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Abstract: 

Migrant, internally displaced, asylum-seeking, and refugee women in the United Kingdom experience ongoing 

risks of having their sexual and reproductive healthcare rights violated. This growing population also has limited 

access to sexual and reproductive health (SRH) services, which may be associated with psychological distress. 

This scoping review was conducted to identify barriers to accessing SRH services and reported mental health 

experiences in this population. Following the PRISMA-ScR guidelines and the Arksey & O’Malley methodology, 

searches were conducted in six bibliographic databases, PubMed, MEDLINE, CINAHL, Scopus, Web of Science, 

and Google Scholar, and relevant gray literature to identify literature published after 2015. Of the 736 records 

screened, 27 met the inclusion criteria. Barriers to accessing SRH services included language and communication 

difficulties (59.2%), fear, mistrust, discrimination and stigma (55.5%), knowledge gaps and low health literacy 

(33.3%), structural and policy constraints (33.3%), financial barriers (33.3%), service delivery gaps (33.3%), and 

cultural or religious factors (29.6%). Maternity care was the most frequently studied setting (n = 17), with 

additional focus on primary care, family planning, sexual health, HIV, and hepatitis services. Many women 

reported stress, anxiety, fear, stigma, and isolation in response to these barriers. In several cases, barriers appeared 

to compound preexisting trauma and reduce trust. While 19 studies described these effects qualitatively, none of 

the 27 studies employed validated mental health measures, highlighting a major gap in the current evidence. 

Addressing this evidence gap is essential for developing equitable policies and trauma-informed care that meet 

the SRH needs of migrant women. 

Keywords: Migrant women; Sexual and reproductive health; Mental health; Access to healthcare; United 

Kingdom; Scoping review 

Introduction: 

In 2020, 280 million people were migrants, showing significant growth compared with 57 million people in 2010 

[1]. Over the last decade, the share of migrant women has increased worldwide, highlighting the growing 

importance of addressing women’s needs within migratory movements [2,3]. According to the Office of the United 

Nations High Commissioner for Refugees [4], migrant, internally displaced, asylum-seeking and refugee women 

represent a vulnerable group whose number is constantly growing. In the United Kingdom, approximately 10.3 

million residents were born outside the UK, accounting for around 15 % of the total population, with women 

comprising over half of this group [5]. Recent increases in international migration and asylum applications, driven 

by conflict, humanitarian crises, economic instability, and climate-related displacement, further underscore the 

importance of understanding migrant women’s sexual and reproductive health needs in the UK context [5]. 

Despite all socioeconomic improvements in destination countries, migration remains a high-risk process, 

especially for vulnerable groups such as women, who can be affected by their migration status and gender 

discrimination [6]. Migration may involve forced displacement, irregular transit, or planned relocation, each 

associated with distinct risks. Migrant women are often exposed to poor living conditions, violence, and restricted 

access to essential services during transit and after arrival [7]. These risks are exacerbated by exposure to sexual 

violence, unintended pregnancy, sexually transmitted infections, and limited access to sexual and reproductive 

health (SRH) services [8,9]. This pattern reflects the inverse care law, whereby those with the greatest health needs 

face the greatest barriers to care [10]. 

Among these challenges, access to health systems and the utilization of services have been investigated in depth. 

Evidence consistently demonstrates lower utilization of health services among migrants compared with resident 

populations [11]. Among these services, SRH is a fundamental component of health and well-being. According to 

the World Health Organization [12], access to sexual and reproductive health services is a human right and an 

integral component of universal health coverage. SRH is defined as “a state of physical, emotional, mental, and 

social wellbeing in relation to all aspects of sexuality and reproduction, not merely the absence of disease, 

dysfunction, or infirmity. SRH services include prenatal care, childbirth care, newborn care, family planning, safe 

abortion, and the management of sexually transmitted infections (STIs) and human immunodeficiency virus (HIV) 

[13]. Adequate SRH access reduces unplanned pregnancy, unsafe abortion, reproductive cancers, and sexually 

transmitted infections, while contributing to gender equality and social justice [14]. 
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Limited access to SRH services may contribute to various mental health problems [15]. Most migrant women 

already experience elevated risks of mental health problems that cut across all three phases of migration [16], with 

evidence indicating higher rates of severe mental health disorders among immigrant populations[17]. Barriers 

such as language difficulties, lack of information, stigma, and discrimination can delay SRH care, leading to fear, 

shame, anxiety, and distress, and increasing the risk of adverse outcomes such as postpartum depression [18]. UK-

based studies report higher rates of postnatal depression among refugee and asylum-seeking women, alongside 

cultural stigma surrounding sexual health that compounds trauma and anxiety[19]. Therefore, identifying barriers 

to SRH access is essential to addressing both physical and mental health inequities. 

In the UK, healthcare is primarily delivered through the National Health Service (NHS), a publicly funded system 

providing care based on need rather than ability to pay [20]. A wide range of SRH services are available free at 

the point of use, including contraception, abortion advice, STI and HIV testing and treatment, and support 

following sexual assault [21]. Despite this provision, migrant women continue to encounter substantial barriers to 

accessing SRH care. 

While existing UK studies have examined barriers to SRH service use, most have focused on service utilization 

rather than mental health outcomes. This lack of evidence makes it difficult for policymakers and healthcare 

providers to design interventions that adequately address both SRH access and mental well-being in this 

population. Understanding this gap is critical, as inadequate access to SRH services could have irreversible 

consequences and lead to several mental health complications, such as depression and anxiety [22].  

For the purposes of this review, “migrant women” include all women who have moved to the UK, regardless of 

legal status, including refugees, asylum seekers, internally displaced, documented, and undocumented 

immigrants. Although these groups may have diverse experiences, this scoping review adopts an inclusive 

approach to map the existing literature on the mental health impacts of barriers to SRH access. This broad 

inclusion allows us to identify patterns, gaps, and common challenges across all migrant women in the UK, rather 

than restricting the scope to a particular subpopulation or duration of residence. Accordingly, the objectives of this 

review were to (1) examine barriers to accessing SRH services among migrant women in the UK, (2) identify 

associated mental health impacts, and (3) highlight research gaps in the assessment of mental health outcomes. 

 

Methods: 

Study Design 

The scoping review was conducted in accordance with the Arksey & O’Malley methodology for scoping reviews 

[23], and is reported following the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

extension for Scoping Reviews (PRISMA-ScR) [24]. This approach systematically maps the existing academic 

literature on the topic and identifies critical gaps in knowledge requiring further research. 

In accordance with the PRISMA-ScR guidance, the population, concept, context (PCC) framework was utilized 

to define the scope of the review and address the research questions. In this framework, "population" refers to 

migrant women who meet the inclusion criteria, "concept" refers to barriers to SRH access and mental health 

impacts, and "context" refers to the United Kingdom. 

Study screening and data extraction were conducted by a single reviewer using predefined eligibility criteria, and 

keywords applied consistently across all studies to minimize biases. To enhance reliability, a pilot screening of 

10% of retrieved records was conducted prior to full screening. All full-text articles were reviewed multiple times, 

and extracted data were cross-checked against the inclusion criteria. Reasons for inclusion and exclusion were 

documented to ensure transparency and reproducibility. 

