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This thesis adds to the body of knowledge about ethnic and migrant inequalities in pregnancy 

outcomes in the UK, and provides new theoretical insights into the complex factors at play during 

maternity care for migrant Pakistani women. The newly developed social ecological model of 

relationships allows for visualisation of the complexities of this particular midwife-woman 

relationship, and provides a window into possible reasons for tension and disconnect. The findings 

from this study, in addition to future work to further test and refine the model, has the potential 

to facilitate future discussion on cultural issues, encourage collaborative learning and knowledge 

production, and provide a framework for future practice, education and research. 

 

1.2 Personal Reflection 
Multiculturalism has been a strong interest of mine for as long as I can remember. From a young 

age I was exposed to music and dance from a variety of cultures, and I was always interested in 

learning as much as I could about the different ways in which people lived their lives. As I got 

older, I slowly became aware of the barriers to multicultural integration, and discovered a number 

of inequalities based on ethnicity and country of origin. The injustice I felt when learning about 

such inequalities created a personal desire to enhance the lives of vulnerable, or unfairly treated, 

individuals. Consequently, on completion of a 4-year Applied Psychology BSc., I had already 

undertaken a number of research projects involving inequality and vulnerable populations. 

Following my graduation, I took on a position at a residential school for children with Autism, 

where I was once again immersed in a world of inequality and vulnerability. 

During my time at the residential school I developed a keen interest in midwifery, and although I 

romanticised about a career as a midwife, I was hesitant to abandon the strong research 

background I had built. After reading a number of papers and reports on current midwifery 

practice I was shocked to learn that significant ethnic inequalities existed in pregnancy outcomes 

for women in the UK. As I delved further into this research, I realised that the evidence behind 

these inequalities was still lacking. Indeed, whilst previous research had considered the influence 

of a number of genetic and socioeconomic factors, findings seemed to suggest that such 

explanations could not sufficiently explain these differences. It was clear that an alternative 

approach was necessary, and I immediately knew that this was something which I wanted to 

explore. Indeed, I instinctively knew that I had found my calling in the form of a midwifery-related 
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inconsistencies in a body of knowledge, thus helping the researcher to determine or refine specific 

research questions or aims (Whittemore et al. 2014).  

A systematic review, on the other hand, involves a detailed search of the literature based upon a 

focused pre-defined question, which is usually clinical in nature (Cronin et al. 2008; Paré et al. 

2015). This approach dictates that the researcher develops quantifiable criteria which determine if 

a research publication should be included or excluded in the final synthesis (Green et al. 2006). 

2.2.1  The Narrative Approach 

The narrative approach to reviewing existing literature was chosen above a systematic review 

approach. In line with the ethnographic approach I took to this study, I wanted to take a broad 

rather than narrow approach to reviewing the literature. In this way I could review literature from 

a range of disciplines (i.e. sociology, health services research, midwifery research, and psychology), 

and weave these together to give a comprehensive background of the existing literature relating 

to the pregnancy experiences and outcomes of minority ethnic and migrant women. 

Consequently, this approach was inclusive rather than exclusive, and helped to identify existing 

gaps in knowledge and facilitate the development of focused research question.  

2.2.2  Search and Analysis Strategies 

The approach taken to the narrative literature review was rigorous but was not intended to be a 

systematic review. Detailed accounts of the search strategy and analysis of literature (including 

keywords and inclusion/exclusion criteria) can be found in Appendix Two.  

Keywords were generated through background reading and refined over multiple drafts, and 

research databases were selected based on their relevance to the field. Searches were saved in 

each of the databases used, and email alerts were added in order to keep up-to-date with newly 

published work.  

