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Abstract

Healthcare professionals tend to assign a lower human status to patients. We

hypothesized that two mindsets are responsible for this attribution: burnout (emo-

tional exhaustion) and work engagement (vigor, dedication, and absorption in one's

work). We predicted that exhaustion is negatively related to patient humanizing

perceptions (Hypothesis 1), whereas engagement is positively related to them

(Hypothesis 2). In addition, we formulated hypotheses on the relationship between

job characteristics and humanity perceptions. Based on the Job Demands‐Resources

theory, we predicted that resources (e.g., performance feedback) are positively

related to humanizing perceptions being positively linked to work engagement

(Hypothesis 3a) and negatively linked to exhaustion (Hypothesis 3b). For demands

(e.g., work overload), in contrast, they should be negatively related to humanizing

perceptions, being positively linked to exhaustion (Hypothesis 4a) and negatively

linked to work engagement (Hypothesis 4b). To test the hypotheses, we conducted

an online survey. Participants were physicians and nurses (N = 302); a questionnaire

was used. The mediation model was estimated by applying path analysis with

observed variables. Findings supported the prediction that reduced humanizing

perceptions are associated with care providers' exhaustion (Hypothesis 1). No

association was found between humanity perceptions and work engagement. For

job aspects, resources were linked to higher humanizing perceptions through the

mediation of lower exhaustion (Hypothesis 3b), whereas demands were linked to

lower humanizing perceptions through the mediation of higher exhaustion

(Hypothesis 4a). Findings suggest that appropriate manipulations of demands and

resources may increase patient humanization and improve the therapeutic

relationship.

1 | INTRODUCTION

In the present work, we investigate the relationships between con-

textual factors in health organizations (see the job demands‐

resources theory; Bakker & Demerouti, 2017; Bakker et al., 2023),

healthcare professionals' well‐being, and patient dehumanizing per-

ceptions. Our general aim is to clarify the role played by job

characteristics in patient dehumanization, a phenomenon that can

negatively impact patients' well‐being and patient‐medical staff

communication. In this introduction, we first present modern theories

of dehumanization and then discuss their relevance to healthcare

contexts. Before presenting the hypotheses, we report basic con-

cepts of job demands‐resources theory (Bakker et al., 2023), an

influential explanation of employees' well‐being and performance.
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1.1 | Contemporary approaches to the study of
dehumanization

Over the last two decades, the psychosocial literature on

dehumanization has grown greatly. The studies generated by the new

theories have shown that people are inclined to ascribe a lower

human status to other people and groups, this inclination being a

widespread phenomenon not limited to episodes of open conflict,

wars, and genocides.

Leyens and colleagues ( 2000; see also Leyens et al., 2007) were

the first to propose that dehumanization can be a subtle, often

unconscious, phenomenon. They found that people assign fewer

uniquely human (secondary) emotions, such as hope, pride, and

regret, to outgroups than their ingroup. In contrast, no differences

were observed when groups were judged on non‐uniquely human

(primary) emotions, such as surprise, fear, and anger. The ascription

of a lower human status to outgroups, defined as infrahumanization,

has also been discovered when groups are evaluated on uniquely

human (e.g., rationality, morality) and non‐uniquely human (e.g.,

instinct, impulse) traits, rather than emotions (see, e.g., Capozza,

Trifiletti, et al., 2013; Hodson & Costello, 2007).

Infrahumanization theory defines humanity in contrast to non-

human animals. Haslam (2006) enlarged this perspective, proposing

that humanity can also be defined in contrast to mechanical entities:

machines or robots. In the dual model of dehumanization, Haslam

suggested that humanity attributions can be based on two dimen-

sions: human uniqueness, including the distinctive characteristics of

the human species (traits or emotions); human nature, including

fundamental, essential human proprieties, not necessarily unique to

our species. Human nature contains attributes involving emotional

responsiveness, interpersonal warmth, and vitality. The denial of

uniquely human traits leads to a mode of dehumanization defined as

animalistic (see, e.g., Capozza et al., 2009; Goff et al., 2008;

Morehouse et al., 2023); the denial of human nature leads, in con-

trast, to assimilating a target to an instrument (see, e.g., Baldissarri

et al., 2022) or a robot (e.g., Loughnan & Haslam, 2007) (mechanistic

dehumanization).

Another dehumanization model was grounded on the theory of

mind, in particular, on the two factors in which mind attributions are

articulated: agency and experience (Gray et al., 2007). Agency

includes qualities like thinking, planning, and self‐control; it is similar

to the uniquely human dimension. Experience includes capacities like

feeling needs and feeling emotions; it is similar to the human nature

dimension (for the correspondence of the two factors with human

uniqueness and human nature, see Gray et al., 2012). From the mind

perception perspective, we can dementalize (dehumanize) people

who are viewed as instrumental or irrelevant to achieving one's goals

(seeWaytz & Schroeder, 2014). In the context of work, people assign

less mind to workers performing repetitive, fragmented, or other‐

directed activities (e.g., Andrighetto et al., 2017). Mind is denied to

marginalized groups (the homeless and drug addicts), as shown by

some neuroscientific studies (e.g., Harris & Fiske, 2006).

In the approaches mentioned above, humanity perceptions are

not measured directly, asking people to rate the humanity of the

target, but indirectly, using stimuli related to the human category.

Therefore, the fact that humanity is denied remains unclear to the

respondents themselves.

Recently, measures of blatant dehumanization have been deve-

loped, such as the “ascent of humans” scale (Kteily et al., 2015), which

is based on the popular diagram of evolutionary progress. Partici-

pants are asked to rate a group on a scale ranging from the quad-

rupedal ancestor to the modern‐day human being. Like other mea-

sures of blatant dehumanization (e.g., Linden et al., 2016), the ascent

scale is a valid tool for detecting humanity attributions in contexts

defined by open intergroup conflicts (see Kteily & Bruneau, 2017;

Kteily & Landry, 2022, for reviews). It is less valid when humanity

attributions are biased by social desirability concerns, as in the case

of some marginalized groups such as intellectually disabled.

1.2 | Contemporary approaches and patient
dehumanization

The dehumanization approaches reported above are the theoretical

foundation of most studies developed in medical contexts. Research

has shown that patients are generally ascribed a lower human status.

