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Ethnic minority women'’s experiences R

of accessing antenatal care in high income
European countries: a systematic review

Esther Sharma' ®, Pei-Ching Tseng', Angela Harden?, Leah Li*® and Shuby Puthussery'”

Abstract

Background Women from ethnic minority backgrounds are at greater risk of adverse maternal outcomes. Ante-
natal care plays a crucial role in reducing risks of poor outcomes. The aim of this study was to identify, appraise, and
synthesise the recent qualitative evidence on ethnic minority women's experiences of accessing antenatal care

in high-income European countries, and to develop a novel conceptual framework for access based on women'’s
perspectives.

Methods We conducted a comprehensive search of seven electronic databases in addition to manual searches to
identify all qualitative studies published between January 2010 and May 2021. Identified articles were screened in two
stages against the inclusion criteria with titles and abstracts screened first followed by full-text screening. Included
studies were quality appraised using the Critical Appraisal Skills Programme checklist and extracted data were synthe-
sised using a ‘best fit'framework, based on an existing theoretical model of health care access.

Results A total of 30 studies were included in this review. Women'’s experiences covered two overarching themes:
‘provision of antenatal care’and ‘women'’s uptake of antenatal care. The ‘provision of antenatal care’theme included
five sub-themes: promotion of antenatal care importance, making contact and getting to antenatal care, costs of
antenatal care, interactions with antenatal care providers and models of antenatal care provision. The ‘women’s uptake
of antenatal care’theme included seven sub-themes: delaying initiation of antenatal care, seeking antenatal care,

help from others in accessing antenatal care, engaging with antenatal care, previous experiences of interacting with
maternity services, ability to communicate, and immigration status. A novel conceptual model was developed from
these themes.

Conclusion The findings demonstrated the multifaceted and cyclical nature of initial and ongoing access to antena-
tal care for ethnic minority women. Structural and organisational factors played a significant role in women's ability to
access antenatal care. Participants in majority of the included studies were women newly arrived in the host country,
highlighting the need for research to be conducted across different generations of ethnic minority women taking
into account the duration of stay in the host country where they accessed antenatal care.

Protocol and registration The review protocol was registered on PROSPERO (reference number CRD42021238115).
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Background

Women from ethnic minority backgrounds in high-
income countries are at greater risk of adverse maternal
outcomes [1-3]. Maternal mortality in the United King-
dom (UK) between 201618 was highest among ethnic
minority women and those of low socioeconomic status;
among Black and Asian women, maternal mortality was
respectively four and two times higher than among white
women [3]. The reasons for this are multifaceted, with
ethnic background intersecting with a range of contribu-
tory factors: socio-economic status, language, and cul-
ture, pre-existing physical and mental health conditions
and differential access to and utilisation of health services
[3, 4]. A high proportion of Black and Asian women did
not initiate antenatal care by the recommended 10-week
gestation or receive the full schedule of antenatal care
[3]. Several studies from high-income countries have also
shown delayed initiation of antenatal care among ethnic
minority women [5-7].

The World Health Organization [8] urges that all
women should have access to antenatal care which leads
to a positive experience of pregnancy, and recommends
that women receive eight antenatal appointments during
pregnancy as a preventative measure against perinatal
morbidity and mortality.

Previous systematic reviews have examined access to
antenatal care for ethnic minority women in high-income
countries. In an evidence synthesis exploring barriers
to antenatal care for marginalised women in the UK,
among which ethnic minority women were included,
Downe et al. found that women’s access to antenatal care
is highly contextualised, depending on their personal cir-
cumstances [9]. A subsequent review conducted by Hol-
lowell et al. explored the initiation of, and interventions
to, increase antenatal care, and reported multiple barriers
to timely initiation of antenatal care for ethnic minority
women in the UK, both at structural and individual lev-
els, including additional barriers faced by asylum seekers
[10]. The authors found that interventions (conducted
mainly in the United States) to increase timely uptake
of antenatal care addressed these barriers by focussing
on outreach services and the provision of community or
bicultural workers to advocate for women [10]. Focussing
on maternity care more broadly rather than solely ante-
natal care, a review by Higginbottom et al. found that late
initiation of antenatal care was a common theme among
immigrant women’s narratives in the UK [11].

Given the continued poor maternity outcomes for
ethnic minority women in high-income countries and
the evidence suggesting delayed initiation and reduced
uptake of antenatal care, there is an urgent need to
update the evidence base, enabling organisational and
clinical responses to be developed to shift these trends.
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This review was conducted to a) systematically synthesise
qualitative evidence from studies conducted over the past
decade (2010-2021) that have examined ethnic minority
women'’s experiences of accessing antenatal care in high-
income European countries and b) to develop a novel
conceptual framework to describe access to antenatal
care for ethnic minority women in order to inform future
interventions.

Definitions of terms

For the purpose of this review, we used the term ‘ethnic
minority’ to describe a group of people from a nationality
or culture living in a geographical area where most peo-
ple are from a different nationality or culture [12].

