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[bookmark: _Toc225278102] 1. Introduction
The rate of births per migrant woman in the United Kingdom has grown considerably over the past few years as part of larger trends of international migration and population transition. This change has heightened awareness of the underlying inequalities in access to maternity care and maternal health inequality. As evidenced by MBRRACE-UK (2025), migrant and minority ethnic women still face disproportionately high incidences of maternal mortality and morbidity relative to UK-born women, creating gaps in the provision and access to care within the system.
In the UK, the principles of universal healthcare that govern maternity services include the NHS England, and the policy frameworks that underpin these principles include the National Institute of Health and Care Excellence (NICE, 2021), which underlines the importance of booking antenatal care early, sustaining care, and equal service provision. Yet, in spite of these policy undertakings, there is evidence to show that migrant women tend to be subjected to hurdles that inhibit their capacity to receive timely and suitable care and negate such standards in practice.
To facilitate the objectives of this report, the definition of migrant women is broad, as this would include individuals born outside the United Kingdom, which covers refugees, asylum seekers, and illegal migrants, whose legal and social status would affect their healthcare access. These populations tend to have an accumulated vulnerability which is connected to immigration status, socioeconomic disadvantage, and unfamiliarity with the healthcare system.
The report will critically examine obstacles to accessing maternity services by migrant women in the UK using qualitative evidence from selected studies through thematic analysis.
[bookmark: _Toc225278103]2. Methodology: Scoping Review and Thematic Analysis
[bookmark: _Toc225278104]2.1 Research Design
The proposed study will use a scoping review approach to map and synthesise evidence on the barriers to accessing maternity services in the UK for migrant women. The scoping approach is suitable because of the complex nature and multidimensional character of the problem that cuts across the structural, social, and experiential aspects. In contrast to systematic reviews, which have a tendency to have narrow questions, scoping reviews allow more wide-ranging searches of heterogeneous evidence and the discovery of critical themes in a wide range of study designs. This methodology aligns with qualitative evidence synthesis procedures that give precedence to depth of insight as opposed to statistical aggregation (Higginbottom et al., 2019).
[bookmark: _Toc225278105]2.2 Data Sources and Selection
The chosen three peer-reviewed studies are used as the basis of the thematic analysis, which offers in-depth qualitative and narrative data on the maternity experiences of migrant women. These are Higginbottom et al. (2019), a narrative synthesis systematic review of UK-based studies; Nellums et al. (2020), a qualitative study on the experiences of undocumented migrant females in England, and Garti et al. (2021), which, though retracted, contextualises the experiences of maternal care in resource-constrained settings. These articles were chosen because of their usefulness in terms of access, lived experience, and structural barriers.
[bookmark: _Toc225278106]2.3 Analytical Approach
An inductive approach was observed in which thematic analysis was carried out in a systematic manner after completing the familiarisation process of data, coding, categorisation, and development of themes. Principal results of both studies were extracted in a methodical manner and summarised into common themes. It is consistent with the narrative synthesis method outlined by Higginbottom et al. (2019) in which units of meaning are grouped into larger conceptual themes produced to generate interpretative meaning across studies.
[bookmark: _Toc225278107]2.4 Limitations
The analysis is limited in a number of ways. First, only three studies are used, which limits the evidence range and, possibly, reduces the generalisation. Second, the fact that one of the studies is retracted also presents an issue of reliability, although it is applied with a pinch of salt when it comes to gaining contextual insights. Last, the use of qualitative data implies that the results will be contextual and might not reflect the entire range of migrant experiences.
[bookmark: _Toc225278108]3. Findings: Thematic Analysis
The commonly occurring themes based on the thematic analysis of the three chosen studies constitute four themes, which are interconnected and help understand the barriers to access to maternity services among migrant women in the UK. These are the structural, institutional, and experiential aspects of inequality.
