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Abstract 

Background Adverse perinatal health outcomes are notably high among African-born women living in Australia. 
This problem is partly attributed to their lower engagement in maternity care services as compared to Australian-born 
women. Various barriers might limit African-born women’s access to and use of services; however, these barriers are 
not well documented. Therefore, this review aimed to synthesise current qualitative evidence on barriers and facilita-
tors of access to maternity care for African-born women living in Australia.

Methods The search was conducted in MEDLINE, CINAHL, Embase, PsychInfo, and Maternity and Infant Care data-
bases on 16 April 2023. All articles retrieved were meticulously screened for eligibility by two independent review-
ers with any disagreements resolved through discussion. The quality of the included articles was evaluated using 
the Mixed Methods Appraisal Tool. Studies were screened in Covidence and analysed in NVivo. The findings were 
organised and presented using Levesque’s framework of healthcare access.

Results Out of 558 identified papers, 11 studies comprising a total of 472 participants met the eligibility criteria. The 
review highlighted provider-side barriers such as shortage of information, unmet cultural needs, long waiting times, 
low engagement of women in care, discrimination, and lack of continuity of care. User-side barriers identified include 
communication issues, difficulty navigating the health system, and lack of trustful relationships with healthcare pro-
viders. In contrast, the review pinpointed provider-side facilitators including positive staff attitudes, service availability, 
and the proximity of facilities to residential homes, while user-side facilitators such as cultural assimilation and feeling 
valued by healthcare providers were noted.

Conclusions This review identified barriers and facilitators of access to maternity care for African-born women living 
in Australia. Empirical evidence that would inform potential changes to policy and practice to address African-born 
women’s unique health needs was highlighted. Designing and implementing a culturally safe service delivery model 
could remove the identified access barriers and improve African-born women’s engagement in maternity care. 
Moreover, reinforcing factors associated with positive healthcare experiences is essential for improving maternity care 
access for this priority population.

Systematic review registration PROSPERO CRD42023405458.

*Correspondence:
Ayele Geleto Bali
a.bali@deakin.edu.au
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13643-024-02628-8&domain=pdf
http://orcid.org/0000-0001-5139-6568
http://orcid.org/0000-0002-2772-811X
http://orcid.org/0000-0003-0605-1186


Page 2 of 20Bali et al. Systematic Reviews          (2024) 13:215 

Keywords Meta-synthesis, Maternity, Barriers, Facilitators, Africa-born women, Australia

Background
Migration to high-income countries from low-middle-
income countries has increased in recent years. Accord-
ing to the 2020 International Organization for Migration 
(IOM) report, about 3.6% of the world’s population has 
been living outside of their countries of birth [1]. The 
number of people living outside of their countries of ori-
gin had increased from 244 million in 2015 [2] to 281 
million in 2020, a 15.2% increase over 5 years [1]. People 
often move to and live in another country as migrants, 
refugees, or asylum seekers, mainly when conditions in 
their birth country are inconducive to living a healthy 
and prosperous life [3].

According to the IOM definitions, an asylum seeker 
is someone who has sought international protection in 
another country due to serious human rights violations 
in their country of origin and is awaiting a final deci-
sion on their asylum claim [4]. A refugee is a person who 
has fled their birth country and lives in another country 
because of fear of persecution because of their race, reli-
gion, nationality, membership of a particular social group 
or political opinions [4]. Although there is no universally 
accepted definition for migrant, the United Nations High 
Commissioner for Refugees (UNHCR) considers it as 
an umbrella term covering people who willingly change 
their countries of origin for work (e.g. skilled migrants), 
temporary entrants (e.g. students), join a family (e.g. 
partner), or to lead a prosperous life [5]. A migrant can be 
classified either as a ‘first-generation immigrant’, a person 
who was born in a country other than the host country or 
a ‘second-generation immigrant’, a person who was born 
in a country of residence but to foreign-born parents [6].

Migration to Australia from countries across the 
world has increased over the last decade, making Aus-
tralia one of the top 10 destination countries globally [7]. 
This is partly attributed to the country’s recent changes 
to migration policy, which has focused on attracting 
skilled migrants to fill skill shortages [8]. Australia is 
also a country of choice for many African migrants and 
refugees. Evidence has shown that in 2020, more than 
400,000 people of African origin lived in Australia, rep-
resenting 1.6% of the Australian population. About a 
third of African people living in Australia are women of 
childbearing age [9].

Addressing the health and well-being of migrants and 
refugees was recognised as an essential step toward 
achieving the Sustainable Development Goals (SDGs) 
[10]. However, access to healthcare can be challenging 
for migrant and refugee women residing in Australia, 
especially for those who are from non-English speaking 

countries [11]. Furthermore, most migrant and refugee 
African-born women could not easily adjust themselves 
to the health system of the destination countries, and 
thus often attend traditional practitioners [12].

The health and well-being of migrant and refugee 
women could be affected by exposure to health risks in 
their country of origin, during the transit, and in desti-
nation countries [13]. Due to these exposures and ine-
quality in access to maternity care in the host countries 
[14, 15], migrant and refugee women are more likely 
to experience higher adverse perinatal outcomes when 
compared to women born in the host country [15]. 
Similarly, in Australia, where the government’s commit-
ment to realise equitable health care is strong, adverse 
perinatal outcomes remain significantly higher among 
women with migrant or refugee backgrounds than 
women born in Australia [16, 17]. For example, peri-
natal mortality is significantly higher among migrant 
Eritrean women than Australia-born women (24.3 per 
1000 births vs 9.8 per 1000 births) [18]. This might be 
attributed partly to the access barriers, health inequali-
ties, or discrimination experienced by migrant women 
during healthcare service episodes [19].

With the rapid increase of migration from African 
countries to Australia, investigating the barriers and 
facilitators to maternity care access for African-born 
women is an essential step to realise equitable mater-
nal health care. This is in line with the national strategic 
directions for Australian maternity services, which rec-
ognise the delivery of culturally safe, women-centered, 
and evidence-based models of care for women from 
culturally and linguistically diverse backgrounds [20].

