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ABSTRACT

Objective: To explore the expectations and experiences of migrant women, including international students, in using maternity
care services and describe factors affecting their access and use of these services.

Design: This is a qualitative participatory research study.

Methods: Data were collected through 12 photo-elicitation workshops and 20 semi-structured in-depth interviews. We con-
ducted inductive reflexive thematic analysis in a collaborative process with participants, community partners and academic
researchers.

Setting: Melbourne, Australia.

Sample: Twenty-one migrant women who had been pregnant or given birth since 2021 and were either international students,
and/or born in Vietnam or Indonesia.

Results: Key challenges migrant women faced accessing and navigating Australian maternity care included costly services,
inadequate language services, limited continuity of care and limited health information sharing from health workers. Lack
of culturally and linguistically appropriate care hindered women's ability to transition from passive to active participants in
decision-making. When provided, social and community support, along with respectful care from health workers, improved
access and experiences. Practical enablers included accessible transportation, health insurance information sessions, waivers for
insurance waiting periods for maternity coverage and language-concordant care.

Conclusion: Migrant women showed pragmatism when navigating maternity care challenges but faced structural barriers that
limited their decision-making and access to healthcare. Strengthening shared decision-making and woman-centred care is es-
sential for addressing health system inequities.

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
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1 | Introduction

One-third of births in Australia each year are to migrant women
[1]. Migrant women in Australia face structural and racial in-
equities accessing and receiving maternity care [2, 3]. These
include transport and economic barriers to accessing health
services, clashes between their cultural expectations of ma-
ternity care and the Australian health system, discrimination
from health workers and critical limitations in interpreter ser-
vices [2]. They are also less likely to attend antenatal care in
the first trimester [4]. Moreover, migrant women on temporary
visas (e.g., international students) are ineligible for universal
health insurance (Medicare) and face 12-month waiting pe-
riods for pregnancy coverage under costly private insurance
[3]. Consequently, migrant women from non-English speaking
backgrounds experience higher risks of adverse maternal and
newborn health outcomes than Australian-born women, in-
cluding stillbirth, neonatal death and small-for-gestational age
babies [4-6].

Addressing the inequities migrant women face in maternity
care is necessary to improve their health outcomes, well-being
and experiences of care. Implementing models of care that pri-
oritise shared decision-making and woman-centred approaches
is critical for achieving this, as outlined in national clinical stan-
dards [7, 8]. Shared decision-making in maternity care is a col-
laborative process between health workers and women, whereby
care options are explored to align with women's needs [9, 10].
Woman-centred maternity care aims to reframe the medicali-
sation of childbirth into a ‘normal’ physiological event, which
empowers women through personalised, holistic approaches,
without sacrificing evidence-based, high-quality care [8, 11]. It
includes continuity of care and carer, effective communication,
pain relief, birth companionship, mobility throughout labour,
choice of birth position and culturally responsive care [8, 11-13].
This framework provides a foundation for equitable, respectful
care that addresses the diverse needs of migrant women.

Existing research describing migrant women's maternal health
in Australia has typically used deficit-based approaches, mir-
roring socio-economic and political structures that marginalise
this community [14-16]. Our study counteracted deficit-based
approaches by using participatory health research methodolo-
gies to centre the knowledge and expertise of migrant women
[17]. Participatory health research is a paradigm in which com-
munities intended to benefit from the research are actively en-
gaged through the research process [18, 19]. This study explored
the expectations and experiences of migrant women and inter-
national students using maternity care services in Melbourne,
Australia, and factors enabling them to access and use these
services.

2 | Methods

We conducted a phenomenological qualitative study using a
participatory research approach, and applied an intersectional
feminist lens [18, 20, 21]. Feminist research is ‘collaborative,
non-hierarchal and reflexive’ and grounded on equity and so-
cial justice [22]. The ‘Giving migrant mums a fair go’ study was
conducted in partnership with the Multicultural Centre for

Women's Health (MCWH), a community-based, not-for-profit
organisation led by, for and with women from migrant and ref-
ugee backgrounds [23]. Following principles of participatory
research, the research objectives, participants, sample size, re-
cruitment approaches, methods, analysis and writing were de-
termined by MCWH and academic researchers collaboratively
[18]. We report according to the consolidated criteria for report-
ing qualitative research checklist (Table S1) [24].

2.1 | Study Site and Participants

The study setting was Melbourne, Australia, where people from
more than 200 countries live [25]. Participants were migrant
women > 18 years old who were currently pregnant or had been
pregnant or given birth up to 2years prior to data collection
and were either 1) student visa holders during pregnancy, who
face unique visa precarity and health insurance challenges; 2)
of Vietnamese background, among the largest migrant groups
from non-English speaking countries in Melbourne; or 3) of
Indonesian background, a rapidly growing migrant group.
This participant range allowed us to explore factors affecting
healthcare experiences for women across diverse migration
experiences.