[bookmark: _Toc225278109]Theme 1: Structural and Legal Barriers to Access
One of the overriding patterns in the literature is the role of structural and legal provisions in determining access to maternity care. The immigration status, policy on the NHS charging, and vague entitlement are major factors that influence the use of healthcare services among migrant women. According to Higginbottom et al. (2019), the financial constraint, lack of awareness regarding the entitlements, and fear related to immigration status are the factors that make many migrant women postpone the antenatal booking until a time after which it is recommended. Late booking is of special concern because it lessens the chances of early intervention and exposes women to a high chance of getting poor maternal outcomes.
Nellums et al. (2020) shed more light on how these barriers work in practise, specifically when it comes to the completely undocumented migrants. The paper underscores the way women have limited agency in which medical choices are limited due to the fear of being taken to the immigration department, the possible expense of medical care, and the lack of legal security. This leads to service avoidance, later access to care, and, in other instances, total withdrawal from the formal maternity services.
Even though Garti et al. (2021) is not UK-specific and withdrawn, it supports the larger problem of systemic failures in maternal care, especially in terms of continuation of support and access to postnatal care.
Critical insight:
These results show that the choice of maternity services is not only an aspect of personal choice but is largely influenced by the state policies and legal regulations. As a determinant of healthcare access, structural exclusion, instead of individual behaviour, plays a major part.
[bookmark: _Toc225278110]Theme 2: Language Barriers and Health Literacy
The barriers that arise as major impediments to maternity care include language barriers and low health literacy. As listed by Higginbottom et al. (2019), poor English proficiency is one of the main contributors to delayed antenatal booking and inadequate awareness of the services offered. Several migrant women are not aware of the intention and significance of antenatal care, and thus, they do not appreciate health care systems.
Nellums et al. (2020) also emphasise that the problem of communication challenges overlaps with other susceptibilities, such as fear and marginalisation. Women complained of not being able to articulate their needs, comprehend medical guidance and deal with complicated healthcare structures. Even where such services as interpreter are provided, the absence of trust, confidentiality, and inconsistent availability are among the factors that undermine their effectiveness.
The barriers are not limited to communication, but they are wider concerns of health literacy. Migrant women might lack knowledge of the way the NHS works, such as the referral routes, the appointment procedures, and the services offered.
Critical insight:
The reasons for language barriers must not be considered personal weaknesses but rather manifestations of structural inadequacy to deliver comprehensive and accessible communication. Inadequacy of culturally and linguistically competent services strengthens inequality and restricts productive health care interactions.
[bookmark: _Toc225278111]Theme 3: Discrimination, Cultural Incongruence, and Quality of Care
Discrimination and cultural incongruence are key factors that influence the quality of the maternity care that migrant women receive. According to Higginbottom et al. (2019), other women believe they are being dismissed, insensitive, or that the healthcare professionals do not respect their cultural beliefs and practises. These experiences are added to the feelings of marginalisation and dissatisfaction with care.
The lack of cultural congruence between the healthcare systems and expectations of the patients makes care experiences even more complex. The discrepancies in the beliefs regarding pregnancy, childbirth, and medical interventions may result in misunderstandings and a lack of trust. Although a few positive outcomes have been noted, especially where healthcare providers were culturally sensitive, they were not uniform.
Nellums et al. (2020) develop this discussion by emphasising the intersection of discrimination and legal and social vulnerabilities. Women reported feelings of stigmatisation that were connected either to being an immigrant or their perceived discrimination in the healthcare environments. Such experiences are associated with the unwillingness to address care and emphasise the tendencies of exclusion.
Link to broader theory:
These results are consistent with Devakumar et al. (2020), who state that racism and discrimination are institutionalised in health care systems and determine access to health care and quality of care. Structural racism does not happen by discrimination alone, but also by institutionalised patterns that do not recognise the various populations.
