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Abstract

Rapid increase in the scale, speed and spreadnoignaition over the past two decades has
led to an increase in complexity of populationsned superdiversity. Concerns have been
expressed about impacts of the pressure that supesitly is said to place upon maternity
services. High migrant fertility and infant and teraal mortality rates have long been
observed in diverse areas with inadequate antemeataitoring seen as a major causal factor
in migrants’ maternity outcomes. Using qualitatidata from a study of new migrants’
access to maternity services in the UK’s West Midiregion, with some of the highest
infant and maternal mortality rates in Europe, ffaper looks at the reasons migrants’ access
to antenatal care is poor. The paper finds thatraoy to earlier studies which pointed to a
lack of priority placed on such care by migrantsgcambination of structural, legal and

institutional barriers prevent migrant women actegsffective antenatal care.

Key words: migrant, maternity, antenatal care, superdiver&iK

Introduction

Enormous demographic changes have been witnesgadape over the past two decades as
EU countries have transformed from being countrads emigration to countries of
immigration receiving over twenty-six million migres in just two decades (Boeri 2011).
Driven by these changes populations have becomes rdiverse as the complexity, spread
and scale of migrant arrivals increases. Whilahynnew migrants move to existing areas of
diversity, others move to towns and rural areab \Wiitle experience of immigration. Earlier
migrations involved large numbers of people migmgtior employment from a few former
colonies to a small number of places. These deetdbld” migration flows continue

alongside the arrival of new migrants from almostrg country in the world to many more



places. Internal differentiation within country ofigin groups has further diversified
populations and is observable by immigration statekgion, class, age, gender, ethnicity,

language and education resulting in what Verto2€07) refers to as superdiversity.

A combination of the increased scale, spread amgptxity of migration flows has led to
concerns about the impact of migration at loca¢léidustmann and Frattini 2013) associated
with negative political and media rhetoric. In pesse to concerns about the ability of
service providers to meet the social and welfaredseof superdiverse new migrants (Law
2009; Vertovec 2007), politicians have developeticpahat restricts migrants’ access to
welfare, with a particular emphasis on health -hdiawing free access to secondary
healthcare for irregular migrants and failed asylgeekers. A crackdown on “health
tourism” based on notions that some migrants canédalth gain (Williams 2005) is part of
the Home Office’s strategy to increase the discotafassociated with living illegally in the
UK, encourage irregular migrants to leave and mospe migrants to go elsewhere. The
crackdown includes charging migrants with no reseuo public funds and failed asylum

seekers for maternity care.

Migrants’ access to maternity services has recetagiderable attention with allegations of
“overload” of services in areas unaccustomed toramig mothers (Hayes et al 2011).
Attention has also been paid to claims that migrais fuelling a rise in fertility rates in

Europe and concerns about high levels of migrartemal and infant mortality (Hayes et al
2011). Research points to women from minority amgrant backgrounds booking later than
recommended for antenatal monitoring, and attendevger appointments and antenatal
classes (Chot 2011; Cross-Sudworth et al 2010; iedsind Heikkila 2010). While there is

a well-established relationship between intenditgrdgenatal monitoring and health outcomes



of mother and baby, little is known about the reasmigrant mothers book late or miss
follow-up appointments with speculation that cuttumfluences propensity to access
antenatal care (see Jayawesfral. 2005). Using research undertaken in the Westavias,

UK, this paper explores the reasons new migrant evorbhook late and do not attend
antenatal follow-up appointments and identifies anbination of legal, structural and

institutional barriers.

Migrant birth outcomes

While there is little evidence that migrant womewerdoad the maternity system, data
demonstrate that migrants have higher fertilitgsahan white-British women with births to
women with migrant backgrounds constituting 31%lbbirths in the Eurozone (Hayes et al.
2011). This pattern is echoed in the UK where betw2001 and 2006 women from 200
countries of origin gave birth and the proportidrboths to foreign-born mothers increased
by 65% constituting 24.7% of all live births (Hayes al 2011:321). At the same time
general fertility rates (GRF) have been increasmthe UK largely, it is suggested, because
of migration (ONS 2013). The UK born GRF is 60r(d€00), and overseas born 88, but
there is huge variation between groups for examjile women born in Pakistan having a

GFR of 147, Nigeria 138, and Poland 90 (Zurepal 2012).

Evidence suggests that maternal mortality and rddybiare increased for migrants,
particularly those from Africa and asylum seekdiise Confidential Enquiry into Maternal
and Child Deaths (CEMACH)identified disproportionately high rates in the magt
population” (Hayeset al.2011: 321). Immigration status is barely acknalgkd in UK data
meaning no precise information about clinical outes is available and problems faced by

migrant mothers are under-reported.



Concerns about maternal and infant mortality inramgj populations are not new. Clarke and
Clayton (1983) found Asian mothers had 1.5 times Bk of perinatal mortality than the
general population while Cross-Sudwortdt al. (2010) found Pakistani women in
Birmingham had three times the maternal mortaléte rof white-British women. Early
thinking suggested that infant and maternal maytawould be reduced in second generation
migrants yet for South Asian women this has nonhlibe case (Cross-Sudworhal.2010).
Furthermore the picture is not uniform. In a revief reproductive outcomes in
industrialised Western countries Gagretnal (2009) found that migrants’ results for pre-
term birth were good or better than receiving coumtomen in 50% of studies. This review
indicated that Asian, North African and sub-Sahamagrants have a greater risk of feto-
infant mortality while Asian and sub-Saharan Afriaaigrants are at most risk of pre-term

birth.

