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ABSTRACT 

The purpose of this qualitative grounded theory study was to understand nurses’ perceptions of 

care that supports patients’ dignity during hospitalization at the end of life, and to propose a 

theoretical foundation consistent with these perceptions as a guide to practice.  The research 

involved analyzing perceptions about processes that can explain how nurses perceive care that 

supports patients’ dignity at the end of life during hospitalization.  The aim of the research in this 

study included a focus on the general problem that patients’ dignity is not always respected by 

healthcare providers according to the review of the literature and the acknowledgment of the lack 

of theories related to nurses’ perceptions of care that supports dignity during end-of-life care.  A 

grounded theory design offered a systematic approach to developing a theoretical model from 

data that takes into consideration the complexities of nurses’ perceptions of care that supports 

dignity during hospitalization at end of life.  Semistructured interviews were conducted with 11 

experienced registered oncology female nurses from the northeastern region of the United States.  

The research involved analysis of the perceptions of nurses caring for cancer patients admitted to 

the hospital during end of life.  The development of a beginning model for dignity care stemmed 

from the emergence of three major categories, which were communication, support, and 

facilitation.  The identified subcategories were education, workshops, course curriculum, in-

services, being an advocate, listening, being present, physical needs, emotional support, 

compassion, honoring wishes, respect, and being treated as human.  The emergence and 

development of a dignity model may offer a process that can serve as a valuable reference in 

providing care that supports the dignity of patients during hospitalization at end of life.  
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Chapter 1 

Introduction 

Maintaining the dignity of patients is important in the healthcare system (Lin, Watson, & 

Tsai, 2013).  In the 21st century, providers of high-quality care, especially palliative care, deem 

the dignity and respect of patients to be a necessary part of the care administered.  Lin et al. 

(2013) conducted a study to explore nursing literature and to research dignity in care in the 

clinical setting.  The aim of that study was to evaluate whether inpatients perceived the care they 

received as dignified or undignified.  The research findings from the study indicated that 

healthcare providers do not always maintain the dignity of patients during end-of-life care (Lin et 

al., 2013).  However, how each of the health professions contributed to that finding currently 

remains unspecified, and emphasis has been more on the role of the physician (Breitbart & 

Chochinov, 2009).   

Dignity is a well-known concept in nursing.  Sulmasy (2008) defined human dignity as 

having several positive aspects, including the feeling of self-worth, belief in oneself, and the 

sense that others respect one’s values.  Preserving the dignity of the patient is one of the core 

concepts in nursing care (American Nurses Association [ANA], 2014).  Dignity during end-of-

life care has become one of the most critical issues facing patients during hospitalization.  The 

emphasis on dignity in nursing reflects the professional nursing code of conduct (Matiti, Cotrel-

Gibbons, & Teasdale, 2007).  For example, the Nursing and Midwifery Council has instructed 

nurses and midwives to support and preserve the dignity of patients and clients irrespective of 

their gender, age, race, ability, sexuality, economic status, lifestyle, culture, or religious or 

political beliefs (Matiti et al., 2007).  The ANA stated that a fundamental aspect of nursing 

practice is the respect of each individual’s human rights, value, and dignity (ANA, 2014).  Care 
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that ensures dignity offers patients honest communication about their disease, emotional support, 

and respect for their privacy (Lin & Tsai, 2011).  Iranmanesh, Abbaszadeh, Dargahi, and 

Cheraghi (2009) conducted a study on caring for people at the end of life.  In this study, 15 

nurses working in an oncology unit participated in interviews and shared personal experiences of 

caring for patients.  The study’s findings revealed that the nurses were attentive to the terminally 

ill and their families.  The nurses also discussed ways of being attentive, which involved 

listening, using humor, communicating through touch, and offering support.  Matiti et al. (2007) 

reported that the following barriers interfered with nurses caring for and maintaining the dignity 

of dying patients: nursing shortages, heavy workloads, and limited time for nurse–patient 

interactions.  Through their skilled actions, nurses demonstrated respect to each of the patients 

under personal care, which maintained their dignity (Matiti et al., 2007). 

Since the time of Florence Nightingale, nurses have provided their patients with dignity 

by respecting both them and their personal privacy (Hegge, 2011).  Care that does not preserve 

dignity interferes with patients’ recovery and decreases their quality of life (Watson, 2012).  The 

historical overview of morality by Naden and Eriksson (2006) enhanced the discussion on 

dignity.  Morality in healthcare is impersonal in the sense that it represents meeting personal 

needs within a limited context and is influenced by other patients’ potential needs (Naden & 

Eriksson, 2006).  Nurses have faced a limited context that restricts individualized care, 

continuity, and primary contacts, which limit the patients’ feeling of self-worth and leads to a 

potential loss of dignity.  Although nurses and other healthcare providers possess knowledge and 

understanding of dignity, they cannot always apply it in practice (Naden & Eriksson, 2006). 

The purpose of this study was to add to the scientific knowledge about nursing concepts 

of dignity through exploring nurses’ perceptions of how they support dignity for patients at the 
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end of life during hospitalization.  This study sample included oncology nurses with one or more 

years of experience caring for patients with advanced cancer in a hospital cancer center in the 

northeastern United States.  The aim of this study was to use a grounded theory approach to 

understand the perceptions of nurses in respect of their efforts to support and maintain the dignity 

of patients during end-of-life care.  The process involved using multiple stages of collecting, 

refining, and categorizing the data (Corbin & Strauss, 2008).  Chapter 1 includes the background 

concerning dignity and the following elements to provide context for understanding the 

significance of the study: the problem statement, the purpose statement, and the pertinent details.  

The details of the qualitative research method deemed appropriate for the study also include 

additional sections of the chapter, notably, the nature of the study, research question, theoretical 

framework, and relevant terms.  The final section of chapter 1 also includes the study 

assumptions, scope, limitation, and delimitation.  The chapter concludes with a brief summary of 

the pertinent issues. 

Background of the Study 

Research on nurses’ perceptions of dignity is limited, and the focus of past research 

seemed limited to patients’ experiences, not nurses’ perceptions.  A much greater number of 

studies related to dignity in end-of-life care were conducted in the United Kingdom than in the 

United States.  The Royal College of Nursing (RCN, 2008) launched a dignity campaign in 

response to concerns in the media and the findings from several studies.  The most important 

element of the RCN campaign was a dignity survey presented to nurses, nursing students, and 

healthcare assistants.  The survey examined dignity awareness of nurses and the barriers that 

have often prevented the offering of dignified care, including poorly designed workplaces and 
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overcrowded conditions, which may have hindered providing patients with privacy.  According 

to the survey, maintaining privacy when providing care is a crucial element in preserving dignity. 

The RCN believes that dignity is a valued concept essential to nurses and nursing care.  

The survey highlighted three main factors that preserved or diminished dignity in care: (a) the 

physical environment and the culture of the organization, (b) the nature and conduct of care 

activities, and (c) the attitudes and behavior of the staff.  According to the survey, the nursing 

staff reported that barriers to maintaining dignified care were the result of high patient to nurse 

ratios and inadequate staffing.  

Provision One of the ANA’s Code of Ethics indicates that “nurses, in all relationships, 

should practice with compassion and respect for the inherent dignity of the patient” (Milton, 

2008).  According to Milton (2008), nurses should validate patients as human beings by ensuring 

respect for their dignity.  The nurse–patient relationship requires interpersonal attention, care, 

and certain relational qualities, such as the ability to sense patients’ needs, which can be crucial 

in maintaining personal dignity (Naden & Eriksson, 2006).  Maintaining patients’ dignity has 

been a defining characteristic of good nursing care since the Nightingale era, and it should be a 

quality indicator for measuring nurses’ performance (Condon & Hegge, 2011).  Maintaining the 

dignity of patients is considered to be an important element in nursing care; however, it often 

diminished by the acts and omissions of healthcare providers (Lin et al., 2013).  Lin et al. (2013) 

noted that heavy workloads and staff shortages adversely affect providing dignified care to 

patients.  

The demand for healthcare is increasing due to extended life expectancy and medical 

advances.  These factors may prevent nurses from delivering dignified care and adequate privacy 

to patients.  While dignity may be difficult to define, people agree that they know when they are 
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not treated with dignity and respect (Meyer, 2010).  What is less clear is how care that maintains 

dignity can be delivered when dignity is determined on an individual basis (Meyer, 2010).  In 

this completed study, the inclusion of a postpositivist interpretive framework, exemplified in the 

systematic procedures of grounded theory developed by Corbin and Strauss (2008), may help to 

understand nurses’ perceptions about supporting the dignity of patients at the end of life during 

hospitalization. 

Problem Statement 

The general problem is that although dignity is necessary for every person, the patients’ 

dignity is not always respected (Lin et al., 2013; Matiti et al., 2007; Seedhouse & Gallagher, 

2002).  The need for dignity and respect appears to be integral and essential to providing quality 

care (ANA, 2014).  Numerous studies by researchers have emphasized experiences where 

healthcare providers did not provide care that ensured the dignity of patients during hospital 

admission (Chochinov, 2009; Dawood & Gallini, 2010; Meyer, 2010). 

The specific problem is that research indicates that healthcare providers doing acute 

admissions into hospitals do not always respect patients’ dignity (Lin et al., 2013; Matiti et al., 

2007; Seedhouse & Gallagher, 2002), but there is limited knowledge about how nurses perceive 

care that supports patients’ dignity at the end of life during hospitalization.  The approach chosen 

for this study was qualitative, and the design entailed the invocation of grounded theory, as 

postulated by Corbin and Strauss (2008).  The grounded theory design served as the framework 

for collecting and analyzing data, and the development of theory was also used to understand 

nurses’ perceptions of care on the dignity of the terminally ill.  The sample included registered 

oncology nurses with one or more years of professional experience. 
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Purpose Statement  

The purpose of this qualitative grounded study was to understand nurses’ perception of 

care that supports inpatients’ dignity during hospitalization at the end of life, and to propose a 

theoretical foundation consistent with theses perceptions as a guide to practice.  The study took 

place in the northeastern United States.  The sample included registered oncology nurses with 

one or more years of professional experience.  Semistructured interviews aided in gaining insight 

into nurses’ perceptions of dignity for patients at the end-of-life stage.  The research process 

included tape-recording and the verbatim transcription of individual interviews, followed by an 

invocation of the constant comparative method in order to analyze the data.  Theoretical 

sampling facilitated saturation of the data to build a theory of dignity enhancing care in nursing.  

The interview questions were developed and framed from a critical review of pertinent literature. 

Matiti et al. (2007) aimed to heighten awareness of patients’ dignity by showing that 

many nurses have neither the knowledge nor the experience to promote patients’ dignity, noting 

that others encouraged the inclusion of the subject of dignity in nursing education curricula.  

Using qualitative approaches to understand nurses’ perceptions and involving nurses as core-

searchers may help better understand the conceptions and misconceptions as to whether nurses 

provide end-of-life care that supports hospitalized patient’s dignity.  With this understanding, 

researchers can isolate variables and develop guidelines for nurses that would allow nurse 

leaders, healthcare providers, and the academic community to plan interventions to better 

promote patients’ dignity during end of life. 

Significance of the Study   

The proposed study may be of significance to leaders in nursing education in designing 

curricula for nursing courses that include practical experiences that may improve students’ ability 
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to provide end-of-life care that supports patients’ dignity.  Nursing leaders and hospital 

administrators may gain an understanding of the importance of developing educational 

interventions for nurses to support the dignity of their patients during the end of life.  

According to Gallagher (2009), the promotion of dignity in patient care is crucial for 

nurses and nurse leaders.  Gallagher studied the relationship between dignity and nursing and 

found that this relationship has three principal components: 

 the dignity and respect that nurses demonstrate for patients of all ages in every 

circumstance, 

 the dignity of the nurse, and  

 the values and dignity of ethical practice. 

By developing a culture of mentoring, nursing leaders could help to empower nurses to deliver 

care that increases the dignity of their patients.  To maintain a culture of dignity, nurses must 

establish a commitment to promote dignity in everyday practice (Gallagher, 2009).  This 

grounded theory approach could serve to develop theoretical underpinnings and have practical 

implications for efforts to understand nurse perceptions of what constitutes dignified care of 

patients diagnosed with terminal illness during an acute admission.  The nurse participants’ 

responses increased awareness of barriers and developed theories and interventions that promote 

dignity at the end of life.  A better understanding of nurse perceptions of care that supports 

dignity during end of life should serve healthcare leaders to plan interventions to promote care 

that supports patients’ dignity. 

Nature of the Study  

 The purpose of this study was to generate an emergent theory from the data to 

understand nurses’ perceptions of care that supports dignity for patients during hospitalization at 
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the end of life.  A grounded theory approach served to understand nurses’ perceptions on how 

well and to what extent the dignity of the terminally ill merited consideration in patient care at 

this stage.  According to Corbin and Strauss, grounded theory may serve as a useful approach for 

studying human action and interaction, which is crucial to understanding nurses’ perceptions of 

dignity in the care delivered to patients. 

According to Fain (2013), the difference between quantitative research and grounded 

theory is the identification of a research problem and the theory or conceptual framework that 

determines the hypotheses.  The invocation of grounded theory does not entail the use of existing 

theory; rather, the researcher generates a theory to explain the phenomenon of interest (Fain, 

2013).  Of the different qualitative research designs, two appeared to apply to the topic under 

study, notably phenomenology and case study.  According to Bloomberg and Volpe (2012), the 

phenomenological study involves gaining insight into the meaning of the lived experience and 

understanding the core essence of a human experience of the phenomena as described by the 

study participants.  The research design of phenomenology serves as a technique considered 

valuable to the comprehension of the phenomenon through the personified experience.  Case 

study design facilitates the exploration of a phenomenon using a variety of data sources for the 

future revelation and understanding of multiple facets of the phenomenon (Baxter & Jack, 2008). 

The idea of using grounded theory in this study was to move beyond describing the 

experience, and gain an understanding of the factors that influenced the perceptions of nurses 

about the care that supports dignity for patients at the end of life during hospitalization.  

Qualitative researchers gather data by nonstatistical means, such as interviewing and observing 

(Corbin & Strauss, 2008).  The techniques proposed by Corbin and Strauss (2008) seemed to be 

an appropriate method to use when studying issues related to the end of life.  The Chronic Illness 
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Trajectory Framework of these researchers supports a conceptual basis for developing a nursing 

model that gives direction to practice, teaching, and research related to end-of-life care.  

According to Engward (2013), the grounded theory approach is an inductive one in which 

theories emerge from the data collected.  The development of the theory involved systematically 

collecting and analyzing the data about human interactions and experience to understand the 

process (Corbin & Strauss, 2008).  This study involved interviewing registered oncology nurses 

with one or more years of experience caring for terminally ill patients in a hospital cancer center 

in the northeastern United States.  The analysis of verbatim transcripts of the interviews further 

involved the invocation of the constant comparative method to analyze the data to generate 

emerging theory (Corbin & Strauss, 2008). 

Research Question 

This study involved seeking answers to the following question: How do nurses perceive 

care that supports patients’ dignity during hospitalization at the end- of- life? 

Theoretical Framework 

In this study, the inclusion of a postpositivist interpretive framework, exemplified in the 

systematic procedures of grounded theory developed by Corbin and Strauss (2008), helped to 

underscore the perceptions of nurses regarding end-of-life care that supports dignity during 

hospitalization.  Creswell (2013) noted that postpositivist researchers consider inquiry to be a set 

of logical steps from the perspectives of the participants rather than a single reality to capture the 

rigorous methods of qualitative data collection and analysis.  Prior theories, although considered 

for this study, did not merit further thought because there was no preexisting theory to explain 

the process of nurses’ perceptions of end-of-life care that supports dignity during hospitalization.  
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The grounded theory method postulated by Corbin and Strauss (2008) helped to underpin the 

study and served as a theoretical lens and framework. 

Levers (2013) noted that grounded theory provides an approach embedded in ontological 

critical realism and epistemological objectivity.  This approach typically serves to answer 

questions about the nature of the phenomenon with the purpose of understanding the experience 

from the participants’ points of view (Fain, 2013).  Grounded theory involves an inductive 

approach in which theories about patterns of human behavior generated from data collection and 

analysis advance deeper understanding of the phenomenon (Corbin & Strauss, 2008).  Grounded 

theory is a means of generating new theory and understandings through participants’ 

perspectives.  Grounded theory is also a method of clinical inquiry leading to the development of 

theory in nursing practice.  The findings of the current study fostered a deeper understanding of 

patients’ perceptions of dignity through nurses’ perceptions.  The aim of a grounded theory 

approach is to develop an explanatory theory of basic social process (Starks & Trinidad, 2007).  

Grounded theory is useful in the exploration of the six Cs of social processes (causes, contexts, 

contingencies, consequences, covariance, and conditions) to understand the patterns and 

relationships (Starks & Trinidad, 2007). 

