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Abstract

Background: Motivational interviewing (MI) is a patient-centered
counseling approach aimed at enhancing intrinsic motivation for
behavior change by addressing ambivalence. While MI has shown
promise in improving psychological and social outcomes in chronic
illness, its impact on patient dignity remains underexplored. This study
evaluated the effect of MI on the inherent and social dignity of
hemodialysis patients.

Methods: A randomized clinical trial was conducted using
convenience sampling with 70 hemodialysis patients in Iran. The
intervention group received five 120-minute MI sessions over two
weeks, based on Miller and Rollnick’s framework. Participants
completed measures of inherent and social dignity before the
intervention, immediately afterward, and again four weeks later.
Results: At baseline, the two groups were comparable in terms of
inherent and social dignity. MI significantly improved both dimensions.
Immediately following the intervention, the intervention group had
higher total scores in social dignity (P-value=0.015), particularly in
the family support and connection dimension (P-value=0.028).
Additionally, notable improvements were seen in total inherent dignity
(P-value=0.003), as well as in the family environment (P-value=0.001)
and social environment (P-value=0.023) subscales.

Conclusions: MI significantly enhances both social and inherent
dignity among hemodialysis patients, improving their psychosocial
well-being. Healthcare managers should consider integrating MI into
dialysis care routines to foster patient dignity and overall quality of
life. Future studies are recommended to assess the long-term effects of
MI and its applicability across broader clinical populations.
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Introduction

The concept of dignity is multifaceted and intricate, and it
is a crucial concern in healthcare that consistently underscores
the importance of upholding and honoring patients, irrespective
of their unique individual, cultural, and social distinctions.!
The concept can be defined in two distinct manners: inherent
and social. Dignity is an inherent privilege of every individual
as a member of the human race, serving as a testament to the
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equal rights possessed by all human beings. Social dignity is
influenced by an individual's interactions with others and can
be gained or diminished through social communication.? There
is a correlation between diminished self-esteem and various
adverse outcomes such as depression, anxiety, reduced quality
of life, and an increased inclination towards suicidal ideation.?
However, it is essential to note that when patients' dignity is
respected and enhanced, it can create a sense of value and
resilience. This, in turn, can lead to increased motivation and
hope and greater satisfaction with the care they receive.

Additionally, it has been observed that when patients'
dignity is prioritized, there is a decrease in the length of
hospital stays, along with improvements in both their overall
health status and quality of life.* One of the primary concerns
among individuals with chronic conditions is the potential
erosion of their dignity. Therefore, it is imperative for nursing
care and interventions to prioritize the preservation and
enhancement of the quality of life for these patients.’

Few studies have utilized alternative methods to enhance
patients' dignity to date. Miller and Rollnick's motivational
interviewing (MI) is one of the most effective techniques for
treating alcoholism.® MI is a cognitive-behavioral therapy
emphasizing the patient and identifying and resolving
concerns. It alters people's attitudes and beliefs and influences
patients' behavior. In this method, emphasizing the patient's
objectives and values increases his inner motivation and sense
of dignity, while expressing empathy improves his health status
control.” MI is a flexible method that can be used
independently or in conjunction with other treatments, and
compared to other behavioral therapy methods, it can produce
significant results in a reduced amount of time.® According to
research, MI has been linked to a reduction in depressive
symptoms, an increase in motivation and hope, treatment
adherence, and an improvement in the quality of life for
hemodialysis patients.’!" Bilgin et al. (2022) demonstrated that
MI effectively reduces patients' blood pressure, blood sugar
levels, emotional distress, and depression and enhances self-
efficacy.'? In addition, Qiqi et al. (2021) found that MI
mitigates depression and improves the quality of life in stroke
patients.!3

As previously mentioned, most existing studies on the
effects of MI have focused on psychological and behavioral
outcomes, whereas the humanistic and ethical dimensions of
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care (particularly patient dignity) have received less
attention.'*!> Patient dignity, especially in its inherent and
social dimensions, plays a vital role in comprehensive and
patient-centered care.'® Hemodialysis patients, due to their
chronic dependence on treatment, repeated exposure to
invasive procedures, psychological stress from long-term
therapy, and the potential for social stigma and isolation, face
significant threats to their dignity. These threats may lead to
reduced self-esteem, weakened social identity, and diminished
psychosocial resilience, all of which can adversely affect their
quality of life and engagement with treatment.'>!7 Promoting
patient dignity in such circumstances is not only an ethical
imperative but also contributes to increased treatment
satisfaction, greater resilience, improved mental health, and
overall better quality of life.!®!® Furthermore, the core features
of MI—such as empathy, support for autonomy, and
enhancement of intrinsic motivation—are theoretically aligned
with the principles of dignity preservation and human value. '

Nevertheless, empirical evidence regarding the direct
impact of MI on enhancing dignity in hemodialysis patients
remains limited. This study aims to address this gap and
highlight the importance of dignity-enhancing interventions in
dialysis care as part of a more ethical and holistic approach to
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patient management. Accordingly, the present study was
conducted to determine the effect of MI on the inherent and
social dignity of patients undergoing hemodialysis.

