded for quality reasons, 
but this assessment enabled a more robust review of the 
studies.
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Risk of bias
To minimise bias, two reviewers assessed the risk of bias 
using the following criteria from the Cochrane Hand-
book of Systematic Reviews of Interventions version 
6.210: methods for allocation, methods for randomisa-
tion, blinding and evaluation of internal validity. The 
reviewers were blinded during the selection of studies to 
be included and excluded as well as during the quality 
appraisal. Disagreements were resolved by consensus 
after the reviewers’ judgement.

RESULTS
Three databases were searched on 9 March 2021: PubMed/
MEDLINE, PsycINFO and Cochrane Library. Of the 2515 
results, no article was excluded by automation tools, 3 
were excluded after searching for duplicate studies using 
the EndNote Web tool and 2375 were excluded after title 
and abstract screening by the first reviewer (PEPD). In 
the second step, two reviewers (PEPD and LAQ) inde-
pendently assessed the 121 articles for eligibility.

Thirteen references were not found. The first reviewer 
(PEPD) contacted by email and/or via ResearchGate—
more than once—authors, coauthors and journals 
where they were published to try to retrieve them. Up to 
5 August 2021, nine articles were retrieved, three were 
bought online from publishers and one was not retrieved 
and excluded. A total of 76 articles were excluded: 50 
did not include inpatients, 2 were not in the scope of 
this review, 4 were review/systematic review, 1 focused on 
healthcare professionals, 1 focused on the development 
of telehealth, 12 were essay/commentary/thoughts, 2 
included less than 10 patients, 1 was a study protocol and 
3 were scale developments.

Forty-four articles were included, according to PRISMA 
2020 guidelines9 (figure  1): 14 cross-sectional studies, 
1 cohort study, 1 quali-quantitative study, 1 convergent 
parallel mixed-method study and 27 qualitative studies.

The results of articles classified as high-quality in the 
quality assessment receive more emphasis than those with 
a lower classification. They were divided according to the 
main themes.

Religion, emergency, psychiatric and paediatric patients
Violations of patients’ dignity and privacy are almost 
routine. The simple act of providing a patient list to third 
parties for religious visits without consent is considered 
a violation of privacy.15 Likewise, the seclusion to which 
psychiatric patients in agitation are subjected, often 
as a form of punishment, also constitutes a violation of 
dignity, as they are often not offered liquids and food, 
which makes them feel humiliated.16 17

In all cases, there is a fundamental element missing, 
communication. In paediatrics, for example, the lack 
of communication between doctors and parents and 
patients produces anxiety and confusion,18 which could 
be avoided if the professional talked to families in an 
open and understanding way, demonstrating knowledge 

and security in their work. This same feeling of vulner-
ability and powerlessness is experienced by emergency 
patients, considered of low priority, as they feel insecure, 
exposed and violated in their self-esteem, as they wait for 
professional attention for several hours in some cases.19 
When the patient is of a different ethnicity from that of 
the doctor, this feeling of inferiority increases, as patients 
feel the need to be treated as equals, as people, as being 
important and want to have their complaints heard, 
receive polite, timely and with clear explanations.20

Obstetric patients
The feeling of invasion of privacy and lack of respect and 
dignity is common among obstetric patients from the first 
contact with obstetricians, as there is a lack of training 
in respectful maternity care (RMC), counselling skills, in 
building a good physician–patient relationship.21 Profes-
sionals allege overwork, low and inadequate remunera-
tion, lack of training, precarious and inadequate working 
conditions, overload due to lack of professionals,22 which 
can improve with investment in training, in more digni-
fied working conditions, in improving of remuneration, 
in the availability of contact with other professionals for 
learning and consultations, as well as with a better under-
standing of the cultural context of the patient and the 
professional.23 24 Better communication between profes-
sionals and pregnant women and mothers can contribute 
to building a relationship of trust, promoting their 
engagement in breast feeding and baby care.25

Figure 1  Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses flow diagram.
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The female body undergoes several transformations 
during pregnancy, such as weight gain. Some pregnant 
women feel embarrassed by their doctors, due to stigma 
related to their weight gain, which can undermine the 
doctor–patient relationship.26 In Jordan, for example, 
women end up seeking private assistance in search of a 
little more respect for their privacy, since public hospitals 
lack sheets to cover themselves, leaving their bodies and 
intimacy exposed.27

The promotion of RMC among women and health 
professionals can improve the quality of care provided,28 
reduce social stigma, as women with lower levels of educa-
tion and lower socioeconomic status feel stigmatised and 
perceive that they are treated with less quality than others 
with better economic and social status.29 Disrespectful, 
unkind, rude and negativistic behaviours only contribute 
to increase the level of stress and generate distrust in 
the parturient, who has often denied her right to a 
companion, feeling uninformed, abandoned, neglected 
and objectified during childbirth and post partum.30–34

