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ABSTRACT

Aim and objectives
The aim of this dissertation to examine communication barriers within maternity care and find the effects it has on mothers to be and their babies' 
The objectives it to also recognise common communication barriers between the healthcare professionals and mothers to be, examine how poor communication may contribute to inequalities being taken place, experienced by ethnic minority women, explore why these barriers happen, study their potential effects on safety and quality of care and establish approaches that may improve the communication 

Background
Effective communication is such a principal factor in the healthcare organisation. It is an especially key part of safe, person-centred maternity care. Effective communication from the health professionals enables pregnant women to understand their care better, openly express any concerns they have, take part fully in decision making and developing a healthy, trustful relationship with healthcare professionals. However, poor communication can dangerously effect women's experiences and access to maternity services which then contributes to inequalities in care. It has been studies that across the Uk form NHS maternity services which shows that communication barriers for women of colour does massively include inequalities for example, ineffective language interpretation, a lack from empathy and active listening from staff members and most especially a racial or cultural stereotyping. National evidence has highlighted continuing concerns about communication which includes the listening to women and disparity outcomes in maternity.

Methods
A systematic literature review was taken place using secondary research. The literature was studied through searches of, PubMed, CINAHL, ProQuest and Google Scholar. Studies were considered qualified were they focused on maternity care in the Uk which were published between 2015 to 202. It was written in plain English and contained primary research emphasising to communication barriers between maternity professionals and women who are about to become mothers

Main Findings 
The literature shows several communication barriers which includes language difficulties, cultural/religious differences, inconsistent access to professional interpreters, health awareness, limited opportunities for women to express concerns and systemic pressure such as staff workloads and shortages. Poor communication from the health professionals towards women in maternity care is a crucial factor to recognise and examine for women experiencing social disadvantages.

Conclusion 
Communication barriers in maternity care remain a huge issue in the Uk. To improve the poor communication, it requires available data or user-friendly information which should be accessible, consistent professional language services, culturally responsive care, effective listening from the health providers, and good amount of time for them to communicate well with women. When addressing these issues, it may contribute to safety, better births experiences, person centre maternity care and more fair 
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CHAPTER 1: INTRODUCTION 
1.1 Introduction

Maternity care is one of the most key areas of healthcare, as the quality and safety of care provided during pregnancy, childbirth and the postnatal period can have lasting consequences for both mother and baby. Clear communication is central to maternity care because women need to understand the evidence-based information given to them to give valid, informed consent and to avoid preventable errors arising from miscommunication (Ockenden, 2022). Effective communication ensures that women are genuinely heard by professionals, while also protecting the safety of both themselves and their baby. It allows women to raise concerns without fear of judgement, to take part fully in decisions about their care, and to feel listened to by the healthcare professionals responsible for their care.

Communication in healthcare involves more than the simple exchange of information. It encompasses active listening, empathy, respect, cultural and religious awareness, and ensuring that information is delivered to women in a way that is accessible and understandable to them as individuals (NHS Race and Health Observatory, 2022). Within maternity care, these factors are particularly important because pregnancy and childbirth can involve complex medical information, time-critical decision-making, and situations of significant physical and emotional stress, particularly during labour or when women are in pain.

The importance of effective communication has been repeatedly identified by national investigations into UK maternity services. The Ockenden Review (2022), the final report of the independent review into maternity services at Shrewsbury and Telford Hospital NHS Trust, examined the cases of 1,486 families over a twenty-year period and identified repeated failures involving poor communication between staff, ineffective escalation of concerns, poor multidisciplinary working, and inadequate dialogue with families. The review concluded that a persistent culture of not listening to women and their families contributed directly to avoidable harm, including the deaths of over 200 babies and nine mothers (Ockenden, 2022). These findings demonstrate the severe consequences that can result when women's concerns are not appropriately heard or acted upon, and they have shaped national policy on maternity safety across England (Care Quality Commission, 2024).

Communication barriers affect women differently depending on their individual circumstances. Women with limited English ability, for example, may find it difficult to understand the information given to them, creating communication difficulties for both the woman and the healthcare professional involved in her care. The NHS Race and Health Observatory's (2022) rapid evidence review found that ethnic minority women frequently lacked access to appropriate, good-quality interpreting services, and that this was compounded by negative interactions, stereotyping and cultural insensitivity from some staff, leaving women feeling "othered" and poorly cared for. The Care Quality Commission (2024) similarly reported that although all maternity services inspected had some interpreting provision in place, this provision did not always meet the specific needs of the women using it, despite this being a statutory requirement under the Equality Act 2010. Language barriers of this kind can therefore contribute directly to poorer outcomes and to widening inequalities in maternity care.

Ethnic inequalities are a further crucial factor to consider, as these can result in unequal treatment, unequal access to resources, and disparities in outcomes between different ethnic groups. National data collected by MBRRACE-UK, the confidential enquiry into maternal deaths across the UK, has consistently shown stark ethnic disparities in maternal mortality. Between 2019 and 2021, women from Black ethnic backgrounds were almost four times more likely to die during or within six weeks of pregnancy compared with White women, and women from Asian ethnic backgrounds faced twice the risk (MBRRACE-UK, 2023). More recent data covering 2021 to 2023 continues to show a twofold difference in maternal mortality rates between Black and White women, alongside an increased risk for Asian women (MBRRACE-UK, 2025). Women living in the most deprived areas of the UK were also found to be more than twice as likely to die during or after pregnancy compared with women in the least deprived areas, demonstrating how ethnicity and socioeconomic deprivation can compound one another (MBRRACE-UK, 2023). These are not simply statistical differences; they stand for what the King's Fund (2024) describes as avoidable, unfair, and systematic differences in health between separate groups of people, which the NHS has a clear responsibility to address.

This dissertation focuses on poor communication within UK maternity care and considers how these barriers may contribute to ethnic minority women's experiences of childbirth, and to the safety and quality of the care they receive.

1.2 Aim and Objectives

Aim
The aim of this dissertation is to examine communication barriers within UK maternity care and to explore the effects these barriers have on pregnant and postnatal women and their babies, with a particular focus on ethnic minority women.

Objectives
To achieve this aim, the dissertation is guided by the following objectives:

· To identify and recognise common communication barriers occurring between healthcare professionals and women accessing maternity care in the UK.
· To examine how poor communication may contribute to health inequalities experienced by ethnic minority women within UK maternity services.
· To analyse why these communication barriers, arise, including organisational, cultural, and systemic factors.
· To evaluate the potential effects of communication barriers on the safety and quality of maternity care.
· To show approaches and recommendations that may improve communication between healthcare professionals and women, with the aim of reducing inequalities and improving maternity outcomes.

1.3 Rationale
The rationale for this dissertation is grounded in the persistent and well-documented disparities in maternal outcomes experienced by ethnic minority women in the UK, alongside repeated national findings that poor communication is a significant contributing factor to unsafe and inequitable maternity care. Despite sustained policy attention, including the establishment of the NHS Maternity Disparities Taskforce in 2022 and successive national delivery plans for maternity services, evidence from independent inquiries and national surveys suggests that meaningful improvement in the day-to-day experiences of ethnic minority women has been limited (Birthrights, 2022; Five X More, 2022, 2025; Care Quality Commission, 2024).

Much of the existing evidence on this topic has taken the form of large-scale surveys, rapid evidence reviews and high-profile national inquiries, which are valuable in demonstrating the scale of the problem but do not always provide an in-depth, synthesised understanding of the specific mechanisms through which communication breaks down between women and maternity professionals, or of what women themselves identify as the most pressing barriers and potential solutions. A systematic review of UK-based primary qualitative research offers the opportunity to draw together the detailed, first-hand accounts captured within individual studies, to find recurring patterns and themes that may not be as visible within larger-scale survey data alone.

As a matter of both clinical safety and social justice, this topic calls for close examination. Communication failures in maternity care have been linked to serious harm in national investigations such as the Ockenden Review (2022), while ethnic inequalities in maternal mortality remain among the starkest disparities documented anywhere within UK healthcare (MBRRACE-UK, 2025). Understanding the role that communication barriers play within this wider picture of inequality is therefore essential to informing meaningful improvements in policy, professional practice and midwifery education, and to ensuring that all women, regardless of ethnicity, language or immigration status, receive safe, respectful and person-centred maternity care.

