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Constructions of Medical Misogyny:
A Corpus-assisted Study of Women's Healthcare Narratives
in Media Texts



Abstract

Background: Internationally, women continue to report health inequities that are increasingly being

framed as medical misogyny, yet the linguistic mechanisms underpinning them remain understudied.

Objective: To examine the discourse through which women’s healthcare experiences are publicly

framed and interpreted as medical misogyny.

Methods: A 37,327-word corpus was constructed and analysed using established corpus-assisted
discourse study approaches. The software ‘AntConc’ was used to identify frequent and collocated
words. Concordance line analysis identified four discursive patterns operating across the genres

represented within the corpus. Reporting followed the COREQ checklist.

Results: Four discursive patterns were identified: (1) professional authority and normalisation, (2)
epistemic struggle, (3) communicative asymmetry, and (4) psychiatric containment. These patterns were
realised through linguistic strategies such as normalising formulations, categorical exclusion,

unidirectional “telling”, and pathologising attributions.

Conclusions: Understanding how language may undermine women’s credibility, and how diagnostic
uncertainty may be gendered, is important nursing knowledge. As social agents and clinical
communicators, nurses are positioned to recognise and interrupt these discursive patterns. Reflexive
documentation practices, and advocacy within multidisciplinary teams, may support more equitable

clinical encounters and help address gendered barriers in healthcare.

Keywords: medical misogyny, discourse analysis; corpus linguistics, gender bias, nursing practice;

epistemic injustice

Impact Statement: This study reveals linguistic patterns of medical misogyny in news media,
equipping nurses with discursive awareness to better recognise and interrupt epistemic exclusion
through reflexive documentation & advocacy. Such efforts may support more equitable care & gender-

informed clinical practice.



Plain Language Summary: Women face inequitable and sometimes dismissive treatment in
healthcare, increasingly identified as medical misogyny. News stories shape how the public understands
this issue but less is known about the specific language used to describe it. This study examines how

media represent women's healthcare experiences as medical misogyny.

The authors built a 37,327-word collection of texts from a media article and analysed it using a
downloadable software package. This computer tool helped the authors find frequent words and
associated patterns. Looking closely at example lines, the authors have identified four key ways gender

bias may appear in language.

The authors found four patterns: (1) doctors asserting authority and calling women's symptoms
"normal," (2) women struggling to be believed, (3) one-way communication where women aren't heard,

and (4) labelling women's distress as psychiatric problems.

These language patterns undermine women's credibility and make diagnostic uncertainty seem like
"women's issues." Nurses can spot these patterns in conversations and media. By documenting carefully
and speaking up in teams, nurses help support more equitable care. This research gives nurses tools to

challenge bias and contribute to more equitable healthcare practices.



1. Introduction

Across health systems worldwide, women continue to report delayed diagnoses, undertreatment of pain,
and misattribution of physical symptoms to psychological causes, particularly in reproductive and
cardiovascular conditions (Garb, 2021; Institute for Health Metrics and Evaluation, 2025). National
inquiries and nursing commentators increasingly describe these inequities as ‘medical misogyny’;
entrenched gender biases that sustain conditions where women's experiences are routinely devalued,
disbelieved, or dismissed (House of Commons Women and Equalities Committee, 2024; Jackson et al.,
2025). In this study, medical misogyny is treated as a discursive construct; a way of representing
women’s healthcare experiences that becomes recognisable through recurrent linguistic patterns in
publicly mediated narratives. This framing positions medical misogyny not as a psychological motive
or an inherent property of clinicians, but rather as a publicly circulating discourse shaping the
intelligibility of women’s symptoms, credibility, and embodied experiences. From a Foucauldian
perspective, discourse constitutes historically contingent systems of knowledge and power that delimit
what can be said, known, and enacted within particular institutional and cultural contexts (Foucault,

1982; Dreyfus & Rabinow, 1982).