In rural Afghanistan, the training of professionals had 
a positive impact on the satisfaction of pregnant women 
in relation to health services, although there are still 
complaints,35 related to disrespect, low quality of services, 
maltreatment and disagreements between doctors and 
patients,36 as well as in Peru, where most research partic-
ipants had already suffered at least one episode of disre-
spect and abuse during pregnancy and childbirth.37 The 
WHO recommends improvements in the quality of treat-
ment and care for women to reduce stigma and poor care 
and to promote respect and dignity.38 39

General hospital patients
Cultural and ethnic differences between nurses and 
patients can contribute to negative perceptions of disre-
spectful and unfair treatment, particularly among ethnic 
minorities.40 41 Thus, it is necessary for health profes-
sionals to be attentive to recognise factors that violate or 
preserve dignity from the patient’s point of view,42 such as 
interpersonal problems, professional availability and lack 
of empathy in communication,43 even when the patient 
does not actively complaint, the professional must take 
a more proactive stance to identify and respond to the 
patient’s needs in a timely manner, with strategies to 
improve patient safety, promoting their involvement in 
the care of their health.44 45 To this end, managers need to 
be sensitised to invest in professional education, to keep 
professionals attentive to patients’ rights, reducing treat-
ment inequities that lead patients to pilgrimage through 
health services in search of more dignified treatment.46 47

Professional development should also promote strate-
gies that ensure patients’ privacy, not only of their personal 
and health information,48 since a leak can undermine 
the reputation of a health facility, as patients bring to the 
hospital expectations of receive security, respect, dignity, 
information and care.49 Touching patients’ personal 
objects or moving them can be perceived as an invasion 
of territory and privacy, causing discomfort,50 reinforcing 

the need to provide information about privacy and confi-
dentiality before and during hospitalisation.51 A Greek 
study showed that patients had little idea of their rights52 
and nursing has a very important role in disseminating 
this knowledge and ethical principles, establishing a rela-
tionship of respect for patients’ rights and privacy.53–55 
Intensive care unit patients often have memories of the 
environment as hostile and stressful, generating nega-
tive feelings of violation of their rights to dignity and 
privacy, lack of empathy, not being understood, delay in 
getting help and being subject to full control by health 
professionals.56

Most patients are unaware of their rights57; a study with 
the distribution of information cards to patients with 
methicillin-resistant S. aureus infection, which should 
be presented to the professionals with whom they would 
consult, showed that these patients are subject to discrim-
ination and lack of knowledge, which makes its use ques-
tionable.58 It is therefore imperative that healthcare 
professionals keep the concept of integrity in mind and 
that this knowledge is used to train healthcare profes-
sionals with more professionalism, communication skills 
and practice-based learning.59 60 In an increasingly digital 
age, resources for preserving information and privacy are 
essential, since patients’ autonomy is closely intertwined 
with their dignity,61–63 which can positively impact the 
quality of empathic, non-possessive care, authentic and 
respectful, with positive results in treatment outcomes.64

DISCUSSION
These studies reveal that there are several strategies that 
can improve the quality of care provided to inpatients, 
thus improving their perception of respect for and the 
maintenance of their dignity. There is a Hippocratic 
principle that guides the medical profession, ‘first, do no 
harm’ and that must be considered in all spheres not only 
of the doctor–patient relationship, but of any relation-
ship between health professionals and patients. There-
fore, although we did not find studies with statistically 
calculated interventions and effect size measurements, 
the quality of the studies included in this systematic 
review allows us to point out some strategies that can help 
improve patients’ perceptions regarding respect for and 
maintenance of their dignity. Patients and health profes-
sionals around the world express the same interests and 
desires to have the quality of care raised to the level of 
excellence and the rights of patients respected.

It is necessary to keep in mind that minor violations of 
patients’ rights happen daily, even when it is considered 
to have good intentions, as in the case of visits by reli-
gious to patients. Their names cannot be placed on a list 
without consent, as this constitutes an invasion of privacy. 
Likewise, when a patient needs mechanical restraint or 
seclusion due to aggressiveness, it is necessary to offer 
fluids, food and attention, to understand why the patient 
acted that way, as many see this attitude as a violation of 
human rights or as punishment, so that the experience 
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fulfils its therapeutic goals and does not become a source 
of trauma for the patient or a painful psychic experience.

One of the keys to good relationships with patients is 
communication. Parents of paediatric patients, as well as 
patients themselves, need clear information, which gives 
them a sense of confidence and security. Professionals 
need to demonstrate skill, knowledge and confidence 
during their interventions, to guarantee the best treat-
ment for their patients and to allow patients and their 
parents to make the best decisions for the quality of life 
of their children.