In exploring the perceptions of nurses on how they support the dignity of patients at the 

end of life, the effort involved gaining a deeper understanding of the contingencies and 

circumstances that affect the dignity of the terminally ill.  The ideas and perspectives of a 

grounded theory method arise from various paradigms, including positivist, postpositivist, and 

constructionist (Hall & McKenna, 2011).  Hall and McKenna (2011) stated that positivism 

supports the philosophical approach in the physical and social sciences.  Positivism holds a 

dualist and objectivist epistemology, assuming that the focus of an inquiry exists independently 
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of social interaction.  Postpositivists have critical realist ontology; they believe that true reality 

exists, although it is not fully understood.  In alignment with the postpositivist’s view, the 

research aims of this study included seeking answers and a deeper understanding of the core 

research question: How do nurses perceive care that supports patients’ dignity at the end of life 

during hospitalization?  Corbin and Strauss (2008) noted that the postpositivist interpretive 

framework manifests in the systematic procedures of grounded theory.  A social constructionist 

approach to grounded theory often addresses the “why questions while preserving the complexity 

of social life” (Charmaz, 2008, p. 397).  Chen and Boore (2009) found that the constructivist 

grounded theory approach creates a sense of reciprocity between participants and the researcher 

in the construction of meaning and theory grounded in their experiences. 

Burns and Grove (2008) argued that a particular philosophical stance guides any 

qualitative research.  This philosophical stance may direct the questions, observations, and 

interpretation of the data (Burns & Grove, 2008).  Corbin and Strauss (2008) reported that 

grounded theory is an inductive methodology that originates with data and builds a theory based 

on the systematic analysis of the data.  The inductive approach is an appropriate methodological 

invocation for this study that uses interviews, observation, and analysis of texts to explore 

nurses’ perceptions of dignity in caring for the terminally ill.  Ryan, Coughlan, and Cronin 

(2007) opined that the purpose of many qualitative studies incorporating inductive/theoretical or 

theory-generating research designs is to develop theories not to test them.  The purpose of the 

grounded theory approach is to develop an explanatory theory of basic social processes (Starks & 

Trinidad, 2007).  The goal is to shape meaning that comes from these social processes, 

structures, implied codes of conduct, and procedures that define how interactions unfold (Starks 
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& Trinidad, 2007).  The processing of these actions seems best through interrelating categories 

of information based on data collected from individuals (Starks & Trinidad, 2007). 

Cooney (2011) stated that there are two main criteria for judging the adequacy of an 

emerging grounded theory method: (a) it should fit the situation and (b) it should help the people 

involved make sense of the experiences and manage the circumstances effectively.  Therefore, 

the grounded theory approach is relevant to understanding a concept such as dignity because it 

may help explain what is actually happening rather than describe what should be happening.  

Grounded theory is a valuable method for research related to nursing practice.  This approach 

can facilitate the development of a substantive theory, which could increase the understanding of 

the knowledge of nurses in providing care that promotes dignity for the terminally ill.  Corbin 

and Strauss (2008) observed that grounded theory involves a process of constant comparative 

analysis and theoretical sampling.  The important concept of grounded theory includes three 

types of coding: (a) open coding that deals with identifying, naming, categorizing, and describing 

phenomena; (b) axial coding that relates codes to each other; and (c) selective coding that 

chooses a core category and relates it to other categories (Engward, 2013). 

The strength of a grounded theory approach is the phenomena in human actions and the 

acknowledgment that people act based on interactions (Streubert & Carpenter, 2011).  It is an 

important process for exploring topics related to end-of-life issues (Streubert & Carpenter, 2011).  

Semistructured (focused) interviews aided in gaining insight into the nurses’ views on dignity in 

caring for terminally ill patients.  Interviews facilitate the emergence of unique personal 

meanings, and the conversational process helps to inform the experience, as the language 

provides options for the discovery of inner meaning (Burns & Grove, 2008).  The interview 

process for data collection involved using the following overarching research question: How do 
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nurses perceive care that supports patients’ dignity at the end of life during hospitalization?  The 

subquestions that developed served to guide data collection and generate theory (see Appendix 

A).  The process of data collection and analysis included coding, writing, and taking notes.  The 

research plan also included tape-recording individual interviews, with subsequent verbatim 

transcription, to facilitate analysis of the data using a process of constant comparison.  

Theoretical sampling served to achieve saturation of the data to build an emergent theory of 

dignity enhancing care in nursing. 

Definitions of Terms 

Axial coding: The process of relating codes to each other (Corbin & Strauss, 2008). 

Dignity: Considered to represent the characteristic of a good death for terminal patients; 

and perceived to be an essential requirement in caring for patients at the end of life (Qiaohong & 

Jacelon, 2014). 

End-of-life care: In medicine, nursing, and the allied health professions, refers to health 

care, not only to patients in the final hours or days of their lives; more broadly, care of all those 

with a terminal illness or terminal condition that has become advanced, progressive, and 

incurable (Keegan & Drick, 2011). 

Grounded theory: A systematic research approach involving the discovery of theory 

through data collection and analysis (Corbin & Strauss, 2008). 

Memo writing: Involves the researcher writing down ideas about the evolving theory 

throughout the process of open, axial, and selective coding (Corbin & Strauss, 2008). 

Nurse: The professional caregiver who is in the most continuous contact with terminally 

ill patients and who gives them the most direct care (Heijkenskjold, Ekstedt, & Lindwall, 2010). 



 

 14 

Nursing: The human caring science of a person and human health-illness experiences 

mediated by professional, personal, scientific, aesthetic, and ethical human care connections and 

relationships (Watson, 2012). 

Open coding:  A process of taking data, such as interviews and transcriptions, and 

separating them into categories of information (Corbin & Strauss, 2008). 

Perception: A term that is widely suggestive and describes how people interpret the world 

around them (McDonald, 2012). 

Respect: An active value always requiring an aspiration to betterment, as “the respectful 

nurse strives to acknowledge, preserve, and engage with the intrinsic and instrumental value of 

all patients” (Gallagher, 2007; p. 370). 

Saturation: The point of termination of data collection because no new descriptions or 

interpretations of lived experiences are emerging from the study participants (Corbin & Strauss, 

2008). 

Selective coding: The final phase of selectively coding the information by selectively 

coding the important phenomenon, often systematically linked to other categories (Creswell, 

2013). 

Theoretical sampling: A process used in data collection controlled by the emerging theory 

by which a researcher collects, codes, and analyzes the data (Corbin & Strauss, 2008). 

Assumptions  

The study involved four assumptions.  The first assumption related to the interpretation of 

the data based on the participants’ accurate understanding and use of terms pertinent to the study 

topic.  The recognition of language and the understanding of words and meanings are important 

aspects of the research process (Polit & Beck, 2010).  The assumption was that the participants 
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had a working knowledge of the language unique to the research topic.  The second assumption 

was the willingness to participate and not create a biased sample.  The third assumption was that 

study participants would answer interview questions openly and honestly.  The fourth 

assumption was that the participant’s value dignity shared a common understanding of the 

definition and recognized the phenomenon in patient care. 

Limitations/Delimitations 

The study limitations can pertain to generalizability.  Bryant and Charmaz (2010) 

suggested that the application of grounded theory in research may serve to facilitate creating an 

abstract, which means the ultimate ambition is to discover theories that apply to a wide range of 

saturation, or context.  Conceptualization leads to a generalization of many empirical areas with 

fit and relevance (Bryant & Charmaz, 2010).  Grounded theory research makes it more difficult 

to generalize; this is true for most qualitative research because the goal is not to prove a 

hypothesis.  Generating deeper understanding also involves the invocation of deductive rather 

than inductive reasoning.  Quantitative studies are deductive and are generalizable; deductive 

logic works from general evidence to a particular conclusion.  The discoveries from qualitative 

studies are inductive, not generalizable to the entire population.  The study’s limitations may also 

apply to the qualitative process, which involves the possibility of researcher bias.  The conditions 

under which the interviews take place may alter the study; for example, participants’ stress levels 

or environmental or psychological factors often influence participant responses to questions and 

further discussions. 

Inclusion criteria for participating in the study: The study was restricted to registered 

oncology nurses with experience in caring for patients with advanced cancer for more than one 

year.  Exclusion criteria for participating in the study: Registered nurses working in oncology 
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units with less than one year’s experience and medical-surgical nurses did not meet the study 

participation and eligibility criteria.  The recruitment of participants by theoretical sampling 

ensured that the nurses who participated in this study had adequately experienced the 

phenomenon to provide a rich description. 

Scope of the Study 

The aim of this study was to understand nurses’ perceptions of care that supports dignity 

for patients during hospitalization at the end of life.  The study involved interviewing registered 

nurses caring for patients with advanced cancer.  The nurses, recruited from the Oncology 

Nursing Society Chapter (ONSC) of the northeastern United States, served to determine 

perceptions and efforts at preserving the dignity of patients during end-of-life care.  Corbin and 

Strauss (2008) noted that data analysis is an ongoing comparison of data during a grounded 

theory study.  The process starts with the first interview or observation and ends with the final 

interview.  The analysis may help researchers to identify relevant concepts and follow through 

on subsequent questions (Corbin & Strauss, 2008).  The concepts served to guide the directions 

for grouping and organizing the data to show relationships between categories and define 

categories that require further development (Corbin & Strauss, 2008). 

Summary 

The concept of preserving dignity during end-of-life care should be a part of standard 

nursing care for all patients nearing death (Chochinov, 2009).  Clinicians who provide the most 

comprehensive, empathic end-of-life care possible understand that it is critical to provide dignity 

to patients and their families.  The details in this chapter included descriptions of grounded 

research design, the background information on the topic of dignity, the problem, and the 

purpose of the study.  Further, details in this chapter included an outline of the criteria for 
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selecting and excluding study participants.  Chapter 1 also encompassed an overview of the 

study’s theoretical framework and the research question provided fundamentals of the research 

focus.  Chapter 2 includes defining dignity and a historical and current overview of the literature 

about the study. 
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Chapter 2 

Review of the Literature 

Chapter 2 includes a review of the pertinent literature related to the research questions 

and the historical and current discussions on the importance of maintaining the dignity of 

terminally ill inpatients.  The literature review comprised an extensive critique and analysis of 

literature related to the methodology proposed for use in this study.  Glaser and Strauss (1967) 

debated the value of literature reviews in grounded theory and suggested that literature reviews 

should occur after data analysis and theory emerges to prevent bias (Streubert & Carpenter, 

2011).  However, to gain a deeper understanding of the contemporary thinking of this important 

aspect of care, and also to justify the rationale for this study, it is necessary to review the 

literature to address the gaps in knowledge regarding nurses’ perceptions of whether or how the 

dignity of patients is maintained during the end of life.  The literature review is essential to 

strengthen the findings this study may add to the understanding and development of theories and 

interventions that may serve to enhance patients’ dignity during end-of-life care. 

Title Searches, Articles, Research Documents, and Journals 

In the process of sourcing pertinent journal articles, the literature review included a 

search of the University of Phoenix Library databases, EBSCO-Host, ProQuest, Gale-Power 

Search, CINAHL, Medline, PubMed, and Google for contributions of information from the peer-

reviewed literature.  The literature review included an examination of current and historical 

literature, as well as of empirical research related to the concept of dignity and to care that 

promotes or compromises patients’ dignity during hospitalization.  A historical review of 

contemporary literature, notably from 2002 to 2007, was important when discussing the topic of 

dignity in care because views expressed in more recent literature showed that patients’ 
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perceptions of dignity during care have not changed.  Patients have often felt that healthcare 

providers compromise patients’ personal dignity when administering care. 

Keywords and key phrases used to source literature included the following terms: dignity 

care, nurse perceptions of dignity, patients’ perceptions of dignity, and enhancing dignity of 

patients’ during end-of-life care.   

Overview of dignity.  Dignity, as it applies to end-of-life care, is a developing concept.  

Marley (2006) defined dignity as a state of being worthy and honored that conveys the notion of 

inherent respect.  Qiaohong and Jacelon (2014) considered dignity to be a characteristic of a 

good death for terminal patients and perceived it as an essential requirement for end-of-life care.  

One component of dignity is intrinsic value, which is the virtue of being human (Qiaohong & 

Jacelon, 2014).  According to the ANA’s Position Statement revised (2010), respect for the 

inherent value, dignity, and human rights of patients is a fundamental principle that underlies 

nursing practice.  The RCN (2008) stated that globally the respect for patients’ dignity is 

essential to professional nursing practice.  Lin et al. (2013) noted that dignity and respect for 

autonomy are linked together, which allows for self-decision.  When considering dignity, it is 

important to make a distinction between human dignity and contingent dignity (Marley, 2006).  

Human dignity refers to the fact that humans, because they are human, possess and retain dignity 

throughout life.  Contingent dignity refers to characteristics such as confidence and self-respect 

and rests upon the premise of ethics and the principle of equality.  Marley (2006) suggested that 

this view is in congruence with the Universal Declaration of Human Rights adopted and 

proclaimed by the General Assembly of the United Nations (UN) in 1948.  The UN’s Universal 

Declaration of Human Rights states that “recognition of the inherent dignity, equal and 
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inalienable rights of all members of the human family is the foundation of freedom, justice, and 

peace in the world” (UN, 1948, preamble). 

Jacelon, Dixon, and Knafl (2009) discussed two types of dignity for human beings: 

intrinsic and attributed.  Intrinsic dignity is human, whereas attributed dignity reflects on the 

meaning of life experiences and accomplishments.  Jacelon et al. attributed dignity to the value 

one conveys to others through behavior.  Additionally, nurses need dignity to develop individual 

integrity, dignity, responsibility, accountability, and awareness of commitment to patients in 

order to provide those patients with dignified care. 

Sulmasy (2008) noted existing theories and studies of dignity in patients’ definitions of 

the essential attribute of dignity.  The characteristics of dignity in humans are self-esteem, the 

feeling of worth, belief in oneself, self-respect, preservation of dignity, and a feeling that others 

respect one’s beliefs, values, and identity.  Sulmasy provided a historical perspective of the 

concept of dignity and presented three types of dignity that are still present today.  The first 

approach is attributed dignity, which is the value that humans bestow upon others.  The second 

approach is intrinsic dignity, which relates to worth that people have because they are human, not 

because of any social standing.  Sulmasy observed that intrinsic dignity was the admiration of a 

particular set of talents, skills, or powers that was not conferred by human choice.  The third 

approach is inflorescent dignity, which to value of human excellence.  It may reflect how a 

process or state of affairs is congruent with the intrinsic dignity of a human being (Sulmasy, 

2008).  Dignity sometimes refers to a state of affairs in which an individual habitually acts in a 

way that expresses the intrinsic value of the person (Sulmasy, 2008). 

Attributed, intrinsic, and inflorescent concepts of dignity often work together in the same 

situation, but each concept has the central basis for particular moral claims in bioethics.  Sulmasy 
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defined dignity as the honorable authority of a person that merits attention, honor, and respect.  

The broad right to dignity is an acknowledgment of the intrinsic worth of human beings: People 

deserve respect and concern (Sulmasy, 2008).  The implication of human dignity arises when 

patients and families face decisions related to end-of-life care.  When patients undergo treatment 

for serious illness, human dignity is a concern (Dresser, 2008).  The perceptions of loss of 

dignity contribute significantly to a person’s assessment of the personal quality of life and can 

dramatically shape decisions of whether to accept or even reject effective treatment.  Patients’ 

ability to make decisions may enhance the preservation of human dignity (Pellegrino, 2008).  

Pellegrino noted that the goal of medicine should be to focus on the virtue of patients 

(Pellegrino, 2008).  To treat others with dignity is to treat them respectfully in a way that values 

them as worthy individuals.  The RCN noted that the factors that promote or diminish dignity 

include the physical environment, the organizational culture, the attitudes and behavior of nurses, 

and the manner in which other caregivers perform care activities (Meyer, 2010).  The RCN also 

stated that when dignity is present, people feel valued, confident, and comfortable and feel that 

they are in control and able to make decisions.  When dignity is absent, in contrast, people feel 

devalued and uncomfortable and feel that they lack control (Meyer, 2010).  Jacobson (2009) 

conducted a grounded theory analysis to understand dignity violation in health care and to 

explore the context in which those violations take place.  The report indicated that dignity 

violation in health care could arise through patients’ dependence on healthcare providers, 

whereas illness threatens dignity by forcing a person to rely on others for basic needs (Jacobson, 

2009).  Jacobson suggested a loss of dignity with the loss of respect for bodily or other personal 

boundaries by the healthcare provider.  For example, hospital gowns and bed curtains that are not 

entirely closed can threaten a patient’s modesty and privacy (Jacobson, 2009).  According to 
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Marley (2006), an injury to dignity, such as not knocking on a door before entering a patient’s 

room or exposing a patient’s body unnecessarily, is often a primary concern of patients.  Such 

acts amount to humiliating the patient and often may be described by phrases such as robbing 

people of their dignity.  While some degree of depersonalization and temporary loss of dignity 

may be inevitable in healthcare, many suggest that patients retain very fundamental needs, 

including the need to maintain self-respect and self-esteem and to have their personal standards 

appreciated (Marley, 2006).  Meyer and other authors opined that the nurse should treat all 

patients with dignity, regardless of setting or the patient’s health status.  Providing dignified care 

to patients may also ensure maintenance of their dignity. 