Despite increased attention to gender bias in healthcare (Garb, 2021; Iacobucci, 2024), research that
examines the underlying linguistic mechanisms through which these experiences are publicly
represented remains limited. Some reports have documented how cultural norms may perpetuate
inequities in pain management (Roxby & Snowden, 2024; von Benzon et al., 2024). For example,
Thompson et al. (2022) conceptualise these experiences as communicative disenfranchisement, where
women's capacity to be heard and believed is systematically undermined. As frontline caregivers, nurses
occupy a unique position to reflect on and respond to gendered patterns of dismissal identified in public
discourse (Huang, 2025). Given that nurses spend more time in sustained patient interaction than other
healthcare professionals, they are key agents in the discursive mediation of patients’ symptoms,
credibility, and concerns within clinical encounters. At the same time, nursing has been historically
socialised within patriarchal systems that normalise male authority (Wodak & Meyer, 2015), discursive
awareness of these representational patterns may support more equitable communication and advocacy
(Boss et al., 2024; Candelaria et al., 2025). This study therefore examines the discourse through which
women's healthcare experiences are publicly framed and interpreted as medical misogyny. Specifically,
it identifies how these patterns position women relative to clinical knowledge and authority, generating

language-focused insights for nursing practice.



2. Methods
2.1 Design

This corpus-assisted discourse study (CADS) drew on established approaches to identify recurrent
discursive patterns in mediated narratives, which were then interpreted using Foucauldian discourse
analysis (Taylor & Marchi, 2018; Willig, 2008). The design therefore moves beyond qualitative
description by enabling a rigorous examination of how language constructs power, normality, and
subject positions within social and healthcare contexts (Flowerdew & Richardson, 2018). The approach
combined corpus-based pattern identification with iterative qualitative readings to engage with current
public discourse exemplars of women'’s healthcare experiences as represented across different narrative
genres within media texts. This study was reported in accordance with the COREQ checklist to ensure

transparent qualitative reporting (Tong, Sainsbury, & Craig, 2007).

2.2 Data collection

A Sydney Morning Herald investigative series on medical misogyny (published between January and
October 2024) formed the data in this study. The corpus analysed comprised mediated accounts of
healthcare experiences as constructed within news reporting. Accordingly, the study focused on the
discourse through which women’s experiences were publicly represented, rather than on unmediated
clinical interactions or verbatim self-narration. The corpus contained three narrative genres: a) women’s
narratives, b) expert interviews, and c) journalist framing. Table 1 presents the distribution of texts and

word counts across these genres.

Table 1.



2.3 Data Analysis

A four-stage corpus-assisted discourse study (CADS) was undertaken (Marchi & Taylor, 2018). See

Figure 1 for an overview of the analytical stages.

Figure 1.

First, AntConc (Anthony, 2024), a freely accessible corpus analysis toolkit for processing language,
was used to explore the full corpus (n=37,327-words). Keywords were identified and discussed by the
research team. AntConc was then used to draw out key topics, and gain insight into the context of the
different narratives. Choice of keywords were underpinned by the expert nursing knowledge and
experience of the research team, who together have over 100 years of combined nursing/academic

expertise. The following keywords were initially agreed upon to search the full corpus: "doctor,”

FEINNTS »on

"patient," "explained,"” ‘‘normal, tests, ound," “dismissed” however, this process proceeded

iteratively until specific patterns were noted. The analysis then proceeded to stage two.

Concordance lines were examined to identify discursive strategies, and patterns were then compared
across the three genres to preserve genre integrity and to examine if similar forms functioned differently
in women’s narratives, expert commentary, and journalist framing. Finally, the collocation findings
were interpreted through a Foucauldian lens to consider how the identified patterns constructed subject

positions and broader discursive formations (Willig, 2008).