High-income European countries were identified based
on The World Bank [13] classification (see Additional
file 1 for a table of countries included).

Antenatal care is defined as “..the care provided by
skilled health-care professionals to pregnant women and
adolescent girls in order to ensure the best health condi-
tions for both mother and baby during pregnancy” (p.1)
[8]. Routine packages of antenatal care, as a minimum,
incorporate health education and promotion, the identi-
fication of risk and the management or prevention of ill-
ness and disease, during pregnancy [8].

Access to health care is complex and multifaceted and
is described in more depth later in the paper. However,
to summarise, we used the definition of access proposed
by Santana et al.: “.. getting the right health care in the
right place at the right time” ([14], p.7). We present the
conceptualisation of access further in the paper when the
“best fit” model of access to health care is discussed. The
loci of focus in this systematic review is access to antena-
tal care, rather than antenatal care itself.

Qualitative research as described by Braun and Clarke
as research that analyses “words which are not reducible
to numbers” ([15], p.6) and which employs an inductive,
non-positivist approach.

Methods

The Preferred Reporting Items for Systematic Reviews
and Meta Analyses (PRISMA 2021) guidelines [16] was
used to conduct this systematic review. The review pro-
tocol was registered on PROSPERO (reference number
CRD42021238115; https://www.crd.york.ac.uk/prospero/
display_record.php?ID=CRD42021238115).

Study inclusion and exclusion criteria

Qualitative and mixed-method studies were included
if they explored and reported findings on ethnic minor-
ity women’s experiences of accessing antenatal care
in high-income European countries and published in
peer-reviewed journals between 2010 and 2021. Papers
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specifically exploring issues of access to antenatal care
during the Covid-19 pandemic were excluded as this was
not the focus of our review. A post-hoc exclusion crite-
ria was developed during the abstract and article screen-
ing phase. Studies focussing only on specific components
of antenatal care, such as antenatal screening tests or
diagnosis of antenatal diseases were excluded from this
review. The full inclusion and exclusion criteria are
detailed in Table 1.

Study search strategy

The review question was framed using the PICOS frame-
work: Population (ethnic minority women), phenomenon
of Interest (access to antenatal care in high-income Euro-
pean countries), Comparator (none), Outcome (women’s
experiences), and Study design (qualitative and mixed-
methods studies). The corresponding search terms which
we used can be found in Table 2.

Table 1 Inclusion and exclusion criteria
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Two authors (ES and PT) conducted the search. The
following databases were searched between 18" Janu-
ary and 12" February 2021: PubMed (National Library
of Medicine), PsycINFO (Ovid), SCOPUS (Elsevier),
CINAHL Complete (EBSCOhost), Medline (EBSCO-
host), Global Health (EBSCOhost) and Cochrane (Wiley).
A manual search of reference lists from primary stud-
ies was conducted to include a diverse and rich sample
of relevant studies across a range of settings and groups.
Titles and abstracts were double-screened for eligibility
(ES and PT). Where there were uncertainties, the full text
was obtained. Any disagreements between those screen-
ing were discussed with the third author (SP).

Data extraction and quality assessment

Study characteristics were extracted from the included
studies (ES and PT) by study aim, setting, participants,
data collection methods, method of analysis and main
findings. Quality assessment of studies was conducted

Inclusion criteria

Exclusion criteria

1. Studies conducted in a high-income European country

2. Study participants included women from ethnic minority backgrounds
3. Aspects of accessing antenatal care explored

4. Qualitative or mixed-method data collected

5.Women's perspectives reported in study findings

6. Studies published 2010-2021

Pre-determined exclusion criteria:

1. Studies conducted outside high-income European countries

2. Studies not published in English

3. Grey literature or studies published in non-peer reviewed journals

4. Studies reporting health professionals; other professionals or father’s
perspectives only

5. Studies focussed on access to antenatal care in relation to the Covid-19
pandemic

6. Studies published outside the search dates

7. Full text unavailable

Post-hoc exclusion criteria developed during abstract and article
screening:

1. Studies focussed solely on other aspects of maternity care (such as birth)
2. Studies focussed on aspects of antenatal screening, including screening
diagnosis

3. Studies focussed on antenatal illness or disease (such as diabetes), or
indicators of disease

4. Studies focussed on antenatal nutrition

Table 2 Key search terms

1 “Pregnancy”OR “pregnant” OR “pregnan” OR “prenatal” OR “antenatal” OR “perinatal “ OR “maternal” OR “mother” OR “women”

Population

2 “Ethnicity” OR "ethnic” OR “ethnic group” OR “ethnic minority” OR “ethnic minorities” OR “immigrant” OR “immigrants” OR

“immigration”OR “migrant” OR “migrants” OR “migration” OR “emigrant” OR “emigration” OR “foreigners” OR “foreign nationals”
OR“race” OR “racial” OR “culture” OR “cultural” OR “custom” OR “Indigen” OR “indigenous” OR “ethnology” OR “minority group”
OR"BAME"