For instance, healthcare professionals working in oncology depart-

ments perceive patients as less characterized by uniquely human

traits, like rationality and capacity for reflection, compared to phy-

sicians and nurses (Capozza et al., 2015). Patients are also seen as

more qualified by traits that humans share with animals (e.g., instinct,

impulse) than by uniquely human traits, whereas healthcare profes-

sionals perceive themselves as typically qualified by uniquely human

traits. Similar findings were obtained in other hospital departments,

such as cardiology, hemodialysis, emergency, and surgery (Falvo

et al., 2021; Trifiletti et al., 2014; in these studies, the target outgroup

was the general category of patients). Similarly, professionals working

in hospices or nursing homes assign uniquely human characteristics

more to their group than to patients (Castro et al., 2019). Thus, in

medical contexts, patients are viewed as less human than healthcare

professionals.

Some works have focused on the perception of people with

mental illness. In a study, Pavon and Vaes (2017; Study 2) examined

healthcare professionals employed in psychiatric services (e.g., psy-

chiatrists, psychotherapists, and nurses). These authors investigated

different conceptualizations of schizophrenia and their relationship

with patient dehumanization. Findings showed that the more

healthcare professionals ascribed schizophrenia to genetic causes

(anatomic anomalies, history of prenatal complications), the less

they perceived an imaginary case—a patient diagnosed with

schizophrenia—as capable of experiencing uniquely human emotions.

Thus, a bio‐genetic (vs. psycho‐environmental) conception of schiz-

ophrenia is associated with the tendency to ascribe a lower human

status to schizophrenic patients. Similar findings were observed when
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autism was the target (Cage et al., 2019). Autistic people were viewed

as less qualified by uniquely human traits than non‐autistic people.

No difference emerged for human nature traits (participants were

high school and university students). Fontesse, Rimez, and Maurage

(2021) discovered that nurses dehumanized more people with

schizophrenia and severe alcohol use disorder than people with

cardiovascular disease (a unitary scale including human uniqueness

and human nature items was used).

Patients in a persistent vegetative state (PVS) are also

dehumanized. Gray et al. (2011) revealed that mental states—such as

remembering the events of one's life and having feelings and

emotions—were denied more to PVS patients than to the dead.

Probably, PVS people are perceived as mindless bodies while the

dead are perceived as disembodied minds (see, however, Gray

et al.'s 2007 study, in which experience was assigned more to PVS

than to dead people). In Gray et al.'s (2011) study, participants were

recruited from MTurk, metro areas, and colleges (in the US); it would

be interesting to explore whether and how medical workers assign

mind to PVS patients.

1.3 | Causes of patient dehumanization

The previous review shows how patient dehumanization is widely

spread in medical contexts. But, what are the sources of this phe-

nomenon? Haque and Waytz (2012) distinguished functional and

nonfunctional causes. Regarding functional causes, dehumanization is

used by health providers to make patient care and clinical problem

solving easier. Nonfunctional causes, in contrast, are related to the

conditions of being ill or hospitalized; they do not have the immediate

role of making the therapeutic task easier.

One nonfunctional cause is intrinsic to the condition of being

sick. The lower independence in action and lower capacity to achieve

one's goals, due, for instance, to diseases to the motor or respiratory

systems or debilitating oncological treatments, may induce the per-

ception that patients are not fully defined by agency, rationality, and

self‐control. Another nonfunctional cause is related to being hospi-

talized. In hospital settings, patients are perceived to be similar on

several factors, such as suffering or wearing similar clothing. This

assimilation may lead to perceiving patients as lacking individuality

and being interchangeable, which are characteristics included in

mechanistic dehumanization.

Regarding functional causes, patient dehumanization may favor

clinical problem solving: focusing on one body part, without consid-

ering the whole organism and the patient's inner states, may facilitate

pathological localization and medical intervention. Some studies on

empathy are relevant in this regard. In neuroscientific experiments

(Cheng et al., 2007; see also Decety et al., 2010), physicians prac-

ticing acupuncture and nonphysician control were examined with

functional magnetic resonance imaging (fMRI). Inside the scanner,

participants watched videos of needles inserted into a person's body

parts. Brain areas involved in empathy for pain were more active

among non‐physicians than physicians, who, conversely, showed

stronger activation in brain areas involved in emotion cognitive reg-

ulation. Physicians learn to inhibit empathy to focus on the clinical

task and achieve a good performance. It is worth noting that lower

empathy is a precursor of lower humanization, as shown in research

about intergroup relationships (see, e.g., Capozza, Falvo, et al., 2013;

Capozza, Trifiletti, et al., 2013; Čehajić et al., 2009). The

incompatibility between considering patients' mental states and

making diagnoses or interventions is also demonstrated by a research

program conducted by Jack et al. (2013), based on neuroscientific

contexts and tools.

Patients, however, need to be understood and supported by

people who care for them. According to Haque and Waytz (2012,

p. 181), physicians should shift between empathy and problem

solving, depending on the care context, being, for instance, empa-

thetic in their practice and dampening empathy during a medical

intervention.

Job burnout is a psychological syndrome in response to chronic

stressors on the job. The three dimensions of this response are ex-

haustion, feelings of cynicism and detachment from the job, and a

sense of inefficacy and lack of accomplishment. Exhaustion refers to

the perception of being drained of one's emotional and physical

resources. The cynicism component represents a negative or overly

detached response to various aspects of one's job. The reduced

efficacy component includes feelings of incompetence and a lack of

fulfillment in one's work (Maslach et al., 2001; see also Schaufeli

et al., 1996, 2009). In the workplace, burnout occurrence is generally

high; for instance, in a study performed in Sweden, about 18% of the

working population was defined by high levels of burnout (Lindblom

et al., 2006; for recent data, see Schaufeli, 2018). Regarding health

occupations, this syndrome concerns, on average, 26% of emergency

nurses (Adriaenssens et al., 2015; Western countries), and, interest-

ingly, up to 56% of medical students (Dyrbye & Shanafelt, 2016;

mainly US data).

Among health providers, stress and burnout can originate from

organizational factors, such as work overload, role ambiguity, and lack

of autonomy in one's work (Edú‐Valsania et al., 2022). However,

stress feelings may also arise from the continual interaction with

suffering people, which generates tension and anxiety. Several

strategies can be used to cope with stress, such as searching for

social support or problem avoidance (see Arrigoni et al., 2015).

Patient dehumanization can also be used: suffering may cause less

emotional distress when regarding people perceived as not fully

human (Haque & Waytz, 2012).

