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Abstract 

Gypsy, Roma, and Traveller women (GRT) in the United Kingdom face persistent 

maternal health disparities and show poor engagement with healthcare services. 

Exclusion, discrimination, and a lack of cultural competence from healthcare 

professionals contribute to poor health outcomes including preterm births; and GRT 

women have more babies born with congenital anomalies than non-GRT women in the 

United Kingdom. The purpose of this focused ethnographic qualitative study was to 

explore how self-identified GRT women living in the United Kingdom experienced 

maternal care and how cultural identity and social structures influenced their interactions 

with healthcare providers based on Madeleine Leininger’s cultural care theory. Data were 

collected via semistructured interviews from 14 participants who self-identified as GRT 

and who had given birth at least once in the United Kingdom in the past 3 years. Findings 

showed that participants defined maternal health as a culturally learned sense of maternal 

responsibility that existed within a family led system that operated alongside U.K. 

National Health Services. Participants described their experiences with maternal health 

services as a series of conditional care actions shaped by perceived stigma (fear of 

judgment), surveillance (feeling scrutinized by systems and professionals), and 

familiarity (greater ease when care felt known and continuous). Together, these factors 

shaped whether encounters felt respectful and whether participants felt safe asking 

questions and following care plans. The analysis identified information that healthcare 

professionals can use to deliver culturally congruent care, which may improve maternal 

health outcomes. 
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Chapter 1: Introduction to the Study 

Introduction 

In this study, I explored the experiences of maternal healthcare among women in 

the Gypsy, Roma, and Traveller (GRT) population in the United Kingdom. Although the 

GRT population consists of three distinct ethnic groups, the United Kingdom 

Government has classified them as one ethnic minority (UK Government, 2022). The 

National Health Service (NHS) provides free healthcare in the United Kingdom. Despite 

this, GRT women engage less frequently with maternity services and experience higher 

rates of preterm birth and infant mortality than non-GRT women in the United Kingdom 

(Ekezie et al., 2024). In addition to these adverse health outcomes, members of the GRT 

population have reported racism, exclusion from public services, and a lack of cultural 

understanding from healthcare professionals (Claisse et al., 2024). Recent public health 

literature has emphasized the role of socioeconomic and structural barriers in limiting 

healthcare engagement for GRT communities (Chinoporou et al., 2025; Condon et al., 

2019). However, researchers have paid comparatively little attention to the issue from a 

cultural perspective, particularly through the direct voices of GRT women. This study 

addressed a critical gap in the literature and may support the development of culturally 

responsive healthcare practices by focusing on GRT women's maternal health 

experiences and their perspectives on how their culture is reflected or excluded in their 

maternal care.  

In this chapter, I introduce the study and provide essential background to interpret 

the health disparities affecting GRT women in the United Kingdom, as well as the 
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knowledge gap this research aims to address. I present the problem statement, outline the 

purpose of the study, and introduce the research questions that guide the inquiry. I also 

examine the study’s significance within the broader public health field. The chapter 

concludes with an overview of the study's structure, including the conceptual framework, 

the nature of the research, definitions of key terms, and a discussion of assumptions, 

scope and delimitations, and limitations, along with a summary that transitions into 

Chapter 2. 

Background 

Recently, researchers have increased their efforts in examining the disparities 

faced by the GRT population in the United Kingdom, including within the specific area 

of maternal health. Poor service utilization among GRT women has been consistently 

linked to suboptimal maternal and neonatal outcomes (Condon et al., 2019; Ekezie et al., 

2024). Institutional disadvantages such as temporary housing, limited formal education, 

and digital exclusion due to socioeconomic marginalization are key factors to poor 

overall health in GRT communities (Condon et al., 2019; Ekezie et al., 2024). Recent 

studies highlight the belief that a contributing factor for health disparities within the 

population lies in the disconnect between GRT culture and formal institutional pathways 

for healthcare and social services (Claisse et al., 2024; Dunn et al., 2024). Outcomes of 

this disconnect can present as a lack of cultural awareness among healthcare 

professionals. Lack of awareness is often seen as a limited understanding of GRT privacy 

preferences, gender-specific roles in the home and society, and culture-based health 
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remedies (Lehane et al., 2023). When researchers consider the intricacies of culture, the 

drivers of health disparities among GRT communities become clearer. 

Despite this clarity, a significant gap in the literature remains. Previously, studies 

about maternal health from GRT came from the viewpoint of institutional bodies and 

healthcare providers. While these viewpoints are important in developing holistic care 

models, they do not represent the lived experiences of the GRT population (Dalmaijer et 

al., 2025). It is only through the population themselves that healthcare workers can learn 

about the social and cultural structure of the family unit and how this impacts health 

decisions and utilization, meaningful traditions, and understanding what maternal health 

means to the GRT woman. These first-hand insights are essential for developing effective 

and respectful interventions. 

In this study, a culture-based framework was applied to explore why GRT women 

do or do not engage with healthcare professionals, focusing specifically on cultural 

context. Interview questions designed to elicit the values and traditions that matter most 

to GRT women during pregnancy and birth were used to investigate the intersection of 

cultural identity and health through cultural care theory (CCT). This theory has 

successfully guided healthcare interventions for ethnic minority populations in other 

countries (Nascimento et al., 2020; Zarth et al., 2024), though it had not yet been applied 

to the GRT population. The application of this framework in the study supported a deep 

understanding of the impact of culture on GRT maternal health and, when aligned with 

the principles of CCT, provided a map for creating a culture-based care model. 
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Problem Statement 

 The GRT population has disproportionately poor maternal care, which negatively 

affects the health of their newborns. Compared to the non-GRT population in the United 

Kingdom, GRT women attend fewer prenatal care appointments, and their infants are 

more likely to be born preterm, experience intrauterine growth restriction, and present 

with higher rates of congenital abnormalities (Ekezie et al., 2024). Recent research 

indicates that low socioeconomic status and a transient lifestyle contribute to suboptimal 

adherence to maternal health protocols within this population (Ekezie et al., 2023). 

However, researchers have yet to examine how these factors influence adherence to care 

or to analyze this health disparity through a cultural lens specific to the GRT population. 

 The need to explore this phenomenon from a cultural perspective was imperative 

due to the documented lack of cultural competence and culturally rooted protocols within 

the United Kingdom healthcare system. Current health models and maternal care 

protocols often don't acknowledge the cultural needs and health perceptions of GRT 

communities (Condon et al., 2019). Furthermore, a noted lack of cultural competency 

training for healthcare workers has contributed to the disconnect between the GRT 

population and the healthcare system (Condon et al., 2019). Thus, the problem addressed 

in this study was the lack of recognition and adaptation of cultural traditions in public 

health practices for the GRT population in maternal care, contributing to poor health 

outcomes, inconsistent care, and dissatisfaction with maternal care services. This research 

investigated cultural perceptions and developed a culturally tailored clinical care model. 
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The Purpose of the Study 

This qualitative research explored the perceptions and experiences of maternal 

care among women in the United Kingdom GRT population. Interviews examined how 

maternal care is experienced from a cultural perspective by women who self-identify as 

GRT, are over the age of 18, and have given birth at least once in the past 3 years. For 

this study, the definition of GRT was the same as that of the United Kingdom 

government. Information was gathered from GRT women through interviews to 

understand how cultural practices and beliefs shaped the interactions and perceptions that 

influence maternal health. In addition, examination of these data identified culturally 

grounded definitions of health and clarified what constitutes meaningful maternal care 

within this population. I used Dr. Madeleine Leininger’s CCT as the conceptual 

framework to guide this exploration of the connection between health and culture. 

Research Questions 

Research Question 1 (RQ1): How do women who self-identify as GRT who live 

in the United Kingdom and have given birth at least once in the past 3 years describe 

their lived experiences with maternal care received from the National Health Service 

within the context of their cultural beliefs and practices?  

Research Question 2 (RQ2):  How do women who self-identify as GRT and live 

in the United Kingdom who have given birth at least once in the past 3 years define 

maternal health and how is the definition influenced by cultural identity? 
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Theoretical Framework for the Study 

This study is grounded in the Cultural Care Theory (CCT). The CCT, developed 

by Madeleine Leininger and outlined in a 1991 publication, emphasizes the integration of 

cultural beliefs and practices into healthcare to achieve outcomes optimal for the 

population and the health services (McFarland & Wehbe-Alamah, 2019). The logical 

connections between the framework presented and the nature of the study include 

understanding health phenomena through participants' cultural perspectives. I used the 

framework to shape the development of interview questions and data analysis to reflect 

the experiences of GRT women in the United Kingdom. I used CCT to address the 

research questions, specifically the concepts of accommodation/negotiation and 

preservation/maintenance. For RQ1, which examines how GRT women describe their 

lived experiences of maternal care within their cultural beliefs and practices, the concept 

of accommodation/negotiation is critical. The emphasis of this concept is on adaptation 

and collaboration between healthcare providers and individuals to align care practices 

with cultural values. By examining the extent to which GRT women perceive that 

healthcare providers accommodate or negotiate cultural practices, I identified barriers and 

facilitators to culturally sensitive maternal care. 

RQ2, I examined how GRT women define maternal health and how cultural 

identity influences this definition. The concept of preservation/maintenance is directly 

applicable. The emphasis of this concept is on supporting and maintaining beneficial 

cultural traditions and practices within healthcare. Traditional practices that can be 

preserved and incorporated into clinical care became evident through examination of how 
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GRT women's cultural identity shaped their understanding and personal definition of 

maternal health. These concepts form a framework for answering the research questions 

and ensure the alignment of study outcomes with the development of a culturally 

congruent maternal healthcare model that meets the unique needs of the GRT population. 

Nature of the Study 

To address the research questions in this qualitative study, I used a focused 

ethnographic approach (Gertner et al., 2021) and conducted interviews with women who 

self-identify as GRT, live in the United Kingdom, and have given birth at least once in 

the past 3 years. This approach supported an in-depth exploration of the core concepts of 

maternal care from a cultural lens. Gertner et al. (2021) recommend a reflective process 

to deduce contextual factors, with further analysis of these factors used to identify the 

cultural definition of health as defined by CCT (McFarland & Wehbe‐Alamah, 2019). 

Analysis methods were based on Saldaña's thematic analysis method.  

To implement the research design, I recruited women who self-identify as GRT, 

live in the United Kingdom, are over 18, and have given birth at least once in the past 3 

years. I developed an interview protocol to answer the research questions and asked 

charity groups working with the United Kingdom population to support recruitment. In 

addition, social media was used to reach women who identify as GRT and who do not 

engage with charity groups. I collected data through responses to interview questions 

from participating women. These responses reflected experiences with maternal health 

services in the United Kingdom and culturally defined understandings of maternal health 

within this population.    
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Definitions 

Definitions of key terms used in this research: 

Cultural competence: Having knowledge of other cultures, being self-aware of 

one’s own cultural bias, and the ability to balance the two (Agner, 2020). 

Maternal healthcare: The health of a woman throughout pregnancy, during 

childbirth, and the immediate postpartum period (Hamal et al., 2020). 

Nomadic: A group of people leading a non-sedentary life whose movement is an 

important part of their identity (Heiskanen et al., 2024). 

Socialized healthcare: Healthcare funded by the government that is offered at low 

or no cost to all legal residents (The Commonwealth Fund, 2025). 

United Kingdom: Common term for the United Kingdom of Great Britain and 

Northern Ireland; comprises the countries of England, Scotland, Wales, and Northern 

Ireland as sovereign nations under a central government (UK Gov, 2024).  

Assumptions 

In this qualitative study, I used interview responses as data. Therefore, the 

primary assumption was that participants provided truthful responses. Specifically, I 

assumed that participants self-identify as GRT, have given birth at least once in the past 3 

years, indicating recent healthcare experiences, and did so in the United Kingdom. To 

understand the impact of culture, I assumed that participants provided honest responses 

about their experiences and perceptions related to the cultural beliefs and practices of the 

GRT population. These assumptions form the foundation of the inclusion criteria. 
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 Scope and Delimitations 

The focus for this study was solely on GRT women in the United Kingdom over 

18 who have given birth at least once in the last 3 years. The parameters set on 

participation criteria were deliberate and were in response to the identified gap in the 

literature regarding a cultural-based understanding of maternal care within the GRT 

population (Dalmaijer et al., 2025; Ekezie et al., 2024). Participants have been limited to 

those above 18 for ethical considerations. The specific ethical considerations include the 

power imbalances between an adult and minor and importantly, the inability to provide 

psychological safety for a minor (Montreuil et al., 2021). Those who participated must 

have resided in the United Kingdom while receiving maternal care so that the same 

specific healthcare system is anaylzed. The time limit from giving birth to the interview 

is restricted to 3 years to capture the current methods and protocols of the NHS.  

The theoretical framework for this study was the CCT, and the emphasis on the 

intersection of culture and health was paramount to the collection and analysis of the 

data. CCT was the best choice for this work due to the emphasis on culture within the 

theory and the role of cultural beliefs in shaping and experiencing health and healthcare 

(McFarland & Wehbe-Alamah, 2019). While the framework of intersectionality could be 

applied to the study, its focus would have been on broader health disparities rather than 

the impact of culture (Holman et al., 2021). Due to the specific nature of the study, which 

is bound by geography and ethnicity, the findings of this study are not widely 

transferable. The outcome could be used within other health and social care settings 

within the United Kingdom as some insights would be applicable. However, the study's 
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significant transferable aspect is the methodology that can be applied to other 

marginalized populations for specific health concerns globally.   

Limitations 

 The primary challenge in conducting this study was recruiting participants from a 

transient population. Additionally, given the documented history of racism experienced 

by the population under study, there was hesitancy to engage with me as a researcher 

from outside their cultural background (Condon et al., 2019). A notable limitation was 

the limited allowable time period. The three-year time limit was necessary to reflect the 

current policy and protocols of the NHS and reduce memory bias. The age range of 

participants was an important limitation. Within the GRT population, marriage and, 

therefore, motherhood under the age of 18 is a cultural norm (Millan & Smith, 2019). 

Including mothers under 18 would require parental or guardian permission, which may 

have deterred some participants. This resulted in a lack of participants under the age of 18 

who could have provided valuable context for the role that GRT culture has on adolescent 

mothers. Many GRTs struggle with literacy (Dunn et al., 2024), meaning that only those 

who can read or have the recruitment fliers read to them were likely to have participated. 

Significance 

This study was significant because it expanded upon previous research by delving 

deeper into identified barriers and explored their underlying reasons through a cultural 

lens that considered how the GRT population living in the United Kingdom defines 

maternal health. I aimed to create new insights into the underlying causes of barriers to 

care and to inform healthcare professionals on how to engage with the GRT population in 
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a culturally sensitive manner. Using the findings, I developed a cultural care model to 

assist clinicians in understanding and meeting the specific needs of this population. 

The goal of this research was to improve maternal health outcomes and healthcare 

experiences for the GRT population. The driving force was to inform meaningful changes 

in current healthcare practices and protocols to make them more culturally sensitive and 

aware of the specific needs of GRT women. By delving into how this population 

perceives maternal health through their interactions with healthcare services and by 

establishing a care model relevant to their health and cultural needs, the research results 

serve as a catalyst for change. 

CCT integrates elements such as the cultural environment, family structure, and 

individual beliefs. Creating a new model and implementing it in the United Kingdom 

could improve maternal healthcare by providing healthcare professionals with a 

framework for delivering culturally tailored care that could reduce poor maternal and 

neonatal outcomes. As well, addressing the stigma often associated with interactions 

between the population and healthcare providers supports positive social change. 

Fostering trust between the population and healthcare professionals improves public 

service experiences and helps mitigate existing inequities.  

Summary 

This chapter outlined the research problem by describing the health disparities 

affecting GRT women in the United Kingdom during pregnancy. The need to address this 

problem was supported through the study’s purpose, research questions, and the 

importance of using CCT as a theoretical framework. A list of definitions provided 
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clarification of key terms. The significance of the study emphasized the impact on 

awareness of cultural-based healthcare.  

The next chapter will include a thorough review of the literature on health 

outcomes, healthcare access, and the systemic challenges for the GRT population. 

Examination of existing research will address cultural competence, maternal healthcare 

disparities, and social determinants of health. This review will provide a foundation for 

understanding how this study will add to and expand upon the current body of knowledge 

on the subject.  
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Chapter 2: Literature Review 

Introduction 

The purpose of this qualitative study was to explore the perceptions and 

experiences with maternal care in the GRT population in the United Kingdom. Focusing 

only on women who self-identify as GRT and have given birth at least once in the past 3 

years, I used individual interviews to capture insights rooted in recent experiences with 

health services. GRT women are adversely affected by maternal health disparities, 

including higher than average rates of preterm birth, labor-related complications, and 

maternal and infant mortality (Suffolk County Council, 2023; UK Parliament, 2019). One 

in five GRT mothers experiences the loss of a child, compared to only one in 100 among 

non-GRT mothers (UK Parliament, 2019). Beliefs and practices that are rooted in culture 

are theorized to shape these outcomes. Many GRT women have limited engagement with 

the healthcare system, voice a longstanding mistrust toward healthcare professionals, and 

experience systemic barriers related to their minority status. (Claisse et al., 2024; Ekezie 

et al., 2024). Although researchers acknowledge that culture influences health outcomes, 

researchers rarely examines how cultural factors shape health. No studies I found 

currently explore the concept of health from the cultural perspective of the GRT 

population. 

 Chapter 2 presents the strategy used to conduct the literature review. The review 

includes relevant peer-reviewed sources and seminal works selected for their usefulness 

to the topic. In this chapter, the theoretical framework used in this study is examined, 

including its core components, application in previous studies, and relevance to the 
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current study. The themes include maternal health inequalities, background and health of 

the GRT population, key barriers to maternal health access for GRT women, existing 

interventions and frameworks for maternal health, and identified gaps in the literature. 

Literature Search Strategy 

Conducting the literature review to identify peer-reviewed journal articles 

involved using several databases. The search strategy prioritized articles published 

between 2020 and 2025. However, because of the scarcity of literature on this topic, I 

expanded the criteria to include seminal works and peer-reviewed sources published near 

the cut-off period that offered essential insights unavailable in more recent publications. 

The databases searched included Science Direct, EBSCO, CINAHL Plus with Full Text, 

MEDLINE with Full Text, Scopus, and Directory of Open Access Journals. The 

keywords utilized to search the databases included: Gypsy or Gypsies, Roma or Romani, 

Traveller, GRT, maternal health, prenatal health, pregnancy, antenatal, health 

engagement, culture, United Kingdom, health barriers, and social determinants of health. 

Each term was searched in each database due to the limited number of sources and the 

desire to ensure a thorough search. By including a foundational knowledge of GRT health 

and culture worldwide, I was able to provide a holistic understanding of the culture and 

health barriers of the population, putting the specific barriers that the population faces in 

the United Kingdom in context. Researchers use literature reviews to identify existing 

sources, synthesize information, and make connections in the data that were not 

previously made, and to identify gaps in the literature that can be addressed. 
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Maternal Health and Inequalities 

United Kingdom Maternal Health Trends 

The United Kingdom is a developed nation which has a socialized healthcare 

service. As a high-income nation, the United Kingdom boasts a relatively low maternal 

mortality ratio (MMR) of 17 deaths per 100,000 live births, indicative of a generally 

healthy maternal population (Ward et al., 2023). The NHS in the United Kingdom 

achieves moderately favorable health outcomes by providing free access to socialized 

health services, having a highly skilled workforce, offering routine prenatal and postnatal 

care, and maintaining a well-established national referral system (NHS, n.d.). Despite the 

strengths of the NHS, maternal health disparities continue to exist in the United 

Kingdom, which disproportionately affect specific populations and stall advancements in 

maternal care. Black women and women living in the areas of highest deprivation in the 

United Kingdom have statistically significant higher maternal mortality rates than the rest 

of the United Kingdom population (MBRRACE-UK, 2024). These disparities are 

consistent with a modern socialized healthcare system that is not sufficient in mitigating 

barriers to health for minority and marginalized populations. The differences in health 

outcomes are therefore not a matter of access but embedded in the broader aspects of 

structural and societal barriers.  

Maternal mortality often originates from limited healthcare encounters, health 

disparities, and poor engagement with marginalized populations. In an effort to 

understand these challenges, the United Kingdom government conducts a national 

maternal health review through a report called “Mothers and Babies: Reducing Risk 
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through Audits and Confidential Enquiries in the UK" (MBRRACE-UK). The 2019 

MBRRACE-UK report revealed a lack of progress in reducing maternal mortality, with 

no significant decline since 2010 (MacGregor et al., 2022). Notable factors influencing 

the maternal mortality rate in the United Kingdom, according to the study, include 

cardiovascular disease and neurological conditions, with suicide leading to postpartum 

maternal death up to one year following the birth (MacGregor et al., 2022). Not all 

residents of the United Kingdom are equally at risk for poor maternal health or even 

death. Being from an ethnic minority background is correlated with a maternal death rate 

two to four times higher than white women, while women over 40 face a maternal 

mortality rate four times higher than those aged 20-24 (MacGregor et al., 2022). While 

ethnicity and age cannot be modified, the MBRRACE-UK report highlights the 

inadequacies in anticipating the needs of the highlighted populations.  

MacGregor et al. (2022) highlighted risk factors such as age and race, separate 

from biological data, that impact maternal health. Socioeconomic deprivation is the chief 

risk factor for poor maternal and neonatal health as well as maternal death. Low 

socioeconomic status is often generational, impacting a succession of generations and 

compounding the impact of social determinants of health (SDoH) (Crear-Perry et al., 

2021). MBRRACE-UK singled out teenage pregnancy, adverse life events, adverse 

childhood events, and being a victim of or in proximity to domestic or sexual abuse as 

factors linked to socioeconomic deprivation, which increases vulnerability and negatively 

affects maternal health (MacGregor et al., 2022). These pre-existing challenges 
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emphasize the need for proactive identification and targeted support within the healthcare 

system to mitigate risks before, during, and after pregnancy.  

The NHS is currently not meeting the need for specific and targeted reporting to 

highlight individuals at risk, thus harming maternal health. Although the NHS is a 

national service, it lacks standardized guidelines for maternal health services, leading to 

regional variations in quality and in services offered. Workforce shortages and uneven 

resource distribution worsen disparities (OECD, 2019). Individuals in lower-income 

areas often cannot relocate for improved health services, creating further regional 

disparities. In those lower-income areas with high residency levels of marginalized 

populations, officials have noted a lack of formalized strategies to identify those most in 

need (Diguisto et al., 2022). Data gaps occur without strategies to identify and support 

high-risk populations, leaving surveillance and intervention efforts lacking (Diguisto et 

al., 2022; Ward et al., 2023). Systemic shortcomings within the NHS make it challenging 

to model maternal health trends due to a lack of standardized reporting, a necessary 

component for creating and implementing relevant interventions. Addressing these 

structural limitations is essential to reducing disparities and improving mothers' and their 

children's health and well-being. 

