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Introduction 
This insight report examines the provision of interpreting services in maternity and neonatal care. The 

NHS has pledged to provide patients with accessible, reliable, and relevant information in a format they 

can understand and to support them in using it1.  

However, many women and birthing people with limited English proficiency are not provided with the 

interpreting support they need, which has been associated with serious harm. 

Interpreting service failures have been linked to at least 80 cases of babies dying or suffering severe 

brain injuries in England, between 2018 and 20222. Existing evidence highlights how language barriers 

can contribute to delays, misunderstandings, and poorer health outcomes. Major challenges include 

inconsistent access to professional interpreters, reliance on family members or online translation tools, 

and unclear policies for healthcare providers. These gaps can lead to missed symptoms, reduced 

patient autonomy, and distress for families during critical moments of care. 

Recent evidence from the MBRRACE-UK Perinatal Confidential Enquiry3 underscores the level of 

unmet interpreting needs. Among 25 migrant women with language barriers whose babies were 

stillborn or died shortly after birth, 96% needed an interpreter, yet 73% of healthcare interactions 

occurred without one. Half had no documented interpreter use at all. The lack of language support 

contributed to delayed prenatal care, with 68% of these women booking appointments late or not at all. 

Furthermore, only 24% received care in line with national guidelines. The report called for systematic 

recording of language needs, improved interpreter availability, and better guidance to help women 

navigate the healthcare system. 

While some maternity and neonatal services are taking steps to address these challenges, progress 

remains inconsistent. Initiatives are often isolated, with limited coordination. 

This highlights the need for much stronger national action, including policy development, 

commissioning guidance, further research, and the creation of centralised resources and accountability 

and parent feedback mechanisms. Ensuring universal access to professional interpreting services is 

essential to providing safe, equitable, and compassionate maternity and neonatal care. 

This report highlights the insight from our engagement with service users and staff on the provision and 

use of interpreting services in maternity and neonatal care.  

Not Just an Option: 
Interpreting as an  
Essential Component of  
Safe Maternity and Neonatal Care. 
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Note on language: 

The Sands & Tommy’s Joint Policy Unit and Maternity Consortium are committed to inclusivity 

and ensuring that everyone feels heard and seen. Throughout this report, we use the terms 

women and birthing people to recognise and include transgender and non-binary gestational 

parents. However, when referring to our research participants, we use women to reflect the 

language participants used when describing themselves. We did not collect data on gender 

identity. 
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Turning insights into action 

Action for national policymakers and local commissioners  

 Establish national standards and guidance. 

Clear national standards and guidelines for interpreting provision in maternity and neonatal services are 

needed, similar to guidance already available for primary care, and centred on the rights, safety, and 

experiences of women and birthing people. This should utilise existing resources, such as NHS 

England London's resource pack for commissioners and maternity service providers4. 

This aligns with recommendations from the Royal College of Obstetricians and Gynaecologists (2022)5 

and MBRRACE-UK (2023)6 on national action needed to ensure consistent access to high-quality 

interpreting services. 

In addition, national guidance should include a clear definition of the interpreter’s role within maternity 

and neonatal care settings to address the current lack of shared understanding among all 

commissioners, healthcare providers, interpreters, and women and birthing people. 

Standards and qualification requirements for interpreters should be reviewed to ensure consistently 

high-quality services for women and birthing people. At the same time, it is essential to avoid reinforcing 

systemic inequalities. For example, reliance on costly university degrees for interpreters may exclude 

skilled individuals from underrepresented or marginalised communities. 

Organisations responsible: Department of Health and Social Care (DHSC) and regulatory bodies 

 Strengthen monitoring and evaluation of language needs. 

In line with MBRRACE-UK (2024)3, services must consistently record patients’ language needs, 

interpreter use, and related outcomes. This data should be reported regularly, including measures like, 

how often services are accessed, how well needs are met, and whether urgent support is available. 

Crucially, these figures must be used to monitor equity, hold services accountable, and guide real 

improvements. 

Organisations responsible: Department of Health and Social Care (DHSC) and Integrated Care 

Boards (ICBs) 

 Ensure adequate funding on interpreting services. 

Recognising interpreters as a safety-critical resource in maternity and neonatal services, adequate 

funding should be allocated to support the provision of high-quality interpreting services. 

Organisations responsible: Department of Health and Social Care (DHSC) and Integrated Care 

Boards (ICBs) 

 Assessment and regulation to ensure the safety of new technology. 

Given the increasing availability of AI-based interpreting tools for healthcare services, steps must be 

taken to evaluate their quality, reliability, and impact on the care of women and birthing people. This 
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should include assessing the appropriateness of using AI-based interpreting depending on the clinical 

scenario, setting, and complexity of communication. There must be recognition that AI may not be 

suitable for all situations, particularly those involving sensitive, nuanced, or high-risk discussions. This 

aligns with the recently published NHS England Community Languages Improvement Framework 

(2025)7, which recommends the development of a national policy briefing on the ethical and appropriate 

use of AI in health care for translation and interpreting services. 

Organisation responsible: Department of Health and Social Care (DHSC) 

 

Actions for maternity and neonatal services 

 Foster a high-quality interpreting environment. 

Healthcare providers in maternity and neonatal care must create an infrastructure that supports 

effective interpreting services by: 

• Implementing appropriate IT systems. 

• Enhancing booking and documentation protocols, especially for emergency appointments. 

• Allowing flexibility and extended appointment times to accommodate language needs. 

This echoes existing guidance and reflects recommendations from Healthwatch England (2022)8 and 

MBRRACE-UK (2024)9 

Organisations responsible:  

• Integrated Care Boards (ICBs): Funding and oversight 

• Local Maternity and Neonatal Systems (LMNSs): Coordination 

• NHS Trusts: Identify service needs alongside LMNS and implement local solutions 

 Strengthen oversight and quality assurance. 

Steps should be taken to enhance oversight of interpreting services in maternity and neonatal care, 

ensuring they are consistently effective, reliable, and equitable. This includes exploring ways to monitor 

quality, improve consistency, and assess whether current provisions meet the needs of women and 

birthing people. Effort must be made to actively gather feedback from women and birthing people, 

especially those from the most underrepresented communities. This echoes MBRRACE-UK (2024)3 

recommendations. 

Organisations responsible:  

• Integrated Care Boards (ICBs): Monitoring and performance oversight 

• Local Maternity and Neonatal Systems (LMNSs): Quality coordination 

• NHS Trusts: Service-level reporting and feedback 
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 Provide comprehensive staff training. 

Services providing maternity care should ensure that healthcare professionals receive patient-centred 

training covering: 

• The role of interpreters in ensuring safety, consent, confidentiality, and positive patient 

experiences. 

• Prompt interpreter booking procedures, especially in emergencies. 

• Sensitivity to gender preferences, cultural differences, and literacy barriers. 

• Effective use of interpreters, including considerations around IT support for staff. 

This aligns with NHS England Community Languages Improvement Framework (2025)7 and NHS SCW 

Commissioning Support Unit (2024)10 recommendations. 

Organisations responsible:  

• Integrated Care Boards (ICBs): Funding and oversight 

• Local Maternity and Neonatal Systems (LMNSs): Training coordination  

• NHS Trusts: Implementation and delivery 

 Ensure women and birthing people are aware of their rights for language support 

Co-produce a variety of inclusive and accessible resources to inform women and birthing people about 

their rights and entitlement to language support. Ensure widespread dissemination across hospitals, 

community services, and the VCSE sector. 

Organisations responsible:  

• Integrated Care Boards (ICBs): Funding and oversight 

• Local Maternity and Neonatal Systems (LMNSs): Resource co-production and coordination 

• NHS Trusts: Dissemination 

 Collaboration between Local Maternity and Neonatal Systems and VCSEs. 

Local Maternity and Neonatal Systems (LMNSs) should work closely with local Voluntary, Community, 

and Social Enterprises (VCSEs) and involve them as mature partners to improve access to interpreting 

services, which reflect local need. This echoes NHS England’s statutory guidance11. 

Organisations responsible:  

• Integrated Care Boards (ICBs): Funding and oversight 

• Local Maternity and Neonatal Systems (LMNSs): Regional coordination 

• NHS Trusts: Engagement and implementation 

 



   

 

 
6 

Actions for interpreting services and professional bodies 

While this area was beyond the scope of our research, improving the quality and consistency of 

interpreting services in maternity and neonatal care remains a clear priority.  