Materials and Methods

This study was carried out based on randomized controlled
trial design in Karun, Iran. Convenience sampling strategies
were used to include patients undergoing hemodialysis
treatment who met the inclusion and exclusion criteria.
Participation required a diagnosis of chronic renal disease,
treatment with hemodialysis for at least 6 months, age between
18 and 70, physical engagement in meetings, enough reading
and writing proficiency, and making phone calls. Patients were
not eligible if they met any of the following exclusion criteria:
a history of severe mental illness and substance abuse that
prevented them from communicating effectively (as diagnosed
by a psychiatrist); the condition made participating impossible;
occurrence of stressful events in the preceding month; any
previous participation in behavioral therapy or other MI
programs; or failing to attend multiple sessions of the
intervention. Participants were randomly allocated into a
control and an intervention group using block random
allocation (Figure 1).
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Figure 1: The flow diagram of the study

To estimate the sample size, reference was made to the
study by Aliadoost-Ghahfarkhi et al., which investigated
variables related to the concept of dignity using similar
populations and interventions.!! The sample size was
calculated using the formula for comparing two independent
means.

(af+ qg)(zl_% + Z,-p)°

n= —
52

Based on the effect size reported in the aforementioned
study, assuming a 95% confidence interval, and 80% statistical
power, the required sample size was determined to be 32
participants per group. Allowing for a 10% attrition rate, the
final sample size was set at 35 participants in each group.
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Informed consent was obtained both verbally and in writing
from all participants after providing them with detailed
information about the study objectives, procedures,
participants’ rights, and confidentiality of their data.
Participation was entirely voluntary, and participants were
assured of their right to withdraw at any point without any
consequences. The study was approved by the Research Ethics
Committee of Shahroud University of Medical Sciences under
the ethics code IR.SHMU.REC.1398.083, and it was registered
in the Japan Registry of Clinical Trials under the registration
number UMIN000039644.

Patients in both groups were interviewed using a
demographic information form, a social dignity questionnaire
(SDQ), and an inherent dignity questionnaire (IDQ) before the
intervention, immediately following the intervention, and four
weeks later. The demographic information form included age,
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gender, duration of illness, number of dependents, education,
marital, residence and occupational status.

Bagheri et al. (2014) developed the 24-item IDQ, which
consists of three dimensions: inherent dignity in the family (9
items), inherent dignity in society (8 items), and inherent
dignity in medical contexts (7 items). The responses are graded
on a 6-point Likert scale, with a minimum score of 1 and a
maximum score of 6 for each item. The mean score of the
questionnaire items will determine the total inherent value.
More points across all dimensions and the entire questionnaire
indicate a high level of dignity. Face, content, and construct
validity were employed to validate the questionnaire. The
questionnaire's reliability was 0.94 using the Cronbach's alpha
method and 0.96 using the split-half method.?°

The 77-item SDQ was developed by Bagheri et al. in 2014
and includes dimensions of family communication and support
(25 items), social communication and support (23 items),
health care communication and support (20 items), burden to

others (physical, emotional, and social) (6 items), and burden
to others (economic) (3 items). The items are graded on a 6-
point Likert scale, with the minimum and maximum score for
the questionnaire items being 1 and 6, respectively. The
average score of the items will be considered as the total score
of the questionnaire. A higher score in each dimension and the
whole questionnaire indicates a higher social dignity. The
validity of the questionnaire was confirmed through face,
content, and construct validities (through factor analysis), and
its reliability using Cronbach's alpha coefficient was 0.97, and
using the splitting method was 0.99.%!

Following the principles of Miller and Rollnick, the
intervention group was divided into two groups of 12
individuals and one group of 11 individuals who received MI
as a behavior change counseling program. The intervention in
this study was carried out using a 5-session design based on the
MI manual by Navidiyan et al. (2011).2> Table 1 details the
topics covered in each session.