1.4 Definition of Key Concepts

Communication
Communication in a healthcare context refers to the exchange of information between patients and healthcare professionals in a manner that is clear, accessible, and appropriately tailored to the individual. It involves not only the correct transmission of clinical information but also active listening, empathy, and responsiveness to a patient's cultural, linguistic, and emotional needs (NHS Race and Health Observatory, 2022). Effective communication in maternity care underpins informed consent, shared decision-making, and person-centred care.

Communication Barriers
Communication barriers refer to any factor that prevents information from being accurately, clearly or appropriately exchanged between a healthcare professional and a patient. In maternity care, these barriers can include limited English proficiency, inconsistent access to professional interpreters, cultural or religious misunderstanding, low health literacy, and organisational pressures such as staff shortages and limited consultation time, all of which can restrict a woman's ability to understand her care or to have her concerns heard (NHS Race and Health Observatory, 2022; Ockenden, 2022).

Maternity Care
Maternity care refers to the healthcare services provided to women throughout pregnancy (antenatal care), childbirth (intrapartum care), and the period following birth (postnatal care), delivered by midwives, obstetricians, and other allied health professionals. It encompasses routine antenatal monitoring, labour and delivery care, and postnatal support for both mother and baby, with the aim of ensuring the safety and wellbeing of both throughout this period (Care Quality Commission, 2024).

Health Inequalities
Health inequalities are avoidable, unfair, and systematic differences in health, and in access to and experience of healthcare, between distinct groups of people, arising from factors such as ethnicity, socioeconomic deprivation, and social exclusion (King's Fund, 2024). Within maternity care, health inequalities are showed by persistent disparities in maternal mortality and morbidity between ethnic groups, as documented nationally by MBRRACE-UK (2023; 2025), and are recognised as a longstanding and continuing priority for the NHS.

1.5 Structure of the Dissertation
This dissertation is organised into five chapters, structured as follows:

Chapter 1: Introduction sets out the background context for the dissertation, establishes the aim and objectives guiding the research, presents the rationale for undertaking this review, defines the key concepts used throughout, and outlines the overall structure of the dissertation.

Chapter 2: Background provides a more detailed account of the national context underpinning this research, including findings from major independent investigations into UK maternity safety, national data on ethnic disparities in maternal mortality, and the policy response to these issues, in order to situate the dissertation's focus on communication barriers within the wider landscape of maternity safety and health inequalities.

Chapter 3: Methods describes the methodology adopted for this dissertation, including the research design, search strategy, inclusion and exclusion criteria, study selection process, data extraction framework, approach to thematic data analysis, and ethical considerations relevant to conducting a systematic review of secondary research.

Chapter 4: Results and Discussion presents the findings of the systematic review, including a table summarising the characteristics of the ten included primary studies, and reports the three themes identified through thematic analysis: language and communication barriers; discrimination, cultural insensitivity and inequitable care; and barriers to access and person-centred maternity care. This chapter also discusses the implications of these findings for healthcare practice, policy, and future research.

Chapter 5: Recommendations and Conclusion draws together the key findings of the dissertation, considers the strengths and limitations of the review, and presents a series of recommendations aimed at healthcare professionals, service leaders, educators and policymakers, before concluding with a summary of how this dissertation has addressed its stated aim and objectives.

Chapter Summary
This chapter has identified and proved the importance of having effective communication within maternity care and has made key points of the potential consequences of communication barriers for women's experience and their safely and care. This chapter has also established the aim, objectives, Recommendations of the dissertation and provided national UK evidence that supports articles written, in the next chapter it will then  explore the wider background to maternity safety, ethnic inequalities, communication barriers and the policy context within the UK.



CHAPTER 2: BACKGROUND
Introduction
This chapter provides broader background and the context of understanding poor communication amongst the professionals and mothers within the UK maternity care. It examines major concerns within maternity safety, ethnic inequalities, and the experiences of migrant, refugee women when trying to access maternity services for themselves. The chapter also considers the national policy to these inequalities, including developments surrounding NHS maternity services.


2.1 Maternity Safety in the UK 
Maternity services in the UK have been the subject of sustained national scrutiny over the past decade, following a series of independent investigations into serious failures in care. The Ockenden Review (2022) into Shrewsbury and Telford Hospital NHS Trust stays the most extensive of these investigations, examining maternity care spanning two decades and covering 1,486 families. It found that a persistent culture of not listening to women and their families, combined with inadequate staffing, insufficient training and poor multidisciplinary communication, had contributed to avoidable deaths and life-changing injuries, including the deaths of more than 200 babies and nine mothers. The review made 15 immediate and essential actions intended to apply across all NHS maternity services in England, not solely the trust under investigation, reflecting a recognition that the failures identified were unlikely to be unique to a single organisation (Ockenden, 2022; Royal College of Obstetricians and Gynaecologists, 2022).

Subsequent independent investigations, including the review into maternity and neonatal services at East Kent Hospitals University NHS Foundation Trust, identified strikingly similar patterns of poor communication, failure to escalate concerns, and a defensive organisational culture that discouraged families from being heard (Care Quality Commission, 2024). The recurrence of these findings across separate trusts and separate investigations reinforces the view that communication failures in UK maternity care reflect systemic weaknesses rather than isolated local failings, and this has informed the Care Quality Commission's ongoing national inspection programme for maternity services in England.

2.2 Ethnic Inequalities in Maternity Outcomes
Alongside these general safety concerns, a substantial and growing body of evidence has documented specific and persistent inequalities affecting ethnic minority women. Data from MBRRACE-UK, the national confidential enquiry into maternal deaths, has consistently shown that Black and Asian women face significantly higher risks of maternal death than White women. Reporting on deaths between 2019 and 2021 found that Black women were almost four times more likely, and Asian women twice as likely, to die during or shortly after pregnancy compared with White women (MBRRACE-UK, 2023). Although the most recent data covering 2021 to 2023 shows some narrowing of this gap for Black women, a twofold disparity in maternal mortality rates persists, alongside a continued elevated risk for Asian women (MBRRACE-UK, 2025). Women living in the most deprived areas of the UK were also found to be more than twice as likely to die during or after pregnancy compared with women in the least deprived areas, illustrating how ethnicity and socioeconomic deprivation can compound one another (MBRRACE-UK, 2023).

These disparities have prompted significant national concern. The House of Commons Health and Social Care Committee's (2023) inquiry into Black maternal health concluded that the causes of these disparities are complex and multifaceted, including pre-existing health conditions, socioeconomic deprivation, and factors such as bias, microaggressions and racism within healthcare settings, and specifically cautioned against attributing the disparity to any single cause. This position was reinforced by Birthrights' (2022) year-long inquiry into racial injustice in maternity care, which gathered testimony from over 300 Black, Brown and mixed-ethnicity women and birthing people alongside obstetricians, midwives, and academics. The inquiry concluded that systemic racism, rather than any inherent difference in the bodies of Black and Brown women, underpins many of the inequities seen in maternal outcomes and experiences, and found that affected women frequently felt unsafe, were ignored and disbelieved, and were not always given the means to provide true informed consent (Birthrights, 2022).

Community-led research has produced further evidence of these disparities. The Five X More Black Maternity Experiences Survey (2022), a nationwide survey of 1,340 Black and Black mixed-heritage women who had used NHS maternity services, found that over half of respondents had faced challenges in their interactions with healthcare professionals, and that racial bias was the most commonly cited reason for discrimination. Women often described feeling unheard and stereotyped, with some reporting that urgent clinical concerns had been ignored or dismissed (Five X More, 2022). A follow-up survey published in 2025 found that these patterns had persisted, with discrimination remaining widespread and many women still describing an ongoing need to advocate for themselves within maternity services, which the report's authors characterised as a sign that the system continues to fail these women rather than as evidence of meaningful progress (Five X More, 2025).

2.3 Communication and Interpreting Barriers
Communication and interpreting provision have been identified as a particular area of concern within this wider picture of inequality. The NHS Race and Health Observatory's (2022) rapid evidence review of ethnic inequalities across NHS services, which screened over 13,000 references and included 178 studies relevant to its review priorities, found consistent evidence of ethnic minority women experiencing negative interactions, stereotyping, disrespect, discrimination and cultural insensitivity within maternity services, alongside inconsistent access to good-quality interpreting provision for women who did not have English as a first language. This left many women feeling "othered", unwelcome, and poorly cared for during a period when they were especially vulnerable (NHS Race and Health Observatory, 2022).