3 “Prenatal care”OR“antenatal care” OR “antepartum care” OR “during pregnancy care” OR “pregnancy care” OR "maternity care”
OR"maternal care” OR "maternal healthcare” OR “maternal health perinatal care” OR “maternal health services” OR “health ser-
vices”OR “women'’s health services” OR “maternal health services” OR “health-services indigenous” OR “obstetric-care-trends”
OR"women's health-trends” OR “transcultural care” OR “prenatal care-trends” OR “booking”

4 "Acceptability” OR "accept” OR “access” OR “attend” OR “utilization” OR “uptake” OR “use” OR “obtain” OR "visit" OR “appointment”
OR"adherence”

5 “Experiences’ OR “perceptions” OR “attitudes” OR “views" OR “feelings” OR “perspectives’ OR “expect” OR “anticipate” OR
“encounter”OR "belief” OR "exploration”

6 1AND 2 AND 3 AND 4 AND 5

Phenomena of Interest

Outcomes
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using the Critical Appraisal Skills Programme [17] tool,
by two reviewers (ES and PT). No studies were excluded
based on their quality, as it is recognised that even poor
quality qualitative studies can yield useful findings [18].

Evidence synthesis methods

The “best fit” framework synthesis approach was cho-
sen to guide this review, following the stages set out by
Carroll et al. [19]. This approach to evidence synthesis
combines existing theoretical frameworks with current
evidence to develop a novel conceptual framework to
explain behaviours or decision-making among popula-
tions [20]. Knowing that there was an existing corpus of
literature and conceptual frameworks regarding access
to care, but not specifically related to ethnic minority
women’s access to antenatal care, we chose to use “best
fit” framework synthesis because it is a method of quali-
tative evidence synthesis which offers the opportunity “to
test, reinforce and build on an existing published model”
([20], p.1). The initial step in this approach was the devel-
opment of a theoretical framework which formed the a
priori “best fit” framework against which data could be
deductively coded. We identified Levesque’s model of
access to health care [21] which was developed through
a process of systematic identification and synthesis of
access to health care models and was therefore suitable
for using as a “best fit” model (Fig. 1). Levesque’s model
of access to health care is divided into supply-side factors
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(the accessibility of services, including approachability,
acceptability, availability and accommodation, afford-
ability and appropriateness) and demand-side factors
(the ability of individuals, populations or communities to
“interact with the dimensions of accessibility to generate
access” ([21], p.5), including ability to perceive, ability to
seek, ability to reach, ability to pay and ability to engage).

The second step in the “best fit” framework synthesis
approach was to code the data. Findings from included
studies were exported into NVivo v.12 [22]. All qualita-
tive study findings were coded deductively against a
priori themes, drawn from the ‘best fit’ framework [20].
Thematic analysis [23] was used to code data that could
not be assigned to the a priori themes. In the final step,
all a priori, and new themes and sub-themes were amal-
gamated to reflect the dataset and we returned to the evi-
dence to look for relationships between these themes in
order to develop the new conceptual model. Coding was
conducted by the first author (ES) with ongoing discus-
sion with the second and third authors (SP and PT).

Results

Included studies

A total of 4052 studies were identified though the elec-
tronic search, an additional four studies from the manual
search and a further three were added after the review
process. After removing duplicates, 337 records were

Geographic . Technical and
. . Direct costs .
Transparency Professional location . interpersonal
. Indirect costs .
Outreach values, Accommodation s quality
. h Opportunity
Information norms, Hours of opening costs Adequacy
Screening culture, gender Appointments Coordination and
mechanisms continuity

Approachability Acceptability

\ \

Perception of
needs and
desire for care

Health care Health care

needs seeking

Availability and  Affordability Appropriateness
accom‘vodation

v v

Health care
utilisation
*Primary access
*Secondary accesg

Health care
consequences

Health care

reaching *Economic

* Satisfaction
*Health

Ability Ability Ability Ability Ability
to perceive to seek to reach to pay to engage
. Personal and Living Income Empowerment
Health literacy X . .
. social values, environments Assets Information
Health beliefs . .
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Trust and - .
. gender, Mobility Health Caregiver
expectations . .
autonomy Social support insurance support

Fig. 1 A conceptual framework for access to health care. Reproduced with permission from Levesque et al. [21]
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screened for eligibility and 30 studies were included
(Fig. 2).

Studies were conducted in 11 different countries. The
majority of studies were conducted in the UK (n=12)
[24-35]; other studies were conducted in Portugal (n=5)
[36—40], Sweden (n=3) [41-43], Switzerland (n=2) [44,
45], Finland (n=2) [46, 47], Belgium (n=1) [48], Ger-
many (n=1) [49], Denmark (n=1) [50], Netherlands
(n=1) [51], Norway (n=1) [52] and Spain (n=1) [53].
Study participants represented a diversity of ethnic back-
grounds. In 12 studies, participants were identified as
recent arrivals (arrived in the past 5 years) in their host
country. Only two studies explicitly stated that partici-
pants included women of ethnic minority backgrounds
who were born in the country of study [24, 26]. Study
characteristics are summarised in Table 3.

