“She hadn't told anyone as she was so embarrassed”: embarrassment as a barrier to accessing women’s health care
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Abstract
Aims Many people leave a medical consultation with unvoiced concerns due to embarrassment, yet there is some evidence that patients welcome being asked, even about intimate issues, if this is done appropriately.
Method This listening exercise involved women aged 40-60 years from under​served communities sharing their experiences and views in informal ‘conversations' with trained community-based researchers recruited through Voluntary Community and Social Enterprise (VCSE) organisations. These ‘trusted communicators’ were uniquely placed as they were already embedded in their communities. Written summaries of conversations, with no personal identifying information, were submitted to the research team for analysis. Participants were asked if they would like to give their views in a spontaneous way and as this was a public engagement exercise, with no personal identifying information recorded, institutional ethical processes were not sought.
Results Nine VCSE organisations engaged 766 women in 361 conversations (292 individual and 69 in groups) in face-to-face conversations in community settings between January and May 2025. Three key themes were identified around embarrassment: seeking healthcare services, using healthcare services and the impact of embarrassment.
Conclusions Embarrassment was a recurring theme and prevented some women accessing support and services. Without the ability to have open conversations with medical practitioners about health issues, women risk ‘losing their voice’ and becoming less involved in their healthcare.
Introduction
A recent study of adult patients (73% women) attending a General Practitioner (GP) found 32% left the consultation with unvoiced concerns due to embarrassment, modesty and/or a fear of being judged [1]. GPs are less inclined to address a specific topic if they perceive the patient to be embarrassed [2] yet there is some evidence that patients welcome being asked, even about intimate issues, such as sexuality [3].
We know the importance of promoting early screening and symptom awareness in diseases, such as cancer, especially for women who are particularly disadvantaged and often excluded from highly complex healthcare systems [4].

The Community Voices Women’s Health Project aimed to understand more about women's experiences of using health care, increase awareness of women's health services and improve access to cancer screening. This reflects priorities identified in the UK government's Women's Health Strategy for England [5]. This strategy notes that more than 4 in 5 (84%) women surveyed had at times felt that healthcare professionals were not listening to them.
Methods
This listening exercise involved women aged 40-60 years from under-served communities in [removed for review] to share their experiences and views in informal ‘conversations' with community-based researchers recruited through Voluntary Community and Social Enterprise (VCSE) organisations and trained as trusted communicators. Discussions covered women’s knowledge about cancer, menstrual health, menopause, and sexual health as well as experiences of accessing services. Trusted communicators are in a unique position, unlike academic researchers, in being already embedded in their communities and having links to under-served communities. Conversations included wider determinants of health such as lifestyle and wellbeing, as well as barriers to healthcare and factors which enable women to get the care they need. The Community Voices model is shown below.
Our vision
Norfolk and Waveney Community Voices aims to ensure that people who experience disadvantage because of where they live or who they are can ba empowered to understand and act on their health, have a place to share their views, and can help shape how health services are designed and delivered.
How w· do It
In total, nine VCSE organisations engaged 766 women in 361 conversations (292 individual and 69 in groups). Face-to-face conversations took place in community settings between January and May 2025. Trusted communicators submitted written summaries of conversations to [author 1] for analysis.
Data were analysed by [author 1] using the principles of Thematic Analysis [6] with a draft coding framework developed to inductively capture emerging topics. Key findings were discussed for resonance with the [author 2]. No incentives were offered. Some participants described discussing health issues in a peer group as
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validating their own experiences and a useful opportunity to learn from others in a safe, non-judgemental environment. Trusted communicators also took the opportunity to challenge any misconceptions about women’s health issues, provide up-to-date information, and signpost to further resources or appropriate services.
4. Findings
This paper explores one aspect of the findings: the ways in which the attitudinal barrier of embarrassment can inhibit women’s ability to access appropriate healthcare.
Three key themes were found around embarrassment: seeking healthcare services, using healthcare services and the impact of embarrassment. Findings are described below with illustrative quotes.
Embarrassment about seeking health care services
Embarrassment (and sometimes shame) was discussed as a barrier. This included embarrassment about symptoms, their bodies, and bodily functions.
"I find the bowel subject very difficult to speak about, I am not sure why, but I can’t seem to describe the symptoms without feeling dirty”.
Being perceived as 'making a fuss’ over natural processes such as menstruation was an additional source of embarrassment.
“Women should just get on with having their periods and not make a fuss ... didn't realise she could go and speak to a GP/nurse about it”.
