
Do Patients Treated With Dignity Report 
Higher Satisfaction, Adherence, and 
Receipt of Preventive Care?

ABSTRACT
PURPOSE Although involving patients in their own health care is known to be 
associated with improved outcomes, this study was conducted to determine 
whether respecting persons more broadly, such as treating them with dignity, has 
additional positive effects. 

METHODS Using data from the Commonwealth Fund 2001 Health Care Quality 
Survey of 6,722 adults living in the United States, we performed survey-weighted 
logistic regression analysis to evaluate independent associations between 2 mea-
sures of respect (involvement in decisions and treatment with dignity) and patient 
outcomes (satisfaction, adherence, and receipt of optimal preventive care). Then 
we calculated adjusted probabilities of these outcomes and performed stratifi ed 
analyses to examine results across racial/ethnic groups.

RESULTS After adjustment for respondents’ demographic characteristics, the prob-
ability of reporting a high level of satisfaction was higher for those treated with 
dignity vs not treated with dignity (0.70 vs 0.38, P <.001) and for those involved 
in, versus not involved in, decisions (0.70 vs 0.39, P <.001). These associations 
were consistent across all racial/ethnic groups. Being involved in decisions was 
signifi cantly associated with adherence for whites, whereas being treated with dig-
nity was signifi cantly associated with adherence for racial/ethnic minorities. The 
probability of receiving optimal preventive care was marginally greater for those 
treated with dignity (0.68 vs 0.63, P = .054), but did not differ with respect to 
involvement in decisions (0.67 vs 0.67, P = .95).

CONCLUSIONS Being treated with dignity and being involved in decisions are 
independently associated with positive outcomes. Although involving patients in 
decisions is an important part of respecting patient autonomy, it is also important 
to respect patients more broadly by treating them with dignity.

Ann Fam Med 2005;3:331-338. DOI: 10.1370/afm.328.

INTRODUCTION

A wide body of research provides strong evidence that links patient 
involvement in care (and physicians’ behaviors that facilitate patient 
involvement in care) to positive outcomes.1-15 This literature argu-

ably supports the ethical obligations inherent in the principle of respect for 
autonomy, a centerpiece of modern bioethics.16 The principle of autonomy, 
however, has been criticized in theory and practice for being excessively 
individualistic, neglectful of emotion, and legalistic.17-20 North American 
bioethics has also been criticized in general for being dominated by the cul-
ture of “whiteness”21 and in particular for emphasizing autonomy, because it 
may be less relevant for some racial/ethnic groups.22,23 Furthermore, involv-
ing patients in their own medical care, although important, may not fulfi ll 
the full spectrum of what the term respect conveys to many people.24

There has been considerably less attention paid, among ethicists and 
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health services researchers alike, to the broader ethical 
principle of respect for persons, from which the princi-
ple of respect for autonomy is conceptually derived.16,25 
Respect for persons has been broadly defi ned as the 
recognition that all persons have dignity or inherent 
worth.26 Thus, involving patients in decisions (respect 
for autonomy) is one important, but not exhaustive, 
expression of respect for persons (Figure 1). 

The purpose of this study was to explore the con-
cepts of respect for persons (treatment with dignity) 
and respect for autonomy (involvement in decisions) 
and their possible relation to patient outcomes using 
data from a nationally representative survey. We 
hypothesized that both being treated with dignity and 
being involved in decisions would be independently 
related to positive outcomes, and that being treated 
with dignity might be more important to racial/ethnic 
minorities who have had historical or societal experi-
ences of disrespect.27,28 Accordingly, the specifi c aims 
of this study were (1) to examine the independent 
contributions of being treated with dignity and being 
involved in decisions to 3 patient outcomes (satisfac-
tion, adherence, and optimal use of preventive health 
care), and (2) to examine whether there are differences 
across racial/ethnic groups in the degree to which 
being treated with dignity and being involved in deci-
sions are related to positive outcomes.