The Care Quality Commission's (2024) national review of maternity services in England reinforced these concerns, finding that although all inspected services had some form of interpreting provision in place, this did not always adequately meet the specific needs of the women using it, despite the statutory obligation under the Equality Act 2010 for NHS services to have due regard to eliminating discrimination and advancing equality. The Commission emphasised that high-quality interpreting and translation services are essential not only for enabling informed consent but for improving health outcomes more broadly and highlighted the ongoing need for a maternity workforce that is more representative of the diverse communities it serves (Care Quality Commission, 2024).

2.4 Policy Response

In response to this accumulating evidence, NHS England established the Maternity Disparities Taskforce in 2022, and its 2023 Three-Year Delivery Plan for Maternity and Neonatal Services set out a national commitment to reducing inequalities in outcomes for ethnic minority and deprived communities, including a requirement for local maternity and neonatal systems to publish equity and equality action plans (House of Lords Library, 2023). Despite these policy commitments, more recent evidence suggests progress has been limited and uneven. The persistence of similar findings across the Care Quality Commission's most recent inspection programme (2024), Birthrights' (2022) inquiry, and Five X More's (2022; 2025) successive surveys indicates that policy commitments have not yet translated into consistent, measurable improvement in the day-to-day experiences of ethnic minority women using UK maternity services.

2.5 Rationale for This Review

Taken together, this body of evidence writes down that communication difficulties and ethnic health inequalities in UK maternity care are not separate issues but are closely interconnected. Poor communication, whether arising from language barriers, cultural insensitivity, or a wider organisational culture of not listening to women, appears to disproportionately affect ethnic minority women and may contribute directly to the persistent disparities in maternal outcomes documented by MBRRACE-UK, Birthrights and Five X More. However, much of this evidence to date has come from large-scale surveys, national inquiries and rapid evidence reviews rather than a focused synthesis of primary qualitative research specifically examining the mechanisms and lived experience of communication barriers within maternity care. This background provides the rationale for the current systematic review, which seeks to synthesise existing UK-based primary research examining communication barriers experienced by ethnic minority, migrant and refugee women accessing maternity care, and to consider the implications of these barriers for safety, quality of care, and health equity.

Chapter Summary
This Chapter proves that having poor communication within a health setting especially surrounding maternity care shows many safety concerns and ethnic health inequalities. The evidence shown from national reviews and research has finds that there are many problems including failure to listen to women effectively, inconsistent interpreting services, discrimination, cultural insensitivity, and difficulties accessing proper care.

CHAPTER 3: METHODS
Introduction
This chapter deeply explains the method that is used to investigate commination barriers experienced by women from different ethnic backgrounds when accessing maternity care in the United Kingdome. The study changed a secondary research approach through structured literature review of existing evidence. This method was chosen as it enables the identification and evaluation off many research exploring women's experiences of communication difficulties within maternity services.

This chapter describes the research designs, search strategy, inclusion and criterias. It also outlines data extraction methods, study selection process, approach to data analysis, ethical approaches, and consideration. Lastly measures also used to enhance the reliability and transparency of the view. 

Research Design
A systematic literature review was designed for this dissertation. This specific review provides a structured approached explaining, examining, and finding available evidence that is related to a specific research question. This method was considered suitable because the aim of this dissertation was not to collect new available data from participants but to examine and show existing evidence that relates to communication barriers within UK maternity care.

A systematic review approaches a predefined process that reduces bias and improve transparency. This involves setting up clear eligibility criteria, structed search strategies applying a consistent method for analysing findings. The use of this review also supports the reliability of the review by allowing the methods used to prove and interpret evidence to be clearly reported.

The systematic review focuses on studies analysing communication barriers experienced by women who are accessing maternity care within the UK. The population of interest includes ethnic minority and refugee women. Literature has identified these groups as experiencing challenges related to language, cultural differences, and healthcare accessibility (Rayment-Jones et al., 2021; Ellul et al., 2020).

Search strategy
An organised search strategy was developed to examine necessary literature relating to communication barriers in Uk maternity services. Electronic database was being searched to find peer reviewed research articles to the research aim. 

The databases searched includes:

· CINAHL
· PubMed
· Google Scholar 
· ProQuest

These databases were chosen because they have massive range of literature that relates to nursing, midwifery, healthcare inequalities, and maternity experiences during childbirth.

Keywords were established based on research question being asked a the combined using Boolean operators (AND/OR). Search terms which are repeatedly included are:

· Communication barriers 
· Language barriers
· Maternity care
· Maternity services
·  pregnancy 
· Ethnic minority women 
· Migrant women 
· Refugee women
· Interpreter services 
· UK maternity inequalities 

(Communication barriers OR Language barriers) AND (Maternity care OR Maternity services OR pregnancy) AND (Ethnic minority women OR Migrant women OR Refugee women) AND (interpreter services OR UK maternity inequalities) AND (United Kingdome OR UK) 

The search was limited to studies published between 2020 and 2026 to ensure that the review reflected current maternity practice, policies, and healthcare inequalities within the UK.


Table: Inclusion and Exclusion criteria 
Below shows a clear Inclusion and exclusion criteria which has been established before searching the literature review. These criteria are guaranteed only studies relevant to the search are included 

	Inclusion Criteria
	Exclusion Criteria

	· Studies conducted within the UK

	· Studies conducted outside the UK

	· Published between 2020–2026

	· Published before 2020

	· Peer-reviewed research articles

	· opinion pieces

	· English-language publications

	· Non-English publications

	· Studies focusing on maternity care
	· Studies unrelated to pregnancy, birth or postnatal care



The criteria were selected to ensure that the included studies directly addressed communication challenges within UK maternity services and reflected current healthcare contexts.

Study Selection Process

This study chosen processing the following principles of the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) framework. PRISMA shows guidance for reporting systematic reviews by presenting the identification, screening, eligibility, and inclusion stages in a transparent format.

Overall database searches identified potentially relevant articles. records were removed before titles and abstracts were screened. Articles that did not meet the inclusion criteria were excluded
Figure 3.1 PRISMA Flow Diagram
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Data Extraction 
A data extraction framework was made to organise information from the studies included consistently. Extracting key information allowed comparison between studies and supported identification of recurring patterns within the literature.
The following information was extracted:
· Author(s) and publication year
· Study aim
· Research methods
· Sample size and participant characteristics
· Location of study
· Key findings relevant to communication barriers

The extracted information was presented in the findings chapter through a table of characteristics of included studies. This process enabled similarities and differences between studies to be identified and supported the development of themes.

Data Analysis
The findings from the studies included were Wroten down using thematic analysis. Braun and Clarke’s (2006). This approach is to thematic analysis, identify, organise, and interpret patterns within the literature.
The six stages included:
1. Familiarisation the data
The researcher repeatedly reviewed the included studies to develop an understanding of the findings and identify important concepts.
2. Generating initial codes
    Relevant information relating to communication barriers, maternity experiences and inequalities was systematically coded.
3. Searching for themes
Codes were examined to identify broader patterns across the included studies.
4. Reviewing the themes
Potential themes were compared against the extracted evidence to ensure they accurately represented the findings.
5. Defining, examine and naming themes
Themes were refined and clearly defined according to their relevance to the research aim.
6. Producing the report
The final themes were presented and discussed in relation to existing evidence.
 Three main process themes were identified as:
1. Language and Communication Barriers
2. Discrimination, Cultural Insensitivity, and Inequitable Care
3. Barriers to Access and Person-Centred Maternity Care

Ethical Considerations
As this dissertation involved secondary research using previously published studies, ethical approval from an NHS Research Ethics Committee was not needed. However, ethical principles were supported throughout the research process.
All included studies were accurately represented, and right acknowledgement was given to original authors through referencing. Academic integrity was maintained by avoiding plagiarism and ensuring that ideas and findings were appropriately paraphrased and cited using APA 7th edition referencing guidelines.
Although direct contact with participants did not occur, consideration was given to respectfully standing for the experiences of women from ethnic minority, migrant and refugee backgrounds. Care was taken to avoid presenting communities as vulnerable solely because of their background and instead highlight the wider healthcare and organisational factors contributing to communication inequalities.


 Chapter Summary
This chapter has described the methodology used to investigate communication barriers experienced by women accessing maternity care in the UK. A systematic literature review approach was adopted, supported by a structured search strategy, eligibility criteria and thematic analysis using Braun and Clarke’s (2006) framework.
The following chapter presents the findings from the included studies and discusses the three themes identified during the analysis: language and communication barriers, discrimination and cultural inequalities, and barriers affecting access to person-centred maternity care.



