copic

Medical Gaslighting:
Recognition, Impact, and Prevention

Susan Sgambati, MD, FACS, FASCRS
Senior Physician Risk Manager

Minnesota Insights
September 18, 2026



Important Disclaimers for this Presentation

The information provided in this presentation (including these slides) does not, and is not intended to, constitute
legal, medical, or other professional advice; instead, it is for informational purposes only. Information provided in
this presentation should not be relied upon for personal, medical, legal, or financial decisions and you should
consult an appropriate professional for specific advice that pertains to your situation. You should not act or
refrain from acting based on information in this presentation without first seeking legal advice from counsel in
the relevant jurisdiction. Only your attorney can provide assurances that the information contained herein—and
the interpretation of it—is applicable or appropriate to your particular situation.

Health care providers should exercise their professional judgment in connection with the provision of healthcare
services. The information contained in this presentation is not intended to be, nor is it, a substitute for medical
diagnosis, treatment, advice, or judgment relative to a patient’s specific condition.

The information in this presentation may undergo periodic changes. You should consult with your legal counsel
or other professional to ensure that the information contained in this presentation has not changed.



Objectives

To define medical gaslighting and its manifestations in
clinical practice.

To identify the system, provider and patient factors
contributing to medical gaslighting.

To articulate strategies and system changes to mitigate
risk and foster partnership.
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Risks of Dismissing
Patient, Family, and
Caregiver Concerns
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GASLIGHTING:

A STRANGE
WORD FOR A
STRANGER
SITUATION
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Gaslighting

GRSLTGHTING
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* Psychological manipulation

* Victim questions perceptions, memories, sanity
* Facts denied or reframed

 Reality rewritten

» Discrediting others



Clinical Definition

* Invalidating patient’s concern without proper evaluation
* Not always intentional

» Cognitive and systemic phenomenon

» Serious consequences



€he New Hork Times

Gaslighting in Healthcare

Women Are Calling Out
‘Medical Gaslighting’

Studies show female patients and people of color are more likely
to have their symptoms dismissed by medical providers. Experts
say: Keep asking questions.

* Anecdotal reports in women’s
health and chronic iliness
communities

« 2020: JAMA article on COVID-19
“Long Haulers”

» Gradually emerged in medical and
popular literature




What Does It Look Like?

» Dismissing or minimizing symptoms
» “That’s normal for your age.”

» Attributing symptoms to anxiety or emotion
> “You're just stressed — try to relax.”

* Invalidating knowledge or experience
> “You shouldn’t read so much online...”




Other Manifestations

- Blaming the patient

» “If you just lost some weight, these problems would go away.”
» Gender or biased gaslighting

» “Women your age have a lot of these complaints.”
* After inconclusive workup

» “We can’t find anything — you should be glad.”
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Example

Original Investigation | Obstetrics and Gynecology

Experiences of Care and Gaslighting in Patients With Vulvovaginal Disorders

Chailee F. Moss, MD; Arthi Chinna-Meyyappan, PhD; Gabriela Skovronsky, BA; Jessica Holloway, BA; Sylvia Lorenzini, BA; Na'imah Muhammad, MS; Isabella Kopits, MPH:;
Sara Perelmuter, MPhil; Leia Mitchell, PA-C; Mollie Rief, DNP; Jill Krapf, MD; Caroline Pukall, PhD; Andrew Goldstein, MD

» 27% belittling

* 21% did not believe patient

* 42% told "need to relax more”

* 21% recommended to drink alcohol

* 21% referred to psych without medical treatment
* 40% were made to feel crazy

* 53% considered stopping care



The Scale of the Problem
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Patient Safety Concerns

* Missed / delayed diagnoses

- Emotional trauma

» Discourages shared decision-making
» Accentuates healthcare disparities



Populations at Risk
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* Racial and ethnic minorities
* Older adults
« Patients with chronic or "invisible" ilinesses