Theoretical views of dignity and end of life.  Nightingale (1859) wrote in Notes on 

Nursing that nurses should focus on patients’ well-being, needs, and response to treatment.  

Nightingale’s focus included providing patients with dignity and respect throughout the healing 

and dying process.  According to Nightingale, a patient’s body and emotional attitudes were both 

part of the observational component and the model from which nurses learned.  The nurses 

observe and can report the response to illness and the evolution of healing (Nightingale, 1859).  

Nightingale viewed each patient as different, although her assumption was that all sick patients 

required a healthy environment, wholesome food, nursing, and care to preserve dignity and 

progress to an optimal level of health.  According to Sampson (2008), the task of providing 

bedside care for patients belonged to nurses, because doctors are intermittent attendants.  

Sampson reported that nurses, rather than doctors, control patients’ bodies and their environment, 

which allows the medical treatment to work.  The optimal recovery from illness and the 

preservation of dignity during end-of-life care requires the interaction of the patients’ physiology 
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with the nurses’ knowledge and skills to manage the sick room to create an orderly, clean, and 

pleasant environment (Sampson, 2008).   

The conceptual ideas of the concept death with dignity support the need for a caring 

environment during end-of-life care (Keegan & Drick, 2011).  Keegan and Drick reported that 

the most dominant of these theories was Watson’s caritas theory, also known as the theory of 

transpersonal caring.  According to Watson (2012), a commitment to transpersonal caring is both 

a moral idea and a standard for nursing care that creates an ethical obligation to protect and 

enhance the patient’s human dignity and inner-self.  Watson reported that transpersonal caring 

acknowledges the unity of life and the connections that move in concentric circles between 

individuals and those they care for, the community, the world, and the universe.  Watson believed 

that both the patient and the nurse make a choice during the caring moment occasion.  When 

nurses enhance the dignity of patients, the profession will observe a transformation in nursing 

practice. 

The goal of palliative care is to help patients die with dignity (Chochinov, 2009).  The 

reality of dignity provides the concept for a framework that healthcare providers, patients, and 

families can use as a guide to define the objectives and therapeutic considerations that are 

fundamental to end-of-life care.  According to the author, dignity-conserving care is care that 

may conserve or bolster the dignity of a dying patient (Chochinov, 2009).  Portions of the 

interviews with patients with terminal lung cancer elucidated different aspects of dignity-

conserving care.  The report cited that dignity-conserving care could be an approach to target the 

preservation of dignity at the bedside of patients nearing death.  Chochinov noted that it is 

crucial to understand the patient’s sense of dignity in order to achieve the goals of palliation 

(Chochinov, 2009).  The author stated that dignity-conserving care includes not only what one 



 

 24 

does to patients but also how one sees patients, and that affirmation can reaffirm their dignity.  

According to Chochinov, when dying patients are seen as worthy of honor and esteem by those 

who care for them, dignity is more likely to be preserved. 

Gastmans (2013) developed a foundational ethical framework based on three aspects: 

lived experience, interpretative dialogue, and a normative standard, which identified and 

explored three other concepts.  These three concepts were vulnerability, care, and dignity, which 

are best when observed in an ethical approach to nursing.  Based on these concepts, the moral 

essence of nursing is the provision of care in response to the vulnerability of a human to 

maintain, protect, and promote his or her dignity to the greatest extent possible (Gastmans, 

2013). 

According to Gallagher (2011), dignity matters in health and social care for patients, 

families, and professionals; therefore, if people do not feel valued, they are likely to feel 

diminished, embarrassed, or humiliated.  Patients may even lose the will to live (Gallagher, 

2011).  Sabatino et al. (2014) conducted a metasynthesis to discover factors that constitute the 

idea of nursing professional dignity.  The results of the study cited the acknowledgment of 

nursing professional dignity as having a positive impact on the patient’s outcome.  According to 

the authors, nurses are more prone to foster patients’ dignity and safety and provide better quality 

care to patients if given respect (Sabatino et al., 2014). 

Lin et al. (2013) conducted a review aimed at exploring nursing literature and research on 

dignity in the care of inpatients and evaluating how the care patients received in the hospital 

setting related to perceived feelings of being dignified or undignified.  Lin et al. reported that 

studies conducted between 2000 and 2010 were identified using search terms such as patient 

dignity, dignity in care, human dignity and nursing, and dignity and nursing ethics in the 
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Cumulative Index to Nursing, Allied Health Literature, and MEDLINE.  The findings revealed 

that the perspectives of nurses and patients on dignity in hospital settings were influenced by the 

physical environment and included staff attitude and behavior, organizational culture, and patient 

independence.  Lin et al. reported that identifying the most important factors from patients and 

nurse perspectives contributed to dignity in care by using nursing interventions, such as 

campaigns and education in clinical practices.  Knowledge gained from examining dignity 

through nurses’ perceptions and experiences of the care extended to patents may enable the 

development of a theory and interventions that promote dignity during an acute admission for 

patients with terminal illness. 

End-of-life care and dignity.  Webster and Bryan (2009) studied the lived experience of 

older hospitalized patients to explore views on dignity and the factors that promote it.  The 

background was the United Kingdom’s new ambition for old age, which mandated treating older 

people with dignity; the dignity in care campaign highlighted the need to raise staff awareness 

and understanding of dignity.  A focused study that used a purposive sample of elderly 

individuals who took part in semistructured interviews provided insight into hospital admission 

experiences.  The results of the study indicated that participants, although satisfied with personal 

care, had strong views on dignity.  The factors found to have the potential to promote dignity 

were privacy for the body, cleanliness, independence, ability to exert control, sufficient time 

from staff, attitudes toward older people, and communication.  The conclusions from the study 

suggested that independence and effective communication are of central importance in 

maintaining dignity through achieving control of the situation.  The factors observed in this study 

were staff speaking inappropriately and patients waiting for personal care.  The relevance of the 

study to clinical practice was that the staff needed to be aware that communicating in a way that 
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conveys empathy and responds to the individual as a valued person is a major factor in 

maintaining dignity.  Hospital nurses need to take measures that maintain the dignity of older 

people with cognitive problems and patients receiving end-of-life care (Webster & Bryan, 2009).  

Hack et al. (2010) conducted a study that focused on the final days of patients.  The 

author reported that life reflection as a form of dignity therapy and a brief psychotherapy session 

helped support dignity and reduce suffering (Hack et al., 2010).  Interviews translated, amended, 

and returned to the patients during the study ensured confirmation and accuracy (Hack et al., 

2010).  Dignity therapy is a therapeutic approach designed to decrease suffering, enhance the 

quality of life, and bolster a sense of dignity for patients approaching death.  The authors 

conducted 100 dignity therapy sessions and used 50 edited dignity therapy transcripts drawn at 

random from this sample.  The transcripts independently coded and analyzed by three 

researchers, produced valuable insight using a grounded theory approach.   

The results of the analysis revealed that dignity therapy serves to provide patients with a 

safe, therapeutic environment in which the most meaningful aspects of personal lives can be 

reviewed in such a manner as to make individual core values apparent.  The findings were in 

light of value theory, the role of dignity theory, and consideration of values clarification in 

clinicians’ efforts to enhance the dignity of terminally ill patients.  This study was crucial in 

building a foundation and providing further support of evidence for exploring nurses’ perceptions 

and experiences of end-of-life care provided to their patients in support of maintaining dignity.  

Chochinov (2009) explained that although dignity is prominent in discussions regarding end-of-

life care and decision-making, the concept of dignity is what the patients, families, and 

caregivers perceive it to be.  Physicians, caregivers, close relatives or patients can construe the 

meaning of dignity differently.  Chochinov defined dignity as a quality or state of being worthy 
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or honored, which conveys the notion of respect.  For terminally ill patients, a sense of dignity is 

the feeling of receiving respect despite the physical betrayal of their bodies and the psychological 

distresses their illness brings (Chochinov, 2009).  Some qualitative studies have served to 

explore patient’s perceptions of dignity during end-of-life care and the extent to which healthcare 

workers sometimes compromise personal dignity.  This qualitative study used a grounded theory 

design aimed at exploring the concept of dignity from nurses’ experiences of caring for 

hospitalized patients during end of life.  The current gap in knowledge regarding nurses’ 

understanding of patients’ dignity during care prompted the selection of the qualitative method 

over quantitative research, which was recognized as not feasible to gain insight into personal 

feelings.   

Studies of nursing perceptions on dignity.  Heijkenskjold et al. (2010) found that 

nurses associated many and varied characteristics with dignity.  The important message from that 

phenomenologically based study is that nurses preserved patients’ dignity by regarding them as 

unique fellow human beings.  The nurses formed temporary friendships with their patients 

through an ethical act in which nurses promised to be there as recognizable figures when patients 

needed them (Heijkenskjold et al., 2010).  According to this author, when nurses are present for 

their patients, the dignity of those under their care is invariably safeguarded and they receive 

personal time and space during their time of suffering (Heijkenskjold et al., 2010). 

Lin and Tsai (2011) conducted a qualitative study to understand how nurses in Taiwan 

maintain patients’ dignity in clinical practice.  In 2009, the data collection technique included the 

use of in-depth interviews drawn from a purposive sample of 30 nurses from a teaching hospital.  

The findings from this study indicated that nurses’ measures to maintain dignity in patient care 

fell under five themes: respect, protection of privacy, emotional support, equal treatment of all 
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patients, and maintenance of body image.  The author concluded that in-service education to help 

nurses enhance dignity in patient care should emphasize providing emotional support, 

maintaining body image, and treating all patients equally.  

Dignified care includes offering choices and emotional support to patients, telling them 

the truth about their condition, communicating, maintaining body image, and honoring the 

privacy of the individual (Lin & Tsai, 2011).  Nurses must realize that respect is an essential 

human necessity, which they can demonstrate by being sensitive to patients’ needs and by 

providing them with privacy and dignity during care.  Heijkenskjold et al. (2010) conducted a 

study exploring patients’ dignity from the nurse’s perspective.  The study helped to uncover how 

12 nurses experienced patients’ dignity in Swedish medical wards.  This study adopted a 

hermeneutic approach and Flanagan’s critical incident technique aided in data collection.  The 

data were analyzed using textual hermeneutic interpretation.  The findings showed that nurses do 

a better job of preserving patients’ dignity when each patient receives recognition as a unique 

fellow human being (Heijkenskjold et al., 2010).  The study findings indicated that nurses do not 

have the right to deny patients dignity or value as human beings; therefore, a new understanding 

of the hermeneutic interpretation was that care in professional nursing must take responsibility 

for protecting patients’ dignity (Heijkenskjold et al., 2010).   

Seedhouse and Gallagher (2002) conducted a study that enhanced the cognizance of 

patient dignity.  They encouraged healthcare providers to reflect on the idea of dignity and apply 

it to their practice.  Although published in 2002, the findings remain applicable.  The researchers 

had primarily suggested that self-awareness of one’s knowledge, skills, and attitude was a 

requirement for supporting patient dignity.  Brown, Johnston, and Ostlund (2011) explored the 

actions taken to conserve dignity by nurses working in an acute hospital setting taking care of 
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patients at the end-of-life stage.  Nurses have a central role in providing palliative and end-of- 

life care.  Helping people to die with dignity is an important component of this care.  Brown et 

al. reported that in conserving dignity, care could comprise a broad range of actions addressing 

the distress that might affect the patient’s sense of dignity. 

The findings of this study may lead to the formulation of care measures that preserve 

dignity at the end of life based on evidence from local experience and nursing practice.  The data 

collected by focus group interviews included analysis using framework analysis invoking 

Chochinov’s model of dignity as a predefined framework.  As part of a multiphase project 

developing and testing a dignity care pathway, actions that conserve dignity during end of life 

might help nurses to conserve dying patients’ dignity (Brown et al., 2011).  The study findings 

may reflect the importance to patients, caregivers, and professionals in promoting continuity of 

care and building a strong relationship between patients and professionals to guard against loss 

of dignity.  The authors reported that the nurse–patient relationship was an important aspect of 

many of the themes.  The depth of relationship, care, and respect related inversely to the burden 

of caring and loss of privacy. 

The research design for this study included the use of a qualitative, grounded theory 

design to explore nurse perceptions of dignity during end-of-life care.  According to Creswell 

(2013), grounded theory is a qualitative research approach that focuses on developing theory 

grounded in data by exploring social processes; it goes beyond description to generate theory.  A 

grounded theory approach can be useful to explain theoretical research and practice (Streubert & 

Carpenter, 2011).  The frequent invocation of this approach stems from its past usage in the 

development of nursing knowledge.  Grounded theory may serve to illuminate unique 

personalities and how they interact (Salmon, 2012).  The grounded theory approach is of high 
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value in nursing research and practice because it enables the development of theory from data.  

The design has value in practices and the development of a framework for further research 

(Creswell, 2013).  Research is required to develop end-of-life care as a specialty based on 

evidence to ensure a dignified death for all recipients of care in the community (Brown et al., 

2011).  There is potential for further end-of-life studies underpinned by theory, with views from 

patients, caregivers, and nurses. 

Literature gap.  An extensive body of information is available on patients’ perceptions 

of dignity and how this relates to personal feelings of compromised dignity by healthcare 

providers during hospitalization; however, there are limited studies reflecting nurses’ perceptions 

of care that supports dignity for patients at the end of life during hospitalization.  Nurses have a 

central role in providing palliative and end-of-life care, and this includes helping people to die 

with dignity (Brown et al., 2011).  Dignity is important to everyone; however, findings have 

indicated the neglect of dignity during end-of-life care.  The paucity of literature in this area 

suggests the need for further research.  Enhancing patients’ rights and maintaining individual 

dignity represent affirmed goals of the World Health Organization (WHO, 2014).  Dignity is a 

core concept in nursing care (ANA, 2014).  There is caution expressed in the literature on the 

notion of conceptual structural analysis involving adherence to investigative steps resulting in a 

well-illuminated and fully defined concept.  However, there is the possibility that the 

categorization of many of the concepts in nursing is nebulous and developmentally immature.  

Dignity is one example of such a concept.  The many views expressed in literature may suggest 

that the concept of dignity is a universal reference point in professional healthcare.  There is also 

an abundance of research studies on dignity in clinical settings.  Nevertheless, its components 

remain ill-defined (Chochinov, 2009).   
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Summary  

This chapter is a critical review of the research on relevant studies on dignity and 

maintaining dignity at the end of life as a priority.  Lukman (2012) discussed both the practical 

and inherited aspects of human dignity while contingent dignity features acquired characteristics 

such as confidence and self-respect in different stages; intrinsic dignity is shared by all, simply 

because we are humans.  However, attributed dignity is the value one conveys to others through 

behavioral actions, and nurses demonstrate this trait when they enhance the dignity of their 

patients during end-of-life care (Sulmasy 2008).  Chochinov (2009) stated that the term dignity 

provides an all-embracing framework for end-of-life care.  Keegan and Drick (2011) proposed 

that Watson’s theory of transpersonal caring is congruent with how nurses encounter and assist 

patients at the end of life, suggesting that when nurses take responsibility for advancing personal 

ethical and caring practices, patients, and systems alike can witness a revolution in nursing.  The 

RCN and the National Clinical Guideline Center work closely in the development of clinical 

guidance, and one of the main principles of nursing practice is to support and promote dignified 

care.  In a review of the literature, the recurrent themes identified included dignity and care.  

These themes included unique aspects of the nurse–patient relationship, physical privacy, 

respect, emotional support, psychological safety, and communication.  However, gaps were 

found in the existing knowledge related to nurses’ perceptions and experiences of dignity during 

end-of-life care of hospitalized patients.  A grounded theory approach served to gain insight into 

nurses’ perspectives of maintaining dignity care during end of life.  Chapter 3 begins with details 

about the research design and its appropriateness for the study.  The chapter includes a 

description of the instrument for data collection, the population, the sample, and informed 

consent. 
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Chapter 3 

Methods 

The purpose of this qualitative grounded study was to understand nurses’ perceptions of 

care that supports patients’ dignity during hospitalization at the end of life and to propose a 

theoretical foundation consistent with these perceptions as a guide to practice.  By examining 

nurses’ perceptions using qualitative approaches and involving nurses as core-searchers, it may 

be possible to understand whether nurses diminish or support hospitalized patient’s dignity 

during end-of-life care.  With this knowledge, researchers can isolate variables and develop 

models of dignity care.  The learning and experience may be of value to nursing leaders and staff 

in planning interventions to promote the dignity of patients who receive end-of-life care.   

The overarching research question for the study is “how do nurses perceive care that 

supports patients’ dignity during hospitalization at the end-of-life?”  Other questions emerged 

during data collection as the research proceeded (see Appendix A).  This chapter includes details 

on the research methodology for the study, rationale for the research approach, description of the 

research sample, a summary of information needed, an overview of the research design, methods 

of data collection, analysis, ethical considerations, issues of trustworthiness, and limitations of 

the study.  The chapter culminates in a brief summary.  

