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BACKGROUND: Respect for others is recognized in the
medical literature and society as an essential attribute
of the good medical professional. However, the specific
meaning of respect varies widely and is underexplored
as a lived experience of physicians-in-training.
OBJECTIVE: To describe third-year medical students’
narratives of respect and disrespect [(dis)respect] during
their internal medicine clerkship.
DESIGN: Qualitative thematic analysis of 152 third-
year student narratives that ‘taught them something
about professionalism,’ focusing on (dis)respect.
APPROACH: Immersion/crystallizationnarrative analysis.
RESULTS: We reviewed 595 professionalism narratives
and found that one in four narratives involved (dis)
respect. We then found that 2/3 of these narratives
were negative (describing instances of disrespect
rather than respect). In the other coded categories,
the proportion of negative narratives was significantly
lower. In order to better understand these results, we
analyzed the content of the (dis)respect narratives
and identified six primary themes: (1) content and
manner of communication (including, appreciating or
belittling, being sensitive or blunt and respecting
privacy); (2) conduct: behaviors expressing (dis)re-
spect; (3) patient centeredness: honoring others’
preferences, decisions and needs; (4) treating others
as equals; (5) valuing the other and their experience
and/or problem; and (6) nurturing students’ learning.
CONCLUSIONS: Focusing on the lived experience of
(dis)respect on wards broadens the concept of respect
beyond any one type of act, behavior or attitude.
Students perceive respect as a way of being that
applies in all settings (private and public), with all
participants (patients, family members, nurses,
colleagues and students) and under all circumstances
(valuing others’ time, needs, preferences, choices,
opinions and privacy). Respect seems to entail
responding to a need, while disrespect involves
ignoring the need or bluntly violating it.
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I was in an Intensive Care Unit and overheard a
conversation between a nurse and an attending.

She had confronted him because she thought that a
patient did not understand his prognosis and needed
more information. The attending began to raise his voice
and tell her that she needed to let his team take care of its
patients, that the patient had, in fact, been told the
prognosis, and that she [the nurse] was a "pain in the
ass." All of this was said in front of the entire team,
nurses and any families that happened to be around. It's
ridiculous to talk to anyone else like that, but even worse
for someone who is a role model for students and needs
to have respect to be able to do his job. I think there's a
limit to how far you can go and still say "Oh but he's a
great doctor…"

(Third-year medical student “professionalism” narrative)

RESPECT AS A PHYSICIAN QUALITY

Respect for others—patients, colleagues and teammembers—is
recognized in the medical literature and society as an essential
attribute of the good medical professional1,2. Respect in the
medical profession is usually situated in the broader context of
professionalism, as a central humanistic value that physicians
should hold and apply3–5. Different scholars consider respect
to consist of socially valued relational/interactional acts of
one person toward another6,7. In the literature, manifesting
‘respect’ is related to positive attitudes toward human worth
and the dignity of every individual8–10; maintaining non-
judgmental attitudes toward human diversity and uniqueness
among patients2; support for patient autonomy (including
shared decision-making with patients10,11 and listening3);
suitable attention to privileges and codes of conduct2; and
maintaining privacy and confidentiality3,12. Other definitions
include respectful interactions with family members and
colleagues2.
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In recent years, medical educators have emphasized the
need to treat students/learners with respect13 because it
models for learners what is expected of them as physicians in
interactions with vulnerable others. There is evidence that
students who feel belittled and abused are less able to
provide respectful treatment to patients, an influence of the
“hidden” or informal curriculum on medical training14.

A recent literature review called for more empirical research15

on respect that would clarify ambiguities in the definition and
usage of the term16, expand what little is known about how
respectful attitudes translate into situational thoughts and
behaviors1 and better understand how respect is experienced in
social relations17. The present study attempts to address some of
these gaps by focusing on a collection of narratives produced by
3rd year medical students on their internal medicine clerkship.
Our goal is to empirically describe the situations, participants7,
and consequences that constitute students’ experiences of
respect or disrespect [(dis)respect] as a starting point for teaching
about ‘respect’ as a tangible and learnable virtue.

METHODS

Third year students on their medicine rotation at Indiana
University School of Medicine (IUSM) are required to con-
tribute at least one HIPAA-compliant narrative about an
experience (either positive or negative) that ‘taught them
something about professionalism.’ At the end of each
rotation the narratives are de-identified and distributed to
these students as the basis for a faculty-facilitated small-
group discussion. Once the discussion is completed, the
narratives are warehoused until the students graduate (to
protect them from any possible reprisals). The IUSM Insti-
tutional Review Board (IRB) approved the use of these
warehoused narratives for research purposes and for feed-
back to IUSM faculty and residents after graduation. Our
analyses are based on a qualitative examination of 595
consecutive students’ de-identified narratives collected from
June 2004–May 2006.