[bookmark: _Toc225278112]Theme 4: Psychosocial Vulnerability and Precarity
One of the cross-cutting themes of the studies is the psychosocial vulnerability that migrant women are vulnerable to. This is what Nellums et al. (2020) term an ongoing cycle of precarity and describe as the intersection of legal insecurity, financial hardship, and social isolation, which influences the experience of maternity. Women showed a high degree of stress, anxiety and fear, which were often associated with fears of being deported, high medical expenses and support networks.
A major cause is social isolation, since most migrant women do not have the support of their family or their community during pregnancy. This solitude is enhanced by the lack of language and communication and integration into the broader society. The problem is also enhanced by financial insecurity, which limits access to resources, including transportation, childcare, and proper nutrition.
Garti et al. (2021) emphasise the lack of support and emotional burdens; however, this occurs in the postnatal context as well, despite the fact that the authors are talking about other complex care needs. This strengthens the fact that maternity care should be viewed as a process that does not end with birth.
Critical insight:
These data show that the combination of migration status, socioeconomic disadvantage, and gender determines maternity experiences. These are greater social determinants without which health outcomes cannot be understood.
Table 1Thematic Analysis Table
	Theme
	Description
	Key Evidence
	Interpretation

	Structural and Legal Barriers
	Immigration status, NHS charging, and entitlement restrictions limit access
	Delayed antenatal care and lack of entitlement awareness (Higginbottom et al., 2019); restricted agency and fear of deportation (Nellums et al., 2020)
	Access is shaped by legal and policy frameworks rather than individual choice

	Language Barriers and Health Literacy
	Limited English proficiency and poor understanding of services
	Misunderstanding of care and delayed booking (Higginbottom et al., 2019); communication difficulties (Nellums et al., 2020)
	Reflects systemic failure in inclusive communication

	Discrimination and Cultural Incongruence
	Experiences of racism, disrespect, and lack of culturally sensitive care
	Perceived discrimination and cultural mismatch (Higginbottom et al., 2019); stigma and bias (Nellums et al., 2020)
	Indicates institutional bias and structural racism

	Psychosocial Vulnerability and Precarity
	Fear, isolation, financial insecurity, and stress
	“Cycle of precarity” and intersecting stressors (Nellums et al., 2020); emotional burden (Garti et al., 2021)
	Highlights intersectionality of migration, poverty, and gender



Generally, the thematic analysis shows that obstacles to maternity care lie very deep in structural, institutional, and social systems. The barriers are related to each other and support each other, thus resulting in cumulative disadvantage to migrant women.
[bookmark: _Toc225278113]4. Discussion
[bookmark: _Toc225278114]4.1 Linking Findings to UK Policy Context
This research study demonstrates that there is a stark lack of touch with the realities of migrant women in the UK maternity policy frameworks. National guidance by the National Institute for Health and Care Excellence (NICE, 2021) also highlights the need to book antenatal care as early as 10 weeks into pregnancy to guarantee prompt screening, identification of risks and continuity of care. Nevertheless, the thematic analysis reveals that migrant females often start care later than advised because of the structural, linguistic, and legal obstacles (Higginbottom et al., 2019; Nellums et al., 2020).
Such disparity between policy and practise is also manifested in national service data published by NHS England (2019), which shows that there are differences in service utilisation across vulnerable groups, and migrant groups are no exception. Although the NHS is based on the principles of universal access, the results indicate that the given principles do not always find their reflection in reality. Rather, external forces mediate access, including immigration policy, administrative complexity and communication barriers, which have a disproportionate impact on migrant women.
[bookmark: _Toc225278115]4.2 Structural Inequalities and Health Outcomes
The findings generated structural barriers that have direct implications for maternal health outcomes. MBRRACE-UK (2025) evidence has shown that migrant and minority ethnic women are at a very high risk of maternal mortality and morbidity compared to women born in the UK. These inequalities are not just due to personal behaviours or clinical risk factors, but they have a very strong relationship with the late access to care, less continuity of services, as well as systemic exclusion.
