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Abstract 24 

Objectives 25 

This study aimed to explore the perceived impact of ethnicity and race on perinatal care 26 

among parents from diverse ethnic minority backgrounds or who had a Black, Asian, or 27 

ethnic minority child born in the UK within the last five years to better understand areas of 28 

ethnic inequality within perinatal care.  29 

Design 30 

This study employed a focused ethnography, recruiting a purposive sample through posters, 31 

professional organisations, and social media platforms. Efforts to ensure maximum 32 

phenomenon variation included diverse ethnic and geographical representation. Semi-33 

structured interviews using the digital platform, Zoom, explored experiences of accessing 34 

and receiving care, with a focus on challenges and perceptions related to ethnicity, race or 35 

skin pigmentation. Interview schedules underwent stakeholder validation and pilot testing. 36 

NVivo software facilitated qualitative analysis, employing an inductive approach with rigorous 37 

coding and thematic analysis.  38 

Results 39 

Ethnic minority parental experiences (n=24) revealed significant systemic challenges within 40 

the healthcare system. Three major themes were observed: Parent’s voices not being heard, 41 

Systemic factors and Discrimination. Participants expressed feelings of marginalisation and 42 

inadequate communication with healthcare providers. Instances where concerns were 43 

dismissed or belittled, coupled with issues related to consent, highlighted pervasive systemic 44 

shortcomings. Structural barriers such as difficulties in scheduling appointments and 45 

perceived organisational neglect further compounded these challenges. Discriminatory 46 

attitudes and racial stereotypes also influenced the quality of care received, contributing to 47 

disparities in health outcomes and maternal wellbeing. Participants noted feelings of social 48 

isolation, exacerbated by pandemic-related restrictions and a lack of tailored support 49 

networks.  50 



Conclusion 51 

These findings underscore the urgent need for systemic reforms aimed at ensuring culturally 52 

safe and anti-racist practice, addressing communication barriers, and reducing 53 

discriminatory practices to enhance healthcare experiences and outcomes for ethnic minority 54 

parents. This includes training all healthcare staff around cultural safety.  55 

 56 
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 61 

Introduction 62 

Sustainable Development Goal (SDG) 3, to ensure healthy lives and promote wellbeing, 63 

specifically targets reducing global maternal mortality and neonatal deaths by 2030 (United 64 

Nations, 2015). Additionally, within the UK national guidance published by the Department of 65 

Health (2016) around Safer Maternity Care called for a focus on safe maternity care, as well 66 

as increased choice and personalisation within maternity care. Despite this, routine 67 

examination of each maternal mortality within the UK through the Mothers and Babies: 68 

Reducing Risk through Audits and Confidential Enquiries (MBRRACE) process has 69 

consistently shown higher maternal mortality rates for Black, Asian and other ethnic minority 70 

women since 2015 (Knight et al., 2022). Additionally, higher rates of stillbirth and neonatal 71 

mortality are seen in Asian and Black women (Webster & NMPA Project Team, 2021; Draper 72 

et al., 2022). Inequalities according to ethnicity have also been shown around many other 73 

maternal and neonatal outcomes including Caesarean birth, low birth weight, and admission 74 

to a neonatal unit (Webster & NMPA Project Team, 2021). These outcome inequalities have 75 

led to a growing recognition of significant differences in the provision and experience of 76 

maternity care within ethnic minority groups, with differences noted in quality, accessibility, 77 



and care outcomes according to race, and ethnicity and their intersectionality with other 78 

health determinants such as socio-economic status, location, gender and disability (Webster 79 

& NMPA Project Team, 2021). Inequity in healthcare within the UK has further been 80 

highlighted by the COVID-19 pandemic with higher rates of infection and mortality among 81 

those from ethnic minority groups (NHS Race and Health Observatory, 2022; Aldridge et al., 82 

2020).  83 

Much of the research around racism in healthcare has been based in the United States of 84 

America (Hamed et al., 2022). However, a systematic review of migrant women’s 85 

experiences in Europe found 47 studies of which 17 were undertake in the UK, although only 86 

3 were published after 2015 (Fair et al., 2020). Two further reviews, one of UK migrant or 87 

ethnic minority women’s experiences (Obionu et al., 2023) and the other of Black, Asian and 88 

minority ethnic women’s experiences of maternity care (MacLellan et al., 2022) included a 89 

further 13 UK based studies published from 2015. However, of the 16 studies within these 90 

reviews that had been published since 2015 the majority included small sample sizes, with 91 

eight having a sample size of twelve or less (Fair et al., 2020; MacLellan et al., 2022; Obionu 92 

et al., 2023). Since commencing this study, three additional UK based reports have been 93 

published on ethnic minority women’s experiences of maternity care (Birthrights, 2022; 94 

Gohir, 2022; Peter & Wheeler, 2022), all with survey sample sizes of over 1000 women, as 95 

well as one further qualitative study of Black women (n=13) (Williams et al., 2023). However, 96 

experiences of migrant fathers in the UK remains an underexplored area with a recent 97 

review of migrant father’s experiences of perinatal care not finding any UK based studies (Vo 98 

et al., 2024).  99 

Within the previous research of ethnic minority women’s maternity experiences, recurrent 100 

themes include communication issues with both language difficulties (Fair et al., 2020; 101 

Birthrights 2022; Gohir, 2022; MacLellan et al., 2022; Obionu et al., 2023) and cultural 102 

misunderstanding (Fair et al., 2020; Birthrights 2022; Gohir, 2022; MacLellan et al., 2022; 103 

Peter & Wheeler 2022; Obionu et al., 2023), disrespectful care including being ignored, 104 



dismissed or not listened to (Fair et al., 2020; Birthrights 2022, Gohir, 2022; MacLellan et al., 105 

2022; Peter & Wheeler, 2022; Obionu et al., 2023; Williams et al., 2023) and feeling 106 

discriminated against or negatively stereotyped (Fair et al., 2020; Birthrights, 2022; Gohir, 107 

2022; MacLellan et al., 2022; Peter & Wheeler 2022; Obionu et al., 2023; Williams et al., 108 

2023). Poor communication was noted to lead to lack of informed consent (Fair et al., 2020; 109 

Birthrights 2022; MacLellan et al., 2022). Additionally, women not being listened to evoked 110 

feelings of fear and was believed to contribute to emergency situations (Peter & Wheeler, 111 

2022), with a lack of trust in healthcare services also seen to influence women’s choice to 112 

access maternity care services (Fair et al., 2020). 113 

It has been suggested that one of the most significant factors contributing to inequality in 114 

maternity care is systemic racism and bias (Fair et al., 2023; Hamed et al., 2022, Kapadia et 115 

al., 2022). Research suggests that clinicians’ implicit bias and unconscious beliefs may 116 

influence their care of ethnic minority patients (Vela et al., 2022; Watson et al., 2019) and 117 

reports from racially minoritised women suggest racism as the root cause of less respectful 118 

treatment (Fernandez Turienzo et al., 2021). Racial and ethnic discrimination has been 119 

reported to take multiple forms such as microaggressions by healthcare providers, 120 

dehumanisation of ethnic minorities and the delivery of inadequate care (Fair et al., 2023; 121 

Peter & Wheeler, 2022; Straus, McEwen, & Hussein, 2009).  122 

Systemic barriers are also known to exist within healthcare. For example, the accuracy of 123 

some medical equipment in ethnic minority groups has been questioned, with pulse oximetry 124 

shown to differ in those with darker skin pigmentation, meaning hypoxaemia may remain 125 

undetected in those with darker skin pigmentation (Shi et al., 2022). National policies in the 126 

UK for neonatal conditions such as hypoxia and jaundice have also previously been 127 

identified as failing to account for differences according to skin pigmentation (Furness et al, 128 