In the UK differences were also identified in méty@morbidity by ethnic group with Black
African and Black Caribbean groups frequently fotmtbe at greatest risk (CEMACH 2011).
Few studies have looked at immigration status atjhoasylum seekers in the Netherlands
have been found to be high risk while in Canadasured immigrant, refugee and migrant
mothers have poor access to prenatal care impacfoon neonatal resuscitation rates
(Wilson-Mitchell and Rummens 2013). In the UK tG@&MACH (2007) was unable to
guantify the risks faced by different categoriesmfirant women, but highlighted that 12%
of all maternal deaths were refugees and asylukesgedespite only making up 0.3% of the
UK population (UNHCR 2011). Overall, compared t&-born women, immigrants have a
clear disadvantage for all outcomes including 43¢bér risk of low birth weight, 24% of

pre-term delivery, 50% of perinatal mortality, atP6 of congenital malformations (Bollini



et al.2009). This is supported by a systematic reviéwabstetric outcomes across EU which
found greater frequency of low weight babies, pretelelivery, perinatal mortality and

congenital malformations in migrant populations yelset al. 2011: 322).

Research indicates that a range of risk factorsaghppon infant mortality. These include
late access to services, lack of advice about @dailsupport and healthy lifestyles, and
poverty impacting upon maternal diet and resultingooor intrauterine growth (Kanneh
2009; Redshavet al. 2006). Infant mortality is more common where wonveere lone
parents or underweight. Cultural practices suclieazale genital mutilation (FGM) and
consanguinity have also been argued to impact ern#alth of mother or infant although
such problems are said to be exaggerated because eéndency to essentialise minority
cultures and pathologise ethnicity and traditiopedctices (Jayaweera 2010). In Toronto
clinically significant numbers of uninsured immigtaand refugee women were found to
have hypertension or diabetes (Wilson-Mitchell 201¥hile it is clear that there are tangible
inequalities in outcomes for some migrant motherd babies far less in known about the
reasons for these inequalities. Furthermore aftctineent time data collected about fertility
and infant and maternal mortality rates in the Kargely collated by ethnicity with key
dimensions of superdiversity overlooked: in patacunigration route and immigration status

(and associated rights and entitlements), and Egeyability.

Migrants’ access to maternity care

There is evidence from across the EU that minaitg migrant women tend to book later
and use antenatal services less than non-migrantewqChotet al 2011; Redshaw and
Heikkila 2010). Data collected on asylum seekarsne East London clinic identified that

68% of pregnant women were unable to access aatetate via the NHS, 90% couldn’t



register with a GP and 25% had no antenatal cai8hyeeks (Hargreaves and Burnett 2008;
Bryant 2011). Late bookers are more likely to dalipre-term, have lower weight babies and
need neonatal intensive care (Clarke and Clayt@&3)Y19Deficiencies in antenatal care have
been found to contribute to poor outcomes suchhasn@ disease and pregnancy-related
conditions which need to be identified and managgaty (Hayes et al 2011:326). There is a
dearth of research focusing upehy migrant women might be less engaged with

antenatal care in the UK where, at the time of iagit access was free except for
undocumented migrants and failed asylum seekeh& ciirrent body of knowledge focuses
upon small samples of women with specific ethnigyios, primarily South Asian, or
particular migration statuses, usually asylum seekeThere is heavy reliance upon the

perspectives of health professionals.

Increased attention has been given to the roledtbkdeterminants of health in shaping the
health outcomes of the general population. Whilkitéhead and Dahlgren (1991) place
individual lifestyle factors at the centre of theocial determinants model they are clear that
these factors operate within the context of soeatl community networks and most
importantly general socio-economic, cultural andiemmental conditions. Jayaweera et al.
(2005) argue that there is an over-emphasis owighehl factors such as culture and religion
in research around Southeast Asian women’s useatdérmty services. She contends that
insufficient attention is paid to structural inetiti@s, language competency, migration
histories or discrimination and that constrainedteamal circumstances limit access to
services and good health. There is some empsiggbort for her argument with Davies and
Bath (2001) finding poor communication between nib@-English speaking Somali women
and health providers served as a barrier to seekifagmation. Non-English speaking

women believed they were perceived as "difficuttgras’' and given inferior treatment. The



use of family members as interpreters was problierbacause women were too embarrassed
to discuss sensitive issues. Participants beliehey were denied information due to
castigatory attitudes and prejudice among heattfepsionals, particularly in relation to large
families (Davies and Bath 2011). Elsewhere Boyl®93) found that midwives did indeed
stereotype migrant women and that these attituder® winderpinned by communication

problems wherein midwives lacked sufficient time&imw women as individuals.

At present social determinant models lack explayapowers to aid thinking about the
experiences of migrants. Factors such as laclndérstanding of the health and maternity
systems in countries of migration emerge as an itapb theme in the literature which
endures both temporally and geographically (Claakd Clayton 1983; Davies and Bath
2001). Carolan and Cassar (2010) point also todesl for African migrants in Australia to
undergo a process of adjustment from not valuintgratal care to understanding its
importance. They argue sensitive service provis®omeeded to promote acceptance of
services and attendance at appointments. Whilgetaipplied to maternity services Shim’s
(2010) concept of health cultural capital may he#pto understand the way that inadequate
repertoires of cultural skills, communication congmeies and interactional styles on the part
of patientsand professionals contribute to unequal treatmentaridomes. The importance
of trust in securing attendance is also raised byal (2011) supporting Carolan and
Cassar’'s (2010) argument that caregivers needdx teensitive to migrants’ lack of local
knowledge, and tolerant of mistakes. Understandivey reasons for poor attendance is
clearly important in helping providers to develogahanisms to improve attendance levels
and support better monitoring of pre-term healtd patentially reducing migrant infant and

maternal mortality.