Research Design and Appropriateness 

The research plan was to conduct a qualitative study with a design that integrated 

grounded theory to understand nurses’ perceptions of care that supports patients’ dignity during 

hospitalization at the end of life and to propose a theoretical foundation consistent with these 

perceptions as a guide to practice.  Qualitative research can accentuate an understanding of 

human experience through the discovery of people’s connections to others, in addition to the 
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personal environment (Fain, 2013).  While investigating the phenomenon of interest, the 

researcher used broad questions to understand why something occurred and what the experiences 

meant to the individual (Fain, 2013).   

Glaser and Strauss (1967) developed grounded theory as a method of research in the 

1960s; the approach is mostly inductive through a repetitive process of back and forth from the 

data to build theory originating from the data analysis (Corbin & Strauss, 2008).  In the grounded 

theory approach, the researcher does not begin with a hypothesis but rather remains open to 

whatever theory emerges from the data (Corbin & Strauss, 2008).  According to Corbin and 

Strauss (2008), the analysis process involves theoretical sampling and the simultaneous 

collection and analysis of data, which is a continuous process that distinguishes grounded theory 

from other approaches.  Qualitative research problems address areas where limited research has 

been conducted and little or no theory exists; the findings are without statistical means of 

quantification (Corbin & Strauss, 2008).  Grounded theory does not entail presenting with 

existing theory; rather a researcher generates a theory to explain the phenomenon of interest 

(Fain, 2013).  For the current study, the invocation of the grounded theory method served firstly 

to elucidate and build theory regarding nurses’ perceptions of care that supports dignity for 

patients during hospitalization at the end of life, and secondly to determine the critical factors 

essential for maintaining patients’ dignity during end-of-life care. 

According to Zarif (2012), the grounded theory method requires a diverse approach to the 

interpretation of data based on a refinement of collected concepts.  It is a research process that 

includes data collection, coding, and analysis through memos, theoretical sampling, and sorting 

to writing using the constant comparative method (Corbin & Strauss, 2008).  Lawrence and Tar 

(2013) noted that grounded theory is essential to acquiring a broad understanding of social 
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phenomena and requires the researcher to demonstrate theoretical sensitivity, grounded in both 

the scientific literature and experience in the collection and analysis of data.  In this study, the 

use of grounded theory served to facilitate an exploration of fundamental social processes 

involved in nurses’ experiences of dignity care of patients during hospitalization at the end of 

life.  Semistructured (focused) interviews aided in gaining insight into nurses’ perceptions of the 

care offered and how and whether it preserves terminally ill patients’ dignity.  Interviews allowed 

personal meanings to emerge, and the conversational process helped to inform the lived 

experiences, as the language provided options for the discovery of inner meaning (Burns & 

Grove, 2008).  The implementation of the research included the use of a central research question 

to guide study participants in sharing personal perceptions and experiences of dignity-care of 

patients during hospitalization at the end-of-life care.  The invocation of grounded theory does 

not entail the use of existing theory; rather, the researcher generates a theory to explain the 

phenomenon of interest (Fain, 2013).  Of the different qualitative research designs, two appeared 

to apply to the topic under study, notably phenomenology and case study.  According to 

Bloomberg and Volpe (2012), the phenomenological study involves gaining insight into the 

meaning of the lived experience and understanding the core essence of a human experience of 

the phenomena as described by the study participants.  The research design of phenomenology 

serves as a technique considered valuable to the comprehension of the phenomenon through the 

personified experience (Bloomberg & Volpe, 2012).  Case study design facilitates the exploration 

of a phenomenon using a variety of data sources for the future revelation and understanding of 

multiple facets of the phenomenon (Baxter & Jack, 2008).  The idea of using grounded theory in 

this study was to move beyond describing the experience and gain an understanding of the 
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factors that influenced the perceptions of nurses about the care that supports dignity for patients 

at the end of life during hospitalization.   

Grounded theory was an excellent method for exploring the perception and dignity 

related to nurses caring for patients with terminal illness because it helped explain gaps in theory, 

research, and practice.  According to Bryant and Charmaz (2010), Glaser and Strauss derived the 

grounded theory method through analyses of procedure and practices in hospitals dealing with 

terminally ill patients.   

Population and Sample 

During the initial stage of this study, choosing the participants involved using a sampling 

strategy called theoretical sampling (Corbin & Strauss, 2008).  Using this sampling method 

facilitated access to individuals who are experts in caring for the terminally ill as a way of 

building the open and axial coding of the theory.  The process of theoretical sampling starts with 

data gathering, followed by analysis and additional data collection until a point of reaching data 

saturation (Corbin & Strauss, 2008).  According to Corbin and Strauss (2008), theoretical 

sampling is a method of data collection based on concepts or themes derived from the data; 

therefore, sampling is an evolving process guided by emerging theory.  The criteria for the 

selection of participants were as follows: All participants were registered oncology nurses with 

one or more years of experience caring for patients with advanced cancer in a hospital cancer 

center in the northeastern United States.  The primary focus was on nurses’ perceptions of care 

that supports hospitalized patients’ dignity.  The recruitment process took place after permission 

was received from the president of the Oncology Nursing Chapter.  The process consisted of an 

e-mail sent out to each nurse who is a member of the Oncology Nursing Society working in an 

inpatient cancer unit with a request to participate in the study.  From the Oncology Nursing 
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Society Chapter, the sample size was determined by the data generated and the analysis.  The 

focus of this study included exploring the views of 11 registered nurses from the Oncology 

Nursing Society Chapter in seeking to understand perceptions of care that supports the dignity of 

hospitalized patients. 

According to Starks and Trinidad (2007), using grounded theory as a research approach 

requires theoretical sampling to recruit participants whose experiences differ to allow multiple 

social processes to inform theory.  In theoretical sampling, the selection of participants hinges on 

their individual contribution to the development of a conceptual framework (Creswell, 2013).  

Sampling is the process of selecting individuals for a study in such a way that individuals 

represent the larger group (Burns & Grove, 2008).  Sampling procedures ensure that the 

characteristics of the phenomena of interest represent the entire population.  Information from 

unrepresentative samples leads to inaccurate conclusions; however, there is no process to ensure 

that the sample is representative.  Burns and Grove (2008) discussed sampling bias, which is a 

systematic overrepresentation or underrepresentation of segments of the population in terms of a 

characteristic relevant to the research.  According to Burns and Grove, the homogeneity of the 

population affects sampling bias in exploring nurses’ perceptions and understanding of dignity in 

caring for patients at the end of life.  The analytical process used in the study involved constant 

comparative method of data analysis to enhance credibility.  The research process for the study 

included interviewing nurses caring for terminally ill patients.  In the constant comparative 

method of data analysis, the researcher identifies incidents, events, and activities, and constantly 

compares emerging data to themes for the purpose of developing and saturating the category 

(Creswell, 2013).  The different types of qualitative sampling are convenience, snowball, 

purposive, and theoretical sampling.  Convenience sampling, sometimes called accidental or 
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nonrandom sampling, involves the collection of data from subjects or objects readily available or 

easily accessible to the researcher.  Snowball sampling is a useful technique in situations where 

one cannot get a list of individuals who share a particular characteristic (Fain, 2013).  Purposive 

sampling is a method where the researcher selects information-rich cases with the objective of 

gaining insight and understanding of the phenomenon under investigation (Bloomberg & Volpe, 

2012). 

The decision to use theoretical sampling for this study stemmed from extensive research, 

indicating it as being an important approach to support qualitative grounded theory (Corbin & 

Strauss, 2008).  Engward (2013) reported that constant comparison analysis suggests 

relationships, introduces questions, highlights gaps in existing data, and may bring forth new 

knowledge.  The advantage of theoretical sampling is that the control of data collection by the 

emerging theory potentially offers synergies to the process. 

Research Location  

The recruitment of participants’ for the study involved e-mails sent out to oncology 

nurses caring for patients with advanced cancer in a hospital setting.  The recruitment process 

took place through the Oncology Nursing Society Chapter in the northeastern United States with 

a request to participate in the study.  Face-to-face interviews were held whenever feasible, but 

interviews were also conducted via telephone and video conferencing.  For this study, all 

participants signed an informed consent.  The consent was sent out via e-mail to nurses with a 

return signature to participate in the study after their review.  The interviews were conducted in a 

private, quiet location of the participants’ choosing to ensure confidentiality and a setting that 

was conducive to research. 
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Researcher Issues 

Bias was minimized according to the steps suggested by Corbin and Strauss (2008).  

Grounded theory methodology has built-in checks and balances to help control biases:   

 The constant comparisons throughout the research where data matched against data 

served to minimize personal bias from the perspectives of the researcher, reviewer, or 

participant.  

 There are questions that researchers can ask of the data, and the more questions about 

possible meaning during open coding, the more analytic options researchers have to 

consider when giving meaning and checking, against incoming data.  

 Researchers can keep a research journal that fosters self-awareness to help minimize 

bias when conducting grounded theory research.  

Constant comparison was used throughout the analysis to compare similarities and uniqueness of 

the concepts with the most relevant categories integrated to form a proposed emergent model 

from the nurses’ perspectives of care that supports dignity during end of life.   

Instrumentation 

Semistructured (focused) interviews generated insights into nurses’ perceptions of dignity 

in caring for the terminally ill.  The interviews employed questions derived from the phenomena 

under study.  Each interview lasted for roughly 45 minutes and the grounded theory approach 

was to gather enough information to reach theoretical saturation.  Theoretical saturation occurs 

when no new themes or categories have been identified within the data (Corbin & Strauss, 2008).  

As a valuable point of reference, the questions developed for the interview guide served as the 

topical content and outline for the initial questions; these were improved and changed as 

concepts and categories emerged from the data.  The focus question of the study was the 
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following: “How do nurses perceive care that supports patients’ dignity during hospitalization at 

the end-of-life?”  From this general question, subinterview questions were developed that served 

to guide the data collection process (see Appendix A).  

Instrumentation, measurement, the plan for data collection, the analysis of qualitative 

research in qualitative studies, and validity differ from the experimental methods and statistical 

measures in a quantitative study.  Guba and Lincoln (1988) reported that in conducting 

qualitative study the terms, credibility, transferability, dependability, and confirmability must be 

addressed to establish the trustworthiness of the study.  According to Lincoln and Guba, 

dependability within a study looks at whether the findings are consistent and dependable with the 

data collected.  Confirmability refers to the findings being the result of the research rather than 

the biases and subjectivity of the researcher.  Transferability relates to what extent the 

phenomenon can be transferred to another context (Guba & Lincoln, 1988).  

The credibility of grounded theory entails using constant comparative procedures and 

triangulation during the research process (Creswell, 2013).  Creswell (2013) asserted that 

triangulation involves corroborating evidence from different sources to shed light on a theme or 

perspective.  Member checking is another strategy to check the credibility of the study: Here the 

researcher solicits participants’ views of the credibility of the findings and interpretation 

(Creswell, 2013).  Collingridge and Gantt (2008) noted that “measuring what one purports to 

measure in qualitative research means selecting an appropriate method for a given question and 

applying that method in a coherent, justifiable, and rigorous manner” (p. 390).  According to 

Corbin and Strauss (2008), ensuring that a research method meets the rigor and standards of 

grounded theory means the following:  

 participants guiding the process, 
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 checking the theoretical construction generated against participants’ meanings of the 

phenomenon, 

 using participants’ actual words in the theory, 

 articulating the researcher’s personal view and insights about the phenomenon 

explored and specifying the criteria built into the researcher’s thinking, and 

 specifying how and why participants in the study were selected. 

The interview is the principal mechanism for collecting information in a grounded theory 

approach.  The interview process in this study consisted of open-ended questions organized in a 

semistructured format, which was conducive for the nurse participants to respond freely.  The 

interview questions were developed from literature, professional nursing research, and medical 

research.  Diligent efforts were made to ensure that these were accurate and valid in respect of 

the study objectives.  Burns and Grove (2008) explained that validity as a measure of the truth or 

accuracy of the data depends on how accurately the findings measure the phenomenon.  The 

researcher employed triangulation of data and member checking to establish the trustworthiness 

of this study in understanding nurses’ perceptions of care that supports patients’ dignity during 

hospitalization at the end of life.  

Triangulation of Data 

To enhance the methodological validity of the study, the researcher triangulated data 

sources as well as data collection methods.  Triangulation of data refers to the practice of using 

multiple approaches to analyze data to enhance the credibility of research to understand the 

phenomenon under study (Salkind, 2010).  According to Creswell (2013), collecting data from 

various sources yields a fuller and richer depiction of the phenomenon.  Triangulating helped to 

gain a deeper understanding of nurses’ perceptions of care that supports patients’ dignity during 
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hospitalization at the end of life.  Various strategies of triangulation were used by the researcher 

to enhance the interpretive validity of this study.  For example, in response to the interview 

question, “How would you facilitate dignity?,” most participants indicated that they would 

facilitate dignity by educating hospital staff in end-of-life care, providing in-services in the 

hospitals, and implementing workshops, which would be mandatory.  Another strategy was the 

comparison of the literature with the participant’s answers to the interview questions.  One 

question proposed to the participants was the following: What barriers, if any you experienced 

when trying to deliver care that supported dignity of patients at the end of life?  The discussions 

revealed the challenges stemming from the high patient to nurse ratio, nurse burnout, and 

increased nurse workload that resulted in inadequate time for nurses to spend at the patient’s 

bedside.  Sources from the literature review provided corroborating evidence related to the 

interview questions to shed light on the perspectives of nurses’ perceptions of care that supports 

patients’ dignity during hospitalization at the end of life.  For example, Iranmanesh et al. (2009) 

conducted a study on caring for people at the end of life.  In this study, 15 nurses working in an 

oncology unit participated in interviews and shared their experiences of caring for patients.  The 

study’s findings revealed that the meaning of caring for these nurses was to be attentive to the 

terminally ill and their families.  The nurses also discussed ways of being attentive, which 

involved listening, using humor, communicating through touch, and providing support.  The 

researchers reported barriers that interfered with nurses caring for and maintaining the dignity of 

the dying patients, which included nursing shortages, heavy workloads, and limited time for 

nurse and patient interaction.  The views of the participants and a review of the pertinent 

literature led to the suggestion that awareness of one’s knowledge, skills, and attitudes is a 

requirement for supporting patients’ dignity.   
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Study participants identified facilitation, support, and communication as factors that 

influence care that supports dignity.  The subfactors identified in the literature review connoted 

the importance of being present, making sure that the patient is clean and comfortable, listening 

to patients’ stories, addressing individual patient’s needs, being an advocate for patients, feeling 

connected to the patients, and providing emotional support and compassion to patients.  From a 

perusal of the literature, being treated with respect, honoring wishes, and providing privacy as 

needed are also important.  Lin and Tsai (2011) discussed dignified care, which includes offering 

choices and emotional support to patients, telling them the truth about their personal health 

status, communicating with patients, maintaining body image, and honoring patients’ individual 

privacy.   

 The researcher reviewed and discussed findings with colleagues to ensure that the reality 

of the participants’ responses adequately reflected the findings.  Also throughout the process, the 

participants were able to add to or alter the data to ensure the accuracy of their perceptions of 

care that supports patients’ dignity during hospitalization at the end of life.  

Member Checking  

Member checking was done to ensure validity and confirmability; a request was sent out 

to each participant to reflect on the accuracy of the study.  A rough draft of the each transcription 

was sent to the 11 registered oncology nurses of their individual responses to the interview 

questions for validation of the accuracy of the contents at various stages during collection and 

analysis of the data to ensure the research reflects the experience of the phenomenon as it is 

understood by the 11 nurses.  Participants confirmed the accuracy of the analysis, and each of 

them was in agreement with the three major categories and subcategories developed out of their 

interviews.  For example, all the participants liked the words, communication, support and 
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facilitation as major factors that contribute to delivering care that supports the dignity of patients 

during the end of life.  According to Creswell (2013), member checking allows the researcher to 

solicit participants’ views of the credibility of the findings and interpretation, which is the most 

critical technique for establishing credibility. 

Data Collection   

Data collection began after the participants reviewed and signed the informed consent 

required for participation in the study; the study used multiple methods and triangulation to 

obtain an in-depth understanding of nurses’ perceptions of care that supports patient’s dignity 

during hospitalization at the end of life.  Theoretical sampling was used to obtain the sample size 

of 11 registered oncology nurses with experience caring for cancer patients during 

hospitalization at the end of life.  Data collection methods employed included guided, 

semistructured interviews, observations, and document analysis.  The process of data collection 

entailed tape-recording of the semistructured interviews, which was supplemented with note-

taking to record observations.  The interview questions guided the data-gathering process.  The 

questions were to minimize the framing of the interview by the researcher and allowed for 

maximum participant disclosure.  Conducting face-to-face interviews in a private, quiet location 

of the participants’ choosing helped to ensure privacy and confidentiality.  Face-to- face 

interviews facilitated the observation of expressions and body languages, which also provided 

the opportunity to reassure confidentiality of participants’ responses.  Carpenter and Speziale 

(2011) noted that complete concentration and rigorous participation in the interview process 

improves the accuracy, trustworthiness, and authenticity of the data.  In understanding nurses’ 

perceptions of care that supports patients’ dignity during hospitalization at the end of life, 

interview questions were altered to inquire about nurses’ experiences that were theoretically 
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relevant as the data collection progressed.  Sampling continued until achievement of saturation, 

which was the stage when no new conceptual information was obtained from the data collected. 

