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Background: There are a number of different international guidelines promoting the practice
of observing patients’ rights in the health care service. Patients experience greater satisfaction in
the health care service when their rights are protected. The purpose of this study was to examine
patients’ experiences regarding their rights in hospital settings in northern Ethiopia.

Patients and methods: Data were collected using semistructured interviews of 22 patients,
who have had experience of health care service in the hospital setting. The patients were selected
from the outpatient and inpatient departments of referral and district hospitals in northern
Ethiopia. The interview data were tape-recorded, transcribed, translated, reviewed, and analyzed
using a phenomenographic approach. Categories of descriptions were constructed based on the
patients’ conceptions and ways of understanding the phenomenon of patients’ rights practice.
Results: The findings revealed four main qualitatively different ways of understanding patients’
rights practice from the patients’ perspective. These main categories of description were patient-
centered practice, being secured, respecting patients’ dignity, and getting referral.
Conclusion: The different conceptions of patient rights give us a deeper understanding of how
patients may experience patients’ rights practice. The result provides a foundation for develop-
ing health care practice that equips the patient with a positive experience, thus contributing in
drafting patients’ bill of rights in the local context.

Keywords: patient rights, phenomenography, hospital health care, patient experience

Introduction
Given the preface of the human rights declaration introduced by the United Nations in
1948, patients’ rights legislations have been accepted in many countries worldwide.! The
constitution of the World Health Organization (WHO)' focuses on relationships between
health care and human rights. It affirms that “the enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human being without distinc-
tion of religion, race, political belief, social, and economic condition”.? The Universal
Declaration of Human Rights in 1948 and the International Covenant on Economic,
Social, and Cultural Rights in 1966 articulate the aptness of human rights and health to
the well-being of individuals as well as the family.>* The Declaration of Alma Ata® of
“health for all” in 1978 with the Ottawa Charter for Health Promotion® in 1986 further
squeezed the need for social and economic inputs to improve the health well-being of
the population. Therefore, there is a deep affiliation between human rights and health.
Many declarations define the importance of the right to lead a healthy life.” The
Lisbon Declaration of World Doctors Association, for instance, was the first study to
look at patients’ rights.!® The WHO published a detailed document (A Declaration on
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the Promotion of Patients’ Rights in Europe) stating that the
principles and strategies of patients’ rights in Amsterdam have
all drawn up legislation covering patients’ rights.!! Concerns
related to respect for patients’ values, choices, and preferences
are becoming more multifaceted. Patients’ expectations are
higher, and they want the best. They want to actively participate
in decision making and wished for treatments or procedures
and their different options.!?

Many countries have guaranteed patients’ rights to pro-
cess for resolving dissatisfactions with health care provid-
ers.'*! In health care services, the quality of care, such as
patient satisfaction, empowerment and treatment, and access
to health personnel, is found to be important to patients.
Furthermore, regular sources of care and convenient services
are key issues in medical care services.!> !’

In giving effective care, the patient generally demands their
rights, while the hospital is responsible for fulfilling this particu-
lar expectation.® The charter of the patient’s rights is a protection
of human rights, with the assumption to preserve patient’s honor
and dignity and to ensure that the patient receives a good quality
of care in illness situations, specifically in medical emergencies,
without any age or sex discrimination and irrespective of his/
her financial position, life, and health. Patients’ rights charter
claims that the basic rights of the patients who receive care
from health institutions need to be explained.'® In addition, the
WHO has also presented solution that mostly involve active
participation by the service providers and service recipients in
formulating health care service policy."

The research group on citizens’ empowerment and patients’
rights by WHO recommended that every state should articulate
its priorities and concerns based on its own social and cul-
tural needs to protect and promote patients’ rights.!"!* Many
countries have recognized health care organization charters
or regulations for patients’ rights, and have stated and applied
them to attain patients’ satisfaction.?’ Hospitals may adapt
routine policies for informing customers about their rights for
safe, effective, and efficient health care provision.”!