Methods

The findings reported herein are taken from reseammmissioned by the Department of
Health led by the author in 2010. The project airte provide insights into possible causes
of poor migrant maternity outcomes in the West Mlidis region of the UK and to develop
recommendations that could help improve materngsvises for migrants. The project
focused upon new migrants whom earlier work suggeskperienced the greatest difficulties
accessing services (Taylor and Newall 2008). Hu& bf reliable socio-demographic data
about the region’s migrant population (see Authait® meant that probability sampling was
not possible. A non-probability, purposive sampkes generated as we selected individuals
based upon particular characteristics, namely women had moved to the UK within the
past five years and subsequently utilised mategetyices. We sought to move away from
the tendency to focus on ethnicity/or asylum seeked explore the demographic complexity
evident across the region. We used five datasets eontaining incomplete data to identify
the key migrant population clusters by main coestrof origin and, in some datasets,
immigration statuses (see Appendix 1 for definigsiaf immigration statuses). Adopting a
maximum variation sampling approach, wherein a kmahber of units or cases are selected
that maximize the diversity relevant to the reskeassue, we included individuals with all
immigration statuses, and from urban and ruraltlona, from the main country of origin
groups and smaller populations. Variation was asalent in terms of employment
backgrounds and housing tenures. Ethical approved given by the University of

Birmingham Ethical Review Committee prior to comroement of the research.

Questionnaire completion: migrant women

A semi-structured questionnaire exploring migramtsperiences of maternity services was

co-designed with maternity professionals and migralomen. Informed consent was



achieved through discussing the nature and purpbste project, opportunities to ask
guestions and the researcher and respondent signaamtract agreeing participation, data
handling and presentation criteria. Experiencedale poly-lingual community researchers
interviewed respondents in the language chosehéyeispondent or with the assistance of an
interpreter.  Some 82 questionnaires were comgletith respondents identified through
discussions with community groups and Children’sit@ss (which provide information and
access to services for children aged 0-5 and tamiilies) and using a snow-balling approach
wherein respondents were asked to identify othgrants who had used maternity services.
Using organisations to help identify respondenskead recruiting individuals who were
sufficiently connected to engage with organisatiokbgrants who were isolated from, or did
not need, support may report different maternitpegiences. Our sampling strategy was
necessary because it proved difficult to locate @omwithout using gatekeeper organisations.
Of 82 respondents 12 were in employment, most adnwvkvere A8s who had come to the
UK after the expansion of the EU in 2004. Respatslspanned six different migration
statuses with the vast majority under the age qfs@é Table 1). The respondents came from
28 different countries including China, Iran, P&ks Poland and Zimbabwe. Four women
were pregnant while the others had given birthhe UK. Women lived in a range of

different housing tenures and family arrangemesge (Table 1).

Questionnaire analysis

The data were analysed in two parts. Qualitaiaponses (questions such as what provision
was made to meet your cultural or religious need&?g themed using a systematic thematic
analysis approach (Guest 2012). This involvedrponegive code-and-retrieve methods
wherein the qualitative data was transcribed aradl fey the research team who together

identified codes and then undertook an interpnatatihematic analysis. Quantitative
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responses (questions such as how many weeks ptegasnyou when you first informed a
health professional that you were pregnant?) weatyaed in SPSS. We used the frequency
function to identify the most common barriers arwhlenges faced by migrant women
followed by cross-tabulation to identify the chaeaistics of the women experiencing
problems. The nature of our sample meant it wasappropriate to look for statistical
significance but we could begin to identify commamaracteristics of those, for example,
who had not attended follow up appointments, thgeaof barriers to attendance, and the
characteristics of women experiencing the differgyies of barriers. Characteristics
considered included urban/rural, religion, languagenpetency, country of origin, and
immigration and employment statuses.

Table 1 about here
In-depth interviews
The questionnaire analysis allowed categorisatioprablems into those which appeared to
affect a wide range of women, and those specifigatdicular groups. Using this information
we identified women with different characteristics participate in 13 in-depth interviews.
The interviews explored in detail common problesissh as language barriers and lack of
information, and some of the more specific diffteeg, for example spousal migrants who
had experienced domestic violence, isolated migrdiing in rural areas, destitute
undocumented women hiding from the authorities eefdgees who had been dispersed
around the UK when pregnant. The interviews reedrdetailed stories of pregnancy and
birthing experiences providing information which ngglemented and clarified patterns

identified through the questionnaire analysis.

Triangulating findings
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We then triangulated our findings by interviewingaternity professionals enabling a
different “person” perspective to the methodolobiceangulation achieved via combining
interview and questionnaire data. In-depth inama were undertaken with 18 individuals
working regularly with migrant women including coranmity health staff, GPs; pregnancy
outreach workers; hospital staff; and third sectmrkers. Respondents were identified
following suggestions and introductions from theoject advisory board, from migrant
respondents, from direct approaches to hospitalstlrough snow-balling. Professionals
were invited to participate via e-mail or telephatepending on the availability of contact
information and then sent a participant informatfiorm and a consent form to consider
before confirming their involvement. The partidipa of maternity professionals enabled us
to further explore our earlier findings, examine tbxtent to which preliminary patterns
identified were recognised, the reasons women headicplar service experiences and
consider additional issues not raised by our migragpondents. This paper focuses upon
access to antenatal care. Findings around birth pmrstnatal care are covered elsewhere
(Phillimore & Thornhill 2011; 2015). The systematiematic approach to analysis utilised
when analysing the questionnaires was also empldgedthe in-depth and provider

interviews.

