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Section 1

The Medical Interpreting Profession

This section showcases the uneven development and status of medical interpreting as a professional
activity and specialization in different parts of the world.

Chapter 1
Development of the Medical Interpreting Profession in the US: A Case Study........cocceeveeveeneenennenne 1
Holly M. Mikkelson, Middlebury Institute of International Studies at Monterey, USA

This chapter traces the development of the medical interpreting profession in the United States as a case
study. It begins with the conception of interpreters as volunteer helpers or dual-role medical professionals
who happened to have some knowledge of languages other than English. Then it examines the emergence
of training programs for medical interpreters, incipient efforts to impose standards by means of certification
tests, the role of government in providing language access in health care, and the beginning of a labor
market for paid medical interpreters. The chapter concludes with a description of the current situation
of professional medical interpreting in the United States, in terms of training, certification and the labor
market, and makes recommendations for further development.

Chapter 2
Certifications for Medical Interpreters: A Comparative ANalySis ........ccceeeeereieeiieeriieerieerieeeieesieens 26
Izabel E. T. de V. Souza, Osaka University, Japan

Four countries offer specialized interpreter certification programs that take into account the needs of the
healthcare market: Australia, Canada, United Kingdom, and the United States. This chapter provides an
overview, analysis, and comparison of these certification programs by which specialized medical interpreters
can demonstrate minimum standards of performance. This chapter reviews several components of five
certification schemes: 1) pre-requisites, 2) knowledge areas, 3) skills areas, 4) language combinations,
and 5) certification maintenance. The comparisons reveal similar approaches to interpreter certification
with a few significant variations. These common elements form the basis for a substantive international
equivalence and comparability. At a closer look, each scheme reveals different solutions to the shared
challenges. This chapter ends with recommendations for any ongoing or future interpreter certification
program and for interpreting stakeholders.
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Chapter 3
Distressful Situations, Non-Supportive Work Climate, Threats to Professional and Private
Integrity: Healthcare Interpreting in SWedEN.........ccvevriierciieecieeiie ettt eee et e e reessreesnnee s 54
Elisabet Tiselius, Stockholm University, Sweden & Western Norway University of Applied
Sciences, Norway
Elisabet Higglund, Stockholm University, Sweden
Pernilla Pergert, Karolinska Institutet, Sweden

This chapter describes situations of distress and the working climate of healthcare interpreters in Sweden.
A questionnaire focused on distressful situations was administered to interpreters with experience in
healthcare interpreting. The results indicated that distress in healthcare interpreting could be traced back
to ethically and emotionally challenging interpreting situations and working conditions, and a lack of
respect for the interpreters’ work. An interview study using Grounded Theory showed that interpreters’
main concern was the threat to professional and private integrity. Despite the fact that in general the
interpreting profession in Sweden may seem professionalized, interpreters struggle with dilemmas
connected to less professionalized activities. Our study was conducted in Sweden, but we argue that
the results can be generalized to other countries. Although differently organized in different countries,
health care interpreters experience similar dilemmas. Equal access to equitable care can be effectively
hindered by language barriers.

Chapter 4
An Overview of Medical Interpreting in Brazil...........c.ccoccivvriiiniiiniieniieee et 80
Mylene Queiroz-Franklin, Interpret2B, Brazil

Among the settings where there is a need for interpreting services, healthcare contexts require special
attention, given the complex nature of medical practice, which consequently imposes different challenges
to interpreters. In Brazil, the language barriers faced by patients who do not speak Portuguese are
handled mostly by volunteers without any specific training. This article gives an overview of the current
demands for interpreters in medical settings in the country and the need for analysis and actions aimed
at the development of a professional field to ensure access to health services in the country for linguistic
minorities by qualified interpreters. There is a need for public policies to recognize the demand and
elaborate linguistic access tools. There is an urgent need to include this specialization among interpreting
studies agendas, in the Brazilian context, to include interpreting for healthcare.

Section 2
Medical Interpreting Practice

This section describes different activities and issues related to the actual performance of the duties
related to the provision of medical interpreting services.

Chapter 5
The Medical Interpreter Mediation Role: Through the Lens of Therapeutic Communication............. 99
Izabel E. T. de V. Souza, Osaka University, Japan

Whileitis claimed that the role of medical interpreters is constantly changing, perhapsitis the understanding
of theirrole thatis evolving. The aim of this chapter is to provide an initial exploration of the contextualized
issues and challenges related to interpreting therapeutic communication. The qualitative data analysis
of nine specialist certified medical interpreters showcase some of the therapeutic factors that influenced
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their approach and practice. In addition to the interlinguistic and intercultural communicative goals,
interpreters utilized their interpersonal, communication, and mediation skills to meet several therapeutic
objectives. Interpreters described mediating therapeutic interaction and intervention, playing a therapeutic
mediation role in addition to well-known linguistic and cultural mediation roles. Interpreters described
their preoccupation and engagement in the therapeutic process, suggesting specialist medical interpreters
play an important role in the therapeutic process.

Chapter 6

Investigating Expressions of Pain and Emotion in Authentic Interpreted Medical Consultations:

“But I Am Afraid, You Know, That It WIll GEt WOTISE™ ......ccoovviiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeeee e aaaaaaas 136
Gertrud Hofer, University of Zurich, Switzerland

This descriptive study, which is based on a PhD research conducted at the University of Zurich and
at the Zurich University of Applied Sciences, explores the activity of interpreters. At first sight, the
interactions between patients and doctors seem to be fluently and smoothly interpreted. Yet, a closer look
at the transcripts of the consultations reveals various conversational difficulties. A striking issue in this
data set are the patients’ complaints about pain and anxieties which do not always reach the doctors or
the nurses, because the interpreters cut out affective parts in their renditions. In such cases, the patients’
concerns may simply be lost which prevents doctors or nurses from responding on the emotional level. In
other situations, however, the doctors or the nurses miss the opportunity to address the patients’ feelings,
even if the interpreters convey the patients’ concerns to them.

Chapter 7

Cultural Differences in Interpreter-Mediated Medical Encounters in Complex Humanitarian

Settings: The Case of Emergency ONG OnlUsS .......c.cocuieiiiiiiiiiiiiiniiiieeieeie ettt 165
Maura Radicioni, University of Geneva, Switzerland

Interpreters and mediators working in complex humanitarian settings are faced with new challenges, both
linguistic and non-linguistic. As part of on-going research, this chapter reports on cultural differences
in interpreting major variables in interpreter-mediated medical encounters in complex humanitarian
scenarios. The author will address the importance of cultural issues in humanitarian interpreting,
based on the assumption that differences in culture can be a serious barrier to effective humanitarian
communication. The author focuses on the interpreters and cultural mediators working for the Italian
NGO Emergency ONG Onlus, which provides medical assistance to migrant communities in Southern
Italy at its Castel Volturno clinic. The aim is to highlight the importance of a shared culture between
interpreters/mediators and their clients and adequately deal with existing cultural differences in order
to enact a so-called “cultural compromise” between migrant patients and health professionals with the
goal to facilitate prevention, health promotion and education, and treatment.

Chapter 8
In-Between: An Exploration of Visibility in Healthcare Interpreting ..........coecveevveevveercieescveeseneeenne 188
Laurie Robbins Shaffer, University of New Hampshire, Manchester, USA

This chapter uses an exploratory study thatexamines the experiences of American Sign Language-English
interpreters who provide all or a substantial part of their service in the healthcare context to discuss the
notion of visibility. The visibility or invisibility of the interpreter is intertwined with discussion and
research on role, conduct, and the tensions that exist between the framing of the interpreter as community
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member and the framing of the interpreter as professional. The exploratory study analyzes nine in-depth
interviews to reveal the complexity that exists in-between. The in-between spaces are times when the
interpreter is not actively engaged in interpreting and times when she is faced with the choice to remain
visible or not. In these moments in-between, the construct of the interpreter as a conduit collides with
that of interpreter as community partner. The findings reveal a complex set of challenges that have
significant impact on interpreters’ responses and actions.

Section 3
Mental Health Interpreting

This section outlines some of the complexities of the mental health interpreting subspecialty.

Chapter 9
Interpreting in Mental Health, Anything Special?.........c.cooiiiiiiiiiiiiieee e 210
Hanneke Bot, Independent Researcher, The Netherlands

This article discusses some of the key issues of mental health talk in general, both in attitude as well
as in words, and dwells upon the difficulties this can pose for interpreters. Subsequently, ways to deal
with these difficulties are given. The issue of empathic stress is touched upon. It is argued that, with
general background knowledge of disorders and treatment methods and with support to deal with
emotional situations, interpreting in mental healthcare will be a very rewarding type of work. Without
such preparation and ongoing support, interpreters may not always be able to join into the therapeutic
communication properly, which may harm the progress of the treatment and may also hamper their own
feelings of well-being and job satisfaction.

Chapter 10
Interpreting for Victims of Violence: Its Impact on Victims and Interpreters..........ccoceveereeneenneenne. 227
Lois M. Feuerle, Oregon Council on Health Care Interpreters, USA

Victims of violence and interpreters share one trait: they are susceptible to trauma-related sequelae.
Direct victims may develop PTSD while interpreters may develop vicarious trauma. This chapter sets
out the legal basis for language access in healthcare, noting the important quality dimension added by
the ACA. It then reviews the statistics for various forms of violence and presents some of its enormous
societal costs. It also highlights the similarity of some of the symptoms observed in persons suffering from
vicarious trauma, PTSD and burnout, but notes the difference in the genesis of these three conditions.
This is followed by an introduction to trauma-informed approaches in delivering victim services. Finally,
it lays the basis for identifying VT symptoms, mentions two online instruments that might be useful in
assessing the likelihood of vicarious trauma, and reviews types of self-care techniques for creating a
personal self-care plan.

Chapter 11
Interpreting and the Mental Status EXAM ........cceeeiiiieiiiiiiieecieeciieciee ettt 260
Meghan L. Fox, Independent Researcher, Rochester, USA
Robert Q Pollard Jr., National Technical Institute for the Deaf, Rochester Institute of
Technology, USA

The necessity of engaging qualified interpreters to work in partnership with mental health clinicians
when serving patients with a limited English proficiency (LEP) is gaining widespread support. Numerous
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research studies have documented improved patient health and satisfaction outcomes in this regard.
Psychiatric practice often involves complexities of thought, language, and communication that clinicians
and interpreters must appreciate. One such topic is engaging LEP patients in the mental status examination
(MSE). This chapter describes the nature of the MSE, challenges when interpreting for the MSE, strategies
for handling such challenges, and approaches for effective collaboration between interpreters and mental
health clinicians regarding the MSE and cross-linguistic mental health care more broadly. The current
state of scholarship in the field of mental health interpreting and training opportunities for interpreters
who seek to improve their knowledge and skills in the mental health arena also are discussed.

Chapter 12

The Mental Health Interpreter: The “Third Space” Between Transference and Counter-

TTANSTEIEICE ...ttt et ettt ettt e et e e ab e e at e eae e e aeesateeabeeateeaeeeatesatesatesneeeaee 276
Sarah Parenzo, Bar llan University, Israel
Michal Schuster, University of the Free State, South Africa

This chapter aims to provide an interpretation of the role of the mental health interpreter, using the
concept of “third space” taken from the field of cultural translation and the psychoanalytical concept of
transference/counter-transference. Such interpretation provides a unique and novel analysis of the work
of the mental health interpreter through the perspective of the “third space”, thus enabling a broader
view of the interpreter’s role in the therapeutic session. The authors’ insights are based on a reflective
journal written by the first author while working as an interpreter during a parental training in a public
mental health clinic in Israel. By reviewing the different roles, powerplays, and challenges in this third
space, the authors will suggest some practical recommendation regarding the training and supervision
of mental health interpreters, allowing them to serve as competent and ethical mediators between the
patient and the therapist.

Section 4
Medical Interpreting Education

This section identifies some interesting new approaches to medical interpreting education, as specialized
training gains traction worldwide.

Chapter 13
Mode Switching in Medical Interpreting and Ramifications on Interpreters’ Training...................... 291
Effrossyni (Effie) Fragkou, National and Kapodistrian University of Athens, Greece

Mode switching is a frequent practice in healthcare interpreting, but has received very little attention.
This research aims to bridge the aforementioned gap by investigating the instances of mode switching
in interpreter-mediated healthcare encounters and the implications of this practice (or lack thereof) in
managing effectively the administration of patients’ care. To achieve this aim, the investigator created an
online survey intended for trained healthcare interpreters alone. Seventy-five responses were collected over
aperiod of three months (May to July 2019) and analyzed using a mixed methods approach. The objective
was to demonstrate how interpreters envisage mode switching from the perspective of the training they
received, the applicability of switching in relation to the nature of assignments that call for such shift in
modes, the differences in mode switching between spoken and sign language, the institutional or other
constraints (such as time limitations, number of participants, power differential among interactants) that
call for or hamper mode switching, etc. The collected answers reveal a discrepancy between training and
practice as well as between prescriptive requirements and reality in the field of healthcare interpreting.
The respondents’ comments allow the investigator to make key training recommendations.
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Chapter 14
Competence-Oriented Task-Based Learning Approach to Medical Dual-Role Interpreter Training . 333
Cong Guo, School of International Studies, Sun Yat-sen University, China
Cheng-shu Yang, Fu Jen University, Taiwan
Kunsong Zhang, The First Affiliated Hospital of Sun Yat-sen University, China
Ming Kuang, The First Affiliated Hospital of Sun Yat-sen University, China

With the developing complexity of international communication and the development of hospitals,
diversified interpreting demands, such as interpreting for conferences held by hospitals and for visiting
delegations from overseas healthcare institutions, have emerged in the medical field, other than interpreting
in the clinical setting. Instead of engaging a professional interpreter temporarily, many hospitals are more
inclined to invite their own staff to interpret, for many reasons. The core issue is to empower the medical
staff with interpreting competence. This chapter examines a case study closely to summarize and share the
teaching experience for training conference-level dual-role interpreters in the medical field. The research
then proposes the competence-oriented task-based learning approach and examines its effectiveness.

Chapter 15
Facilitating Legitimate Peripheral Participation for Student Sign Language Interpreters in Medical
SBLLITLES .. teeuteeeteeetee et e ettt e ettt e e bt e e ateeeateeeasee e steesase e ntaeansaeenbeesasee e see e st e e nteeenseeenseeenseeentaeenteeenreeenreenn 355
Christopher Stone, University of Wolverhampton, UK
Thaisa Hughes, University of Wolverhampton, UK

The chapter explores student interpreters’ learning of medical interpreting within a situated learning
context that necessarily includes senior interpreters, senior healthcare practitioners, and deaf community
members. Learning within this community of practice exposes students to the multimodal nature of sign-
language interpreter-mediated interaction, including co-speech and no-speech gestures, linguistic and
non-linguistic communicative actions, and the use of environmental tools and the situated use of language
and interaction. Situated learning within the clinical-skills lab enables legitimate peripheral participation
that closely emulates the authentic interpreting task. Data from roleplays based on a clinical-skills lab are
analysed and examples are identified to show that student interpreters are driven by notions of language,
rather than communication fidelity. The multimodal nature of the interaction within the situated learning
environment facilitates the students’ exposure to and learning of situationally driven interpreting choices.

Chapter 16

Sight Translation: Best Practices in Healthcare and in Training ..........c.cccoceeveeneniiniencnenencennen. 375
Anne Birgitta Nilsen, Oslo Metropolitan University, Norway
Randi Havnen, Oslo Metropolitan University, Norway

In this chapter, we will provide updated knowledge in the discussion of how to define sight translation.
Furthermore, we will present a discussion of best practices in sight translation in a health care context, not
only related to the process of sight translating, but also to challenges regarding the listener’s accessibility
to sight translated texts. Furthermore, we will present our curriculum for sight translation at Oslo
Metropolitan University and explain the rationale behind it based on theoretical knowledge from extant
translation studies and the theories of semiotics and multimodality. We will argue that sight translation
needs to be treated as a unique interpreting method that requires special training, and we will conclude
with suggestions for further research.
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Chapter 17
In Through the Looking Glass: The Discord Between Practice and Education ..........ccccccoeeneenneenne. 397
Angela Sasso, Critical Link International, Canada

Traditional interpreter education programs were designed for conference interpreting markets. With the
introduction of dialogue interpreting, some portion of the educational content was then allotted to public
service interpreting and specialized settings became more prominent, programs then added courses
to place more attention on specific contexts. In the last decade researchers began to view healthcare
interpreting as a specialization of interpreting, and not just interpreting in a different setting. This chapter
will review the evolution of the healthcare interpreter’s role in the context of alignment between education
and workplace reality in Canada. The results of this review demonstrate that the work expectations of
healthcare interpreters do not align with delineations of the interpreter as a language conduit nor with
current educational programs and recommends a more robust and situated pedagogical schema that
includes ongoing and deliberate continuing education as an interim measure to mitigate tensions between
student and practitioner, theory and practice.

Chapter 18

A Medical Interpreter Training Program and Signed Language Interpreters’ Decision Latitude:

Exploring the Impact of Specialized Training..........cccceeeeeeriieriieerie ettt 421
Jasmine Marin, Rochester Institute of Technology, USA

The certificate in healthcare interpreting (CHI) is a medical signed language interpreter training program
in the U.S. This qualitative study consisted of focus groups to examine the effect of CHI on graduates’
views of their role, responsibilities, and decision latitude. Analysis suggests that CHI may be shifting
practitioners from a restrictive conduit model (taking no action when faced with a decision) to a values-
based approach. Also outlined are features of the program that contribute to this shift.

Compilation of References ................oocooiiiiiiiiiiiiie et 456
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Foreword

“May you live in interesting times” is an English phrase that is often said to be a translation from Chi-
nese. The basis of that original Chinese curse reflects the concept that fascinating periods of time were
also filled with upheaval and turmoil, and significant changes. In similar ways, this edited volume high-
lights the ever-changing and very interesting times found in health care related interpreting. Dr. Izabel
E.T. de V. Souza and Dr. Effrossyni (Effie) Fragkou have compiled fascinating and thought-provoking
research from interpreter researchers exploring the specific specialization of medical interpreting, and
the rich and varied experiences of educators and interpreters working in some twelve countries. While
some countries have moved beyond a model of volunteer interpreters to specialized training approaches
for interpreters that work in medical and/or mental health settings, there remain other countries that
demonstrate what it means to “live in interesting times”. The breadth of the research studies described
helps the reader to understand interpreting in medical contexts as a specialized field of practice, albeit
one that looks dramatically different from country to country. We are introduced to untrained, volunteer
interpreters providing services in Portuguese, with a call to action for policy development in Brazil. This
is contrasted to the US, where similar experiences have led to creating training pathways to work in medi-
cal environments, and efforts to develop standards and certification requirements for such interpreters.
Once more, the international content of this volume allows the reader to acquire a robust appreciation
for the four countries that offer medical interpreting as a specialized certification program, along with
the implementation of strategies that have worked effectively in addressing challenges.

I also appreciate that this book brings together both scholars and practitioners who work with spoken
language or signed language interpreters. Increasingly, we see a convergence of learning across our shared
profession of interpreting, recognizing how much signed language and spoken language interpreters have
in common, as well as how much we can learn from each other — from our collective body of literature, to
our advances in practice, to our struggles to be viewed as a specialized sphere of practice. For example,
learning about the Swedish experience of distress and the working climate for interpreters will resonate
with readers from many countries, highlighting how important is it to have a comprehensive view of the
dilemmas faced by others that do the same work as we do. As a researcher, I am pleased to see the variety
of research methodologies used in these investigative studies. Each chapter offers a unique contribution
to our understanding of how interpreters see their role, including in the current context of humanitarian
interpreting for migrants, the ways in which others perceive our services, and how interpreter-mediated
interactions can result in incomplete interpretations, impacting the emotional needs of consumers. Several
authors address mental health interpreting, which extends the reach of the content covered, including
crucial insights into the impact of working with trauma narratives on the interpreter.
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This book offers the reader a glimpse into the range of practices found in countries as diverse as
Brazil, Japan, Netherlands, China, Switzerland, UK, USA, Canada, Sweden, Greece, Norway, and Israel,
including the ways in which some countries are approaching the education of interpreters working in
medical and mental health interpreting.

This book is a rare gem, providing a comprehensive view of the specialization, addressing the evolu-
tion of the profession, the practice aspects, the specialization of medical and mental health interpreting,
and finally, examining innovative methods of educating interpreters to work with health care discourse
across a range of settings. We do live in an interesting world, in interesting times, and this volume
uncovers those times in ways are that are relevant and extremely timely for researchers, educators and
professional interpreters.

Debra Russell
World Association of Sign Language Interpreters (WASLI), Calgary, Canada

xviii

EBSCChost - printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww. ebsco.conitermns-of-use



EBSCChost -

Xix

Preface

As Iwrite the preface, I wish to acknowledge Effrossyni (Effie) Fragkou, the co-editor of this publication.
Without her this work would not have been possible. I would like to equally acknowledge the authors
of this book. Without them this book would not have become a reality. The Handbook of Research on
Medical Interpreting comprises an eclectic international collection of the latest research on medical on
medical interpreting.

Interpreting in healthcare is not the same as medical/healthcare interpreting. What does this mean? If
we succeed in our objective, you will understand this once you finish reading this book. This publication
is not about non-professional interpreting. It is not about community interpreting. It is not about ethics
or technology or any specific theme that affects all interpreting practice. The Handbook of Research on
Medical Interpreting focuses on issues that are specific to medical interpreting, through the framework
of conceptualizing this practice as highly specialized. So how did this endeavor come about?

It came about to fill a void in medical interpreting research. Several books previously published on
medical interpreting have taken an introductory approach, aimed at the larger market of professional
interpreters who wish to specialize in medical interpreting. Typically these books include at a minimum
a general description of the history and practice, medical terminology glossaries, and descriptors of the
specialty areas in medicine that may require different approaches in interpreting, such as mental health.
There is nothing wrong with this approach. It is direly needed, as this is not a well-known specialization
of interpreting within the general field of interpreting, and especially as compared to conference or sign
language interpreting. These books meet a very valid and urgent need within the field to supply informa-
tion about services that are newly in demand. However, they describe medical interpreting mostly as a
type of interpretation, and not as a bona fide specialization. They are not able to address, in an in-depth
manner, the healthcare context, culture and values at the core of medical interpreting.

The landscape continues to evolve. Academic publications have specialized, and monographs now
relate to the role of the interpreter, technology and other themes, from a variety of disciplines. There is
an accepted general understanding now that interpreting is a multidisciplinary field of research, whereas
originally it was understood primarily as a linguistic field of research. This diversity of perspectives
brings richness to the knowledge base, and it is no different in this book. The Handbook of Research on
Medical Interpreting attempts to provide an authoritative research compilation to cover not one specific
theme, but the most important aspects and conditions currently faced singularly in the medical interpret-
ing sector. The contextualized and grounded research you will read about in this volume speaks to the
unique characteristics of medical interpreting as a multi-disciplinary practice, and not of interpreting as
a linguistic practice in a particular work setting. One of these important perspectives is the medical one.
We, in the interpreting world, need to give more attention to the word medical in medical interpreting.
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This explains our choice to include the work of few medical professionals in this volume. We also made
a conscious effort to strike a balance between research in spoken language interpreting, and research
into sign language interpreting. This allows us to provide a more holistic view of the challenges related
to the specialization and because spoken language interpreters have much to learn from sign language
interpreters and vice-versa.

