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Abstract 
Background: The concept of dehumanization is not new to psychology, but in 
recent years the study of the phenomenon in the field of health has begun. By 
dehumanization, we mean the removal of humanness from the other human 
being. Purpose: The purpose of this review is the bibliography background in 
the field of health in order to investigate if there is dehumanization. Method: 
The methodology that has been used is the review of literature from 2002 to 
2019 with keywords in the databases: Google scholar, Pubmed, PsycInfo and 
Scopus. Results: The use of language by health professionals can comfort or de-
humanize the hospitalized patient. Workload, bureaucracy, and profit-oriented 
economic policies can also lead to dehumanization. The difference in socioe-
conomic characteristics between doctors and patients can also contribute to 
the dehumanization of the hospitalized patient. Medical education that fo-
cuses on the affected organ rather than the holistic treatment of the patient, 
the overuse of technology, and the failure to discriminate against the patient 
can also contribute to dehumanization. Conclusion: It can be seen from the 
literature review that there is dehumanization in the hospital settings and it is 
suggested measures be taken to deal with the phenomenon. 
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1. Introduction 

Many researchers have argued that medical practice is becoming increasingly 
more inhuman, dominated by impersonal technologies and economic impera-
tives (Haslam, 2006). Several patients have experienced dehumanization in such 
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to the extent that it causes a crisis within healthcare systems, the crisis that is 
proving disastrous not only for patients, but also for professionals, families, and 
the systems themselves (Post, 2011). In modern medicine, the practitioner-patient 
relationship is widely considered to be a key feature of high-quality care. The 
spread of impersonal technologies and economic imperatives, however, has put 
this relationship under increased pressure (Vaes & Muratore, 2013) taking care 
of patients is reductive, i.e. focused on the affected organ and not holistic (Do-
lan, 2007). 

Many studies have shown that a patient-centred approach to human is asso-
ciated with positive outcomes (Haslam, 2007) for both patients as well as for the 
workers. The success of medicine can dazzle many and lead to the belief that the 
most important thing, or almost the only thing important thing in medicine is 
scientific knowledge. In this way, slowly lose the other basic principles of the 
profession based on the human relationship with patients and the care of pa-
tients’ interests (Ceriani Cernadas, 2013). A previous study that took place in 
Sotiria Hospital in Athens, Greece showed that the health professionals dehu-
manize mechanistic the hospitalized patient (Lekka et al., 2021). Furthermore, 
research in the same hospital pointed out that the hospitalized patient doesn’t 
dehumanize (Lekka et al., 2022). 

2. Language and Dehumanization 

In medical environments, behaviors are sometimes observed that offend the dig-
nity of patients, for example: health professionals who talk like an infant when 
addressing the elderly, and health professionals who engage in various forms of 
aggressive behavior when interacting with the mentally ill. Health professionals 
are treated differently in patients belonging to their own or another racial/ethnic 
group. One of the causes of these degrading, aggressive and racist behaviours is 
the unconscious attribution of a lower human condition to patients (Capozza et 
al., 2016). 

Also, poorly chosen and carelessly used words can hurt. These words can 
harm by negatively affecting patients’ emotions, damage relationships with pa-
tients, and change the way the specialist perceives the patients who are cared. 
Patients are people, not “cases”, and patients are much more than the sum of 
their individual diagnoses (Leopold et al., 2014). Research findings suggest that 
medical students during their studies use pejorative terms to describe the pa-
tient, e.g. plant (Dans, 2002). The language can act as a powerful lever to start 
and maintain the dehumanization process. In medicine, derogatory terms such 
as “plant” (Dans, 2002) or even the labeling of individuals by their disease (“di-
abetic”), can dehumanize patients. 

3. Characteristics of the Hospital and Dehumanization 

The neoliberal market ideology, with its organic approach to the individuals and 
the commercialization of health care, creates a corrosive effect that alienates cli-
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nicians from their patients and causes the marginalization of palliative care 
practice. The tension between efficiency and patient-oriented care has become 
more pronounced in the current economic climate, at a time when the limits of 
medical have widened and expectations for healthcare have increased. There is 
research data on the broad negative effects of milder dehumanizing attitudes and 
behaviors. The dehumanisation of others leads to increased anti-sociality to-
wards them in the form of increased aggressive behaviour such as bullying (Ob-
ermann, 2011) and harassment (Rudman & Mescher, 2012), as well as hostile 
behaviours avoidance such as social rejection (Martinez et al., 2011). This in-
creased hostility and aggression are accompanied by reduced moral performance 
in those dehumanized (Opotow, 1990; Haslam & Loughnan, 2014) and therefore 
are deemed less worthy of protection from harm (Gray et al, 2007; Bastian & 
Haslam, 2010). 