Recruitment used posters in English, Vietnamese and Bahasa
Indonesia featuring a QR code linked to an online expression
of interest form, shared via MCWH social media accounts,
online motherhood groups, paid Facebook ads, public spaces
and Melbourne educational institutions. Potential participants
completing the expression of interest were telephoned by MVC,
AH or JC to explain research procedures. Participants were
purposively sampled based on eligibility criteria and availabil-
ity. Out of 23 selected participants, two withdrew for personal
reasons before or at the start of data collection. We formed
three groups: international students, Vietnamese women and
Indonesian women.

2.2 | Data Collection and Management

Data were collected between August and November 2023
through photo-elicitation workshops and semi-structured in-
depth interviews. Photo-elicitation is an arts-based method
of data collection that enables participants to describe their
experiences in their own terms and can bridge cultural differ-
ences during the research process and dissemination of find-
ings [26, 27]. A pragmatic sampling approach was used and
initial recruitment was deemed sufficient to capture rich data
from diverse participant perspectives [28]. We conducted four
workshops with each participant group (12 workshops total),
each lasting 2h. Participants provided written informed con-
sent. Workshops were facilitated in English (MVC), Vietnamese
(JC), or Bahasa Indonesia (AH). MVC, AH and JC are women
and early career researchers who shared cultural and linguis-
tic backgrounds with the women in the groups they facilitated.
They were experienced workshop facilitators and received train-
ing on research methods and procedures prior to data collection.
In the first workshop, participants were requested to take photo-
graphs to describe their experiences of maternity care and write
accompanying descriptions. The 101 participant-generated
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photographs and descriptions served as discussion prompts in
subsequent workshops. Workshops were conducted in a private
room at the University of Melbourne or a public library meet-
ing room. Participants received on-site childcare, AUD$100 gift
cards per workshop attended and reimbursement for parking or
public transportation fees.

Workshop participants were invited to participate in an addi-
tional hour-long in-depth interview to further discuss their pho-
tographs and experiences. Twenty interviews were conducted in
English, Spanish, Vietnamese and Bahasa Indonesia by MVC,
AH and JC, either in person at a public place or through video
call, based on participant preferences. Interview participants re-
ceived a $50 AUD gift card.

Workshop and interview guides are available in File SI.
Workshops and interviews were audio recorded, and field notes
were taken during data collection. MVC, AH and JC held de-
briefing sessions after each workshop and interview. Verbatim
transcription was done using Otter.ai [29], Cockatoo [30] or
Microsoft Word Dictate [31], and manual transcription by native
speakers. Transcripts were checked, cleaned and translated into
English by MVC, AH and JC. Participant-chosen pseudonyms
were used to protect privacy. Electronic data were stored online
in password-protected cloud storage. Paper-based forms were
stored in a locked cabinet in a restricted-access office.

2.3 | Data Analysis

We triangulated data across workshops, interviews, photograph
captions and different participant groups. We used a reflexive
thematic analysis approach [32], in a tailored six-phase collab-
orative process between participants, community partners and
academic researchers. During the workshops, participants iden-
tified key messages in their photo narratives and discussions,
and summarised them into initial codes. Participant-identified
codes were then merged based on shared meaning by MVC,
AH and JC. These codes were applied to all photo captions and
transcripts, using NVivo [33]. During this process, new codes
were identified and previous codes refined, resulting in 21 con-
ceptual categories (File S2). These conceptual categories were
discussed and interpreted within health equity and intersec-
tionality frameworks (DA, GT, MVC, AH and JC). Finally, MVC
mapped concepts, sorted and interpreted categories into themes
and drafted initial findings. Researcher reflexivity is reported
in File S3.

3 | Results

Twenty-one women participated (Table 1). Most (71.4%) had
their first pregnancy in Australia. All women had a bachelor's
degree (or higher) and four international students were pursuing
a doctoral degree.

3.1 | Navigating Health Insurance Complexities

Participants found the Australian health system's blended
public-private funding complex, with unexpected gap payments

TABLE1 | Participant characteristics.

Participant characteristics Women (n=21)

Country of birth

Indonesia 10 (47.6%)
Vietnam 3(14.3%)
International students

Sri Lanka 1(4.8%)
Afghanistan 1(4.8%)
Brazil 1(4.8%)
China 1(4.8%)
Colombia 4 (19.0%)
Age (years)

29-33 9 (42.9%)
34-38 12 (57.1%)
Years in Australia

>1 1(4.8%)
1-5 11 (52.4%)
6-10 7 (33.3%)
11-15 2(9.5%)
Pregnancies in Australia

1 15 (71.4%)
2 5(23.8%)
3 1(4.8%)
Pregnancies before migration

0 15 (71.4%)
1 3(14.3%)
2 2(9.5%)
Preferred not to answer 1(4.8%)
Year of last childbirth in Melbourne

2021 5(23.8%)
2022 5(23.8%)
2023 8(38.1%)
Non applicable?® 3(14.3%)
Health insurance during pregnancy

Public? 5(23.8%)
Private 13 (61.9%)
Public and private 3(14.3%)
Last attained educational level

Bachelor's degree 12 (57.1%)
Post-graduate 9 (42.9%)

aThree of the four pregnant women who were present during data collection had
not given birth in Melbourne yet.