This study is registered with the Open Science Framework (OSF) (Registration DOI: 10.17605/OSF.IO/TZXPN). 

Data sources and search strategy 

For inclusion, selected articles had to meet the following criteria: 

https://doi.org/10.17605/OSF.IO/TZXPN
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1. Be published in English; 

2. Be published between January 1, 2015, and August 15, 2025 (2015, was chosen to ensure full coverage 

of the most recent research after the launch of the 17 Sustainable Development Goals [25]); 

3. Include data only on females who were 12 years old or older. This threshold was chosen to capture early 

adolescent SRH experiences, as service needs and related vulnerabilities may emerge during this stage, 

and prior research indicates that some girls are sexually active by age 12 [26]; 

4. Focused on migrant, refugee, or asylum-seeking women who had moved to the UK, or reported 

healthcare professionals’ perspectives on barriers to SRH access among migrant women; 

5. Examined barriers to accessing SRH services, including maternity care, family planning, contraception, 

sexually transmitted infection management, or disparities in SRH service utilization indicative of access 

barriers; 

6. Studies reported mental health outcomes related to access to SRH services, as well as studies that reported 

access barriers without assessing mental health, to identify both existing evidence and gaps in the 

literature; 

7. All review articles, including systematic reviews, literature reviews and scoping reviews, were excluded 

(primary articles were extracted from their reference lists). 

The search strategy was developed via keywords on the basis of the eligibility criteria. The keywords included 

both free-text terms and controlled vocabulary. These keywords referred to the study population (refugee OR 

"asylum seeker" OR displaced OR migrant OR “migrant women”), the type of service ("sexual and reproductive 

health" OR SRH OR "maternity care" OR "family planning" OR "contraception" OR "sexually transmitted 

infections"), the focus of the study ("barrier to access" OR barrier OR obstacles OR “lack of access”), the mental 

health impact (“mental health” OR “psychological” OR “emotional well-being” OR stress OR anxiety OR 

depression OR “psychological distress”) and the host country (UK OR "United Kingdom" OR England OR 

Scotland OR Wales). Boolean operators (AND/OR) were used to combine these terms across the concepts. Six 

databases, including PubMed, CINAHL, MEDLINE, Scopus, Web of Science, and Google Scholar, were 

searched. Grey literature was also explored via the NHS and UK government websites. The search terms and 

strategies for grey literature were based on the predefined keywords and the population, concept, and context 

framework. Adequate care was taken to ensure that the grey literature search was comprehensive and reproducible. 

The selection of articles was performed in several steps. In the first step, search strategies were applied to the 

databases to retrieve the references of the articles whose title, abstract or keywords contained the search terms. 

The records were subsequently imported into Rayyan, where duplicates were detected and removed. For the initial 

screening, titles and abstracts were reviewed to determine eligibility for full-text review. The full texts were then 

uploaded into Rayyan for in-depth review, and articles that did not meet the inclusion criteria were excluded. The 

screening process is fully described in  
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Fig.1 Prisma flow chart of identified and screened records. 

Study selection 

 

This scoping review considered all the study designs, including quantitative, qualitative, and mixed-methods 

studies. Additionally, systematic reviews, scoping reviews, and literature reviews were screened for potentially 

relevant papers. Any primary studies identified within these reviews that met the inclusion criteria were included, 

but the review articles themselves were excluded. Owing to resource constraints, only studies available in English 

were considered. 

 

Data collection 

Data were extracted using a structured template capturing study aims, population characteristics, study design, 

type of SRH service, reported barriers to access, and mental health outcomes among migrant women. Mental 

health was defined broadly to include psychological symptoms, emotional distress, and related risk factors 

affecting well-being. This included self-reported experiences such as stress, anxiety, depression, fear, shame, and 

social isolation, as well as documented risk factors linked to barriers in accessing SRH services. Studies were 

included if they reported any of these outcomes in relation to SRH access, regardless of whether standardized 

diagnostic tools were used. 

During the full-text screening stage, the data were categorized into two groups: 1) barriers to accessing SRH 

services and 2) associated mental health impacts. Findings were reported separately according to these objectives 

to provide a clear and structured overview. 

 

Results: 

Figure 1 presents the study selection process. A total of 736 records were identified from six bibliographic 

databases and two gray literature sources. After removing 85 duplicates in Rayyan, 651 records remained for title 

and abstract screening. Of these, 253 articles underwent full-text review, resulting in 27 studies included in the 

final data extraction. 

 

The findings are presented in a structured overview summarizing the types of SRH services studied and the 

barriers affecting access among migrant women in the UK. Studies are organized by population, service type, 

study design, reported barriers, and associated mental health impacts, providing a comprehensive overview of 

factors influencing SRH access. Detailed characteristics of the included studies are presented in Table.1. 
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Table.1 Characteristics of the retained articles 

Author, Year Aim Study population Type of study Type of service Main Barriers Mental health effect 

Arshad F, Haith-

Cooper M, Palloti 

P, 2018 [27] 

Explore experiences of 

pregnant migrant women 

in detention 

Recent migrant women 

in UK detention centers 

Qualitative 

(hermeneutic 

phenomenology) 

Maternity/healthcare 

services in detention 

- Limited or delayed access to maternity care 

- Lack of privacy during consultations 

- Insufficient culturally sensitive care 

- Inadequate food and nutrition 

- Restricted autonomy and movement in detention 

 

Stress, anxiety, feelings of 

vulnerability; mental health. 

However, described 

qualitatively, with no formal 

assessment 

Balaam MC, 

Kingdon C, 

Thomson G, 

Finlayson K, 

Downe S, 2016 

[28] 

To explore the experiences 

of voluntary sector 

workers supporting 

asylum-seeking and 

refugee women during 

pregnancy and early 

motherhood 

Voluntary sector 

workers supporting 

asylum-seeking and 

refugee women in North 

West England, UK 

Qualitative Maternity care 

services 

- No professional interpreters provided; reliance on family or none 

- Cultural insensitivity: health workers unaware of trauma (e.g., FGM, war 

experiences) 

- Stereotyping and discrimination: women treated as “different” or 

“problematic” 

- Lack of adapted information (no translated leaflets, inaccessible guidance) 

- Poor relational care: women reported not being listened to or respected 

Women linked negative care 

interactions to feelings of 

stigma, isolation, low mood, 

and stress 

However, described 

qualitatively, with no formal 

assessment 

Bosatta L, 2024 

[29] 

To explore experiences and 

needs of survivor mothers 

in accessing maternity and 

postnatal care services in 

the UK 

Asylum-seeking 

pregnant and new 

mothers in the UK who 

are survivors of violence 

and human trafficking 

Mixed-methods 

(semistructured 

interviews, focus 

groups, anonymous 

staff survey) 

Maternity and 

postnatal care services 

- Housing instability: frequent moves, unsafe or temporary accommodations 

- Financial insecurity: limited access to benefits, reliance on charity support 

- Legal/immigration challenges: uncertainty about asylum status, fear of 

deportation, difficulty accessing entitlements 

- Access to healthcare: delays or barriers to registering with GP/maternity 

services, navigating complex systems 

- Social isolation: language barriers, cultural differences, lack of social 

networks 

- Limited practical and emotional support: insufficient support from 

family/community, dependency on voluntary services 

- Trauma-related barriers: previous experiences of trafficking or violence 

affecting trust in healthcare providers 

 Women reported anxiety, 

depression, and emotional 

strain linked to these barriers, 

and challenges with infant care 

(feeding, bonding) 