CHAPTER 4: RESULTS AND DISCUSSION
Introduction

This chapter presents the findings of the systematic literature review undertaken to examine communication barriers within UK maternity care and their effects on ethnic minority, migrant and refugee women. Ten primary research studies met the inclusion criteria set out in Chapter 3 and form the evidence base for this chapter. The chapter begins with a table summarising the characteristics of the included studies, presenting each study's author(s), publication year, aim, methodology, sample size, and key findings, in order to provide an overview of the evidence before it is examined in greater depth.

Following this, the chapter presents the three themes generated through thematic analysis of the included studies, using Braun and Clarke's (2006) six-stage framework as outlined in the Methods chapter: Language and Communication Barriers; Discrimination, Cultural Insensitivity and Inequitable Care; and Barriers to Access and Person-Centred Maternity Care. Each theme is discussed in turn, drawing on evidence from across the included studies to identify recurring patterns as well as points of difference between studies and populations. The chapter then discusses the implications of these findings for healthcare practice, professional education, service organisation, and policy, before considering the strengths and limitations of the review itself. Together, these sections address the dissertation's aim of examining communication barriers in UK maternity care and their effects on women and their babies and respond directly to the objectives set out in Chapter 1.


	
	Author(s) & Publication Year
	Aim
	Methodology & Sample Size
	Key Findings

	1
	Rayment-Jones et al. (2021)
	To explore whether telephone interpreter services are acceptable, accessible, and safe for pregnant women with social risk factors, and to identify solutions to challenges.
	Realist evaluation; qualitative interviews with women with language barriers and social risk factors, and staff, across UK maternity services.
	Women struggled to access and trust interpreter services; concerns about confidentiality and accuracy of interpretation; many preferred using family/friends instead of professional interpreters, which affected safety and disclosure of concerns.

	2
	Silverio et al. (2023)
	To explore minority ethnic women's qualitative experiences of race and ethnicity during pregnancy, childbirth, and maternity care in the UK.
	Grounded theory; 14 semi-structured interviews with minority ethnic women with recent UK maternity care experience.
	Four themes appeared: 'Stopping Short of Agentic Birth'; 'Silenced and Stigmatised through Tick-Box Care'; 'Anticipating Discrimination and the Need for Advocacy'; 'Navigating Cultural Differences'.

	3
	Filby, Robertson & Afonso (2020)
	To evaluate a specialist migrant maternity service (King's College Hospital, London) from service users' perspective.
	Qualitative service evaluation; semi-structured, multi-lingual, in-depth interviews with 10 service users; general inductive thematic analysis.
	Positive aspects: access to midwife/referrals, provision of essentials, respect, and kindness of caregivers. Negative aspects: poor nutrition support, lack of infant-feeding equipment access, limited social support and signposting.

	4
	Pilav et al. (2022)
	To explore minority ethnic women's experiences of access to and engagement with perinatal mental health care.
	Qualitative; 18 semi-structured interviews with women diagnosed with perinatal mental health difficulties, supported by a specialist service in South London; reflective thematic analysis (NVivo).
	Women faced individual, familial, community and societal barriers to accessing care; some perceived services as culturally insensitive or dismissive of their experiences, reducing engagement.

	5
	Nellums et al. (2021)
	To investigate the experiences of undocumented migrant women who had been pregnant in England, and factors affecting access to care and outcomes.
	Qualitative; in-depth semi-structured interviews (June–Dec 2017) with migrant women recruited via Doctors of the World UK; interpreters used on request; thematic analysis.
	Women described fear, financial barriers, denial/delay of care linked to immigration status, and poor communication, contributing to delayed or inadequate maternity care.

	6
	Farrell, Mills & Lavender (2024)
	To understand the maternity experiences of women from minority ethnic groups in a North-West England NHS trust, and the experiences of midwives caring for them.
	Constructivist grounded theory; 13 women and 16 midwives interviewed, deprived area of North-West England (interpreters used in 8 of 13 women's interviews).
	Cultural background shaped women's (often low) expectations of care; compassionate, individually tailored midwifery care improved women's sense of safety; racism occasionally impacted care provision.

	7
	John, Curry & Cunningham-Burley (2021)
	To explore ethnic minority women's experiences of maternity care during the SARS-CoV-2 pandemic.
	Qualitative; 16 semi-structured interviews with pregnant/postnatal (up to 6 weeks) Black, Asian and minority ethnic women in an urban Scottish health board area.
	Four themes: communication (respect, accent bias, language barrier, cultural dissonance); interactions with staff (continuity of care, empathy, decision-making); racism (institutional, interpersonal, internalised); pandemic effect (isolation, psychological impact, access barriers).

	8
	Furness et al. (2025)
	To explore priority areas for research about Black, Asian and ethnic minority mothers accessing healthcare in the UK.
	Qualitative ethnographic study; focus groups with 55 women (largest groups Black African, Arab, Asian Pakistani); inductive thematic analysis (NVivo).
	Key priorities: communication barriers (language, understanding, health literacy); emotional/psychological support; peer support spaces; perinatal education and digital resources; coordinated, compassionate care; socioeconomic support.

	9
	Evans et al. (2022)
	To ask refugee women what they want from maternity care, to inform and improve services.
	Qualitative study; secondary analysis of focus group data from refugee women, collected as part of the White Ribbon Alliance 'What Women Want' campaign.
	Three themes: feeling safe in the maternity system and community; fair and equal access/treatment in maternity care and the asylum system; building a future in the UK. Midwives need training on migration/asylum-related issues.

	10
	Aryasinghe et al. (2024)
	To understand alignment between professional and community perspectives on improving maternity experiences for Black, African, Caribbean, and mixed-Black families.
	Co-production; 5 workshops (Mar–Jun 2024), 54 attendees (health professionals, local authorities, VCSE sector, public) across Northwest London ICS; nominal group technique; framework analysis.
	54 attendees generated 89 potential interventions; priorities included culturally competent care and communication improvements to reduce ethnic inequities in maternity care.



[bookmark: OLE_LINK11][bookmark: OLE_LINK12]From the analysis of the articles, the three themes have appeared below:
· Theme 1:  Language and Communication Barriers 
· Theme 2: Barriers to Access and Person-Centred Maternity Care
· Theme 3: Barriers to Access and Person-Centred Maternity Care



