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Abstract
Aim: This paper aims to compare the results of a study on respect in the clinical encounter with aspects of a qualitative methodology, video-reflexive ethnography (VRE) employed in the study to draw parallels between descriptions of respect and the method that may also be described as respectful.
Design: Video-reflexive ethnography was used to qualitatively study respect grounded in patients’ and clinicians’ perspectives on respect in the clinical encounter. This paper describes the method used and lessons learned as well draws parallels between the results of the study and the method itself.
Setting: Primary care internal medicine practice in an academic health center in the Midwest of the US.
Findings: A comparative analysis shows that there are parallels between the clinical encounter and the video-reflexivity sessions. It further demonstrates that descriptions of respect can be applied to the VRE methodology itself.
Policy implications: The results of this study could serve to inform future health service researchers employing VRE how it might be used in a respectful manner with patients and clinicians.

Introduction
	The quality of patients’ healthcare experiences is often measured through single item standardized surveys such as the Consumer Assessment of Health Providers and Systems surveys (Hays et al. 2003) and specific surveys of physicians (Gray, Stockley and Zuckerman 2012), or through qualitative interviews or focus groups (Gallagher et al., 2003; Lupton, 1997).  Another way of understanding how patients’ experience their appointments with their clinicians is to capture video-footage of in-situ clinical experiences and to play back this footage for them to review and reflect upon. Video Reflexive Ethnography (VRE), is a collaborative qualitative methodology that video-records in-situ care and provides the opportunity for clinical teams and more recently, for patients to review edited video-recordings of their visits by making visible and explicit previously implicit and unarticulated behaviors and communication between patients and clinicians. Where applicable, participants may propose solutions to improve the quality of their clinical processes and care (Iedema, Mesman and Carroll 2013; Hor, Iedema and Manias 2014; Collier and Wyer 2015). VRE was used in this way in this study to describe to what extent respect is evident in clinical encounters. As the study evolved, it became clear that VRE is particularly well-suited to research on the clinician patient relationship as it is a methodology that can be relationship driven, respectful of participants, and in this study, was grounded in video-footage of the clinical encounter. While reflecting on their encounters, patients described what respect means to them and after analyzing this primary data five themes emerged as a model of respect grounded in patients’ views. Each of these themes that describe what respect is have been applied to the VRE methodology to demonstrate how it too is respectful. Using data gathered in a VRE study of what respect in the clinical encounter means to both patients and clinicians, this paper aims to explore the use of VRE as a methodology for engaging participants, to share lessons learned and to demonstrate that VRE may also be termed respectful.

Background
	Patient Centered Care (PCC) is defined as care that is “respectful of and responsive to individual patient preferences, needs and values and ensuring that patient values guide all clinical decisions” (IOM 2001). In order to attain the goals outlined by the Institute of Medicine over fifteen years ago, policy makers support creative ways of its implementation. Shared Decision Making (SDM) is one way that PCC has been operationalized and describes a process whereby clinicians share the best available evidence about treatment options with patients, and patients share their values and preferences for the treatment options under consideration (Elwyn et al. 2012). Sharing of evidence based medical information with patients is promoted broadly, and there are calls for further observational research methods to study the clinical encounter in order to draw conclusions on how participants engage in ‘collaborative deliberation’ (Hargraves and Montori 2014). Mutual participation and communication between patients and clinicians results in improved satisfaction, knowledge, compliance, reduced costs, decisions based on patient’s values as well as fewer undecided patients (Weymiller et al. 2007; Montori et al. 2011; Hess et al. 2012). Yet there has been less research and study on the ‘respecting’ of patient’s values and preferences. The study that informs this current research aims to fill this gap in the literature by describing how patients and clinicians view respect during their medical visits or clinical encounters. While using video-reflexive ethnography to reflect on participants’ recent clinical experiences within the context of patient centered care and respect, it became increasingly evident that VRE is itself a respectful methodology according to participants’ descriptions of respect. This paper highlights the parallels between the themes of respect that emerged in the initial study and aspects of VRE as a qualitative methodology that are also respectful of patients and their values and preferences.
	