2024). Additionally, it is recognised that the National Health Service (NHS) within England is 129 

under increased pressure after the COVID-19 pandemic, with waiting times to see a 130 

consultant, as well as emergency care waiting times markedly higher than pre-pandemic 131 



(BMA, 2025). These systemic factors, coupled with high staff vacancy rates (BMA 2025) has 132 

led to concerns that inequalities and the experience of maternity care across different 133 

populations will most likely have widened (Birthrights, 2022; NHS Race and Health 134 

Observatory, 2022).  135 

While some UK research around experiences of inequalities in maternity care has been 136 

undertaken, none to date has considered the experiences of ethnic minority fathers, as well 137 

mothers. Additionally, research in the post COVID-19 era is essential to further understand 138 

the impact of stretched healthcare services on quality of care for those from ethnic minority 139 

backgrounds. This is particularly pertinent given the NHS Race and Health Observatory 140 

(RHO) have identified maternity and neonatal care as key areas needing urgent attention 141 

(NHS RHO, 2022). Therefore, identifying what women need in these settings will provide 142 

healthcare providers and organisations with the tools to facilitate change and develop 143 

initiatives that can reduce perinatal inequalities within the UK.  144 

Aim 145 

This research therefore sought to explore the experiences of parents of ethnic minority 146 

neonates, including fathers, of the perceived impact of ethnicity and skin pigmentation on 147 

perinatal care, including both maternity and neonatal care.  148 

 149 

Methods 150 

Study design 151 

This study was part of a larger project reviewing neonatal assessments and practice in 152 

Black, Asian and ethnic minority babies. Within the larger project parents or carers of a 153 

Black, Asian or ethnic minority child born in the UK in the last five years were interviewed 154 

specifically around their experiences of neonatal assessments that assess skin colour, 155 

namely the Apgar score, jaundice and cyanosis. Parents were also asked more widely about 156 



the perceived impact of ethnicity or skin pigmentation on perinatal care, with the results of 157 

this wider aim written up within this manuscript.  158 

This research took an anti-racist stance, acknowledging that ethnic inequalities that exist 159 

within the UK are evidence of systemic racism. By taking an anti-racist stance, it placed 160 

ethnic minority voices at the centre of the research to better understand the barriers and 161 

oppressions that they face (Dei, 2005). Within this, a focused ethnography was employed to 162 

deeply understand the experiences of maternal and neonatal care among ethnic minorities 163 

(Cruz & Higginbottom, 2013; Higginbottom, Boadu, & Pillay, 2013; Trundle & Phillips, 2023). 164 

Focused ethnography is of value to explore the complexities around an issue (Cruz & 165 

Higginbottom, 2013). It is recognised as a pragmatic way to gather data on a topic of 166 

importance and to determine ways of improving care or care processes (Higginbottom 167 

Boadu, & Pillay, 2013). It has an edge over traditional methods by delving into specific 168 

community aspects, facilitating deeper analysis within targeted areas of interest (Cruz & 169 

Higginbottom, 2013).  170 

 171 

Participants 172 

Eligibility 173 

Parents who were themselves from an ethnic minority or who had a Black, Asian or ethnic 174 

minority child born within the UK in the last five years were considered eligible for inclusion 175 

within the study.  176 

 177 

Recruitment 178 

A purposive sampling strategy was used. The study was advertised via poster and shared 179 

within professional organisations, local networks and via LinkedIn, Facebook and Twitter. 180 

Interested participants contacted the research team to register their interest in being 181 

interviewed. Every effort was made to ensure maximum phenomenon variation by recruiting 182 



participants from different ethnicities and from different geographical areas. Participants 183 

were screened before arranging an interview to ensure demographic diversity within the 184 

group. Recruitment was undertaken between August 2022 and January 2023. Recruitment 185 

continued until data saturation was achieved as no new topics were emerging from the data. 186 

 187 

Data collection 188 

Semi-structured interviews were undertaken with 24 participants. The interview schedule 189 

contained basic demographic questions followed by primarily open-ended questions to elicit 190 

in-depth responses from participants. Parents were asked about their experiences of 191 

accessing care in the UK during pregnancy, intrapartum and for their ethnic minority 192 

neonate. Interviewees views were elicited around any challenges faced when seeking or 193 

accessing care for themselves or their infants, any inappropriate or discriminatory treatment 194 

they or their baby received and the role that they believed that ethnicity or skin pigmentation 195 

played in their care. 196 

The interview schedule was developed in collaboration with a range of stakeholders to 197 

confirm the comprehensiveness, acceptability and clarity of the schedule. Following this the 198 

interview schedule was piloted by two parents, with minor amendments made before 199 

finalising the interview schedule. 200 

Given the wide acceptance of digital technology post-pandemic, interviews were undertaken 201 

via Zoom and audio recorded, then transcribed verbatim.  202 

 203 

Data analysis 204 

Qualitative data analysis was conducted utilising NVivo software. The analysis followed an 205 

inductive approach outlined by Roper and Shapira (2000). The process involved several 206 

steps, including coding of transcripts line by line, with descriptive labels closely tied to the 207 

text, sorting initial codes based on emerging patterns, identifying outliers or disparate cases, 208 



generalising to identify constructs and theories and memoing to include reflective remarks 209 

(Roper & Shapira, 2000). 210 

To ensure coding credibility and transferability, one transcription was independently coded 211 

by two researchers and then compared. Subsequently, two researchers independently 212 

coded all transcripts, with a subset shared with other team members. The entire team then 213 

discussed emerging patterns, constructs, and theories. The team's ethnic diversity and 214 

inclusion of maternity user group representatives were viewed as strengths during this 215 

process. 216 

The researchers needed to minimise personal biases and preconceptions during analysis. 217 

The inherent social construction and interpretation of all research raises questions about the 218 

complete elimination of biases (Cruz & Higginbottom, 2013). To address this, researchers 219 

practised reflexivity through memoing at all stages of data interpretation to acknowledge 220 

potential influences on their interpretations. 221 

Member checking and participant validation were employed to enhance the trustworthiness 222 

of the findings. Additionally, two stakeholder workshops were conducted to discuss interim 223 

study results. The analysis is presented narratively, with extensive direct quotations provided 224 

to support and verify the researchers’ interpretations. 225 

 226 

 227 

Results 228 

Parents’ demographics 229 

A total of 24 parents participated in interviews, with each interview lasting around 30 minutes 230 

[range 16 to 55 minutes]. Basic demographic details are outlined in Table 1. The 231 

interviewees comprised 20 mothers and 4 fathers, with one of the mothers interviewed as 232 

the carer of a relative's child who was under 5. Parents' ages ranged from 25 to 41 years, 233 

and the age of their youngest children ranged from 8 weeks to 5 years. Participants were 234 

recruited from across the United Kingdom. In terms of racial background, 15 participants 235 



identified as Black (Black African, Black Caribbean, and other Black backgrounds), three 236 

participants as Asian (including Indian background and other Asian background). Three 237 

participants identified as mixed race, with two of these participants identifying as Black 238 

Caribbean and White British, and one participant identifying as African-Asian. Two 239 

participants belonged to other ethnic groups, both of middle Eastern descent. One mother 240 

identified as White but had a child of mixed race. 241 

 242 

Characteristics N (%) 

Parity 
1 
2 
3 

 
12 (50.0%) 
9 (37.5%) 
3 (12.5%) 

Race 
Black 
Asian 
Mixed 
White 
Other 

 
15 (62.5%) 
3 (12.5%) 
3 (12.5%) 
1 (4.2%) 
2 (8.3%) 

Age (in years) 
25-29 
30-34 

≥ 35 

 
7 (29.2%) 
11 (45.8%) 
6 (25.0%) 

Country of birth 
UK 

Non-UK 

 
11 (45.8%) 
13 (54.2%) 

Sex 
Female 

Male 

 
20 (83.3%) 
4 (16.7%) 