Searches were run in full in 2013 and again prior to submission of the thesis in 2016. Results from 

all searchers are included in Appendix Two. Great consideration was given as to the best way to 

incorporate this new literature into the existing literature review written at the beginning of the 

PhD process. After discussions with my PhD supervisors, and in fitting with the narrative approach 

to reviewing the literature, I decided that the best option would be to weave updated literature 

into the existing review. 
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Articles were assessed on their quality, rigour, and relevance to the current research, with the 

assistance of the evaluation tool created by Long and Godfrey (2004), described in Appendix Two. 

 

2.3  Ethnic Inequalities in UK Pregnancy Experiences and Outcomes 
In the UK, minority ethnic women consistently report lower maternity care satisfaction (Singh and 

Newburn 2000; Bowes and Domokos 2003; Richens 2003; Redshaw et al. 2007), and less choice in 

their maternity care (Redshaw et al. 2007; Redshaw and Heikkila 2011) than their white British 

counterparts. Similar findings are shown globally; with minority ethnic and migrant women 

reporting less positivity about their maternity care (Small et al. 2014).  

In addition to poor experiences of maternity care in the UK, a wealth of research details poor 

pregnancy outcomes for minority ethnic women; including an increased risk of complications 

during pregnancy (Nair et al. 2015), unplanned caesarean section (Essex et al. 2013), and having 

their baby cared for in a neonatal unit (Raleigh et al., 2010). Furthermore, despite a significant 

decrease in maternal mortality rates since the 1930s (Chamberlain 2006); (Ibison et al. 1996); 

(Knight et al. 2015), substantial differences in mortality rates can be observed between ethnic 

groups (Knight et al. 2015).  For example, between 2011 and 2013, the estimated mortality rate 

for white women in England was 7.8 deaths per 100,000 maternities (Knight et al. 2015); for black 

African women this rate was more than tripled at 28.3 (Knight et al. 2015), and was also 

significantly higher for both Pakistani and Bangladeshi women; 15.9 and 14.7 respectively (Knight 

et al. 2015). Overall 39% of all direct maternal deaths occurred in women from black and ethnic 

minority groups (Knight et al. 2015), an extremely worrying statistic given that data from the 

Office for National Statistics (ONS) suggest that individuals from these ethnic groups accounted for 

less than 20% of residents in England and Wales during the same time period (Office for National 

Statistics 2013a). 

Over-representation in maternal mortality rates is not only seen for minority ethnic populations 

but also, more specifically, for foreign-born women (Knight et al. 2015). Indeed, the most recent 

report on maternal mortality in England suggests that a quarter of women who died in 2011-13 

were born outside of the UK (Knight et al. 2015); with 70% of these women being born in either 

Asia or Africa (Knight et al. 2015). Although the overall relative risk of maternal mortality for non 
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whilst China-born individuals show much lower rates -  a significant gap between the two (Gill et 

al. 2007). 

Ethnic inequalities in health are also seen in reports of morbidity prevalence in the UK (Bhopal 

2007). For example, significantly higher rates of life-limiting long-term illnesses are found in 

Pakistani, Bangladeshi and black Caribbean populations compared to their white British 

counterparts (Nazroo 1997; Becares 2015), whilst research from the United States suggest 

significantly higher rates of cardiovascular death in black populations compared with all other 

ethnic groups (Meadows et al. 2011). Similarly, an exploration into the health characteristics of 

black and white individuals in London found a higher risk of stroke in black compared to white 

participants (Heuschmann et al. 2008). The authors also discovered group differences in patterns 

of risk reduction; while stroke incidence and risk factors decreased for white participants over a 

period of 10 years, this decrease was not mirrored in black participants (Heuschmann et al. 2008). 

Research by Misra and Khurana (2011) also shows ethnic variation in hypertension prevalence, 

with South Asians showing higher risk than UK-based white Europeans. 

As demonstrated above, ethnic inequalities exist across a variety of health outcomes, including the 

variation in pregnancy outcomes discussed at the outset of this chapter. A number of explanations 

have been put forward, in previous literature, to account for these ethnic variations in health 

outcomes. The following section critically reviews this existing literature in order to determine the 

legitimacy of these explanations. 