Respect in healthcare
	Respect in healthcare is defined as ‘a recognition of the unconditional value of patients as persons’ (Beach et al. 2007) and is key to the clinician-patient relationship. It is framed as the first step in establishing communication between patients and clinicians (Frosch and Tai-Seale 2014). In studying respect, researchers have not always had easy access to patient’s healthcare experiences, and have relied on self-reported surveys to study respect (Beach et al 2005). One study found that clinician’s attitudes and patient’s perceptions of respect are linked to information sharing, continuity of care and improved communication between the patient and the clinician (Beach et al. 2006). However, Gudzune et al. (2012) note the limitations of self-reported surveys for examining respect because the concept is nuanced and may be different for patients and clinicians (Gudzune et al. 2012). Accordingly, there is a call for further research on the concept of respect within the clinical encounter (Beach et al. 2005; Beach et al. 2006; Joffe et al. 2003; Clucas et al. 2010; Koskenniemi et al. 2013). This study uses video-reflexive ethnography to gather another perspective on respect in healthcare and parallels are drawn between the initial study findings and the methodology itself in terms of descriptions of respect.
	Studies of patients’ healthcare experiences often rely on information in patient charts or employ vignettes and surveys of patients’ and clinicians’ perceptions of the encounter (Lutfey and Ketcham 2005; Fennel 2005). Video has also been used as a way of capturing the complexity of the encounter (Asan and Montague 2014). Video-elicitation studies gather video-graphic data of the encounter and through interviews ask clinicians or patients to reflect on the video-recording immediately following the encounter (Henry and Fetters 2012). Video Ethnography uses video to capture interviews and observations with patients and families, and communicates suggestions for improvement back to administrative and clinical staff (Neuwirth et al. 2012). Video Reflexive Ethnography builds on the methods of video elicitation and video ethnography. 
	VRE is a three phased iterative approach employing (1) Video Ethnography (2) Video Reflexivity and (3) Sharing of reflections to stimulate practice change (Collier and Wyer 2015). ‘Video ethnography’ is employed by researchers in a focused ethnographic manner, meaning that the ethnographic field work may be for a focused duration and/or may occur while researchers are intertwined in the act of video-recording everyday health practices (Collier, Sorensen and Iedema 2015), either by being behind the camera or by being privy to the clinical encounters that are being recorded by cameras in fixed locations. Researchers are present in the video-ethnography phase of VRE, as such they are a part of the patient’s clinical experience and are able to establish a layer of rapport with the participants and in this way differentiates the video reflexive ethnographic method from video elicitation methods where researcher presence is described as a distraction. In the second phase of VRE, the researcher draws on their ethnographic observations to determine which clips from the video-recordings in phase one should be replayed during reflexivity sessions. Reflexivity sessions have the potential to stimulate new interpretations of respectful events, behaviors or processes (Carroll 2009). The third phase of VRE provides feedback to stakeholders, administrators and front line clinicians in order to achieve practice change. It affords patients an opportunity that they do not often have to represent themselves (Hor et al. 2013) to those in healthcare settings with the power to affect change. This paper expands upon the existing VRE literature by critically examining the notion of respect embedded within this methodology. 
	

