
Following Windrush, the Race Relations Act (1965) 
was the first piece of legislation that protected against 
race discrimination. The Race Relations Act (1976) 
further stipulated preventing discrimination relating 
to race in areas of education, health care, employment 
and provision of goods and services. Although legal 
protection is in place, it is not enough to address the 
racism, prejudice and discrimination black women 
face today. A true understanding is imperative to 
further address vast disparities and make a change  
to the health care that women receive. 

This article will focus on:

• the issues black women face relating to 
discrimination, education and institutionalised 
racism

• the relation of racism to socioeconomic status 
and mental health

• how midwives are better able to plan and 
implement the best holistic care as well as 
promoting sexual health for black, childbearing 
women.

What is institutional racism?
Institutional racism has been described as a:

‘collective failure of organisations to provide suitable 
and professional services to people based on colour, 
ethnicity or culture. It exists in processes, attitudes 
and behaviours that accumulate into discrimination 
through prejudice, ignorance and racial stereotyping’ 
(MacPherson 1999:42).

The NHS has an under-representation of black 
professionals, and those present face challenges such 
as racism, discrimination and invisibility through 
practices, policies and everyday acceptances that have 
somehow become the norm (Premji & Etowa 2014).

The NHS Workforce Race Equality Standard 
(WRES) was introduced in 2015 to support the 
NHS framework in highlighting inequalities between 
black and other ethnic minorities, in comparison 
to their white counterparts. Although the Equality 
Act (2010) is legislation provided to protect against 
discrimination within the workplace, the latest WRES 
(NHS England 2019) report highlights issues that still 
need addressing. For example, white applicants are 
1.46 times more likely to be recruited and only 8.4 
per cent of board members are from black and other 
ethnic minority groups. Rather than commenting on 
the increase in black ethnicity board members on 
previous years, what should be addressed is the ways 
in which representation of black ethnic members can 
be further improved.

Institutional racism within the NHS
Having an under-representation of black professionals 
within the workforce and in positions of power 
within the NHS is in conflict with the drive to 
improve overall health care services for black women 
(Maternity Action 2018). MBRRACE (Knight et al 
2019) states that black women are five times more 
likely to face mortality in pregnancy and childbirth 
than their white counterparts, which raises the 
question of whether lack of representation of black 
health care professionals, along with institutional 
racism, is a contributing factor (Cobbinah & Lewis 
2018, Knight et al 2019). Furthermore, an equal 
representation and presence of black health care 
professionals, including midwives, within the NHS 
would improve the ability to inform policy and 
enhance culturally sensitive care for black women, 
ultimately aiding engagement of women with their 
maternity care (Wren Serbin & Donnelly 2016). 
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Background

Without proactively researching the history of black pregnant women and slavery the true extent of 
suffering endured may not be apparent. For example, slaveholding surgeon Francois Marie Prevost 
pioneered caesarean sections by experimenting on black enslaved women (Owens & Fett 2019).  
This is a small insight to demonstrate how the obstetric and gynaecological fields are indebted to 
black enslaved women. Furthermore, during the Windrush era in the 1940s and 1950s, men and 
women of African descent migrated to the United Kingdom (UK) to help rebuild the post-war 
economy, with a significant number of women being recruited into the health care sector (Nayar 
2016). Despite the deep debt of gratitude, and reflecting on the cruelty and hardship women faced,  
a vast disparity between races is still ingrained in all areas of society today (Achiume 2018).
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Acknowledging health inequity within the health 
care sector, and listening to patients and colleagues 
about their experiences, is a remedial action required 
by each individual to begin to start to understand 
and implement change (World Health Organization 
(WHO) 2020). Using the Royal College of Midwives 
(RCM) as an authoritative platform would be a 
positive way to share the experiences of both black 
ethnicity midwives and service users, in a bid to  
speak out and stand up to racism and discrimination 
within midwifery.