However, described 

qualitatively, with no formal 

assessment 

Cassidy K, Amiri 

R, Davidson G, 

2023 [30] 

To explore barriers faced 

by women with insecure 

immigration status in 

accessing maternity care in 

the UK 

Women with insecure 

immigration status in the 

UK 

Qualitative analysis Maternity care -Delayed registration at NHS facilities  

- Fear of being reported to immigration authorities  

- Lack of culturally competent or language-support services  

- Limited awareness of entitlements 

Increased anxiety and stress 

about attending appointments, 

feelings of helplessness and 

trauma due to being denied 

timely care, worsening of 

preexisting mental health 

issues 

However, described 

qualitatively, with no formal 

assessment 
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Author, Year Aim Study population Type of study Type of service Main Barriers Mental health effect 

Cross-Sudworth 

F, 2015 [31] 

To identify contributory 

factors in perinatal deaths 

among migrant mothers 

Migrant mothers in the 

West Midlands, UK (36 

perinatal death cases) 

Confidential enquiry 

(case review) 

Antenatal/maternity 

care service 

- Late antenatal booking (often after 20 weeks) and missed medical risks 

(e.g., diabetes, hypertension) 

- Lack of professional interpreters, reliance on family members or none 

- Poor continuity of care; information lost between multiple providers and 

poor communication between hospital and community midwives 

- Written information not provided in accessible language 

- Unawareness of entitlement to free maternity care among 

undocumented/asylum-seeking women 

 

Not discussed 

Crowther S, Lau 

A, 2019 [32] 

To explore the 

communication challenges 

faced by Polish migrant 

women in accessing 

maternity services 

Polish migrant women 

in Scotland 

Qualitative descriptive 

study (9 in-depth 

interviews) 

Maternity care 

services 

-Language barriers 

- Cultural differences 

- Lack of culturally sensitive care 

- Limited access to information 

- Fear of discrimination 

- Lack of trust in healthcare providers 

Stress and anxiety reported in 

response to communication 

challenges 

However, described 

qualitatively, with no formal 

assessment 

Ellul R, 

McCarthy R, 

Haith-Cooper M, 

2020 [33] 

Explore the forced migrant 

pregnant women's lived 

experiences of being 

destitute to understand 

how destitution interacts 

with pregnancy 

Forced migrant women 

in the UK who were 

destitute during 

pregnancy (asylum 

seekers/refugees/forced 

migrants) 

Qualitative (in-depth 

individual interviews; 

6 participants) 

Maternity/antenatal 

care services (plus 

voluntary sector/local 

authority support) 

-Food insecurity and unstable or unsafe housing conditions 

-Delays in accessing statutory financial support and restrictive eligibility 

policies 

-Reliance on charities and voluntary organizations to meet basic needs 

-Local authority constraints (e.g., support provided only after 34 weeks of 

pregnancy) 

-Midwives limited by structural and resource constraints in providing 

adequate care 

 

women described worsened 

physical health and mental 

health from the stress of food 

shortage and homelessness; 

anxiety, worry, emotional 

strain related to their situation 

However, described 

qualitatively, with no formal 

assessment 

Falla AM, 

Veldhuijzen IK, 

Ahmad AA, Levi 

M, Richardus JH, 

2017 [34] 

To investigate the 

availability of language 

support (interpreters, 

translated materials) for 

linguistic minority 

hepatitis B/C patients and 

clinicians’ perceptions of 

language barriers 

Clinicians (N=238) in 

six European countries 

(including the UK) 

across primary care, 

antenatal care, asylum 

seeker health services, 

sexual health, and 

specialist secondary care 

Cross-national survey 

(online; descriptive) 

Primary care, 

antenatal care, sexual 

health, asylum seeker 

services, specialist 

hepatitis care 

-Absence of interpreter services in antenatal, asylum seeker, and sexual 

health settings 

-Limited availability of translated materials, particularly in asylum health 

services 

-Clinicians identified language gaps as major causes of low screening 

uptake, poor referrals, and delayed specialist access 

 

Barriers linked to confusion, 

stress, misunderstanding, and 

stigma, potentially affecting 

psychological wellbeing 

However, described 

qualitatively, with no formal 

assessment 

Feldman R, 2016 

[35] 

To explore how NHS 

charging policies affect 

undocumented pregnant 

women’s access to 

maternity services 

Undocumented migrant 

women in the UK 

Qualitative/Descriptive 

with lived experiences 

Maternity care 

services 

-Mandatory maternity care charges for women without indefinite leave to 

remain 

-Confusion among both women and providers regarding eligibility and 

entitlement 

-Delayed antenatal bookings due to fear of costs and unclear charging rules 

-Missed appointments to avoid potential fees or billing issues 

-Anxiety over unaffordable bills and financial repercussions 

Women reported fear, worry, 

and anxiety about cost, stress 

from uncertainty and delayed 

care 

However, described 

qualitatively, with no formal 

assessment 
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Author, Year Aim Study population Type of study Type of service Main Barriers Mental health effect 

Feldman R, 2021 

[36] 

To analyse how NHS 

maternity charging affects 

migrant women’s access 

and wellbeing 

Migrant women in the 

UK with insecure status 

(undocumented, refused 

asylum seekers) 

Qualitative Maternity care - Upfront charging 

- Debt collection/harassment 

- Fear/mistrust 

- Financial stress and anxiety 

High stress and anxiety during 

pregnancy, fear of seeking 

care, emotional distress, and 

reduced trust in health services    

However, described 

qualitatively, with no formal 

assessment 

Goodwin L, 

Hunter B, Jones 

A, 2018 [37] 

To explore relationships 

between midwives and 

migrant Pakistani women 

and factors shaping 

expectations/experiences 

of antenatal care 

Migrant Pakistani 

women in early 

pregnancy, South Wales 

(plus midwives) 

Qualitative (focused 

ethnography, 

interviews, 

observations) 

Antenatal/maternity 

services (community 

midwifery) 

-Communication barriers: Reliance on family interpreters led to frequent 

misunderstandings 

-System unfamiliarity: Women struggled to navigate the UK maternity 

system and appointment procedures 

-Cultural sensitivity gaps: Preferences for female staff and modesty needs 

were often unmet 

-Reduced autonomy: Male relatives frequently controlled health decisions 

-Hierarchical care relationships: Midwives viewed as authoritative; women 

hesitant to question care 

-Low trust: Fear of judgment limited open communication with providers 

women expressed frustration, 

anxiety, and stress due to 

exclusion from decision-

making, communication 

breakdowns, and lack of 

culturally sensitive care 

However, described 

qualitatively, with no formal 

assessment 

Goodwin L, 

Jones A, Hunter 

B, 2022 [38] 

To develop a social–

ecological model to 

address social inequities in 

maternity care based on 

experiences of migrant 

women and midwives in 

South Wales. 