In a study by Vaes and Muratore (2013), healthcare professionals

working in oncologic institutions—for instance, nurses, physicians,

and psychologists—were presented with a fictitious scenario,

describing a woman suffering from terminal stomach cancer. Their

task was to infer the patient's emotional reactions to her condition.

Results showed that the expectation of uniquely human emotions

(e.g., regret, pessimism) was associated with higher healthcare pro-

fessionals' burnout. Conversely, the expectation of non‐uniquely

human emotions (e.g., anger, fear) was associated with lower burnout

and higher work engagement: a positive fulfilling, work‐related state
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of mind, characterized by vigor, dedication, and absorption in one's

work (Schaufeli et al., 2002, p. 74).

Trifiletti et al. (2014) obtained similar findings: perceiving pa-

tients as characterized by uniquely human traits was related to

stronger stress symptoms (e.g., headache, anxiety, memory prob-

lems). Conversely, perceiving patients as defined by non‐uniquely

human features was related to lower distress (respondents were

nurses working in different departments). Falvo et al. (2021), ex-

amining nurses, found that the attribution of a lower human status to

patients was related to higher work engagement. This finding was

limited to nurses qualified by low levels of secure attachment

(Mikulincer & Shaver, 2016), namely, less capable of coping with

demanding work situations. A negative relationship was, in contrast,

observed between patient infrahumanization and burnout (the ex-

haustion component).

Thus, perceiving patients as not fully human may be associated

with lower burnout. However, the inverse relationship can also be

found, in other words, burnout can be an antecedent of lower

humanity attributions to patients. Cameron et al. (2016) discovered

that anticipating emotional exhaustion, as a consequence of helping a

marginalized person (a homeless person with severe mental and

physical disorders), may lead to the ascription of less mind to this

target. Probably, the whole process starts with burnout feelings (in

particular, exhaustion feelings), which lead to the attribution of a

lower human status to patients; this attribution may have the func-

tion of attenuating exhaustion. In this work, we test the first stage of

this process, namely, the hypothesis that burnout (the exhaustion

component) is negatively related to the attribution of human char-

acteristics to patients (Hypothesis 1). Our final goal is to single out

job conditions that, mitigating exhaustion, may promote patient

humanization.

It should be noted that the hypothesis of a relationship between

emotional exhaustion and client (patient) dehumanization was pro-

posed by Maslach and colleagues (Maslach & Jackson, 1981; Maslach

et al., 2001) in the first systematic conceptualization of burnout.

Initially, burnout was regarded as a syndrome specific to profes-

sionals working in the human service sector; only by the late 1980s,

the concept was extended to all types of occupational groups. Ini-

tially, therefore, the response of distancing oneself from one's work,

as a way to cope with intense job and emotional demands

(the cynicism component of burnout) was conceptualized as

depersonalization: an attempt to be less involved in the assistance

relationships by perceiving service recipients (e.g., patients) as

impersonal objects of one's work. According to burnout theorists (see

Maslach et al., 2001), distancing (cynicism or depersonalization)

represents an immediate reaction of workers to exhaustion, a

sequential link that has been supported by correlational and longi-

tudinal studies (for a longitudinal research, seeTaris et al., 2005; for a

review, see Edú‐Valsania et al., 2022).

Our first hypothesis differs from Maslach and colleagues'

(Maslach & Jackson, 1981; Maslach et al., 2001) account of service

recipient (patient) depersonalization because it is grounded on

modern theories of dehumanization, which propose different types of

human traits and different types of dehumanization (not just objec-

tification). Furthermore, the concept of depersonalization and its

measure include both user (patient) dehumanization and self‐

dehumanization by employees, who deny themselves core features

of the human nature dimension (two items included in Maslach

Burnout Inventory are: “I have become more callous toward people

since I took this job,” “I worry that this job is hardening me emo-

tionally” Maslach & Jackson, 1981). In this study, we only focus on

patient dehumanization which is a distinct process from healthcare

professionals' self‐dehumanization (for the distinction between self‐

and other‐dehumanizing perceptions, see the reviews by Bastian &

Crimston, 2014 and Kteily & Landry, 2022).

Regarding work engagement, it should be positively related to

patient humanizing perceptions (Hypothesis 2). Work engagement is

a positive and fulfilling state of mind, associated with resilience,

optimism, and self‐efficacy (Mazzetti et al., 2023). We can, therefore,

expect that engaged employees use job crafting (Tims &

Bakker, 2010) rather than patient dehumanization: to deal with work

problems and preserve energies and vigor, they probably try to

change their job conditions making them more coherent with their

abilities and needs (for work engagement as a predictor of job

crafting, see Hakanen et al., 2018; Jindal et al., 2023; Tan

et al., 2020).

More importantly, research has consistently shown that work

engagement is related to creativity and innovation (see, e.g., Asif

et al., 2019; Bakker et al., 2020; Hui et al., 2021; Kong & Li, 2018),

which, in the field of intergroup relations, are related to lower prej-

udice and implicit stereotypes (e.g., Groyecka‐Bernard et al., 2021;

Sassenberg & Moskowitz, 2005), and higher outgroup humanization

(Ballan, 2022). These findings support our hypothesis: engaged em-

ployees, being prone to exploring alternative paths, may develop a

more human perception of patients. The use of patient

dehumanization to restore work engagement (Falvo et al., 2021) may

only concern certain categories of health providers, such as nurses

and physicians with low secure attachment.

1.4 | The job demands‐resources theory

To identify the organizational factors associated with burnout (the

exhaustion component) and work engagement, we referred to the job

demands‐resources (JD‐R) theory by Bakker and Demerouti (2017;

Bakker et al., 2023). According to this theory, the two mindsets are

generated by job characteristics that can be defined as job demands

and job resources. Job demands, such as workload and role ambi-

guity, are those physical, psychological, social, or organizational as-

pects of work that require physical, cognitive, and/or emotional

effort and are, therefore, associated with physiological and/or psy-

chological costs (Bakker et al., 2023, p. 33). Job demands are the

central risk factors for the development of burnout (in particular,

emotional exhaustion). In contrast, job resources, such as social

support and performance feedback, are the physical, psychological,

social, or organizational aspects of work that: (a) have motivating
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potential, (b) are functional in achieving work goals, (c) attenuate job

demands and the related costs, (d) stimulate learning and personal

growth (Bakker et al., 2023, p. 33). Job resources are the primary

drivers of work engagement; they may also counteract burnout.