Although a few studies have been conducted on the 
maternal health and well-being of migrant and refu-
gee women in Australia, they do not reflect the unique 
needs of African-born women, as migrants and refu-
gees are not a homogenous population [18]. The unique 
health, cultural, social, and psychological needs of this 
growing community need to be integrated into national 
health strategies [9]. Potential changes to health policy 
and practice are effective when supported with reliable 
and current evidence. Systematic reviews and meta-
analyses are the best methods to supply accurate evi-
dence for informed decisions [21]. However, there is 
a lack of systematically synthesised evidence on the 
barriers and facilitators of access to maternity care for 
African-born women living in Australia. This meta-
synthesis aimed to synthesise current qualitative evi-
dence on barriers and facilitators of access to maternity 
care among African-born women living in Australia.
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Methods
Design
Relevant qualitative and mixed methods studies that 
have reported on barriers and/or facilitators to access 
maternity care among African-born women living in 
Australia were systematically searched. An a-priori ana-
lytic method was applied to present the findings derived 
from empirical studies using Levesque et al.’s conceptual 
framework of healthcare access [22]. A protocol for this 
review has been registered with the International Pro-
spective Register of Systematic Reviews (PROSPERO) 
(registration number: CRD42023405458).

Inclusion and exclusion criteria
The following eligibility criteria were used to identify rel-
evant articles for the review. Peer-reviewed articles pub-
lished in academic journals in the English language and 
reported on the barriers and/or facilitators of access to 
maternity care for African-born women living  in Aus-
tralia were included. Maternity care refers to the care 
provided to women during pregnancy, childbirth, and 
the postnatal period [23] and may occur in public or 
private health facilities. We included qualitative and 
mixed-methods studies, but we extracted the qualitative 
data reported in these studies. Two studies reported on 
women from some Asian and African countries, but only 
data specific to and  quotes provided by African-born 
women were extracted.

Studies that reported on migrant and/or refugee 
women living in Australia but not of African origin were 
excluded. Access barriers to non-African migrant women 
might not be the same as access barriers to African-born 
women living in Australia. We excluded purely quan-
titative studies, commentaries, protocols, conference 
abstracts, and anonymous reports.

Search strategy
Five online databases, including MEDLINE, CINAHL, 
Embase, PsychInfo, and Maternity and Infant Care 
(MIC), were searched on 16 April 2023 from the dates of 
inception without any time limits. These databases index 
pregnancy-related research papers. The search strategy 
and keywords were developed in consultation with an 
experienced faculty librarian. The study used the PICOS 
(Population, Interest, Comparison, Outcomes, and Study 
types) framework. This modified PICO shows higher 
sensitivity than SPIDER (Sample, Phenomenon of Inter-
est, Design, Evaluation, and Research type) and greater 
specificity than PICO, thus is recommended in system-
atic reviews of qualitative literature [24]. It has been pre-
viously applied in a similar study [25]. Participant (P) 
refers to African-born women living in Australia, while 

the phenomena of Interest (I) is access to maternity 
care. Comparisons (C) are Australian-born women (this 
is implicit because all participants were African-born 
women). The Outcomes (O) are barriers and facilitators 
of access to maternity care, while the Study types (S) are 
qualitative and mixed methods studies.

A comprehensive search strategy and keywords were 
developed, and a line-by-line search method was con-
ducted in candidate databases to locate suitable articles. 
Then, the search history options were combined using 
the Boolean operators (AND or OR) to make a final set 
of results. Search strategies and keywords for all data-
bases via the EBSCOhost platform (Ovid for MIC) are 
found in a supplementary file (see Additional file 1). We 
conducted a pilot search and validated the candidate 
databases and keyterms because, pilot  search  is recom-
mended as it improves the efficiency of the review [26]. 
Once searching was finalised, the bibliographic lists of 
the eligible papers were checked for relevant studies. 
The updated Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) flow diagram 
[27] was used to illustrate the selection process and the 
PRISMA checklist was used to report the reviews (see 
Additional file 2).

Screening for articles
Articles were searched from the online databases by one 
reviewer (AGB) and saved to the EndNote library. Papers 
were imported into Covidence, duplicates were removed, 
and articles were shared with the second reviewer (VV) 
for the title and abstract screening, full-text review, and 
data extraction. The two reviewers conducted a compre-
hensive independent screening guided by the eligibility 
criteria. Disagreements were solved through discussion 
between the two reviewers and the articles were passed 
on to a third reviewer for a final decision (LS). Finally, the 
full texts of all articles that met the inclusion criteria were 
retained for meta-synthesis.

Data extraction
Data were extracted from the full text of retained articles 
in Covidence using an adapted Joanna Briggs Institute 
(JBI) data abstraction format [28] (see Additional file 3). 
Study characteristics, including the authors names, pub-
lication year, data collection period, and the Australian 
state or territory in which the study was conducted, were 
extracted. Specific study details, such as the study design, 
study population, sample size, sampling procedure, and 
data collection methods were extracted from the included 
studies. We also extracted barriers and facilitators for 
maternity care access reported by African-born women.
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Quality appraisal
The quality of the papers was assessed using the updated 
Mixed Method Appraisal Tool (MMAT) [29]. We pre-
ferred to use the MMAT because it is suitable for assess-
ing the quality of qualitative and mixed-methods studies. 
This tool has been validated and gained a moderate to 
perfect interrater reliability score [30]. The tool has been 
used for quality assessment in similar previous reviews 
[31, 32]. Two authors (AGB and VV) independently 
appraised the quality of all included papers. Using the 
tool, we determined the quality of the qualitative stud-
ies by examining (i) the appropriateness of the qualita-
tive approach, (ii) whether the data collection methods 
were adequate, (iii) whether the findings were adequately 
derived from the data, (iv) whether the interpretation 
of results was sufficiently substantiated by data, and (v) 
whether there was coherence between qualitative data 
sources, collection, analysis, and interpretation. The 
quality of mixed-methods studies was determined by 
examining (i) whether there was an adequate rationale 
for using the methods, (ii) whether different components 
of the study were effectively integrated, (iii) whether the 
outputs of the integration of qualitative and quantitative 
components were adequately interpreted, (iv) whether 
divergences and inconsistencies between quantitative 
and qualitative results were adequately addressed, and 
(v) whether different components of the study adhered 
to the quality criteria of each method involved [29]. This 
tool has five quality assessment criteria, and the quality 
of each study is determined by summing up the number 
of all criteria met. The quality value ranges from 0% (no 
criterion met) to 100% (all criteria met) [33]. To capture 
all barriers and facilitators of access to maternity care for 
African-born women, all studies that meet the inclusion 
criteria were included, irrespective of their quality scores. 
However, the quality of each study was characterised and 
presented (see Additional file 4).