Theme 1: Language and Communication Barriers
Language and communication barriers were the most consistently reported challenge across the included studies and were strongly associated with poorer maternity experiences among ethnic minority, migrant and refugee women. Rayment-Jones et al. (2021) found that women with social risk factors frequently struggled to access reliable interpreter services throughout pregnancy and birth, and many questioned the confidentiality and accuracy of interpretation, leading some to rely instead on family members or friends despite the risks this carried for disclosure and safety. Similar difficulties were reported by Nellums et al. (2021), whose interviews with undocumented migrant women identified poor communication, alongside fear linked to immigration status, as a central barrier to receiving adequate maternity care. Filby, Robertson and Afonso (2020) found that women using a specialist migrant maternity service valued respectful and clear communication from caregivers, but that gaps remained in signposting and information provision, particularly around nutrition and infant feeding. John, Curry and Cunningham-Burley (2021) extended this picture by showing that communication barriers were not limited to language proficiency alone; women in their Scottish study described accent bias and cultural dissonance as further obstacles to effective interaction with maternity staff, alongside experiences of institutional and interpersonal racism. Furness et al. (2025) similarly identified language difficulties and low health literacy as priority concerns raised directly by ethnic minority mothers, who called for greater access to understandable information and digital resources. Together, these findings indicate that communication barriers in UK maternity care extend beyond spoken language competence to encompass interpreter reliability, health literacy, and the tone and manner in which information is delivered by professionals (Rayment-Jones et al., 2021; Nellums et al., 2021; Filby, Robertson and Afonso, 2020; John, Curry and Cunningham-Burley, 2021; Furness et al., 2025).
Theme 2: Discrimination, Cultural Insensitivity, and Inequitable Care
Experiences of discrimination and cultural insensitivity appeared as a distinct and recurring theme, separate from language barriers alone. Silverio et al. (2023) found that minority ethnic women often felt silenced and stigmatised through standardised, tick-box approaches to care, and many expected discriminations before appointments even took place, which limited their willingness to advocate for themselves or challenge clinical decisions. This anticipation of poor treatment reflects a wider pattern identified by Farrell, Mills and Lavender (2024), who found that although compassionate, individually tailored midwifery care improved women's sense of safety, racism occasionally shaped the care women received in a deprived area of North-West England, and that women's expectations of maternity services were often shaped by low prior expectations rooted in cultural background. Pilav et al. (2022) reported that some minority ethnic women accessing perinatal mental health services perceived professionals as culturally insensitive or dismissive of their experiences, which reduced their engagement with support even when it was available. The scale of this issue was reinforced by Aryasinghe et al. (2024), whose co-production workshops with Black, African, Caribbean and mixed-Black families and professionals across a London integrated care system generated 89 potential interventions aimed specifically at improving culturally competent care and communication, reflecting a shared recognition among both communities and professionals that discriminatory and culturally insensitive practices remain embedded within maternity services. Collectively, this evidence suggests that inequalities in maternity care are shaped not only by communication difficulties but by how respectfully and individually women are treated once that communication takes place (Silverio et al., 2023; Farrell, Mills and Lavender, 2024; Pilav et al., 2022; Aryasinghe et al., 2024).
Theme 3: Barriers to Access and Person-Centred Maternity Care
The third theme concerns the wider structural and organisational barriers that limit ethnic minority, migrant and refugee women's access to prompt, person-centred maternity care. Evans et al. (2022) found that refugee women's priorities extended beyond individual clinical encounters to encompass feeling safe within the maternity system and being treated fairly in relation to both maternity and asylum processes, highlighting how immigration status and system-level structures shape access to care. This was echoed by Nellums et al. (2021), who found that undocumented migrant women faced delayed or denied care as a direct consequence of their immigration status, compounding the communication difficulties they also experienced. Rayment-Jones et al. (2021) further demonstrated that inconsistent access to interpreter services across the maternity pathway created practical barriers to care that went beyond single appointments, affecting women's ability to engage with services over the full course of pregnancy. Furness et al. (2025) identified that women themselves prioritised more coordinated, compassionate care and stronger perinatal education and peer support, indicating that access barriers were felt as much in the gaps between services as within individual consultations. Finally, Aryasinghe et al. (2024) illustrated that addressing these access barriers requires coordinated action between health professionals, local authorities, and community organisations, since no single intervention was sufficient to resolve the range of structural obstacles identified. Taken together, these studies suggest that improving access to person-centred maternity care for ethnic minority women requires attention not only to individual clinical interactions but to the wider organisation, coordination and immigration-related context of maternity services (Evans et al., 2022; Nellums et al., 2021; Rayment-Jones et al., 2021; Furness et al., 2025; Aryasinghe et al., 2024).


DISCUSSION
The findings of this review carry significant implications for the safety, quality, and equity of maternity care in the UK, and reinforce why communication cannot be treated as a peripheral or "soft" aspect of clinical practice. Across all three themes, communication emerges not simply as a courtesy but as a determinant of clinical safety. When women cannot reliably access interpreters, show symptoms accurately, or trust that their concerns are being understood, the risk of missed diagnoses, delayed intervention and preventable harm increases substantially. This is consistent with the concerns raised by the Ockenden Review regarding failures in listening to women and escalating concerns appropriately and suggests that the communication barriers identified in this review are not isolated cultural or linguistic issues but patient safety issues with the potential to contribute directly to the disparities in maternal and neonatal outcomes already well documented for ethnic minority women in the UK. Healthcare organisations should therefore treat interpreter provision and communication training with the same seriousness as other core clinical safety measures, rather than as an optional or resource-dependent add-on.
The second theme, concerning discrimination and cultural insensitivity, highlights that improving communication alone is unlikely to resolve inequalities in maternity care if the underlying attitudes and practices shaping interactions between staff and women remain unaddressed. Women's tendency to anticipate discrimination before even attending appointments, as found by Silverio et al. (2023), suggests that trust in maternity services has been eroded over time through repeated negative experiences, and that rebuilding this trust will require sustained, visible change rather than one-off training interventions. This has direct implications for how cultural competence is taught and assessed within midwifery and obstetric education: training needs to move beyond generic awareness-raising towards equipping staff with the confidence and skills to recognise their own assumptions, adapt care to individual women rather than perceived group characteristics, and respond constructively when women raise concerns about discriminatory treatment. The involvement of both professionals and communities in identifying priorities, as seen in the co-production work of Aryasinghe et al. (2024), points towards a promising model in which affected communities help shape the interventions intended to serve them, rather than solutions being designed solely from within the healthcare system.
The third theme, relating to structural and organisational barriers, demonstrates that individual clinical encounters cannot be improved in isolation from the wider systems around them. Staffing shortages, time pressures, inconsistent interpreter access across the maternity pathway, and the compounding effect of immigration status all shape whether women can access care in the first place, long before communication quality within an appointment becomes relevant. This has clear workforce and policy implications: sufficient staffing and protected consultation time are preconditions for meaningful communication, and services cannot be expected to deliver person-centred, culturally responsive care within models that do not allow professionals adequate time to build trust or arrange appropriate language support. It also raises important questions about how NHS entitlement and immigration policy intersect with maternity safety, since evidence from undocumented and refugee women indicates that fear and uncertainty about status can delay help-seeking in ways that are entirely separate from clinical communication skills.
Taken together, the three themes suggest that meaningful improvement in maternity care for ethnic minority women requires action at three interconnected levels: the interpersonal (how individual professionals communicate and behave), the organisational (how services are staffed, resourced and structured to allow communication to happen), and the systemic (how policies around immigration, funding and workforce planning shape access before care even begins). Addressing communication barriers in isolation, without also tackling discriminatory practice and structural access barriers, risks producing only superficial improvements. Conversely, interventions that address only structural access without improving the quality and cultural safety of individual interactions may increase contact with services without improving women's experiences or outcomes within them. This points towards the need for integrated, multi-level strategies, of the kind beginning to appear through co-production initiatives, rather than isolated training programmes or policy changes implemented in silos.
The implications of this review extend to several audiences. For clinical practice, the findings support embedding professional interpreter access as a non-negotiable standard across the maternity pathway rather than a resource dependent on local availability, and support communication and cultural safety training that is skills-based, recurrent and evaluated for impact on women's experiences rather than treated as a one-off compliance exercise. For maternity service commissioners and policymakers, the findings support sufficient investment in staffing to protect the time needed for meaningful communication, alongside closer attention to how NHS charging and immigration status affect access to antenatal and postnatal care. For education providers, the findings support integrating the perspectives of ethnic minority women directly into midwifery and obstetric training, so that cultural competence is grounded in lived experience rather than generalised assumptions. Finally, for future research, several of the studies included in this review call for further work exploring the most isolated and marginalised women, whose voices remain underrepresented even within qualitative studies that specifically sought ethnic minority participants, suggesting that current evidence, while consistent, may still understate the scale of the barrier's women face.