Quality of included studies

The quality appraisal results of the 30 included studies
are summarised in Table 4. Research aims were clearly
addressed in all studies. Over half (=16) of the studies
adequately discussed the choice of research design. Suf-
ficient information about recruitment (n=11) [26, 27,
29, 34-36, 41-43, 49, 50] and methods of data collection
(n=13) [24, 29, 32, 35-37, 40-43, 46, 49, 52] were less
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commonly reported. Issues of reflexivity and how the
researcher role impacted the study were only addressed
in 2 studies [34, 35]. Ethical considerations were dis-
cussed in one third of the studies (#=10) [24, 26, 27, 33,
36, 41-43, 49, 50]. Although data analysis was presented
in most studies, few provided adequate details to deter-
mine its rigor (n=6) [29, 32, 35, 43, 51, 52]. A small num-
ber of studies (n=10) did not discuss findings in relation
to current policy and practice and how they could be
implemented [24, 25, 29, 30, 37-40, 46, 47].

Evidence synthesis

In keeping with the ‘best fit’ framework from Levesque
et al. [21], themes were broadly grouped in two: theme
1, Provision of Antenatal Care (“supply side”) and theme
2, Women'’s Uptake of Antenatal Care (“demand side”).
Theme 1 comprised of five sub-themes: 1. promotion of
antenatal care importance, 2. making contact and getting
to antenatal care, 3. costs of antenatal care, 4. interactions
with antenatal care providers and 5. models of antenatal
care provision. Theme 2 comprised of seven sub-themes:
1. delaying initiation of antenatal care, 2. seeking antena-
tal care, 3. help from others in accessing antenatal care
and 4. engaging with antenatal care. The remaining three
sub-themes cut across all theme 2 sub-themes insofar

[ Identification of studies via other methods ]

Reports not retrieved
(n=0)

A 4

Reports excluded (n = 10):
Reason 1 (n = 1): sole focus
on warning signs of
pregnancy
Reason 2 (n = 3): sole focus
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diagnosis
Reason 3 (n=1): sole focus
on nutrition in pregnancy
Reason 4 (n = 1): outside
search dates
Reason 5 (n = 1): focus on
birth only

[ Identification of lies via datat and registers

= Records identified from*: Records removed before Records identified from:
2 Databases (n = 4025) screening: Citation searching (n = 4)
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s (n=3719) =13
=
c
o
- !

Records screened

Records excluded

(n=333) ™ (n=290)
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) (n = 43) ——>| (n=0) (n=17)
=
o
: :
3 }
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Fig. 2 PRISMA flow chart of the study selection process
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as they impacted access to antenatal care as they were
reflected in all the aforementioned sub-themes: 5. previ-
ous experiences of interacting with maternity services, 6.
ability to communicate and 7. immigration status. The
themes are discussed in detail below.

1. Provision of antenatal care

1.1 Promotion of antenatal care importance
One study [34] reported perspectives about lack of
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information about entitlement to state-provided
antenatal care among migrant women [50, 53] and
their difficulties navigating access to it [35, 38, 50,
53]. In countries with policies of restrictive access to
health for some migrant groups, some women spoke
of their shock and unpreparedness for receiving bills
for their care, the impact of which could create a bar-
rier to accessing antenatal care [35, 50], as exempli-
fied here:

the promotion of antenatal care in public places.
The participants noted promotion about the

“Just last month I've just received a bill...£5654...we
don’t have any income, nothing...No one told me that,
‘We are charging you for that’” ([35], p.4).

importance of early initiation of antenatal care as
a key element towards making antenatal care more
accessible:

“I think the benefits of booking early need to be adver-
tized, I have never seen that anywhere like bus stops,
or having leaflets or posters. Not everyone has access
to technology.” ([34], p.128)

1.2 Making contact and getting to antenatal care
Participants in eight of the included studies [29—
31, 42, 43, 45, 50, 53] identified that the mecha-
nisms for making antenatal appointments could be
problematic. Women often found the logistics of
appointment-booking difficult and time consum-
ing [29, 41, 42], appointment schedules inflexible
[50, 53], and experienced delays in obtaining an
appointment [29, 36].

“Yes, we have to wait a long time... for care and there
[in Ukraine] it is not so. I was not expecting it to be
s0” ([36], p.141)

In six studies [25, 27, 30, 31, 43, 50], geographical
location of appointments was significant for women in
accessing antenatal care, linked to which was the expense
and logistics of transportation to appointments located
further away [30, 31, 50]. One participant here describes
the impact that geographical location could have on her
ongoing access to antenatal care:

‘I want to come as the midwife has told me, but
sometimes it is just not possible. It is too far and costs
too much. I can’t do anything about it. I have to come
some other time then” ([50], p.6)

1.3 Costs of antenatal care

Issues relating to costs of antenatal care were dis-
cussed in six studies [29, 35, 38, 50, 52, 53]. Two of
these reported women’s expressions of gratitude for
maternity care provided free at the point of use [29,
52]. However, the provision of free antenatal care was
more frequently framed in the context of insufficient

1.4 Interactions with antenatal care providers

In six studies [27, 37, 38, 41, 44, 52], the role which
antenatal care providers played in initial and ongo-
ing access was apparent. There were mixed views
regarding the extent to which a care provider from
a women’s own ethnic background was important,
some stating that it is of no consequence [24, 28]
and others emphasising the language benefits and
cultural understandings that a care provider from
the same ethnic background could bring [28, 29].
Stigmatising and discriminatory interactions
with care providers were frequently experienced
by women [33, 35, 42, 43, 52], as illustrated by a
Somali woman here:

“When she (the midwife) was talking to me, I felt like
there wasn'’t a great deal of respect. I felt as though
she was thinking “you stupid Somali mothers™ ([52],

p4).