Methods 
	VRE was used to study respect in primary care clinical encounters at a large academic hospital in the Midwest of the United States. 
	Phase 1: Video Ethnography – From April to October 2015 the researcher (HM) recruited and consented 8 clinicians and 8 patients for the study. Participants in the study included eight primary care clinicians who had prior experience with shared decision making in their practices through the use of depression, diabetes or statin choice decision aids. Decision aids are tools that clinicians can use with patients during the clinical encounter to share evidence based options and to start a conversation about the risks and benefits of decisions that may need to be made. The eight primary care clinicians identified patients with at least one chronic condition in their practice who had an appointment within the following weeks. Clinicians identified a time-period within which any of their patients could be approached or they identified 3-4 specific patients as potential participants in the study. In order to be respectful of patients and to not have their clinician oblige them to participate in the study, the researcher recruited patients. Participants in the study were the eight primary care clinicians and one of their patients who consented to being in the study. As such, eight patients were recruited and consented to the study while they were in individual patient rooms waiting for their clinician. Clinicians were consented prior to patients who were recruited and consented on the day of their scheduled appointments. Participants consented to their clinical encounters being recorded and to their video-graphic data being stored on secure servers and blurred visual images or video-recordings being used for research or educational purposes.  
	The eight primary care clinical encounters  varied according to whether the clinician and patient were meeting for the first time or not and whether they were for set-up as an acute visit, general medical examination or follow-up.  The researcher was present in the room where two small video cameras on tripods were set up prior to the arrival of the clinician to capture the encounter from the beginning to the end. The researcher was acutely aware of the sensitivity and personal nature of a clinical encounter between a patient and their clinician and while consenting participants, it was made clear to both patients and clinicians that they had control over the video-camera and presence of the researcher in the room. Indeed, during most encounters the researcher left the room during the physical exam and the cameras were turned down or turned off at the request of either the patient or the clinician.
	To navigate the added complexity of being present during the clinical encounter, the researcher explained her and the camera’s role in the study. In so doing, the small cameras mounted on 3-inch high tri-pods and researcher in the room went from being an initial distraction, to participants focusing on their healthcare needs. 
	“I think maybe initially, I noticed the cameras and paid attention to them; but after we 	got into a conversation about what was going on, I don’t think I even paid attention to 	the fact that the cameras were there. I focused on his questions and tried to answer 	them to make sure that my needs were being met.” patient

	“… it really wasn’t a concern that you were in the room, I focused on my visit because 	that was my priority”. patient 

	During one of the recorded encounters, the camera was set up on the clinician’s desk and the clinician moved her computer and blocked the camera’s view. The researcher was able to readjust the camera so video-recording could continue unimpeded. Some video methods view the researcher in the room as a distraction (Henry and Fetters 2012). VRE welcomes the researcher being present in two ways, the ‘expert-apprentice’ style where the researcher engages with participants; and the ‘fly on the wall’ style where the researcher is as unobtrusive as possible (Carroll 2009). In this study, the researcher chose to video-record clinical encounters unobtrusively.
	VRE is a time-intensive methodology and as a researcher, it was fundamental to be respectful of participants’ time and to be as flexible as possible on when and where video-recording and reflexivity sessions occurred. One clinician declined to participate due to schedule and time constraints, a significant challenge for clinicians in a busy practice. Three patients declined to participate in the study because they were unable to return for Phase 2 of the study, they had no interest in research and were unwilling to have their private encounter with their clinician video-recorded. VRE is inherently respectful of participants’ preferences and can only work if participants consent to being video-recorded and to engaging in a second phase of reflexivity. In all four instances, participants were free to not give their consent to be in the study. However, it is a limitation of this study that those who choose not to participate because of the methodology (time requirements for the reflexivity session and the sharing of private, personal issues on video) may provide a different perspective on respect than those with time and who are already open to the methodology.
	Phase 2: Video-reflexivity - The video-ethnography resulted in 5.5 hours of video-graphic data from which edited video-clips were selected. On average four to six selected clips of the encounter ranging from 2-4 minutes in length including the introduction, history taking, treatment plan and farewell were shown back to participants (and 3 caregivers) individually in sixteen one-hour video reflexivity sessions with the researcher in various locations including the academic health center and the patient’s residences. Participants were re-consented to permit the video-recording of the video-reflexivity sessions with the 8 clinicians, 8 patients and 3 caregivers. During the video-reflexivity sessions, participants were asked to reflect on the video-footage that was shared through open-ended questions from the researcher around patient centered care and their relationship with each other in general in eight of the sessions; and through semi-structured questions framed directly around the concept of respect. 
	Two cameras are used to video-record encounters and reflexivity sessions for practical reasons, in the event that one camera fails, or is not started, there is another camera capturing the encounter or reflexivity sessions. Two cameras are also used to capture different camera angles. How clinical encounters are recorded and the angle shared in the reflexivity sessions may affect how patients view their healthcare experiences. It was observed that sharing the video-recording of a clinical encounter with the camera focused on the clinician in the foreground and the patient in the background had a different visual effect than a camera angle where the patient is in the foreground and the clinician is in the background. For example, one clinician viewing himself in the foreground was focused on what he was doing and commented about a patient’s actions, 
	“I don’t think that I noticed that… I was yeah, looking at myself” Jon, clinician
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Figure x: visual of clinician in the foreground and patient in the background of the footage of the clinical encounter
Figure x: visual of patient in the foreground with the clinician in the background of the footage of the clinical encounter