Analysis

The narratives were analyzed in two stages. First, the 595
narratives were divided into general categories of professional-
ism. In a second analysis, those narratives that dealt with
respect and disrespect were examined to identify themes at a
more granular level.

Overall Professionalism Themes. In the initial phase, three
analysts (OKM, AHC and RMF) independently read the same
group of 15 randomly selected narratives. Four additional
review rounds of 15 narratives each were conducted before the
main professionalism themes were agreed upon18. These
themes included Stern's19 five professionalism categories
(accountability, humanism, altruism, communication and
excellence) and two new categories that emerged from the
data (leadership and teamwork). This taxonomy was applied
to all 595 narratives. No narratives were double coded20,
and all were assigned a single overarching theme. In
situations when the coder was unsure, a second coder was

consulted and consensus was achieved. All narratives were
coded as either positive or negative role modeling /behaviors
(see Table 1).

(Dis)respect Themes. From the initial sorting we noted that a
high proportion (25%) of all narratives dealt with respect
and disrespect, and these had a different distribution from
the other professionalism categories. While almost 2/3 of
the entire corpus of narratives was judged to be positive and
1/3 negative, the proportions in the category of (dis)respect
were reversed—2/3 negative and 1/3 positive. As a result,
we decided on a detailed analysis of the respect narratives
using immersion/crystallization, a qualitative method that
involves multiple readings of the narrative material that
allows themes to “emerge” or crystallize from the data18,21.
We focused on identifying the participants in the narratives
(e.g., physician and patient), the setting (patient care/
education), the consequences and the foci of the (dis)
respect narratives.

RESULTS

Participants

Five major groups of (dis)respectful interactions were identi-
fied: physicians’ (attending, resident and intern) showing (dis)
respect toward patients (55%); physicians’ showing (dis)
respect toward students (24%); nurses’ showing (dis)respect
toward students, patients and physicians (7.5%); physicians'
showing (dis)respect toward nurses (2.5%); and (dis)respectful
interactions among other participants on the health care
team (students with other students, interaction among
colleagues) (11%).

Setting

More than three-quarters of the (dis)respect narratives oc-
curred in patient care and nearly a quarter (24%) occurred in
educational settings. In patient care, most narratives dealt
with the ways professionals used (dis)respect in the care
process (elaborated below). In education, the focus was on
faculty treating students with (dis)respect. The following
positive narrative illustrates:

Wheneverdiscussinghistory andphysical evaluationsmy
staff would do so in an individual manner in a room
separate from the rest of the team… I thought this was
respectful because he made the effort to give us the
attention but did so individually… he showed respect to
teammembers.

The writer comments on the individualized nature of
educational feedback given to each student on the team,
noting that doing so in private is a characteristic of respectful
faculty behavior. Recognizing the importance of maintaining
privacy in educational activities may also increase the poten-
tial for parallel learning, for example, about maintaining
patient privacy at the bedside. The narrative also illustrates
how the informal curriculum reinforces positive behaviors.
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Consequences of Acting (Dis)Respectfully
or Witnessing (Dis)Respect

Students described potential or actual effect(s) of (dis)respect on
themselves or others. In positive narratives, respectful behavior
was described as resulting in better responses to suggested
treatment(s), enhanced ability to relate to patients, and in-
creased levels of patient satisfaction and communication: “a
small gesture (helping the patient put his shoes on) makes a big
difference in how patients see and interact with him.”

The potential negative effects of disrespectful actions included:
patients’ hurt feelings, patients' mistrust and decreased willing-
ness to share information. In addition, witnessing or experiencing
disrespect as a student resulted in students’ fears of posing
questions, decreased motivation to be a part of a team and
negative emotions from being present. For example “It embar-
rassedme to be inmywhite coat in the roomwith the poor patient”
or “I also felt guilty that I saw this happening and did not stop it.”

Narrative Foci

To better understand the kind of (dis)respect situations
students pay attention to in their day-to-day experience, we
attempted to identify a primary focus for each (dis)respect
narrative. There were six primary foci: (1) content and manner
of communication; (2) conduct: various behaviors; (3) patient
centeredness: honoring or ignoring others’ preferences, deci-
sions and needs; (4) treating others as equals or being
judgmental; (5) valuing or de-valuing the other person and
their experience and/or problem; and (6) nurturing students’
learning. We briefly describe each focus with an illustrative
quote and interpretation.