Maternal Health in Minority and Marginalized Populations 

Understanding the current state of maternal care outcomes is vital Neglecting 

interventions could exacerbate or deteriorate outcomes, especially among populations 

already vulnerable to insufficient maternal care. Ethnic minorities encounter difficulties 

obtaining healthcare and receiving services catering to their specific needs. These issues 
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routinely originate from socioeconomic, cultural, geographic, and systemic factors. 

Minority populations routinely face substantial obstacles to achieving fair maternal 

healthcare outcomes, notwithstanding of their home country's location or economic 

status. 

Geographic location functions as a barrier to care for many ethnic minorities who find 

themselves living in geographic locations that hinder their access to quality care. China’s 

Enshi Prefecture, a rural location predominantly populated by Indo-Chinese ethnic 

minorities, experiences a higher than average maternal morbidity rate that is made worse 

by limited infrastructure, poverty, and limited healthcare delivery (Zhang & Lu, 2023). 

This is a pattern seen across Asia, particularly in the Southeast, where ethnic minorities 

most often live in rural areas and face economic and transportation barriers, as well as 

engaging in traditional cultural practices such as using non-medical home birth attendants 

(Herwansyah et al., 2022). The rural-urban divide intensifies health disparities, 

disproportionately impacting minority populations. 

Across Europe, many migrants encounter difficulties in accessing maternal 

healthcare systems, similar to the challenges faced by ethnic minorities. Migrants 

frequently belong to minority groups within their host nations. Cultural traditions that set 

them apart from the wider population worsen these issues, resulting in significant health 

inequalities. Language differences, insufficient cultural competence in the healthcare 

system, and instances of discrimination, whether personally encountered or learning of, 

discourage women from pursuing prenatal care, leading to adverse maternal health 

outcomes (Fair et al., 2020). The cultural disconnect between minority populations and 
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the majority population's norms hinders healthcare service utilization and perpetuates 

distrust within minority communities (Herwansyah et al., 2022; Myatra et al., 2021). The 

relationship between culture and health becomes apparent when researchers investigate 

the root causes of poor health outcomes. 

Poor health outcomes and experiences of discrimination extend beyond migrants 

and populations in developing and low-income countries. In the United States, Black and 

Latina women report higher rates of poor communication from healthcare providers, 

discrimination, and traumatic birth experiences compared to White women (Wang et al., 

2021). Like minority women in other countries, these groups in the United States 

encounter geographic barriers that restrict their access to healthcare providers. Insurance 

limitations or lack of coverage can restrict their options for healthcare facilities, often to 

those facilities with fewer than average resources, exacerbating disparities in maternal 

care (Wang et al., 2021). Analysis of this literature shows that the income level or 

medical advancement of a country has little impact on the systemic issues faced by 

minorities, including systemic racism, cultural misunderstandings, and poor maternal 

health outcomes. 

The health inequities present in the United Kingdom disproportionately affect 

minorities and marginalized populations. The root causes of the inequities are 

widespread; however, several commonalities consistently hinder or prevent minority 

populations from accessing quality care. Chief among those barriers is bias and systemic 

discrimination. Minority populations frequently report experiencing racism and 

judgmental attitudes from healthcare professionals based on their race, culture, or religion 
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(Thomson et al., 2022). The type and quality of care can also be negatively affected by 

systemic discrimination when compared to White women. Black and Asian women in the 

United Kingdom report receiving pain management that was inadequate compared to 

their stated pain level and need, as well as feelings of being ignored by health 

professionals (Silverio et al., 2023). The experiences of facing discrimination and 

receiving care that are not compatible with expectations from the healthcare system 

designed to support and care for every population have only further contribute to 

exacerbated health inequities.  

Timeliness in accessing and receiving care is crucial in maternal health. Minority 

populations in the United Kingdom frequently either delay seeking maternal care during 

the recommended timeframes, or when they do, do not receive it at the speed that their 

non-minority counterparts do (Thomson et al., 2022). The NHS recommends expectant 

mothers seek midwifery care within the first 12 weeks of pregnancy. However, on 

average, 25% of minorities do not achieve this target (Thomson et al., 2022). Geographic 

and logistical barriers are among the primary reasons for these delays. Residency in 

locations without a healthcare center nearby, therefore needing to depend on 

transportation, a lack of organized prenatal courses available locally, and any associated 

costs overwhelmingly impact minority women (Jones et al., 2022). This negative impact 

worsens when immigrants or asylum seekers from minority groups face language and 

cultural barriers, along with limited knowledge of the healthcare system (Jones et al., 

2022). These collective barriers only widen the gap between populations regarding how 

they access and receive care.  



21 

 

The healthcare system often does not fully appreciate the difficulty of not 

speaking the majority language, being of a different religion, and having different health 

concepts and associated practices. The cultural and religious practices often cited as 

barriers or reasons for non-engagement include respecting the request for a female health 

practitioner, complying with personal dietary needs, and supporting the request and 

practice of buying the placenta after birth (Thomson et al., 2022). The inability or 

unwillingness to support these requests or preferences leads to mistrust and eventual 

disengagement with the healthcare system (Silverio et al., 2023). Not having trust carries 

significant consequences that impacts physical health and mental well-being. High rates 

of mental health disorders, including prenatal anxiety and postnatal depression, are 

suspected among minority populations; however, many reject the mainstream healthcare 

system in favor of family support and guidance to not feel further discriminated against 

and to instead take part in practices that align with their cultural norms (Jones et al., 

2022; Thomson et al., 2022). A failure to recognize and address cultural differences 

worsens systemic inequalities that disproportionately affect minority populations seeking 

maternal care. 

The inequalities and resulting outcomes that minority and marginalized 

populations face do not stem from a single characteristic or determinant. Intersectionality, 

as a concept, was developed to understand how various characteristics, SDoH, and 

systemic forces, such as racism and sexism, intersect and interact to create inequities. 

(Hoang & Wong, 2023; Holman et al., 2021). Bringing together the past and viewing 

populations holistically through an intersectional analysis reveals the complex web of 
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factors that shape health, well-being, and social justice outcomes. Researchers and 

practitioners now apply the resulting framework to all gender identities, races, and 

cultural backgrounds considered minorities or marginalized. 

Socioeconomic status (SES) is a key factor influencing health outcomes in 

maternal health. SES is instrumental in determining how pregnant mothers access 

healthcare, understand and acquire proper nutrition, and their overall well-being (Holman 

et al., 2021). An individual with low SES typically has an income below the average and 

lacks the means to access care financially through health insurance or private care when 

the quality of their local health services might be of concern (Vohra-Gupta et al., 2022). 

These factors act as barriers to accessing care. When researchers examine low SES 

intersectionality lens, it reveals that it overwhelmingly affects single mothers from 

minority and marginalized populations most often when accessing care. (Vohra-Gupta et 

al., 2022). Social and economic systems are often the root cause of these women's 

challenges, creating a fragmented and unmanageable landscape of care that increases 

inequities. 

Another critical dimension of intersectionality in maternal health is the role of 

culture in shaping barriers and inequities. Historic racism and miscarriages of justice, 

language barriers, and different beliefs and opinions about medical intervention 

compound the effects of SES to result in poor maternal health outcomes (Holman et al., 

2021). Socialization within communities acutely demonstrates this within maternal 

health. Socializing with other mothers of their race bolsters the resilience of mothers of 

color (MOC). However, an intersectional-based analysis reveals that these interactions 
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can increase emotional and mental health challenges as the shared discussions can cause 

systemic inequities and historical injustices to resurface (McKinney & Meinersmann, 

2022). Such is the need to fully understand the impact of intersectionality when 

circumstances that appear positive build upon historic wounds and systemic inequities to 

cause further problems that entrench the individual into a cycle of battling inequities.   

Systemic flaws and historic racism often cause emotional distress experienced 

during MOC gatherings. Listening to another person's experiences can recall and 

intensify memories of one's own negative experiences. To mitigate such outcomes, it is 

important to critically address the systemic failures that come to light through an 

intersectional lens. Researchers have identified bias and structural racism as the causes of 

minority and marginalized populations' avoidance of seeking timely care, which results in 

poor outcomes. (Holman et al., 2021; McKinney & Meinersmann, 2022). By highlighting 

this root cause and understanding the individual impact of compounding factors, 

researchers using an intersectional framework move away from reductionist approaches 

to public health and advocates for timely, culturally responsive solutions which will be 

better suited to addressing the nuanced causes of intersectional inequities (Vohra-Gupta 

et al., 2022). Utilizing intersectional practices that genuinely reflect and respond to the 

lived experiences of marginalized communities paves the way for more equitable care. 

The GRT Population: Background and Health Context 

Historical and Sociocultural Background of the GRT Population 

GRT is a commonly used term in the United Kingdom to describe a single 

ethnicity. However, the GRT population comprises three distinct ethnic groups: Romany 



24 

 

Gypsies, Irish Travellers, and Roma migrants (Taylor & Hinks, 2021). Romany Gypsies 

originate from northwestern India, where historical encounters with European 

populations influenced their cultural identity and nomadic traditions during the medieval 

period (Taylor & Hinks, 2021). A similarly nomadic group, Irish Travellers originate 

from Celtic populations in Ireland and Scotland. Though due to their historical isolation, 

they are genetically distinct from modern Irish populations (Taylor & Hinks, 2021). 

Roma migrants, while also historically nomadic, do not trace their lineage to the Indian 

subcontinent like the Romany Gypsies. Rather, they originate from the Baltic region and 

maintained a distinct cultural identity despite their geographic dispersal (Taylor & Hinks, 

2021). Though each is genetically and historically unique, each group comprising the 

collective population has a history of nomadic lifestyles that have kept them isolated 

from the modern world. 

Though the term GRT comprises distinct ethnic groups, people often view them 

as a singular population because of their similarities. The United Kingdom government 

takes this stance and, as such, legally recognizes GRT as a singular legal ethnicity (UK 

Government, 2022). During the 2011 census, those who self-identified as GRT accounted 

for 0.1% of the United Kingdom population, equaling 57,680 individuals (UK 

Government, 2022). However, the census recognizes that due to many members in the 

population's transient nature and a historic reluctance to identify as GRT, this likely does 

not accurately represent the population, with estimated totals ranging from 150,000 to 

300,000 (UK Government, 2022). The inability to accurately identify the population 

indicates the systemic barriers and inequities that the population faces.  
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Historically, the key defining aspect of the collective GRT is their nomadic 

lifestyle. This lifestyle emerged due to a desire to keep their community and cultural past 

insular and for practical reasons, such as seasonal work, which was essential to their 

economic survival (Office for National Statistics, 2022). Legal restrictions on mobile and 

temporary housing have increased, causing a reduction in traditional nomadic movement 

(Office for National Statistics, 2022). Increasingly, GRT families are moving into 

permanent housing, though many retain their traditional culture by living in compound-

style communities with extended family which affords them a sense of separation from 

the broader population (Office for National Statistics, 2022). Some GRT view settlement 

as an economic necessity, while others feel it causes a loss of cultural identity, and many 

feel both are true (Office for National Statistics, 2022). This shift in settlement represents 

the current reality for the GRT population, a necessity to navigate the modern economic 

and legal challenges while maintaining their traditions. 

No matter where they reside, many in the GRT population still hold onto the 

community's views about education, employment, and family structure. The GRT 

population strongly ties its family structure to its predominantly Catholic or Orthodox 

religious beliefs and traditional gender roles (Taylor & Hinks, 2021). In this setting, the 

GRT population does not prioritize formal education, believing that family and other 

community members provide the essential knowledge needed to thrive (Townsend et al., 

2020). Many GRT individuals deeply mistrust formal education due in part to historical 

discrimination and negative experiences within the school system (Townsend et al., 

2020). Male children are expected to become financial providers and decision-makers for 
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their families, and as such, they typically leave school by age 14 (Townsend et al., 2020). 

Female children, expected to assume domestic responsibilities, often leave school as 

early as age eight (Townsend et al., 2020). As well, the historically nomadic nature of the 

population has made schooling difficult for government officials to enforce (Office for 

National Statistics, 2022). Restricting school attendance further separates the population 

from mainstream society. 

Work is a cultural expectation that is highly respected despite a lack of education. 

Males often engage in manual, seasonal labor, usually paid in cash, which avoids 

government involvement and taxes, making it hard to understand their economic situation 

(Office for National Statistics, 2022). The shortage of formal education is associated with 

lower than national average literacy rates for both men and women and adds another 

barrier to employment options (Office for National Statistics, 2022). These factors create 

an environment of economic marginalization that restricts financial stability and social 

mobility for the GRT population. 

Marriage for the population is a celebrated milestone, often bringing in the 

broader community from far away. Given the central role of family in GRT culture, 

marriage typically occurs at a young age, with most brides between 16 and 17 years old 

(Danvers & Hinton-Smith, 2024). Strong religious beliefs emphasize the importance of 

abstinence before marriage, leading to many in the population celebrating the birth of 

their first child within the first year of marriage, often while the mother is still in her 

teenage years (Danvers & Hinton-Smith, 2024). The deeply rooted cultural traditions of 
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work, marriage, and education continue to shape the educational and social trajectories of 

GRT youth.  

Family and the wider community are a cornerstone of GRT's identity. As a 

nomadic population, extended family and multi-generational friends migrate together, 

forming an insular micro-society that offers the population most of what they need 

regarding support and social interactions (Townsend et al., 2020). As some in the 

population settle into permanent housing, the micro-society community remains, with 

several families and long-time friends settling on the same plot of land in modular 

housing (Townsend et al., 2020). This type of community gives the population a sense of 

cultural identity and economic support and reinforces the multi-generational hierarchy 

that has always been present in GRT traditions (Taylor & Hinks, 2021). This enduring 

social structure ensures the preservation of cultural traditions, strengthens communal 

bonds, and maintains a distinct GRT identity despite external societal changes. 

The hierarchy of the GRT population elevates elders in the community. Older 

males dictate the course of family activity, such as movement, education, marriage, and 

settling disputes. (Taylor & Hinks, 2021). Most communities often have a trusted male 

elder who advises on health matters, though when it comes to a woman's health during 

pregnancy and her children's health, it is the female elders who hold the power (Taylor & 

Hinks, 2021). While traditional gendered hierarchies remain largely intact, younger GRT 

individuals are increasingly making independent choices, including pursuing further 

education, delaying marriage, and, for some women, choosing to enter the workforce 

(Office for National Statistics, 2022). Such changes could enhance relationships between 
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the GRT population and the wider United Kingdom society, where historical biases, 

discrimination, and negative perceptions have led to marginalization. However, the 

lasting effects these changing cultural norms will have on the unity and identity of the 

GRT community are still unclear. 

Health Inequalities in the GRT population 

The GRT communities in the United Kingdom experience significantly poorer 

health outcomes than other populations. Specifically, the Romany and Traveller 

population have life expectancies 10 to 25 years shorter than those not in the GRT 

population (Dunn et al., 2024; NHS Race and Health Observatory, 2023). The entirety of 

GRT people have documented significantly higher rates of long-term and repetitive acute 

illnesses, chronic health conditions, and diagnosed disabilities when compared to the 

non-GRT population (Dunn et al., 2024). For comparison, the overall physical health of a 

GRT individual in their 60s is similar to that of White British individuals who are in their 

80s (Friends, Families & Travellers, 2022; NHS Race and Health Observatory, 2023), 

highlighting the alarming discrepancies in health between the GRT population and other 

populations in the United Kingdom.  

The GRT population faces significant challenges not only in physical health but 

also in mental health, which has reached a crisis level. Across both sexes, suicide rates in 

the GRT population are concerning. The suicide rates, particularly among Traveller men 

and GRT women, are several times higher than that of non-GRT populations (NHS Race 

and Health Observatory, 2023). Economic uncertainty, poverty, social exclusion, high 

rates of adverse childhood experiences, and the long-lasting effects of intergenerational 
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trauma contribute to this disparity (Kothari et al., 2024). The high rates of illiteracy in the 

GRT population, extending to low rates of health literacy for at least one-third of the 

population, make managing chronic health conditions difficult and challenging to speak 

to a professional about their mental health (Dunn et al., 2024). Taken together, these 

factors create significant barriers to mental well-being within the GRT population, 

exacerbating existing health disparities and making it difficult for individuals to access 

the support they need. 

Several barriers increase health disparities for the GRT population. Language 

barriers are often chief among these, be it from speaking a language other than English, 

as even some Irish Travellers speak an English/Gaelic mix, which hinders the ability to 

communicate effectively with healthcare professionals (Condon et al., 2019; Dunn et al., 

2024). Many healthcare offices do not offer interpreters for the language needs of GRTs, 

resulting in family or community members acting as interpreters; therefore, 

misinterpretation or purposeful exclusion of information that does not align with the 

cultural standards can occur (Condon et al., 2019). These challenges contribute to 

ongoing miscommunication, limited access to appropriate care, and deepening health 

inequalities within the GRT population. 

Experiencing discrimination and stigma in healthcare settings creates barriers to 

care for GRT individuals. These experiences were examined by Condon et al. (2019) and 

Friends, Families and Travellers (2022) used interviews with GRT individuals and 

practice reports to explain the professional bias and inadequate cultural competence. Due 

to this, many individuals avoid admitting their GRT identity during healthcare encounters 
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due to historically experiencing dismissive attitudes, stereotyping, or unequal treatment 

(Condon et al., 2019). The United Kingdom’s publicly funded NHS leaves financially 

disadvantaged GRT individuals with few alternatives for unbiased care, further 

exacerbating their underrepresentation in health records and limiting the development of 

population-specific interventions (Condon et al., 2019). These systemic barriers not only 

perpetuate health disparities but also reinforce the cycle of exclusion that has long 

affected the GRT population within the healthcare system. 

The cycle of exclusion has impacted how and when the GRT population seeks 

care. As a result of the barriers and perceived discrimination, the population often seeks 

medical attention only in emergencies, with prenatal care being a rare exception (Kothari 

et al., 2024). Delayed care worsens the effects of acute illness. It restricts timely, accurate 

follow-up, as such care requires registration with a local doctor, an action the transient 

GRT population rarely undertakes (Condon et al., 2019). These barriers limit healthcare 

engagement and contribute to persistent health disparities within the GRT population. 

Maternal Health in the GRT Population 

The maternal health of GRT women underscores the extent and complexity of the 

inequities faced by this population, particularly during a critical period when health is of 

utmost importance. Limited access to healthcare, systemic discrimination and bias, and 

adverse SDoH contribute to the poor maternal health outcomes of GRT women, which 

places them among the most disadvantaged populations in Europe (Claisse et al., 2024; 

Ekezie et al., 2024). GRT women in the United Kingdom experience higher rates of 

maternal morbidity and mortality, stillbirths, miscarriages, and maternal complications 
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compared to non-GRT women (Suffolk County Council, 2023). Among the external 

factors responsible for negatively impacting maternal health the most in this population 

are poverty, low literacy levels, and limited or inadequate engagement with the healthcare 

system (Friends, Families, & Travellers, 2022). These findings emphasize the significant 

influence of social and systemic factors on the maternal health outcomes of GRT women. 

Of significant concern for maternal health, the consistency and quality of 

engagement between GRT women and healthcare services continue to raise concerns. 

Although GRT women are not explicitly discouraged from accessing maternal health 

services, their engagement with such care continues to fall below the national average. 

Lower engagement often occurs as missed appointments and delayed initiation of 

prenatal care (Ekezie et al., 2024). A lack of comprehensive prenatal care is associated 

with a heightened risk for pregnancy-related complications such as pre-eclampsia, 

postpartum hemorrhage, and gestational diabetes (O'Brien et al., 2022). Negative prior 

experiences, perceived discrimination, and factors associated with a transient lifestyle 

hinder GRT women's ability to attend appointments and establish a relationship with 

healthcare providers regularly. 

Further complicating efforts to understand and address maternal health disparities 

within this population is the fact that gaps in demographic data and the provision of 

inaccurate personal information to healthcare professionals contribute to this issue. 

Analysis of available data shows infant mortality rates are significantly higher for GRT 

mothers, with one in five experiencing the loss of a child, compared to one in 100 for 

non-GRT mothers (UK Parliament, 2019). Reduced engagement with maternal healthcare 
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services is believed to increase the risk of infant mortality within the GRT population 

(O'Brien et al., 2022). These disparities in maternal healthcare utilization reflect a broader 

intersection of social, cultural, and systemic factors that shape health outcomes within 

this population. 

Mental health remains a highly stigmatized topic across various cultures. In the 

GRT population it is rarely discussed or openly acknowledged (Claisse et al., 2024). 

Within this population, people often associate mental health concerns with negative 

social consequences and consider seeking professional healthcare support socially 

unacceptable. As a result, many individuals experience psychological distress in isolation 

(Claisse et al., 2024). GRT mothers have reported a fear of disclosing maternal mental 

health concerns due to the perceived risk of social services intervention, including 

potential child removal from the family home (Claisse et al., 2024). Peer support groups 

and culturally sensitive mental health interventions have produced positive outcomes. 

Yet, they are consistently underused by both healthcare professionals and the GRT 

population (Friends, Families, & Travellers, 2022). These existing challenges in maternal 

mental health within the GRT population highlight the broader difficulties of mental 

healthcare access and engagement. 

Despite efforts to implement culturally sensitive mental health interventions, other 

health services continue to lack cultural sensitivity or provide resources tailored 

specifically to the needs of GRT mothers remain absent. Immigrants who are GRT report 

struggling to navigate the United Kingdom's healthcare system. The United Kingdom's 

healthcare system, the NHS, operates on a general practitioner model that requires the 
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first encounter to be a consultation followed by a referral, unlike systems in many other 

countries that allow direct access to specialists (Claisse et al., 2024). The difficulties in 

navigating the NHS landscape and the lack of support to do so pose a barrier to 

engagement. As well, low literacy levels hinder healthcare utilization by affecting how 

providers communicate information. When healthcare providers fail to present 

information in a culturally relevant manner, GRT women engage less with maternal 

healthcare services, increasing the risk of adverse pregnancy outcomes (Ekezie et al., 

2024). Prenatal health information typically includes available services, free medications, 

screenings, and recommended lifestyle modifications (Ekezie et al., 2024). However, 

without an understanding of GRT cultural perspectives and relevant explanations of 

healthcare topics, engagement with maternal healthcare services remains underutilized 

and ineffective, exacerbating pregnancy-related risks (Ekezie et al., 2024). GRT mothers 

experience challenges in accessing and using maternal healthcare services. These 

findings indicate broader institutional shortcomings, including inadequate cultural 

coherence, poor health literacy, and difficulties with healthcare system navigation. 

Lifestyle factors and limited engagement can result in poor maternal and neonatal 

outcomes in the GRT population. Compared to the non-GRT population, significant 

differences for GRT women include higher rates of preterm births, younger maternal age, 

elevated fertility rates, and increased complications due to lifestyle factors such as 

diabetes and high blood pressure (Ekezie et al., 2024). Poor maternal health outcomes 

often correlate with adverse neonatal outcomes, particularly within the first four weeks of 

life (Ekezie et al., 2024). GRT newborns face more significant risks than their non-GRT 
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counterparts for low birth weight, infant mortality, and developmental delays during 

childhood (Ekezie et al., 2024). These trends reflect broader disparities in maternal and 

infant health within the GRT population. 