Migrant women and 

midwives in South 

Wales 

Qualitative study Maternity care 

services 

-Structural inequities in healthcare systems 

- Cultural and language barriers 

- Lack of trust between service users and providers 

- Socioeconomic disparities 

- Institutional racism and discrimination 

Not discussed 

John JR, Curry 

G, Cunningham-

Burley S, 2021 

[39] 

To explore the experiences 

of pregnancy, childbirth, 

antenatal and postnatal 

care in ethnic minority 

women during the SARS-

CoV-2 pandemic 

Ethnic minority women 

in the UK 

Qualitative 

(interviews) 

Maternity care 

services 

- Communication barriers: disrespect, accent bias and language barrier  

- Cultural insensitivity 

- Limited access to information 

- Fear of discrimination 

- Lack of culturally competent care 

-Lack of harmony with other healthcare system 

Increased anxiety, stress, and 

feelings of marginalization 

However, described 

qualitatively, with no formal 

assessment 

Jones BL, 

Finnerty F, 

Richardson D, 

2021 [40] 

To assess how aware 

providers are of charging 

rules and how that affects 

migrant access to 

SRH/HIV services 

SRH/HIV service 

providers; migrants 

affected by charging 

policies 

Survey and qualitative 

(professionals) 

SRH/HIV services - Uncertainty among providers about migrant eligibility for free vs charged 

services 

- Practices vary between providers/NHS areas leading to inconsistency 

- Some migrants deterred from accessing care due to fear of being charged 

- Miscommunication/misinformation about cost responsibilities 

Not discussed 

Kaneoka M, 

Spence W, 2020 

[41] 

Explore SRH literacy: 

experiences, sources, 

barriers, and what 

assistance is needed 

Adult asylum-seeking 

and refugee women in 

Glasgow, Scotland 

(n=14) 

Qualitative 

(semistructured 

interviews) 

SRH 

information/clinic 

access (sexual health, 

contraception, safer 

sex, etc.) 

- Lack of accessible SRH information in first language/formats 

- Cultural/religious norms suppress open discussion of SRH topics 

- Reliance on informal knowledge sources due to inadequate formal service 

communication 

- Uncertainty about rights and which services are available 

- Difficulty navigating service access; perception that services are not 

culturally sensitive 

Reports of anxiety, shame, 

worry related to lack of 

knowledge or stigma 

However, described 

qualitatively, with no formal 

assessment 
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Author, Year Aim Study population Type of study Type of service Main Barriers Mental health effect 

Konje JK, Konje 

JC, 2021 [42] 

To explore and describe 

the experiences of Somali 

migrant women accessing 

maternity care in the UK 

Somali migrant women 

in Leicester, UK 

Qualitative 

(interviews) 

Maternity care 

services 

-Language barriers 

- Cultural differences 

- Lack of culturally sensitive care 

- Limited access to information 

- Fear of discrimination 

- Lack of trust in healthcare providers 

-Impact of personal, community and religious factors 

Stress and anxiety reported in 

response to access barriers 

However, described 

qualitatively, with no formal 

assessment 

Lephard E, 

Haith-Cooper M, 

2016 [43] 

To explore maternity care 

experiences of pregnant 

asylum-seeking women 

6 pregnant asylum-

seeking women in West 

Yorkshire, UK 

Qualitative 

(phenomenological 

interviews) 

Maternity care 

(antenatal, 

intrapartum, postnatal) 

-Delayed antenatal care due to detention, GP registration difficulties, and 

lack of entitlement awareness 

-Unsuitable housing—overcrowded, unsafe, or unhygienic environments 

unsuitable for pregnancy or newborn care 

-Frequent relocations during or after pregnancy, disrupting continuity of care 

and increasing isolation 

-Transport and financial hardship, including inability to afford travel to 

appointments 

-Lack of social support, with many women giving birth or recovering alone 

-Poor communication and discrimination, including ignored interpreter 

requests, stereotyping, and dismissive treatment by staff 

Women reported feeling 

isolated, distressed, fearful, 

disempowered (e.g., during 

labour without support) 

However, described 

qualitatively, with no formal 

assessment. 

Mudyarabikwa 

O, Regmi K, 

Ouillon S, 

Simmonds R, 

2022 [44] 

To explore perceptions of 

community health 

champions regarding 

barriers that refugees and 

immigrants face in 

accessing and using NHS 

primary care services 

Refugees and 

immigrants in the West 

Midlands, UK 

Qualitative (focus 

groups) 

Primary care services - Limited understanding among communities of prevalent health issues 

- Misunderstandings about which NHS teams provide specific services 

- Difficulty identifying and locating local NHS teams 

- Lack of clarity on the roles of different service providers, hindering 

effective healthcare navigation 

Not discussed 

Nellums LB, 

Powis J, Jones L, 

Miller A, Rustage 

K, Russell N, et 

al., 2021 [45] 

To explore how asylum 

status affects access to and 

experiences of NHS 

maternity care 

Undocumented migrant 

women in England 

Qualitative 

(interviews) 

Maternity care 

services 

- Asked for passports/immigration documents, deterring care-seeking 

- Received large maternity invoices, causing some to avoid appointments 

- Confusion about entitlement to free NHS care 

- Fear of being reported to immigration enforcement 

- No interpreters provided, limiting understanding of medical advice 

- Social isolation, with little support from family/friends 

- Travel and appointment difficulties due to unstable housing and fear of 

exposure 

 

Women expressed intense fear, 

stress, and anxiety linked to 

being charged, threatened with 

immigration enforcement, and 

navigating pregnancy without 

support 

However, described 

qualitatively, with no formal 

assessment 

Pathak N, Zhang 

CX, Boukari Y, 

Burns R, 

Menezes D, 

Hugenholtz G, et 

al., 2024 [46] 

To compare healthcare 

resource use and LARC 

prescriptions between 

migrant and nonemigrant 

women of reproductive age 

attending primary care 

1,246,353 women aged 

15–49 in England (7.9% 

migrants) 

Population-based 

cohort study using 

electronic health 

records (CPRD 

GOLD, 2009–2018) 

Primary care/SRH 

services 

- Lower all-cause consultation rates in migrants, suggesting reduced 

engagement with healthcare 

- Lower emergency contraception uptake 

- Lower cervical screening participation 

- Lower hormonal LARC prescription rates (while copper IUD prescriptions 

were higher) 

- Higher rates of abortion and fertility problem management, possibly 

reflecting delayed or limited access to preventive SRH services 

Not discussed 
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Author, Year Aim Study population Type of study Type of service Main Barriers Mental health effect 

Phillimore J, 

2015 [47] 

To examine how maternity 

service providers respond 

to the challenges of 

superdiversity and novelty 

in migrant populations 

New migrants in the UK 

(asylum seekers, 

refugees, spousal 

migrants, others in 

superdiverse 

communities) 

Qualitative 

(interviews) 

Maternity care 

services 

-Language barriers and lack of interpreters 

- Limited knowledge of NHS entitlements 

- Difficulty registering with GP 

- Poor communication and fragmented care 

- Service providers unprepared for cultural and linguistic diversity 

Stress, confusion, fear, and 

anxiety due to difficulties 

accessing and navigating 

maternity services 

However, described 

qualitatively, with no formal 

assessment 

Phillimore J, 

2016 [48] 

To understand why new 

migrants in a superdiverse 

region access antenatal 

care poorly 

New migrants in West 

Midlands (asylum 

seekers, refugees, 

spousal migrants, etc.) 

