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Abstract 

Objective: Gender can be a valuable resource in communication but also a problem, 

perpetuating gender stereotypes. So far, there has been little attention for how 

healthcare professionals and patients make gender relevant in medical interactions. The 

approach of Membership Categorization Analysis (MCA) is particularly pertinent to 

meticulously analyze gender in medical communication. Applying MCA, this study 

analyzes how activity descriptions implicitly associated with gender stereotypes, e.g., 

“carrying a laundry basket up the stairs”, feature in the course of GPs’ explanations of a 

question or diagnosis. The aim is to provide a new perspective on the relationship 

between gender and medical interaction, and to increase our understanding of how 

gender stereotypes are reproduced in the medical setting. 

Method: Two cases of GPs using gendered explanations in Dutch general practice 

interactions are analyzed turnby-turn using MCA. 
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Results: The findings show how GPs’ descriptions of gendered activities serve the 

exemplification of technical terms, designed for the specific patient, while also casting 

the patient in a traditional gender role. 

Conclusion: Invoking gender in medical interaction may serve a communicative goal 

while also perpetuating stereotypes. 

Practice implications: Insight in the subtleties of gender construction in medical 

interactions could enhance gender awareness and sensitivity in healthcare. 

1. Introduction  
Gender awareness and inclusiveness are growingly important topics in healthcare, and are 

especially important in communication between healthcare providers and patients. However, what 

has been largely overlooked by previous research is how gender in this communication features as an 

aspect of the interaction between the participants. The approach of Membership Categorization 

Analysis (MCA) offers a perspective and an apparatus to meticulously dissect speakers’ collaborative 

gender construction in social interaction. Studies in this research tradition have shown that gender is 

a systematic accomplishment of members within a culture, as an aspect of social structure [1] and of 

communication (‘talk-in-interaction’) specifically [2]. Using MCA, we showcase how gender is a live 

aspect of medical interaction, which can be both a valuable resource and a problem, as it may 

perpetuate stereotypes and (heterosexual and cisgender) norms. Specifically, we examine how 

gendered activity descriptions, such as “carrying a laundry basket up the stairs”, feature in the course 

of GPs’ explanations of a technical term (“exertion”). The aim is to extend the scope of research on 

the role of gender in medical interaction, and to provide new insights in how gender norms and 

stereotypes are reproduced in the medical setting [3–5]. 

The following anecdote illustrates MCA’s approach to, and understanding of, gender as a social 

construct (NRC, March 30, 2021, translation by the first author):  

 

A locksmith fixes a front door lock. During his work he only spoke to the man living in the house, 

but he did catch a glimpse of a woman. When he is finished, he calls into the corridor: “Madam, 

may I use your vacuum cleaner?” 

 

By addressing the request to the woman, the locksmith treats her – rather than him – as the most 

eligible recipient for this request, despite the fact that there has been no communication between 

them yet. Because vacuum cleaning is a description of an activity, culturally being associated with 

“women”, he also casts her as the one responsible for housework. But there is more. The fact that a 

national newspaper published this short story is evidence of how this type gender construction is 

culturally recognizable, that is, understandable (and potentially laughable) to readers of the 

newspaper. So the reported locksmith request, directed at the woman in the house, reproduces a 

gender stereotype and the publication of the anecdote in the newspaper underpins the social, 

cultural recognizability of the account as gendered, or even sexist. This is what is meant by gender as 

a “systematic accomplishment” of members of a culture. The stereotype of women as responsible for 

household labor is not only drawn upon, but also perpetuated with the request (and indirectly again 

with the newspaper publication). Crucially, this type of gender construction is not restricted to 

everyday interactions; it also occurs in institutional interaction such as in medical communication 

[3,4]. The systematics are to be found in the turn-by-turn unfolding of interaction, that is, in turn 

taking, grammatical construction, lexical choice, but also gaze direction and gesture. The question is 

what such linguistic gender construction is used to achieve in the medical context. 