2.5 Rigour & Reflexivity

Trustworthiness was established using Lincoln and Guba’s (1985) criteria. Credibility was supported
through team discussion of concordance lines and iterative comparison of interpretations with direct
corpus evidence. Discrepancies were resolved through reflexive dialogue within the research team.
Dependability and confirmability were strengthened through systematic documentation of all AntConc
queries, analytical decisions, and interpretive stages, creating a transparent audit trail (Bond, 2025;
Anthony, 2024). Transferability was supported by detailed description of the corpus composition, genre
breakdown, and analytical procedures, thereby enabling readers to assess potential applicability to other
contexts. The authors, three nurse academics from the UK, USA, and Australia, engaged in ongoing
reflexive practice, critically examining how their disciplinary backgrounds, clinical experience, and
social positioning influenced analytical decisions (Greckhamer & Cilesiz, 2014). Reflexivity was
treated as integral to both data collection and analysis (Berger, 2015) and the research team engaged in

ongoing iterative interpretive dialogue, in which positionalities were made explicit, actively



interrogated, and further examined in relation to broader discursive and power structures (Foucault,

1982; Willig, 2008).

2.6 Ethical Considerations

Publicly available media texts required no formal ethics approval. Identifying details were removed and
highly traceable narrative fragments avoided, as per British Psychological Society (BPS) (2021)

guidelines as well as those outlined by King (2011) for internet-mediated research.

3. Results

Four key linguistic patterns were identified (Table 2), linking keywords to discursive functions and
Foucauldian interpretations (Willig, 2008). Concordance lines (stage two) identified frequent patterns
of language use around the keywords: “told/was told” (n = 70); cognitive verbs, (“know”, “think”,
“feel”, and “believe”) (n = 89), ideological markers: (“normal/normalisation/normalised”) (n = 45), and
interpersonal/communicative ~ terms used to  validate or invalidate  experiences:

“dismiss/dismissed/dismissal/dismissive”, “ignore/ignores/ignored”, and “deny/denies/denied” (n =

87).

Concordance line analysis revealed that these patterns functioned across genres to construct four
discursive formations: professional authority and normalisation, epistemic struggle, communicative
asymmetry, and psychiatric containment. Genre comparisons showed distinct contributions from patient

narratives (experiential), expert interviews (authority), and journalist framing (systemic critique).

Table 2.



3.1 Professional authority and normalisation

A recurrent discursive strategy noted across the narratives is normalisation, reframing women's severe

symptoms as routine or inevitable aspects of femininity:

“The doctor basically sighed and looked up and said, ‘Well, blood in your urine is common for
women your age” - women s narratives

2335

“endometriosis pain is “just part of women's experience”” - expert interview
“Heavy menstrual bleeding was written off as a normal, untreatable part of womanhood. -
Jjournalistic framing
“her symptoms were dismissed as normal, despite period pain so severe that she had fainted and

knocked her front teeth out.”’- journalistic framing

This linguistic move systematically delegitimises women's reported embodied distress while
reinforcing gendered expectations of bodily endurance. In constructing symptoms as “normal”,
normalisation serves to discursively position pathology as an expected feature of women's bodies. The
invocation of “normality” performs interactional work: it appears to justify non-investigation, and recast
women’s suffering as an unremarkable aspect of everyday life. In Foucauldian terms, this pattern
positions female bodies as sites where pain is frequently normalised and therefore deprioritised in
diagnostic framing, rendering their distress as less urgent within public discursive hierarchies of

concern.

A second pattern reveals discursive constructions of diagnostic certainty and exclusion through the use

nn

of categorical adverbs ("definitely", "couldn't") and alternative attribution:

“GP said that I “definitely didn 't have it”. People with PCOS all have a high body mass index
(BMI)” - women s-narrative

“{...} you couldn t possibly have PCOS because you 're not fat” - journalistic framing

i

“{...} chronic pelvic pain and changes in bowel habits were attributed to stress.” - journalistic

framing

’

“{...} symptoms were repeatedly written off as constipation.” - women s-narrative

Women’s attempts to offer self-diagnostic suggestions were discounted or deprioritised, and embodied
knowledge was reframed as misinterpretation. This narrows the diagnostic frame: women whose
presentations align with dominant clinical templates (e.g., weight-based, reproductive, or

psychologically framed) are more readily recognised as fitting established diagnostic categories.



Women who fall outside these templates may be positioned as less diagnostically plausible, thereby

reinforcing professional authority in determining what counts as clinically credible illness.

