
Emergency department (ED) overcrowding is the
subject of intense study to evaluate its causes and
consequences. However, although implied, there is

little mention of the threat that overcrowding poses to
patient dignity. This threat is intuitively obvious to health
care providers and patients in the ED, yet it is elusive to
prove, as there is neither a universally accepted definition
of dignity nor a method to measure it. We must, there-
fore, look to areas such as palliative care, practice guide-
lines and human rights to help define and quantify the
impact of overcrowding on patient dignity. Dignity is a
cornerstone of humanity, and as physicians we have a
moral obligation to our patients, colleagues and ourselves
to preserve and promote it. Patient dignity may represent
a new area of research in ED overcrowding and greater
awareness could improve patient care and satisfaction.
More importantly, overcrowding as a threat to patient
dignity could be a powerful motivator to engage others
beyond the ED to respond to this crisis.

BASIC CONCEPTS

The Oxford Dictionary defines dignity as the “state of
being worthy of honour and respect.”1 In the classical
sense, dignity is attributed to an individual as a result of
distinction or excellence; whereas in Judeo-Christian
tradition, all humans have inherent dignity because they
are “made in the image of God.” Kant argued a similar
inherent worth based simply on our capacity for ratio-
nal autonomy.2 Following World War II, dignity gained
prominence as a fundamental principle in numerous 
national constitutions and international declarations,
most notably the Universal Declaration of Human
Rights.3 Despite its central role in these documents and

in society, definitions vary depending on the “cultural
and subcultural contexts,”4 of which only the Western
tradition will be discussed in this article.

DIGNITY AND HEALTH CARE

Dignity figures prominently in many professional codes
of ethics, yet there is little practical guidance for the
practitioner.5 Concept analyses suggest that dignity with
care contains the values of “autonomy, truth, justice,
and responsibility to human rights,”6 and is demon-
strated by “attentiveness, awareness, personal respect,
engagement, fraternity and an active defense of the pa-
tient.”7 One article from the emergency medicine litera-
ture defined dignity’s attributes as respect, autonomy,
empowerment and communication.8 Unfortunately,
these attributes suffer the same ephemeral status as the
term they attempt to define. The purpose of this article
is not to enter into an abstract discussion, but rather to
consider dignity tangibly from the perspective of that
which can be promoted, lost, threatened or violated.

DIGNITY PROMOTING MODELS

Models in palliative care and in practice guidelines that
promote dignity attempt to bridge the gap between the
concept of care with dignity and actual patient care.
Chochinov’s9 dignity-conserving model for palliative
care describes factors that influence patient dignity and
an approach to preserving dignity in the clinical setting.
Areas that are negatively impacted by overcrowding, as
a result of limited space and time for patient care, in-
clude symptom distress like poor pain control,10,11 pa-
tient autonomy, privacy concerns12,13 and care tenor.14
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Another attempt to provide guidelines of care with dig-
nity comes from the British National Health Service,
which has enumerated factors and benchmarks for pri-
vacy and dignity, as well as indicators for achieving best
practice.15 Despite this, the experience from British in-
patient wards16 suggests that patient privacy and dignity
fall short of these recommendations, and these settings
are likely more hospitable than overcrowded EDs.

VIOLATIONS OF DIGNITY IN THE ED

Schachter17 argued that a violation of human dignity can
be recognized, even though the abstract term cannot be
defined: “I know it when I see it even if I cannot tell you
what it is.” Whereas Mann18 proposed a taxonomy of 
4 types of dignity violations: 1) being ignored or insuffi-
ciently acknowledged; 2) being seen, but only as a mem-
ber of a group; 3) having one’s personal space transgressed
involuntarily; and 4) humiliation. Qualitative studies of
patient experiences in the ED and in corridors suggest
that overcrowding threatens dignity based on privacy
breaches19 and inappropriate care tenor.20,21 However, the
true power of these studies lies in the patient narratives; as
it is in their own words that the violation to their dignity
becomes palpable. In the case of dignity, generalizing ex-
periences for the sake of evidence dilutes the gravity of the
individual experience, which by Mann’s taxonomy could
itself represent a dignity violation (i.e., being seen, but
only as a member of a group). Without recognition of the
affront to the dignity of the patient as a person, we further
dehumanize the crisis in our EDs. Some patient narratives
may help us to regain our perspective:

“I was hospitalized with heart problems, but I was kept lying out
in the hall. Because I could not stand, the main problem was us-
ing the toilet. It is not very pleasant to lie on the bedpan in a hall
… I lay there with my noises and smells in front of the entire as-
sembly … for me it was painful and humiliating.”19

“For the first days, I felt like a nobody because I was lying in the
corridor. I had severe pain and felt very sick. People and nurses
walked past the entire time without looking at me … There were
11 of us out in the corridor.”19

An elderly patient who was unable to urinate in the bedpan be-
cause of her position and surroundings stated, “[The nurse said]
‘I can’t be bothered with this … I’m putting a nappy on you’ … it
really destroyed me. The thought of having to put a nappy on
and be told to go [urinate] in that. I mean they can’t make you —
here they are making you …”20

DIGNITY AND HUMAN RIGHTS

Another framework in which to study how ED over-

crowding threatens dignity is a human rights–based ap-
proach. Because dignity is one of the foundational con-
cepts of human rights, “these rights can be analyzed and
defended as being necessary for the protection or pro-
motion of human dignity.”22 Two rights that are threat-
ened as a result of overcrowding are the right to health
and the right to be free from torture or cruel, inhuman
or degrading treatment or punishment.