Data synthesis
The current review was informed by Levesque and col-
leagues’ framework [22]. This conceptual framework 
offers a multidimensional view of healthcare access with 
five domains to assess the accessibility of services from 
the providers’ perspective including (1) approachability; 
(2) acceptability; (3) availability and accommodation; (4) 
affordability; and (5) appropriateness. This framework 
also incorporates five corresponding abilities that are 
appropriate to assess the accessibility of service from 
the users’ perspective including (1) the ability to per-
ceive; (2) the ability to seek; (3) the ability to reach; (4) 
the ability to pay; and (5) the ability to engage [23]. This 
framework is suitable to investigate the accessibility of 
services both from users’ and providers’ perspectives, 

not just the failures of the health system [22]. Further-
more, unlike other available frameworks, Levesque and 
colleagues offer dimensions such as approachability and 
appropriateness of the services, which are specifically 
relevant among socially disadvantaged and migrant 
women [34, 35]. Although this framework has some 
challenges, such as the difficulty of categorising certain 
data into a specific dimension [36], it is highly regarded 
as appropriate and has been widely used in the litera-
ture [22, 34–37] to organise and present barriers and 
facilitators to healthcare access.

Guided by Levesque and colleagues’ conceptual frame-
work of healthcare access [22], we coded the data line-by-
line and generated various codes and sub-themes. These 
were then grouped into the broader domains within the 
framework. The data were coded into Levesque et  al.’s 
dimensions by the first author and checked by the other 
authors for precision. Finally, we selected illustrative 
quotes from the extracts to reflect the broader meaning 
of the domain. To remove ambiguity in the classification 
of findings, we named provider-side facilitator (a), pro-
vider-side barriers (b), user-side facilitators (c), and user-
side barriers (d), preceded by the corresponding number 
of domains. For example, 2a represents facilitators in the 
acceptability domain (Fig. 1). Data management, coding, 
and presentation were performed with Nvivo Version 20 
software.

Assessment of confidence in the review findings
Once we finalised the qualitative evidence synthesis, we 
assessed the level of confidence in the findings using the 
Grading of Recommendations Assessment, Development 
and Evaluation-Confidence in the Evidence from Reviews 
of Qualitative research (GRADE-CERQual) [38–42]. Ini-
tially, we assessed each discrete finding reported in the 
qualitative evidence synthesis based on the methodologi-
cal limitations of the studies contributing to the finding, 
the coherence of the finding, the adequacy of data con-
tributing to the finding, and the relevance of the contrib-
utory studies to the review question. Then we made an 
overall judgement and categorised each finding as having 
High, Moderate, Low or Very Low confidence. We set an 
initial assumption of ‘high confidence’ in all findings and 
downgraded the levels based on the criteria described in 
the protocol. The GRADE-CERQual assessments were 
performed by two reviewers independently and a final 
judgement was made based on discussions and consen-
sus [40].

Results
After comprehensive screening, eleven studies that 
met the eligibility criteria were retained for the quali-
tative evidence synthesis [43–53]. These studies 
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were published between 2003 and 2022. Ten studies 
employed only qualitative methods [43–45, 47–53], 
typically using interviews and focus group discussions 
for data collection. One study used a mixed methods 
approach [46]. Participants of nine studies included 
only African-born women [43–47, 49–51, 53], while 
two studies presented data from women of African 
and Asian backgrounds [48, 52]. Responses specific to 
African-born women were extracted from these stud-
ies. The included studies were conducted in five Aus-
tralian states, with most from Victoria [43–45, 49] and 
Queensland [46, 51, 53] (Table 1). Seven studies [43–45, 
47, 48, 50, 52] met all quality criteria, while four studies 
[46, 49, 51, 53] met four out of the five criteria. Article 
screening and the selection process are illustrated in the 
PRISMA flow diagram [54] (Fig. 2).

Qualitative evidence synthesis
The qualitative findings reported in the included studies 
are presented below under five Levesque et al.’s concep-
tual framework of healthcare access domains [22], and 
details of the themes are presented in Table  2. We also 
presented the barriers and facilitators of access to mater-
nity care excerpted from all studies in Table 3.

Perception of needs and desire for care

Approachability Approachability refers to the avail-
ability of adequate information about existing services 
and how people identify and reach for care [22]. The 
provision of maternal health education at the hospitals 
was considered a provider-side facilitator (1a) that sup-
ported African-born women to access maternity care 

[46]. However, African-born women reported several 
provider-side barriers (1b) for accessing maternity care 
in Australia. Most women claimed that a lack of mater-
nal health information [43, 45] limited their understand-
ing of the purpose of the services [48]. Due to a lack of 
knowledge about the available maternal health options 
[50] and a lack of knowledge about where to obtain the 
services [53], some women missed important maternity 
care appointments available at the early stage of preg-
nancy. A woman presented her concern: ‘Because it was 
my first time having a child here, and I don’t know exactly 
the places I have to go like hospitals. … I stayed at home 
until I was 7 months pregnant, I hadn’t been even to first 
check-up’ [50, p: 301].