Findings

Migrant maternity and infant mortality in the West Midlands

The West Midlands region is located in the cenfrBritain and includes the second largest
urban area in the UK, Birmingham; areas of highrd@ton and prosperity; and remote
countryside. The region, and urban areas in pdaticthave seen the emergence of

superdiversity as large numbers of new migranegd@minantly asylum seekers (from 2000)
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and Accession country migrants (A8s) (from 2004ivad decades after the establishment of
“old migrant” minority populations. The 2011 cessshows that in the previous decade
Birmingham’s population had become increasinglyedse with the proportion of people
born overseas increasing from 14.3 to 22%. Theaesdinary nature of Birmingham'’s
superdiversity is visible in GP registration dathish, while only recording those who
choose to register with a doctor, show 41,318 migranoved there from 187 different
countries between 2007 and 2010 (Birmingham Cityr€d 2013). Arrivals come from old
migration countries such as India and Pakistan, @& migration countries including
European Accession countries, China, Afghanistash Bntrea and are differentiated by

gender, age, class, immigration status and assdaights and entitlements.

The new migrant population is increasingly fragneenivith a quarter of migrants arriving in
small groups or as individuals. Fewer than tenpfe@ame from each of 92 different
countries including Kyrgyzstan, Nicaragua, Montewedsrael, Georgia, and Barbados.
While many cluster in deprived, densely populatedger-city neighbourhoods (Phillimore
2013), newcomers have moved to every neighbourhddther urban centres in the region
demonstrate similar characteristics while rural itms such as Herefordshire and
Worcestershire house some of the highest concemtsabf A8s migrants in the UK. The
speed, scale and spread of superdiversity has hir@ugide range of challenges to welfare
providers and arguably made achieving equalityut€@me more difficult. Such inequality

is evident in the field of maternity provision.

The West Midlands region has the highest totallitgrtate of all the English regions at 2.08
births per woman in 2008 and the highest infanttatity rate at 6.0 per 1,000 live births in

2009 compared with the 4.6 UK average (Medland 2011 Perinatal mortality rates in
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wards with large concentrations of migrants exc#esl regional average with the most
deprived superdiverse wards housing large propwtad migrant women being amongst the
highest in the UK (17 per 1000 compared to 7.&egland and Wales) (Martin and Gardosi
2007). Yet little was known about the experienmed needs of migrants accessing maternity
services across the West Midlands and the wayshiohathose experiences impact upon the

health of migrant mothers and their children.

Initial Booking

Pregnant women in the UK are advised to registeir thregnancy at their GP surgery, a
process known as “booking”, before they are 12 wepkegnant with the majority of
antenatal screening tests undertaken at 12 wessie 82% respondents (67) accessed some
kind of service when less than 12 weeks pregnalme (11%) attended between 12 and 16
weeks, two (2%) between 17 and 20 weeks, one bat®teand 30 weeks and three (4%)
after 31 weeks. These figures are considerabkerlahan the 95% that Redshaw and
Heikkali (2010) identified in their survey of themeral population. Late bookers tended to be
asylum seekers, refugees and spousal migrantsfir§hservices accessed were the GP (56),
referral to a midwife for nutrition advice (53) being offered advice about antenatal tests

(47). Some 53 women had antenatal tests befoveegRs while 15 women did not.

Women booked late for a range of reasons includotghaving sufficient information about
services (8), not understanding the services adailg), lack of translated materials (4) lack
of an interpreter (4) or not being registered vatGP (2). For example a Chinese refugee in
Birmingham wanted to register her pregnancy butrdidknow who to contacimy friend

told me who to first contact. It is different to i@ where all health related services take

place in a hospital”.Respondents who had received advice about howdesaanaternity
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services gained information from a community miéga@#6), GP (31), family and friends (8)

or community organisations (7).

Professional interviewees noted that migrants whaovead in the country late in their
pregnancy or had re-located or been re-dispersed élsewhere in the UK, were unable to
register with a GP in sufficient time to access ematy services before birth. They
highlighted the lack of flexibility in the systerma absence of a fast-track for women
registering late into their pregnancy. Profesd®mminted to differences in institutional
cultures outside of the UK as presenting a batag¢imely antenatal care access highlighting
that women from countries without dedicated matgrservices or where community-led
home births were common had no knowledge abounatgkecare and sometimes saw it as
invasive. Some maternity professionals felt thadaratanding of the maternity system was
assumed and that the system was designed for theodemous white, middle class,
pregnancy experience. Basic information about gufapes and routines was not readily
available to migrant women and rarely translatéd mew migrant languages. One refugee
did not understand why she was told to have a btestdand sought advice via transnational
networks*“l spoke to my father in law who is a surgeon ihita, and mother-in-law in
China who is midwife. They told me not to worry dhdt it was straightforward tests”.
Several women respondents could not find infornmatebout maintaining a healthy
pregnancy and sought such help from friends andlyfdnvy mother-in-law advised about
the do’s and do nots in pregnancy. She also aduisedabout cultural things for example
eating a mixture of nuts and natural sweetenersndutast months of pregnancy'Sputh

Asian spousal migrant, Birmingham).
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Lack of knowledge about pregnancy monitoring preesseft women fearful of scans and
tests and unsure whether they should consent tocegooes. Women with immigration
problems told how they worried that they would kecked by immigration authorities and
their babies removed if they registered with matgrservices believing their presence in the
UK would be evident if their name was entered stoelectronic database. Lack of time was
frequently raised as a barrier to effective comroatmon by professionals. Maternity
appointments were normally scheduled for arourtédi minutes which allowed midwives
insufficient time to develop rapport and explainoggdures particularly for vulnerable
women with complex problems or those requiring aterpreter — the process of
interpretation at least doubled the amount of timeeded. Professionals told of an
institutional culture which measured performancecaseload size, rather than quality of
service or outcomes. Indeed a small number of worespondents felt unable to share their
anxieties with their midwife“as seemed rushed, as not enough time to talk tfvou
concerns” (A8 migrant, Herefordshirethey did not give me time to ask different quastio
that | had. For example, | was worried about myyaho had a heart problem but | did not

get enough information{South African refugee, Birmingham).