Our recommendations are to: 

 Improve training and ethics. 

Develop or strengthen training programmes that reflect the specific needs of maternity and neonatal 

care. This includes ethical guidance on confidentiality, consent, and trauma-informed communication. 

 Clarifying role boundaries. 

Define and communicate interpreters’ professional responsibilities to avoid role confusion, particularly in 

clinical or sensitive settings. 

 Strengthening professional regulation. 

Explore the feasibility of more formal oversight and registration mechanisms to promote quality, 

accountability, and consistency. 

Organisations responsible: These actions should be led collaboratively by interpreting service 

providers, training bodies, and relevant regulatory organisations, with input from service users and 

maternity care professionals. 
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Insights into interpreting 

What we did 

Our engagement aimed to explore the challenges of accessing and providing interpreting services in 

maternity and neonatal care settings. We engaged with healthcare professionals and researchers from 

various NHS regions, covering multiple trusts and Integrated Care Systems (ICSs), to understand 

experiences on the frontline and systemic barriers. 

We conducted structured interviews and insight meetings with interpreters from diverse linguistic 

backgrounds to capture the perspective of interpreters. We also participated in an in-house interpreting 

team meeting to gather additional insights. 

Service user representatives' perspectives were gathered through surveys and focus groups conducted 

by National Maternity Voices, supplemented by workshops facilitated by the NHS England Maternity 

and Neonatal Programme with NHS service user voice representatives. 

Furthermore, we engaged VCSE organisations through insight meetings to identify systemic challenges 

and community-led responses. Additionally, structured interviews conducted by Newham Nurture (NCT) 

with refugee and migrant women and by Lipspeaker UK with deaf women ensured the inclusion of lived 

experiences. 

For limitations and further details on our approach, please see Appendix D - Limitations. 

What we heard 

Too often the role of interpreters is unclear 

During our engagement, it became evident that there is considerable ambiguity regarding the role of 

interpreters in interactions between women and birthing people, healthcare professionals, and 

interpreters themselves. This lack of clarity has led to differing expectations, which has implications for 

effective communication in maternity and neonatal care settings. 

Interpreters reported instances where healthcare professionals asked them to assist with tasks beyond 

direct interpretation, such as filling in forms with pregnant individuals. Some interpreters expressed 

concerns that such requests extended beyond their professional remit and raised ethical 

considerations. Conversely, some healthcare professionals perceived interpreters as advocates who 

should take on a more active role in supporting patients. In contrast, others believed that interpreters 

should strictly limit themselves to relaying spoken communication without additional involvement. 

Similarly, expectations regarding the explanation of medical terminology varied. Some women and 

healthcare professionals assumed that interpreters should clarify complex medical terms, whereas 

others, particularly interpreters, felt that it was the responsibility of healthcare professionals to provide 

explanations, with interpreters focusing solely on translation. These differing perspectives highlight a 

lack of consensus on role boundaries, which can contribute to confusion and inconsistencies in 

practice. 
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Lack of access & availability of interpreters directly impacts care 

Too often, healthcare professionals see interpreting as an ‘optional’ service. 

Interpreters are not consistently booked for appointments, even when this has been specifically 

requested in advance. This lack of reliability can lead to significant frustrations, particularly for women 

arriving for their scheduled appointments only to find no interpreter has been booked. As a result, these 

women may face communication barriers that hinder their ability to fully engage in discussions about 

their care. 

 

Remote interpreting is convenient but does not meet all needs and is not appropriate in 

all situations. 

Some NHS trusts rely solely on phone interpreting, which many women have expressed can feel 

impersonal, ineffective, and stressful (particularly when the call quality is poor). This concern is 

magnified during sensitive discussions where communication is crucial. The feedback from the d/Deaf 

community overwhelmingly indicated that face-to-face interpreting is preferred over remote options. 

Most interpreters we consulted echoed this sentiment, stating that they favour in-person interactions as 

it eliminates technical problems, and being physically present allows them to observe body language 

and facial expressions, which significantly enhances the quality of their interpretation. 

“I don’t know I should ask for an interpreter, when I asked for 

an interpreter, they tried to call an interpreter, but the interpreter 

did not pick up the phone. Sometimes I ask for an interpreter, 

and they said there's no interpreter.” 

[Refugee mother] 

"I would inform my preferred interpreters of medical 

appointments, they would save the date, and then no one was 

booked. Sometimes they were, but more often than not, no." 

[Deaf mother] 

"Interpreting services are sadly seen as a nice-to-have rather 

than an absolute essential." 

[Midwife] 
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Limited documentation of language needs results in women having to repeatedly 

explain their language needs. 

Many individuals expressed concern about the lack of documentation regarding their interpreting needs. 

Healthcare professionals also noted the absence of established protocols for recording interpreting 

need. These gaps have already been highlighted by MBRRACE-UK (2024)3 and the Office for Health 

Improvement and Disparities whose guidelines state that a patient’s language and interpreting needs 

must be documented in their health records12. 

Some healthcare providers highlighted the importance of regularly reviewing a woman's language 

needs throughout her maternity and neonatal care journey. Ongoing assessment is particularly 

important when considering that more complex conversations may arise during this time. Initial 

documentation of need might not accurately reflect future interpreting needs for more complex 

discussions.  

 

Over-reliance on family members and partners can create distress for women and 

birthing people. 

When interpreters are unavailable, healthcare staff often ask partners or family members to act as 

interpreters. This dependence can cause distress for women, particularly during sensitive medical 

procedures such as internal examinations or labour instructions. This practice also goes against NHS 

England and NICE guidance on routine antenatal care, which both strongly advise against the use of 

friends or family as interpreters and encourage the use of professional interpreters to ensure clear, 

accurate communication and to protect patient confidentiality and welfare13. 

While some women may prefer having family members as interpreters, it is vital to remain aware of 

potential power imbalances and the risks of incomplete or biased translations that can occur in 

discussions involving friends and family, especially in sensitive medical contexts. Conversely, 

completely prohibiting family members from interpreting can alienate patients, creating additional 

barriers to trust and communication. 

"An iPad on wheels or language line can only work up to a 

certain point. When people are in active labour and when things 

are changing very quickly, that's not going  

to be appropriate at all." 

[Midwife] 

“It would be a dream to have my communication needs 

documented in my NHS system indefinitely and to book a BSL 

interpreter without having to repeat myself each time.” 

[Deaf mother] 
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Not accommodating preferences for interpreter gender impacts women’s wellbeing. 

Often, there is no choice regarding the gender of interpreters. This situation has been reported by 

several women who express that it has significantly impacted their care. The experiences shared by 

refugee women highlight the considerable discomfort and lack of confidence they feel when discussing 

personal matters in front of male interpreters and medical professionals. One woman conveyed her 

unease in addressing intimate health issues with a male interpreter, stating that she struggled to 

articulate her concerns about her body.  

Not offering women the opportunity to specify interpreter gender is inconsistent with NICE guidance on 

routine antenatal care13, which recommends that services offer a same-sex interpreter if requested, 

recognising the importance of respectful and sensitive communication. Although current NICE 

guidelines on intrapartum care no longer make specific reference to clinician gender or sex, they 

emphasise the need for individualised, person-centred care that takes account of each woman’s 

preferences and circumstances14. These recommendations highlight a consistent focus on supporting 

women’s comfort, dignity, and choice in contexts involving sensitive or personal care. NHS England’s 

principles for high-quality interpreting in Primary Care15 reinforce this by emphasising the need for 

culturally responsive, person-centred communication. In addition, the Equality Act 201016 requires 

healthcare providers to make reasonable adjustments that support equitable access to care, including 

accommodating gender preferences linked to religious, cultural, or psychological needs. 

 

“My partner had to act as the interpreter- this wasn’t fair, 

especially in emergencies as he couldn’t support me  

as a partner.”  

[Deaf mother] 

"Always my partner asked at each and every appointment to 

PLEASE book an interpreter. They always said yes but didn’t 

always follow through."  

[Deaf mother] 

"Once it was a male interpreter, and I wanted to talk about my 

vagina, but I couldn't. I was really uncomfortable; I had to use 

my hand to just say that […]. I couldn't explain really well what I 

wanted to talk about my private part. I was really confused, and 

I wasn't comfortable." 

[Refugee mother] 
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Differing views on healthcare staff being used as interpreters. 

During our research, opinions varied on using healthcare staff to interpret or communicate in women’s 

native languages. Some healthcare professionals strongly opposed this practice due to concerns about 

safety. They worried that relying on staff for interpretation might lead to misunderstanding or 

miscommunication. 