A third pattern reveals how women's pain, particularly when located in the abdomen or torso, is

frequently described through a gynaecological lens:

“I clearly articulated my main symptom — excruciating pain in my left shoulder... They went straight
to gynaecological {...} my spleen had burst.” - women s-narrative

“{...} presented to emergency with irregular periods but said male doctors sent her away without any
investigation, years later, she was diagnosed with uterine cancer.”’- journalistic framing

“f...} treated as gynaecological when the problem was gastrointestinal - It turned out the woman's
bowel had twisted and turned necrotic — resulting in surgery to remove 20 centimetres of bowel” -
Jjournalistic framing
Such discursive tendency prioritises reproductive explanations, sometimes preceding consideration of
cardiac, gastrointestinal, or haematological conditions. Furthermore, the clinical relevance of women’s
symptoms may become dialogically associated with reproductive organs, while alternative pathologies
are less foregrounded. Professional authority appears discursively structured, not simply in what is said,
but in the construction of diagnostic attention and the sequencing of what is considered clinically

plausible.

Across these patterns, professional voice is frequently constructed as objective, rational and
dispassionate, while women’s voices are, at times, positioned as emotional and consequently less
authoritative. Thus, authority is represented as being reinforced through confident categorical
statements that draw on and potentially reproduce gendered assumptions about women’s bodies and
pain. However, it is important to note that these findings illustrate how medical encounters and
associated power dynamics are framed publicly, rather than how they may realistically unfold in clinical

settings.

3.2 Epistemic struggle

This formation concerns how women position themselves and are positioned in relation to knowledge
about their own bodies. Epistemic markers such as “know”, “think”, “believe”, “feel” and reflexive
doubts (“Is this in my head?”’) are indicative of a discursive tension between embodied certainty and
emerging self-doubt - within the encounters described in these media accounts. One pattern suggests
that women assert strong experiential knowledge, contrasting current symptoms with their own histories
to mark difference and seriousness:

’

“I knew it wasn t that kind of pain” - womens’ narrative
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“They told me that couldn t be right. ‘If it was that bad you wouldn 't be able to walk’ - women's
narrative
“5 times I said you need to put needle in left arm because right side doesn't work, I was totally

ignored” - women s narrative

Linguistically, emphatic constructions (“knew”, “never”) and contrastive markers (“this is not the same
as before”) foreground women’s expertise. Yet such experiential knowledge (as represented in these
media accounts) appears subordinated to professional judgement. The function of these narratives is
two-fold: first, they demonstrate women’s epistemic labour in tracking their own bodies, and second,
they highlight the perceived devaluation of that labour. This is illustrated within a second pattern, in
which epistemic verbs are used to narrate a gradual questioning and erosion of self-trust in women’s

accounts of their own bodies:

“I went away questioning my sense of reality.” - women § narrative
“*Dad, is this just in my head?’” - women s narrative

>

“After so many dismissals, I started to believe them.” - women s narrative

“I began to think I was a hypochondriac.” - women's narrative

As described in the accounts represented within the corpus, repeated professional minimisation seems
to extend beyond diagnostic delay, depicting how some women describe coming to interpret their own
bodily sensations. As illustrated in the above mediated accounts, doubt appears to become internalised,
as women reported hesitating to seek or persist with care; enacting Foucauldian self-surveillance in
which subjects monitor, constrain, and correct their own claims to fit institutional expectations
(Foucault, 1982). The effect can be understood, from a Foucauldian perspective, as a formidable form
of disciplinary power whereby women anticipate dismissal and moderate their self-experiencing
accordingly. In contrast, a third pattern suggests that, within some reported accounts, women explicitly

In

name "gaslighting'" and seek external validation:
“I felt medically gaslit.” - women s narrative
“It made me feel like I was going crazy.” - women s narrative
“Reading these articles is giving her comfort that there s acknowledgement that it’s happening.” -

women s narrative

This discursive formation can be understood, in Foucauldian terms, as a counter-discourse where

women attempt to reclaim interpretive authority by locating their experiences within a broader pattern