Article 12 of the International Covenant on Economic,
Social and Cultural Rights recognizes the right to enjoy
the highest attainable standard of physical and mental
health.23 This right implies protection from “bodily
harm, unnecessary morbidity and preventable
mortality,”24 and ED overcrowding likely puts patients at
risk for all of these threats. An association has been
demonstrated between overcrowding and compromised
patient care, such as suboptimal pain control10,11 and de-
lays to time-sensitive treatment (e.g., thrombolytics for
myocardial infarction)25 and antibiotics for pneumonia.26,27

Poor outcomes, such as increased cardiovascular compli-
cations,28,29 a higher risk of pneumonia30 and longer ad-
missions31,32 have also been associated with overcrowding.
Other studies have suggested that ED overcrowding can
increase the risk of death.33–35 The right to health also in-
cludes the right to prevention, treatment and control of
disease,23 and overcrowding increases the risk of conta-
gious illnesses because of understaffing36 and the close
proximity of patients to each other.37 One of the most
sobering examples of this danger was the SARS epi-
demic, in which “the presence of a single unrecognized
SARS patient in one crowded emergency department
created the epicenter of an outbreak.”38

Article 7 of the International Covenant on Civil and
Political Rights prohibits torture and cruel, inhuman or
degrading treatment or punishment.39 Recognized
methods of torture include temperature extremes, sleep
deprivation, sensory bombardment with noise or light,
denial of privacy and acts of humiliation.40,41 Although
many, if not all, of these conditions exist to some degree
in EDs, overcrowding is not torture, as the definition of
torture requires the treatment to be intentional and to
cause severe suffering.42 However, these conditions
could be considered cruel, inhuman or degrading and
could fail to meet norms that exist to protect other vul-
nerable populations. The Sphere Project43 recommends
at least 3.5 m2 of covered floor area per person to pro-
vide dignified accommodation in refugee camps. In an
overcrowded ED, the area per patient can approach
2 m2 when stretchers are placed side by side. The
Geneva Conventions, which protect prisoners of war
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and civilians in times of war, state that the living condi-
tions must be adequately lighted, heated and spacious,
and at night individuals “must have the conditions of
darkness which would be most beneficial for their
rest.”44,45 Similar norms exist to protect civilian prison-
ers.46 Using these minimum standards as a point of ref-
erence, ED overcrowding puts patients at risk of inhu-
man and degrading treatment and, thus, threatens their
dignity (Table 1).

FUTURE DIRECTIONS

The extensive literature on health and human rights
and humanitarian medicine may hold valuable lessons
for emergency medicine. Heightened awareness of the
threats to patient dignity provides the opportunity to
improve communication, promote autonomy and ad-
dress privacy concerns, in part, with ED design and or-
ganization. The impact of overcrowding on patient dig-
nity should be studied directly rather than extrapolating

from non-ED sources. Dignity in the ED could be
measured based on the models set out by Chochinov
and the British National Health Service, but also, more
quantifiably, based on health outcomes (i.e., the right to
health) and minimum standards. By addressing dignity
in the ED in the broadest sense as outlined in this arti-
cle, not only would health outcomes be expected to im-
prove, but also patient satisfaction.

CONCLUSION

Despite being an abstract concept, dignity may repre-
sent a powerful agent of change because of its universal-
ity and its ability to unify, empower and personalize.
Health care providers and administrators may be more
compelled to act if overcrowding is perceived as a hu-
manitarian or public health crisis, rather than simply an
ED problem. A human rights perspective may be more
accessible to the public and help build support for pub-
lic policy changes to combat overcrowding. As health
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Table 1. Threats to patient dignity due to emergency department overcrowding 

Threat Factors Examples 

Insufficient personal space 
Inadequate ambient temperature 
Excessive noise and light 
Sleep deprivation 

Shelter 

Acts of humiliation 
Food and water Inadequate access 

Inadequate access Personal hygiene 
Acts of humiliation 
Risk of harm 

Cruel, inhuman, degrading treatment: 
failure to meet minimum standards 

Security 
Psychological distress 
Symptom distress (e.g., inadequate pain control) Needless suffering 
Psychological distress 
Delays to time-sensitive treatment (e.g., thrombolytics, 
antibiotics) 
Poor outcomes (e.g., cardiovascular complications, 
increased risk of pneumonia) 

Preventable morbidity 

Prolonged hospital stay 
Preventable mortality Increased risk of death 

MRSA 

Threat to right to health 

Transmission of infectious disease 
SARS 
Patient being ignored or insufficiently acknowledged 
Patient being treated without respect or understanding 
Acts of humiliation 

Inappropriate care tenor 

Failure to promote patient autonomy (paternalism, lack of 
informed consent) 

Privacy violations Confidentiality violations 

Failure to preserve and promote dignity 

 Failure to protect patient modesty 

MRSA = methicillin-resistant Staphylococcus aureus; SARS = severe acute respiratory syndrome. 
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care providers in the ED, we cannot allow ourselves to
forget our humanity; nor can we allow humanity to be
forgotten by institutions or society.
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