The government of Ethiopia as mentioned in the constitu-
tion of Article 41 under Economic, Social and Cultural Rights
states that every Ethiopian citizen has the right to have equal
access to publicly funded social services.”? The Ethiopian
Government is committed to ensuring access of all people to
quality health care services as indicated in the Health Sector
Development IV of Ethiopia.?* Health care is a major social
service sector in Ethiopia. There have been some structural
changes in the health sector regarding patients’ value judg-
ments, health care centers, and health personnel. There have
been changes regarding patients’ value judgments, from health
care providers previous sense of gratitude and respect to health

care, based on the interests of the patient. Patients need to
communicate with the health care provider and participate in
decisions. Patients may complain, and provide their feelings
of dissatisfaction with the service, health care centers, and
health care providers.* To understand the current patient value
judgments, research on patients’ conception of patients’ rights
practice is essential for the understanding and implementing
of health care service according to conceptions on their rights
thus it may contribute to improve patients.!® Therefore, this
study was conducted to examine patients’ experience in the
practice of their rights in the hospital setting and to explore
different categories of meaning in a hierarchical order.

Patients and methods

Settings and participants

The study was conducted in the northern region of Ethiopia.
There were a total of 17 functional public hospitals in the
region which served a population of 17,214,056, of whom
8,636,875 were male and 8,577,181 were female. Urban
inhabitants’ number estimated was 2,112,220 or 12.27% of
the population. The population receives health services mainly
from public health institutions. During the time of data collec-
tion, ~296 physicians, 1,343 health officers, and 9,593 nurses
served the people of the region creating high provider-to-
population ratios.?® Public hospitals service people in outpa-
tient and inpatient departments. The referral hospitals provide
specialist health care services at departments, such as medical,
surgical, gynecological, and pediatric, using specialists. The
district hospitals provided general health care services with
general practitioners or other health care practitioners in case
there were shortages of general practitioners.

Data were collected from nine (four referral and five
district) public hospitals. We interviewed adult patients
who were seeking health care in the outpatient and inpatient
departments or medical or surgical care, that were familiar
with the hospital’s health care environment so that they
were able to explain their experiences. Participant inclusion
criteria for this study were as follows: age >18 years, differ
by sex, residence, educational status, and current experience
in the outpatient and inpatient departments.. Twenty-two
patients were chosen using maximum variation sampling
technique by fulfilling the criteria mentioned, so as to get a
wide variety of conceptions by capturing as many aspects
as possible of the phenomenon under study. Table 1 shows
respondents’ demographic characteristics in random order.

Design
The study focus was to describe the variation in how patients
conceive, understand, and conceptualize the phenomenon of
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patients’ rights practice. Hence, a qualitative design with a
phenomenographic approach was chosen.?* Phenomenography
has revealed a qualitative research approach for describing the
lived experience of the research participants. The application of
phenomenography is relevant in understanding patients’ expe-
riences, which is the main research aim of this study. In other
words, it is usually applicable to explore patients’ experiences
of their illness and health-service-related experiences.?’
Phenomenography takes up a nondualistic ontology which
assumes a person and a phenomenon to have an inseparable
relationship. There are no two worlds: the real, objective world,
on one hand; and a subjective world of mental representations,
on the other hand. There is only one real existing world, that is
experienced and understood in different ways by human beings,
which is simultaneously objective and subjective.?® “The only
world that human beings can communicate about is the world as
experienced”.”? The epistemological stance of phenomenography
assumes that experience is described as an internal relationship
between human beings and the world. Hence, phenomenogra-
phy considers that knowledge is constituted through internal
relationships between people and the world, it is conceptualized
as a human—world relationship.?® People differ in experiencing
the surrounding world, and these differences can be related,
described, and understood by others. The conception may differ
from within the same person, or from one person to another, as
different aspects of the phenomenon are conceived depending
on the whole in relation to a given context. Phenomenography

Table | Demographic characteristics of the respondents (N=22)

gives emphasis to a way of examining a collective human, rather
than individual perspective of a phenomenon. In phenomenog-
raphy, there are distinctions between what something really is;
that is, the actual phenomenon which is said to be the first-order
perspective, and how something is conceived to be and how a
phenomenon is conceptualized by the people, which is said to
be the second-order perspective.”® Therefore, this study focuses
on how patients practice their rights as conceived by those who
seek health care in the hospital.