Mixed methods 

(survey + interviews) 

Antenatal care 

(maternity) 

-Poor knowledge of NHS/maternity access  

- No language support or translated materials  

- No GP registration  

- Transport inability or lack of reimbursement awareness  

- Detention/dispersal disrupting care  

- Frequent moves and poor communication  

- Lack of continuity of care and low antenatal class attendance 

Stress, fear, confusion 

However, described 

qualitatively, with no formal 

assessment 

Rowe A, 

Bhardwaj M, 

McCauley M, 

2023 [49] 

To explore how the 

asylum-seeking process 

impacts wellbeing, 

maternal multimorbidity, 

and experiences of 

maternity care; to identify 

barriers/enablers to 

woman-centered care 

Women seeking asylum 

in Liverpool, UK 

(pregnant or up to ~2 

years post-partum; those 

who attend a pregnancy 

support group) 

Qualitative (10 

interviews + 1 focus 

group) 

Maternity care 

services (antenatal, 

postnatal) 

-Substandard accommodation under the asylum system 

-Low or unstable income, causing material deprivation 

-Dispersal mid-pregnancy or postpartum, disrupting continuity of care 

-Uncertainty about asylum outcomes, causing anxiety and lack of control 

-Inadequate interpreter support; information often only in English 

-Limited psychological and social support; lack of integrated care for 

maternal multimorbidity 

 

Women report feelings of 

anxiety, depression, stress 

connected to poor 

accommodation, dispersal, 

income instability 

However, described 

qualitatively, with no formal 

assessment 

Shangase P, Egbe 

CO,2015 [50] 

To explore barriers to 

equal access to HIV 

services by African 

migrants in the UK 

African migrants in 

Cambridgeshire, UK 

Qualitative (focus 

groups) 

HIV services -Language barriers 

- Use of traditional medicine 

- Understanding of cultural diversity 

- Awareness of how and where to access HIV services 

- Getting information about HIV 

Not discussed 

Verran A, Evans 

S, Lin DJ, 

Griffiths F, 2015 

[51] 

To explore how cultural 

background shapes 

experiences and decisions 

about family planning 

Female Chinese asylum 

seekers in the UK 

Qualitative 

(interviews) 

Family planning 

services 

-Limited knowledge of contraception (health literacy) 

- Cultural beliefs influencing contraceptive choices 

- Concerns about hormonal contraception affecting menstruation 

- Lack of sex education in China 

- Trust in advice from friends with similar backgrounds 

Not discussed 

Whelan I, 2019 

[52] 

To analyse the effect of 

UK immigration policies 

on access to SRH services 

Migrant women in UK 

with insecure 

immigration status 

Policy 

Commentary/Policy 

Analysis 

General SRH services 

(contraception, 

antenatal, abortion, 

STI care) 

-Upfront charging for healthcare services 

- NHS–Home Office data-sharing (fear of deportation) 

- Confusion around entitlement to services 

- Fear and mistrust of NHS services 

Not discussed 
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Author, Year Aim Study population Type of study Type of service Main Barriers Mental health effect 

Whyte J, Whyte 

MD, Hires K, 

2015 [53] 

To explore social processes 

shaping access to health 

services among 

undocumented HIV-

positive migrants 

16 HIV-positive 

undocumented African 

migrants in the UK 

Qualitative (Grounded 

Theory) 

HIV treatment 

services 

-Denied continued HIV treatment after asylum claim rejection 

-Told explicitly they were “not entitled” to care 

-Complete destitution prevented clinic attendance 

-Relied on informal support (friends/churches) for medication 

-Confusion and fear when turned away at hospital reception 

Participants described distress 

and efforts to maintain care 

under destitution and 

exclusion 

However, described 

qualitatively, with no formal 

assessment 



13 
 

Characteristics of the included studies 

A total of 27 studies were included in this review. Most studies were qualitative (n = 20), reflecting the focus on 

exploring lived experiences and perceived barriers to SRH services among migrant women, followed by survey-

based studies (n = 2), mixed-method designs (n = 2), a cohort study (n = 1), a confidential enquiry/case review (n 

= 1), and a policy commentary/analysis (n = 1). All studies were published in the United Kingdom, including 

England, Scotland and Wales. Most studies are concentrated in England, including the West Midlands, North West 

England, South Wales, Liverpool, and West Yorkshire, with two studies in Scotland and two studies in Wales.  

The majority of studies focused on maternity care (n = 17), which included antenatal, intrapartum, postnatal, and 

community midwifery services. Further mixed healthcare settings (n = 2) included primary care, SRH clinics, 

antenatal care, asylum-seeker services, and specialist hepatitis care. The focus of general SRH services 

(contraception, abortion, sexual health, and STI care discussed broadly) was n = 4, whereas that of HIV services 

was n = 2. In addition, hepatitis B/C treatment was reported in n = 1 study and family planning services in n = 1 

study. 

Accordingly, most of the studies focused on asylum seekers and refugees (n = 7), followed by migrant women 

without insecure or undocumented status (n = 7), mixed migrant groups including undocumented and recently 

arrived migrants (n = 12), and healthcare professionals’ perspectives on migrant populations (n = 2).  

Demographic characteristics and impact on service access 

In addition to migrant status, other demographic characteristics reported in the included studies, such as country 

of origin, age, and length of time living in the UK, were found to influence access to SRH services. Recent arrivals, 

asylum seekers, and undocumented women [27, 28, 29, 33, 45, 47] faced greater difficulties navigating services, 

understanding entitlements, and accessing culturally sensitive care compared with more established migrant 

populations[37, 38, 44]. Cultural, religious, and country-of-origin factors shaped expectations of care and 

willingness to discuss SRH issues, with women from more conservative backgrounds experiencing additional 

stigma around contraception and sexual health [41, 51].  

Caregiving roles were common but often implicit, as most studies focused on pregnant women or those in the 

antenatal and postnatal period (17 of 27 studies) [27–33, 35–39, 42, 43, 45, 47–49]. Motherhood frequently 

intersected with migration-related vulnerabilities, including detention, housing instability, financial insecurity, and 

limited social support, intensifying barriers to SRH access and contributing to psychological distress [27, 29, 33, 

43, 45, 49]. 

Some studies focused on specific ethnic or cultural groups, including Somali [42], Pakistani [37], Polish [32], 

African [50, 53], and Chinese women [51]. However, race and ethnicity were rarely analysed independently and 

were instead discussed through religion, cultural norms, or country of origin, shaping healthcare interactions [32, 

37, 41, 42, 51]. 

Intersectional vulnerabilities were evident across studies, arising from the combined effects of gender, migration 

status, legal insecurity, poverty, trauma exposure, language barriers, and cultural expectations [27, 29, 33, 35, 36, 

43, 45, 47–49]. However, no study explicitly applied an intersectional analytical framework or systematically 

compared migrant subgroups, limiting understanding of how overlapping identities influence SRH access and 

mental health outcomes. 