In a recent survey of doctors in the USA, a high number of patients were 
found to be satisfied with their relationship with the patient. But only a third of 
the doctors surveyed said that they have enough time to communicate fully with 
their patients and treat them. Time face to face between the patient and the doc-
tor has been reduced by the bureaucracy and administrative tasks and the com-
plexity of dealing with co-morbidities conditions requires more time to be de-
voted to data collection and test results, leaving less time to listen to the results 
of the people’s stories (Ciechanowski, 2010). 

In addition, healthcare staff may display inhumane attitudes towards patients 
due to consistently high levels of stress resulting from excessive workloads 
(Coşkun, 2015). Tired doctors see their patients as organs, not as people (Has-
lam & Loughnan, 2014), with the result that the patient is not treated as a 
bio-psycho-social entity but as a suffering organ. 

4. Socio-Economic Characteristics and Dehumanization 

Research data indicates that 57% of medical students in Australia come from 
high socio-economic backgrounds, a phenomenon that can lead to a form of 
“ego-centrism” that fundamentally affects how one sees and interacts with other 
individuals and groups (Geiger & Jordan, 2014). In general, social groups, in-
cluding the “poor”, are seen as more hostile, less intelligent, and less reliable, and 
they are less motivated and cause more feelings of disgust and contempt (Fiske 
et al., 2007). 

The gap between social groups is widening (Figueras et al., 2008). Factors such 
as unfavorable working and living conditions have a negative impact on the 
health of mainly the poorest social groups. Although these groups have a multi-
tude of needs, receive limited health benefits, as opposed to the economically 
well-off population. These parameters reproduce inequalities and in the case of 
Greece, burden the operation of the National Health System. The economically 
weaker groups, who also have more health care needs to be covered, are obliged 
to expect or receive lower quality benefits (OECD, 2009). So the public hospital 
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units are mainly used by patients who have low incomes, who usually have no 
other choice, while the citizens with high incomes have the possibility to make 
use of private transport health services or private insurance (Pappa & Niakas, 
2006). 

5. Medical Education and Dehumanization 

The evidence-based biomedical approach, with a dominant example in medical 
education and clinical practice, gives priority to better evidence to guide deci-
sions about appropriate treatment (Pawlikowski, 2002), while ignoring the spe-
cific patient who is suffering from the disease (Vogt et al., 2014). Dehumaniza-
tion in medicine also comes from factors inherent to the functional require-
ments of the medical profession. An example is the diagnostic and therapeutic 
thinking toward patients sometimes follows the rules of mechanical systems 
consisting of interacting parts. 

Treating people as mechanical systems often leads to a particular form of de-
humanization in which the others are seen as incapable of emotional respon-
siveness or interpersonal warming (Pawlikowski, 2002; Haslam, 2006; Miles, 
2012). Mechanization also is because it is necessary to solve problems by de-
composing people and their symptoms in normal systems and subsystems (from 
organ systems to organs, to tissues, to cells, to molecules). The association of 
pathophysiology with findings and symptoms often occurs at a level of abstrac-
tion that ignores the mental states of the patients (Haque & Waytz, 2012), while 
a finding must be understood within the environmental context of one or more 
physiological systems, such as in relation to the general condition of the patient 
taken as a whole (Tauber, 2008). 

Medical education seems to place great emphasis on the diagnostic and the-
rapeutic approaches to the disease and the doctors in training spend a lot of 
time, either in the laboratories or in the clinics of hospitals, towards achieving 
the above objective. But in doing so they lose valuable information from the his-
tory of each person who comes to us for as a result, they find it difficult to un-
derstand the patients’ need for personalized care. 

6. Technology and Dehumanization 

In certain medical fields such as radiology and pathology, due to the high use of 
technology, patients sometimes become aware of cold, lifeless beings discon-
nected from their social and emotional context (Haslam, 2006). The great de-
velopment of technology goes hand in hand with excessive medical specializa-
tion, which subdivides the treatment into parts, thus preventing the then, re-
ducing the quality of communication between experts from various areas, and 
adversely affecting patients, particularly those with more than one chronic dis-
ease (Pawlikowski, 2002; Detsky et al., 2012). So, while the division of labor and 
specialization can have a positive impact on the performance, and can cause de-
humanization, prevent a holistic approach to the patient’s perspective (Pawli-
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kowski, 2002). 
Advances in technology and biotechnology are opening up new, previously 

unforeseen therapeutic potential, but it also creates new ethical problems (Paw-
likowski, 2002). Medical decision-making is particularly important, as is one of 
the most prominent areas where they have begun to apply mediated technologies 
and are widely used. Psychological research has shown that distance can affect many 
different aspects of decision making, such as self-control, willpower, self-control, 
willpower negotiating behavior, and ethical decision making. Greater psycho-
logical distance elicits abstract representations of an event, while shorter distance 
elicits more specific representations (Lee et al., 2015). 