Table 1. The structure and content of motivational interview sessions

Title

Content of session

Introduction, explaining the purpose of the group, checking the motivation and confidence of the participants, getting to

Introduction

know the rules and norms of the group, announcing the date and time of the other, meetings, the stages of change, and

finally preparing for the motivational interview.
Clarifying and helping the participants to understand the inner need for change, expressing and confirming the existence of

Feelings and emotions

different feelings during the change, tolerating resistance and involving the participants in the group process, prioritizing

the aspects of life that are affected by the disease, and Identifying feelings around these dimensions and discussing them.

Positive and negative
aspects of behavior and
its change

Focusing on participants' ambivalence, identifying positive and negative aspects of behavior, expanding and increasing
awareness of risks by measuring the costs and rewards of individual behavior, emphasizing participants' ability to assess
self-efficacy for change, measuring benefits and losses related to change behavior, understanding the problem and
providing the appropriate solution for these changes.

Clarifying, identifying, and confirming the participant's values (including personal and social values), creating an inner desire
Values to change, her awareness of the difference between behavior and individual values, strengthening the problem
identification process, and tendency to change.

Final vision

Creating a new perspective and identifying situations, evaluating as well as increasing self-confidence, summarizing the

contents of previous meetings, starting a behavior change program.

The information covered in the motivational interview
sessions was delivered clearly and was tailored to the
individual's educational and cultural background. Each
intervention group met with the researcher in charge and a
clinical psychologist in the conference room at Sina Hospital in
Karun to conduct their interviews. Every week, the intervention
groups attended two 120-minute motivational interview
sessions. During Karoon his time, participants in the control
group continued to receive standard treatment, and no
participants in the intervention group dropped out of the trial
prior to its conclusion. Following research ethics, five
motivational interview sessions were conducted with the
control group after the study. Due to the nature of the
intervention, blinding of participants was not feasible.
However, to minimize bias, data collection and analysis were
conducted in a blinded manner; data collectors and the analyst
were unaware of group allocation.

Quantitative variables such as age and inherent and social
dignity were described using mean and standard deviation. In
contrast, qualitative variables such as gender, marital status,
education level, employment status, place of residence,

dependents, and duration of illness were described using
frequency and percentage. Quantitative variables were
compared between the intervention and control groups using
the independent t-test, while qualitative variables were
compared using the Chi-square and Fisher's exact tests. Fisher's
exact test was applied for variables with fewer than 20 or
between 20 and 40 observations and a minimum predicted
frequency of fewer than five. The Chi-square test was utilized
for variables where the maximal expected frequency was less
than 5 by more than 20% (Table 2). The average levels of
inherent and social dignity were compared between the
intervention and control groups over time using the repeated-
measures analysis of variance. SPSS version 26 was used to
analyze the data, and a significance level 0.05 was applied.

Results

The mean and standard deviation of the age of the patients
in the intervention group was (M=50.26, SD=14.11), and in the
control group was (M=50.37, SD=12.53). Most participants in
both groups were male, married, and had primary education.
The comparison of the intervention and control groups is
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shown in Table 2. There was no significant difference in the
distribution of demographic variables between the two groups,

indicating that the two groups were homogeneous.

Table 2. Demographic characteristics of hemodialysis patients in the intervention and control groups

. Intervention Control
Variables N (%) N (%) P-value
Male 18 (51.4) 20(57.1)
Gender Female 17 (48.6) 15 (42.9) 0.810
Single 5(14.3) 7 (20.0)
. Married 26 (74.3) 25 (71.4)
Marital status Widowed 3(8.6) 3(8.6) 0.717
Divorced 1(2.8) 0
Elementary 23 (65.7) 27 (77.1)
. High school 4(11.4) 6(17.2)
Education Diploma 7(20.2) 2(5.7) 0.212
Academic degree 1(2.9) 0
Employee 2(5.7) 1(2.9)
Manual worker 2(5.7) 2(5.7)
. Housewife 14 (40.2) 13 (37.1)
Occupation Self employed 5(14.3) 8(22.9) 0.947
Retired 7 (20.0) 7 (20.0)
Unemployed 5(14.3) 4(11.4)
(] 21 (60.1) 20(57.1)
Number of dependents 1 5(14.3) 8(22.9) 0.617
22 9(25.7) 7 (20.0)
. Urban 25(71.4) 23 (65.7)
Residence Rural 10 (28.6) 12 (34.3) 0.548
<1 7 (20.0) 7 (20.0)
. . 1-5 23 (65.7) 21(60.1)
Duration of illness (year) 6-10 5 (14.3) 5 (14.3) 0.554
>10 0 2(5.7)
Mean (SD) Mean (SD)

Age (year)

50.37 (12.53)  50.26 (14.11) 0.970

SD: Standard deviation.