Research has provided ample evidence for the different pro-

cesses activated by job demands and job resources. In a study per-

formed in Belgium, Van den Broeck et al. (2017) examined repre-

sentative samples of employees working in different sectors

(healthcare, industry, service, and public sector). The findings showed

that the four sectors differed in terms of mean levels of job demands

and job resources; they did not differ in the degree to which job

characteristics were related to well‐being. In healthcare, as in the

other sectors, work engagement was positively related to resources

(e.g., social support), whereas burnout (exhaustion and cynicism) was

positively related to demands (e.g., work overload) and negatively

related to resources.

Similar findings were reported by Kaiser et al. (2020) in Norway.

These authors examined healthcare professionals working in public

health services for children and their families (e.g., maternity care,

child welfare centers). In accordance with the JD‐R model, they found

that burnout (emotional exhaustion) was positively related to job

demands (e.g., work‐family conflict) and negatively related to job

resources (e.g., autonomy and positive leadership). Work engagement

was positively related to job resources; however, a weak negative link

with demands was observed as well.

The hypothesis of a dual process (motivational and ill‐health) was

also supported by Hakanen et al. (2008) using a national sample of

Finnish dentists. The authors found that job resources (e.g., profes-

sional contacts with colleagues) longitudinally affected work en-

gagement, whereas job demands (e.g., poor physical work environ-

ment) longitudinally affected burnout (the Maslach Burnout

Inventory was used; Maslach & Jackson, 1981). In addition, job

resources had a weak negative impact on burnout and job demands

had a weak negative impact on engagement. According to the au-

thors, demands and resources are usually intertwined constructs; it is,

therefore, unlikely to find consistent support for a model that fully

separates the outcomes of demands and resources when predicting

well‐being (Halbesleben & Buckley, 2004).

Broetje et al. (2020) examined reviews to detect the most

important workplace antecedents of health‐related and motivational

outcomes in nursing. They identified three key demands and six key

resources. One demand was work overload (e.g., excessive work and

time pressure). Resources related to, for instance, leadership,

autonomy, and professional goods (e.g., equipments).

In this work, we connect job demands and job resources to

patient dehumanizing or humanizing perceptions through the medi-

ation of work engagement and job burnout (the exhaustion compo-

nent). We proposed the following hypotheses. Resources should be

related to patient humanizing perceptions through the mediation of

work engagement (Hypothesis 3a; Figure 1); this mindset should, in

fact, be associated with new ways of thinking and perceiving patients.

In addition, resources, mitigating the costs of demands, should be

related to higher patient humanizing perceptions through the medi-

ation of lower exhaustion (Hypothesis 3b; Figure 1). Lower exhaus-

tion, in fact, is likely related to a weaker use of dehumanization as a

strategy to cope with stress. A twofold mechanism should therefore

relate resources to humanizing evaluations: increased well‐being and

decreased job strain.

Demands are hypothesized to be related to lower patient

humanization through the mediation of higher exhaustion, which is

negatively linked to humanizing perceptions (Hypothesis 4a; Fig-

ure 1). Research has highlighted a negative—not theory‐based—

relationship between demands and work engagement (e.g., Hakanen

et al., 2008; Kaiser et al., 2020; McVicar, 2016). We, therefore,

predict that demands are related to lower patient humanization

through the mediation of lower engagement (Hypothesis 4b;

Figure 1).

The validation of these hypotheses allows us to single out job

aspects that can be manipulated to enhance the patients' human

status. This is the first time that, in the context of modern theories of

dehumanization, the relationship between job characteristics and

patient (de)humanization is investigated. To our knowledge, no

studies on dehumanization of human services' clients/users have

been performed in the context of JD‐R theory, possibly because the

core outcome of this theory is employees' performance rather than

their evaluations. In the studies concerning dehumanization in the

workplace, researchers have mainly analyzed workers' perception of

being dehumanized (the concept of organizational dehumanization;

e.g., Caesens et al., 2017; Lagios et al., 2023) and workers' self‐

dehumanizing perceptions (see the review by Baldissarri et al., 2022).

F IGURE 1 A model explaining the relationship between job demands/resources and patient humanization among healthcare professionals.
Curved lines indicate correlations. UH = uniquely human traits assigned to patients; HN = human nature traits assigned to patients.
H = Hypothesis (e.g., H1 = Hypothesis 1). The dashed arrow indicates a relationship not based on theory, but on empirical data. The same symbol
(H3 or H4) on two connected paths indicates a hypothesized indirect effect.
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1.5 | Overview of the study

In the current study, participants were physicians and nurses working

in several hospitals in Northern Italy. To achieve greater general-

izability of findings, we chose departments characterized by different

specialties and different levels of burnout. Studies conducted in the

US with physicians from over 25 specialties showed that the highest

percentages of burnout (emotional exhaustion) occurred in the units

of intensive care and emergency medicine (55%), whereas exhaustion

was lower in general surgery (50%) and orthopedics (46%) (see data

from Peckham, 2015, reported in Gnerre et al., 2017; Shanafelt

et al., 2012). We, therefore, decided to focus our analysis on these

departments.

As resources, we used autonomy, social support from colleagues,

and performance feedback. As reported above, similar resources

were investigated by Van den Broeck et al. (2017), in the survey

comparing different work sectors (including healthcare), and by

Kaiser et al. (2020), who examined workers in public health services

(see also Broetje et al., 2020). As demands, we chose work overload

(time pressure, heavy shifts, too many patients) (see Brauchli

et al., 2015; Broetje et al., 2020; Kaiser et al., 2020; Van den Broeck

et al., 2017) and role ambiguity (poorly defined activities) (see Van

den Broeck et al., 2017, and the review by Utriainen & Kyngäs, 2009).

We, therefore, measured resources and demands that generally

affect well‐being among health providers.

To assess humanity attributions, we employed uniquely human

(e.g., rationality) and human nature (e.g., capable of interpersonal

warmth) traits (Figure 1). Participants rated patients first and then the

medical‐nursing staff (targets were: patients in my department;

physicians and nurses in my department). To explore differences

between targets, we also measured non‐uniquely human traits (e.g.,

instinct, drive) although, in previous studies, consistent patient

dehumanization was not observed in this dimension. We applied the

measures of humanity attributions that are generally used when

patient dehumanization is studied in the context of infrahumanization

theory or the dual model of dehumanization (see, e.g., Cage

et al., 2019; Castro et al., 2019; Fontesse, Rimez, & Maurage, 2021;

Trifiletti et al., 2014; for the use of primary and secondary emotions,

see Vaes & Muratore, 2013).