Data collection

We used a semistructured interview data collection technique,
since it is an appropriate method in phenomenography.?
Interviews were conducted by the principal author from
August to October 2014. All interviews were started with
an open-ended question, for example, “Could you please
tell me what patient rights means to you in hospital health
care?” Based on the immediate understanding of what the
patients were trying to express, subsequent prompts were
used to elicit and clarify the concept under study by using
expressions, such as “how...” and “can you tell me more...”.
The suitability of the question was checked among patients
who seek health care in the inpatient and outpatient depart-
ments. The interviews were conducted in a safe room in the
hospital and lasted for 30-45 minutes. The interviews were
conducted using the local Amharic language, audiotaped, and
later transcribed verbatim and then translated to English.

Participant no Age (years) Sex Residence Educational status Department Hospital type
| 22 Male Rural 10+1% Outpatient District
2 37 Male Urban 12+4* Inpatient Referral
3 36 Female Rural Unable to read and write Inpatient District
4 78 Male Rural Unable to read and write OQutpatient District
5 57 Male Urban Primary Inpatient District
6 29 Female Urban 10+1% Outpatient Referral
7 45 Male Rural High school Inpatient Referral
8 65 Female Rural Unable to read and write Inpatient Referral
9 31 Female Rural Read and write Outpatient District
10 44 Male Rural Primary Outpatient Referral
Il 25 Female Urban 10+3* Inpatient Referral
12 51 Female Urban High school Inpatient Referral
13 23 Female Rural Primary Outpatient District
14 32 Male Rural Primary Inpatient District
15 27 Male Rural Read and write Outpatient District
16 67 Female Rural Unable to read and write Inpatient Referral
17 34 Male Urban 1 24+4% Outpatient Referral
18 28 Female Rural Primary Outpatient District
19 45 Male Urban 1 2+4% Inpatient District
20 49 Female Rural High school Outpatient Referral
21 60 Female Urban Read and write Inpatient Referral
22 28 Male Rural High school Outpatient District

Note: *In Ethiopia, Comprehenisve School Leaving Examination is taken at grade 10; according to students Grade Point Average, they may continue Vocational training for
1, 2, and 3 years. So, for example, students who complete Grade 10 and took | year vocation training labelled as 10+1.
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Data analysis

The data analysis techniques used six major steps.”® Familia-
rization phase was the first step, meaning that the interviews
were read and reread by the researcher to gain the overall idea
ofthe data and to correct errors in the transcripts. The second
step involved transferring meaningful responses from data
into meaningful statements/description codes. The third step
contained a preliminary grouping or classification of similar
meaningful statements. The fourth step was a preliminary
comparison of categories, attempting to establish borders
between the categories. This is a phase that sometimes entails
revision of the preliminary groups. The fifth step consisted
of naming the categories to emphasize their essence. The
last step is a contrastive comparison of categories, which
contains a description of the unique character of every
category as well as a description of resemblances between
categories. In this step, through interaction between the
parts and the whole, based on similarities and differences,
four descriptive categories emerged. An iterative process
was used throughout the data analysis to check interpreta-
tions against the texts and the descriptive categories. Hence,
a continual process of iteration between a focus on the whole
and the parts was used to check on the interpretation until the
descriptive categories that emerged from the data were found
to be mutually exclusive. According to Marton and Booth,?
the descriptive categories are used to form the “outcome
space” showing the whole of the findings (Figure 1).