YPublic health insurance is not available for international students and other
people on temporary visas.
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between provider charges and insurance coverage. Lack of clar-
ity about gap payment calculations left migrant women facing
unpredictable costs (Figure 1a,b). Women on temporary visas
were at heightened financial risk; burdened by the required up-
front costs of private health insurance for visa approval. Some
women and their partners had a limited number of permitted
work hours due to their temporary visas, restricting their income.

These financial factors affected women's abilities to access costly
healthcare services, causing substantial stress, anxiety and fear.
All participants described financial concerns as the most chal-
lenging aspect of accessing and navigating maternity care: ‘The
issues with costs were the most stressful. I didn't know the med-
ical terms in English for maternity related things, so I couldn't
fully figure out what was covered’ (Mar, international student).

(a)
Outpatient Patient Tax Invoice
Attendance Date | Invoice Date Invoice No. |
Date Qty Iltem Number Description TOTAL |
1 (104) Antenatal Obstetric Outpatient $399.00 |
Attendance
TOTALS for patient
79 Payment Received $399.00
Balance Payable $0.00

FIGURE 1 | Participant photos and abridged captions. (a) ‘Expensive fees to access services made me feel worried and stressed out’ (Mar,

International student). (b) ‘My maternity care experience in Melbourne was perfectly imperfect, just like this flower, beautiful but not complete. My

main issue was obstetrician and hospital charges despite having private health insurance which covered pregnancy...the most memorable thing was

the kind nurse ..who said hold my hands if you are stressed...’ (Azzy, International student). (c) ‘I felt the maternity care in Melbourne is like an ocean.

Beautiful, but unexpected. People and huge resources were there, but it did not match what people promise to deliver...” (Hiyen, Vietnamese woman).
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The complexity of the healthcare system presented persistent
barriers to accessing services, even following previous preg-
nancies in Australia. Most women reported receiving no advice
from their health workers on accessing services with small or no
payment gaps (bulk-billing), which exacerbated financial chal-
lenges. Health workers typically did not offer alternative options
for maternity care referrals, leaving women uncertain about
attending more affordable practices not listed in their referral
letters: ‘T did not know I could find a provider without a gap pay-
ment (for ultrasounds), I wasn't informed by my doctor’ (Apple,
Indonesian woman).

Despite these difficulties, women prioritised attending antena-
tal care over other healthcare and pregnancy services, to mon-
itor pregnancy and ensure fetal health. Women described love
for their babies as motivation to prioritise these appointments.
Women reported that health workers suggested certain services
were optional, including genetic testing, physiotherapy, child-
birth education classes, or lactation support. As a result, some
women skipped these costly services: ‘the birthing class costs
$170 AUD, that's why I didn't take it’ (Apple, Indonesian woman).
In retrospect, women felt skipping services negatively affected
their childbirth and postpartum experience, and wished health
workers had emphasised their importance.

3.2 | Unclear Health Information
and Poor Guidance

Participants described their unmet needs for health information
as diminishing shared decision-making throughout maternity
care. All women expected clear information, personalised rec-
ommendations and direct guidance from their health workers.
However, most had their questions unanswered, and their con-
cerns dismissed: ‘Twish [health workers] listened to you. Because
sometimes you say that this is a problem. They just don't believe
you’ (Kate, international student).

Women described how they wanted help from health workers
to understand pregnancy and be prepared for childbirth. The
abundance of information online made credible sources hard
to identify ‘I'm not sure if it's the right information or the wrong
information’ (Hien, Vietnamese women). Therefore, obtaining
reliable health information was a strong motivation for attend-
ing maternity care.

Women were disappointed and frustrated at general practi-
tioners looking up pregnancy symptoms online, seeing it as a
sign of inadequate knowledge. They preferred one-on-one guid-
ance, rather than referral to generic hospital websites or social
media. Women described receiving written information—typi-
cally only in English—about health and care issues, instead of
face-to-face explanations. They lamented that these practices
lacked follow-up discussion or understanding of how general
recommendations applied to them personally: ‘We got a bit
scared because English is my second language...They said, “Here's
all the information. Just go home and read” (Hien, Vietnamese
woman).

Women reported receiving ineffective guidance on important
topics, including breastfeeding, exercise, nutrition and pain

management. Insufficient guidance made women disillusioned
with the health system (Figure 1c). Women also described an in-
formation void on postpartum care, which they felt led directly
to poor health outcomes, including prolonged pain, inadequate
wound care and deteriorating mental health: ‘after I gave birth,
I had no clue at all what normal symptoms of recovering from a
caesarean section were’ (Naya, Indonesian woman).

3.3 | Structural Factors Restricting Health
Knowledge

Structural factors affecting women's health knowledge through-
out maternity care included the following: inadequate language
services, short consultation times and limited continuity of
care. These structural barriers reduced migrant women's power
during maternity care and constrained their autonomy over
health decisions.

