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ABSTRACT  
Caesarean section (CS) rates have continued to increase across the United Kingdom, with evidence demonstrating that socioeconomic and cultural factors influence both the likelihood of caesarean birth and women's experiences of maternity care. This systematic literature review aimed to critically examine the influence of socioeconomic status (SES) and cultural factors on CS rates and women's experiences of caesarean birth within the UK. The objectives were to analyse current UK literature examining these influences, evaluate qualitative and quantitative evidence relating to women's experiences, examine how socioeconomic and cultural factors contribute to variations in CS rates and experiences, and develop evidence-informed recommendations for policy, clinical practice, and future research. Understanding these factors is important for addressing persistent health inequalities and supporting the delivery of equitable, woman-centred maternity care.
A systematic literature review using secondary research methods was undertaken to identify, critically appraise and synthesise current UK evidence. Relevant studies were identified through structured database searches using predefined inclusion and exclusion criteria. Following critical appraisal, thematic analysis was used to identify recurring patterns and develop overarching themes from the included studies.
The review identified three interconnected themes: communication and quality of maternity care, discrimination and women's experiences, and socioeconomic factors, policy, and health inequalities. The findings demonstrated that effective communication, shared decision-making, and culturally responsive care were associated with more positive experiences of CS, whereas discrimination, socioeconomic disadvantage and wider structural inequalities contributed to variations in CS rates, reduced trust in healthcare professionals and poorer maternity experiences. However, the review was limited by the availability of UK-based literature, variation in study methodologies and the reliance on published secondary evidence, which may limit the generalisability of the findings.
The review recommends strengthening culturally responsive and woman-centred maternity care, implementing strategies to reduce discrimination and promote equity within maternity services, and addressing socioeconomic inequalities through targeted maternity service provision and continued UK research. These recommendations aim to improve women's experiences of CS, reduce inequalities, and inform future health and social care policy, practice, education, and research.
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[bookmark: _Toc235527872]
[bookmark: _Toc235530621]CHAPTER 1: Introduction 
[bookmark: _Toc235527873][bookmark: _Toc235530622]1.1 Introduction 
[bookmark: _Toc235527874][bookmark: _Toc235530623]1.1.1 Overview of the Topic
Caesarean section (CS) is a surgical procedure that can effectively prevent maternal and neonatal morbidity and mortality when performed for medically indicated reasons; however, increasing rates in many high-income countries have raised concerns regarding the clinical, social, and structural factors influencing its use (WHO, 2018a). In the United Kingdom (UK), national maternity data indicate a substantial increase in both planned and emergency caesarean births between 2018/19 and 2023, with planned caesarean births increasing from 12.1% to 16.4% and emergency caesarean births from 15.5% to 23.1%, reflecting notable changes in patterns of maternity care (RCOG, 2019). Although clinical factors remain an important indication for CS (NICE, 2021), socioeconomic factors continue to influence maternal outcomes (Geddes-Barton et al., 2025), while cultural factors shape women's experiences of maternity care (MacLellan et al., 2022).
National surveillance data indicate that inequalities in maternal health outcomes remain a persistent concern within UK maternity services, with women from Black ethnic backgrounds experiencing significantly higher maternal mortality rates than White women (MBRRACE-UK, 2026). Similarly, socioeconomic deprivation has been associated with an increased risk of adverse maternal outcomes (Geddes‐Barton et al., 2025). Women experiencing socioeconomic disadvantage also report poorer experiences of maternity care (Watson et al., 2025). Qualitative evidence indicates that women from minoritised ethnic backgrounds frequently report discrimination, communication barriers, and limited involvement in decision-making throughout pregnancy and childbirth (MacLellan et al., 2022). Collectively, these findings suggest that structural inequalities extend beyond clinical risk factors to influence both maternal outcomes and women's experiences of caesarean birth. However, the interaction between socioeconomic disadvantage, ethnicity and wider healthcare system factors remains insufficiently understood, reinforcing the need for further investigation within the UK context.
[bookmark: _Toc235527875][bookmark: _Toc235530624]1.1.2 Structure of the Dissertation
This dissertation aims to assess how socioeconomic and cultural factors influence CS rates and women's experiences of caesarean birth within the UK through a secondary review of the literature. Chapter 2 explores the historical, theoretical, international and UK context of CS and maternity care. Chapter 3 outlines the research methodology, including the search strategy, inclusion and exclusion criteria, and thematic analysis used to identify, appraise, and synthesise the evidence. Chapter 4 presents and critically discusses the findings, while Chapter 5 summarises the key findings, provides recommendations for policy and practice, acknowledges the study's limitations, and identifies areas for future research.
[bookmark: _Toc235527876][bookmark: _Toc235530625]1.2 Definitions and Terminology 
[bookmark: _Toc235527877][bookmark: _Toc235530626]1.2.1 Caesarean Section (CS)
[bookmark: _Int_sYZJ6d6C][bookmark: _Int_BXIcNmaI][bookmark: _Int_sWBFBqDZ][bookmark: _Int_Gof3GKQl][bookmark: _Int_mHv7JTK6]CS refers to the surgical delivery of a baby through incisions made in the abdomen and uterus and is classified as either elective (planned) or emergency (unplanned), depending on whether the procedure is performed before or during labour (NICE, 2021). Elective caesarean sections  are planned before the onset of labour, whereas emergency caesarean sections are performed when complications arise during pregnancy or labour that require urgent intervention (NICE, 2021). 
[bookmark: _Toc235527878][bookmark: _Toc235530627]1.2.2 Socioeconomic Status (SES) 
[bookmark: _Int_8O1dY6if]SES refers to an individual’s social and economic position within society and is commonly measured using indicators such as income, educational attainment, occupation, and area-level deprivation (Marmot et al., 2020). Recognised as a key social determinant of health (SDOH), SES is central to understanding how social inequalities influence CS rates and women's experiences of maternity care (Marmot et al., 2020).
[bookmark: _Toc235527879][bookmark: _Toc235530628]1.2.3 Social Determinants of Health (SDOH)
SDOH are defined by the World Health Organization (WHO) as the conditions in which people are born, grow, live, work and age, together with the wider social, economic, and environmental forces that influence health outcomes (WHO, 2025). These determinants include education, employment, income, housing, access to healthcare and social support, all of which contribute to health inequalities (Marmot et al., 2020). The SDOH provide the theoretical framework underpinning this dissertation by explaining how wider socioeconomic and cultural factors influence health outcomes, including women's experiences of maternity care.
[bookmark: _Toc235527880][bookmark: _Toc235530629]1.2.4 Cultural Factors
Singal et al. (2026) describe cultural factors as the beliefs, values, traditions, and social norms that influence how individuals perceive health, communicate with healthcare professionals, and make decisions about their care.
[bookmark: _Toc235527881][bookmark: _Toc235530630]1.2.5 Women’s Experiences of Caesarean Section (CS)
Coates et al. (2019) identify communication with healthcare professionals, involvement in decision-making, emotional wellbeing, and overall satisfaction with care as key components of women's experiences of caesarean birth. Within this dissertation, women's experiences of CS refer to women's perceptions of care before, during and after birth.
[bookmark: _Toc235527882][bookmark: _Toc235530631]1.2.6 Acronyms 
Several acronyms and abbreviations are used throughout this dissertation to improve clarity and avoid repetition. A complete list is provided in Appendix A, and all acronyms and abbreviations are defined in full when first introduced in the text.
[bookmark: _Toc235527883][bookmark: _Toc235530632]1.3 Background and Current Context 
[bookmark: _Toc235527884][bookmark: _Toc235530633]1.3.1 Background
The continued rise in CS rates has become an important public health concern for healthcare professionals, policymakers, and researchers (Thomaidi et al., 2025). Historically, CS was reserved for life-threatening maternal or foetal complications but has evolved into a routine obstetric intervention following advances in surgical techniques, anaesthesia, infection control, and maternity care (Mitchell, Vaughn, and Veluri, 2024). Although CS remains a life-saving intervention when clinically indicated, the continued increase in its use has prompted debate regarding whether all procedures are clinically indicated (WHO, 2021). Evidence suggests that the continued rise in CS rates cannot be explained by clinical factors alone, with structural, healthcare system and sociocultural factors also contributing to variations in practice (Ojong et al., 2026). Understanding how socioeconomic and cultural factors influence CS rates and women's experiences of maternity care is therefore essential for informing the delivery of equitable and culturally responsive maternity services within the UK.
[bookmark: _Toc235527885][bookmark: _Toc235530634]1.3.2 Current Context
Recent national maternity data demonstrate that CS rates continue to increase across Great Britain (NMPA, 2025). The National Maternity and Perinatal Audit (NMPA) (2025) reported that planned caesarean births increased from 12.1% in 2018/19 to 16.4% in 2023, while emergency caesarean births increased from 15.5% to 23.1% over the same period. These findings highlight the continued importance of understanding the factors influencing CS use within contemporary UK maternity services.
Despite ongoing improvements in maternity care, national surveillance continues to demonstrate persistent inequalities in maternal mortality according to ethnicity and socioeconomic status (MBRRACE-UK, 2026). Black women remain almost three times more likely to die during pregnancy or up to six weeks after birth than White women, while women living in the most deprived areas experience maternal mortality rates approximately twice those of women living in the least deprived areas (MBRRACE-UK, 2026). Similarly, women living in socioeconomically deprived communities experience poorer maternal outcomes and less positive experiences of maternity care (Geddes-Barton et al., 2025). Qualitative evidence further indicates that women from minoritised ethnic backgrounds frequently report communication barriers, discrimination, and limited involvement in decision-making during pregnancy and childbirth (MacLellan et al., 2022).
Addressing these inequalities remains essential for informing the delivery of equitable and culturally responsive maternity services and strengthening future maternity policy, clinical practice, and research within the UK.
[bookmark: _Toc235527886][bookmark: _Toc235530635]1.4 Rationale for Research / Problem Statement 
[bookmark: _Toc235527887][bookmark: _Toc235530636]1.4.1 Purpose of the Research 
[bookmark: _Int_2Sdyidis]Research examining the influence of SES and cultural factors on CS rates and women’s experiences of maternity care is increasingly important because socioeconomic inequalities in CS use persist alongside wider inequalities in maternal outcomes within the UK (Adhikari et al., 2018; MBRRACE-UK, 2026). Furthermore, qualitative research demonstrates that women from ethnic minority backgrounds continue to experience communication barriers, culturally insensitive care, and reduced involvement in decision-making, emphasising the importance of understanding how cultural factors influence women’s experiences of maternity care and caesarean birth (Khan et al., 2024).
[bookmark: _Toc235527888][bookmark: _Toc235530637]1.4.2 Research Gap or Problem
Grand-Guillaume-Perrenoud, Origlia and Cignacco (2021) identified multiple barriers affecting maternal healthcare utilisation among women experiencing social disadvantage, while Obionu et al. (2023) demonstrated that women from ethnic minority and migrant backgrounds continue to experience inequalities in maternity care. Although these studies provide valuable insights into individual determinants of maternity inequalities, much of the existing literature examines socioeconomic and cultural influences separately. Consequently, there remains limited understanding of how these factors interact to influence both caesarean section rates and women's experiences of caesarean birth within the UK. This limits the development of evidence-informed policies and maternity services capable of addressing the complex and interconnected nature of health inequalities. Therefore, this dissertation synthesises current UK evidence to provide an integrated understanding of how socioeconomic and cultural factors shape caesarean section rates and women's experiences of maternity care.
[bookmark: _Toc235527889][bookmark: _Toc235530638]1.4.3 Practical Relevance
The findings of this dissertation may benefit healthcare professionals, midwives, obstetricians, maternity service providers, policymakers, and researchers seeking to reduce inequalities within maternity care. Rayment-Jones et al. (2019) emphasised that improving understanding of the needs and experiences of women with social risk factors may support the delivery of more equitable maternity care. Consistent with this, the National Institute for Health, and Care Excellence (NICE) (2021) recommends that maternity services should be woman-centred, support shared decision-making and provide individualised care throughout pregnancy and birth. The findings may also contribute to the development of future maternity policy by informing strategies aimed at reducing health inequalities and improving maternal outcomes across diverse populations (NHS England, 2023). Furthermore, this dissertation may help identify priorities for future research exploring interventions that improve women's experiences of maternity care and promote equitable access to high-quality maternity services throughout the UK (Higginbottom et al., 2019).
[bookmark: _Toc235527890][bookmark: _Toc235530639]1.5 Aim and Objectives 
[bookmark: _Toc235527891][bookmark: _Toc235530640]1.5.1 Research Aim
To critically examine the influence of SES and cultural factors on CS rates and women’s experiences of caesarean birth within the UK through a systematic review of the current literature.
[bookmark: _Toc235527892][bookmark: _Toc235530641]1.5.2 Research Objectives
Objective 1:
To analyse current UK literature examining the influence of SES and cultural factors on CS rates.
Objective 2:
To evaluate qualitative and quantitative evidence relating to the influence of socioeconomic status (SES) and cultural factors on women’s experiences of caesarean birth within the UK.
Objective 3:
To evaluate how SES and cultural factors contribute to variations in CS rates and women’s experiences identified within the UK literature.
Objective 4:
To recommend evidence-informed strategies for policy, clinical practice, and future research to reduce inequalities and improve women's experiences of caesarean birth within the UK.
[bookmark: _Toc235527893][bookmark: _Toc235530642]1.6 Conclusion 
This chapter has introduced the topic of CS and highlighted the increasing importance of understanding the socioeconomic and cultural factors that influence both CS rates and women's experiences of maternity care within the UK. Rising CS rates, alongside persistent ethnic and socioeconomic inequalities, demonstrate the need for further investigation into the wider determinants of maternity outcomes and experiences. The chapter has defined the key concepts underpinning the study, established the rationale for the research, and outlined the research aim and objectives that will guide the dissertation.
The following chapter will provide a detailed background and analysis of the topic by examining the historical development of CS, relevant theoretical frameworks, international perspectives, and the national UK context. This will establish the foundation for the methodology and subsequent critical analysis of the literature presented in later chapters.
