 Patients with mental health diagnoses
» Obesity

» LBGTQ+

* Neurodivergent individuals



Drivers and Contributing Factors
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SYSTEMIC CLINICIAN COMMUNICATION ORGANIZATIONAL
FACTORS COGNITIVE DESIGN
FACTORS
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Systemic Pressures on Clinicians

Time constraints

Qj Administrative burden

M Workforce shortages




Clinician Cognitive Factors
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Heuristics and Cognitive Biases

 Heuristics
» Efficient
» Essential in busy clinical environments

» Imperfect and vulnerable to system errors

* Cognitive biases
» Perception
» Interpretation

» Memory



Thinking: Fast vs. Slow

SYSTEM 1 SYSTEM 2

Intuition & instinct Rational thinking

Unconscious Takes effort
Fast Slow
Associative Logical
Automatic pilot Lazy

Indecisive



Common Clinical Heuristics -

» Pattern recognition
» Chest pain and diaphoresis + ACS

* Availability
» Saw several viral illnesses today, assume next febrile patient has virus

- Representativeness

» “Too young for a stroke”
» Satisficing

» UTI found, not investigating sepsis



Cognitive Biases

» Confirmation bias
* Anchoring bias
« Attribution bias

* Premature closure



Heuristics, Bias, and Diagnostic Error

 Heuristics are necessary tools
- Bias emerges when heuristics applied too rigidly
» Diagnostic errors result from multiple interacting biases

* Not a lack of knowledge



Specific Diseases

Autoimmune
diseases

Chronic pain
syndromes

Neurological
symptoms

Delayed treatment worsens outcomes, increases disability, and
Increases healthcare costs.



Language in Care

* Word choice matters
 Builds patient trust

* Impacts safety

* Encourages clarity



Communication Barriers [‘Let’s not worry about that now”}

» Lack of empathic listening skills and validation
* Interrupting patients
» Dismissing concerns as anxiety, stress, or psychosomatic
 Choice of language
» Condescending

> Invalidating



“Never Words”

* Add no benefit to the conversation / may harm
» Erode trust

> “You need to be realistic.”

» “It’s just part of the disease process.”

» “I've already explained this.”




Dismissive Language vs. Investigative Language

\, Vv

* “It's just anxiety.” * “The tests haven’'t shown a
cause — let's talk about next
steps.”

* “Your tests are normal, so
nothing is wrong.”

* “There are conditions that don'’t
show up on routine testing.”

* “This is common at your age.”



Acknowledge Uncertainty Transparently

* Normalize uncertainty as part of medicine
» Explain diagnostic reasoning aloud
- Share what has been ruled out and what has not




Organizational Design

- Efficiency > empathy
- Fast-paced
* |Insufficient resources

* Power dynamics

* Culture of open communication




Gaslighting at Work Scale

* Looks at manipulative tactics

» Examples:

» | am told events | withessed never happened.

» | am made to feel my memory is unreliable.

» | am told | am “too sensitive” when | raise concerns.
» | am excluded from meetings without explanation.

» Am made to doubt my ability to perform tasks | previously handled well.



Systems Based Solutions

* Clinical communication
» Addressing implicit bias
* Institutional policy changes



Education

- Mandatory bias training

» Education on misunderstood conditions
- Empathetic listening techniques

* Documentation practices

 Simulation training
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Institutional Level

 Improving scheduling JUSt
* Cultural t f ti
ultura ra.rlls orma. ion Culture

» Accountability metrics

Restoring Trust and Accountability
in Your Organization

e SIDNEY DEKKER




MEDICAL GASLIGHTING

Takeaways

* Medical gaslighting is a pervasive problem in healthcare.

- Carries serious medical, safety and financial sequelae.

» |dentified contributing patient, provider and systemic factors.
» Strategies to mitigate risk and enhance partnership.
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Thank You!

ssgambati@copic.com
303-359-6052
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