The approach of Membership Categorization Analysis (MCA) supported by Conversation Analysis 

(CA) has a rich history in laying open the more and less subtle construction of gender in talk-in-

interaction [2,6]. MCA examines how membership categories (such as “male”, “white”, “straight”) 
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are used by participants in social interaction, either by explicitly naming the category, or more 

implicitly through inferring attributes or activities conventionally understood as indexing a certain 

category (“drinking beer”, “attending a nail salon”). It is exactly in its mundane-ness that gendered 

assumptions and practices are perpetuated: “the more natural, taken-for-granted and therefore 

invisible the categorization work, the more powerful it is” (p.111) [7]. Central to MCA is the focus on 

“members’ methodical practices in describing the world, and displaying their understanding of the 

world and of the commonsense routine workings of society” (p. 47) [8]. With regard to gender, this 

means that the analytical focus is on “how taken-for-granted ‘facts’ about gender-appropriate 

behavior and characters are worked out routinely in talk” in the context of general practice 

consultations (p. 472) [6]. In other words, stereotyped representations and normative assumptions 

about gender are analyzed for how they emerge from the organizational structures of conversation 

[9]. 

In this article, we examine how physicians subtly invoke gender in general practice consultations 

[6]. In the two cases we analyze, the gender construction occurs in GPs’ exemplifications of medical 

concepts, through descriptions of recognizably gendered activities. As we show, the GPs’ illustrations 

display an orientation and sensitivity to the patients who are the recipients of the explanations, as 

they are in line with the patient’s perceptual gender, specifically “carrying a laundry basket up the 

stairs”, “watching soccer”, and “brawling five masked men”. Our analysis centrally offers a new 

perspective on the subtleties of gender construction in medical interactions, and may increase 

physicians’ awareness of it [3]. 

2. Methods 

2.1. Membership Categorization Analysis and Conversation Analysis 
As mentioned above, we use the microanalytic method of MCA supported by CA to analyze 

gender in naturally occurring GP consultations. Categories may be employed relatively 

straightforwardly with nouns such as “female”, “man”, “guys” or “slut” [2,6,10]. However, they may 

also work more indirectly through (descriptions of) attributes or activities that are associated with 

such categories (“category-bound activities”). In fact, “one can allude to the category membership of 

a person by mentioning that person’s doing of an action that is category bound” (p. 470) [11]. It is 

important to note that categories and related activities do not ‘go together’ in a decontextualized 

way and cannot simply be claimed by the analyst [2]. It is by selecting the woman in the house as the 

recipient of the request ‘may I use your vacuum cleaner?’ rather than the man who was the 

interaction partner so far, that gender is invoked. This is not dependent on the analyst’s 

interpretation. Neither is it the gendered address term (‘Madam’) which makes gender relevant per 

se. In fact, explicit mentioning of a gender category is neither necessary nor sufficient as evidence for 

gender relevance [12]. Participants may orient to a category as shaping the conduct at hand despite 

not being explicitly mentioned [13]. So, the orientations of participants in interactions are privileged 

as a primary basis for characterizing the context(s) for some conduct under examination [13], which 

may prove challenging for the analyst. MCA’s premise is that the ‘going together’ of categories and 

activities “is achieved and is to be found in the local specifics of categorization as an activity” (p. 46) 

[14]. This analytical focus may, for instance, provide insights in how stereotypes regarding gender 

and domestic work are perpetuated in everyday interactions [15], or how everyday sexism is 

challenged [16]. 

CA is an approach to social interaction which centers on the sequential analysis of interactional 

phenomena [17]. It is frequently used in combination with MCA to excavate the situated, sequential 

context of category use [15,16]. One of the most important principles that has been found to drive 

interaction is recipient design. Recipient design refers to the ways in which talk is designed in ways 

which “display an orientation and sensitivity to the particular other(s) who are the coparticipants” (p. 
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727) [18]. Recipient design can be achieved in lexical choice: certain terminology may be selected (or 

avoided) depending on the speaker’s understanding of who the recipient is. In a medical setting, 

recipient design can be found in selecting the word “flu” versus “viral infection”[19]. Recipient design 

is also manifested in the way in which questions are designed. For example, the negatively polarized 

question “do you exercise at all?” rather than “do you exercise?” is recipient designed when it has 

just been determined that the overweight, hypertensive patient has gained eleven pounds and works 

at least a sixty-hour week in a restaurant [20]. So, simply put, speakers choose words and otherwise 

design their talk for the specific other. By implication, this may also cast the recipient as a member of 

a particular category (e.g., “overweight person”). 