Ethical considerations

The study was approved by the Institutional Review
Board of the College of Health Sciences, Addis Ababa
University (Addis Ababa, Ethiopia). In addition, con-
sent from the Amhara Regional Health Bureau and the
respective hospital administrator was also sought. Verbal
informed consent was used to obtain permission from the
participants. Participants were also informed that they
could withdraw from the study at any time. No personal
identifiers or names of participants were used at any point
during the data collection, reporting, and dissemination of
results. Each quotation was assigned by pseudo-identifiers
to ensure confidentiality.

Results

In this study, four different main categories of patients’ con-
ception on patients’ rights practice were extracted. Patients
conceived patients’ rights practice as patient-centered prac-
tice, being secured, respect patients’ dignity, and referral. The
main categories were explained by different subcategories

Patient-centered practice

Getting referral

Respect dignity

Being secured

Figure | Patients understanding of patients’ rights practice — the outcome space.

(Table 2). The categories, which are supported by interviews
with the participants, are described, and finally the findings
are presented as a whole.

Patient-centered practice

The patient-centered practice category of patients’ rights
practice comprises; attentive to patients’ concerns, which is
a way of understanding patient needs, and participation in
treatment procedures that put in shared decision making.

Attentive to patients’ concerns

Some participants described that health care providers did
not listen to patients’ voice. Patients felt that some health
care providers rejected their complaints and took their own
actions. They described that health care providers did not give
attention to their questions and preferences in their treatment.
One participant stated:

I wanted to urinate but I have a catheter. I do not have
knowledge how to use it.... I asked frequently “please come
soon | am suffering” but they did not give attention to me...
at that time I was very upset. They were working their own

personal work. (Participant 7)

But other participants described that some health care
providers were eager to know the patients’ situation. Patients
experienced that their questions were listened to by the health
care providers. Furthermore, patients appreciated their efforts
to give the care that they wanted though they were busy. One
participant expressed:

The health professional has talked to me about my personal
matters and I responded to him. I have asked him and he
responded to me. Despite him being busy; I appreciate his
effort in listening to my questions and his friendly approach.

(Participant 2)

Participation in treatment procedures
Patients considered that it is important to be engaged in a
discussion during the rendered care, and for the details to be
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Table 2 Categories and subcategories

Categories Subcategories

|. Patient-centered practice Attentive to patients’ concern
Participation in treatment procedures
2. Being secured Privacy
Confidentiality
3. Respecting dignity Treat as a person

Respect their independent capability

4. Getting referral Getting internal and/or external referral

shared with them. In their opinion, decisions should be taken
in an atmosphere of mutual understanding that could enable
them to enhance their situation.

Some patients experienced that their views were acknow-
ledged during the care provision by health care providers.
They experienced that the health care provider gave them
relevant information to their situation and on what was going
on around them. Furthermore, some patients were asked ques-
tions related to their illness. Their smooth relationship with
the health care provider builds trust, and this led to continuous
discussions related to their health condition. They expressed
that their conversation with the health care provider created a
wider context for further discussions and mutual understand-
ing on treatment procedures. One participant stated:

A health care provider and I were discussing my illness and
treatment procedures. ..and reached a common understand-
ing. While the doctor orders something to be done, I have
to perform it after we arrived at a consensus on treatment

procedures. (Participant 16)

Some patients, on the other hand, expressed that they
were not participating in the care they received. They were
not invited to ask questions since the health care providers
were not in the position to answer questions. Furthermore,
patients described that care providers use technical (medi-
cal) terms during their communication. Patients did not
understand some of the medical terminology that health
care providers used when talking to them. One participant
described:

At the beginning, he (the health care provider) asked the
symptoms of my illness, and then he observed some of
my body parts through his hands. He did not tell me the
diagnosis but I asked the doctor what my health problem
would be? He responded with vague words that he guessed
the problem to be related with my lung. But I didn’t
understand him. You know why? It was difficult to grasp
and understand what the health provider was explaining

about. (Participant 8)

Being secured

In this descriptive category, patients’ rights practice as being
secured, the patients conceived patient rights as a way of real
patient—provider relationship, to be protected from any loss
of privacy, and keeping patient information secret.

