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A personal note: 

I teach courses on professional ethics and bioethics. The idea for this article came from a conversation 

that I had with a colleague while at a conference. She told me that she was upset at the way she was 

addressed while a patient at her local hospital.  

With an angery tone, she told me that a couple of nurses and a porter had called her “Dearie” and 

“Sweetie.” She went on to say that in her everyday life she is called “Dr. N.” Being addressed as 

“Sweetie” or “Dearie” did not go over well with her. She explained that the diminutive terms erased her 

identity. My colleague tried to explain her experience to people at the hospital, but staff did not take 

her concern seriously. She noted that they did not understand the link between patient satisfaction 

and the use of one’s proper name. Once I began researching the effects of using diminutives to 

address patients I was surprised to learn of the significant harm done to patients when they are not 

called by the name of their choice.  

 
 

Abstract 
 

The need to properly address a patient is an ethical issue, because this form of communication 

requires the healthcare professional to choose between alternatives that must be evaluated as 

right or wrong. Proper forms of address that respect autonomy, provide benefits, and avoid harm 

are justifications for this practice. If healthcare organizations and providers are committed to 

quality of care and respect for patients, then the cultural change of addressing patients as they 

choose to be named is imperative. 

 

Keywords: ethics, proper address of patient, patient’s choice of name, organizational 

responsibility 



 

 
JEMH · Open Volume 10 | Page 2 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

ARTICLE  

 

The foundation of the professional-patient relationship in healthcare is built on respect and 

trust. Respect entails the recognition of the unconditional value of patients as persons (Beach et 

al., 2007). Patients respect healthcare professionals for their expertise and care. Healthcare 

professionals respect patients, because they are in a relationship with a person who is vulnerable 

and in need of care. Through communication, the healthcare professional creates the foundation 

for relationships with the patients that are built on respect and trust. This paper examines proper 

forms of addressing a patient to demonstrate recognition and respect for the patient as a person.  

 

Academically, much attention has been paid to the nature of healthcare professional-patient 

relationships. Many aspects of this relationship have been discussed, such as the need for 

informed consent or the duty of confidentiality. Some instructors in professional schools that 

prepare students for work in healthcare-related fields teach the importance of the proper ways to 

address patients. Some regulatory bodies and professional associations do the same. There are 

healthcare professionals who consciously follow the practice of appropriately addressing their 

patients. However, not all do so.   

 

The need to properly address a patient is an ethical issue, because this form of communication 

requires the healthcare professional to choose between alternatives that must be evaluated as 

right or wrong. Proper forms of address that respect autonomy, provide benefits, and avoid harm 

are justifications for this practice. Many professional regulatory bodies have made statements that 

proper forms of address are to be used. Each patient is an individual. Draper et al. (2013) explain 

that “a person’s name is not just a label: it represents their identity, encapsulating who they are 

and who they have been to themselves and others” (pg. 20). Some patients may prefer to be 

called by their first name. Other patients, based on a variety of factors such as age, gender 

identity, and culture may choose to be addressed differently. The first step in creating a respectful 

relationship with individual patients is to ask them how they would like to be addressed. However, 

some doctors, nurses, and other healthcare professionals continue to use improper forms of 

address uncritically. Patients are well aware of the negative impact of the use of these terms in 

their relationship with caregivers.  
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If this practice is harmful to patients, why do healthcare providers continue to address patients in this 

way and why do the organizations that employ these caregivers tolerate or ignore the inappropriate 

use of patients’ names?  

 

Comunication underlies all aspects of the healthcare professional’s relationship with the patient. 

Klamen and Williams (2005) note that communication involves different modalities. One modality 

is verbal communication. Not only is mastery of language important in communication with the 

patient, but the kind of language used in the communication affects the healthcare professional’s 

ability to communicate effectively. According to Klamen and Williams, a successful therapeutic 

doctor-patient relationship consists of shared perceptions and feelings regarding the nature of the 

problem, goals of treatment, and psychosocial support (pg. 38). They note that “part of effective 

communication is matching the speaking capability of the speaker to the listening capacity of the 

listener” (pg. 54). One factor in effective communication is the motivation of the listener to receive 

information and to respond. When the proper form of address between the patient and the 

healthcare professional is established at the beginning of their relationship and subsequent clinical 

encounters, the first step is taken in creating a respectful relationship. Effective communication 

by the healthcare professional contributes to patient-centred communication and shared decision-

making (Ha and Longnecker, p.38). 