! Gaslighting is defined as a manipulation tactic which makes someone question their own reality — examples include, denial, minimising
feelings, trivialisation (merriam-webster.com)
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of structural bias, rather than individual failing (Foucault, 1982). In doing so, it offers an alternative
subject position: women are not only positioned as patients, whose accounts may be trivialised or
pathologised, but also as individuals who are critically aware of potential systemic biases. However, the
need to seek validation also suggests that some institutional interactions (as reported within the corpus)
may destabilise confidence in women’s embodied knowledge. In this sense, media accounts depict
encounters as shaping not only diagnostic outcomes but also how women position themselves as
knowers of their own bodies. The mediated accounts examined here, appear to depict women navigating

a tension between sustaining embodied certainty and deferring to professional judgement.

3.3 Communicative asymmetry

This formation captures how conversational structures, particularly around who “tells” and who is
“told”, appear to reflect asymmetrical flows of knowledge as represented in these mediated
representations of clinical encounters. It is visible both in women’s accounts of being instructed and in
institutional explanations of policy and procedure. One pattern reveals this through the repeated use of
"told" and passive "was told", which positions women as primarily recipients of information rather than

active participants in decision-making or suppliers of information:

“{...} were told to try yoga or lose weight” - journalistic framing
“{...} was told, that's just the way it is.” - women s narrative
“I was told I was overestimating the pain and blood loss” - women's narrative
went to see the GP, and said, ‘[My body] doesn t feel right’, and was told it was just grief, anxiety and

3 s ;) .
leftover pregnancy hormones’- women's narrative

In the narratives represented within the corpus, information is frequently described as flowing
predominantly from clinician to patient, with limited indication of negotiated dialogue. The discursive
function is both descriptive and evaluative: by reporting these formulations, women highlight perceived
constraints on shared decision making. From a Foucauldian perspective, this discursive asymmetry can
be interpreted as reflecting and potentially reinforcing institutional hierarchies, in which professional
speech carries greater authority than patient narration (Foucault, 1982). Another pattern illustrates a
gendered asymmetry in the discursive construction of urgency through contrasting narratives about

testicular and ovarian torsion:

“A suspected testicular torsion case went up the road with lights and sirens straight to theatre.” -
expert interview
“For the woman with suspected ovarian torsion, a ‘wait-and-see’ approach was suggested.” - expert

interview
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“Patients were being set up to fail if their outcomes depended on which hospital they chose to attend”

- journalistic framing

Within the corpus, male reproductive emergencies are more often described as time-critical, whereas
female reproductive emergencies are more commonly framed as diagnostically uncertain and
potentially deferrable. This asymmetry reflects the broader discursive problematisation of the female
body as “other,” where women’s reproductive health concerns are more readily treated as chronic,
ambiguous, or non-urgent rather than as acute medical needs. A third pattern can be understood as

institutional voice neutralising responsibility through abstract, impersonal language:

“Our hospitals want to treat every patient as soon as possible.” - expert interview
“Patients are seen in order of clinical urgency.” - expert interview

“We sincerely apologise and pledge to deliver respectful, evidence-based and equitable care.” -

expert interview

This discourse frames adverse events as unfortunate yet systemically managed occurrences, which may
diffuse individual responsibility while maintaining institutional authority. Women’s detailed accounts
of being left “in extreme pain for hours” are juxtaposed with formulaic institutional assurances, creating
a tension between experiential narrative and organisational explanation. These communicative patterns
reflect and potentially reproduce power relations (Willig, 2008) that shape how women's accounts are

received and how clinical decisions are represented in these mediated narratives.

3.4 Psychiatric Containment

In the corpus, verbs such as “dismissed”, “ignored”, “gaslit”, “locked up”, and “not believed” feature
in mediated accounts describing women being positioned as less credible, marginalised within decision-
making, or framed as risks to themselves or others. Women explicitly name this disempowerment
through dismissal:

“I was treated like a hysterical mother.” - women s narrative
“They didn t listen. They did not take a proper history.” - women s narrative

“More than 2000 women described feeling gaslit, dismissed or being told their pain was ‘all in their
heads’.” - journalistic framing

“I was sent home three times before they took me seriously.” - women's narrative

These formulations foreground professional action (or inaction) rather than individual pathology,

reframing the site of concern from the woman’s body or psyche to the clinical interaction.
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A second pattern reveals how disbelief escalates discursively from dismissal to institutional
confinement through psychiatric labelling. In the encounters represented in these texts, women’s
complaints are frequently attributed to a psychiatric cause. The psychologising of women’s symptoms,

as mentally disordered or risky renders involuntary interventions clinically warranted.