GRT culture has a notable influence on maternal health by the high fertility rate 

and the early age at which many GRT women experience their first pregnancy. Large 

families are typical within GRT communities, with childbearing often beginning shortly 

after marriage (Ekezie et al., 2024). In the United Kingdom, the average age of first 

pregnancy among non-GRT women is 30.7 years, for GRT women it is significantly 

lower at 17.3 years (Suffolk County Council, 2023). Early and repeated young age 

pregnancies are associated with increased pregnancy-related complications and higher 

infant mortality rates (Friends, Families, & Travellers, 2022). This pattern demonstrates 

how cultural traditions, and reproductive behaviors shape maternal and infant health 

outcomes within the GRT population. 

Cultural beliefs and practices within the GRT population dictate what is accepted 

to be normal behavior, some of which may be considered health risks within non-GRT 

populations. Cleanliness holds a crucial place in GRT culture, with women traditionally 

responsible for daily household cleanliness (Friends, Families, & Travellers, 2022). 

However, for families residing in mobile or caravan-style homes, poor ventilation and 

exposure to toxic cleaning chemicals can create significant health hazards (Ekezie et al., 

2024). Beyond household cleaning practices, common behaviors not viewed as a risk to 

GRT individuals include traveling without using seat belt and residing in unsecured 

mobile accommodations during periods of transience further elevate maternal health 
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risks. These lifestyle factors underscore the complex interplay between cultural traditions, 

environmental conditions, and maternal health outcomes within the GRT population. 

Cultural standards not only affect prenatal health, they continue into the postnatal 

period impacting overall maternal and infant health outcomes. Breastfeeding stands as 

one of the most prominent of these culturally shaped practices. Breastfeeding is 

associated with a stronger immune system, enhanced neurological development, and 

improved overall well-being for newborns (Boja Herrero et al., 2022). Despite the known 

benefits, many GRT women are discouraged from breastfeeding due to cultural beliefs 

that it is inconvenient as it interferes with household duties, is unnecessary due to the 

availability of formula, and is a social taboo due to modesty concerns (Boja Herrero et 

al., 2022). In GRT culture, elder guidance dominates over professional advice, meaning 

any discouragement or lack of support from the community's elders creates personal 

barriers to adopting breastfeeding (Boja Herrero et al., 2022). Taken in context with low 

health literacy and limited engagement with healthcare services, GRT mothers frequently 

lack the tools needed to make informed decisions about breastfeeding. 

The maternal health experiences of GRT women reflect a disassociation between 

cultural practices, systemic barriers, and social determinants, which directly impacts 

health outcomes. The disparities affecting maternal morbidity and mortality, infant 

health, and mental wellbeing show just how intricate and unique the challenges faced by 

this population are. Understanding how these influences work together and against each 

other produces much needed insight into the broader context of health inequities within 
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marginalized populations, emphasizing the importance of culturally informed 

perspectives in addressing maternal health disparities. 

Key Barriers to Maternal Health Access for GRT Women 

Cultural Barriers and Mistrust in Health Systems 

Historical experiences and cultural beliefs have shaped the relationship between 

GRT communities and healthcare services, leading to bias and social exclusion. The 

nature of the NHS is one of universal and standardized policies and protocols, leaving 

many GRT women to rely on generational knowledge, community expectations, and 

cultural tradition to make healthcare decisions that are meaningful to them. Family and 

cultural traditions that emphasize self-reliance and informal health networks led by GRT 

elders significantly influence GRT women’s healthcare experiences more than 

institutionalized healthcare services and interventions (Condon et al., 2021). This reliance 

on cultural and familial knowledge over formal medical guidance contributes to limited 

engagement with healthcare systems, reinforcing and widening existing health disparities. 

Roles and expectations based on gender dynamics influence health decisions, with 

the family structure emphasizing traditional roles, family responsibilities, and a defined 

authority structure. Cultural expectations place the care and well-being of children, 

family, and home above the woman’s health, delaying or preventing routine and acute 

care (Ellis et al., 2020). Male dominance heavily shapes the GRT population by creating 

an environment of authoritative leadership, creating barriers because women must secure 

spousal or head-of-family approval before accessing health services (Pavlikova et al., 

2020). Female elders are sought and enlisted for maternal and child health needs and 
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support, yet they too, are shaped by the decisions and expectations of male community 

members (Pavlikova et al., 2020). Tradition, family dynamics, economic insecurity, and 

systemic marginalization work together to shape how engagement with maternal 

healthcare functions for the GRT individual. Furthermore, the communal structure of 

GRT life reinforces commonly held beliefs that foster mistrust of formal healthcare 

systems and often prioritizes traditional cultural practices over professional clinical care. 

A historical skepticism about formal healthcare, deepened by gendered decision making 

processes and socio-economic challenges, adds further barriers to engagement with 

maternity services and limits the potential for positive maternal health outcomes. 

The collectivist nature of the family and community structure results in a 

healthcare decision-making process that prioritizes community and family needs while 

adhering to cultural expectations and deprioritizes individual needs. Individual needs are 

discussed and decided in a group setting, influenced by culture, family needs and 

expectations, and the input of elders (Condon et al., 2024). The reliance on tradition and 

recommendations of the community elders results in using traditional remedies often at 

odds with medical advice, thus creating resistance to interventions and methods that do 

not align with tradition (Condon et al., 2024). Because GRT women may perceive 

adherence to mainstream healthcare practices as disrespecting their population and 

culture, the divide between them and healthcare professionals widens.  

The preference for traditional, community-based support and advice reinforces 

social cohesion. The strength of this cohesion creates challenges for an individual GRT 

woman to seek outside care or advice. The importance and reverence of the elder female 
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GRT, particularly grandmothers, in providing health advice and performing traditional 

culture-based healing is so great that many in the population place a higher significance 

on this than the advice of healthcare professionals (Ellis et al., 2020). The emotional and 

social support of GRT communities creates a strong bond while also perpetuating 

misconceptions about maternal health and reinforcing mistrust in the healthcare 

community (Sarafian et al., 2024). The pressure and expectations within the population to 

seek an elder’s help and advice are so intense that there could be a fear of disappointing 

the entire community if not sought, nor is there often the understanding that they have a 

choice in the matter. 

Culturally, privacy and modesty expectations present additional barriers to 

healthcare engagement, specifically maternal health. The strict cultural rules and 

expectations of the GRT community dictate that there is significant importance placed on 

female bodily privacy, which can result in unease and refusal during medical 

examinations (Pavlikova et al., 2020). Many GRT women state a preference for female 

healthcare professionals. However, staffing limitations often prevent healthcare providers 

from meeting these requests, resulting in some women to avoid seeking care altogether 

(Villani et al., 2021). Modesty concerns about bodily exposure hinder open discussions 

about maternal health, and can result in fewer prenatal screenings and consultations 

(Villani et al., 2021). These cultural expectations and beliefs shape how GRT women 

interact with healthcare services, and reinforce patterns of mistrust and continuing 

disengagement from formal care. 
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 Many GRT women have fatalistic beliefs about health that complicate their 

relationship and engagement with healthcare institutions. The GRT population often 

views health outcomes, including pregnancy outcomes, as predetermined due to divine 

intervention and plans rather than as something that is preventable or results due to the 

influence of healthcare professionals (Condon et al., 2021). This fatalistic belief often 

leads the GRT individual to believe that professional healthcare is unnecessary due to  

and that cultural traditions and family knowledge serving are the primary sources of 

guidance. As a result, GRT women may delay seeking care until emergencies occur. The 

delayed action results in missed opportunities for early engagement, support, and 

intervention, particularly during the critical prenatal period.  

The limited understanding of healthcare professionals about the GRT population, 

combined with the perception that the NHS does not adequately address GRT women’s 

cultural and family-oriented needs, further deepens their reluctance to engage with formal 

healthcare services. Because the healthcare landscape does not align with the 

expectations and demands important to the GRT population, there are feelings of 

alienation and the belief that the care offered by the institutions is neither robust nor 

relevant (Sarafian et al., 2024). Establishing a relationship with healthcare professionals 

is complicated by the transient nature of the population and a lack of understanding of 

healthcare processes mandated by the NHS (Villani et al., 2021). The distance created by 

these barriers supports the historical belief of GRTs that institutionalized healthcare does 

not support their culture and needs (Villani et al., 2021). These factors collectively 
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reinforce the existing divide between GRT communities and institutional healthcare 

services, further complicating genuine engagement and trust. 

Tradition, family structure, economic insecurity, and systemic exclusion come 

together to create an intersection that influences the experiences of GRT individuals in 

accessing and adhering to maternal healthcare, resulting in disparities in outcomes. The 

communal nature of the GRT community structure is vital for social and personal 

support, however it reinforces negative beliefs about healthcare, causing avoidance and 

poor adherence, with a preference for traditional cultural 

methods.                                                                                                                            

Structural and Systemic Barriers 

Many of the barriers to maternal healthcare for the GRT population are intrinsic. 

Mistrust in healthcare institutions, gender-based decision-making hierarchies, and socio-

economic instabilities exacerbate the barriers to maternal healthcare and positive 

outcomes for GRT women. The transient nature of the population and the belief of GRTs 

that institutionalized healthcare does not support their culture makes engagement 

challenging. GRT women report feeling alienated from the United Kingdom healthcare 

system and often opt for traditional care. These barriers stem from within the GRT 

population. However, not all the barriers are internal. Healthcare practitioners and a 

modern digital health system have a part in marginalizing the GRT population.  

The foundation of the GRT population's historical mistrust of the healthcare 

system is often rooted in their initial contacts, their general practitioner (GP). Morgan and 

Belenky (2024) noted that many GPs they interviewed held stereotypical beliefs about the 
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GRT population, believing them to be purposefully obstinate and likely to abuse smoking 

and alcohol. These biases, combined with the GRT population's negative beliefs and 

opinions of the healthcare system, often lead to misunderstandings and missed chances 

for better health outcomes (Morgan & Belenky, 2024). The harmful attitudes that GRTs 

and the broad healthcare professional landscape hold against each other will remain 

unless effective interventions break this cycle. 

One of the primary systemic barriers facing the GRT population within the 

healthcare system is the lack of cultural competence among providers. Researchers have  

found that a lack of awareness of GRT culture due to insufficient training for GPs is often 

responsible for developing negative perceptions of GRTs (Ekezie et al., 2024). Cultural 

competency training teaches individuals to be sensitive and inclusive to diverse 

communities, often emphasizing effective communication (Ekezie et al., 2024). Research 

highlighting a lack of cultural competence training is associated with viewing GRT 

women as non-compliant, uncooperative, or resistant to medical advice, which is 

associated with dismissive and biased treatment (Chinoporou et al., 2025). Practical 

cultural competency training would tackle barriers such as language and communication, 

cultural norms including modesty, and including family members in the decision-making 

process (Morgan & Belenky, 2024). The systemic barriers put in place by an untrained 

workforce sensitive to the needs of diverse cultures have resulted in failures by the 

healthcare system to address the needs of its population.  

In addition to the cultural competence of GPs in the United Kingdom, the growing 

dependency on technology has created barriers to accessing and maintaining care for the 
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GRT population. Historically, all GP appointments in the United Kingdom were made by 

visiting the GP office for a same-day appointment or calling at opening times (Ekezie et 

al., 2024). This method created a backlog as scheduling ahead was discouraged, and long 

waiting times meant frustrated patients (Ekezie et al., 2024). Many GP offices have now 

adopted electronic systems to schedule appointments, share health-related documents and 

records, and host several health interventions digitally rather than face-to-face. The heavy 

reliance on technology presents another barrier for the GRT population, stemming from 

their socio-economic and literacy standings, making digital-based healthcare inaccessible 

for many (Ekezie et al., 2024). Ensuring easy-to-navigate and understandable methods of 

appointment-making and methods to meet health needs that are not digitally based would 

be inclusive of the GRT population. 

Existing Interventions and Frameworks for Maternal Health 

Public Health Initiatives 

There is a notable lack of data and protocol for interventions that aim to improve 

maternal experiences and outcomes in the GRT population. Current interventions 

targeting GRT women are fragmented because they fail to address root causes, are 

inconsistently implemented, and often lack cultural specificity (Ekezie et al., 2024). 

Previous attempts at interventions and health improvement outreach programs 

specifically for the GRT population in the United Kingdom that focus on health 

education and mediation have not been successful due to their lack of sustainability and 

failure to acknowledge and address cultural needs (Ekezie et al., 2024). The failures of 
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interventions are associated with a lack of cultural sensitivity and incorporation of 

cultural needs. 

However, successful interventions targeting other aspects of GRT health, or 

maternal health among comparably marginalized populations, can provide valuable 

insights. Khan et al. (2023) found that successful interventions in high-income countries 

focused on populations facing health inequities focused on midwifery-led care, 

interdisciplinary service coordination, and community centered approaches. In particular, 

home visits led by midwives, continuity in care plans and providers, and an emphasis on 

culturally sensitive care resulted in improved maternal and neonatal outcomes compared 

to similar populations who did not receive this level of care (Khan et al., 2023). This 

specific type of care would aid in reducing some of the known barriers to maternal care 

for the GRT population, as it would strive to address the historical mistrust held between 

healthcare providers and the GRT population and integrate culturally important practices 

into the health plan.  

Community-based healthcare that is culturally sensitive and geographically 

embedded is often successfully implemented. The REPRESENT study found a strong 

preference among marginalized populations, including GRT, in the United Kingdom for 

healthcare that was peer-led and culturally informed outreach methods and interventions 

(Ekezie et al., 2023).  The study’s participants favored non-judgmental care, such as 

community pharmacist-led care in the United Kingdom, which has been noted as 

accessible and culturally sensitive (Ekezie et al., 2023). Though not explicitly focused on 

maternal health, the REPRESENT study echoes the barriers to engagement for maternal 
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health within the GRT population that have been previously identified and offers 

solutions beneficial to not only GRTs but other ethnic minorities in the United Kingdom.  

GRT-specific interventions in the United Kingdom highlight the need for trust-

based care rooted in culturally sensitive practices. Mytton et al. (2020) found that when 

focusing on immunization uptake in GRT children, mothers emphasized the need for 

flexible appointment scheduling, recognition of family structures permitting multiple 

attendees, and integrating the health, social services, and education support services. 

Having far-reaching and holistic community-based support that provides health 

appointments and other services that an individual might need could increase data 

collection and support culturally sensitive practices across sectors (Mytton et al., 2020). 

The GRT mothers in this study voiced support for the co-production of educational 

material about vaccination schedules and their importance (Mytton et al., 2020), 

suggesting the co-producing approach could also apply effectively to maternal health. 

GRTs around the world face barriers like those in the United Kingdom. In 

Western Greece, the usefulness of culturally competent midwives and obstetricians is 

accepted and implemented (Chinoporou et al., 2025). Despite this, Roma women in this 

area still report communication barriers and distrust toward healthcare providers, factors 

that negatively impact maternal health outcomes (Chinoporou et al., 2025). This finding 

suggests that for the GRT population, merely being culturally competent is not sufficient 

for improved maternal health outcomes. In Indigenous Australian cultures and African 

American communities, the direct involvement of the population in coproducing services 

and education results in improvements when combined with culturally sensitive care 
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(Chinoporou et al., 2025). A multi-system approach that recognizes and utilizes the GRT 

population in its design is the most likely to succeed.  

Indigenous Health Model 

Although the individual groups that comprise the broader GRT population reside 

in many countries, their longstanding presence in the United Kingdom suggests that an 

Indigenous lens best captures their specific health needs. Heaslip et al. (2019) proposed 

recognizing the GRT population as Indigenous based on the hypothesis that positive 

health outcomes resulting from this would be similar to other indigenous-based health 

models. Historical marginalization deeply rooted cultural traditions tied to geographical 

locations, and widespread systemic discrimination are by the GRT population in the 

United Kingdom as well as other recognized Indigenous populations such as First 

Nations individuals in Canada and Aboriginal Australians (Heaslip et al., 2019). 

Historically, Indigenous public health frameworks have brought together health and 

public services to provide multidisciplinary care and support and use co-design to 

incorporate the population’s culture, values, and language (Heaslip et al., 2019). Though 

recognized as an ethnic minority within the United Kingdom, the GRT population does 

not have formal recognition as an Indigenous group. However, the lessons learned from 

Indigenous health frameworks could prove helpful for future intervention and framework 

design. 

Theoretical Framework 

Despite literature addressing SDoH among the GRT population, literature 

explicitly defining health from the GRT perspective and identifying critical health-related 
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activities within this culture remains limited. The pursuit of understanding maternal 

health as defined by the GRT population led to the identification of CCT. This theory 

supports ethnographic exploration of maternal health through a structured framework, 

aiding in discovering meaningful concepts that are the bedrock of culturally congruent 

care. The core concepts of this framework were examined, which guided the development 

of interview questions and provided analytical context. Applying CCT provided 

information that could ultimately lead to creating a culturally specific care framework 

tailored to maternal health within the GRT population. 

Cultural Care Theory 

The culture of the GRT population influences personal choices, while systemic 

barriers impact the population's overall health. Given the connection between health and 

culture, the theoretical framework most applicable to this topic is the CCT. Dr. Madeline 

Leininger first developed the foundational concepts of the CCT in the 1950s. However, it 

was not until the 1991 publication of her book, "Culture Care Diversity and Universality: 

A Theory of Nursing" that the theory was first published (Leininger, 1991).  Frequent 

collaborator Marilyn McFarland along with Hiba Wehbe-Alamah refined the CCT in 

2014, notably by extending the Sunrise Enabler Model which provides professionals with 

a tool for assessing and investing the cultural influence on care, as well as the modes of 

action, or core concepts, of culturally congruent care (McFarland & Wehbe-Alamah, 

2019). This dissertation uses the McFarland & Wehbe-Alamah version of CCT.  

Recognizing the role that culture plays in the lives of GRT, CCT serves as a 

framework for understanding the intersection between health and culture. McFarland & 
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Wehbe-Alamah (2019) described the notion that culture and health are inextricably 

linked; thus, comprehending the health of individuals within a particular culture requires 

an understanding of that culture itself. The outcome of applying this theory is culturally 

congruent care, which aligns an individual's personal beliefs and practices with the 

healthcare they receive (McFarland & Wehbe-Alamah, 2019). CCT works on the belief 

that by receiving culturally congruent care, health outcomes are improved, and 

relationships between individuals and healthcare providers flourish (Salinda et al., 2021). 

Applying this theory can highlight the specific aspects of GRT culture often overlooked 

by the healthcare system and significantly contribute to barriers to health and 

engagement. 

Initially developed as a nursing theory but now used in all aspects where health is 

a factor, the CCT applies to work addressing long-standing and emerging health 

concerns. CCT provides a framework for identifying cultural factors that impact health 

and guides researchers and health professionals in developing care models based on the 

theory (Salinda et al., 2021). The core concepts of CCT are divided into three sections: 

cultural preservation and maintenance, cultural accommodation and negotiation, and 

cultural repatterning and restructuring (Ares, 2021; McFarland & Wehbe-Alamah, 2019; 

Salinda et al., 2021). The concept of cultural preservation and maintenance states that 

healthcare professionals should acknowledge, support, and include cultural traditions in 

their care (McFarland & Wehbe-Alamah, 2019). In practice, the application of this 

concept is demonstrated by the conscious effort of healthcare professionals to actively 

work with individuals to respect and incorporate cultural beliefs and practices as 
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appropriate (McFarland & Wehbe-Alamah, 2019). The involvement of the wider family 

unit in hospital stays, including dietary choices, support during discussions about health, 

and even the timing of tests and procedures, increased patient satisfaction among the 

American Roma population (Ares, 2021). There are times when cultural preservation 

aligns with accepted care practices, such as kangaroo care, a practice of skin-to-skin 

contact between a newborn and a caregiver, a practice central to many cultures that is 

known to improve newborn health outcomes and strengthen family bonds (Nascimento et 

al., 2020). Employing CCT prompts discussions about cultural practices the healthcare 

provider can collaborate on and strive to preserve. 

The second foundational concept of CCT that supports culturally congruent care 

is accommodation and negotiation. Cultural accommodation and negotiation involve 

healthcare professionals adapting their practices to suit the needs of the culture they are 

working with (McFarland & Wehbe-Alamah, 2019). Achieving culturally congruent care 

often means negotiation between the healthcare professional and the individual, trying to 

find common ground and recognizing where concessions can occur while still providing 

the highest quality of care (McFarland & Wehbe-Alamah, 2019). Healthcare 

professionals cared for American Roma patients by balancing professional policy with 

cultural needs by negotiating privacy requests and creating protocols with cultural 

sensitivity (Ares, 2021). Similarly, healthcare providers in a NICU in Brazil applied this 

aspect of CCT by accommodating Indigenous families' preferences, negotiating 

unrestricted family access, and actively involving family members in caregiving 

activities, resulting in decreased parental stress and shorter NICU stays compared to 
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situations lacking accommodation and negotiation (Nascimento et al., 2020). The 

culturally sensitive practices of accommodation and negotiation bring together 

individuals and professionals to improve health outcomes. 

The third concept of CCT differs from the other two as it does not involve efforts 

to adhere to cultural norms or find compromises strictly. Instead, it looks to create new 

health behavior patterns. Cultural repatterning and restructuring maintain cultural 

sensitivity while actively engaging in interventions that seek to modify or replace harmful 

practices that may negatively impact on their health (McFarland & Wehbe-Alamah, 

2019). Healthcare providers achieve the delicate balance between preserving culture and 

changing behavior through education and open dialogues, thus actively engaging 

participants in discussions and encouraging their willingness to change voluntarily 

(McFarland & Wehbe-Alamah, 2019). The success of repatterning and restructuring 

supports previous research, which states the willingness of those in the GRT population 

to collaborate on the coproduction of educational materials. 

Leininger provided these concepts to facilitate understanding health through a 

cultural lens and to guide the identification of cultural factors that either serve as barriers 

or drive successful healthcare engagement. Leininger and McFarland (2006) developed 

the Sunrise Enabler Model (also known as the Sunshine Model), a visual framework 

aiding researchers and clinicians in gathering and applying cultural information. Further 

refined by McFarland and Wehbe-Alamah (2019), the model depicted in Figure 1 

outlines specific factors that influence individuals' worldviews within a given culture. 

The Sunrise Enabler Model was built on an anthropological foundation that highlights the 
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connections between societal and environmental factors and culture (McFarland & 

Wehbe-Alamah, 2019). In systematically evaluating these factors, the model supports the 

development of a culturally congruent care model that meets the needs of individuals 

within their cultural context. 
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Figure 1 

Sunrise Enabler Model 

 

Note. From “Leininger’s Theory of Culture Care Diversity and Universality: an overview 

with a historical retrospective and a view toward the future,” by M. McFarland, and H. 