Ability to perceive The ability to perceive is related 
to health literacy, knowledge, and beliefs about health 
and sickness [22]. It was reported that some women 
are interested in receiving information about maternal 
health, which we identified as the only user-side facili-
tator (1c) [45]. However, several user-side barriers (1d) 
were reported to affect women’s ability to perceive. Most 
women perceived childbirth as a natural process with 
medical assistance, including analgesia for labour pain 
[45, 51] and medical procedures during pregnancy [45, 49] 
being perceived as not necessary. The use of medical tech-
nology during labour was perceived as distressing for some 
women [46]. Therefore, some women preferred to labour 
at home for as long as possible, believing this would pre-
vent birth interventions, including caesarean section [51]. 
For example, a woman reported rejecting medication for 
labour induction because she wanted only a natural birth 
[45, 48, 49], feeling alone and feeling different from others 

Fig. 1 Adopted Levesque and colleagues’ conceptual framework for healthcare access
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in the hospital environment [44, 51], and women’s belief 
in complementary (natural) therapies over modern medi-
cine [51] were reported to hamper care seeking behaviour 
of African-born women. Here is a perception of a woman 
who avoided analgesia in the belief that it prolongs labour 
by cooling the pain: ‘… when you are on labour, then, um, 
instead you are given hot water, tea, hot tea, dry tea. … for 
the tablets, … it will cool the pain and still the baby will 
remain in me. So, I just want the pain should (escalate) so 
that it [baby] comes out’ [51, p: 467].

Health care seeking

Acceptability Acceptability relates to how well health-
care services address an individual’s cultural and social 
needs for them to seek, access, and accept care [22]. 

Several provider-side factors, such as the welcom-
ing and positive attitudes of midwives [44, 50], being 
understood by midwives and doctors [44, 52], and hav-
ing access to bicultural social workers [47] facilitated 
(2a) African-born women to accept and access the ser-
vices. Some women considered midwives as very kind 
[51] and were respectful to women’s culture during ser-
vice provision [47], which helped to build trustful rela-
tionships [45]. African-born women appreciated being 
asked about their well-being during inpatient stays [51] 
and families being allowed to be present and provide 
support during childbirth [50]. For example, a respond-
ent narrated: ‘…so, she tries to meet your needs in the 
way that you feel comfortable… so I think for her, she 
treats everybody the way they’re meant to be treated, 
because she doesn’t treat everybody the same. She kind 
of – she understands what people’s individual needs 
are…’ [47, p: 4].

Fig. 2 PRISMA flow diagram indicating searches of databases, article screening and selection
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Table 2 Barriers and facilitators identified from the included studies

Facilitators Studies Barriers Studies

1) Approachability and ability to perceive

 1a) Provider-side facilitators 1b) Provider-side barriers

  ➢ The provision of maternal health education in some 
hospitals

[46] ✓ Weak maternal health information dissemination [43, 45]

 ✓ Provision of information only in written form [50]

 1c) User-side facilitators 1d) User-side barriers

  ➢ Women have a good interest in receiving maternal 
health information

[45]  ✓ Lack of awareness about the available maternity care 
options

[50, 53]

 ✓ Lack of familiarity with some interventions [45, 51]

 ✓ Misunderstanding why the services are given for [49]

 ✓ Not knowing the health system, the treatment standards, 
and the available antenatal education

[51]

 ✓ Lack of knowledge of the locations of maternity services [53]

 ✓ Considering birth is a natural process, medical interven-
tion is not required

[45, 51]

 ✓ Worrying about the fetus accepting some procedures [45]

 ✓ Lack of trust in service providers [48, 49]

 ✓ Negative beliefs about medical interventions [49]

 ✓ Perceiving that health education is not important [50]

 ✓ Feeling alone and feeling different in the hospital environ-
ment

[44, 51]

 ✓ Obstetricians are perceived as not concerned for women’s 
wellbeing

[51]

2. Acceptability and ability to seek

 2a) Provider-side facilitators 2b) Provider-side barriers

  ➢ Positive staff attitude and respectful staff [44, 50]  ✓ Lack of respectful service delivery and discriminated [43]

  ➢ Staff respect women’s culture [45, 47]  ✓ Care was not responsive to women’s cultural needs [45, 47]

  ➢ Allowing families to present and support birthing 
mothers

[50]  ✓ Care providers rush during the consultation [48]

  ➢ Being asked about wellbeing by staff [51]  ✓ Restriction of movement during labour [50]

  ➢ Midwives are kind [51]  ✓ Midwives posed inappropriate questions during service 
delivery

[51]

  ➢ Having access to a bicultural social worker [47]  ✓ Some staff are angry at women during service delivery [51]

 ✓ Unmet need for female doctors’ preference [51]

 ✓ Not involving family during labour [46, 48]

 ✓ Being labelled and receiving racially stereotypical com-
ments in the hospital environment

[43]

 2c) User-side facilitators 2d) User-side barriers

  ➢ Women feel that service providers understand them [52]  ✓ Difficulties understanding different approaches to mater-
nity care

[45]

  ➢ Feeling welcome and valued by the providers [44]  ✓ Home birth experience in the home country [45]

  ➢ Cultural assimilation helped women to accept 
the Australian health system

[45]  ✓ Being distressed when technology was used [46]

 ✓ Prior negative maternity care experiences [47]

 ✓ Religious restriction [46, 49]

3) Availability and accommodation, and ability to reach

 3a) Provider-side facilitators 3b) Provider-side barriers

  ➢ Availability of multiple forms of pain relief [50]  ✓ Postnatal follow-up is not available [43]

  ➢ Availability of antenatal classes during visits [51]  ✓ Long waiting time [46, 50]

  ➢ Multiple services are provided under one roof [52]

  ➢ The proximity of health facilities to home [44, 52]

 3c) User-side Facilitators 3d) User-side Barriers
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Conversely, a range of provider-side barriers (2b) were 
reported to affect the acceptability of the services by 
African-born women. Discrimination [43], unmet needs 
for maternity care [47], and insufficient time for consul-
tations [48] were reported to affect women’s access to 
maternity services. Furthermore, women’s care-seeking 
behaviour was diminished if their preference for female 
doctors was not met and when staff were angry and failed 
to respond to their requests [51]. For example, a woman 
narrated her concerns about service providers: ‘I don’t 
blame them. I know they are busy, but … You feel you 
need someone, you know, even if you want something 
and you press for the nurse, and they don’t come. You feel 
like … maybe they don’t want you; they don’t want to help 
you’ [51, p: 465].