In some areas non-English speaking women repres80t&5% of caseloads. Professionals
struggled to get hold of interpreters to enabler@@r assessment. Interpreters were not
available for some languages, for example there avabtortage of Somali interpreters in
Birmingham, not available at short-notice in theemvof emergencies or the inevitably
unscheduled onset of natural labour, or did notewstdnd a woman’s dialect or clinical
terminology. Sometimes the interpreter provideds vimappropriate, for example some
women stopped attending appointments because temreter was male or because they

knew the interpreter and were concerned about dentfiality. Family members were
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frequently used for interpretation but such practéien excluded women from conversations
about their care, a situation repeatedly raised @sncern by women respondents. One
NRPF South Asian respondent, raped by her hushalidus she had wanted an abortion.
However, her husband attended every appointmengkspme directly with maternity
professionals while clearly excluding her from demns about care and refusing, either in the
appointment or afterwards, to tell her anythingulibe procedures she was subject to. She
explained that she wanted an interpreter to retperabuse she was experiencing and to ask
how to get an abortion. Elsewhere translated médion sheets were so poorly translated

women said they were unintelligible.

Follow-on

In the UK pregnant women are expected to attencuraboten antenatal follow-up
appointments after booking in order that their theand that of their baby can be closely
monitored. Having made initial contact with matgriservices some 65 women (80%) were
able to attend all the appointments they were effewhile 16 (20%) were not. Reasons
women gave for non-attendance included no trangpajtor inability to afford transport (8),
not being well (6), inability to communicate (3)splersal (2) or domestic responsibilities (2).
All but two respondents in the rural areas attentheir appointments while attendance in
urban areas was patchier with between a third dmg@spondents in the different cities not
attending follow-ups. A8 migrants were most likeéty attend (94%) while 50% of South
Asian respondents and two thirds of African resmonsl attended. Failed asylum seekers,
NRPF and spousal migrants were the least likebtteend all follow up appointments. These
figures are considerably lower than the 98% foumdbe attending follow-ups by Redshaw

and Heikkali (2010).
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Some failed asylum seekers in the UK receive Sedlicsupport which is set at 60% of
income support levels, which themselves are alresdkypnowledged to be too low to keep
recipients above poverty lines. Section 4 paymemées made via the Azure card and
previously by vouchers which can only be used irtaoe shops. Respondents have no
flexibility and choice, are unable to use cheapwps and market and cannot tratrels so
hard to live on vouchers only. | can’t go for anpamtment” (Congolese asylum seeker,
Birmingham). Some failed asylum seekers and igggmigrants with no recourse to public
funds (described herein as NRPF) are not permitiegdork so no income whatsoever and
depended upon friends for food and or cash foretraWomen on low incomes could reclaim
the costs of travelling to appointments, but claiomaild only be made retrospectively.
Respondents were unaware of the possibility ofarethg costs while professionals did not

realise that some migrant women had no accessto ca

Women said they sometimes stopped attending appeits because they felt attendance
was pointless for example if their husbands didengitlain procedures or communicate their
concerns if | could have an interpreter who can speak to na, only my husband it could
help” (spousal migrant Coventry). Others were unabladecess a telephone to make an
appointment or could not find the hospital or idignivhich bus to catch. Economic migrants
sometimes skipped one or more follow-ups because ¢émployers were reluctant to release
them and they feared losing their job. Asylum seelend failed asylum seekers wanted to
attend appointments but were detained or dispdrgeidhnmigration services to areas away
from their midwife. One HIV positive asylum seekeld how when detained for two months
she was denied access to maternity care and nettronedication. Asylum seeking women
were sometimes preoccupied with resolving immediatises, or attending solicitors’

appointments to discuss their asylum case, andeterid prioritise these matters over
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attending antenatal follow-ups. New migrant womeften moved home frequently,
sometimes at short notice. Sometimes they forgotlacked time, to notify maternity

services about their change of address and couldencontacted to arrange follow-ups.

Some of our professional interviewees explainetttier colleagues could be unsympathetic
to the wider social, legal and economic problenedaby migrant mothers — sometimes
because they lacked understanding of those proldertiney did not have time to learn about
them. They were under a great deal of workloadqanee and simply did not have time for
empathy. Women with complex problems were sometivi@sed as difficult to managé
Professionals told us that discrimination and stgyng of new migrant women could be
problematic even in practices with much experiemoeking with minority women. Patients
were apparently not always greeted in a friendly @welcoming manner, or made to feel safe.
Lack of continuity of care influenced the quality patient-midwife relationships and
sometimes affected women’s confidence to attentbvielps. Some 50% of women
respondents reported not having the name of a rfedivey could contact when needed, a far
lower figure than the 92% found in Redshaw and Kals (2010) national survey. Lack of
continuity made appointments less effective thamséhwhere a prior relationship with
women existed I“would like to have the same midwife throughoutprggnancy, because
she can continue to help me...... without, | am stgrtiew every time | see a new midwife”

(Spousal migrant, Birmingham).

Only 21 women (26%) attended antenatal classe$ attendance poor across the West
Midlands, a lower proportion than the 40.2% whoerdied classes in Redshaw and
Heikkali's (2010) national survey. African respemnds were least likely to attend (13%) and

A8 migrants most likely to attend (50%). Lack ofarmation about classes (44), being
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unable to communicate with healthcare staff (28y &ck of transport (21) or affordable
transport (12), presented the main barriers tond#ece. Particular problems attending
classes were experienced by asylum seekers ang whaswere undocumented and hiding to

avoid deportation.

