Daswani et al. BMC Medical Education ~ (2025) 25:124 BMC Medical Education
https://doi.org/10.1186/512909-025-06690-1

“You're not taught to think about the words
you use and then it just perpetuates’—

a qualitative examination of medical students’
perspectives of stigmatising language

in healthcare
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Abstract

Background Stigmatising language is used commonly in healthcare, affecting healthcare providers' perceptions of
patients and care delivery. Using person-first language is best practice, however, it does not reflect reality.

Method This study examined medical students’ perspectives on stigmatising language in healthcare. Twenty-one
medical students at the RCSI University of Medicine and Health Sciences participated in four focus group interviews; a
thematic analysis of the data was conducted.

Results Seven themes were identified: prevalence of stigmatising language, its impact on students and patients,
being sensitive versus medically accurate, evolving nature of recommendations for language use, barriers to changing
practice, power dynamics and cultural context influencing language use, stigmatising language being a societal issue.
Participants provided recommendations for improving language use in healthcare: open discussions and student
feedback on language in the learning environment, lecturers signposting person-first language, training workshops
on person-first language for clinicians and lecturers, and social intelligence skills training.

Conclusion Study findings highlight the impact of stigmatising language in healthcare. To address this issue and
inform guidance for future generations of professionals, medical students recommended more open dialogue and
improved social intelligence.
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Background

Person-first language in healthcare prioritizes respect
for the patient, acknowledges patient autonomy, and
promotes positive, collaborative patient-provider rela-
tionships [1, 2]. Though considered best practice, it is
not always implemented. Terms centering medical con-
ditions over the person (e.g. “addict, “schizophrenic,’
“demented,;” “paraplegic,” “obese”) are frequently used to
describe patients [3]. Words such as “defect” [4], “disor-
der” [5], “presenting complaint” [6], have negative conno-
tations in society and in healthcare.

The use of stigmatising language in healthcare may
be unintentional [7] and hold a functional meaning in
the clinical environment. However, there is consensus
that stigmatising language used in healthcare settings
is a problem [8]. It can be disempowering and serve to
belittle and shame patients, infer to patients that they
are to blame for their conditions, or that they are passive
recipients of care with minimal role in making treatment
decisions [6, 9]. Stigmatising language can affect patient
outcomes. For example, patients with obesity who expe-
rience stigmatising language have poorer outcomes in
weight management treatments, increased psychological
distress, and reduced healthcare utilisation [10].

Language use also influences healthcare profession-
als” perceptions of patients [11]. Medical students and
resident doctors who read medical notes of a patient
with sickle cell disease written using stigmatising lan-
guage had more negative attitudes towards the patient
compared with those who read a neutral version of the
note. Resident physicians who read the stigmatising note
were less likely to prescribe pain medication, highlighting
how bias can be transmitted through language use and
directly impact patient care [12].

The goal of using person-first language is to empower
patients and facilitate better therapeutic relationships
between the patient and healthcare provider. Doctors
and medical educators need to appreciate the power of
their words and realise their role in leading change in
the medical lexicon to foster an ethos of person-first lan-
guage [13]. Language biases can be perpetuated in clini-
cal training; the effectiveness of language interventions in
medical education settings is unknown [6].

Problem formulation/purpose

To understand the scope of the problem of stigmatising
language within medical education and identify what
types of interventions medical students and lecturers
would value, medical students were interviewed in this
study. They shared their experiences of stigmatising lan-
guage in healthcare and education settings and recom-
mendations for change.
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Method

Study design

An inductive qualitative study approach was used for an
in-depth understanding of the language complexities in
healthcare from a constructivist research paradigm [14,
15].

Participants and procedure

Ethical approval was granted by the RCSI University of
Medicine and Health Sciences Research Ethics Commit-
tee on February 22, 2022. All students, regardless of year
or course of study, were invited to participate via a gen-
eral information post on the university’s Virtual Learn-
ing Platform and directed to a Microsoft Forms link to
view the participant information sheet and anonymously
indicate availability for one of four pre-selected inter-
view dates and times. There were no exclusion criteria for
participation.

Focus groups were conducted in-person on the uni-
versity campus in April 2022, facilitated by at least one
student researcher and a staff researcher. A semi-struc-
tured interview schedule was designed to explore student
experiences of stigmatising language during their medi-
cal training. This allowed the researchers flexibility when
questioning whilst using prompts as needed to explore
three key areas: the experience of stigmatising language
use and effect of stigmatising language in healthcare;
experiences of stigmatising language use and the effect
of stigmatising language in medical education; and rec-
ommendations for improving person-first language in
medical education and healthcare settings. Focus groups
lasted approximately one hour. Participants were pro-
vided with food and beverages.