This was compounded when it was felt menstrual health and menopause problems were trivialised by practitioners: “the doctor said it was normal, and I had to go through it”. One group compared cervical screening and sexual health testing with examinations while pregnant. While they agreed, “having a baby it's normal to be examined yet smear tests and sexual health tests are more traumatic and embarrassing”.
In some cases, a ‘stiff upper lip' approach was linked to age.
'Some women our age (mid 50s), still feel like we are making a fuss when we are struggling with health problems that women have”.
Trusted communicators noted cultural aspects to reticence in some communities when discussing female bodies: “Women's health topics such as menopause and menstrual health are not discussed and there is shame around the topics”. One conversation went as far as being concerned about being labelled promiscuous.
“The individual highlighted that in their culture women that discuss sex, including contraception were considered 'loose' and promiscuous and therefore women were discouraged from discussing matters around sex. She highlighted that sex was something that men spoke about, and it was considered improper for women to discuss sex”.
Embarrassment about being judged for life decisions was also mentioned.
“She worried that bringing it [sexual health] up with a GP would make her seem “irresponsible” or that she would be judged for dating and having sex in midlife.”
Embarrassment about using health care services
For some, using women’s health services was a deep source of embarrassment especially if male practitioners (or through male interpreters) were involved.
“Barrier number one is being embarrassed to talk to a professional about women's health topics. These subjects are still quite delicate and stigmatized. She would not want to talk about them with a stranger IE a doctor” and the “worst case scenario would be a male doctor”.
Undergoing medical procedures, particularly cervical screening, was described as deeply embarrassing, demonstrated in the following:
“She reported that she has a coil fitted but when she went for her smear test, they couldn't find it. The nurse spent a while looking for it which she said was very embarrassing, the nurse was moving her light around and muttering under her breath, making her feel awkward and like it was her fault she couldn't find it”.
The words ‘intimate’ and ‘painful' were associated with cervical screening and embarrassment was sometimes linked to shame.
“The way she was spoken to made her feel embarrassed and ashamed that she wasn't behaving right to have the smear test, she felt she was being blamed for being nervous and not relaxed”.
Women described to trusted communicators how caring and competent medical health professionals had a positive impact on their health. Conversely, lack of kindness or competency was embarrassing, even humiliating.
“Smear tests were embarrassing as the GP who did it (not the nurse) seemed to be "fudging about" and not knowing what to do”.
Impact of embarrassment
There was evidence that feeling embarrassed can lead to poorer outcomes through disengagement with services and missed opportunities for early identification of problems. For example, one recount was that they “Talked about breast screening - not attending as embarrassed”, and another,
“She doesn't know now if she is protected when she has sex as if they couldn't find the coil she wonders if it is still working, but she was too embarrassed to ask as there were two of them in the room who had just been looking at her intimately”.
Feedback to improve services may also be inhibited by a sense of embarrassment.
“It [cervical screening] hurt her and in the end, she left [feeling] useless and said she would never do that again. I asked if she told the nurse this when having the implant, but she said she hadn't told anyone as she was so embarrassed.”
When trust in medical professionals is lost because of embarrassing experiences, alternative - potentially less robust - sources of support or information, may be sought, as illustrated by one conversation:
“[it’s] not so embarrassing looking up [sexual health] information on Google”.
Discussion
Our findings from this project in areas of high socio-economic deprivation engaging 766 women in 361 conversations clearly point to embarrassment as a barrier to women accessing healthcare services.
Much is known about the multiple and complex systemic, socio-economic and personal barriers to women’s healthcare, generally and for specific services. However, some barriers are more readily identified and expressed than others. The impact of feeling embarrassed can, for some women, be a significant barrier leading to poorer health outcomes. A recent review highlighted that a patient centred interaction style, listening to what patients have to say and asking questions with a focus on emotional issues strengthens the therapeutic relationship [7]. This review also revealed a paucity of evidence related to clinicians’ non-verbal factors. Negative non-verbal communication was apparent in our findings, heightening the embarrassment women felt, especially during intimate examinations. This barrier clearly increases risk and vulnerability to disease by reducing women’s confidence and trust in accessing services and care that would support their health, therefore potentially widening inequalities [4]. Trust is a recurring theme in the literature, it is both subtle and subjective but having a relationship of trust with health professionals reduces the risk of unvoiced concerns due to embarrassment, modesty or fear of judgement [1].
Conclusion
Embarrassment was a recurring theme in this Women’s Health project. It prevented some women accessing support and services. Without the ability to have open conversations with medical practitioners about health issues, women risk losing their voice’ and becoming less involved in their healthcare.
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