Research in medical interpreting continues to mature as the very first specialized practitioner research-
ers have come to the scene, focusing on much more specific aspects of their work, such as Intercultural
Mediation in Healthcare (Souza, 2016). Itis our view that the degree of understanding of situated practice
is directly correlated to specialized education and experience. While one does not have to be a medi-
cal interpreter to be an expert in medical interpreting, one’s expertise in a subject is highly diminished
when it comes merely from observation and post-formative study, versus one that includes formative
study and practice. Another interesting and unique characteristic of medical interpreting is that it has
the highest percentage of practitioners practicing as employees. This affects the specialization in some
aspects of the practice, such as engagement with clients and tasks and responsibilities. A professional
who practices in several contexts, such as interpreting at a conference one week, and undertaking legal
or medical interpreting the next, is not necessarily specialized in medical interpreting, nor a specialist
medical interpreter. That professional is, however, an interpreter who practices in a medical setting.
Hence, this is the difference. In other words, sporadic practice in a specialized field does not make one a
specialist. To become a specialist, in our view, one requires significant specialized formative education,
testing, practice, and experience. In order to understand medical interpreting to its fullest, one needs to
understand medical norms and values, as medical culture is the context behind this specialized practice.
Interpreters can only assimilate and internalize medical culture through regular specialized practice.
Therefore, practitioner researchers are key figures in the development of this collective knowledge, with
a unique practitioner’s stance in relation to the general multi-stakeholder knowledge base of the field
(Cochran-Smith & Lytle, 1993). The practitioners’ perspective creates an expanded view of knowledge
about interpreting that includes their own experience as a valid foundation for knowledge production.
Whereas the majority of research relates to observation or discourse analysis, more studies are being
produced that expose specialized interpreters’ perspectives as key to understanding their work. As pro-
fessionals, they may want to explore, examine, and fulfill the real demands of their clients: providers,
patients, and employers. In order to do this, they may need to utilize specific resources and strategies
to support their own perspectives as specialists. We need to give them louder voice. Therefore, we also
made a conscious effort to not only include a variety of multi-disciplinary perspectives, but also to give
voice to practitioner researchers.

This book wishes to cement the perspective that medical interpreting is a specialization and not a
form or type of interpreting in a particular setting. The greatest benefit of researching each specialization
without the interference of other specializations is the purity of the research findings. Just as confer-
ence interpreting codes of ethics and practice standards cannot be taken literally to equally serve other
specializations, one cannot generalize the findings of community interpreting to be valid across all com-
munity interpreting’s various specializations (medical, legal, educational, etc.). Why do we say that this
is not about community interpreting? Isn’t medical interpreting part of community interpreting? Let us
explain. Some of the research about medical interpreting is actually research in community interpreting
and is accepted by some as equal. Generalizations are made since community interpreting agglutinates
different specializations. Medical interpreting is part of community interpreting, but it is not the same
as community interpreting. Whereas community interpreting does include the medical interpreting
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specialization, most researchers are now appreciating the importance and increased validity of situated
research that incorporates the contextual therapeutic goals that are now understood to be intrinsic, and
not peripheral, to the work of interpreters. The researchers in this publication have avoided conceptual-
izing medical interpreting as community interpreting. As you read through these upcoming chapters,
it is vital that you keep an open mind and that you realize that the findings of the various studies apply
solely to medical interpreting, and not necessarily to all specializations within community interpreting.
Our hope is that you will appreciate the differences, and the uniqueness of medical interpreting.
Moving from community interpreting to medical interpreting hasn’t been a smooth ride. Mikkelson
(2009) was key in amplifying the study of interpreting and the first to expose some of the problematic
issues of categorization. Obviously certain key aspects of interpreting are present in every single inter-
preting practice, as Mikkelson’s expounded in Interpreting is interpreting — Or is it? Some researchers
rejected the idea of categorizing interpreters into different types of interpreting. The term community
interpreting was even criticized early on by Gentile, who stated that not only this label created confusion
among potential users of interpreting services, but they also cause strife among practitioners (Gentile,
Ozolins, Vasilakakos, 1996). Others also rejected the traditional categories, promoting the idea of study-
ing interpreting through comparisons of different characteristics, such as proximity vs. distance, non-
involvement vs. involvement, formality vs. informality, etc. As in any profession, there are some thatreject
or do not agree that specialization is beneficial to the profession. However, it is our firm belief that these
are not categories, and that specialization is a natural and inevitable progression to many professions,
especially one as far reaching as interpreting, which is practiced in practically all contexts worldwide.
It is true also true that in most countries there are very few opportunities for education, testing, or
employment. Sometimes interpreters working in one area may not know of where the opportunities lie
in another. Lack of awareness does not mean lack of existence. Most translator and interpreting associa-
tions are focused on the mainstream commercial translation and conference interpreting markets, and
often its members are not even aware of the specialized medical interpreting sectors emerging in their
backyards. We challenge you to look around to see what is happening in medical interpreting in your area.
This is why organizations such as the International Medical Interpreters Association (IMIA) emerged
in the early1980s. The organization has a plethora of information available at www.imiaweb.org. The
IMIA Standards of Practice, first published in 1996, and later revised in 2007, stands true to many prac-
tice related tasks that are now being more accepted as part of the scope of medical interpreting (IMIA,
2007). However, we cannot have unrealistic expectations of opportunities in every city, province, county,
and language combination. As any specialized field, the more specialized, the harder it will be to find
resources to education and lifelong learning. However, virtual technology has considerably broadened
the reach of education, testing, and employment, to make it virtually global. Language neutral educa-
tion has also become an innovative solution to address the demand for minority language practitioners.
In the United States, sign language interpreting was formalized in 1964 with the establishment of
Registry of Interpreters for the Deaf (RID). From inception these interpreters worked in all settings
where deaf and hard of hearing individuals sought service. Therefore, whereas medical interpreting
has existed as early as in the 1960s, medical interpreting wasn’t formalized as a specialized field in the
United States until the 1980s. Therefore, in some areas, medical interpreting has evolved into a special-
ization in its own right, with all or most of the components and requirements of a specialization. The
systems and structures that support professionalization efforts include client awareness, policies, laws,
formal education, employment, testing, certification, and licensing. Another important requirement that
has been partially fulfilled is a strong research community to study and explore the ideas and concepts
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that are specific to the sector of healthcare. Medical interpreting is the fastest growing specialization of
interpreting. It also comprises of the largest job market in interpreting, so it is finally getting the attention
and recognition it deserves from all stakeholders. Some readers will certainly refute this idea, but one
only needs to think of the ubiquitous nature of seeking medical attention in every corner of the world.
The job market is based on demand and will continue to increase, not only in countries with larger im-
migrant populations, but also in countries with multiple official languages, with indigenous languages,
or with a medical tourism sector. Refugee migration is also increasing exponentially. Because of these
factors, medical interpreting is certain to develop rapidly and with supply of highly trained interpreters
significantly lagging behind demand.

The trend of specialization is inevitable in all professions. Specialization is affecting interpreting
education as well. Initially, medical interpreting was typically taught in short workshops, evolving into
intensive occupational courses lasting 40-120 hours. These courses were mostly provided by the private
sector, due to the lack of traditional interpreting academic programs’ awareness or engagement. More
recently, we see general or conference interpreting academic programs incorporating medical interpreting
courses into their curricula thus expanding the former into multi-course certificate programs. The first
MS Degree in Health Care Interpretation, at the Rochester Institute of Technology (2019) in the United
States has taken medical interpreting education to the next level. In short, despite the vast diversity of
the educational spectrum still existent, specialization in interpreting education is a trend that will surely
continue.

As previously stated, we wish to showcase that professional medical interpreting is much more
complex than interpreting in a medical setting. Healthcare is more than a setting with different players.
Consider this research question: Is medical interpreting a component of the therapeutic process or not?
This is an important research question that cannot be answered in one study, but this is where the research
on medical interpreting is headed. It is an important question, as it may explain and justify behaviors,
attitudes, tasks or responsibilities that have been historically viewed as ‘outside’ the parameters of the
work medical interpreters perform. The most significant contribution researchers have made to the field
is that they have already observed, documented, and analyzed hundreds of thousands of hours of the
behaviors, attitudes, tasks, and responsibilities undertaken by medical interpreters. Studies have shown
the complex nature and practice of medical interpreting as a high level specialization with its unique
attributes and stakeholder goals. It is the specialization of interpreting with more research published by
healthcare providers in medical journals and other disciplines than by language-related professionals. It
is time all stakeholders pay greater attention to this research and to what has been observed, and accept
these practices, behaviors, attitudes, tasks, and responsibilities as the way medical interpreting is practiced,
whether one agrees with it or not. Of course there will be variances of approach. However, instead of
promoting a prescriptive view of the field, more adequate to paraprofessional or technical work, we may
derive greater benefit from a broader conceptualization of interpreting as a multi-disciplinary profes-
sional practice, with acceptable variations of approach. In short, it is time to let go of the conduit model.

The international component of this research is important. Since there is so much variation on the
development of medical interpreting practice from country to country, it was important for the editors
to recruit authors from different countries to make this is a truly international one. These authors have
contributed gems of theoretical frameworks by providing innovative perspectives. Medical interpreting
has come of age because one can say that it is absolutely needed in every country, and has at least started
to develop in most parts of the world. As one reads the different chapters, one will see that the practice
of medical interpreting has expanded and evolved to a much greater extent than originally believed. This
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publication also became a truly collaborative international research project, as the authors worked together,
peer editing each other’s work to produce a superior publication. By working collaboratively, research-
ers can answer questions never addressed before, including those with substantial influence on society.

We do need to recognize that medical interpreting is not equally developed in all countries. This does
not mean that its safe practice does not require highly specialized professionals. There is a sad reality
that non-professionals are filling the emerging demand in several parts of the world, putting patients
at great risk. Of course, non-professional interpreting occurs in all markets, including the conference
interpreting market. It is rather hard to forget the fake sign language interpreter who interpreted for
Barak Obama, in South Africa in 2013. (Truthteller, 2003). If it can happen in a conference interpreting
assignment for the president of one of the most powerful countries in the world, it can happen anywhere
and for anyone. This phenomenon has plagued the entire interpreting field. If there is an emerging job
market that is making medical interpreting the most demanded specialization of interpreting, why is the
supply of this specialization being filled by non-professionals? There are several reasons: First, lack of
public awareness and understanding of the concepts of bilingualism, interpreting, and the consequences
of miscommunication in high stake interactions. Second, established professional associations are much
more knowledgeable, engaged, and focused on the established job market of translation and conference
interpreting, and have historically neglected these less lucrative specialized fields. Third, even when
there is awareness of the importance of medical interpreting by our colleagues in conference interpreting,
conference interpreters have avoided the medical interpreting market due to a pervasive idea that it is not
a professionalized sector. Low compensation in the mainly non-profit health sector has also deterred the
adhesion of the most qualified professionals and resulted in higher than average turnover. Last, hospitals,
have historically seen and filled this ubiquitous demand with amateurs, as they are less than eager to pay
well or pay at all for this ‘ancillary’ service. It is not surprising that the trend of specialization comes
with challenges, obstacles, and, often, much resistance.

A word about the two primary labels of this specialization: healthcare interpreting and medical in-
terpreting. Medical interpreting is the original term used by the profession’s founding organization, the
International Medical Interpreters Association, formed in the early 1980s, incorporated in 1986, and
internationalized in 2006. To honor this legacy, this book chose to reflect this nomenclature on its title.
However, this selection is done with no prejudice to the other term. Medical interpreting continues to
be the term used in many countries, and choice is often a linguistic one. This argument includes the
notion that, linguistically, anything that relates to medicine is simply medical and that medical is the
only appropriate adjective for all that is related to medicine. Whereas the term medical generally has
more credibility and branding cache than, healthcare, and is better understood by medical professionals,
some avoid the term specifically not to encroach or offend the medical professions’ turf. Although it is
true that medical interpreting is not a medical profession, others are now considering the specialized
medical interpreter as a legitimate healthcare professional, in terms of being part of the healthcare team
that treats the patient. This is the advantage of the broader term healthcare. Healthcare interpreting has
been an alternative term since the 90s and is gaining ground. Some stakeholders, especially researchers
and educators, feel that the term healthcare is actually a broader concept than the term medical. Since
interpreters interpret for healthcare administration, health insurance, billing or other quasi-medical sce-
narios, such as conflict zones or refugee camps, some believe that the term healthcare interpreter is more
appropriate as it is more inclusive. Others have stated that healthcare interpreting simply came to be as
an alternative form of interpreting in healthcare as it would be odd to say interpreting in medicine. Oth-
ers have stated that it simply followed the medical sector’s rebranding to healthcare. Interpretations are
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as numerous as the individuals who voice their opinions, but the future may select one label, as having
two names or brands for the same specialization is not something that adds credibility or cohesiveness
to the specialization.

In conclusion, in this Handbook, we invite you to perceive medical interpreting as a multi-disciplinary,
interactive and communicative practice. For example, the nature of therapeutic communication makes
interpreting more complex than simply the strict interpretation of a set of questions and answers be-
tween two languages. The oversimplification of medical interpreting as the black box with a medical
terminology toolkit has plagued the field for decades. Thankfully, this view is changing gradually, albeit
slowly. There is an increased recognition that professional medical interpreters are highly specialized
practitioners partnering with healthcare providers and patients toward mutually understood therapeutic
objectives. By navigating in this book, you will soon come to the conclusion that the healthcare-related
values, roles, tasks and responsibilities of medical interpreters are intrinsic, and not peripheral, to the
core practice of medical interpreting.

The general overview on medical interpreting is definitely due for an update, thus the impetus for
this publication. The relationship between research, education, and policy has become deeper and more
complex, as science is called to inform educators and decision makers on policies that will continually
shift concepts, benchmarks, and frameworks to form new standards. We need to stop treating medical
interpreting as inferior class or practice of interpreting. The conduit model has not only limited the
work of the interpreter, but also the understanding of the practice, and is a remnant of the past. While
it has persisted in the field, initially due to the strict view of an interpreter as an uninvolved linguist, all
stakeholders need to take notice of the overwhelming majority of specialized research that points to a
broader scope of practice. Under this scope, the medical interpreter is often viewed as an indispensable
part of the healthcare team, an actual partner. Interpreting is a practice profession, and the linguistic
component of interpreting meaning from one language to another is only the foundation of the house,
the toolkit, and not the livable space of the house, that is, the practice. Again, interpreting skills are but
the tools for the interpreter to practice with. The importance of the intricacies of the objectives of the
communicative event, the inter-personal and intra-personal interactions to bring the parties closer in
mutual communication and understanding is not peripheral to the profession. Instead, it is the core of
the work performed by medical interpreters in a variety of medical specialties and types of encounters.

Policymakers, employers, healthcare professionals, educators, and stakeholders in the interpreting
profession at large will benefit the most from this research, and should review carefully the recommenda-
tion sections of each chapter in order to promote new conceptualizations to enable medical interpreters
to function more effectively to meet the ultimate objective of positive healthcare outcomes. Last, we
hope that this book contributes in recognizing and advancing medical interpreting as a highly special-
ized field of interpreting, whether or not it is well known or developed in your country. Peers and the
public who come in contact with professional medical interpreters will come to respect this specialized
practice. We hope you agree that the Handbook of Research on Medical Interpreting is an important
endeavor that confirms and cements the fact that medical interpreting is a specialization of interpreting
that is no longer in its infancy and that has finally come of age. There is still much ground to cover, but
this book marks the moment where medical interpreting wants to be an adult, be treated as one, and be
ruled and guided by its own rules and principles, not by the generalized norms of the entire profession.
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ORGANIZATION OF THE BOOK

The book is organized into eighteen chapters within four sections: profession, practice, mental health
interpreting, and education. A brief description of each of the chapters follows:

Section 1: Medical Interpreting Profession

Chapter 1 traces the development of the medical interpreting profession in the United States as a case
study, concluding with a description of the current situation of professional medical interpreting in the
United States, in terms of training, certification and the labor market, and makes recommendations for
further development.

Chapter 2 provides an overview, analysis, and comparison of four certification programs by which
specialized medical interpreters can demonstrate minimum standards of performance, providing recom-
mendations for any ongoing or future interpreter certification program and for interpreting stakeholders.

Chapter 3 describes situations of distress and the working climate of healthcare interpreters in Swe-
den. Despite the fact that, in general, the interpreting profession in Sweden may seem professionalized,
interpreters struggle with dilemmas connected to less professionalized activities.

Chapter 4 gives an overview of the current demands for interpreters in various medical settings in
Brazil and the need for analysis and actions aimed at the development of a professional field to ensure
access to health services for linguistic minorities by qualified interpreters.

Section 2: Medical Interpreting Practice

Chapter 5 provides an initial exploration of the contextualized issues and challenges related to the role
of interpreting therapeutic communication, describing the interpreters’ preoccupation in the therapeutic
goals, suggesting specialist medical interpreters have an active role in the therapeutic process.

Chapter 6 reviews and analyzes the patients’ expressions of pain and emotion in authentic interpreted
medical consultations and how these may get lost in the interpretation, even if the interpreters convey
the patients’ concerns to them, negatively affecting the therapeutic relationship.

Chapter 7 reports on cultural differences in interpreting major variables in interpreter-mediated
medical encounters in complex humanitarian scenarios. The author addresses the importance of cultural
issues in humanitarian interpreting, based on the assumption that differences in culture can be a serious
barrier to effective humanitarian communication.

Chapter 8 analyzes nine in-depth interviews to reveal the complexity that exists in in-between spaces.
The in-between spaces are times when the interpreter is not actively engaged in interpreting; times when
she is faced with the choice to remain visible or not. In these in-between moments, the construct of
interpreter as conduit collides with that of interpreter as community partner.

Section 3: Mental Health Interpreting
Chapter 9 discusses some of the key issues of mental health talk in general, both in attitude as in words,

and dwells upon the difficulties this can pose for interpreters. The case is made that without sufficient
preparation and ongoing support, interpreters may not always be able to join into the therapeutic com-
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munication properly, which may harm the progress of the treatment and may also hamper their own
feelings of well-being and job satisfaction.

Chapter 10 discusses interpreting for victims of violence and lays the basis for identifying vicarious
trauma symptoms, mentions two online instruments that might be useful in assessing the likelihood of
vicarious trauma, and reviews types of self-care techniques for creating an interpreter’s personalized
self-care plan.

Chapter 11 describes the nature of the Mental Status Examination (MSE), challenges when inter-
preting for the MSE, strategies for handling such challenges, and approaches for effective collaboration
between interpreters and mental health clinicians regarding the MSE and cross-linguistic mental health
care more broadly.

Chapter 12 aims to provide an interpretation of the role of the mental health interpreter, using the
concept of “third space” taken from the field of cultural translation and the psychoanalytical concept
of transference/counter-transference, providing a unique and novel analysis of the work of the mental
health interpreter through the perspective of the “third space”.

Section 4: Medical Interpreting Education

Chapter 13 investigates the instances of mode switching in interpreter-mediated healthcare encounters
and the implications of this practice (or lack thereof) in managing effectively the administration of pa-
tients’ care. The data reveal a discrepancy between training and practice as well as between prescriptive
requirements and reality in the field of healthcare interpreting.

Chapter 14 examines closely a case study to summarize and share the teaching experience for train-
ing conference-level dual-role interpreters in the medical field. The research proposes the competence-
oriented task-based learning approach and examines its effectiveness.

Chapter 15 explores student interpreters’ learning of medical interpreting within a situated learning
context that includes senior interpreters, senior healthcare practitioners, and deaf community members.
Learning within this community of practice exposes students to a multimodal nature of sign-language
interpreter-mediated interaction.

Chapter 16 provides an updated knowledge in the discussion of how to define sight translation,
presenting a discussion of best practices in sight translation in a health care context, not only related
to the process of sight translating, but also to challenges regarding the listener’s accessibility to sight
translated texts.

Chapter 17 demonstrates that the work expectations of healthcare interpreters do not align with de-
lineations of the interpreter as a language conduit or with current educational programs. it recommends
a more robust and situated pedagogical schema that includes ongoing and deliberate continuing educa-
tion as an interim measure to mitigate tensions between student and practitioner, theory and practice.

Chapter 18 examines the impact of a Certificate in Healthcare nine-month non-credit program on
the interpreters’ views of their role, responsibilities, and decision latitude. The program offers continu-
ing education for nationally certified interpreters who already have experience in the healthcare setting
but may not yet have any specialized training in that area, changing the ethical discourse for healthcare
specialists and potentially negating the use of the conduit model.
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Introduction

This book represents the fruit of labor of several authors who came together with the intent to share the
findings of their latest work and to present their own view of medical interpreting. Their investigations
are informed by the practices used or observed, the questions raised and the solutions put forth to an
array of interpreting issues occurring in various parts of the world. The editors, who have been working
on this project for well over a year, are confident they achieved their goal, namely to compile a collec-
tion of empirical studies translated into chapters which introduce theoretical frameworks necessary in
conceptualizing today’s field of medical interpreting. To achieve this they invited authors from all areas
of the medical interpreting profession spectrum (academics, seasoned field interpreters, policy makers,
healthcare practitioners) to partake tested or ground-breaking methodological approaches in examining
issues related to medical interpreting, to demonstrate and evaluate the efficacy of practices, common or
new, and to identify the rapidly evolving sites (geographical and institutional) where interpreter-mediated
encounters occur. The editors aimed to spark a meaningful discussion on and an in-depth reflection of
the changing role of the healthcare interpreter as a result of the complexity of tasks and relationships
occurring during interpreter-mediated medical encounters.

The chapters in this Handbook are divided into four sections, each dealing with a different yet comple-
mentary aspect of medical interpreting. The first section focuses on the medical interpreting profession
in various parts of the world. The authors in this section have multiple points of departure. Some focus
on case studies that pertain to a given country, as in the case of Mikkelson, who discusses the evolution
of the medical interpreting profession in the United States, one of the first countries to promote profes-
sionalization of this interpreting specialization. Tiselius and Hagglund also focus on a particular case,
that of Sweden, and on the threat to an interpreter’s professional status and perception of professionalism
when faced with situations that question the said status both at the level of self-perception as well as
from the point of view of how others perceive interpreters as professionals. Queiroz discusses the case
of Brazil, an un-regulated environment where the lines between community and medical interpreting
remain unclear whereas the linguistic needs in specialized interpreting services in the medical field—
generated by the indigenous population or by migratory flows including medical tourists—are increas-
ing exponentially. Finally, other authors, such as Souza provide a comparative analysis of certification
programs as they are at the heart of the professionalization process.

This section of the Handbook echoes recent reflections on the medical interpreter’s professional status.
Not so long ago, Mizuno (2012) would claim that low remuneration of medical interpreters (including
sign language interpreters) was one of the major obstacles to professionalization. Souza, in the Preface of
this Handbook, addresses the issue of inadequate pay as one of the most commonly occurring problems
healthcare interpreters have to face in almost all parts of the world. As a result, volunteers or people
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forced by circumstances to assume the role of the ‘linguistic mediator’ (also known as ad hoc interpreter)
are often used by healthcare providers and public health agencies who are unaware of or oblivious to the
nefarious consequences (medical, legal and/or emotional) of such practices. Operating under increasing
budgetary constraints, healthcare providers would rather rely on ad hoc interpreters than not have inter-
pretation at all. While ad hoc interpreters are still a sad reality to reckon with even in countries where
healthcare interpreting is one of the most regulated professions, professionalization of specialized medical
interpreters is still confused with community interpreting and remains heavily influenced by paradigms
inspired by conference interpreting. One only needs to review elements of several Codes of Ethics and
Standards of Practice still in effect in the medical interpreting specialization to acknowledge the extent
to which concepts such confidentiality, impartiality or fidelity are reminiscent of fundamental tenets of
translation and conference interpreting theories but are not longer able to meet the needs or address the
complexities of medical encounters where more than one languages and cultures meet. Needless to say
that current research in translation and interpreting studies has questioned the validity of such concepts.

This is a rather anachronistic view of regulatory frameworks, especially if one is to understand
professionalization as a process of legitimizing the importance of expert-provided services that impact
society and are recognized by the latter as indispensable for promoting the well-being and the quality
of life of citizens. As Cooper and Robson demonstrate in their research into the professionalization
process of accountants, the place where regulation occurs plays an important role in the outcome of the
regulatory process and the legitimacy of the rules and practices produced [by its experts (professionals)]
(2006: 415). This is even more true in medical interpreting where regulatory restrictions emanate from
professional associations and related organizations as well as from other ‘sites’ that exert control over
medical interpreting practices. This is the case of hospitals and other healthcare settings where healthcare
professionals’ attitudes, behaviors, and perceptions of ‘other’ professions (namely medical interpreters)
influence the latter’s professional outcome. One solution would be to centrally standardize the sites
where medical interpreting practices occur instead of simply regulating medical interpreting alone,
thus creating a regulatory framework that results from mutual professional consensus, reflects recipro-
cal understanding of each other’s scope and limitations of practice, and distributes consequences fairly.