Occupation 
Routine / manual occupation 

Intermediate occupation 
Managerial / professional occupation 

 
4 (16.7%) 
6 (25.0%) 
14 (58.3%) 

Education level 
GCSE or equivalent 
A level or equivalent 

Undergraduate degree 
Postgraduate degree 

 
2 (8.3%) 
3 (12.5%) 
12 (50.0%) 
7 (29.2%) 

Table 1. Study participant characteristics.  243 

  244 



Interview themes 245 

The interview data revealed five interconnected themes (see Figure 1). How parents were 246 

treated within the healthcare system (parent’s voice not being heard, systemic factors and 247 

discrimination) as well as more widely in society (contextual issues) were all viewed as 248 

contributing to the health inequalities seen within maternal care.  Each theme is presented 249 

below alongside illustrative quotations, with additional quotations provided in Supplemental 250 

Material Table S1.  251 

 252 

Figure 1. Themes identified within the interviews 253 

 254 

Parent’s voice not being heard 255 

The first theme was around parents not being given a voice. This was due to communication 256 

issues, being deliberately silenced and inadequate consent and choice.  257 

Poor communication 258 

Parents felt poorly communicated with and unsupported by Healthcare Professionals 259 

(HCPs). Procedures and processes were often not adequately explained to families, with 260 

some parents relying upon over-hearing conversations between HCPs to keep themselves 261 



informed. Concerns were expressed that those with a poor understanding of the English 262 

language or who had limited medical knowledge may not have the ability to “fight” to be 263 

heard.  264 

“They took my daughter away, in the same room still, but they were I guess I don’t 265 

know administering some sort of care to her. I say that because I don’t know, they 266 

never kept me informed … Both in that moment and in the aftermath, no one ever told 267 

me what was happening.” PA20 Black mother 268 

“The labour period was where I felt that I wasn't being given enough information. I 269 

didn't feel like, like they, it was as if I was too thick to be told anything ... that’s how I 270 

felt like it was.” PA13 Asian mother 271 

 272 

Being silenced within the system 273 

Many parents reported not feeling listened to. Parents voiced being dismissed and belittled 274 

by staff about their labour progression, pain and their or their infant’s health. Ethnic minority 275 

families felt the HCP’s dismissal led to adverse clinical situations arising and unnecessary 276 

pain for mothers.  277 

“I was dismissed in the sense that and they didn't really believe that I was in active 278 

labour … I kept asking for gas and air and they kept saying things like you're early, 279 

you're in early labour, so, you know, we'll try and get you the gas and air, but 280 

something along the lines of you just have to wait and be patient.” PA07 Black mother 281 

“I’m not really listened to until there’s a human head.” PA04 Black mother 282 

One parent recounted a particularly traumatic experience where her husband was not let into 283 

the room whilst she was in labour, which he suggested was because the HCPs did not want 284 

him to “advocate” for her. For this parent undertaking the interview was a way for her to feel 285 

that her voice was heard.  286 



““It was interesting talking to my husband about it afterwards, 'cause he's of course 287 

very loyal to the NHS [as an employee] and he said something quite offhand, which I 288 

thought was really profound, disturbing. I was saying, I don't understand why they 289 

didn't call him … 'cause he would have been able to support me. … He said, ‘Oh, they 290 

probably didn't want me there because I would then advocate for you.’ And I thought 291 

my God, that's horrendous because you know, it felt like they actively didn't want me to 292 

have a voice! … It's good to have it [the interview] and it's I feel also that this is me 293 

being heard.” PA22 Mixed ethnicity mother 294 

To feel heard and get the correct care parents suggested they had to “cause a scene” and 295 

be “assertive”.  296 

“He [her child] was admitted to hospital and I felt like they were happy to just like, you 297 

know, like just brush us off. But it wasn't until I actually, like, made a scene and you 298 

know, said like “He's not well, he's really not well, like someone needs to see him”, that 299 

they actually tested him. … and then in the end it did show that he had a high infection 300 

rate.” PA01 Other ethnicity mother  301 

When concerns were voiced through formal complaints, all participants who submitted 302 

complaints had no resolution. 303 

“I've laid a complaint about her [a doctor], but over a year later, I still haven't heard 304 

back from the hospital. They keep sending me updates to say or they're still 305 

investigating or because of lack of resources, blah di blah blah blah. Yeah, so they still 306 

haven't given me an outcome of the complaint process.” PA20 Black mother  307 

 308 

Inadequate consent and choice 309 

Parents felt their consent was not adequately requested for procedures such as giving 310 

medications, injections or before operations. Parents suggested feeling coerced into 311 

consenting, or not being given enough information to make informed decisions.  312 



“I didn't feel like I was given any information or enough information to make any 313 

decisions, decisions or choices or whatever.” PA13 Asian mother 314 

“How can you ever possibly illicit informed consent for me… because I know that to get 315 

us onto labour ward that I have to allow you to do this [vaginal examination] so it’s not 316 

proper consent then is it.” PA23 Black mother 317 

 318 

Systemic factors 319 

The second theme identified was around structural and organisational barriers including 320 

accessibility and staffing issues. 321 

Accessibility issues 322 

Parents recounted instances of appointment mix-ups, last-minute appointment notifications 323 

and cancellations. The lack of access to community care was raised, which was felt 324 

particularly strongly by first-time mothers and in the postnatal period. Mothers wanted 325 

someone to ask “little queries” and specific cultural questions too. One mother hypothesised 326 

the lack of care she received was due to the midwife identifying her large support network, 327 

others suggested it was because of National Health Service (NHS) backlogs and “service 328 

wide issues” causing delayed appointments.  329 

“The second health visitor appointment, they called last week I think Tuesday and said 330 

they're coming this Thursday and I said that doesn’t really work for me 'cause I have 331 

another appointment and then they were like well that's when we're coming. We're 332 

very busy. We're backlogged. I know you've called on Tuesday and say you're coming 333 

on Thursday, I've already got an appointment and that's super short notice!” PA04 334 

Black mother  335 

“I don't know if it's because my midwife so like saw I had quite a good support system 336 

or whatever, but I don't feel like there was much aftercare … I would have expected a 337 

bit more care, as in once you give birth. And checking on the baby a lot more, because 338 



I am a first time mom, I seriously don’t know what I’m doing.” PA01 Other ethnicity 339 

mother 340 

The system was viewed by one parent to “be a system that is not supportive or promotes 341 

individual rights” (PA23 Black mother). Because of a lack of appointments parents 342 

recognised they had to be “proactive” or “fight” for appointments.  343 

“Our health visitor, she's very good, very friendly. But I have to be proactive with her in 344 

terms of getting appointment.” PA02 Asian mother 345 

While difficulties with accessing midwife, health visitor and general practitioner (GP) 346 

appointments was voiced by most, one mother did feel that they were more likely to get a 347 

GP appointment for their baby than for themselves.  348 

“I feel like the GP probably does take you a little bit more seriously if it's a baby. Like 349 

if you need an appointment, then they’re not going to give you one. If your baby 350 

needs an appointment they’ll probably give you one.” PA01 Other ethnicity Mother 351 

The NHS charging immigrants to access care impacted not only those who were charged 352 

but anyone without British citizenship. One woman recounted a shocking instance of having 353 

to prove their right to access NHS services when arriving at the hospital having a 354 

miscarriage. 355 

“The kind of administrator wanted me to fill out the form to prove that I had access, I 356 

had the right to use the NHS … like seeing your passport number and of course in the 357 

moment of going to the hospital that wasn't my priority … [There’s] this sense that you 358 

are not, you're not welcome, you don't belong, even in this moment of incredible 359 

vulnerability and pain, it's still more important for us to figure out whether you have a 360 

legal entitlement” PA20 Black mother 361 

 362 



Staffing  363 

Staffing ratios were described as inadequate by many parents and a further cause of 364 

inadequate care.  365 

“I definitely don't think I should have been left alone for that for periods of time, 366 

especially during like the end of labour, where I’m about to actually push the baby out.” 367 