Barriers to accessing SRH services 

Barriers to accessing the health system are defined as obstacles that prevent or hinder migrant women from using 

health services. Across the included studies (summarized in Table.1), similar barriers were consistently reported 

and can be grouped into the following categories: language and communication; fear; mistrust; discrimination and 

stigma; knowledge gaps; health literacy; financial barriers, including NHS charging policies; structural and policy 

barriers; service delivery gaps; and cultural and religious barriers. 
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 Fig 2 shows the frequency of occurrence of these barriers, calculated as a percentage of the total number of studies 

in this review (n = 27). Language and communication barriers were the most frequently reported (16 studies; 

59.2%), followed by fear, mistrust, discrimination, and stigma (15 studies; 55.5%). Knowledge and health literacy 

gaps, as well as structural and policy barriers, were each reported in 9 studies (33.3%), the same as financial 

barriers and service delivery gaps (9 studies; 33.3%). Cultural and religious barriers were identified in 8 studies 

(29.6%). 

 

Language and communication 

Language and communication barriers were the most frequently reported obstacles to accessing health services, 

identified in 16 studies (59.2%) of the included articles [28, 29, 30, 31, 32, 34, 37, 38, 39, 41, 42, 45, 47, 48, 49, 

50]. 

However, the NHS provides free translators and interpreters in other languages [54], and the inability to 

communicate effectively for migrants—due to limited English proficiency, a lack of interpreters, or unfamiliarity 

with medical terminology—result in confusion, frustration, fear, anxiety, stress and reduced trust in healthcare 

providers [28, 32, 38, 39, 42, 47, 48]. In several cases, women are unable to understand staff instructions or access 

essential information from medical records, resulting in postponement of care, missed appointments, or inadequate 

treatment [34, 41].  

Interpreter services were reported as a mitigation strategy in some studies [32, 39, 47], but women often lacked 

awareness of these free services or experienced inconsistent availability [42, 41]. Furthermore, the absence of 

translated health information in migrants’ native languages has limited the understanding and use of healthcare 

services [34, 41, 45]. In some cases, migrant women relied on family members or friends for translation, which 

compromised confidentiality, accuracy, and autonomy in decision-making [28, 31]. 

 

Fear, mistrust, discrimination and stigma 

Fear, mistrust, discrimination, and stigma were identified as the second most reported barriers faced by migrant 

women in accessing SRH services, with n = 15 (55.5%) [28, 29, 30, 32, 35, 36, 37, 38, 39, 42, 43, 45, 49, 52, 53]. 

These barriers affect access to multiple types of services, including general SRH services [52], maternity and 

antenatal care [30, 36, 37, 39, 42, 43, 45, 49], and postnatal care [28, 38]. 

Fear and mistrust often come from concerns about immigration enforcement, upfront charges, or debt collection 

[30, 35, 36, 45, 52]. Discrimination, stigma, and cultural insensitivity also have significant effects on limiting 

Fig 2. barriers to SRH access in 27 studies 
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access, leading women to delay or avoid care, feel marginalized, and experience emotional distress [28, 38, 39, 

42]. 

In some studies, these fears were heightened by previous experiences of trauma, discrimination, or systemic 

exclusion in other contexts, contributing to mistrust of NHS services [28]. In many cases, the intersection of fear, 

mistrust, and poor communication compounded the problem, making women hesitant to engage with healthcare 

providers and reducing the likelihood of timely or preventive care [43, 49]. 

 

knowledge gaps and health literacy 

Lack of information and knowledge gaps were reported as barriers faced by migrant women with full access to 

SRH services in n= 9 (33.3%) articles [28, 39, 41, 42, 44, 45, 47, 48, 51]. 

A lack of information affects access to maternity and antenatal care [39, 42, 45, 47, 48], family planning services 

[28, 41], and primary care and SRH services [41, 44]. 

Despite all services provided by healthcare centers in the UK, women’s illiteracy hinders them from having 

adequate access to essential and available services, which leads to delayed care, missed appointments, or 

underutilization of preventive services [41, 45, 47]. In many cases, the absence of culturally and linguistically 

appropriate information compounded the problem, making it difficult for women to navigate the healthcare system 

and make informed decisions about their care [28, 42]. 

Some studies report that migrant and refugee women struggle to understand how the UK maternity and healthcare 

systems operate, including appointment structures, referral pathways, GP registration, and the roles of different 

providers. Participants often felt lost and unsure where to go for specific needs, including mental health support 

or chronic disease management.[28, 42, 44, 45, 47, 48]. Moreover, the lack of accessible, culturally and 

linguistically appropriate information, including guidance on preventive care, service eligibility, and consent 

processes, has resulted in health illiteracy for migrant women [28, 39, 41, 44, 47, 48].  

Insufficient guidance on women’s rights, consent processes, and service eligibility made a huge knowledge gap 

and hindered women from seeking care [28, 42, 44, 47, 48]. Additionally, rushed consultations, power dynamics, 

and fragmented care made it challenging for women to ask questions or seek clarification [39].  

Structural and policy barriers 

Structural and policy barriers were reported in n = 9 (33.3%) studies [30, 33, 35, 38, 40, 43, 47, 49, 52]. 

These barriers influence access to multiple types of services, including general SRH services [52], maternity and 

antenatal care [30, 35, 43, 47, 49], and primary care or voluntary sector support services [33, 38, 40]. 

Structural and policy barriers include unclear entitlement rules, inconsistent application of NHS charging policies, 

frequent dispersal or relocation of asylum seekers, inadequate housing, and a lack of coordination across 

healthcare services [35, 40, 43, 47, 49, 52]. These challenges often lead to delays in care, missed appointments, 

disrupted continuity of maternity services, and increased stress and anxiety among migrant women. 

In several studies, structural and policy barriers intersect with financial, language, and knowledge gaps, making 

it difficult to access care and negatively affecting women’s overall well-being [33, 38]. 

 

Financial barriers 

Financial barriers were reported as another key obstacle faced by migrant women in accessing SRH services in 9 

(33.3%) articles [29, 33, 35, 36, 43, 45, 49, 52, 53]. 

These barriers affect access to multiple types of services, including general SRH services [52], maternity and 

antenatal care [29, 35, 36, 43, 45, 49], and HIV/sexual health services [53]. 
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Financial barriers are mainly due to upfront charges for healthcare, fear of large bills, debt collection, low income, 

and inability to pay for transport or appointments [26, 27, 36, 40,43]. These challenges often lead women to delay 

or avoid care, skip appointments, or underutilize preventive services, including contraception, antenatal 

monitoring, and reproductive health screenings [29]. 

In several studies, financial barriers were intensified by structural and policy issues, such as unclear entitlements, 

inconsistent application of NHS charging rules, or sudden relocation under the asylum system, which increased 

stress, anxiety, and overall vulnerability [43, 49, 53]. 

 

Service delivery gaps 

In n = 9 (33.3%) articles, service delivery gaps were identified as barriers [27, 32, 34, 37, 42, 43, 45, 47, 48]. 

These gaps affect multiple types of services, including maternity and antenatal care [27, 32, 37, 42, 43, 45, 47, 

48], primary care and SRH services [34], and broader healthcare provision within retention or community settings 

[27, 37]. 