STRENGTHS AND LIMITATIONS
Strengths
This dissertation has several strengths that support confidence in its findings. First, the review used a structured and transparent methodology, following a systematic approach to searching, screening, and selecting literature, guided by the PRISMA framework. Predefined inclusion and exclusion criteria were established before searching began, which reduced the risk of selective or biased inclusion of studies that simply supported a predetermined conclusion. Searching across four databases (PubMed, CINAHL, ProQuest and Google Scholar) increased the likelihood that relevant literature was captured, rather than relying on an only source that might have introduced discipline-specific bias.
Second, the review deliberately prioritised UK-based primary research published within a defined recent time limit, which strengthens the relevance and currency of the findings to the present UK maternity care context. Because policy, NHS guidance, demographic composition and service structures differ considerably between countries, restricting inclusion to UK studies allowed the review to speak directly to the realities of NHS maternity services rather than drawing conclusions from international contexts that may not transfer well to the UK.
Third, the studies included represent a genuinely diverse range of populations and methodologies. Ethnic minority, migrant, refugee, and undocumented women were all represented, alongside professional perspectives from midwives and other healthcare staff in several studies. This breadth allowed the review to identify patterns that were consistent across different subgroups and methodological approaches, including individual interviews, focus groups, grounded theory and co-production workshops, which strengthens confidence that the identified themes reflect genuine, recurring phenomena rather than artefacts of a single research design.
Fourth, thematic analysis was conducted using Braun and Clarke's (2006) established six-stage framework, which is a widely recognised and rigorous approach to identifying and refining themes within qualitative evidence. Following a recognised framework improves the transparency and replicability of the analytic process and allowed the review to move systematically from familiarisation with the data through to clearly defined, showed themes.
Finally, the review supported ethical sensitivity throughout, taking care to represent the experiences of ethnic minority, migrant and refugee women accurately and respectfully, and to avoid presenting these groups as vulnerable solely because of their ethnicity, instead highlighting the organisational and systemic factors contributing to inequalities. This approach strengthens the credibility and integrity of the review's conclusions.
Limitations
Despite these strengths, several limitations should be acknowledged. As a systematic literature review of secondary research, this dissertation did not involve direct engagement with women or healthcare professionals, meaning it cannot capture experiences, nuances or emerging issues not already documented in the existing published literature. Findings are therefore dependent on the quality, scope and framing of the original studies, and any biases or gaps present in that underlying research are inherited by this review.
The review was restricted to English-language publications, which may have excluded relevant research published in other languages, potentially limiting the breadth of international or comparative insight, even though the geographic focus remained the UK. Similarly, restricting inclusion to studies published within a defined recent window, while improving relevance to current practice, may have excluded older but still valuable studies that contributed to the historical understanding of these issues, such as foundational work on ethnic inequalities in maternity care predating the review's inclusion period.
Several of the included studies used small qualitative samples, in some cases interviewing fewer than twenty participants. While qualitative research does not aim for statistical generalisability in the way quantitative research does, this does mean the transferability of findings to the full diversity of ethnic minority women across the UK should be treated with right caution. A number of studies also acknowledged, within their own limitations, that they were more likely to reach women already connected to community networks or specialist services, meaning the most isolated, marginalised or hard-to-reach women, who may face the greatest barriers, are likely underrepresented even within the primary studies this review draws upon.
The review also included some methodologically diverse studies, such as co-production workshops using nominal group technique, alongside more traditional interview-based qualitative studies. While this breadth was treated as a strength in capturing convergent findings across different approaches, it also means the studies are not entirely comparable in terms of depth of individual voice versus breadth of stakeholder input, which should be considered when weighing the relative strength of evidence contributing to each theme.
Additionally, as this review relied on secondary sources, no independent verification of the primary data (such as original interview transcripts) was possible, and the review is therefore reliant on the accuracy and completeness of how original authors reported and interpreted their findings. Finally, thematic analysis, while systematic, still involves an element of interpretive judgement on the part of the reviewer; another researcher conducting the same review may have coded or grouped data on communication, discrimination and structural access somewhat differently, meaning a degree of subjectivity cannot be entirely eliminated from the analytic process.
Taken together, these limitations do not undermine the overall credibility of the review's findings, which were consistent across a range of studies, populations and methodologies, but they do indicate that the conclusions should be understood as a synthesis of existing qualitative evidence rather than a definitive or exhaustive account of communication barriers in UK maternity care.

Chapter Summary
This chapter has presented the findings of a systematic review of ten UK-based primary research studies examining communication barriers within maternity care for ethnic minority, migrant and refugee women. Three interconnected themes were identified: language and communication barriers, including inconsistent interpreter provision and limited health literacy support; discrimination, cultural insensitivity and inequitable care, reflecting how women's trust in maternity services has been eroded by repeated negative experiences; and barriers to access and person-centred maternity care, encompassing the structural and organisational factors that shape women's ability to engage with services in the first place.
The discussion demonstrated that these themes use simultaneously at the interpersonal, organisational, and systemic levels, and that meaningful improvement in maternity care for ethnic minority women is unlikely to be achieved by addressing any one level in isolation. The chapter also considered the strengths and limitations of the review, noting that while the findings were consistent across a range of populations, methodologies and geographic areas of the UK, the review remains reliant on existing published qualitative evidence and may underrepresent the experiences of the most isolated and marginalised women.
Having established what the evidence shows and what this means for healthcare practice, the following chapter draws together these findings into a set of practical recommendations for healthcare professionals, service leaders, educators and policymakers, and presents the overall conclusions of this dissertation in relation to its original aim and objectives.




               CHAPTER 5: RECOMMENDATIONS AND CONCLUSION

Introduction 
This chapter brings together the recommendation and conclusion which are the key finding of this dissertation and considers of improving communication within the UK maternity care. The systematic reviews, recommendation al focuses on improving access to professional interpreters and anti-discriminatory practice, the chapter concludes the dissertation by addressing its aim and objectives which considers the importance of improving communication for safer and person-centred maternity care.
5.1 Recommendations
Based on the findings of this review, several recommendations can be made to address communication barriers and improve the quality, safety, and equity of maternity care for ethnic minority, migrant and refugee women in the UK.
Recommendation 1: Guarantee consistent access to professional interpreter services
Maternity services should ensure that professional interpreters are consistently available throughout the entire maternity pathway, rather than being dependent on local resource availability or booked on an ad hoc basis. This should include face-to-face interpreters wherever possible for significant appointments, such as booking visits, scans involving difficult news, and labour, with telephone interpreting used only where face-to-face support is genuinely not workable. Reliance on family members, particularly children, to interpret should be actively discouraged, given the concerns raised around confidentiality, accuracy and emotional burden identified throughout the literature.
Recommendation 2: Embed cultural competence and anti-discrimination training as ongoing, skills-based education
Training in cultural competence and anti-discriminatory practice should move beyond one-off, generic awareness sessions and instead be delivered as recurring, skills-based education that is evaluated for its impact on women's actual experiences of care, not simply staff completion rates. This training should be co-developed with ethnic minority women and community organisations, drawing directly on lived experience rather than assumptions about group characteristics, and should equip staff to recognise and respond constructively when women raise concerns about discriminatory treatment.
Recommendation 3: Protect adequate consultation time within maternity staffing models
Since time pressures and staffing shortages were repeatedly identified as barriers to meaningful communication, maternity services should ensure that staffing levels and appointment scheduling allow sufficient time for women with additional communication needs, including those requiring interpreters, without this being treated as an exceptional or disruptive request. Continuity of carer models, where women see a consistent named midwife or small team throughout pregnancy, should be prioritised for women identified as facing communication or cultural barriers, given the evidence that trusting relationships improve confidence and engagement with services.
Recommendation 4: Improve the accessibility of maternity information and resources
Written and digital information provided to women should be developed in plain English and made available in accessible formats and relevant community languages, co-designed with input from ethnic minority and migrant women to ensure it reflects their actual information needs and preferred formats, including digital resources given the value participants placed on this in more recent studies.
Recommendation 5: Strengthen peer support and community-based initiatives
Given the value women placed on peer support and safe spaces for shared experience, maternity services should invest in and formally link with community-based peer support programmes, doula schemes and voluntary sector organisations already working with migrant, refugee and ethnic minority communities, rather than services operating entirely separately from these existing sources of trust and support.
Recommendation 6: Adopt co-production approaches to service improvement
Following the model demonstrated by integrated care system initiatives within the literature, NHS trusts and integrated care boards should involve ethnic minority, migrant and refugee women, alongside community organisations and frontline staff, directly in identifying and prioritising improvements to maternity services, rather than designing interventions solely from within existing organisational structures.
Recommendation 7: Recognise the wider impact of immigration status and entitlement policy on maternity safety
Policymakers should give further consideration to how NHS charging policies and immigration status affect pregnant women's willingness and ability to access timely antenatal and postnatal care, given the evidence that fear and uncertainty related to immigration status can independently delay help-seeking, separate from any communication or interpersonal barriers within individual appointments.
Recommendation 8: Expand future research to reach the most marginalised women
Future research should specifically seek to include women who are not already connected to community networks or specialist services, since the existing evidence base, while consistent, likely underrepresents the experiences of the most isolated and hard-to-reach women. Longitudinal research following women across the full maternity journey, rather than single time-point interviews, would also help clarify how communication barriers accumulate or are addressed over the course of pregnancy and postnatal care.