In the repeated-measures ANOVA, the passage of time had
a statistically significant effect on the mean score of the
“family communication and support” domain of social dignity
(F=4.86, P-value=0.028), indicating that the mean score in this
domain changed over time regardless of the group. However,
the interaction effect between group and time was not
significant, suggesting that the mean scores of both groups
changed similarly over time (F=2.98, P-value=0.086). For the
total score of social dignity, both the main effect of time
(F=9.11, P-value=0.002) and the interaction effect between
group and time (F=8.22, P-value=0.003) were statistically
significant. This indicates that the mean score of social dignity
changed over time regardless of the group, and also that the
two groups did not change in the same way over time. The
intervention group showed a significantly greater increase in
social dignity scores compared to the control group (P-
value=0.015). In other domains of social dignity, neither the
main effect of time nor the interaction effect between group
and time was statistically significant.

Regarding inherent dignity, the main effect of time (family
environment: F=4.34, P-value=0.020; social environment:
F=6.91, P-value=0.009) and the interaction between group and
time (family environment: F=16.75, P-value<0.001; social
environment: F=41.05, P-value<0.001) were statistically
significant for the “family environment”, and “social
Shahroud Journal of Medical Sciences 2025;11(3) | 56

environment” domains. This indicates that mean scores in these
domains changed over time regardless of group, and that the
pattern of change differed between the two groups. In the
intervention group, mean scores in these domains increased
significantly compared to the control group (family
environment:  P-value=0.001; social environment: P-
value=0.023). However, the main effect of time on the total
score of inherent dignity was not statistically significant
(F=1.16, P-value=0.306), meaning that the mean score did not
change significantly over time when group differences were
not considered. Nonetheless, the interaction between group and
time was significant (F=26.64, P-value<0.001), indicating that
time had a different effect in the two groups, and the
intervention group showed a significantly greater increase in
total inherent dignity scores compared to the control group (P-
value=0.003). In other domains of inherent dignity, neither the
main effect of time nor the interaction effect was statistically
significant. It is noteworthy that in all domains of dignity
where the interaction effect of time and group was statistically
significant, the differences in scores before and immediately
after the intervention were also statistically significant (Social
dignity: P-value<0.001; family environment (inherent dignity):
P-value=0.005). However, in the “social environment” domain
of inherent dignity, a significant difference was observed
between the scores immediately after the intervention and four
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weeks’ post-intervention (P-value=0.018). The results of
repeated measures ANOVA test for different dimensions of

inherent and social dignity are presented in Table 3.

Table 3. Comparison of the average scores of inherent and social dignity and their dimensions at T1, T2, and T3 in each group and between the
intervention and control groups

- —
Variables Group T1 T2 T3 (PT\;:]Ee) TI::?V:I;;:;"’
Mi 4.25(0.33) 4.48(0.35) 4.41(0.29)
Family support Control  4.23(0.28) 4.25(0.30) 4.27(0.31) 0.028 0.086
1P-value 0.796 0.005 0.067
Mi 3.29(0.33) 3.48(0.33) 3.42(0.38)
Community support Control  3.30(0.37) 3.34(0.39) 3.35(0.31) 0.087 0.256
1P-value 0.884 0.096 0.384
Ml 3.46(0.33) 3.67(0.33) 3.57(0.30)
Support of health providers Control  3.51(0.29) 3.50(0.50) 3.43(0.29) 0.093 0.063
Social dignity 1P-value 0.558 0.090 0.056
Mi 1.77(0.86) 2.31(1.08) 2.27(1.13)
Physical, psychological, and social imposition ~ Control ~ 1.92(1.08) 1.87(1.09) 1.84(0.99) 0.199 0.083
1P-value 0.532 0.093 0.097
Mi 2.20(1.33) 2.47(1.28) 2.47(1.25)
Economic imposition Control  2.05(1.30) 2.02(1.29) 1.80(0.87) 0.211 0.527
1P-value 0.652 0.151 0.012
Ml 3.48(0.21) 3.72(0.28) 3.65(0.22)
Total social dignity Control  3.50(0.25) 3.51(0.27) 3.49(0.22) 0.002 0.003
1P-value 0.795 0.002 0.004
Mi 4.35(0.53) 4.86(0.68) 4.80(0.81)
Family environment Control  4.46(0.51) 4.35(0.52) 4.05 (0.54) 0.020 <0.001
1P-value 0.420 0.001 <0.001
Mi 3.92(0.72) 4.06(0.71) 4.47(0.80)
Community environment Control  3.97(0.50) 3.78(0.48) 3.68(0.58) 0.009 <0.001
Inherent dignity 1P-value 0.721 0.062 <0.001
Mi 497 (0.62) 5.03(0.60) 5.09(0.48)
Treatment environment Control 498 (0.87) 4.87(0.53) 4.91(0.61) 0.666 0.217
1P-value 0.946 0.257 0.171
Mi 4.39(0.47) 4.64(0.44) 4.78(0.58)
Total inherent dignity Control  4.45(0.41) 4.31(0.36) 4.18(0.41) 0.306 <0.001
1P-value 0.578 0.001 <0.001