Ethical Considerations 

This qualitative research has some unique ethical considerations because the tape- 

recording of the interviews may not entirely protect anonymity.  Measures, therefore, were taken 

to include provisions to ensure confidentiality.  All participants signed an informed consent form 

(Appendix B).  According to Salkind and Rasmussen (2007), an informed consent is a document 

needed to obtain permission from a competent person to participate in research.  The consenting 

process promotes human dignity by upholding the ethical principles of autonomy, beneficence, 

and justice (Salkind & Rasmussen, 2007). 

The research-related records and data are stored in a locked file cabinet for five years, 

after this period to protect the identity of the participants the data will be shredded.  Erasing of 

audiotapes of the interviews upon verification of the accuracy of the transcription further ensures 

the protection of participants’ confidentiality.  Under no circumstances was the identity of any 

participant revealed. 

Participants had the ability to withdraw at any stage of the study, even after data 

collection, if they so desired.  There was no penalty or loss of benefit from withdrawing from the 

study.  This research protocol, which was sent to the Institutional Review Board (IRB) to assess 

ethical issues, helped to maintain the required compliance with institutional requirements.  

The researchers developed and successfully defended a proposal for this study through 

the University of Phoenix IRB, which included the background, problem statement, purpose 

statement, and research question outlined in chapter 1, the literature review in chapter 2, and the 

proposed methodological approach as outlined in chapter 3.  Because the research involved 
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human subjects, a committee of peers or associates reviewed the protocol before the 

commencement of the research.  The peers confirmed adherence to ethical research practices and 

the presence of adequate safeguards to ensure the protection of the rights and welfare of the 

individuals involved as well as the use of appropriate methods to secure informed consent (Polit 

& Beck, 2010).  The consent document contained an explanation of the research and procedures 

and included a description of risks and benefits to the participant, specific permission to tape-

record interviews, and a discussion of how the researcher would ensure confidentiality and 

privacy.  Included was the voluntary nature of participation.  Given the nature of the research, 

there was a possibility of arousing psychologically distressing emotions; therefore, the informed 

consent process provided participants with full disclosure of all risks.  According to Carpenter 

and Speziale (2011), the researcher must pay attention to emotional and ethical issues that can 

arise in research, especially with vulnerable groups.  Carpenter and Speziale reported that an 

ethics committee could provide guidance and support for sensitive issues that evolve throughout 

the interviewing process.  If any participants became uncomfortable with the interview questions, 

they could terminate participation in the research study at any time without offering any reason 

and not incur any negative consequence.  If professional counseling was required related to 

participating in this study, the participants had the option of seeking help from a list of healthcare 

providers. 

Data Analysis 

A grounded theory approach involves specific procedures in data analysis, which, when 

applied appropriately, will result, in theory that is rigorous and grounded in data (Lawrence & 

Tar, 2013).  The analysis of qualitative data entailed using the constant comparative method 

developed by Glaser and Strauss (1967) and further explained by Corbin and Strauss (2008).  
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According to Streubert and Carpenter (2011), the goal of grounded theory is to develop an 

inductively grounded theory about the phenomenon of interest and the research findings from a 

theoretical formulation.  The goal of this study was to develop emergent theory and knowledge 

related to dignity care and to contribute to a deeper understanding of the ways that can increase 

the positive experience for nurses in care while also enhancing dignity care of patients at the end-

of-life stage.   

The research process for the study included following the Straussian grounded theory 

approach.  Streubert and Carpenter (2011) stated that in the Straussian grounded theory approach 

the researcher can analyze data and develop themes and concepts using a computer program.  In 

the Glaser approach to grounded theory, the researcher sorts and re-sorts memos until the major 

concepts become apparent.  Birks and Mills (2011) noted that memo writing is the most 

significant factor in ensuring quality in grounded theory.  This memo approach facilitates the 

researcher’s ability to explore and question the data with the aim of developing abstract concepts 

needed for developing a theory (Corbin & Strauss, 2008).  The focus was on exploring the 

perceptions of care that supported dignity for patients during hospitalization at the end of life.  

The research analysis included using a constant comparative method of data analysis developed 

by Strauss and Corbin.  The method involved the ongoing comparison of data with emerging 

categories using the qualitative data analytical software program to facilitate organizing the data 

by labeling the themes of each category using one's own words.  NVivo is computer software 

that is able to store, categorize, retrieve, and compare data.  The Straussian approach of grounded 

theory is a three-phase process of open, axial, and selective coding procedures to direct both 

sampling and analysis (Corbin & Strauss, 2008).  The use of open coding was valuable in 

identifying main ideas or phenomena in data through a line-by-line review to enable examination 
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of segments of data through variation, associations, and disclosure of concepts and categories.  

The process of data reduction facilitated grouping the data into a set of themes that characterized 

the process or experience explored (Streubert & Carpenter, 2011).  Analysis continued through 

axial coding by rebuilding the data fractured during open coding and establishing relationships 

between and among categories and their subcategories (Lawrence & Tar, 2013).  The data 

analysis process continued until all the main categories evolved from data examined, and no new 

categories emerged.  

The final criterion for the sample size in grounded theory is theoretical saturation (Corbin 

& Strauss, 2008).  Theoretical saturation employs the general rule that when building theory, 

data should be gathered until each category or theme is saturated (Corbin & Strauss, 2008).  A 

sample size of 11 registered oncology nurses with experience caring for cancer patients during 

hospitalization at the end of life, participated in the interviews and theoretical saturation was 

used as the desired criterion to determine the need for additional sampling.  The importance of 

analyzing the rich experiences of the 11 registered oncology nurses in the study in great depth 

and detail uncovered the process under study, and no new information was obtained during the 

interviews; therefore the sampling for the interviews was completed with 11 registered oncology 

nurses.  Finally, subjecting the data to selective coding was valuable to integrate and refine the 

categories into theory.  The process of data collection and analysis helped the researcher to gain a 

deeper understanding of the phenomenon under study, validated the statement of relationships 

among concepts, and filled in any categories in need of further refinement (Lawrence & Tar, 

2013). 

The intent of this analysis was to organize the data as it emerged according to nurses’ 

perceptions of care on the dignity of hospitalized patients at the end of life.  The process of data 
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collection and data analysis continued until the emergence of a new theory to explain the 

phenomenon, as postulated by leading theorists (Corbin & Strauss, 2008).  

Summary 

Chapter 3 included a discussion of the appropriateness of grounded theory design for 

exploring the perceptions of nurses in patient care, notably in supporting the dignity of 

hospitalized patients at the end of life.  The chapter contained a description of the study sample, 

the method for collecting data, and the procedures for ensuring confidentially, credibility, 

validity, and data analysis.  Chapter 4 includes a review of the research question and interview 

questions, the process of data collection, and a description of the study participants.  
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Chapter 4 

Findings 

The purpose of this qualitative grounded theory study was to understand nurses’ 

perceptions of care that supports patients’ dignity during hospitalization at the end of life and to 

propose a theoretical foundation consistent with these perceptions as a guide to practice by 

developing and establishing a theory to assist nurses with providing care that supports the dignity 

of patients during hospitalization at the end of life.  Chapter 4 includes a review of the research 

question and interview questions, the process of data collection, and a description of the study 

participants.  The primary data were perceptions solicited from oncology registered nurses with 

one or more years of professional experience working in the northeastern United States.  The 

semistructured interviews represented the essential aspects of data collection.  Semistructured 

interviews aided in gaining insight into nurses’ perceptions of practices and approaches to ensure 

the dignity of patients at the end of life.  The research process included tape recording and 

verbatim transcription of individual interviews, followed by an invocation of the constant 

comparative method to analyze the data.  Theoretical sampling facilitated saturation of the data 

to build a theory of dignity enhancing care in nursing.  The interview questions were developed 

and framed from a critical review of pertinent literature, with attention to ensure alignment to 

meet the study objectives as outlined in the problem and purpose statements, respectively.  

Interviews conducted with 11 registered oncology female nurses from the northeastern United 

States helped to gain insight into the commonly shared views, practices, and approaches of how 

these professionals felt in supporting the dignity of their patients at end of life during 

hospitalization.  The research findings also led to the uncovering of strategies to improve care 

with the identification of gaps, and the potential for improvement in contemporary practice in 
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delivering end-of-life dignity and care.  The 11 research participants responded to open-ended 

questions regarding how nurses support patients’ dignity at the end of life during hospitalization.  

Nurses’ perceptions of the phenomenon served as the unit of analysis during the data collection 

process.   

The research project began with an understanding that dignity is a valued concept that is 

essential to nurses and nursing care.  Registered oncology nurses with one or more years’ 

experience caring for patients with advanced cancer, working in a hospital cancer center were the 

most appropriate research participants with which to explore perceptions regarding the 

phenomenon studied.  The analyzed data reflects a comprehensive explanation of the discoveries 

of the research data, with focused and identified patterns, categories and subcategories.  The 

interview questions served as a guide to keep the research on track as data collection progressed.  

The following findings reflect the response to the research question and subinterview questions 

regarding how nurses support patients’ dignity during hospitalization at the end of life.  The 

primary research question and subinterview questions that guided the structure of this study were 

as follows:  Research question: How do nurses perceive care that supports the dignity of patients 

during hospitalization at the end of life?  Nine subinterview questions: 

 What is your definition/perception of dignity?  

 Tell me, what are your perceptions of care that support dignity?  

 Do you remember an occasion when you felt you did not support patients’ dignity? 

 What strategies, if any, can health care leaders use to help nurses overcome barriers to 

providing care that supports dignity during end of life? 

 How would you support patients’ dignity during end-of-life care? 
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 Tell me what you think nurses do right to maintain the dignity of their patients during 

end of life? 

 What do nurses do poorly to maintain the dignity of their patients during end-of-life 

care? 

 What barriers, if any, have you experienced when trying to deliver care that supported 

the dignity of your patients at the end of life? 

 How would you facilitate dignity? 

Participant Recruitment 

The criteria for selection of participants were that all participants were registered 

oncology nurses with one or more years’ experience caring for patients with advanced cancer, 

working in a hospital cancer center in the northeastern United States.  The primary focus was on 

nurses’ perceptions of care that supports hospitalized patients’ dignity.  The recruitment process 

consisted of an e-mail sent out to each nurse member of the Oncology Nursing Society Chapter 

working in an inpatient cancer unit with a request to participate in the study.  The sample taken 

from the population of the Oncology Nursing Society Chapter involved research and 

determination of the appropriate size.  This study included a focus on 11 registered nurses from 

the Oncology Nursing Society Chapter in seeking to understand nurses’ perceptions of care that 

supports the dignity of hospitalized patients at the end of life.  E-mails were sent to each nurse in 

the Chapter, which included a brief description of the study as an invitation to participate.  

Twenty potential participants responded and provided personal contact information.  Eleven of 

the 20 potential participants were recruited for the study.  Because this was a qualitative study, 

depth rather than the quantity of data collection speaks to the saturation being reached, and the 
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11 participants were deemed to be adequate for the study.  Each participant signed an informed 

consent before the interview, in keeping with the research protocols for the study.  

Demographic Characteristics of the Participants of the Study 

Figure 1 reflects the years of experience and certification status of the participants.  The 

oncology experiences of the 11 participants averaged 10 years or less in caring for the patients at 

the end of life during hospitalization.  Three participants had 20 or more years of experience, and 

the remainder of participants had 10 years or less of experience.  The age range of the 

participants was 25 to 56.  All participants were oncology certified (see Figure 1). 

 

Figure 1. Demographic characteristics of the participants: Series 1: Reflects years of experience.  

Series 2: Ages and certification. 

Data Collection 

A semistructured nine-question interview was used to guide data collection during this 

study.  The ninth question, “How would you facilitate dignity?” opened the discussion with 
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additional information provided by the participants.  The data was obtained from 11 participants 

who discussed personal perceptions during interviews that lasted roughly 45 minutes.  

Accommodating the participants and ensuring their privacy were important aspects of the 

research, with the participants choosing both the time and location of the interviews.  More than 

half of the interviews conducted in person, and the remaining interviews were conducted over 

the phone.  The interview protocol included obtaining informed consents from study participants 

(Appendix A), and a brief demographic questionnaire helped to capture information necessary to 

describe the sample.  The NVivo application served in loading interview data collected into a 

format for transcription and analysis.  Throughout the transcription, the researcher reached out to 

the participants for clarification when needed.  Data collection, coding, and analysis continued 

simultaneously throughout the study.   

Data analysis and synthesis.  The basic principle of grounded theory data analysis 

(Corbin & Strauss, 2008) guided this study.  In conducting the interviews, microanalysis was 

essential to prevent overlooking important ideas or constructs.  Codes and categories were 

created from each new idea.  If the codes were similar, they were grouped together as concepts.  

There was a constant comparison of concepts, which aided in building a theoretical framework.  

The analytical process included coding, writing, and note-taking.  The coding processes of the 

interviews helped to understand the context of the participants’ responses.  The open-coding 

process began with an exploration of experiences of how nurses support patients’ dignity during 

hospitalization at the end of life.  Nodes were identified to facilitate the utilization of the NVivo 

10 techniques to create the categories derived from coding to reveal patterns and themes about 

the care that supports dignity during end of life.  Each of the nine interview guiding questions 

structured as a node in the NVivo application helped to facilitate detailed analysis.  The 
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researcher explored and analyzed the perceptions of the participants to find emerging categories 

from the discussion of the interview questions.  Through open codes, a list of emerging 

categories was identified, which helped to understand participants’ perceptions of care that 

supports patients’ dignity during hospitalization at the end of life.  The exploration and coding of 

nodes also facilitated the identification of emerging categories, and using queries helped 

determine keywords.  Another important strategy for analyzing the data involved reviewing the 

frequency of keywords in the categories.  Through axial coding, the researcher discovered links 

between categories and concepts identified through the open coding process.  The evolving 

relationships were validated, and the categories were filled in for refinement.  Data results from 

the analysis are tabulated in Appendix A and presented in a narrative format in chapter 4.  Open 

coding from data analysis was selected for each interview questions below.   

Interview question 1: What is your definition/perception of dignity?  The majority of 

the 11 respondents discussed their perceptions of dignity as honoring patients’ wishes, being 

supportive for patients, allowing patients to make their own decisions, fostering patients’ self-

respect, and treating patients like human beings.  The others considered being caring, being 

compassionate, providing physical comfort, providing emotional support, and being in control.  

The categories that arose indicated that participants felt that being treated as human beings with 

respect and kindness are imperative to their perceptions of dignity.   
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Table 1 

Participants' Definitions/Perceptions of Dignity 

Participant’s 

Code Quotation 

 Being clean, giving support, honoring the wishes of the patients. 

 Being able to make one’s own decision in a supportive environment. 

 Being treated as a human, showing respect for other and getting respect in 

return. 

 Being in control, having a meaningful relationship. 

Note.  Open codes: wishes, support, respect, honoring person, comfort caring, treated as human, 

compassion. 

Interview question 2: Tell me, what are your perceptions of care that support 

dignity?  Words query frequency in NVivo helped to identify phrases and words most often used 

to describe care that supports dignity.  Common words and phrases used to respond to this 

question included emotional and physical needs, being honest, being supportive, being present, 

honoring the person’s wishes, and listening.  Categories that emerged in this section included 

meeting the emotional and physical needs of patients by being present and listening to their 

concerns and gaining the trust of the patient and family through honesty, which the participants 

thought was essential in supporting dignity during end-of-life care. 
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Table 2 

Participants’ Perceptions of Care That Supports Dignity 

Participant’s 

Code Quotation 

 What is important to the patients, example, not being in pain, making sure the 

patient is clean and comfortable, meeting their needs and most of all being 

present. 

 How a patient wants to be treated, and being honest and supportive, being 

present and listen to the patient. 

 Allowing whoever the person wants to be involved in their care to be there, 

honoring their wishes with palliative care / hospice, which will, allows them to 

die with dignity. 

 Patient centered, collaboration and goal orientation. 

 Listen to patients’ stories, being present, addressing their needs and being an 

advocate for the patients. 

 Making sure, they are clean and comfortable, providing privacy as needed. 

 Being connected to the nurse, feeling connect to the world around them. 

 Physical comfort, care of the family and meeting their emotional needs, for 

example, people who are dying especially in the hospital patients, feel 

abandoned, and they need that relationship or connection.   

 Providing holistic care, not just taking care of a person’s illness, but the hold 

person, body mind and spirit (for example, listen to their thoughts and concerns 

and trying to help them through the process of compassion and understanding). 

Note.  Open codes: pain, clean, comfortable, being present, honest, supportive, listen, providing 

privacy, connected, physical, emotional, honoring wishes, patient-center. 