Wehbe‐Alamah, 2019,  Journal of Transcultural Nursing, 30(6), p. 540-557 
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(https://doi.org/10.1177/1043659619867134). Reprinted by Permission of Sage 

Publications 

Use in Previous Studies 

CCT has been used in the search for improved maternal care in studies by Ares 

(2021), Nascimento et al. (2020), and other studies seeking to explore the link between 

culture and healthcare. Zarth et al. (2024) used the theory to develop a care model for 

immigrant mothers in Brazil. Application of CCT highlighted systemic barriers including 

language, economic, and education, which impacted the maternal health experiences of 

the immigrant mothers (Zarth et al., 2024). The study took place during the COVID-19 

pandemic, thus introducing barriers that are not typically present such as a reduced 

workforce and limited appointments, leading to fewer than average prenatal appointments 

for the mothers in the study (Zarth et al., 2024). Health seeking behaviors including 

prenatal appointments saw a reduction during the pandemic (Goyal & Selix, 2021). The 

CCT cannot determine if the culturally based response to barriers were impacted by the 

pandemic, however, it provided a framework for navigating the barriers regardless of 

their origin. This finding suggests that CCT is an appropriate theory to understand the 

intersection of barriers and culture-based healthcare.  

It is not only immigrants or populations that are a minority in their country of 

residence that see benefits from applying the CCT. In Angola, the prevalence of 

traditional views on health and culture-based practices is high, creating a dilemma 

between the healthcare practitioners who wish to use modern medical methods and 

patients who value traditional methods (De Oliveira Tavares & Ramos, 2023). Angola is 

https://doi.org/10.1177/1043659619867134
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one of the countries the United Nations targets to meet Sustainable Development Goals 

(SDG) as the child mortality rate is one of the highest in the world (UNICEF, 2023). The 

application of CCT in maternal and pediatric care settings to address the SDG goal of 

reducing the preventable deaths of newborns and children under five years old produced 

positive results from healthcare practitioners and patients, collaborating on negotiable 

actions and repatterning health behaviors (De Oliveira Tavares & Ramos, 2023). The use 

of the CCT in this study demonstrates the flexibility of the study when used to determine 

the majority population in a country. The study demonstrates the purposeful application 

of the theory to meet measurable goals and not merely increase engagement and patient 

satisfaction. 

Application to Research Questions 

CCT provides a structured framework for examining the influence of culture on 

health and supports researchers and healthcare professionals in developing culturally 

congruent care models. CCT informs the research process by guiding the development of 

research questions and interview questions that explore the experiences of GRT mothers 

living in the United Kingdom with maternal care. A culturally relevant definition of 

maternal health reflects the lived experiences, values, and practices described by 

participants from the GRT population. This definition served as the foundation for 

creating a clinical cultural care model using the Sunrise Enabler Model. The Sunrise 

Enabler Model is vital for exploring how culture shapes perceptions and actions related to 

healthcare. It enables researchers to examine technological, religious, kinship, political, 

economic, and educational influences on an individual's worldview and healthcare 
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preferences (McFarland & Wehbe-Alamah, 2019). In aligning cultural values with 

healthcare, CCT informs the building blocks for culturally congruent care that respects 

the needs of the population it serves.   

Two core concepts of CCT, cultural preservation and maintenance and cultural 

accommodation and negotiation, will guide the analysis. Cultural preservation and 

maintenance will support identifying essential beliefs within GRT culture and assess 

whether healthcare professionals acknowledged values such as modesty. CCT provides a 

structured framework for examining the influence of culture on health and supports 

researchers and healthcare professionals in developing culturally congruent care models. 

CCT informs the research process by guiding the development of research questions and 

interview questions that explore the experiences of GRT mothers living in the United 

Kingdom with maternal care. The findings support creating a cultural definition of 

maternal health that reflects the lived experiences, values, beliefs, and practices of the 

GRT population. This definition will be the foundation for creating a cultural care model 

using the Sunrise Enabler Model. The Sunrise Enabler Model is a vital tool for exploring 

how culture influences perceptions and behaviors related to healthcare. It provides 

researchers with tools to examine technological, religious, kinship, political, economic, 

and educational influences on an individual's worldview and healthcare preferences 

(McFarland & Wehbe-Alamah, 2019). In aligning cultural values with healthcare, CCT 

informs the building blocks for culturally congruent care that respects the needs of the 

population it serves. This concept also reveals the origins of meaningful actions and 

beliefs surrounding health, helping define maternal health in a way rooted in GRT 
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cultural practices and traditions. Cultural accommodation and negotiation focus on 

interactions between GRT individuals and healthcare providers by identifying which 

aspects of healthcare can be negotiated and how cultural expectations can be worked into 

clinical care. Analyzing these interactions is crucial for understanding the relationship 

between cultural beliefs and health (Nascimento et al., 2020). This knowledge would 

prove vital in addressing the GRT population's historical mistrust of the healthcare 

system.   

Identified Gaps in the Literature 

Maternal health disparities are commonly researched, yet the literature rarely 

explores maternal health through a culturally specific lens, particularly in relation to GRT 

women. Studies focused on the GRT population often report maternal and newborn 

mortality rates and examine the social determinants of health that influence these 

outcomes; however, they rarely investigate culturally based understandings of health. 

Much of the existing research consists of quantitative studies that highlight disparities or 

qualitative work that explores GRT women’s lived experiences without addressing how 

their cultural identity shapes these encounters. For example, Ekezie et al. (2024) 

identified structural barriers such as discrimination and digital exclusion, but they did not 

explore how GRT cultural customs and beliefs influenced women’s experiences with the 

healthcare system. It is this absence of culturally grounded qualitative inquiry that leaves 

a critical gap in the literature. Without understanding how culture directly impacts 

maternal health experiences, healthcare professionals and policymakers risk providing 

care that fails to meet the specific needs of GRT women. To address maternal health 
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disparities effectively, research must incorporate cultural perspectives that reflect the 

lived realities and values of GRT communities. 

In addition to the lack of culturally informed research, the literature reveals a gap 

in the application of theoretical frameworks, such as Leininger’s CCT, in relation to GRT 

maternal health. Several sources stress the need for cultural competence in healthcare. 

Condon et al. (2019) and Families & Travellers (2022) emphasize that healthcare 

professionals must understand and respect cultural differences to build trust with GRT 

patients. However, Chinoporou et al. (2025) found that for Roma women in Greece, 

cultural competence alone lacked enough power to overcome the mistrust toward 

healthcare providers and therefore did not result in increased engagement with maternal 

care services. This demonstrates the limitations of cultural competence when applied 

without a deeper understanding of cultural values based on theory. CCT provides a 

structured approach to identify, maintain, and negotiate cultural practices in the 

healthcare setting. Applying CCT could help researchers discover how GRT women 

define maternal health thereby learning how care can be adapted to reflect those 

definitions. Using a culturally grounded theory such as CCT creates a path for mutual 

understanding between GRT women and healthcare providers, ultimately creating more 

meaningful engagement and improved maternal health outcomes. 

Summary and Conclusions 

The GRT population in the United Kingdom use their cultural beliefs as a guide 

for navigating life, including their health decisions. Research proves that in the United 

Kingdom, GRT women have higher rates of preterm birth, labor-related complications, 
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and maternal and infant mortality than non-GRT women (Suffolk County Council, 2023; 

UK Parliament, 2019). Beliefs and practices rooted in culture are believed to affect these 

outcomes, as many women engage less with the healthcare system, carry historical 

mistrust of healthcare professionals, and face stigma tied to their GRT status (Claisse et 

al., 2024; Ekezie et al., 2024). Longstanding inequities across systems like health and 

education fuel these health disparities, as these systems often disregard the cultural 

realities and needs of the populations they serve. These systems often disregard or fail to 

recognize the impact and importance of culture for the GRT, resulting in feelings of 

neglect and racism from within the population and hurting engagement, leading to health 

needs going unaddressed. Therefore, the population’s poor health outcomes stem not 

solely from healthcare practices but from the intersection of systemic barriers and cultural 

needs that remain unmet. 

Researchers have explored disparities in GRT maternal health to identify social 

determinants and health outcomes, but they have given limited attention to how culture 

impacts health. Existing research focuses on identifying systemic barriers, not how the 

influence of culture dictates interactions and perceptions of those systems (Ekezie et al., 

2024). While the existing literature acknowledges poor engagement resulting from social 

determinants and barriers, they fail to address the personal perception of health practices 

and, therefore, the decision to engage from a culture-based worldview. The absence of 

holistic research grounded in a culture-based theory disconnects the motivations and 

reasoning behind GRT women’s actions from the healthcare practices they encounter. 
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This study built upon existing literature by employing a theory that views culture 

as a central component to understanding health views and behaviors and provides a 

framework for using that culture-based knowledge to improve health outcomes. The CCT 

provides the foundation for exploring lived experiences to identify the cultural norms, 

historical practices, and family and societal structures that act as a cornerstone for health 

engagement and positive health outcomes (McFarland & Wehbe-Alamah, 2019). Studies 

that have used CCT to employ culture-based practices have demonstrated improved trust 

and health (Nascimento et al., 2020; Zarth et al., 2024). Applying CCT acknowledges 

that creating a culturally competent workforce alone does not improve the health of 

marginalized populations (Chinoporou et al., 2025); instead, healthcare must hold 

meaning within the cultural context of those it serves. By applying CCT, this study 

explored maternal health within a population not previously examined through this 

framework, eliciting culturally grounded definitions of health and identifying the 

fundamental needs of GRT women as they navigate the maternal healthcare system in the 

United Kingdom. 

Understanding the lived experience of GRT mothers is best explored through an 

ethnographic approach. Ethnography is a research design that views the actions and 

interactions of individuals as a result of sociocultural dynamics (Dahal et al., 2024). 

Using interviews with a guide based on the core constructs of CCT, the ethnographic 

approach aided in revealing the cultural context in the participants' answers. This 

approach addressed the gaps in literature by uncovering how cultural beliefs and values 
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shape GRT mothers' perceptions of maternal health and their engagement with the 

healthcare system. 
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Chapter 3: Research Method 

Introduction 

In this chapter, I discuss the methodology used to explore the perceptions and 

experiences with maternal care in the GRT population in the United Kingdom.  In this 

qualitative focused ethnographic study, I examined how cultural beliefs and traditions 

influence experiences with maternal healthcare services. Chapter 3 presents the research 

design and rationale, the role of the researcher, and the procedures for participant 

recruitment, data collection, and data analysis. It also outlines issues of trustworthiness 

and ethical considerations that guided the researcher during this study. These strategies 

are designed to align with the study’s conceptual framework, CCT, and ensure that data 

collection and analysis meaningfully and truthfully reflect the experiences of the GRT 

women interviewed.  

Research Design and Rationale 

I chose qualitative research to answer the following research questions:  

RQ1: How do women who self-identify as GRT who live in the United Kingdom 

and have given birth at least once in the past 3 years describe their experiences with 

maternal care received from the National Health Service within the context of their 

cultural beliefs and practices?  

RQ2:  How do women who self-identify as GRT and live in the United Kingdom 

who have given birth at least once in the past 3 years define maternal health and how is 

the definition influenced by cultural identity? 
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Qualitative research was the appropriate design for this type of study because it 

involved the use of interviews to collect data. In-depth interviews were necessary to 

answer research questions because they are based on personal experiences and 

perceptions. Researcher use qualitative research to investigate the causes of behavior 

while adding context directly from the participants (Lim, 2024). Participants provide 

context through open dialogues in focus groups or individual interviews (Lim, 2024). As 

the nature of the research questions were sensitive, personal interviews that allow for 

privacy were recommended (Silverio et al., 2023).  The study used qualitative methods 

and open-ended questions to explore how participants described maternal care and 

culture. 

 A focused ethnographic approach was employed to explore the core concepts of 

maternal care from a cultural perspective. Traditional ethnographic research began with 

Lewis Henry Morgan and his study of the cultural and social workings of Native 

American populations and formalized by the cultural emersion fieldwork of Branislaw 

Malinowski in the Trobriand Islands from 1914 to 1918 (Ugwu, 2017). Traditional 

ethnography has its roots in anthropology and sociology and emphasizes immersion into 

a cultural setting to study behaviors, values, and social interactions in their natural 

context (Jones & Smith, 2017). Ethnographers typically adopt participant observation, 

often complemented by interviews, to understand phenomena through first-hand 

community engagement. This immersion allows researchers to generate rich, in-depth 

data that reveals the complexities and shared meanings found in cultural groups. The role 

of the researcher extends beyond data collection, it is crucial for interpreting cultural 
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nuances, which require reflexivity and awareness of positionality (Jones & Smith, 2017). 

Ethnography is especially valuable in healthcare, providing detailed insights into service 

delivery, organizational culture, and patient experiences. 

Focused ethnography offers a modern and time efficient alternative to traditional 

ethnography, providing researchers the ability to conduct shorter, targeted studies without 

exhaustive cultural immersion. Trundle and Phillips (2023) explained that this method 

supports brief yet rigorous engagement with specific populations or issues, making it 

ideal for applied research under practical constraints. Similarly, Black et al. (2021) 

described focused ethnography as a postmodern adaptation of traditional ethnography 

that uses interviews and observation to explore cultural practices in smaller-scale, 

context-specific ways. Both sources highlighted their suitability for health research and 

emphasis on adaptability and reflexivity over traditional ethnographic immersion. 

Post-modern focused ethnography was best suited for this research study as it 

emphasizes subjective realities and values the personal perceptions provided by the 

participants (Ryan, 2017). Analysis based on this approach therefore accounts for the role 

of culture in shaping perceptions of healthcare and definitions of culturally relevant care 

among the GRT population and examines these themes through a cultural lens, a method 

often used to understand health inequities and social injustice among marginalized 

populations (Ryan, 2017). Although this study did not involve immersion fieldwork, the 

narrow focus on the subject matter and emphasis on culture-based perspectives made 

focused ethnography the most appropriate research approach. 
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Role of the Researcher 

The role of the researcher is central to the process of using semistructured 

interviews in a qualitative study. I was an observer, engaging participants through the 

interview guide and prompting them to provide more detail to ensure the quality of the 

data given and observing their nonverbal behavior. In studies such as this, the researcher 

is able to prioritize the participants' experience and guarantee that external factors do not 

impact data collection by taking the position of an observer (Sutton & Austin, 2015). As 

an observer, I was able to preserve the authenticity of the data for analysis purposes while 

preserving the integrity of the participants' voices. 

The characteristics of the population must be acknowledged and safeguarded. The 

GRT population should be treated with sensitivity, recognizing their marginalized status. 

Fletcher et al. (2019) emphasized the need for ethical engagement based on reflexive 

practices, cultural humility, and acceptance of realities as presented by the participants. 

Gertner et al. (2021) also called for reflexivity as this is essential for an ethical researcher 

positioned in ethnographic research to acknowledge and remove any personal bias. By 

approaching this research with cultural humility and reflexive practices, I worked within 

my role as a researcher in a respectful and non-biased manner. 

Acknowledging where power imbalances may occur and mitigating them is 

essential to qualitative research, particularly in ethnography. As the researcher, I 

recognized that participants may view me as holding a position of power because of my 

academic background. Therefore, I took responsibility for actively balancing that power 

by centering the interview on the participant and their needs rather than my own. 
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Participants chose the interview location, public setting or online, and time of the 

interview, prioritizing their comfort and encouraging a sense of control over their 

narrative. All interviews began with acknowledging that some topics may be 

uncomfortable to discuss and clarifying that participants have the right to pause or end 

the conversation at any time. Providing participants with the power to determine their 

comfort level and the autonomy to engage or stop the interview is the basis of a balanced 

interview (Fletcher et al., 2019). By emphasizing personal autonomy, I actively worked 

throughout the interview to reduce power imbalances and ensure a safe, comfortable 

environment. Recognizing the value of the participant’s time and contribution, as well as 

an effort to further reduce power imbalances, incentives were used to compensate them, 

along with offering a reimbursement for any travel costs. 

I have no professional affiliation with the GRT population or any partner sites that 

I used to recruit participants. The lack of affiliation contributed to a balanced power 

dynamic, and ethical interviewing. I provided a financial incentive for participants to 

acknowledge their time and offset potential transportation costs. Providing incentives is 

encouraged when working with marginalized populations as an acknowledgment of the 

valuable data they are providing (Fletcher et al., 2019). The use of incentives and the 

interview protocol was provided to the Walden internal review board (IRB) for review, 

ensuring that the study meets all ethical requirements. 
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Methodology 

Participant Selection Logic 

Participants for this study were women aged 18 and older living in the United 

Kingdom who identify as GRT and had given birth at least once in the last 3 years. The 

logic behind this selection criteria was to ensure recent relevant experience with 

healthcare services. Recent experiences with the healthcare system produced outcomes 

that are representative of the current operational methods and standards, allowing for 

conclusions that reflect how the healthcare system can best meet the needs of the GRT 

population through a cultural care model. Additionally, the three-year time frame aimed 

to reduce the recall bias. Recall bias occurs when participants misremember events due to 

the time between the event and the interview and therefore report inaccuracies (Jager et 

al., 2020). The time window set at 3 years helped mitigate recall bias while remaining 

broad enough to increase the potential participant pool. 

Instrumentation 

The primary instrumentation of qualitative research is the researcher themselves. 

Yoon and Uliassi (2022) emphasized the importance of the researcher as an instrument 

due to their impact on every aspect of the study. The interconnectedness of the researcher 

and study requires the researcher to be in a continuous state of reflexivity, awareness of 

the impact of their own bias, and background on the collection and interpretation of data 

(Yoon & Uliassi, 2022). It is therefore important to view the researcher as an instrument 

who must be calibrated for bias mitigation.  
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The interview protocol (see Appendix C) was developed for the specific purpose 

of this research was the other instrument used in this research. The semistructured 

interview guide (see Appendix D) was designed to elicit answers that are rooted in 

culture-based experiences and perceptions of the participant. The questions are aligned to 

the core concepts of CCT, namely cultural preservation and maintenance, and cultural 

accommodation and negotiation. Additionally, the interview guide addresses each of the 

factors of the Sunrise Enabler Model. Collecting data on each Sunrise Enabler Model 

factor allowed for an ethnographic analysis and development of a GRT cultural care 

model for maternal health. See Appendix G for tables which show the alignment between 

research questions and CCT core concepts and Sunrise Enabler arms. 

Procedures for Recruitment, Participation, and Data Collection  

Recruitment for this study began with the establishment of a sampling strategy. I 

used purposeful sampling as the primary method, as it best supports research focused on 

a specific population. This approach enabled the recruitment of individuals uniquely 

positioned to provide insight into a phenomenon that others cannot (Palinkas et al., 2015). 

For this study, I recruited female members of the GRT population who are aged 18 and 

over and have given birth at least once in the last 3 years, as they alone can speak directly 

to the maternal health experiences under investigation. 

I also implemented snowball sampling as a secondary strategy. Snowball 

sampling is a subtype of purposeful sampling in which study participants refers others 

from their community who meet the inclusion criteria (Palinkas et al., 2015). This method 

proves especially effective when working with marginalized populations, as it fosters 
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trust through community-based referrals (Palinkas et al., 2015). Snowball sampling 

allows the recruitment of participants who may not engage through initial recruitment 

channels. 

Initial recruitment took place through social media and printed flyers posted in 

charity organizations that work with the GRT population. Social media is a widely used 

strategy to access historically underrepresented populations and offers a level of privacy 

often valued by participants (Matthes et al., 2024). I posted an image (see Appendix A) 

acting as a recruitment poster with a QR code linking to a Microsoft Form that is the 

study’s consent form and my Walden University email address. I identified Facebook, 

Instagram, and TikTok groups for the GRT population. Recruitment posters (see 

Appendix B) with the same information as the social media posts, including QR code and 

email address, were placed in the offices of charity organizations that work directly with 

the population across the country. All images were created using free assets from 

canva.com.  

The consent form includes a study overview and research questions, a privacy 

statement, a required confirmation of eligibility, and the ability to digitally confirm 

consent. Those who confirmed eligibility and provided preferences about interview 

location, online or in person, date, and time received an email that scheduled the 

interview. All online interviews were conducted via Zoom.  

Each participant received their signed consent form which includes a privacy and 

data storage statement by email once they submitted the form and were instructed that 

they could contact me via email or phone to ask questions before the interview. 
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Confirmation emails were sent seven days and one day prior to the scheduled interview. 

Upon completion of the interview, participants were reminded of their rights and given an 

opportunity to ask any question. At this point, they were told that a transcript would be 

emailed to them and informed that I may contact them if clarity is needed on an answer, 

as well as their right to refuse any follow up procedures.  All communication and data 

storage will be kept on my password-protected personal computer for 5 years, as required 

by Walden University. 

At the beginning of each interview, participants were provided with an overview 

of the study, the purpose and potential outcomes of the study was explained, privacy 

protections were reiterated, and participants were reminded of their right to pause or 

withdraw at any time. All interviews were audio recorded, whether in person or online, 

without collecting identifiable information. Prior to beginning the interview, participants 

were asked if they consented to the interview being recorded. Audio recording supports 

semistructured interviews by allowing the researcher to note non-verbal communication 

and ask follow-up questions that enhance understanding of the topic (Rutakumwa et al., 

2019). Only the participant’s anonymous alpha-numerical ID was used during the 

interview and throughout the research process. 

The target number of participants remained flexible, though an initial goal was 

fifteen. This number was supported by targets often used for ethnographic research of 

between six and fifteen participants (Dahal et al., 2024). Qualitative research aims to 

reach saturation, at which new interviews no longer produce new information. Thematic 

saturation occurs when no new themes emerge during analysis, and is typically reached 
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between twelve and twenty-four participants, depending on the topic’s complexity 

(Vasileiou et al., 2018). Meaning saturation is a deeper level of analysis, reached when no 

new insights or conceptual details appear during analysis (Hennink et al., 2016). Since 

this study prioritized cultural depth over generalizability, recruitment relied on saturation 

and not a predetermined number as the guide for the final sample size. 

Data Analysis Plan 

Qualitative data analysis involves examining non-numerical data to derive 

meaning. In this study, qualitative data were obtained through semistructured interviews. 

Transcripts of participants' interviews were analyzed using Saldaña's thematic analysis 

method. This method follows a multi-step process that identifies unique topics by 

marking them with a word or short phrase summarizing the content (Saldaña, 2021). This 

process of descriptive coding constituted the first cycle of coding. After completing the 

first cycle, the second cycle of coding began. 

The first step in the second cycle of coding involved reviewing the descriptive 

codes and grouping them into categories that represented similar concepts, those served 

as the categories (Saldaña, 2021). These categories were then organized into broader 

themes. The analysis of themes allowed for an in-depth understanding of recurring ideas 

and concepts within the data (Saldaña, 2021). The themes of the research questions 

concerning maternal healthcare experiences from a cultural perspective was the focus of 

the analysis. Thematic analysis aligned with the targeted focus of ethnographic research. 