 

2.5  Ethnic Inequalities in Pregnancy Outcomes: Possible 

Explanations 
This section critically discusses literature relating to factors contributing towards ethnic 

inequalities in health, and more specifically in pregnancy outcomes. Factors discussed in extant 

literature include the role of socioeconomic status, genetics and language barriers. Gaps in the 

literature are then highlighted, alongside an argument for the need to explore alternative factors 

contributing to the ethnic inequalities in pregnancy outcome. This argument is then used to build 

the rationale for my own research.   
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2.5.1  Genetic Differences 

The role of genetic differences in health inequalities is often viewed as a controversial research 

area (Bhopal 2007). However, health research suggests that genetic predispositions do exist for 

some health risks - for example the physiological susceptibilities for obesity, diabetes and 

cardiovascular disease found in the South Asian population (Abate et al. 2003; Naran et al. 2008; 

Misra and Khurana 2011). Although US researchers often link pre-existing medical conditions, such 

as hypertension and diabetes, to ethnic disparities in severe maternal morbidity (Fiscella 1996; 

Varner and Esplin 2005; French et al. 2006; Puthussery 2016) these links have not been identified 

in UK data (Knight et al. 2009; Puthussery 2016). Indeed, evidence on the role of biological factors 

in ethnic inequalities in neonatal and infant outcomes in the UK is restricted to a limited number 

of conditions and outcomes.  

One example of genetic-based risk for infant outcomes in the UK is the association between infant 

death and congenital anomalies in some minority ethnic groups (Bakeo 2004; Gray et al. 2009; 

Kurinczuk et al. 2009). Fatal congenital anomalies are around four times higher for babies born to 

mothers of Pakistani origin than those born to white British mothers (Kurinczuk et al. 2009), and 

are usually the result of consanguineous (close blood-relation) domestic partnerships (Bundey and 

Alam 1993; Sheridan et al. 2013). When close family members procreate, the risk of infant and 

perinatal mortality increases, due to the increased likelihood of harmful recessive gene expression 

(Bittles and Makov 1988). This risk increases further when families marry within close relatives 

over successive generations, resulting from a clustering of rare gene variants (Woods et al. 2006; 

Bittles 2008). As first cousin marriages are still common amongst Pakistani families in the UK 

(Shaw 2009; Bakken et al. 2015; Bittles 2015), such congenital anomalies may therefore be 

responsible for a proportion of the perinatal and infant mortalities seen in this population 

(Kurinczuk et al. 2009; Sheridan et al. 2013). Furthermore, the religious and cultural beliefs of 

Pakistani women suggest that pregnancies are unlikely to be terminated, even if congenital 

anomalies are identified early on in the pregnancy (Alsulaiman et al. 2012). Hence, these deaths 

will add to mortality statistics, and potentially contribute to the observed ethnic inequalities in 

perinatal mortality (Ajaz et al. 2015). 

Genetic susceptibility has also been suggested as a factor contributing towards the ethnic 

inequalities seen in incidence rates of perineal tears and obstetric anal sphincter injuries in the UK 

(Balchandra and Ramage 2011; Shah et al. 2011). For example, a study by Shah et al. (2011) found 
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that immigrant Chinese women were significantly more likely to experience perineal tears from 

childbirth, when compared to white British women. Similar findings were found by Balchandra and 

Ramage (2011) when comparing women of Indian and African origin to their white counterparts. 

As perineal tears often lead to health complications extending further than the immediate physical 

birth outcomes (Williams et al. 2007) it has been suggested that these physiological risks may play 

a part in explaining inequalities in other pregnancy outcomes (Williams et al. 2007). 