1. Content and manner of communication (70 narratives)
The largest focus included narratives about respectful

and disrespectful communication between physicians and
patients or colleagues. Some narratives focused on the
way professionals talked to others, while others described
the way professionals talked about others. This focus
included three categories discussed below.

1.1. Content: Showing appreciation or belittling others
(30 narratives).

Most of the narratives in this category were nega-
tive (27/30), describing situations in which the role
model belittled or degraded a patient or colleague in

face-to-face communication or behind their back.
Students also felt uncomfortable when joking, laugh-
ing or disrespectful comments were made about them,
fellow trainees, patients or colleagues. For example:

An intern thatwent out of theirway to 'warn' the
members of our team that a particular…
[professional] working with us was 'an idiot'…
I thought this was extremely disrespectful to
the [professional], who was unaware of any of
this.

The few positive narratives (3) focused on appreci-
ating students’ input concerning the manner of com-
munication with patients and spending time on
building amutually trustful relationship with patients.

1.2 Manner: Being blunt or sensitive (23 narratives)
This category included being blunt (16 narratives)

or sensitive (7 narratives) by not paying or paying
attention to the timing and manner of communica-
tion. The following illustrates being blunt:

I encountered a situation where a physician
was very rude, subjective and disrespectful
about telling a patient to lose weight. He
patted the patient on their stomach and made
a vulgar gesture about how much weight the
patient needed to lose. I thought in this
situation the physician was rude and the
patient was hurt by the physician's remarks.
This type of behavior is something that I
would not incorporate in my patient care.

Communicating the need for a health behavior
change (losing weight) in an insensitive and rude
manner is perceived by the writer to have two negative
consequences: one for the patient, hurt feelings and
one for the student, being disappointed in a role
model and not wanting to incorporate the observed
behavior into his or her future practice. Perhaps not so
obvious is the long-term effect(s) of this kind of observed
behavior on trainees’ caring for patients who have a
high-risk burden and need to change lifestyle beha-
viors. Knowing what one does not want to incorporate
into one’s clinical practice is one thing; experienced

Table 1. The Distribution of Professionalism Narratives

Themes Patient care focus Educational focus Total

Positive Negative Positive Negative

Accountability 30 32 6 9 77
Humanism 155 102 12 27 296
Altruism 24 1 2 1 28
Excellence 14 5 39 9 67
Communication 67 25 2 2 96
Leadership 5 1 6 6 18
Teamwork - 6 3 4 13
Total 295 172 70 58 595
Percent of total 49.6% 28.9% 11.8% 9.7% 100%
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repeatedly, it may compromise the student’s ability to
work with patients on lifestyle changes.

Communicating sensitively included raising topics
such as drug abuse or loss of a patient in a humane
manner. For example, a narrative described how a
patient who tested positive for HIVand was concerned
about confidentiality was treated by their role model
who, “did a wonderful job of bringing up the possibil-
ity of HIV… and explained to the patient that wewould
never tell anything unless he signed a release.”

1.3 Violating or maintaining privacy (17 narratives)
This category included many instances of disre-

spectful behavior (15/17) in which patient informa-
tion or modesty were compromised or treated as
sacrosanct. A positive example follows:

I saw my attending close the curtains when
interviewing a patient in the Emergency Room.
I thought that this was very respectful … and
was very impressed by this. This simple action
of leading by example was more powerful than
any lecture that one could receive on the
subject.

The student describes appreciation for the sensitivity
of the physician to the physical limitations of the setting
and explicitly acknowledges the power of role modeling
(informal/hidden curriculum) to affect behavior in a
positive direction.

The negative examples in this category focused on viola-
tions of patients’ privacy, including communicating bad
news in a non-private setting, not asking for permission to
expose private parts of the patients’ body in front of students
and discussing patient information in public places.

2. Conduct: various behaviors expressing (dis)respect (23
narratives)

This focus contained seven narratives focusing on
respectful behaviors including, maintaining equanimity
in challenging situations, acting with kindness, thinking
and acting on behalf of patients and family members.
Acting disrespectfully (16/23) included situations where
the professional fell asleep during rounds, came in late,
answered a cell phone during patient visits or wore gloves
during a routine lung and heart exam.