METHODS
Study Design and Population
We used data from the nationally representative Com-
monwealth Fund 2001 Health Care Quality Survey.29 
Respondents included 6,722 adults living in the United 
States who reported their race as black/African Ameri-
can, Asian, Native Hawaiian/Pacifi c Islander, American 
Indian/Alaska Native, white, Hispanic/Latino or other/
mixed race. This study included all survey respondents 
who reported their race as white, African American, 
Hispanic, or Asian (n = 6,299). Respondents who iden-
tifi ed themselves as Native Hawaiian/Pacifi c Islander, 
American Indian/Alaska Native, or other/mixed race 
were excluded from this analysis because the numbers 
of respondents in these categories were too few for 
meaningful statistical examination. 

Random-digit-dialing methods were used to select 
respondents, and communities with high concentra-
tions of African American, Hispanic and Asian residents 
were oversampled. As many as 20 repeated telephone 
call attempts were made to solicit participation in 
the survey, and an overall response rate of 54.3% was 
achieved. Data were weighted to correct for dispropor-
tionate sampling and nonresponse and to make fi nal 
results more refl ective of overall population estimates.

Survey questions covered several domains relating 
to experiences in the health care system, including usual 
sources of care and patient-physician communication. 
In addition, several questions focused on other charac-
teristics of respondents, such as socioeconomic status, 
self-rated health status, health literacy, primary language 
spoken in the home, and foreign-born status. The survey 
was pilot tested, revised, and translated into several lan-
guages before fi nal administration. Telephone interview-
ers who were trained in survey administration offered 
respondents the option of answering the survey ques-
tions in several languages other than English, including 
Spanish, Mandarin, Cantonese, Vietnamese, and Korean. 
This study was reviewed and deemed exempt by the 
Johns Hopkins Institutional Review Board. 

Study Variables
All independent and outcome variables were based on 
patients’ perceptions of their health care, reported in 
response to a number of multiple-choice questions in 
the survey. The primary independent variables were 2 
items inquiring about different expressions of respect 
during the patient’s last encounter with a doctor: “Did 
the doctor involve you in decisions about your care 
(as much as you wanted, almost as much, less than you 
wanted, a lot less than you wanted)?” and “Did the doc-
tor treat you with (a great deal of) respect and dignity 
(a fair amount, not too much, none at all)?”

The primary outcome variables were patient satis-
faction, adherence, and receipt of optimal preventive 
services. We measured satisfaction and adherence with 
single survey items: “Overall, how satisfi ed or dissatisfi ed 

Figure 1. Theoretical association between respect 
for autonomy and respect for persons.

Respect for
Persons

Respect for
Autonomy
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are you with the quality of health care you have received 
during the last 2 years (very satisfi ed, somewhat satisfi ed, 
somewhat dissatisfi ed, very dissatisfi ed)?” and “Has there 
been a time in the past 2 years when you didn’t follow 
a doctor’s advice or treatment plan, get a recommended 
test or see a referred doctor (yes or no)?” We created 
a dichotomous variable “optimal preventive care” that 
was a combination of responses to several survey items. 
Respondents were asked about their receipt of age- and 
sex-appropriate preventive services: Papanicolau testing 
within the past 3 years for all women, mammography 
within the past 2 years for women aged 50 years and 
older, any history of colorectal screening for all respon-
dents aged 50 years and older, and cholesterol testing 
within the past 5 years for men aged 35 years and older 
and for women aged 45 years and older.30 For respon-
dents to be classifi ed as receiving optimal preventive care 
in our analysis, they would need to have had all services 
for which they were eligible based on age and sex. Men 
younger than 35 years were excluded from this analysis 
because there were no items eliciting appropriate pre-
ventive services for these respondents.

Statistical Analysis
We dichotomized the 2 survey items measuring differ-
ent expressions of respect to compare the highest rank-
ing categories (“being involved in decisions as much as 
wanted” and “being treated with a great deal of respect 
and dignity”) with other responses, based on the posi-
tively skewed distribution of responses. Similarly, based 
on the positive skew of responses regarding patient 
satisfaction, we dichotomized this outcome variable to 
compare the highest ranking category (very satisfi ed) 
with all other responses. Patient adherence was natu-
rally dichotomous (possible survey responses were yes 
or no) and receipt of optimal preventive services was 
created as a dichotomous variable as described above. 