Ability to seek care The ability to seek care is related 
to personal autonomy, knowledge about the available 

options, and the freedom to obtain care [22]. A range 
of user-side facilitators (2c) were reported to improve 
African-born women’s ability to seek maternity care. Cul-
tural assimilation helped some women develop the confi-
dence to accept the Australian hospital system [45]. Some 
women felt welcomed and valued by service providers, 
which improved their ability to seek maternity care [44].

However, many user-side barriers (2d) were reported 
across studies to affect women’s ability to seek mater-
nity care. Women’s religion was reported as a factor that 
affected the acceptability of maternity care [46, 49]. For 
example, a respondent narrated that she would rather die 
a good Muslim woman than be ‘contaminated’ by having 
a ‘pork injection’ (routine Heparin injection), which was 
believed to be a non-halal product [49, 45]. Being asked 
for private and personal information, such as whether 
women had been circumcised, was also considered 

Table 2 (continued)

Facilitators Studies Barriers Studies

  ➢ We could not associate any finding to this theme  ✓ Difficult accessing public transport [46]

 ✓ Difficulty navigating the health system and the hospital 
environment

[51]

4) Affordability and ability to pay

 4a) Provider-side facilitators 4b) Provider-side barriers

  ➢ We could not associate any finding to this theme  ✓ We could not associate any finding to this theme

 4c) User-side facilitators 4d) User-side barriers

  ➢ We could not associate any finding to this theme  ✓ Financial constraints and problems related to Medicare [45]

 ✓ Loss of job/income due to childcare commitment [46]

 ✓ Resettlement is a priority over their healthcare [45]

5) Appropriateness and ability to engage

 5a) Provider-side facilitators 5b) Provider-side barriers

  ➢ Being accepted by the healthcare provider [45, 52]  ✓ Lack of continuity of care [47, 51]

  ➢ Care is given by a midwife throughout [46, 50]  ✓ Suboptimal quality of maternity care [47]

  ➢ Use of health technology for maternity care [50, 51]  ✓ Midwives lack experience in providing care for women 
with circumcision

[46, 51]

  ➢ Healthcare providers are supportive [52]  ✓ Lack of consent for the presence of students in labour 
ward

[47]

  ➢ Communicative approach to midwifery care [47]  ✓ Problems related to interpreter services such as gen-
der, late arrival, confidentiality, and lack of awareness 
about the service

[46, 50, 51]

  ➢ Presence of an appropriate interpreter [45, 46]  ✓ Women’s requests being ignored by service providers [47]

  ➢ Positive experiences in relation to consent [47]  ✓ Women not being recognised for their prior pregnancy 
experiences

[47, 51]

 5c) User-side facilitators 5d) User-side barriers

  ➢ Meeting other African fellow women at the facility [44]  ✓ Lack of awareness about the availability of continuity 
of care

[50]

  ➢ Learning English created a sense of empowerment [51]  ✓ Language/communication barriers [45, 50, 51, 53]

 ✓ Not explaining to women what services are given and why 
for

[49]

 ✓ Being not listened to or have no input/control over their 
experiences

[47]
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Table 3 Barriers and facilitators of access to maternity care among African-born women living in Australia

Barriers Studies

➢ Weak maternal health information dissemination [43, 45]

➢ Provision of information only in written form [50]

➢ Lack of awareness about the available maternity care options [50, 53]

➢ Lack of familiarity with some interventions [45, 51]

➢ Misunderstanding why the services are for [49]

➢ Not knowing the health system and the available antenatal opportunities [51]

➢ Lack of knowledge of the locations of maternity services [53]

➢ Considering birth is a natural process, medical intervention is not required [45, 51]

➢ Worrying about the fetus accepting some procedures [45]

➢ Lack of trust in service providers [48, 49]

➢ Negative beliefs about medical interventions [49]

➢ Perceiving that health education is not important [50]

➢ Feeling alone and feeling different in the hospital environment [44, 51]

➢ Obstetricians are perceived as not concerned for women’s wellbeing [51]

➢ Lack of respectful service delivery and discriminated [43]

➢ Care was not responsive to women’s cultural needs [45, 47]

➢ Care providers rush during the consultation [48]

➢ Restriction of movement during labour [50]

➢ Midwives ask inappropriate questions the women [51]

➢ Some staff are angry at women during service delivery [51]

➢ Unmet need for female doctors’ preference [51]

➢ Not involving family during labour [46, 48]

➢ Being labelled and receiving racially stereotypical comments [43]

➢ Difficulties understanding different approaches to maternity care [45]

➢ Home birth experience in the home country [45]

➢ Being distressed when technology was used [46]

➢ Prior negative maternity care experiences [47]

➢ Religious restriction [46, 49]

➢ Postnatal follow-up is not available [43]

➢ Long waiting time [46, 50]

➢ Difficult accessing public transport [46]

➢ Difficulty navigating the health system and the hospital environment [51]

➢ Financial constraints and problems related to Medicare [45]

➢ Loss of job/income due to childcare commitment [46]

➢ Resettlement is a priority over their healthcare [45]

➢ Lack of continuity of care [47, 51]

➢ The quality of maternity care was perceived as suboptimal [47]

➢ Midwives lack experience in providing care for women with circumcision [46, 51]

➢ Lack of consent for the presence of students in labour ward [47]

➢ Problems related to interpreter services such as gender, late arrival, confidentiality, and lack of awareness about the service [46, 50, 51]

➢ Women’s requests being ignored by service providers [47]

➢ Women not being recognised for their prior pregnancy experiences [47, 51]

➢ Lack of awareness about the availability of continuity of care [50]

➢ Language/communication barriers [45, 50, 51, 53]

➢ Not explaining to women what services are given and why for [49]

➢ Being not listened to or have no input/control over their experiences [47]

Facilitators Studies

➢ The provision of maternal health education in some hospitals [46]

➢ Women have a good interest in receiving maternal health information [45]
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culturally unsafe [47]. Some women preferred not to 
visit maternity services as they were being labelled and 
received racially stereotypical comments in hospitals 
[43]. As described by one respondent: ‘I think it’s hard 
and people already have these thoughts about you as 
you walk through the door, like as they see this African 
woman, they think oh she’s here to cause trouble. I even 
heard another midwife saying, ‘She should be happy that 
she’s in Australia” [43, p: 76].