Conversely, other professionals supported the idea, believing it helped build trust with patients. This 

viewpoint aligned with the experiences of some of the service users we engaged with, who shared that 

when doctors, midwives, or nurses spoke to them in their native language, it was usually greatly 

appreciated. 

While having healthcare staff who spoke the same language as patients could foster a sense of 

connection, depending on them for full interpretation posed risks, as they generally lacked the 

specialised training needed to interpret effectively. 

One case involved a consultant assuming that a colleague could interpret simply because they shared 

an ethnic background with the patient. This placed unnecessary pressure on the staff member and led 

to inadequate interpretation as the dialect was not the same. 

Funding constraints and lack of standards weaken interpreter provision 

High costs and restricted budgets lead to a focus on cost rather than quality. 

High costs and limited budgets result in healthcare providers focussing on lowering costs at the 

expense of quality. Many participants said that interpreter services are not funded sufficiently, 

especially in areas with many languages spoken. Some hospital staff said that rules discouraged 

midwives from using interpreters outside normal working hours due to budget limits. A doctor shared an 

experience where they needed an interpreter for multiple check-ins on the same day but were told, "We 

already used an interpreter once today for this person." highlighting how financial limits can sometimes 

come before medical needs. 

Some participants said that interpreters should be seen as "safety-critical" resources rather than 

optional services. This means they are necessary to make sure patients understand medical 

information and can give informed consent.  

Large agencies dominate the provision of interpreting services in the NHS. 

We heard that healthcare providers often contract large agencies for interpreter services and that the 

terms of these agreements can create problems. For example, some agencies limit travel costs and 

“I couldn't and didn’t say to them that I needed a female 

because I didn't know my right, I didn't know that I could 

request for one and say that I needed it, because of what I 

wanted to talk about. I didn't know about that I could choose a 

female and not a male interpreter.” 

[Refugee mother] 
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only pay interpreters for short jobs, making it harder for interpreters to accept work in remote areas. As 

a result, hospital staff in rural areas often experience cancelled or delayed bookings. 

Smaller, community-based interpreting services find it difficult to compete with large agencies. This 

canreduce access to culturally appropriate services and limit support for languages spoken by smaller 

communities. Healthcare providers reliance on large external agencies means there is little control over 

interpreter qualifications and training.

 

Lack of national guidance leads to fragmented provision. 

A consistent theme that emerged was the need for clear, standardised national guidance on procuring 

and commissioning interpreting services. Participants highlighted that such guidelines should include 

minimum training requirements, pricing structures, and comprehensive language coverage to ensure 

both equity and cost-effectiveness. In the absence of national guidance, healthcare providers 

commission and manage interpreting services differently, leading to fragmented and inconsistent 

provision.  

Interpreter qualifications and training also vary between regions and agencies. Some interpreters have 

significant experience in medical settings, while others may have little training or knowledge of medical 

terminology. Because there is no standard qualification system, patients may receive very different 

service levels depending on the interpreter they are assigned. 

Data collection and accountability. 

Many participants agreed that a number of services fail to systematically record the need for or use of 

interpreters, leading to limited data on usage patterns and outcomes. Inadequate data collection 

hinders identifying service gaps, monitoring spending, and holding providers accountable. This issue 

was highlighted in the latest MBRRACE-UK (2024)3report, which found that out of 589 documented 

interactions involving 25 women who required an interpreter, 50% occurred without any recorded 

interpreting support.  

 

"Interpreters hired via an agency have their mileage capped, so 

may not be inclined to travel to our hospital depending on 

where they are based—also, if they live that far away, it would 

take too long to get there anyway." 

[MNVP Voice Lead] 

"Whilst midwives may record that an interpreter didn't arrive or 

couldn't be sourced, there's no accurate data on this (other than 

anecdotal) so improvements can't be actioned." 

[MNVP Lead] 
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Distrust of interpreters leads to reluctance to use interpreting services 

Distrust of interpreters due to poor quality. 

Some service users reported not trusting some of the interpreters who were provided for them. Some 

reported that the interpreter didn’t speak English fluently whilst others felt that what they were saying 

was not conveyed properly to their midwife. 

 

 

 

Most of the midwives we interviewed reported a distrust of interpreters, explaining that they could never 

be sure that the quality of the interpreting was adequate and there was no way to check. Few 

mentioned any processes for raising concerns about poor interpretation, and several were unsure 

whether such procedures even existed or how they would go about escalating issues if they arose. 

“So please, as an interpreter you should just translate what is 

said, don't make a short note, say what the mum is saying. If I 

am explaining in four or five lines, whatever I'm saying the 

interpreter should say in my four or five lines, not make it a 

short note, that's not good.” 

[Refugee mother] 

“When they called an interpreter it appears that the interpreter 

did not understand English, as I understood what he was asked 

to translate better that what he translated.” 

[Refugee mother] 

“I had an interpreter at a different time who didn't interpret too 

well, and I helped and told him some words in Urdu cause he 

didn't know how to translate them, the words were 'respect' and 

'trust', he didn't know so I told him. Sometimes the words they 

don't know so they need to describe the meaning using lots of 

other words.” 

[Asylum-seeking mother] 
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Such incidents undermine confidence, and without clear accountability protocols, health professionals 

didn’t feel confident to confirm whether the interpreter was conveying messages accurately. This 

perceived poor quality and potential misinterpretation sometimes led staff and patients to avoid using 

interpreters and communicate directly in limited English,  rather than risk an incorrect or incomplete 

translation. 

Distrust of interpreters because of unprofessional conduct and discrimination. 

Both service users and midwives described unprofessional behaviour from interpreters, which has 

contributed to widespread distrust. Staff reported incidents where interpreters appeared to multitask 

during phone calls, such as doing household chores or ending the call early if a family member spoke 

limited English. These experiences have led some professionals to avoid using interpreting services 

altogether: 

 

Some refugee women also shared distressing accounts of interpreters acting dismissively or rudely in 

emotionally charged situations: 

 

"I've sat in a room where an interpreter said: ‘Oh, you don’t 

need to worry about that,’ instead of directly translating what I 

had said." 

[Midwife] 

“In terms of staff members, I feel there is a lot of avoidance 

when it comes to the use of the interpretation service because I 

think it's based on negative experiences with it or that feeling of 

discomfort or lack of trust.” 

[Researcher] 

“My doctor was showing their sadness and feelings, but 

interpreter was rude and like she didn't care what was being 

told to me. Interpreter was not professional. She was just 

translating and not showing on her face and voice the terrible 

actual news we are being told.” 

[Refugee mother] 
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Distrust is further reinforced by concerns about discrimination from interpreters. In one of our insight 

meetings, an advocate explained that some Roma individuals experience biased treatment from 

interpreters who do not share their cultural background. This can lead to miscommunication, feelings of 

exclusion, and a lack of confidence in the care received. 

Confidentiality frequently came up as a concern. 

Confidentiality came up often and needs further investigation. Healthcare professionals often raised it 

as a concern, but most of the women and birthing people we spoke to felt their conversations were kept 

private when a professional interpreter was present. However, because we spoke to a small group of 

women, this may not reflect everyone’s experience, and the issue needs more research. 

One deaf woman’s experience highlighted a potential confidentiality issue in small communities where 

there are fewer interpreters available. In such settings, the likelihood of encountering the same 

interpreter repeatedly may raise concerns about privacy. In addition, she shared that if an interpreter 

has deaf family members, they did not feel confident that confidentiality will not be breached. This was 

echoed by a BSL interpreter: 

 

On the other hand, some interpreters reported that healthcare professionals were not always mindful of 

confidentiality: 

 

“Interpreter is so bored, and rude asking me so why you asking 

all these questions? Why? I say that my baby not good and you 

need to listen to me, and I need to ask more questions. But the 

man was very disturbing to me and forcing me to listen to him. 

No, I didn't tell anyone as I don't want to cause problems.” 

[Refugee mother] 

“Many deaf people do not trust interpreters who have deaf 

family members as they may feel their personal stories/situation 

may be discussed when at home.” 

[BSL interpreter] 

“Occasionally midwives will be talking and ask me not to 

interpret what they are saying to the deaf parents. I politely 

remind them that I am the parents' ears and if I hear something, 

I interpret it.” 

[Interpreter] 
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Conveying bad news takes an emotional toll on interpreters. 