Inadequate language services included long wait times for in-
terpreters during antenatal care appointments and delays that
made scheduled interpretation unfeasible despite pre-booking.
Women who experienced these difficulties were discouraged
from re-requesting these services and risked receiving antenatal
care in a language they did not understand.

Some women feared discrimination for using interpreting ser-
vices: ‘I was worried they [health workers] would treat me dif-
ferently’ (Gloria, international student). Women then relied on
their partners (if they spoke English) or waited to see a differ-
ent health worker to ask for simpler explanations: ‘I did not un-
derstand what the doctor said...so I just followed the midwives’
(Naya, Indonesian woman). Lack of adequate language services
prevented some women from following healthcare recommen-
dations and communicating their needs during childbirth: “The
only word I knew in English was “help”. I was in excruciating
pain, begging’ (Quyen, Vietnamese woman).

Brief antenatal consultation times also precluded comprehen-
sive explanations of medical information by health workers.
This limited women's capacity to ask questions, adhere to med-
ical indications, or understand their importance: ‘I didn't know
why I had to take it, so I didn't pick up the prescription’ (Amira,
Indonesian woman). Women receiving maternity care through
the public health system reported longer initial antenatal con-
sultations with their general practitioners. However, subsequent
appointments were restricted to under 15min (Figure 2a), which
‘just isn't enough for them to explain things to you’ (Eli, interna-
tional student).

No continuity in care and carers undermined trust between
women and health workers: ‘..if it was the same person, then I
think it could be better because the person knows about the pa-
tient...” (Ish, international student). Women described how differ-
ent health workers provided conflicting information: ‘midwives
say different things that you should do’ (Kate, international stu-
dent). These difficulties prevented women from raising health
concerns during consultations, and made them anxious about
making mistakes during pregnancy and postpartum. For exam-
ple, some women reported they ‘didn’t know what to eat’ to im-
prove glucose levels when diagnosed with gestational diabetes.
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(@) (b)

FIGURE?2 | Participant photos and abridged captions. (a) ‘Each examination only lasts about 15 min, if not less... I have to prepare questions and
be proactive because midwives won't explain much unless prompted. They often refer to fact sheets available on the website...” (Diane, Indonesian
woman). (b) “‘We need to be proactive, to ask questions, don't let your different background hold you back ...it's also important for health workers to
direct you, let you know the services you can access, to answer your questions patiently and in detail’ (Nabilah, Indonesian woman). (c) ‘Something
that helped us is having our own car. If we need to go to the hospital with public transport, it would be more difficult. We went to our appointments
with this scooter for the first 4months of my pregnancy’ (Thuy, Vietnamese woman). (d) ‘The smartphone application provided by the hospital is
useful ... don't need to worry about its credibility. It includes features such as appointment schedules, pregnancy progress tracking, lab results, preg-
nancy education, all accessible at my fingertips..’ (Zahra, Indonesian woman).
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Other women reported distress due to difficulties breastfeeding,
despite repeatedly asking different health workers for advice.

3.4 | From Passive to Active Participants

Women discussed being accustomed to and treated as ‘passive
receivers’ of healthcare in their home countries with hierarchi-
cal health systems. In Australia, women realised health workers
were more ‘relaxed’ and expected women to be informed and
empowered. Therefore, women felt they needed to be more pro-
active during healthcare encounters:

There are different cultural styles here..It's like
university..In Vietnam, they tell you and guide you
exactly what you'll be learning. Whereas in Australia,
they will teach you how to study and then they expect
you to go and study yourself. When you go through
pregnancy and give birth, the healthcare system [in
Australia] is the same (Thuy, Vietnamese woman).

Taking an active role during healthcare encounters proved dif-
ficult for several reasons. Language barriers impeded women's
abilities to speak up. Additionally, women's beliefs in health
workers expertise and respect for their knowledge prevented
them from challenging advice or decisions, as well as express-
ing discomfort or refusing procedures. This was particularly
true while undergoing procedures in antenatal care and during
childbirth: ‘they always asked first [before checking for cervi-
cal dilation] but I didn't even think of telling them not to, I re-
spect health workers’. (Diana, International student). Women
were disempowered from voicing their preferences due to lack
of shared decision-making: T am not that brave. So, I would
just obey. Maybe if they asked me, I could speak out’ (Gloria,
International student).

Women understood their shared responsibilities in maternity
care, but stated they needed more information and encourage-
ment from health workers to actively participate (Figure 2b).
Some women were uncomfortable with the expectation to make
quick decisions, especially when overwhelmed, tired, and in
pain during childbirth and postpartum: ‘I wish doctors would
engage more with you, youre under so many hormones, drugs,
you cannot decide’ (Kate, International student).