Furthermore, a lack of social support, such as limited 
family involvement during labour [46, 48] was reported 
to affect African-born women’s ability to seek care. Prior 
negative maternity care experiences [47] and a percep-
tion of being ignored in hospitals [53] challenged some 
women’s care-seeking behaviour. Women reported being 
unhappy with attending the service facilities when their 
culture was not respected, and the hospital food did 
not meet their religious requirements [46]. A respond-
ent narrated: ‘I feel the staff have little understanding 
about my culture and … the importance of family during 
labour. My family was sent home... nobody informed me 
as to what happened … my family are not happy about it. 
Food was inappropriate…’ [46, p: 19].

Health care reaching

Availability and accommodation Availability and accom-
modation are defined as the physical existence of health 
resources within a geographical location with sufficient 
capacity to deliver care promptly [22]. Various provider-
side facilitators (3a) that improved African-born women’s 
access to maternity services were related to this domain. 
Many women across the studies were positive about the 
availability of services in Australian hospitals [50–52]. 
Maternity services were close to women’s residential 
homes [44, 52], making accessing care easy. African-born 
women were happy to visit a facility where they could get 
multiple services at one point of care [52].

Nevertheless, women reported a few provider-side 
barriers (3b) that affected their access to maternity care. 
Despite the satisfactory midwifery care in hospitals, some 
women described a lack of postnatal follow-up services 
[43]. Other women reported being frustrated with visit-
ing maternity services as the hospital waiting time was 
too long [46, 50]. One woman complained: ‘Long waiting 
with an empty tummy or will be booked for morning but 
sometimes it takes 3–5 h waiting…’ [46, p: 16].

Table 3 (continued)

➢ Positive staff attitude and respectful staff [44, 50]

➢ Staff respect women’s culture [45, 47]

➢ Allowing families to present and support birthing mothers [50]

➢ Being asked about well-being by staff [51]

➢ Midwives are kind [51]

➢ Having access to a bicultural social worker [47]

➢ Women feel that service providers understand them [52]

➢ Feeling welcome and valued by the providers [44]

➢ Cultural assimilation helped women to accept the Australian health system [45]

➢ The availability of multiple forms of pain relief [50]

➢ The availability of antenatal classes during visits [51]

➢ Multiple services are provided under one roof [52]

➢ The proximity of health facilities to the home [44, 52]

➢ Being accepted by the healthcare provider [45, 52]

➢ Care is given by a midwife throughout [46, 50]

➢ Use of health technology for maternity care [50, 51]

➢ Healthcare providers are supportive [52]

➢ Communicative approach to midwifery care [47]

➢ Presence of an appropriate interpreter [45, 46]

➢ Positive experiences in relation to consent [47]

➢ Meeting other African fellow women at the facility [44]

➢ Learning English created a sense of empowerment [51]
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Ability to reach The ability to reach healthcare is 
defined as the personal mobility and availability of trans-
portation that would enable the users to physically reach 
the service [22]. Although we could not associate any 
user-side facilitator (3c) to this domain, a few user-side 
barriers (3d) were reported to impede African-born 
women’s ability to reach and use the available mater-
nity services. Although all maternal health services 
were reportedly available [52], difficulties navigating the 
health system [51] diminished women’s ability to reach 
the services they needed. Furthermore, difficulty access-
ing public transport to get to a maternity service was 
reported as a barrier for some women [46]. For example, 
a respondent mentioned: ‘…Transport was an issue for 
me. Sometimes I get to the hospital for my appointment 
late’ [46, p: 16].

Health care utilization

Affordability Affordability relates to the economic 
capacity of people to spend resources and time to use 
appropriate services. This includes direct and indirect 
costs such as the inability to work and subsequent loss of 
income to attend to healthcare [22]. None of the reported 
barriers and facilitators could be associated with this 
domain (4a and 4b).

Ability to pay for service The ability to pay relates to the 
capacity to generate income to cover the cost of health 
services without catastrophic expenditure [22]. We could 
not identify any facilitators (4c) to this theme; however, 
we associated a few user-side barriers (4d). Some women 
gave priority to resettlement over their healthcare 
[45] thus, they missed some important maternity care 
appointments. A lack of sufficient money and unemploy-
ment due to childcare commitments affected women’s 
ability to pay for services [45, 46]. A respondent reported 
her concern about her ability to pay: ‘… I had no family, … 
there was a problem with Medicare (waiting period) and 
we had to pay $35 to see the doctor we have no money…’ 
[45, p: 195].

Health care consequences

Appropriateness Appropriateness refers to promptly 
providing quality health services to qualified health-
care providers, improving user engagement [22]. Many 
provider-side facilitators (5a) motivated African-born 
women to be engaged in maternity care in Australia. 
Some African-born women valued the continuity of 

midwifery care, allowing them to be cared for by the same 
midwife throughout their perinatal period [46, 50]. The 
supportive care women received from service providers 
[45, 52] motivated them to revisit the facility for mater-
nity care. Despite being unfamiliar with some proce-
dures, such as an ultrasound, some African-born women 
related this to better quality of care and were willing to 
use maternity service technology [50, 51]. For example, a 
participant who was told she was having a baby girl dur-
ing an ultrasound examination and then gave birth to a 
baby girl suggested that this created trust in the services 
she received and motivated her to revisit [51, p: 464].

Several provider-side barriers (5b) were reported 
across the studies. A few women complained about the 
lack of continuity of care [51], as different midwives 
attended to them every visit [47]. Participants stated they 
were frustrated introducing themselves to new staff at 
each service appointment, which they described as ‘really 
exhausting and challenging’ [51, 50] as a barrier to access. 
One study participant indicated, ‘… somebody told me it 
is your choice; you can have the same midwife until you 
give birth. But in my case, I didn’t have…. I didn’t know 
about that’ [50, 47]. For example, a woman who was not 
happy with the quality of her maternity care perceived 
that she was treated as a ‘guinea pig’ [47, 47, 51]. One 
study participant explained: ‘She looked really panicked 
when she tried to, um, to deliver the baby, and she didn’t 
know what to do, but I had my niece to tell her quickly 
that she can cut…. I felt I was different because of the 
female circumcision I had and I wasn’t really sure. I felt 
so embarrassed the whole time that I was at the hospital’ 
[51, p: 466].