Data collection and analysis

Interviews were audio-recorded by Dictaphone and the
Microsoft OneDrive transcription function was used to
transcribe interviews. Transcripts were checked for accu-
racy and de-identified by researchers. Data was organised
using NVivo Version-12.

Demographic information pertaining to the partici-
pants’ university course, age in bands (1 [9]-25; 26-35;
36—45; 46+), and primary language was recorded to con-
textualise the sample. This data was collected using an
anonymous questionnaire at the focus group and anal-
ysed using Stata Version-12.

Twenty-four participants responded to the recruitment
post. Twenty-one participants took part in 4 focus group
interviews, ranging in size from 2 to 11 participants.
Participants ages ranged from 18 to 25 (57%) and 26-35
(43%). 90% reported English as their primary language
and 33% reported having a chronic health condition.

Reflexive inductive thematic analysis (TA) was con-
ducted following a six-step guideline [16]. Two study
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Table 1 Examples of stigmatising language reported and
suggested person-first alternatives
Stigmatising language examples
observed by participants in medi-
cal education

Person-first language
alternatives

Wheelchair bound Wheelchair user
Person who uses a wheelchair
Junkie Person who uses drugs

Person with drug dependence

‘Rotten’lungs Lung condition

Diabetic Person with diabetes
(Note: diabetic person may be pre-
ferred - it is recommended to ask
the person which term they use)
Chronic psychotic Person with psychosis
Person with mental illness
Schizo Person with schizophrenia
Heart defect (in utero) Congenital heart disease
Drunks Person with alcohol use disorder
Autistic Person with autism

(Note: autistic person may be pre-
ferred - it is recommended to ask
the person which term they use)

researchers (SD, EG) individually read transcriptions and
made notes of early impressions. Initial themes were gen-
erated using a theoretical TA approach [17, 18], and an
open coding process using semantic coding was applied
[19]. SD and EG separately coded each transcript, modi-
fying and developing themes through regular group dis-
cussions of semantic code content. Disagreements were
solved through discussion with the third researcher LM
until a group consensus was reached.

Initial themes were broad and predominantly descrip-
tive (i.e. describing semantic patterns in the data rele-
vant to the research question). These were collated and
grouped into sub-themes ensuring agreement between
SD, EG, and LM. Final themes (i.e. numbered 1 through
7 in Results) were refined through group discussions.
Reflexive practice was central to the analysis as the stu-
dent researchers were classmates with some participants,
and all focus group participants had interacted with the
staff researcher during their medical education. Open
dialogue and consideration of personal assumptions was
engaged throughout.

Results

Seven themes were identified and are outlined below
with supporting quotes. Additional quotes are included
in Appendix 1. Participants were assigned pseudonyms.
Person-first language examples of stigmatising terms
observed by students are outlined in Table 1.

1) Prevalence of stigmatising language

Page 3 of 7

Observing stigmatising language use was a common
occurrence in medical education and healthcare settings
with the feeling that it is ‘absolutely everywhere... used
flippantly among health professionals to students.” Partici-
pants observed that stigmatising language is “especially
damaging” in mental illness, where it was described as
‘almost like a bonding” between colleagues when words
such as ‘alcoholic, drug addict, schizophrenic, [and]
chronic psychotic” are used. Participants noted that health
professionals often did not correct their language, even
when patients highlighted it was incorrect.

One of the doctors was like “you’re wheelchair
bound” and the patient specifically said to them
“I'm actually a wheelchair user” and the consultant
is like “yeah... you're wheelchair bound” The word
bound suggests that the wheelchair is something that
they are unfortunately forced to use, which sort of
flips the whole idea that the wheelchair is...a mobil-
ity aid... it allows people to get around....

In teaching settings, participants recognised that lectur-
ers did not correct students’ language, viewing this as a
missed learning opportunity.

Someone said Tve never seen so many junkies
before... And the lecturer didn’t say anything. ...
we are sitting with knowledge, learning about drug
addiction and one of your students has just said
junkie in a professional setting and you are not
going [to do anything]... thats not an acceptable
[response].

2) Impact of stigmatising language

Students shared instances where fellow students were
personally affected by language used by lecturers. In one
instance the students had a lecture on serious respira-
tory illness. “They [the lecturer] didn’t use stigmatising
language per se, but they described the lungs as rotten...
and it happens to be that one of the students in our class
has... [the condition being discussed]” Whilst it was noted
that lecturers cannot be expected to know the situa-
tion of every student in the room, general consideration
is required. Such language is often unintentionally used
with negative impact.