MI: Motivational interview; T1: Pre-test; T2: Follow-up immediately; T3: Follow-up 4 week.

* ANOVA test with repeated measures and the interaction effect of group and time; Significant P-value is bolded.

1 Independent t-test and comparison of mean scores in the Ml group and control group; Significant P-value is bolded.

The findings showed that the intervention led to a
significant increase in inherent dignity scores across most
demographic subgroups. This effect was observed among
different age groups, both genders, and individuals with
varying marital status, income levels, place of residence, and
duration of illness. However, a significant increase in social
dignity scores was reported only in certain subgroups,
including women, unmarried individuals, urban residents, those
with lower education levels, individuals without income, and

participants with (0-1) dependent. In this latter group (0-1
dependent), both inherent and social dignity scores showed
significant improvement. In contrast, among participants with
two or more dependents, only social dignity scores
significantly increased, while inherent dignity scores did not
show a meaningful difference. Additionally, for disease
duration, both inherent and social dignity scores showed
significant differences between the intervention and control
groups, regardless of the length of disease (Table 4).

Table 4. The median (interquartile range) of patients' dignity scores in the intervention and control groups based on demographic variables

. Inherent dignity  Social dignity
Variable Group Mdn (IQR) Mdn (IQR)
Intervention 0.29 (0.68) 0.21 (0.30)
Age <50 Control -0.27 (0.86) 0.03 (0.48)
P-value* 0.010 0.217
250 Intervention 0.23 (0.62) 0.17 (0.31)

QO
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Male
Gender

Female

Married
Marital status

Single

<Diploma

Education

>Diploma

No income

Employment and source of income

Having income

City
Residence
Village
<5 years
Duration of disease
25 years
0-1
Number of dependents
22

Control -0.46 (0.29) -0.01 (0.35)
P-value* <0.001 0.007
Intervention 0.10(0.57) 0.15 (0.46)

Control -0.37 (0.84) 0.01 (0.41)
P-value* 0.003 0.169
Intervention 0.50 (0.70) 0.21 (0.39)

Control -0.37 (0.34) 0.03 (0.37)
P-value* <0.001 0.005
Intervention 0.29 (0.75) 0.16 (0.23)
Control -0.25 (0.63) 0.01 (0.43)
P-value* 0.014 0.165
Intervention 0.29 (0.72) 0.21(0.32)
Control -0.48 (0.54) 0.01 (0.36)
P-value* <0.001 0.021
Intervention 0.29 (0.58) 0.21(0.32)
Control -0.5 (0.29) -0.01 (0.44)
P-value* <0.001 0.006
Intervention 0.35(1.24) 0.18 (0.19)
Control 0.16 (0.71) 0.03 (0.39)
P-value* 0.215 0.208
Intervention 0.33 (0.64) 0.21 (0.40)
Control -0.33(0.42) 0.04 (0.44)
P-value* <0.001 0.023
Intervention 0.15 (0.69) 0.15 (0.32)
Control -0.5(0.77) 0(0.31)
P-value* 0.002 0.084
Intervention 0.33(0.78) 0.21 (0.34)
Control -0.45 (0.54) 0.01 (0.39)
P-value* <0.001 0.004
Intervention 0.22 (0.46) 0.15 (0.49)
Control -0.28 (0.45) 0.01 (0.38)
P-value* 0.003 0.381
Intervention 0.29 (0.66) 0.17 (0.32)
Control -0.31(0.74) 0.01 (0.36)
P-value* <0.001 0.022
Intervention 0.08 (1.16) 0.21 (0.30)
Control -0.5(0.33) 0.01 (0.32)
P-value* 0.004 0.034
Intervention 0.29 (0.66) 0.21 (0.29)
Control 0.37 (0.66) 0.01 (0.37)
P-value* <0.001 0.004
Intervention 0.08 (0.53) 0.22 (0.68)
Control -0.45 (1.03) 0.01 (0.85)
P-value* 0.198 0.010

Mdn: Median; IQR: Interquartile Range; *The P-value was obtained based on the Mann-Whitney U test.