The theory of the social distance of power predicts that the relationship with 
less strong people will be less responsive to the needs of others and generally the 
behavior towards others is characterized by less humanity (Waytz & Schroeder, 
2014). Experimental findings regarding decision-making through telemedicine 
show that self-perceptions had a significant main effect on decision-making and 
a significant interaction of self-perceptions and meaningful communication. 
Participants with interdependent self-perceptions took significantly more risky 
decisions (dangerous drug versus surgical surgery without anaesthesia), while 
100% recommended the addition of a dangerous drug when they consulted their 
advisors through videoconferencing, while only 66% recommended the danger-
ous medication in face-to-face communication. 

Participants with independent perceptions did not formulate different rec-
ommendations for treatment in communication face-to-face versus videoconfe-
rencing (Lee et al., 2015). Technology and medical devices also play an impor-
tant role in fundamental role in the provision of modern healthcare and there-
fore can have a great impact on the patient’s dignity. Some argue that technology 
can be a serious phenomenon of dehumanization, especially in the context of 
healthcare (Haslam, 2006). The entry of health information technology could 
erode human interactions in clinical care, and can lead to loss of privacy or mi-
suse of personal information (Bailey, 2011). 

7. Deindividuation and Dehumanization 

The term de-personalization is used in the sense of replacement of individual 
identity from the collective. Deindividuation dehumanizes in two ways, through 
de-individualization of the perceived person or through de-personalization of 
what the person perceives (Haque & Waytz, 2012). In clinical practice, the doc-
tor dehumanizes the patient and caregiver of his patient. On the other hand, pa-
tients who ask for help can to appear as impersonal bodies and not individuals 
who require it empathy (Haque & Waytz, 2012). Patients usually consider doc-
tors as “empty containers” without emotions, due to their functional role re-
garding their health (Schroeder & Fishbach, 2015). 

Also, non-discrimination practices, the destruction of patients’ agency and 
perceived differences between caregivers and patients are de-individualized. 
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Non-discrimination (patient is considered lost in a group and anonymous) 
comes from the fact that in hospital settings patients are dressed in a similar and 
impersonal way. This institutional practice, which leads to assimilation, prevents 
the search for temperaments features thus limiting the discovery of features uniquely 
human or human characteristics in individual patients. So non-individualization 
leads, according to the theory of the mind, to the perception of patients with less 
agency and experience (Capozza et al., 2016). 

8. Conclusion 

The literature review shows that the patient is dehumanized during hospitaliza-
tion and therefore measures should be taken either for prevention or for the 
treatment of this phenomenon in a hospital context. These measures concern the 
education of health professionals, clinical practice, administration, social policy, 
and research. 

At the clinical level, taking a patient’s history humanizes physicians, medical 
students, and health professionals in general. History can promote intercultural 
dialogue between medicine and the humanities as a platform for addressing cul-
tural dialectic concerns raised by the new dominance of biomedicine (Warner, 
2013), also by taking history the doctor enters into patients and offer themselves 
as partners in their care (Pickersgill, 2013; Charon et al., 2016). Also, the thera-
peutic relationship is an effective and important communication tool, reduces 
stress, improves the patient’s ability, increases attachment to treatment, and re-
duces complaints. At the same time, it enhances the doctor’s health, well-being, 
and professional ability (Haque, 2019). The therapeutic relationship is an im-
portant prognostic indicator of a patient’s faith in the therapeutic process (Bor-
rell-Carrió et al., 2004; Post, 2011). Providing compassionate care adds an ele-
ment of stronger emotional response and deeper awareness of the patient’s 
experience (Post, 2011). Compassion often occurs naturally and can be as 
quick and easy as a gentle or reassuring touch (Chochinov, 2007; Chadwick, 
2015). 

At the administrative level must be taken action against discrimination. Strat-
egies to reduce interdisciplinary discrimination can mitigate the harmful effects 
of discriminatory health inequalities. Such strategies are based on the multiple 
categorization and complexity of social identity that leads to the intention to 
support, and equality in health services (Prati et al., 2016a, b). 

Social policy measures include: subsidizing more money in the health sector 
and the accessibility of all people to the health system and the successful cover-
age of its needs. 

Finally, with regard to medical education, we could add humanities courses, 
communication skills workshops, and medical history taking based on narrative 
techniques, and narrative writing.  
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