The second section of our Handbook draws the readers’ attention on the actual practice of medical
interpreting by taking into consideration the medical interpreters’ current performative duties, limitations,
and challenges. The role of the interpreter as mediator is discussed in this section by allowing for neces-
sary limitations to apply. Communicative mediation, for the interpreter as well as for his/her co-actors
in the interpreter-mediated encounter, is primarily performed through language. It is through language
that things such as information, empathy, ethics, pursue of equity and equality to care, compassion and
understanding, health literacy and patient education can be achieved. It is, therefore, imperative that
linguistic competence and interpreter-specific skills remain a priority for healthcare interpreters regard-
less of the extent and the form of the evolution of their role.

The complexity of the roles and responsibilities of a medical interpreter are also discussed in relation
to prescriptive imperatives imposed by Codes of Ethics and Standards of Practice. This is where the
reflection on professionalization meets the actual need for being and/or remaining professional beyond
the accepted Standards of Practice, that is, the ones that would make one look professional only in name.
Sadly enough, these two worlds do not always coincide, nor do they meet the world of patients, a reality
in which interpreter-mediated communication needs to be patient-centered. This is made abundantly
clear in Hofer’s study, which focuses on how patients’ expressions of pain and distress are muffled or
attenuated during interpretation thus depriving medical professionals from the possibility of providing

XXiX

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

Introduction

emotional response to a situation of obvious distress. This results in the double disempowerment of the
patient and the medical professional and runs counter to the actual purpose of the encounter, namely to
provide appropriate care to the patient by ensuring the latter’s well-being.

Such professional ‘choices’ may be attributed to long-prevailing educational practices in interpreting,
that is, the interpreter’s indoctrination to the principles of ‘neutrality’ and ‘impartiality’ as opposed to the
alternative of the interpreter as ‘mediator’ or ‘cultural broker’. As if this binary view of the interpreter
was the only way to envisage the latter’s complex role. If pain is expressed culturally, among other things,
then conveying the shapes, forms, and degrees of pain into another language needs to be a cultural exer-
cise as well as a linguistic one. The interpreter can no longer be perceived as the uninvolved conduit that
does nothing more than echo words which form a series of sentences and supposedly convey meaning
(Bot, 2003). The interpreter is not invisible to others or impervious to what is happening around him
or her. A point in case is the infamous incident of the Donald Trump’s Italian interpreter and her facial
expression of confusion and befuddlement at President’s Trump comment on Syria and the amount of
sand in the Syrian desert. Savigni Ullmann’s expression, an interpreter who broke protocol, resulted in
many commentaries with respect to the level of professionalism demonstrated by the Italian conference
interpreter. Despite being seasoned, Savigni was accused of failing to keep her composure, hence, to
maintain invisibility as required by her role and position (i.e. station?) and as stated in the conference
interpreters’ Codes of Ethics and Conduct.

The invisibility of interpreters protects them from being held accountable for their misinterpretations or
from being accused of interference, and helps them to achieve transparent communication. But it also has
implications for their professional recognition, as they must act as hidden figures. Of course, they are
not “truly” invisible: they are physically seen and heard, but their role is to remain in the background.

This was stated by an anonymous author, who claimed to have conducted research on the visibility/
invisibility requirement of professions whose contribution is vital to the society but they are so because
they have to remain hidden, with all the work being done behind the scenes. This article was published
in The Commentator on October 22, 2019, and subsequently updated on October 25, 2019. By reading
it, one reaches the inescapable conclusion that, for a critical mass of interpreting professionals as well
as for the public opinion at large, the unmoved interpreter is the professional interpreter par excellence,
the ‘channel’ that transmits the message to the audience without any alteration, intrusion, or opinion —
including through facial expressions and emotions. (Idem)

How is it possible to break free from this antiquated notion of the interpreter as a conduit or channel
when much of the groundwork of building a relationship of trust with the patient is done through com-
munication that involves showing emotion and communicating the message of care? If empathy is a
pre-requisite for medical professionals when establishing rapport with their patients in order to enhance
proper diagnosis, speed up the treatment phase, and achieve positive health outcomes, it is hard to im-
age how one would deprive interpreters of such means of emotionally and intellectually engaging with
their clients, i.e. the patients. The interpreters’ presence in the linguistically and culturally mediated
medical encounter places them at a unique position, that of the co-constructors of the therapeutic plan
(therapeutic communication) as successfully argued by Souza in her chapter. This is also what Shaffer
might have had in mind when she decided to investigate the medical interpreters’ visibility in what she
calls the in-between spaces, in other words, the times during which interpreters are not actively engaging
in the act of interpreting and have then to make a choice: remain visible or not.

XXX
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Complex realities in the sites where cross-linguistic and cross-cultural communication occurs bring
about a new division of labor in the field where interpreters would operate almost exclusively in the past.
Rudvin and Tomassini (2008) describe an emerging hybrid professional category: the mediator. The
mediator is a ‘bridging figure’ with a complex mandate to carry out, which ranges from avoidance of
misunderstandings to anticipation of possible areas of conflict, to the creation of a commonly accepted
cultural and cognitive basis for understanding, to reaching agreements when interpreting language in
dialogue. Cultural mediators in medical interpreting sites no longer engage in medical interpreting alone.
As stated by Radicioni in the enclosed chapter, their role encompasses social and health guidance to the
migrant users applying for help.

The constant flow of migration multiplies the sites of human suffering and despair as migrants mas-
sively leave regions where war, suppression of freedom, torture and poverty prevail in search of safe
havens and humane living conditions. Instances of suffering and war, which are hardly new in the his-
tory of the human race, are now viewed from the standpoint of the International Humanitarian Law and
the International Refugee Law. This new perspective gives rise to what Delgado and Kherbrich (2018)
label as ‘humanitarian interpreting’. Humanitarian interpreters belong to a bigger field, the humanitar-
ian field, and are entrusted with a specific mandate, namely bringing together beneficiaries (individuals
whose life, body, emotional and mental integrity is compromised or at risk) and public authorities via
the mediation of humanitarian organizations to which individual needing protection have recourse. In-
terpreters belonging to this new ‘specialization’ are required to have awareness of human suffering, to
show empathy to vulnerable groups, and to understand the intricacies of negotiating power asymmetries.

One would argue that since time immemorial interpreters were at the frontline of conflicts and that
negotiating asymmetries between individuals and institutions has always been a job requirement for
conference and community interpreters alike, regardless of specialization (medical, legal, public service,
etc.). For this reason, some interpreting theorists would disagree with yet another fragmentation of the
interpreting field. The latter would have serious implications in the professionalization process of medi-
cal and legal interpreting, among other things, as differentiation in the sites of assignments may trigger
uninformed perceptions of [the various statuses] (Hertog, 2015, pp. 230-231) of the interpreters in the
broader medical and legal field. As if trials and medical procedures were held in humanitarian sites and
not in hospitals, clinics or the courts.

The third section of the Handbook reflects the preoccupations of medical interpreters and mental
health practitioners who engage in the administration of mental healthcare. Interpreting in various mental
health settings is a growing subfield of medical interpreting that has attracted the attention of mental
health practitioners and interpreters alike. This is a subfield where the presence of qualified medical
interpreters during consultations, mental status exams, therapeutic sessions, etc. is indispensable and the
therapeutic benefits for patients of limited proficiency of the language of the institution are well docu-
mented in the corresponding bibliography (Flores, 2005; Jacobs, Shepard, Suaya, Stone, 2004; Karliner,
Jacobs, Chen, Mutha, 2007; Baker, Hayes, & Fortier, 1998). It is important to remind the readers of
this handbook that mental health interpreting is a challenging subfield because many of the tenets and
principles of best practices in interpreting do not apply in a typical or a-typical mental health encounter.
One needs only to refer to the interpreters’ introduction to their clients as a means of establishing trust as
well as of laying basic rules of conduct and communication during an interpreter-mediated encounter. If
the onus of introduction in a typical medical encounter falls within the interpreter, the role of the latter
in a triadic mental health consultation is influenced by the requirements of the session as established
by the mental health specialist and the therapeutic goals of each meeting. Mental health interpreters are

XXXi

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

Introduction

co-constructors of the therapist’s plan par excellence and their role extends beyond the session itself, as
the pre-session briefing and the post-session debriefing place the interpreter in the position of mediator
and content ‘exegetist’ of the patient’s narrative.

The authors in this section were concerned not only with the centrality of the interpreter’s role but
also with the impact of the session on the interpreter both as a professional and as a human being. The
extent of human suffering cannot leave the interpreter impervious to the pain thus resulting in the risk
of transference of trauma to the interpreter. The importance of self-care for the interpreters is vital to
the latter’s well-being and to the quality assurance of their work. To achieve this dual goal, interpreters
need to be able to identify symptoms of trauma in them and to address them effectively as Feuerle sug-
gests in her analysis. In the same vein, Bot’s understanding of the interpreters’ empathic stress is not
only negative provided the last component of the concept, i.e. stress, is dealt appropriately through the
interpreter’s adequate preparation before each encounter and with the presence of an on-going system
of emotional and intellectual support to ensure that optimal conditions are met in a less optimal working
environment. As far as empathy is concerned, Bot considers it to be one of the elements that renders
the work of mental health interpreters a rewarding one. In Fox and Pollard’s chapter, the discussion on
the mental status exam of a patient reveals the importance of the role and the complexity of the task
especially in cases of dysfluency, which often occurs in mental health patients.

The interrelation of the sections of this Handbook is prominent in almost every chapter. However,
some chapters meet the cross-sectional bridging label more than others. This is the case of Parenzo and
Schuster’s interpretation of the interpreter as a person who occupies a third space, as place where the
interpreter, in his/her capacity as a mediator and an influential author of tension between ethics and
justice is the ‘host’ of the talk show (the mental health consultation) that witnesses the testimony as
it unfolds before their eyes, the truth as it is revealed. The host is entrusted with safeguarding the inti-
macy and the confidentiality of the exchange. The interpreter’s work, as described by the authors, is in
many respects humanitarian: it gives voice to the vulnerable; it re-establishes the balance of power; it
corrects injustices while negotiating tensions. It is, however, above and foremost a medical interpreting
job which is discussed from the standpoint of challenges and opportunities offered by the transference
and counter-transference models of psychoanalysis. The authors caution against the interpreter’s ex-
cessive empathy, possible contaminations as a result of transference and counter-transference, lack of
linguistic, cultural and professional training as well as the absence of effective clinical supervision of
the interpreter’s work. Once again, the interpreters are not treated differently from any other specialist
in the mental health setting. Instead they are considered co-constructors of the therapeutic narrative and
co-signers of the therapeutic outcome.

The fourth and last section of this Handbook is dedicated to education. This is the most developed
section in the book and its length testifies to the importance attributed to interpreters’ education as an
integral part of their professional development. This is one of the many reasons this Section needs to be
read in parallel with Section 1. The variety of topics herein proves at which point academic reflection
in medical interpreting has been preoccupied with developing all variety of modes used in the various
interpreting sites in connection with the types of interpretation (spoken vs. sign language interpreting,
general or conference interpreting) used at the medical level. It is rare that such an extensive investigation
of the various modes of interpreting has been conducted in the area of medical interpreting, as suggested
by Fragkou in this section, and compiled in a single publication. This is the reason why such an array of
empirical research is welcome in the medical interpreting specialization. It is proof that a critical mass
of ground-breaking research can support fundamental methodological approaches that, in turn, provide
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solid theoretical foundation upon which practitioners as well as theorists can justify implementation
of policies leading to the full professionalization of the medical interpreting specialization through the
development of independent academic programs, specialized professional associations, and specialized
certifications.

Despite the apparent discord between practice and education in the medical interpreting field, Sasso
proposes to address the absence of real-life underpinning for interpreting in the specialized setting of
healthcare by implementing educational frameworks of structured continuing education for interpreters
as an interim solution to the requirement for centrally-thought-out educational solutions that will address
the issue of symbiosis of academic training and real-life working conditions. In the same vein, Hughes
and Stone deal with the multi-modality of sign language interpreter-mediated interaction by proposing a
situated learning model whereby student interpreters team up with senior interpreters, senior healthcare
practitioners and deaf community members to enhance learning by legitimizing what the authors call
peripheral participation as an attempt to simulate authentic scenarios.

Guo, Yang, Zhang and Kuang explore an intra-organizational model of training dual-role interpret-
ers in the medical field. The authors acknowledge the complexity of the medical interpreter’s role and
the need for meeting high practice requirements with training approaches that are at the level of the
conference-interpreting training model. It becomes obvious that the conference interpreting paradigm
prevails in the educational sector as well as in the field of professionalization. Interpreting schools of
international reputation were established in the aftermath of the Second World War and have since
then made considerable contributions in the area of conference interpreting pedagogy. The relevant
bibliography and its approaches have influenced writings in other types and subtypes of interpreting
as well as in their various specializations. It is, however, understood that medical interpreting requires
the development of specific skills as in the case of sight interpreting discussed in Nilsen and Havnen
chapter. It is our theoretical stance that one should not speak of sight translation but of sight interpret-
ing, because, as Fragkou, Nilson and Havnen argue, sight interpreting moves from text to speech in a
simultaneous way thus automatically activating a set of cognitive and performative skills that are specific
to simultaneous interpreting. This explains why sight interpretation is one of the skills that precede and
support the development of simultaneous interpreting competence in students. It is also a practice that
extends beyond the actual triadic or multiadic communication encounter thus shifting powers of bal-
ances and realms of responsibilities from healthcare providers to medical interpreters (see Fragkou in
her corresponding chapter).

If sight interpreting needs to be treated as a unique interpreting method, especially with respect to all
semiotic resources that are to be utilized during the performative act of sight interpreting for patients, so
is mode switching in medical interpreting. As suggested by Fragkou, mode switching is omnipresent in
medical interpreting encounters, but it is often neglected, omitted or disregarded for reasons that may
be attributed to lack of training of the interpreters is some modes (such as simultaneous), to institutional
constraints. The analysis proposed herein challenges extensively some of the basic tenets that have
permeated beliefs and practices in medical interpreting, such as the labelling of working languages as
A, B, or C. The author argues that such classifications fall outside the realm of reality practice in medi-
cal interpreting thus steering educational practices and academic training of professional interpreters
away from their actual needs. On the other hand, new research needs to account for the differences in
concepts from one type of interpreting to the other (as in the case of language labelling in conference as
opposed to language labelling in medical or legal interpreting) if pedagogy is to reflect actual profession
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requirements in its subsequent specialist practice and to create, through research, a body of knowledge
that tailors to the needs of each specialization.

As mentioned previously, this Handbook cannot be read linearly. An effective reading would require
a cross-sectional, contrastive analysis of the chapters as research conclusions found in one chapter or
section inform theoretical hypotheses and preliminary conclusions in another. The themes and meth-
odological tools selected by the authors are suggestive of the coming to age not only of medical inter-
preting as a profession, but mainly of research on medical interpreting as a separate, identifiable, and
epistemologically classifiable specialization within the interpreting studies discipline. Multidisciplinary
in medical interpreting research enriches the investigatory tools while expanding theoretical consider-
ations. At the same time, it is suggestive of the complex web of agents, practices, challenges, sites of
performance, expectations and solutions to problems that cannot be accounted for, properly described,
adequately analyzed, subsequently theorized and translated into best practices without the contribution
of all the disciplines that represent the professional categories directly or indirectly involved in medi-
cal interpreting. Ultimately, we want to expand this cross-sectional, cross-disciplinary discussion and
invite our readers to actively engage with the authors of this book to promote knowledge, to expand our
evolving yet mutual understanding of medical interpreting, and to contribute to the latter’s professional
and academic emancipation.
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Section 1

The Medical Interpreting
Profession

This section showcases the uneven development and status of medical interpreting as a professional
activity and specialization in different parts of the world.
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A Case Study
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ABSTRACT

This chapter traces the development of the medical interpreting profession in the United States as a
case study. It begins with the conception of interpreters as volunteer helpers or dual-role medical pro-
fessionals who happened to have some knowledge of languages other than English. Then it examines
the emergence of training programs for medical interpreters, incipient efforts to impose standards by
means of certification tests, the role of government in providing language access in health care, and the
beginning of a labor market for paid medical interpreters. The chapter concludes with a description
of the current situation of professional medical interpreting in the United States, in terms of training,
certification and the labor market, and makes recommendations for further development.

INTRODUCTION

Although interpreting is an activity that dates back to prehistoric times, it did not become professional-
ized until the 20" century (Baigorri, 2015; Péchhacker, 2004, p. 28). In particular, medical interpreting
(also known as healthcare interpreting) arrived rather late on the scene, at first being viewed as a part
of community or public service interpreting and then gradually emerging as a separate specialization
in the 1980s (Pochhacker, 2004, p. 15; Pochhacker, 2011, p. 220; Roat & Crezee, 2015, pp. 238-239).
Although in the 1970s Australia had been the first country to establish a service to provide interpreting
(over the telephone) in a variety of community settings, including medical facilities, interpreters did
not tend to specialize in a particular setting at that time. In the 1980s, a few hospitals in Canada and the
United States began to provide interpreting for patients using paid interpreters. Similar efforts took hold
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in Europe, albeit sporadically (Roat & Crezee, 2015, p. 238). It should be mentioned that even though
the interpreters were “professional” in the sense that they were paid employees rather than volunteers,
they received little or no training and were hired based on self-reported bilingual proficiency.

During the following three decades, the number of job openings for paid interpreters and training
programs for preparing them steadily increased (Tipton & Furmanek, 2016, p. 1). According to Tipton
and Furmanek, “the countries with the highest influx have naturally become prominent players in the
field of healthcare interpreting practice and research” (p. 116). They cite the United States in particular,
with the United Kingdom and Spain being the European leaders in this regard. Outside of Europe and
North America, they mention noteworthy developments in the United Arab Emirates, South Africa,
Chile, and Mexico. It is significant that sign language interpreting, at least in the United States, became
professionalized earlier than spoken language interpreting (Downing & Ruschke, 2012), though even
among sign language interpreters, healthcare interpreting was not recognized as a separate domain until
relatively recently (Swabey & Malcolm, 2012, p. ix). Despite this slow development, however, it can be
said that now, in the second decade of the 21* century, medical interpreting is in the process of becom-
ing a full-fledged profession in its own right, with national standards of practice, training programs at
accredited colleges and universities, and certification exams as a prerequisite for employment in salaried
positions—all typical characteristics of a profession, according to Abbott (1988), though these elements
of professionalization are not as ubiquitous as one might desire (Pochhacker, 2004, pp. 29-30).

This chapter is intended to trace the development of the medical interpreting profession in the United
States as a case study to illustrate a general pattern that has emerged in many countries, at different
times and at different rates. It will begin with an overview of the different conceptions of the role of the
interpreter in healthcare settings. The importance of government participation, in the form of legisla-
tion and regulation, will be examined, along with the role of hospital accreditation bodies. The chapter
will also illustrate how professional organizations have been key players in the professionalization of
medical interpreting, mainly by establishing standards of practice and developing certification programs
based on valid and reliable assessment tools. Efforts to train prospective interpreters to enter the field
and to provide continuing education for working professionals will be explored, describing degree and
certificate programs at different levels of education. After analyzing the current labor market for medical
interpreters in the United States, the chapter will conclude with recommendations for the future. Thus,
the overall objective of this chapter is to show how the profession of medical interpreting has evolved
in one country so that lessons can be learned from successes and disappointments as other countries
replicate its experience.

BACKGROUND

As noted above, in the early years of its development the medical interpreting profession was viewed as
part of community or public service interpreting rather than a distinct field. The taxonomy of interpreting
has changed over the years and has been approached from a variety of perspectives by different authors
(e.g., see Pochhacker, 2011). According to Ozolins (2014), interpreting can be classified by mode, by
setting, or by professional status. Tipton and Furmanek (2016, p. 3) point out that “terminology continu-
ously evolves as it is tried and tested, and moves in and out of different contexts.” They note that the
way a particular type of interpreting is classified depends on who is doing the defining: interpreters and
interpreting researchers, institutions, or “others” (pp. 3-4). According to the table provided by Ozolins
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(2014, p. 35), the term “health interpreting” is the category used by interpreters, interpreting scholars,
and institutions. Terms such as “interlinguistic medical mediator” and “bilingual patient navigator”
are used in specific locations (Tipton & Furmenek, 2016, p. 3), but the latter authors use “healthcare
interpreting” and “medical interpreting” interchangeably, occasionally referring to subspecialties such
as “mental health interpreting.”

Definition of Medical Interpreting

In their overview of the profession, Roat and Crezee (2016) define healthcare interpreting/medical
interpreting as follows:

Interpreting that takes place during interactions related to health care. “Medical Interpreting” was a
descriptor used more in the early years of the field; “healthcare interpreting” is a later term recogniz-
ing that the field covers interactions that are not strictly medical in nature, such as rehabilitation and
mental health. In practice, the terms are used interchangeably and may, in the case of organizational
names, simply reflect whichever term created a better acronym. (p. 237)

These authors distinguish between “dedicated interpreters,” whose “‘sole function in a healthcare
facility is to provide language services,” and “dual-role interpreters,” who mainly perform other jobs
such as receptionist, nurse, or lab technician, as well as “bilingual providers,” medical professionals who
interact directly with patients in their own language (p. 237).

For the sake of consistency, in this chapter, “healthcare” will be spelled as one word when used as an
adjective, and as two separate words when used as a noun (e.g., “healthcare interpreting” and “interpret-
ing in health care”), though there is no such consistency in the literature or in general usage.

Literature on Medical Interpreting

The first research on medical interpreting was conducted by scholars specializing in medicine and public
health, who began to write about the impact of interpreters on medical encounters as interlingual com-
munication became increasingly common in the second half of the 20™ century. According to Péchhacker
and Shlesinger (2007), one of the earliest works on medical interpreting was Bloom et al. (cited in Poch-
hacker & Shlesinger, 2007, p. 2), who in 1966 published an analysis of interpreter roles in interviewing.
In the area of mental health, in 1975 Price (cited in Pochhacker & Shlesinger, 2007, p. 2) examined
psychiatric interviews mediated by interpreters. Other studies of a similar nature followed in the 1970s
and 1980s, before the first interpreting scholars began researching interpreted interactions in health care
and other community settings. In particular, Cecilia Wadensjo broke ground by studying interactions
between personnel in Swedish healthcare or childcare clinics and Russian-speaking patients or clients
(Wadensjo, 1992). Her work led to considerable research by other scholars looking into interpreting in
healthcare encounters, with an emphasis on discourse-based analysis and cross-cultural communication
in healthcare settings (Pochhacker & Shlesinger, 2007).

Since the focus of this chapter is the United States, the work of researchers in that country will be
emphasized here, without intending any slight to the significant contributions of scholars in other coun-
tries. And as Souza (2016, p. xx) points out, “The United States leads the world in medical interpreting,”
since it has the most hospital-based interpreting departments and boasts robust standards of practice and
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certification programs specifically targeted to healthcare interpreters. Prominent books and articles by
academics based in the United States include Angelelli (2004); Angelelli and Jacobson (2009); Crump
(2012); Dean and Pollard (2009); and Swabey and Nicodemus (2011). The first practical manuals
specifically designed for medical interpreters (and not part of guides for community interpreters) were
published in the United States (Aradjo-Lane, Lane, Ready & Phillips, 2004; Bridging the Gap, 1994;
Mikkelson, 1994). Though these training manuals were not published by university presses or academic
publishers, they drew in part on empirical research in their approach to interpreting pedagogy. As col-
leges and universities, as well as private entities, began developing certificate programs to train medical
interpreters, professional organizations also began adopting standards of practice. The Massachusetts
Medical Interpreters Association (MMIA) published the first Medical Interpreting Standards of Practice
in 1996 (Roat & Crezee, 2015, p. 239), and the California Healthcare Interpreting Association (CHIA)
adopted similar standards in 2002 (Downing & Ruschke, 2012, p. 217). The National Council on In-
terpreting in Health Care (NCIHC), which emerged from an informal working group in the mid-1990s,
published a number of standards and guidelines for interpreters and healthcare professionals, including
a national code of ethics, standards for training programs, and national standards of practice (Downing
& Ruschke, 2012).