Discussion

The findings of this study demonstrate that MI has a
positive impact on several aspects of dignity among patients
undergoing  hemodialysis. Repeated-measures ~ANOVA
revealed a statistically significant increase in the total score of
social dignity over time, with the intervention group showing
greater improvement compared to the control group. Notably,
this improvement was most evident immediately after the
intervention and persisted, albeit less strongly, four weeks later.
Among the domains of social dignity, a significant change over
time was observed only in the “family communication and
support” domain, although the change was similar in both
groups.

Regarding inherent dignity, patients in the intervention
group experienced more substantial improvements in the
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“family environment” and “social environment” domains
compared to those in the control group. While the overall score
of inherent dignity did not show a significant change over time,
the interaction effect between group and time was statistically
significant, indicating greater improvements in the intervention
group. These findings suggest that MI may enhance specific
dimensions of both inherent and social dignity in hemodialysis
patients, particularly in domains related to interpersonal and
familial relationships.

MI, as described by Miller and Rollnick (2002), is a client-
centered, humanistic approach that fosters intrinsic motivation
for change through collaboration, empathy, and respect for
patient autonomy.?® This approach aligns with dignity-based
care, which seeks to enhance self-esteem, meaning in life, and
quality of life while reducing psychological distress in patients
with chronic conditions.’ The present study demonstrates that
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MI positively impacts the dignity of hemodialysis patients,
improving their psychosocial well-being by fostering hope,
motivation, and a sense of value. These findings are consistent
with prior research showing that MI enhances psychological
and behavioral outcomes, such as emotional distress, adherence
to treatment, self-efficacy, and quality of life, which serve as
critical foundations for dignity in chronic illness.'”> By
addressing psychological barriers like depression and
hopelessness, MI empowers patients to engage more effectively
in their social and personal lives, thereby supporting their sense
of dignity.

Previous studies have demonstrated MI’s efficacy across
various chronic conditions, including renal disease.
Kusumawardani et al. (2022) found that MI significantly
reduced hopelessness and increased motivation in patients with
end-stage renal disease, enabling them to better cope with the
psychological burdens of dialysis."® Dashtidehkordi et al.
(2018) demonstrated that MI with a five-session framework
enhanced the overall health of hemodialysis patients in the
intervention group compared to the control group.?* MI has
dramatically improved treatment adherence and quality of life
in patients with chronic hemodialysis.>?* Similarly, Alidoust-
Ghahfarokhi et al. (2016) reported that a five-session MI
program reduced depression and enhanced hope in
hemodialysis patients, outcomes that likely contribute to a
greater sense of personal and social value'!. A meta-analysis by
Lundahl et al. (2013) of 48 randomized controlled trials found
that MI has a moderate effect size (d=0.35) on self-efficacy and
quality of life across chronic illnesses, including diabetes and
cardiovascular disease, suggesting its broad applicability.?
Bombardier et al. (2013) demonstrated that telephone-based MI
reduced depression and increased hope in patients with
multiple sclerosis, indicating that MI’s benefits extend to
neurological conditions and may enhance patients’ sense of
agency and well-being.?” Additionally, Shahgholian et al.
(2018) found that MI improved the health status of
hemodialysis patients, particularly by enhancing psychological
well-being and treatment adherence, further supporting its
relevance for renal populations.!> These studies collectively
suggest that MI’s ability to foster hope, motivation, and self-
efficacy creates a psychological foundation that supports
dignity by enhancing patients’ capacity to navigate the
challenges of chronic illness. The present study is consistent
with the studies above in that patients undergoing dialysis
treatment are at risk for a decline in dignity as a result of their
physical and mental health problems and that this decline is
linked to feelings of depression, anxiety, hopelessness, and a
poor quality of life.>> As a result, interventions that lessen the
severity of these problems, particularly in terms of quality of
life, can also boost individuals' sense of dignity.