Negative experiences could impact further access to
antenatal care, as will be discussed later.

1.5 Models of antenatal care provision.
In this review, models of antenatal and maternity
care provision (including models such as phy-
sician-led care, midwifery-led care, care shared
between general practitioners and midwives, and
midwifery continuity of carer) intersected with
access to antenatal care at every stage, as seen in
seven of the included studies [24, 27, 30, 42, 45,
47, 52]. Where provided, specialist maternity care
for migrant women facilitated a greater ease for
women in making contact with care providers
[27, 45]. For example, in one study, asylum seek-
ing women living in a UK emergency accommoda-
tion facility received on-site specialist midwifery
care which enabled these women to access mid-
wives easily [27]. The continuity of carer provided
by this service was highly valued by women (ibid.),
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as it was by other women who received continu-
ity of carer in another study [51]. Participants who
did not have continuity of carer often expressed a
desire for a known caregiver [24, 30, 42, 45]:

“..because it wasn’t like you had one midwife who
knew you, who knew your problems, who knew you
from the beginning, it wasn’t like that. And that
would have helped.” ([24], p.9)

Continuity was valued by study participants because
it fostered trust, a sense of safety and a supportive
relationship.

2. Women’s uptake of antenatal care

2.1 Delaying initiation of antenatal care

In four studies, reasons for delaying initiation of
antenatal care were identified [29, 34, 44, 53]. For
some women, this was due to their cultural beliefs
about early pregnancy [29, 34]. In particular, Black
African women stated their belief that talking
about their pregnancy in the early stages could be
dangerous, as described here:

“You cannot speak about pregnancy before a certain
period, 13 weeks they say, some evil people can say
a bad word [cursing] and your pregnancy may abort
[miscarriage] so you have to keep quiet” ([34], p.129).

For other women there was a perception that ante-
natal care is not important [50, 53]. One parous
woman said,

.. with my son I had no problems, well I said “With
my daughter I can have her without anyone giving me
medical care during my pregnancy.”” ([53], p.335).

Nonetheless, study participants held beliefs and
perceptions which may have resulted in both
delaying access to antenatal care as well as talk-
ing about the desire to take care of themselves and
their baby during pregnancy [34, 50]. One study
identified Muslim faith as a factor which may posi-
tively encourage women to seek health care,

.. as it is a religious duty to look after one’s self and
this does not contradict reliance on Allah or the
acceptances of one’s fate.” ([26], p.5).

2. 2 Seeking antenatal care

Women reported difficulties in understanding how
to navigate access to antenatal care in eight of the
included studies [30, 32, 33, 35, 37, 38, 41, 44]. This
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was marked by difficulties in locating the informa-
tion required, understanding the referral pathways
to antenatal care and knowledge about how the
overall health system works [32, 37, 38, 41, 47].
One Somali woman described this saying,

“.. as a community we get very worried about things
because we don’t really know much about the ante-
natal care services in England, we don’t know how
things work here... it is something that is mentioned a
lot within the community.” ([32], p.6)

Additionally, negotiating health system bureau-
cracy was found to be challenging [37, 45, 50, 53],
for example:

“At the Health Centre I was told that I could not do
my pregnancy follow-up there, because I changed
my address. I was already three months pregnant! ...
in the new Health Centre, I wasn’t accepted..” ([37],
p.337).

Conversely, ethnic minority women who were
already familiar with health systems had no diffi-
culties in this aspect of access to antenatal care [24,
32].

Living environments were seen in this review
to adversely impact access to antenatal care for
some categories of migrant women, particularly
with respect to housing provision, homelessness
and government policies of dispersal [30, 31, 33,
35]. One undocumented migrant woman in the
UK described how her homelessness affected her
access to antenatal care:

“.. I was sleeping rough outside.. When I went [to the
hospital] five months pregnant, they were asking me,
‘Have you got any scan?’ I said, ‘No...I couldn’t man-
age anything” ([35], p.4)

Employment flexibility also impacted access to
antenatal care. Women reported fear of losing
employment when requesting time off to attend
appointments, particularly when working illegally
or on short-term contracts [30, 31, 39, 50, 53].
Ahrne et al. [43] found that appointment flexibility
was deemed to be desirable for women.