Keeping their privacy

Patients conceived being secure as privacy. Patients may
not want to be seen in a way that might expose them during
consultation or physical examination. They expected that
their private parts should be protected from other health
care providers, patients, and others during consultation and
physical examination. Patients expected that the concern
during consultation and physical examination be about them
and the health care provider. There is no need for interfer-
ences and being exposed from other sides. One participant
stated that:

I do not want to be seen by others...I believe that patients
including myself, would like control of other people’s per-

ceptions. (Participant 13)

Privacy is related with many areas in the care and health
condition of the patient. It comprises anything related to
social problems, relationships, personal feelings, and any
other things related to the patient in the health care con-
tinuum. Patients wanted to be in their own, single room that
could be silent and not to be exposed to other people. One
participant expressed:

It is very important and I would like to be in a single room
so I can relax...you know being in a single room means
you can freely discuss private things with your family.

(Participant 5)

Keeping patient information secret

Patients conceived patient rights as keeping patient informa-
tion secret. Patients give their information to the health care
provider. Patients did not want to disclose their identifiable
information to others without their permission. They may
not tell patients personal information to their close friends
or relatives. Patients do not want their private information
to be shared with those health care providers who are not
directly involved for the care, or other patients and people
in community. They described that they tell their health care
providers because they trust them. Hence, private informa-
tion needs to be protected. One participant expressed:

When patients get a health problem and go to the hospitals

for treatment, they (patients) will tell their secrets to the
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doctor. Do you know why patients tell secrets to the doctor?
Patients trust health care providers. Therefore, the doctor
should keep the secret and not tell their problems to others.
(Participant 19)

Respect their dignity
In this category, patients conceived patient rights as being treated
as a person and respecting their independent capability.

Treated as a person

The patients conceived patient rights to be treated as a human
being when they need medical care. Patients described that
their views should be valued. They need to be understood
and require confirmatory remarks. Patients need to be
treated equally regardless of their disease status, residence,
educational status, age, or sex. Patients do not like to be
discriminated against but served equally. One participant
expressed:

Since we are human beings, we have equal rights to get
treatment and consultation... the staff are so good to some
patients....and I also expect the same kind of treatment and
support....but I thought it has to be due to, he/she (the other

patient) is from urban and well educated. (Participant 7)

Respect their independent capability

Patients described patient rights in terms of respecting their
independent capability. Patients want to be seen as the person
that they were, having the capacity to work and being healthy.
Patients experienced different health problems while coming
to the hospital for care. They may have a damaged body in
case of physical harm, or inability to carry out their work
in case of mental or social problems. In this case, they may
lose their previous capability. For example, one participant
described:

I experienced unpleasant feelings when I got sick. I was no
longer able to cope and have become dependent on physi-
cal aids. The physician realized I was in that situation, and
advised me to be psychologically strong. Then, I was really
optimistic and I do good take care of myself. You know
why? 1 was so eager to be seen as a person as healthy as

before. (Participant 11)

Getting referral

In this category, patients conceived that patients’ rights prac-
tice might extend to getting a referral; in this regard, patients
perceived that an experienced health care provider might
provide them better diagnosis and treatment.