The model in Figure 1 was estimated using path analysis with

observed variables. To control whether the associations of burnout and

work engagement with humanity perceptions were affected by patient

evaluation (patient liking), we introduced this construct as a third

mediator in the relationship between job aspects and humanity per-

ceptions. Liking was assessed using traits like agreeable and worthy.

2 | METHOD

2.1 | Participants and procedure

A total of 302 participants were recruited from different hospitals in

Northern Italy. Participants were physicians (n = 129) and nurses

(n = 173) working in four departments: intensive care (n = 88), emer-

gency (n = 67), general surgery (n = 54), and orthopedics (n = 93). The

sample included 115 men and 187 women, and the majority of

respondents had been employed for over 20 years (n = 113; up to

5 years, n = 71; from 6 to 10 years, n = 48; from 11 to 15 years,

n = 43; from 16 to 20 years, n = 27). All respondents filled out an

online questionnaire which was e‐mailed by the department head or

head nurse. Before accessing the questionnaire, participants were

required to agree with an electronic informed consent form in which

the aims of the study, the task duration, and the possibility of with-

holding one's consent without penalties were illustrated. The survey

was approved by the University Ethics Committee for Psychological

Research. It was carried out in 2019, before the start of the Covid

emergency.

2.2 | Measures

To assess the constructs under investigation, the following measures

were applied.

For job demands and job resources, we used items drawn from

different sources (e.g., Fernet et al., 2013; Kaiser et al., 2020; Van den

Broeck et al., 2008, 2017). Work overload was measured with five

items (alpha = .72), which addressed both qualitative (the complexity

of tasks to be accomplished) and quantitative (excessive work, time

pressure) aspects of work. Sample items are: “What I have to do is

often complex,” “I have to work under tight time deadlines.” As with

the other job characteristics, items were scored on a seven‐point

scale ranging from 1 (definitely false) to 7 (definitely true; with 4

denoting neither true nor false). Role ambiguity was assessed with four

items, for instance: in my department, “The activities are not clearly

defined,” “Roles are not clear” (alpha = .67). Concerning resources,

three items were chosen for social support from colleagues. Sample

items are: in my department, “There is at least one colleague I can ask

for advice,” “There is at least one colleague I can count on if I need

advice to make a decision or to cope with a problem” (alpha = .71).

Statements measuring autonomy were two: in my job, “I have some

freedom in the completion of my tasks,” “I can make many decisions

by myself” (r = .68, p < .001). For performance feedback, four items

were used, such as: in my job, “I get feedback on the effectiveness of

my performance,” “I get feedback, which allows me to improve my

performance” (alpha = .84). On the seven‐point scale, higher scores

indicate that job demands and job resources were perceived as highly

present in the work context.

To measure the emotional exhaustion component of burnout, the

Italian version (Borgogni et al., 2005) of the Maslach Burnout

Inventory General Survey (MBI‐GS; Schaufeli et al., 1996) was

applied (five items). Sample items are: “I feel exhausted by my work,”

“Working all day is truly an effort for me” (alpha = .92). Participants

had to indicate how often they experienced the feelings described by

the items on a seven‐point scale anchored by never (1) and daily (7)

(2 = rarely/a few times a year or less, 3 = occasionally/once a month or

less, 4 = regularly/a few times a month, 5 = frequently/once a week,
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6 = very frequently/a few times a week). Higher scores denote higher

feelings of exhaustion.

Work engagement was assessed with the Italian version (Balducci

et al., 2010) of the shortened Utrecht Work Engagement Scale

(UWES‐9; Schaufeli et al., 2006), which captures the three facets of

the construct: vigor, dedication, and absorption. Examples of the nine

items are: “At my job, I feel strong and vigorous,” “My job inspires

me,” “I feel happy when I am working intensely” (alpha = .92). An-

swers were given on the same seven‐point scale used for measuring

exhaustion. Higher scores denote higher work engagement.

Concerning humanity perceptions, four items measured the

uniquely human dimension and four the non‐uniquely human dimension

(see Capozza, Trifiletti, et al., 2013). Uniquely human items were, for

instance, rationality and reasoning; non‐uniquely human items were,

for instance, instinct and drive. In pretests, it was found that the two

sets of traits do not differ in valence, both being slightly positive.

Human nature was assessed with six items (three positive and three

negative), drawn from Bastian and Haslam (2010); sample items are:

interpersonal warmth; mechanical and cold as robots (reverse coded).

The introductory sentence was: “Patients in my department are

characterized by the following traits.” For each trait, the response

scale ranged from definitely false (1) to definitely true (7), with 4 being

neither true nor false. After patients, participants judged the medical

and nursing staff of their department (“the medical/nursing staff of

my department”). Alphas ranged from .75 to .84 for patients, and

from .79 to .88 for the medical and nursing staff. Participants also

expressed their attitude (liking) toward the two targets; three items

were used: pleasant, agreeable, and worthy (alpha = .95, for both

targets); evaluations were expressed on the seven‐point scale from

false to true.

2.3 | Data analyses

For each construct, the mean of the respective items was computed

(composite scores). To verify whether patients were assigned a not

fully human status, ANOVA was applied using a two‐factor within‐

participants design: target group (patients vs. healthcare profes-

sionals) and humanity dimensions (uniquely human vs. non‐uniquely

human vs. human nature traits).

The network of hypothesized relationships (Figure 1) was tested

using the two demands and three resources as exogenous variables,

exhaustion and work engagement as mediators, and uniquely human

and human nature traits, assigned to patients, as the outcomes

(Figure 2). Patient liking was added as a further mediator to control

for the effects of attitude when the relationship between well‐being

(emotional exhaustion, work engagement) and humanity perceptions

was estimated. Three demographic variables (covariates) were added

to the exogenous variables: gender (men vs. women), professional

role (nurses vs. physicians), departments (lower exhaustion: ortho-

pedics and general surgery vs. higher exhaustion: emergency and

intensive care). These variables were introduced in the analyses

because they may be correlated with demands/resources and the

mediators, especially with emotional exhaustion; it has been found, in

fact, that exhaustion is more common among women than men (see

Edú‐Valsania et al., 2022, p. 9), among nurses than physicians (see

Papazian et al., 2023; see also Gualano et al., 2021, for general

burnout), in emergency and intensive care than the two other units

(Peckham, 2015). We need, therefore, to control their effects.