Feelings of humiliation, impotence and being ‘left 
aside’ affect emergency patients, with lower risk condi-
tions, which makes them wait for care for long periods. 
These patients need to receive information about their 
conditions and the functioning of the emergency depart-
ment, they must receive information and attention from 
the nursing staff, as their condition can progress to 
more serious situations or death, if they are not checked 
frequently. When patients have different ethnicities than 
professionals, the asymmetry of the relationship seems to 
be exacerbated by the behaviour of some professionals, 
leading patients to feel discriminated against, treated 
in a dehumanised and disrespectful way. Allowing the 
patient to speak, listening to the patient carefully and 
valuing their complaints and opinions gives them the 
feeling of being respected and seen as an equal person. 
Professionals must be aware of these subtleties of human 
behaviour and spend more time assisting these patients in 
a way that makes them feel more respected and welcomed. 
These small actions can make a difference when a patient 
seeks treatment or professional help.

The field of obstetrics is one of the fields that has more 
studies on the respect and dignity of patients, including 
the prepartum, pregnancy and postpartum periods. It 
is necessary for professionals in the field to be trained 
regarding RMC. It is a woman’s right to receive clear 
information; respectful and dignified treatment; to hug 
and breast feed her child in the immediate postpartum 
period; to have her intimacy and privacy preserved; not 
being subjected to episiotomy without consent or without 
anaesthesia; having a family member accompanying them; 
not being discriminated against because of their weight, 
ethnicity, colour, race, sexuality, religion, socioeconomic 
status, place of residence, state or country of origin; to 
have a companion during childbirth, whether a family 
member or friend; the right not to be verbally or physi-
cally abused (not to be cursed or verbally humiliated; not 
to be slapped during childbirth, for example); the right 
not to have their bodies exposed in a hospital environ-
ment, where there is a large circulation of professionals 
(to be covered by a sheet); the right not to have their 
bodies invaded by several individuals (not being exposed 
to frequent vaginal examinations by various professionals, 
especially in teaching hospitals); the right to receive infor-
mation about prenatal care, pregnancy, childbirth, post 
partum, breast feeding, contraception, vaccination and 
infectious-contagious diseases that can affect the mother 

and baby; the right to have quality and humanised care in 
any device in the care network, whether public or private; 
the right to receive analgesia or anaesthesia; and the right 
to have less prolonged care, whether public or private.

Obstetric violence is present in several fields of action, 
among the various health professionals who work in this 
area, from harshly speaking to or yelling at, to physically 
or sexually assaulting a woman. Considering the most 
diverse studies on the subject, this practice is widespread 
in several countries around the world, from the USA to 
Asian countries, and there needs to be a large investment 
in education and training of health professionals so that 
women of childbearing age can be assisted with dignity 
and respect.

Professionals should be aware of the cultural subtleties 
of the patients they serve, as many behaviours may seem 
inappropriate in multicultural contexts, as the patient’s 
education, culture, socioeconomic level and religion 
produce different perceptions about the professionals’ 
conduct. This can lead to negative perceptions and 
complaints, for example, regarding discrimination and 
quality of care.

A conciliatory and more proactive attitude towards 
avoiding conflicts can improve patients’ perception of the 
professional and the health facility during the hospitalisa-
tion period. The investment in training and education of 
health professionals is the best solution to improve the 
quality of care, bringing patients to a more active position 
in their treatment, promoting information and autonomy, 
aiding in a timely manner, respecting rights, maintaining 
vigilance in cases of disrespect and violations of dignity, 
encouraging the acceptance of differences, reducing all 
types of prejudice and stigma, and allowing professionals 
and patients to act together.

Small attitudes of health professionals can turn into 
big problems: touching personal belongings without 
authorisation, moving objects, exposing the patient and 
making inappropriate comments, even though it may 
seem like just an innocent joke. One of the solutions 
may be to ask patients and family members to carry out 
assessments about the service, analyse complaints in the 
ombudsman’s office, and use these data as important 
tools to improve the quality of the service provided. 
Patient concern regarding the confidentiality of their 
medical information is another point that deserves atten-
tion. The right to privacy and confidentiality is directly 
related to the respect and dignity of patients. Violations 
of confidentiality, in addition to being unethical, can 
cause moral and financial damage to patients and their 
families, leading to legal actions against professionals and 
hospitals. Another way to give patients more freedom and 
autonomy is to guarantee them access to their medical 
information, either through direct access to the system or 
through applications. Thus, managers and government 
officials must invest in information security systems, since 
the world is increasingly digital and the trend is to reduce 
the use of printed documents, ensuring the protection of 
data for patients and professionals. Patients must receive 
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information about current legislation in terms of infor-
mation security, their rights to privacy and confidentiality, 
and nursing has a fundamental role in the dissemination 
of ethical principles in the work environment.