	Similarly, edited clips with two or more concepts played back at the same time resulted in participants focusing on and discussing the concept viewed lastly as this was what was freshest in their mind. A recommendation to be respectful of the visual effect for participants is to show clips that place the participant, the patient if it is a patient reflexivity session, in the foreground of the initial recording; and to be selective about the amount of content shown back in the reflexivity sessions.
	The researcher also noticed that the intimacy created between the participants and researcher was influenced by the size of the room and the screen used for the reflexivity sessions. It was a far more objectified experience reflecting on the clinical encounter in a large conference room at the hospital, with a large screen and overhead projector, than in a patient’s living room reflecting on a video-recording playing on a personal lap-top. In both instances, the patient/clinician and researcher were able to co-construct data in a collaborative manner. However, in the patient’s home environment on a smaller screen and without the audiovisual support of the clinic, impacted the control the researcher had over technical variables. One participant commented they had difficultly hearing the audio from two small speakers attached to a personal laptop, 
	“The little cameras do a really nice job, and I’m sure that if we would have come to the 	clinic, it probably would have worked better.” Caregiver
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Fig. X patient and researcher reflexivity session in a large conference room with large screen and audiovisual support
Fig X. Patient, caregiver and researcher reflexivity session at the patient’s home



	Video-graphic data was transcribed by the researcher and a medical transcriptionist, coded and analyzed by the researcher (HM) according to grounded theory, a systematic method for analyzing qualitative data so that a theory is developed from the data itself (Charmaz 2014). Themes were member-checked in a focus group session with twelve members of a patient advisory group and by three health service researchers. Phase 3 – sharing the findings with stakeholders is outside the scope of this present paper.
	Institutional Review Boards at the University of Minnesota and the Mayo Clinic, Minnesota, United States both granted approval for this study. All participants consented to having their clinical encounters and video reflexivity sessions video-recorded. 

Results
	The study of patients’ descriptions of respect in clinical encounters resulted in five themes of respect: patient as person, communication, validation, mutuality and affect.  The described consequences of experiencing a respectful encounter included relationship building, continuity, adherence and compliance. In drawing these conclusions of what respect in the clinical encounter entails, many parallels could be made to the VRE methodology employed to study respect. Moreover, many of the lessons learned during the study also contribute to a greater understanding of the methodology and how it itself can be respectful of participants’ values and preferences as summarized below in Table 1 and outlined in further detail below.