3.5 | Factors Enabling Maternity Care Access
and Use

Migrant women were resourceful and determined to receive ap-
propriate quality maternity and newborn care. They described
several practical factors that enabled them to access and use ma-
ternity care services; the most valuable and impactful enablers
were support from their social networks and receiving woman-
centred care. Practical factors included proximity to services
and transportation access (Figure 2c). Additionally, women re-
lied on text message reminders or mobile apps from hospitals for
appointment management (Figure 2d). Some universities had
agreements with health insurance companies to waive waiting
times for maternity care services for international students. A

few women reported attending informative talks by health in-
surance providers on pregnancy cover.

Women relied on friends who had given birth in Australia for
advice on navigating the system, and for recommendations on
health workers. Women also obtained information on maternal
health services from social media groups from their cultural
communities: ‘We had no clue where to go, which doctor to see.
The support from the Indonesian community, was amazing. They
guided us’. (Naya, Indonesian woman).

However, partners who advocated for their choices and prefer-
ences during antenatal care and childbirth were the main source
of support for most women. Partners who attended childbirth
education classes were better able to support women during
childbirth: ‘they can think, they learn what to prepare. When we
are in pain from contractions, we cannot think clearly’ (Nabilah,
Indonesian woman). For single women, or those who could not
be accompanied by their partners, friends and midwives pro-
vided essential encouragement and support (Figure 3a).

Women valued woman-centred care most during childbirth,
and when they received it, felt safe and heard. They deeply ap-
preciated the kindness and understanding of health workers
(Figure 3b,c). Women felt empathy for midwives and nurses,
who they perceived as overworked. This empathy, however,
sometimes prevented women from requesting respect for their
cultural needs, which they felt hindered post-birth recovery: ‘I
didn't want to bother them and ask for hot water’ (Gloria, in-
ternational student). While most women received some level
of woman-centred care from midwives and nurses, it was rare
during antenatal care with general practitioners, and those who
sought it actively looked for language and culture-concordant
providers.

3.6 | Dissemination of Findings

We shared preliminary findings at an in-person art exhibition
in March 2024 and a virtual art exhibition (givingmumsafairgo.
com.au) with participants, community partners, and maternal
health advocates and researchers.

4 | Discussion
4.1 | Main Findings

Our study provides critical insights on the diverse challenges mi-
grant women face while navigating maternity care in Australia,
and highlights what would help them better access and use ma-
ternity care services. High costs, limited tailored health infor-
mation, inadequate language services, short consultation times
and limited continuity of care affected their use of services.
Women discussed how health workers expected them to engage
in decision-making actively, but they struggled to transition
from passive to active participants. Challenges were magnified
by scarce information sharing from health workers, exclusion
from universal health insurance and limited culturally and lin-
guistically responsive services. Social support from partners and
communities, and respectful care from health workers helped
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FIGURE 3 | Participant photos and abridged captions.‘This photo is called friendship. Two of my friends were allowed during my labour .... The
fact that I felt accompanied helped me in my oxytocin production which triggered a quick labour’ (Ellie, International student). (b) ‘I feel very satis-
fied with the maternity care service at this hospital. Especially postpartum maternity care. I was in a large, comfortable room...The doctor and nurse
were very kind. After being discharged home, the nurses visited enthusiastically and attentively’ (Quyen, Vietnamese woman). (c) ‘I have come across
many amazing nurses and midwives, taking care of me during my pregnancy, labour, and post labour in the hospital.... who didn't only care for my
newborn but also care for me (especially my mental health) ..’ (Nabilah, Indonesian woman).

improve healthcare access and use. Practical enablers also in- 4.2 | Strengths and Limitations

cluded convenient transportation or proximity to health facilities,

health insurance information sessions, health insurance waivers ~ We used a strengths-based approach that centred migrant women
for pregnancy waiting periods and language-concordant care. to determine priority topics for discussion. Rigour in analysis and
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interpretation of findings was enhanced through meaningful col-
laboration between participants, community partners and academic
researchers. Participant-generated photographs and descriptions
placed women in control of the shared narratives. Inclusive and
equitable measures were taken (e.g., on-site childcare), and women
reported feeling safe and comfortable during research participa-
tion, fostering rich discussions. Limitations include the focus on
Melbourne, which may not reflect experiences of migrant women
from regional areas, where remoteness and less cultural diversity
present distinct challenges. Women in the study were highly edu-
cated, which reflects Australia's strict visa eligibility criteria for the
selected groups in the study. We focused on three migrant com-
munities, acknowledging that many migrant communities exist in
Victoria, and within each, unique circumstances can shape health
system interactions and experiences. This study is intentionally ex-
ploratory, and findings are not intended to be generalisable.

4.3 | Interpretation

Our findings align with a hospital-based study in Melbourne
(not specifically focused on migrant women) that identified
the importance of childbirth education classes, timely informa-
tion sharing, continuity of care and partner support [34]. That
study identified societal cultural shifts towards shared decision-
making, which contradicts our finding that migrant women ex-
perienced difficulties taking active roles during maternity care.
Our findings may be explained by intersecting power imbal-
ances between migrant women and health workers caused by
language barriers, culturally unresponsive care and compound-
ing effects of interpersonal and structural gendered racism dis-
advantaging migrant women [9, 35-38].