Interview question 3:  Do you remember an occasion when you felt you did not 

support patients’ dignity?  The overwhelming majority of participants could not remember an 

occasion when they did not support their patients’ dignity during end of life.  Participants in the 

study felt that nurse burnout and high workload contributed to patients’ dignity being 

compromised: “Increased workload and not enough time to permit delivering supportive care 

needed to support dignity.”  One nurse stated, “I could have done more by giving additional 
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information and speaking up when treatment compromises patients’ quality of life, or when 

patients do not have enough information to make decisions related to end-of-life treatment.” 

Table 3  

Participants’ Perceptions of Whether They Ever Failed to Support Patients’ Dignity 

Participant’s 

Code Quotation 

 No, but feel at time patients dignity can be compromised due to nurse burnout 

and high workload.   

 I think, I could have done more, given more supportive information, speaking up 

for the patients, for example, when treatment compromised patients quality of 

life, “too much chemotherapy” or when the patient, does not have enough 

information to make decision-related to end- of- life or treatment. 

 Yes, this is related to moral issues of the patient, example, the patient and his 

family wanted everything done to keep him alive, even though he had terminal 

cancer, “I didn’t agree with their decision.” 

Note.  Open codes: compromise, treatment, moral issues, powerless. 

Interview question 4: What strategies, if any, can healthcare leaders use to help 

overcome barriers to providing care that supports dignity during end of life?  Participants 

recommended the following strategies: implementing end-of-life curricula in nursing programs, 

communicating effectively, providing support for patients and their families, providing more 

support for nurses, and offering palliative care conferences for staff.  One participant suggested 

open communication with the staff to discuss “what they envision care should be to support the 

dignity of patients at the end of life.”  
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Table 4  

Strategies to Overcome Barriers in Providing Care That Supports Dignity During End of Life 

Participant’s 

Code Quotation 

 End of Life Care curriculum should be integrated into the nursing program, open 

communication with staff and patients with the discussion of support needed for 

not only patients but also the family. 

 Support for nurses reduces nurse-patient ratio, which will increase the time 

available to spend with the patient, and most of all place value on their nurses. 

 Assignment based on acuity of the patient. 

 Decrease patient workload to allow more time for patients, adding palliative 

care curriculum in nursing program also mandatory palliative care conferences 

for the staff.   

 Education, support for staff.   

 In-services, mandatory education in palliative care and the incorporation of a 

palliative care course curriculum in nursing school. 

 Educate nurses in the importance of speaking up as a group.   

 Have group discussions on care that supports dignity at the end of life.   

 Open communication, education of the staff through in-services and support of 

the nurse in caring for these patients. 

 Integrate the concept of palliative care, establish trust and confidence in the 

team reinforcement (for example what do they envision in caring for patients at 

the end of life). 

 Education, add additional staff to decrease patient and nurse ratio to allow time 

to spend with the patients to sit listen (being present).   

Note.  Open codes: curriculum, education, communication, support, in-services, workshops, 

being present, trust, time. 

Interview question 5: How would you support patients’ dignity during end-of-life 

care?  Participants’ responses included the following: being present for patients, advocating for 

patients, being supportive of patients, offering patients physical and emotional support, making 

time to listen to patients, and honoring patients’ wishes.  The nurses who participated in the 

study felt that when supporting dignity care it was necessary to involve the entire team—
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especially the palliative care team—to care for patients, when they are admitted to the hospital 

and to address advanced directives. 

Table 5  

Strategies to Support Patients’ Dignity During End-of-Life Care 

Participant’s 

Code Quotation 

 By giving the best care, possible, just being present and trying to meet all their 

needs, advocating for the need of the patient. 

 Being supportive, making sure patients are clean and all symptoms related to the 

dying process are under control. 

 Conversation, listen to their stories, give them time to talk. 

 Encourage verbal communication about what is important to the patient. 

 Advocate for the patient, for example “when treatment is enough and the patient 

does not want to do this anymore, want to go home on hospice” speak with the 

physician to listen to the patient wishes. 

 Being present, honoring their wishes, being advocate for their needs and 

speaking up for the patients.   

 Making sure, they are clean when they cannot care for self and providing 

privacy doing their care. 

 Being present, meeting their needs and trying to be an advocate for their health.   

 I would like to have the time to sit and listen to their stories. 

Note.  Open codes: best care, being present, advocating, supportive, present, clean, symptoms, 

listen, communication, honoring wishes. 

Interview question 6:  Tell me what you think nurses do correctly in order to 

maintain the dignity of their patients during end of life?  The majority of participants felt that 

nurses try to do what is right, but they stated that there is limited time to do so: “Nurses are 

overworked and burned out.” The primary finding is that there is not always enough time for 

nurses to maintain the dignity of patients.  Half of the nurse participants spoke out about the 

excessive documentation that takes them away from their patients’ bedsides.  The other half felt 

that most nurses believe that they do everything correctly.   
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Table 6  

Actions Taken by Nurses to Maintain Patients' Dignity During End of Life 

Participant’s 

Code Quotation 

 No nurse goes to work and says they are going to do a bad job. 

 They advocate for their patients, listen to their heartfelt stories, they wish they 

could spend more time with the patients.   

 Due to increase workload time does not permit being present. 

 I think nurses try to do all the right things to care for their patients, but the task 

of being a nurse tends to get in the way, (for example, documentation, overwork, 

shortage of nursing staff and mandatory overtime which leads to nurse burnout). 

 The majority of nurses cares about their patients and wants the best.   

 They do right by being an advocate for patients’ wishes.   

 Nurses try to do what is right in caring for their patients, but there is limited 

time.   

 They are overworked and too many patients to care for which leads to burnout. 

 Nurses do lots of things that are right in caring for their patients 

 I think their intentions are to do all that is right, (for example, by being present, 

keeping them clean and meeting all their needs. 

 Good question never thought about it; I guess they feel they do everything right. 

Note.  Open codes: advocate. 

Interview question 7: What do nurses do poorly to maintain the dignity of their 

patients during end-of-life care?  Most of the participants indicated they do not believe that 

nurses do anything poorly in maintaining the dignity of their patients during end-of-life care, but 

they do believe that constraints limit nurses from functioning to their full potential.  Responses 

from participants included lack of support from the system, high patient–staff- ratio, and 

insufficient time to focus on the patient.  Two of the nurses’ comments were “nurses are so busy 

with the task of doing the job; they don’t have the time to spend with the patient”.  One nurse 

reported, “I feel some nurses are in this field because it’s a good paying job. … They lack 
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compassion to provide the care needed to support the dignity of their patients.”  Another nurse 

indicated,  

I think nurses are so busy they forget patients are human, some get caught in completing 

the task, and they don’t pay attention to the patients’ needs. … I think nurses don’t listen 

or have the time to listen to their patients concerns. …. Nurses want the best, but they 

believe they know what is best and don’t collaborate with the patient … this is the reason 

nurses tend to do things poorly to maintain the dignity of their patients during end-of-life 

care. 

Table 7  

What Nurses Do Poorly to Maintain the Dignity of Their Patients During End-of-Life Care 

Participant’s 

Code Quotation 

 I think the system does not support nurses, (for example, staff-patient ratio is 

high, increased documentation, not enough time to focus on the patient.   

 I do not think they do anything poorly, but there are constraints that limit nurses 

from functioning to their full potential, such as burnout due to increasing 

workload. 

 Nurses lack education in how to ask the right questions “having that 

conversation related to death” how to have the difficult conversation. 

 I think nurses do not listen, or they do not have the time to listen to their 

patients’ concerns.   

 Nurses want the best, but they think they know what is best and do not 

collaborate with the patient.   

 Nurses are so busy they forget patients are human, some nurses are caught in 

completing the task, and they do not pay attention to the patient needs. 

 I think they are overworked and don’t have the time to spend with their patients. 

 They do not have the time to spend with their patients; the job takes the nurses 

away from the bedside. 

 I feel some nurses are in this field because it is a good paying job; they lack 

compassion to provide the care needed to support dignity. 

Note.  Open codes: support, education, burnout, listen, overworked, compassion. 
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Interview question 8: What barriers, if any, have you experienced when trying to 

deliver care that supported dignity of patients at the end of life?  Participants identified many 

barriers that prevent them from delivering care that supports dignity at the end of life.  The words 

and terms commonly used included time management, high acuity, hospital policy, being 

overworked, not having enough time to deliver care, high patient to staff ratio, lack of education, 

lack of understanding of spiritual needs, and  burnout.  Participants noted that nursing leaders are 

not always compassionate to staff, which results in the staff losing their ability to care.  Other 

barriers included family members who do not understand the dying process and disagree with the 

patient’s wishes.  In discussing barriers, a participant noted that some physicians do not allow 

their patients to stop treatment, even when such treatment is futile.  The nurse participants felt 

that the high patient to nurse ratio did not provide them with sufficient time to deliver the care 

needed to support patients’ dignity.  
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Table 8 

Barriers to Delivering Care That Supports Dignity of Patients During End of Life 

Participant’s 

Code Quotation 

 High patient ratio, no time to be present due to excessive documentation. 

 Nurses do not have enough time to spend with the patients.   

 Time management, high acuity of patients, the lack of family support, there is 

no conversation between the provider and the patient.   

 The Medical Oncologist refusing to stop treatment even when the patient 

performance status is poor, also the duties of the job are more task oriented 

which makes it difficult to spend time with the patient.   

 The physician does not allow patients to give up, even though treatment is futile.   

 Time is a barrier when nurses have 10 patients to care for; there is no time to 

provide care that supports dignity 

 Hospital policy, overworked, not enough time to deliver care and patient to staff 

ratio (for example too many patients and not enough nurses). 

 Barriers can be the family when they do not understand the dying process and 

disagree with the patient’s wishes.   

 Not on the same page as the patient; the physician perception of cure and 

treatment. 

 Lack of education in end-of-life care, nurses lack the understanding of the 

spiritual needs of the patients. 

 Lack of time, heavy workload with too many patients.   

 I feel healthcare leaders  are too judgmental of nurses and the care they give; 

for example, after spending time and trying to meet all the patients’ needs, you 

are stuck staying after hours to complete your paper work, they don’t  want you 

to stay late. 

 Nursing leaders are not very compassionate to the staff; in return, the staff loses 

their caring ability.   

 Nurses become burnt out due to overwork and massive amount of charting 

which does not allow time to provide care that supports dignity. 

Note.  Open codes: workload, time, documentation, conversation, treatment, hospital policy, 

education, compassion, burnout. 

Interview question 9: How would you facilitate dignity?  Responses to this question 

included providing education, developing course curricula, implementing workshops, and 
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honoring patients’ wishes.  The majority of the participants indicated that they would facilitate 

dignity by educating hospital staff in end-of-life care, providing in-services in the hospitals, and 

implementing workshops, which would be mandatory.  Most of the participants stated they 

would develop course curricula in palliative care within all schools of nursing with clinical hours 

that focus on dignity and end-of-life care.  One nurse said she would allow family members to 

bring the patients’ pets to the hospital.  Another participant stated, “I would facilitate dignity 

through education of the staff and becoming an advocate for patients.”  Multiple participants 

noted that it was important to communicate with the staff and patients about their perception of 

dignity and the care needed to support dignity.  When facilitating dignity, participants felt that it 

was important to honor and respect patients’ values and belief systems, whatever they may be. 
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Table 9  

Strategies to Facilitate Dignity During End-of-Life Care 

Participant’s 

Code Quotation 

 By increasing the use of auxiliary staff through using more Certified Nursing 

Assistants (CNAs), staff education in end-of-life care.   

 In-services to all staff working in the hospital, look at the documentation to 

condense the charting, so nurses have time just to be present with their patients.   

 Through education, in-services in the hospital for nurses caring for patients at 

the end of life, palliative care program, course curriculum in palliative care with 

hours for clinical which would become mandatory for all nursing students.   

 Allow patients to bring their pets to the hospital when they know their life 

expectancy is limited.   

 Provide spas for the women also ensuring there is someone to take care of their 

hair, nails and makeup.   

 I will do whatever it takes to enhance the patient’s quality of life. 

 I would facilitate dignity through Education of the staff and become an advocate 

for the patients.   

 Honoring and respecting their values and belief system. 

 By understanding the patient’s perception of their dignity, establish goals with 

the patient and accomplish those goals. 

 I facilitate dignity by communication with staff and patient about their 

perception of dignity and care that supports dignity.   

 Talk with each patient about his or her needs and what they expect, their goals 

of care.   

 I think all staff should have in-services on end- of- life care and self-reflection. 

 I would do workshops in caring for patients at the end of life, a palliative care 

course curriculum in all nursing school. 

 Staff education, open communication and workshop for nurses to discuss 

dignity and end-of-life care. 

Note.  Open codes: auxiliary, staff, education, documentation, curriculum, pets, advocate, 

honoring, respecting, goals, communication, support, self-reflection.. 
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Generating Grounded Theory   

The qualitative data analytical software NVivo used a method of constant comparison to 

code and analyze the data in the interview transcripts.  The questions guided the interviews using 

an inductive approach to investigate the perceptions of the participants.  The open codes 

identified included person, family, communication, feeling, support, caring, honoring wishes, 

being an advocate, connection, education, comfort, compassion, respect, trust, overwork, and 

giving.  The categories included communication, connection, curriculum, person, being present, 

caring, comfort, compassion, respect, and honoring wishes.  Selective coding and the constant 

comparison method were used, which led to the development and refinement of categories.  The 

selective codes identified were education, workshops, communication, connection, curriculum, 

respect, support, being present, caring, honoring wishes, physical needs, and facilitation.  The 

categories from selective coding were structured to form the theory grounded from the data.  

This study used a situational map to develop a strategy through NVIVO 10 for articulating the 

elements of the situation during open coding in analyzing nurses’ perceptions of care that 

supports dignity during end of life.  Clark (2005) reported that maps serve to diagram the major 

human, nonhuman, discursive, and other factors in the research situation to help analyze the 

relations among different elements.  NVIVO 10 developed a situational map with frequent words 

associated with care that supports dignity at the end of life (see Figure 2).   
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Figure 2. Situational Map of Nurses’ Perceptions of Care That Supports Dignity During End of 

Life. 

Figure 2 shows a situational map used early in the data analysis process through open 

coding; color was assigned to each node for tracking significant words in nurses’ perceptions of 

care that supports dignity during end of life.  Appendix C shows word frequency, query, with 

stemmed words in exploring nurses’ perceptions of care, which supports dignity at the end of life 

during hospitalization. 

Theoretical Abstraction 

In this study, the inclusion of a postpositivist interpretive framework, exemplified in the 

systematic procedures of grounded theory developed by Corbin and Strauss (2008), helped to 

underscore nurses’ perceptions regarding end-of-life care that supports dignity during 
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hospitalization.  Creswell (2013) noted that postpositivist researchers consider inquiry to be a set 

of logical steps from the perspectives of the participants, rather than a single reality, to capture 

the rigorous methods of qualitative data collection and analysis.  Prior theories, although 

considered for this study, did not merit further thought as there was no preexisting theory to 

explain the process of nurses’ perceptions of end-of-life care that supports dignity during 

hospitalization.  The grounded theory method postulated by Corbin and Strauss (2008) helped to 

underpin the study and served as a theoretical lens and framework.   

The participants frequently used words and terms that led to the identification of main 

categories discussed for each question.  The description of care that supports the dignity of 

patients during end of life as an ongoing process indicated constraints placed on nurses.  

According to the participants, increased workload, staff shortages, and nurse burnout were 

factors that detracted from their ability to provide compassionate care to patients that support 

patients’ dignity.  The focus in nursing school is on wellness and prevention, not on the 

supportive care of patients who are dying; therefore, nurses lack education in caring for patients 

during end of life.  Participants also noted that leaders could support nurses in delivering care 

through creating workshops for self-reflection while enhancing communication required to 

improve end-of-life care.  Participants, however, noted that implementing a course curriculum 

with a focus on end-of-life care in undergraduate nursing school could prepare nurses for 

delivering care that supports dignity.  Nurses noted that nurse leaders play an important role in 

facilitating dignity care.  Participants also opined that the role of the leader should be to support 

staff, implement policies to decrease workload, and reassess documentation, which can allow the 

nurse more time at the patient’s bedside.  The factors contributing to nurses’ perceptions of care 

that supports dignity summarized as themes arising from this study include investing in course 
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curriculum in end-of-life care during undergraduate nursing school, receiving support from 

leaders, and having the hospital add workshops for nurses to self-reflect and communicate on 

providing care that supports dignity.  These factors can enhance the development of building 

trust, respect, and compassion; provide emotional support; make sure that physical needs are 

met; honor wishes; and, most of all, have time to be present.  These factors also influence the 

ability of a nurse to be a visionary, an innovator, and a caregiver who supports dignity during end 

of life.  The data analysis further included analysis of factors to develop the proposed emerging 

model.   