	Themes of Respect
	Parallels in the VRE Methodology

	Patient as person
	Inviting patients to participate in the study as experts in their own care

	Communication
	Verbal and non-verbal cues and conversation

	Validation
	Explanations and reassurance to institutional champions and participants
Listening to participants, recording and reviewing their words so that they know they are being understood 

	Mutuality
	Shared experiences; 
researcher presence and collaboration

	Affect
	Emotions, feeling comfortable and researcher reflexivity


Table 1: Themes of respect as they parallel the VRE methodology


Patient as person
	In describing respect in the clinical encounter, patients and clinicians emphasized the role that patients can play as experts in their own care, particularly when managing chronic conditions. It is this respectful philosophy that guides VRE with patients. Patients are invited into the research in a way that may not have been available to them prior to the study with the understanding that they are collaborators with the researcher and that their views are what will guide the research.
	As clinicians ask patients to set the agenda of the encounter because they know what their main concerns are and how their broader social context is affecting these concerns, so too does the researcher using VRE invite participants to use their reflections on their own healthcare experiences to help the researcher understand how they see them and how it affects their broader socio-cultural contexts. During some of the reflexivity sessions where patients struggled to directly describe respect or patient centered care they would make comments like ‘I am not sure if that’s what you were looking for’ at which stage the researcher would reassure them that it wasn’t what the researcher wanted that was useful but rather their own views on their experiences that would inform the research.
	In the study on respect, patients felt respected when the clinician wanted to know their personal story and gave them the opportunity to discuss aspects of their life that were beyond the medical sphere so too did VRE in this study provide an opportunity for patients to share whatever reflections they were comfortable sharing in an open-ended or semi-structured environment without limiting the discussion in the reflexivity sessions to the strictly biomedical. 
	Patients are encouraged to become more involved in health services research and VRE enables participants to see themselves and others again within a research context. It offers an opportunity to regard the clinical encounter in new ways. The following quotes from participants demonstrate the power of VRE to reveal new ways of seeing everyday activities. While individually watching video-footage of their encounter, a clinician and patient were both able to reveal a hidden tension that may be a result of meeting each other for the first time, that the naïve researcher had not seen,

	“I am trying to figure out how I would describe my posture… it looks like if you took 	something really tense and then relaxed it a little bit. I think there’s a tension there 	because it’s a very judgmental encounter. I think that there’s a lot of fear of the unknown 	here.” clinician

	“My hand like it’s almost clenched there, I am not sure if I was getting more anxious or 	not but I realize now that I am just sitting here with it spread out and there I’ve got my 	fingers clenched, but I didn’t feel anxious…” patient

	Another example of where the patient is the expert with a different perspective from the naïve researcher was seen with respect to the use of computers in the encounter. During the reflexivity sessions, select video clips were played back with and without sound following the Wyer et al. 2015 study. The benefit of reflecting on the moving image without sound is not being distracted by what is being said. Reflecting on the choice of what to show with and without sound, the researcher should be aware of introducing bias through the ‘ethnographic gaze’ (Carroll 2009). In this study I deliberately chose select clips of the clinician entering orders into the computer during the encounter as I interpreted this behavior as disrespectful to the patient. Intentionally choosing these clips to playback to participants without sound emphasized the lack of communication between participants and framed the encounter according to the researcher’s interpretation of events. Surprisingly, no patient participants found the computer a distraction or disrespectful in the encounter but rather viewed it as necessary, highlighting the ability of VRE to emphasize the expert knowledge of patients on their healthcare experiences.
 
	“If she doesn’t use computers, things don’t get done, you know.” Patient

	Taken for granted behaviors were highlighted, for example one clinician observed how her actions could be perceived,

“Well right away I’ve noticed that all of a sudden I have moved closer to him. That shows a certain familiarity, and would be viewed as I am more engaged at this part.” clinician
 
	In reviewing footage with clinician and patient participants, VRE enables the naïve researcher to see everyday experiences in new ways. Even though I had been in the encounter and watched the video-recordings numerous times, there were behaviors and consequences that, until reviewing the footage with those involved, had remained hidden to me. A patient observed visual cues that were used to communicate that the encounter had come to an end,

	“It was obvious that it was over, you know, because he pushed his chair back and folded up the paper.” patient 
“That’s interesting.  I hadn’t noticed that.” Researcher   