Chapter Summary 
This chapter has shownn all the findings. The dissertation concludes that effective communication is an essential part of safe and fair maternity care and that addressing communication barriers may contribute to improved experiences, greater involvement in decision-making and more equitable outcomes for ethnic minority, migrant and refugee women, and their babies.
5.2 Conclusion
This dissertation set out to examine communication barriers within UK maternity care and their effects on ethnic minority women and their babies, drawing on a systematic review of ten UK-based primary research studies published within the last decade. The evidence gathered demonstrates clearly that communication barriers in maternity care are not a marginal or purely linguistic issue, but a significant and recurring factor contributing to inequalities experienced by ethnic minority, migrant and refugee women.
Three interconnected themes emerged from the literature. Language and communication barriers, including inconsistent interpreter access and limited health literacy support, were shown to directly undermine women's ability to understand their care, express concerns and take part in decision-making. Discrimination, cultural insensitivity and inequitable care revealed that even where language was not a barrier, many women experienced stereotyping, feeling silenced, and anticipated poor treatment based on previous negative experiences, indicating that trust in maternity services has been eroded for some communities over time. Finally, barriers to access and person-centred care demonstrated that structural and organisational factors, including staffing pressures, fragmented interpreter provision, and the compounding effects of immigration status, shape whether and how women can engage with maternity services at all, often before individual clinical interactions even take place.
Taken together, these findings support the conclusion that communication barriers in UK maternity care operate simultaneously at the interpersonal, organisational, and systemic levels, and that meaningful improvement requires action across all three rather than isolated interventions targeting any single level alone. This has direct relevance to patient safety, given the well-established links between poor communication and adverse maternity outcomes highlighted in reviews such as the Ockenden Review, and direct relevance to health equity, given the persistent disparities in maternal and neonatal outcomes experienced by ethnic minority women in the UK.
Addressing these barriers will require sustained commitment from healthcare professionals, service leaders and policymakers: consistent investment in professional interpreting services, cultural competence training grounded in lived experience, adequate staffing to protect time for meaningful communication, accessible information, and closer partnership with community organisations and the women services are intended to support. While this review is limited by its reliance on existing published qualitative evidence and by gaps in reaching the most marginalised women, the consistency of findings across diverse populations, methodologies and geographic areas of the UK provides a convincing evidence base from which to act. Ultimately, improving communication within maternity care is not simply a matter of good practice, but a necessary step towards safer, more fair and genuinely person-centred care for all women, regardless of ethnicity, language, or immigration status.