Educating midwives about racism
Education and employment come hand in hand in 
the health sector. Midwives must complete higher 
education at university level in order to be registered 
with the Nursing and Midwifery Council (NMC), 
enabling them to practise. The NMC Standards 
Framework for Nursing and Midwifery Education 
(2018b), states students should have opportunities 
to learn from and work with a range of people to 
prepare them for providing care for women with 
diverse needs. Learning opportunities are structured 
to include cultural and ethnic beliefs, legislation, 
values and practice. However, there is no evidence 
that universities provide midwifery students in the 
UK with learning opportunities addressing racism — 
institutional racism, white privilege and unconscious 
bias — that would fully equip the future midwifery 
workforce with cultural competency. Furthermore, 
studies have shown that lecturers find conversations 
with students surrounding race and privilege stressful, 
and that they lack confidence discussing emotive and 
sensitive issues (Acosta & Ackerman-Barger 2017).

Including cultural competency within study 
programmes would assist the much-needed 
deconstruction of institutional racism. Midwives 
have a moral obligation to strive for beneficence for 
women in their care. Providing future midwives with 
cultural competency and understanding would help 
combat the health inequalities that black women 
face, while providing a safe and trusting environment 
enhancing overall holistic care (Gordon et al 2016).

In the UK, 13 per cent (992,000) of foreign-born 
people identified themselves with Black/African/
Caribbean/Black British ethnicities (ONS 2011). 
Although the exact figure is unknown, a proportion 
will be female migrants with varying legal status, in 
need of maternity and sexual health care. 

Maternity Action (2018) and Public Health England 
(PHE 2020) confirm that all maternity care is classed 
as ‘immediate necessary treatment’ and must not 
be delayed or refused for any reason; this includes 
family planning services, diagnosis and treatment for 
sexually transmitted infections (STI) and sexually 
transmitted diseases (STD), such as HIV. In addition, 
the Faculty of Sexual and Reproductive Healthcare 
(FSRH 2020) states that proof of residency is not 

required to access services, as obstacles are a deterrent 
for accessing health care. To restrict access to facilities 
migrant women need and deserve, would have safety 
implications for both women and their infants and 
would breach human rights (Human Rights Act 1998). 

Black migrant women in the UK are less likely to 
attend cervical screening (RCOG 2019). Marlow 
et al (2015) found barriers to accessing cervical 
screening high due to perceived risk, fear and shame. 
Furthermore, women may not seek treatment or care 
for fear of having to pay, not knowing where to turn 
to access care or having a language barrier (Phillimore 
2016). Midwives have a duty of care and ethical 
obligation to provide justice for women, in that all 
women should receive the same level of health care, 
regardless of circumstances. Midwives also have a 
responsibility to provide translation services in order 
to meet women’s language and communication needs 
(Phillimore 2016). Women should be provided with 
literature and evidence-based information tailored to 
their individual requirements, taking into consideration 
format and preferred language (NMC 2018a).

Working in collaboration with charities, such 
as Sandwell African Women Association (SAWA 
2014), midwives could identify and build trusting 
relationships with the migrant community, making 
for easier access to care for all black women (Knight 
et al 2016, NMC 2018a, Chief Nursing Officers 
2020). Achieving presence in the community would 
aid the drive to reduce maternal mortality for migrant 
women, as migrant deaths are a contributing factor to 
overall maternal mortality (Knight et al 2016).

The impact of racism on mental health
Schouler-Ocak et al (2015) state that migration alone 
may lead to psychological disorders. The impact of 
socio-economic status relating to maternal outcomes 
is not only a factor for migrant women, it is even 
greater for all black women compared to the rest of 
the population and subsequently more likely to affect 
their mental health and physical well-being (Nazroo 
et al 2020). Furthermore, half of people with black 
ethnicity grow up in poverty (Department of Health 
(DH) 2013), with a resulting impact on mental health. 
A study has shown that women who live in more 
deprived areas are less likely to be asked about their 
mental health, receive treatment or offered support 
(National Perinatal Epidemiology Unit (NPEU) 2020).