We performed separate logistic regression analyses 
to evaluate the associations of our 2 different measures 
of respect with each of our 3 outcome variables indi-
vidually in both unadjusted and adjusted analyses. To 
determine the extent to which respect for persons and 
respect for autonomy were independently associated 
with the 3 outcomes of interest, we adjusted for both 
types of respect, and—in the fi nal model—included 
patient demographic characteristics as covariates. To 
help identify demographic characteristics that might act 
as confounders in the relations between our 2 measures 
of respect and 3 outcomes, we used χ2 tests to compare 
respondents who reported being involved in decisions 
and being treated with respect/dignity across age, race/
ethnicity, sex, income, language spoken, education, and 
insurance categories. Patient demographic character-
istics that were signifi cantly (P <.05) related to either 

independent variable and to at least 1 of the outcome 
variables were included in the fi nal multivariate models 
as covariates. Because odds ratios tend to overestimate 
the probability of frequent events, we present adjusted 
probabilities for all logistic regression models. These 
compare respondents treated with different levels of 
respect while holding all covariates in a given model 
constant at the mean value (for continuous variables) or 
the average probability of belonging in a particular cat-
egory (for dichotomous variables) and thus allow com-
parisons among otherwise equivalent respondents.31 

Finally, stratifi ed analyses were performed for each 
racial/ethnic group separately to explore the degree 
to which race/ethnicity modifi es the relationship of 
respect with the outcomes of interest. To explore more 
fully the study hypothesis that respect for persons vs 
respect for autonomy has different levels of importance 
for racial/ethnic minorities as compared with whites, 
post hoc analyses were performed on an aggregate of all 
racial/ethnic minority respondents to increase statisti-
cal power and the ability to detect such differences. 
To examine whether our fi ndings were infl uenced by 
differences across ethnic groups in the interpretation of 
questions when the survey was administered in different 
languages, we repeated the stratifi ed analyses limited 
to respondents who completed the survey questions 
in English. We conducted all analyses with Stata 7.032 
using weighted techniques for interpreting survey data.

RESULTS
Characteristics of Study Sample 
The total study yielded 6,722 responses (54.3% 
response rate). Of the 6,722 respondents who par-
ticipated, we limited our analysis to the 5,514 who 
reported having had a medical encounter within the 
past 2 years and who reported their race as white (n 
= 3,150), African American (n = 926), Hispanic (n 
= 947), or Asian (n = 491). Most respondents were 
female (65%), had at least some college education 
(62%), had incomes of more than 200% of the poverty 
level (66%), and spoke English as their primary lan-
guage (93%). Characteristics of the study sample are 
described in detail elsewhere.29,33,34

Overall, 76% of respondents reported being treated 
with a great deal of respect and dignity, and 77% 
reported being involved in decisions to the extent that 
they wished. There were no differences in the percent-
age of respondents reporting either type of respect by 
sex or education, yet there were differences in reports 
of involvement in decisions and treatment with dignity 
across age, race/ethnicity, and income, as shown in 
Table 1. The Pearson correlation coeffi cient between 
treatment with dignity and involvement in decisions 
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was 0.361. Most respondents (62%) reported both 
being treated with dignity and being involved in deci-
sions, although there were 12% who reported being 
treated with dignity only (without being involved in 
decisions), 12% who reported being involved in deci-
sions only (without being treated with dignity), and 
14% who reported neither. 

Treatment with Dignity and Patient Outcomes
In the overall analysis (Table 2), respondents who 
reported being treated with dignity were more likely 
to report higher levels of satisfaction, adherence to 
therapy, and receipt of optimal preventive services. 
The associations between being treated with dignity 
and all outcomes (satisfaction, adherence, and receipt 
of optimal preventive care) remained signifi cant after 
adjustment for being involved in decisions; however, 
after adjustment for demographic characteristics, only 
satisfaction remained signifi cantly associated with being 
treated with dignity.