 

Speech accommodation theory, which Thakerar et al. (1982) describe, has been widely employed 

in sociolinguistic research (Ryan et al. 1986, Coupland et al. 1991, Ryan et al. 1991, Edwards & 

Noller 1993, Ryan et al. 1994). This theory proposes that individuals alter aspects of their speech 

in response to their evaluation of another person. These evaluations are often based on 

stereotypes. As a result, a person's pattern of speech may offer clues about their evaluation of 

the other person’s competence and functional and social status. In this way, speech can serve as 

an indication of one person's attitude toward another person (Brown and Draper, 2003, pg. 16). 

Edwards and Noller (1993) describe over-accommodation as a particular pattern of speech 

modification that characterizes speech used with older people. Over-accommodation may be 

characterized by the use of a simplified vocabulary accompanied by a high-pitched tone of voice, 

slow speech, exaggerated stress on certain words, and an increased use of imperatives, 
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questions, and repetition (Brown and Draper, 1993, pg.16). Diminutive terms and terms of 

endearment are also aspects of over-accommodation.  

 

Harms of the Inappropriate Address of Patients 

 

Areas of study such as psychology, gerontology, and communication studies have produced 

substantial research on the impact of inappropriate forms of address on patients, especially the 

elderly. For example, the findings of this research establish how patronizing language has serious 

negative consequences for patients and their relationships with healthcare professionals. When 

healthcare providers use inappropriate forms of address for patients of any age, religion, national 

origin, gender identity, or sexual orientation, patients may be left angry, disempowered, or silenced.  

Nuessel and Van Stewart (1999) describe various ways that inappropriate names and forms of 

address are used in communication with older people in healthcare settings. These include: the use 

of a patient’s given name without first asking the patient if they find this acceptable; diminutive name 

forms such as “Annie” or “Freddie”; terms of affection such as “Dear” or “Honey”; or generic names 

such as “Gramps” or “Granny.” According to Arluke and Levin (1984), when younger adults or 

healthcare professionals with limited contact with the patient use these inappropriate forms of address, 

they contribute to the “infantilization” or the second childhood of the older person. Arluke and Levin 

(1984) explain that this type of familiarity emphasizes “the powerlessness of older adults, many of 

whom are no longer employed and may have little social status” (pg. 7). These names and forms of 

address create a power imbalance between the healthcare professional and the “infantilized” patient.  

Failure to address the patient by the name the patient chooses reflects a general pattern of disregard 

for older patients. Papastavrou, Efstathiou, and Andreou (2016) note that nursing students report that 

patient dignity is respected when patients are treated as unique individuals. Addressing the patient 

properly is one way of recognizing their dignity. The students note that when the patients are 

addressed by their medical problem or bed number or in other inappropriate ways, the patient’s dignity 

is threatened. One student reported that when patients are referred to by number, the patient feels 

like he/she is in prison (pg. 96-97). Another form of patient harm occurs when a healthcare 

professional refuses to acknowledge the patient’s chosen name. This situation arises if a transgender 

patient asks to be called their new gendered name and not their previously gendered name. The 

discriminatory practice of refusing to use a patient’s new name is based on transphobia or 
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homophobia. A socially significant aspect of the patient’s identity is not being recognized. In some 

situations, not calling the patient by their chosen name can be a form of racism.  

 

A patient can be harmed when the healthcare provider talks to a family member or friend of the patient 

but not to the patient directly. The patient is treated like a child and objectified. When the first person 

plural is used with a question like, “How are we doing today?”, the “we” is meant to refer only to the 

patient, the subordinate party in the relationship. In this case, the “we” is used as a form of reference 

rather than a form of address (Nuessel and Van Stewart, 1999, pg. 405). Further harm is done to the 

patient when the patient accommodates to this patronizing speech. Lagace et al. (2012) explains that 

“most elders seem to cope with ageism by accommodating caregivers, a strategy that may ironically 

reinforce patterns of ageist communication” (pg. 335). 

 

In spite of substantial research regarding the negative impacts, patients continue to be addressed 

with unsuitable names. The practice of using improper names to address the patient is ubiquitous. 