All the exogenous variables were modeled as predictors of both

mediators and outcomes. A saturated model was therefore verified (chi‐

square equal to zero; zero degrees of freedom). To test the path analysis

model, macro Mplus 7 was applied (Muthén & Muthén, 1998–2015);

maximum likelihood was used as the estimator. The significance of

indirect effects was evaluated by applying bootstrapping (5000 re-

samples) and the 95% bias‐corrected confidence interval.

With respect to the number of participants, we considered the

most complex multiple regression equation in the mediation model,

namely the equation in which uniquely human or human nature traits

were used as the dependent variable, and mediators (exhaustion,

work engagement, liking) with the exogenous variables (job aspects

and demographic attributes) were the predictors. With .05 as the

probability level, 11 predictors, and an anticipated effect size of

f2 = .08 (between small and medium), a sample of at least 220

respondents is needed to reach a power of .80 (Soper, 2024).

3 | RESULTS

3.1 | Humanity attributions

ANOVA applied to humanity attributions highlighted significant

results. Both the main effects and the interaction were significant:

F (2, 602) = 32.73, p < .001, ηp
2 = .10, for the humanity dimension;

F (1, 301) = 211.51, p < .001, ηp
2 = .41, for the target group; F (2,

602) = 143.73, p < .001, ηp
2 = .32, for the interaction.

The analysis of simple effects showed that both uniquely human

and human nature traits were assigned more to nurses and physicians

than to patients. Concerning uniquely human traits, the means were:

M = 5.34 (SD = 0.94), when the healthcare staff was the target,

and M = 3.91 (SD = 1.09), when patients were the target, F (1,

301) = 300.56, p < .001, ηp
2 = .54. With respect to human nature, the

means were:M = 5.30 (SD = 1.02), when healthcare professionals were

the target, and M = 4.63 (SD = 0.89), when patients were the target,

F (1, 301) = 116.34, p < .001, ηp
2 = .16. In contrast, the two groups

were not perceived as different on the non‐uniquely human dimen-

sion: M = 4.52 (SD = 0.92), for nurses and physicians, and M = 4.61

(SD = 1.04), for patients, F (1, 301) = 2.00, p = .158, ηp
2 = .01. The traits

least assigned to healthcare professionals were those included in the

non‐uniquely human factor (ps < .001); the traits least assigned to

patients were those included in the uniquely human factor (ps < .001).

Thus, replicating previous studies (e.g., Capozza et al., 2015; Trifiletti

et al., 2014), findings show that a lower human status was ascribed to

patients. Interestingly, patients were not assigned the distinctive traits of

the human category: for uniquely human traits, the mean was not dif-

ferent from the scale midpoint, t(301) = 1.46, p= .1441.
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3.2 | Test of the mediation model

Correlations between the main variables included in the mediation

model (Figure 2) are reported in Table 1. They show that resources

were positively related to work engagement and negatively related to

emotional exhaustion. Resources were, in addition, positively related

to a favorable evaluation of patients (patient liking) and their percep-

tion as characterized by human traits, especially human nature traits.

Regarding demands, they were positively related to exhaustion

and negatively related to work engagement. In addition, demands

were negatively linked to patient liking and patient perception as

qualified by human traits, especially human nature traits.

Finally, exhaustion was negatively related and work engagement was

positively related to liking and the attribution of human traits to patients.

Thus, correlations were generally in the expected direction (Figure 2).

The findings of path analysis are displayed in Figure 2.2 They

show that emotional exhaustion was negatively related to patient

humanizing perceptions, whereas work engagement was not related

to these perceptions. Therefore, findings supported Hypothesis 1,

but not Hypothesis 2. As to the indirect effects, their reliability is

TABLE 1 Means, standard deviations, and correlations between the study variables (Figure 2; N = 302).

M SD 1 2 3 4 5 6 7 8 9 10

1. Social support 6.33 0.88 ‐

2. Autonomy 5.60 1.15 .30*** ‐

3. Performance feedback 4.70 1.34 .24*** .34*** ‐

4. Role ambiguity 3.64 1.26 −.23*** −.25*** −.40*** ‐

5. Work overload 5.35 1.03 .07 .01 −.18** .17** ‐

6. Emotional exhaustion 3.59 1.55 −.25*** −.19*** −.34*** .34*** .40*** ‐

7. Work engagement 4.76 1.23 .32*** .34*** .37*** −.37*** −.16** −.41*** ‐

8. Patient liking 4.41 1.06 .15** .20*** .26*** −.18** −.16** −.17** .24*** ‐

9. Uniquely Human (UH) (patients) 3.91 1.09 .00 .08 .19*** −.09 −.20*** −.23*** .18** .53*** ‐

10. Human Nature (HN) (patients) 4.63 0.89 .12* .23*** .30*** −.24*** −.24*** −.29*** .25* .52*** .52*** ‐

Note. M and SD represent mean and standard deviation. To simplify the table, the correlations of the demographic covariates are not displayed.

*p ≤ .05; **p ≤ .01; ***p ≤ .001.

F IGURE 2 The mediation effects of emotional exhaustion and work engagement in the relationship between job demands/resources and
patient humanization, unstandardized coefficients (N = 302). Only significant regression coefficients are reported. Curved lines indicate
significant correlations between constructs. UH = uniquely human traits assigned to patients; HN = human nature traits assigned to patients. The
effect size was close to medium (f2 = .14), for patient liking; it was large (from f2 = .39 to f2 = .58), for the other mediators and the outcomes. The
correlations between the exogenous variables are reported in Table 1. To simplify the representation, the effects of the demographic covariates
are not displayed. *p < .05. **p < .01. ***p ≤ .001.
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reported in Table 2. Data indicate that job resources were related to

higher patient humanization through the mediation of lower levels of

exhaustion. Demands, in contrast, were related to lower patient

humanization through the mediation of stronger exhaustion. All the

indirect effects involving emotional exhaustion were significant: the

95% bias‐corrected bootstrap confidence interval did not include

zero (Table 2). No reliable mediation effects were present for work

engagement. Results, therefore, supported Hypotheses 3b and 4a,

relating to exhaustion; they did not support Hypotheses 3a and 4b,

relating to work engagement. Regarding patient liking, it significantly

mediated the relationship of resources (performance feedback) and

demands (work overload) with humanity attributions (Figure 2); the

confidence interval for autonomy → patient liking → HN traits was

nonsignificant.