Emerging Model of Dignity Enhancing Care from the Data 

The data analysis led to the identification of three pairs of major categories, with 

subcategories, which include communication, support, and facilitation.  Subcategories identified 

were trust, being present, honoring wishes, caring, compassion, respect, time, physical needs, 

and emotional support.  A combination of these factors contributes to delivering care that 

supports the dignity of patients during end of life.  According to the participants, an environment 

that inspires and enhances patients’ dignity must be created in order to ensure dignity during end 

of life.  According to Birks and Mills (2011), essential grounded theory methods result in the 

development of concepts that are initially low level and subsequently developed to a higher level 

as the analysis progresses.  The process of developing an emergent model for care that supports 

dignity resulted in the output of three major categories: communication, support, and facilitation.  

Subcategories that were identified include the following: being present, building a relationship, 

being advocate, honoring wishes, listening, being treated as human, showing compassion and 

respect, physical needs, providing emotional support, education, in-services, workshops and 

course curriculum.  Figure 3 highlights the three major categories and subcategories in the 
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development of an emergent model for care that supports dignity from the participants’ 

perception, which will be refined through further testing and studies.   

 

Figure 3. Three Major Categories and Subcategories for Emergent Model of Dignity Enhancing 

Care from Data 

Summary 

Summarization is based on 11 participants’ perceptions of care that supports dignity 

during hospitalization at the end of life.  The participants’ perceptions of care that supports 

dignity could lead to the evolution of an emerging model for dignity care; the model will be 

useful to identify factors that contribute to care that supports dignity as identified by nurses 

caring for cancer patients in the hospital during end of life.  The proposed emergent model could 
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serve as a useful framework to consider an environment that is needed to enhance the care that 

supports the dignity of patients during end of life.  The emerging dignity model can serve to 

factor the influence of categories and subcategories in delivering care that supports dignity.  The 

proposed model identified factors that will prove useful as a theoretical framework to guide care 

that supports dignity at the end of life during hospitalization by developing and establishing a 

theory to assist nurses with providing care that supports dignity of patients during end-of-life 

care.  The interviews conducted provided information significant to the research question: How 

do nurses perceive care that supports patients’ dignity during hospitalization at the end of life?  

The research included data collected from nurses working in an in-patient oncology unit with one 

or more years’ experience caring for cancer patients during end of life who reside in the 

northeastern United States. 

In this chapter, the details included a description of the results of the data collected and 

analyzed in the study.  The data was collected through semistructured interviews that ranged 

from 30 to 45 minutes with follow-up sessions as needed from the participants for clarification to 

help in gaining insight into end-of-life care.  The analysis of the interview data revealed a 

proposed model that could incorporate three pairs of categories and subcategories.  Chapter 4 

presents a summary of the study findings and a proposed model of dignity care.  Chapter 5 

reports the study limitations, interpretation of data collected, triangulation, member checking and 

rationale for the proposed model, implications and recommendation for action and further 

research. 
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Chapter 5 

Conclusion and Recommendation 

Dignity is an important issue in the healthcare system (Lin et al., 2013).  In the 21st 

century, dignity and respect represent an imperative in the continuum of high-quality care, 

especially critical in palliative care.  Lin et al. (2013) explored nursing literature and research on 

dignity in care in the clinical setting.  The aim of the study was to understand dignity care of 

terminally ill inpatients and to evaluate how patients perceived care as being dignified or 

undignified.  Research findings from the literature indicated that healthcare providers do not 

always maintain the dignity of their patients during end-of-life care (Lin et al., 2013).  However, 

how each of the health professions contributes to this currently remains unspecified, and 

emphasis has been more on the role of physicians (Breitbart & Chochinov, 2009).  Dignity is a 

concept well known in nursing.  Sulmasy (2008) defined human dignity as having several 

positive aspects, including a feeling of self-worth, belief in oneself, and the sense that others 

respect one’s values.  Preserving the dignity of the patient is one of the core concepts in nursing 

care (ANA, 2014).  Dignity during end-of-life care has become one of the most critical issues 

facing patients during hospitalization.  The general problem is that although ensuring dignity is 

necessary for every person, the dignity of the patient is not always respected (Lin et al., 2013; 

Matiti et al., 2007; Seedhouse & Gallagher, 2002).  The need for dignity and respect appears 

integral and essential to the provision of quality care (ANA, 2014).  The specific problem is that 

there is limited knowledge about how nurses support patients’ dignity at the end of life during 

hospitalization. 

The purpose of this qualitative grounded study was to understand nurses’ perception of 

care that supports patients’ dignity during hospitalization at the end of life, and to propose a 
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theoretical foundation consistent with these perceptions as a guide to practice, which will assist 

healthcare leaders to plan interventions to promote dignity.  The research included analysis of the 

perceptions of 11 oncology registered nurses with one or more years of professional experience 

working in the northeastern United States.  In this chapter, the details included the limitations of 

the study, interpretation of the data collected, and recommendations for action and further 

research.  Also, the conclusions were drawn from the results of chapter 4. 

The research question served to illuminate how nurses support patients’ dignity during 

hospitalization at the end of life.  The research question contained nine subinterview questions to 

discover the processes that could explain how nurses support patients’ dignity during end-of-life 

care.  The ultimate finding of this study revealed an emerging model for dignity care through 

nurses’ perception of care that supports patients’ dignity during hospitalization at the end of life.  

Nurses acknowledge the definition of dignity and the care needed to support the dignity of 

patients at the end of life, but verbalized constraints prevent them from delivering care that 

promotes dignity of patients.  The participants in the study indicated a disconnection between 

personal perceptions of what dignity is and providing the care needed to support dignity.  The 

data analysis from the interviews revealed important aspects related to support, being allowed to 

make decisions in a supportive environment, honoring patients’ wishes, ensuring that patients 

have self-respect, treating patients as human beings, providing patients with physical and 

emotional comfort, engaging in meaningful relationships with patients, and showing compassion, 

caring and respect.  The nurses’ perceptions of dignity were in alignment with personal 

perceptions of care that supports dignity with the addition of symptoms management.  Noting the 

challenges that nurses encountered when trying to deliver care that supports dignity, such factors 

included overwork, nurse burnout, high patients to nurse ratio, nurse shortage, excessive 
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charting, insufficient time to spend with patients at the bedside, and lack of support from nurse 

leaders.  Participants described how they would facilitate dignity for patients during end-of-life 

care.  The process would be through education of staff; in-services in the hospital that focus on 

end-of-life care and dignity, open communication with staff and patients about their perceptions 

of dignity, and, most important, a palliative care course curriculum added to all undergraduate 

nursing schools.  The proposed model for dignity emergent care for hospitalized patients at the 

end of life could serve as useful theoretical framework to guide care.  Constant comparison and 

emergence of categories led to the development of a guide for transforming practices within the 

context of living processes, which could represent an emergent model from data to support the 

dignity of patients at the end-of-life care during hospitalization.   

Rationale for Proposed Model 

Category 1: Communication.  According to Lin and Tsai (2011), care that ensures 

dignity offers patients choices, honest communication about the disease and its treatment, 

emotional support, and respect for privacy.  Participants noted the importance of nurses being 

able to advocate for the personal wishes of patients who unable to speak for themselves.  The 

emergent categories connoted the importance of nurses being present to listen to patients’ 

personal stories and concerns and building relationships with patients and family through 

effective communication.   

Category 2: Support.  Participants noted that end-of-life care that supports the dignity of 

hospitalized patients is composed of many factors.  The most important factors were treating 

patients as human beings, giving patients respect, providing patients with physical comfort as 

well as emotional support, and honoring patients’ wishes, whatever they may be (e.g., 

empowering patients’ family members to stay at the bedside, finding a particular place so that 
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patients can spend quality time with their pets, and building trusting relationships with patients, 

for example, returning to the bedside as promised).  The participants also noted that nurse leaders 

are not always supportive of nurses.  The participants stated that nurse leaders should lead the 

journey toward delivering care that supports the dignity of the patients by showing compassion 

to staff and decreasing the workload so that nurses have the time to be present with patients.   

Category 3: Facilitation.  Participants noted that nurses lacked the education needed to 

provide hospitalized patients with the care to support their dignity at the end of life.  The 

discussions indicated the importance of having an undergraduate-level course in nursing school 

with an in-patient clinical component that focuses on end-of-life care.  Participants expressed the 

need to have workshops that allow time for self-reflection and discussion of delivering care that 

supports dignity.  The participants also indicated the importance of mandatory in-services on 

end-life care for all staff caring for patients during this critical period.  The proposed model may 

be used to guide nursing leaders and educators in the facilitation of care that supports dignity 

from the participants’ perceptions.  The facilitation may include workshops and course curricula 

in nursing that provides practical experience that should improve nurses and students’ ability to 

provide care that supports dignity at the end of life.   

Implications of the Study 

Effective strategies for nurses must be translated into clinical practice in order to improve 

care and preserve the dignity of patients during end of life.  The proposed emergent model for 

this study is the beginning of a new framework for understanding the steps required to deliver 

care that supports dignity and is derived from the analysis of nurses’ perceptions.  

Communication opens up the process of being present to empower the skills of listening to the 

needs and concerns of the patients, which leads to the connection of a trust that provides care that 
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supports dignity.  The detailed research conducted resulted in the determination that this 

proposed dignity model could be a new framework for increasing the awareness of barriers and 

developing interventions that promote dignity at the end of life.  The supportive aspect of care 

represents managing all physical needs and symptoms, providing emotional support, honoring 

wishes, showing respect, and building trusting relationships.  The process involves facilitation, 

communication, and support.  Facilitation process consists of education, such as developing 

course curriculum in all undergraduate nursing schools, implementing workshops in the hospital 

for nurses to discuss dignity and support needed to care for the terminally ill, and encouraging 

self-reflection on end-of-life care  

The proposed emergent model could enhance leaders in the facilitation of nursing 

education and aid in the design of curricula for nursing courses and practical experiences that 

may improve the ability to provide care that supports dignity.  Nursing leaders and hospital 

administrators may gain an understanding of the importance of developing educational 

interventions for nurses to support the dignity of their patients during end-life care.    

Study Strengths and Limitations 

The strengths of this study included triangulation of data and member checking from 

nurses, which added rigor to research and strengthened the findings.  The open-ended questions 

elicited participants’ expression of ideas, which offered a more elaborate description than would 

have been garnered from a closed-ended survey.  One of the limitations may also apply to the 

qualitative process, which involves the possibility of researcher bias.  The relatively small 

sample size limits the generalizability of the findings.  The sample size nevertheless was 

sufficient for this grounded theory study because theoretical and data saturation were reached.  
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Another limitation was the exclusion criteria (registered nurses with less than one year’s 

experience working in oncology units and medical-surgical nurses) in this study.   

Contribution to Research 

The research conducted in this study led to the development of a beginning model that 

takes into consideration nurses’ perceptions of end-of-life care that supports dignity for 

hospitalized patients with advanced cancer.  Participants identified barriers that nurses face when 

trying to deliver care that supports patients’ dignity.  Participants also identified the processes 

needed by nurse leaders and educators to empower nurses to make changes to support the dignity 

of patients during care.  The ability to overcome barriers and emerge as caring, compassionate 

nurses that deliver the care needed to preserve the dignity of terminally ill patients led to the 

development of the planned dignity model in this study, which can serve as a learning tool for 

others and add to the body of knowledge on dignity care.  

The scope of further research may lie in including nurses caring for patients with other 

terminal illnesses to identify different views of care that supports the dignity of patients.   

Contribution to Theory  

The discoveries from this study may contribute to theory through the development of a 

new dignity model emerging from the invocation and application of grounded theory.  This study 

involved the inclusion of a postpositivist interpretive framework, exemplified in the systematic 

procedures of grounded theory developed by Corbin and Strauss (2008), which helped to 

underscore the process of nurse perceptions of end-of-life care that supports dignity during 

hospitalization.  This systematic approach allowed ideas, concepts and themes to emerge from 

the data.  Corbin and Strauss reported that grounded theory is an inductive methodology that 

originates with data and builds a theory based on the systematic analysis of the data.  The 
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inductive approach was an appropriate methodological invocation for this study in exploring 

nurses’ perceptions of dignity in caring for the terminally ill through interviews, observation, and 

analysis of texts.  Ryan et al. (2007) opined that the purpose of many qualitative studies 

incorporating inductive/theoretical or theory-generating research designs is to develop theories, 

not to test them. 

Recommendations for Nursing Practice and Nursing Leadership 

The recommendation for nursing practice is to incorporate educational workshops and in-

services within the units to allow nurses to self-reflect on and discuss dignity and the care needed 

to support patients during end of life.  The implementation of a course curriculum during 

undergraduate nursing school with a clinical focus on end-of-life care will likely empower 

nurses’ sensitivity in caring for the whole person, not just completing the task needed to care for 

the terminal ill patients.  Lin and Tsai (2011) noted that in-service that enhances dignity in 

patient care should emphasize providing emotional support, maintaining body image, and 

treating all patients equally.  An environment that supports nurses may facilitate care that 

supports the dignity of patients that consists of attending to physical and emotional needs as well 

as symptoms.  A significant role of nurses emerging from this study is the importance of 

communication, which builds a connection between patients and families through a trusting 

relationship.  The study may be significant to leaders in nursing education as they design 

curricula for nursing courses and practical experiences that may improve the student’s ability to 

provide care that supports dignity.  Nursing leaders and hospital administrators may gain an 

understanding of the importance of developing educational interventions for nurses to support 

the dignity of patients at the end of life during care.   
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Gallagher (2009) studied the relationship between dignity and nursing and suggested that 

the promotion of dignity in patient care is crucial for nurses and nurse leaders.  Gallagher found 

that this rapport has three principal components: 

 the dignity and respect that nurses demonstrate for patients of all ages in every 

circumstance, 

 the dignity of the nurse, and  

 the values and dignity of ethical practice.   

Nursing leaders could help increase dignity by developing a culture of mentoring to empower 

nurses in delivering care that supports the dignity of patients.  To maintain a culture of dignity, 

nurses must establish a commitment to promoting dignity in everyday practice (Gallagher, 2009).   

Further studies using the concepts of communication, support, and facilitation are 

essential to the contribution and the development of the model for dignity care.  This grounded 

theory approach could serve to develop theoretical underpinnings and have practical implications 

for an advanced understanding of nurses' perceptions of what constitutes dignified care of 

patients diagnosed with a terminal illness during an acute admission. 

Summary and Conclusions 

The purpose of this qualitative grounded study was to understand nurses’ perceptions of 

care that supports patients’ dignity during hospitalization at the end of life and to propose a 

theoretical foundation consistent with these perceptions as a guide practice.  The inclusion of a 

postpositivist interpretive framework, exemplified in the systematic procedures of grounded 

theory developed by Corbin and Strauss (2008), helped to underscore the perceptions of nurse 

perceptions regarding end-of-life care that supports dignity during hospitalization.  Prior 

theories, although considered for this study, did not merit further thought as there was no 
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preexisting theory to explain the nurses’ perceptions of end-of-life care that supports dignity 

during hospitalization.  The grounded theory method postulated by Corbin and Strauss helped to 

underpin the study and served as a theoretical lens and framework.  The review of the literature 

(chapter 2) focused on patients’ experiences of how they perceived their care as being either 

dignified or undignified.  The emphasis in numerous studies by researchers has indicated the lack 

of dignity of patients by healthcare providers during hospital admission (Chochinov, 2009; 

Dawood & Gallini, 2010; Meyer, 2010).  There is limited knowledge about how nurses perceive 

care that supports patients’ dignity at the end of life during hospitalization.   

Dignity is an important issue in the healthcare system (Lin et al., 2013).  In the 21st 

century, dignity and respect appear critical and necessary to the providing of high-quality care.  

Dignity is a concept well known in nursing.  Sulmasy (2008) defines human dignity as having 

several positive aspects, including a feeling of self-worth, belief in oneself, and the sense that 

others respect one’s values.  Preserving the dignity of the patient is one of the core concepts in 

nursing care (ANA, 2014).  The interviews with 11 registered oncology nurses with one or more 

years of experience in caring for patients with advanced cancer led to distinctive codes and 

revealed categories and subcategories.  The three major categories were communication, support, 

and facilitation.  The subcategories were trust, being present, honoring wishes, caring, 

compassion, respect, time, physical needs, emotional support, and education.  In chapter 5, the 

data analysis was discussed and compared to the findings in the literature.  Data collected in the 

study led to the proposed emergent model for dignity care.  The information obtained from the 

answers and then analysis of the research questions and recommendations in chapter 5 are 

critical to providing the care needed to support dignity at the end of life during hospitalization.   
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The findings of this study suggested a theory that utilizes communication, support, and 

facilitation in the education of nurses in end-of-life care may enhance the communication 

process and lead to the empowerment of support needed to deliver care that supports the dignity 

of patients at the end of life during hospitalization.  The discoveries from this research may serve 

in the expansion of knowledge and further theory development in this area and offer value to 

nurses caring for patients with terminal illnesses other than advanced cancer.  
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Appendix A 

Interview Guide 

Demographic Questions (record demographic answers) 

1. Observe and identify the gender of the subject 

a. Male 

b. Female 

2. How old are you? 

a. Under 20 

b. 20 to 29 

c. 30 to 39 

d. 40 to 49 

e. 50 or more 

3. How many years working with terminally ill patients 

a. Less than 3 

b. 3 to 10 

c. 10 to 19 

d. 19 or more 

4. How many years of experience as a registered nurse working in oncology 

a. less than 1 

b. 1 to 3 

c. More than 3 

5. Are you a certified oncology nurse  

a. Formally certified 

b. Not formally certified   
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Interview Questions (Subject responses are recorded. Guidance questions only need to be asked 

if required to ensure topical coverage or qualitative depth.) 