In this article, we examine how activity descriptions come up and are oriented to as gendered in 

medical interactions [9]. This means that the analyst’s job is to specify how an orientation to gender 

is consequential for the course of the interaction (p. 133) [21]. According to CA methods, we analyze 

the sequential position of each gendered activity description within the ongoing interaction, the 

design and action orientation of the turn in which the category-work appears, and look for evidence 

for how participants orient to the description [2], which in our case includes recipient design. 

2.2. Data and procedure 
Based on our interest in the relationship between gender and medical interaction, we initially 

screened 70 verbatim transcribed consultations from the CATMUS corpus [22] for potential speaker 

orientations to gender. Four consultations stood out as gender seemed to be “flagged” by 

descriptions of activities that did not seem “medically” relevant, in contrast to gender-related 

symptoms such as menopause complaints. For reasons of space and given the journal’s relevance to 

physicians, we chose to analyze the two instances in which the GPs (rather than patients) were using 

gendered descriptions for further analysis. The two cases are follow-up visits with two different GPs 

(both male), involving one male patient (43 years old) and one female patient (66 years old) with a 

male companion. We screened an extra 87 consultations from the corpus, yet we did not find 

additional cases of physicians invoking a hearable gendered activity (e.g., carrying a laundry basket, 

brawling. It is known that finding more instances can be quite difficult due to the problem of 

‘capturability’ of categorial phenomena [23]. In fact, single case analyses are recurrent in the MCA 

tradition [24]; they offer a rich understanding of the subtleties of gender in medical interaction. The 

two cases we present in this article can be considered as exploratory case studies [17]. 

The consultations were transcribed using Jefferson’s conventions enriched by Mondada’s 

transcription symbols for relevant multimodal conduct [25,26] [Appendix]. The translations were 

made by the first and second author. For the excavation work of our analytical process, we benefited 

greatly from data sessions with experienced conversation analysts (a common and recommended 

practice within this research domain), which led to new insights and enhanced our understanding of 

the data (p. 140-142) [17]. 

3. Results 

3.1. Analysis 
The activity descriptions central to our analysis are “carrying the laundry basket”, “watching 

soccer”, and “brawling (attackers)”, which occur in the context of the GP explaining a medical term, 

either in history taking or regarding a diagnosis. In the following, we focus particularly on how GPs 

invoke these activity descriptions as gendered and how they thereby perpetuate gender stereotypes. 

Furthermore, we examine what this gender work achieves in terms of medical and interactional 

goals, highlighting the role of recipient design in selecting examples for the particular patient. 
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3.2. Case 1 
In the first case, the (female) patient’s reason for the visit is chest pain. A (male) companion is 

sitting next to her. The excerpt begins at the point where the (male) GP explores the patient’s 

complaint during the phase referred to as ‘history taking’ [27]. More specifically, he asks whether the 

pain increases or decreases during exertion (line 1). Before focusing on the focal lines of our analysis 

in which gender work occurs (lines 11-12, 16-17, 20), we inspect the sequential context of these 

descriptions in history taking. 

 

Excerpt 1. Laundry basket 
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It is the GP’s question about the effect of exertion (line 1) which is later rephrased in terms of a 

recognizably gendered activity. This question is first repaired to a more colloquial, general, and 

notably vague description of exertion: “if you are doing some things” (line 2). In so doing, the GP 

orients to a potential lack of intersubjectivity with regard to what the term “exert” entails [19]. The 

patient’s answer (line 4) signals trouble (“well”-prefaced [28], slower pace, intra-turn self-repair [29]) 

upon which the GP formulates the answer invoking a contrast of exerting versus not exerting (lines 8-

9). Despite patient agreement (line 10), the GP offers another formulation, this time orienting to 

gender (lines 11-21). 