Despite these findings, many authors acknowledge that the underlying genetic mechanisms of 

susceptibility are often poorly understood (Cantwell et al. 2011) and should therefore be 

interpreted with caution. Indeed, such genetic differences are unable to explain the differences in 

outcome observed between UK- and foreign-born women of the same ethnicity. Furthermore, 

delivery factors such as slowing down the delivery of the head by instructing women to not push 

at this point (thus relying solely on the uterine expulsive efforts) has been shown to decrease the 

incidence of perineal tears by 50% to 70% (Harvey et al. 2015). Such findings suggest that incidents 

of tearing may, in fact, be largely influenced by communication between woman and health 

providers at this stage of labour.  

In summary, the reviewed literature would suggest that genetic susceptibility to poor health is 

insufficient to explain the large ethnic inequalities seen in pregnancy outcomes. It is therefore 

necessary to consider alternative explanations for these inequalities. 

2.5.2  Socioeconomic Status 

As previously discussed, one of the most common explanations of ethnic inequalities in health is 

the increased risk of social and economic deprivation found for minority ethnic individuals 

(Pearson et al. 2010; Public Health England 2015). Indeed, a number of healthcare researchers 

believe that socioeconomic factors (such as educational attainment, household income, or 

occupational status) can also explain the observed ethnic differences in pregnancy outcomes such 

as preterm birth rates (Butler and Behrman 2007). In support of this concept, findings from the 

United States suggest that women on lower socioeconomic levels have a significantly higher risk of 

preterm delivery, even when controlling for other known risk factors such as pre-pregnancy 

weight, weight gain, alcohol and tobacco consumption and ethnicity (Berkowitz 1981; Collins Jr 

and David 1990). Socioeconomic status has also been linked to observed ethnic inequality in 

maternal outcome; in an analysis of the risk factors for progression from severe maternal 
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for mistaken expectations of labour, and that this was likely to influence the level of care provided 

by the midwife (Bowler 1993). Indeed, research from the United States found that the ethnicity of 

patients influenced the diagnosis and treatments given by doctors (van Ryn 2002; van Ryn and Fu 

2003; Burgess et al. 2006).  

Although existing literature suggests clear negative consequences of inaccurate stereotyping of 

minority ethnic women, some authors argue that some stereotypes may serve a positive purpose 

in the provision of tailored care. For example, it is argued that categorisation of women allows for 

quicker decision making based on what that woman is likely to want or need in emergency 

situations (Green et al. 1990).  Indeed, in the context of midwifery, Macintyre (1978) argues that 

stereotypes are used by midwives to help pitch their interactions with women appropriately. 

However this view is now rather dated; whilst there remains some support for the usefulness of 

stereotypes in day-to-day life (McFarlane 2014), all recently published literature on the effect of 

stereotypes in the healthcare setting support the notion that stereotyping of patients is likely to 

have negative effects on health outcome (Aronson et al. 2013). In fact the most recent discussion 

of the usefulness of ethnicity-based stereotypes seems to be that of Bowler (1993), who suggests 

that the usefulness of stereotypes in providing care depends on the accuracy of these 

assumptions. Indeed, the researcher found that negative stereotypes of black and minority ethnic 

patients were often used by midwives to make incorrect judgements about the kind of care 

different women wanted, needed and deserved (Bowler 1993). Consequently, Bowler (1993) 

claimed that such stereotyping was likely to be a major factor in the creation of the inequality in 

health experiences of black and minority ethnic patients. This concept is supported by authors of 

newer research in this field, who argue that the inhibition of individualised care, due to pre-

existing assumptions about women, may contribute towards the ethnic inequalities seen in 

pregnancy outcomes (Raleigh et al. 2010).  