2.3 Help from others in accessing antenatal care

In four studies, access to antenatal care was
assisted by others [30, 41, 44, 50]. A number of
women received assistance in accessing antenatal
care from their partner [50], friends and family
[32, 35, 39, 46], or non-governmental organisa-
tions [41, 50].
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2.6 Ability to communicate

2.4 Engaging with antenatal care Language barriers permeated all aspects of access
While engaging with antenatal care, women to antenatal care, as identified in 14 of the included
were keen to understand how to stay healthy in studies, from navigating health systems to engag-
pregnancy and which foods to avoid, as well as ing with antenatal care providers [25, 27, 29, 30,
understanding medical tests and procedures [34, 33, 38, 40, 41, 45, 46, 48, 49, 51, 53]. Language bar-
50, 52]. However, six studies found that the infor- riers hindered women’s communication with ante-
mation needs of participants were not met [24, natal care providers [25, 29, 45, 48, 52] and study
31, 45, 47, 51, 52], resulting for some women in participants spoke repeatedly of the lack of suitable
a withdrawal from engagement with antenatal interpreters [25, 27, 29, 30, 33, 40, 41, 45, 46, 50,
care, seeking information instead from informal 51, 53]. Additionally, participants spoke of a lack of
sources [49, 50, 52]: written information translated into their language

[30, 45, 48, 51]. One study reported a participant’s
view of delaying antenatal care until a doctor was
available who spoke her language:

“l asked questions like if it was OK to eat fish and
stuff. The midwife didn’t answer me, but told me to go
home and read the brochures and take better care of

myself. (...) I therefore pulled away...” ([52], p.3). “Sometimes I wait 4-5 days to have an appointment

with the GB because I want an Arabic doctor to see

Support from antenatal care providers, including me. My English language is poor and 1 feel more com-

care providers’ “..kindness, curiosity, commitment, and a Jortable when I deal with an Arabic doctor. He can
warm and welcoming encounter..” ([43], p.109) was highly understand me. ([29], p.575)

valued by women and resulted in women being able to
build a trusting relationship [41-43]. In two studies [42,
52], caregivers were a source of support for women with
limited social networks. Participants commented that
they were more likely to attend antenatal care if they had
a good relationship with their care provider [41].

In another study, it was found that participants
ceased attending appointments when language
needs were not met [30].

2.7 Immigration status
A further sub-theme which was found to cut

The following three sub-themes cut-across all across all aspects of antenatal care is that of the
seven of the Theme 2 sub-themes. impact of precarious immigration status, described
in eight studies [30, 31, 33-35, 41, 44, 50]. Along-
2.5 Previous experiences of interacting with mater- side parents expressing the need for antenatal care
nity services not being linked to their migrant status, rather to
Past experiences of interacting with maternity ser- their individual background, a frequent finding
vices during the current or previous pregnancy, or among this group of participants was fear of being
interacting with health services more broadly, were reported to immigration authorities and deported,
seen in five studies [25, 30, 42, 44, 52] as impact- or having children removed from them if antenatal
ing access to antenatal care at all stages, including care was accessed [30, 34, 50], as described here:

initiation and continuation of antenatal appoint-
ments. Women in a number of studies expressed
overall satisfaction with their care [27, 38, 45, 46],
but poor experiences in the form of stigmatisation,

“.. it used to be easy to just register at the GP’s but
now they say, you want to register, bring your pass-
port. And if you don’t have paper, you are scared that
they will call those people [immigration officials] on

communicat%on difﬁcglties, or beiflg denied care, you... “ (134, p.126).

were also evident, which resulted in a breakdown

in trust and avoidance of attending further antena- This could result in delaying seeking antenatal care,
tal care [25, 30, 42, 44, 52]. This was exemplified as the complexities of quotidian life took priority
in the account from a Somali woman, who relays (30, 33].

what she was told by a health professional here:

“‘Why do you have another child? It would be better
if you finished breastfeeding first, so that the children
are not so close! I can’t put up with such information.
I refuse to listen to it. That'’s the reason I don’t want to
go there... “({43], p.110).

Conceptual model

The novel conceptual model that we developed (Fig. 3)
from updating the ‘best fit' model with the evidence
synthesis findings, illustrated the overlapping and



Sharma et al. BMC Health Services Research (2023) 23:612

Page 18 of 23
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Fig. 3 Conceptual model for access to antenatal care for ethnic minority women in high-income European countries

interrelated nature of access to antenatal care for ethnic
minority women. It was developed iteratively, going back
and forth between the ‘best fit’ model and the synthesised
data to ensure it adequately reflected the evidence, and
went some way to bridging the gap between academic
knowledge and real-world application [20]. The centre of
the model comprised of five dimensions of access to care
from the “supply side’, including the factors influencing
the manner in which antenatal care was provided. The
“demand side” dimensions of access to antenatal care,
which included the factors influencing women’s ability to
take up antenatal care, are shown on the outside of the
model, yet overlapping with the “supply side” (provision
of antenatal care) dimensions. Unlike it was depicted in
the original “best-fit” model that we used, which repre-
sented access to health care in a linear format, we found
that access to antenatal care could be represented better
in a cyclical pathway, with previous experiences of access-
ing antenatal care (or indeed health care more broadly)
impacting future access to antenatal care, whether in the
existing, or a new pregnancy (as illustrated by the thin
blue arrows on the diagram). This in turn would add to

an understanding that access to antenatal care was not a
one-off event, but rather it was an event with a beginning
and ongoing occurrence once begun, both of which were
important. We also found that dimensions of access to
care were interdependent, with one dimension of access
to antenatal care having the potential to promote or dis-
rupt another dimension of access.