Interestingly, two demographic covariates (departments and

professional role) were related to humanity attributions: patients

were less humanized by healthcare professionals working in emer-

gency and intensive care departments than by healthcare profes-

sionals working in orthopedics and general surgery. Patients were

less humanized by nurses than by physicians. These relationships

were direct, not mediated by work engagement or exhaustion.

4 | DISCUSSION

In this study, we found that emotional exhaustion was a significant

predictor of the attribution of a lower human status to patients; in

contrast, work engagement—the dedication to one's work and en-

thusiasm for its performance—was not uniquely associated with

patient humanizing or dehumanizing perceptions. The findings,

therefore, support Hypothesis 1, but not Hypothesis 2. We also

identified work conditions that, being positively or negatively related

to exhaustion, were related to dehumanizing (job demands) or

humanizing (job resources) perceptions of patients. Findings, there-

fore, support Hypotheses 3b and 4a, concerning exhaustion; they do

not support Hypotheses 3a and 4b, concerning work engagement.

Heavy workloads and ill‐defined tasks are associated with feelings of

exhaustion which, in turn, are associated with the ascription of lower

humanity to patients. Seeing patients and their suffering as not fully

human is likely used to lower emotional involvement in care tasks and

the related exhaustion (for exhaustion as an antecedent of dehu-

manizing perceptions, see Cameron et al., 2016; for dehumanizing

perceptions as antecedents of lower stress or exhaustion, see Falvo

et al., 2021; Trifiletti et al., 2014). This is the first time that the

relationship between job factors and patient dehumanization—with

the intervening role of exhaustion—is observed.

As noted before, the concept that patient depersonalization

(dehumanization) may be a strategy used by healthcare professionals

to cope with emotional exhaustion was also proposed by Maslach

and colleagues (see Maslach & Jackson, 1981; Maslach et al., 2001)

since the first systematic formulation of the burnout theory. How-

ever, the construct of depersonalization was limited to objectifica-

tion, namely, it did not include the different nuances and dimensions

proposed by dehumanization scholars. Furthermore, in the burnout

theory, the relationship between exhaustion and depersonalization

was not theoretically linked to job demands and resources, a link that

has significant practical implications.

In the network of relationships identified in Figure 2, resources

(in particular, social support and performance feedback) play the role

of attenuating the costs of demands; they are associated with lower

exhaustion and, through lower exhaustion, to more humanizing

patient perceptions. The finding that resources are linked to lower

strain supports a basic assumption of the JD‐R model (Bakker &

Demerouti, 2017; Bakker et al., 2023). Also, the positive link between

resources and work engagement (Figure 2) is a central concept in the

JD‐R theory (for care contexts, see Kaiser et al., 2020; Van den

TABLE 2 The indirect effects of demands and resources on patient humanizing perceptions through the mediation of emotional
exhaustion (N = 302).

Indirect Effect Point Estimate 95% BC Confidence Interval

UH (patients)

Social support → Exhaustion → UH (patients) 0.034 [0.006, 0.085]

Performance feedback→ Exhaustion → UH (patients) 0.017 [0.002, 0.048]

Role ambiguity → Exhaustion → UH (patients) −0.020 [−0.053, −0.003]

Work overload → Exhaustion → UH (patients) −0.056 [−0.115, −0.009]

HN (patients)

Social support → Exhaustion → HN (patients) 0.023 [0.003, 0.057]

Performance feedback→ Exhaustion→ HN (patients) 0.012 [0.001, 0.034]

Role ambiguity → Exhaustion → HN (patients) −0.014 [−0.038, −0.001]

Work overload → Exhaustion → HN (patients) −0.038 [−0.085, −0.003]

Note. UH, uniquely human traits assigned to patients; HN, human nature traits assigned to patients; BC confidence interval, bias‐corrected bootstrap
confidence interval.
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Broeck et al., 2017). The negative association of demands with work

engagement, not specified in the JD‐R theory, has been found in

other investigations in medical settings (see, e.g., Hakanen

et al., 2008; McVicar, 2016). Altogether, data support basic tenets of

Bakker and Demerouti's theory.

But, why is work engagement unrelated to humanity attributions

(Figure 2)? Work engagement is a positive mindset, characterized by

vigor and energy. Probably, this mindset impacts behavior more than

evaluations. To make their work more meaningful and achieve higher

levels of performance, engaged health employees likely use job

crafting (Tims & Bakker, 2010), that is, they take initiatives to align

demands and resources to their personal abilities and preferences

(for the longitudinal relationship between engagement and job

crafting, see Hakanen et al., 2018). In our review above, we reported

findings showing that the ascription of a lower human status to pa-

tients may predict higher levels of engagement (Falvo et al., 2021;

Vaes & Muratore, 2013). These findings, however, are not general,

but limited to some categories of health employees. Longitudinal

studies are needed to establish the direction of the causal

relationship—if any—between work engagement and humanity attri-

butions. It would also be interesting to explore whether the rela-

tionship between work engagement and patient humanization is

found when creativity—an ability associated with work engagement

(e.g., Asif et al., 2019; Bakker et al., 2020)—is used as mediator.

Interestingly, in the path analysis model, the emergency and

intensive care departments were directly related to more dehuma-

nizing perceptions compared to the other departments (on both

human nature and uniquely human traits). This relationship, not

mediated by exhaustion, may depend on the fact that the patients

treated in these departments are generally unable of independent

action, sometimes inanimate, or lack interpersonal skills (see the

nonfunctional causes of patient dehumanization; Haque &

Waytz, 2012). Different departments may, therefore, be character-

ized by different levels of patient dehumanization.

The professional role is also directly related to humanity attri-

butions on human nature, with nurses assigning a lower human status

to patients compared to physicians. The prolonged contact with

people with diminished relational capacities may be responsible for

the perception of patients as less endowed with human nature traits.

Interestingly, it has been found that patients' aggression, expressing

lower relational skills, is experienced more by nurses than by physi-

cians (see, e.g., Kowalczuk & Krajewska‐Kułak, 2017; Swain

et al., 2014; for Italy, Viottini et al., 2020).