The activity descriptions are carrying the laundry basket up the stairs (lines 11-15) as an example 

of exertion and watching soccer (lines 16-21) as the contrast example of non-exertion. These 

activities, especially in contrast, are associated with gender stereotypes about domestic work and 

leisure [15]. Before we further examine how these implicit gender categorizations are made relevant 

and how they are consequential for the interaction, it is important to note that these descriptions 

present the activities as routine. The if-then-format of the script formulations (“if you carry the 

laundry basket up the stairs”) presupposes that what is embedded in the if-clause is routine, 

unquestionable, ordinary [30]. Further, the definite article “the” used both in “the laundry basket” 

and “the couch” marks these objects as standard ingredients of a household, and thus hearable as 

ordinary. This implies the activities involving these objects (carrying and sitting) are equally routine 

and ordinary which implies they are so-called script formulations [30]. So, the activity of climbing up 

the stairs with the laundry basket is presented not only as a concrete example of “doing some things” 

(line 2), but also a routine, ordinary example, which similarly holds for the phrase “downstairs calmly 

on the couch watching soccer” as an exemplification of non-exertion. The routine nature of these 

activities accords with the implicit gender stereotypes. 

The categorization device of gender (but also age) is “perceptually available” (p. 58) [1]. in the 

sense that the patient is perceivable as a woman (of a certain age) and the companion as a man. The 

personal pronoun “you” as the agent of the activity (“if you carry”) treats the patient as familiar with 

the concrete and routine experience of carrying the laundry basket. Next, the declarative question “it 

does no:t get worse” invites the patient to assess whether this routine activity increases her pain. 

Thus, it treats the patient as knowing the effect of carrying the laundry basket up the stairs. By 

implication, giving this example of exertion displays sensitivity to the particular patient, hence is 

recipient designed [18]. But moreover it casts the patient as a potential incumbent of the 

membership category of which routinely carrying laundry baskets is a feature. Notably, neither the 

doctor nor the patient or companion use an explicit category label ( “woman”, “housewife” or yet 

something else), so we as analysts should not, and do not have to either[2]. Nevertheless, the 

implicit gender categorization is consequential for the interaction. 

First, the consequentiality can be found in the parenthesis “I just shout something wild” with 

accompanying iconic gesture (line 12). Parentheses have been found to be employed for implicit 

categorization work before [13]. In this case, it treats the particular activity description as potentially 

problematic (“wild”) and ill-considered or half-cocked (“shout”) and thus, arguably, orients to its 

genderedness. In other words, it accounts for the example as ascribing this gender role to this 

patient. However, not explicating what is problematic about the given example allows for plausible 

deniability [31]. Put differently, by not explicitly treating his own talk as, say, sexist (or even 

apologizing for this specific transgression), the doctor can deny that he was aware of how his 

example could be interpreted. 

The GP’s orientation to gender and accountability is further established in the design of his 

contrast example of non-exertion. As the patient was invited to assess the effect of a routine 

example of exertion, a contrast routine example of non-exertion is now offered: “and if you’re AT 

HOME downstairs calmly on the couch eh watching soccer” (lines 16-17). While uttering “watching 

soccer” the GP shifts gaze and points, open palm, at the (male) companion (line 20). The gaze shift is 

not seeking confirmation from the patient’s companion here, as it co-occurs with speech early in the 
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turn, which is not a moment in which turn allocation is projectable [32]. So, the GP multimodally 

orients to “watching soccer” as being relevant to the companion, categorizing him as a person who 

routinely watches soccer (cf. [26,33,34]). Thus, the activities invoked here are constructed as not just 

contrasting exertion and non-exertion but also normatively illustrating female (the patient) versus 

male (the companion) activities. The locations (upstairs vs. downstairs on the couch) – being 

dispensable aspects of the descriptions – maximize the contrast between the activities and thus 

implicitly also between the genders. More precisely, the non-exertion example aggravates the 

genderedness of the exertion example. Briefly put, a woman carrying a laundry basket up the stairs is 

even more “sexist” when meanwhile the man is sitting on the couch watching soccer. Also, as 

watching soccer is explicitly designed as a male-bound activity (through gaze and gesture), it excludes 

the patient because she is perceptually female. So, the first example becomes intelligible as inferring 

the category ‘wife’ as a result of the contrast gendered example. It invokes the pair of ‘husband’ and 

‘wife’ and ‘heterosexual married couple’ [4,35] as the relevant structure for the GP’s enquiry. Thus, 

the patient and companion are ascribed stereotypical gender roles. 