REFERENCES 

1. Aryasinghe, S., Averill, P., Waithe, C., Ibuanokpe, S., Newby-Mayers, R., Lakhdar, N., Sylla, M.A., Cox, E., Das, S. and Mayer, E. (2024) 'Improving the maternity experience for Black, African, Caribbean and mixed-Black families in an integrated care system: a multigroup community and interprofessional co-production prioritisation exercise using nominal group technique', BMJ Quality & Safety. Available at: https://doi.org/10.1136/bmjqs-2024-017848 (Accessed: 10 August 2026).
2. Birthrights (2022) Systemic racism, not broken bodies: an inquiry into racial injustice and human rights in UK maternity care. Available at: https://birthrights.org.uk/campaigns-research/racial-injustice/ (Accessed: 10 August 2026).
3. Care Quality Commission (2024) National review of maternity services in England 2022 to 2024. Available at: https://www.cqc.org.uk/publications/maternity-services-2022-2024/inequalities (Accessed: 10 August 2026).
4. Evans, M., Plows, J., McCarthy, R., McConville, B. and Haith-Cooper, M. (2022) 'What refugee women want from maternity care: a qualitative study', British Journal of Midwifery, 30(9), pp. 502–509. Available at: https://doi.org/10.12968/bjom.2022.30.9.502 (Accessed: 10 August 2026).
5. Farrell, S., Mills, T. and Lavender, T. (2024) 'Maternity care for women from ethnic minority backgrounds in North-West England: a grounded theory study', Sexual & Reproductive Healthcare, 40, 100978. Available at: https://doi.org/10.1016/j.srhc.2024.100978 (Accessed: 10 August 2026).
6. Filby, A., Robertson, W. and Afonso, E. (2020) 'A service evaluation of a specialist migrant maternity service from the user's perspective', British Journal of Midwifery, 28(9), pp. 652–659. Available at: https://doi.org/10.12968/bjom.2020.28.9.652 (Accessed: 10 August 2026).
7. Five X More (2022) The Black Maternity Experiences Survey: a nationwide study of Black women's experiences of maternity services in the United Kingdom. Available at: https://www.nhsbmenetwork.org.uk/wp-content/uploads/2022/05/TheBlackMaternityExperienceReport.pdf (Accessed: 10 August 2026).
8. Five X More (2025) Black Maternity Experiences Report 2025: continuing the conversation on Black maternal care in the UK. Available at: https://fivexmore.org/black-maternity-experiences-report-2025 (Accessed: 10 August 2026).
9. Furness, A., Salmon, A., Fair, F. and Soltani, H. (2025) 'Exploring research and healthcare priorities in maternal health: a qualitative ethnographic study with mothers from ethnic minority backgrounds in the UK', European Journal of Midwifery, 9, 209195. Available at: https://doi.org/10.18332/ejm/209195 (Accessed: 10 August 2026).
10. House of Commons Health and Social Care Committee (2023) Black maternal health. London: House of Commons. Available at: https://publications.parliament.uk/pa/cm5901/cmselect/cmhealth/895/report.html (Accessed: 10 August 2026).
11. House of Lords Library (2023) Maternal mortality rates in the Black community. Available at: https://lordslibrary.parliament.uk/maternal-mortality-rates-in-the-black-community/ (Accessed: 10 August 2026).
12. John, J.R., Curry, G. and Cunningham-Burley, S. (2021) 'Exploring ethnic minority women's experiences of maternity care during the SARS-CoV-2 pandemic: a qualitative study', BMJ Open, 11(9), e050666. Available at: https://doi.org/10.1136/bmjopen-2021-050666 (Accessed: 10 August 2026).
13. King's Fund (2024) What are health inequalities? Available at: https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-are-health-inequalities (Accessed: 10 August 2026).
14. MBRRACE-UK (2023) Saving lives, improving mothers' care. Oxford: National Perinatal Epidemiology Unit. Available at: https://www.npeu.ox.ac.uk/news/2457-mbrrace-uk-presents-recommendations-to-tackle-persistent-inequities-underlying-maternal-mortality (Accessed: 10 August 2026).
15. MBRRACE-UK (2025) Maternal mortality 2021–2023. Oxford: National Perinatal Epidemiology Unit. Available at: https://www.npeu.ox.ac.uk/mbrrace-uk/data-brief/maternal-mortality-2021-2023 (Accessed: 10 August 2026).
16. Nellums, L.B., Powis, J., Jones, L., Miller, A., Rustage, K., Russell, N., Friedland, J.S. and Hargreaves, S. (2021) '"It's a life you're playing with": a qualitative study on experiences of NHS maternity services among undocumented migrant women in England', Social Science & Medicine, 270, 113610. Available at: https://doi.org/10.1016/j.socscimed.2020.113610 (Accessed: 10 August 2026).
17. NHS Race and Health Observatory (2022) Ethnic inequalities in healthcare: a rapid evidence review. Available at: https://www.nhsrho.org/wp-content/uploads/2023/05/RHO-Rapid-Review-Final-Report_.pdf (Accessed: 10 August 2026).
18. Ockenden, D. (2022) Findings, conclusions and essential actions from the independent review of maternity services at the Shrewsbury and Telford Hospital NHS Trust. London: Department of Health and Social Care. Available at: https://www.ockendenmaternityreview.org.uk/wp-content/uploads/2022/03/FINAL_INDEPENDENT_MATERNITY_REVIEW_OF_MATERNITY_SERVICES_REPORT.pdf (Accessed: 10 August 2026).
19. Pilav, S., De Backer, K., Easter, A., Silverio, S.A., Sundaresh, S., Roberts, S. and Howard, L.M. (2022) 'A qualitative study of minority ethnic women's experiences of access to and engagement with perinatal mental health care', BMC Pregnancy and Childbirth, 22, 421. Available at: https://doi.org/10.1186/s12884-022-04698-9 (Accessed: 10 August 2026).
20. Rayment-Jones, H., Harris, J., Harden, A., Silverio, S.A., Turienzo, C.F. and Sandall, J. (2021) 'Project20: interpreter services for pregnant women with social risk factors in England: what works, for whom, in what circumstances, and how?', International Journal for Equity in Health, 20, 233. Available at: https://doi.org/10.1186/s12939-021-01570-8 (Accessed: 10 August 2026).
21. Royal College of Obstetricians and Gynaecologists (2022) Dark day for maternity services as RCOG responds to the final Ockenden review. Available at: https://www.rcog.org.uk/news/dark-day-for-maternity-services-as-rcog-responds-to-the-final-ockenden-review/ (Accessed: 10 August 2026).
22. Silverio, S.A., Varman, N., Barry, Z., Khazaezadeh, N., Rajasingam, D., Magee, L.A. and Matthew, J. (2023) 'Inside the "imperfect mosaic": minority ethnic women's qualitative experiences of race and ethnicity during pregnancy, childbirth, and maternity care in the United Kingdom', BMC Public Health, 23, 2555. Available at: https://doi.org/10.1186/s12889-023-17505-7 (Accessed: 10 August 2026).
23. MacLellan, J., Collins, S., Myatt, M., Pope, C., Knighton, W. and Rai, T. (2022). Black, Asian and Minority Ethnic women’s Experiences of Maternity Services in the UK : a Qualitative Evidence Synthesis. Journal of Advanced Nursing, [online] 78(7). doi:10.1111/jan.15233.
24. Thomson, G., Cook, J., Crossland, N., Balaam, M.-C., Byrom, A., Jassat, R. and Gerrard, S. (2022). Minoritised ethnic women’s experiences of inequities and discrimination in maternity services in North-West England: a mixed-methods study. BMC Pregnancy and Childbirth, [online] 22(1). doi:10.1186/s12884-022-05279-6.
25. Williams, C., McKail, R. and Arshad, R. (2023). “We need to be heard. We need to be seen”: A thematic analysis of black maternal experiences of birthing and postnatal care in England within the context of Covid-19. Midwifery, [online] 127(103856), p.103856. doi:10.1016/j.midw.2023.103856.
26. Goodwin, L., Hunter, B. and Jones, A. (2017). The midwife–woman relationship in a South Wales community: Experiences of midwives and migrant Pakistani women in early pregnancy. Health Expectations, [online] 21(1), pp.347–357. doi:10.1111/hex.12629.
27. Jomeen, J. and Redshaw, M. (2013). Ethnic minority women’s experience of maternity services in England. Ethnicity & Health, [online] 18(3), pp.280–296. doi:10.1080/13557858.2012.730608.
28. Goodwin, L., Jones, A. and Hunter, B. (2021). Addressing social inequity through improving relational care: A social–ecological model based on the experiences of migrant women and midwives in South Wales. Health Expectations, 25(5). doi:10.1111/hex.13333.
29. Shorey, S., Ng, E.D. and Downe, S. (2021). Cultural competence and experiences of maternity health care providers on care for migrant women: A qualitative meta‐synthesis. Birth, 48(4), pp.458–469. doi:10.1111/birt.12581.
30. Feldman, S.E., Lennox, L., Dsouza, N. and Armani, K. (2024). Exploring the impact of health literacy on pregnant women from ethnic minority groups: A scoping review. PLoS ONE, 19(12), pp.e0312515-e0312515. doi:10.1371/journal.pone.0312515.
31. Singal, K., Cruickshank, M., Ekong, A., Robertson, C., McDonagh Hull, P., Williams, D., Fairley, T., Locock, L., Kilonzo, M., Ade, M., Braithwaite, L., Bick, D., Devane, D., Rzewuska Diaz, M., Taylor, G., Bhattacharya, S., Black, M. and Brazzelli, M. (2026). Experiences of women from ethnic minorities and underserved, marginalised and disadvantaged groups in communicating with health professionals during antenatal care: An overview of qualitative systematic reviews. NIHR Open Research, [online] 6, p.2. doi:10.3310/nihropenres.14096.1.
32. Toh, R.K.C. and Shorey, S. (2022). Experiences and needs of women from ethnic minorities in maternity healthcare: A qualitative systematic review and meta-aggregation. Women and Birth, [online] 36(1). doi:10.1016/j.wombi.2022.06.003.
33. England, N. (2023). NHS England » Three year delivery plan for maternity and neonatal services. [online] England.nhs.uk. Available at: https://www.england.nhs.uk/publication/three-year-delivery-plan-for-maternity-and-neonatal-services/?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
34. England, N. (2023). NHS England » Maternity and neonatal voices partnership guidance. [online] England.nhs.uk. Available at: https://www.england.nhs.uk/publication/maternity-and-neonatal-voices-partnership-guidance/?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
35. Overview | Antenatal care | Guidance | NICE. (2021). [online] Nice.org.uk. NICE. Available at: https://www.nice.org.uk/guidance/ng201?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
36. Information for the public | Postnatal care | Guidance | NICE. (2021). [online] Nice.org.uk. NICE. Available at: https://www.nice.org.uk/guidance/ng194/informationforpublic?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
37. National Institute for Health and Care Excellence (2012). Recommendations | Patient experience in adult NHS services: improving the experience of care for people using adult NHS services | Guidance | NICE. [online] Nice.org.uk. NICE. Available at: https://www.nice.org.uk/guidance/cg138/chapter/Recommendations?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
38. Overview | Shared decision making | Guidance | NICE. (2021). [online] Nice.org.uk. NICE. Available at: https://www.nice.org.uk/guidance/ng197?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
39. NMC (2015). Read The Code online - The Nursing and Midwifery Council. [online] Nmc.org.uk. Available at: https://www.nmc.org.uk/standards/code/read-the-code-online/?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
40. National survey shows some improvement in maternity experiences, but help not always available when needed - Care Quality Commission. (2024). [online] Cqc.org.uk. Available at: https://www.cqc.org.uk/press-release/national-survey-shows-some-improvement-maternity-experiences-help-not-always?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
41. Page, M.J., McKenzie, J.E., Bossuyt, P.M., Boutron, I., Hoffmann, T.C., Mulrow, C. D, Shamseer, L., Tetzlaff, J.M., Akl, E.A., Brennan, S.E., Chou, R., Glanville, J., Grimshaw, J.M., Hróbjartsson, A., Lalu, M.M., Li, T., Loder, E.W., Mayo-Wilson, E., McDonald, S., McGuinness, L.A., Stewart, L.A., Thomas, J., Tricco, A.C., Welch, V.A., Whiting, P. and Moher, D. (2021). The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. British Medical Journal, [online] 372(71). doi:10.1136/bmj.n71.
42. Braun, V. and Clarke, V. (2006). Using Thematic Analysis in Psychology. Qualitative Research in Psychology, 3(2), pp.77–101. doi:10.1191/1478088706qp063oa.
43. Braun, V. and Clarke, V. (2022). Toward Good Practice in Thematic analysis: Avoiding Common Problems and be(com)ing a Knowing Researcher. International Journal of Transgender Health, [online] 24(1), pp.1–6. doi:https://doi.org/10.1080/26895269.2022.2129597.
44. Tong, A., Flemming, K., McInnes, E., Oliver, S. and Craig, J. (2012). Enhancing Transparency in Reporting the Synthesis of Qualitative research: ENTREQ. BMC Medical Research Methodology, 12(1), p.181.
45. Cochrane Handbook for Systematic Reviews of Interventions (current version) | Cochrane. (2024). [online] Cochrane.org. Available at: https://www.cochrane.org/authors/handbooks-and-manuals/handbook/current?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
46. JBI Critical Appraisal Tools | JBI. (2020). [online] Jbi.global. Available at: https://jbi.global/critical-appraisal-tools?utm_source=chatgpt.com [Accessed 14 Aug. 2026].
47. Hong, Q.N., Gonzalez-Reyes, A. and Pluye, P. (2018). Improving the Usefulness of a Tool for Appraising the Quality of Qualitative, Quantitative and Mixed Methods Studies, the Mixed Methods Appraisal Tool (MMAT). Journal of Evaluation in Clinical Practice, 24(3), pp.459–467.
48. Tong, A., Sainsbury, P. and Craig, J. (2007). Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. International Journal for Quality in Health Care, [online] 19(6), pp.349–357. doi:10.1093/intqhc/mzm042.
49. Chitongo, S., Pezaro, S., Fyle, J., Suthers, F. and Allan, H. (2021). Midwives’ insights in relation to the common barriers in providing effective perinatal care to women from ethnic minority groups with ‘high risk’ pregnancies: A qualitative study. Women and Birth, [online] 35(2). doi:10.1016/j.wombi.2021.05.005.
50. Gong, Q.S. and Bharj, K. (2022). A qualitative study of the utilisation of digital resources in pregnant Chinese migrant women’s maternity care in northern England. Midwifery, [online] 115, p.103493. doi:10.1016/j.midw.2022.103493.









51. 

APPENDICES 



2

image1.jpeg
Trinity Saint David
LONDON

\‘ University of Wales