Some of the interpreters we spoke to shared that interpreting traumatic situations such as stillbirth, 

miscarriage, or abuse cases can be emotionally draining for interpreters. Unlike healthcare 

professionals, interpreters often lack colleagues or managers to whom they can turn for support in 

processing these distressing experiences. Because they are bound by confidentiality, sharing their 

experiences can become challenging, especially in the absence of a formal process for support. We 

heard that emotional impact is not typically addressed in interpreter training.  

Systemic constraints hinder the provision of effective interpreting 

Lack of capacity to accommodate extended appointments puts pressure on staff and 

interpreters. 

NICE guidance on pregnancy and complex social factors17 states that local antenatal services should 

offer flexibility in the number and length of antenatal appointments when interpreting services are used; 

however, many midwives reported that this was not always possible due to the way antenatal clinics are 

run. 

Consequently, they shared that maternity appointments involving an interpreter frequently run over 

time. Many services are not designed to accommodate this additional length, causing clinics to overrun, 

interpreters to leave for other appointments, and leading to staff reluctance to use them in future. 

 

Emergency situations exacerbate unmet interpreting needs. 

Healthcare staff reported often feeling unprepared for emergencies that require the presence of an 

interpreter. In many cases, they resort to using family members or quick, temporary solutions due to the 

lack of clear guidance on handling these situations effectively. This is a particular issue in maternity 

care where there are frequently urgent scenarios. 

Delays in securing an interpreter can lead to significant stress for both patients and healthcare 

providers. We heard that in some instances, interpreters are only brought in after crucial decisions have 

“My dilemma is the midwife asking me to step outside to 

‘prepare me’ for what they are about to say; this means I know 

the information before the parents, and this doesn’t always sit 

well with me.” 

 [Interpreter] 

“Antenatal clinics often run late due to the nature of the work, 

so booking interpreters can be very difficult, especially after 

normal hours.” 

 [Midwife] 
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been made, leaving women and birthing people uninformed and unable to give proper consent. 

Similarly, in neonatal emergencies, urgent treatments frequently occur without full communication, 

resulting in parents receiving explanations only after the fact rather than in real-time during the crisis.  

These concerns are reinforced by the latest MBRRACE-UK report3, which found that professional 

interpreting services were documented in only 37% of the emergency contacts they explored, including 

emergency department visits and triage assessments. 

 

 

 

Technology issues can lead to poor quality service. 

Staff shared that poor Wi-Fi or a lack of devices (e.g., tablets for video interpreting) hampers attempts 

to use remote services. Some said that only one working phone is available for the entire service, which 

hampers the effectiveness of telephone interpreting lines, as they have been reported to drop calls, 

causing frustration and confusion. Furthermore, it has been noted that not all staff possess the digital 

skills necessary to utilise remote interpreters, which can impact the delivery of digital options, possibly 

prolonging the process or leading staff to avoid them altogether. 

"For my son my first child, I had interpreters, but I didn't have 

one when went into the labour room itself. There were things 

that I wanted to ask then, but I couldn't because I didn't have 

any interpreter, and I couldn't even ask for help when I had 

pains. I couldn't even ask for any pain relief because I didn't 

have any epidural. I wanted to ask for pain relief medication, 

but I couldn't I didn't know how.” 

[Refugee mother] 

“I'd like to say when I give birth to my last baby, it was an 

emergency C-section, and I'd like to say that time I really 

needed an interpreter, because I wanted to say so many things. 

I want to explain somethings, but there were all 

English-speaking people there and I have no interpreter.” 

[Refugee mother] 

"Interpreter use is sometimes deprioritised due to financial 

constraints, lack of awareness, or reluctance to book 

interpreters in advance when patients may not attend." 

[MNVP Voice Lead] 
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Structural and environmental issues. 

Navigating hospital environments can present significant challenges for women and birthing people who 

do not speak English. For example, entrance doors are often controlled by intercom systems at night, 

which can be particularly inaccessible for deaf people attempting to enter a hospital. Once inside, the 

building layout can be disorienting, even for people whose first language is English, and signage is 

typically only available in English, creating additional barriers for speakers of other languages. Clinical 

spaces also present sensory challenges. An interpreter shared that rooms are often dimly lit and good 

lighting is important to see facial expressions for D/deaf women and birthing people, but the 

atmosphere in the room is also important to offer a relaxing ambiance for parents. For deafblind 

parents, scan rooms can be challenging to navigate as they can’t see the screen or hear their baby’s 

heartbeat. These environmental factors can significantly affect communication, understanding, and 

emotional comfort during care. 

Systemic barriers affect access to interpreting. 

Although not directly related to interpreting, several issues frequently arose in discussions, echoing the 

findings from the 2024 MBRRACE-UK confidential enquiry3. Migrant and refugee women often 

experience frequent relocation, leading to additional challenges, as well as gaps and inconsistencies in 

the support available to them, an issue also highlighted in the MBRRACE-UK report, which identified 

late or missed antenatal bookings among recently migrated women.  

The maternity system in the UK differs significantly from that of other countries, leading to varied 

expectations based on the birthing persons country of origin. Where expectations are different, there 

are often delays securing necessary care, again aligning with MBRRACE-UK findings on the impact of 

unfamiliarity with NHS maternity pathways. Additionally, structural barriers, including displacement and 

isolation, contribute to the health inequities experienced by asylum-seeking individuals during childbirth. 

Several participants identified the 'No Recourse to Public Funds' (NRPF) condition as a significant 

barrier, preventing many migrant women from accessing financial support necessary for essential 

maternity and neonatal care. This concern has been highlighted by advocacy groups and healthcare 

professionals, including the Royal College of Obstetricians and Gynaecologists (RCOG) and the Royal 

College of Midwives (RCM), who have observed the adverse effects of financial hardship on maternal 

and infant health outcomes. The inability to afford healthcare costs or transportation expenses often 

leads to delayed or missed appointments, further exacerbating health inequalities. The RCOG has 

called for the UK Government to "immediately and permanently suspend NHS charging regulations for 

maternity care due to the harm this system causes to the health of women and their babies during the 

perinatal period." 

A National Institute for Health Research (NIHR) funded project aims to explore the long-term health and 

social outcomes of pregnant women and young children with NRPF. The research includes a 

systematic review of international literature, analysis of UK-based cohorts, and co-production of 

guidance for multidisciplinary professionals. This study seeks to address significant knowledge gaps 

and develop strategies to reduce inequalities in maternity and neonatal care for migrant women 

affected by NRPF.  

Overall, many of the individuals we spoke to identified similar issues, agreeing that in order to reduce 

inequalities faced by those encountering language barriers, we cannot address interpreting needs in 
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isolation. A holistic approach is required to tackle the wider systemic barriers affecting access to 

maternity care. 

Power imbalances & lack of informed consent 

Many women were not made aware of their right to have an interpreter. 

A recurring issue for many women was their lack of awareness that they had the right to ask for an 

interpreter during antenatal care and childbirth. This lack of knowledge added to their stress and 

prevented them from communicating symptoms, preferences, and concerns. 

 

 

Many women were unable to ask for an interpreter. 

Some women also described a lack of clarity about whether or how they could request an interpreter. 

This often happened during labour, when physical pain and emotional stress made it even harder for 

them to advocate for themselves. These testimonies highlight the vulnerability of women in labour, who 

rely on clinical staff to guide them through complex procedures and painful processes. Without 

interpreting support, many women simply endured without fully comprehending their options or what 

was happening. 

“They did not ask me if I needed an interpreter, and I did not 

ask because I was stressed and did not know that I could ask 

for an interpreter.” 

[Refugee mother] 

“I wish somebody told me I could have interpreters. I could 

explain my feelings, my emotion, my mental health problem. I 

could share with interpreter. The interpreter then could explain 

to my doctor. So, I had a lack of information to know my rights 

and I didn't want to terminate my baby, I want my baby, and I 

took the decision and I gave birth.” 

[Refugee mother] 
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Many women report not feeling able to ask for what they need or just saying “yes” when 

they don’t understand something. 

Fear, language barriers, and lack of confidence were significant factors that made women remain silent 

or agree to things they did not fully understand. NICE guidance on pregnancy and complex social 

factors17 recommends that healthcare professionals check women’s understanding of spoken 

information, but these accounts suggest that does not always happen in practice. Often, inadequate or 

dismissive communication practices compounded women’s uncertainty. In some instances, interpreters 

themselves contributed to the difficulties by discouraging questions and undermining women’s ability to 

express their needs. 