Discussion and conclusions

The aim of this paper was to explore the reasomsmggrants do not access antenatal care.
The findings indicate that new migrant women wegerlikely to book late or fail to attend
follow-ups than the general population (Redshaw ldatkkile 2010). Because we accessed
respondents via community groups, our study may ksle omitted those who were most
isolated, least likely to book and perhaps havingnegreater needs than those whose
experiences captured in our study. Contradictartjer work by Chott al.(2011) we found

no evidence that migrant women undervalued antecata or that late attendance was a
problem experienced within particular ethnic grobpsinstead was influenced by a range of
legal, structural and institutional barriers. Thelidf of failed asylum seekers and
undocumented migrants that their status meantwesg not permitted to use maternity care
or that professionals would report them to the ignation authorities, whilst at the time of
this study was incorrect, impacted upon their wghess to attend. Furthermore some
asylum seekers spent their limited time, energyrasdurces on pursuing their asylum claim
as this procedure was not suspended in order tmipérem to focus on increasing their
chances of having a healthy pregnancy. Those whaemted with maternity services were
often separated from those services by onward diapdo alternative accommodation:

obligatory moves to destinations over which theg ha control.
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Structural barriers, such as might be conceiveda®sfthe socio-economic conditions
highlighted in social determinant models, were pofatic for asylum seekers, failed asylum
seekers and undocumented migrants who had insrffifunds to attend appointments and
were unable to seek assistance with costs. Soom®euc migrants, although not destitute,
worked unsociable hours and were not permittedpatd not afford, to attend appointments.
This was particularly the case for migrants withoetourse to public funds who often
worked lengthy hours at below minimum wage. Thagkéd the protection of employment
laws which at least in theory meant that migrant® were “on the books” were entitled to
attend appointments. Many of these structurakissudeed emerge from the restricted rights
and entitlements of migrants — important state iseplosocially constructed determinants of
access to health which see scant consideratioheirsdcial determinant literature but very

clearly shaped women’s ability to access care.

Perhaps the greatest range of problems faced ethaga result of institutional barriers.
While many of the women we interviewed lived in agewith much familiarity with
diversity, the experiences of both migrant womed e maternity professionals suggested
that the institutional culture of maternity sendceas designed for those who understood,
and could negotiate, the system. Most new arrivage not familiar with the UK health
service or maternity system which can only be asmwvia GP gatekeepers. Even when
connected with services they faced a range of drarthat made meaningful engagement
difficult. Following Shim (2010:1) we argue thatrostudy points to a lack of cultural health
capital in that the migrant-provider interactionpemted in ways thatnfay generate
disparities in health care Various routine antenatal monitoring proceduregY tests,
antenatal screening and scanning for dating andtifa@tion of birth abnormalities were not

explained with knowledge about them sometimes asdunThis situation was clarified by
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professionals who told of caseloads and targetsiwleift those professionals who wanted to
engage more fully with migrant women feeling stegssvith insufficient time to invest in
trust-building or explaining procedures. Furthprpfessionals were not provided with
information to help them develop their own underdtag of the constraints and barriers
experienced by migrant women, such as the compubssociated with onward dispersal or
lack of cash to pay for transport. In the abseptetime, knowledge and support
professionals were unable to develop their ownthealltural capital or help migrants to
develop the competencies they needed. Some pimfatsimagined their own explanations
for migrant women’s behaviours. Thus migrants dited to show for appointments might
be considered unreliable when in reality they mayehbeen moved or detained, and those
who booked late might be considered to undervattenatal care rather than being recently

arrived.

While the newness of migrants and their lack ofarathnding of systems combined with the
inflexibility of systems were highly problematic ishdis-connect was exacerbated by
language barriers. Hayes et al (2011) stress ffedttee communication between providers

and patients is crucial to facilitate safe andropticare and to reduce risk factors. We found
that information was produced in a small numbecahmunity languages with the range of
languages on offer not expanded despite the radiaige of demographics in recent years
and the emergence of large Polish, Somali and Rrepeaking communities. Literacy was

assumed. Use of interpreters was limited and éxpers mixed with use of family

members, friends or children commonplace. Sucletioe disempowered some women
effectively excluding them from discussions andisieas about their pregnancy, as well as
vital information about how to promote a healthggmmancy and how to interact with health

services which may have helped to develop cultbeallth capital. NHS guidance advises
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health professionals to use trained interpret&spendence upon family members might be
explained through considering information we cdkecin discussions with trainee midwives
in 2012 when we heard that they were informed atules to use trained interpreters but
while on their practice placements were told thé&trpreters were too costly. Clearly further
research is needed to explore this matter in debgilfailing to use interpreters migrant
women'’s voices are silenced leaving them passiegpisnts of maternity care rather than
active agents and potentially open to abuse bylyamembers. Disempowered in this way it
is conceivable that women may elect not to atteridreatal care, be excluded by relatives or
prioritise matters such as finding housing, earnamgincome or resolving their asylum

claims.