From a patient perspective, participants felt that stig-
matising language use can make “patients feel as if they’re
defined by the condition... it can make the professional
sometimes think well, I'm just dealing with this condition,
not the patient..” The more stigmatised patients feel, the
less likely they are to speak about their concerns; this
may preclude them from seeking medical care.
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I'm already being judged for this condition that
I have, and the doctor has a preconceived notion
about the fact that it is a disease or disorder or
defect and that I am somehow a problem... so, I'm
not going to provide them with any more ammuni-
tion to carry that....

3) Being sensitive versus medically accurate

Participants acknowledged that there is a counterargu-
ment regarding the use of sensitive language; “Do you
change the actual scientific lexicon to accommodate cul-
tural trends?” One participant noted that if a patient is
overweight and doctors try to ‘censor that... we're mask-
ing from the patient what we think, right? That’s sort of

wrong” Caution must be taken against the cost of losing
transparency.

4) Language as constantly evolving

Participants felt it is “hard to keep up” with appropriate
language. Some felt “there’s never going to be [a] clear
demarcation as to what's appropriate and what'’s not... [as
the] lines and the goal posts are always shifting..” Rapid
evolvements in language can act as a barrier to language
progression.

5) Barriers to change

One reason for the perpetuation of stigmatising lan-
guage use in healthcare was highlighted as the ability to
“become desensitised to the language you use” Stigmatis-
ing words “roll off your tongue... you don’t typically think
of the impact of that certain word on the actual patient..”
Additionally, practicing medicine is stressful. “There is
so much to already think about, it’s kind of -as bad as it
sounds- I think sometimes it’s the last thing you're thinking
about it, even though we're told constantly how... commu-
nication is key in medicine..” The demands of providing
medical care impairs language awareness.

6) Influence of power dynamics and cultural context

Language cannot be analysed in isolation. Participants
advised the consideration of power dynamics as “...medi-
cine is either taught or administered from a place of
power... this person whether they’re my doctor or my pro-
fessor, they know better than me... you sort of defer to
them..” Participants referenced a hierarchy in medicine,
noting that if a student’s superior felt a stigmatising word
was ‘appropriate to use” they felt “..quite uncomfortable
standing up to that....

Additionally, modern healthcare is diverse, and “cul-
turally you can have different words that you use..” For
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example, some “might think that it [one word] is not a bad
word but other people would” Cultural sensitivities are
difficult to integrate.

7) Stigmatising language as a broader societal issue

Participants highlighted that “this isn’t a problem we can
solve just in medicine...it is a broader societal issue”

Recommendations for improving language use in medical
education and healthcare settings

Creating an environment where feedback to lecturers
from students is welcomed would foster an ethos of per-
son-first language. Open discussion and debate on issues
in medical language should be encouraged. Lecturers can
use their position to make a difference. To help students
develop the practice of using sensitive language, lecturers
should routinely signpost person-first language in rela-
tion to the topic being taught because “if it’s integrated
into the slides in the same way that every lecture slide has
the COVID information on the very front... you see it all
the time, you just know it..”.

Participants suggested that students should be encour-
aged to seek out patient preferences in communication-
based classes such as “Is it OK if I address you this way?
Or how would you like to be addressed?” 1t is also vital
that lecturers and clinicians are aware of recent guidance
regarding appropriate language use. However, as one par-
ticipant noted, caution should be taken as “if you're polic-
ing that [language] in their place of work and the people
they interact with every single day, I don’t know if it will
have the best outcome.”

Training workshops would ensure clinicians and lectur-
ers remained up-to-date. Presentations at Grand Rounds
or forums accessible to staff was highlighted as a method
to promote person-first language. Social intelligence in
healthcare was further stressed since “learning how to
read a room is very important in medicine”

Discussion
Findings of this study demonstrate the problem of stig-
matising language use in medical education and health-
care, across disciplines, levels of seniority, and patient
cohorts. Medical students feel that it impacts their edu-
cation and patient care, and often feel limited to drive
change for fear of impacting their relationships with
lecturers and clinicians who have influence over their
educational progression. Stigmatising language is fur-
ther perpetuated by fear of exclusion, awareness of the
power dynamics in healthcare as a junior doctor, and lack
of awareness of evolving guidance on use of person-first
terminology.

Students offered examples to improve the use of per-
son-first language in medical education. Fostering an



Daswani et al. BMC Medical Education (2025) 25:124

environment where students can highlight instances of
stigmatising language use and engage in discussions with
lecturers and clinical staff without fear of personal or
academic consequences would allow students to develop
confidence in using person-first language with patients.
It was highlighted that medical educators also have a
responsibility to educate themselves on person-first lan-
guage in their areas of expertise and provide appropri-
ate signposting for students to up-to-date language and
terminology. Additionally, lecturers have a responsibility
to be self-aware of the impact of their terminology on
students.