[bookmark: _Toc235527894][bookmark: _Toc235530643]CHAPTER 2 – Background Information and Analysis
[bookmark: _Toc235527895][bookmark: _Toc235530644]2.1 Introduction 
[bookmark: _Toc235527896][bookmark: _Toc235530645]2.1.1 Purpose of the Chapter
This chapter provides the historical, theoretical, and contextual background necessary to understand how socioeconomic status (SES) and cultural factors influence CS rates and women's experiences of maternity care within the UK. Although CS remains an essential obstetric intervention when clinically indicated (Temmerman and Mohiddin, 2021), rising CS rates both nationally and globally have generated considerable debate regarding the appropriateness of CS use, clinical decision-making, and maternity policy (Redjepova and Bilagi, 2024). Consequently, understanding these broader influences provides an important foundation for examining contemporary maternity care and the factors contributing to variations in CS rates and women's experiences.
To establish the context for this dissertation, this chapter explores the historical development of CS before examining the key theoretical frameworks underpinning the research. It then considers the international context, followed by the national UK context, including relevant policy, legislation, and current evidence. Overall, this chapter provides the conceptual and contextual foundation for the research methodology presented in Chapter 3 and the critical analysis of the literature presented in Chapter 4.
[bookmark: _Toc235527897][bookmark: _Toc235530646]2.2 Historical Background 
[bookmark: _Toc235527898][bookmark: _Toc235530647]2.2.1 Development of the Topic
CS has evolved from a high-risk surgical procedure performed only in exceptional circumstances to a routine obstetric intervention that plays a vital role in contemporary maternity care (Mitchell, Vaughn, and Veluri, 2024). Historical records indicate that forms of CS were practised in ancient civilisations; however, the procedure was generally performed only after maternal death or when the mother was unlikely to survive childbirth because surgical intervention was associated with extremely poor maternal outcomes (Sewell, 1993).
The development of CS accelerated during the nineteenth century following advances in surgical practice. The introduction of anaesthesia, antiseptic techniques and uterine suturing substantially reduced the risk of maternal mortality and improved surgical outcomes (Mitchell, Vaughn, and Veluri, 2024). During the twentieth century, further developments, including antibiotics, blood transfusion, and improvements in perioperative care, established CS as a considerably safer procedure when clinically indicated (Temmerman and Mohiddin, 2021).
As obstetric practice continued to evolve, the clinical indications for CS expanded beyond emergency situations to include circumstances where surgical birth could improve maternal or foetal outcomes (NICE, 2021). Consequently, CS became an increasingly common component of maternity care across high-income countries (Thomaidi et al., 2025). While these advances have improved maternal and neonatal outcomes, they have also contributed to debate regarding whether rising CS rates can be explained by clinical need alone (Thomaidi et al., 2025). These historical developments continue to shape contemporary obstetric practice and approaches to CS within maternity services (Redjepova and Bilagi, 2024).
[bookmark: _Toc235527899][bookmark: _Toc235530648]2.2.2 Significant Organisations and Their Contributions
International and national organisations have played a key role in shaping contemporary approaches to CS and maternity care through the development of evidence-based guidance and clinical standards. The WHO (2015) recognises CS as a life-saving intervention when medically indicated and recommends that it should only be performed when clinically necessary. This guidance has influenced international maternity policy by shifting the emphasis towards the appropriate use of CS rather than increasing or reducing procedure rates alone.
Within the UK, NICE (2021) has influenced clinical practice by publishing evidence-based guidance that promotes informed choice, shared decision-making, and personalised maternity care. Similarly, the Royal College of Obstetricians and Gynaecologists (RCOG) (no date) has contributed to the development of obstetric practice through clinical guidance, professional education, and quality improvement initiatives. Although these organisations have strengthened the safety and consistency of maternity care, Redjepova and Bilagi (2024) argue that ongoing variation in CS rates indicates that clinical guidance alone is insufficient to address the wider socioeconomic and cultural factors influencing contemporary obstetric practice.
[bookmark: _Toc235527900][bookmark: _Toc235530649]2.3 Theoretical Background 
[bookmark: _Toc235527901][bookmark: _Toc235530650]2.3.1 Key Theories and Concepts
Theoretical frameworks provide a foundation for understanding how socioeconomic and cultural factors influence CS rates and women's experiences of maternity care. Although clinical indications remain central to obstetric decision-making, maternal outcomes are increasingly recognised as being shaped by wider socioeconomic, cultural, and structural influences (Souza et al., 2023). Applying relevant theoretical perspectives therefore enables a broader understanding of the inequalities that continue to influence maternity care beyond clinical need (Crear-Perry et al., 2021).
This research is underpinned by three complementary theoretical perspectives. The SDOH framework recognises that maternal health is influenced by wider social, economic, and environmental conditions, including education, income, and access to healthcare (Souza et al., 2023). These determinants contribute to inequalities in pregnancy outcomes and access to maternity services (Kara, 2025). The concept of health inequalities explains how avoidable differences in health outcomes arise through unequal social and economic conditions (Marmot et al., 2020). In addition, culturally competent care emphasises the importance of recognising women's cultural beliefs and communication needs to promote equitable, woman-centred maternity care (Dalmaijer et al., 2025). These theoretical perspectives provide the foundation for examining how socioeconomic and cultural factors influence CS rates and women's experiences within UK maternity services.
[bookmark: _Toc235527902][bookmark: _Toc235530651]2.3.2 Application of Theories
These theoretical perspectives have been widely applied in maternal health research to explain variation in maternal outcomes beyond clinical risk factors. Contemporary research increasingly demonstrates that socioeconomic deprivation, ethnicity and wider social determinants influence healthcare access, clinical decision-making, and pregnancy outcomes (Simoncic et al., 2022). This has broadened understanding of maternal health by recognising that pregnancy outcomes are shaped by biological, social, and environmental factors rather than medical need alone (Muglia et al., 2022).
Within UK maternity research, the SDOH framework has been used to demonstrate the association between socioeconomic deprivation and adverse maternal outcomes, including severe maternal morbidity (Geddes-Barton et al., 2025). Similarly, health inequalities research has highlighted persistent differences in women's experiences of maternity care according to socioeconomic status and ethnicity (Watson et al., 2025). The concept of culturally competent care has also informed research examining communication, cultural understanding, and personalised maternity care among ethnically diverse populations (Silverio et al., 2023). Together, these studies demonstrate the practical value of applying complementary theoretical perspectives to understand socioeconomic and cultural influences on CS rates and women's experiences of maternity care.
[bookmark: _Toc235527903][bookmark: _Toc235530652]2.3.3 Critical Evaluation
Each theoretical perspective contributes to understanding maternal health; however, each also has limitations. The SDOH framework effectively explains how wider socioeconomic conditions influence maternal outcomes but has been criticised for requiring further theoretical development and providing limited guidance for implementing effective interventions to reduce health inequalities (Frank et al., 2020). Consequently, the framework alone cannot fully explain the complexity of women's experiences throughout pregnancy and childbirth.
Similarly, the concept of health inequalities effectively identifies disparities in health outcomes and has informed national policy aimed at reducing inequalities (Marmot et al., 2020). However, it provides limited explanation of the mechanisms through which these inequalities develop or how they can be addressed in clinical practice (Frank et al., 2020). In contrast, culturally competent care emphasises communication, cultural understanding, and personalised care to improve women's experiences of maternity services (Dalmaijer et al., 2025). Nevertheless, evidence suggests that ethnic inequalities in maternity care persist despite initiatives promoting culturally responsive practice (MacLellan et al., 2022). This has generated debate regarding whether reducing inequalities requires improvements in individual healthcare practice alone or broader structural action to address the underlying socioeconomic determinants of maternal health (Frank et al., 2020).
Overall, no single theoretical perspective fully explains the variation in CS rates or women's experiences of maternity care. Integrating these complementary perspectives provides a more comprehensive framework for understanding the interaction between socioeconomic, cultural, and structural factors influencing maternity care within the UK.