Despite these assumptions, a number of studies challenge the role of stereotyping and 

discrimination in poor maternity care and pregnancy outcomes. For example, during discussions of 

their maternity care  experiences with McCourt and Pearce (2000), minority ethnic women 

attributed poor care to systemic factors, and rejected any suggestions of racism and/or 

discrimination. Similar findings were shown by Cross-Sudworth et al. (2011), who found that 

maternity care experiences for Pakistani women seemed to be influenced by their level of 

education and social support, rather than perceived racism or discrimination from healthcare 
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woman (Office for National Statistics 2012b). These figures suggest that foreign-born women, on 

average, will access maternity services twice as often as their UK-born counterparts (Office for 

National Statistics 2012b). In fact, when considering estimated fertility rates for separate minority 

ethnic populations, these differences are significantly higher; for example Pakistan- and 

Bangladesh-born women have estimated fertility rates of 4.7 and 5.3 children per woman 

respectively (Office for National Statistics 2012b), suggesting an even higher frequency of service 

use by these women.  

Given the continued ethnic and migrant inequalities in pregnancy outcomes, the growing use of 

UK maternity services by migrant populations is worrying unless there are improvements in quality 

of care. In fact, recent maternal mortality lend weight to this concern; not only are migrant 

populations growing, but their risk of maternal mortality is also growing (Knight et al. 2015). 

Whilst the 2015 report suggests a decreased risk of maternal mortality for white British women, 

when compared to the previous report, this risk has actually increased for some minority ethnic 

and migrant groups (Knight et al. 2015).  

Considering the growing migrant population in the UK, and the related risk factors for inequalities 

in pregnancy outcomes, the UK healthcare system needs to develop policies and interventions to 

narrow these inequalities. This is particularly so given that in 2007, the Confidential Enquiry into 

Maternal and Child Health (Lewis 2007) set out recommendations for monitoring the health status 

and access to care of pregnant migrant women, which, given the lack of improvement, now need 

to be further developed into proactive steps to narrow these inequalities and make improvements 

in patient safety.   

As discussed, previous policies for tackling ethnic inequalities in health have focused almost solely 

on the issue of socioeconomic status (Health Inequalities Unit 2008). As such, the majority of 

policy implementation to tackle these inequalities has been based on reducing broader social 

inequalities in health (Health Inequalities Unit 2008), including strategies and interventions 

focused on improving determinants of socioeconomic status and deprivation, such as early years 

support for children and families, social housing, educational attainment and skills development, 

and reductions in unemployment (Health Inequalities Unit 2008). However, such strategies have 

had limited success (Infant Mortality National Support Team 2010; Korkodilos et al. 2013), and it is 
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especially when considering the importance placed on this relationship by both women and 

midwives in previous research. As discussed, there is potential for this client-provider relationship 

to be more difficult, and imbalanced for ethnic minority and immigrant women. Therefore, this 

chapter summarises by suggesting that research exploring midwife-woman relationships for 

migrant and/or ethnic minority women would have the potential to provide credible explanations 

for the observed ethnic and migrant inequalities in UK pregnancy outcomes. 
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- Recruitment of midwives 

- Interviews with midwives 

Actual data collection differed slightly from this schedule due to issues with recruitment of 

migrant Pakistani women. Therefore, some midwives were interviewed during Phase Two 

(recruitment proved easier for this participant group). In practice, this adaptation of the research 

schedule actually increased recruitment of migrant Pakistani women; midwives became more 

invested in the research, and seemed to experience more personal accountability for recruiting 

women. Furthermore, one-to-one contact with midwives, during interviews, gave me the 

opportunity to explain the study aims in more detail, and to provide midwives with additional 

participant information packs (many had misplaced theirs since the initial study briefing).  

Despite some overlap in the timing of interviews with midwives and migrant Pakistani women, 

research was conducted closely in-line with the original research schedule. The details of this 

research conduct are therefore presented below in line with each of the three main phases. 

 

4.7  Phase One: Becoming Immersed in the Culture(s) 
In line with the ethnographic approach, Phase One of the research involved immersing myself in 

the social cultures under study. Becoming familiar with each social culture allowed me to better 

understand the social worlds of my participants, and gave me insight into the potential 

recruitment and communication issues I was likely to face. 