These terms are used in most healthcare environments, including hospitals, clinics, rehabilitation 

centres, nursing homes, and physicians’ offices.  

 

The Healthcare Provider-Patient Relationship as a Fiduciary Relationship 

 

Healthcare professional-patient relationships are fiduciary relationships. In the fiduciary relationship, 

patients trust the professional to act in their best interest (Raina, et al. pg. 2).  Patients are vulnerable 

for two reasons: the patient is sick or injured and is in need of care and patients do not possess the 

expert knowledge of healthcare professionals. Professionals have greater power, authority, and 

control than their patients because of their expertise and institutional roles. There is a power imbalance 

in the relationship. As a result, Bayles (1989) claims that professions must be trustworthy in the way 

that services (care) are provided and client autonomy is respected.  

 

Wood and Ryan (1989) highlight the significance of forms of address in the establishment of social 

relationships. They explain that “the exchange of address forms the clearest instance of language that 

encodes social relationships” (pg. 173). 
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In healthcare relationships, there is a taken-for-granted assumption that the physician will be called 

“doctor.” There is some variability as to the forms of address for other healthcare providers. They have 

the prerogative to indicate to the patient by what name they want to be addressed. The patient should 

be asked what name they would like to be called. Both the healthcare professional and the patient 

should be able to negotiate what each would like to called. Even though there is a power difference 

within the relationship, the patient retains autonomous choice as to what to be called. Dillon (1991) 

points out that persons are not mere placeholders in abstract duties to respect autonomy. She 

explains, “We respect persons by caring for them as the particular individuals they are” (pg. 73). 

Patients are respected when they are called a name that they have chosen.  

 

Wood and Ryan (1989) go on to say that “address forms are particularly important for their defining 

relationships because of their usual positioning at the beginning of interactions” (pg. 173). Nuessel 

and Van Stewart (1999) explain that patronizing names and inappropriate forms of address used by 

healthcare professionals at the beginning of conversations with patients determine the sociolinguistic 

context for the conversation that follows. In this context, “the dominant and subordinate speakers in 

the dyad or triad are defined. The dynamic for who holds power in the relationship is established.”  

 

Acknowledging the fiduciary relationship with the inherent power imbalance, and establishing a 

trusting relationship with the patient, must begin with the first interaction, whereby the professional 

properly addresses the patient. If the patient perceives the initial form of address as discriminatory 

because of being ageist or prejudicial in some other way, the foundation for the relationship of trust is 

problematic.  

 

The Need for Professional Distance 

 

Professionals are required to maintain a professional distance from their patient. These are 

boundaries that serve as safeguards in the professional-patient relationship by limiting the power 

differential.  

 

Martin (2000) distinguishes two aspects of professional distance: psychological and moral. He notes 

that although these two types of distance can be distinguished, they cannot be separated. In one 
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sense, professional distance involves the “separation of psychological detachment consisting of 

attitudes and emotions, together with their behavioural expression” (Martin, 2000, pg. 83). Martin 

provides an example of medical students who create psychological distance from patients by 

establishing boundaries to safeguard the professional-patient relationship by limiting the power 

differential.  

 

Healthcare professionals can create a “linguistic separation” from patients by using medical jargon in 

their presence. Medical students use this language not only for precision but to keep the suffering of 

the patient at arm’s length (Martin, 2000, pg. 83). Nuessell and Van Stewart (1999) note that when 

inappropriate forms of address are used with older patients, it is a linguistic indication that the 

healthcare provider consciously or unconsciously holds stereotypical beliefs about older adults (pg. 

404). If these views are ageist, then the healthcare professional creates a distance from the patient 

that makes it difficult to acknowledge the unique needs and identity of the patient.  

 

According to Martin (2000), the other component of professional distance is moral distance (Martin, 

2000, pg. 83). Moral distance is the boundary created by professional practice responsibilities. He 

explains that the terms of the professional-client relationship must follow standards that are more 

stringent than relationships in everyday life. The professional must adhere to such practices as 

confidentiality, caring, and avoidance of conflict of interest. One positive benefit for the patient when 

the professional adheres to impersonal standards for moral distance is “the setting of uniform 

standards that ensure quality services to the public” (Martin, 2000, pg. 83). A negative effect of moral 

distance is the possibility that public roles and more stringent standards may get between the 

healthcare professional and the patient. Sensitivity to an individual patient may be diminished when 

the healthcare professional has a detached sense of moral responsibility.  