[bookmark: _Toc235527904][bookmark: _Toc235530653]2.4 International Context 
[bookmark: _Toc235527905][bookmark: _Toc235530654]2.4.1 Global Perspective
CS is recognised internationally as an essential obstetric intervention that reduces maternal and neonatal morbidity and mortality when clinically indicated (WHO, 2021). However, substantial variation in CS rates exists worldwide, reflecting differences in healthcare systems, resource availability, clinical practice, and models of maternity care rather than medical need alone (Betrán et al., 2021). While many low-income countries continue to experience inadequate access to life-saving CS, several high-income countries report rates exceeding those considered clinically necessary, highlighting persistent global inequalities in access to maternity care (WHO, 2021). In response, international policy promotes evidence-based maternity care that balances appropriate access to CS with the avoidance of unnecessary intervention. Recent research further emphasises that improving maternal health requires healthcare systems to address wider socioeconomic and structural determinants alongside high-quality clinical care (Souza et al., 2023).
[bookmark: _Toc235527906][bookmark: _Toc235530655]2.4.2 Comparative Analysis
International approaches to CS vary according to healthcare systems, models of maternity care and national health priorities (Betrán et al., 2021). Countries that have implemented continuity of midwife-led care place greater emphasis on physiological birth and shared decision-making, with evidence demonstrating lower CS rates and improved maternal experiences compared with other models of care (Sandall et al., 2024). In contrast, countries such as Brazil and the United States continue to report substantially higher CS rates, where private healthcare provision, financial incentives and the medicalisation of childbirth contribute to increased use of surgical birth (Thomaidi et al., 2025). Consequently, international policy increasingly promotes evidence-based maternity care alongside action to address wider socioeconomic determinants of maternal health (Souza et al., 2023).
[bookmark: _Toc235527907][bookmark: _Toc235530656]2.4.3 Case Studies
International case studies demonstrate that approaches to CS vary according to healthcare systems, policy priorities, and models of maternity care. In Brazil, persistently high CS rates have been associated with socioeconomic inequalities, regional variation, and the continued overuse of surgical birth despite efforts to promote evidence-based maternity care (Shrivastava and Sohn, 2025). Conversely, evidence from Sweden demonstrates strong interest among women in midwifery continuity of care, indicating a need to expand woman-centred continuity models within Swedish maternity services (Fahlbeck et al., 2025). International evidence indicates that midwifery continuity of care is associated with slightly lower CS rates and more positive childbirth experiences than other maternity care models (Sandall et al., 2024). These international examples illustrate that the success of maternity policies depends not only on their development but also on their effective implementation, adequate resources, and equitable access to maternity care.
[bookmark: _Toc235527908][bookmark: _Toc235530657]2.5 National/Local UK Context 
[bookmark: _Toc235527909][bookmark: _Toc235530658]2.5.1 UK Perspective
In the UK, CS is recognised as an essential component of maternity care when clinically indicated and is supported by national evidence-based guidance promoting safe, personalised and woman-centred care (NICE, 2021). Recent evidence indicates that CS rates have continued to increase across the UK, reflecting changes in maternal demographics, obstetric practice, and the increasing complexity of pregnancy (Redjepova et al., 2024). National maternity policy increasingly promotes informed choice, shared decision-making, and equitable access to high-quality maternity services through evidence-based clinical guidance and professional standards (RCOG, no date). Despite these developments, socioeconomic deprivation and ethnicity continue to influence maternal outcomes and women's experiences of maternity care across the UK (MacLellan et al., 2022). This highlights the importance of combining evidence-based clinical practice with strategies that address wider determinants of maternal health.
[bookmark: _Toc235527910][bookmark: _Toc235530659]2.5.2 Policy and Regulation
The provision of CS within the UK is guided by national policies, clinical guidance and regulatory frameworks that promote safe, equitable and woman-centred maternity care. NICE (2021) recommends that decisions regarding CS should be based on clinical need while supporting informed choice and shared decision-making between women and healthcare professionals. The NHS Three-Year Delivery Plan identifies reducing maternity inequalities, improving continuity of care, and strengthening the maternity workforce as national priorities (NHS England, 2023). Regulatory oversight further supports improvements in maternity services. The Care Quality Commission (CQC) (2024) identified variation in the quality and safety of maternity services across England, while the Ockenden Report (2022) highlighted the need to strengthen leadership, governance, and multidisciplinary working to improve maternal safety. Together, these policies and regulatory frameworks provide the foundation for improving the quality, safety, and consistency of UK maternity care.
[bookmark: _Toc235527911][bookmark: _Toc235530660]2.5.3 Local Context
Although national policies provide a consistent framework for maternity care, the delivery of CS services is influenced by local population needs, workforce capacity and service organisation. Within Birmingham and Solihull, the Local Maternity and Neonatal System (LMNS) Strategy 2024–2027 aims to improve maternity outcomes by reducing health inequalities, strengthening personalised care, and expanding continuity of care across local maternity services (Birmingham and Solihull Local Maternity and Neonatal System, 2024). These priorities align with the NHS Three-Year Delivery Plan, which promotes consistent, high-quality maternity care across England (NHS England, 2023). However, the CQC (2024) reported variation in the quality and safety of maternity services between NHS organisations, reflecting differences in leadership, workforce capacity, and service delivery. These findings demonstrate that while national guidance establishes consistent standards, effective local implementation remains essential to improving maternal outcomes and women’s experiences of maternity care.
[bookmark: _Toc235527912][bookmark: _Toc235530661]2.6 Conclusion 
This chapter has established the historical, theoretical, and contextual foundations for understanding how socioeconomic and cultural factors influence CS rates and women’s experiences of maternity care. The literature demonstrates that although CS remains an essential obstetric intervention, its use is influenced by the interaction of clinical, socioeconomic, cultural, and structural factors. The chapter explored the historical development of CS, examined the theoretical frameworks underpinning this dissertation, and considered the international, national, and local contexts that continue to shape maternity care policy and practice. Together, this evidence highlights that improving maternal outcomes requires not only evidence-based clinical care but also action to address wider health inequalities and variation in maternity services. These foundations provide the context for the methodological approach adopted in this dissertation. Chapter 3 describes the desk-based secondary research methodology, including the search strategy, study selection, research validation and thematic analysis used to systematically identify, evaluate, and synthesise the literature addressing the research aim and objectives.
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[bookmark: _Toc235527913][bookmark: _Toc235530662]CHAPTER 3 – Methods and Search Strategy 
[bookmark: _Toc235527914][bookmark: _Toc235530663]3.1 Introduction 
[bookmark: _Toc235527915][bookmark: _Toc235530664]3.1.1 Purpose of the Chapter
This chapter outlines the methodology adopted to address the research aim using a desk-based secondary research approach (Aveyard, 2014). The academic methodology poster provided a visual summary of the research process, while this chapter expands on each stage by explaining the methods used to identify, evaluate, and analyse the literature.
[bookmark: _Toc235527916][bookmark: _Toc235530665]3.1.2 Connection to the Dissertation
The research methods adopted within this dissertation were essential for identifying, selecting, and analysing relevant evidence to address the research aim. The systematic approach described in this chapter provides the foundation for the thematic findings presented in Chapter 4 by ensuring the literature was reviewed in a transparent, structured and evidence-based manner (Booth, Sutton, and Papaioannou, 2016).
[bookmark: _Toc235527917][bookmark: _Toc235530666]3.2 Search Strategy 
[bookmark: _Toc235527918][bookmark: _Toc235530667]3.2.1 Developing Keywords