4.7.1  Becoming Immersed in the Migrant Pakistani Community 

In terms of the migrant Pakistani community, part of this immersion was achieved through 

volunteering for a number of charities providing support and advice to minority ethnic and 

migrant individuals (BAWSO, Race Equality First, The Mentor Ring). As a result of working with 

these charities, I was invited to a number of community events to raise awareness for BME and 

migrant health issues, which led to around 30 hours of working and socialising with members of 

the Pakistani community. This provided me with opportunities to familiarise myself with the 

Pakistani culture, provided invaluable information for the design and early stages of my research, 

and facilitated the involvement of stakeholders. 
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Reflecting on this experience, I feel it is important to acknowledge that persevering in my attempt 

to get site-specific ethical approval for my research was undoubtedly one of the most stressful and 

disempowering experiences I have ever undergone. As such, I believe that this perseverance is a 

testament to the belief I have in the importance of my research aims.  

4.10.2  Getting Informed Consent 

Migrant Pakistani women 

All women meeting the study inclusion criteria were given a participant information pack 

(Appendices Four to Six) by their midwife. Midwives gave a brief verbal overview of what the study 

involved. If women expressed interest in the research, they were asked to complete a contact 

detail form (Appendix Sixteen) which was then posted back to me in a postage-paid envelope 

included with the information packs.  

I then contacted these women via telephone, and all questions about the study were answered. 

Capacity to provide informed consent was assessed through this conversation, then again face-to-

face prior to the interview. Individuals were asked about translation requirements, reminded of the 

study procedure, and an interview date was booked.  

Informed consent was discussed with participants at initial contact and then again prior to 

interview. Participants were reminded of their right to withdraw at any time, and were asked to 

confirm that they were still happy to take part. If the participant agreed to continue, consent 

forms (Appendix Seventeen) were signed, and verbal consent was recorded at the beginning of 

each individual interview.  

Midwives 

Midwives were emailed a participant information sheet with their invitation to take part in the 

study. Capacity to provide informed consent was assumed due to their role as a practising midwife, 

and both verbal and written consent were gained at the start of the interview. Consent forms can 

be found in Appendix Seventeen. As with the women, midwives were reminded of their right to 

withdraw at any time. 
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the study and advised to contact me after that date if they wished to read a summary 

report.  

4.10.4  Participant Withdrawal 

Participants were informed of their right to withdraw from the study at any time, and without 

providing a reason. I reminded participants of this right to withdraw at each point of contact, 

however none of the recruited participants withdrew from the study. One migrant Pakistani 

woman only completed one out of two interviews, as she moved away from South Wales.  

4.10.5  Benefit and Harm 

No reward, financial or otherwise, was offered as an incentive to take part in the study and there 

was no suggestion of any direct benefit to the participant, other than the therapeutic benefit of 

participating in an interview (Hutchinson et al. 1994). Nevertheless, I informed participants that 

they would be contributing to research which aimed to enhance maternity care experience for 

both migrant women and midwives. 

There was no anticipated risk involved for participants of this study. It was acknowledged, 

however, that some participants could have found some of the questions emotionally provocative. 

With this in mind, all participants were given an informal verbal debriefing, including ways to 

access appropriate information (for midwives this referred to details for the NHS staff support 

systems in place, and migrant Pakistani women were given details of community support 

organisations, such as Race Equality First, who would be able to assist with services such as 

counselling and making formal complaints). None of the participants expressed a need to follow 

up on these services, and no visible distress was detected at any point during interviews or 

observations.  

Prior to observational data collection, it was decided that in the event that I observed poor 

practice, antenatal clinic managers would be immediately informed, and observation would cease 

until the matter had been investigated and resolved. No such cases were observed therefore this 

protocol went unused. 

Lone Worker Policy 

As I was working alone, and often visiting the homes of participants, it was necessary to put a lone 

worker policy in place to prevent risk of harm to myself. Guidance and policy statements to 


























































































































































































































































































































































































































































































