 

The healthcare provider maintains proper moral distance by addressing the patient in the manner that 

the patient chooses. Inappropriate terms of endearment such as “dear” or “sweetie” may signify under-

distancing. Under-distancing is the undesirable interference of personal values with professional 

standards (Martin, 2000, pg. 86). It can lead to a lack of objectivity in acting in the patient’s best 

interest. The healthcare professional may falsely assume a greater knowledge of the patient’s 

preferences and interests than is warranted. Over-distancing is detachment from the patient by the 
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professional (Martin, 2000, pg. 86). If the healthcare provider does not bother to identify the patient by 

name, or addresses the family instead of the patient, the professional may be over-distancing. Proper 

forms of address for the patient contribute to maintaining proper distance with the patient.  

 

In a study that analyses complaints about lived hospital experiences, Schaad et al. find that the quality 

of the interpersonal relationship with healthcare professionals was the main topic of complaint (pg. 

774). The largest number of complaints were related to the experience of abuse. Bruggmann et al. 

describe abuse as: “patients’ subjective experiences of encounters with the healthcare system, 

characterized as devoid of care, where patients suffer and feel they lose their value as human beings.” 

Some of the specific complaints were identified under the themes of the attitude of the healthcare 

professionals, clinical communication issues, and discriminatory practices. Patients complained of 

being treated like a dog or of being infantilized. However, the complaints indicate a resistance by the 

patient and their families to depersonalization. Schaad et al. observe that there are varied reasons for 

the perceived abuse. Some abuse appeared to be deliberate; other reasons were negligence or a way 

for the healthcare professional to cope with stress and pressure. Although not unequivocal, complaints 

about communication indicate that the patients would like a more egalitarian relationship with their 

healthcare provider (Schaad et al., pg. 774). When the patient is addressed in a manner that he/she 

finds acceptable, one step is taken in creating the sociolinguistic context for the conversation that is 

to follow. The patient does not experience the harm of being addressed inappropriately by the 

healthcare professional, opening the possibility of patient-centred communication and shared 

decision-making.  

 

Organizational Responsibility 

 

Healthcare organizations strive to achieve patient-centred care, focusing on improving the patient 

experience and increasing patient satisfaction. There is substantial evidence to confirm that patients 

are harmed when healthcare professionals and staff use inappropriate forms of address. It is 

appropriate to ask why healthcare professionals and staff in a wide range of care settings, from nursing 

homes to acute care hospitals, routinely and thoughtlessly use forms of address that disempower and 

offend patients. 
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Responsibility for Changing Organizational Culture  

 

Henriksen and Dayton (2006) explain how organizational silence can create hidden threats to 

patient safety. Organizational silence is “a collective-level phenomenon of saying or doing very 

little in response to significant problems that face an organization” (p. 1539). Factors that lead to 

organizational silence include individual factors that may involve maintaining the status quo (pg. 

1544), social factors such as the benefits of conformity among healthcare providers (pg. 1545), 

or organizational factors such as unchallenged beliefs (pg. 1548).   

 

The core mission of hospitals and other healthcare organizations is patient care. To move beyond 

organizational silence, healthcare organizations require leaders that will create a culture of 

patient-centred care. Patient-centred care “is a culture where the patient and family are engaged 

as partners in care” (Piper, 2011, pg. 127). Piper (2011) notes that “leadership is about ethical 

judgment in deciding why changes are necessary for the mission” (Piper, 2011, pg. 129). 

Leadership starts at the top with the CEO, the Board of Directors, and the managerial team. If the 

culture of a health organization is to offer patient-centred care, then everyone in the organization 

must be involved. Many professionals and other employees, such as housekeeping staff and 

porters, interact with patients regularly throughout the day in the hospital. 

 

The creation of hospital policy, educational programs, and a monitoring program contribute to 

culture change. It is likely that cultural change will be challenging for healthcare providers, 

because the practice of the inappropriate address of patients occurs routinely and without 

reflection on the impact on the patient. However, if healthcare organizations and providers are 

committed to quality of care and respect for patients, then the cultural change of addressing 

patients as they choose to be named is imperative.               
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