Patients are keen to get better treatment in the hospital
they visited. They anticipate being seen by an experienced
health care provider who is famous in the hospital. Patients
believed that experienced health care providers are skillful
and could easily understand them and better know their health
problem. One participant described:

Oh, I prefer to be treated by doctor M (the name of the doc-
tor). He is an experienced health care provider. He knows
the details of my health problem well, so I wish I had to be
treated by him. (Participant 15)

But, some patients described that most health care provid-
ers influenced their views concerning health care provider
choice, either by disagreeing with the question or having
no ability to refer to the named health care provider. This
restriction of internal referral to a chosen health care provider
is a concern for most patients as they perceived that their
recovery is better with the named health care provider. One
participant stated:

In this hospital, Dr N (the name of the doctor) is the best
individual, who behaves well. As a result, patients prefer
him. So I witnessed that most patients, who had been treated
by him were recovered from their illness. If referrals are
allowed based on patients’ choice, most patients, I think,
could choose him. But you can’t do that since health care

providers have restricted us. (Participant 4)

The outcome space

The outcome space of the study showed a hierarchical
relationship between the four main descriptive categories
(Figure 1). It was interpreted to represent patients’ collec-
tive understanding of patients’ rights practice. The findings
indicate that patient-centered practice is a comprehensive
way of illustrating patients’ rights practice in the hospital
setting. Patient-centered practice interpreted patients as a
center of health care practice. This understanding aims at
making patients have a positive experience of health care
and maximizing patient satisfaction, positioned as being
the core of patients’ conception of patients’ rights practice.
Considering patients at the center of health care practice is
the key component in their rights practice as most patients
participate in their own care. Making patients converse with
the health care provider and acknowledging patients’ views
create a better health care provider—patient relationship.
It also initiates discussion and shared decision making.
Patient-centered practice was immediately supported by get-
ting referral in practicing patient rights. Patients considered
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patients’ rights practice that was aimed at treatment by the
reputable health care provider. Patients needed internal refer-
ral within the hospital or external referral to the hospital to
get a better diagnosis and treatment. This happens when
patients are participants in health care, and the health care
providers are attentive to patients’ concerns. Patients’ rights
practice in terms of respecting dignity, and being secured, was
positioned at the lowest level in the outcome space. patients’
rights practice as being secured was expressed in the form
of keeping their privacy during consultation or physical
examination. It was also described as their information was
not disclosed to others unless they permit it. This view was
mainly associated with respecting the patient as a person and
contributes to patient participation, thus closely linked to
respecting their dignity. Patients’ rights practice in terms of
respecting patients’ dignity was described as patients’ views
were valued as a human being and to not be discriminated in
spite of their different characteristics. Furthermore, despite
their illness, patients want to be seen as the person that they
were before, having the capacity to work and being healthy.
The interplay between patients’ rights practice conception
as being secured and respecting dignity makes patients
at the center of health care and closely links with getting
referral for a better diagnosis and treatment in and/or out
of the hospital. This was also considered as the constituent
of patient-centered practice, as these categories put patients
first and value their views.

Discussion

The finding of this study shows a considerable variation
in the patients’ conception of patients’ rights practice in
hospital setting. The study entails patients’ conceptions of
their rights in different ways. Patients described diverse
views in practicing patient rights in the hospital health care
that falls under the following categories: patient-centered
practice, being secured, respecting patients’ dignity, and
getting referral. Different conceptions of patient rights in
the study context are important since rights determined
from perspectives in a social context,* and everything that
encompasses is considered as patients’ rights.’!

The patients in this study envisaged that patient-centered
practice is the main category that patients conceived as a
patients’ rights practice. Patients described the care that they
get as attentive listening, shared decision making, and under-
standing the patient behind the disease. This is supported by
a study by Marshal et al*? where patients wanted their care
from the health care providers equated as connected and
attentive. In another study, patients wanted provider behaviors

that encouraged a helpful clinical relationship that explains
procedures step-by-step and is attentive to body language.?
This finding is supported by another similar study, which
describes that health care providers have a duty focusing on
patients rather than doing their jobs without patient-focused
care.** This is closely related to the point that health care
providers should provide the utmost person-centered care
to their patients.®

