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Experiences of accessing maternity care in the UK:
Perspectives from Somali migrant women in Leicester
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ABSTRACT

INTRODUCTION Migrant women born in Somalia often have poorer pregnancy outcomes.

Access to care around pregnancy is vital to improve outcomes. The views and experiences
of Somali migrant women accessing maternity care in the UK have not been extensively
explored. This study therefore explores and describes these with regard to accessing
maternity care in the UK, with the hope of gaining a better understanding of perceptions
and factors that influence their access to care around pregnancy.
METHODS A qualitative approach was used to investigate the views and experiences of
women born in Somalia who had migrated to Leicester. Data collected were transcribed
and analyzed using a constant comparison method. The software package Nvivo 10 was
used to organize themes, and verbatim quotes were used to support their interpretation.
RESULTS Main finings included: 1) positive attitudes of community midwives and
availability lead to positive and meaningful experiences; 2) language difficulties and
ineffective communication are barriers to effective access; 3) lack of cultural awareness
and preconceived ideas by some hospital caregivers makes them unsupportive and
insensitive; 4) need for continuity of care and the provision of resources are needed to
build important trusting relationships with care providers; and 5) personal, community and
religious factors impact access to care.
CONCLUSIONS The results highlight a number of important potential barriers to accessing
care around pregnancy for migrant women born in Somalia and how these could be
addressed to improve pregnancy outcomes.
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INTRODUCTION
It is estimated that there are about 115000 or more Somali
born migrants living in the UK1, making it one of the largest
Black African minority groups in the country. They are a
diverse, vibrant, complex and heterogeneous community
made up primarily of three groups; those born in the UK
as descendants of merchant seamen of the 19th century,
economic migrants and civil war refugee families, and
asylum seekers (from Somalia and more recently migrants
from mainland Europe)2. The recent inflow to the UK is drawn
largely from the wider diaspora rather than those escaping
Somalia itself and women and children make up the majority
in this group2. Since 2000, these migrants (most of whom
are now EU Nationals) have settled in different cities across
the UK with an established Somali presence, for example in
Leicester. Most of the women in this group neither speak
their mother tongue nor English fluently, and consequently
face significant challenges integrating into both the Somali
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and British communities in the UK2. While knowledge and
understanding of the specific social and health needs of
this community who are experiencing significant inequality
in accessing education, employment, housing and health
resulting in poor outcomes is increasing, it remains limited2.
Furthermore, the evidence from research highlights
that pregnancy outcomes for Somali born women post
migration in various European and other high-income (HIC)
countries are poorer when compared with those of women
in the receiving countries3. Reasons advanced for these
differences include the physical, emotional and mental
impact (including trauma) of migration and reluctance to
access healthcare services during pregnancy (because of
cultural insensitivity/awareness on the part of some of the
providers) leading to compromised health and resulting
complications3,4. An efficient and targeted maternity care for
most of the women from this community is therefore vital.
Existing guidelines5 state that all pregnant women should

Published by European Publishing. © 2021 Konje J. K. and Konje J. C. This is an Open Access article distributed under the terms of the Creative Commons
Attribution NonCommercial 4.0 International License. (http://creativecommons.org/licenses/by-nc/4.0)