In stratifi ed analyses (Table 
3), being treated with dignity 
was related to patient satisfac-
tion for all racial/ethnic groups. 
Being treated with dignity was 
not associated with adherence for 
any of the racial/ethnic groups 
separately, but was associated 
with adherence for minority 
respondents together in a com-
bined analysis (data not shown 
in Table 3: adjusted probability 
0.81 if treated with a great deal 
of dignity vs 0.74 if not treated 
with a great deal of dignity, P = 
.041). Being treated with dignity 
was associated with receipt of 
optimal preventive care for Latino 
respondents separately and for all 
minority groups in a combined 
analysis (data not shown in Table 
3: adjusted probability 0.72 if 
treated with a great deal of dig-
nity vs 0.63 if not treated with a 
great deal of dignity, P = .015). 

Involvement in Decisions 
and Patient Outcomes
In overall analysis (Table 2), 
being involved in decisions was 
associated with patient satisfac-
tion and adherence. It remained 
independently associated with 
patient satisfaction and adherence 

even after adjustment for being treated with dignity 
and patient demographic covariates. Being involved in 
decisions was not associated with receipt of optimal 
preventive care.

In stratifi ed analyses (Table 3), being involved in 
decisions was associated with patient satisfaction for 
all racial/ethnic groups separately. Being involved in 
decisions was associated with adherence for white 
respondents, but not for respondents of any other 
racial/ethnic group, either separately or combined (data 
not shown in Table 3: adjusted probability 0.80 for all 
minority respondents combined if involved in decisions 
vs 0.77 if not involved in decisions, P = .412). Finally, 
being involved in decisions was not associated with 
receipt of optimal preventive care patients of any race/
ethnicity; however, this association was of borderline 
statistical signifi cance (P = .05) for Latino respondents, 
who appeared somewhat more likely to receive opti-
mal preventive services when they reported as much 
involvement in decision making as they desired. These 

Table 1. Percentage of Respondents Reporting Different 
Types of Respect

Characteristic
Number

(% of total)

Treated with 
Dignity*

Involved in 
Decisions†

% P Value % P Value

Age, years
18-39 2,394 (44) 70

<.0001
74

.000240-64 2,236 (41) 79 77
>65 815 (15) 85 84

Sex
Male 1,936 (35) 75

.2266 
76

.4005
Female 3,578 (65) 77 78

Race/ethnicity
White 3,150 (57) 77

<.0001

77

<.0001
African American 926 (17) 75 75
Hispanic, Latino 947 (17) 76 67
Asian 491 (9) 59 59

Primary language
English 5,118 (93) 76

.0006
78

.0042
Non-English 396 (7) 86 68

Income
Below poverty 592 (13) 75

.0032
71

.0347100%-200% poverty 936 (21) 70 76
>200% poverty 3,032 (66) 78 78

Education
High-school incomplete 660 (12) 76

.4485

74

.1878
High-school complete 1,410 (26) 74 79
Some college 1,480 (27) 77 78
College + 1,940 (35) 78 76

Insurance
Uninsured 695 (13) 67

<.0001
67

<.0001
Insured 4,803 (87) 77 79

* Percentage of selected demographic category compared with not being treated with dignity.
 † Percentage of selected demographic category compared with not being involved in decisions.
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fi ndings did not differ when the analysis was limited to 
respondents across racial/ethnic groups who completed 
the survey in English.

DISCUSSION
Patient involvement in care has been associated in pre-
vious studies with many positive health outcomes.1-15 
Our results underscore the important need to go beyond 
simply involving patients in decisions to respecting per-
sons more broadly by also treating them with dignity. In 
other words, involving patients in care does not capture 
the full importance of treating them with dignity, at least 
insofar as both are associated with positive outcomes. 