Keywords were developed from the research title, aim and objectives to ensure the literature identified was relevant to the research question (Aveyard, 2014). Search terms included CS, socioeconomic factors, cultural factors and women's experiences, alongside professional synonyms to broaden the search (Boland, Cherry, and Dickson, 2017).
[bookmark: _Toc235527919][bookmark: _Toc235530668]3.2.2 Boolean Operators
Booth, Sutton, and Papaioannou (2016) recommend using Boolean operators (AND, OR and NOT) to combine keywords, include alternative terminology and exclude irrelevant studies, improving the relevance and precision of the search strategy.
[bookmark: _Toc235527920][bookmark: _Toc235530669]3.2.3 Structured Search Plan
Aveyard (2014) emphasises the importance of a structured search plan to organise keywords, search combinations, and database searches. Useful search terms and results were recorded throughout the review to ensure a transparent and systematic approach to literature retrieval.
[bookmark: _Toc235527921][bookmark: _Toc235530670]3.3 Searching for Information 
[bookmark: _Toc235527922][bookmark: _Toc235530671]3.3.1 Databases and Platforms
Booth, Sutton, and Papaioannou (2016) recommend selecting databases appropriate to the research topic to ensure comprehensive literature retrieval. Accordingly, the University of Wales Trinity Saint David (UWTSD) Library, alongside PubMed, CINAHL, MEDLINE, Scopus and Google Scholar, was used to identify relevant evidence. These resources were selected because they provide access to high-quality, peer-reviewed health and social care research and support comprehensive evidence retrieval across multiple sources (Goossen et al., 2020), ensuring the identification of relevant literature relating to CS, maternity care, and wider socioeconomic and cultural influences.
[bookmark: _Toc235527923][bookmark: _Toc235530672]3.3.2 Using Filters
Boland, Cherry, and Dickson (2017) recommend applying predefined filters to improve the relevance and quality of the evidence retrieved. Accordingly, searches were limited to peer-reviewed, English-language, UK-based studies published between 2016 and 2026. These filters narrowed the search results to current, credible, and relevant evidence, improving the transparency and comprehensiveness of the review (Goossen et al., 2020).
[bookmark: _Toc235527924][bookmark: _Toc235530673]3.3.3 Search Process
Searches were refined by modifying keywords, using alternative terminology, and adjusting Boolean operators where necessary to improve the relevance of the results (Atkinson and Cipriani, 2018). Duplicate and irrelevant studies were excluded, and a source tracking table was used to record search outcomes and summarise the selected literature, providing a clear audit trail of the review process (Clark et al., 2021). The completed source tracking table is presented in Appendix B.
[bookmark: _Toc235527925][bookmark: _Toc235530674]3.4 Research Validation 
[bookmark: _Toc235527926][bookmark: _Toc235530675]3.4.1 Skimming Techniques
Atkinson and Cipriani (2018) recommend initially screening articles by reviewing the title and abstract before undertaking a full-text review. This approach enabled relevant studies to be identified efficiently while excluding literature that did not address the research aim.
[bookmark: _Toc235527927][bookmark: _Toc235530676]3.4.2 CRAAP Test Application
Blakeslee (2004) developed the CRAAP Test, which was applied to assess the Currency, Relevance, Authority, Accuracy and Purpose of each source before inclusion in the literature review. The completed CRAAP source tracking table for the included studies is provided in Appendix B. Although not every source met all five criteria equally, priority was given to studies demonstrating strong currency, relevance, and authority, while accuracy and purpose were also considered to ensure the inclusion of credible and appropriate evidence.
[bookmark: _Toc235527928][bookmark: _Toc235530677]3.4.3 Decision-Making
Snyder (2019) emphasises that transparent and systematic decision-making is essential to maintaining the quality and credibility of a literature review. For example, recent peer-reviewed UK studies examining the socioeconomic and cultural factors influencing CS were considered suitable for inclusion, whereas studies that were outdated, conducted outside the UK, or not related to the research aim were excluded.
[bookmark: _Toc235527929][bookmark: _Toc235530678]3.5 Inclusion and Exclusion Criteria 
[bookmark: _Toc235527930][bookmark: _Toc235530679]3.5.1 Inclusion Criteria
Peer-reviewed journal articles published between 2016 and 2026 were included. Studies were required to be UK-based, written in English, available in full text, and focused on socioeconomic factors, cultural influences, CS rates, or women's experiences of maternity care.
[bookmark: _Toc235527931][bookmark: _Toc235530680]3.5.2 Exclusion Criteria
Studies published before 2016, conducted outside the UK, not written in English, or unavailable in full text were excluded. Conference abstracts, editorials, opinion pieces, dissertations, and studies unrelated to the research aim were also omitted.
[bookmark: _Toc235527932][bookmark: _Toc235530681]3.5.3 Justification
The inclusion and exclusion criteria were applied to ensure that the literature review remained focused on studies directly relevant to the research question. Restricting the search to recent, peer-reviewed UK studies helped ensure that the evidence was current, credible and applicable to the UK context, while excluding irrelevant or lower-quality sources improved the overall quality and rigour of the review (Aveyard, 2019; Boland, Cherry and Dickson, 2017).
[bookmark: _Toc235527933][bookmark: _Toc235530682]3.6 Analysing Research 
[bookmark: _Toc235527934][bookmark: _Toc235530683]3.6.1 Thematic Coding Approach
Braun and Clarke (2006) describe thematic analysis as a method for identifying and analysing patterns within data. Following this approach, each selected article was reviewed in detail to identify repeated ideas, issues, and keywords relevant to the research question. Initial codes were generated from these recurring concepts, including communication, ethnicity, socioeconomic deprivation, discrimination, and women's experiences of maternity care. Aveyard (2019) explains that comparing coded findings across studies supports the identification of patterns within the literature.
[bookmark: _Toc235527935][bookmark: _Toc235530684]3.6.2 Developing Themes
Related codes were grouped into broader themes that reflected the research question and study objectives. Braun and Clarke (2006) explain that themes are developed by identifying meaningful patterns across coded data, allowing related concepts to be organised into coherent categories. This process enabled the findings to be organised into themes that formed the basis of the analysis presented in Chapter 4.
[bookmark: _Toc235527936][bookmark: _Toc235530685]3.6.3 Organisation
An Evidence Extraction Table (Appendix C) was used to organise the data extracted from the eight included studies. Each study was assigned a paper number (Paper 1–Paper 8) to facilitate consistent referencing throughout the analysis. The extracted findings were then organised into a Thematic Coding Table (Appendix D), where colour coding was applied to group similar codes and identify broader themes. Boland, Cherry, and Dickson (2017) suggest that systematic organisation of evidence enhances the transparency and rigour of literature reviews.
[bookmark: _Toc235527937][bookmark: _Toc235530686]3.7 Ethical Considerations 
[bookmark: _Toc235527938][bookmark: _Toc235530687]3.7.1 Secondary Research Ethics
This dissertation was conducted solely using published secondary sources, with no involvement of human participants or collection of primary data. Consequently, formal ethical approval was not necessary (Aveyard et al., 2023).
[bookmark: _Toc235527939][bookmark: _Toc235530688]3.7.2 Academic Integrity
Academic integrity was upheld by accurately reporting the findings of the selected studies, appropriately acknowledging all sources, and applying the University of Wales Trinity Saint David Harvard referencing style consistently throughout the dissertation.
[bookmark: _Toc235527940][bookmark: _Toc235530689]3.7.3 Transparency and Credibility
Transparency and credibility were maintained by systematically identifying, critically appraising, and presenting the selected literature in an objective manner. This approach helped minimise bias and enhanced the overall trustworthiness of the review (Boland, Cherry, and Dickson, 2017).
[bookmark: _Toc235527941][bookmark: _Toc235530690]3.8 Chapter Conclusion 
This chapter has outlined the systematic methodology used to identify, evaluate, and analyse the literature included in this dissertation. A structured search strategy, predefined inclusion and exclusion criteria, and critical appraisal techniques ensured that relevant and credible UK-based evidence was selected. The included studies were then analysed using thematic analysis, with initial codes organised into broader themes through a thematic coding table to provide a transparent and systematic approach to data analysis. The following chapter presents the findings and discussion, with the results organised into three key themes that address the research aim and objectives.