1

Research paper
have access to relevant information to enable them to make
informed decisions based on their needs. These include
access to free antenatal care, prenatal screening and
information on food hygiene and supplements. Furthermore,
they should receive the best support during antenatal care,
childbirth, as well as post-delivery. The benefits of access
(especially early access) to information and services about
care during pregnancy and childbirth have been established
elsewhere6. However, in the UK, women of black and minority
ethnic communities including Black African migrants are
generally more likely to access antenatal care late, receive
fewer and or irregular antenatal check-ups or none7 and less
likely to seek or be offered services such as anomaly scans
or undertake prenatal screening8,9. There are suggestions
that this lack of access to maternity care is a contributing
factor to high maternal morbidity among these communities
in the UK9 and indeed in other HIC countries10. Recent UK
government guidelines recommend that all women have
easy access to maternity care and continuity of care that is
specifically designed to meet individual needs and those of
the local (unit) community.
Maternity care for Somali women
There is growing but limited evidence in the UK, Europe
and other HIC countries such as the USA, Norway, Canada,
New Zealand, and Australia, with large migrant populations
on maternity care for women born in Somalia (hereafter
referred to as Somali women). Few studies in the UK have
identified several issues that impact on the maternity care
for these women. Davies and Bath11 in their study on access
to information during maternity care revealed that this was
hindered by poor communication as well as inadequate
knowledge about maternity care. A similar study of Somali
refugees in London by Harper-Bulman and McCourt 12
found that communication and language difficulties had
negative implications on all aspects of their maternity care.
These findings have also been reproduced in Norway10. In
a more recent study of the perspective of Somali health
workers in London, Straus et al. 13 found that there was
mismanagement of care for Somali women who had
undergone female circumcision or female genital mutilation
or cutting. Furthermore, midwives held stereotype and
negative attitudes towards Somali women. Given their
compromised health and possible complications, it is
important that their views on access to care before and in
pregnancy and during childbirth are explored.
The aim of this study was to explore and describe the
views and experiences of Somali migrant women on
accessing care before and during pregnancy in the UK and
the factors that influence these, and on childbirth. A better
understanding of these should not only be helpful in planning
but also in delivering antenatal and intrapartum care to these
women in the UK and in other high-income countries (HIC)
with Somalis, and indeed large minority migrant groups.
METHODS
This study used a combination of focus groups discussion
and one-to-one semi-structured interviews in a qualitative
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approach underpinned by grounded theory 14. This mixed
qualitative method (one-to-one and focus groups
interviews) was chosen to enable the generation of parallel
accounts that complemented one another thus producing
richer data and a more valid evaluation of findings. Focus
groups were used to explore the women’s experiences
of health services and their knowledge of health issues;
it provided an opportunity for them to interact, ask each
other questions, and re-evaluate and reconsider their
understanding of specific issues and experiences. Oneto-one semi-structured interviews provided a detailed and
continuous narrative of their views on themes that emerged
only briefly during the focus group discussions15.
A convenience and purposive sampling approach was
used to locate, identify and recruit participants with similar
characteristics that were of relevance to the study from
Somali community centres16. Also, individuals were recruited
to the focus groups through snowballing. The researcher
contacted and liaised with managers of Somali community
centers in Leicester and posted leaflets about the study.
Prior to interviews and focus group discussions, participants
completed consent forms and a brief demographic
questionnaire that included personal details to establish
length of residency in UK, number of children and age.
Data collection
Two focus group discussions made up of five to six women
were conducted in English and Somali with the help of
an interpreter. This method is important because unlike
traditional methods, it gives access to ‘hard to reach’
groups with inadequate literacy or language in the dominant
culture an opportunity to participate in research17. A flexible
moderator guide informed by the literature review was
used to steer discussions enabling participants to express
their views freely. The guide used included general and
more specific questions relating to women’s experiences
of accessing maternity care in the UK, the importance
and take up of antenatal care and tests, their information
needs around pregnancy and childbirth, their sources of
support and information around pregnancy and childbirth,
and suggestions to improve maternity care for them as a
group. The guide was reviewed and updated after the first
focus group discussion to reflect new information/issues
that were emerging.
Five one-to-one semi-structured interviews were
conducted using an interview guide at venues and times
convenient to participants and these included their homes
and places of work or study. These one-to-one interviews
elicited private (individual) accounts of the everyday
knowledge, experiences, thoughts and judgements around
pregnancy and childbirth. These interviews provided a
detailed and continuous narrative of each woman’s view on
themes that emerged only briefly during the focus group
discussions. All discussions and interviews were audiotaped.
Data analysis
The audiotapes were transcribed and important themes and
patterns defined. Collected data were then analyzed using a
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constant comparison method16. Data analysis began as soon
as the first focus group discussion was completed. The data
were transcribed and the transcript read over and over and
as meaning was discerned, codes were applied to develop
categories later used to develop one or more themes.
The constant comparison method of grounded theory was
used to compare data from different sources until data
saturation was reached and main themes and sub-themes
were developed18. At this stage, the data were imported
into Nvivo 10 for organization into nodes (major themes).
Finally, verbatim quotations were used (with language edits
where appropriate) to illustrate the major themes identified
by focus group and one-to-one interviews.
RESULTS
A total of 16 participants aged 22–38 years who had all
recently migrated to Leicester were studied. They had all
recently accessed maternity care/services and were either
currently pregnant or had had a baby in the UK within the last
two years. Table 1 shows the demographic characteristics
of the focus and interview groups. All the 6 women in the
first focus group (FG1) spoke English fluently whereas the 5
in the second group (FG2) did not and therefore needed an
interpreter. Some of the women had obtained EU citizenship
in other countries (Netherlands, Denmark, Sweden) prior to
coming to the UK while others were asylum seekers.
Five themes on factors influencing access to maternity
services emerged from the analysis of the data and these
were: 1) positive attitude of community midwives and
availability of community services; 2) language difficulties
and ineffective communication; 3) lack of cultural awareness
and preconceived ideas; 4) need for continuity of care and
more resources; and 5) personal and community and religious
influences, views and experiences of other Somali women.
Positive attitude of community midwives and
available community services.
Most women indicated that positive attitudes of the
midwives in the community resulted in a positive maternity
care experience. This was despite the stress from a shortage
of midwives; they were still very friendly and caring:
‘Our community midwife is very good and is always
smiling. She is sometimes frustrated as she cannot visit us

for more days.’ (Participant 5, FG1)
Some of the women developed trusting relationships with
their midwives and consequently could speak freely with
them and received advice. This experience was perceived as
very useful and reassuring:
‘I like the community midwives ... they are very friendly ...
you almost forget that they are midwives. We see them as
very caring and they let you speak to them confidentially; you
feel like you have all the time to speak to them.’ (Interview
2)
‘I got a lot of advice from the midwife and it was useful.’
(Interview 5)
Some of the women found the local Sure Start (a
program targeting parents with children under the age of
4 years living in the most deprived communities in the UK)
very useful. The women could get there easily and meet with
others from their community and also talk freely about their
health in general and their pregnancies in particular.
Language difficulties and ineffective communication
Some women especially those having their first babies in
the UK found the pregnancy booklets and leaflets given at
the centers as sources of useful information. However, these
were not perceived as very useful by the women who could
neither read nor understand English. These contrasting
views were highlighted in these quotes:
‘At my first appointment with midwife I was given the
pregnancy book and leaflets. As I could read, these provided
information I needed and as such were very useful.’
(Interview 4)
‘The welcome pregnancy package contains a lot of
information about pregnancy and how to take care of
yourself and your baby. However, if you cannot read English,
that would be of no use to you.’ (Interview 2)
As mentioned above, some of the women mentioned
that they could not speak English fluently making it difficult
for them to communicate with health professionals
especially in the hospitals. They were therefore gaps in their
understanding even when the information was provided:
‘How will I deal with a midwife in the hospital if we do not
understand each other? What is the point of going there if
she does not speak my language or understand me when I
speak hers?’ (Participant 4, FG1)