Discussion
This qualitative evidence synthesis and evidence-based
conceptual model demonstrated that initial and ongo-
ing access to antenatal care for ethnic minority women
in European countries was highly dependent on a num-
ber of interrelated factors, including the manner in which
antenatal care was provided. Women’s previous experi-
ences of interacting with health and maternity services,
the extent to which communication was facilitated,
and immigration status were also key factors impacting
access to antenatal care.

Our findings show that access to antenatal care for eth-
nic minority women in high-income European countries
was mainly dependant on the nature of its provision,
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highlighting factors at the system level which operated to
impact access to care. One particular component of ante-
natal care provision which was considered highly desira-
ble by included study participants was continuity of carer.
Midwifery continuity of carer is well known to foster
greater support, information and satisfaction for women
of all backgrounds [54, 55]. Specialist models of provision
were beneficial for asylum seeking and undocumented
migrant women in our included studies, but we noted a
paucity of evidence on views of specialist maternity care
among ethnic minority women more broadly. Policy initi-
atives providing targeted interventions for ethnic minor-
ity women, in the form of midwifery continuity of carer
models [56], apply principles of universal proportional-
ism to address some of the underlying inequities faced
by ethnic minority women, in an effort to reduce adverse
maternal and neonatal outcomes. Yet there is a notable
dearth of studies exploring ethnic minority women’s
views on being ‘targeted; and possibly therefore ‘othered;
highlighting an urgent need for research in this area.
Furthermore, although some studies have suggested that
continuity of carer may protect against adverse obstetric
and neonatal outcomes for women with social risk fac-
tors (including ethnic minority women) [57, 58], more
research is needed to understand these mechanisms
fully. A further factor when considering the provision of
antenatal care is that of staffing shortages experienced
in some high-income European countries, such as Italy
and the UK [59, 60]. An understaffed workforce can
negatively impact antenatal care quality, and there have
been calls for health policy focus on midwifery workforce
expansion (ibid.).

This review highlights the challenges faced by women
in initiating antenatal care. The promotion of the impor-
tance of early initiation of antenatal care is underex-
plored in high-income countries. Further research is
needed to explore this in more depth, especially given the
data showing ethnic minority women being more likely
to delay initiation of antenatal care [61, 62].

Although care provider perspectives were not explored
in this review, the contributory nature of women’s inter-
actions with antenatal care providers in ongoing access
to, and uptake of antenatal care was evident. This find-
ing resonated with those of other studies focussing on
antenatal care provider perspectives, in which cultural
barriers, stereotypes and notions of deservingness were
conspicuous [63, 64]. Our findings showed that pro-
vider characteristics which engendered trust, support
and empowerment, and an environment where women
were able to communicate and feel that their information
needs were sufficiently met, were important elements
supporting access to antenatal care. Negative experi-
ences of stigmatising, discriminatory attitudes from
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care providers, language barriers and a failure to meet
women’s basic information needs acted as explicit barri-
ers to access. Such attitudes may be a result of maternity
care providers’ unconscious racial bias including any ste-
reotypes or beliefs that may affect their behaviours and
interactions with service users and care related decision-
making [65]. Supportive attributes of maternity care pro-
viders have been well recognised as a universal need for
women from all backgrounds [66]. As indicated by other
researchers, for ethnic minority women living within
structures of former or current racial bias [67, 68], trust-
ing and supportive relationships with care providers are
especially pertinent. Inherent in such relationships is the
notion of cultural safety, in which health providers rec-
ognise and reflect upon power imbalances in their care
of women. The notion of cultural safety is distinct from
cultural competence that focuses at an individual level on
cultural knowledge which may lead to ‘othering’ [69].

Our conceptual model displays “individual-level”
factors impacting ethnic minority women’s access to
antenatal care. While referring to the individual-level
factors, we recognise that there were wider cultural,
social and political determinants which impacted the
individual-level factors. As this review synthesised
evidence from women’s perspectives on an individual-
level, these wider determinants were not reflected in
our findings as such. Nonetheless, they are worthy of
discussion here. Many of the individual factors brought
to light the obstacles faced by women as they navigated
the processes required to initiate antenatal care and
the associated health systems bureaucracy. Navigating
maternity care systems was particularly challenging for
women who did not speak the local language, those who
were unfamiliar with local health or maternity care sys-
tems, or for asylum seeking or undocumented women
who were unclear about their entitlements to maternity
care and associated costs. A previous systematic review
[10] acknowledged the role of social networks in shar-
ing information about pregnancy, and explicitly identi-
fied the importance of social networks and third sector
organisations in facilitating access to antenatal care
for ethnic minority women in high-income countries.
Nonetheless, such networks are not available for all
women, necessitating interventions to provide informa-
tion about, and routes to, antenatal care.