3. Patient centeredness: honoring or discounting others’
preferences, decisions and needs (21 narratives)

The majority of narratives here (15/21) were positive
and focused on addressing patients' information needs
and ensuring non-judgmental informed decisions. The
following quote illustrates:

… a patient [with] a difficult case of pneumonia
didnotwant toknowher diagnosis if it was lung
cancer. She refused to have a CT once she
realized that it might let her know.…The doctor
knowing the patient would refuse treatment for
cancer compromised by asking her if she would
be willing to get an X-ray and he would let her
know if her pneumonia had resolved without

letting her know about the cancer unless she
was clear… I believe the doctor did the right
thing by allowing the patient to make an
informed decision on her case in a situation
where our training may want us to make this
decision for the patient based on our training.

This narrative describes the student’s recognition of ethical
dilemmas that may require more than a “textbook” response.
The author is impressed by the attending’s willingness to act
according to the patient’s wishes rather out of a legal duty to
informher about test results. Other positive narratives in this
category included intentionally, carefully and compassion-
ately eliciting the patient’s wishes and preferences.

Disrespectful narratives (7/21) centered on diminishing
autonomy and using various linguistic devices to persuade
a patient to accepting treatment:

I have found the code status discussions I've
witnessed a little unsettling. My attending
regularly poses the question to patients as 'If
your heart stops, do you want us to press on
your chest, give you shots and put you on a
breathing machine, or would you rather die in
a comfortable, natural way?' Her tone of voice
and choice of words clearly demonstrate
which choice she is asking the patient and
his family to make. In addition, at times I've
not been too sure that the patient truly
understands what we're talking about…

This student is concerned about the physician’s man-
ner of presentation (choice of words and tone of voice) and
its effect on patient understanding and decisions. The
student raises a concern about the physician’s power to
promote her own preferences over the patient’s without
checking to make sure the patient understood their choices.

4. Treating others as equals (13 narratives)
Respect is being non-judgmental toward patients, col-

leagues and students (8 narratives). When this is not the
case (5), and a person is made fun of, especially when they
are unable or incapable of speaking or acting for them-
selves, it is perceived by students as a lack of respect as
illustrated in the following narrative:

The patient had been given some medications
to calm her down and make her relax, so she
didn't know what was going on throughout
the whole procedure. The attending began the
procedure and started commenting on the
smell and other things that the patient was
doing that she had no control over. I feel that
it is unacceptable for comments to be made
about patients, even jokingly…

Students are particularly sensitive to the interactional
tone in the operating room and in situations where
patients are unable to speak or act consciously. The
student emphasizes the importance of maintaining a
respectful environment at all times.
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Most of the positive narratives described treating stig-
matized populations in a respectful manner and included
an element of surprise, especially when physicians treated
marginalized populations in a respectful manner (e.g.,
prisoners, drug addicts).

This month our team cared for a patient who
was a prisoner in the detention unit. …I was
pleased to see that this patient received no
different care or treatment, and was treated
in a professional manner that all patients
deserve… I was somewhat intimidated by the
chains shackled around his ankles, but I
believe that all patients deserve respect when
being cared for, and my team did an excellent
job at this.

In this narrative, the non-judgmental behavior of a role
model produces surprise, challenges the student’s initial
expectations, and reinforces their humanistic beliefs.

5. Valuing or de-valuing others’ experiences and/or problems
(17 narratives)

Respectful narratives (6) focused on hearing and believ-
ing patients’ explanations and experiences of illness. Most
(13/17) took place in the educational setting and involved
valuing or de-valuing students’ input and personhood.
The following illustrates the effect(s) of positive feedback:

All of the students on the team really get a
sense thatwe are a respected component of the
team. Pretty much every day when we are
leaving she [our resident] says "Thanks for the
help today" and thatmakes all the difference in
the world in terms of motivating us to achieve
more and be content in what we are doing.

6. Nurturing students’ learning (8 narratives)
Most narratives (6/8) in this focus were about creating a

nurturing environment where students felt comfortable,
experienced growth, asked questions and could make
mistakes. Both disrespectful narratives focused on learn-
ing that was hampered by some individual(s), as seen in
the following narrative:

… I was standing outside the door looking at a
piece of paper with the room assignment on it.
One of the doctors inside the lab area looked at
me and said “NO!” So I said “Excuse me?” He
repeated himself “No. No med school stu-
dents!” I told him that the room number was
correct and asked if this was the '…' lab.
Finally the nurse in the room looked up at me
and said “Come on in. Just ignore him honey.”
…I was pretty disappointed. I feel that somany
people take the time each day to educate a
student to become aphysician. I know that one
day I hope to pass my experiences on to the
next generation… Apparently this particular
doctor did not care to create a good learning
environment.