The ‘Whooley questions’, is a tool currently used to 
identify poor mental health in women (Whooley et 
al 1997). However, only up to 50 per cent of cases 
of depression are detected antenatally using this 
tool (Littlewood et al 2016), possibly because its 
effectiveness relies on how the questions are asked, 
and women’s acceptance of answering them (Williams 
et al 2016). In addition, women may not be asked the 
questions at all if a partner is present, highlighting 
inconsistencies. To increase effectiveness, midwives 
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should have some degree of training in perinatal 
mental health to boost understanding and confidence. 
Although the tool can be seen as a tick box exercise in 
an already time-restricted environment, its consistent 
use could contribute to identifying poor mental health 
in black women (Howard et al 2018).

Approaching mental health with sensitivity and 
empathy, while being non-judgmental, supports non-
maleficence and crucial information can be extracted 
from women in a way that inflicts the least amount 
of stress. Furthermore, if all health care professionals 
adopted an attitude of racial sensitivity, rather than 
racial awareness, this could actively incorporate 
challenging racial injustices.

How midwives can combat racial inequalities
Midwives work in partnership with women. With 
consent, services, such as counselling and referral to 
a general practitioner (GP), can be made available 
for further assessment, along with support from the 
perinatal mental health team. This enables women 
to access most relevant health care, information 
and support when needed. However, the midwife is 
central to women’s care. Following up on referrals, 
helping with transport to access additional help, 
and reviewing mental health at every contact is 
fundamental to providing the best, personalised  
care (National Maternity Review 2016).

Most black women are born in Britain and use 
English as their first language, and have varying levels 
of wealth, professions and education, as do white 
women (Whitehead 2019). Not all black women 
live in social deprivation: which begs the question, 
why are black women five times more likely to die 
in pregnancy and childbirth than white women? 
Although midwives as individuals can strive for 
equality and promote anti-racism, a system-wide 
approach is needed to achieve national equality 
(Halvorsrud et al 2018).

Black women are more likely to attend their 
booking appointment late, receive fewer antenatal 
appointments, fewer scans and less screening in 
comparison to white women (NPEU 2020). A 
reduction in overall maternity care contributes to an 
increased risk of maternal mortality and stillbirth 
rates. Although overall rates reduced in the UK for 
2017 (to 3.74 per 1000 total births), for black women 
rates remain higher at 7.46 per 1000 births (Draper 
et al 2018). To combat this Better births (National 
Maternity Review 2016) introduced a continuity 
of carer (CoC) model which allocates women to a 
small number of midwives to provide personalised 
care during the antenatal, intrapartum and postnatal 
period in an attempt to reduce maternal mortality, pre-
term and stillbirth. Positively, this is initially targeted 
towards black and other ethnic minority women.

A retrospective analysis conducted by Homer et al 
(2017) found that the CoC model led to positive 

outcomes for both women and their babies. However, 
to provide the most effective maternity care for 
black women, midwives must also seek education to 
increase cultural sensitivity. By considering women’s 
individual cultural beliefs, behaviours, needs and 
spiritual needs, engagement with services will improve 
(Esegbona-Adeigbe 2018). Furthermore, flexibility 
with location and frequency of appointments is 
imperative. Better births (National Maternity Review 
2016), states that each trust will have a maternity 
‘safety champion’ providing safety education to the 
multi-disciplinary team (MDT). Factoring cultural 
sensitivity into the proposed role would further 
enhance the education of the wider MDT. This 
would lead to better antenatal care for black women, 
ultimately contributing to a reduction in maternal  
and infant mortality and pre-term birth.

During slavery, physicians believed that a ‘black 
body’ was biologically different to a ‘white body’ and 
black people were more resistant to pain and injury 
(Hoffman et al 2016). For black labouring women, 
the same racial bias seems to be apparent today, in 
that black women are less likely to be offered pain 
relief in comparison to white women (Whitehead 
2019). Midwives can strive for equality and justice  
by providing the same pain relief opportunities for  
all women.