Participants highlighted that policing language in med-
ical education and clinical practice may restrict one’s
intuitive communication style and detract from the focus
on optimal care delivery [20]. The euphemistic treadmill
refers to replacement of potentially offensive, emotion-
ally laden words with “polite” words that, over time, also
become offensive, perpetuating a need for newer replace-
ment words. This phenomenon highlights the constantly
evolving nature of language and the difficulty of keeping
informed on emerging developments in person-first lan-
guage. In the setting of the competing demands of clini-
cal practice, this phenomenon does not harbour an easy
path [21].

The role of the hidden curriculum in medical educa-
tion must be acknowledged [22]. The French philosopher
Michel Foucault developed the concept of the ‘medical
gaze, which describes how doctors objectify the patient’s
story through a biomedical lens and thus only focus on
pertinent clinical information [23]. The use of medical
slang may serve a dual purpose in developing camarade-
rie whilst serving as a way to distance oneself from seeing
illness and death regularly, through the process of filter-
ing out the patient’s subjectivity [7]. Slang most com-
monly begins in third year of medical school and peaks in
internship and junior years as a way to relieve stress and
burnout from considerable professional responsibilities
and long working hours [24].

Working with patients from a biopsychosocial para-
digm which integrates clinical objectivity with the
patient’s subjective experience involves social intelligence
when working with patients is a critical skill as a doctor
but often overlooked in medical training. Consequently,
improving social intelligence and awareness of the power
of words was highlighted in the findings as a recommen-
dation for change in medical education.

Current teaching strategies to improve person-first lan-
guage in healthcare education and amongst health pro-
fessionals have employed various methods. The use of
patient videos has been used to help clinicians identify
their unconscious biases [25], along with receiving feed-
back from patients and carers [26]. The RESPECT Model,
developed with nursing professionals, promotes Rapport,
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Environment/Equipment, Safety, Privacy, Encourage-
ment, Caring/Compassion, and Tact when communicat-
ing with patients [27].

A number of condition-specific guidelines can be an
essential resource; for example, Obesity UK provide
guidelines on communication with patients with obe-
sity, including a focus on: avoidance of labelling and
language that implies blame and generalising; collabora-
tion; awareness of the power of language and non-verbal
communication; noticing the language patients use about
their own conditions; communicating evidence-based
information. The International Network of People who
Use Drugs provide a reference guide that emphasises
avoidance of language that diminishes the person’s value
and assumptions about the person’s identity; it stresses
the use of empowering language and valuing the perspec-
tive of the person who uses drugs.

Participants in this study raised the issue of stigma-
tising language as a broader social issue, particularly in
areas of disability, race, ethnicity, gender identity, and
sexual orientation. Efforts to address stigmatising lan-
guage are evident in public-facing sectors including jour-
nalism [28], communications and marketing [29], and
academic writing; this may serve to bring awareness and
education to society [30].

Study limitations and directions for future research
Analysis of medical students’ perspectives from a single
institution may limit the representativeness of findings
presented; however, RCSI has a student cohort from over
69 countries. Additionally, the examples provided are
paraphrased from the students memory of what a clini-
cian or lecturer said and may not be verbatim. Future
research examining the lecturer’s perspective on stigma-
tising language use in healthcare and the perspectives of
students representing other healthcare disciplines (e.g.
nursing) would provide a broader context. To address this
research gap, we have conducted a similar study contain-
ing focus groups with staff medical lecturers at our insti-
tution; preliminary analysis indicates concordance with
student views on the breadth of this problem in health-
care and strategies for change. The Lancet Commission
on ending stigma and discrimination in mental health
states that recognition of the lived experience of the
patient is an essential part of any anti-stigma programme,
and patient inclusion in training initiatives is imperative
[31]. Thus, future research examining patient experiences
is essential to developing initiatives to improve person-
first language in healthcare.

Conclusion

Stigmatising language in healthcare is an evolving topic
with little guidance. This qualitative study was the first to
examine medical students’ perspectives on stigmatising
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language in medical education and healthcare. Stigma-
tising language use was identified as prevalent across
medical disciplines and amongst diverse patient cohorts;
it has an impact on medical education and clinical prac-
tice. There is a need for inclusion of person-first language
training in core medical curricula to address the perpetu-
ation of stigmatising language use in healthcare. Further,
medical educators have a responsibility to educate them-
selves and role model appropriate person-first language
in their given disciplines. Fostering a culture of open
dialogue between students and medical educators on the
impact of stigmatising language on patients and health-
care delivery can bolster student confidence to challenge
stigmatising language in healthcare settings, engage in
effective communication with patients, and serve as
exemplary future medical professionals.
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