The patient does not show any trouble in response to the GP’s gendered explanation. She does 

not deny the recognizability of the laundry basket example for her, or question the connection with 

her companion watching soccer. More generally, there is “no questioning of the category selection or 

of its predicate”, which is typical for categorization work (p. 106) [7], and so the stereotypes are 

‘taken for granted’ and pass by ‘unnoticed’ [16]. She aligns with the GP’s question (line 12, 13, 18), 

despite a brief attempt to get the floor to elaborate in overlap with the GP’s second example (line 

19). Hence, the consequentiality of the gender categorization work is exclusively found in the GP’s 

talk. 

To conclude, the descriptions of activities of “carrying the laundry basket up the stairs” and 

“watching soccer” are used for pursuing an answer to the question whether the patient’s pain on the 

chest aggravates when exerting, notably after the patient already responded twice to the GP’s initial 

question. These gendered activity descriptions are recipient designed and notably concrete, that is, 

depictable and iconic in contrast with the constructions “doing some things” and “exerting yourself”. 

This renders them useful to exemplify something. Hence, gender stereotypes serve the 

exemplification of a technical term and relatedly the exploration of the patient’s condition. However, 

they consequently cast the patient and her companion in traditional, heteronormative gender roles - 

the woman as routinely doing housework and the man as routinely watching soccer on the couch. 

This is reflected in the GP’s subtle display of accountability towards the gendering. 

3.3. Case 2 
The second case involves a male patient diagnosed with fibromyalgia. Prior to this consultation, 

he was offered a rehabilitation program from a hospital to learn to live with his condition. The reason 

for his visit now is that he wonders whether he could get different pain medication; he recently 

ceased his medication because of side effects. It is in response to this request that the GP starts to 

explain fibromyalgia and the rehabilitation program. Our target activity description is produced in 

lines 6-8. As in the first case, the gendered activity description is embedded in a formulation invoking 

its hypothetical (“if”), culturally recognizable character. 
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Excerpt 2. Brawling 

 
 

We first examine the sequential environment of the gender categorization work. It occurs in the 

GP’s lengthy “different” explanation of fibromyalgia (line 1). The production of this explanation is 

characterized by frequent in-turn hesitations (“eh” line 1, “ehm” and “eh” line 2, “ehm ehm” line 3), 

self-repairs (line 2, 3, 5) and hedging (“that you say like”, “well yeah”, “if it were”, “slightly”), 

indicating the explanation is delicate, which is typical in the context of medically unexplained 

symptoms like fybromyalgia [36]. The explanation becomes more detailed when the GP starts 

providing specific examples regarding the function of human stress hormones: they enable one to act 

if a “fire breaks out” or if “five masked men entered” (lines 6-8). So, the explanation of fibromyalgia 

is reformulated describing two recognizable events (scripts [30]) which exemplify how the stress 

hormone works, that is, what having “that extra thing” (line 9) is useful for. Using if-clauses, the GP 

sketches hypothetical, concrete and culturally recognizable events. It is in this stepwise unfolding of 

explaining fybromyalgia that gender is made relevant. 

While the first example of an extreme activity one might ever face (“if a fire breaks out that you 

could flee then”) deploys a ‘non-gendered’ “you” (also translatable as ”one”), the second script of an 

iconic, culturally recognizable threatening situation (“if eh eh five masked men entered now that we 

could brawl them then”, lines 7-8) is arguably gendered. The activity of brawling is implicitly 
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associated with gender similar to carrying a laundry basket. Gender is furthermore implicitly invoked 

in the pronoun shift. 

The projected then-clause involves how “we” would react to the threat of five masked men 

entering: “we are able to brawl them then” (line 8). As “we” includes the patient, this example is 

overtly recipent designed. The lexical choice for “brawling” (in Dutch “knokken") rather than, say, 

“fighting”, is associated with “self-chosen/fun fighting” and “young men/boys” rather than self-

defense. Thus, it implicitly invokes gender as a relevant aspect of the activity [2,13], for this patient 

who is perceivable as a man. Moreover, the GP embodies “brawling” with clenched fists and thus 

categorizes himself as an incumbent of the membership category of which brawling is a feature. So, 

the verb “brawl” in combination with “we” as the agent – notably in contrast with the singular “you” 

in the fire example –construct a hearably gendered ‘we’ [37]. In this way, gender as an omnirelevant 

device temporarily replaces the doctor-patient categorization device to generate a common-sense 

account of the patient’s condition (p. 317) [35]. Furthermore, as the fighting scenario instantiates a 

script it stereotypically ascribes the capacity to brawl to gender, that is, to the category of “man”. 