““I was experiencing an occasional shortness of breath and pain in my back. My then GP prescribed

’

an antianxiety drug ... I changed doctors who discovered I had lung cancer.” - women s narrative

“She was involuntarily detained under the Mental Health Act.”’- journalistic framing

>

“Her complaints were quickly attributed to a psychiatric cause.” - journalistic framing

’

“I had neurological symptoms but was told it was all in my head and prescribed psychiatric drugs.” -
women s narrative

Historical references to “hysteria” and asylums in the mediated reporting explicitly connect these
contemporary practices to longer-standing patterns in which women’s distress or dissent has been
medically pathologised (Shetty et al., 2020). From a Foucauldian perspective (Foucault, 1982), this
discourse extends beyond symptom interpretation to the regulation of gendered norms, -as framed
within these public accounts. It situates individual experiences within structural and historical frames,
establishing male-centric research and knowledge as part of broader systemic patterns rather than
isolated clinical events. It also links narrative to action, through calls for guideline reforms, Medicare
audit, and women-led inquiries. In doing so, it makes available alternative subject positions for women

as advocates, campaigners and knowledge producers (Willig, 2008).

In contrast, a third pattern shows counter-discursive naming, where “medical misogyny”, “sexist
practice”, and “gender bias” are explicitly referred to (across all genres). Journalistic framing situated
individual encounters that did not wish to lay blame with individual clinicians, rather within broader
structural critiques, such as “a health system that historically evolved to reflect the needs of men”. In
the accounts analysed, psychiatric containment and counter-discursive naming thus coexist as practices
through which women appear to be both regulated and repositioned within dominant knowledge

frameworks that are continually circulating within the social world.

4. Discussion
This corpus-assisted discourse study aimed to examine how public discourse constructs and interprets
women’s healthcare experiences as medical misogyny (Marchi & Taylor, 2018; Willig, 2008). Four

specific discursive patterns, authority and normalisation, epistemic struggle, communicative
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asymmetry, and psychiatric containment, were identified through which gendered power appears to be
represented as both constituted and contested. These insights are important to consider within nursing
as these discourse patterns, when used as outlined within this paper, can lead to gender biases that
sustain conditions where women's experiences are routinely devalued, disbelieved, or dismissed (House
of Commons Women and Equalities Committee, 2024; Jackson et al., 2025). For example, authoritative
discourse positioned women’s pathology as a “normal female experience,” echoing Rose’s (2007)
analysis of medical normalisation, in which professional judgement establishes bodily norms that render
women’s pain unremarkable and undeserving of investigation. The discourse patterns identified in this
study further suggest that categorical adverbs such as “definitely,” alongside narrative attribution,
narrow the diagnostic frame and align legitimate illness with stereotypically male presentations. As
represented within the corpus, women moved from embodied certainty about their own bodies to
internalised doubt ("Is this in my head?"), which maps directly onto Thompson et al.'s (2022) concept
of health-related communicative disenfranchisement. This epistemic struggle was illustrated in the
findings through three discourse patterns: emphatic assertions like "/ knew..." that were reported as
being overridden by professional dismissal, epistemic verbs such as "questioning" and "believe" that
signalled self-doubt, and explicit "gaslighting”" being named in resistance to apparent systemic biases.
These findings build on Thompson et al.’s (2022) work by highlighting the specific words and
grammatical choices serve to position women as needing to perform credibility work to be believed
about their own bodies, highlighting how epistemic injustice operates as a form of structural inequity
within healthcare knowledge practices (Jackson et al., 2026). This reading is supported by a 2025
qualitative systematic review of women with PCOS, which found delayed diagnosis, repeated dismissal,
limited information provision, and reduced trust in healthcare practitioners (Zhang & Lalor, 2025). This
pattern can also be understood as a form of symbolic violence, whereby dominant clinical discourses
impose and naturalise meanings that are misrecognised as legitimate, leading women to internalise
doubt about their own embodied knowledge (Bourdieu & Wacquant, 1992). Here, the devaluation of
women’s accounts operates not simply at the interpersonal level but through institutionalised linguistic
and epistemic norms that reproduce asymmetries in clinical authority. For nursing practice, this
positions nurses as critical agents of intervention, where increased discursive awareness may enable the
disruption of symbolic violence through practices that explicitly validate and preserve patients’