Table 1. Demographics of participants
Participants

n

Mean age (years)

Mean number of
children

Interview
language

Years in UK

Focus Group 2

5

30

3

Somali (interpreter)

Mean 6

Focus Group 1

6

28.5

3

English

Mean 9

Interview 1

1

38

4

English

10

Interview 2

1

24

2

English

9

Interview 3

1

30

5

English

11

Interview 4

1

27

2

English

6

Interview 5

1

34

4

English

5
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‘Some women might not know what to do and
because they do not speak the language and there are no
information leaflets in Somali in our community where 70%
of population here are Somali, they will therefore struggle to
find them useful.’ (Participant 1, FG2)
E ve n w i t h o u t m a j o r l a n g u a g e p ro b l e m s , p o o r
communication can affect the care experiences of ethnic
minority women. A subtheme that was very apparent was
the importance of effective communication. Many women
said healthcare staff did not adequately explain medications
and investigations they were offered during pregnancy:
‘If I have any questions, I will probably find somewhere
else to go to than the GP. You are not told things in detail,
they do not tell you anything relevant. I was offered DS
(Down's Syndrome) testing and I accepted but there was
no explanation, nothing. I was not even told clearly how the
test was going to be done even though it was my first time.’
(Interview 1)
‘When I first came and spoke little English they gave me
a medicine when I was pregnant and did not explain what it
was for.’ (Interview 3)
This lack of effective communication had a profound
impact on the women during a stressful time of their
lives. For example, at the hospital during delivery a woman
described a situation where she was anxious about a
procedure that no one explained and furthermore she felt
completely ignored:
‘About 10 different people came and looked at the baby
monitor. I did not know what was happening, nobody was
talking to me until I had to ask. They came and checked
me, then they left; they did not inform me about anything
or talked to me, nothing like that. Then they induced me.
It was my first baby and they didn't explain why to me.’
(Participant 3, FG2)
In addition, the women were apprehensive of caesarean
sections (CS) as these were not properly explained to them
and some felt like they were being used for practice by
some of the doctors:
‘I got there in labor hoping for a normal delivery then at
the last minute somebody told me, my baby was in distress
and said sign here for a CS. I wanted to say no, hold your
horse, what are you talking about? No one told me about
the possibility of CS during delivery.’ (Participant 5, FG1)
Another subtheme was the lack of interpreters. It was seen
as a barrier to accessing the maternity services. In the focus
groups and one-to-one interviews, the women said they had
to rely on someone from their community to interpret for
them or cancel appointments if none was available:
‘I needed someone to interpret for me as the midwife
could not have the interpreter. I had to drag people from the
community who then found out different things about me
which was uncomfortable. Sometimes they had to cancel
my appointments and I had to come back another day.’
(Participant 4, FG2)
‘At the beginning (of delivery) I had to phone someone
from my community to come to the hospital so I could get
the needed help. I was uncomfortable with this and not
happy; it made me a bit frustrated.’ (Participant 2, FG2)
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Cultural awareness and preconceived ideas
Many of the women commented on the lack of support and
empathy from some of the health professionals especially
hospital-based ones at a very vulnerable time of their lives
and as a result avoided seeking help:
‘After I had so many stitches, no one looked after me.
I asked the midwife if she could help bring me tea and
she said you have legs and can go and get it yourself.’
(Participant 2, FG1)
‘When you have that kind of attention (being ignored)
you feel you are a burden and thus tend to avoid seeking
help from the people you feel you are a burden on. You
keep everything to yourself and want to get out of the place
quickly.’ (Interview 04)
The women felt they were not being listened to during
their interactions with staff, some of whom were ‘unfriendly’
and completely ignored the women. This was particularly
so during labor, and that had an adverse effect on their
experiences:
‘They (staff) listen to the machine most of the time rather
than to you.’ (Participant 4, FG1)
‘Sometimes you feel like you are being treated as an
object; you are more or less given what they (staff) think you
need and not what you feel you need; no one listens to you.’
(Interview 2)
Most of the women felt there was insufficient awareness
or understanding of their culture by some health
professionals to enable the staff to give appropriate care
during childbirth. Most women felt that many midwives and
health professionals were not well informed and trained on
FGM/FGC, for example and on how to deal with women
from their community who presented with it. This lack of
awareness and resulting insensitivity led to very traumatic
experiences and outcomes for some women:
‘A lot of midwives do not know about our culture and
when they see circumcision for the first time, (I think) they
are shocked.’ (Participant 5, FG2)
‘In our culture, women are sown up so it is difficult to
deliver, so they have to be cut to get the baby out fast so
the mum is not struggling. Here they did not cut and the
baby was forced through causing severe damage to me. I
requested a cut but no one listened.’ (Interview 1)
‘I do not know why I had a caesarean section. It was not
okay that they did not explain and I believe the doctors
wanted to practice on me.’ (Interview 5)
Women felt that some health professionals had
preconceived ideas and/or stereotype views about them
and their culture and this sometimes led to abuse and
insensitive and discriminatory comments:
‘They have this perception that you do not require all
these things because you are from this community or that
Somali woman do not care about certain things like pain
relief medicine.’ (Participant 1, FG2)
‘Maybe because of our color, culture, religion or some
other reason, they (staff) think they are better than us.
Sometimes you will hear women being abused by comments
like, you are coming back every day because you want to live
on the benefit money. The worst thing one staff said was
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I will probably see you again next year ... it makes you feel
worthless.’ (Participant 2, FG2)
Need for continuity of care and more resources
The women were frustrated at not being able to see the
same health professional antenatally and at intrapartum,
and stressed the need for continuity of care. Many, for
example, found it very stressful meeting completely new
individuals in labor (in the hospital) rather than the familiar
and trusted community midwife they had confided in:
‘People in my community have trust issues with anyone
(strangers). They are very careful with whom they deal with.
Besides giving birth in the hospital myself, I have also been
there with people who needed my help and they questioned
everything because they did not trust the staff.’ (Participant
4, FG1)
‘In this country, when you become pregnant you see your
community midwife and develop a trusting relationship with
her, but when you are about to deliver you go to the hospital and
meet a midwife for the first time who is new to you. At some
stage of the labor where there are problems a doctor pops out
from somewhere that you don't know.’ (Participant 5, FG1)
There was a feeling that maternity care in the community
and in the hospital had been affected by a reduction in staff
numbers and the number of available service days:
‘Our community midwife used to work 5 days a week, but
now this has been reduced to two, which is very stressful to
her and us. She might thus be unable to give you as much
time as you need because she is concern about the many
people waiting in line to see her.’ (Participant 3, FG2)
‘After delivery, I had to wait for two hours for stitches in
the room where I had delivered my baby. I felt messy and
nobody cared or came to clean me up and - blood was on
the floor and everywhere.’ (Participant 3, FG1)
Personal and community influences, views and
experiences
Organizational factors as well as several personal and
community factors were highlighted as barriers to the
women accessing maternity care. These included their
religious and traditional/community influences, fear of
medical interventions and trust in the experiences of
community women:

Religious and traditional/community influences
The influence of religion was reflected in the women’s
views about accessing antenatal classes, tests and scans;
referencing the perceived role of God "Allah" and religion in
their healthcare seeking behavior:
‘I was introduced to antenatal classes and stuff like that
but I did not go. What is the point of going there; why do I
need it anyway, (InshAllah) God will help me hence I know
I will be fine. I don’t need all these breathing techniques.’
(Participant 2, FG1)
‘Whether the baby is disabled, has Down Syndrome is
going to be healthy or not, most Somali women refuse tests
because they think whatever is inside, Allah created and
they have to appreciate and accept it as a gift.’ (Participant
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1, FG1)
Many women reflected on their personal as well traditional
and community health beliefs around pregnancy, and how
these impacted on their decision to access care:
‘A lot of people belief that, the tests offered are done
internally (vaginally) and they refuse them because they
might miscarry. Anything that is optional tends to be
rejected because they belief that the way the procedure is
done maybe dangerous or risky.’ (Interview 2)
‘In our community we tell each other things. My cousins
are more educated, some have more kids than I do, so they
know what they are talking about; they have more real-life
experiences.’ (Participant 2, FG2)
Some participants expressed an obvious lack of knowledge
and access to information about the availability of antenatal
care services such as antenatal classes in their area.
‘I do not know what antenatal care classes are …’
(Interview 1)
‘The women are just going to Sure Start every day and
checking their blood pressure and baby's heart beat that's
it, no one is informing them where to go for classes, what
exercises to do during pregnancy …’ (Participant 3, FG2)
However, those who knew about antenatal classes
thought these were irrelevant especially those having second
or third babies. They thought they were only important for
women having babies for the first time:
‘Most women think it's a waste of time; they very rarely
go because they will not learn anything new. When it is the
first child the woman should go but when she has other kids
she would not.’ (Interview 5)
‘I do not go to them as they are optional. They are quite
important if you are having you first child because they will
give you an inside (to pregnancy and childbirth) and answer
a lot of questions. I do not have time and it's my second
child, so I have been through it once and kind of know what
to expect.’ (Interview 2)

Fear of medical intervention or caesarean sections (CS)
All the women wanted everything done to enable them
deliver normally. They were apprehensive about prenatal
tests like Down Syndrome screening and interventions at
delivery especially CS because of possible complications:
‘If you have a CS, the place of the cut becomes weak and
you cannot have more children. I think most of us believe
in having more than one or two children. So that is the
biggest phobia, I think. Because of the experience of a poor
service, you will always believe that you did not get enough
help and support and that is why they are going for the CS.’
(Participant 1, FG2)
‘Back home (in Somalia) there is no such thing as CS. A
Somali woman with five or six children cannot afford to have
a CS with complications and stay in bed for 6 months after.’
(Interview 4)
Trust in the experiences of and advice from community
members
The women trusted and relied on advice and support from
their mothers and other women in their community during
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pregnancy than from the health professionals. Women in
the community could be trusted easily more so because of
their extensive experiences:
‘My mother has been through it before so I ask her
questions. I do not bother going to the doctors, I put it off. I
do not see the midwives often. Any concerns or worries that
I might have I might call on someone experienced who has
had 4 children and ask. There are however, a lot of myths
and you have to separate them from facts.’ (Interview 2)
Suggestions to improve awareness and access to
services
The women suggested ways to increase awareness and
access as well as improve existing services around pregnancy.
The suggestions were focused on communication, cultural
awareness and service improvement:

Appropriate language and effective communication
It was suggested that the language and method used to
communicate with them needed to be appropriate, and
the information delivered effectively using professional
interpreters (i.e. independent – not relatives or from the
community) and be available for those who were not fluent
in English:
‘I will benefit more and get better services if they (staff)
had a person who spoke my language.’ (Participant 4, FG1)
‘I think they (staff) should get some interpreters
to translate … it will be better for establishing good
relationships and communicating well.’ (Interview 4)
They emphasized that health professionals should
communicate more clearly and effectively with them and
that the tools of communication should be appropriate:
‘Even if the leaflet is in my language, it should
understandable. It should contain target words, not too long
and with easy-to-understand content.’ (Participant 5, FG1)
Use of community groups with peer support
Participating women felt that group meetings or discussions,
that were women-only and led by or involved someone
familiar with or from the community would be very useful
and an effective communication tool:
‘Group meetings are better … only women meetings like
this one. Both young and elderly should mix.’ (Participant 2,
FG2)
‘The best way to inform women about services is to get
someone from the Somali community that we are familiar
with as we tend to believe someone if they are older. (They)
can come along with the midwife/doctor and act like the
middle-man between them and the community. Because if
it is somebody outside the community, I do not think they
will be taken seriously.’ (Interview 2)
Improve cultural-sensitivity staff training
In terms of improving cultural sensitivity in the care
provided, the women suggested that staff should be trained
on issues related to ethnic and cultural diversity:
‘Staff should be trained in equality and diversity as they
do not understand other people’s culture, background and
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how they think. They (staff) need to be trained.’ (Participant
5, FG1)
‘They (staff) need to know more about our culture and
relate to us as human beings and not as something else …
the staff have to be educated properly and have people skills
and not criticize us and put us down for having too many
children.’ (Participant 1, FG2)
Educating health professionals around FGM/FGC
It is important that health professionals are educated on
FGM/FGC and be opened to help affected women. Most in
the study had undergone FGM/FGC and were comfortable
talking about it. They felt that it was a good idea to work
with health professionals to manage FGM/FGC before
pregnancy and that it was their responsibility to seek help:
‘If you already had period problems and felt pain as a
teenager, you should seek help for this so that you are openup before marriage if that is what you need.’ (Participant 1,
FG1)
‘It is good to have contact with the doctor before you
even get pregnant because of the consequences that will
come after.’ (Participant 3, FG1)
Some women offered suggestions about how to build
trusting relationships between staff and the women, which
was perceived as very important to them and would ensure
continuity of care:
‘You should have one or two people that will deal with you
basically throughout pregnancy and delivery.’ (Participant 3,
FG2)
DISCUSSION
This study identified five main themes that had an
impact on understanding of and access to maternity care
services by Somali women in Leicester. These included:
1) impact of available community service and attitude of
community midwives; 2) language difficulties and ineffective
communication; 3) cultural awareness especially of FGM/
FGC by hospital staff; 4) trust and continuity of care; and 5)
personal, community and religious beliefs and views.
Care from the midwives in the community and Sure
Start centers was rated highly, and positively impacted
on experience of accessing maternity care. The midwives
were described as friendly, caring and trustworthy people to
whom the women could talk freely and confidentially about
their health and the pregnancy. These findings are similar
to those from similar studies in Norway and the UK that
identified the link between the trust gained by women with
care providers and their access to healthcare services10.
Although the pregnancy booklets the women received
from the midwives at their first antenatal visits in the
community centers were acknowledged to contain very
useful information on pregnancy and childbirth, many felt
language barriers significantly impacted on their benefits to
the women. This was more for those not fluent in reading
or speaking English. The women suggested that translating
these into their language or using information in them at
discussion fora/groups could better disseminate it. Other
studies10,12 have also highlighted the linguistic concerns of
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recently arrived non-European language speaking women
and the lack of adequate provision of language support
services. This affected the ability of some of the women in
this study to access maternity services as well as making
informed choices and decisions about their care. Similar
findings have also been reported elsewhere in studies with or
including Somali women13,19. Although it is well established
that effective communication, particularly between
healthcare professionals and patients, is a fundamental
prerequisite for quality in maternity care, its importance
seems not to always be emphasized in most settings20.
Compounding the language difficulties in our study was
inadequate explanation to the women of why things were
being done by healthcare providers. This led to a lack of
understanding of procedures such as CS or tests like Down
syndrome screening, all of which negatively impacted on the
care received. Dormandy et al.20 in studies of migrants and
access to antenatal care that included Somali women also
found lack of understanding about procedures as a barrier
to accessing care. A study by the Tower Hamlet Primary
Care Trust in London made several recommendations
on how to improve access including the need for proper
explanations of test procedures and screening, and for all
information in the ‘red’ book (pregnancy booklet) to be
explained to women. The women we studied did not only
make similar suggestions but also highlighted the need
for available, simple, step-by-step and easily understood
information, preferably in their own language. Evidence
clearly demonstrates that women have better physical and
emotional outcomes during labor if they understood the
care, they were receiving21.
Lack of independent professional interpreters was an
important factor in the cancellation of clinic appointments