Other interventions, such as dignity therapy and continuous
care models, have similarly enhanced dignity in chronic
patients by addressing psychological and social needs.?®*
According to Kane et al. (2017), dignity is an inherent quality
that can be further supported through advocacy and education,
suggesting that MI’s focus on empowerment is particularly
suited to dignity-enhancing care.’® These results underscore the
potential of integrating MI into routine hemodialysis care to
improve patients’ quality of life and psychosocial well-being,
setting the stage for exploring its specific effects on social and
inherent dignity.

Consistent with Nikkhah et al's,”® we found that the
average scores of inherent and social dignities in family
communication and support considerably increased after the
intervention. According to Griva et al. (2019), patients and
their families dealing with dialysis experience various physical,
psychological, economic, and social difficulties. Therefore,
family members need to be involved in the healthcare planning
process alongside patients.’! Consistent with the current
research findings, Wang et al. (2021) found that the dignity
therapy program involving family engagement increased
patients' optimism, spiritual well-being, and family unity.
Anxiety and depression decreased among family caregivers,
while family adjustment improved. As a result, patients and
families benefited from the introduction of dignity-enhancing
therapies.?? Therefore, family communication and support are
recommended for enhancing patients' social and inherent
dignity.

A qualitative study in palliative care settings found that
family support is central to maintaining patients' dignity,
offering emotional connection, identity affirmation, and a sense
of belonging—especially in collectivist cultures.®® It must be
recognized that human dignity and the family are fundamental
to Iranian culture and that illness and health are regarded as
divine gifts. As a result, family support increases during illness,
eventually improving the patient's dignity.3*

According to the study by Xiao et al., dignity therapy
programs that explicitly involve family members have been
shown to enhance patients' spiritual well-being, reduce
depression, and improve perceived dignity.>*> Moreover, a
systematic review on randomized controlled studies in MI and
analogous psychosocial interventions in chronic illness
populations indicate consistent improvements in quality of life,
self-efficacy, and patient activation—psychological constructs
that are strongly predictive of dignity-related outcomes.*®
Increased self-efficacy and patient engagement may enable
patients to better leverage existing family support, thereby
amplifying the impact of cultural family unity on social dignity.
Furthermore, observational studies confirm that perceived
social support positively correlates with treatment adherence
and psychosocial resilience in hemodialysis patients —key
components of subjective social dignity.?’ Taken together, our
findings suggest a possible pathway: MI enhances patient
activation and psychological empowerment, which then
strengthens family communication support, ultimately
contributing to greater social dignity.

Similar to the research conducted by Houmann et al. (2014)
and Nikkhah et al. (2021),2%3% the current study assessed the
impact of MI on the enhancement of intrinsic dignity in a
community setting. However, Vaghee et al.'s (2013) research
contradicted this finding.?* Possible explanations for this
divergence include the high baseline and stable over-time
levels of social support observed in both the intervention and
control groups of Vaghee et al's study.?” However, in the
current study, the average scores for the dimension of
community environment are nearly zero, enhancing the
capacity to discover significant differences across groups.
According to Kane et al. (2017), dignity is not only an internal
perception, but also a relational and environmental construct
that is influenced by social interactions and public cognition.
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These findings are consistent with Nordenfelt’s (2004)
view that social dignity is strongly dependent on how
individuals are treated by others and on their perceived social
worth within the community.? Similarly, a study by Osterveld-
Vlog et al. (2013) in long-term care settings found that
perceptions of appreciation from the community and the ability
to participate in meaningful social roles significantly
influenced older adults’ sense of dignity.*’ This reinforces the
importance of designing interventions that take into account the
social context of patients, especially patients such as
hemodialysis patients who may experience social stigma or
marginalization.

In the current study, the average scores of inherent and
social dignities for the dimensions of medical staff support and
therapeutic environment increased after the intervention, but
this increase was not statistically significant. Houmann et al.
(2014) found that dignity therapy did not significantly boost
healthcare providers' support by a statistically significant
amount.’® Several causes contribute to this problem, including
medical staff ignorance of the significance of preserving
patients' dignity and the circumstances affecting it, a lack of
training in how to deal with patients appropriately, and nursing
exhaustion and burnout caused by working long shifts. Franco
et al. (2020) believe that nurses play a significant role in
ensuring patients' dignity and emphasize the importance of
training for nursing staff and students to improve their abilities
to implement dignity-enhancing treatments in patients.*!