This method uncovered specific concepts and events that influenced cultural perceptions 

and behaviors (Naeem et al., 2023). Exploring these themes within the CCT framework 
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was essential to addressing the research question of how the GRT population defines 

maternal health. 

Data analysis occurred after uploading each interview into NVivo 15 using a 

student license for the software. NVivo, a qualitative data analysis software package, was 

installed on a password-protected personal computer. Each transcript was uploaded into 

NVivo. I began first cycle coding by highlighting relevant text and using the 'Add Node' 

feature (QSR International, n.d.). I recorded each node in the software, enabling the 

selection of existing codes or the creation of new ones. Second cycle coding involved 

reviewing and organizing all nodes into parent nodes representing categories. Themes 

were then assigned to each parent node, producing a visual map that will trace the 

analytical process from concept to category to theme. This process was repeated after 

each interview to monitor for data saturation. All data were coded and analyzed, 

including discrepant cases, for which there were no follow-up interviews.  

Issues of Trustworthiness 

Trustworthiness is a key component of qualitative research, ensuring that the 

study honestly captures participant's experiences truthfully and contributes meaningfully 

to the broader research community. Creating trustworthiness involves addressing the 

concepts of credibility, transferability, dependability, and confirmability. Credibility is 

often called the internal validity of research. It is defined as confidence in the authenticity 

and truthfulness of the data collected and the interpretation of that data (Elo et al., 2014). 

Credibility is achieved by using methods that help ensure the findings accurately reflect 

what participants shared and even quoting participants directly (Stenfors et al., 2020). 
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This study achieved credibility by using audio recordings during interviews, which relies 

on technology rather than memory to accurately recall the participant's answers and 

reduce the risk of transcription bias. A reflexive journal was also used throughout the 

analysis to document coding decisions and thought processes. This form of self-reflection 

helped to identify the instances where the researcher may have influenced interpretation, 

creating an opportunity to acknowledge and correct potential bias (Stenfors et al., 2020). 

Awareness of one's voice as a researcher is crucial to ensuring objectivity and accuracy. 

Reflexivity also played an important role in supporting dependability and 

confirmability. Dependability is the consistency of the research process, specifically data, 

from start to finish (Ahmed, 2024). Dependability was reached by adhering to a coding 

guide that allows for each piece of data to be coded the same from participant to 

participant (Nowell et al., 2017). I achieved dependability by keeping a reflexive journal, 

allowing for the creation of an audit trail, making it possible to track how and why coding 

decisions were made and ensuring they remain consistent. Confirmability, which speaks 

to the researcher's objectivity, is defined as the ability of the same conclusion to be 

reached from data no matter who analyzes it (Elo et al., 2014). Confirmability can be 

ensured by processes that ground interpretations in participant data rather than the 

researcher's assumptions (Ahmed, 2024). I achieved confirmability by maintaining 

documentation of analytic decisions, which helps keep this process transparent. 

Transferability, the final element of trustworthiness, is how the study's findings may 

apply to other populations or settings (Stalmeijer et al., 2024). This is often addressed 

during participant selection, as the specifics of selection criteria dictate how generalizable 
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the outcome will be (Elo et al., 2014). The research in this dissertation focused on the 

views of the GRT population in the United Kingdom regarding maternal care within the 

NHS. While the findings are specific to this context, the ethnographic approach informed 

by CCT may be relevant to other culture-reliant populations in health research. 

Ethical Procedures 

As a student at Walden University, IRB approval must occur before recruiting 

participants. The approval process began once all required documentation were submitted 

and formally approved by the IRB. These documents were included in the dissertation for 

reference. Each potential participant was given a consent form that included a description 

of the study and a statement outlining their right to withdraw at any time and the 

researcher’s contact information for any questions or concerns. These materials were 

made available through Microsoft Forms. Upon completing the consent form, participants 

received a copy of all documents listed in this section at the email address provided on 

their consent form. At that point, participants were assigned an anonymous alpha-

numeric identification number to ensure their confidentiality throughout the study. 

It is crucial to remember that the participants in this study come from a 

marginalized population and, therefore, must be treated with sensitivity and consideration 

for their position. When working with marginalized populations, it was important to 

provide autonomy to the participants by bringing them into the decision-making process 

(Adley et al., 2024), such as the time and location for the interview. Furthermore, this 

process helped to mitigate any power dynamics that participants may perceive. 

Participants may view the interviewer as authoritative or judgmental due to power 
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differentials, which can drastically affect the interaction. To remedy this, the researcher 

consistently used reflexivity and an interview approach that centered the participant’s 

voice, encouraging open, uninterrupted expression (Adley et al., 2024). 

Acknowledging the participant's time and contributions as valuable contributions 

is vital when working with individuals from economically disadvantaged or marginalized 

backgrounds. Compensating participants is a recommended ethical practice in such 

contexts (Adley et al., 2024). Therefore, each participant will receive an electronic 

Amazon voucher reflecting the time spent during the interview (approximately 60 

minutes) and additional support for travel costs if applicable. The value of each voucher 

was £15, based on the current United Kingdom living wage guideline of £12.21 per hour 

(UK Gov, 2024), taking into account that the interview may run over an hour. Each 

participant received the same value regardless of time spent during the interview. 

Vouchers were sent to the email address provided during the consent process. 

Summary 

This chapter presented the research design and methodology for exploring cultural 

influences on maternal healthcare as experienced by GRT women in the United 

Kingdom. It outlined the focused ethnographic approach, participant selection through 

purposeful and snowball sampling, and data collection methods based on a researcher 

developed semistructured interview guide. This chapter also described the thematic 

analysis process that will be employed which is based on Saldaña’s coding method and 

the use of NVivo software for data management. Ethical considerations and strategies to 
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establish credibility, dependability, and confirmability supported by a statement on 

transferability were also presented.  

The next chapter, Chapter 4, will present the findings of the study as discovered 

during the thematic analysis. Included in the chapter will be an overview of participant 

demographics, a description of the interview setting, and the themes uncovered from the 

data analysis process.   



75 

 

Chapter 4: Results 

Introduction 

The purpose of this qualitative study was to explore the perceptions and 

experiences of maternal care in the GRT population in the United Kingdom. To address 

the noted lack of research for this population that accounts for their culture and the 

cultural impact on health, I used a focused ethnographic approach supported by the use of 

the CCT as the theoretical framework. The semistructured interview guide that I used in 

this study was developed for the purpose of answering the following research questions:  

  RQ1: How do women who self-identify as GRT who live in the United Kingdom 

and have given birth at least once in the past 3 years describe their lived experiences with 

maternal care received from the National Health Service within the context of their 

cultural beliefs and practices?  

 RQ2:  How do women who self-identify as GRT and live in the United Kingdom 

who have given birth at least once in the past 3 years define maternal health and how is 

the definition influenced by cultural identity? 

In this chapter, the setting of the study will be discussed in detail including 

recruitment, participant demographics, and the process of data collection. A thorough 

data analysis will be presented, detailing the coding process and identifying five different 

themes that emerged from analysis and how they answer the research questions. Finally, 

this chapter includes discussions about the efforts made to ensure trustworthiness 

throughout the study.  
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Study Setting 

The initial recruitment plan involved using social media platforms, followed by 

partnering with volunteer organizations that work with the GRT community. GRT 

communities maintain a strong online presence on platforms such as TikTok; however, 

engagement through social media proved difficult. Several volunteer organizations 

agreed to display recruitment posters; however, these efforts did not lead to participant 

engagement. 

The recruitment strategy then shifted to connecting with liaison groups funded by 

county councils whose role includes engaging with GRT communities and supporting 

access to services such as health, education, and social programs. Recruitment efforts 

were successful through one county liaison group, which resulted in all participants either 

residing within the same county and actively engaging with the liaison service or being 

family members or friends of individuals who did. When interpreting the findings, it is 

essential to acknowledge that the sample represents a population with limited geographic 

variation and strong family and social ties.  

Demographics 

Fourteen participants took part in this study, all of whom self-identified as being a 

part of the GRT community over the age of 18 and had given birth in the United 

Kingdom at least once in the last 3 years. Each participant received an alpha-numeric 

identifier ranging P1 to P14. Demographics collected are presented below in Table 1. At 

the time of the interviews, the age range of participants was 18-30 years old, with all 

participants denoting their marital status as married. The completion or non-completion 
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of either primary or secondary school denotes education level. In the United Kingdom, 

primary school is for children aged 5 to 11 years, secondary school is for children aged 

11 to 16 years, and sixth form, or college, is for ages 16 and beyond (UK Government, 

2025). No participants in this study confirmed attendance in a Sixth Form school.    

The summary statistics shown in Table 2 below indicate that half of the 

participants completed primary school, while only 21.4% completed secondary school. 

Collectively, the participants had a total of 32 pregnancies and 28 live births, indicating 

that 28.6% of participants had more pregnancies than live births.   

Table 1 

Demographics 

Participant 

ID 

Age Marital Status  Education 

Level 

Total 

Pregnancies  

Total Live 

Births 

P1 24 Married Completed 

Primary 

3 2 

P2 28 Married Completed 

Secondary 

2 2 

P3 26 Married Completed 

Primary 

3 3 

P4 20 Married Completed 

Primary 

1 1 

P5 22 Married Did not 

complete 

Secondary 

2 1 

P6 23 Married Did not 

complete 

Secondary  

2 2 
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Participant 

ID 

Age Marital Status  Education 

Level 

Total 

Pregnancies  

Total Live 

Births 

P7 30 Married Did not 

complete 

Secondary 

5 4 

P8 26 Married Completed 

Primary 

3 3 

P9 28 Married Completed 

Secondary 

2 2 

P10 23 Married Completed 

Primary 

2 2 

P11 30 Married Did not 

complete 

Secondary 

5 4 

P12 23 Married Completed 

Primary 

3 3 

P13 22 Married Completed 

Secondary 

1 1 

P14 18 Married Completed 

Primary 

1 1 
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Table 2 

Summary Demographic and Characteristics Statistics 

Characteristic  n (%) or Descriptive Statistic 

Age (years)  

Mean 24.6 

Median 23 

Education Level  

Completed Primary School 7 (50%) 

Did Not Complete Secondary School 4 (28.6%) 

Completed Secondary School 3 (21.4%) 

Reproductive History   

Total Pregnancies (Combined) 32 

Total Live Births (Combined) 28 

Participants with More Pregnancies 

Than Live Births 

4 (28.6%) 

 

Data Collection 

Participants and Sampling 

Data collection for this study occurred between December 4, 2025, and December 

24, 2025. Fourteen participants completed semistructured interviews using a researcher-

created interview guide (see Appendix C). Recruitment began with the support of a local 

liaison team, who distributed recruitment posters during visits with the GRT population. 
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This approach resulted in the initial participants completing consent forms and 

scheduling their interviews. 

At the end of these initial interviews, snowball sampling was used which included 

asking participants whether they had family members or friends who met the eligibility 

criteria. Snowball sampling is beneficial in studies where the target population may be 

challenging to engage, as it introduces the study via a party already known to potential 

participants (Palinkas et al., 2015). Participants who responded affirmatively received a 

link to the consent form along with a digital copy of the recruitment poster to share. 

Snowball sampling proved to be an essential recruitment strategy, as attempts to recruit 

participants without the involvement of a trusted intermediary known to the participants 

did not result in participation. 

Data Collection Instrument  

The instrument used for data collection in this study is a researcher-created 

interview guide (see Appendix C). The interview guide employs a semistructured format 

with open-ended questions and built-in prompts, which the researcher used as needed to 

elicit detailed accounts of participants’ maternal care experiences within the NHS, 

culturally meaningful beliefs and practices related to pregnancy and birth, and personal 

definitions of maternal health.  

The semistructured design made consistency across interviews possible, while 

still allowing flexibility to follow up on unanticipated topics as they emerged in 

participants’ interviews. Unexpected issues were explored through unplanned prompts, 

resulting in data that was contextual and relevant to the participants’ experiences. 
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Flexibility is crucial in qualitative research that uses focused ethnography, as it enables a 

reflexive research process, thus yielding rich data (Trundle & Phillips, 2023). Overall, the 

use of the interview guide facilitated the collection of detailed narratives that reflected 

participant’s lived experiences and informed the study’s research questions.   

Interview Process 

Upon completion of each consent form, the researcher reviewed the responses to 

confirm that the participant met the inclusion criteria. Once eligibility was confirmed, the 

researcher scheduled interviews according to each participant’s preferences for the day 

and time. Before the interview, the researcher assigned each participant an alpha-numeric 

identifier (P1–P14) to protect privacy. Then, an individual folder for each participant on a 

password protected drive was created, where all study-related documents were stored. All 

interviews were conducted via Zoom and each audio recording was saved in the 

participant’s designated folder on the secure drive. Interviews lasted between 30 and 45 

minutes with the average length of time being 35 minutes. All participants completed 

their interviews, and no follow-up interviews or post-interview clarifications were 

required. Participants completed their interviews in a room from their own home either 

alone, or with a small child present. After each interview, the participant received a £15 

Amazon e-voucher via email as a token of appreciation. 

For transcription purposes, each audio recording was listened to at least three 

times. This process helped to ensure audio-to-text accuracy. The interview guide served 

as a template for transcription, thus maintaining a consistent structure across transcripts. 

Transcription was performed manually without the use of AI-assisted software. The 
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interviews did not deviate from the planned data collection process described in Chapter 

3, nor were any unusual circumstances encountered. 

Data Analysis 

The data analysis process for this study was an exercise in striking a balance 

between structure and flexibility. This effort resulted in answering the research questions 

through a process of careful data review, data organization into codes, categories, and 

themes, and recognizing data saturation.   

Data Organization 

The first step in the analysis process involved uploading the carefully reviewed 

transcripts into the qualitative data analysis software NVivo 15. Each transcript was 

saved as a PDF file titled with the participant number followed by the word "Transcript" 

and stored in the Files section of NVivo, where all coding took place. Notes on potential 

codes were documented in a reflexive journal during the transcription process to support 

transparency. Recording decisions about analysis choices shows a clear path for code and 

theme development and strengthens the rigor and transparency of the analysis. This 

practice records why particular codes were applied and, equally important, why certain 

segments of data were not coded in specific ways, thereby reducing the influence of bias 

(Reyes et al., 2021). Once the transcripts were uploaded and the initial coding notes were 

organized, the analysis moved to the next stage. 

Two-Cycle Coding Approach 

Analysis followed a two-cycle coding approach as outlined by Saldaña (2021). 

This approach supports the identification of descriptive coded data, the organization of 
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codes into conceptual categories, and the synthesis of categories into broader themes 

(Saldaña, 2021). Using this structured process, the data is presented in a clear and 

structured manner that directly answers the research questions. 

First-cycle coding began with entering the preliminary codes identified during 

transcription into the Codes section of NVivo. The codes section includes space on each 

code for reflexive notes to capture analytic observations alongside the coding process. A 

line-by-line review of each transcript then guided the application of existing codes or the 

development of new codes, which were immediately applied to the relevant data 

segments. First-cycle coding played a crucial role in assessing data saturation; therefore, 

transcription and initial coding were completed within 48 hours of each interview. By the 

completion of transcript review, an extensive list of codes emerged. These descriptive 

codes were a reflection of the participants’ views and experiences, frequently drawing 

directly on participants’ own language. 

Second-cycle coding began with a review of the codebook created in NVivo and 

the passages recorded for each code. This review aimed to identify patterns, similarities, 

and relationships across codes (Saldaña, 2021). The emerging patterns were then grouped 

into specific conceptual categories, with related categories then grouped into broader 

themes. Each stage of organizing data into codes, categories, and themes remained 

closely aligned with the research questions, ensuring that the analysis stayed focused on 

addressing the study’s aims (Saldaña, 2021). Table 3 (see below) presents the categories 

and themes, while Appendix E provides the complete list of codes, categories, and 

themes. 
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Table 3 

Categories and Themes 

Category   Theme 

Advocacy & Mediation Family and Women as the Primary Care 

System 

Family and Care & Stability  

Women’s Authority in Care  

Gendered Role Boundaries  

Reproductive Experience  

Bodily Care Practices Cultural Definition of Maternal Health and 

Responsibility 

Food, Strength, & Recovery   

Maternal Responsibility Model  

Folk Belief – Objects & Luck  

Folk Belief – Spirit & External 

Influence 

 

Cultural Continuity & Pride   

Healthcare Interaction - Positive Negotiated Encounters with the Healthcare 

System 

Healthcare Interaction - Negative  

Education & Literacy Gaps  

System Barriers & Design Mismatch  

Technology Engagement   
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Surveillance & Stigma Surveillance, Stigma, and Conditional 

Dignity 

Dignity & Respect  

Mobility  Mobility & Settlement 

Settlement  

 

 

 

Data Saturation  

Data collection and analysis occurred concurrently, with coding completed within 

48 hours of each interview. This timeline was for the purpose of the early identification 

of recurring patterns that would indicate data saturation. Saturation is the point at which 

additional data no longer creates new codes or offers new insights. This suggests that the 

breadth of relevant information has been captured (Guest et al., 2020). By the 13th 

interview, the data no longer generated new codes, indicating saturation. The 14th 

interview, however, had already been scheduled and proceeded as planned. Conducting 

this interview reflected respect for the participant population, particularly given the initial 

challenges in securing engagement at the outset of the study. 

Discrepant Cases 

Throughout the analysis process, the study actively looked for the presence of 

discrepant cases. In qualitative research, discrepant cases refer to data that does not align 

with the guiding theoretical framework or that contradict dominant patterns within the 

dataset (Booth et al., 2012). The analysis did not identify any discrepant cases at any 

stage. If discrepant cases had emerged, the analysis would have coded and reported them 
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to deepen understanding of the phenomenon under study and to maintain transparency 

and trustworthiness. 

Evidence of Trustworthiness 

 Examining a specific culture to more fully understand a phenomenon is the 

bedrock of focused ethnography. Conducting such research imposes essential ethical 

responsibilities on the researcher to ensure that their processes and analysis accurately 

represent the culture being studied through measures of trustworthiness. Specifically, the 

criteria of credibility, dependability, confirmability, and transferability are put in place to 

ensure that the findings accurately reflect the participant's lived experience and that 

decisions made during the analysis process support this.   

Credibility  

The ability to accurately reflect the participant’s experience is crucial in 

establishing trustworthiness. This is achieved through credibility, a process that occurs 

when steps are taken to prioritize the reality that participants shared is reflected 

accurately (Stenfors et al., 2020). This study supported credibility through prolonged 

engagement with the data, consistent repetitive analysis, and member checking. All 

interviews were audio recorded, which allowed for the creation of verbatim transcripts. 

Next, I reviewed the transcripts, which not only served as the process for coding but also 

helped ensure accuracy and familiarize me with the participants' accounts. Member 

checking occurred after the final review of the transcript, when participants were sent the 

transcript for review and feedback. Overall, these practices ensured close alignment 

between participants' accounts and the findings presented in this study. 
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Dependability 

Dependability refers to consistently applying the research process, specifically 

data collection and analysis (Ahmed, 2024). A standard indicator of dependability is that 

another researcher following the same methodology would arrive at the same conclusions 

(Ahmed, 2024). In this study, dependability was built into the research process by using 

the same semistructured interview guide for each participant. Additionally, keeping a 

reflexive journal allowed for the creation of an audit trail, making it possible to track how 

and why coding decisions were made and ensured they remained consistent. These steps 

supported dependability in the transparency of the research process. 

Confirmability 

Confirmability refers to the extent to which the findings of the study originate 

from participant data rather than the researcher’s assumptions, biases, or preferences (Elo 

et al., 2014). In this study, confirmability was crucial given the focus on the cultural 

nature of GRT women’s maternal care experiences and the interpretive nature of 

qualitative analysis. Keeping in mind the guiding principle of focused ethnography that 

conclusions must be grounded in the participants’ accounts helped prevent cultural 

assumptions or the expectations of the CCT from shaping the findings (Trundle & 

Phillips, 2023). To support this, analytic decisions were documented throughout data 

analysis through coding records and reflexive notes. This created an audit trail of how 

interpretations developed over time. The analysis used participant quotes to demonstrate 

alignment between data and the findings presented. These practices support the 
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objectivity of the analytic process and indicate that the findings emerged from the data 

rather than being influenced by researcher bias.       

Transferability 

Transferability is the final consideration when addressing trustworthiness in 

qualitative research. It refers to the extent to which findings can be applied in other 

settings or to other populations (Stalmeijer et al., 2024). This study addressed 

transferability by using a purposeful selection of participants, based on clearly defined 

inclusion criteria, which established both the boundaries and the applicability of the 

findings. By focusing this study on GRT women in the United Kingdom who had a lived 

experience of maternal healthcare, the study was grounded in the specific cultural context 

in which GRT women reside. This study aimed for specificity over broad generalization. 

However, the conceptual insights from this study may be applicable to other culturally 

distinct populations navigating formal healthcare systems and may serve as a 

methodological guide for research with those populations. 

Study Results 

The results of this study originated from the careful analysis of data derived from 

semistructured interviews with GRT women in the United Kingdom who had given birth 

at least once in the last 3 years. The analysis followed a two-cycle coding process that 

began with detailed first-cycle coding of interview transcripts and progressed to the 

development of broader categories through pattern coding (Saldaña, 2021). These 

categories were then synthesized into overarching themes that developed across 

participants’ accounts while at the same time honoring the important distinctions in 
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individual experience. Appendix E provides the complete table of codes, categories, and 

themes, and Table 5 summarizes the relationships among them. 

The themes represent structured ways in which participants described their 

experiences of maternal care and articulated their understanding of maternal health within 

the context of their cultural beliefs and family structures. Rather than highlighting 

individual findings, the themes reflect collective aspects of care that illustrate how 

maternal health is understood, acted upon, and negotiated within the GRT community. 

Identifying these themes was essential in understanding the phenomenon examined in the 

research questions, as they show how cultural values and traditions, family systems, and 

institutional encounters intersect to shape women’s experiences of pregnancy, birth, and 

the postpartum period. 

Theme 1 

Family and Women as the Primary Care System 

Participants in this study described maternal care as a way of life existing within a 

women-centered, family-based system of knowledge and support. All participants 

identified GRT mothers, grandmothers, aunts, and other female relatives as the primary 

source of emotional and physical support during pregnancy, childbirth, and the 

postpartum period. They were revered and sought out for their guidance during these 

times and brought their knowledge to the concept of maternal care. The analysis of this 

theme describes how the participants understood maternal care as originating from their 

familiar relationships, being collective, and grounded in familiarity, with family 
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members, particularly older female relatives, occupying central and important roles in 

guiding and supporting pregnancy, childbirth, and postpartum care. 