[bookmark: _Toc235527942][bookmark: _Toc235530691]CHAPTER 4 – Findings and Discussion
[bookmark: _Toc235527943][bookmark: _Toc235530692]4.1 Introduction 
This chapter presents and critically discusses the findings of the systematic literature review in relation to the research aim and objectives. The findings are organised using thematic analysis, with themes developed from the included studies to identify recurring patterns regarding the influence of socioeconomic and cultural factors on CS rates and women's experiences within UK maternity services. Each theme is examined by comparing and synthesising evidence across the selected studies, while considering relevant literature, theoretical perspectives, and current UK maternity policies. This approach enables a critical evaluation of the evidence and highlights the implications for maternity practice, health inequalities, and future research.
[bookmark: _Toc235527944][bookmark: _Toc235530693]4.2 Thematic Analysis 
[bookmark: _Toc235527945][bookmark: _Toc235530694]4.2.1 Definition of Thematic Analysis
Braun and Clarke (2006) define thematic analysis as a qualitative method used to identify, analyse and report recurring patterns, or themes, within a dataset. In the context of secondary research, this approach enables researchers to systematically examine evidence from multiple studies by coding key findings and grouping similar concepts into meaningful themes. Nowell et al. (2017) further emphasise that a rigorous thematic analysis requires a systematic and transparent coding process, enabling researchers to develop trustworthy themes and provide a clear audit trail throughout the analysis. Together, these principles support the synthesis and interpretation of existing literature to produce evidence-based conclusions that address the research aim.
[bookmark: _Toc235527946][bookmark: _Toc235530695]4.2.2 Link to Coding/Results Table
Following data extraction, the findings from the eight included studies were systematically reviewed to identify recurring concepts relevant to the research aim. Initial codes were generated from key findings and organised within the Evidence Extraction Table (Appendix C). These codes were then compared and grouped into broader patterns, resulting in the development of three overarching themes, as presented in the Thematic Coding Table (Appendix D). This systematic coding process provided a transparent and structured approach to data synthesis. The three themes identified were Communication and Quality of Maternity Care, Discrimination and Women's Experiences, and Socioeconomic Factors, Policy, and Health Inequalities, which are explored in the following sections of this chapter.
[bookmark: _Toc235527947][bookmark: _Toc235530696]4.3 Theme 1: Communication and Quality of Maternity Care 
[bookmark: _Toc235527948][bookmark: _Toc235530697]4.3.1 Definition 
Effective communication in maternity care involves the clear, timely and respectful exchange of information between healthcare professionals and women, enabling informed decision-making and supporting personalised care throughout pregnancy, birth, and the postnatal period (NICE, 2025). High-quality maternity care encompasses the provision of safe, effective, and woman-centred care that respects individual values, preferences and cultural needs while promoting positive maternal and neonatal outcomes (WHO, 2018b). Together, these principles underpin shared decision-making and ensure that women are actively involved in choices regarding their maternity care, including decisions surrounding CS. Within this dissertation, communication and quality of maternity care are explored as key factors influencing women's experiences and variations in CS care across the UK.
[bookmark: _Toc235527949][bookmark: _Toc235530698]4.3.2 Background Information
Over the past decade, maternity care in the UK has increasingly shifted towards a woman-centred approach that values communication, informed choice, and personalised care alongside clinical safety. This change reflects growing recognition that high-quality maternity care should address women's individual needs, preferences and experiences throughout pregnancy and childbirth, rather than focusing solely on clinical outcomes (WHO, 2018). In England, the Better Births report further reinforced this approach by recommending continuity of carer, personalised care planning, and shared decision-making to improve both the safety and quality of maternity services (National Maternity Review, 2016). Similarly, NICE, (2025) emphasises that women should receive clear, evidence-based information and be actively involved in decisions regarding their care, including choices relating to CS. Despite these policy developments, evidence indicates that women continue to experience variation in communication and the quality of maternity care, particularly across different socioeconomic and ethnic groups. This suggests that implementing woman-centred care consistently remains an ongoing challenge within UK maternity services.
[bookmark: _Toc235527950][bookmark: _Toc235530699]4.3.3 Impact on Research Question
Communication and the quality of maternity care are central to this dissertation because they influence how socioeconomic and cultural factors shape women's experiences of CS in the UK. Effective communication and equitable, woman-centred care can improve informed decision-making and patient experience, whereas poor communication may contribute to disparities in maternity care. Therefore, examining this theme is essential for understanding how variations in maternity care influence women's experiences and contribute to inequalities in CS care across different socioeconomic and cultural groups.
[bookmark: _Toc235527951][bookmark: _Toc235530700]4.3.4 Statistical Information
National evidence suggests that communication and women's involvement in maternity care remain inconsistent across England. The 2025 CQC Maternity Survey reported that 77% of women were always involved in decisions about their care during labour and birth, indicating that almost one in four women did not consistently experience shared decision-making. Watson et al. (2025) also surveyed 361 postnatal women, finding that 33% of Black women attended their first antenatal appointment at or after 12 weeks' gestation, compared with 19% of White women and 15% of Asian women. These disparities are noteworthy because delayed access to antenatal care may reduce opportunities for timely information sharing, informed decision-making, and continuity of care. The persistence of these inequalities suggests that national improvements in maternity care have not been experienced equally across all ethnic groups, highlighting that communication remains shaped by wider socioeconomic and cultural inequalities rather than clinical practice alone.
[bookmark: _Toc235527952][bookmark: _Toc235530701]4.3.5 Theories, Policies, and Legislation
4.3.5.1 Theoretical Framework
The Woman-Centred Care framework is widely recognised within contemporary maternity care as an approach that promotes care responsive to women's physical, emotional, social, and cultural needs (Brady et al., 2019). Although no universally accepted definition exists, the framework consistently emphasises effective communication, informed choice, and shared decision-making as core principles of high-quality maternity care (Brady et al., 2019). The World Health Organization (2018b) recommends respectful, woman-centred care that enables women to participate actively in decisions during labour and childbirth. Similarly, NICE (2021) recommends that healthcare professionals provide balanced, evidence-based information to support informed decision-making regarding caesarean birth. Within this dissertation, the Woman-Centred Care framework provides a theoretical basis for examining how socioeconomic and cultural factors influence communication, the quality of maternity care and women's experiences of CS within UK maternity services (Brady et al., 2019).
4.3.5.2 Policy and Legislation
UK policies and legislation emphasise effective communication, informed choice, and equitable maternity care. Better Births advocates personalised care through continuity of carer and shared decision-making to improve women's experiences (National Maternity Review, 2016). Similarly, NICE Guideline NG192 recommends that healthcare professionals provide balanced, evidence-based information to support informed decision-making regarding caesarean birth (NICE, 2021). Furthermore, the Equality Act 2010 legally protects women from discrimination on the grounds of race and pregnancy and maternity (Equality Act, 2010, ss. 4, 17 and 29). However, the evidence reviewed indicates that these policy and legislative commitments have not been consistently translated into practice. Black, Asian and Minority Ethnic women continue to report poor communication, unmet cultural needs, discrimination, and delayed access to maternity services, highlighting persistent inequalities despite existing policy and legal protections (MacLellan et al., 2022; Watson et al., 2025).
[bookmark: _Toc235527953][bookmark: _Toc235530702]4.3.6 Implications
The findings indicate that communication and the quality of maternity care play a significant role in shaping women's experiences of CS within UK maternity services. Effective communication, shared decision-making, and culturally responsive care can facilitate informed consent, strengthen relationships between women and healthcare professionals, and contribute to more positive birth experiences (Brady et al., 2019). These findings reinforce the value of adopting a woman-centred approach to support equitable maternity care.
In contrast, the evidence suggests that communication barriers, discrimination and insufficient recognition of cultural needs continue to affect the maternity experiences of some Black, Asian and Minority Ethnic women, despite policies designed to promote equality (MacLellan et al., 2022). This disparity between policy and practice may hinder informed decision-making, reduce trust in maternity services, and perpetuate inequalities in CS experiences (Watson et al., 2025).
Overall, the findings highlight that although effective communication can improve women's maternity experiences, achieving equitable care requires the consistent implementation of culturally responsive, woman-centred practices across UK maternity services.
[bookmark: _Toc235527954][bookmark: _Toc235530703]4.3.7 Examples from Your Articles
MacLellan et al. (2022) found that communication failures, discrimination and poor-quality maternity care negatively influenced ethnic minority women's experiences, whereas woman-centred midwifery improved care experiences. The review further linked inequalities in maternity care with adverse outcomes, highlighting the importance of effective communication in achieving equitable maternity services. 
Similarly, Watson et al. (2025) reported more mixed findings, with many women describing positive maternity care while identifying communication, timely pain relief and delayed antenatal access for Black women as ongoing concerns. The study also found that respectful communication and continuity of care enhanced women's experiences, suggesting that high-quality care can partially mitigate inequalities. 