Clinicians in the study on respect in clinical encounters repeatedly described respect as ‘meeting patients where they are’. When asked to expand on what they meant, clinicians would describe a non-judgemental approach to patients where they accepted them and their past healthcare experiences (usually described as instances where patients may not have made the best choices for their health). The converse or disrespectful approach would be to label these patients as non-compliant or difficult. Being respectful however, involved being flexible enough to accept their past and committed to working with patients from that moment forward. This approach mirrors two aspects of VRE, the literal flexibility to meet patients where they are physically. For example, in their homes for reflexivity sessions if they were unable to return to the clinic. The second parallel is the hologrammatic effect of reflexivity which allows patients to view 2-4 minute segments of one slice of their clinical experience and to be able to reflect on their past, present and perhaps future expectations for their healthcare.

Communication
	Patients were able to identify in the reflexivity sessions respect in their encounters from conversation between themselves and clinicians as well as verbal cues and in some instances disrespect from the non-verbal cues and body language that they observed while watching clips of their encounters. 

	Researcher: What do you mean by communicating well or easily, you said, “he’s 	someone you could communicate easily with”?  
	Patient: I thought that he had good eye contact.  He listened.  He came back with 	questions that pertained to the things that I had said to him, and then when we were kind 	of done with the appointment, I thought he kind of summarized it well and had a plan for 	what we would go ahead with in the future.


As the researcher engaging participants in the reflexivity sessions I became acutely aware of the need to listen to participants, to not interrupt, to respond to participants’ non-verbal cues and to confirm that what I had heard them say was what they actually had intended. While these are common lessons for researchers engaged in qualitative research, this style of communication parallels patient descriptions of respectful encounters conveyed through communication that they expect from their clinicians. For example, one patient described body language as a non-verbal cue to clinicians on how they can modify their behavior to create a comfortable space for the interaction, and this is also advice that is relevant to a researcher using VRE,

	“I think body language is important, and if he looks at the patient as they’re having 	a conversation with him and they’re turned away from him, he needs to change his line 	of questioning or maybe take a softer tone or whatever it is to help them feel a little 	more comfortable.” patient




Validation
Respect was described by participants in the study as being evident when they were not only listened to but when they felt that their concerns had been heard and addressed by their clinician. 

	Researcher: Why do you think that it’s important that she listens to you and does all of 	those things?
	Patient: because it makes me feel good, there’s a doctor that’s supposed to be all-	knowing and everything and then she will listen to some of the suggestions that I make to 	her about what’s going to happen to me ya know, it’s not all coming from her, I make a 	suggestion to her and she mulls it over and then she says maybe we can do that

This description of respect as validation is also common when applying VRE in healthcare. VRE is a relatively new methodology in the United States. This is the first study using VRE in the primary care practice at this Midwestern health system. As such, it was important to listen to concerns and let participants know that they had been heard. In order to allay fears and validate concerns around an unfamiliar methodology that uses video, it is important to have an effective clinical champion within the practice. Carroll and Mesman (2011) refer to this person as a ‘chief insider’ who can orient the outsider researcher to the practice (Carroll and Mesman 2011). Considerable time is required prior to the recruitment of participants to familiarize stakeholders with the methodology and its appropriateness for studying the relationship in clinical encounters. Both clinicians and hospital administrators required reassurance on the practical implications of video-recording during busy clinic hours.  Having observed the practice in phase one of the study, the researcher was able to act on expressed concerns for patient privacy during recruitment while not disrupting the flow of the practice by meeting with patients in a private room after the nurse had visited with them and before their clinician entered the room to begin the consultation. Clinicians were also consented during a meeting prior to the clinical encounter to ensure that appointments ran smoothly. 
	In response to the initial hesitation of having one’s practices video-recorded and watched by the researcher, the VRE methodology was framed as a non-judgmental positive research method where everyday practices and successes can be seen in new ways. Clinicians were encouraged to reflect on their taken for granted experiences and come up with new ideas and ways to improve care following the ‘exnovation’ principle, where what is already present in practice is brought out by the review of video-graphic data and the implicit is made explicit (Iedema, Mesman and Carroll 2013). For those clinicians with some hesitation of being video-recorded, these concerns were validated by assuring the clinician that their recordings would remain confidential to the research team and any video-footage or pictures used for feedback or research purposes would be visually de-identified and that they would be shown them prior to their usage so that they could give approval. After having their concerns validated, one clinician noted, 
	“I think a fair proportion of doctors are hyper critical of themselves, they want to be 	perfect and watching in slow motion yourself, making errors, people are very critical. 	I am not saying that it's not good, I think this is why am willing to do these kinds of 	things, I think that you learn things from it” clinician
	  