This capacity is reformulated in line 9 “that we just have that extra thing”, again using “we” and 

clenching fists, and thus reinvoking the gender stereotype. The patient produces minimal response 

tokens (“yes” line 13 and 15), accepting the example of the stress hormone and signaling to the GP to 

continue. Thus, the patient – like in case 1 – does not display any orientation to the genderedness of 

the explanation. The projected contrast example (“but” line 11) of when the stress hormone is not 

functional (“when there is no fire or men to brawl against”), is designed a non-functional stress 

hormone is the reason for this patient’s complaints is avoided. So, the gender normative ability to 

brawl is deployed specifically to exemplify the desirable workings of the stress hormone. In other 

words, gender categorization of patients through inference-rich activity descriptions serves recipient 

designed explanation of medical information. 

4. Discussion and conclusion 

4.1. Discussion 
Our analysis demonstrates that stereotypically gendered descriptions are employed by physicians 

to exemplify medical concepts (“exertion”, “stress hormone”) relevant to the phase of the 

consultation for the specific recipient. The gendered activity descriptions are embedded in if-then-

constructions, sketching culturally recognizable, concrete and depictable physical activities and thus 

rephrasing a question/diagnosis in a more accessible, recognizable way. The descriptions implicitly 

categorize the patient in a gender role (familiar with doing housework, having the capacity to fight) 

and thus reproduce (hetero)normative gender ideologies. In other words, these exemplifications 

work as “locking culture into place” (p. 105) [7]. To some extent, the GPs display accountability for 

their category-work presenting it as ill-considered in parenthesis, or using hesitation markers. This 

may be seen as a subtle orientation to the sensitivity of employing normative gender categories 

[31,38,39]. Nevertheless, the gendered activities appeal to common sense and culturally shared 

knowledge, and as such function to elicit a fuller account of the complaints or to further explain a 

diagnosis. Hence, normative gender categorization is a resource for GPs in interaction with their 

patients. 

The medical setting is not assumed to be explanatory for, or determining the interaction [13]; 

rather, we analyzed how gendered activity descriptions are employed by speakers – in our case GPs – 

to accomplish particular interactional “work”. GPs use concrete, recognizable examples from 

everyday life to explain terminology. Gendered examples seem particularly useful in that sense, 

because the patients’ gender is omnirelevant and perceptually available (like age as yet another 

device), which renders it a resource. Patients align with GP actions and thus implicitly confirm the 

gendered examples as recognizable or familiar. So, using gendered stereotypes is a practice which 
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GPs draw on to do things, such as exemplifying. Regardless of GPs intentions, this practice may be 

seen as sexist and therefore problematic. Our analysis also indirectly raises the question whether 

exemplification requires the employment of gender. For instance, the script of being able to flee in 

case of fire (case 2), used to explain the working of the stress hormone, was not gendered. Notably, 

the non-gendered explanations and questions in our two cases preceded the gendered ones. Future 

research should examine whether this order is in any way systematic. Additionally, future studies are 

encouraged to focus on gender categorization work in medical interactions with LGBTQ+ patients or 

healthcare providers, where categorization may go less ‘unnoticed’. 

Our in-depth analysis of two cases suggests that understanding the role of gender as a social, 

interactional construction in medical communication provided a new perspective on gender in 

medical communication (see also [3]). Regardless of whether gender is a property of a human body 

[40] or human behavior/performance [41,42], it is at least also a feature of interaction and a 

mechanism of social conduct, in medical consultation just like in any other context. Exemplification is 

likely to be just one activity it operates in. MCA provides a valuable line of enquiry to further 

elucidate the relationship between gender and medical communication. 

4.2. Conclusion 
To conclude, our analysis on the basis of MCA and CA reveals some of the subtle aspects of 

gender and medical communication. Gender categorization in medical interaction may perpetuate 

gender stereotypes but go as unnoticed and taken-for-granted, as in other domains of social life. 

4.3. Practice implications 
Gender awareness and sensitivity are increasingly regarded important, also in healthcare [43,44]. 

Our study using the approach of MCA provides insights in the tacit workings of gender and sexism in 

medical interaction and may thus enhance gender awareness.  
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