with midwives in the community in this group. The use
of professionally accredited interpreters has been shown
to improve both access to care and clinical outcomes for
those with limited English proficiency21. In the UK, official
maternity service policies require all providers and primary
healthcare centers to offer professional interpreting services
to those with limited or no English5. It has been shown that
lack or shortage of independent interpreters might diminish
the desire of women to access antenatal care early or
regularly11. Reliance solely on interpretation as the method
of overcoming communication barriers fails to acknowledge
that many migrant women, including Somali women, are
reluctant to use interpreters for fear of misinterpretation
and breach of confidentiality, if these are from their
communities10. The women we interviewed said they were
not happy that friends and family members were used as
interpreters because of these concerns. While advocating for
independent interpreters to be made continuously available,
our findings suggest a need for these to be culturally trained
and also be aware of the specific needs of women.
A key factor to a better pregnancy outcome is continuity
of care. In this study, the women had very positive views
towards the community midwives with whom they
had established a trusting, understanding and caring
relationship. This contrasted with the insensitivity and
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stereotype treatment shown by some of the hospital staff
they met for the first time in labor. It has been shown that
women from ethnic minority communities are less likely to
have access to continuity of care, even though this may be
more important for them22. The UK government guidelines
state that throughout pregnancy and childbirth, midwives
are responsible for ensuring continuity of care in order to
increase women’s satisfaction, improve communication and
enhance overall sense of control and the ability to make
informed choices 23. In studies involving Somali women,
lack of continuity of care led to severe communication
difficulties and made it harder for the women to develop
vital relationships and rapport with health professionals
that required familiarity and trust11-13. The women in this
study were frustrated by lack of continuity of care and
would have preferred the midwife they knew and trusted in
the community to be present at childbirth in the hospital.
Meeting staff for the first time in the hospital and especially
in labor did not allow them enough time to establish
trusting relationships that could positively impact on the
care received. While the women advocated for a designated
community midwife to be part of their birthing team,
it is important to acknowledge the implications of this
on staffing levels and numbers23. Indeed, lack of enough
midwives in the community meant appointments were
overbooked, some cancelled and available clinics reduced
from 5 to 2 per week.
In this study, women viewed the attitudes of some staff
towards them as generally poor. Many felt frustrated by
the rudeness, lack of understanding and empathy (towards
them) from some hospital staff and this negatively affected
them. Some of the experiences left the women traumatized
and feeling worthless. That their views and opinions were
not listened to, that they were not involved in decision
making about their birth and felt completely ignored, were
findings previously reported24. Cultural insensitivity, labelling,
prejudice and stereotype comments and discrimination
by care providers negatively affect care received, as was
the case here and from other studies exploring access
to maternity care and child birth experiences of migrant
women, including Somalis 10. The women felt devalued
and alienated by some staff who stereotyped them and/or
treated them without sensitivity25.
Poor knowledge, lack of cultural sensitivity and
inconsistency in care by some staff around FGM/FGC were
concerns of the women. Some midwives lacked basic
knowledge and awareness on how to deal with FGM/
FGC at delivery. Consequently, they provided insensitive
care making labor traumatic to the women. Furthermore,
complications like perineal lacerations were blamed on this.
These findings are in line with those from other studies of
similar women 26-28. In addition, our women identified as
an issue inconsistency in their care of women with FGM/
FGC across the country. Defibulation, for example, was not
routinely offered in Leicester, but our cohort were aware
that it was offered in London. The women suggested that
hospital staff, especially midwives, should be offered indepth training on cultural diversity in general and how to
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deal sensitively with issues around FGM/FGC in particular.
Religious beliefs have been shown to play an important
role in the health seeking behaviors of Somali and Muslim
women29. This was acknowledged in this study where the
women expressed a strong belief in God’s role in their lives.
This influenced their decision to seek information about or
undertake certain procedures, especially those related to
identifying abnormality (as termination of pregnancy is not
allowed in their religion which holds that unborn children
should be accepted as a gift from God without question).
Most, therefore, did not have antenatal DS screening.
Recognizing these beliefs and counselling appropriately,
for example that screening does not equate to termination
of pregnancy, would be more acceptable and thus may
increase acceptance.
The finding that the women held very negative views
and attitudes towards caesarean delivery, such as fear or
apprehension of the procedure, general dissatisfaction and
skepticism, is consistent with published studies10,11,13. They
were apprehensive of CS because of the perceived greater
risk of complications that could stop them from having
more children and/or recover quickly to care for their babies.
While this is not unique to this population, it highlights the
importance of clear communication and discussion of the
benefits, risks and indications for procedures or interventions
like CS, not only to Somali women but to all pregnant
women and their partners, antenatally and intrapartum, to
help them make informed choices30. The mistrust among
the women of the medical motives for CS was based on the
common belief that inexperienced doctors in hospital use
women like them for practice as previously reported31 and
was partly a consequence of either being misinformed or
inadequately informed.
Interestingly, certain common traditional beliefs and views,
as well as experiences of others within their community,
influenced the women’s decision to access care. There was
more reliance on community support and the experience