PROFESSIONALIZATION OF MEDICAL INTERPRETING

The first medical interpreters were friends, family, or untrained bilingual personnel at medical facili-
ties such as hospitals and clinics (Downing & Ruschke, 2012). Salaried positions and training did not
become available in the United States until the late 1980s and early 1990s, and even then, coverage was
only sporadic (Roat & Crezee, 2015). Professional associations such as the American Translators As-
sociation, founded in 1959 (American Translators Association, 2018) welcomed members who were
medical translators and interpreters but did not specifically cater to their needs. Similarly, the National
Association of the Deaf (NAD), established in 1880, though primarily an organization defending the
civil rights of the deaf and hard of hearing, also represents interpreters as a key element in exercising
such rights (NAD, 2019); and the Registry of Interpreters for the Deaf (RID), founded in 1964, focuses
on interpreters exclusively, but neither organization has specialized divisions (RID, 2018a). The first
professional association that sought to represent medical interpreters exclusively was the Massachusetts
Medical Interpreters Association (MMIA), founded in 1986 (Roat & Crezee, 2015, p. 239). Another key
organization representing professional interpreters was the California Healthcare Interpreting Associa-
tion (CHIA), which was founded in 1996 (Downing & Ruschke, 2012).

As medical interpreting evolved, views of the interpreter’s role changed too. According to Witter-
Merithew (1999), community interpreters in general were initially viewed as helpers or “benevolent
care-takers,” since they were mostly friends and family who volunteered their services. When interpreters
began to be paid for their work, they were told to act like machines or robots and refrain from showing
any emotion or empathy. Souza (2016, p. 13) calls this the “conduit” role, a mere “channel for linguistic
conversion” who simply converts words from one language to another without taking factors such as
culture into consideration. Similarly, Downing and Ruschke (2012, p. 215) describe debates in the 1990s
about the “neutral interpreter” (the conduit) versus the “active interpreter,” who may intervene in the
event of a cultural misunderstanding. According to the standards of practice developed by CHIA (2002,
pp. 41, 48-49), the conduit or “message converter” role is indeed part of what medical interpreters do,
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but it is the most basic function. As communication inevitably becomes more complex, interpreters be-
come “message clarifiers” and possibly “cultural clarifiers,” and in extreme situations they may become
“patient advocates.” This view is based on the “incremental intervention model,” which establishes a
“‘pyramid’ or ‘ladder’ of increasing interpreter involvement in the content of the conversation” (Avery,
Roat et al., cited in CHIA, 2002, p. 49).

Professional Standards

Standard setting for medical interpreters developed in the context of the evolving views of the interpreter’s
role. In 1996, the MMIA developed the first standards of practice (Roat & Crezee, 2015, p. 239), and
shortly thereafter the above-mentioned CHIA standards were published in 2002. These two documents
served as the basis for the National Standards of Practice for Interpreters in Health Care, issued by the
National Council on Interpreting in Health Care (NCIHC) in 2005. These successive normative instru-
ments represented efforts to flesh out the models of the interpreter’s role developed in the late 1990s and
early 2000s. They included ethical principles as well as practical guidelines for responding to specific
situations likely to arise in healthcare settings. The NCIHC standards of practice were a companion to
the code of ethics the organization had developed in 2004, such that each standard is linked to a principle
in the code of ethics (NCIHC, 2005, p. 2). In addition, the NCIHC has published a number of working
papers, such as a guide to interpreter positioning and guidelines on sight translation and written transla-
tion in medical settings (Downing & Ruschke, 2012, p. 217), and has developed standards for training
programs (NCIHC, 2011).

For sign language interpreters, the RID began publishing standard practice papers in 2007, including
guidelines for interpreting in mental health (RID, 2007a) and healthcare settings (RID, 2007b). Other
papers deal with issues of interest to medical interpreters, such as self-care, multiple roles, video remote
interpreting and team interpreting (RID, 2018d). These brief but valuable papers offer many guidelines
that apply to spoken-language interpreters as well.

In conjunction with standard-setting, professional associations promoted training programs to instill
the values and impart the skills described in the standards, as well as performance testing as a means
of determining who was qualified to serve as a medical interpreter. Downing and Ruschke (2012, p.
218) report that training offerings for medical interpreters originally consisted of “single short courses
offered by community service and healthcare organizations (e.g., hospitals, language service agencies,
and government-funded Area Health Education Centers).” Online training has become increasingly
common, mostly introductory courses but also more in-depth offerings. Longer programs hosted by
community colleges and universities have also emerged, but they are “only in relatively few scattered
institutions across the country.” A movement to develop certification exams also emerged, though early
efforts failed to go beyond the piloting stage. While the professional associations were still just talking
about certification, two states seized the initiative and developed exams for their own purposes. The
Washington State Department of Social and Health Services began testing interpreters working for its
agencies in 1995; and at around the same time California offered the first certification exam for medical-
legal interpreters providing services for medical evaluations in workers’ compensation cases, though
that exam is no longer being given (Gonzalez, Vasquez and Mikkelson, 2012, p. 1198). Eventually, two
national certification exams were developed, as will be detailed below.

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

Development of the Medical Interpreting Profession in the US

THE ROLE OF GOVERNMENT

One of the characteristics of strong professions, according to theorists (e.g., Tseng, 1992), is support
from government institutions in the form of regulations and enforcement. In the case of the United States,
the federal government’s greatest contribution to the development of the spoken-language medical in-
terpreting profession has been through the Office for Civil Rights (OCR) of the Department of Health
and Human Services, which published guidelines for organizations receiving federal funds regarding
the prohibition of national origin discrimination set forth in Title VI of the 1964 Civil Rights Act; and
the Office of Minority Health, which provided funding for research, pilot programs, organizational ef-
forts and standard-setting (Roat & Crezee, 2015, p. 240). Executive Order 13166, “Improving Access
to Services for Persons with Limited English Proficiency,” was issued on August 11, 2000, explicitly
requiring all federal agencies to “work to ensure that recipients of federal financial assistance provide
meaningful access to their LEP [Limited English Proficient] applicants and beneficiaries” (cited in
Gonzalez et al., 2012, p. 9). Specifically, under this order all federal agencies were required to issue
regulations and guidance to assist state and local agencies receiving federal funds—including public
health departments and public hospitals—to provide language access to their constituencies, and every
agency was to create a Language Access Plan to meet the needs of its LEP clients. The order also pro-
vided for sanctions against agencies that discriminated and strengthened the authority of the Department
of Justice Civil Rights Division to investigate violations. In 2002, the Department of Justice published
a document called LEP Guidance, which defined a federal financial assistance recipient as any public
or private entity receiving federal government funding or federal funds through a third party (Gonzalez
etal., 2012, pp. 247-249). In the United States, practically all medical facilities fall under this umbrella
if they serve patients who receive Medicaid (health insurance for low-income persons) or Medicare
(health insurance for the elderly).

In addition, the Americans with Disabilities Act (ADA) of 1990 guarantees the rights of deaf and
hard-of-hearing individuals, among many others with disabilities, including their right to a sign language
interpreter. Though many deaf people do not consider themselves “disabled,” they nonetheless benefit
from many of the provisions of this law. In the context of health care, it explicitly provides for hospitals
and other medical settings, emphasizing the critical importance of communication in this realm (ADA,
2003).

Although “language access” does not necessarily mean providing professional interpreting services,
there are guidelines that define who is competent to interpret. The Affordable Care Act of 2010 required
in Section 1557 that healthcare facilities use “qualified” interpreters to provide language services, and it
defined a qualified interpreter as “someone who abides by interpreter ethics, is able to speak English and
one other language fluently, and understands the necessary vocabulary required to effectively interpret
in a healthcare setting” (United Language Group, n.d., p. 4). Many government agencies have developed
their own standards for determining whether someone is qualified to interpret or translate. For example,
the Department of Veterans Affairs, which includes health care for military veterans, lists a number of
factors that should be taken into consideration when assessing someone’s abilities to interpret or translate:

e  Demonstrated proficiency in communicating information accurately in both English and the other
language.

e  Identifying and employing the appropriate mode of interpreting (e.g., consecutive, simultaneous,
or sight translation), translating, or communicating fluently in the target language.
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e  Knowledge in both languages of any specialized terms or concepts particular to the component’s
program or activity and of any particular vocabulary used by the LEP person.

e  Understanding and following confidentiality, impartiality and ethical rules to the same extent as
VA staff.

e  Understanding and adhering to the role as interpreter, translator or multilingual individual. (U.S.
Department of Veterans Affairs, n.d., p. 8).

At the state level, some states have been in the vanguard with respect to regulating the medical
interpreting profession. As mentioned earlier, Washington State and California implemented certifica-
tion programs for certain subsectors of the field. In Massachusetts, Chapter 66 of the Acts of 2000, the
Emergency Room Interpreters Law (ERIL) requires that acute care hospitals “provide competent inter-
preter services at no cost to all non-English speaking patients who seek emergency care or treatment, 24
hours per day, seven days per week”” (IMIA, 2010). In its 2003-2004 session, the California Legislature
considered a bill that would prohibit healthcare facilities from using child interpreters, but it was held
up by the Senate Appropriations Committee (Orellana, 2009, p. 152). The state did, however, pass a
law requiring acute care hospitals to develop language access programs and post them on their websites
in the appropriate languages, informing patients of their language rights and instructing them on how
to obtain the services of an interpreter. The law also states that hospitals must inform their staff about
procedures for providing interpreting services. It describes the characteristics of a qualified interpreter,
but it also says that patients can opt to use a family member instead of the interpreter provided by the
hospital (AB 389, Hospitals: Language assistance services, 2015). Many states specify the languages
into which materials must be translated, based on the makeup of their own populations, but according
to the United Language Group (n.d., p. 6), there are still major gaps in compliance with federal govern-
ment provisions.

Moreover, the national body that accredits hospitals in the United States, the Joint Commission,
includes language rights in its accreditation standards (Roat & Crezee, 2015, p. 240). Though it is not a
government agency but an independent non-profit organization, the Joint Commission is a key player in
healthcare standard-setting. As such, it can exert major influence on hospitals’ language access efforts.
Its standards include provisions for including a patient’s communication needs in medical records by
specifying the preferred language for discussing health care (Joint Commission, 2018a) and guidelines
for practitioners who wish to communicate directly with their patients in a language other than English
(Joint Commission, 2018b). On its website, the Joint Commission cites a study that concluded, “Language
barriers appear to increase the risks to patient safety. It is important for patients with language barriers
to have ready access to competent language services. Providers need to collect reliable language data
at the patient point of entry and document the language services provided during the patient—provider
encounter” (Devi, Koss, Schmaltz & Loeb, 2007, cited on Joint Commission website, 2010).

THE ROLE OF PROFESSIONAL ASSOCIATIONS

Professional associations representing medical interpreters have already been mentioned in connection
with standard-setting and certification. In this section their contribution to the professionalization of
medical interpreting will be examined more closely. It should be noted first that many professional bodies
for translators and interpreters are broader in scope, but they have subdivisions targeted to the needs of
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medical interpreters. A prime example is the American Translators Association (ATA), which started
a Medical Division in 2002 to represent medical interpreters and translators, some of whom are clini-
cians as well. It publishes a newsletter called Caduceus and offers workshops at national and regional
conferences on topics related to medical interpreting and translation (ATA Medical Division, 2018). In
the sign language interpreting sector, the Registry of Interpreters for the Deaf (RID) has represented
interpreters nationwide since its founding in 1964 (RID, 2018a), but does not have specialized divisions.

As stated earlier, in 1986 the MMIA (which would later change its name to the International Medical
Interpreters Association, IMIA) became the first professional association of medical interpreters. Even-
tually it would form chapters in 19 states plus the District of Columbia (IMIA, 2018). The MMIA was
followed by CHIA in 1996, while the Medical Interpreter Network of Georgia (MING) was established
in 1999 with the mission to “Promote equal access to health care services for Limited English Proficient
individuals by supporting professional medical interpretation, and by serving as a resource for medical
interpreters and providers in Georgia” (MING, 2016). The Texas Association of Healthcare Interpreters
and Translators (TAHIT) was founded in 2004. Notably, it produced a powerful public service video in
2010 that went viral and was seen multiple times throughout the United States (TAHITOnline, 2010).
Other state-level professional associations include the Oregon Health Care Interpreters Association
(OHCIA) and the Tennessee Association of Medical Interpreters and Translators (TAMIT). It is im-
portant to point out that the IMIA website lists some states that have both IMIA chapters and separate
organizations representing medical interpreters, but it is not clear if all of them are active. Links provided
on both the IMIA and the NCIHC websites include several which are dead, suggesting the short life of
some professional associations in the fledgling field of medical interpreting.

A look at the websites of some of the more active professional associations reveals the wide variety
of activities they engage in: announcing or providing links to news stories and events of interest to medi-
cal interpreters, publishing a newsletter, offering training workshops both for interpreters and for the
medical professionals who work with them, as well as publicizing other training opportunities, making
terminology resources available, and promoting issues such as cultural competency and ethics. A cursory
review of just one association’s website yields the following workshop topics on offer: “Whole-Hearted
Interpreting for Half-a-Heart Babies,” “Interpreting for Chemical Dependency Patients,” “Basic Prin-
ciples for Medical Interpreters,” “Vicarious Trauma,” and “Disaster Preparedness” (CHIA, n.d.a). Those
are single sessions, some of which are online, above and beyond the association’s annual conference,
which features scores of speakers and topics. Thus, education is one of the primary benefits of belong-
ing to a professional association. The events sponsored by the organizations are great opportunities for
networking, and are often attended by medical professionals, representatives of colleges and universities
that offer certificate programs, and publishers of educational materials. Some of these professional as-
sociations also engage in lobbying for language access and advocacy for national certification (TAHIT,
2018), though as volunteer organizations they have few resources to pursue such efforts.

A number of non-profit groups also support professional associations and provide some of the same
resources on their own websites. For example, the National Council on Interpreting in Health Care
(NCIHC) calls itself a “multidisciplinary organization whose mission is to promote and enhance lan-
guage access in health care in the United States.” It aims to set standards, develop and monitor policies
and research, sponsor “a national dialogue of diverse voices and interests on related issues,” and act as
“a clearinghouse on programs and policies” (NCIHC, n.d.a). Its website features a wealth of resources,
including position papers, links to important research, and FAQs, as well as information about its advo-
cacy efforts. The NCIHC also provides webinars for interpreter trainers. Another non-profit organiza-
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tion that has had a major influence on the medical interpreting profession is the Cross Cultural Health
Care Program (CCHCP), which was founded in Seattle, Washington in 1992. It provides training (for
interpreters, interpreter trainers, and healthcare facilities) and consulting on language access, including
needs assessments. Its Bridging the Gap training, mentioned earlier in this chapter, has been a model for
short courses everywhere and is still going strong. In addition, the CCHCP educates “patient guides” or
“patient navigators,” who help patients understand the healthcare system and communicate with their
providers. These navigators may also help with financial, legal, and social support, and work with insur-
ance companies, employers, case managers, or lawyers (National Cancer Institute, n.d.). The CCHCP sells
an array of publications, ranging from language-specific glossaries in more than 24 languages to books
on cross cultural health and health disparities, as well as curricular materials (CCHCP, n.d.). Another
example of a non-profit community organization specializing in medical interpreting is MAMI, which
was originally the Multicultural Association of Medical Interpreters of New York but now goes by its
acronym exclusively. Its main focus is education, offering courses in medical interpreting and training for
providers on working with interpreters, among other subjects, but it also serves as an interpreting agency.

TRAINING PROGRAMS

Another hallmark of strong professions identified by Tseng (1992) is a recognized body of knowledge
that is passed on through university degree programs. Roberts (cited in Mikkelson, 1996, p. 86) also
highlights training (of interpreters, of interpreter educators, and of medical professionals who work
with interpreters) as key steps in the professionalization of the field. The IMIA maintains a searchable
directory of training programs that currently numbers 27 (IMIA, 2019a). In addition, a division of the
IMIA, the Commission for Medical Interpreter Education (CMIE), accredits training programs and lists
10 accredited programs on its website (IMIA, 2019b).

Degree Programs

Although there are myriad degree programs throughout the world specializing in spoken-language con-
ference interpreting, few feature medical interpreting amongst their offerings. In the United States, as of
this writing the Middlebury Institute of International Studies at Monterey (MIIS) offers a specialization
in community interpreting to its Spanish translation and interpreting students as part of their M.A. stud-
ies, including three courses in medical interpreting (MIIS, 2018). Similarly, the University of Texas Rio
Grande Valley (UTRGYV) includes medical interpreting in its translation and interpreting undergraduate
and graduate programs. Unusually, the M.A. program is fully online (UTRGYV, 2018). Wake Forest Uni-
versity offers both an M.A. and a graduate certificate in Intercultural Services in Healthcare (Downing &
Ruschke, 2012, p. 219; Wake Forest University, 2018a). For sign language interpreters, there are many
degree programs in the field, but few offer specializations in medical interpreting (for a complete list of
degree programs, see RID, 2018b). In addition, the Rochester Institute of Technology offers a full M..S.
program in healthcare interpretation for sign language interpreters (Rochester Institute of Technology,
n.d.). There is certainly a great need for more degree programs like these across the country.
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Certificate Programs

Certificate programs in medical or healthcare interpreting are far more common (in fact, the UTRGV
offers one as an alternative to receiving a degree). It is difficult to develop a definitive list of such pro-
grams because, like small professional associations, they tend to be short-lived (Downing & Ruschke,
2012, p. 218). As of this writing, the NCIHC website has live links to the Des Moines Area Community
College, the Madison Technical Community College, the New York University Professional Certificate
in Medical Interpreting, and the University of Massachusetts Amherst Medical Interpreting Program
(NCIHC, n.d.b). The CHIA (n.d.b) website lists 18 universities or colleges just in California that offer
courses or certificates in medical interpreting. It also provides a link to the University of Arizona Sum-
mer Medical Interpreter Training Institute, a 2-week course. In addition, the University of Minnesota
has a certificate program in interpreting with a health interpreting track (Downing & Ruschke, 2012;
University of Minnesota, 2018).

Short Courses

As stated above, the larger, more active professional associations feature stand-alone workshops on spe-
cific topics and a wide variety of educational sessions at their annual conferences. The target audience for
these courses is primarily working interpreters wishing to fulfill the continuing education requirement
to maintain their certification (see the section on certification below). In addition to professional orga-
nizations, colleges, and universities, private programs have emerged as an important source of training.
Prominent among them is the above-mentioned Bridging the Gap, a 40-hour language-neutral course
developed in the 1990s by the Cross Cultural Health Care Program and now offered by authorized train-
ers throughout the country (Downing & Ruschke, 2012, p. 218). The CHIA (n.d.b) website lists 13 other
private entities that offer short courses in medical interpreting in California. Many of these are online
programs that can be taken from anywhere in the country. The 40-hour standard set by Bridging the Gap
has been adopted widely, but it seems to be an arbitrary number, as there is no empirical evidence that
this length of training is the ideal one.

Another source of training is internships in large hospitals and medical centers, usually associated
with medical schools. A prime example is the Stanford Health Care hospital complex, which allows
qualified interpreting students at the Middlebury Institute (MIIS) to participate in a summer internship
where they shadow professional interpreters, receive instruction, and engage in supervised practice. Mt.
Sinai St. Luke Hospital in New York City offers a similar internship (Heh, 2016).

Other Training

In addition to the education of interpreters themselves, an essential feature of the training landscape
is both courses to train trainers and those aimed at medical professionals who work with interpreters,
helping them learn to form an effective team. Downing and Ruschke (2012, pp. 220-221) discuss the
early development of both types of programs, mentioning a couple of university-level efforts that no
longer exist today, in addition to Wake Forest University’s Postgraduate Certificate in the Teaching of
Interpreting, which is still in place (Wake Forest University, 2018b). The authors sum up the situation
regarding the training of medical professionals very clearly:
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It is abundantly clear that training healthcare providers to work with interpreters and providing guidance
for the effective organization of language services that employ interpreters are nearly as important as
the proper preparation of interpreters. This aspect of the development of the field has primarily involved
local or regional efforts in the form of very brief trainings for hospital staffs and others. Curricula for
short trainings, ranging from 1 or 2 hours to a full day, have been developed by several organizations
and been offered during staff meetings, grand rounds, and conferences (Downing & Ruschke, 2012, pp.
221-222).

Professional associations also play a key role in providing client education. For the interpreting profes-
sion in general, the ATA sponsors a robust client outreach program with training materials that members
can use and a multilingual brochure for users of translation and interpreting services (ATA, 2019). The
IMIA offers a number of resources for client education (IMIA, 2019c), as do numerous other regional
associations. The Office of Minority Health of the U.S. Department of Health and Human Services does
have a link to a website called “Think Cultural Health” (U.S. Department of Health and Human Services,
n.d.) where information can be found about online cultural competency courses for populations such as
healthcare administrators, emergency personnel, nurses, and physicians.

CERTIFICATION

Certification, or accreditation, is another important aspect of professionalization; indeed, Roberts (cited
in Downing & Ruschke, p. 222) considers it to be the final step in attaining full status as a profession.
These authors point out that “certification” is the term most commonly used in the United States, but
credentialing has two parts: assessment of qualifications through performance testing, and alegal designa-
tion protecting the title of practitioners who have passed such tests (which they call “licensing”). Given
that the profession cannot even decide between the terms healthcare interpreter and medical interpreter,
it is hard to imagine that full legal protection of the title like that enjoyed by sworn translators in many
countries will be attained anytime soon in the United States. Nevertheless, as Roat and Crezee (2015, p.
246) note, though few employers require any certification as a prerequisite for being hired as an interpreter,
“being certified is certainly one way for interpreters to differentiate themselves from other candidates
for interpreting jobs.” Downing and Ruschke (2012, pp. 222-223) report that there is a consensus that
there should be some sort of national certification for the specialty of healthcare interpreting, but they
then describe the difficulty of agreeing on a single national program.

It should be noted that American Sign Language interpreters have long had certification programs,
originally through the National Association of the Deaf (NAD) as well as the Registry of Interpreters
for the Deaf (RID). Those two organizations eventually merged and consolidated the various levels of
certification offered (for more information, see RID, 2018c). At no time, however, has there been any
specialized national certification for sign language interpreters in the medical field. Exceptionally, the
state of Texas certifies sign language interpreters under its Department of Health and Human Services
for interpreting in healthcare settings (Texas Health and Human Services, n.d.).

When stakeholders began discussing how a national certification program for spoken-language
healthcare interpreters, might be developed, the NCIHC sounded a note of caution. Its website contains
a statement of the organization’s position in this regard:
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e  Certification as a complex undertaking. The NCIHC believes that the development of a national
certification process goes beyond the creation of a test. We believe that certification is a complex
process in any field but especially so in a field in which the content is steeped in difficult linguistic
and cultural issues. While we wholeheartedly agree to the need for scientifically rigorous assess-
ment methodologies, we still have much to learn about creating an equitable and fair process that
will allow all competent interpreters, regardless of background, to be able to demonstrate the
knowledge and skills they possess as interpreters, and that will not result in high numbers of good
interpreters failing simply because of a certification tool’s inability to adequately assess knowl-
edge and skills across cultural and linguistic differences.

e Inclusiveness and consensus building. The NCIHC believes that any effort to develop national
standards or assessment must be a collaborative, consensus-driven process in which all stakehold-
ers have the opportunity to participate. In order to address the complexities of certification in a
respectful manner and to ensure the transparency of the development process, we will need to find
a variety of ways to include the voices of as many stakeholders as possible, especially those who
do not have the opportunity to participate in large national meetings.

e  Neutral leadership. The emerging health care interpreting field incorporates many stakeholders:
patients, interpreters, health care institutions, advocates, interpreter associations, language com-
panies, non-profits and for-profits. It is imperative that the national dialogue be led by a neutral
party whose primary interest is the well-being of those in need of interpreting services. Each entity
involved must make known the nature of its interest in certification, including potential conflicts of
interest and/or benefits that it may accrue as a result of the work. In order for a national certifica-
tion process to be credible, care must be taken to avoid even the appearance that any vested interest
has unduly influenced the development process. (NCIHC, n.d.c, emphasis in original)

Two Certification Programs for Healthcare Interpreters

Despite the reservations expressed by the NCIHC, two different entities proceeded to develop separate
certification exams for entry-level interpreters: the Certification Commission for Healthcare Interpret-
ers (CCHI) and the National Board of Certification for Medical Interpreters (NBCMI). Both the CCHI
and the NBCMI began testing interpreters in Spanish only (Downing & Ruschke, 2012, p. 223), since
that language is by far the most in demand throughout the United States. This was also the case with the
national certification program for court interpreters, the Federal Court Interpreter Certification Exam,
which began in 1979; but aside from brief periods when certification was also offered for Haitian-Creole
and Navajo, Spanish continues to be the only language for which the exam is available (for a detailed
history of national and state court interpreter certification in the United States, see Gonzalez et al.,
2012). Beyond Spanish, no single foreign or indigenous language is spoken by a large enough popula-
tion to justify the expense of designing linguistically and culturally appropriate exams for each of the
149 languages spoken in the United States (Downing & Ruschke, 2012, p. 223). Fortunately, the two
medical interpreter certification bodies have been able to develop exams in additional languages. The
CMI Credential, which is what the NBCMI calls its certification, is available in Cantonese, Korean,
Mandarin, Russian, and Vietnamese (NBCMI, 2016a). The CCHI does not list the languages for which it
has exams on its home page, but with some hunting it is possible to find out that there are tests in Arabic,
Mandarin, and Spanish, for which successful candidates earn the Certified Healthcare Interpreter (CHI)
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credential (CCHI, 2018a). For all other languages, there is an English-only credential called the Core
Certification Healthcare Interpreter (CoreCHI), based on a written examination.