	Early challenges also came in explaining the methodology and what precautions are taken to respect patients’ privacy. Patients were reassured that they are in control of what is video-recorded and when. It was made clear that participants can stop the video-recording at any time and the camera would be turned off during physical examinations, and this was indeed the case in six of the eight encounters. Without being prompted, one participant directly linked this ability to respect,
	Patient: “I thought that it was very respectful of you too when you asked me if you could 	do this and you said if there is a time that you ever want me to shut the camera off or step 	out of the room, I thought that was very respectful and I am glad that you did that”.

Mutuality
	Sharing expectations of the encounter was often described by patients as mutually respectful. One patient introduced the concept of mutual respect as the need to engage with their clinician by sharing their views, with the expectation that the clinician would also respect them.
	Patient: “I think that you need to be your own advocate in many ways and then hopefully 	get that exchange of ideas going, so like a mutual respect. 
	Researcher: that’s what I was going to ask you, do you feel like they need to respect you 	too?
	Patient: oh sure, right yeah, both ways, you know it’s a two-way street”
Similarly, one clinician described respect in a way that I as a researcher employing VRE viewed the participants in the study, as valuing their views equally with my own,

Clinician: “Respect for the patient means that I am going to value their beliefs, what is important to them. I'm going to weigh their concerns on an equal footing with what my concerns are, going to treat them as I would want to be treated myself I guess that’s what respect means to me”


	Sharing of experiences was also seen as respectful and in this VRE study, the researcher was present during the patient’s consultation with their clinician and in this way was privy to very personal information that one participant reflected that she might not even share with family members. Both the patient and the researcher need to be comfortable with this sharing of the patient’s healthcare experience. As a researcher/shared participant in the clinical encounter, I had a naïve view of the consultation as routine and in some cases superficial. Using VRE in this study, as the researcher I was obliged to engage in researcher reflexivity to bring my internal biases to the fore (Collier and Wyer 2015). With an awareness of my personal perspectives, I was able to remain open to participants’ revelations of the depth of the relationships, the multi-layered interactions and significance of verbal and non-verbal cues in the encounter. Learning ‘alongside’ participants is part of the collaborative VRE process that is respectful of participant perspectives and limits a hierarchy of views between the researcher and participants (Carroll 2009) in a mutually respectful way. 
	

Affect
	‘Feeling comfortable’ was used unanimously by patients and clinicians when they described respect. When asked to explain what ‘feeling comfortable’ means, it was described as a ‘safe space’ where patients could open up. When patients did not feel respected, they suggested that they may not share their true concerns with their clinicians and would discontinue seeing that clinician. This sentiment parallels the environment that I as the researcher wanted to create with my participants firstly so they would return for the reflexivity session (continue in the study) and secondly so they would feel comfortable enough to be open about their healthcare experiences. In this way, the space in the video-reflexive session emulates that described as respectful by participants in the study on respect as one patient noted,

	Patient: “If you don’t feel that you are as comfortable, I don’t think you’re going to be as 	open as far as what’s going on.  Yes, you’re going to answer his questions, but you may 	not elaborate, and I think that helps in terms of openness.
Researcher: I wondered how does that relate to respect
[bookmark: _GoBack]	Patient: I think, you know, if you’re the client or even if you’re the doctor, without feeling 	like you’re being validated or respected, you are not going to expand on what’s going on. 	You’re going to answer questions yes/no, and you’re not going to necessarily want to be 	there or want to come back there.”