Service delivery gaps included a lack of professional interpreters, limited availability of culturally sensitive or 

trauma-informed care, fragmented care pathways, poor continuity of care, and insufficient support for travel or 

appointment scheduling [27, 32, 34, 37, 42, 43, 45, 47, 48]. These deficiencies often lead to misunderstandings, 

missed appointments, delays in care, and increased stress and anxiety among migrant women. 

In several studies, service delivery gaps interact with language, cultural, and structural barriers, further limiting 

women’s ability to access timely and appropriate healthcare and reducing trust in providers [27, 34, 37]. 

 

Cultural and religious barriers 

Cultural and religious barriers were identified as obstacles faced by migrant women in accessing SRH and 

maternity services in n = 8 (29.6%) articles [27, 28, 32, 37, 39, 41, 42, 51]. 

 These barriers affect multiple types of services, including maternity and antenatal care [27, 28, 32, 37, 39, 42], 

family planning services [28, 51], and primary care/SRH information provision [41]. 

Cultural and religious barriers include preferences for same-gender providers, modesty concerns during 

examinations, religious beliefs influencing contraceptive use or sexual health discussions, and limited open 

communication about SRH due to cultural norms [27, 28, 32, 37, 39, 41, 42]. These barriers often lead to delayed 

care, avoidance of services, reduced adherence to preventive care, and emotional distress among women. In 

several studies, cultural and religious barriers interact with language, knowledge, and service delivery gaps, 

compounding difficulties in navigating the healthcare system and reducing women’s ability to access timely and 

appropriate care [37]. 

 

Mental health consequences 

Across multiple studies, barriers to accessing sexual and reproductive health (SRH) services were associated with 

self-reported psychological distress among migrant women. Among multiple studies, women described 

experiences of stress, anxiety, fear, and emotional distress linked to structural obstacles such as immigration 

enforcement, charging policies, and debt collection practices [35, 36, 45]. These fears often discouraged timely 

care seeking and reinforced the mistrust of health providers. Experiences of stigma, marginalization, and cultural 

insensitivity further contribute to feelings of isolation, shame, and devaluation, undermining both mental well-

being and the willingness to engage with preventive services [28, 37]. For some women, these barriers also 

reactivated past trauma, intensifying vulnerability and reducing trust in healthcare systems [27, 49]. Self-reported 

psychological effects were frequently observed in relation to language barriers, service delivery gaps, and a lack 

of culturally appropriate communication, which left women unable to navigate the system or make informed 

decisions. This loss of autonomy often translates into chronic stress and psychological strain [41, 43].  
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Among the 27 studies, 8 did not report mental health consequences [31, 38, 40, 44, 46, 50, 51, 52]. While the 

remaining studies provide strong qualitative evidence of perceived mental health impacts, none formally assessed 

mental health outcomes using validated screening tools or diagnostic measures. Instead, psychological outcomes 

were inferred from narratives and lived experiences. This highlights a major research gap: despite consistent 

reports of distress, isolation, and trauma, the mental health impact of SRH access barriers on migrant women in 

the UK has not yet been systematically or quantitatively measured. 

Discussion 

This scoping review provides an up-to-date knowledge of 27 studies on the barriers related to the use of SRH 

services and their associated mental health consequences for migrant, internally displaced, asylum-seeking and 

refugee women in the UK. The findings demonstrate that multiple structural, cultural, financial, and 

communication barriers shape access to services such as maternity, antenatal, HIV, family planning and primary 

care.  

Language and communication barriers were the most frequently reported obstacles. Limited English proficiency 

and inadequate access to professional interpreters hindered migrant women’s ability to understand medical 

information, navigate healthcare systems, and communicate effectively with providers [32, 47]. The lack of 

translated or accessible written materials further contributed to confusion regarding entitlements, treatment 

options, and follow-up care [34, 42]. Beyond logistical challenges, communication barriers were associated with 

self-reported psychological distress. These communication barriers were consistently associated with self-

reported psychological distress, including stress, anxiety, confusion, frustration, and feelings of disempowerment, 

particularly when women were unable to participate in decision-making or express their needs [29, 32, 37, 39, 41, 

42, 43, 47].  

Fear, mistrust, discrimination and stigma were the second most frequent barriers. Fear of immigration 

enforcement, NHS charging, or debt collection generated persistent anxiety and deterred care-seeking [35, 36, 

45]. Experiences of cultural insensitivity, stereotyping, and discrimination reinforce the mistrust of providers, 

leading to delayed or avoided care. In some cases, these encounters reactivated trauma linked to past violence or 

exclusion, exacerbating the vulnerability and mistrust of health providers [27, 49]. These experiences were 

associated with feelings of shame, isolation, and devaluation, which women perceived as undermining 

psychological well-being and reducing engagement with preventive and ongoing SRH care[29, 30, 37, 39]. 

Although this review focused on SRH services in the UK, similar barriers and psychological impacts have been 

reported across other healthcare settings and international contexts. A systematic review in Australia identified 

comparable challenges, including fragmented care pathways, negative provider attitudes, limited service 

availability, costs, and travel barriers, linked to delayed care-seeking and increased stress and anxiety among 

migrant women [55]. A multi-country systematic review similarly reported language barriers, lack of information, 

cultural differences, economic constraints, administrative obstacles, and discrimination, reflecting systemic 

patterns in migrant healthcare access [56]. 

Within the UK, a scoping review of primary and hospital care identified parallel supply- and demand-side barriers, 

particularly in primary care, associated with reduced service engagement and increased psychological distress 

[57]. UK primary care studies further highlight how restrictive GP registration practices, poor continuity of care, 

language barriers, and fear of immigration enforcement undermine trust and contribute to distress among migrant 

women [58]. 

Regional factors also shaped access and experiences of care. Area-level deprivation contributed to housing 

instability, financial insecurity, and increased reliance on voluntary services [29, 33, 43, 49]. The availability of 

professional interpreters varied across regions, often resulting in reliance on family members or the absence of 

interpretation support [28, 31, 32, 45, 47]. Differences in local NHS structures and resources, particularly in 

superdiverse areas, further influenced healthcare navigation, access to culturally sensitive services, and 

engagement with maternity and SRH care [47]. These regional and systemic factors interacted with individual-

level barriers, shaping migrant women’s experiences of SRH services and associated mental health outcomes. 
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Among the included studies, 17 studies mainly focus on maternity and antenatal care, while other sexual and 

reproductive health services, such as family planning, contraception, abortion, and STI care, remain under-

researched. This highlights a gap in the UK literature regarding whether barriers and their associated mental health 

impacts differ across service types. 

Nineteen of the 27 included studies reported psychological impacts such as stress, anxiety, fear, and emotional 

distress related to barriers in accessing SRH services. However, none formally assessed mental health outcomes 

using validated diagnostic tools (e.g., the PHQ-9, GAD-7, and PTSD screening), relying instead on qualitative 

accounts and researchers’ interpretations. This methodological gap limits the understanding of the prevalence, 

severity, and long-term impact of mental health consequences in this population within the UK. Importantly, the 

relationship between SRH access and mental health is likely bidirectional. Barriers to SRH care may exacerbate 

psychological distress, while pre-existing mental health conditions such as depression or PTSD may reduce 

women’s ability or willingness to seek care, making reverse causation difficult to rule out [59, 60].  