MI did not affect the average score of social dignity in the
area of burden to others in the current study. Griva et al. (2019)
demonstrated that appropriate interventions to address concerns
about the dignity of patients and their families can effectively
improve the patient's relationship with the family, change the
family's attitude toward the patient, and preserve the patient's
dignity.3! Xiao et al. (2022) provided dignity treatment to the
elderly in nursing homes and individual counseling to their
family members.>> Counseling assisted families in gaining
fresh insights into their patients, managing their skepticism,
and recognizing their patients' needs. These characteristics
significantly lowered the psychological strain on families and
improved patient dignity-related distress. In any event, such
work was not done in the current study, which could explain
why MI did not affect the specified aspects.

The findings suggest that the effect of the intervention on
inherent dignity was broad and independent of most
sociodemographic characteristics, while its impact on social
dignity appeared to be more pronounced among socially
vulnerable groups. Specifically, improvements in social dignity
were mainly observed among women, unmarried individuals,
urban residents, participants with lower educational attainment
or no income, and those with fewer dependents. Interestingly,
in the subgroup of participants with (0-1) dependent, both
inherent and social dignity scores improved significantly,
whereas among those with two or more dependents, only social
dignity increased significantly. This pattern may reflect the
greater psychosocial burden experienced by individuals with
more dependents, potentially limiting their capacity to benefit
from interventions aimed at enhancing inherent dignity, which
is closely linked to a sense of personal worth and self-concept.
On the other hand, participants with fewer family
responsibilities may have had greater psychological space and
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emotional resources to internalize and respond to the
intervention. These findings align with previous literature
suggesting that caregiving responsibilities and social roles can
influence individuals' receptiveness to dignity-conserving
interventions*2.

For example, Martin-Abreu et al. (2022) found that lower
educational level and reduced social support predicted lower
dignity scores in older adults with advanced cancer.®
Similarly, general frameworks in dignity research emphasize
that intrinsic dignity is relatively stable, whereas social or
relational dignity is more susceptible to sociodemographic
factors such as education, support networks, and caregiving
burdens frontiersin.'6

One notable advantage of the current investigation is the
ease of access to the intervention circumstances and novel
approach to address social and inherent dignities in
hemodialysis. Hence, this approach can serve as a valuable tool
for healthcare professionals, enabling them to prioritize
patients' rights and deliver high-quality and ethically compliant
care. However, several limitations should be acknowledged.
First, the sample was drawn from only one hemodialysis center
in a specific city, which could negatively impact the
generalizability of the results, as cultural, social, and care
settings may differ across regions. Second, despite the relative
homogeneity of background variables in the intervention and
control groups, some uncontrolled confounding factors such as
personality traits, individual motivation, level of social support,
previous psychological interventions and family support,** or
individual coping mechanisms outside the treatment setting
could influence patients' responses to MI. Third, although MI
was delivered under controlled conditions, individual
differences in communication style and patient engagement
may have influenced the outcomes. Fourth, the study relied
solely on self-reported data for measuring social and inherent
dignity, which is subject to response bias and social desirability
effects. Patients might have over- or under-reported their
experiences due to personal beliefs, memory inaccuracies, or
the desire to present themselves in a favorable light. Fifth, the
control group did not receive any alternative psychosocial
intervention. Hence, it is not possible to conclude whether MI
is more effective than other supportive methods such as
cognitive behavioral therapy or peer support groups.*® In the
present study, psychological variables such as anxiety,
depression, and hope were not assessed. Therefore, we
recommend that future research take these psychological
dimensions of hemodialysis patients into account. Finally, the
follow-up period was relatively short; therefore, the long-term
sustainability of the observed improvements remains unknown.
Therefore, the results of this study should be interpreted within
the context of the above limitations, and further research is
needed to generalize the findings. It should be acknowledged
that human dignity is a culture-dependent construct.
Accordingly, the findings of the present study are most
applicable within the Iranian sociocultural context. The cultural
norms shaping Iranian society may not be directly transferable
to other or more culturally diverse healthcare systems. Future
studies should evaluate and implement dignity-enhancing
interventions that are tailored to the cultural context of each
society.
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This study demonstrated the effectiveness of MI in
promoting both inherent and social dignity among
hemodialysis patients. These findings suggest that integrating
this approach into patient care may foster more respectful,
dignity-based practices in dialysis settings, facilitated by
multidisciplinary healthcare providers such as mental health
educators, psychiatric nurses, and psychologists. Future
research could also explore alternative delivery formats, such
as remote MI, as well as complementary methodologies,
including mixed-methods or qualitative approaches. In
addition, future studies could benefit from incorporating other
types of interventions alongside MI, such as meditation and
mindfulness.
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