Screening of Candidates

There are eligibility requirements for both testing entities’ exams. The prerequisites for taking the CMI
exam are a minimum age of 18, at least a high school education, and 40 hours of training in an approved
course in medical interpreting. In addition, proof of oral proficiency in English and the other language
must be provided, in the form of standardized test results or diplomas (NBCMI, 2018, pp. 5-6). Inter-
estingly, the prerequisites for the CCHI exams are identical to these (CCHI, 2018b, p. 14). Each of the
organizations also uses an English-only written exam as a screening device, though the CoreCHI cre-
dential is awarded based on the written exam alone. The candidate handbook published by the NBCMI
provides no information about the minimum score required on the written exam in order to qualify for
the oral exam. The CCHI handbook states that a passing score on the written exam is 450 or higher, but
it is difficult to correlate that figure with the fact that the exam has 100 multiple-choice questions (CCHI,
2018b, p. 34). The NBCMI written exam consists of 51 questions on 1) roles of the medical interpreter,
2) medical interpreter ethics, 3) cultural competence, 4) medical terminology “in working languages”
(presumably, this section is available in the four tested languages), 5) medical specialties in working
languages, 6) interpreter standards of practice, and 7) legislation and regulations (NBCMI, 2018, pp.
10-11). The CCHI’s CoreCHI exam has 100 multiple-choice questions on these subjects: 1) professional
responsibility and interpreter ethics, 2) managing the interpreted encounter, 3) healthcare terminology,
4) U.S. healthcare system, and 5) cultural responsiveness (CCHI, 2018b, p. 9. Both entities administer
the exams at computer testing centers, and candidates receive the results immediately.

Oral Exams

One can deduce from various materials available on the website that the NBCMI oral exam consists of
role-play scenarios, but no detailed information is provided about how they are administered. According
to the candidate handbook, the exam is evaluated according to the following criteria, weighted variously
according to their relevance to medical interpreting proficiency: 1) mastery of linguistic knowledge of
English, 2) mastery of linguistic knowledge of the other language, 3) interpreting knowledge and skills,
4) cultural competence, 5) medical terminology in working languages, and 6) medical specialties in
working languages (NBCMI, 2018, p. 12). The CCHI oral examination for the CHI credential consists
of four consecutive interpreting vignettes, two simultaneous interpreting vignettes, three sight translation
passages, and a multiple-choice question designed to test translation skills. It is 60 minutes long and
includes the following tasks: 1) interpret consecutively, 2) interpret simultaneously, 3) sight translate, 4)
translate, and 5) maintain fidelity to the message (this last element is measured in all of the preceding
four tasks) (CCHI, 2018b, p. 10). Again, both testing entities administer their oral exams by computer
at nationwide testing centers. Both the CMI and the CHI/CoreCHI certifications require credentialed
interpreters to fulfill continuing education requirements in order to maintain their status.
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Certified Interpreters

A search of the directory of interpreters on the NBCMI website reveals a total of 2,304 certified inter-
preters, though there could be more who have not maintained their registration. As is to be expected,
the number of Spanish interpreters listed there far exceeds that of the other five languages (NBCMI,
2016b). All interpreters bearing the NBCMI credential must “recertify” every five years by paying a fee
and showing proof of 30 hours of continuing education (NBCMI, 2016c). As for the CCHI, its annual
report for 2017 boasts “over 3,370 nationally certified healthcare interpreters by the end of 2017: 2,643
CHI™-Spanish, 736 CoreCHI™, 127 CHI™-Mandarin, and 73 CHI™-Arabic certificants” (CCHI,
2018c). Similar to the NBCMI, CCHI requires its credentialed interpreters to renew their certification
every four years and show proof of continuing education. Thus, it is clear that the two credentialing bodies
are almost the same in terms of the exams they offer, their prerequisites and renewal requirements, and
the number of interpreters who have gone through the certification process. Although a higher number
of interpreters are certified by CCHI, the non-language-specific CoreCHI credential accounts for much
of the difference. It is unknown whether a significant number of interpreters possess both types of certi-
fication. In any case, there is obviously a great deal of buy-in among practitioners and employers for the
credentialing of medical interpreters. It is unfortunate that efforts are divided between two organizations.
The field of healthcare interpreting is projected to grow at a rapid pace in the coming years (see the next
section of this chapter), and it remains to be seen whether one of the certifying entities will prevail over
the other, and whether support for credentialing will continue.

CURRENT LABOR MARKET AND WORKING CONDITIONS

In its candidate handbook, the NBCMI cites Bureau of Labor Statistics figures from 2014 indicating
that approximately 7,000 interpreters and translators were employed in healthcare industries in this
country, 5,100 in hospitals and nursing care facilities and 1,900 in ambulatory healthcare services. It also
points out that many interpreters are self-employed, working on their own or through language service
companies, and most of them work full time (NBCMI, 2018, p. 3). Thus, it is impossible to know how
many medical interpreters are currently working in the United States, but the Bureau of Labor Statistics
projects a 17.7% growth in employment for translators and interpreters in general between 2016 and
2026 (Bureau of Labor Statistics, 2018). According to the NBCMI, medical interpreters and translators
account for 15.7% of interpreters and translators in the United States (NBCMI, 2018, p. 3).

The job duties of medical interpreters have been described in numerous publications, among them
Crezee (2013), Tipton and Furmanek (2016), and Roat and Crezee (2015). The nature of the work does
not differ much in the United States compared to other countries. Asitis elsewhere, the work is performed
by a combination of staff interpreters, dual-role interpreters, and freelancers or contract interpreters.
According to Salary.Com, a compiler of compensation data, “the average Medical Interpreter salary in
the United States is $43,973 as of September 28, 2018, but the range typically falls between $38,694
and $48,205. Salary ranges can vary widely depending on many important factors, including education,
certifications, additional skills, the number of years you have spent in your profession” (Salary.Com,
2018). Since Spanish is by far the language of greatest demand for interpreters in the United States, it
is worth narrowing the search to that language. ZipRecruiter, an online job search app, reports that a
Spanish Medical Interpreter annual salary ranges from $20,000 to $64,000 nationally, with the average
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income being $42,226 a year (ZipRecruiter, 2018). These figures are for salaried staff positions. Other
sources report on the average income of contract interpreters. For example, Indeed, an online job board,
states that a typical medical interpreter earns “$30.91 per hour in California, which is 105% above the
national average. Salary estimates are based on 101 salaries submitted anonymously to Indeed by Medical
Interpreter employees, users, and collected from past and present job advertisements on Indeed in the
past 36 months” (Indeed, 2018). Though the word ““salary” is used, judging by the list of sources from
which the company drew this data, it appears that interpreters who are paid by the hour are likely to be
contract interpreters working for language service providers.

Remote Interpreting

One aspect of the work that may be more prevalent in the United States, given the distances involved
in this large country and the pervasiveness of high technology in the healthcare industry, is remote or
technology-based interpreting (either over the telephone or, increasingly, through videoconferencing).
Depending on how it is defined, telemedicine, the remote diagnosis and treatment of illness by means
of technology, can trace its origins to the early 20" century, but its first application in a form we would
recognize today came in 1967 when doctors at Massachusetts General Hospital in Boston conducted
medical consultations for airport employees and travelers who were ill at a nearby international airport
(Strehle & Shabde, 2006). According to the American Telemedicine Association, “There are currently
about 200 telemedicine networks, with 3,500 service sites in the US” (American Telemedicine Asso-
ciation, 2018). In light of demographic trends, these networks inevitably involve working with remote
interpreters. Roat and Crezee (2015, p. 245) mention that interpreters may work for language service
providers specializing in remote interpreting, whose clients include many healthcare facilities. Hsieh
(2016) and Braun (2015) both point out that in-person interpreters are widely preferred to remote ones,
but Hsieh also notes that “technology has been central to the delivery of interpreting services for over
40 years (Hsieh, 2016, p. 98). In an article published in the ATA Chronicle, Suzanne Couture asserts that
“over-the-phone and video remote interpreting are being implemented more quickly in medical settings
than ever before” (Couture, 2018, p. 24). For example, the Health Care Interpreter Network (HCIN), a
“nonprofit organization led by former hospital executives and technologists dedicated to creating an ef-
ficient and high-quality service for video health care interpreting,” offers interpreting services to medical
facilities throughout the United States (Couture, 2018, p. 24). Even though it is becoming increasingly
common, this mode of interpreting has raised questions about the effectiveness of communication and
quality outcomes (Hsieh, 2016, p. 98). Nevertheless, in her discussion of video remote interpreting in
healthcare settings, Braun (2015, p. 359) argues that “empirical studies of interpreter performance, qual-
ity and interaction are largely absent.”

Among the concerns expressed by Hsieh (2016) and Braun (2015) are the working conditions faced
by remote interpreters, who often work in isolation in home offices, or in large call centers. Couture
(2018) describes a study of interpreters participating in the HCIN in which they were asked about their
experience and needs as remote interpreters, with a view to increasing access to professional development
opportunities and improving morale, consistency, and the quality of service. She found that convenience
was what attracted interpreters most to working remotely, whereas sound and connectivity issues were
the most challenging part of the work (p. 25). Couture concluded that to ensure optimum performance
and job satisfaction in remote interpreting, training should include an emphasis on visualization and
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note-taking, techniques for managing the flow of communication, self-care, and access to resources for
terminology research and preferred protocols (pp. 25-26).

Another area of concern in the United States is the fact that technology-based interpreting companies
often establish call centers off-shore in order to cut costs. Interpreters who live in other countries may
be “unfamiliar with the norms and practices of healthcare settings in the United States” (Hsieh, 2016, p.
98), which could undermine quality. She points out some crucial differences between remote interpreters
and their in-person counterparts:

In addition, these interpreters are unlikely to develop long-term relationships with providers or pa-
tients as they are randomly assigned to different tasks as needed. This also means that unlike in-person
interpreters, these interpreters are unlikely to have any background knowledge about provider-patient
relationships/interactions based on prior interactions. In short, while technology-based interpreters are
often considered and touted as professional interpreters, their unique characteristics suggest that they
may have very different interpreting styles than in-person interpreters.” (Hsieh, 2016, p. 99)

Health Insurance

Unlike other wealthy countries, the United States does not have a national healthcare insurance pro-
gram, but instead relies on a combination of private insurance coverage for the general population and
government programs for the poor and elderly. As a result, “Interpreters working in the U.S. healthcare
system encounter a great deal of communication related to insurance coverage” (Crezee, Mikkelson &
Monzon-Storey, 2015, p. 34). Medical interpreters in this country face a bewildering array of plans,
billing documentation, and technical terms not encountered by interpreters in other countries. For this
reason, in the first of a series of language-specific versions of her seminal 2013 work, Introduction to
Healthcare for Interpreters and Translators, Ineke Crezee and colleagues included an entire chapter on
healthcare insurance in Introduction to Healthcare for Spanish-speaking Interpreters and Translators
(2015). The chapter defines healthcare insurance, describes different kinds of insurance plans, explains
billing procedures, and provides an English-Spanish glossary of insurance terms.

CONCLUSION AND RECOMMENDATIONS

This chapter has examined the short history of the medical interpreting profession in the United States.
It began with an exploration of role definitions, starting with interpreters as volunteer helpers or dual-
role medical personnel who happened to have some knowledge of languages other than English and
evolving towards trained, credentialed professionals with a robust set of standards guiding their practice.
The role of government in providing language access in health care was examined, along with the key
contributions of professional associations in developing codes of ethics and standards of practice. This
was followed by a description of training programs for healthcare interpreters, train-the-trainer efforts,
and courses for medical professionals on working with interpreters. Next came a discussion of efforts
to impose standards by means of certification tests and the emergence of two competing credentialing
bodies. Finally, the current labor market for medical interpreters in the United States was described, and
some aspects of interpreters’ working conditions were discussed.
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It can be concluded from the above analysis that medical interpreting can be considered a relatively
well-developed profession in the United States—at least compared to its status in other countries—though
it is far from being as powerful as the medical and legal professions. For purposes of this discussion,
it helps to return to Roberts’ (cited in Mikkelson, 1996, p. 86) prescriptions for professionalization: to
become a profession, an occupation must 1) clarify terminology (settling on a clear definition and a
universally recognized name for the occupation), 2) clarify the role of the interpreter, 3) provide training,
4) provide training for trainers, 5) provide training for professionals working with interpreters, and 6)
achieve accreditation of interpreters. First, terminology has not been clarified entirely, since the terms
“healthcare interpreter” and “medical interpreter” tend to be used interchangeably, although at least there
is a little less confusion between interpreting and translating among those who contract their services.
Additional confusion of terminology is caused by the two different certifying bodies and doubts among
employers and potential interpreters as to which credential should be required for employment. Sec-
ond, a great deal of work has been done on clarifying the role of the interpreter, primarily through the
development of standards of practice (strangely absent from Roberts’ list, but mentioned repeatedly in
Tseng, 1992 and Mikkelson, 1996). And third, although university degree programs are still few and far
between, there is an abundance of short courses and certificate programs for medical interpreters, and the
NCIHC (2011) standards for training programs represent an attempt to ensure a certain level of quality.
As for the fourth and fifth items on Roberts’ list, train-the-trainer courses are available through several
providers, though more could be achieved in that regard. Similarly, efforts to train medical profession-
als who work with interpreters are becoming more widespread, but until all teaching hospitals routinely
provide such courses and they become an expected part of the professional development of any employee
in a healthcare setting, it cannot be said that a satisfactory level of client education has been attained.
And finally, the sixth step, achieving accreditation, can be checked off, despite the disruptive effect of
having two rival credentialing bodies. In short, perhaps four of the six elements of professionalization
have been achieved to some extent.

Aside from Roberts’ list of criteria, other important characteristics of strong professions can be identified
in the medical interpreting profession in the United States. For example, according to the control theory
of professions cited by Tseng (1992), an alliance with the State can strengthen a profession through laws
and regulations that help practitioners exert control over their work. The contributions of the Office for
Civil Rights and the Office of Minority Health have been invaluable for ensuring that healthcare institu-
tions employ professional interpreters and adhere to certain standards of care for their LEP clients. The
quasi-public Joint Commission that accredits hospitals has also played a key role. Furthermore, grants
from government agencies and public foundations have supported professional associations’ efforts to
develop standards and design training programs, and have also fostered research on health outcomes in
interpreted interactions. All things considered, much has been accomplished in the professionalization
of medical interpreting in the United States, but much also remains to be done. The recommendations
listed below, while not exhaustive, may provide some guidance for future actions.

Recommendations
1. To alleviate the confusion mentioned in this chapter that has been caused by the existence of two
different certifications, an effort to find common ground and merge the two bodies would benefit

medical interpreters, healthcare facilities, and the patients who rely on interpreters to communicate
with their providers. The NCIHC, having laid the groundwork for national certification and played
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such a fundamental part in the development of the profession, would be the ideal entity to facilitate

this undertaking.

2.  Increasingly, colleges and universities whose language programs are struggling, due to budget cuts
and a reduced emphasis on the value of language studies as part of a liberal arts education, are turn-
ing to translating and interpreting as attractive subjects that can provide more practical preparation
for employment. Given the projected increase in job openings for translators and interpreters, and
in the healthcare industry, institutions of higher learning can best fulfill their mandate to prepare
the generations of the future by expanding their course offerings to include medical interpreting
and translating. It is often taken for granted that interpreters make good translators and vice-versa,
but that is not necessarily the case. Medical interpreters are often expected to translate documents,
and they should receive the appropriate education to equip them for that task. Existing faculty at
these schools may not have the expertise to teach medical translating and interpreting, but they
can avail themselves of the train-the-trainer programs that are growing in number throughout the
United States. Furthermore, as colleges and universities revive their language departments, perhaps
high schools will be encouraged to continue and even expand their language offerings to produce
the number of fluent speakers of foreign languages that this country needs.

3. The degree and certification programs that should expand as the above recommendation is imple-
mented will mean better-qualified applicants for medical interpreting positions. As of this writing
there is a shortage of skilled labor in the United States, which means employers must raise wages
and offer more attractive benefit schemes in order to draw the most qualified applicants. It is to be
hoped that the prevailing wages of staff interpreters at hospitals and clinics will rise accordingly.
In addition, the prestige of the profession will be enhanced by the presence of better-educated,
better-paid interpreters, who in turn should be treated as equals by healthcare professionals, thereby
improving the collaborative environment for patient treatment.

4.  Although the United States has been in the vanguard in many aspects of medical interpreting, it can
learn from experiences elsewhere in the world, not just in health care but in other fields as well.
Here are just a few initiatives that could yield some fruitful results:

a. The AVIDICUS projects funded by the European Commission have carried out research on
video-mediated interpreting in different settings and have produced numerous reports, guide-
lines and training materials (AVIDICUS, n.d.). The project’s findings on user experiences,
effectiveness of communication, and best practices are very relevant to the remote interpreting
that is becoming increasingly frequent in the U.S. healthcare industry.

b.  Some countries have developed the concept of intercultural mediators as an adjunct to inter-
preters, who focus entirely on the linguistic aspects of message transfer, or as a separate role
played by interpreters themselves. For example, in Belgium, intercultural mediators

strive to ensure that the healthcare delivered in Belgium is of equal quality and accessibility for both
nationals and foreigners. In order to achieve this, they act as interpreters, but they also facilitate the
communication in more complex ways (e.g. clarifying misunderstandings, explaining cultural elements,
and supporting doctors and patients in the performance of their duties). (Van de Geuchte & Van Vaeren-
bergh, 2017, p. 120)
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In view of the communication difficulties arising in an increasingly diverse immigrant population in the
United States and the constraints on medical interpreters’ capacity to mediate cultural misunderstand-
ings, perhaps the experiences of medical facilities in countries such as Belgium could provide insight
that would enable healthcare professionals in this country to bridge cultural barriers.

c. In Australia, government-run interpreting services fill the needs of public medical facilities that
have diverse, multilingual patient bases. For example, the Queensland Government operates its
own interpreting service rather than relying on private companies (Queensland Government,
2018). Similarly, in Japan, where medical tourism is on the rise, the Aichi Prefecture has opened
a medical interpreting service to meet the language access needs of hospitals in the prefecture
(Nagoya International Center, 2017). In U.S. culture there is a great deal of resistance to turning
over additional functions to the government (hence the lack of a national health service), but in
some circumstances, such as remote areas with large immigrant populations, such a service might
be worth investigating.
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ABSTRACT

Four countries offer specialized interpreter certification programs that take into account the needs of the
healthcare market: Australia, Canada, United Kingdom, and the United States. This chapter provides
an overview, analysis, and comparison of these certification programs by which specialized medical
interpreters can demonstrate minimum standards of performance. This chapter reviews several compo-
nents of five certification schemes: 1) pre-requisites, 2) knowledge areas, 3) skills areas, 4) language
combinations, and 5 ) certification maintenance. The comparisons reveal similar approaches to interpreter
certification with a few significant variations. These common elements form the basis for a substantive
international equivalence and comparability. At a closer look, each scheme reveals different solutions
to the shared challenges. This chapter ends with recommendations for any ongoing or future interpreter
certification program and for interpreting stakeholders.

INTRODUCTION

Certification for individual professionals, also called accreditation in some countries, is a process by
which a certifying agency attests or certifies that an individual is minimally qualified to provide a par-
ticular service. Professional certification programs provide a more formal and fair assessment program,
using an assessment development process, exam(s) production, administration, and passing grades that
meet the validity and reliability requirements of psychometricians. Through a scientific process, the
certifying body can be confident to ‘certify’ to the public that those who have successfully passed this
rigorous process are qualified to perform the tasks required.
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In any field, these candidates, after having their pre-requisites approved and passing one or more
exam(s), become certified, and are usually listed in a professional registry, accessible to the public to verify
such credentials. A training or educational certificate does not constitute certification (Adams, 2009).

Community interpreting, also referred to as public service interpreting, is an umbrella term initially
used by conference interpreters to describe this new form of interpreting services outside the confer-
ence setting. This includes the specializations of medical/healthcare, legal/court/judiciary, immigration,
elections, educational, religious, conflict zone, social services, and more. It is not a specialization per
se, but a collection of many different manifestations of interpreting as listed above, that fall outside the
conference-interpreting domain. There are many similarities between interpreters in these non-conference
settings, when compared with conference interpreting. In the United States, the term community inter-
preting is not commonly used, as it does not distinguish features between legal, educational, or medical
interpreting. There are various unique factors to medical interpreting being highlighted in this publica-
tion. This chapter will focus on medical/healthcare interpreter certifications, and will utilize the original
term used to define this specialization: medical interpreter and medical interpreting.

BACKGROUND
Terminology Matters

As with any subject, terminology matters. Terminology is simply a common language, nomenclature,
classification, or taxonomy designed to be shared among users to ensure that we all understand the con-
cepts as intended by the originator of the message. In the certification and assessment fields, specific
terminology is utilized and often confused by laypersons. This is why the author decided to provide a
list of the most common terms and definitions related to ‘certification’ at the end of the chapter, in order
to aid the reader in understanding the text. It may be useful for professional groups that are thinking of
establishing their own certification programs. Alternate terms are given in italics. Note that the term
‘testing’ or ‘tests’ will not be used in this chapter. The purpose of most tests is to assign grades to stu-
dents. They offer limited diagnostic information to identify areas for improvement. The term assessment
is a more comprehensive concept. An assessment may be a test or an exam that is intended to measure a
test taker’s knowledge, skills, aptitude, or physical ability. While laypersons use the term test and exam
interchangeably, ‘exam’ usually refers to a mid-term or a final exam, whereas ‘test’ can be given at any
point in time to measure knowledge of a learning module, for example. For this reason, the term ‘exam’
will be used in this chapter (International Encyclopedia of the Social Sciences, 2008).

Professional Advancement and Recognition

Professionalization is the social process by which any trade or occupation transforms itself into a publicly
recognized profession. The professions that benefit from the highest recognition are the ones that have
gone through all the stages of professionalization and are protected legally through licensure, so that only
those that are qualified are allowed to perform. This occurs primarily in activities that, when performed
by unqualified individuals, may put the public at risk. This is typically called an occupational closure,
closing the profession to entry from outsiders, amateurs, and the unqualified (Waddington, 1990).
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Professionals invest time in their education and training, inclusion in professional associations, and
continuing education, in order to remain abreast of the trends and changes in professional norms and
practice (Arocha, 1997). Those that do not have a certification program basically have no way to prove
their competency and qualification to do the job in question. In some sectors, such as the healthcare sec-
tor, these individuals have to be assessed by different employers, which can be quite cumbersome for the
individual, since a different employer rarely accepts one exam from one employer as proof of competency.