Findings concerning the demographic covariates can explain why

exhaustion absorbs a limited portion of variance in patient dehuma-

nizing perceptions. Dehumanization, in fact, in addition to being

functional in reducing exhaustion, can be associated with patients'

physical and mental conditions which can vary depending on the

department. It can also be associated with patients' relational

behavior, which can vary depending on health providers' professional

role (nonfunctional causes of patient dehumanization; Haque &

Waytz, 2012).

The attribution of a lower human status to patients may serve

the function of reducing healthcare professionals' exhaustion. How-

ever, what may be the effects of this attribution on patients?

Research findings show that feeling dehumanized is, in general,

related to both avoidant (e.g., numbness, sadness) and approach (e.g.,

anger) negative emotions (Bastian & Haslam, 2011). In addition,

feeling dehumanized may lead to less adherence to recommended

treatments (see Adams et al., 2017). Being the target of

dehumanization can also induce self‐dehumanizing perceptions (e.g.,

Fontesse, Demoulin, et al., 2021), which can be related to negative

affect and anxiety feelings (see Sakalaki et al., 2017). In work settings,

self‐dehumanization may lead to the perception of not being totally

in charge of one's behavior (see the review by Baldissari et al., 2022).

Dehumanization can, therefore, damage patients' mental health and

impair the therapeutic relationship. Future research should evaluate

the long‐term negative effects of this stress‐coping strategy.

Recent work in the intergroup field has shown that the percep-

tion of being dehumanized is associated with the dehumanization of

the offending outgroup (Kteily & Bruneau, 2017; Kteily et al., 2016).

The perception of not being seen as fully human may lead patients to

assign lower humanity to the care staff with the consequence of

reducing trust and degrading the care relationship. Future studies

should explore patients' humanity attributions to nurses and physi-

cians, a topic that has been rarely investigated (for an exception, see

Schroeder & Fishbach, 2015).

Is it possible to attenuate the inclination to dehumanize patients

and its aversive consequences? Our findings show that a core

strategy to follow is to mitigate exhaustion. In hospital departments,

work should be designed in effective ways: head nurses and

department heads should provide feedback on job performance; roles

and tasks should be clearly defined; and, above all, work overload

should be reduced. As to autonomy, it predicts work engagement, but

it is not related to emotional exhaustion (for a similar finding, see Van

den Broeck et al., 2017).

Other job aspects, not included in this study, but effective in

reducing exhaustion, could be: skill utilization (Van den Broeck

et al., 2017), effective leadership (Kaiser et al., 2020), lower work‐

family conflict, lower conflicts between professional roles (Kaiser

et al., 2020). In hospital settings, better conditions should be created

so that employees may be less exhausted and more inclined to rec-

ognize patients' human dignity (see Busch et al., 2019; see also

Hoogendoorn & Rodríguez, 2023). Results show that, contrary to the

hypotheses, work engagement is not uniquely linked to humanity

attributions. Therefore, no specific plans seem to be needed to en-

hance this mindset, for obtaining higher patient humanization.

Research should, however, be done to replicate the null effect of

work engagement.

Another strategy may be used to favor patient humanization.

Care providers should be made aware that they assign a lower human

status to patients, the underlying mechanism being the attenuation of

job‐related exhaustion. In training courses, they should be informed

of the coping strategy they use and its adverse consequences.
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Imagination tasks, in which healthcare professionals are invited to

take the perspective of patients, could also be applied. It has been

found, in fact, that perspective‐taking increases empathy (Herrera

et al., 2018), which is a consistent predictor of other people's

humanization (e.g., Capozza et al., 2022; see also Vezzali et al., 2021).

4.1 | Limitations and conclusion

This work presents some limitations. First of all, it is grounded on

cross‐sectional data. Hence, we cannot make causal inferences based

on our results. Nevertheless, our theoretical assumptions are in line

with evidence showing that demands and resources predict exhaus-

tion (burnout) and work engagement rather than the other way

around (see Schaufeli & Taris, 2014). Longitudinal studies are needed

also to test the hypothesis that exhaustion leads to patient

dehumanization which, in turn, leads to lower exhaustion.

Additionally, we exclusively relied on self‐report measures, which

are associated with common method biases (Podsakoff et al., 2003).

Future research may benefit from the integration of different tech-

niques, including observers' rating of demands and resources, objective

evaluations of ill‐being, such as biological indicators of stress (for hair

cortisol, see Wendsche et al., 2020), implicit measures of humanity

attributions (see, e.g., Kteily et al., 2015). A further limitation is that we

did not check the response rate of the staff interviewed.

We proposed interventions that concern the objective char-

acteristics of the work, although findings were obtained from the

perception of these characteristics. However, there should be a

strong link between real and perceived job aspects and, in the con-

text of JD‐R theory, demands/resources are typically detected as

perceived—not real—characteristics.

A final consideration is related to the measures of humanity at-

tributions used. The theoretical bases of our choice were the modern

dehumanization theories, in particular, the infrahumanization theory

(e.g., Leyens et al., 2007), from which the uniquely human and non‐

uniquely human traits were derived, and the dual model of

dehumanization (Haslam, 2006), from which the human nature traits

were obtained. As mentioned above, the selected items are fre-

quently applied in the healthcare context (see, e.g., Castro

et al., 2019; Fontesse, Rimez, & Maurage, 2021; Trifiletti et al., 2014).

In future studies, findings should be replicated using other scales, for

instance, items detecting the two factors of mind perception: agency

and experience (see Gray et al., 2007, 2011). Agency traits, such as

autonomy, self‐control, and planning abilities, may be mental skills

that are often denied to patients.

Overall, our study demonstrates that patient dehumanization is

associated with the perceived characteristics of the organizational

setting. Hospitals and departments should adopt practices aimed to

affect those work aspects that are connected to exhaustion. The

potential outcomes of managerial interventions will be improved

therapeutic relationships and greater well‐being of patients and

health providers alike.
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ENDNOTES
1 Regarding liking, healthcare professionals were evaluated more posi-

tively than patients: M = 5.15 (SD = 1.10), for physicians and nurses,
M = 4.41 (SD = 1.06), for patients, t(301) = 10.58, p < .001, d = 0.61.

2 In the figure, to simplify the representation, the effects of the three
demographic variables are not displayed.
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