These findings are reinforced by Obionu et al. (2023), who identified communication barriers, discrimination, unmet cultural needs, and poor access to care among ethnic minority and migrant women. While Watson et al. (2025) demonstrated that positive experiences are achievable, Obionu et al. (2023) emphasised that these benefits are not experienced consistently across all groups. 
Taken together, these studies demonstrate that effective communication alone is insufficient to achieve equitable maternity care when wider socioeconomic and cultural inequalities remain unaddressed. The evidence therefore suggests that women's experiences of caesarean birth are shaped by the interaction between communication, discrimination, and broader structural inequalities, directly supporting the research question.
[bookmark: _Toc235527955][bookmark: _Toc235530704]4.3.8 Connections to Other Themes
Communication and the quality of maternity care were intricately linked to the other themes identified in this review. Communication barriers frequently occurred alongside discrimination, suggesting that ethnic minority women were more likely to experience poorer interactions with healthcare professionals and reduced involvement in decision-making. Furthermore, socioeconomic disadvantage and wider health inequalities influenced access to high-quality, culturally responsive maternity care, reinforcing disparities in women's experiences. These interrelationships demonstrate that communication is not an isolated determinant of women's experiences but operates alongside discrimination and socioeconomic disadvantage to shape inequalities in maternity care.
[bookmark: _Toc235527956][bookmark: _Toc235530705]4.4 Theme 2: Discrimination and Women’s Experience 
[bookmark: _Toc235527957][bookmark: _Toc235530706]4.4.1 Definition 
Discrimination in maternity care refers to the unfair or unequal treatment of women based on characteristics such as ethnicity, socioeconomic status, culture, or other protected characteristics, resulting in differences in access to, quality of and experiences of healthcare (Equality Act, 2010). Discrimination may be direct, where an individual is treated less favourably because of a protected characteristic, or indirect, where policies or practices disproportionately disadvantage groups. Related terms include cultural bias, which refers to assumptions or preferences that influence care, and stereotyping, where preconceived beliefs affect interactions and clinical decision-making. Within this dissertation, discrimination is examined as a key factor influencing women's experiences of CS and contributing to inequalities within UK maternity services.
[bookmark: _Toc235527958][bookmark: _Toc235530707]4.4.2 Background Information
Discrimination within UK maternity services has become an increasingly recognised public health concern due to persistent inequalities in women's experiences and maternity outcomes (NHS Race and Health Observatory, 2025). Recent national investigations have identified racism, women not being listened to and organisational culture as continuing barriers to equitable, safe, and respectful maternity care, highlighting the need for systemic improvements across maternity services (NMNI, 2026). Despite national initiatives to improve the quality and safety of maternity care, Black women remain significantly more likely to experience maternal mortality than White women, demonstrating that substantial ethnic inequalities persist within the UK (Felker et al., 2024). Consequently, increasing attention has been directed towards addressing discrimination and structural inequalities to promote equitable, culturally responsive, and woman-centred maternity care (NMNI, 2026).
[bookmark: _Toc235527959][bookmark: _Toc235530708]4.4.3 Impact on Research Question
Discrimination is directly relevant to this dissertation because it shapes how socioeconomic and cultural factors influence women's experiences of CS within UK maternity services. Discriminatory experiences related to ethnicity, socioeconomic status or cultural background can affect communication with healthcare professionals, women's involvement in decision-making and their overall maternity experience. Consequently, discrimination contributes to inequalities in maternity care and influences women's experiences of CS. Examining this theme is therefore essential to understanding the relationship between socioeconomic and cultural factors and CS experiences, while informing approaches to more equitable and culturally responsive maternity care.
[bookmark: _Toc235527960][bookmark: _Toc235530709]4.4.4 Statistical Information
National statistics demonstrate persistent inequalities in maternal outcomes across different population groups within the UK. Black women are almost three times more likely to die during pregnancy or within six weeks after birth than White women, while Asian women are almost twice as likely to experience maternal mortality (Felker et al., 2024). Women living in the most deprived areas also experience poorer maternal outcomes than those living in the least deprived areas, highlighting the influence of socioeconomic disadvantage on maternity care (Felker et al., 2024). Furthermore, the NHS Race and Health Observatory (2025) identified persistent racial inequalities in maternity care, while the National Maternity and Neonatal Investigation (2026) concluded that discrimination, racism, and women not being listened to remain significant concerns within maternity services. These statistics suggest that, despite national policy commitments to reducing inequalities, discrimination and wider socioeconomic and cultural factors continue to influence maternal outcomes and women's experiences within UK maternity services, highlighting the gap between policy objectives and practice.
[bookmark: _Toc235527961][bookmark: _Toc235530710]4.4.5 Theories, Policies, and Legislation
4.4.5.1 Theoretical Framework
Campinha-Bacote (2002) proposed Cultural Competence Theory, which suggests that healthcare professionals should develop the knowledge, skills and cultural awareness required to deliver care that respects individuals' diverse beliefs, values, and practices. The theory also emphasises recognising and addressing personal biases that may contribute to unequal treatment. This framework is particularly relevant to UK maternity services, where persistent ethnic and socioeconomic inequalities indicate that culturally competent care remains essential for reducing discrimination and improving women's experiences (NHS Race and Health Observatory, 2025). Within this dissertation, Cultural Competence Theory provides a valuable framework for understanding how inadequate cultural awareness may contribute to inequalities in women's experiences of CS. Consequently, the theory supports the examination of how socioeconomic and cultural factors influence both maternity care experiences and disparities in CS within the UK.
4.4.5.2 Policy and Legislation
Section 149 of the Equality Act 2010, known as the Public Sector Equality Duty, requires public bodies, including NHS organisations, to eliminate discrimination, advance equality of opportunity and foster good relations between individuals with protected characteristics (Equality Act, 2010, s.149). Similarly, Section 6 of the Health and Care Act 2022 strengthen NHS England's responsibility to reduce inequalities in access to healthcare, health outcomes, and patients' experiences. Together, these legislative frameworks aim to promote equitable maternity care and reduce disparities affecting women from diverse socioeconomic and cultural backgrounds. However, persistent ethnic and socioeconomic inequalities in maternal outcomes indicate that legislative obligations alone have not eliminated discrimination within UK maternity services (Felker et al., 2024). Consequently, achieving equitable maternity care requires not only legislative protection but also effective implementation through organisational accountability and culturally competent practice (NHS Race and Health Observatory, 2025).
[bookmark: _Toc235527962][bookmark: _Toc235530711]4.4.6 Implications
Discrimination contributes to socioeconomic and cultural inequalities in women's experiences of CS by reducing trust in healthcare professionals, limiting involvement in decision-making, and creating barriers to accessing maternity care (RCOG, 2024). These inequalities may adversely affect women's engagement with maternity services and contribute to disparities in maternal experiences and outcomes (Felker et al., 2024). Conversely, recognising discrimination has informed legislation and national initiatives that promote equitable and culturally responsive maternity care (Health and Care Act, 2022, s.6). Effective implementation of these initiatives has the potential to improve women's experiences of CS and reduce socioeconomic and cultural inequalities within UK maternity services (NHS England, 2024).
[bookmark: _Toc235527963][bookmark: _Toc235530712]4.4.7 Examples from Your Articles
Papers 4, 6 and 7 consistently identified discrimination as a key factor influencing women's experiences of UK maternity services. Across these studies, women from ethnic minority backgrounds reported racism, stereotyping, communication barriers, and a lack of cultural understanding, which negatively affected their experiences and reduced trust in healthcare professionals (MacLellan et al., 2022; Obionu et al., 2023; Silverio et al., 2023). The findings were largely consistent across all three studies, demonstrating that discrimination contributes to inequalities in maternity care. However, Paper 7 further highlighted that respectful, individualised and culturally responsive care improved women's experiences, suggesting that discrimination can be reduced through culturally competent practice (Silverio et al., 2023). The evidence demonstrates that discrimination remains a persistent contributor to inequalities in women's maternity experiences despite policy initiatives promoting equitable care. This suggests that reducing disparities in women's experiences of caesarean birth requires not only culturally responsive practice but also action to address the wider structural factors that sustain discrimination within maternity services.
[bookmark: _Toc235527964][bookmark: _Toc235530713]4.4.8 Connections to Other Themes
This theme is closely interconnected with the themes of Communication and Quality of Maternity Care and Socioeconomic Factors, Policy, and Health Inequalities. Discrimination can negatively influence communication between women and healthcare professionals, reducing trust, shared decision-making, and the overall quality of maternity care. Likewise, socioeconomic disadvantage and wider health inequalities may increase women's risk of experiencing discriminatory treatment and barriers to accessing equitable maternity services. These interrelationships demonstrate that discrimination is not an isolated issue but interacts with communication and socioeconomic disadvantage to shape women's experiences of maternity care, reinforcing the need for integrated approaches to reduce inequalities within UK maternity services.