Pregnancy risk factors relating to black women, such 
as anaemia, sickle cell and thalassemia, gestational 
diabetes, hypertension and postpartum haemorrhage, 
are discussed with black women. However, identifying 
risk factors, and discussing care relating to these 
factors, loses significance without addressing the vast 
underlying issues relating to racism, education and 
institutional racism that are pivotal to black women’s 
health care outcomes (Esegbona-Adeigbe 2018, Byrne 
et al 2020). In addition, highlighting differences based 
on colour of skin only, especially as any ethnicity 
can be predisposed to many of these risk factors, 
further highlights racial disparities and presents black 
women as being different to the ‘white, western norm’ 
(Whitehead 2019).

The way forward
Ideally, ‘promoting women’s health and well-being for 
black women’ should not be a topic for discussion as 
all women should be treated equally and individually. 
However, there are disparities that urgently need 
addressing. With black women being five times 
more likely to face mortality during pregnancy and 
childbirth, evidence suggests the reasoning clearly goes 
beyond pre-disposing risk factors (Knight et al 2019).

A multifaceted approach to achieving racial 
equality needs to urgently commence. Improving 
representation of black professionals in the 
workforce, as well as introducing cultural competency 
into education, will not only begin to deconstruct 
institutional racism, it will improve the overall 
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quality of care black women receive and contribute 
to reducing rates of mortality. Moreover, the 
deconstruction of institutional racism will improve 
social and mental well-being, further contributing to 
improving maternal and fetal outcomes.

Not only should each individual strive for equality, 
anti-racism needs to be actively supported by all, 
until disparities and racism are no longer. The use 
of authoritative bodies, such as the RCM, changing 
existing national strategies and instigating anti-racism 
campaigns would be a pragmatic way to speak up 
and stand up to racism.

Author

Katie Jones is a student midwife at Staffordshire University. 
Email: j020491h@student.staffs.ac.uk.

References
Achiume ET (2018). End of mission statement of the special 
rapporteur on contemporary forms of racism, racial discrimination, 
xenophobia and related intolerance at the conclusion of her mission 
to the United Kingdom of Great Britain and Northern Ireland. 
United Nations Human Rights Office of the High Commissioner. 
https://www.ohchr.org/EN/NewsEvents/Pages/DisplayNews.
aspx?NewsID=23073&LangID=E [Accessed 16 June 2020].

Acosta D, Ackerman-Barger K (2017). Breaking the silence: time to 
talk about race and racism. Academic Medicine 92(3):285-8.

Byrne B, Alexander C, Khan O, Nazroo J, Shankley W eds (2020). 
Ethnicity, race and inequality in the UK: state of the nation. Bristol: 
Policy Press.

Chief Nursing Officers of England, Northern Ireland, Scotland and 
Wales (2010). Midwifery 2020: delivering expectations. London: 
DH. https://assets.publishing.service.gov.uk/government/uploads/
system/uploads/attachment_data/file/216029/dh_119470.pdf 
[Accessed 16 June 2020].

Cobbinah SS, Lewis J (2018). Racism & health: a public health 
perspective on racial discrimination. Journal of Evaluation in 
Clinical Practice 24(5):995-8.

Department of Health (DH) (2013). A framework for sexual health 
improvement in England. London: DH. https://assets.publishing.
service.gov.uk/government/uploads/system/uploads/attachment_
data/file/142592/9287-2900714-TSO-SexualHealthPolicyNW_
ACCESSIBLE.pdf [Accessed 30 June 2020].

Draper ES, Gallimore ID, Kurinczuk JJ, Smith PW, Boby T, 
Smith LK, Manktelow BN, on behalf of the MBRRACE-UK 
Collaboration (2018). MBRRACE-UK perinatal mortality 
surveillance report, UK perinatal deaths for births from January 
to December 2016. Leicester: The Infant Mortality and Morbidity 
Studies, Department of Health Sciences, University of Leicester. 
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/
MBRRACE-UK%20Perinatal%20Surveillance%20Full%20
Report%20for%202016%20-%20June%202018.pdf [Accessed 16 
June 2020]. 