PA07 Black mother 368 

Two parents suggested having a Black, Asian or minority ethnic HCP positively impacted the 369 

care they or their baby received. However, two others reported that their care was negatively 370 

affected when cared for by HCPs from similar backgrounds.  371 

“Something had changed … like my first pregnancy to my second pregnancy. I was 372 

being told, you know you, You have rights you have right to not be examined … First 373 

one they were all English, White and with the second … there was one that I did see a 374 

little bit more regular and she was Asian.” PA13 Asian mother 375 

“I feel like he was expecting me to just take his word for it because obviously we’re 376 

like, you know, similar backgrounds.” PA01 Other ethnicity mother 377 

While many of the systemic factors that the parents described were generic to all who 378 

access perinatal care regardless of ethnicity, for example difficulty obtaining appointments, 379 

being discharged quickly after delivery due to bed shortages and staffing issues; ethnic 380 

minority parents identified that these NHS struggles when also mixed with discrimination 381 

made in riskier for Black, Asian and minority ethnic families in particular.  382 

“I think the NHS is just purely in firefighting mode and they're waiting for things to get 383 

really bad before they intervene rather than doing preventive stuff, which is where it 384 

gets more expensive and more difficult and more risky and dangerous for people. 385 

And then potentially more risky, dangerous for not White people, if there are 386 

prejudices in there as well.” PA22 Mixed ethnicity mother 387 



Discrimination 388 

The theme of discrimination recurred throughout the dataset. Many parents reported 389 

discrimination within their perinatal care, with some parents also reporting instances of 390 

discrimination from other patients. A few parents however did not feel that their care differed 391 

due to their ethnicity or skin pigmentation, although for some of these parents it was due to 392 

them making mitigations to ensure their care was not impacted. The treatment of ethnic 393 

minorities was suggested to vary between institutions, with some parents undertaking 394 

background research of their local hospitals to ensure their level of care was good. Another 395 

interviewee felt they did not experience any differences in care due to their ethnicity because 396 

they lived in a location with “a diverse ethnic community” PA21 Other ethnicity mother 397 

“I think generally there's a lot of racism. And people tend to treat people that seem 398 

different from them, differently … I think it was just a normal challenge, I take it 399 

everywhere … I just felt that they weren't being nice, was like they were nicer to 400 

White people.” PA18 Black mother 401 

Three specific areas of discrimination were identified including ‘stereotypes’, ‘limited cultural 402 

safety and anti-racist practice’ and ‘inadequate care’. 403 

 404 

Stereotyping 405 

It was assumed that ethnic minority parents were uneducated and that they didn’t speak 406 

English. Several parents talked about making sure HCPs knew their profession, with some 407 

parents reporting HCPs attitudes changing after they learned of their profession, or the 408 

parent demonstrated a good understanding of perinatal care. Parents also felt that they 409 

benefited from sounding ‘British’, with one woman also having an English-sounding name 410 

which meant in a “telephone conversation with someone, you probably wouldn't be able to 411 

identify my ethnicity based on how I sound.” PA23 Black mother  412 



“My first maternity care I did feel like people almost didn't take what I was saying 413 

seriously, but once they could tell that I wasn't stupid and had kind of read up about it 414 

and that I knew what I was talking about when I was saying things that they would 415 

take me more seriously because of that.” PA16 Asian mother 416 

Assumptions were also made about the mother’s lifestyle. If she attended appointments 417 

alone it was presumed the pregnancy was unplanned or the paternity of her child was 418 

questioned.  419 

“There were questions about the paternity of my child. They wanted to know … if the 420 

dad was an African man like me, or you know if the dad was White.” PA06 Black 421 

mother 422 

Concerns were expressed about assumptions made by HCPs that women of Black and 423 

minority ethnic descent were “high-risk bodies”, which led to their childbirth being “over-424 

medicalised” due to their skin pigmentation rather than individually ascertained risk. 425 

However, an invisibility/hypervisibility paradox was also noted for people from ethnic 426 

minorities where they were presumed to be high risk but were still not listened to. 427 

Additionally, pain thresholds were assumed to differ between women of different ethnicities 428 

with women’s pain therefore not taken seriously and HCPs making assumptions about the 429 

level of pain women were experiencing and how they should be managing it. 430 

“I was in a lot of pain so I was denied any pain relief, uh, well they offered me 431 

paracetamol, but that was it and said that’s all I could have.” PA22 Mixed ethnicity 432 

mother 433 

“This belief a Black woman can handle more pain, It starts first when it comes to child 434 

birth, but they there is no pain that surpass gender, woman being White or being 435 

Black, do feel the same pain.” PA19 Black mother 436 

 437 



Limited cultural safety and anti-racist practice 438 

Interestingly, few parents within the interviews felt their culture was not understood. Those 439 

who did voiced issues around co-sleeping and presumptions around religion. Other 440 

assumptions were made about assuming they were in a coercive relationship or about 441 

cultural practices such as female genital mutilation FGM) because of ethnicity.  442 

“You can't do it, and you shouldn’t be doing it [talking about co-sleeping], rather than 443 

if you choose to do it, please make sure you do it safely. Here are some resources so 444 

that you can go and do it safely…” PA23 Black mother 445 

However, for one father the lack of impact of his culture upon care was due to him no longer 446 

practicing his culture within the UK. When asked if they were treated differently due to their 447 

culture he responded: 448 

“No … I don't really practice my culture over here.” PA03 Mixed ethnicity father 449 

 450 

Inadequate care 451 

Instances of inadequate care or negative healthcare provider attitudes were reported by 21 452 

of the parents. One concern expressed was the use of racial microaggressions by 453 

caregivers. Some felt they had been treated differently or not as ‘nicely’ as their White 454 

counterparts, with seven parents also reporting that they felt they were not seen as quickly 455 

as their White counterparts. One woman also noted that HCPs spoke differently to her White 456 

partner than to her. Others felt they were being treated differently because of their ethnicity 457 

or skin pigmentation but were not entirely sure. Parents described their care as ‘shonky’ and 458 

‘not the best experience’; when asked what could have been done better in the hospital one 459 

mother replied ‘everything’.  460 

“You know we Blacks, we tend not to be attended to quite fast and other than the 461 

White folks.” PA03 Mixed ethnicity father 462 



“It's hard, I think when you are of colour. You sometimes don't know you, kind of you 463 

don't know if you are being treated different.” PA13 Asian mother 464 

One mother felt the repercussions of her poor care impacted her ‘golden hour’ and 465 

was an ‘upsetting start to my relationship’ with her baby PA20 Black mother 466 

Some described inappropriate comments from HCPs, including remarks regarding the skin, 467 

hair, or eye colour of their neonates. Parents described receiving poor care from their HCPs, 468 

believing it was due to their ethnicity. The poor care described included instances of being 469 

made to feel like an inconvenience when requesting more support, being left unattended, 470 

incorrect medication prescribed, mistaking patients’ identity, not allowing a partner onto 471 

labour ward for support, not being respected by their HCPs and being left in vulnerable 472 

states and conditions. Negative HCP attitudes described by parents included staff being 473 

dismissive, not welcoming, patronising, making the woman feel like a burden or lacking 474 

respect. 475 

“I had obviously had a C-section. I was in hospital for a couple of days. So when I 476 

needed help with breastfeeding, uhm, there were times when it felt like an 477 

inconvenience when I'm calling them 'cause I don't, I didn't know how to hold the baby, 478 