Patients conceived that information was an aspect of
patients’ rights. Patients want to participate in their treatment
and take part in decision making. They considered it impor-
tant that health care providers invited them to participate,
to give them advice, and did not withhold information. In
their opinion, decisions should be taken in an atmosphere of
mutual understanding, thus enabling them to influence their
situation and care. Previous studies reported that patients
were motivated to be involved and value their participa-
tion.*3” But, another study showed that patients only partly
participated in their care and were not actually invited to take
part in decision making, due to the fact that health care pro-
viders believed that patients did not have enough knowledge,
as well as wishing to have control over the patient.’® It is,
therefore, essential for health care providers to change such
attitudes in involving patients in care and support them to be
empowered. Health care providers who use a language that
patients do not understand create a barrier to the patient’s
participation. A shared dialog between the patient and the
health care provider creates a commitment that they can
discuss to each other for shared decision making. It is also
important to create trust between the patient and the health
care provider.*

In this study, patients reiterated that they have to feel
secured in the processes of health care delivery services.
They claim control over their privacy not to expose them to
the vision of others during consultation or physical examina-
tion. Other studies also support this that patients needed a
private atmosphere during treatment.*” Doyle and Bagaric*!
argued that there is a need to reassess the desirability of
introducing a separate cause of action protecting privacy
interests in health care.

This study also reveals that keeping secrets related to
the disease was an important conception related to patients’
rights practice. This is also related to patients’ conception
of keeping patient information secret. Health care providers
have the responsibility of keeping information confidential
about professional relationship with the patients and the
disease affecting them. Patients needed their consultation
and care in a private room so as to minimize information
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leakage. This indicates that health care providers have respon-
sibility of respecting their privacy and confidentiality to feel
them secured. This is supported by other similar studies as
every patient has the right to control over information about
them and right to privacy.*** Another study also shows that
patients’ expectation from the health care provider should
be comprehensive and performed with respect to ethical
principles,* but a qualitative study by Woogara® on patients’
privacy showed that patients had little privacy in the wards.

Respect patients’ dignity was among the categories of
patient rights. Patients aspired to be seen as valuable and
treated as human beings. They need respect and attentive care
regardless of disease status, ethnicity, residence, occupation,
income status, or sex. This is also related to the need to preserve
independent identity as they want to be seen as the person they
were before having the capacity to work and being healthy. This
is related to a study report on patients’ expectation in dignity,
that is, respecting patient’s dignity will prompt attention, treat
patients as equals, feel secured, and make the patient comfort-
able.* Similarly, other studies show that illness*’ or hospitaliza-
tion* hampered patients’ dignity, and most importantly, privacy
of the person and dignity are interrelated.'

Patients anticipated being seen by an experienced health
care provider. But this can only be possible if patients have
obtained a direct referral to the reputable health care pro-
vider in the hospital. Patients also needed a referral to other
hospital(s) if they experienced a shortage of diagnostic
materials and drugs in the hospital, or to search for a better
skilled health care provider.

This study has some limitations. The participants were
patients in the adult general, medical, or surgical outpatient
departments or patients of medical or surgical wards in an
inpatient. Patients in other clinical departments were not
included in the study. The identified categories, however,
might still be transferable to similar contexts.

Conclusion and recommendations

Rights flow from outlooks in a social context?® and every-
thing that encompasses is considered as patients’ rights.'®
Therefore, the results showed that patients’ conceptions of
patients’ rights practice in the hospital context are categorized
differently. By recognizing patient rights as patient-centered
practice, being secured, respecting their dignity, and getting
referral, practicing patient rights could influence the patient’s
experiences and satisfaction in relation to their hospital stay.
Any health care can be characterized by considering patient
rights. It is important that health care providers should
acknowledge patient rights in the health care continuum.

Health care ethics training in both pre-service and in-service
overall, as well as ethical reasons in daily activities, should
get due attention. Policy makers should take responsibility
in drafting patients’ bill of rights in the Ethiopian context,
and health care providers and managers should take part in
identifying situations that violate patients’ rights. Future
research on the patients’ rights practice from the health care
provider’s perspective should also be conducted to examine
how health care providers see their experience.
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