and expertise of trusted women in the community than on
healthcare professionals. Some women ignored or did not
engage regularly/properly with maternity services because
of lack of trust in healthcare professionals as a result of
past negative personal experiences 10. Conversely, the
women trusted the advice of experienced community (older
relatives) women whom they knew very well. Unsurprisingly,
they suggested that maternity information and advice would
better be disseminated through group discussions led by
or with the involvement of familiar and respected members
of the community with whom they could relate, acting as
‘middlemen’ as previously shown10.
Implications for practice
If access to maternity services by migrant women such
as those born in Somalia is to be improved, the findings
from this and other studies show that there must be
effective communication between the women and
healthcare services. This can only be achieved if language
difficulties are overcome. This would be possible through
the use of independent professional specific interpreters
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who are culturally trained and are available antenatally and
intrapartum. Where possible documents such as pregnancy
booklets, patient information leaflets and other educational
materials should be translated into the language of minority
groups, as suggested by the women in this study. This
must, however, be rationalized based on resources and the
population being targeted as not every minority group could
be offered this.
The role of community discussion groups led by or
supported by peer educators should be explored as an
approach to raise awareness of and disseminate information
about maternity care within this particular community.
The community and its members to whom the women
relate better, and trust more, are an important resource in
educating and empowering women about their health in
general and in pregnancy.
Cultural competence training programs, particularly on
diversity, for all healthcare professionals should not only be
improved but made mandatory and furthermore effectively
and regularly monitored. Such training programs should
focus on finding ways to build trusting relationships,
particularly between hospital-based staff (such as those
in delivery units) and the women, to improve their delivery
experiences.
Research should be undertaken into possible involvement
or role of African migrant men in the care of their pregnant
wives. Although this study did not focus on this issue, it was
raised as a concern by some women.
Limitations
Although the number of volunteers in this study could be
considered small and therefore a weakness, most such
studies have samples of 6 to 10. Furthermore, the 16
women that had had several pregnancies and the fact that
many had all delivered in Europe, makes their observations
very powerful in the context of the UK and other countries
receiving migrants from Europe. Being a UK-based study
could also be considered a limitation, but we feel that
the experiences of migrants in high-income countries,
worldwide, would be the same as reported by Utne et al.10
from Norway.
Purposeful and convenience sampling was used to recruit
the participants which meant that they did not represent
the whole community in the UK and this might have
introduced selection bias32. However, although the sample
was selected purposively, they were used purposefully to
analyze the data collected, in order to illuminate subtle but
potentially important differences33. The use of a qualitative
approach underpinned by grounded theory enabled us to
gain a different and deeper perspective about access
to maternity care among Somali women, many of whom
had migrated from other European countries. Indeed,
some of the factors that influenced access to maternity
care, highlighted by the women in this study, were similar
to those of Somalis in Norway17. The use of interpreters
could have potentially introduced an element of bias in the
deciphering of the data, however as most of the translated
data were similar to those obtained from women who spoke
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English fluently, this is unlikely to have been significant. In
this context, it is recognized that interpretation of attitudes
of staff by the women may reflect perceived stereotypes in
the communities rather than reality.
CONCLUSIONS
This study identified 5 key broad factors that influenced
access to care before and around pregnancy by Somali
migrant women in the UK. These were communication
difficulties, cultural awareness or lack of it, influence of
communities (discussions and opinions of others), and
need for continuity of care and support from community
midwives. While the attitude of community midwives had
a very positive impact, poor communication and lack of
cultural awareness as well as insensitivity by some hospital
staff significantly affected experiences to the extent
that some women were traumatized and felt devalued.
Increasing community midwifery services, providing
professional interpreters trained in cultural and racial
diversity and including community leaders in discussions
and communications will go a long way to addressing some
of these barriers.
REFERENCES
1. Control of Immigration: Quarterly statistics. Office of
National Statistics; 2009. Accessed October 12,
2021. https://data.gov.uk/dataset/c2a3650e-bc4c4d13-948b-66cf140322b5/control-of-immigrationquarterly-statistics
2. At home in Europe: Somalis in London. Open
Society Foundations; 2014. Somalis in European
Cities. Accessed October 12, 2021. https://web.
archive.org/web/20150203000254/http://www.
opensocietyfoundations.org/sites/default/files/
somalis-london-20141010.pdf
3. Small R, Gagnon A, Gissler M, et al. Somali women and
their pregnancy outcomes postmigration: data from six
receiving countries. BJOG. 2008;115(13):1630-1640.
doi:10.1111/j.1471-0528.2008.01942.x
4. Johnson EB, Reed SD, Hitti J, Batra M. Increased
risk of adverse pregnancy outcome among Somali
immigrants in Washington state. Am J Obstet Gynecol.
2005;193(2):475-482. doi:10.1016/j.ajog.2004.12.003
5. National Collaborating Centre for Women's and
Children's Health. Antenatal Care: Routine Care for
the Healthy Pregnant Woman. 2nd ed. Royal College
of Obstetricians and Gynaecologists; 2008. Accessed
October 12, 2021. https://www.ncbi.nlm.nih.gov/
books/NBK51886/pdf/Bookshelf_NBK51886.pdf
6. WHO Recommendations on antenatal care for a positive
pregnancy experience. World Health Organization; 2016.
Accessed October 12, 2021. https://apps.who.int/iris/
bitstream/handle/10665/250796/9789241549912eng.pdf
7. Redshaw M, Rowe R, Hockley C, Brocklehurst P. Recorded
Delivery: A national survey of women’s experience of
maternity care, 2006. National Perinatal Epidemiology
Unit; 2007. Accessed October 12, 2021. https://www.