I just didn't know.” PA13 Asian mother 479 

One mother described feeling like “a problem that they needed to deal with as quickly 480 

as possible” and to not feel ‘like a human being’ due to the way she was cared for 481 

describing “lying there with my legs in stirrups with my vagina uncovered and I wasn't 482 

able to hold my baby breastfeed etc while I was waiting.” PA20 Black mother 483 

Several parents were also concerned that the care they or their infant received was 484 

inadequate simply because staff were not trained to recognise conditions in ethnic minorities 485 

for example what anaemia, jaundice or infection may look like.  486 

“[We weren’t treated] inappropriately, but differently, just purely on the basis that 487 

they're trained as a textbook ‘White child’.” PA14 White mother 488 



Mother’s poor experiences with staff were noted to subsequently result in concerns about 489 

whether their child would receive adequate care. 490 

“I remember being really worried 'cause I thought if they A) aren't listening to me and 491 

B) don't know where I'm at in part 'cause [they’re] not listening to me. I don't think 492 

they're monitoring my baby, and I don't think they'll know if there's something wrong 493 

with him, it's going to be a real problem because they don't know what's going on.” 494 

PA22 Mixed ethnicity mother 495 

While many negative care experiences were reported by parents, all parents also reported 496 

instances of good care, although for some this was limited to a specific location such as at 497 

the GP or to an individual care provider. The attributes of individual HCPs that parents 498 

highlighted as positive included being attentive, comforting, friendly, helpful, kind, listening, 499 

patient, responsive, supportive and their willingness to answer questions.   500 

“The way that the nurses and doctors treated my wife they took care of her as if she 501 

was hers, and they give her whole professional needs and care that they could and 502 

everything was just perfect. My wife never had to complain about anything.” PA05 503 

Black father 504 

One mother reported that staff: “Couldn't do enough to help” Her health visitor had 505 

“just said, oh just let me know how often you want me to come and I’ll come as often 506 

as you want.” PA16 Asian mother 507 

 508 

Contextual issues 509 

Parents of newborns suggested they felt isolated and in need of a support network due to 510 

living far away from their families or friends but reported being largely unaware of social 511 

resources and support groups. Parents described COVID-19 restrictions increasing their 512 

feelings of isolation and others felt that HCPs relied upon them having a good support 513 



network, which may be difficult for those who don’t have family around. When they did have 514 

such a support network it was really appreciated by parents. 515 

“I got quite a lot of kids and my neighbours come around, check out the wellbeing of 516 

my child and my wife and probably when I wasn't quite there around because of my 517 

busy schedule at work I had helping hands from the community. And these are truly 518 

being very, very helpful, especially during the first one months of after delivery.” 519 

PA05 Black father 520 

The care parents received was frequently interpreted through the lens of the discrimination 521 

they faced in society in general. Parents talked about being treated differently in society, 522 

including being called names and being dismissed.  523 

“In terms of community and neighbourhood, I would say that we're still getting 524 

discriminated, yeah. So that's not like a new thing to me.” PA11 Black father 525 

“I think it [discrimination] was just a normal challenge, I take it everywhere.” PA18 526 

Black mother 527 

 528 

Health Inequalities 529 

Parents acknowledged the prevalence of ethnic inequalities regarding healthcare outcomes, 530 

particularly around maternal and infant mortality and stillbirths, but also wider inequalities 531 

highlighted by the COVID-19 pandemic. One parent was also aware that her ethnicity was 532 

linked to a higher risk of gestational diabetes. Additionally, parents who had had an infant 533 

admitted to the NICU noted that there were more ethnic minorities admitted than White 534 

infants. One mother directly attributed poorer maternity outcomes to inadequate care during 535 

pregnancy or labour. These known health inequities made parents fearful about their safety 536 

during the perinatal period, to have low expectations about their care and to be relieved 537 

when things went well.  538 



“You know generally Black women are more likely to die during pregnancy after birth 539 

… I think it's basically pregnancy after birth kind of thing I felt like the Black women 540 

are not given the kind of attention they need … I think there are more health 541 

complications and inadequate care, especially during the antenatal care ... For the 542 

Black babies there is increase risk of stillbirth. This is one of the things that do 543 

happen quite a lot … There should be a way where Black women can be safe during 544 

childbirth” PA19 Black mother 545 

“I actually think I got away with it quite lightly, in the sense that I know others have 546 

had you know more complications.” PA21 Other ethnicity mother 547 

When one participant was asked what was good with her care she replied “What was 548 

good. What was good. The fact that me and the baby are both alive?” PA04 Black 549 

mother 550 

The concern over health inequalities and racist behaviour within healthcare impacted 551 

parents’ choice, behaviour and feelings during their maternity care. Parent’s experiences of 552 

racism and discrimination during birth negatively impacted their desire to have more children 553 

and led to a distrust of NHS services. One father was very aware that, “we live in a society 554 

where most minority people tend to get low-quality care” PA11 Black father. This had led 555 

him, as well as other parents to view and study the ratings of multiple hospitals before 556 

deciding which institution to receive their care from.  557 

“My advice to people of ethnic minorities is that they should try as much as possible to 558 

know the type of hospital that their people are administered with here.” PA11 Black 559 

father 560 

“I obviously have a lot less trust in doctors [after her birth experience].” PA22 Mixed 561 

ethnicity mother 562 

 563 



Parents also described changing their birth preferences due to concerns over hospital, 564 

staffing and racism. Examples included changing to home birth to mitigate concerns over 565 

discrimination or due to previous negative birth experiences and feeling the need to employ 566 

a doula.  567 

“By the time I was having my third I was like I don't really wanna step foot in hospital.” 568 

PA23 Black mother 569 

“I knew that there are you know higher rates of maternal and infant morbidity and 570 

mortality and so my whole intention of choosing homebirth was trying to avoid that.” 571 

PA20 Black mother 572 

However despite wishing for a homebirth, one mother had struggled in reality to achieve this, 573 

stating “There was only one outcome and I was going to give birth in the hospital and it felt 574 

like no one was interested in…“How can we get you to the birth that you want”.” PA20 Black 575 

mother 576 

The fear around childbirth experienced by Black mothers led to more stressful birth 577 

experiences with some preferring as a result to return to their home country to give birth.  578 

“The Black mothers are really scared of giving birth to be honest … Black woman 579 

wish to go back to their homeland for the birth because they felt they are more 580 

understand, that they're more understood there.” PA19 Black mother 581 

There was a sense among parents that their care had been mismanaged. Concerns were 582 

expressed that the mothers’ medical notes or care plans were not read, mental health was 583 

not taken into consideration, antibiotics were not given when required, breast pumps were 584 

not provided, and medical conditions such as tongue tie were not picked up by 585 

professionals. Parents talked about being threatened with or fearing a social care referral 586 

because of their parenting choices, for example if they did not give birth on the labour ward 587 

which added “an extra layer of fear” to their childbirth experiences. Parents also worried that 588 

their child’s slate grey nevi birthmarks may be highlighted as a potential safeguarding 589 



concern due to their similarity in appearance to bruising. They therefore insisted every HCP 590 

recorded the birthmarks at each visit. The perceived potential for being reported to social 591 

care, alongside the power imbalance, meant parents feared raising concerns to HCPs. 592 

 593 

Discussion 594 

As part of a larger project, this study aimed to explore the experiences of perinatal care 595 

among ethnic minority parents. While some parents initially reported no perceived 596 

differences in their care based on ethnicity or skin pigmentation, they subsequently 597 

described numerous instances of discrimination within the interview. The findings reveal 598 

significant challenges within the healthcare system including lacking having a voice within 599 

their care due to poor communication and lack of consent, as well as experiencing 600 

discrimination and structural barriers. These healthcare system issues were set within the 601 

wider context of societal discrimination and health inequalities seen within maternal care. 602 

This study included the voice of fathers, which has largely been ignored previously, 603 

especially within UK-based research. Prior studies have documented inequalities in 604 

maternity healthcare provision (Gohir, 2022; Peter & Wheeler, 2022; Swords & Sheni, 2022). 605 

This study confirms the pervasive impact of systemic racism on maternal and infant care, 606 

highlighting how discrimination adversely affects women's choices, rights, and safety. 607 