Participants frequently described learning from an early age how to manage 

pregnancy by observing female family members and other GRT women who lived on the 

same site. Several participants spoke about growing up surrounded by pregnant GRT 

women and learning about the expectations and unspoken rules via exposure rather than 

formal instruction. P1 reflected, "I was raised mostly by Mam and my aunties… I learned 

everything from the women." The same participant further explained how experience 

equated to knowledge for the women in the family, stating, "When you have been 

pregnant that many times, you know some stuff". Once you have had the pregnancy 

experience, you join the maternal figures in the family as stated by P5, “I guess being 

pregnant makes you a part of the other women. Like you are a part of the club or 

something.” The pregnancy experience was not an individual experience in the GRT, but 

part of something larger, a shared experience that is revered. These participant accounts 

illustrate how knowledge and experience in maternal care was understood as being rooted 

in family life rather than external formal expertise or training. 

 Another essential role was to support a woman during her pregnancy, childbirth, 

and postpartum experience by providing emotional stability. Participants described 

pregnancy as something that existed within a shared environment, where reassurance and 

support came from the collective experiences of their female family members. P10 

explained, "It was also nice having them around because most of them had babies before, 

so no matter how I was feeling, someone had felt that way before.” P14 emphasized the 
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comfort of shared presence, noting that, "Knowing that they had been through it and were 

helping me made me feel a lot better.” These answers demonstrate how the presence of 

family provided a source of emotional stability and support during pregnancy.  

Central to this theme is understanding the role that maternal family figures play in 

the pregnancy of the participants. Many participants stated that family members 

understood them in ways others could not, thereby relating quality care with the 

familiarity and the emotional love that only family can provide. P1 captured this 

sentiment when explaining why she didn't feel healthcare workers could provide the same 

care her family could by saying, "they don't know what I feel, you know?" It is this sense 

of being known and understood that shaped how women experienced care, felt supported, 

and made decisions during pregnancy.  

Relationship to Research Question 1  

This theme partially supports answering RQ1: How do women who self-identify 

as GRT who live in the United Kingdom and have given birth at least once in the past 3 

years describe their lived experiences with maternal care received from the National 

Health Service within the context of their cultural beliefs and practices?  

Participants consistently described their maternal care experiences in the formal 

healthcare setting by comparing it to their own family-based systems led by women. In 

these accounts, care was understood as collective and relational, while grounding it in the 

broader pregnancy experience of their family. For participants, maternal care was not 

defined as something that existed solely through formal healthcare encounters, but 
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through existing family networks that provided knowledge, advocacy, and emotional 

support.  

These findings do not dismiss the role and expertise of professional healthcare 

workers. Instead, they show that participant's experiences of maternal care were strongly 

shaped by culturally rooted family practices that operated alongside, and at times 

separately from, formal healthcare services. This perspective provides important insight 

into how maternal care is experienced and understood within the GRT community. 

 Theme 2 

Cultural Definitions of Maternal Health and Responsibility 

 Participant answer’s centered on this theme examined how participants defined 

maternal health and the responsibilities they associated with it, as influenced by their 

cultural beliefs and practices. Maternal health was not defined by medical indicators. 

Rather, the participants described it as a moral, emotional, and behavioral state of being 

shaped by culturally learned expectations and practices about care, protection, and 

actions during pregnancy. Interview answers revealed maternal responsibility to be an 

ongoing exercise of vigilance, self-restraint, and adherence to multi-generational 

practices, and was achieved through constant family support. The analysis of these  

findings show how cultural identity shaped women’s understanding of what it meant to be 

a healthy mother and how maternal health was a reflection of daily actions, beliefs, and 

relationships. Examining these accounts provides insight into the cultural beliefs and 

practices that defined maternal care among GRT women.  
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 The responsibility that participants felt regarding the outcome of their pregnancies 

was strong and served as a motivating factor for adhering to the guidelines set forth by 

family and cultural customs. P11 explained this plainly," The baby is a part of you, so if 

the baby comes out with something wrong, it has to be because of what you've done or 

didn't do." This positioned maternal health as a moral obligation, where responsibility 

rested squarely with the mother to maintain calm, avoid harm, and behave appropriately 

throughout her pregnancy. In expressing her belief about what a healthy pregnancy 

entailed, P10 explained it as follows, "Making sure that you are strong and healthy so that 

the baby comes out healthy and not sick." This statement highlights the connection 

between the mother's health and the baby's health.  

 A key aspect of emotional maternal responsibility that emerged was the ability to 

regulate feelings and avoid stressful situations. According to many of the participants, 

staying calm and avoiding stress was not a matter of personal preference, they believed it 

directly affected their baby’s wellbeing, a belief reinforced by older relatives. Many 

participants spoke about deliberately avoiding arguments, stressful situations, and strong 

negative emotions because of the perceived negative impact on the unborn child. P1 

recalled being told, “Don’t be arguin’, it’ll harm the baby.” Later, when discussing what it 

means to have a healthy pregnancy, the same participant explained, “That I’m calm so the 

baby will be happy.” Several participants stated their belief that their emotional state 

directly affected the infant’s temperament, with one stating that experiencing stress while 

pregnant would result in “a baby born all cryin’ and cranky” as recalled by P1. These 

accounts reflect a belief shared by many GRT women that maternal emotions pass 
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directly from mother to baby. This belief places an expectation on the mothers that they 

manage their feelings as part of their health responsibilities. 

 The physical component of maternal responsibility is observed in tales of bodily 

protection. Participants described carefully regulating and often limiting their physical 

movement, ensuring there is time for rest, and minimizing bodily exposure to prevent 

harm to the baby. Common practices included avoiding lifting, staying off one's feet late 

in pregnancy, and keeping the body, particularly the belly, warm. P8 explained what her 

grandmother told her on the subject, "You shouldn't be lifting or bending down… that 

can hurt the baby", while P9 noted how family helps during this restriction, "You can't 

lift things or do housework when you are big, so the women help you with that too." The 

importance of this type of physical rest was supported by tales from family members 

warning of the outcome of these rules not being followed, as highlighted by P11, "I 

remember hearing stories when I was younger about babies being born with the cord 

around them all tight, and that was because the Mum kept lifting things." In addition to 

restraining from physical activities, bodily protection extended to limiting what are 

believed to be harmful environmental factors. P4 expressed this belief by saying a part of 

what makes a healthy pregnancy "was about keeping really warm, cause the baby could 

get sick." These practices were viewed as preventative rather than reactive, emphasizing 

that the responsibility of the mother to regulate herself emotionally and physically was a 

normalized part of maternal care that occurred from the beginning of her pregnancy.   

 Alongside bodily protection, participants described food as a crucial factor in 

ensuring maternal strength, which in turn results in a strong and healthy baby. Practices 
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linked with food, specifically their nutritional value, were deeply embedded within GRT 

family traditions and often carried an important meaning beyond sustenance. Women 

spoke about eating specific foods, such as soups, stews, and broths, prepared by older 

relatives for the purpose of building strength and to support the baby’s development. P1 

shared, “My family would make broths for me to keep me strong, that’s important”, while 

P12 explained that certain meals were prepared because “they said it would make my 

bones strong to withstand birth and make the baby strong too.” These practices framed 

food as both a basic necessity and as medicine, reinforcing the idea that maternal health 

involved intentional food consumption guided by shared and inherited family 

knowledge.                              

 Protective practices found in folk beliefs add cultural and historical context to the 

understanding of maternal responsibility and its practice. Participants described using 

charms and blessed objects to protect themselves and their babies from harm or bad luck. 

As with other aspects of pregnancy and childbirth, knowledge, folk practices, and the 

creation of charms and remedies are passed down matrilineally from one generation to 

the next. Iron objects, red strings, blessed crosses, and herbal washes were commonly 

mentioned as protective traditions. P10 explained, "I think iron is supposed to be a shield-

like thing. It protects you. Nothing bad will come near you if you have it", while P8 

described the personal effect of keeping a charm close during pregnancy, stating, "I 

wouldn't have been happy if I didn't have those good luck things." These practices were 

not always believed to be literal protective methods. Instead, participants described them 

as beliefs and tokens that offered comfort and a sense of connection to their family and 
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cultural heritage despite feeling uncertain about their legitimacy. P13 stated this belief 

when she said, "I know it's probably a silly tradition, but the red wool bracelet was 

important to me." Charms and protections represent generations of knowledge and the 

hope for a healthy baby. 

 Beliefs about spiritual and external influences shaped maternal behavior and 

triggered protective actions. Several participants spoke about avoiding graveyards, or 

people believed to possess harmful intent, often referred to as "evil" or malevolent spirits. 

P6 explained, "If a pregnant lady goes near a dead body or even walks in a graveyard… 

souls not at rest can get inside the baby". Negative influences from what are believed to 

be "evil" are a daily reality, as explained by P8 when discussing her experiences in shops: 

"They gave you the evil eye. They looked at you with evil intent." As prevalent as the 

existence of evil intent is, so is the remedy in the form of a beaded bracelet that P8 

described. "All that evil bounces off and goes right back at them." Participant 

recollections describe how maternal health is seen to be vulnerable to unseen forces, 

confirming the need for protection through culturally meaningful practices.      

 Religious belief and practices emerged as an essential addition to cultural 

approaches to maternal responsibility and protection. For some participants, religious 

rites were not symbolic and traditional, but urgent and meaningful actions tied to 

wellbeing and moral responsibility. P10 described baptism as something that should 

occur immediately after birth, stating, “Baptizing the baby, we made the arrangements 

pretty soon after he was born.” P12 placed the importance of spiritual intervention above 

clinical care when faced with possible medical complications with her baby, explaining, 
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“I wanted a priest to come in right away, but they said it was important that they look at 

her heart first.” Examining these accounts, it becomes apparent that religious practices 

operate alongside cultural beliefs and charms, making religious faith an essential 

component of GRT identity. 

 Ultimately, participants viewed these beliefs and practices as integral to a broader 

connection with their cultural heritage. Participating in traditional maternal practices was 

often described as a way to honor the knowledge of older generations. P10 reflected on 

modern medicine and remedies given by her grandmother, saying, "We had those things 

before there was medicine… I think we can have both." Meanwhile, P13 stated, "I liked 

doing things that everyone before me has done." These statements highlight the fact that 

these culture-based maternal health practices are not outdated or irrelevant customs. 

Instead, the practices are living expressions of cultural identity that coexist alongside 

modern healthcare. When viewing maternal health for the GRT population holistically, a 

clear picture begins to form showing that health extends beyond the baby's outcomes and 

includes the preservation of cultural knowledge and traditions.      

Relationship to Research Question 2           

 This theme directly supports answering RQ2, 

 How do women who self-identify as GRT and live in the United Kingdom who have 

given birth at least once in the past 3 years define maternal health and how is the 

definition influenced by cultural identity? 

 When analyzing these findings together, a narrative forms of maternal health 

being a culturally grounded system that encourages maternal responsibility, emotional 
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regulation, and bodily protection. This theme addresses the research question by showing 

how women's definitions of maternal health are formed by cultural identity and manifest 

through everyday practices that control behavior, emotion, and care throughout 

pregnancy. 

Theme 3 

Negotiated Encounters with the Healthcare System                                                 

 Study participants described encounters with maternity services as experiences 

that often required ongoing negotiation. The need for negotiations emerged when 

expectations of care, communication styles, and daily realities did not align with the 

realities of services being delivered, or with the actions of healthcare workers. During 

interviews, women described encountering authority, trying to understand information, 

and decision-making in ways that allowed for both their desire to engage with 

institutional care and the misalignment they experienced within those settings when 

considering the realities of their culture and way of life. Participant descriptions indicated 

that how power, communication, and mediation shaped these negotiated encounters, both 

positively and negatively.     

    Overall, participants described scenarios where the authority over their own 

health was held by the healthcare professionals rather than themselves. P3 explained 

when recalling interactions with the maternity healthcare service, “They just tell you 

what’s happening, and you’re meant to agree. You don’t really get asked.” P8 recalled her 

reluctance to question professional instructions, stating, “I didn’t feel like I could say no 

because they’re the doctors and they know best, don’t they?” P12 described her 
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experience of receiving distressing news about her baby as lacking the emotional support 

from the healthcare professionals she was looking for, “They told me there might be a 

problem with the baby’s heart, possibly a hole. They did not say it kindly.” Interview 

answers illustrate how the perception of professional authority directly impacts the 

participants. The belief in this authority then limited meaningful interactions and left 

participants feeling separated from decisions about their own care. 

 Communication appeared to be a crucial factor in determining whether healthcare 

encounters met or failed to meet the participants' needs. Communication that was heavy 

on medical language was difficult for participants to understand and left them feeling 

reluctant to ask for clarification. P7 explained this experience, saying, "They use big 

words and talk fast, and I just nod because I don't want to look stupid." P1 described a 

similar experience by saying, "I didn't understand what they were saying half the time, so 

I just kept quiet." However, clear communication stood out as enabling positive 

encounters. P10 recalled such an experience: "When someone actually explained it plain, 

it made a big difference." Communication is how information is given and subsequently 

understood. Communication plays a crucial role in shaping participants' engagement with 

healthcare and influences whether encounters feel positive or negative. 

 Some participants used mediation through professionals or family to navigate 

healthcare encounters when direct communication felt difficult or other actions failed. 

Participants described relatives as intermediaries who helped interpret information, press 

for clarity, or buffer stressful interactions. P5 recalled a positive experience with her local 

midwives being the inclusion of her mother in discussions, "The midwives at the surgery 
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always talked to both me and Mam, all together like."  P1 stated, "Mam was with me, and 

she backed me up" when the topic of a missed appointment came up with receptionists. 

Liaisons are professionals who work for local government; the ones referred to in this 

study work specifically with the GRT community to support them in accessing services 

or navigating institutional systems. In discussing her experience with a local liaison who 

accompanied her to her midwife’s appointment, P6 explained, "She came with me and 

explained it all proper, not like the doctors do". P4 explained how the presence of a 

liaison positively changed her experience during her midwife appointment, stating, 

"When she was there, they spoke different, slower, and I could actually understand what 

was going on." Meanwhile, P2 recognized her reliance on the liaison's ability to convey 

what she herself felt she could not articulate: "I let her talk because I didn't know how to 

say it myself." These accounts suggest that mediation enabled participation in care by 

reducing communication barriers and emotional strain, therefore allowing negotiation to 

occur without confrontation.   

 Facilitating negotiations often came from individuals within the healthcare, most 

often those who became familiar with the participants over the course of repeated 

pregnancies. In these cases, mediation prompted accommodation when routine care or 

expectations conflicted with participants ’ways of living. P11 described an interaction 

between a midwife she knew from past pregnancies and the dietician to whom she was 

referred. “She knew how we live and told them, so they stopped pushing things that 

wouldn’t work for me.” The result of this meaningful interaction was a negotiation 
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between professionals for the purpose of the participant receiving care that was realistic 

for her. 

 Meanwhile, P5 spoke fondly about a midwife who she felt took the time to get to 

know her without judgment. When that relationship was established, P5 noted a positive 

shift in interactions, saying, “Once they knew where I was coming from, it was easier to 

deal with them.” These accounts demonstrate how familiarity and professional 

consistency within the healthcare system allowed care to be provided in ways that 

acknowledged participants ’realities. In these examples, negotiation came through trust 

built over time and professionals ’willingness to form relationships with participants and 

advocate on their behalf within the system. 

Relationship to Research Question 1 

This theme directly supports answering RQ1,  

How do women who self-identify as GRT who live in the United Kingdom and have 

given birth at least once in the past 3 years describe their lived experiences with maternal 

care received from the National Health Service within the context of their cultural beliefs 

and practices? 

 The theme of negotiated encounters plays a significant role in addressing RQ1 by 

examining how and why participants had positive and negative experiences with the 

NHS. These negotiations were shaped by participants' familiarity with healthcare 

professionals and the trust they felt as a result of positive encounters. Negotiations for the 

participants were not explicitly focused on clinical outcomes; instead, they were a way to 
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receive healthcare that was meaningful to them, information in a way that they 

understood, and recommendations and instructions that fit their culture.  

Theme 4 

Surveillance, Stigma, and Conditional Dignity 

 Participants described their lives, including their experiences of maternal care, as 

shaped by an awareness of surveillance, which often led to the anticipation of judgment. 

Surveillance is a complex reality for many in the GRT population. It can take the form of 

a sense of being watched and judged with dire consequences, such as the involvement of 

social services reusing in the removal of children from the home (UK Parliament, 2019). 

Surveillance was described as including profiling concerns that result discriminatory acts, 

such as non-GRT individuals assuming GRT will commit stereotypical crimes including 

theft and violence (Claisse et al., 2024). The experiences participants described went far 

beyond individual encounters and highlight the long-standing social experiences of 

stigma associated with GRT identity. In maternity care settings, participants expressed 

their desire for dignity, the kind that originates from being respected by those around 

them. Conditional dignity occurs when dignity, being the validation of a person for being 

themselves and thus treated respectfully, is entirely contingent upon a set of 

circumstances or conditions (Frantz et al., 2025). In many of the participants’ accounts, 

dignity was conditionally given when participants appeared settled, familiar, or 

compliant. The analysis of this theme explains how surveillance and stigma influenced 

how healthcare professionals delivered care and how participants received it.  
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 Many participants described anticipating being judged before it happened, which 

led them to limit questions, suppress concerns, or avoid drawing attention to themselves. 

P3 spoke of this learned self-silencing when recalling encounters with non-GRT 

individuals: “I learned to keep my head down” and “you choose which battles you fight 

because if you push too hard, they start lookin ’at you like you’re difficult”. Past 

experiences and their resulting learned behavior directly impacted not only on how the 

participants in this study engaged with the broader society, but also their healthcare 

encounters. This fear of being perceived as “difficult” adds further nuance to the earlier 

examples of power imbalances in negotiated healthcare encounters. Participants hesitated 

to challenge professional authority even when healthcare felt misaligned with their 

personal beliefs and wishes out of fear. P4 described this belief in the maternity setting, 

stating, “I don’t want to be difficult, so I let things happen even when I wasn’t 

comfortable.” These recollections demonstrate how anticipated surveillance and 

judgment shaped behavior and stifled the participants ’belief that they could advocate for 

themselves in the healthcare setting. 

 Surveillance was most strongly felt during the safeguarding and assessment 

processes where questions to assess personal and domestic-related risks are asked (NHS 

England, 2023), where participants admitted they were unsure whether the questions 

were routine or the result of GRT-based assumptions. P10 expressed frustration with 

repeated questioning: “Why do I have to answer them all the time?…maybe they just 

asked me all the time because I’m a Traveller.” P12 similarly recalled, “When they asked 

repeatedly if I understood what they were telling me about the baby’s tests, I felt judged” 
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and admitted, “I feared they might think I could not care for my baby.” These concerns 

often resulted in the fear of child removal, influencing how participants perceived 

interactions with healthcare professionals. P9 stated this was her fear because her baby 

was born early and required a short hospital stay, “I thought that it was my fault the baby 

was on the ward and that social services would look into it.” These fears reinforced 

behaviors of silence and compliance, linking surveillance directly to restricted and 

unauthentic participation in care. 

 Participants recalled experiences in which the perception of being treated with 

dignity and respect was conditional; the condition being that the healthcare professional 

had become familiar with them, and/or they viewed the participant was no longer 

transient. P11 noted this difference when explaining how attitudes toward her changed 

once she became settled: “But when we live in houses right next to them, they don’t seem 

to care, and life is a bit easier.” Others connected positive treatment directly to being seen 

as an individual rather than as a GRT. P13 benefited from familiarity by having the same 

midwife team for her second baby as she did for her first: “I felt like I was seen for who I 

was and not just as a Traveller.” Statements such as these suggest that dignity, as 

experienced through being respected, was not automatically given; instead, it was earned 

through familiarity, proximity, or repeated exposure. 

 Participants articulated what they wanted healthcare workers to know about 

caring for the GRT population. Overwhelmingly, they spoke of the desire to have dignity 

and respectful care achieved by reducing stigma. P1 stated, "Treat me like a normal 

person", while P14 emphasized the emotional impact of judgment, saying, "That your 
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judgment hurts" and "I felt embarrassed." Others highlighted the importance of being 

asked rather than assumed. P11 explained, "Talk to us, ask us what we want… if we have 

old ways it's ok to ask… just ask instead of saying no." The solution that P8 suggested 

and was echoed by others was formal training on GRT culture for healthcare 

professionals, "...and teaching some of them about Travellers." These moments of 

dignity, while less frequent, demonstrate how respectful engagement and cultural 

knowledge could counteract the effects of surveillance and stigma.     

Relationship to Research Questions 1 & 2      

This theme directly supports answering RQ1,  

How do women who self-identify as GRT who live in the United Kingdom and have 

given birth at least once in the past 3 years describe their lived experiences with maternal 

care received from the National Health Service within the context of their cultural beliefs 

and practices? 

      This theme partially supports answering RQ2,  

How do women who self-identify as GRT and live in the United Kingdom who have 

given birth at least once in the past 3 years define maternal health and how is the 

definition influenced by cultural identity?                                   

 These participant accounts demonstrate how they experienced surveillance and 

stigma, and the effects that had on them. Healthcare encounters brought fear of 

surveillance, and perceived judgment left many feeling as though they had no dignity in 

their own maternal healthcare journey. Many participants chose to remain silent due to 

anticipating judgment. In these situations, silence works alongside earlier incidents in 
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which fear of questioning authority becomes a barrier to receiving the healthcare they 

want. Though some experienced dignity and respect, it was conditional and granted only 

through familiarity, settlement, or perceived compliance with the healthcare system. This 

theme addresses both research questions by showing how maternal care was experienced 

through clinical interactions and the meanings attached to broader social interactions that 

reflected on identity, visibility, and respect. 

Theme 5 

Mobility and Settlement 

 The acts of mobility and settlement shaped participants' experiences of healthcare. 

In many interviews, participants recalled transience as a normalized and often valued part 

of childhood and early family life, with several speaking about moving several times a 

year. Meanwhile, for those who experienced settlement, this emerged as a significant 

shift that changed relationships with healthcare services. These experiences affected how 

participants accessed care and how professionals perceived them. For those participants 

who experienced both mobility and settlement, their experiences framed them as 

conditions that carried distinct social meanings and consequences within healthcare 

settings. 

 When participants spoke about mobility during childhood, they did so with the 

belief that it was ordinary and routine. These experiences were shaped by the need to rely 

on family above all else. P5 reflected, “We were always movin’. Sometimes we’d barely 

get settled before we had to leave… It was just normal.” P1 had similar sentiments, “We 

were never settled long enough for me or my sisters to feel like any place belonged to us, 
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like a home,” while also highlighting the importance of family, adding, “Everything is 

just for a short time except the people you came with.” For participants who moved 

frequently, stability is defined as physical proximity to family. The reliance on family 

shaped early understandings of care as something carried with the family rather than tied 

to institutions or locations.  

 For participants who grew up settled or became settled later, being settled affected 

how they related to the healthcare system. As noted in Theme 4, being settled also 

affected how participants believed those systems perceived them. Several women 

described settlement as enabling continuity, familiarity, and recognition within healthcare 

encounters. P11 explained, "When I was 20, my husband and my Da both decided to 

settle… being settled gives us a chance to be a part of the village." Meanwhile, P13 

compared her own positive healthcare experience as a settled GRT woman to those of 

family members who were not settled,  

 "I think how different it was from what I've heard from cousins and other people  

 who actually travel, you know. They have people who are much nastier to them,  

 and sometimes they have a hard time understanding things. Mine wasn't anything  

 like that."  