For each, and sometimes a combination of sever#éihese legal, structural and institutional
reasons women struggled to access antenatal dave. attendance or lack of knowledge
about which issues to discuss during appointmemetsas outlined earlier, major concerns in
relation to infant and maternal mortality. Ourdings break new ground in suggesting that
migrant status rather than, or in addition to, eiityymay be a key factor in increasing the
vulnerability of migrants and is associated witlgdeand structural barriers to attending
antenatal care or receiving efficacious care. @alifate attendance of asylum-seeking
women we suggest an end to dispersal after 12 wafegsegnancy and giving women the
option of suspending their asylum claim until sigaks after childbirth. Further we suggest
that firewalls are established between maternity iammigration services so that it is widely
understood, as in Portugal, that maternity profesds will not report undocumented

migrants or failed asylum seekers.
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While we know that infant and maternal mortalityesaare particularly high in diverse areas
we are currently unable to utilise mortality data éxplore whether there is statistical
evidence of a relationship between immigrationustatnd mortality because although status
data is recorded on some types of maternity nates,not input into monitoring systems
which prioritise age, socio-economic status andnieity. The reliance upon ethnic
categories that have barely changed for decadesitchast provide a partial picture but at
worst, as Bhopal (2012) illustrates, can lead ® délsentialisation of ethnicity as a causal
factor in infant/maternal mortality. It may be pidde, with additional resources and
exploration of ethical concerns, to undertake @emg\of maternity notes to identify migration
status where infant or maternal death has occurgthuld a relationship between migration
status and mortality be identified, a case mightnbede for systematically monitoring
maternity outcomes by status. Undoubtedly thenmush scope for further research in this

area.

Our data indicate that the maternity system wasficgently flexible to meet the needs of an
emergent superdiverse population and could infitggtrate as a barrier that reduced access
to antenatal care or the efficacy of antenatal.cafee persistence of high infant mortality
rates in long-established minority populations esigjuestions about how responsive the
maternity system is to new and diverse communiti€ven ongoing superdiversification,
particularly in deprived areas with high infant/evaial mortality rates, the time is right for a
full review of UK maternity systems which looksthe pressures faced by professionals and
explores how communication could be improved so emiknow how to identify and report
pregnancy problems, and make informed decisionstahe care they receive. Adaptations
to the maternity services system world to suppdsetter fit with the life worlds of patients

might include ensuring that maternity professioraalks provided with the training they need
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to offer appropriate care to all (see van Bortel20 Rather than adopting an approach
whereby professionals possess cultural knowledgatadthnic groups, an approach which is
simply not feasible in an era of superdiversity &ag been argued to result in essentialism
(Jayaweera 2005; Bhopal 2012), we suggest thatirngpifocuses on development of
intercultural competence, a method which enablefepsionals to communicate effectively,
empathetically and appropriately with people asividdals rather than as groups
(Warmington 2012). Such skills would provide arportant foundation for professionals
and migrant women to begin to build the healthuraltcapital necessary to ensure effective

antenatal interactions.

In a time when welfare restrictionism is used dasah of immigration control, austerity cuts
are prioritised and social justice concerns deer@asmportance perhaps it is also necessary
to count the pecuniary costs of poor migrant mateare. NHS London (2012:7) make a

strident case for improved migrant maternity care:

The disproportionate difficulties that pregnant naigt women experience in using
maternity services and the wide variance in matgrrservice organisational
knowledge, staff skills and resource allocatiomteet health needs contributes to the
unequal burden of damage and death. Evidence stgygest the majority of this is
preventable. The unintended consequences of pooaternal health outcomes for
migrant women includes higher costs for many arefbealth and social service

provision in both medium and long term.
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Investment in the short-term is likely to net longgrm gains and increase the prospect that
after decades of inequality in migrant and minoptggnancy outcomes maternity services

provide appropriate care for all.

References

Birmingham City Council (2013)Giving hope, changing lives: making Birmingham an

inclusive city. Birmingham: Birmingham City Council White Papery@aD13.

Bhopal, R (2012) Research agenda for tackling iakiigs related to migration and ethnicity

in EuropeJournal of Public Healtl84 (2) 167-73

Boeri, T. 20111t is migration, stupid Vox EU accessed 11 November 2011.

http://www.voxeu.org/index.php?g=node/3688

Bollini P. Pampallona, S. Wanner, P. Kupelnick,(B009) Pregnancy outcome of migrant

women and integration policy: A systematic reviefvtlee international literatureSocial

Science and Medicin€8452-461

Bowler, I.M.W. (1993) Stereotypes of women of As@escent in midwifery: some evidence,

Midwifery, 9:7-16

Bryant, H. (2011)The Experiences of Midwivesondon: Maternity Alliance



26

Carolan, M. Cassar, L. (2010) Antenatal care peimep of pregnant African women

attending maternity services in Melbourne, Austrdlidwifery, 26:189-201

CEMACH (2011)Saving mother’s lives. Reviewing maternal deathsnake motherhood

safer 2006-2008. Birmingham: CEMACH.

Chot, A.A. deGroot, C.J.M. Bruijnzeels, M.A. Redek K. Jaddoe, V.W.V. Hofman, A.
Steegers, E.A.P. Mackenbach, J.P. Foets, M. (2Bft)ic differences in antenatal care use

in a large multi-ethnic urban populatidviidwifery, 27:36—41

Clarke, M. Clayton, D.G. (1983) Quality of obstetdare provided for Asian immigrants in

LeicestershireBritish Medical Journal286 621-623

Cross-Sudworth, F. Williams, A. Herron-Marx, S. {20 Maternity services in multi-cultural
Britain: Using Q methodology to explore the viewdicst —and second- generation women

of Pakistani originMidwifery, in press, corrected proof available online

Davies, M.M. Bath, P.A. (2001) The maternity infation concerns of Somali women in the

United Kingdom Journal of Advanced Nursing6(2): 237-245

Dustmann, C. and Frattini, T. (2018he fiscal effects of immigration to the UKCReAM

Discussion Paper 22/13. London: CReAM.



27

Gagnon A.J. Zimbeck, M. Zeitlin, J. and The ROAM II@booration (2009) Migration to
western industrialised countries and perinatalthe@ systematic review§ocial Science and

Medicine69: 934-946

Guest, G. (2012Applied thematic analysighousand Oaks, California: Sage.
Hargreaves, S. and Burnett, A. (2008) UK court sieai. health care and immigratiolhe

Lancet371 1823-1824

Hayes, |., Enohumah, C. and McCaul, C. (2011) @drthe migrant obstetric population.