Most African-born women recounted instances of feel-
ing that they were not listened to nor able to have input 
or control over their health care [47], which subsequently 
diminished their engagement in maternity care. Some 
service providers did not explain to women why the 
services were given [49]. Women in a study complained 
that their request for female midwives was ignored [47]. 
A participant described, ‘I did have a female, and then 
they switched without telling me. Then when I came in, 
it was a male. Then I said no, I don’t want to see a male as 
a midwife. I want a female but even up until now, when 
I go, I still see male’ [47], p: 12. Furthermore, not being 
recognised for a previous birthing experience [47, 51] 
and not being asked for consent [47] hampered women’s 
engagement in the services. Such experiences created 
fear among women to discuss their circumstances [44], 
creating a reluctance to ask questions [51] about the care 
they were receiving.
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Ability to engage The ability to engage in health care 
is related to the client’s involvement in decision-making 
about treatment, which motivates them to participate in 
care [22]. It was reported across the studies that some 
user-side facilitators (5c) improved women’s engage-
ment in maternity care. Learning English created a sense 
of empowerment and improved women’s engagement 
in maternity care [51]. Some African-born women were 
interested in visiting health facilities to meet other Afri-
can-born women to share information [44].

Many user-side barriers (5d) were reported across 
the studies that limited engagement with mater-
nity services. Communication barriers were widely 
reported to hinder African-born women’s access to 
maternity care [46, 50]. Although some African-born 
women could speak English, they found it difficult to 
understand the staff who spoke too quickly and used 
slang words [45, 50, 51]. Women felt that the service 
providers did not understand the English they spoke 
[50]. A participant in a study described such commu-
nication difficulties: ‘Communication is a big problem 
with me because my English is not good. Every time I 
speak to them, they don’t understand me I think they 
don’t get my English very well’ [50, 46, 50, 51]. Some 
African-born women described that the late arrival of 
interpreters delayed their appointments [46]. Nega-
tive experiences related to the age and gender of the 
interpreters [46] and concerns about confidentiality 
[50] were reported as barriers to using the services. 
In some cases, women lacked awareness about the 
availability of interpreting services [51]. A participant 
explained problems regarding interpreter use: ‘Inter-
preters from Syria and Iraq can’t understand us and we 
can’t understand them. I prefer interpreter from Sudan 
[who speaks Sudanese Arabic]. … I was provided with 
a young girl interpreter… she was unfamiliar with 
women problems’ [46, 46

Level of confidence in the findings: GRADE‑CERQual
Eighteen discrete findings were subjected to GRADE-
CERQual confidence assessments. Additional file  5 
presents the detailed Evidence Profile and rationale for 
judgements in each of GRADE-CERQual’s four com-
ponents. Overall, confidence in the findings of this 
qualitative evidence synthesis was either high (n = 8 
findings) or moderate (n = 10 findings), providing reas-
surance for the applicability of the findings for inform-
ing policy and practice. Most of the downgrading in 
confidence related to the methodological limitations 
was affected by the quality of the studies contributing 
to the findings.

Discussion
This review synthesised barriers and facilitators of access 
to maternity care in African-born women living in Aus-
tralia guided by Levesque et  al.’s conceptual framework 
[22]. We drew a comprehensive list of barriers and facili-
tators reported in the available literature and associated 
these with provider-side or user-side characteristics that 
collectively indicated the status of access to maternity 
care among African-born women living in Australia.

The current review identified several provider-side 
issues related to the approachability of the service. The 
routine health education provided for women in hospi-
tals was a provider-side facilitator that improved access 
to maternity services. Health education helps women 
to make informed decisions about their care needs [55]. 
Conversely, a lack of relevant maternity information 
impedes women’s access to care [34]. Lack of informa-
tion can also limit women’s knowledge about available 
care options [34, 56, 57], and awareness of the health 
system structure [58]. Informed maternity services are 
highly relevant for migrant women [57] but the impor-
tance of health information is often overlooked often due 
to inadequate consultation times [48]. Although informa-
tion about maternity care may be available to the public, 
migrant women have less exposure to such information 
[59, 60]. This could be because of cultural and language 
barriers or low societal positioning of migrant women in 
a new country [60].

A range of user-side facilitators and barriers related 
to women’s ability to perceive maternity care were iden-
tified. African-born women have an interest in explor-
ing further information about their maternity care. 
Women might need information to adapt to the new 
health system [61] and to make informed decisions dur-
ing pregnancy [60]. Otherwise, they might choose to 
use complementary therapy and traditional approaches 
over attending facilities for maternity care [12]. A lack 
of information in an accessible language or format may 
hamper a trustful relationship affecting the quality of 
maternity care [60, 62]. Mistrust could also arise when 
the service conflicts with the cultural norms and prefer-
ences of migrant and refugee women [63].

Many provider-side facilitators enhanced African-
born women’s acceptability of maternity care in Aus-
tralia. When healthcare providers show a positive 
attitude toward migrant women [60] and take their con-
cerns seriously [64] women’s access to maternity ser-
vices is improved [65]. A negative attitude, such as being 
unfriendly, disrespectful, and ignoring women’s concerns 
often leads to a loss of connection, and women tend to 
reject services [60]. Discrimination, which is an impor-
tant source of disparity in access to maternity care, was 
also reported by women [15].
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The review pinpointed a range of user-side facilitators 
and barriers regarding women’s ability to seek maternity 
care. Similar to the findings of a previous study [66], Afri-
can-born women who were culturally assimilated have 
better access to maternity care. Although migrant women 
intend to keep their traditions and cultures in the new 
country [67], acculturation removes sociocultural barri-
ers for women to explore and access the available services 
[68]. However, women’s cultural needs affected women’s 
ability to seek care. Our findings are not uncommon; 
migrant women value healthcare providers who under-
stand and respect their cultural and religious needs [35].