Equality Act 2010. (c.15). London: The Stationery Office. http://
www.legislation.gov.uk/ukpga/2010/15/contents [Accessed 2 July 
2020].

Esegbona-Adeigbe S (2018). Cultural qualities and antenatal care 
for black African women: a literature review. British Journal of 
Midwifery 26(8):532-9.

Faculty of Sexual and Reproductive Healthcare (FSRH) (2020). 

Service standards for consultations in sexual and reproductive 
health services. London: FSRH. https://www.fsrh.org/standards-
and-guidance/documents/fsrh-service-standards-for-consultations-
june-2020/ [Accessed 7 July 2020].

Gordon WM, McCarter SAU, Myers SJ (2016). Incorporating 
antiracism coursework into a cultural competency curriculum. 
Journal of Midwifery and Women’s Health 61(6):721-5.

Halvorsrud K, Nazroo J, Otis M, Brown Hajdukova E, Bhui K 
(2018). Ethnic inequalities and pathways to care in psychosis in 
England: a systematic review and meta-analysis. BMC Medicine 
16(223). https://doi.org/10.1186/s12916-018-1201-9 [Accessed 4 
July 2020].

Hoffman KM, Trawalter S, Axt JR, Oliver MN (2016). Racial 
bias in pain assessment and treatment recommendations, and false 
beliefs about biological differences between blacks and whites. 
Proceedings of the National Academy of Sciences of the United 
States of America 113(16):4296-301. https://doi.org/10.1073/
pnas.1516047113 [Accessed 7 June 2020].

Homer CSE, Leap N, Edwards N, Sandall J (2017). Midwifery 
continuity of carer in an area of high socio-economic disadvantage 
in London: a retrospective analysis of Albany Midwifery Practice 
outcomes using routine data (1997-2009). Midwifery 48:1-10.

Howard LM, Ryan EG, Trevillion K. Anderson F, Bick D, Bye A, 
Byford S, O’Connor S, Sands P, Demilew J, Milgrom J, Pickles A 
(2018). Accuracy of the Whooley questions and the Edinburgh 
Postnatal Depression Scale in identifying depression and other 
mental disorders in early pregnancy. The British Journal of 
Psychiatry 212(1):50-6.

Human Rights Act 1998. (c.42). London: The Stationery Office. 
http://www.legislation.gov.uk/ukpga/1998/42/section/1 [Accessed 3 
July 2020]. 

Knight M, Bunch K, Tuffnell D, Shakespeare J, Kotnis R, Kenyon 
S, Kurinczuk JJ eds, on behalf of MBRRACE-UK (2019). Saving 
lives, improving mothers’ care - lessons learned to inform maternity 
care from the UK and Ireland Confidential Enquiries into Maternal 
Deaths and Morbidity 2015-17. Oxford: National Perinatal 
Epidemiology Unit, University of Oxford. https://www.npeu.
ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-UK%20
Maternal%20Report%202019%20-%20WEB%20VERSION.pdf 
[Accessed 3 June 2020].

Knight M, Nair M, Tuffnell D, Kenyon S, Shakespeare J, 
Brocklehurst P, Kurinczuk JJ eds, on behalf of MBRRACE-UK 
(2016). Saving lives, improving mothers’ care - surveillance of 
maternal deaths in the UK 2012-14 and lessons learned to inform 
maternity care from the UK and Ireland Confidential Enquiries 
into Maternal Deaths and Morbidity 2009-14. Oxford: National 
Perinatal Epidemiology Unit, University of Oxford. https://www.
npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-
UK%20Maternal%20Report%202016%20-%20website.pdf 
[Accessed 5 July 2020].