[bookmark: _Toc235527965][bookmark: _Toc235530714]4.5 Theme 3: Socioeconomic Factors, Policy, and Health Inequalities 
[bookmark: _Toc235527966][bookmark: _Toc235530715]4.5.1 Definition 
Socioeconomic factors refer to the social and economic conditions in which people are born, grow, live, work and age that influence their health and wellbeing, including income, education, employment, occupation, and area-level deprivation (WHO, 2025). Health inequalities are avoidable, unfair, and systematic differences in health between diverse groups of people (Williams et al., 2022). These inequalities may be reflected in differences in health outcomes, access to healthcare, and the quality and experience of care, and are often influenced by wider socioeconomic and environmental determinants (Williams et al., 2022). Within this dissertation, socioeconomic factors and health inequalities are examined in relation to their influence on CS rates and women's experiences of maternity care in the UK.
[bookmark: _Toc235527967][bookmark: _Toc235530716]4.5.2 Background Information
Socioeconomic factors have long been recognised as key determinants of health, influencing health outcomes through factors such as income, education, employment, and housing (WHO, 2025). In England, the Marmot Review: 10 Years On highlighted that health inequalities follow a clear social gradient, with individuals living in more deprived areas consistently experiencing poorer health outcomes than those living in more affluent communities (Marmot et al., 2020). This evidence has informed UK policies aimed at reducing health inequalities.
Within maternity care, socioeconomic inequalities remain evident. Women living in the most socioeconomically deprived areas face significantly higher risks of adverse maternal and neonatal outcomes than those living in less deprived areas (POST, 2025). In response, UK maternity policy has increasingly prioritised reducing inequalities through personalised and equitable care. Better Births introduced a vision for safer, personalised maternity services (National Maternity Review, 2016), which was reinforced by the NHS Long Term Plan through its commitment to reducing health inequalities and improving equitable access to healthcare (NHS England, 2019). More recently, the Three-Year Delivery Plan for Maternity and Neonatal Services strengthened this commitment by prioritising action to reduce inequalities in maternity outcomes, particularly among disadvantaged and ethnically diverse populations (NHS England, 2023). Despite these developments, socioeconomic inequalities continue to contribute to unequal maternity experiences and outcomes across the UK (Williams et al., 2022).
[bookmark: _Toc235527968][bookmark: _Toc235530717]4.5.3 Impact on Research Question
Socioeconomic factors are central to this dissertation because they influence both CS rates and women's experiences of maternity care within the UK (WHO, 2025). Deprivation has been associated with poorer maternal and neonatal outcomes, making socioeconomic status an important consideration when examining variations in CS rates (POST, 2025). Lower income, educational attainment, and employment opportunities can also influence access to healthcare and wider maternal health outcomes (WHO, 2025).
Examining socioeconomic inequalities is therefore essential to understanding why disparities in CS rates and maternity experiences persist across different population groups within the UK (Williams et al., 2022). This theme provides a framework for exploring how wider social circumstances shape women's interactions with maternity services (WHO, 2025). Understanding these relationships is fundamental to developing evidence-informed recommendations that promote more equitable maternity care and reduce inequalities in outcomes (NHS England, 2023).
[bookmark: _Toc235527969][bookmark: _Toc235530718]4.5.4 Statistical Information
Recent evidence demonstrates that socioeconomic inequalities continue to influence maternal and neonatal outcomes within the UK The maternal mortality rate increased to 9.8 deaths per 100,000 maternities between 2020 and 2023, representing the highest level reported since 2003–2005 (POST, 2025).
Perinatal mortality, including stillbirths and neonatal deaths, was 4.84 per 1,000 total births in 2023, despite an overall 20% reduction since 2013 (POST, 2025). However, the persistence of inequalities indicates that improvements in maternity outcomes have not been experienced equally across all socioeconomic groups (POST, 2025).
These findings suggest that, despite national policy initiatives, socioeconomic disadvantage continues to influence maternal outcomes, indicating that improvements in maternity care have not been experienced equally across all population groups.
[bookmark: _Toc235527970][bookmark: _Toc235530719]4.5.5 Theories, Policies, and Legislation
4.5.5.1 Theoretical Framework
The SDOH framework proposes that health outcomes are influenced by the conditions in which people are born, grow, live, work and age, rather than by biological factors alone (WHO, 2025). This framework is directly relevant to the present study because it explains how socioeconomic factors, including income, education, employment and housing, can influence CS rates and women's experiences of maternity care within the UK (WHO, 2025). By recognising that health is shaped by wider social and economic conditions, the framework provides a theoretical basis for examining socioeconomic inequalities as a determinant of maternal health outcomes (WHO, 2025).
4.5.5.2 Policy and Legislation
Reducing health inequalities is a central objective of UK maternity policy. The NHS Long Term Plan identifies reducing health inequalities and improving equitable access to healthcare as strategic priorities across the NHS (NHS England, 2019). Similarly, the Three-Year Delivery Plan for Maternity and Neonatal Services aims to reduce inequalities in maternity outcomes by promoting personalised, safe, and equitable care, particularly for disadvantaged populations (NHS England, 2023). Although these policies demonstrate a national commitment to improving maternity care, persistent socioeconomic disparities suggest that policy implementation has not fully addressed the wider social determinants that continue to influence maternal health outcomes (Williams et al., 2022).
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Socioeconomic factors have important implications for understanding variations in CS rates and women's experiences of maternity care within the UK (WHO, 2025). Recognising the influence of wider social determinants supports the development of more equitable maternity services and targeted interventions to improve maternal outcomes (NHS England, 2023). However, persistent socioeconomic inequalities continue to contribute to disparities in maternity care and outcomes, indicating that existing policies have not fully addressed the underlying causes of these inequalities (Williams et al., 2022). Addressing these inequalities is therefore fundamental to reducing disparities in caesarean section rates and improving women's experiences of maternity care within the UK (WHO, 2025).	
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Papers 1, 5 and 8 consistently demonstrated that socioeconomic factors contribute to inequalities in UK maternity care and maternal outcomes. Papers 5 and 8 found that women living in socioeconomically deprived communities experienced poorer access to maternity services and less favourable maternal outcomes. Paper 5 reported delayed antenatal access for Black women and identified communication and timely pain relief as ongoing concerns, suggesting that socioeconomic disadvantage continues to influence equitable access to maternity care despite improvements in service provision (Watson et al., 2025). Paper 8 further demonstrated that higher levels of deprivation were associated with an increased risk of severe maternal morbidity, reinforcing socioeconomic status as an important determinant of maternal health inequalities (Geddes-Barton et al., 2024). 
In contrast, Paper 1 examined UK maternity policy rather than empirical maternal outcomes. The paper highlighted a shift away from reducing overall CS rates towards prioritising maternal safety through the Robson Classification (Redjepova & Bilagi, 2024). Although the paper did not present primary evidence, it provides important policy context that helps explain current approaches to improving maternity care. 
Despite changes in UK maternity policy, the evidence demonstrates that socioeconomic inequalities remain evident in women's access to maternity services and maternal outcomes. While Paper 1 describes policy developments intended to improve maternity care, Papers 5 and 8 indicate that these initiatives have not fully addressed disparities associated with deprivation. This suggests that policy alone is insufficient to reduce inequalities without addressing the wider social determinants that continue to influence women's experiences of maternity care.
[bookmark: _Toc235527973][bookmark: _Toc235530722]4.5.8 Connections to Other Themes
Socioeconomic factors are intricately connected to the other themes identified within this review. Socioeconomic disadvantage may contribute to poorer communication and reduced access to high-quality maternity care, influencing women's overall experiences of maternity services. Similarly, socioeconomic inequalities frequently intersect with discrimination, particularly among women from ethnic minority backgrounds, increasing the likelihood of unequal treatment and poorer maternal outcomes. The findings indicate that socioeconomic disadvantage interacts with communication and discrimination to shape women's experiences of maternity care, highlighting that inequalities in CS are influenced by multiple interconnected social and cultural factors.
[bookmark: _Toc235527974][bookmark: _Toc235530723]4.6 Chapter Conclusion 
This chapter presented and discussed the findings of the systematic literature review in relation to the research question. Three key themes were identified: communication and quality of maternity care, discrimination and women's experiences, and socioeconomic factors, policy, and health inequalities. Across all themes, the evidence demonstrated that women's experiences of CS and maternity care are influenced by multiple interconnected factors rather than a single determinant. Although improvements in communication, woman-centred care and national maternity policy have contributed to positive developments, persistent inequalities associated with ethnicity, discrimination and socioeconomic disadvantage continue to influence access to care, maternal outcomes and women's experiences within the UK. The findings therefore demonstrate that achieving equitable maternity care requires consideration of both clinical practice and the wider social, cultural, and socioeconomic factors that shape women's experiences. Overall, the evidence addresses the research question by demonstrating that socioeconomic and cultural factors continue to influence CS rates and women's experiences of maternity care within the UK. The following chapter will present the overall conclusions of the dissertation and provide recommendations for future practice based on the findings of this review.