The activity of interpreting between languages has existed ever since there were peoples that needed
to communicate across different languages. Its professionalization process has been a long process that
has spanned history and varies significantly from country to country. Wadensjo explains the actions
taken by various interpreting stakeholders in professionalization efforts:

People working with interpreting in various spheres of society and various parts of the world are now
involved in a process of professionalization. This implies a range of individual and collective efforts,
including struggles to achieve a certain special social status, suggestions to define standards of best
practice, to control access to professional knowledge — theoretical and practical skills — and to control
education and work opportunities. (Wadensjo 2007: 2)

The references to the term control, underlined in the quote by the author, underscore the need to set
measurable standards that allow individuals to be identified or singled out as professionals, in contrast
to amateurs or unqualified individuals. Wadensjo (2007) describes certain characteristics for profes-
sionalization, which include:

A Code of Ethics

A Standards of Best Practice

A consensual definition of role and function

A body of theoretical and practical knowledge

Formal training programs

A system of licensure, registration, or certification

An interpreting industry

A professional body that is representative of practicing interpreters
An established governmental and/or institutional interpreting policy

O XNk LD =

One of these is certification (6). It is interesting to note that Tseng’s professionalization characteristics
does not include certification (Tseng, 1992), despite the fact that it is only characteristic or marker that
establishes those that are qualified and unqualified for professional practice. In the interpreting field,
general interpreting certification programs have existed in different countries. In others, specialized in-
terpreting certification programs have arisen, mostly in court interpreting. In the last decade, interpreting
certification programs in the medical interpreting specialization have arisen, and merit further discussion.

Certification helps employers and end-users of a service distinguish those in the workforce that meet
the minimal requirements of competency. While universities, training organizations and employers can
and do assess those they teach or hire, they are not experts at developing assessments, and may have
biases related to pass rates that affect their own credibility as educators or employers. Those organiza-
tions that offer certification programs are referred to as the certification body. These certification bod-
ies provide a neutral and impartial third-party evaluation, and certify that their process is sufficient to
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ascertain a competent level of activity. It is important to note that this chapter speaks of certification as
the process for individuals, and accreditation, as a process for organizations. Some countries, such as
New Zealand and South Africa, use the term accreditation for individuals and certification for organiza-
tions. Australia just changed their nomenclature from accreditation to certification, although the name
of the certifying body contains the term accreditation. This chapter will focus on specialized interpreter
certification for healthcare.

FOCUS OF THE CHAPTER
Certification of Medical Interpreters

The certifying bodies that do provide specialized certification state that it improves healthcare outcomes
by providing a system that identifies those that are qualified to interpret at a minimally competent level
that ensures no risk of hindering patient safety (Arocha & Joyce, 2013), through errors and omissions.
They elevate the standards of quality of medical interpreting by providing a certification process that is
specific to the medical sector. Interpreters gain recognition, inclusivity with other interpreters who are
certified, and distinguish themselves from unqualified bilingual individuals (Angelelli & Jacobson, 2009).

This chapter provides a comparative analysis of five interpreting certification programs. Details of
the certification programs were obtained from information gathered from certifying bodies’ websites,
from standards related to certification and research literature. Three programs are community interpret-
ing certification bodies with medical certification specialist pathways, and two of them were designed
completely as medical interpreting specialist certification schemes. The three community interpreting
certification programs that will be analyzed are: 1) The Institute of Linguists Educational Trust (https://
www.ciol.org.uk/dpsi), in the United Kingdom, 2) The National Accreditation Authority for Translators and
Interpreters (https://www.naati.com.au/), in Australia, and 3) Ontario Council on Community Interpreting
(http://www.occi.ca/) in Canada. The two medical interpreting certifications to be reviewed include 4)
The National Board of Certification for Medical Interpreters (http://www.certifiedmedicalinterpreters.
org) and 5) The Commission for the Certification of Healthcare Interpreters (www.cchicertification.
org). All five interpreter certification programs will be reviewed and analyzed by the following criteria:
a) pre-requisites, b) knowledge areas, c) skills areas, d) language combinations, and e) certification
maintenance. Exam design and administration will not be analyzed. This comparative analysis will be
followed by recommendations and a discussion of the possible future trends in certification programs
for specialist interpreters.

Overview of Each Certification Program

Certification programs may be housed in a variety of organizational structures. Some are related to pro-
fessional associations, whereas others are freestanding non-profits. The programs that were identified for
this chapter offer interpreter certification programs that are designed specifically for those interpreters
working in the healthcare setting (The California Endowment, 2006).

e Institute of Linguists Educational Trust: The Institute of Linguists Educational Trust (IoLET),

is an associated charity of the Chartered Institute of Linguistics (CIOL), which serves the interests
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of professional linguists in the United Kingdom. In the UK, community interpreting is referred
to as public service interpreting. The Diploma in Public Service Interpreting (DPSI) has been
available since 1989, and is a qualification for those who work, or would like to work, in one of
these areas: 1) Law: courts, solicitors, immigration, 2) Healthcare: hospitals, clinics, GP prac-
tices, and 3) Local Government: housing, social work, education. The Diploma in Public Service
Interpreting examination is set within the four public service contexts of English Law, Scottish
Law, Health and Local Government. Candidates must stipulate when registering in which of these
options they wish to be examined. The credential provided for those who have passed the written
and oral exams is Diploma in Public Service Interpreting (DPSI). IoLET has been administrating
exams for several years now. For more information about IoLET, see https://www.ciol.org.uk/dpsi.
National Accreditation Authority for Translators and Interpreters: The National Accreditation
Authority for Translators and Interpreters (NAATI) is a company that is jointly owned by the nine
governments of Australia, governed by a Board of Directors, who is appointed by the owners.
Their mission, as outlined in the NAATI Constitution, is to set and maintain high national stan-
dards in translating and interpreting to enable the existence of a pool of accredited translators
and interpreters responsive to the changing needs and demography of the Australian community.
NAATI services are available through any of their offices located across Australia. Accreditation
is an acknowledgement that an individual has demonstrated the ability to meet the professional
standards required by the translation and interpreting industry. NAATI assesses translation and in-
terpreting professionals against these standards so that English-speaking and non-English speak-
ing Australians can interact effectively with each other, particularly when accessing medical, gov-
ernment and other services. Their core focus is issuing accreditations for practitioners who wish
to work as translators and interpreters in Australia. NAATI offers five interpreter certifications:
the 1) Certified Conference Interpreter, 2) Certified Specialist Interpreter — Health of Legal, 3)
Certified Interpreter, 4) Certified Provisional Interpreter, and 5) Recognized Practicing Interpreter.
Only the Certified Specialist Interpreter (CSI) credential will be reviewed for the purposes of this
chapter. It seems this specialized component of the assessment scheme has been established, but
it is uncertain if the administration of the specialized exam(s) component is running at the time of
this publication. For more information on NAATI, see https://www.naati.com.au.

Ontario Council on Community Interpreting: The Ontario Council on Community Interpreting
(OCCI) was established in 2016 in Canada. The mission of the Ontario Council on Community
Interpreting is to be the body that oversees and regulates the accreditation of interpreters working
in the community and public service sectors in Ontario. OCCI brings together four key stake-
holder groups: Interpreters, Consumer, Trainers and Testers, and Interpreting Service Providers.
Professional community interpreters need an accreditation that is recognized and marketable
across the province and, eventually, the country. The title of OCCI credential is Accredited
Community Interpreter (ACI) for interpreters working in the legal, healthcare, social services,
education, and private sectors. There is no designation listed for the specialist credential. It seems
this specialized exam(s) scheme has been established, but it is uncertain if the administration of
the specialized exam(s) is running at the time of this publication. For more information on OCCI,
see wWww.occi.ca.

National Board of Certification for Medical Interpreters: The National Board of Certification
for Medical Interpreters (NBCMI) started administering certification exams in 2009 in the United
States. The mission of the NBCMI (also referred to as the National Board) is to foster improved
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healthcare outcomes, patient safety and patient/provider communication, by elevating the stan-
dards for and quality of medical interpreting through a nationally recognized and accredited cer-
tification developed by medical interpreters for medical interpreters. Its purpose includes: 1) To
develop, organize, oversee and promote a national medical interpreter certification program in
all languages 2) To promote patients and providers working with credentialed medical interpret-
ers who have met minimal national standards to provide accurate and safe interpretation, and 3)
To ensure credibility of national certification by striving to comply with national accreditation
standards including transparency, inclusion, and access. The National Board was established as
an independent special division of the International Medical Interpreters Association (IMIA), to
oversee the national medical interpreter certification program. The National Board, as a division
of the IMIA has 501(c) 3 non-profit corporation status. The credential given to those who pass the
written and oral exams is Certified Medical Interpreter (CMI). No credentials are given for those
who only pass the written exam. For more information on the National Board, please see www.
certifiedmedicalinterpreters.org.

e  The Commission for Certification of Healthcare Interpreters: The Commission for Certification
of Healthcare Interpreters (CCHI) started administering certification exams in 2010 in the United
States. Its primary goal is to provide a process that will enhance the profession of healthcare inter-
preting and in turn benefit the communities that are in need of healthcare interpreters. CCHI has
brought together the necessary stakeholders through a non-profit organization whose main mis-
sion is to develop and administer a national, valid, credible, vendor-neutral certification program
for healthcare interpreters. CCHI has researched and built its program based on data from the
field that reflects the knowledge, skills, performance and expectations for healthcare interpreting.
CCHI offers an independent, national, comprehensive certification program to medical interpret-
ers of all languages. Our CoreCHI™ and CHI™-Spanish certifications are accredited by NCCA;
these are the only accredited interpreter certifications in the U.S. CCHI is dedicated to support-
ing professional healthcare interpreters who value the power of education and certification. The
credential given to those who pass the written and oral exams is Certified Healthcare Interpreter
(CHI). CCHI does grant another credential for those who only pass the English written exam and
it is called CoreCHI. CCHI has 501(c) 6 non-profit corporation status. For more information on
CCHLI, please see www.cchicertification.org.

Prerequisites

Certification prerequisites are specific steps that must be completed before a candidate is able to sit for
the certification exam(s). Not all certification programs require prerequisites, although it is a sound way
to eliminate applicants that will not stand a chance at passing the exam(s) components of the certification
program. Table 1 lists the prerequisites of all five certification schemes in a side-by-side comparison.
Every certification scheme that is being reviewed for this chapter has incorporated prerequisites in their
programs. It is not uncommon for certification programs not to have any prerequisites. However, they
fulfill a role in ensuring that all professionals have certain skills that may be necessary for the job at
hand. Nonetheless, some certification bodies do not want to create barriers for practitioners; they are
especially concerned with those that work in minority languages.

Age prerequisites may be more important for activities that are not advisable to be performed by a
minor, and in medical interpreting more so, due to the emotional and critical, possibly traumatic situ-
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ToLET NAATI OCCI NBCMI CCHI
General Bachelor’s degree High School or | High School or
- NA . NA
Education or higher more more
Post-§e'condary 1nterprt?ter training Minimum Minimum of
-Certificate of completion of the
. of 40 hours 40 hours of
Interpreter 180 hr Language Interpreting .
. NA L. of medical healthcare
education Training Program (LITP) or Glendon interpretin interpretin
Graduate Diploma in General trainip; & [I'aillﬁl &
Interpreting (GDGI) & £
Yes — several Yes — several
exams are exams are
Language
- . Yes —several exams | Yes—IELTS, IBT TOEFL or MAG accepted. accepted.
proficiency in NA o
Enelish are accepted. Accreditation Bachelor or Bachelor or
g approved oral approved oral
exams accepted. | exams accepted.
Language Yes, but does not Yes — Bachelor | Yes — Bachelor
Proficiency in NA specify exams or No or approved oral | or approved oral
other language other pathways exams accepted. | exams accepted.
Intercultural
Competency No Yes No No No
Exam
Ethical
Competency No Yes No No No
Exam
Age 19 years NA NA 18 years 18 years
All applications
Profes.smnal NA NA 250 hour's documejnted medical verified prior By audit method
Experience interpreting experience to undergoing
exams
Holds NAATI
Certified
Interpreter
credential; and
Other Pre- evidence of 3
requisite NA years’ work NA NA
pathways experience;
and Completed
professional
development
activities
All applicants
Pre‘re.qul‘s ttes NA NA NA verified prior By audit method
verification to undergoing
exams
Membership
Membershin in in Institute Membership in a professional
sip of Linguists No association of interpreters in North No No
an association f .
Educational America*
Trust (IoLET)

*(Association of Professional Language Interpreters (APLI), Association of Translators and Interpreters of Ontario (ATIO), American
Translators Association (ATA), and the International Medical Interpreters Association (IMIA).
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ations that occur in this environment. Studies show that the practice of relying on minors to transmit
information to their parents was and still is common practice in places where medical interpreting is not
professionalized (Agency for Healthcare Research and Quality, 2012). Three of the five-certification
bodies have an age prerequisite to sit for their exams.

Language proficiency prerequisites ensure that the individuals sitting for the exam have a relatively
fair chance of being truly bilingual. There is a common misconception in the lay community that any
bilingual individual can interpret between two languages. However, a high level of language proficiency
is required in order to provide accurate interpreting services (Ferguson, 2008). Bilingualism also comes
in many forms, and rarely equates to a high level proficiency in both languages. When no proof of lan-
guage proficiency were required in both working languages, individuals with lower levels of language
proficiency are able to undertake the exams, skewing and lowering the passing rates. Interpreter certi-
fications assess interpreting skills, and not the proficiency of languages. Those monitoring the exams
will not be able to ascertain if a low passing grade was skewed, as these are two different skillsets. Of
the five-certification bodies, OCCI is the only one that does not require a specific level of language
proficiency in the other language, only in English.

Which certification bodies quantify or recognize experience? It is interesting to point out that OCCI
requires 250 documented hours of experience. There is always the question of how one is to acquire that
experience without the proof of competency. This only works when certification is not a requirement
to practice, but can become a barrier if the organization one is approaching does require it as a quality
measure. It also may work if trainees are sought out by organizations, but this is an issue in healthcare
due to patient safety. Practicums typically have preceptor supervision for this reason. An unqualified
interpreter must not be allowed to interpret unsupervised by a qualified interpreter. Experience has also
beenused as an alternative pathway for certification. NAATI is the only organization thathas an alternative
pathway, for those that have passed general interpreter certification. These candidates can provide three
years of documented specialized experience. Some non-healthcare interpreting certification programs in
other countries provide for an educational pathway, where one’s diploma in a Translation and Interpret-
ing Program can be accepted in lieu of a performance exam. However, these are for general interpreting
certifications. Due to the ramifications of unqualified interpretation in healthcare, and how it may impact
patient safety, it seems that specialized experience without specialized qualification may put patients at
risk. Patient safety concerns require healthcare organizations to rely heavily on performance exams for
all healthcare related occupations and professions, to the point where all the professionals working with
patients are credentialed, except the medical interpreter. Whereas one organization uses experience as
a prerequisite, another is using it to credential interpreters. The author would maintain that experience
denotes familiarity with the practice, but not competence.

Prerequisite exams, also called screening exams, are not uncommon in certification. However, only
one of the five-certification bodies analyzed requires candidates to take a pre-qualifying exam. NAATI
requires a separate ethical exam and intercultural exam before undergoing the interpretation exam; other
certification programs include these topics as modules in a written or oral exam. Requiring multiple
exams in a certification process only makes the process more cumbersome for the candidates.

With regards to general education, only NAATI requires a bachelor’s degree. This puts into question
whether the other certifications, which only require a High School, degree recognize medical interpreting
as a technical occupation or as a legitimate professional practice that requires the vocabulary of a post-
secondary education (Arocha, 1997). One solution to this dilemma would be for a certification program
to require a ‘bachelor’s degree or equivalent,” creating specific provisions for minority languages that
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may not have enough candidates with bachelor’s degrees. Most salary surveys conducted in the United
States state that the majority of interpreters have a bachelor’s degree. A low educational requirement
brands the activity as an occupation and not as a post-secondary level profession. OCCI also does not
have any requirement for general education. Some certification bodies do not have any prerequisite at
all, but it is unclear how a certifying body can ascertain that an applicant has a sufficiently sophisticated
vocabulary to interpret in all registers without such a requirement (Arocha, 1997). This may also affect
certificants’ inability to access pay grades that do require a specific level of general education.

Only OCCI and IoLET require membership in a national association. While this is not uncommon
in various certification programs run by professional associations as the certifying body, it is a frowned
upon practice. There are programs, which accredit certification programs that disapprove this practice.
The International Standards Organization (ISO) Standard: ISO 17024, for example, explicitly lists a
restriction to this practice for certifying bodies that wish to be ISO 17024 certified/accredited (Interna-
tional Standards Organization, 2012). This may be because a professional association or certifying entity
may create a self-serving benefit by requiring annual membership, which provides separate benefits, in
order to, approve or maintain one’s certification, another paid service. It is also a threat to impartiality,
a strong tenet in a fair certification program. If a professional is to be trusted by the public, not only
competence is necessary, but ethical integrity as well. Continuous affiliation to a professional associa-
tion may be the only way to guarantee ethical integrity, in the absence of an ethical disciplinary process
by the certification body.

Last, one must realize that not all prerequisites are verified. Three of the programs did not specify
whether or not every prerequisite is verified, the National Board states on its website that it does review
for proof every prerequisite prior to authorizing the candidate to move to the next step. CCHI, on the other
hand, according to their website, utilizes the audit method, meaning that they verify only a small portion
of the application prerequisites. One who does not meet the prerequisites would lose their credential, if
audited only. So how does the public know which certificants meets the prerequisites and which don’t?
Regardless, the national certification accrediting organization in the United States, the NCCA, does
accept this auditing method. The NCCA is a division of the Institute of Credentialing Excellence (see
www.credentialingexcellence.org). However, this is not accepted practice by the International Standards
Organization, according to their standard ISO-17024 (International Standards Organization, 2012). The
author maintains that the auditing method for the verification of compliance with prerequisites is not a
valid or credible process. It is also not fair to some certificants who meet the process to have colleagues
who have the same credential yet do not meet the same prerequisites.

Knowledge Areas

What are the knowledge areas that medical interpreters need to know to provide safe interpretation
that guarantees patient safety? Knowledge and skills are usually assessed differently. Therefore, most
interpreting certification exams have a written knowledge-based exam, followed with an oral skills/
performance-based exam. Subject matter experts (SMEs) identify the knowledge areas necessary, in
conjunction with a subsequent job analysis and reviews of job descriptions. The job analysis gathers
quantitative data from a statistically significant number of practitioners. Once the knowledge areas are
identified, the certifying programs divide the knowledge exam into modules, with a certain number of
questions related to each knowledge area. Table 2 lists all the knowledge areas that are mentioned on the
certification bodies’ websites, to offer a side-by-side comparison. Some certification bodies do not give
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details of their lists the knowledge content of the exams of each certification program. In these cases,
Not Available, or NA is listed.

It is interesting to note that some certifying bodies, such as NBCMI and CCHI, give more detail
about their exam structure, which is helpful for candidates to prepare for the exam. The weight given to
each module is also important, as it showcases what components are more important for the candidate
to pass. Exams can require a minimal score per component or a minimal score for the entire exam. This
chapter does not analyze the administration, scoring, or rating of the exams, but focuses on the certifica-
tion scheme. It is noteworthy to mention that neither patient safety nor client education is mentioned as
topics to be assessed. These are very relevant knowledge areas that all professional medical interpreters
should have and could be tested on.

OCCI does not give much information about its exams. This makes it difficult and cumbersome for
candidates to prepare. Perhaps it is due to the fact that it is still developing the specialization exams. It
seems that the medical terminology component is satisfied with the successful completion of a Medical
Terminology Course of a minimum of 30 hours. Having a separate requirement for terminology seems
to be a good solution to avoid attempting to assess terminology in an interpreting knowledge exam,
providing more time for the candidate to focus on demonstrating other areas of knowledge needed to
practice as a medical interpreter. However, can 30 hours of training provide enough knowledge to pass
the exam? NBCMI gives the greatest weight to medical terminology knowledge. They are not assessing
the candidate’s ability to translate or interpret medical terminology, but the understanding of such termi-
nology, as an interpreter cannot interpret what he/she cannot understand. The NBCMI Job Analysis data
collection instrument asked questions about the knowledge areas and skills required in various areas of
medical specialties. By virtue of the design of the instrument asking questions about competency in each
specialty, specialized terminology was identified in those specialties. This points to the significance of the

Table 2. Knowledge areas

IoLET NAATI OCCI NBCMI CCHI

Medical Successful completion of

. NA NA a minimum 30-hr Medical Yes (38%) Yes (22-25%)
Terminology .

Terminology Course
Medical Specialties | Yes NA NA Yes (23%) NA
Role and Ethics Ethics only Separate pre- NA Yes (15%) Yes (10-12%)
requisite exam

Cultural Yes Separate pre- NA Yes (3%) Yes (3-6%)
Competence requisite exam
Standards of NA NA NA Yes (5%) Yes (10-12%)
Practice
Legislation & NA NA NA Yes (3%) NA
Regulations
Managing the
Interpreting NA NA NA NA Yes (30-35%)
Encounter
Medical Procedures | Yes NA NA NA NA
Interacting with
Other Healthcare NA NA NA NA Yes (20-24%)
Professionals
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instrument design with regards to the data it generates. It is also interesting to note that [oOLET assesses
medical procedures and specialties, which may be their interpretation of ‘terminology.’ It is unclear if
the other certifying bodies include procedures in their medical terminology or specialties components.
The more detail a certifying body can provide in their public information, the more transparent and fair
it will be to the candidate. Ideally a certification scheme would include medical abbreviations, anatomy,
symptoms, procedures, and specialties within the medical terminology component of the exam.

NAATT assesses cultural competence and role and ethics separately in a prerequisites exam that must
be passed before undergoing the specialized exams. Cultural competence is a different skillset to inter-
preting, translation, roles and ethics. The author believes that all these skills are required for competent
medical interpreting, and therefore must become part of the specialized exams. Cultural competency is
an important knowledge and skillset for medical interpreters, and all but OCCI have this as a component.
Two exams (written and oral) seem to be enough for a candidate to have to undergo, so long as different
skills and knowledge areas are tested separately and scored separately.

While standards of practice are very important to a profession, many countries do not have a specific
standard of practice for medical interpreters. However, there is an international standard for medical
interpreters that any country can use as an international baseline. The IMIA Standards of Practice (In-
ternational Medical Interpreters Association, 2007) is an international standard, and is translated into
five languages. It sets the parameters and tasks for the specialization in a much more defined manner
than a code of ethics does for example. The ISO Standard for Healthcare Interpreting, ISO-21998 is
near completion at the time of this publication and can also be used as a standard to be tested against.
In the absence of testing standards, certificants would only be certified to know the ethical guidelines,
but not the practice guidelines. This is because the code of ethics explains the general rules to practice
by, whereas the standards of practice explain how the practitioner performs their duties. Only NBCMI
and CCHI list standards of practice as an exam knowledge area, and this may be due to the fact that the
United States has the most standards of practice of any country. The UK, Canada, and Australia also
have a strong community interpreting training and assessment framework, whereas medical interpreting
is just emerging as a separate specialization in its own right. While Canada has a community standard
of practice, it does not cover specific practices specific to the unique dilemmas and tasks of medical
interpreters.

Legislation and Regulations are only included in the NBCMI and CCHI exams. It is important for
these certification bodies for medical interpreters to know the legislation and regulations related to
their practice. Client education and advocacy for one’s profession is often an important component
of a profession. Perhaps other certifying bodies may consider this a knowledge area to add into their
certification schemes.