The results of the research support the thesis that the inequality of maternity care is pervasive. Healthcare access is influenced by legal limitations, economic considerations and institutionalised practises way before women enter into the realms of clinical services. The outcomes of health are, therefore, to be construed in a wider socio-political framework, in which policy choice has a direct effect on the risk and vulnerability patterns.
[bookmark: _Toc225278116]4.3 Intersectionality and Social Determinants
The identified barriers do not manifest in isolation, but they are influenced by overlapping social determinants of health. Obionu et al. emphasise the interplay of migration status, ethnicity and socioeconomic disadvantage to create stratified inequalities in maternity care experiences. To illustrate, female illegal immigrants might have an even more difficult time because of the legal uncertainty, poverty, and social ostracism.
The intersectional view is underpinned by wider models of access to healthcare, including those put forward by Xiao et al., who point out that access is conditioned by a number of interacting factors, including geographic, economic, and informational barriers. The results of this analysis are consistent with this model, which proves that the access of migrant women to maternity services is determined by the complex interaction of structural and individual-level factors.
[bookmark: _Toc225278117]4.4 Discrimination and Institutional Bias
Cultural incongruence and experiences of discrimination identified in the findings can be interpreted as a part of structural racism in healthcare. Devakumar et al. contend that racism does not necessarily work in the form of an individual prejudice but also in institutional practices and policies which systematically disfavor some groups.
With regards to maternity care, this is manifested in an absence of culturally sensitive services, inadequate awareness of various needs, and disparities in how migrant women are treated. These aspects also lead to a lack of trust, diminished involvement and substandard care experiences. Notably, discrimination is not necessarily overt but can be carried out in the form of covert discrimination, which includes making assumptions about the knowledge and language proficiency or right to care of the patient.
[bookmark: _Toc225278118]4.5 Gaps in Service Provision
The results illustrate some of the key gaps in managing the service delivery to weaken the provision of equitable maternity care. Firstly, culturally competent care does not exist, and healthcare professionals do not always have enough skills to meet the various demands of migrant communities. Second, there is a lack of sufficient communication systems (especially with regard to interpreter services and available health information). Third, implementation has still not been consistent across healthcare settings, even though the guidelines are in place, like NICE (2021).
These loopholes are indicative of a more general problem of policy-practise disjunction. Although the UK has come up with mechanisms that are intended to encourage equity and inclusion, they cannot succeed given that they are not enforced effectively, there are limited resources and accountability measures.
[bookmark: _Toc225278119]Critical Synthesis
In general, this discussion shows that obstacles to maternity care are instilled in both the structural, institutional, and social systems. Though there exist policies that encourage equitable access, they are not applied uniformly, and this has led to the existence of inequalities. This means that effective policy development is not sufficient in improving maternity care of migrant women, but a systemic reform, implementation and a desire to deal with the determinants of inequality.
[bookmark: _Toc225278120]5. Implications for Practice and Policy
[bookmark: _Toc225278121]5.1 Policy-Level Implications
The results demonstrate that the policy requires an urgent reform to overcome structural barriers that restrict access of migrant women to maternity services. Among the most notable policy implications, it is possible to note the elimination or reevaluation of the regulations on NHS charges as an impediment to care-seeking among the vulnerable groups. The fear of undesirable costs or reporting to the immigration authorities makes one avoid engaging in the services, thus delaying antenatal care and exposing oneself to health risks (Nellums et al., 2020).
Moreover, there is a necessity to make the healthcare entitlements communicated in a clear and accessible form. Policies are not being disseminated effectively, though not nonexistent, as many migrant women are not aware of their right to maternity care. National recommendations like the National Institute for Health and Care Excellence (NICE, 2021) focus on equal access, but these principles should be brought to reality with the help of clear and multilingual communication plans.