Intersecting factors such as insurance policies, language ser-
vices and other structural challenges restricted shared decision-
making and negatively impacted migrant women's access to and
use of maternity services. Coupled with the exclusion of tempo-
rary migrants from Medicare, these are examples of institutional
racism resulting in inequitable treatment of migrant women [39]
and likely helping to explain limited progress in improving neg-
ative maternity care experiences for this group in Australia [40].

Overcoming structural health system barriers is critical to reduc-
ing maternal health inequities for migrant women and requires
sustained societal and policy commitment. Our study shows that
woman-centred maternity care is possible but currently inaccessi-
ble for many migrant women. Improvements are needed, including
sufficient resources and manageable workloads for health workers
to provide better continuity and quality of care. Additionally, ca-
pacity building for healthcare workers and interpreters in gendered
and cross-cultural awareness, dialogical informational support for
migrant women, clear and affordable pricing structures and con-
sistent interpreter services are needed. Screening for existing social
support early in antenatal care would help to improve necessary
referrals with social workers and patient liaison officers.

5 | Conclusion

Migrant women are resourceful, adaptable and pragmatic
when navigating maternity care services, but face structural

barriers that diminish their decision-making power and abil-
ities to self-advocate. These barriers are a violation of their
human right to health and non-discrimination. Structural
changes to improve maternal health access and provision
are needed to facilitate shared decision-making, culturally
responsive and woman-centred care. Our study participants
argued that if these structural changes were made, they would
feel empowered and safe to make requests that would satisfy
their care needs.

We propose three areas for future research. First, health eco-
nomic evaluations of maternity care for migrant women with
varying visa types, to assess how private health insurance
policies impact the costs of poor maternal health outcomes in
Australia. Second, implementation research to test and evaluate
shared-decision making and women-centred care, as outlined
in national clinical guidelines. Third, policy research on insti-
tutional racism in the Australian health system to identify and
address priority areas for the improvement of maternal health
for migrant women.

Author Contributions

M.A.B. and M.V.C. conceptualised this study. K.B., M.A.B., M.S. and
M.V.C. designed the study. M.V.C., A.H. and J.C. collected data. Led by
MV.C,; A.H,, J.C., D.A. and G.T. contributed to data analysis. M.V.C.
prepared the first draft and subsequent revisions with input from
M.A.B. All authors critically reviewed the manuscript, provided feed-
back and agreed on the final version before journal submission.

Acknowledgements

We acknowledge and thank research participants who generously
shared their stories and photographs to make this work possible. We also
extend our gratitude to our community partners at the Multicultural
Centre for Women's Health; Dr. Adele Murdolo, Dr. Maria Hach and Dr.
Joyce Jiang for their valuable advice during initial planning conversa-
tions for this project, and Kim Grosser who contributed to the design
of the recruitment poster and aided in its online distribution. Open ac-
cess publishing facilitated by The University of Melbourne, as part of
the Wiley - The University of Melbourne agreement via the Council of
Australian University Librarians.

Ethics Statement

Ethic approval was obtained from the University of Melbourne Human
Research Committee on 22 February 2023 (2023-25868-37109-3).

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The interviews and workshops transcripts that support the find-
ings of this study are not publicly available due to privacy concerns.
Participants did not provide consent for the photographs contained in
the manuscript figures to be reproduced by third parties.

References

1. Australian Institute of Health and Welfare, National Perinatal Data
Collection Preliminary Update 2022-Data Tables (ATHW, 2022).

2. H. Billett, M. Vazquez Corona, and M. A. Bohren, “Women From
Migrant and Refugee Backgrounds' Perceptions and Experiences of the

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

2129

85UB0|17 SUOWILIOD BAeRID B[eat|dde auy Aq peusenob a1e e O ‘@SN Jo Sa|n o} A%l 1T 8UIIUO 481/ UO (SUORIPUOD-pUE-SWLBHWI0D™ A8 1M ARIq1[eu1|UO//SANY) SUORIPUOD PUE SWLB L 3L 885 *[S202/TT/.2] U0 ARdIT8ulluO AB1IM ‘[10UN0D) UoIeasay IIPSIN PUY UiERH [UOTRN Ad 6528T '8250-TLYT/TTTT OT/I0PAL0D A8 1w Areiq1jeutjuo'uABaoy/sdny woiy pepeojumoq ‘€T ‘5202 ‘82S0TLYT



Continuum of Maternity Care in Australia: A Qualitative Evidence Syn-
thesis,” Women and Birth 35, no. 4 (2021): 327-339.

3. C. Poljski, R. Quiazon, and C. Tran, “Ensuring Rights: Improving
Access to Sexual and Reproductive Health Services for Female Interna-
tional Students in Australia,” Journal of International Students 4, no. 2
(2014): 150-163.

4.Council on Obstetric and Paediatric Mortality and Morbidity
(CCOPMM), “Victoria Mothers, Babies and Children 2020,” (2022).