epistemic authority.

A pattern of "told"/"was told", noted within the mediated narratives, can be read as echoing Foucault’s
clinical gaze through grammatical asymmetry. In the encounters represented in these texts, women
consistently described unidirectional knowledge flow: pronouncements like "definitely don't have..."
positioned women as passive recipients — seemingly unknowing about their own bodies. This
grammatical asymmetry is reflected in the "lights and sirens vs wait-and-see" contrast between

testicular and ovarian torsion cases, noted by women, reporters, and expert commentators across the
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corpus, where male emergencies were described with language of immediate action, whereas female
emergencies are described with language of diagnostic deferral and resource constraint. As noted in the
accounts analysed, institutional responses indicated diffuse accountability through abstract, impersonal
formulations such as "patients are seen in order of clinical urgency," which appeared to provide a
‘rationale’ for women being left in extreme pain for hours. These discursive mechanisms complement
Pelletier et al.'s (2014) quantitative evidence of gendered care disparities by revealing macro-level
language that appears to render unequal treatment justifiable at micro-level encounters. Here, triage
ethics operates as a legitimising discourse, where ostensibly objective criteria of clinical urgency may
be shaped by gendered interpretations of symptoms, reinforcing patterns of epistemic injustice in the

allocation of care.

Patterns of psychiatric containment and epistemic exclusion appeared to indicate a spectrum of extreme
psychiatric framing to explicit structural critique. On the one hand, media accounts described women
experiencing being "involuntarily detained under the Mental Health Act" and neurological symptoms
dismissed as ‘psychology or emotional’ with psychiatric drugs prescribed, thus echoing historical
"hysteria" institutionalisation. And, on the other hand, women directly named systemic "medical
misogyny," positioning it as limiting equitable care for women. In terms of the latter, and unlike prior
studies framing dismissal as passive victimisation (Samulowitz et al., 2018; Merone et al.,
2022), women are presented as actively constituting a counter-discourse (Jackson et al. 2026). Naming

"gaslighting," "medical misogyny," and calling for action functions to reclaim women’s epistemic
authority, transforming existing subject positions: from women as pathologised or trivialised patients, to
advocates and commentators on systemic biases (Willig, 2008). This duality, disciplinary constraint
("sectioned") meets resistive agency (noting of “sexist practice"), illustrates Foucault's (1982)
productive power: discourse does not simply marginalise women but equally, it enables them to
challenge the structures that position them as such. While Thompson et al. (2022) showed women
performing exhausting "credibility work" to be heard, the mediated accounts analysed here suggest
women shifting from attempts to secure credibility toward naming systemic biases directly. Such
patterns may suggest that some women are no longer orienting toward assimilation into these norms.
Cleghorn’s (2021) historical analysis is informative here, demonstrating that women’s symptoms have
long been interpreted through gendered assumptions that position them as unreliable narrators of their
own bodies, often resulting in dismissal or psychologisation. Within this context, credibility work can
be understood as an adaptive response to entrenched epistemic hierarchies. Instead, the women’s
accounts represented within this corpus name such ‘norms’ themselves as problematic. This distinction
is subtle yet significant. Credibility work operates within existing structures, accepting biomedical
authority in order to gain recognition, whereas naming systemic bias represents a refusal to accept that
authority uncritically. Importantly, this shift does not eliminate the material consequences of disbelief.