It is also necessary to incorporate equity concerns in wider NHS frameworks to strengthen migrant-inclusive policies in health care. This involves alignment of service delivery to national priorities as discussed in NHS England (2026) and policies that would clearly take into account the needs of undocumented and marginalised groups.
[bookmark: _Toc225278122]5.2 Clinical Practice Implications
At the clinical level, to advance the quality of maternity care provided to migrant women, a change towards culturally competent and patient-centred practise is needed. Professional development programmes should include cultural competence training for healthcare providers. The case of Cervera-Gasch et al. indicates that it is necessary to foster political and cultural awareness among healthcare workers in order to address the needs of various patients more effectively.
There should also be a mandatory provision of interpreter services to facilitate proper communication and sound decision-making. The risk of poor communication is not only that it obstructs the ability to comprehend, but also a risk to patient safety and quality of care (Higginbottom et al., 2019). Interpreter services should be dependable, confidential and always accessible at all levels of maternity care.
Moreover, traumatic care models should be embraced, especially among women who suffer displacement, conflict, or exploitation. These methods acknowledge the psychological effects of migration and have an objective of establishing supportive, non-judgmental care settings that promote trust and participation.
[bookmark: _Toc225278123]5.3 System-Level Recommendations
On a systems level, to enhance accessibility, specific interventions are needed that aid the navigation of healthcare services. Most of the migrant women have challenges in comprehending referral channels and appointment systems, as well as service organisational structures. This gap can be addressed by developing organised navigation support, such as the use of patient advocates or community health workers.
Another important recommendation is the implementation of digital multilingual information systems. This can be enhanced by making available culturally relevant information on maternity services that are both accessible and lead to early assessment and participation in care, which is consistent with larger healthcare accessibility models (Xiao et al., 2021).
Lastly, there should be community-based outreach programmes to reach the marginalised populations who might not access the formal healthcare systems. Trust and health literacy can be improved by collaboration with local organisations and migrant support networks, as well as with early maternity services.
In general, these recommendations highlight the importance of concerted efforts at policy, practice and system levels in responding to the structural and institutional blocks that have been noted in this paper.
[bookmark: _Toc225278124]6. Strengths and Limitations
There are some strong points in this research. To begin with, it uses a narrow-scale thematic synthesis, which allows conducting an in-depth analysis of various barriers to the access of migrant women to maternity services. Second, the high-quality qualitative literature, which consists of a systematic review and a comprehensive qualitative analysis, brings on board experience-based details that lay down the lived experiences of migrant women. Third, the analysis is closely connected with UK policy frameworks, which enables the findings to be critically situated in the existing national guidelines and healthcare structures, which increases relevance and applicability.
Nevertheless, a number of constraints should be considered. The discussion relies on three studies, which are rather narrow and could be limiting to externalisation. Also, one of the studies included has been retracted and is, thus, used with caution, mainly to facilitate contextual, but not evidential support. Lastly, the use of secondary qualitative data implies that the study lacks the inclusion of primary data collection, which can be a limiting factor in terms of determining the entire spectrum and variety of experiences of migrant women.
[bookmark: _Toc225278125]7. Conclusion 
As has been seen in this report, the barriers to accessing maternity services amongst migrant women in the UK are structural, systemic, and multidimensional. Restrictions are legal, language barriers, discrimination, and socioeconomic precarity interplay to influence disproportionate access and worse health outcomes. These results point out the fact that disparities in maternity care do not naturally emerge out of individual behaviour but rather are institutionalised into institutions and policy frameworks.
To improve access, services cannot be sufficient; policy change is needed, culturally competent practice must work, and changes are needed in the system that will fix the causes of exclusion. To provide equal maternity care, a unified strategy is required, focusing on inclusivity, accessibility, and accountability at all health care service levels.
Fair maternity care in the UK is not possible via an increase in services, but rather necessitates a breakdown of the structural, legal and cultural inequalities that transactively disadvantage migrant women.
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