 

“I didn't know whether to ask for an interpreter. I didn't know 

what to do, I was just there on the bed until I had my child. I 

didn't know whether to ask for an interpreter and she didn't 

even tell me whether I could get an interpreter. I was just there, 

maybe it was the pain and the situation, but I didn't realise that I 

could ask for one.” 

[Refugee mother] 

“When I was in the labour room, I didn't even remember 

anything. I didn't remember to ask for anything. I didn't know 

what was going on. I didn't remember and I didn't have any 

interpreter. It was really important at that moment, and she the 

midwife, the person with me did not offer me an interpreter. 

Maybe they forgot as well as I did, but I don't know. I needed an 

interpreter, but she didn't offer, and I didn't remember.” 

[Refugee mother] 

“When there's no interpreter available sometimes, they just use 

signs, like they use their hands to talk to me and say, do I 

understand? Sometimes I'll just say, yes, I do understand, but I 

don't really understand. I just don't get the full picture of what 

they're trying to say but I just say, okay.” 

[Asylum-seeker mother] 
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Some women felt decisions were made about them without their full understanding, and 

medical acts were performed without their consent. 

Consent is a cornerstone of ethical medical practice, yet multiple stories point to situations in which 

women were neither consulted nor properly informed before medical decisions were made. This 

includes crucial moments during and after childbirth, internal examinations, and even safeguarding 

investigations, all conducted with insufficient communication support. 

Following a medical emergency shortly after giving birth, a deaf mother was admitted to a different 

maternity hospital where no interpreter was provided or offered. A family member communicated on her 

behalf without her consent and later spoke with a midwife assigned to her care, raising concerns about 

a potential conflict of interest. The absence of appropriate communication support during this critical 

time had a significant impact and highlights the importance of consistent access to interpreting services 

in healthcare settings. 

 

 

“I felt let down. Even planned scans/check-ups, sometimes had 

no interpreter. I felt like a nuisance and just accepted things 

being done to me when I didn’t really understand what or 

why- violated really. No informed choice at all.” 

[Deaf mother] 

“When the placenta was about to come out, they injected me 

with something, I don't know what it was, I don't know if that 

helped me, but they didn't say to me anything.” 

[Asylum-seeking mother] 

"I felt let down. Even planned scans/check-ups sometimes had 

no interpreter. I felt like a nuisance and just accepted things 

being done to me when I didn’t really understand what or why-

violated, really. No informed choice at all." 

[Deaf mother] 



   

 

 
22 

 

 

 

DHSC guidance18 on consent stresses that consent must be both voluntary and informed, and that the 

individual giving consent must have the capacity to make the decision. Additionally, as highlighted by 

Birthrights, “If a person’s consent is not obtained, the medical treatment will be against the law. It will be 

negligent, and in England and Wales, it will also constitute the crime of battery, and a civil wrong of 

trespass to the person. Failure to obtain consent also violates Article 8 of the European Convention. If 

the harm that occurs as a result is serious, it will breach Article 3 of the European Convention 

prohibiting inhuman and degrading treatment.”.19 

“They needed to come and do the stitches, but I think they did 

whatever they wanted to do to me, no asking. When I was 

being stitched up, I was in a lot of pain, and I moved and they 

told me to stay calm. I wanted them to stop stitching me, they 

asked me when I was being stitched if I wanted them to stop. 

And I asked, have you finished, and they said no. I was thinking 

if you haven't finished, why was I being asked if I wanted to 

stop if the stitching wasn't over. I didn't know how to express 

myself and understand so I just said, no. When she finished, 

she just left and said nothing.” 

[Refugee mother] 

“Whenever a midwife or doctor is going to give me an internal 

examination, all they do is they give me signs with their hands 

that they want to check, something like that with their hands 

that they're going to use their hands to go inside of me. And I 

just say, yes, but I don't know what they're going to do but I just 

know that they were going to examine me internally.” 

[Asylum-seeking mother] 

“I was in labour; I didn’t have interpreter they informed me what 

they were going to do for me. They gave me gel for pain, but 

pain was a lot so the female doctor, she was not good. She 

wasn't gentle with me. The staff was very rude. It is during the 

COVID time. The doctor didn’t touch me internally, but she was 

checking everything down there, she was very rude, and very 

rough and tough. She should have been  

more gentle with my body.” 

[Refugee mother] 
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Clinical staff withholding interpreting. 

Healthcare professionals, interpreters, as well as women and birthing people stated that some doctors, 

nurses, and midwives deliberately and repeatedly choose not to book interpreters, even when they 

know there is a documented language need. In many instances, midwives and consultants assumed 

that a patient could understand “enough” English to proceed if she nodded or smiled. Pressure to 

“manage without” interpreters persists, even when key medical conversations are taking place, and 

women may feel they cannot challenge clinical staff. This practice contravenes multiple guidelines, 

including NICE guidance on routine antenatal care13, NICE guidance on pregnancy and complex social 

factors17, and guidance from the Office for Health Improvement and Disparities12. 

A Somali woman was told by a midwife that she “spoke well enough” to proceed without an interpreter, 

despite her expressing discomfort with complex medical discussions in English. This misunderstanding 

of her needs led to confusion about her labour options. 

A family identified as needing an interpreter during her first antenatal appointment did not receive one 

again until after her baby was born. Despite multiple reminders from staff, no interpreter was arranged, 

and she struggled to understand critical medical information. While her baby was in neonatal care, 

healthcare professionals continued to rely on a digital interpreting service in a dialect she did not 

understand. Even after concerns were raised directly with nurses and doctors, no action was taken to 

provide proper interpretation. It was only after persistent advocacy and significant delays that daily 

interpreter support was arranged. 

Training & Professional standards 

Training needs for healthcare professionals. 

Our research suggests that language barriers, cultural misunderstandings, and a lack of inclusive 

communication methods continue to pose challenges for many women and birthing people with English 

as an additional language in maternity care. The absence of adequate training for healthcare 

professionals may contribute to miscommunication, distress, and difficulties in providing equitable and 

patient-centred care. 

Raise awareness of the importance of interpreters.  

Many participants, including interpreters, healthcare staff and individuals from voluntary organisations, 

shared that many healthcare professionals do not fully recognise the necessity of consistent and 

effective interpretation services.  

 

This highlights the risk of miscommunication when patients are expected to navigate complex medical 

discussions without appropriate language support. Ensuring that healthcare professionals receive 

training on the importance of language accessibility is essential for improving outcomes. 

"Sometimes, when they call the interpreter on the phone, and 

the interpreter does not respond, they just speak to me in 

English, and I try to understand." 

[Asylum-seeking mother] 



   

 

 
24 

Embed language needs assessment and regular reviews. 

Many healthcare professionals expressed not being sure how to evaluate language needs, especially 

when someone seems to have “good enough” English or is saying they don’t need an interpreter. 

Several people we engaged with raised that even people who speak English fluently might need an 

interpreter at times, and that it is important to continually review the need for an interpreter. Complex 

situations might arise, which require extra help from an interpreter. 

Enhance understanding of dialect differences. 

Even when interpretation services are provided, a lack of awareness about dialect differences can lead 

to further communication barriers. Training for healthcare professionals and interpreters should include 

awareness of linguistic diversity within languages to ensure that patients receive accurate and effective 

communication support. 

 

Lack of awareness about the gender of the interpreter. 

In some cases, healthcare professionals are unaware of the importance of providing a female 

interpreter for women and birthing people, particularly for sensitive medical consultations. This issue is 

explored further in the section Not accommodating preferences for interpreter gender impacts women’s 

wellbeing., but it is essential that training programs emphasise the cultural and personal significance of 

interpreters’ gender in maternity care. 

Limited understanding of literacy barriers. 

In some cases, translated written materials are offered as a substitute for spoken interpreting. However, 

this approach can exclude many women and birthing people who face literacy barriers. Not all 

individuals can read in their first language, and some, such as Deaf women or those with limited formal 

education, may not read English fluently or at all. As a result, critical health information may remain 

inaccessible. To ensure equitable communication, healthcare services must go beyond written 

translation and provide information in accessible formats, including verbal explanations, visual aids, and 

sign language where appropriate. 

Understand the impact of delivering bad news on interpreters. 

Many interpreters we spoke with have encountered distressing situations, some more frequently than 

others. Due to the nature of their role, interpreters often work in isolation, yet they receive no emotional 

support or debriefing afterwards.  