5.S. Grundy, P. Lee, K. Small, and F. Ahmed, “Maternal Region of Origin
and Small for Gestational Age: A Cross-Sectional Analysis of Victorian
Perinatal Data,” BMC Pregnancy and Childbirth 21, no. 1 (2021): 409.

6. Australian Institute of Health and Welfare, Australia’s Mothers and
Babies 2022 Web Report (ATHW, 2024).

7.M. C. Tracy, R. Thompson, D. M. Muscat, et al., “Implementing
Shared Decision-Making in Australia,” Zeitschrift fiir Evidenz, Fortbil-
dung und Qualitdt im Gesundheitswesen 171 (2022): 15-21.

8. COAG Health Council, Woman-Centred Care: Strategic Directions for
Australian Maternity Services Was Prepared Under the Auspices of the
COAG Health Council (Department of Health, 2019).

9. K. Begley, D. Daly, S. Panda, and C. Begley, “Shared Decision-Making
in Maternity Care: Acknowledging and Overcoming Epistemic De-
featers,” Journal of Evaluation in Clinical Practice 25, no. 6 (2019):
1113-1120.

10. M. Hawke, J. Considine, and L. Sweet, “Maternity Clinician Use of
Shared Decision-Making in Antenatal Care: A Scoping Review,” Birth
51, no. 3 (2024): 475-483.

11. D. K. Midmer, “Does Family-Centered Maternity Care Empower
Women? The Development of the Woman-Centered Childbirth Model,”
Family Medicine 24, no. 3 (1992): 216-221.

12. 0. Oladapo, O. Tuncalp, M. Bonet, et al., “WHO Model of Intra-
partum Care for a Positive Childbirth Experience: Transforming Care
of Women and Babies for Improved Health and Wellbeing,” BJOG: An
International Journal of Obstetrics & Gynaecology 125, no. 8 (2018):
918-922.

13. E. Shakibazadeh, M. Namadian, M. Bohren, et al., “Respectful Care
During Childbirth in Health Facilities Globally: A Qualitative Evidence
Synthesis,” BJOG: An International Journal of Obstetrics & Gynaecology
125, no. 8 (2018): 932-942.

14. A. Elias, F. Mansouri, and Y. Paradies, “Contemporary Racism in
Australia,” in Racism in Australia Today, ed. A. Elias, F. Mansouri, and
Y. Paradies (Springer Singapore, 2021), 169-209.

15. V. Carangio, K. Farquharson, S. Bertone, and D. Rajendran, “Racism
and White Privilege: Highly Skilled Immigrant Women Workers in Aus-
tralia,” Ethnic and Racial Studies 44, no. 1 (2021): 77-96.

16. D. Butorac, “Like the Fish Not in Water,” Australian Review of Ap-
plied Linguistics 37, no. 3 (2014): 234-2438.

17. D. Coghlan and M. Brydon-Miller, The SAGE Encyclopedia of Action
Research (Sage, 2014).

18. G. L. P. Higginbottom, “What Is Participatory Research? Why Do
1t?,” in Participatory Qualitative Research Methodologies in Health [In-
ternet/ (SAGE Publications Ltd, 2015), https://methods.sagepub.com/
book/participatory-qualitative-research-methodologies-in-health.

19. C. K. S. Vaughan, “Photovoice,” in The SAGE Handbook of Partici-
patory Research and Inquiry, ed. D. H. J. Burns and S. M. Ospina (SAGE
publications Ltd., 2021), 754-770.

20. A. Bryman, Social Research Methods, 3rd ed. (Oxford University
Press, 2008).

21.S. Cho, K. W. Crenshaw, and L. McCall, “Toward a Field of Intersec-
tionality Studies: Theory, Applications, and Praxis,” Signs: Journal of
Women in Culture and Society 38, no. 4 (2013): 785-810.

22. G. Wilson, “Research Made Simple: An Introduction to Feminist Re-
search,” Evidence Based Nursing 26, no. 3 (2023): 87-88.

23. “Multicultural Centre for Women's Health”, 2019, https://www.
mcwh.com.au/about-mcwh/.

24. A. Tong, P. Sainsbury, and J. Craig, “Consolidated Criteria for Re-
porting Qualitative Research (COREQ): A 32-Item Checklist for Inter-
views and Focus Groups,” International Journal for Quality in Health
Care 19, no. 6 (2007): 349-357.

25. State Government of Victoria, “Metropolitan Melbourne 2024,”
https://liveinmelbourne.vic.gov.au/discover/melbourne-victoria/metro
politan-melbourne.

26. D. Harper, “Talking About Pictures: A Case for Photo Elicitation,”
Visual Studies 17, no. 1 (2002): 13-26.

27. G. Rose, “On the Relation Between ‘Visual Research Methods’ and
Contemporary Visual Culture,” Sociological Review 62, no. 1 (2014):
24-46.