Eur J Midwifery 2021;5(December):56
https://doi.org/10.18332/ejm/143167

European Journal of Midwifery

8.
9.

10.

11.

12.

13.

14.
15.
16.
17.

18.

19.

20.

21.

22.

npeu.ox.ac.uk/assets/downloads/reports/MaternitySurvey-Report.pdf
Women’s Experience of Maternity Care in the NHS in
England. Healthcare Commission; 2007.
Knight M, Kurinczuk JJ, Spark P, Brocklehurst P.
Inequalities in maternal health: national cohort study
of ethnic variation in severe maternal morbidities. BMJ.
2009;338:b542. doi:10.1136/bmj.b542
Utne R, Antrobus-Johannessen CL, Aasheim V,
Aasekjær K, Vik ES. Somali women's experiences of
antenatal care: A qualitative interview study. Midwifery.
2020;83:102656. doi:10.1016/j.midw.2020.102656
Davies MM, Bath PA. The maternity information
concerns of Somali women in the United
Kingdom. J Adv Nurs. 2001;36(2):237-245.
doi:10.1046/j.1365-2648.2001.01964.x
Harper-Bulman K, McCourt C. Somali refugee women's
experiences of maternity care in west London: A case
study. Critical Public Health. 2002;12(4):365-380.
doi:10.1080/0958159021000029568
Straus L, McEwen A, Hussein FM. Somali women's
experience of childbirth in the UK: Perspectives from
Somali health workers. Midwifery. 2009;25(2):181186. doi:10.1016/j.midw.2007.02.002
Strauss A, Corben J. Basics of qualitative research:
techniques and procedures for developing grounded
theory. Sage Publications;1998.
Kitzinger J. Qualitative research. Introducing
focus groups. BMJ. 1995;311(7000):299-302.
doi:10.1136/bmj.311.7000.299
Bryant A, Charmaz K. The SAGE handbook of grounded
theory. SAGE Publications; 2011.
Doshani A, Pitchforth E, Mayne CJ, Tincello DG. Culturally
sensitive continence care: a qualitative study among
South Asian Indian women in Leicester. Fam Pract.
2007;24(6):585-593. doi:10.1093/fampra/cmm058
Onwuegbuzie A, Dickinson W, Leech N, Zoran A. A
Qualitative Framework for Collecting and Analyzing
Data in Focus Group Research. Int J Qual Methods.
2009;8(3):1-21. doi:10.1177/160940690900800301
Carolan M, Cassar L. Antenatal care perceptions of
pregnant African women attending maternity services in
Melbourne, Australia. Midwifery. 2010;26(2):189-201.
doi:10.1016/j.midw.2008.03.005
Dormandy E, Michie S, Hooper R, Marteau TM. Low
uptake of prenatal screening for Down syndrome in
minority ethnic groups and socially deprived groups: a
reflection of women's attitudes or a failure to facilitate
informed choices? Int J Epidemiol. 2005;34(2):346352. doi:10.1093/ije/dyi021
Karliner LS, Jacobs EA, Chen AH, Mutha S. Do
professional interpreters improve clinical care for patients
with limited English proficiency? A systematic review of
the literature. Health Serv Res. 2007;42(2):727-754.
doi:10.1111/j.1475-6773.2006.00629.x
Women’s experiences of maternity care in England: Key
findings from the 2010 NHS trust survey. Care Quality
Commission; 2011. Accessed October 12, 2021.

9

Research paper

23.
24.

25.

26.

27.
28.

29.

30.
31.

32.

33.

https://nhssurveys.org/wp-content/surveys/04maternity/04-analysis-reporting/2010/Key%20
findings%20report.pdf
McCourt C, Pearce A. Does continuity of carer matter
to women from minority ethnic groups? Midwifery.
2000;16(2):145-154. doi:10.1054/midw.2000.0204
Partnerships for Children, Families and Maternity.
Maternity Matters: Choice, access and continuity of care
in a safe service. Department of Health; 2007. Accessed
October 12, 2021. https://dera.ioe.ac.uk/9429/7/
dh_074199_Redacted.pdf
E s s é n B , J o h n s d o t t e r S , H o ve l i u s B , e t a l .
Qualitative study of pregnancy and childbirth
e x p e ri e n c e s i n S o m a l i a n wo m e n re s i d e n t i n
Sweden. BJOG. 2000;107(12):1507-1512.
doi:10.1111/j.1471-0528.2000.tb11676.x
Ahrne M, Schytt E, Andersson E, et al. Antenatal care
for Somali-born women in Sweden: Perspectives
from mothers, fathers and midwives. Midwifery.
2019;74:107-115. doi:10.1016/j.midw.2019.03.022
Rymer J, Momoh C. Managing the reality of FGM in the
UK. In: Momoh C, ed. Female Genital Mutilation. CRC
Press; 1999.
Vangen S, Johansen RE, Sundby J, Traeen B, StrayPedersen B. Qualitative study of perinatal care experiences
among Somali women and local health care professionals in
Norway. Eur J Obstet Gynecol Reprod Biol. 2004;112(1):2935. doi:10.1016/s0301-2115(03)00313-0
Bawadi H, Ahmad MM. Childbirth and New Mother
Experiences of Arab Migrant Women. MCN Am
J Matern Child Nurs. 2017;42(2):101-107.
doi:10.1097/NMC.0000000000000309
Malin M, Gissler M. Maternal care and birth outcomes
among ethnic minority women in Finland. BMC Public
Health. 2009;9:(1)84. doi:10.1186/1471-2458-9-84
Sievers E. Perinatal morbidity and mortality among
migrants in Europe. In: Ingleby D, Krasnik A, Lorant V,
Razum O, eds. Health Inequality and Risk Factors among
Migrants and Ethnic Minorities. Garant Publishers;
2012:180-191. COST Series on Health and Diversity.
Denscombe M. The Good Research Guide: For smallscale social research projects. 4th ed. Open University
Press; 2010. Accessed October 12, 2021. https://
www.researchgate.net/publication/316114398_
The_good_research_guide_for_small-scale_social_
research_projects
Barbour RS. Checklists for improving rigour in
qualitative research: a case of the tail wagging
the dog? BMJ. 2001;322(7294):1115-1117.
doi:10.1136/bmj.322.7294.1115

European Journal of Midwifery

ACKNOWLEDGEMENTS
We are grateful to the Somali women whose contributions made
this study a reality. Our thanks also to the management and staff
at the Somali Development center and Somali Solution center.
Special thanks go to Jane Barlow for her support.
CONFLICTS OF INTEREST
The authors have completed and submitted the ICMJE Form
for Disclosure of Potential Conflicts of Interest and none was
reported.
FUNDING
There was no source of funding for this research.
ETHICAL APPROVAL AND INFORMED CONSENT
Ethical approval was obtained from the Biomedical Research
Ethics Committee of Warwick University (No. 2007-05-2012). All
the participants gave informed consent.
DATA AVAILABILITY
The data supporting this research cannot be made available for
privacy reasons.
AUTHORS’ CONTRIBUTIONS
The concept was suggested by JCK. JK applied for ethical
approval, conducted the interviews and transcribed the data.
JK analyzed the data and wrote the first draft and JCK read and
contributed to the final version.
PROVENANCE AND PEER REVIEW
Not commissioned; externally peer reviewed.

Eur J Midwifery 2021;5(December):56
https://doi.org/10.18332/ejm/143167

10