Women continue to experience delayed diagnoses, inadequate treatment, and the cumulative burden of
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navigating care while unwell (House of Commons Women and Equalities Committee, 2024; Jackson et
al., 2025). These dynamics reflect the operation of symbolic violence, whereby inequitable meanings
are naturalised within clinical practice and enacted without requiring overt intent (Bourdieu &
Wacquant, 1992; Watson et al., 2026). However, the act of naming systemic bias appears to function as
a form of epistemic resistance. It reclaims interpretive authority over one’s own experience and situates
suffering within a socio-historical context rather than as an individual failing. In this way, resistance is
not merely reactive but generative, producing counter-discourses that challenge the taken-for-granted
authority of biomedical knowledge and expose the conditions under which certain bodies are rendered

credible or not.

4.1 Limitations

This study has several limitations. The dataset comprises media-produced texts and mediated personal
narratives, which may reflect journalistic framing and selective reporting rather than unfiltered clinical
interactions. As a result, the findings represent how women’s healthcare experiences are publicly
constructed rather than how communication unfolds in real-time practice. The analysis is also shaped
by the interpretive nature of Foucauldian discourse analysis, which requires theoretical sensitivity and
researcher reflexivity. While this approach offers analytic depth, interpretations are necessarily situated
and shaped by the researchers’ perspectives. Despite the extensive reflexivity and analytic transparency
used throughout this study, alternative interpretations of the data remain possible. Corpus methods
similarly prioritise detectable linguistic regularities, meaning more subtle or low-frequency discursive
cues may not be captured. Finally, the corpus size (37,327 words) is modest relative to large-scale
corpus studies. Although this scale supports close, context-sensitive reading aligned with Foucauldian
methodology, it restricts the extent to which broader linguistic trends can be generalised across media
or healthcare discourse. These limitations highlight that the study illuminates discursive patterns within

a specific mediated context, rather than providing generalisable claims about all clinical interactions.

5. Implications for nursing practice

These discursive patterns have implications for nurses, who are well placed to recognise and respond
to the language patterns in clinical encounters. Such awareness can inform communication, advocacy,
and documentation practices, helping to reduce epistemic exclusion in real-time interactions (Jackson
et al.,, 2025; Mainey et al., 2024). For instance, normalising formulations should be avoided in
documentation and handovers; instead, nurses could document patients’ own comparative language,
such as “reports this pain is different from previous episodes,”. In triage and pain assessment, the
findings suggest the need for training that prompts reflection on how terms such as “non-specific” or

“probably anxiety” may downplay risk when used in women’s records. Where women’s distress is
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quickly attributed to psychiatric causes, nurses should first consider whether adequate physical and

psychological assessments have been completed.

Nurse Leaders

Leaders should embed discursive awareness in education, supervision, and reflective practice. Corpus-
informed examples can help staff recognise how language shapes clinical reasoning, especially where
symptoms may be prematurely attributed to psychological causes. Leaders can also support policies

that challenge androcentric norms and promote trauma-informed, gender-sensitive care.

Healthcare Organisations

Organisations should integrate discursive considerations into policies, documentation systems, and
clinical guidelines. Standardised language in records and triage pathways can reinforce symptom
dismissal, so templates, descriptors, and decision-support language should be reviewed. Training and

quality improvement initiatives should help staff recognise and interrupt epistemic injustice.

Overall, these findings position discursive awareness as a component of safe, equitable nursing practice,
requiring both individual reflexivity and organisational support through education and policy.
Addressing these patterns may go beyond improving communication to disrupt subtle operations of
symbolic violence within clinical encounters, where inequitable meanings may be reproduced and

normalised through everyday language.

5. Conclusion

This study highlights how discursive patterns within mediated accounts of healthcare contribute to
gendered dismissal and epistemic exclusion in women’s healthcare experiences. Although the corpus
is locally situated, the discursive patterns identified resonate with gendered communication challenges
reported across a range of healthcare systems internationally. Ultimately, addressing these challenges
requires not only individual reflexivity but also sustained organisational and cultural change,

positioning nursing as a critical site for advancing more equitable and responsive healthcare.
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