Clinicians echoed this sentiment and linked the motivation for creating a comfortable space with efficiency, as it would help them prioritize the patient’s main concern within the short time period of the encounter. This is similar to the motivations of the researcher in reflexivity sessions, to create a comfortable enough space in a short time period to enable participants to share their views. The inability to create this comfortable space could be detrimental to the research and the data generated as it may not be authentic to participants as the researcher assumes it to be.
	
	
Conclusion and Discussion
	The etiology of respect is from the Latin respicere ‘to look back at or regard’ (Merriam-Webster Dictionary 2016). As respect is defined, VRE as a methodology also invites participants to the research table from which they are often excluded ‘to look back at’ or ‘regard’ themselves and their clinical encounters in new ways. Indeed, there are many parallels between video-reflexive ethnography and the experience of participants in a clinical encounter. The clinical encounters in this study were all video-recorded in clinical rooms in one practice in the Midwest. All the rooms were a similar size with a desk, a computer and at least two participants, the patient and the clinician, with caregivers being present in four of the eight encounters and the researcher in the room. This confined space was the physical setting in which two participants met to discuss a concern. The video-reflexivity sessions occurred in these same rooms for some of the clinician sessions as they are often also the clinician’s offices and if not they occurred in a confined space of a similar size with a at least two participants, the researcher and the participant who were meeting to discuss video-footage of the care that the patient/clinician had recently experienced. Reflexivity sessions are set-up within an expected time-frame of an hour or less, similar to clinical encounters at this practice and are also video-recorded. Yet, there are also potential socio-cultural differences between the encounter and the video-reflexive ethnography. In previous studies of VRE with clinical teams, reflexivity sessions involve clinician team members collectively reflecting on their healthcare practices (Carroll 2009, Hor et al. 2014). VRE with patients and clinicians modifies this approach. Patients may be inhibited by a hierarchical and continuing relationship with their clinician (Collier and Wyer 2015). Being cognizant of this potential hierarchy, the study was designed to collaborate with participants individually. VRE is a collaborative methodology and generating data is a combination of the participant and the researcher’s reflections, and it is assumed, particularly in this study where 50% of patient participants had some post-graduate training and all patients chose freely to be in the study and to return for the reflexivity sessions that participants were able to engage with researchers in a collaborative, non-hierarchical relationship that has no illusions of continuity beyond informed consent to use pictures or video-footage for educational or research purposes. Describing the clinical encounter and the way VRE was used in this study as similar frames further discussion on the ways in which patient and clinician descriptions of respect parallel the use of video-reflexive ethnography in this study. 
	Video Reflexive Ethnography is a methodology that can be used to describe factors within the clinical encounter from the perspective of those who experienced care. Employing VRE for the first time in a primary care setting at a Midwestern health system generated insights showing how respect is intrinsic to not only the relationship between the patient and clinician in the clinical encounter but also to the researcher and participant in this VRE study in terms of regarding the patient as person, as an expert in their care; the communication between the researcher and the patient; validating participant’s concerns around the use of the methodology; the mutuality of sharing an experience as intimate as a private healthcare consultation; and the affect created between the patient and researcher. All of these factors will influence a successful clinician-patient relationship that has consequences for compliance, adherence and continuity. These descriptions of respect in the encounter also have the potential to influence the successful use of video-reflexive ethnography in healthcare settings by building relationships with participants as co-collaborators, engaging in researcher reflexivity to limit biases introduced into the study by the researcher, and using best practices for video reflexivity sessions where participants can see themselves again and regard their interaction in the encounter in new ways. These insights are shared so that researchers using VRE may continue to do so in new contexts and settings respectfully. Video-reflexive ethnography is a methodology that has the potential to support one patient’s wish to help other patients,  “I hope these things will help future generations and stuff so they get better treatment”. Patient
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