These recollections point to settlement as a condition that allowed participants to develop 

longer-term relationships with their community as well as with healthcare professionals, 

reducing negative experiences during pregnancy and childbirth. 

Relationship to Research Questions 1 

This theme directly supports answering RQ1,  
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How do women who self-identify as GRT who live in the United Kingdom and have 

given birth at least once in the past 3 years describe their lived experiences with maternal 

care received from the National Health Service within the context of their cultural beliefs 

and practices? 

 These accounts suggest that mobility and settlement influence how the participant 

experiences maternal care. The experiences occur because of the meanings attached to 

stability, familiarity, and legitimacy within institutional systems, not through the act of 

movement itself. Settlement allowed for continuity and easy engagement within social 

situations and with maternity care. For participants who are not settled, mobility meant 

heightened vigilance and reinforced reliance on family-based care structures. 

Understanding the complex relationship between residence stability and institutional 

relationships, Theme 5 contributes to answering RQ1 by demonstrating how the 

consequences of movement and settlement shaped GRT women lived experiences of 

maternal care within the NHS.  

Research Questions 

RQ1: How do women who self-identify as GRT who live in the United Kingdom 

and have given birth at least once in the past 3 years describe their lived 

experiences with maternal care received from the National Health Service within 

the context of their cultural beliefs and practices?  

Participants interviewed for this study described their experiences with NHS maternal 

care by comparing the care they received from professionals with their own culturally 

based way of life, whether they felt cared for, and whether they were able to engage in 
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shared decision-making with their family, rather than by clinical outcomes, Encounters 

with maternity services were experienced as positive when professionals recognized and 

supported maternal-led family structures rooted in cultural traditions, and as difficult 

when institutional expectations demanded compliance with protocol over cultural and 

family tradition, and professional authority over collective family involvement. Many 

women described their experiences of care through acts of navigation and negotiation. 

Prior experiences of judgment and surveillance led participants to navigate care 

cautiously, often moderating their behavior to avoid further judgment, adding to stress 

and a negative maternal health experience. Meanwhile, negotiation facilitated by familiar 

staff or liaison workers played a central role in shaping positive care experiences, 

particularly for women who were settled and known to services. 

RQ2:  How do women who self-identify as GRT and live in the United Kingdom 

who have given birth at least once in the past 3 years define maternal health and 

how is  the definition influenced by cultural identity? 

Maternal health, as defined by the participants, is a culture-based responsibility 

for the mother that goes beyond medical outcomes and includes emotional regulation, 

protection, and continuity of tradition. Women defined maternal health as an entire 

lifestyle during pregnancy, one in which they actively maintain calmness, vigilance, and 

stoicism, and adhere to inherited knowledge, with a strong emphasis on the mother's 

influence on the baby's well-being. Cultural identity shaped these practices through 

everyday actions such as food preparation and bodily monitoring. Vital to the 

participant's definition of maternal health is the belief that traditional folk practices and 
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religious observances function as protective measures rather than symbolic traditions, and 

that they are necessary for the mother's ability to ensure her baby's health. These 

definitions positioned maternal health as rooted in family, culture, and responsibility, 

rather than confined solely to clinical care. 

Summary 

The research conducted for this study examined how women who self-identified 

as GRT described their experiences of maternal care within the NHS and how they 

defined maternal health within the context of their cultural beliefs and practices. 

Throughout the interviews, participants explained pregnancy and childbirth as something 

that existed within family-based systems of care led by women, where authority, 

knowledge, and responsibility were passed down through generations. Furthermore, it 

existed in a space of collective family support, moral obligation, and culturally grounded 

expectations around behavior and protection. Women described drawing on family 

knowledge and practices alongside formal healthcare, though this union of practices 

became a source of negative experiences when the care received from healthcare 

practitioners felt misaligned with their ways of living and culture. 

Participants' experiences with NHS maternity services were often determined by 

negotiation and compromise to achieve what they felt was a positive experience. Some 

participants recalled moderating themselves in appointments by remaining silent or 

complying without question due to fear of judgment, surveillance, or being perceived as 

difficult. At the same time, flexibility, familiarity, and clear explanations from 

professionals supported more positive experiences and willingness to compromise. Study 
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participants defined maternal health as a period during which the entire family, not just 

the mother, shared the responsibility of ensuring the delivery of a healthy baby through 

cultural traditions and beliefs passed down through the generations. Chapter 5 will 

consist of an examination of these results through the theoretical framework and existing 

literature, explore limitations and trustworthiness, present the Sunrise Enabler Model 

using the study’s findings, and offer recommendations and implications for positive 

social change for GRT communities and other marginalized populations. 
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Chapter 5: Discussion, Conclusions, and Recommendations 

Introduction 

 The purpose of this qualitative study was to explore GRT women’s perceptions 

and experiences of maternal care in the United Kingdom. In this focused ethnographic 

study, semistructured interviews were used to examine how GRT women experienced 

maternal care through a cultural lens and how cultural context shaped their definitions of 

maternal care. Previous studies examined social determinants of health and health 

disparities among GRT populations; however, none specifically examined how culture 

shapes maternal health among GRT women. The analysis used CCT to frame maternal 

care as a series of encounters in which participants negotiated healthcare interactions to 

preserve culturally grounded practices. 

 Semistructured interviews with 14 GRT women in the United Kingdom who had 

given birth at least once in the past 3 years provided the data needed to answer the 

research questions. Local liaison groups with established links to the GRT community 

supported recruitment. All interviews were conducted via Zoom, and transcripts were 

analyzed using Saldaña’s two-cycle coding process.  

The analysis conducted for this study answered two research questions: 

RQ1: How do women who self-identify as GRT who live in the United Kingdom 

and have given birth at least once in the past 3 years describe their lived experiences with 

maternal care received from the National Health Service within the context of their 

cultural beliefs and practices? 
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RQ2: How do women who self-identify as GRT and live in the United Kingdom 

who have given birth at least once in the past 3 years define maternal health and how is 

the definition influenced by cultural identity?  

I identified five themes during analysis: Women as the Primary Care System, 

Cultural Definitions of Maternal Health and Responsibility, Negotiated Encounters with 

the Healthcare System, Surveillance, Stigma, and Conditional Dignity, and Mobility and 

Settlement. Chapter 5 includes analysis of how the findings address gaps in the literature 

and interpretation of the findings through the lens of Cultural Care Theory to demonstrate 

a pathway for culturally congruent care that preserves tradition and upholds dignity. 

Chapter 5 also includes a proposed GRT maternal care model using the Sunrise Enabler. 

The remainder of Chapter 5 includes study limitations, recommendations grounded in the 

results, and implications for social change. 

Interpretation of the Findings 

Existing literature documents significant health disparities among GRT 

populations and supports the need for the study presented in this dissertation. Known 

health inequities are rooted in institutional exclusion, discrimination, and systems that do 

not align with the needs of transient and marginalized populations (Friends, Families and 

Travellers, 2022; Heaslip et al., 2019). The CCT has documented successes in identifying 

structural barriers to healthcare engagement through a cultural lens (Nascimento et al., 

2020. However, neither the existing literature on GRT health nor prior applications of 

CCT have examined the specific intersection of GRT cultural identity and maternal 
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health. The findings fill this gap and contribute to the knowledge base on culturally 

congruent maternal care for GRT women. 

Comparison to the Literature 

Literature on GRT maternal health often focuses on clinical outcomes or offers 

broad descriptions of barriers to access and engagement. The findings of this study align 

with existing literature in demonstrating the persistence of health inequities and mistrust 

within maternal care. Study participants had a combined total of 32 pregnancies and 28 

live births, showing that 28.6% had more pregnancies than live births. This statistic aligns 

with national evidence that one in five GRT mothers experience the loss of a child (UK 

Parliament, 2019). This study contributes an ethnographic-based exploration of the 

culturally grounded mechanisms that contribute towards these inequities and create 

mistrust. By identifying these mechanisms, patterns of behavior and engagement can be 

understood in relation to their cultural and social origins rather than interpreted solely 

through their outcomes. 

Barriers to accessing care are often cited as a leading cause of poor maternal 

health outcomes among GRT populations. The existing literature commonly identifies 

institutional and policy-related barriers as the cause of poor outcomes. Barriers identified 

include digital exclusion, fines for missed appointments, transportation difficulties, and 

delays in care associated with nomadic living (Friends, Families and Travellers, 2022). 

The findings of this study align with this body of work by identifying challenges related 

to technology-based appointment systems and difficulties receiving time-sensitive 

communications due to address changes. What this study adds is a distinction between 
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barriers to access and the underlying conditions of care. All participants in this study 

engaged with maternity services; however, the quality of care they received often 

depended on healthcare professionals' approach. Familiarity with the participant appeared 

to reduce fears of judgment and enabled negotiation between participants and 

professionals, resulting in care that aligned more closely with participants' cultural 

expectations. In contrast, those without this familiarity noted a distinct lack of dignity and 

a tendency to remain silent during encounters. Therefore, barriers to access are not the 

sole cause of a lack of engagement or poor health outcomes; it is the conditional care that 

both GRT women and healthcare professionals must align with to promote culturally 

congruent care. 

In addition to identifying the roots of access-related barriers, I examined how 

stigma manifests within healthcare interactions and the behaviors that emerge in 

response. Experiences of judgement, mistrust, and racism are well documented in the 

healthcare experiences of GRT populations (Heaslip et al., 2019), and some GRT 

individuals conceal or deny their identity due to prior experiences of stigma in healthcare 

settings (Townsend et al., 2020). The analysis showed no evidence that participants hid 

their GRT identity; participants described how stigma shaped behavior during healthcare 

encounters. Study participants reported a fear of judgment through tone, questions, and 

the dismissal of reported feelings, leading them to remain silent during encounters or to 

agree with policy and procedures they either do not understand or do not agree with. 

Silence then becomes a mechanism in limiting engagement and adding to the experiences 
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that GRT mothers draw upon when they anticipate stigma and judgment in their 

encounters.  

Residential mobility appears in the literature as a disruptive factor in GRT 

healthcare. This disruption appears via challenges with appointment setting as 

notifications are sometimes sent to the incorrect address, and exclusion from services that 

assume a consistent residence. Settling into a permanent address is frequently presented 

as the solution to improving healthcare engagement (Townsend et al., 2020). Building on 

findings on stigma, this interpretation offers an alternative explanation. Dignity and 

respect within maternal care were experienced as conditional outcomes in this study, 

occurring only when the participants were known to services through repeated 

engagement or perceived as compliant. 

This study indicates that trust and dignity are fostered by healthcare professionals' 

actions rather than by the participants' addresses. Although familiarity often facilitated 

these experiences, participants' engagement appeared to be driven by how they were 

treated during encounters, signifying that a learned behavior on the healthcare 

professional's side is the solution. At its core, culturally congruent care requires 

healthcare professionals to understand GRT culture and approach care encounters with 

flexibility and willingness to accommodate differences. Participants reflected on their 

desire to be treated as individuals rather than as stereotypes, suggesting that meaningful 

encounters in GRT maternal care will result from relational and systemic change at the 

personal level. 
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Applicability of Findings to CCT 

CCT provides a theoretical framework for interpreting how GRT women 

understand and navigate maternal care as an experience rooted in culture and tradition 

rather than a series of clinical encounters. Within this framework, health and how it is 

experienced, how health behaviors form and are enacted, how meaning is attributed, and 

how health expectations are shaped remain grounded in culture. CCT analyzes culturally 

congruent care through three action modes: cultural care preservation/maintenance, 

cultural care accommodation/negotiation, and cultural care repatterning/restructuring 

(McFarland & Wehbe-Alamah, 2019). In this study, the analysis focuses on cultural care 

preservation/maintenance and cultural care accommodation/negotiation, as it did not 

include healthcare practitioners or a systems-level analysis. 

As discussed previously, existing literature about GRT maternal health focuses on 

known barriers and social determinants of health. This study used a focused ethnographic 

approach because it elicits and analyzes participants’ experiences and meanings regarding 

a specific topic within a cultural context (Black et al., 2021; Trundle & Phillips, 2023). 

Using this approach, CCT helps explain why barriers exist and persist by examining how 

culture shapes decision-making, behaviors, and beliefs. To elicit this information, the 

study’s interview guide aligned questions with the core attributes of CCT (see Appendix 

D, Table 5). This theory supports a culturally specific view of health, allowing greater 

understanding of actions taken to preserve traditional practices and beliefs, and 

highlighting areas where negotiation can occur between the population and healthcare 

professionals. 
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Cultural Care Preservation and Maintenance 

Practices sought to preserve 

Participants described maternal care as a normal aspect of family life that is 

firmly grounded in a maternal-led family system. In this family system, women share 

generational knowledge, monitor bodily safety, and support decision making. Existing 

literature describes kinship bonds as a grounding force that supports pregnant GRT 

women emotionally and physically, reinforces cultural traditions, and functions as a 

shield against institutional systems the collective family group perceives as unsafe 

(McFadden et al., 2018; Parry et al., 2007). In the context of CCT, the functions of the 

family group are placed in the preservation and maintenance category, as they are a 

necessary and routine part of the maternal experience required to safeguard the mother 

and support the baby's wellbeing in culturally meaningful ways, rather than optional 

preferences. CCT literature further demonstrates that healthcare becomes more effective, 

reflected in improved engagement and outcomes, when professionals recognize family 

structures as agents of care and incorporate them into the healthcare experience 

(Nascimento et al., 2020). Participants described the family system as a stabilizing source 

of safety and dignity during healthcare encounters. Participants also described maternal 

responsibility, defined as the belief that a mother’s actions determine the baby’s health, 

as a culturally learned expectation. The actions appear as behavior regulation, protective 

routines, and the setting of emotional and physical boundaries. Participants described 

help-seeking behaviors as maternal-based, with the expectation that older generations 

inform and advise younger women in all areas related to pregnancy and childbirth, with 
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support resting in cultural practices handed down through generations; therefore, these 

practices, taken as cultural norms and guided by maternal authority, serve as a vehicle 

that drives the preservation of GRT culture within a healthcare setting. 

Participants were asked questions about cultural practices and traditions that held 

meaning for them related to health and pregnancy. Reports of folk practices rooted in 

GRT tradition and Catholic spirituality offered a view of maternal care that highlights the 

connection between physical actions for protection and intangible ones, including 

talismans for protection, lighting candles for hope, and specific foods believed to ensure 

an easy delivery and a healthy baby. Participants did not describe these practices and 

beliefs as symbolic, but as essential practices to ensure their baby's health, a belief 

reinforced by their family systems. In the CCT framework, these folk practices align with 

the CCT concept of a generic care system, a factor that is necessary for defining how 

culture can be maintained and preserved alongside professional healthcare (McFarland & 

Wehbe-Alamah, 2019). To create a culturally congruent care model, clinicians must 

support these practices without judgment and negotiate compromises that preserve 

culturally meaningful care practices that are delivered alongside professional maternal 

healthcare. 

Preservation supports wellbeing        

Analyzing participant's accounts revealed that preservation and maintenance 

supported the participant's mental and physical wellbeing through three connected 

pathways. First, professionals can support culturally grounded maternal responsibility 

practices described by participants, including emotional self-regulation for fetal 
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protection and wellbeing and spiritual protections, such as avoiding graveyards. Second, 

professionals can incorporate family as a source of emotional support and as advocates 

during healthcare encounters when participants feel vulnerable or overwhelmed. Last, 

care delivery can preserve cultural dignity and privacy, particularly when participants 

anticipate surveillance or stigma or experience encounters that challenge moral standards.  

Participants reported that this was often achieved via simple actions, such as being asked 

about their preferences, being offered alternatives such as a female healthcare 

professional instead of a male one, or having procedures and policies explained before 

they began. The core premise of CCT is that wellbeing and health are achieved only 

when a cultural context is understood, and that culturally congruent care depends on that 

understanding (McFarland & Wehbe-Alamah, 2019). Alignment with this concept 

appears through the requirement that culturally rooted health practices, family inclusion 

in care scenarios, and dignity within healthcare encounters shape maternal wellbeing and 

support culturally congruent care. This study adds to the existing literature about the 

application of CCT, demonstrating that cultural preservation functioned as a protective 

measure against perceived institutional threat: fear of questioning professional authority 

or of experiencing judgment caused some participants to withhold information about 

home remedies or cultural practices, save their questions for their maternal family 

system, and choose silence over potentially negative healthcare encounters. 

Cultural Care Accommodation and Negotiation 

Positive healthcare encounters as accommodation  
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Participants described communication as a determining factor in whether a 

healthcare encounter was perceived as positive or negative. Participants described 

positive communication as conversations that did not make assumptions about their GRT 

lifestyle, provided concise information without dwelling on negativity, and remained 

respectful of their literacy levels. Participants described respectful, positive 

communication as reducing fear and encouraging engagement, whereas communication 

perceived as judgmental or professionally dominant heightened stigma and contributed to 

silence. Within CCT, participants described greater receptivity to compromise regarding 

healthcare practices when healthcare encounters included respectful, positive 

communication (Leininger & McFarland, 2006). Therefore, stigma, a primary cause of 

non-engagement, can be understood as an avoidable outcome of negative healthcare 

encounters, which can be reduced through positive communication that supports 

culturally congruent care. 

A key goal within CCT is to identify the drivers of culturally congruent care. 

Previous research has shown that, when communication is examined in isolation, 

culturally congruent care recognizes cultural expressions and intentionally accommodates 

them through both language and care delivery (Salinda et al., 2021). Analysis of the 

interview data revealed that participants became silent and increasingly relied on family 

members as advocates, while also choosing not to disclose cultural home remedies, when 

communication with healthcare professionals was rushed, lacked empathy, appeared 

judgmental, or routinely failed to inquire about the participant’s wishes. To accommodate 

cultural needs and negotiate acceptable care plans, communication must be viewed as 
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more than mere clarity of language. Culturally congruent communication requires 

allowing space for questions, validating concerns, and avoiding stereotyping (Leininger 

& McFarland, 2006). Participants who experienced this type of communication reported 

more positive healthcare encounters and a sense of emotional safety, leading them to ask 

questions and share their cultural practices without fear of judgment or stigma. 

Flexibility and family 

Responses to questions about healthcare encounters, methods for accessing care, 

and decision-making consistently revealed patterns of service rigidity. These often 

present as technological difficulties in appointment setting with no alternative, policies 

that restricted family access, and encounters that did not meet the expectations of care the 

participant and their family had. Meanwhile, when healthcare professionals demonstrated 

flexibility, participants recognized their efforts and reported feeling relieved that their 

flexibility allowed them to have the meaningful healthcare experience they wanted. These 

accounts demonstrate that small accommodations during routine visits have a significant 

impact on the participant's overall experience. Flexibility further supports the distinction 

between barriers to care and conditions of care. 

P8 illustrated flexibility during her 20-week scan appointment when she was 

informed that her large family could not accompany her into the examination room. A 

compromise was reached when the ultrasound technician explained the reason for this 

restriction and, as an act of accommodation, agreed to speak with the family afterward in 

the waiting room and to describe the scan's findings, with the mother's consent. This left 

the participant feeling respected, and she accepted the compromise because the technician 
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used positive communication and validated her request as important. When healthcare 

professionals view disruptions and concerns as understandable reactions that can be 

accommodated and negotiated, trust and engagement build, placing the act of meeting the 

conditions of care as a shared responsibility between the participant and the healthcare 

professional, this aligns with the CCT framework, which views flexibility as an 

actionable arm of accommodation and negotiation and views service flexibility as an 

ethical responsibility (Leininger & McFarland, 2006), contrary to the common belief that 

positive outcomes require the participant being settled and non-transient (Ekezie et al., 

2024). 

Study participants universally described their healthcare experiences as supported 

by family inclusion, resulting in feelings of physical and emotional safety and, therefore, 

viewing family as trusted advocates. When family members were involved in discussions 

with healthcare professionals by asking them questions and acknowledging their role 

within the support system, participants reported a positive healthcare experience; P11 

noted such an experience when her mother was included in all of the appointments by the 

dietitian, leading the participant to have a positive outlook on her experience and her 

gestational diabetes. This account aligns with CCT's framing of family involvement as a 

meaningful accommodation that should be made in efforts to deliver culturally congruent 

care, and family involvement should be accommodated as a routine aspect of care rather 

than an exception (Nascimento et al., 2020). Conditional dignity in CCT is a condition of 

care that determines the success of negotiation (Leininger & McFarland, 2006). 
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Participants described respectful treatment as inconsistent and often depending on 

being known to services, being settled, or appearing compliant. When dignity was 

thought to be conditional, women described their actions as silent and compliant as a 

protective strategy. This pattern indicates that accommodation must include explicit 

reassurance that asking questions or expressing needs will not be punished and that 

dignity is not contingent on settlement status. In contrast, routine accommodations such 

as plain-language explanations, information presented in manageable stages, permission 

to ask questions, and flexibility may significantly affect an individual's perceived safety 

and engagement. 

Sunrise Enabler Model   

The Sunrise Enabler Model is a method for mapping social and cultural forces can 

show how people understand, define, and experience culture. Leininger’s Sunrise Enabler 

supports culturally congruent care by organizing these forces into interacting domains: 

kinship, cultural values, religion, politics, economics, education, environment, and 

technology, as viewed through a folk care lens (McFarland & Wehbe-Alamah, 2019). 

Clinicians can use the model to understand the influences on care decisions and actions, 

allowing them to respond with the appropriate preservation/maintenance or 

accommodation/negotiation approaches. The interview guide used in this study directly 

aligned with the Sunrise Enabler domains (See Appendix D, Table 4), and questions 

assigned to each domain ensured that participant’s accounts addressed each domain in 

culturally grounded terms, rather than culture as an additional variable. Within the 

Sunrise Enabler Model, culture is described as inextricably linked to forces that affect 
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health (McFarland & Wehbe-Alamah, 2019). When considered together, the Sunrise 

Enabler domains yield a holistic view of GRT maternal health as a set of health beliefs 

and practices shaped by family authority structures, learned expectations of maternal 

responsibility, stigma management practices, and ongoing negotiation with institutions. 

This work aimed to develop a Sunrise Enabler Model that reflected GRT maternal 

health systems described by participants. The question mapping in Appendix D clarified 

which participant answers belonged to each Sunrise Enabler domain, and the coded 

responses grouped into themes provided context for understanding how the domains 

interacted in real maternal care experiences. This approach produced a model that moves 

beyond identifying SDoH or detailing barriers to access in isolation. Participants 

described both barriers to access, such as communication failures and system 

assumptions about settlement, as well as conditions of care once access occurred, such as 

conditional dignity and surveillance fear. The distinction is vital in practice, as improving 

access without addressing conditions of care risks furthering health inequities. Using this 

GRT maternal health specific model gives healthcare professionals a tool to identify both 

barriers to access and conditions of care, and to provide culturally congruent care. The 

full illustrative model is shown in Figure 2 with an explanation of each factor provided in 

the text that follows. 
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Note. Adapted from  “Leininger’s Theory of Culture Care Diversity and Universality: an 

overview with a historical retrospective and a view toward the future,” by M. McFarland, 

and H. Wehbe‐Alamah, 2019,  Journal of Transcultural Nursing, 30(6), p. 540-557 

(https://doi.org/10.1177/1043659619867134). 