Furthermore, some interpreters reported feeling like an afterthought, as they are expected to deliver 

high-quality service despite receiving minimal recognition or accommodation for their essential roles. 

"My friends who were in a similar hospital had problems where 

they were given interpreters who speak Pashto but given an 

interpreter who speaks a different dialect of Pashto." 

[Asylum-seeking mother] 
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Training needs for interpreters. 

Feedback from both clinical staff, women and birthing people highlights areas where further training is 

needed to improve the quality of interpretation in maternity care. 

Avoiding inappropriate reassurance and communicating with empathy 

Some midwives have raised concerns that interpreters sometimes offer reassurances that may not be 

accurate. For example, some interpreters have been observed telling women and birthing people that 

“everything is going to be okay” in an attempt to comfort them. While this may be well-intended, 

midwives stress that it is not always appropriate to make such assurances, as the outcome of a 

pregnancy or medical situation is not always certain. 

At the same time, as highlighted in another section, service users have expressed that some 

interpreters fail to show empathy when delivering difficult news.  

This contrast highlights the need for interpreters to receive training in emotional intelligence and 

empathetic communication.  

Specialised knowledge and medical vocabulary in maternity care 

Most participants, interpreters included, agreed that interpreters working in maternity settings must 

have a strong understanding of pregnancy, birth, and postnatal care terminology. However, feedback 

from both mothers and healthcare professionals indicates that many interpreters lack the necessary 

vocabulary or knowledge to explain medical terms effectively. 

 

 

There were also concerns around interpreters lacking sufficient vocabulary, requiring them to search for 

definitions during appointments.  

"Even when the interpreter is experienced, they may not have 

been involved with pregnant ladies, so it’s important to have 

interpreters who know how to work with midwives and deaf 

parents." 

[Deaf mother] 

"The interpreter should be able to have enough of the language 

that they can explain what that means. So not just repeat the 

medical term to me in English and tell me that's what it is but be 

able to explain this is a test for the heart and so forth." 

[Asylum-seeking mother] 
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Addressing mental health stigma 

Many clinical staff have raised concerns about mental health stigma within certain communities and the 

role that interpreters play in shaping how mental health discussions are handled. In some cases, 

interpreters may reflect cultural attitudes that consider mental health a taboo subject, which can 

discourage women from openly discussing their struggles. If an interpreter downplays or dismisses 

mental health concerns, women may feel uncomfortable seeking support or sharing their experiences. 

 
Understanding FGM and its impact on maternity care 

During our interviews with interpreters, several highlighted the critical role of having an interpreter 

who understands Female Genital Mutilation (FGM). They explained that many people, including 

healthcare professionals, do not fully grasp the physical and psychological toll that pregnancy and 

birth can have on women who have undergone FGM. Having an interpreter who is either a 

survivor themselves or from a community affected by FGM can be a crucial support for these 

women. These interpreters bring a level of cultural understanding, sensitivity, and awareness that 

significantly enhances communication and care. 

However, interpreters, whether they are survivors themselves or from affected communities, may 

also require specialised training to navigate their role effectively. Given the widespread 

misunderstanding of FGM in healthcare settings, interpreters in these situations may find 

themselves expected to do more than simply convey language. Some may feel pressure to 

provide explanations or advocacy beyond their professional scope, while others may struggle with 

the emotional weight of the topic. 

Interpreters emphasised that both healthcare professionals and interpreters should receive 

training on FGM—health professionals to better understand the issue and interpreters to clarify 

their responsibilities and ethical boundaries. Training should ensure that interpreters are equipped 

to provide accurate, sensitive, and trauma-informed communication while maintaining 

professional neutrality. 

This insight highlights the need for improved training, both for healthcare professionals and 

interpreters, to better support women from communities where FGM is practised. 

"When she had the hearing test, there was an interpreter 

present, which I didn't request, they had requested for me. He 

was good but he had to google some words as well." 

[Asylum-seeking mother] 
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Further research: building on what we heard 

Suggestions for further research 

To build on this study's findings and address identified gaps, particularly in relation to interpreting 

provision in community-based care, we suggest the following areas for further investigation.  

National review of interpreting services in maternity and neonatal care 

Consider undertaking a comprehensive national review of interpreting provision across NHS Trusts in 

England to establish a clearer picture of current practices, challenges, and gaps, especially within 

community care. This is especially important given the NHS 10 Y-ear Plan’s emphasis on moving care 

into community settings. 

Use of family and friends as interpreters 

Explore the risks, ethical considerations, and preferences of service users when family members or 

friends are used to interpret in healthcare settings. 

NHS staff acting as interpreters 

Examine the practice of staff informally interpreting, including potential benefits, associated risks, and 

the need for clearer guidance and boundaries. 

Clinical decision-making and trust in interpreters 

Investigate why some clinical staff choose not to offer interpreting services, the underlying reasons for 

this, and how trust in professional interpreters could be improved. 

Role and experience of interpreters in maternity care 

Study interpreter training, emotional burden, and the dynamics between interpreters, women and 

birthing people, and healthcare staff. Consider areas of accountability and support for interpreters in 

this context. 

Digital interpreting solutions 

Assess the effectiveness of remote, and AI-based interpreting tools in maternity care, including their 

accessibility and acceptability to both staff and service users. 

Experiences of specific inclusion groups 

Conduct targeted research into the experiences of marginalised groups, including the Roma 

community, victims of modern slavery, the deafblind community, and people with complex 

communication needs. 

Further research: Looking at the use of professional interpreters in 

maternity care. 

An ongoing NIHR-funded study20 (pers. Comm.), led by Dr. Jennifer MacLellan and her team (professor 

Anne MacFarlane, associate professor Rachel Rowe, Professor Laura Sheard, Wendy Olayiwola, Dr 

Baz, and Mashkura Begum) at the National Perinatal Epidemiology unit (NPEU), University of Oxford, 

aims to understand how professionally trained interpreters are used in NHS maternity services and how 

access to them can be improved. 

This work may offer valuable insights into interpreter access, documentation, and service quality, issues 

that closely align with our own findings. By focusing on implementing existing best practices, the study 
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could inform future improvements in maternity care policies and services. Specifically, the project 

explores: 

• Recording interpreter needs: investigating whether NHS services properly document situations 

where a birthing individual requires an interpreter—and how this record-keeping influences care 

provision. 

• Interpreters requested vs. Provided: examining the gap between demand for interpreters and 

their actual availability to determine how often requests go unmet. 

• Role of interpreters in maternity care: clarifying how interpreters’ function during both formal 

medical consultations and more informal interactions, and whether all parties understand their 

professional role. 

• Challenges facing interpreters: identifying how working conditions, training requirements, and 

professional standards impact both the quality and sustainability of interpreting services. 

• Facilitators and barriers to professional interpreter use: pinpointing system-level obstacles and 

supports that affect access to trained interpreters, with a view to implementing practical 

improvements. 

Expected to conclude in September 2027, this study’s findings could significantly influence the delivery 

of interpreting services within NHS maternity settings. 
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Appendix A – Existing approaches to providing and supporting 

interpreting in maternity and neonatal care 

There are many ways interpreting services are provided in maternity and neonatal care across England. 

The following examples reflect initiatives that were shared directly with us as part of our project. 

Blended approach: In-house interpreters, volunteers, and digital tools 

A trust adjusted its approach to interpreting services by introducing in-house interpreters for frequently 

spoken languages such as Polish and other European languages, recruiting multilingual volunteers with 

medical experience, and continuing to use outsourced telephone and video interpreting services for 

less common languages. Staff incorporated digital translation tools to support real-time communication, 

and interpreters were employed on zero-hour contracts to accommodate varying demand. This 

combination of resources aimed to provide a structured system for language support while maintaining 

multiple options for patient communication. This trust considers that linguistic degrees are not always 

essential, and that with adequate training and support, individuals and medical professionals from 

diverse backgrounds can successfully fulfil interpreting roles. 

Digital and community-based initiatives in maternity care 

A maternity service implemented several measures to improve access to care for women with language 

and cultural barriers. Virtual translators (tablets on wheels) were placed in maternity areas to provide 

24/7 access to interpreters, and a co-produced video was developed to outline how to navigate 

services. The JanamApp was introduced, offering culturally tailored information for South-Asian women 

and birthing people, along with multilingual resource packs to provide standardised support. Community 

leaders were engaged to provide input on service development, and maternity staff participated in 

cultural competency training. Patient data, categorised by language, ethnicity, and socioeconomic 

background, is being reviewed to track trends and inform ongoing service adjustments. 