Littlewood E, Ali S, Ansell P, Dyson L, Gascoyne S, Hewitt C, 
Keding A, Mann R, McMillan D, Morgan D, Swan K, Waterhouse 
B, Gilbody S, on behalf of the BaBY PaNDA study team (2016). 
Identification of depression in women during pregnancy and 
the early postnatal period using the Whooley questions and the 
Edinburgh Postnatal Depression Scale: protocol for the Born and 
Bred in Yorkshire: PeriNatal Depression Diagnostic Accuracy 
(BaBY PaNDA) study. BMJ Open 6(6):e011223. http://dx.doi.
org/10.1136/bmjopen-2016-011223 [Accessed 7 July 2020].

MacPherson W (1999). The Stephen Lawrence inquiry. Cm. 4262-
I. London: The Stationery Office. https://assets.publishing.service.
gov.uk/government/uploads/system/uploads/attachment_data/
file/277111/4262.pdf [Accessed 6 July 2020].

MIDIRS Midwifery Digest   31:1 202154

Midwifery & Education

https://www.ohchr.org/EN/NewsEvents/Pages/DisplayNews.aspx?NewsID=23073&LangID=E
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216029/dh_119470.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/142592/9287-2900714-TSO-SexualHealthPolicyNW_ACCESSIBLE.pdf
https://doi.org/10.1073/pnas.1516047113
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%202019%20-%20WEB%20VERSION.pdf
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACEUK%20Maternal%20Report%202016%20-%20website.pdf
http://dx.doi.org/10.1136/bmjopen-2016-011223
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/277111/4262.pdf


Marlow LAV, Waller J, Wardle J (2015). Barriers to cervical 
screening among ethnic minority women: a qualitative study. 
Journal of Family Planning and Reproductive Health Care 
41(4):248-54.

Maternity Action (2018). No recourse to public funds: maternity 
rights and benefits. https://maternityaction.org.uk/advice/no-
recourse-to-public-funds-maternity-rights-and-benefits/ [Accessed 7 
July 2020]. 

National Health Service (NHS) (2019). The NHS long term plan. 
London: NHS. https://www.longtermplan.nhs.uk/wp-content/
uploads/2019/08/nhs-long-term-plan-version-1.2.pdf [Accessed 5 
July 2020].

National Maternity Review (2016). Better births: improving 
outcomes of maternity services in England – A Five Year Forward 
View for maternity care. London: NHS England. https://www.
england.nhs.uk/wp-content/uploads/2016/02/national-maternity-
review-report.pdf [Accessed 29 June 2020].

National Perinatal Epidemiology Unit (NPEU) (2020). PRU-
MHC: Policy Research Unit in Maternal Health & Care (2010-
2018): women’s outcomes and experiences of care. https://www.
npeu.ox.ac.uk/prumhc/maternity-care-womens-experience-and-
outcomes-218 [Accessed 6 July 2020].

Nazroo JY, Bhui KS, Rhodes J (2020). Where next for 
understanding race/ethnic inequalities in severe mental illness? 
Structural, interpersonal and institutional racism. Sociology of 
Health and Illness 42(2):262-76.

NHS England (2019). NHS Workforce Race Equality Standard: 
2019 data analysis report for the NHS trusts. London: NHS 
England. https://www.england.nhs.uk/wp-content/uploads/2020/01/
wres-2019-data-report.pdf [Accessed 15 June 2020].

Nursing and Midwifery Council (NMC) (2018a). The code: 
professional standards of practice and behaviour for nurses, 
midwives and nursing associates. London: NMC. https://www.nmc.
org.uk/globalassets/sitedocuments/nmc-publications/nmc-code.pdf 
[Accessed 8 July 2020]. 

Nursing and Midwifery Council (NMC) (2018b). Realising 
professionalism: standards for education and training. Part 1: 
standards framework for nursing and midwifery education. 
London: NMC. https://www.nmc.org.uk/globalassets/
sitedocuments/education-standards/education-framework.pdf 
[Accessed 7 July 2020].