CCHI is the only certifying body that lists these two skills: Managing the interpreting encounter
(30-35%), and interacting with other healthcare professionals (20-24%), totaling (50-59%) of the written
exam, which is significant. These may have been considered subsets of the Role and Ethics component
or the Standards of Practice component in the other exams, but it is a different topic for CCHI. These
differences in classification make it difficult to compare certifications. Having said this, it is noteworthy
to mention that Role and Ethics need not be classified together, as these are two different knowledge
areas and must be tested and scored separately. Listing the Standards of Practice as a knowledge area
stipulates that the candidate must know the guidelines of ‘how’ to practice. These are indeed impor-
tant documents of practice. It seems that while NAATI and OCCI do not give much detail about their
knowledge areas, IoLET does list all the medical subareas within 1) procedures, 2) primary care, 3)
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acute care, and 4) other, where it lists other knowledge areas to be assessed, such as complementary
medicine, palliative care, victims of violence, etc. As stated before, the more detail a certification body
can provide all stakeholders, the better. When comparing NBCMI and CCHI specifically, one can note
that the NBCMI knowledge exam gives greater weight to the medical knowledge areas (61%), whereas
CCHI focuses on the non-medical practitioner knowledge areas (77-78%). This may be useful information
to an applicant who may have to decide between one or another certification program. It also showcases
the different approaches to the professional makeup of a medical interpreter.

Skills Areas

Since the interpreting profession involves the very technical skills of interpreting, most interpreting exams
in the world, whether general or specialized, include a skills exam component that is separate from the
written component (Hlavac, 2013). In reviewing five certification programs, there are only four perfor-
mance areas that are assessed by all certification bodies, which can also be seen as two performance
areas in both language pair directions. Table 3 lists all the skills areas listed by the certification bodies
on their respective websites.

The first skillset tested is consecutive interpreting, into and from the language other than English
(LOTE). Consecutive interpreting is the most required skillset for medical interpreters, simply by virtue
of the fact that it is their core skill, and mode most utilized in dialogic interpreting for spoken languages.
Bidirectional consecutive interpreting is the key skill in medical communicative events, and therefore
all the certification bodies include this skillset. Since interpreting is a language-specific skillset, it is
important that the assessment procedure and tool also assess this skill in a realistic authentic manner;

Table 3. Skills areas

Skills IoLET NAAT OCCI1 NBCMI CCHI
Con'secutlve into Yes Yes Yes Yes Yes
service language
Consecutive into Yes Yes Yes Yes Yes
other language
Long consecutive - NA Yes NA NA NA
monologue
Slght translation into Yes Yes Yes Yes Yes
service language
Sight translation into Yes Yes Yes Yes Yes
other language
Simultaneous
interpreting into No Yes No No Yes
service language
Simultaneous
interpreting into other | No Yes No No Yes
language
Traqslatlon into Yes No No No Yes
service language
Translation into other Yes No No No Yes
language
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utilizing language-specific role-plays in the healthcare environment that mimic the authentic interpret-
ing demands of the task at hand.

The second skillset is sight translation into and from the LOTE. IoLET evaluates the largest number
of skillsets, whereas NBCMI evaluates the least. In psychometric assessments, when there is a holistic
pass score, the fewer the skills/knowledge areas are assessed, the greater the validity of the exam. The
reason for this is that the results of the assessment have to reflect the skills or knowledge areas assessed.
If there are too many areas, the only way to remedy this is to apply a modular grading system, where
each skillset is assessed within a separate module, which guarantees that the candidate has to pass each
assessment module, and hence pass the skillset assessed. NBCMI and CCHI do not do this, as they
provide for a holistic minimum score, versus modular minimum scores that need to be passed. NAATI
provides for a modular system that requires candidates to pass each skillset separately. It is not clear if
NAATI candidates can later take only the modules they did not pass or if they have to take the entire
exam again. IoLET nor OCCI provide information about whether the test design is modular or not.

While simultaneous interpreting is not the most frequent mode of interpretation in healthcare for spo-
ken language interpreters (it is for signed language interpreters), it is not only needed, but it is required
in many specific healthcare scenarios in order to ensure accurate communication. IoLET, OCCI and
NBCMI do not assess interpreters in the simultaneous mode. This is a very significant limitation of their
certification program, as it means that an interpreter may become certified and yet not have demonstrated
his/her ability and performance in this important mode of interpreting. While the lower frequency of
the skill may be identified in the profession’s job analysis, another parameter in psychometrics is the
relevance or importance of the skill for professional practice. While the frequency is low, the importance
or relevance of the skill is very high when a patient or provider can’t pause. Certain situations require this
specific mode of interpreting in healthcare. Long consecutive is rarely needed in healthcare interpreting,
and that may explain why only NAATI evaluates this performance skill.

Translationis adifferentskillset from interpreting. Translation requires training for translation, whereas
interpreting requires training for interpreting. While many interpreters are asked to translate documents,
some interpreters are qualified to do so while others are not. Likewise, some translators are qualified to
interpret, while others are not. Only IoLET and CCHI assess for translation in the skills exam component
of their certification program. It is noteworthy to mention that CCHI assesses the translation skillset
using a multiple answer section, which puts into question the format, validity and reliability of this part
of the exam. Going back to the argument of authenticity, how is one to provide proof of a translation
competency by answering questions? One would assume that the best way to assess the ability to translate
from one language into another would be to do exactly that, to translate from one language into another.
The author maintains that translation may not be included in an interpreting exam, as interpreting may
not be included a translation exam. Validity refers to whether an exam measures what it is intended to
measure, and adding different skills with a global score doesn’t allow for these skills to be distinguished
as separate skills. Testing translation in an interpreting exam lowers the validity of that exam. Further-
more, healthcare organizations may be misled to believe these certificants are qualified to translate at
all levels, when the level or amount of testing in that skill is not sufficient to determine competency to
a legal standard in that specific skill.
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Languages Combinations Assessed

Language proficiency in at least two languages is a primary skillset that precedes any ability to inter-
pret. Most certification programs are language specific and therefore it is important for applicants to
know which language combinations are available for assessment. This is perhaps one of the factors that
complicate any certification process that has to work in different languages. All certification programs
require English proficiency at determined levels, either through secondary education or via specifically
listed exams and minimal scores. Several national and international exams, such as IELTS or TOEFL,
are accepted. The only certification program that does not specify any requirement for the English lan-
guage is IoLET. It is interesting to note that the Tasmanian government lists the languages that NAATI
offers (Tasmanian Government Department of Premier and Cabinet, 2017). Table 4 lists the language
combinations offered by the five-certification schemes. Since English is the language of service in the
four countries surveyed (Except Canada, where it is English and French), these lists revolve around the
other Languages Other Than English (LOTE) assessed.

The certification schemes from the UK, Canada, and Australia are the ones providing certification
in the largest number of languages. NAATTI has a set of languages that are available only if there are
enough certificants in that language. This is a reasonable strategy that enables the certification body to
be scalable according to need, and also not to waste resources in languages for which there is not enough
demand. It is a practical solution to the problem of setting up services for languages for which there is
very little demand. In contrast to these long lists of language-specific exams, the certification schemes
from the United States are the ones providing certification in the least amount of languages. The Spanish
language accounts for 77% of the linguistic demand for medical interpreting (Cabrera, 2017) in the United
States. However, there are cities in the United States with a much broader array of interpreters in other
languages need to protect themselves from a liability perspective with regards to all patients, and their
commitment to patient safety is equal to all patients. One of the difficulties cited by these organizations
is that developing a psychometric-based exam is very costly and not viable for a language that will have
very little demand for certification.

In order to strengthen the credibility of these certifications, it is important to consider including more
languages. The threat, however, is that the certifications currently only exist for interpreters who cater
to the over-supplied languages. This could be viewed as a mechanism to keep other interpreters out or
hinder those interpreters from getting jobs, ultimately creating an elitist mentality. (Nimdzi, 2018)

For interpreters wishing to become certified in languages for which oral exams do not exist, CCHI
decided to grant candidates a different credential, called CoreCHI, for those that pass the written exam,
which is given in English and assesses knowledge areas only. This is in contrast to their CHI credential,
given to candidates who pass both the written and oral exams. While this addresses the need of interpret-
ers to have a credential, it does not address the need of healthcare organizations to have interpreters that
are certifiably competent in these languages. In fact, seeing interpreters with an alternative credential
may confuse employers that could consider a credential without proven competency a deceitful practice
at worst, or a confusing practice, at best. CCHI plans to develop oral English into English exams for
these candidates in the future (Certification Commission for Healthcare Interpreting, 2018). The author
believes that, while this may assess the interpreting cognitive skills, it does not assess the skills in the
language context, which means that renditions other than English will not be able to be rated, only the
back translation of such renditions. Grammatical mistakes in the other language or other paralinguis-
tic aspects of interpreting will be lost. The National Board has chosen not to grant any credential to a
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TIoLET NAATI OCCI NBCMI CCHI
Albanian Arabic Albanian Spanish Spanish
Ambharic Auslan Ambharic Cantonese Russian
Arabic (MSA) Bangla Arabic Korean Arabic
Armenian E Bosnian Armenian Mandarin
Armenian W Cantonese Assyrian Russian
Bengali Croatian Bengali Vietnamese
Bengali (Sylheti) Dari Bosnian
Bulgarian Finnish Bulgarian
Cantonese French Burmese
Croatian German Cambodian
Czech Greek Cantonese
Dari Hindi Creole
Estonian Hungarian Czech
Farsi Indonesian Dari
French Italian Dinka
German Japanese Gujarati
Greek Macedonian Hebrew
Gujarati Mandarin Hindi
Hindi Persian Hungarian
Hungarian Portuguese Indonesian
Italian Punjabi Italian
Jamaican Romanian Japanese
Japanese Russian Karen
Korean Serbian Kmer
Kurdish (Sorani) Spanish Kinyarwanda
Latvian Tamil Korean
Lithuanian Turkish Kurdish-Bahdini
Macedonian Urdu Kurdish-Sorani
Mandarin Vietnamese Laotian
Panjabi Lingala

Other languages by
Pashto request (if there are Macedonian

sufficient candidates):
Polish Mandarin
Portuguese (Brazilian) Albanian Nepali
Portuguese (European) Ambharic Nuer
Romanian Bulgarian Oromo
Russian Burmese Pashto

continued on following page
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Table 4. Continued

IoLET NAATI OCCI NBCMI CCHI
Serbian Dutch Polish
Slovak Filipino Portuguese
Slovene Khmer Punjabi-Gurumukhi
Somali Korean Punjabi-Persoarabic
Spanish Lao Romanian
Swahili Malay Russian
Tamil Maltese Serb/Croatian
Thai Polish Sinhala
Tigrinya Samoan Slovak
Turkish Sinhalese Somali
Ukrainian Somali Spanish
Urdu Thai Swahili
Urdu (Mirpuri) Tongan Tagalog
Vietnamese Tamil
Thai
Tigrinya
Turkish
Twi
Ukrainian
Urdu
Vietnamese

candidate that has not passed the knowledge (written) and skills (oral) exams and is duly certified to be
minimally competent to practice in a skills-based profession. The National Board states it is developing
more language-specific oral exams. This showcases two different approaches in the United States. It may
be worthy to note that in the United States, there is a third certification body, the Registry for the Deaf,
which assesses general interpreting for sign language separately. It does not have a specialized certifica-
tion exam for the healthcare sector, and therefore was not included in this chapter. Their certification
program is currently undergoing a complete review to upgrade to a psychometric-based exam process.

The only country of the four that assesses Australian signed language, or Auslan, is Australia. The
other countries only assess spoken language interpreters. If interpreting is interpreting in any language,
wouldn’t it be more equitable if all interpreters underwent the same certification program in their country
of practice? In the United States this is not so due to the fact that the Registry for Interpreters for the
Deaf (RID) has their own generalist certification program since the 1970s. However, it is not specialized
certification. Countries that do not have a certification program yet may wish to consider an alliance
between the sign language interpreter association and the spoken language interpreter association in
order to develop one certification for interpreters.

It is important to note that minority languages, also called languages of lesser diffusion, or rare lan-
guages are rarely included, due to the difficulties in finding qualified individuals who are proficient in
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those languages. If it is hard to find those that speak the language, it is much harder to find interpreter
educators, trainers, or raters in those minority languages. However, it does seem that some countries are
doing a better job than the United States in addressing their linguistic diversity. Much can be learned
from these efforts so that all patients are served in a manner that protects equitable health services. Since
these five certification bodies test with English as the service language, perhaps reciprocity of credentials
could assist interpreters in the United States who wish to get credentialed in languages that are available
in the UK, Canada, or Australia, if their certification schemes are willing to assess individuals outside
their countries. It seems that NAATT already assesses interpreters outside Australia, as does NBCMI, as
it is the only certification scheme that already has remote written and oral exam capabilities.

Certification Maintenance

Most certification schemes include a certification maintenance component, also called recertification.
While historically initial professional certifications were valid for life with no expiration date, soon
professions realized that practitioners may stop practicing for five or ten years and lose their knowledge
and skills, putting the public at risk. Just as one has to renew one’s driver’s license to prove that one is
still able to drive, certification programs have developed certification maintenance components to assure
that the practitioner is competent to maintain the certification credential. None of the five certifying
bodies require re-examination, so long as the certificant does not let their certification expire. They have
other requirements, which are listed on Table 5. As with all aspects of certification, the scheme has to
walk a fine line so that it can be rigorous where it needs to be yet not cumbersome towards certificants
where it does not. As with any decision made, the certification bodies had to think whether or not they
are helping or hindering the certificant to prove they are worthy to remain as a credentialed professional.

Most certification maintenance programs in all professions require some form of continuing educa-
tion. This is the only way that the certification body can be assured that the certificant remains abreast
of their professional developments, including new healthcare procedures, terminology, new paradigms
of practice, and other areas, for example. CCHI has specific time range requirements of spacing the

Table 5. Certification maintenance

IoLET NAATI OCCI NBCMI CCHI
. 3.0 Continuing 32 Continuing Education
Continuous . :
Continuin rofessional Education Units (CE) every four years
1§ NA p NA (CEU) in five years | (16 CEs in the first two
Education development (PD) 40 . .
oints per year) (equivalent of 30 years and 16 CEs in the
P pery hours) second two years)
Certificants must
Oneoine work Evidence of ongoing document 40 hours of
somg NA work practice (40 NA No work experience (20 in
requirement . .
assignments per year the first 2 years, and 20
in the second 2 years)
. Ongoing certification Ongoing certification | Ongoing certification
Ethical and . . .
rofessional will be dependent will be dependent will be dependent on
p NA on ethical and NA on ethical and ethical and professional
conduct . .
. professional conduct professional conduct conduct by the
requirement o - -
by the practitioner by the practitioner practitioner
Exam requirement | NA NA NA NA NA
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educational activities evenly across that time frame of four years. The NBCMI only requires 30 hours of
contact education within five years. A certificant may take all of the educational activity in whichever
manner they choose within the five years timeframe, so long as all 3.0 CEUs are done within that time
frame. NAATI has a yearly requirement of 40 hours, which may be cumbersome for certificants.

It is interesting to note that, as of January 30, 2018, CCHI accepts non-instructional activities as con-
tinuing education. These may include, for example, professional engagement, in the form of association
membership in a professional association, with each year awarding one CE point. Another category of
professional engagement includes volunteering, with 1 point being allotted per year, with a maximum
of 4 points. Leadership board positions award the certificant 4 points per year, whereas a professional
award is worth 2 points per award, and both of these engagement categories also have a 4 point cap.
Research publications will earn the certificant 2 points, or half if one is a co-author. This points to
an interesting development that gives certificants more ways to fulfill their certification maintenance
requirements, while also incentivizing professional engagement. The only possible negative effect is
that one may achieve the necessary points without engaging in any educational activity, but they have
a provision for only a certain number of CEs being non-educational. Perhaps it would be advisable to
ensure that at least half of the points were obtained via educational activities. While CCHI provides
the most options, making it less cumbersome for the certificant, on the other had it requires that points
be earned in specific time frames, and that can be cumbersome for a certificant who may not be able
to spread the requirements so easily among the years. Ideally a certification body allows for the most
varied parameters of educational or professional development, with the least amount of requirements in
terms of timing, and with the longest time period possible. Certificants should not have to prove they
are qualified on a frequent basis, as these educational activities have to be done outside working hours.
Those schemes which are too cumbersome to the certificant may risk losing certificants who simply are
not able to recertify due to life conditions.

Many certification bodies reserve the right to take disciplinary action against certificants that do
not abide by the code of ethics or professional conduct of the profession. These prohibited actions and
behaviors are usually listed in the candidate’s handbook as forbearance. The disciplinary action is a
serious matter, so it is important for the certification body to have a disciplinary policy that lists how
to file a complaint, the process of evaluating violations, sanctions, an appeal process, and a process for
reinstatement. It is important for a professional body not only to ascertain who is qualified to hold a
professional credential, but also who is worthy to the values and behaviors of that profession, for the
good of the public.

IoLET and OCCI do not have any recertification requirements.

It is important for the certifying bodies to be more explicit in their websites whether a candidate will
ever have to retake the exam portion of the certification process if they let their active credential expire.
Whereas two of the certification schemes do state that they have a grace period (CCHI and NBCMI) the
others do not explain whether or not the applicant will have to retake the exams.

Limitations of Comparative Analysis
This comparative analysis focused mainly on the certification schemes that exist in the countries with
certain common characteristics, such as a high immigration level, where English is the official or one

of the official languages, and where medical interpreting is more developed as a specialization. This
does not reflect the situation or level of professionalization in most countries where neither community
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interpreting nor medical interpreting is highly professionalized. The lack of certification in a country
does not mean that there are not other forms of professionalization in medical interpreting taking place.
There are countries such as the Netherlands, Israel, Belgium, Switzerland, Japan, and others who have
been advancing this specialization significantly. Therefore, the lack of certification does not equate to
the lack of professionalization. It is an important step towards the professionalization of each inter-
preter specialization. This chapter did not compare governance or operational characteristics, such as
the administration of exams, rating, or costs, for example. This chapter also compared two specialist
programs (CCHI and NBCMI) with three more generalist programs that allow the candidate to opt into
a specialist pathway that may or not include an exam. In the case of OCCI, candidates need to provide
proof of competency in healthcare via the satisfactory completion of a specialist-interpreting course and a
minimum 30-hour terminology course. The fact that some of the programs are not yet completely opera-
tional, such as OCCI and NAATT’s specialist pathways, also leads to questions of whether the programs
will make changes in the near future before or after launching these specialist pathways. Certification
schemes are living organisms that may adapt and change at any time. Developing a psychometrically
sound certification scheme is costly and time-consuming. However, it is the best alternative to provide
individuals with a reliable, valid, and fair system of entry to the profession. It is also the best way to
provide the public with some form of assurance that the users of the services are protected from harm
(patients) or liability (providers). These five certification programs have demonstrated that while none
of them are perfect, they are doing a fairly decent job at guaranteeing the public in their countries that
they can rely on their certification to certify whether someone is minimally competent or not to practice.
We know this because four of the schemes have been certifying interpreters for over a decade, and two
of them have had their Spanish certification process (NBCMI and CCHI) accredited by NCCA. CCHI
also accredited its CoreCHI credential. NBCMI chose to discontinue maintenance of accreditation as
the accreditation was based on its current process and administration.

SOLUTIONS AND RECOMMENDATIONS

This chapter has examined the availability of medical interpreter certification programs in four countries:
Australia, Canada, the United Kingdom, and the United States. The analysis discusses certification within
a professionalization process, and how certification distinguishes those that are minimally qualified to
practice from amateurs or unqualified individuals. This is particularly important in healthcare, due to
the ramifications of errors and omissions in the provision of healthcare services. Therefore, it seems that
in part, the medical interpreting specialization has developed certification programs to ensure patient
safety (Arocha, Joyce, 2013).

Several components of these certification programs were compared, specifically: 1) prerequisites, 2)
knowledge areas 3) skills areas 4) language combinations, and 5) certification maintenance. By studying
and analyzing their differences, interpreting stakeholders may gain important information in order to
improve the existing programs. The analysis provides framework options for those that are considering
developing a specialist certification scheme.
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For Certification Initiatives

Certification programs are stronger if they are based on psychometric standards of practice (, 2005).
Psychometric professionals designed two of the five programs (CCHI and NBCMI).
Certification programs may consider adopting psychometric standards to ensure validity and reli-
ability or exams. This is generally a requirement for becoming accredited by certification body
accreditation organizations. It also increases the credibility of the program to the general public.
The degree to which certification is adopted and expanded will engender higher quality interpreting
services in the healthcare sector, protecting providers and patients from unqualified interpreters
who may put the provider’s liability or the patient’s health at risk.

Due to the increasingly diverse patient population in many countries, certification programs need
to ensure that all languages are certifiable.

Certification schemes need to ensure that their exams assess and rate what they are supposed to
assess, in an authentic setting, requiring the candidate to utilize that skillset in a manner that is
language-specific, and context-specific (healthcare).

Certification schemes need to include enough assessment material in one knowledge or skill in
order to ascertain if the candidate is truly competent in that knowledge or skill. For example, a few
multiple-choice questions will not ascertain translation competency. Likewise, ten terminology
questions will not suffice to assess medical terminology knowledge.

Certification bodies may consider aligning themselves into a consortium of interpreting certifica-
tion bodies, in order to exchange ideas at a minimum, and to consider a reciprocity scheme at a
maximum. Interpreter certification reciprocity can be a complicated topic on a political level, but
it can avoid much replication of effort and resources. In order for interpreters who are certified in
a language pair by one certification body in one country to be able to become certified by another
certification program through such a program would be ideal from the standpoint of the certificant.
This is a pervasive problem for all credentialed professionals in all professions. With supranational
remote interpreting increasing, how will employers ascertain the competency of their interpreters?
Some certification programs have different categories of certification. CCHI grants candidates for
which there is no oral exam a CoreCHI credential after passing the written English-only knowl-
edge exam, without a skills exam. NAATI grants several separate types of certifications, such as
Certified Interpreter, Certified Specialist Interpreter, and Recognized Practicing Interpreter. In both
cases, it seems that they are creating a strata of interpreter categories that could be detrimental to
the branding of the profession. Some interpreters may feel less qualified than others, and some
employers may be confused with different designations and not know that a “Certified Interpreter”
or a “CoreCHI interpreter, or a Recognized Practicing Interpreter” may simply not be as qualified
to interpret in the healthcare setting as their colleagues who are “fully” certified to practice in that
specialized healthcare environment.

Since the ultimate purpose of certification is to protect the public, it seems that it is incumbent on certi-
fication bodies to develop exams for all the languages and provide patients with the same qualification
of interpreters. If there are no interpreters that qualify in a language, that is something that a patient
and provider need to know up front, and providing lower than minimal competency qualifications may
simply not do the trick and may be considered more confusing or deceptive than helpful. Ultimately, if
someone practices interpreting but has not been assessed for minimal oral interpreting competency, that
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individual should not be given any credential or be called a medical or healthcare interpreter. Perhaps
certification bodies may have a system of classifying language assistants in such languages, but utilizing
the term “interpreting” for anyone who interprets only institutionalizes the biggest problem we have in
the field, the issue of identifying who is and who is not competent to interpret for a patient and provider
in varied and specialized healthcare setting situations. The other problem with creating categories of
interpreters is that it creates an incentive for employers to pay less to the less qualified individuals and
that can lead to the practice of not certifying in certain languages to keep the cost down. This has oc-
curred in the US Court interpreter arena, where counties and administrative offices prefer to call the
“qualified” or “recognized” interpreters to the “certified” ones, for financial reasons.

For Other Stakeholders

1.  Most educational programs focus on conference interpreting, which provides sporadic work at
best and only in conference rich cities and UN languages. It is no secret that there are greater
work opportunities in other specializations, such as legal interpreting or medical interpreting.
University-based interpreter educational programs are advised to develop specialized courses within
their conference interpreting degrees, and/or dedicated programs for these specializations so that
interpreting graduates are better prepared to work in these very specialized settings.

2. While there are many university-based certificate programs for medical interpreting, there are still
many for-profit corporations training interpreters in an inadequate amount of time. Short forty-
hour courses simply are not sufficient to train an individual in all the competencies needed. The
Canadian Community Standards of Practice (HIN, 2007) states in Annex A that whereas trainers
are not able to train the interpreters on intercultural issues sufficiently in their 180-hour flagship
community interpreting Language Interpreting Training Program (LITP) program. This curriculum
was adopted in many colleges and is required for OCCI certification. As the specialization further
professionalizes, it may seem inevitable that more in-depth university-based programs will be
needed in to increase the presence of better educated interpreters. While initiating these programs
in minority languages is challenging, language-neutral programs and online-based programs have
been very successful in educating a greater diversity of future medical interpreters.