Comprehensive interpreting model integrated into maternity services. 

A Trust has adopted a broad approach to providing interpreting services to support patients with limited 

English proficiency. This initiative encompasses a variety of interpreting methods, including 

face-to-face, remote, and digital solutions, all of which are integrated into clinical workflows. 

The Trust prioritises face-to-face interpreting, which is especially important for key maternity 

appointments such as complex consultations, labour, and birth. This method is preferred when feasible, 

as it helps facilitate clear communication and informed consent. 

In instances where in-person interpreters are unavailable, telephone interpreting services through a 

language line are widely used. This alternative is accessible in various clinical settings, catering to both 

routine and emergency situations. 

Additionally, digital interpreting tools are part of the framework. For example, CardMedic is available to 

support standardised medical translations, and iPads mounted on wheels offer visual translation 

services, particularly in postnatal settings where real-time conversations are less of a priority. 

Training on using interpreting services is integrated into mandatory staff training. This way, midwives 

and maternity teams are well-informed about the options available to assist patients. Patients are 

assessed early on regarding their language needs, and their needs are documented accordingly. 
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Language needs are brought up in daily safety briefings to help identify where interpretation support is 

necessary. Furthermore, community-based initiatives are in place to provide additional assistance, 

including antenatal classes offered in the primary languages spoken by the local population. 

Training staff to improve communication with non-English-speaking 

patients. 

A maternity service incorporated a training video into midwives’ development programs to highlight 

communication challenges faced by non-English-speaking patients. The video depicted real-life 

scenarios to prompt discussions about cultural awareness and the role of interpreting services in patient 

care. Staff participated in training sessions designed to encourage reflection on systemic barriers and 

explore practical strategies for improving communication. Alongside these sessions, digital tools such 

as multilingual patient surveys and emergency translation apps were introduced to support language 

accessibility. 
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Appendix - B tools that support communication 

Mobile interpretation and multilingual communication tools have emerged as vital resources in 

healthcare, particularly in the areas of maternity care and emergency services. These tools include 

video remote interpreting (VRI) systems, multilingual applications, and online platforms such as 

Maternity Multilingual Padlets. They play a crucial role in bridging communication gaps for women and 

birthing people with limited proficiency in English. All those tools require workforce training for them to 

be used properly and to really benefit women and birthing people. 

Virtual Interpreting Services 

Mobile interpretation systems are portable solutions designed to provide real-time language support in 

healthcare and other professional settings. These systems typically consist of tablets or mobile devices 

mounted on wheeled stands, allowing easy access to video or audio remote interpreting services. They 

help bridge communication gaps between service providers and individuals with limited English 

proficiency, hearing impairments, or other communication barriers. 

Some NHS trusts have developed their own in-house solutions by integrating video remote interpreting 

apps into tablets on stands, allowing staff to access interpreters on demand. For example, DORA 

(Digital On-Demand Remote Access) was developed by Birmingham Women's and Children's NHS 

Foundation Trust to provide Face Time-based remote interpreting. 

Often the virtual interpreting services will also be available via an app on a phone.  

Other organisations commission third-party services that offer similar mobile solutions, such as: 

• LanguageLine Solutions – Interpreter on Wheels®: A commercial mobile video remote 

interpreting (VRI) system used in hospitals. 

• Martti by UpHealth: A remote interpreting service providing medically trained interpreters via 

rolling tablet stations. 

• AMN Healthcare – Virtual Interpreting Services: Provides mobile carts equipped with video and 

phone interpreters. 

 

Advantages: 

• Provides immediate access to professional interpreters via video or audio, helping to reduce 

delays in care. 

• Portable and scalable, allowing healthcare staff to move the device to where it is needed. 

• Enhances in-person interpreting, ensuring language support is available in emergencies or short 

consultations. 

Considerations: 

• Dependent on internet connectivity, requiring a well-functioning digital infrastructure. 

• Still reliant on trained interpreters, meaning availability and scheduling challenges may persist. 

• Less suitable for sensitive or complex conversations, where face-to-face interpretation is 

preferred. 



   

 

 
32 

CardMedic 

CardMedic is a digital communication tool designed to support healthcare professionals in 

communicating with patients who face language barriers, cognitive impairments, or hearing and visual 

difficulties. Developed by healthcare professionals, it aims to improve patient communication and 

understanding. 

 

The platform offers a library of pre--scripted clinical conversations available in over 50 languages, 

including British Sign Language and Easy Read formats. Key features include text-to-speech 

functionality, customisable content, and live translation chat. As a device-agnostic tool, CardMedic can 

be accessed on various devices, including smartphones, tablets, and computers. It is used across 

healthcare settings, including within the NHS and international hospitals. 

 

Advantages: 

• Provides instant access to pre--translated clinical scripts, supporting communication in routine 

interactions. 

• Available in multiple formats, including Easy Read and British Sign Language. 

• Works offline, ensuring accessibility in areas with limited internet connectivity. 

 

Considerations: 

• Pre--scripted content may limit flexibility, making it less suitable for complex discussions. 

• Relies on digital infrastructure, requiring functioning and well-resourced technology. 

• Does not replace professional interpreters. 

Communication cards 

A maternity team has produced communication cards intended to support effective interaction between 

maternity staff and service users. These cards are designed to facilitate basic discussions about care 

and wellbeing, particularly in situations where there may be language barriers or where professional 

interpretation is not immediately available. They present key phrases, questions, and prompts in 

multiple languages or pictorial formats, helping to streamline essential communication around antenatal 

and postnatal care. 

Advantages: 

• Facilitates clearer communication between maternity staff and service users, particularly where 

interpreters are not available. 

• Provides a straightforward way to convey basic information or questions about care and 

wellbeing. 

• May help reducing delays when a formal interpreter is not immediately available. 

 

Considerations: 

• Pictorial and linguistic resources may not cover all languages or cultural nuances. 

• Does not replace professional interpreters. 

JanamApp 

The JanamApp is a multilingual mobile application designed to support pregnant women, particularly 

from South Asian communities, by providing culturally sensitive, evidence-based information throughout 
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pregnancy, labour, and the postnatal period. It offers content in multiple languages, including English, 

Urdu, Gujarati, Hindi, Punjabi, Bengali, and Tamil. 

Key features of the app include an interactive pregnancy calendar, health notifications, and resources 

addressing mental health and bereavement. The information is presented through simple video 

illustrations and sketches, helping users understand bodily and behavioural changes during pregnancy. 

Developed in collaboration with healthcare professionals and the community, JanamApp aims to 

improve perinatal health outcomes and reduce health inequalities by empowering women with 

accessible and reliable information. 

Advantages: 

• Provides culturally sensitive maternity care information in multiple languages. 

• Free and widely accessible, reducing the need for interpreters in basic maternity education. 

• Includes video and audio content, supporting users with limited reading literacy. 

Considerations: 

• Requires digital literacy, which may pose challenges for some users. 

Maternity Multilingual Padlets 

Maternity Multilingual Padlets are interactive online platforms designed to provide accessible maternity 

care information in multiple languages. Using the Padlet tool, healthcare professionals compile and 

share resources covering a range of topics, including prenatal care, birthing practices, nutrition during 

pregnancy, postpartum recovery, and support for those experiencing loss. 

This initiative aims to bridge communication gaps for non-native speakers and individuals with limited 

proficiency in the primary language, ensuring they have access to essential maternity information. The 

platform includes multimedia content, such as videos and audio recordings, to enhance understanding 

and engagement. Many maternity units and NHS trusts have adopted this approach to support diverse 

populations. 

Advantages: 

• Provides maternity-related health information in multiple languages. 

• Easily accessible and regularly updated, serving as a reliable information hub. 

• Cost-effective and scalable, allowing NHS trusts to customise content for their communities. 

Considerations: 

• Requires digital and reading literacy, which may limit accessibility for some users. 

• The amount of content can feel overwhelming. 

• This is not directly accessible by women and birthing people. 

Pregnancy Care Transfer Cards for migrant and refugee women 

Pregnancy Care Transfer Cards are tools designed to enhance the safety and continuity of maternity 

care for pregnant women, particularly vulnerable migrants such as refugees and asylum seekers who 

may be relocated with little notice. These cards facilitate prompt access to maternity services and 

ensure seamless sharing of pregnancy records among healthcare professionals, which is crucial for 
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optimal outcomes. Originally developed by the Surrey Heartlands Local Maternity and Neonatal 

System, the cards have been adapted and are now available in 28 languages to address language and 

communication barriers that can delay appropriate care.  
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Appendix C - Enhancing access: Beyond interpreting in maternity 

and neonatal care 

Antenatal classes delivered in a preferred language. 