Perhaps the most interesting fi nding in this study 
is the association between treatment with dignity and 
receipt of optimal preventive care, consistent across all 
racial/ethnic groups, which is stronger than the associa-
tion between being involved in decisions and receiving 
optimal preventive care. It is possible that no associa-
tion between being involved in decisions and receipt 
of optimal preventive care was observed because most 
preventive service recommendations are clear and do 
not present many options. So, why might being treated 
with dignity be associated with receipt of optimal pre-
ventive care? In contrast to patient adherence (which 

is a measure of patient behavior), receipt of optimal 
preventive services requires particular behaviors on 
the part of both the clinician and the patient—the 
clinician to recommend the service and the patient to 
actually have it done. Perhaps patients who are treated 
with dignity are more likely to pursue recommended 
interventions. Alternatively, physicians who treat their 
patients with dignity (that is, those who recognize the 
inherent value in their patients) might be more likely 
to ensure that their patients receive optimal preven-
tive services. We do not know from our study whether 
patients who did not receive optimal preventive 
care were not prescribed optimal preventive care, or 
whether they chose not to seek it. Receipt of optimal 
preventive care was the only quality of care indicator 
that we evaluated in this study, but it is possible that 
treatment with dignity is more closely related to qual-
ity of care in general than is involvement in decisions. 
Further research is needed to explore this hypothesis.

It is diffi cult to interpret these data without wonder-
ing what being treated with dignity actually means. 
Involving patients in decisions may seem fairly straight-
forward in comparison with the more ambiguous 
notion of treating patients with dignity. We suggest 
that treating someone with dignity primarily involves 
recognizing inherent value in that person. Data from 

Table 2. Probabilities of Positive Patient Outcomes

Involvement With Health Care

Satisfaction Adherence Optimal Preventive Care

AP (95% CI)
P

Value AP (95% CI)
P

Value AP (95% CI)
P

Value

Treated with dignity

Unadjusted
A great deal 0.73 (0.71-0.75)

<.001
0.78 (0.76-0.80)

<.001
0.66 (0.64-0.68)

.009
Less than a great deal 0.33 (0.29-0.37) 0.69 (0.65-0.72) 0.60 (0.57-0.64)

Adjusted for involvement in decisions
A great deal 0.71 (0.69-0.73)

<.001
0.77 (0.75-0.79

.008
0.66 (0.64-0.68)

.019
Less than a great deal 0.38 (0.34-0.42) 0.71 (0.69-0.75) 0.61 (0.56-0.65)

Adjusted for demographics* 
and involvement in decisions
A great deal 0.70 (0.68-0.72)

<.001
0.77 (0.75-0.79

.096
0.68 (0.66-0.70)

.054
Less than a great deal 0.38 (0.34-0.43) 0.73 (0.69-0.77) 0.63 (0.58-0.67

Involved in decisions

Unadjusted 
As much as desired 0.72 (0.70-0.74) <.001 0.78 (0.76-0.80) <.001 0.66 (0.63-0.68) .235
Less than desired 0.34 (0.30-0.38) 0.67 (90.63-0.71) 0.63 (0.59-0.67)

Adjusted for treatment with dignity
As much as desired 0.70 (0.68-0.72)

<.001
0.78 (0.76-0.79)

<.001
0.65 (0.63-0.67)

.841
Less than desired 0.41 (0.36-0.45) 0.69 (0.65-0.72) 0.64 (0.60-0.68)

Adjustment for demographics* 
and treatment with dignity
As much as desired 0.70 (0.68-0.72)

<.001
0.78 (0.76-0.80)

<.001
0.67 (0.66-0.70)

.953
Less than desired 0.39 (0.35-0.44) 0.69 (0.65-0.73) 0.67 (0.62-0.71)

AP = adjusted probability; CI = confi dence interval. 

* Demographics included respondant age, sex, race/ethnicity, income, insurance, and primary language.
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this study, however, do not offer an account of the 
specifi c behaviors that are associated with such a valu-
ing. Indeed, the item used in the survey did not specify 
what being treated with dignity entailed, and so we 
do not have a clear notion of what respondents were 
thinking when they answered the question. We sug-
gest that patients are somehow able to determine when 
clinicians present a valuing attitude, and this perception 
seems to correlate with important outcomes. These 
perceptions may correlate with whether the patient was 
treated kindly or rudely. Further research is needed to 
understand what clinician behaviors are interpreted by 
patients as an indication of treatment with dignity.