Kinship and Social Factors 

Kinship and social factors were discovered with questions addressing who 

supports the participant during pregnancy and birth, and how family roles shape care 

decisions. Participants explained family as the first and preferred maternal care system. 

Theme 1 (Women as the Primary Care System) highlighted how the participants relied on 

Figure 2 

GRT Maternal Health Sunrise Enabler Model 

https://doi.org/10.1177/1043659619867134
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female relatives for knowledge and advice, emotional and physical support, and decision 

making. Examining the responses reveals maternal responsibility as culturally learned 

and collectively enforced through kin networks. Rather than viewing family presence at 

healthcare encounters as a preference, participants explained it as a necessary protective 

structure that supports physical and emotional wellbeing. 

This finding adds to the broader literature on GRT communities, which often 

identifies strong family networks (Condon et al., 2019) but does not examine or 

acknowledge how kinship functions as a care system during maternal healthcare. This 

study identified the following kinship factors: matrilineal knowledge and caregiving, 

female elder authority, liaisons as links, collective decision support, family as stability, 

and protective family advocacy during appointments. These factors describe how the 

GRT woman experienced family support and how they interpreted professional advice. 

Cultural Values and Lifeways 

Cultural values and lifeways, the day-to-day patterns of life specific to the culture 

McFarland & Wehbe-Alamah, 2019), were identified through questions about cultural 

expectations during pregnancy, beliefs about what makes a good mother, and detailing 

practices that protect the baby. Participants defined maternal health in terms of culturally 

grounded responsibilities as opposed to clinical outcomes. Theme 2 (Cultural Definitions 

of Maternal Health and Responsibility) provided the definition of maternal health as the 

mother’s ability to maintain calm and avoid stress, as well as uphold behaviors believed 

to physically and spiritually protect the baby. Participants explained emotional regulation 

as a required duty for the mother and not simply a wellness aspiration, and the calmness 
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that participants explained as essential is a culturally instructed requirement that is 

directly connected to fetal outcomes. This finding adds to GRT maternal health literature 

by illustrating how cultural values translate into maternal practices, particularly when 

women purposefully manage stress and limit specific physical activities to reduce 

perceived risks to the baby. The study identified the following cultural values and 

lifeways: maternal stoicism, emotion management as fetal protection, family-based 

instruction, privacy norms, and cultural expectations of maternal competence. These 

values shaped communication with professionals, allowed for a willingness to disclose 

concerns, and culturally defined what a good mother was. 

Religious and Philosophical Factors 

Religious and philosophical factors were identified through questions about folk-

based (cultural) spirituality and religious practices that focused on how belief systems 

guide pregnancy behaviors. Participants described spiritual practices that are deeply 

rooted in cultural beliefs as vital components of maternal responsibility, particularly 

during times of uncertainty and vulnerability. Rather than presenting spirituality as 

separate from care, participants described it as integrated into protective action, such as 

when women felt a lack of control within professional systems. This finding supports the 

need for maternal care models that recognize folk-based spiritual and religious practices 

as part of a culturally meaningful protection method, rather than treating them as 

unrelated to health. The study identified the following religious and philosophical factors: 

protective rites, belief-guided coping, and spiritually framed maternal duty. The study's 
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findings demonstrated that these factors can coexist with clinical care when professionals 

respond with respect and non-judgment. 

Technological Factors 

Technological factors were identified through questions about digital 

communication methods and technology use. The questions focused on barriers created 

by digital health systems and technology use patterns. The study's recruitment difficulties 

demonstrated that social media outreach failed despite a known online GRT presence, 

whereas recruitment succeeded through trusted liaison relationships. Despite some known 

use of technology, participants voiced mistrust about it due to privacy concerns when 

sharing personal information online. The conditions that appear to dictate technology use 

highlight a key distinction: technology may exist, but trust determines if GRT women 

will use it for health-related engagement or research. Participants' accounts of digital 

healthcare engagement indicated that systems that rely on standardized digital 

communication and fixed-address assumptions often create exclusion. As a result, GRT 

women experience judgment or are labeled non-compliant by staff tasked with engaging 

with the population. The study identified the following technological factors: variable 

trust in digital channels, reliance on fixed-address communication, and technology-

mediated access failures that feed stigma narratives. 

Educational Factors 

Educational factors were identified through questions about education level, 

understanding of written care information, and how the women interpreted and processed 

medical language. The study found limited formal education within the study's 
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participant pool, with no participants reporting Sixth Form attendance and a small 

number completing secondary school. These findings help professionals navigate health 

encounters, as education is a core component of health system communication standards 

which assumes a basic level of literacy. When services rely on written materials, fast-

paced verbal instruction, and medical jargon-heavy explanations, the burden shifts onto 

women to understand systems while simultaneously managing stigma risk. The study 

identified the following educational factors: early school leaving, health literacy shaped 

by maternal-led home-based learning, a preference for plain-language explanations, and 

the risk of stigma when professionals assume that limited formal education equals low 

capability. 

Economic Factors  

 Economic factors were identified through questions about practical economic 

barriers to establishing and maintaining healthcare engagement. Participants did not 

describe maternity care in terms of economic problems and pressures; however, 

economic factors interacted with mobility, scheduling, and appointment compliance 

pressures stemming from missed-appointment penalties. Missed appointments often 

resulted from a lack of transportation, reliance on public buses, caregiving demands, or 

inflexible appointment scheduling, rather than an unwillingness to engage. The study 

identified the following economic factors: transportation burden, time and childcare 

needs, and economic penalties that amplify system rigidity. 
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Political and Legal Factors         

 Political and legal factors were identified through questions about experiences 

within the healthcare system, specifically patient rights and professional authority. 

Participants described maternal care experiences shaped by fear of surveillance and 

perceived judgment, and the stigma that follows. Theme 4 (Surveillance, Stigma, and 

Conditional Dignity) documented how anticipatory stigma led many women to remain 

silent, avoid questioning authority, and comply as a protective strategy. This fear was 

described by P2 when recalling a family member who had their children temporarily 

removed from their care, and the fear that saying the wrong thing could cause the same 

thing to happen to her. Participants explained silence and compliance as learned ways of 

managing professional authority and power imbalances. Family systems taught and 

encouraged these strategies to ensure personal and family safety. The study identified the 

following political and legal factors: fear of surveillance, anxiety about social services, 

power imbalance in clinical encounters, conditional dignity, and compliance as a form of 

risk avoidance. The findings from this specific factor echo the larger study's conclusions 

in that care pathways should result in dignity regardless of settlement status. 

Environmental Factors          

 Environmental factors were identified through questions about mobility, housing, 

and service geography. Theme 5 (Mobility and Settlement) showed that mobility 

influenced participants' experiences attending appointments. Meanwhile, service 

providers often held negative assumptions about mobility, leading to settlement as a 

frequently recommended remedy. Analyzing the environmental factors alongside the 
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other Sunrise Enabler factors demonstrates that settlement itself did not resolve the 

conditions of care associated with stigma, fear of surveillance, and a sense of dignity that 

depends on compliance. Instead, trust and engagement were strengthened when 

professionals acted with respect and demonstrated a willingness to negotiate, even where 

women's residences were unstable. The study identified the following environmental 

factors: system design assumptions about fixed abodes, geographic access difficulties, 

registration difficulties, and continuity of care disruptions. 

Generic (Folk) and Professional Care Systems 

Folk (generic) and professional care system factors were identified through 

questions about culturally rooted practices used during pregnancy, as well as how women 

sought advice, reassurance, and protection. In the Sunrise Enabler, generic care is defined 

as care practices originating from family and culture that function alongside professional 

care systems to support the delivery of culturally congruent care (McFarland & Wehbe-

Alamah, 2019). Participants described a functioning generic care system grounded in 

family knowledge, women's authority, and protective practices. Theme 1 placed women 

as the primary care system, and Theme 2 showed how maternal health was monitored 

through culturally expected behaviors. Taken together, the analysis of these themes 

support treating generic care as a legitimate and vital component of GRT maternal health, 

rather than dismissing it as misinformation or invalid. Professional care functions as a 

parallel system of care accessed through NHS maternity services but is often experienced 

through negotiation, risk management, and power imbalance (Themes 3 and 4). 

Participants did not describe professional care as unnecessary or dismiss its importance. 



133 

 

Rather, when recalling positive encounters, they described respectful communication, 

service flexibility, and meaningful inclusion of family members as factors that improved 

encounters and supported engagement. A clinical care model treats maternal care as a 

lived framework combining generic and professional care. The analysis identified the 

following factors within the generic and professional care systems: family-led maternal 

care and women’s authority as a primary care system; protective folk and spiritual 

practices; respectful communication that enables negotiation; and service flexibility, 

including willingness to compromise. 

Limitations of the Study 

Though this study achieved its goals, it is not without its limitations. Notably, this 

is evidenced in the recruitment and the participant pool it created, as well as in the 

transferability of the findings. The intended recruitment method included social media 

outreach, with structured GRT outreach organizations used if necessary. Social media 

recruitment failed, but a local GRT liaison group distributed the study flyer to community 

members, resulting in several successful participant sign-ups. The intended snowball 

sampling was successful, with the first wave of participants recommending other GRT 

family members and friends. The success of the purposive and snowball sampling 

methods relied on trust from the liaisons and the first wave of participants (Palinkas et al., 

2015). However, this process created an important limitation of the study. 

The study participant pool reflects only participants who were willing to engage 

with services, as evidenced by their working relationship with the liaisons, or were family 

or friends of those who did. The recruitment method linked participants who shared 
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similar geography or experiences, as indicated by their kinship. This can result in an echo 

chamber in which beliefs and actions appear more significant due to their repeated 

appearance in participant interviews (Wang et al., 2024). This limitation must be taken 

into account when considering transferability. The study design explicitly states that a 

focused ethnographic approach guided the study; therefore, the findings are culturally 

bound and further restrained by the limited participant pool. A focused ethnographic 

study focuses on a specific phenomenon, viewing it within the unique environment of the 

culture being studied, rather than on a population-wide generalization (Black et al., 2021; 

Trundle & Phillips, 2023). While the study design limits transferability, it is an asset for 

culture-specific research. 

The CCT has three distinct domains: preservation/maintenance, 

accommodation/negotiation, and repatterning/restructuring. Repatterning and 

restructuring involve changing health behaviors, adapting how care is applied, and 

tracking outcomes (Leininger & McFarland, 2006). As this was a focused ethnographic 

study, interviews focused solely on GRT women and did not include data from healthcare 

practitioners. This could be viewed as a limitation in that it does not reflect how care is 

experienced from the professional perspective; however, that was not the purpose of this 

study. 

Recommendations 

The recommendations describe the applicability of culturally congruent care and 

build on the results of the analysis. The analysis identified specific factors shaping GRT 

maternal healthcare, and the primary recommendation is adoption of the Sunrise Enabler 
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Model as a clinical tool for delivering culturally congruent care. The model can be further 

researched and expanded into other health domains known to have concerning outcomes 

for the GRT population, such as immunizations, child health, and mental health 

(McFadden et al., 2017; Mytton et al., 2020). Adoption of such models supports the 

adoption and standardization of culturally congruent care across geographic regions or 

systems wide. 

A commonly expressed concern among participants was their desire for 

healthcare professionals to understand GRT culture. While cultural competency training 

for healthcare professionals alone does not result in a positive experience for GRT 

women (Morgan & Belenky, 2024), when used in conjunction with culturally congruent 

care, it could encourage healthcare encounters without stigma or judgment. In addition to 

workforce development, the Sunrise Enabler provides further areas for recommendations, 

including health-literate appropriate communications and office policies that support 

preservation/maintenance and accommodation/negotiation skills. Adopting a culturally 

congruent care model is a future recommendation, as a longitudinal study could yield 

significant research findings by following GRT participants across their pregnancies and 

tracking how negotiated encounters evolve with trust and culturally congruent care, with 

the potential to yield both qualitative and quantitative outcomes. 

Implications 

The findings of this study have important public health and clinical delivery 

implications, resulting in positive social change and methodical procedures. Positive 

social change is possible through the use of the Sunrise Enabler as a clinical tool. The 
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findings demonstrate that the health of marginalized populations should be viewed 

through a condition of care lens, not a barrier to access lens. When identifying conditions 

of care meaningful to the GRT population for maternal health, accommodation and 

negotiation provide the mechanism to deliver culturally congruent care (McFarland & 

Wehbe-Alamah, 2019). Identifying and acting on the factors that enable accommodation 

and negotiation is possible because cultural values, kinship structures, environmental 

constraints, and institutional policies that shape engagement are identifiable through the 

Sunrise Enabler Model (Leininger & McFarland, 2006; McFarland & Wehbe-Alamah, 

2019). Adoption of this model supports increased engagement at the individual level, 

promotes compliance at the organizational level, and addresses equity concerns at the 

national level. 

Conducting this study highlighted structural implications that could prove helpful 

for future researchers. The use of liaisons for recruitment was directly responsible for the 

success of this study, introducing a known and trusted element that provided a culturally 

safe recruitment mechanism and increased participation. While the sampling limitations 

have been discussed, they could be mitigated by planning for them in the study design. 

Liaisons also highlight the potential for research to facilitate co-production with the GRT 

community. Co-production, particularly with marginalized populations, provides a place 

for participants' voices to be heard and encourages engagement (Dunn et al., 2024). 

Therefore, this study adds to the knowledge base on best practices for conducting 

research with the GRT population. 
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Conclusion 

The analysis identified five themes that answered the research questions and 

provided the basis for development of a GRT maternal health Sunrise Enabler model. 

This focused ethnographic study found that GRT women who received maternal care 

through the NHS in the United Kingdom described care as relational and shaped by how 

well it accommodates cultural traditions and family expectations. Participants defined 

maternal health as a period of maternal responsibility that requires physical and 

emotional regulation and regularly incorporates folk beliefs. Family was described as the 

primary care system, led by older female generations. Maternal health was therefore 

defined and experienced as a cultural practice grounded in kinship and tradition, with 

clinical encounters forming one part of the experience rather than the organizing 

structure. 

This study is timely and vital. Despite a socialized healthcare system in the United 

Kingdom, compared to non-GRT women, GRT women face a shortened life expectancy, 

increased miscarriages, and societal discrimination and stigma (Friends, Families & 

Travellers, 2022). The findings show that improving maternal care requires more than 

simply access. Maternal care for the GRT population requires conditions of care in which 

dignity is consistent, communication is respectful, family involvement is supported, and 

negotiation is possible without fear. Increasing engagement as a pathway to better 

outcomes can be achieved through culturally congruent care. The GRT population is rich 

in history and tradition, values family, and participants placed their children’s health 

above all else. This population should be treated with dignity and respect regardless of 



138 

 

education or mobility. Practicing culturally congruent care, as identified in this study’s 

findings and operationalized through the Sunrise Enabler model, provides a clear 

pathway for improving maternal care and reducing inequities. 
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Appendix A: Digital Recruitment Poster 
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Appendix B: Physical Recruitment Poster 
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Appendix C: Interview Protocol 

Date of interview:  

Start time: 

End time: 

Name of interviewee: 

Participant number:  

Recording device used:  

 Thank you for agreeing to talk to me today. My name is Sarah Englebert Crowson 

and I am a PhD student at Walden University in the United States. I would like to talk to 

you today about your experiences with the healthcare system in the United Kingdom 

during any pregnancies that you have had in the last 3 years. In particular, I am interested 

in how your culture has impacted your experiences.  

 This interview has 22 questions and will take approximately an hour to complete. 

If at any point in the interview, you do not understand a question and would like me to 

restate it, please let me know. As well, if at any point you wish to pause or stop the 

interview, please let me know and I will do so immediately. I will be using a recording 

device to accurately capture all of your answers. This allows me to focus on our interview 

and take important notes. You will not be identified by name in any recordings or in the 

findings of this study.  

 The findings of this study can be provided to you upon the completion of this 

dissertation. Would you like me to email you a link to the completed dissertation when 
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that is ready? Do you have any other questions for me before we begin? May I have your 

verbal permission to begin recording and start the interview? 

Interview Questions 

I would like to begin by asking you a few basic information questions. These questions 

will help me be sure you meet the study requirements and answer some of the research 

questions. 

1) Do you consider your self GRT?  Yes  No 

2) 2. Have you given birth at least once in the last 3 years? Yes   No 

3) What is the total number of pregnancies you have had?  

4) What are the total number of live births you have had?  

5) How old are you?  

6) What is the highest level of education/grade you completed?  

7) Are you: Married   Single   Divorced   Living with your partner? 

a) If married, what age were you when you got married? 

Thank you for sharing this information. Next, we are going to discuss the research 

questions. If you would like to pause or stop at any time, please let me know and we can 

stop right away.  

8) Tell me about yourself and your experiences growing up in your GRT community. 
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a) Did you move around a lot growing up? If so, what was that like?  

b) Describe any GRT customs that meant a lot to you growing up.  

9) What were you taught or what did you observe about pregnancy and childbirth 

growing up in your community?   

a) Were there customs, stories, or advice passed down by family or elders? 

10)  Can you walk me through your most recent experience of being pregnant and giving 

birth? 

a) What stands out most from that time? 

11)  What does having a “healthy pregnancy” mean to you personally?  

a) How do you think this compares to what others in your community or family 

believe?  

12)  What cultural or religious beliefs were important for you to keep during pregnancy or 

birth?  

a) Can you describe how those beliefs were respected or not respected in healthcare 

settings?  

b) Tell me about any times you felt you had to change or compromise those beliefs?  

13) Please describe any family or cultural ways of caring for pregnancy or birth health-

wise that are important to you or your community.  
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a) How do these practices fit with or differ from what you received from healthcare 

professionals?  

14)  How did you use technology, like apps or the internet, during your pregnancy?  

a) What kinds of things did you search for or use it for?  

b) Did you face any problems using these technologies?  

15)  Who supported you most during your pregnancy and childbirth, and what did that 

support look like?  

a) Were there specific people—family, elders, or professionals—you relied on? 

16) In what ways was it important to have family or community members involved in 

your pregnancy and birth?  

17) Tell me about a time when you were aware of any rules, laws, or NHS policies helped 

make your healthcare experience easier?  

a) Can you describe any rules or policies that made it harder to get the care you 

needed?  

18)  Can you describe a time when you felt judged, misunderstood, or worried about 

being reported during a healthcare visit?  

19) How did things like cost, transportation, or other responsibilities affect your ability to 

get care before or after giving birth?  
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20) What changes or support would make pregnancy and childbirth easier for you or 

other GRT women?  

21) What do you wish nurses, midwives, or doctors understood better about caring for 

GRT women during pregnancy and birth? 

22) Is there anything else about your pregnancy and birth experiences that you would like 

to share? 

Conclusion 

I would like to thank you very much for taking the time to participate in this study. Your 

help has been invaluable, and I sincerely appreciate your participation. If you think of any 

questions related to the study, please don’t hesitate to reach out to me via email.  
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Appendix D: Application of interview questions with the CCT core concepts 

Table 4 

Application of Interview Questions to Sunrise Enabler Model Arms 

Question number(s) Sunrise Enabler arm 

14, 14a, 14b Technical factors 

12, 12a, 12b Religious & philosophical factors 

8, 8a, 9, 15, 15a, 16 Kinship & social factors 

8b, 9a, 11a, 13a Cultural values, beliefs, & lifeways 

17, 17a, 18 Political & legal factors 

19 Economic factors 

6, 14b Educational factors 

13, 13a Generic (folk) care 

 

Table 5 

Application of interview questions to CCT core concepts 

Question numbers CCT concept 

8b, 9a, 12, 12a, 13, 13a, 20, 21 Cultural preservation and maintenance 

12b, 13a, 17a, 20, 21 Cultural accommodation and negotiation 
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Appendix E: Codes, Categories, and Themes along with RQ association 

 

Table 6 

Codes, Categories, and Themes 

Code Category   Theme 

Family Advocacy Advocacy & Mediation Family and Women as the 

Primary Care System (RQ 1) 

Liaison as Link Family and Care & 

Stability 

 

Family as Stability Women’s Authority in 

Care 

 

Family as Emotional 

Support 

Gendered Role 

Boundaries 

 

Collective Community 

Care for Mom 

Reproductive Experience  

Baby as Part of Larger 

Family 

  

Only Family Knows You   

Women as Knowledge 

Holders 

  

Matrilineal Caregiving   

Pregnancy as Women’s 

Domain 

  

Husband Uninvolved with 

Medical Care 

  

Gendered Bodily 

Boundary 
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Moral Modesty   

Knowledge with Repeated 

Pregnancies 

  

Bodily Protection Bodily Care Practices Cultural Definition of 

Maternal Health and 

Responsibility (RQ 2) 

Embodied Monitoring Food, Strength, & 

Recovery  

 

Nutrition as Health Maternal Responsibility 

Model 

 

Traditional Nutrition Folk Belief – Objects & 

Luck 

 

Outcome Based on 

Maternal Influence 

Folk Belief – Spirit & 

External Influence 

 

Emotional Influence on 

Baby 

Cultural Continuity & 

Pride  

 

Calm as Health Indicator   

Stoicism in Pregnancy   

Folk Charms   

Superstition   

Belief in Spirit Influence   

Cultural Pride   

Cultural Gathering 

Importance 

  

Belief that Traditional 

Ways are Best 
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Respectful Care Healthcare Interaction - 

Positive 

Negotiated Encounters with 

the Healthcare System (RQ 1) 

Affirming 

Communication 

Healthcare Interaction - 

Negative 

 

Institutional Respect Education & Literacy 

Gaps 

 

Acceptance of Modern 

Medicine 

System Barriers & Design 

Mismatch 

 

Dismissal of Concern Technology Engagement   

Frustration with Care 

Procedures 

  

Not Asking Preferences   

Lack of Education   

Institutional Barriers   

System Inflexibility   

Medical Jargon Barrier   

Health Information 

Overload 

  

Selective Technology Use   

Technology Mistrust   

Surveillance Awareness Surveillance & Stigma Surveillance, Stigma, and 

Conditional Dignity (RQ1 & 

RQ 2) 

Perceived Suspicion  Dignity & Respect  
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Experienced Stigma   

Ethnic Profiling Concern   

Social Exclusion   

Desire for Dignity   

Mobile Childhood Mobility  Mobility & Settlement (RQ 1) 

Normalization of Mobility Settlement  

Lack of Permanence   

Settlement   

 

 

 

 

 

 

 

 

 

 

 

 

 



167 

 

Appendix F: Copyright Permission for Figure 1 
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