The results found in the articles included in this 
systematic review show that there is still a long way to 
go in promoting more dignified and respectful care for 
patients admitted to healthcare units around the world. 
The innovation is in the synthesis and enumeration of 
these practices, which can bring a new way of dealing 
with information and profoundly change the way we 
serve and think about the care provided to hospitalised 
patients. Regardless of culture and nationality, studies 
show that there is a need to improve the quality of care, 
whether through improvements in education during 
graduation, in student training, in the use of reality data 
to refine professional practice, or through training of 
professionals when entering the labour market, offering 
refresher courses, recycling professionals and promoting 
the availability of safe means by which professionals can 
discuss cases and share knowledge without breaching 
professional secrecy.

Strengths of this study
Our study covers a wide range of topics related to the 
respect and dignity of inpatients, reaching many coun-
tries around the world on virtually every continent. In 
addition, this systematic review fills a knowledge gap in 
an area that has not yet been studied, which, although 
gaining prominence in recent years, lacks more research 
and development. The fact that there is no limitation on 
the time researched and, on the language, allowed us to 
reach from the most recent to the oldest studies on this 
topic.

Limitations
Although we have tried to reach as many studies as 
possible, its results cannot be generalised to all cultures 
and countries of the world, and it does not include all 
specialties and their peculiarities. One study could not be 
retrieved, and it might have data that could be important 
to the results of this study. The data were not homoge-
neous enough to perform a meta-analysis, which would 
enrich the results. More studies with controlled interven-
tions and outcomes should be carried out to measure the 
effect on the perception of respect for and maintenance 
of the dignity of hospitalised patients.

Statement of findings
Regarding clinical practice, our study brings several 
collaborations based on the findings of the reviewed 
articles. Actions to promote dignity include: providing 
information correctly and clearly about procedures 
and treatments, serving with politeness and kindness, 
avoiding gestures and comments that might be perceived 
as disrespectful, putting aside prejudices (you are not 
there to judge but to serve to the best of your ability 
and professional ethics), taking as much time to serve as 

necessary, adhering to confidentiality when sharing infor-
mation with team members, listening to complaints and 
trying to resolve them, responding to timely calls, using 
patient complaints made as a way to improve the hospital 
routine, promoting improvements in the quality of the 
environment (including cleaning, lighting and noise 
control), allowing pregnant women to have companions, 
avoiding yelling at patients or using physical touch as a 
form of reprimand (which can be understood as phys-
ical aggression), avoiding unnecessary exposure of the 
patient’s body, avoiding intimate examination by various 
professionals (especially in teaching hospitals), obtaining 
consent for diagnostic and therapeutic procedures, 
informing patients about the drugs that will be applied 
(name and what they are used for), introducing oneself 
to the patient, asking if the patient wants to receive visits 
and from whom, asking who the patient would like to 
share information with, calling the patient by his or her 
name (avoiding colloquial or derogatory language), 
demonstrating knowledge, showing security and profes-
sional skills, and using setbacks as opportunities for your 
own and for your team’s collective learning.

Implications for practice
Our findings provide perspectives that could and should 
be used to improve patient care and education in different 
areas of health around the world.

Implications for research
Virtually all studies related to the quality of care, respect, 
dignity, confidentiality and privacy of hospitalised 
patients, have a qualitative or cross-sectional design. It is 
necessary that future research be designed with controlled 
interventions and effect size measurement to bring more 
robustness to the findings, since this subject is gaining 
prominence in daily practice. Furthermore, regardless of 
the country, respect and dignity are universal and funda-
mental rights of every human being and must, therefore, 
be put into practice wherever patients are.

CONCLUSION
Our systematic review touches on important points of 
care during professional practice, with the aim of deliv-
ering truly patient-centred care to patients.

Professional practice is regulated by legal means and 
by professional education, but it is observed that there 
is a lack of training so that various everyday conflicts can 
be mitigated and resolved locally without harming the 
patient. It is inconceivable that patients need to look for 
another health facility because they feel mistreated at a 
place that should provide care. Likewise, it is unaccept-
able for a health professional not to be able to handle 
situations in their professional routine without resorting 
to violence or verbal aggression. When a patient goes to 
a health unit, he or she seeks care; therefore, we have 
the obligation to provide care, without prejudice, without 
discrimination and to the best of our technical capacity, 
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with respect and dignity. This is the wish of all patients 
around the world.
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