The UK-based findings have shown that SRH services for migrant women should be integrated with trauma-

informed, culturally competent mental health support. Otherwise, the mental health burden of restricted SRH 

access will remain underestimated, perpetuating health inequalities for migrant women. 

Implications for practice, policy and future research 

Multiple studies highlight the importance of professional interpreter services, as their absence undermines 

communication, confidentiality, and quality of care for migrant women accessing SRH services [27, 28, 31, 32, 

34, 37, 43]. Evidence from other contexts shows that professional interpreter services improve patient 

understanding, adherence to care, and reduce errors in treatment for immigrant populations [61]. Countries such 

as Canada and Sweden have implemented national programs providing professional medical interpreters in 

healthcare settings, demonstrating improved service accessibility and patient satisfaction among migrant 

populations [62, 63] 

Health providers should recognize the role of fear, mistrust, discrimination, and stigma in shaping migrant 

women’s experiences of SRH care, as these barriers discouraged women from seeking timely services and 

contributed to stress, anxiety, and emotional distress [27, 28, 30, 35, 36, 39, 42, 45, 49]. Integrating mental health 

support into SRH services, including culturally sensitive screening and trauma-informed care, can reduce long-

term psychological burden. Evidence from Europe and the UK indicates that trauma-informed care models and 

integrated mental health programs for migrants improve both service utilization and psychological outcomes [59]. 

In addition, knowledge gaps and limited health literacy remain critical barriers, with insufficient information about 

entitlements and available SRH services leading to delayed access and underutilization of care [27, 28, 34, 35, 39, 

41, 42, 44, 45, 46, 39, 51, 52]. By providing adequate information for both migrants and health providers, we 

ensure that everyone is aware of all the provided services and instructions without ambiguity. Initiatives such as 

Australia’s Multicultural Health Services serve as practical examples of structured programs supporting migrant 

access to SRH and other health services [64]. 

These findings can be conceptualized using Bronfenbrenner’s Ecological Systems Theory, which highlights how 

individual-level factors (e.g., trauma, health literacy) interact with structural- and policy-level factors (e.g., 

interpreter services, healthcare policies) to shape migrant women’s access to SRH services and their psychological 

outcomes. Applying this framework emphasizes the need for interventions that operate across multiple ecological 

levels to improve equity in care [65]. 

In light of the evidence gap, future research should examine access to non-maternity SRH services, including 

contraception, family planning, abortion, and STI care, and their mental health impacts. In addition, a full 

systematic review is needed to critically appraise the quality of existing evidence and to better clarify potential 

causal relationships between access to SRH services and mental health outcomes among migrant women in the 

UK. 

Given the absence of formal mental health assessments in the included studies, future research should incorporate 

standardized, culturally adapted mental health and trauma assessment tools to better quantify the psychological 

impact of barriers to SRH access among migrant women in the UK. Using validated measures would improve 
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consistency across studies, enable comparisons over time and populations, and strengthen the evidence base for 

evaluating interventions. However, the validity of such tools depends on appropriate cultural adaptation and 

validation; therefore, the selection and use of mental health measures should be context-dependent and culturally 

sensitive within migrant populations. While the choice of tool should remain context dependent, examples of 

suitable instruments include the PTSD Checklist for DSM-5 (PCL-5) for trauma-related symptoms [66], the 

Patient Health Questionnaire-9 (PHQ-9) for depressive symptoms [67], the Hospital Anxiety and Depression 

Scale (HADS) for anxiety and depression [68], and the Generalized Anxiety Disorder-7 (GAD-7) for anxiety [69]. 

Integrating such measures would support a more systematic understanding of psychological burden and inform 

earlier, more effective interventions. 

 

Strengths and weaknesses: 

This review has several notable strengths. First, it is the first scoping review to systematically map the existing 

evidence on barriers to accessing sexual and reproductive health (SRH) services among migrant, refugee, asylum-

seeking, and internally displaced women in the United Kingdom. While previous reviews have largely synthesised 

global or regional data, this review uniquely focuses on UK-based experiences, providing a context-specific 

understanding of structural and sociocultural barriers. 

Second, this interdisciplinary review highlights a significant research gap regarding the mental health implications 

of SRH access barriers. To our knowledge, no previous review has explicitly examined this gap using validated 

scales in the UK context. Across the included studies, mental health impacts were largely inferred from self-

reported experiences and researchers’ interpretations rather than measured using validated tools, underscoring the 

need for more systematic assessment in future research. 

This review also has several limitations. The included evidence base relied predominantly on qualitative studies. 

While qualitative research offers rich and nuanced insights into lived experiences, it limits the ability to quantify 

mental health outcomes, estimate prevalence, or examine causal relationships. In addition, the transferability of 

findings may be constrained, as experiences varied according to migration status, cultural background, and local 

service contexts. 

Another limitation relates to the heterogeneity of the study population. The review included women experiencing 

forced displacement (e.g. refugees, asylum seekers, and internally displaced persons) as well as women whose 

migration was planned. Forced displacement is often associated with exposure to conflict, persecution, violence, 

and prolonged uncertainty, which can elevate risks of trauma, psychological distress, and unmet health needs. In 

contrast, women who migrate through planned or voluntary routes may face different stressors, such as social 

isolation, language barriers, or precarious employment, which can shape distinct mental health and service access 

challenges. As barriers to SRH services and associated mental health impacts may differ across these migration 

experiences, combining these groups may complicate the interpretation of findings. Future research focusing on 

more homogeneous populations could better capture migration-specific risks and mental health needs and support 

the development of more targeted interventions. 

Finally, the inclusion of English-language publications only may have introduced language and publication bias. 

Relevant studies published in other languages, as well as reports produced by migrant-led or community-based 

organisations, may have been excluded. This may have led to the underrepresentation of certain migrant groups, 

particularly those with limited engagement in English-language academic publishing, and may have biased the 

findings toward perspectives more visible within mainstream research and institutional settings. 

Conclusion: 

Access to sexual and reproductive health (SRH) services is a fundamental human right, and identifying and 

addressing barriers that prevent women from receiving adequate care is a critical responsibility for health systems 

and professionals. This scoping review identified multiple, interrelated barriers that hinder migrant women’s 

access to SRH services in the UK, including language and communication barriers; fear, mistrust, discrimination, 

and stigma; knowledge gaps and limited health literacy; structural and policy constraints; financial barriers; 
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service delivery gaps; and cultural and religious factors. Across the included studies, these barriers were 

consistently linked to self-reported adverse mental health experiences, such as stress, fear, anxiety, and emotional 

distress, based on qualitative data and self-reported accounts. 

Despite the importance of these findings, none of the included UK-based studies formally assessed mental health 

outcomes using validated psychological assessment tools. Instead, mental health impacts were inferred from self-

reported distress and researchers’ interpretations. Addressing this research gap is essential to strengthening the 

evidence base, informing equitable and trauma-informed policies, and supporting the development of integrated 

SRH and mental health services that more effectively meet the needs of migrant women in the UK. 
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