The feeling of being dismissed and not listened to is not new to this research. The Black 608 

Equity Organisation report highlighted that being listened to by HCPs is often a privilege for 609 

ethnic minority women and therefore emphasised the necessity of patient advocates due to 610 

the ineffectiveness of HCPs in listening to patient voices (Swords & Sheni, 2022). In light of 611 

not being heard, women too have reported feeling the need for someone to advocate on 612 

their behalf, such as a male partner or someone of White ethnicity (Gohir, 2022).  613 

An imbalance of power between healthcare providers and service users can leave parents 614 

feeling belittled and coerced into making decisions. Addressing these power differentials and 615 



empowering service users is crucial for promoting cultural safety and anti-racist practice 616 

(Lokugamage et al., 2023). The power imbalance has been criticised for its negative impact 617 

on clinical effectiveness (Laverty, McDermott, & Calma, 2017). For example, within these 618 

interviews and previous literature, ethnic minority women have reported feeling coerced into 619 

vaginal examinations (Peter & Wheeler, 2022). Additionally, the COVID-19 pandemic has 620 

further compromised women's rights and bodily autonomy, leaving many uncertain about 621 

their rights (Fair et al., 2023; Hill, 2020). 622 

NHS chronic understaffing is widely reported in the media due to difficulties in retaining and 623 

recruiting staff (Tonkin, 2024; Yang, 2024). Due to this understaffing NHS employees feel 624 

they cannot do their job effectively (Yang, 2024), which therefore impacts the quality and 625 

safety of maternity care (Beesley, 2022; Wise, 2022). Interview participants reflected on the 626 

state of maternity care within the NHS as a potential reason for poor treatment, with many 627 

ethnic minority parents believing that systemic issues within the healthcare service 628 

negatively affected their experience (Gohir, 2022). While systemic issues such as 629 

understaffing and lack of NHS resources would not exclusively impact ethnic minority 630 

families, the significant disparities in maternal outcomes between White women and those of 631 

other ethnicities (Peter & Wheeler, 2022; Knight et al., 2022), serves to highlight the potential 632 

additional impact such systemic issues may have on those from ethnic minorities through 633 

poor care or negligence. However, further research should be done to evaluate the impact of 634 

understaffing on discrimination in healthcare.   635 

Stereotyping takes many forms. Women from ethnic minorities are often overmedicalised yet 636 

invisible and poor awareness of Black women’s physiology has been widely reported (Gohir, 637 

2022; Hoffman et al., 2016; The All-Party Parliamentary Group [APPG], 2024). Being more 638 

likely to be viewed as abnormal and so require intervention is in direct juxtaposition to also 639 

being assumed to have a higher pain threshold and therefore requiring less support 640 

(Birthrights 2022, Peter & Wheeler, 2022). Within this study assumptions made by HCPs 641 

went beyond biological, with parents reporting their children’s paternity being questioned, as 642 



well as assumptions made about the woman’s occupation. Assumptions made by HCPs 643 

means women are less likely to ask for help (Gohir, 2022), therefore perpetuating further 644 

disparities.  645 

HCP responses to cultural practices arose within interviews. Systemic racism and bias in 646 

healthcare significantly contribute to disparities, impacting the disrespectful treatment and 647 

poorer health outcomes of ethnic minority communities. The need to provide culturally safe 648 

and anti-racist care has recently been identified as crucial to mitigating racial and ethnic 649 

disparities (Gopal et al., 2022). Cultural safety aims to remove barriers faced by minorities in 650 

mainstream healthcare by addressing systemic racism (Lokugamage et al., 2023). 651 

Encompassed in this, cultural safety and anti-racist practice necessitate healthcare providers 652 

to remain mindful of cross-cultural elements that could influence clinical interaction 653 

(Betancourt, 2006). The NHS auditing body, the Care Quality Commission (CQC) stated 654 

ethnic minority women are not treated like individuals and the lack of culturally safe and anti-655 

racist practice shown by HCPs is a key barrier to care (CQC, 2023), with culturally safe 656 

services for women and neonates criticised for being a ‘postcode lottery’ depending on place 657 

of care (Fernandez Turienzo et al., 2021). Previous studies connote women are berated for 658 

co sleeping (Peter & Wheeler, 2022), with the NHS only just releasing safe co-sleeping 659 

practices (NHS, 2024). Other assumptions such as FGM are frequent and often incorrect, 660 

leading to embarrassment and women feeling attacked by HCPs (Karlsen, Carver, 661 

Mogilnicka, & Pantazis, 2020). Acknowledging such systemic racism and its impact on 662 

health is one of the seven Anti-Racism principles outlined by the NHS Race and Health 663 

Observatory to guide healthcare organisations towards an equitable healthcare landscape 664 

(NHS RHO, 2024). 665 

Maternity service users consistently describe their care as inadequate, highlighting systemic 666 

issues within healthcare provision. Instances of racist microaggressions from authoritative 667 

figures are extensively documented in the literature (Peter & Wheeler, 2022; CQC, 2023; 668 

Swords & Sheni, 2022), often resulting in feelings of dehumanisation and disrespect (Peter 669 



and Wheeler, 2022). These microaggressions, perceived as subtle and not always 670 

recognised as racism, are frequently minimised by bystanders (Cruz, Rodriguez, & 671 

Mastropaolo, 2019; Swords & Sheni, 2022). For example, incidents of mistaken identity are 672 

a reoccurring theme, which is concerning as illustrated by participant experiences (APPG, 673 

2024; Cruz et al., 2019). Moreover, racism in this study was suggested by some participants 674 

as an expected aspect of their experiences. Healthcare encounters were often viewed 675 

through the lens of broader societal racism, indicating that these issues are not isolated to 676 

maternity care experiences. 677 

 678 

Study strengths and limitations 679 

This study possesses several strengths. It specifically targeted parents of Black, Asian, or 680 

ethnic minority children born within the last five years, ensuring relevance and capturing 681 

recent experiences. Participants included fathers as well as mothers, with ethnic minority 682 

fathers rarely if ever given a voice within maternity care research within the UK previously. 683 

Participants were recruited using a purposive sampling strategy, which involved targeted 684 

advertising across diverse platforms and networks. This approach ensured a broad spectrum 685 

of perspectives from various ethnicities and geographical locations ensuring a 686 

comprehensive exploration of diverse experiences within the UK. The study also brought in 687 

wider societal issues that could influence maternity experiences, such as the impact of 688 

racism within society which are recognised to influence parent’s expectations of care 689 

interactions.  690 

 691 

We must acknowledge several limitations in this study. All interviewed participants were 692 

fluent in English and did not need an interpreter, potentially excluding high-risk groups. 693 

However, efforts were made to engage these groups, including offering interpreter services 694 

within project advertisements. Additionally, using a purposive sampling strategy where 695 



participants self-selected to participate means that the sample may not be representative of 696 

the whole population and therefore the findings may not be generalisable. 697 

 698 

Conclusion 699 

Addressing maternity care inequality is vital for improving health outcomes and equity. This 700 

requires systemic changes to address racism, improve access to quality care, and 701 

personalise services to meet diverse needs. These findings emphasise the need for 702 

healthcare reforms to enhance communication, ensure informed consent, provide culturally 703 

safe care, and eliminate discrimination, particularly for ethnic minority mothers. 704 

 705 

Implications for practice and policy 706 

All healthcare staff who care for parents during the childbearing period should receive 707 

training on anti-racist practice, alongside culturally safe, compassionate care, with good 708 

listening skills to meet the needs of a diverse, multi-ethnic society and to reduce current 709 

health inequalities. 710 

 711 

Acknowledgements 712 

We would like to thank: 713 

 The NHS Race and Health Observatory Maternal and Neonatal Health Advisory Group, particularly 714 