International Journal of Obstetric Anesthe&@ 321-329.

Jayaweera, H. D’Souza, L. Garcia, J. (2005) A llatady of childbearing Bangladeshi

women in the UKMidwifery, 21:84-95

Kanneh, 1. (2009) West Midlands No Resource to Public Funds Conferefocus on

AsylumSeekers. Birmingham: WMSMP.

Law. I. (2009) Racism, ethnicity, migration and isbcsecurity. In Millar, J. (ed.),
Understanding Social Security: Issues for Policy &ractice, second editipBristol, UK:

Policy Press, 75-92.

Martin, T. and Gardosi, J. (200Birmingham and the Black Country Reducing Perinatal

Mortality Project. Birmingham: NHS



28

Medland, A. (2011)ortrait of the West MidlandsLondon: Office of National Statistics

NHS London (2012) Policy Briefing on Maternity Sees for Members of Refugee and

Migrant Populations. London: NHS London.

ONS (2012) Gestation-specific infant mortality in England andlVales, 2010

http://www.ons.gov.uk/ons/dcpl71778 282579.pdfcessed 2% November 2012.

ONS (2013Births in England and Wales, 2018ondon: ONS.

ONS (2014) International migration http://www.ons.gov.uk/ons/r/migration1l/migration

startistics-quarterly-report/november-2014/sty-mégration-html. Accessed 8/12/14

Phillimore J, Thornhill J. (2011pelivering in the age of superdiversity: West Miula
review of maternity services for migrant womefest Midlands Strategic Migration

Partnership and Department of Health: Birmingham.

Phillimore, J. (2013) Housing, home and neighboadhio the era of superdiversity: some

lessons from the West Midlandblousing Studie8 (5) 682-700

Phillimore, J. (2015) Delivering maternity servidgasan era of superdiversity: the challenges

of novelty and newnes3dournal of Ethnic and Racial Studie33 (4) 568-582.



29

Pool, E., Preston, H. Van Schim van der Loef, DO@ Healthcare for refused asylum

seekers: evidence over ideolofjye LanceB74(9688) 437-438.

Redman, E., Reay, H., Jones, L. and Roberts, R19)28elf-reported health problems of
asylum seekers and their understanding of the maltioealth service: a pilot studyRublic

Health125(3) 142-144

Redshaw, M., Rowe, R., Hockley, R. & BrocklehurBt, (2006) Recorded delivery: a
national survey of women’s experiences of materodise. Oxford: National Perinatal

Epidemiology Unit

Redshaw, M. and Heikkila, K. (201@elivered with care: a national survey of women’s
experience of maternity car@xford: National Perinatal Epidemiology Unit, Unigéy of

Oxford.

Sargeant, C. (2012) Special Issue Part I: “Desgngss” and the politics of health care.

Social science and medicine onlibe&

Shim, J. (2010) Cultural health capital: a theaadtiapproach to understandin health care
interactions and the dynamics of unequal treatméatirnal of Health Soc Beh&a (1) 1-

15.



30

Taylor, B. & Newall, D. (2008)Maternity, morality and migration: the impact of we

communities.Birmingham: WMSMP.

UNHCR (2014)The facts: asylum seekers in the UKINHCR www.unhcr.org.uk/about-

us/the-ukand-asylum.html

Van Bortel, G (2013xemplary Urban Practitioners: getting things danedisadvantaged

urban areasWorking Paper

Vertovec, S. (2007) ‘Supetiversity and its implications’Ethnic and racial studiesSO

(6):102454.

Warmington, J. (2012nterculturalism: a handbook for critical integratn. London: Baring

Foundation.

Whitehead, M. & Dahlgren, G. (1991) What can beedabout inequalities in healthPhe

Lancet338 8774 pp:1059-1063.

Williams, P. (2005) Failed asylum seekers and actesree healthcare in the UKThe

Lancet365(9473) p1767



31

Wilson-Mitchell, K. (2014) Increasing access tor@tal care: disease prevention and sound

business practiceHealth Care for Women Internation3db (2) 120-126.

Wilson-Mitchell, K. and Rummens, J. (2013) Perihatatcomes of uninsured immigrant,
refugee and migrant mothers living in Toronto, Gkmantl. J. Environ. Res. Public Health

10(6) 2198-2213

Zumpe, J., Dormon, O. and Jefferies, J. (2@&)dbearing among UK born and non-UK

born women living in the UKhttp://www.ons.gov.uk/ons/dcpl171766_283876.pdécéssed

22" November 2012.



Table 1: Migrant women respondents

Birmingham

n=44 employed
n=1
not employed
n=43

Elsewherein West Midlands

n=238 employed
n=11
not employed
n=27

Age

Arrival year

Accommodation type

Living arrangements

Spousal Migrant

Refugee
Asylum Seeker
Spousal Migrant

Refugee

Spousal Migrant

Eastern European Migrant A8
Other

Refugee

Asylum Seeker

Spousal Migrant

Failed Asylum Seeker
Eastern European Migrant A8
Undocumented

Under 18
19-30
31-35
36-40
40+

2005
2006
2007
2008
2009

Social housing

Privately renting
UK Borders Agency asylum
seeker housing

Family owned
Hostel

With partner

Alone

Family

Other asylum seekers

14
11
18

R O W -

W w w o o o

56
19

37
24
11

32
21

10

49
27




Highlights

e Migrants in the West Midlands receive less antenatal care than the general population
* Immigration status rather than ethnicity is a key factor in determining access

e Structural barriers mean some migrants cannot afford to travel to appointments

e Lack of cultural health capital in migrants and professionals hamper communication

¢ Antenatal care is not flexible enough to deliver effective services to migrants