DISCUSSION

Our finding that one out of four student narratives about
events that “taught them something about professionalism”

was about (dis)respect suggests that students find the topic
important, although relatively little scholarly attention has
been focused on this concept22. Student narratives in our
setting point to numerous characteristics of respect already
extant in the literature including: autonomy10,11, maintaining
non-judgmental attitudes2 and maintaining patient privacy3,12.
At the same time, they broaden the concept beyond any one
type of act, behavior or attitude23. Respect is regarded as
multifaceted15, experienced by students as a way of being that
applies in all settings; crossing power and status hierarchies,
but mainly exerted by physicians toward patients and stu-
dents; and is relevant under all circumstances including
valuing others’ time, needs, experiences, preferences, choices,
opinions and privacy. Students describe respect as more than
a rote behavior; rather, they describe it as a deep value that
guides behavior1, even behind closed doors. They notice the
way their role models communicate and focus on the impor-
tance of relationality7 in all aspects of care and education.

In their pre-clinical years, students often assume that
respect in medicine is based on norms of behavior that are
expected in everyday life. When a perceived breach occurs in
training, it is both noticeable and reportable24, precisely
because it contrasts with conventional expectations and
values. Ironically, this phenomenon may also explain why two
themes (treating others as equals and honoring preferences
and decisions) contained mainly positive narratives. Based on
their own negative expectations about equality and patient-
centered care, they were surprised and excited to see how their
role models acted in these challenging situations. Beach
et al.10 suggest that respect is a moral imperative that is every
patient’s right irrespective of personal characteristics. Stu-
dents’ narratives about respect for stigmatized populations
indicate their appreciation for how respect comes to “life” in
these populations.

In trying to deepen our understanding of respect and
disrespect, we observed that students discerned respect in
small gestures of apologizing, asking permission, and investing
an effort in maintaining the right setting or manner in routine
communication and behavior. By contrast, disrespect included
not adhering to rules of common courtesy such as being
insensitive to or violating others’ (patients and students)
emotional and physical needs. These behaviors often provoked
strong responses, suggesting that students pay particular
attention to the details of interaction in which disrespect is
embedded.

Concerning this issue, our findings add new information
about the perceived consequences of (dis)respect16. For
example, disrespectful behavior was observed to lead to loss
of trust, strong negative emotions and damage to relation-
ships, whereas respectful behavior was seen as leading to
increased trust, satisfaction, willingness to share informa-
tion, adherence to treatment and positive emotion. Perhaps
most importantly, the student narratives underscore the
important role that both positive and negative role modeling
can play in shaping student attitudes and behavior. The fact
that students view respect as an important way of being
professional suggests that we—as medical educators and role
models—have an amazing opportunity to influence the next
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generation of physicians by embodying respect in every
clinical and educational context and interaction. The ‘future
health’ of our health care system may depend upon our
success in this endeavor.

Limitations

The narratives are from a single clerkship at one institution
and may not generalize across institutions or clerkship types.
All data were derived from a single source, without triangula-
tion between methods or member checks. At the same time,
intra- and inter-rater coding accuracy was maintained in both
phases of the analysis.

An Educational Action Agenda

Despite the AAMCpledge that teaching faculty “…will not tolerate
anyone who manifests disrespect or who expresses biased
attitudes towards any student or resident,” the student narra-
tives indicate that opportunities for improvement abound. The
large number of disrespectful narratives is concerning and
suggests that even though they are noticed (by patients, nurses,
faculty and certainly by students), they are not always dealt with
or officially recognized. Using students’ "fresh eyes" and observa-
tions as a basis for discussion is a novel way of developing a
curriculum based on the “lived experience” of (dis)respect and
can serve as a basis for deepening learning, increasing aware-
ness, developing positive ideals, and identifying ways of handling
these challenges and building community.

CONCLUSIONS

Our analysis of professionalism narratives suggests that stu-
dents observe and experience mostly positive role-modeling of
professionalism. The one exception is in the area of respect where
disrespect among physicians and other medical professionals is
frequently noted. Students in our sample perceived respect as a
way of being that applies in all settings (private and public), with
all participants (patients, family members, nurses, colleagues
and students) and under all circumstances (valuing others’ time,
needs, preferences, choices, opinions and privacy). A deeper
understanding of (dis)respect and its manifestations in medical
training will facilitate actions that engender this attribute among
both students and teachers.
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