Arnie Puntis and Sam Rodger, for their support during this study.  715 

 All participants who kindly gave of their time to take part in the interviews and provide such 716 

valuable information.  717 

 Yasmin Iqbal and Elham Kohta (Community engagement workers) and Josie Anderson 718 

(Policy, Research and Campaigns Manager, Bliss) for their support in participant recruitment.  719 



 Zenab Barry (Director at National Maternity Voices, Strategic Adviser at NIHR Applied 720 

Research Collaboration (ARC) South London’s Maternity and Perinatal Mental Health, 721 

Maternal Health Advocate) for her role in recruitment and debriefing participants. 722 

 723 

Declarations 724 

For the purpose of open access, the author has applied a Creative Commons Attribution (CC 725 

BY) licence to any Author Accepted Manuscript version of this paper arising from this 726 

submission. 727 

 728 

Ethics approval 729 

This study received ethics approval from Sheffield Hallam University, [ER44006021]]. 730 

Before the interview participants were emailed a participant information sheet and consent 731 

form. All participants provided voluntary informed consent to participate in the study by 732 

signing the consent form and returning it electronically to the research team. Consent was 733 

also confirmed verbally at the start of the interview. Before participation, participants were 734 

informed of the voluntary nature of their involvement, and their right to withdraw at any time. 735 

Parents were given a £20 gift voucher to compensate them for the time they had given to 736 

participate in the interview. They were assured of the confidentiality of their responses, data 737 

was stored securely and accessed only by authorised personnel. A code number was given 738 

to each participant within the transcripts and with the illustrative quotations provided.  739 

By participating in the study, participants consented to the use of their anonymised data for 740 

research purposes and publication. 741 

 742 

Consent for publication 743 

Not applicable 744 



Availability of data and materials 745 

All data generated or analysed during this study are included in this published article [and its 746 

supplementary information files]. 747 

 748 

Disclosure statement 749 

The authors declare that they have no competing interests regarding the publication of this 750 

research paper. 751 

 752 

Funding 753 

This research was commissioned by the NHS Race and Health Observatory. 754 

 755 

Author contributions 756 

Frankie Fair- Contributed to the conceptualization and design of the study. Assisted in 757 

developing interview protocols. Participant recruitment, Conducted interviews with 758 

participants. Transcribed and organized interview data. Analysed interview transcripts for 759 

thematic patterns. Assisted in data interpretation and synthesis. Drafted the manuscript. 760 

Reviewed and revised the manuscript for intellectual content, style, and formatting. 761 

Approved the final version of the manuscript for submission. 762 

Amy Furness- Contributed to the conceptualization and design of the study. Participant 763 

recruitment, Conducted interviews with participants. Transcribed and organized interview 764 

data. Analysed interview transcripts for thematic patterns and assisted in data interpretation 765 

and synthesis. Drafted the manuscript. Approved the final version of the manuscript for 766 

submission. 767 



Hora Soltani- Supervised the overall research project. Contributed to the conceptualization 768 

and design of the study. Assisted in developing interview protocols. Guided study design and 769 

methodology. Participant recruitment. Assisted in data interpretation and synthesis. 770 

Coordinated collaboration among co-authors. Drafted the manuscript. Reviewed and revised 771 

the manuscript for intellectual content, style, and formatting. Approved the final version of the 772 

manuscript for submission. 773 

Sam Oddie- Assisted in developing interview protocols. Participant recruitment. Reviewed 774 

and revised the manuscript for intellectual content, style, and formatting. Approved the final 775 

version of the manuscript for submission. 776 

Gina Higginbottom- Provided expertise in qualitative research methods. Participant 777 

recruitment. Assisted in developing interview protocols. Reviewed and revised the 778 

manuscript for intellectual content, style, and formatting. Assisted in data interpretation and 779 

synthesis.  Approved the final version of the manuscript for submission. 780 

 781 

 782 

References 783 
 784 

Aldridge, R.W., Lewer, D., Katikireddi, S.V., Mathur, R., Pathak, N., Burns, R., … & 785 
Hayward, A. (2020). Black, Asian and Minority Ethnic groups in England are at increased 786 
risk of death from COVID-19: indirect standardisation of NHS mortality data. Wellcome open 787 
research, 5, 88.  788 

All-Party Parliamentary Group on Birth Trauma. (2024). Listening to Mums: Ending the 789 
Postcode Lottery on Perinatal Care. Retrieved from  https://www.theo-790 
clarke.org.uk/files/2024-791 
05/Birth%20Trauma%20Inquiry%20Report%20for%20Publication_May13_2024.pdf  792 

Beesley, C. (2022). Maternity staffing shortage hitting quality and safety RCM tells 793 
politicians. Retrieved from https://pre.rcm.org.uk/news-views/news/2022/maternity-staffing-794 
shortage-hitting-quality-and-safety-rcm-tells-politicians/  795 

Betancourt, J. R. (2006). Cultural competence and medical education: Many names, many 796 
perspectives, one goal. Academic Medicine, 81(6), 499-501.  797 

Birthrights. (2022). Systemic racism, not broken bodies. An inquiry into racial injustice and 798 
human rights in UK maternity care. Retrieved from: 799 



https://www.birthrights.org.uk/campaigns-research/racial-injustice/  Accessed 28th January 800 
2025. 801 

British Medical Association (BMA) (2025). An NHS under pressure. Available from An NHS 802 
under pressure. Last updated 10th January 2025. 803 

Care Quality Commission. (2023). Access to care. Retrieved from 804 
https://www.cqc.org.uk/publications/major-report/state-care/2022-2023/summary  805 

Cruz, D., Rodriguez, Y., & Mastropaolo, C. (2019). Perceived microaggressions in health 806 
care: A measurement study. PloS One, 14(2), e0211620. 807 

Cruz, E., Higginbottom, G.M.A. (2013). The use of focused ethnography in nursing research. 808 
Nurse Researcher, 20(4), 36-43. 809 

Dei, G.J.S., (2005). Chapter one: Critical issues in anti-racist research methodologies: An 810 
introduction. Counterpoints, 252, 1-27. 811 

Department of Health, Maternity Safety Programme Team (2016). Safer Maternity Care: 812 
Next steps towards the national maternity ambition. Department of Health: London.  813 

Draper, E.S., Gallimore, I.D., Smith, L.K., Matthews, R.J., Fenton, A.C., Kurinczuk, J.J., … & 814 
Manktelow, B.N. (2022). MBRRACE-UK Perinatal Mortality Surveillance Report, UK 815 
Perinatal Deaths for Births from January to December 2020. The Infant Mortality and 816 
Morbidity Studies, Department of Health Sciences, University of Leicester: Leicester. 817 

Fair F, Raben L, Watson H, Vivilaki V, van den Muijsenbergh M, Soltani H, et al. (2020) 818 
Migrant women’s experiences of pregnancy, childbirth and maternity care in European 819 
countries: A systematic review. PLoS ONE 15(2): e0228378. 820 

Fair, F., Furness, A., Higginbottom, G., Oddie, S., & Soltani, H. (2023). Review of neonatal 821 
assessment and practice in Black, Asian, and minority ethnic newborns. Retrieved from 822 
https://www.nhsrho.org/wp-content/uploads/2023/08/RHO-Neonatal-Assessment-Report.pdf  823 

Fernandez Turienzo, C., Newburn, M., Agyepong, A., et al. (2021). Addressing inequities in 824 
maternal health among women living in communities of social disadvantage and ethnic 825 
diversity. BMC Public Health, 21, 176.  826 

Furness, A., Fair, F., Higginbottom, G., Oddie, S. and Soltani, H. (2024). A review of the 827 
current policies and guidance regarding Apgar scoring and the detection of jaundice and 828 
cyanosis concerning Black, Asian and ethnic minority neonates. BMC Pediatrics, 24, 198. 829 