Finally, our study found that the associations 
between these 2 forms of respect and most patient 
outcomes (except patient report of adherence) were 
consistent across racial/ethnic groups. This aspect of 
our study provides some input into the question of 
how respect is conceptualized from the perspectives of 
patients.21 Furthermore, in the case of adherence, our 

data suggest that being treated with dignity might be 
more important to racial/ethnic minorities than it is to 
whites. This fi nding is important because the modern 
bioethical concept of respect highlights autonomy, 
which inadequately captures the notion of dignity. 
Our data suggest the need to expand the defi nition of 
respect, not to negate the importance of respecting 
autonomy. Our data also suggest that, in future studies, 
it might be important to measure directly the value that 
patient’s place on the different dimensions of respect 
for autonomy and respect for persons. Nonetheless, 
even where our study fi nds that one of these forms of 
respect was not associated with positive patient out-
comes for a particular racial/ethnic group, we suggest 
that both forms of respect are owed to all patients on 
moral grounds alone. 

These results have several important implications 
for practicing clinicians, medical educators, research-
ers, and medical ethicists. Practicing clinicians ought to 
consider how to foster their own attitudes of respect-

Table 3. Adjusted Probabilities of Positive Patient Outcomes Across Race/Ethnicity

Involvement With 
Health Care

Satisfaction Adherence Optimal Preventive Care

AP (95% CI) 
P

Value AP (95% CI)
P

Value AP (95% CI)
P

Value

Treated with dignity*

Whites  (n = 3,488)
A great deal 0.71 (0.68-0.74)

<.001
0.74 (0.71-0.77)

.388
0.66 (0.61-0.71)

.367
Less than a great deal 0.40 (0.34-0.47) 0.71 (0.66-0.76) 0.75 (0.56-0.70)

African Americans 
(n = 1,037)
A great deal 0.73 (0.67-0.79)

<.001
0.79 (0.73-0.83)

.124
0.75 (0.69-0.80)

.406
Less than a great deal 0.35 (0.25-0.46) 0.71 (0.61-0.79) 0.70 (0.59-0.79)

Latinos (n = 1,153)
A great deal 0.73 (0.65-08.80

.001
0.83 (0.77-0.87)

.456
0.73 (0.66-0.79)

.039
Less than a great deal 0.52 (0.40-0.63) 0.79 (0.68-0.87) 0.59 (0.47-0.71)

Asians (n = 621)
A great deal 0.56 (0.45-0.66)

<.001
0.80 (0.70-0.87)

.202
0.62 (0.51-0.71)

.231
Less than a great deal 0.18 (0.10-0.28) 0.71 (0.58-0.81) 0.52 (0.38-0.66)

Involved in decision†

Whites (n = 3,488)
As much as desired 0.71 (0.68-0.74)

<.001
0.76 (0.73-0.79)

<.001
0.65 (0.60-0.70)

.481
Less than desired 0.39 (0.33-0.46) 0.64 (0.68-0.69) 0.67 (0.60-0.73)

African Americans 
(n = 1,037)
As much as desired 0.70 (0.6400.76)

<.001
0.78 (0.72-0.83)

.433
0.74 (0.68-0.80)

.585
Less than desired 0.44 (0.33-0.55) 0.74 (0.64-0.82) 0.71 (0.60-0.80)

Latinos (n = 1,153)
As much as desired 0.74 (0.67-0.81)

<.001
0.82 (0.76-0.87)

.711
0.72 (0.66-0.78)

.051
Less than desired 0.46 (0.35-0.58) 0.80 (0.70-0.88) 0.61 (0.48-0.72

Asians (n = 621)
As much as desired 0.50 (0.39-0.61)

.018
0.78 (0.68-0.85)

.876
0.57 (0.46-0.67)

.336
Less than desired 0.28 (0.17-0.42) 0.77 (0.64-0.86) 0.65 (0.51-0.77)

AP = Adjusted probability; CI = confi dence interval.