28. V. Braun and V. Clarke, “To Saturate or Not to Saturate? Questioning
Data Saturation as a Useful Concept for Thematic Analysis and Sample-
Size Rationales,” Qualitative Research in Sport, Exercise and Health 13,
no. 2 (2021): 201-216.

29. Otter. ai I, “Otter: Meeting note taking & real-time transcription [In-
ternet]. Los Altos (CA): Otter.ai” 2023, https://otter.ai.

30. Cockatoo, “Cockatoo: Al-powered transcription and summarisation
tool [Internet]. Melbourne (AU): Cockatoo” 2023, https://cockatoo.com.

31. Microsoft Corporation, “Dictate: Speech-to-text dictation tool in Mi-
crosoft Word [computer program]. Redmond (WA): Microsoft Corpora-
tion” 2023, Version 2307.

32.V. Braun and V. Clarke, “Using Thematic Analysis in Psychology,”
Qualitative Research in Psychology 3, no. 2 (2006): 77-101.

33. Lumivero, “NVivo (Version14),” 2023, www.lumivero.com.

34. A. Waddell, D. Goodwin, G. Spassova, L. Sampson, A. Candy, and
P. Bragge, ““We Will Be the Ones Bearing the Consequences’ A Quali-
tative Study of Barriers and Facilitators to Shared Decision-Making in
Hospital-Based Maternity Care,” Birth 51 (2024): 581-594.

35.S. Priebe, S. Sandhu, S. Dias, et al., “Good Practice in Health Care for
Migrants: Views and Experiences of Care Professionals in 16 European
Countries,” BMC Public Health 11, no. 1 (2011): 187.

36. C. FitzGerald and S. Hurst, “Implicit Bias in Healthcare Profession-
als: A Systematic Review,” BMC Medical Ethics 18, no. 1 (2017): 19.

37.G. Tran, D. Ansari, C. Labra-Odde, and A. Tong, Building Bridg-
es:Promoting Mental Health and Wellbeing for Migrant Women (Multi-
cultural Centre for Women's Health, 2023).

38. Multicultural Centre for Women's Health, “Leading the Conversa-
tion on Migrant and Refugee Women and Gender Diverse People's Ex-
periences of Pain: A Submission to the Victorian Government Inquiry
Into Women's Pain,” Melbourne, Australia. (2024).

39. B. L. Needham, T. Ali, K. L. Allgood, A. Ro, J. L. Hirschtick, and N.
L. Fleischer, “Institutional Racism and Health: A Framework for Con-
ceptualization, Measurement, and Analysis,” Journal of Racial and Eth-
nic Health Disparities 10, no. 4 (2023): 1997-2019.

40.7J. Yelland, E. Riggs, R. Small, and S. Brown, “Maternity Services Are
Not Meeting the Needs of Immigrant Women of Non-English Speaking
Background: Results of Two Consecutive Australian Population Based
Studies,” Midwifery 31, no. 7 (2015): 664-670.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section.

2130

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

85UB0|17 SUOWILIOD BAeRID B[eat|dde auy Aq peusenob a1e e O ‘@SN Jo Sa|n o} A%l 1T 8UIIUO 481/ UO (SUORIPUOD-pUE-SWLBHWI0D™ A8 1M ARIq1[eu1|UO//SANY) SUORIPUOD PUE SWLB L 3L 885 *[S202/TT/.2] U0 ARdIT8ulluO AB1IM ‘[10UN0D) UoIeasay IIPSIN PUY UiERH [UOTRN Ad 6528T '8250-TLYT/TTTT OT/I0PAL0D A8 1w Areiq1jeutjuo'uABaoy/sdny woiy pepeojumoq ‘€T ‘5202 ‘82S0TLYT


https://methods.sagepub.com/book/participatory-qualitative-research-methodologies-in-health
https://methods.sagepub.com/book/participatory-qualitative-research-methodologies-in-health
https://www.mcwh.com.au/about-mcwh/
https://www.mcwh.com.au/about-mcwh/
https://liveinmelbourne.vic.gov.au/discover/melbourne-victoria/metropolitan-melbourne
https://liveinmelbourne.vic.gov.au/discover/melbourne-victoria/metropolitan-melbourne
https://otter.ai
https://cockatoo.com
http://www.lumivero.com

	Migrant Mums and Maternity Care: A Qualitative Participatory Health Research Study
	ABSTRACT
	1   |   Introduction
	2   |   Methods
	2.1   |   Study Site and Participants
	2.2   |   Data Collection and Management
	2.3   |   Data Analysis

	3   |   Results
	3.1   |   Navigating Health Insurance Complexities
	3.2   |   Unclear Health Information and Poor Guidance
	3.3   |   Structural Factors Restricting Health Knowledge
	3.4   |   From Passive to Active Participants
	3.5   |   Factors Enabling Maternity Care Access and Use
	3.6   |   Dissemination of Findings

	4   |   Discussion
	4.1   |   Main Findings
	4.2   |   Strengths and Limitations
	4.3   |   Interpretation

	5   |   Conclusion
	Author Contributions
	Acknowledgements
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	References