Date: 

Place: 

Time session began: -----------Time session ended… 

 The primary research question and sub questions that guided the structure of this study 

were as follows:  How do nurses perceive care that supports patients’ dignity during 

hospitalization at the end-of-life?  

IQ 1: What is your definition/perception of dignity?  

IQ 2: Tell me, what are your perceptions of care that support dignity?  

IQ: 3 Do you remember an occasion when you felt you did not support patients’ 

dignity? 

IQ 4: What strategies, if any, can health care leaders use to help nurses overcome 

barriers in providing care that support dignity during end of life? 

IQ 5: How would you support patients’ dignity during end-of-life care? 

IQ 6: Tell me what you think nurses do right to maintain the dignity of their patients 

during end of life? 

IQ 7: What do nurses do poorly to maintain the dignity of their patients during end-of-

life care? 

IQ 8: What barriers, if any have you experienced when trying to deliver care that 

supported dignity of your patients at the end of life? 

IQ 9: How would you facilitate dignity? 
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Appendix B 

Informed Consent 

 

Informed Consent: Participants 18 years of age and older 

 

Dear Nurses of the Oncology Nursing Chapter of New Jersey 

 

My name is Barbara Crump and I am a student at the University of Phoenix working on a doctoral 
degree.   

I am doing a research study entitled Exploring Nurses’ Perceptions of Dignity during End-

of-Life Care. The purpose of this qualitative grounded theory approach is to understand how 

nurses support patients’ dignity at the end of life during hospitalization.   

 This study is to generate theory from the data to understand nurses’ perceptions of care 

that supports dignity for patients at the end of life during hospitalization.   

A grounded theory approach will be used to understand nurses’ perceptions, and how well 

and to what extent the dignity of the terminally ill is served.   

Your participation will involve sharing your views and experiences on dignity in caring 

for patients and how dignity can be maintained during end-of-life care. The duration of the 

interview will be approximately 60 minutes or less if, more time is needed for discussion. With 

your permission, the interview will be audiotaped and transcribed, the purpose being to capture 

and maintain an accurate record of the discussion.   

Your name will not be used at all. On the transcripts and data collected, you will be 

referred to only by way of a pseudonym.  

You can decide to be a part of this study or not.   

Once you start, you can withdraw from the study at any time without any penalty or loss 

of benefits.   

The results of the research study may be published but your identity will remain 

confidential and your name will not be made known to any outside party. In this research, there 

are no foreseeable risks to you (none ). 

Although there may be no direct benefit to you, a possible benefit from your being part of 

this study is the  contribution of knowledge  to  understand  nurses’ perceptions of care that 
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supports patients’ dignity at the end of life. In addition, possibly develop theory and intervention 

to enhance patients’ dignity during hospitalization.  

For questions about your rights as a study participant, or any concerns or complaints, 

please contact the University of Phoenix Institutional Review Board via e-mail at 

IRB@phoenix.edu. 

As a participant in this study, you should understand the following: 

1. You may decide not to be part of this study or you may want to withdraw from 

the study at any time. If you want to withdraw, you can do so without any problems. Your 

participation in the study is strictly voluntary. 

2. Your identity will be kept confidential; your records will not be shared with 

anyone outside of the research team. The information that is collected from this research 

project will be kept private under lock and key. A code and not your name will be utilized to 

identify you. Your name will not be used in any reports or publications of this study.  

3. Barbara Crump, the researcher, has fully explained the nature of the research 

study and has answered all of your questions and concerns. 

4. If interviews are done, they may be recorded.   

5. If they are recorded, you must give permission for the researcher, Barbara Crump, 

to record the interviews. You understand that the information from the recorded interviews 

may be transcribed. The researcher will develop a way to code the data to assure that your 

identify is protected. 

6. Data will be kept secure private under lock and key. The data will be kept for 

three years, and then destroyed.  

7. The results of this study may be published.  

By signing this form, you agree that you understand the nature of the study, the possible 

risks to you as a participant, and how your identity will be kept confidential and anonymous. 

When you sign this form, this means that you are 18 years old or older and that you give your 

permission to volunteer as a participant in the study that is described here. 

 

        (x)  I accept the above terms.       (  )  I do not accept the above terms (CHECK ONE) 
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Signature of the research participant ___________________________ Date __________ 

 

 

Signature of the researcher ________________________________ Date _____________ 
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Appendix C 

Word Frequency Query with Stemmed Words 

Word Length Count Weighted percentage (%) Similar words 

patient 7 709 6.03 patient, patients 

person 6 754 3.15 advocate, auxiliary, better, cancer, connection, family, 
heavy, issue, mandatory, nurse, patient, person, physical, 
possible, provider 

nurses 6 307 2.78 attention, nurse, nurses, nursing 

communication 13 785 2.37 communication, connection, conversation, curriculum, 
deliver, delivery, discuss, discussion, educate, expect, field, 
giving, group, guess, information, issue, leave, moral, 
person, place, present, program, reflection, return, sense, 
showing, speak, speaking, spirit, staff, treatment, 
understanding, verbal 

family 6 636 2.10 family, patient, people, person, present 

needs 5 261 2.07 involve, needed, needs, shortage, status, takes, taking, 
wanted, wanting, wants 

related 7 507 2.02 amount, assignment, center, communication, concerns, 
connect, connected, connection, control, family, involve, 
issue, orientation, person, place, quality, ratio, related, 
relating, relationship, remember, things, think, trust 

feeling 7 425 1.55 caring, comfort, compassion, dignity, expectancy, feeling, 
heart, nurse, perception, respect, sense, spirit, think 

amount 6 263 1.54 amount, become, comes, death, decrease, dying, enough, 
increase, information, limit, majority, overtime, school, 
shortage, value 

support 7 502 1.53 advocate, agree, allow, auxiliary, based, control, 
documentation, encourage, establish, friends, nurse, permit, 
provide, reinforcement, support, supported, supportive 

wishes 6 199 1.37 cares, caring, trust, wanted, wanting, wants, wishes 

giving 6 666 1.28 allow, deliver, giving, guess, leave, nurse, permit, place, 
present, provide, return, spend, staff, support, trust 

process 7 313 1.26 attention, connection, control, decrease, deliver, education, 
feeling, functioning, incorporation, increase, issue, knowing, 
overwork, perception, performance, process, thought, 
treated, understanding 

caring 6 335 1.17 attention, cares, caring, concerns, control, healthcare, 
hospice, management, nurse, nursing, process, treatment 

status 6 250 1.17 comfort, control, dignity, feeling, health, importance, place, 
quality, respect, shortage, spirit, status 

group 5 382 1.14 administration, center, course, family, field, following, group, 
information, meeting, people, school, staff, system, world 

information 11 399 1.10 curriculum, documentation, educate, example, information, 
issue, knowing, leave, present, program, reinforcement, 
respect 
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think 5 429 1.10 allow, center, connect, control, expect, focus, guess, 
integrate, listen, place, policy, process, program, reasons, 
reflection, remember, respect, think, thought, thoughts, trust, 
value 

provide 7 474 1.08 allow, connection, leave, nurse, provide, provider, providing, 
staff, support 

thoughts 8 361 0.95 amount, attention, belief, concept, control, decision, 
example, feeling, heart, perception, policy, program, quality, 
right, system, thought, thoughts, value 

making 6 513 0.90 accomplish, amount, become, bring, complete, deliver, 
encourage, establish, expect, getting, giving, guess, leave, 
making, place, preparing, present, program, return, support, 
takes, taking, think 

allow 5 336 0.88 allow, allowed, allowing, allows, involve, leave, permit, 
provide, provider, providing, support, trust 

honoring 8 112 0.74 honest, honoring, respect, right 

place 5 295 0.67 center, guess, place, placed, present, reduce, right, spend, 
status 

treatment 9 164 0.67 attention, chemotherapy, communication, discuss, 
discussion, discussions, hospice, management, treatment 

paying 6 279 0.64 giving, paying, place, return, spend, support, think 

assignment 10 331 0.63 allow, assignment, decision, example, place, present, 
reduce 

present 7 424 0.62 advocate, deliver, delivering, giving, leave, performance, 
place, present, program, remember, showing, speak, 
support 

education 9 155 0.59 better, course, educate, education, knowing, orientation, 
preparing, school, workshop 

documentation 13 292 0.57 assignment, communication, documentation, permit, 
process, program, return, support 

quality 7 168 0.56 ability, better, compassion, control, focus, importance, 
making, quality, system, value 

services 8 50 0.56 delivery, services 

course 6 124 0.55 course, education, feeding, orientation, workshop 

listen 6 126 0.54 center, focus, listen, listens, perception 

comfort 7 233 0.53 comfort, comfortable, person, status, still, support 

taking 6 187 0.53 accepting, become, bring, clean, condense, field, getting, 
hiring, involve, limit, place, return, takes, taking 

center 6 188 0.52 center, focus, heart, listen, place, think 

medicated 9 78 0.51 administration, medicated, palliative 

palliative 10 110 0.51 better, comfort, decrease, palliative 

reasons 7 398 0.51 group, guess, integrate, place, policy, present, process, 
reasons, support, think, thought 

charting 8 38 0.50 charting 

feeding 7 182 0.50 encourage, feeding, giving, nurse, nursing, provide 

advocate 8 144 0.49 advocate, advocating, person 

physician 9 37 0.49 oncologist, physician 

establish 9 206 0.46 accomplish, based, center, establish, giving, hospital, 
school, showing, support 

stories 7 35 0.46 stories 

connection 10 129 0.45 communication, connect, connected, connection, meeting, 
provider, related, terminal 

moral 5 192 0.45 advocate, clean, moral, quality, right 
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accepting 9 266 0.44 accepting, agree, allow, involve, permit, respect, sense, 
support, trust, understand 

emotional 9 106 0.44 caring, comfort, emotional, feeling, spirit 

increase 8 113 0.43 additional, amount, condense, incorporation, increase, 
process 

poorly 6 40 0.43 illness, people, poorly 

treated 7 270 0.42 addressing, center, discuss, nurse, present, provide, treated 

workload 8 32 0.42 workload 

concept 7 137 0.41 amount, concept, given, perception, quality, right, thought, 
value 

speaking 8 210 0.41 addressing, deliver, discuss, place, present, speak, 
speaking, verbal 

burnout 7 30 0.40 burnout 

excepting 9 113 0.39 example, excepting 

conferences 11 191 0.37 conferences, discuss, discussion, giving, meeting, present 

possible 8 51 0.34 concept, given, maybe, possible, potential 

wants 5 81 0.32 shortage, trust, wanted, wanting, wants 

addressing 10 182 0.31 addressing, delivery, place, present, speaking 

complete 8 82 0.30 accomplish, clean, complete, nails, terminal 

leads 5 73 0.30 discuss, encourage, going, leads, leave, place, takes, taking 

ability 7 94 0.28 ability, acuity, attention, quality, sense, system, 
understanding 

better 6 120 0.28 become, better, clean, comfort, educate, school 

dying 5 48 0.28 death, dying, going 

human 5 76 0.27 compassion, field, group, human, quality, world 

limited 7 56 0.27 control, decrease, limit, limited, reduce 

management 10 87 0.27 accomplish, administration, management, permit, possible, 
treatment 

compromised 11 30 0.26 agree, compromised 

goals 5 24 0.26 goals, terminal 

trying 6 48 0.26 control, difficult, trying 

difficult 9 46 0.25 difficult, quality, trying 

excessive 9 19 0.25 excessive 

heavy 5 40 0.25 heavy, important, massive 

meeting 7 103 0.25 agree, fulfilled, group, meeting, provide 

privacy 7 19 0.25 privacy 

discussion 10 89 0.24 advocate, discuss, discussion, discussions 

expect 6 128 0.24 belief, deliver, expect, expectancy, feeling, guess, heavy, 
think, trust 

delivering 10 188 0.23 bring, deliver, delivering, expect, present, process 

important 9 80 0.23 focus, heavy, importance, important, moral, sense, spirit, 
value 

return 6 72 0.23 bring, deliver, delivering, giving, issue, issues, return, takes, 
taking 

right 5 82 0.23 place, quality, right, rights 

knowing 7 126 0.22 control, knowing, orientation, remember, sense, think, 
understanding 

leave 5 176 0.22 forget, giving, going, leave, present, remember 

system 6 78 0.22 group, program, system, systems 
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belief 6 93 0.21 belief, control, decision, expectancy, feeling, heart, spirit, 
thought, trust, values 

clean 5 75 0.21 clean, complete, moral 

things 6 90 0.21 feeling, group, process, system, things, world 

control 7 136 0.20 control, limit, person, process, reduce, spirit, status, still 

following 9 89 0.20 comes, following, people, person, understand 

judgmental 10 42 0.20 administration, decision, judgmental, sense, thought 

oriented 8 44 0.20 course, orientation, oriented, quality 

collaborate 11 14 0.19 collaborate, collaboration 

going 5 105 0.19 agree, course, death, going, leave, process, return, school 

hospital 8 36 0.19 hospital, status 

loses 5 37 0.19 forget, leave, loses, place 

become 6 47 0.18 amount, become, becoming, comes, getting, going, reduce 

trust 5 97 0.18 allow, belief, expect, permit, trust 

understanding 13 72 0.17 focus, guess, knowing, policy, quality, reasons, sense, 
understand, understanding 

especially 10 14 0.16 especially, excepting 

friends 7 79 0.15 connection, friends, person 

intentions 10 20 0.15 intentions, knowing, spirit 

questions 9 11 0.15 questions 

spirit 6 64 0.15 alive, comfort, control, feeling, heart, spirit, spiritual 

tasks 5 17 0.15 assignment, tasks 

everything 10 11 0.15 everything 

abandoned 9 20 0.14 abandoned, leave 

comes 5 139 0.14 become, comes, getting, present 

decision 8 43 0.14 assignment, decision, important 

performance 11 80 0.14 accomplish, functioning, heavy, performance, process, 
program 

program 7 76 0.14 performance, policy, program, system, thought 

sense 5 33 0.14 acuity, perception, sense, understand 

value 5 55 0.14 amount, belief, importance, value, values 

anymore 7 10 0.13 anymore 

decrease 8 75 0.13 amount, condense, decrease, limit, process, reduce 

incorporation 13 33 0.13 incorporation, integrated, quality, spiritual 

interferes 10 10 0.13 interferes 

members 7 10 0.13 members 

refusing 8 10 0.13 refusing 

respect 7 46 0.13 heart, respect, severe, value, values 

symptoms 8 10 0.13 symptoms 

technical 9 10 0.13 technical 

functioning 11 39 0.12 functioning, going, place, reflection 

holistic 8 9 0.12 holistic 

integrated 10 23 0.12 incorporation, integrate, integrated 

involve 7 60 0.12 connection, involve, status, world 

whatever 8 9 0.12 whatever 

whoever 7 9 0.12 whoever 
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accomplish 10 37 0.11 ability, accomplish, complete, fulfilled, going, performance 

alive 5 11 0.11 alive, awake 

compassion 10 38 0.11 accomplish, compassion, understand 

ladies 6 8 0.11 ladies 

majority 8 33 0.11 better, field, majority 

makeup 6 8 0.11 makeup 

preparing 9 56 0.11 educate, preparing, provide, thought 

reduce 6 48 0.11 become, condense, decrease, limit, reduce 

terminal 8 41 0.11 accomplish, complete, death, decision, terminal 

physical 8 23 0.10 physical, quality 

adding 6 7 0.09 adding 

administration 14 30 0.09 administration, establish, management 

Barriers 8 7 0.09 barriers 

Clinical 8 7 0.09 clinical 

Confident 9 12 0.09 confident, trust 

Perception 10 47 0.09 feeling, field, perception, sense, understanding 

Students 8 7 0.09 students 

Bedside 7 6 0.08 bedside 

Concerns 8 19 0.08 concerns, world 

Getting 7 46 0.08 course, getting, leave, return, understand 

Invasion 8 6 0.08 invasion 

Remember 8 45 0.08 connect, connection, leave, remember 

Sometime 8 6 0.08 sometime 

Though 6 6 0.08 though 

Caught 6 6 0.08 caught 

constraints 11 5 0.07 constraints 

Never 5 5 0.07 never 

Powerless 9 14 0.07 powerless, quality 

Spiritual 9 24 0.07 belief, spiritual 

Anything 8 5 0.07 anything 

Bring 5 45 0.06 bring, deliver, getting, process 

Delivery 8 18 0.05 bring, delivery 

meaningful 10 4 0.05 meaningful 

Severe 6 16 0.04 place, severe 

Attention 9 16 0.03 attention, focus 

Field 5 11 0.03 environment, field 

Around 6 1 0.01 around 

Peaceful 8 1 0.01 peaceful 

Really 6 1 0.01 really 

 