Gohir, S. (2022). INVISIBLE Maternity Experiences of Muslim Women from Racialised 830 
Minority Communities. Retrieved from 831 
https://www.mwnuk.co.uk/go_files/resources/maternity_report_120722.pdf 832 

Gopal, D. P., Douglass, C., Wong, S., Khan, I., & Lokugamage, A. U. (2022). Reflexivity, 833 
Cultural Safety, and improving the health of racially minoritised communities. The Lancet, 834 
399(10335), 1581-1582. 835 

Hamed, S., Bradby, H., Ahlberg, B. M., & Thapar-Björkert, S. (2022). Racism in healthcare: 836 
A scoping review. BMC Public Health, 22(1), 988. 837 

Higginbottom, G. M., Boadu, N. Y., & Pillay, J. J. (2013). Guidance on performing focused 838 
ethnographies with an emphasis on healthcare research. The Qualitative Report. 18, 17.  839 



Hill, J. (2020). How pregnant women are feeling forced into 'violating' vaginal examinations 840 
during Covid. Retrieved from https://www.telegraph.co.uk/women/life/pregnant-women-841 
feeling-forced-violating-vaginal-examinations/?ICID=continue_without_subscribing_reg_first  842 

Hoffman, K. M., Trawalter, S., Axt, J. R., & Oliver, M. N. (2016). Racial bias in pain 843 
assessment and treatment recommendations, and false beliefs about biological differences 844 
between blacks and whites. Proceedings of the National Academy of Sciences of the United 845 
States of America, 113(16), 4296-4301.  846 

Kapadia, D., Zhang, J., Salway, S., Nazroo, J., Booth, A., Villarroel-Williams, N., ... & Esmail, 847 
A. (2022). Ethnic Inequalities in Healthcare: A Rapid Evidence Review. NHS Race and 848 
Health Observatory: London 849 

Karlsen, S., Carver, N., Mogilnicka, M., & Pantazis, C. (2020). ‘Putting salt on the wound’: A 850 
qualitative study of the impact of FGM-safeguarding in healthcare settings on people with a 851 
British Somali heritage living in Bristol, UK. BMJ Open, 10(6), e035039.  852 

Knight, M., Bunch, K., Patel, R., Shakespeare, J., Kotnis, R., Kenyon, S., … & Kurinczuk, 853 
J.J. (2022). Saving Lives, Improving Mothers’ Care - Lessons learned to inform maternity 854 
care from the UK and Ireland Confidential Enquiries into Maternal Deaths and Morbidity 855 
2018-20. MBRRACE-UK. National Perinatal Epidemiology Unit, University of Oxford: Oxford. 856 

Laverty, M., McDermott, D. R., & Calma, T. (2017). Embedding cultural safety in Australia’s 857 
main health care standards. The Medical Journal of Australia, 207(1), 15-16.  858 

Lokugamage, A. U., Rix, E. L., Fleming, T., Khetan, T., Meredith, A., & Hastie, C. R. (2023). 859 
Translating cultural safety to the UK. Journal of medical ethics, 49(4), 244-251. 860 

MacLellan, J., Collins, S., Myatt, M., Pope, C., Knighton, W. and Rai, T., (2022). Black, Asian 861 
and minority ethnic women's experiences of maternity services in the UK: A qualitative 862 
evidence synthesis. Journal of Advanced Nursing, 78(7), 2175-2190. 863 

NHS Race and Health Observatory. (2022). Ethnic inequalities in healthcare: A rapid 864 
evidence review. Retrieved from https://www.nhsrho.org/research/ethnic-inequalities-in-865 
healthcare-a-rapid-evidence-review-3/  866 

NHS Race and Health Observatory. (2024) Seven Anti-Racism Principles. Retrieved from 867 
https://www.nhsrho.org/resources/seven-anti-racism-principles/ 868 

NHS. (2024). Safe sleep. Retrieved from https://www.nhs.uk/start-for-life/baby/baby-869 
basics/newborn-and-baby-sleeping-advice-for-parents/safe-sleep-advice-for-babies/  870 

Obionu, I.M., Onyedinma, C.A., Mielewczyk, F. and Boyle, E., (2023). UK maternity care 871 
experiences of ethnic minority and migrant women: Systematic review. Public Health 872 
Nursing, 40(6), pp.846-856. 873 

Peter, M., & Wheeler, R. (2022). The Black maternity experiences survey. A nationwide 874 
study of Black women’s experience of maternity services in the United Kingdom. Retrieved 875 
from: https://fivexmore.org/ 876 

Roper, J.M., Shapira, J. (2000). Ethnography in nursing research. Sage Publications: 877 
London 878 

Shi, C., Goodall, M., Dumville, J., Hill, J., Norman, G., Hamer, O., Clegg, A., Watkins, C.L., 879 
Georgiou, G., Hodkinson, A. and Lightbody, C.E., (2022). The accuracy of pulse oximetry in 880 



measuring oxygen saturation by levels of skin pigmentation: a systematic review and meta-881 
analysis. BMC medicine, 20(1), p.267. 882 

Straus, L., McEwen, A., & Hussein, F. M. (2009). Somali women's experience of childbirth in 883 
the UK: Perspectives from Somali health workers. Midwifery, 25(2), 181-186.  884 

Swords, B., & Sheni, R., (2022). SYSTEMIC CHANGE REQUIRED Black lived reality: why 885 
we need systemic change. Retrieved from https://blackequityorg.com/wp-886 
content/uploads/2022/09/Systemic-change-required-V10.pdf  887 

Tonkin. T., (2024). Voting with their feet. Retrieved from https://www.bma.org.uk/news-and-888 
opinion/voting-with-their-889 
feet#:~:text=In%20its%20new%20report%2C%20the,doctors%2C'%20the%20report%20stat890 
es. 891 

Trundle, C., & Phillips, T. (2023). Defining focused ethnography: Disciplinary boundary-work 892 
and the imagined divisions between ‘focused’ and ‘traditional’ ethnography in health 893 
research–A critical review. Social Science & Medicine, 116108. 894 

United Nations (2015) Department of Economic and Social Affairs. Sustainable 895 
Development. https://sdgs.un.org/goals/. Accessed 14th Jan 2025  896 

Vela, M. B., Erondu, A. I., Smith, N. A., Peek, M. E., Woodruff, J. N., & Chin, M. H. (2022). 897 
Eliminating explicit and implicit biases in health care: evidence and research needs. Annual 898 
review of public health, 43(1), 477-501. 899 

Vo, H.N., McKenzie-McHarg, K., Bennett, P.C. and Mai, D.L., (2024). Lived Experiences of 900 
Migrant Fathers in the Perinatal Period: A Systematic Review and Analysis. Journal of 901 
Immigrant and Minority Health, 26, 1070-1084. 902 

Watson, H., Harrop, D., Walton, E., Young, A., & Soltani, H. (2019). A systematic review of 903 
ethnic minority women’s experiences of perinatal mental health conditions and services in 904 
Europe. PloS one, 14(1), e0210587. 905 

Webster, K., & NMPA Project Team. (2021). Ethnic and socio-economic inequalities in NHS 906 
maternity and perinatal care for women and their babies: Assessing care using data from 907 
births between 1 April 2015 and 31 March 2018 across England, Scotland and Wales. 908 
London: RCOG. 909 

Williams, C., McKail, R., & Arshad, R. (2023). “We need to be heard. We need to be seen”: 910 
A thematic analysis of black maternal experiences of birthing and postnatal care in England 911 
within the context of Covid-19. Midwifery, 127, 103856.  912 

Wise, J. (2022). Persistent understaffing of the NHS is putting patients at risk, say MPs. 913 
BMJ, 378, o1866  914 

Yang, S. (2024). NHS Staff Survey. Retrieved from 915 
https://www.statista.com/statistics/883433/nhs-england-staff-working-extra-unpaid-hours/  916 