* Probability adjusted for respondent age, sex, incomve, insurance, primary language, and being involved in decisions.
† Probability adjusted for respondent age, sex, incomve, insurance, primary language, and being treated with dignity.
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fulness toward patients by engaging in self-refl ection 
or participating in educational or training programs 
in communication skills and professionalism. Medical 
educators ought to teach students about the principle 
of respect for autonomy, as well as foster environments 
in which patients are regarded as valuable and treated 
with dignity. After all, the most egregious cases of stu-
dent-reported physician misconduct no longer seem 
to be in the realm of paternalism, but in the systematic 
devaluing of patients.35 Researchers ought to investi-
gate which behaviors are interpreted by patients as an 
indication of treatment with dignity and, if our fi ndings 
are replicated in other studies, to design and evaluate 
the impact of programs aimed at increasing levels of 
respect within health care systems.

For ethicists, these data lend support to concep-
tual arguments for honoring the broader principle of 
respect for persons that incorporates treating patients 
with dignity in addition to the narrower responsibility 
of respecting autonomy. Although respect for persons 
is conceptualized as the broader principle (Figure 1), 
our data suggest that patients do not always experience 
being involved in decisions as an indication of respect 
more broadly. This fi nding may be because involv-
ing patients in decisions is only one part of respecting 
autonomy, but it may also be because respect for auton-
omy is not the full expression of respect, insofar as there 
are aspects of persons in addition to their autonomy 
(such as their dignity) that require attention morally.

Our results should be interpreted with several limi-
tations in mind. First, these data are cross-sectional; 
therefore, causality cannot be attributed to either mea-
sure of respect for any of the outcomes. It may be that 
provision of preventive services, for example, led to 
increased ratings of respect. Second, the possibility of 
selection bias exists, because the response rate to the 
survey was modest (54%), and we do not have data on 
nonresponders to assess generalizability. Third, there 
is the potential for unmeasured confounding with any 
observational study. For example, it is possible that 
the associations we observed were related to unmea-
sured patient, physician, or health care system factors; 
perhaps the types of health care settings in which one 
experiences disrespect are the same ones in which there 
is poor quality of care. 

Fourth, there is the possibility of information bias (in 
respondent recall or reporting), given the time reference 
for the items: treatment with dignity and involvement 
in decisions were asked of respondents regarding the 
last medical encounter, whereas satisfaction, adherence, 
and optimal preventive care refer to general experiences 
within the past 2 years. Moreover, we relied on patients’ 
self-report of respect, rather than on an approach of 
direct observation. Although patients may be best 

positioned to judge whether they have been treated 
with respect, it is possible that different racial/ethnic 
groups attach difference connotations to the terms used 
in survey items. Insofar as post hoc analyses aimed at 
distinguishing racial/ethnic minority respondents as an 
aggregate group from white respondents, such between-
group differences could also have been underappreciated 
or overlooked. Although these items did not undergo 
extensive cognitive testing across languages, it seems 
unlikely that our fi ndings are simply due to linguistic 
differences, given that differences across racial/ethnic 
groups persisted after limiting the analysis to those 
respondents who completed the survey in English. 

Finally, such concepts as respect for persons and 
respect for autonomy are not perfectly measured by 
survey items, particularly from single items. Involve-
ment in decisions is one of many ways in which respect 
for autonomy is expressed. Even so, each of the items 
used in this study to measure different forms of respect 
was fairly well representative of the underlying concept 
involved; thus, the items have face validity. Our study 
also found that the items possess predictive validity, as 
shown by their association with important outcomes of 
interest. Whereas there exist previously validated psy-
chometrically sound instruments to measure involve-
ment in decisions,2,3,36,37 no such instrument exists 
to measure being treated with dignity, despite some 
preliminary efforts to operationalize the concept.38,39 
Future research would benefi t from well validated mea-
sures of different aspects of respect.

In conclusion, being involved in decisions and 
being treated with dignity are independently important 
from patients’ perspectives. Complete respect is not 
limited to respect for autonomy; it also entails regard-
ing the patient as having inherent value. Health profes-
sionals ought to involve patients in decisions; however, 
doing so does not replace treating each patient with 
respect and dignity.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/3/4/331. 
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