Moreover, service providers need to be culturally com-
petent and have an awareness of the cultural needs of 
migrant women [63]. Cultural and traditional preferences 
are highly relevant for migrant women to access maternity 
care but are often overlooked [57]. Although acculturation 
might help to integrate migrant women into the health 
system, this takes longer time for African-born women to 
fully integrate into the new country’s culture [66]. Most 
migrant women prefer female healthcare providers [34] 
because women are more open to speaking about their 
health needs to female healthcare providers [69].

Regarding the availability and accommodation of 
maternity services domain, the proximity of health 
facilities to women’s residential addresses improved 
attendance at maternity care [34, 57]. Nevertheless, the 
literature indicates that provider-side barriers such as 
inadequacy of postnatal follow-up [15] and long waiting 
times reduce the frequency of access to maternity care 
among migrant women [34].

Although we could not associate any user-side facili-
tators with the ability to reach maternity services, a few 
user-side barriers were reported Consistent with our 
review findings, difficulty navigating the health system in 
host countries for migrant women is commonly reported 
[34, 37, 63, 70]. This could be attributed to a lack of infor-
mation about where to go for services or a lack of trans-
portation [61]. To reduce the effect of transportation on 
access to maternity care, the World Health Organiza-
tion recommends providing services at local clinics to 
avoid the need for long-distance travel to hospitals [70]. 
This could also relieve the financial constraints related to 
transportation costs that affect service access by migrant 
African-born women [60].

Many provider-side facilitators and barriers related to 
the appropriateness of maternity services were noted. 
Continuity of the midwifery care model has improved 
access to maternity care in African-born women [34, 
35, 60]. Migrant women might prefer continuity of mid-
wifery care because they often perceive that the consul-
tation times they receive from clinicians are insufficient 

[35]. Furthermore, when different midwives attend to 
women at each visit, they are less likely to re-attend for 
appointments [71]. Continuity of care is essential, espe-
cially for African-born women who have experienced 
circumcisions because they perceive that midwives lack 
the necessary experience and training to provide need-
based care. This could impact their engagement with 
maternity services [63, 72]. Circumcised women may 
be embarrassed to attend health care as they feel their 
vulva is ‘ugly’ [72]. Even those women who attended the 
care facilities preferred to undergo a caesarean section 
rather than vaginal birthing [63], indicating that dis-
cussing women’s needs and preferences is important.

Allowing women to control their own health needs 
is necessary to enhance their engagement in maternity 
care [60]. However, the current findings suggested that 
African-born women in Australia do not feel involved in 
care decision-making. Migrant women often lack appro-
priate information for making informed decisions [55], 
or healthcare decisions are often made by other family 
members such as husbands [63]. Therefore, empower-
ing migrant women [22] by providing them with cultur-
ally appropriate information [34, 55, 61], can enhance 
informed decision-making. Recognising and discuss-
ing women’s previous birthing experiences [34, 56] can 
reduce women’s reluctance to disclose their circum-
stances (such as circumcision). This could also minimise 
women’s belief that midwives have more authority than 
themselves to make appropriate care decisions [65].

Effective communication is extremely important to 
women to discuss their health concerns with healthcare 
providers [60, 73]. However, migrant women often face sig-
nificant language barriers in host countries [57, 60, 74]. This 
could impact their ability to make appointments [57], and 
their relationship with service providers [60, 75], limiting 
their access to maternity care [56, 76]. Poor communication 
could emerge from a lack of information in an accessible 
language [60, 77–80]. Information obtained from service 
providers often conflicts with cultural advice [60, 61, 80, 
81], posing insecurity to women about which actions to take 
[60, 73, 81]. Even women who learned the English language 
still lack a vocabulary [60, 64, 75] to communicate effec-
tively with service providers. A well-designed interpreter 
service is a good strategy to remove language barriers, but 
the quality of the service was found to be variable. A poor 
quality interpreter service often leads to misunderstanding 
of health messages [34, 60, 82] and may embarrass women 
during service encounters [60, 83]. Thus, interpreters must 
be used with caution especially when discussing intimate 
matters [83, 84]. Wherever possible, family members and 
friends might be used to interpret as clients often prefer this 
approach [85].
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Strength and limitations
The review has the following strengths. The review mapped 
domains of barriers and facilitators to access maternity care 
from both provider-side and user-side perspectives. The 
review findings are representative of the Australian context, 
with included studies conducted in five Australian states. 
Generally, barriers and facilitators to maternity care access 
were identified from articles with diverse study designs and 
presented using an appropriate  conceptual framework [22]. 
The limitations of the current review include the inclusion 
of articles published only in English. We did not include grey 
literature, including government reports; hence, we might 
have missed some potentially relevant studies indexed else-
where or published in a language other than English.

Conclusions
The current meta-synthesis found that both user-side and 
provider-side factors hindered or enabled African-born 
women’s access to maternity care. However, barriers to 
maternity care access were more frequently reported in the 
literature than the facilitators. The majority of the barriers 
were related to the acceptability and appropriateness of 
services [22]. This implies that cultural beliefs, religion, tra-
ditional customs, communication, and respectful provider-
user relationships are highly pertinent in maternity care for 
migrant African-born women. This highlights the impor-
tance of designing culturally safe maternity service delivery 
models considering the unique needs of migrant African-
born women. This review presented relevant findings to 
inform the development of appropriate interventions to 
enhance equitable maternity care  access for African-born 
women living in Australia. The review provided robust 
evidence to inform maternal health policy and practice for 
African-born women living in Australia and beyond. Barri-
ers encountered due to language barriers could be removed 
by the consistent use of interpreters and by ensuring com-
munication materials are being prepared and delivered to 
women in a language they prefer. Cultural sensitivity train-
ing for maternal health service providers might be helpful 
to accommodate women’s cultural needs during service 
episodes. Future research is needed to assess whether the 
Australian health system is responsive to the unique health 
needs of migrant African-born women.
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