In some maternity services across England, antenatal classes are offered in multiple languages to 

support expectant parents with limited English proficiency. These initiatives aim to improve access to 

essential pregnancy and birth information, helping to reduce language barriers in maternity care. 

Examples of provision include: 

• Face-to-face antenatal classes delivered in languages such as Spanish, Portuguese, and 

Arabic, facilitated by maternity professionals. These sessions cover topics such as pregnancy 

rights, labour, and birth preparation. 

• Online antenatal education available in multiple languages, allowing expectant parents to 

access information flexibly at their convenience. 

• Interpreter-supported antenatal sessions designed for parents who require language assistance, 

ensuring that key maternity information is accessible. 

• Use of digital tools and mobile apps to provide multilingual antenatal education, enabling 

parents to engage with maternity care in their preferred language. 

Some services have explored the impact of these initiatives, particularly in improving engagement with 

maternity care and accessibility of information. These examples reflect services shared with us, though 

other similar approaches may also be in place across England. 

English as a second language classes for healthcare and maternity 

Creative English for infant health programme 

Faith Action piloted the Creative English for Infant Health programme in Birmingham to address infant 

mortality and improve health literacy among individuals with limited English proficiency. Building on 

previous Creative English health initiatives, the drama-based course focused on pre-conception and 

maternal health topics, including vaccinations, nutrition, screening, and mental well-being. The 

programme was delivered through trusted community hubs, combining interactive role-play and peer 

support to increase confidence in navigating healthcare services. The pilot exceeded its engagement 

targets, with significant improvements in participants' knowledge of screening, vaccinations, and 

lifestyle factors affecting infant health. Learners reported increased confidence in speaking English, 

booking appointments, and discussing health concerns. The initiative demonstrated the effectiveness of 

interactive, community-led learning in addressing health inequalities and highlighted the need for further 

digital literacy support and tailored outreach to vulnerable groups. 

Bespoke ESOL for maternal and infant health course 

Newham Nurture launched a bespoke ESOL (English for Speakers of Other Languages) pilot, in 

collaboration with the National Childbirth Trust, Alternatives Trust East London, and the Magpie Project, 

to support migrant women facing language barriers in accessing healthcare. The six-week programme 

aimed to improve participants’ confidence in communicating with health professionals, booking 
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appointments, and requesting interpreters. Through interactive learning, including role-playing and 

practical vocabulary exercises, attendees developed essential skills to describe symptoms, navigate 

healthcare systems, and advocate for their needs. Feedback indicated increased confidence in 

engaging with medical services, reduced reliance on emergency care, and improved ability to support 

their children’s health. The initiative highlighted the value of tailored language support in improving 

healthcare access and identified ongoing needs, particularly around grammar development and digital 

literacy. 

Perinatal support programme for asylum-seeking and trafficked mothers 

The Perinatal Support Programme, delivered by Hestia and Happy Baby Community in collaboration 

with the University of Nottingham’s Rights Lab, was designed to support asylum-seeking mothers and 

survivors of modern slavery through pregnancy, birth, and early motherhood. Recognising the multiple 

vulnerabilities faced by this group—including trauma, poor mental health, and barriers to healthcare, the 

programme provided a holistic package of support. This included birth companionship, perinatal health 

education, peer mentoring, and casework assistance, ensuring women could access maternity 

services, understand their rights, and develop parenting confidence. 

Through trusted relationships with trained doulas, volunteers, and caseworkers, participants reported 

greater confidence in advocating for their healthcare needs, improved mental well-being, and increased 

breastfeeding awareness and uptake. The programme also worked to bridge gaps between statutory 

services and community-led support, helping to reduce isolation and promote long-term integration. 

Findings from the evaluation underscored the importance of trauma-informed maternity care, peer-led 

interventions, and the need for ongoing support beyond the perinatal period to ensure long-term 

recovery and stability for vulnerable mothers and their children 

  



   

 

 
37 

Appendix D - Limitations 

This report has several limitations. We worked within a short timeframe, participants, which limited 

participation. Many VCSEs, women, and birthing people were unavailable, limiting the diversity of 

voices we could capture. We conducted structured interviews with only eight women, which may not 

reflect the full range of experiences. Our findings rely on qualitative narratives rather than systematic, 

quantitative measures. Participants were-self-selecting, meaning we primarily engaged with those 

already interested in the topic. 

Most of the midwives we spoke to were hospital-based, meaning we lacked sufficient representation 

from community midwives and community initiatives. Additionally, we had hoped to engage with health 

visitors but could not do so. This is a significant gap, as neonatal voices are less prominent than 

maternity voices in the report. Future research should explore this area further to ensure a more 

comprehensive understanding of perinatal care. 

The Roma communities face significant discrimination in healthcare settings, including from 

interpreters. However, this issue was only briefly mentioned in our interviews. An insight meeting with 

Friends, Families and Travellers highlighted the need for further research to better understand the 

specific barriers and experiences of these communities. Due to time constraints, we were unable to 

explore this issue in depth. 

Importantly, our research suggests that some clinical staff purposefully withhold interpreter support, 

even when an interpreter is available. We were unable to speak with these individuals, which would 

have provided crucial insights into systemic barriers and decision-making processes. Their perspectives 

would have strengthened our understanding of why interpreter provision remains inconsistent, despite 

existing policies and resources. These constraints mean our insights are indicative, not exhaustive. This 

issue, along with the broader gaps identified, needs to be explored further in our recommendations, 

particularly in light of the NHS 10 Year Plan. 
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Appendix E - Details of our engagement 

Healthcare professionals 

Clinical vs non-clinical 

We spoke with a total of 24 healthcare professionals. Of these: 

• 13 Clinical Staff 

o Midwives: 12 

o Obstetricians: 2 

o Paediatrician: 1 

 

• 11 Non-Clinical Staff 

o Policy & strategic leadership: 4 

o Service improvement and operational management: 3 

o Community engagement and workforce development: 1 

o Digital and Multimedia Innovation: 1 

This mixture of frontline clinicians and non-clinical professionals enabled us to capture real-time 

challenges (e.g., antenatal appointments, emergency care settings) and systemic factors (budget, 

policy, and organisational processes) impacting interpreting services. 

Geographical areas 

Those healthcare professionals ranged across 6 NHS regions & 13 trusts/ICBs/ICSs. 

Interpreters 

We held 3 structured interviews and 2 insight meetings with 5 interpreters representing diverse 

linguistic backgrounds (e.g., Eastern European, South Asian, and the d/Deaf communities). This was 

crucial to understanding the barriers faced by interpreters themselves when working in maternity and 

neonatal services. 

Services users representatives 

National Maternity Voices (NMV) conducted: 

1. A survey of MNVP leads, which gathered 33 responses. 

• Respondents’ region: 

o East of England 

o London 

o Midlands 

o Northeast and Yorkshire 

o Northwest 

o Southeast 

o Southwest 

• Respondents’ roles:  

o MNVP Leads: 19 

o MNVP Maternity Voice Leads: 6 
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o Midwifery staff: 3 

o Others: 3 

o MNVP Neonatal Voice Leads: 2 

o Half of the respondents indicated they had not been involved at all with interpreting 

services in NHS Maternity & Neonatal units. 

2. 2 insight meetings with an MNVP lead and a service user regional representative. 

3. 2 focus groups with 2 and 7 people, respectively, from different regions and ODNs. 

The National Service User Voice Policy Lead at NHS England Maternity and Neonatal Programme 

Facilitated two workshops with 8 participants, mostly NHS service user voice representatives. The 

workshops focused on hearing attendants' views on the provision of interpreting barriers and potential 

improvements and presenting early findings. 

VCSE organisations & Women and birthing people 

We held 5 insight meetings with VCSE representatives to reveal additional systemic barriers and 

illustrate how local organisations strive to fill the service gaps. 

Newham Nurture conducted structured interviews with 6 migrant women to capture their lived 

experiences. Newham Nurture is a community partnership with NCT (National Childbirth Trust), 

Alternatives Trust, and The Magpie Project, 

Lipspeaker UK conducted structured interviews with 2 deaf women. Lipspeaker UK is a specialist 

communication provider for deaf, hard-o f-hearing, and deafblind people. 
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