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[bookmark: _Toc235527976][bookmark: _Toc235530725]5.1 Overall Conclusion  
This dissertation set out to critically examine the influence of socioeconomic and cultural factors on caesarean section (CS) rates and women's experiences of caesarean birth within the United Kingdom. In response to persistent variations in CS rates and continuing inequalities in maternity care, this systematic literature review explored how wider social, economic, and cultural influences shape women's experiences and maternal outcomes. Through the critical synthesis of current UK evidence, the review provided a comprehensive understanding of the complex factors influencing caesarean birth beyond clinical indications alone.
The literature review established that socioeconomic disadvantage, cultural influences, and inequalities within maternity care remain significant challenges in the United Kingdom. It highlighted that variations in women's experiences are shaped not only by clinical care but also by communication, discrimination, and the wider social determinants of health. Building on this foundation, a systematic review methodology was used to identify, critically appraise and synthesise the available UK evidence. This transparent and rigorous approach ensured that the findings directly addressed the research aim while providing a robust understanding of the current evidence base.
The synthesis of the evidence identified three interconnected themes that demonstrated how communication, discrimination and socioeconomic inequalities influence women's experiences of caesarean birth. Rather than acting independently, these factors interact to shape women's access to maternity care, involvement in decision-making, trust in healthcare professionals and overall maternity experiences. The findings demonstrated that inequalities in CS rates and women's experiences cannot be explained by clinical factors alone but must be understood within the broader socioeconomic and cultural contexts in which maternity care is delivered.
The research aim was fully achieved through the critical examination and synthesis of current UK evidence exploring the influence of socioeconomic and cultural factors on CS rates and women's experiences of caesarean birth. Furthermore, each research objective was successfully addressed. The review analysed current UK literature examining the influence of socioeconomic status (SES) and cultural factors on CS rates. It critically evaluated qualitative and quantitative evidence relating to the influence of socioeconomic status and cultural factors on women's experiences of caesarean birth within the UK. The review further evaluated how socioeconomic status and cultural factors contribute to variations in CS rates and women's experiences identified within the UK literature. Finally, by synthesising the evidence, the review identified key areas for policy, clinical practice and future research aimed at reducing inequalities and improving women's experiences of caesarean birth within the United Kingdom.
Overall, this dissertation demonstrates that improving women's experiences of caesarean birth requires approaches that extend beyond high-quality clinical care alone. Achieving equitable maternity care depends upon recognising and addressing the wider socioeconomic and cultural factors that continue to influence women's experiences, access to care and maternal outcomes. By bringing together the available UK evidence, this review has provided a comprehensive understanding of these influences and established a strong foundation for the evidence-informed recommendations presented in the following section.
[bookmark: _Toc235527977][bookmark: _Toc235530726]5.2 Recommendations 
[bookmark: _Toc235527978][bookmark: _Toc235530727]5.2.1 Recommendation 1 – Strengthen Culturally Responsive and Woman – Centred Maternity Care
It is recommended that NHS maternity services strengthen culturally responsive and woman-centred care by consistently embedding effective communication, shared decision-making, and personalised care planning throughout antenatal, intrapartum, and postnatal care. This recommendation is supported by the findings of this systematic literature review, which demonstrated that women who experienced clear communication, felt listened to and were actively involved in decisions regarding their care reported more positive experiences of CS, whereas poor communication, language barriers and limited involvement in decision-making contributed to dissatisfaction and reduced trust in healthcare professionals. Strengthening culturally responsive practice would therefore promote more equitable, respectful, and individualised maternity care while addressing inequalities identified throughout this review. This recommendation is achievable within existing NHS maternity services through regular professional development in cultural competence and communication skills, alongside improved access to professional interpreting services and the continued implementation of personalised care pathways. However, workforce shortages, increasing service pressures, limited consultation time, and variation in resources across NHS Trusts may present challenges to consistent implementation. These barriers could be mitigated through protected training opportunities, organisational leadership that prioritises equality and inclusion, and routine service evaluation using patient feedback and clinical audit to monitor improvements. Implementing these measures would support more consistent delivery of woman-centred maternity care and contribute towards reducing the socioeconomic and cultural inequalities in CS rates and women's experiences identified throughout this review.
[bookmark: _Toc235527979][bookmark: _Toc235530728]5.2.2 Recommendation 2 – Discrimination and Inequalities within Maternity Service 
It is recommended that NHS maternity services strengthen strategies to identify, monitor and reduce discrimination within maternity care by embedding equality, diversity and inclusion principles into routine clinical practice, workforce development, and service evaluation. This recommendation is supported by the findings of this systematic literature review, which demonstrated that experiences of discrimination, bias and unequal treatment negatively affected women's trust in healthcare professionals, reduced their involvement in decision-making and contributed to poorer experiences of CS, particularly among women from ethnic minority and socioeconomically disadvantaged backgrounds. Addressing these inequalities would promote more equitable, respectful, and person-centred maternity care while supporting national commitments to reducing disparities in maternal health outcomes. This recommendation is achievable through mandatory equality, diversity and cultural competence training, regular review of maternity outcomes across different population groups and the routine collection of women's feedback to identify inequalities in service provision. However, implementation may be limited by organisational resistance to change, variation in resources between NHS Trusts and the difficulty of identifying and addressing unconscious bias within clinical practice. In addition, competing service pressures and workforce shortages may reduce opportunities for ongoing professional development and service evaluation. These challenges could be addressed through strong organisational leadership, protected training opportunities, routine equality audits, and greater accountability for reducing disparities in maternity outcomes. Working collaboratively with women, communities and maternity service users to co-design improvements would further ensure that services respond to the diverse needs of the populations they serve. Implementing these measures would contribute to reducing inequalities in women's experiences of CS and support the delivery of more equitable maternity care across the United Kingdom.
[bookmark: _Toc235527980][bookmark: _Toc235530729]5.2.3 Recommendation 3 – Address Socioeconomic Inequalities Through Targeted Maternity Service Provision and Future Research
It is recommended that NHS organisations and policymakers prioritise targeted strategies to reduce socioeconomic inequalities in maternity care by improving access to services for women living in areas of deprivation and supporting further UK research to evaluate interventions aimed at reducing disparities in CS rates and women's experiences. This recommendation is supported by the findings of this systematic literature review, which demonstrated that socioeconomic disadvantage influences access to maternity care, engagement with healthcare services and women's experiences of CS. Addressing these wider social determinants of health would help reduce persistent inequalities while supporting more equitable maternity care across the United Kingdom. This recommendation is achievable through targeted investment in maternity services serving disadvantaged communities, strengthened partnership working between healthcare providers and community organisations, and the continued evaluation of interventions designed to improve access and maternal outcomes. However, implementation may be constrained by financial pressures, workforce shortages, and regional variation in service provision, which may limit the availability of additional resources and targeted support. Furthermore, the complexity of socioeconomic inequalities means that improvements within maternity services alone are unlikely to eliminate disparities in maternal experiences and outcomes. These challenges could be addressed through sustained policy commitment, collaborative working across health and social care services and ongoing research to evaluate the effectiveness of interventions and inform future policy development. Implementing these measures would support more equitable access to maternity care and contribute to reducing the socioeconomic inequalities in CS rates and women's experiences identified throughout this review.
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Acronyms and Abbreviations

Acronym Meaning

cs Caesarean Section

NHS National Health Service

NICE National Institute for Health and Care Excellence

WHO World Health Organization

SES Socioeconomic Status

SDOH Social Determinants of Health

RCOG Royal College of Obstetricians and
Gynaecologists

NMPA National Maternity and Perinatal Audit

MBRRACE- | Mothers and Babies: Reducing Risk through

UK Audits and Confidential Enquiries across the UK

MMR Maternal Mortality Ratio

UK United Kingdom

cQC Care Quality Commission

NMNT National Maternity and Neonatal Investigation

CRAAP Currency, Relevance, Authority and Purpose
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