This review indicates ethnic minority women’s deeply
felt need to receive information during pregnancy about
how to look after themselves and their unborn baby, but
this need was commonly unmet. De Freitas et al. attrib-
uted the insufficient provision of information for ethnic
minority women, to care providers’ lack of time, coupled
with misunderstandings of women’s needs [70]. Mis-
understandings are more likely to occur when there are
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communication barriers, and we found communication
needs cutting across all aspects of access to antenatal
care for ethnic minority women who did not speak the
local language. Communication barriers and the lack of
suitable interpreters have been widely documented as
key factors that hinder women’s ability to be involved in
decision-making in their care [9, 10], which in turn lead
to confusion, fear and even (re-)traumatisation [71].

Our findings, that women with precarious immigra-
tion status face obstacles to accessing antenatal care
at every stage, are congruent with findings from other
reviews that have focussed on migrant women [72],
once again highlighting the need for antenatal care ser-
vices to consider and to put in place processes to meet
the specific needs of this population. Ethnic minority
women’s previous negative experiences of interacting
with health or maternity care services may not only
deter them from accessing antenatal care, but can have
wider implications for their health and wellbeing both
during and after the perinatal period [73].

Our conceptual framework for access to antenatal
care for ethnic minority women in high-income Euro-
pean countries can be effectively used to inform local,
national and European regional policy and service
development. We recognise that the conceptual frame-
work requires iterative testing and refining as well as
updating as new research is conducted. Nonetheless
we have identified six health system-related recom-
mendations based on this framework:

1. Interventions to promote early initiation of antena-
tal care and referral mechanisms for ethnic minority
women need to be developed and evaluated.

2. Antenatal care services should be located geographi-
cally within the communities who they serve.

3. The provision of suitable interpreters should be
viewed as an essential element of antenatal care for
women who do not speak the local language suffi-
ciently to communicate with antenatal care provid-
ers.

4. Information needs to be readily available to women
with precarious immigration status regarding their
legal rights and entitlements to maternity care.

5. Consideration should be given to how maternity ser-
vices can identify, liaise and work with relevant local
third sector organisations which play a part in facili-
tating access to antenatal care.

6. Antenatal care providers should receive training in
cultural safety to understand the implications of care
that is not trust-building, respectful and compas-
sionate, and unconscious bias training, to address
inequitable interactions with maternity care provid-

Page 20 of 23

ers. While we recognise the complexities of provid-
ing culturally safe care (which are beyond the scope
of this article to discuss in greater depth), we recom-
mend that services are oriented to enable health pro-
fessionals to provide culturally safe antenatal care.

Strengths and limitations

This is the first systematic review to have developed a
conceptual model for access to antenatal care for ethnic
minority women in high income European countries.
The framework synthesis approach that we adopted ena-
bled us to draw on existing access to health theory. The
review has certain limitations, however. Over half of the
included studies focussed on new migrant women, rather
than ethnic minority women who were established in
the study country. This highlights the need for further
research among this latter group of women as it is pos-
sible that there are variations in issues of access to ante-
natal care between the two groups, which may enrich or
even alter our conceptual model. Including grey litera-
ture in our review may have addressed some these evi-
dence gaps. As our review was focused on perspectives
of women, we did not include perspectives of antenatal
care providers although we recognise that provider per-
spectives are important to elucidate factors which impact
access to antenatal care. We also excluded perspectives
that are broadly related to maternity care in general
and did not disaggregate issues of access to antenatal
care from other aspects of maternity care. The major-
ity of studies used semi-structured interviews, so the
perspectives in the included studies were possibly lim-
ited to the questions that the participants were asked.
For example, we noted a paucity in explorations of the
impact of religious beliefs on access to care, which have
been explored in studies conducted outside Europe [74,
75]. We acknowledge that using broader terms in our
search strategy may have resulted in retrieval of addi-
tional papers. In line with qualitative evidence synthesis
methods, our search strategy was designed to identify
a diverse and rich sample of studies across settings and
groups as opposed to trying to identify all the studies that
existed. Whilst the sensitivity and specificity of the search
strategy can be improved, we believe our approach was
sufficiently comprehensive for our purpose to reach con-
ceptual saturation [76].

Conclusion

Our review findings showed that multiple factors affected
access to antenatal care for ethnic minority women
in high-income European countries. The majority of
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studies included in this review focused on participants
who were newly arrived in the host country and further
research is urgently required to explore and understand
issues of access to care for ethnic minority women who
were born and raised in the country in which they are
accessing antenatal care. Our findings highlight the need
for changes to be incorporated into antenatal care ser-
vices to address barriers in accessing antenatal care in a
timely fashion for ethnic minority women from the initial
appointment and through the entire pregnancy, in order
to contribute to an improvement in adverse obstetric and
neonatal outcomes.
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