Office for National Statistics (ONS) (2011). Population of the UK 
by country of birth and nationality. https://www.ons.gov.uk/people-
populationandcommunity/populationandmigration/international-
migration/datasets/populationoftheunitedkingdombycountryofbirt-
handnationalityunderlyingdatasheets [Accessed 28 June 2020]. 

Owens DC, Fett SM (2019). Black maternal and infant health: 
historical legacies of history. American Journal of Public Health 
109(10):1342-5.

Phillimore J (2016). Migrant maternity in an era of superdiversity: 
new migrants’ access to, and experience of, antenatal care in the 
West Midlands, UK. Social Science and Medicine 148:152-9.

Premji S, Etowa JB (2014). Workforce utilization of visible and 
linguistic minorities in Canadian nursing. Journal of Nursing 
Management 22(1):80-8.

Public Health England (PHE) (2020). Screening tests for you and 
your baby. London: PHE. https://assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/897412/
STFYAYB_June_2020.pdf [Accessed 7 July 2020].

Race Relations Act 1965. (c.73). London: HMSO. https://www.
legislation.gov.uk/ukpga/1965/73/enacted [Accessed 16 June 2020]. 

Race Relations Act 1976. (c.74). London: HMSO. http://www.
legislation.gov.uk/ukpga/1976/74/enacted [Accessed 1 July 2020].

Royal College of Obstetricians and Gynaecologists (RCOG) (2019). 
Better for women: improving the health and wellbeing of girls and 
women. London: RCOG. https://www.rcog.org.uk/globalassets/
documents/news/campaigns-and-opinions/better-for-women/better-
for-women-full-report.pdf [Accessed 7 July 2020]. 

Sandwell African Women Association (SAWA) (2014). Our 
programmes. http://sawa.org.uk/ourprogrammes.html [Accessed 27 
June 2020].

Schouler-Ocak M, Graef-Calliess IT, Tarricone I, Qureshi A, 
Kastrup MC, Bhugra D (2015). EPA guide on cultural competence 
training. European Psychiatry 30(3):431-40.

West E, Nayar S (2016). A review of the literature on the 
experiences of black, minority and internationally recruited nurses 
and midwives in the UK healthcare system. London: University of 
Greenwich. https://www.nmc.org.uk/globalassets/sitedocuments/
other-publications/literature-review.pdf [Accessed 3 July 2020].

Whitehead B (2019). Diverse, not defective. AIMS Journal 31(2). 
https://www.aims.org.uk/journal/item/diverse-not-defective 
[Accessed 29 June 2020]. 

Whooley MA, Avins AL, Miranda J, Browner WS (1997). Case-
finding instruments for depression: two questions are as good as 
many. Journal of General Internal Medicine 12(7):439-45.

Williams CJ, Turner KM, Burns A, Evans J, Bennert K (2016). 
Midwives and women’s views on using UK recommended 
depression case finding questions in antenatal care. Midwifery 
35:39-46.

World Health Organization (WHO) (2020). Health equity. https://
www.who.int/topics/health_equity/en/ [Accessed 6 July 2020].

Wren Serbin J, Donnelly E (2016). The impact of racism and 
midwifery’s lack of racial diversity: a literature review. Journal of 
Midwifery and Women’s Health 61(6):694-706.

Jones K. MIDIRS Midwifery Digest, vol 31, no 1, 
March 2021, pp 51-55.

Original article. © MIDIRS 2021.

MIDIRS Midwifery Digest   31:1 2021 55

Midwifery & Education

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternityreview-report.pdf
https://www.npeu.ox.ac.uk/prumhc/maternity-care-womens-experience-andoutcomes-218
https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-2019-data-report.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/nmc-code.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/education-standards/education-framework.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/897412/STFYAYB_June_2020.pdf
https://www.legislation.gov.uk/ukpga/1965/73/enacted
https://www.rcog.org.uk/globalassets/documents/news/campaigns-and-opinions/better-for-women/betterfor-women-full-report.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/other-publications/literature-review.pdf