3. There is a possibility that supra-national certification bodies may arise which assumes authority
in this specialization, considering that two of the governing bodies (NBCMI and NAATT) already
assess candidates in different countries. There is also the possibility in the future that certifying
bodies in North America will forge alliances or some form of collaboration in order to increase
standardization of certification, increase efficiencies and diminish replication of work. Medical
interpreting services have been crossing national boundaries for quite some time now, with inter-
preters in Canada, Australia, South American countries, and other parts of the world providing
remote interpreting services to consumers in the United States, and in other directions, much as in
the European Union, which already has developed supra-national interpreting standards for confer-
ence interpreters. The International Standards Organization (ISO) standards for interpreting are
requirement standards, which means that in the future it is very probable that interpreter service
providers, whether individuals or organizations, may wish to become accredited according to the
ISO Standards for Healthcare Interpreting 21998, (in development as of 2018), once it is published.

4.  Accreditation of certification bodies may become more popular. NBCMI was the first certifying
body to become accredited by the National Commission of Certifying Bodies (NCCA), a division of
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Credentialing Excellence. Others have followed suit in the United States. CCHI came next, and since
then other translation and interpreting certifying bodies are working on revamping their certification
schemes, namely the American Translators Association (ATA), and the Registry of Interpreters for
the Deaf (RID) in the United States. NAATI just underwent a complete overhaul, which added the
healthcare specialist pathway, confirming the need for specialist certifications. The significance
of these accreditation standards for certifying bodies is that they regulate or control not so much
an individual’s minimal level of competence, but it regulates the procedures and practices that are
used to certify individual practitioners. All certifying body accreditation schemes require certifica-
tion processes to be fair, impartial, valid, and reliable, without undue hardships. For example, they
regulate that all certification bodies need to have an appeals process. The International Standards
Organization has its own standard called Conformity assessment — General requirements for bodies
operating certification of persons (International Standards Organization, 2012). It is unlikely, yet
unclear if any translation or interpreting certification program has been accredited by ISO.
Interpreters who work in the healthcare sector would benefit from advocating for their non-profit
professional association to develop specialized certification programs that meet the demands of the
healthcare organizations and companies that hire them. Where there are no specialized professional
associations, interpreters can lobby the general interpreting association to develop a generalist
certification program with specialization pathways, as NAATI, IoLET and OCCI have done. The
greatest difficulty lies in the fact that many countries have a cultural or legal preference for the
government to certify individuals, versus non-profit organizations. Another is that most interpreting
and translation associations are not experts in psychometric-level testing, so it requires the hiring
and working with high-level scientists in a process that is costly and time consuming. Last, many
interpreting and translation associations are generalist focused, and may believe that they need to
develop some general translation or interpreting certifying process before they can address any
specialist certification program. This is not necessarily true, as perhaps an easier path is to develop
a specialist certification scheme that caters to a specialized sector.

Interpreters work in a large variety of languages. Patient language diversity is growing in almost
every country due to increases of refugee or asylum seekers, in addition to the increased immigra-
tion patterns in the countries surveyed in this chapter. In the United States, for example, as one
would expect, the percentage of individuals speaking only English at home has steadily fallen in
recent decades, from 89.1% in 1980 to 79.7% in 2010, while the share speaking a language other
than English rose from 11% to 20.3% (Rumbaut & Massey, 2013). Certification programs that only
assess in a few languages may not be fully serving the needs of their consumers, or end users. They
must find ways to assess or guarantee competency in a larger variety of languages (Nimdzi, 2018).
Certification bodies may benefit from improving testing technologies in order to make testing
more accessible and reliable (Haug, 2015). Haug’s study included 32 participants in an online
survey on new sign language testing technologies. The top benefits relate to access and reliability.
Computer-based testing allows for the candidate to listen to the role-plays in the exact same man-
ner as another candidate. Variations of delivery are diminished. These include accents, moods,
and other environmental and interpersonal factors that may affect the performance of a candidate.
Computer-based testing sometimes provides automated results immediately after the exam is com-
pleted, saving human resources and time in knowledge based rating. Computer-based testing will
record the responses in the system, and archive it to the candidate, minimizing errors that could
occur in manual recordings. Last, two raters in different locations can easily review and rate an
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anonymous recording when the recording is cloud-based. Cloud-based archiving works best for
virtual organizations that have applicants across a given country. Access to exam sites is a common
problem in individual certification programs. Online proctored testing ensures the security of the
exams and prevents cheating at the same level as on-site proctoring. It is interesting to note that of
the certification programs analyzed in this chapter, only NBCMI uses online proctored testing. It
allows for interpreters who live in rural areas, far from testing centers, to undergo the written and
oral exams in this manner. Certification bodies may incur higher initial costs, and a technical learn-
ing curve. However ultimately, using testing technology increases access, reliability, and validity
of the process.

FUTURE RESEARCH DIRECTIONS

There is much more research to be done on interpreter certification. This chapter only presented a
comparison of the general schema of each certification body. Future research is needed to explore best
practices, in terms of certification process and testing administration, or the development and revision
of exams. More research is also needed with respect to passing scores and other areas that research has
merely scratched the surface. This may be due to the fact that there are very few interpreter certification
exams available in most countries, and a discussion of these issues requires the inclusion of certification
practices and norms that are not widely available to the interpreting community. Most importantly, with
the increased availability of certificants, researchers will be able to compare the performance of certified
interpreters against non-certified interpreters, to see if indeed certification makes a difference in perfor-
mance. Are certificants earning more? What are the benefits of certification, according to practitioners?
Furthermore, studies have not yet been done on current grievance processes for certification, recertifica-
tion, or the scoring of exams. Interpreting certification is a field that has more research related to court
interpreting than other specializations of interpreting. Furthermore, court-interpreting certification is
usually administered by the court system, an employer of interpreters. How do we assure the indepen-
dence of a third-party certification body that is not involved in the education or hiring of interpreters?
Research should also be done on the factors that entice and deter practicing interpreters to get certified.
Research may in the future also study the employer’s perspective, looking into what enables or deters an
employer from requiring certification for hire. Likewise, healthcare organizations who hire interpreters
directly should be questioned as to why some require certification for sign language interpreters and not
spoken language interpreters. It would be very useful to have a study that just looks at the prerequisites
and how it affects all stakeholder groups. Last, the issue of minority languages is a complex one, and a
study that looks at how certification bodies are handling this question is very needed.

CONCLUSION

Despite the limitations of this comparative analysis and the need for further research and study of other
components of certification programs, the aim of this chapter was to expose readers to the main compo-
nents in certification schemes as applied to specifically specialist interpreters, such as medical interpreters
working in various specialized healthcare settings. The chapter accentuates the complexity of setting
up a certification scheme, and its various main components. It is important to note that the majority of
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countries have no verification process for the competency of an interpreter, especially non-UN language
interpreters, which have engendered a common situation of calling the “interpreter” whoever attempts
to relate information back and forth between two languages. This is especially seen in the settings that
need the most qualified interpreters, which involve the very specialized legal and medical settings, where
miscommunication may cost someone their asylum, their liberty, their health, or ultimately their life. It
is imperative that professional associations around the world mobilize to do something about this. While
governments are slow to act and have a myriad of equally if not more critical issues to handle, it seems
that professional associations may consider tackling the public’s need to know who is and who is not
qualified. Who is more qualified to determine this other than the qualified professionals themselves?
Going back to the development of a profession, the author maintains that certification is a key compo-
nent to the efforts to professionalize any activity. If other sectors do not recognized the importance of
the interpreting task and role, then it is up to the professional sector of interpreters to do it themselves.
Hopefully this chapter serves as a possible roadmap on the most important issues to consider in develop-
ing a specialist interpreting certification program.
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KEY TERMS AND DEFINITIONS

Appeals process: process by which an applicant, candidate or certificant may request the certifica-
tion body to re-examine or reconsider any decision

Applicant: person who submits an application to be admitted into the certification process

Assessment: refers to the process of determining a person’s competence for a particular type of
employment

Candidate: person who has fulfilled specific parts of the certification process, such as pre-requisites
or one of more required steps, but has not yet finished such process

Certificant: person who has fulfilled all the requirements to receive a certification credential (Cre-
dentialed professional)

Certification body: an organization or division of a non-profit organization that administers certi-
fication, having the authority to make all the decisions for a certification program

Certification maintenance: the post-certification requirements in order to maintain the credential
provided by the certifying program (Recertification)

Certification program: a process, with several components, that offers an independent assessment
of the required knowledge and skills for the minimally competent performance of a professional role
(Accreditation program)

Certification scheme: the design and organization of all the components of a certification program

Competence: the knowledge, attitudes, and skills required of a particular role or activity

Credential: the official document and acronym issued by the certifying body that attests to the cer-
tificant receiving the certification credential

Exam: the testing component of a certification program that tests the knowledge and/or skills

Examiner: qualified person who administers an exam

Fairness: refers to providing equal unbiased opportunity to each candidate in the process (equity, parity)

Grace period: additional time given to certificants, beginning from the date of expiration to allow
certificants additional time to recertify

Grandfathering: a pathway designed for those who were trained or tested prior to a certification
program

Inter-rater reliability: the degree of agreement among raters (Inter-rater concordance)

Job analysis: the first step of a psychometric assessment of gathering and analyzing information
about the content and the human requirements for a specific professional role in the setting(s) in which
it is performed (Task analysis)
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Pathways: refers to alternative ways to achieve the certification credential

Preceptor: a qualified person who monitors a candidate during a practicum.

Proctor: qualified person who monitors candidates during an exam

Rater: qualified person who scores an exam

Reliability: the consistency of exam administration and scoring

Psychometrics: standard and scientific method used to assess and measure suitability for a role
Psychometric assessment: assessment that uses psychometric standards and scientific methods used

to measure suitability for a role

Qualifications: demonstrated education, training, work experience, or credentials

Subject matter expert (SME): qualified practitioner who is an expert in a particular area or topic
Validity: refers to an exam’s results’ accuracy, that it measures what they are intended to measure
Verification: act of examining evidential proof of accuracy or truth
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ABSTRACT

This chapter describes situations of distress and the working climate of healthcare interpreters in Sweden.
A questionnaire focused on distressful situations was administered to interpreters with experience in
healthcare interpreting. The results indicated that distress in healthcare interpreting could be traced
back to ethically and emotionally challenging interpreting situations and working conditions, and a lack
of respect for the interpreters’ work. An interview study using Grounded Theory showed that interpret-
ers’ main concern was the threat to professional and private integrity. Despite the fact that in general
the interpreting profession in Sweden may seem professionalized, interpreters struggle with dilemmas
connected to less professionalized activities. Our study was conducted in Sweden, but we argue that
the results can be generalized to other countries. Although differently organized in different countries,
health care interpreters experience similar dilemmas. Equal access to equitable care can be effectively
hindered by language barriers.
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INTRODUCTION

Healthcare interpreters face many distressing situations. These may include anything from delivering
a difficult message or dealing with sorrow and anger, to handling challenging terminology. Research
has shown that interpreters often find it difficult to convey certain messages, such as those related to
a serious illness. Interpreters may experience difficulty balancing their own feelings of compassion,
while being neutral at the same time (e.g. Jungner et al., 2015; Lor, 2012; Butow et al., 2010; Splevins
et al., 2010; Hsieh 2008). Previous research also points to the lack of support structures or debriefing
for interpreters, which in turn leads to vicarious trauma and burn-out (Lai & Mulayim, 2015; Bontempo
& Malcolm, 2012; Splevins et al., 2010).

For the study reported in this chapter we assumed that healthcare interpreters handle emotional
distress in the interpreter mediated event. Such distress may differ depending on the specific healthcare
sector and from country to country, as working conditions for interpreters and their organizations vary.
Research on emotional distress and the role of the healthcare interpreter has been conducted on a larger
scale in Australia, South Africa and the United States (Penn & Watermeyer, 2018; Hsieh, 2016). These
countries differ in terms of conditions for interpreters and interpreted languages. They also differ from
Sweden (our country of study) in that respect. There are differences in terms of users of the interpreting
services, for example. In South Africa, the users of interpreting services are often indigenous speak-
ers of official languages, but not the language of the institution in question. In the US, Spanish is the
most common language and South America the most common geographical background of users of
interpreting services. Australia has large geographical distances. Two groups, immigrants and indig-
enous language speakers, require interpreting services. The interpreters’ task can sometimes be more
challenging in countries with large immigrant groups. There are newly arrived refugees who may have
experienced trauma. Interpreters in countries with indigenous populations face difficulties related to
heritage, culture or accessibility. Other differences may stem from the interpreters’ working conditions,
how the interpreting services are organized, whether interpreters are staff or independent and whether
or not they have been trained.

Healthcare interpreters in any country may come face to face with emotionally challenging situations.
Situations can be challenging in different ways. Stress, conflict, cultural background, difficult stories or
difficult messages may all contribute to challenging work. Distress can originate in the interpreter, the
participants, or even the surrounding system.

The research project on healthcare interpreting in Sweden relies on two different studies with two
different methodological approaches, one questionnaire study and one interview study. The overall aim
of the two studies presented in this chapter was to explore Swedish healthcare interpreters’ experiences
of distressing situations in interpreter-mediated encounters in the healthcare context in Sweden: how
common these situations are; how the interpreters deal with them, and; what type of support they felt
they needed.

The first study, which also laid the ground for the second study, was a questionnaire-based survey
of healthcare interpreters’ perception of moral distress and handling of difficult situations in healthcare
interpreting. Study one was explorative and was based on the following three initial research questions:

1. How distressing (intensity) are different situations that may occur for healthcare interpreters?

2. How frequent are these situations?
3. How ethically supportive are healthcare interpreters’ working environments?

55

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

Distressful Situations, Non-Supportive Work Climate, Threats to Professional and Private Integrity

The second study was based on interviews with interpreters who expressed their interest in partici-
pating in interviews in the first study. The study was performed using Grounded Theory as theory and
tools for analysis. The two research questions were:

1. Whatis the main concern of interpreters when experiencing distressing situations in the interpreted
event?
2. How do they deal with the main concern and what support do they need to deal with it?

The objective of this chapter is to shed light on how Swedish healthcare interpreters perceive their
work situation, by presenting the combined results of the two studies in the project.

BACKGROUND
Interpreting in Sweden

The study reported in this chapter was conducted in Sweden. Sweden has a heterogenous immigrant
population (Statistics Sweden, 2018). Some of the major immigrant groups have come from the Nordic
countries, Iraq, Syria, Iran, Afghanistan, Poland, Former Yugoslavia, Somalia, Germany, Turkey, Thailand
and Chile. Sweden has experienced regular immigration since the Second World War (WWII). From
WWII until the 1970’s the immigration was predominantly a work force immigration from countries
like Finland, countries in southern Europe, and the former-Yugoslavia. Although refugees immigrated
before the 1970’s, in the early 1970’s, immigration became more refugee-focused. Since then, Sweden
has welcomed immigrants from all parts of the world. Like many other European countries, Sweden
experienced a dramatic increase in immigration in 2015 (Statistics Sweden, 2018). The immigration
came to an almost complete halt in the beginning of 2016, yet the interpreting industry suffered, more
than normal. Sweden experienced a lack of qualified interpreters during peak periods.

Sweden has a fairly well-regulated interpreting market. Most interpreters are freelance interpreters
who work for interpreting agencies. These agencies are subject to public procurement for the whole
welfare and law enforcement sector. The non-Swedish speaker’s right to an interpreter in encounters
with public services has been enshrined in the Swedish Administrative Procedure Act since 1986. The
right was further strengthened in the last version (SFS 2017:900). Article 13 of the 2017 formulation of
the Act states that: The public service shall call an interpreter and translate written documents to allow
a person who does not speak Swedish to defend their rights. The former version read should call an
interpreter if necessary (SFS 1986:223).

Sweden has a state authority also who is responsible for regulating interpreters (Kammarkollegiet
(The Legal, Financial and Administrative Services Agency) www.kammarkollegiet.se). Interpreters be-
come authorized based on a written test about the Swedish public service and welfare system. They are
also subjected to a test in Swedish language and grammar and a thorough terminology test. Successful
candidates take an oral examination with different role-play scenarios. Interpreters are evaluated based on
their interpreting skills as well as their understanding of good practice in the profession. Similar testing
is done in Norway (e.g. Sagli, 2015) and Australia (Hlavac, 2013). The first level of authorization is a
general authorization. Several interpreting situations are tested, including those involving social services,
healthcare and legal interpreting. Both the oral and the written tests are based on such situations. Inter-
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preters who have passed the general authorization can then choose to specialize in healthcare or legal
interpreting and pass a specialized authorization test in these areas. There are about 1,100 authorized
interpreters in Sweden, who operate in 37 languages. This figure should be compared to the rough es-
timate that there are more than 4,000 active interpreters in 170 languages in Sweden (Almqvist, 2016).

Sweden offers training courses for public service interpreting both at post-secondary school level
(folk-high schools) and university level. The so-called folk-high schools are common in the Nordic
countries (Finland, Sweden, Norway and Denmark) and northern Europe (Germany, Austria and Swit-
zerland). Folk-high schools typically do not grant academic degrees, although they may teach typically
academic topics such as languages or science. They are often publicly funded and based on the Danish
philosopher Grundtvig’s pedagogical ideas on education as universal and common (Frimansson, 2006).

Sweden has a number of folk-high schools offering interpreting courses as post-secondary, adult edu-
cation courses. The Swedish National Agency for Higher Vocational Education determines the content
of these interpreting courses. It is a four-month course comprising 545 hours of teaching on different
subjects. Healthcare interpreting is taught for 120 hours. Candidates must have a high-school degree and
often their language skills are tested before entry. The Swedish National Agency for Higher Vocational
Education determines and monitors the requirements for passing the course. Students who pass the final
tests are entitled to be registered by Kammarkollegiet (see above).

Sweden has one university program for public service interpreting. The program is run at the Institute
for Interpreting and Translation Studies at Stockholm University. The program consists of two semesters
at BA-level. The university authorities set the curriculum which has been developed by active interpret-
ers together with researchers in the field of interpreting (Almgqvist, 2016; Tiselius and Wadensjo, 2016).
To be eligible, students must have a high-school degree and pass a screening test in their two working
languages. Interpreting in all types of contexts is taught; interpreting in social services, in healthcare, in
migration settings and in legal settings. The program also looks at interpreting techniques and ethics in
interpreting. Healthcare interpreting is taught for one-and-a-half term.

The professionalization of an occupation consists of several processes where the occupation acquires
characteristics such as a systematic theory surrounding it, professional authorities regulating and training
it, and a professional culture and code of ethics (cf. Abbot, 1988). From a perspective of professionaliza-
tion, it could be argued that the Swedish interpreting profession shows many indicators of being reason-
ably professionalized and quite well organized. Swedish interpreters have access to training and they
can obtain an authorization as proof of their knowledge. Swedish law regulates the use of interpreters
and there is research on interpreting. The market for interpreting is regulated by a public call for tenders.

Healthcare Interpreting

Healthcare interpreting is well researched both in Translation studies as well as Healthcare studies.
Interpreting in healthcare can cover any type of situation from emotionally uncomplicated sessions
with a physiotherapist to end-of-life consultations in pediatric healthcare. In many contexts, healthcare
interpreters have little to no training. They may also not be properly remunerated. Healthcare interpret-
ers have a huge responsibility for rendering a correct message. Patient lives rely on correct translation
of symptoms or instructions for the administration of drugs. For an international overview of healthcare
interpreting see Roat and Crezee (2015).

Studies on interpreting in healthcare have covered many different aspects of healthcare interpreting,
including how it is organized in different countries (Lundin et al., 2018; Penn & Watermeyer, 2018;
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Benjamin et al., 2016; Angelelli, 2004), the relative cost of the use (or not) of interpreters (Bischoff &
Denhaerynck, 2010; Flores, 2005), and the interpreters’ role in the interpreter-mediated event (Leanza,
2017; Souza, 2016; Krystallidou, 2016; Hadziabdic et al., 2014; Hsieh & Kramer, 2012).

When it comes to the interpreter’s task and role in healthcare interpreting, and how interpreters
handle culture in interpreting, authors such as Wadensjo (1998), Pochhacker (2008) and Skaaden
(2013) argue that the interpreter’s task is to render and coordinate other people’s utterances. Wadensjo
and Skaaden both argue that this does not mean the interpreters should be seen as a language conduit.
Instead they can be seen as participants in the interaction co-constructing the message. They carry the
bilingual conversation without “owning” it, in the words of Jungner et al. (2018). Research has found
that interpreters are also informing or clarifying cultural issues (e.g. Angelelli, 2004; Rosenberg et al.,
2008; Hsieh, 2016; Souza, 2016). There has been an increasing trend to recommend cultural mediation
along with language mediation.

In terms of distress in the interpreter-mediated event, conclusions from studies focusing on how inter-
preters deal with distress in healthcare interpreting, show that interpreters need more support and more
training to handle distressing situations (Lai & Mulayim 2015; Bontempo & Malcolm 2012; Splevins et
al., 2010, Hsieh, 2008). In many studies, suggestions given to improve the interpreters’ situation include
mentoring, help with stress management and professional development of, for example, new medical
terminology, and how to be supportive towards the patient (Butow et al. 2010). Finally, studies focusing
on the users or clients of interpreting have shown that they too need training on how to effectively make
use of interpreters, both in terms of cultural awareness as well as cultural competence. Also, when it
comes to learning how to work with interpreters, clients need to be educated (e.g. Jungner et al., 2015;
Butow et al., 2010).

MAIN FOCUS OF THE CHAPTER: HEALTHCARE INTERPRETING IN SWEDEN

The working conditions for healthcare interpreters in Sweden have not systematically been studied to our
knowledge, although the interview study by Norstrom et al. (2012) also included interpreter with experi-
ences from working in healthcare. Just like other types of public service interpreting in Sweden, healthcare
interpreting is regulated through a public call for tenders by the local or regional governments. Freelance
interpreters are then called to work through the agency which won the tender. They work either on site
or over the phone to assist healthcare personnel in their encounters. Healthcare personnel in need of an
interpreter have access to a call-center. They have to book an interpreter some time before the session in
question (1-14 days depending on the language combination). Some languages are also offered on-call
over the phone. In some rare cases, the interpreting agencies provide interpreters permanently on-site.

When healthcare interpreters are called to a consultation, they rarely have more information than
time, language combination, clinic and sometimes age and gender. There are multiple reasons for this,
but the ones most commonly cited are that the background about the patient or the encounter is either
not given by the healthcare personnel or lost in the booking process.

As stated above, interpreters with an interpreting education also have some education and training
in healthcare interpreting included in their education. Not all interpreters that are active in the market in
Sweden have received training, however. Most Swedish healthcare personnel have not received training
on how to work with interpreters. It is not included in the general education for physicians or nurses.
There are merely occasional one-off short training courses.

58

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

Distressful Situations, Non-Supportive Work Climate, Threats to Professional and Private Integrity

Given the Swedish interpreting occupation and its level of professionalization, we assumed that we
could also expect Swedish healthcare interpreters to have access to other support structures through
their networks or workplaces, that are similar to other healthcare professions, like nurses or physicians
for example.

When we started the study, we speculated that the experience of Swedish interpreters may differ from
other countries with a less regulated or less professionalized interpreting sector, when it comes to han-
dling emotionally difficult situations. In light of all of the above, we assumed that the general working
conditions for Swedish healthcare interpreters ought to be fairly good, although indications both from
our own experience and Norstrom et al. (2012), although for other types of interpreters, indicated the
opposite. If our assumption based on the mechanics of professionalization were true, then the working
conditions of Swedish healthcare interpreters should not be creating distressful situations for interpreters.

MATERIALS AND METHODS

This chapter reports on the results from two exploratory studies. The first one is based on a questionnaire
and the second one is based on interviews with interpreters. Both the questionnaire and the interview
study dealt with distressful situations in the interpreted event, and healthcare interpreters’ access to
support structures.

Materials and Methods of the Questionnaire Study

A cross-sectional survey was conducted using a study-specific questionnaire, which was distributed to
interpreters who had some experience in healthcare interpreting. The questionnaire was distributed both
on paper and via the internet.

Sampling and Participants

Interpreters working for the three major interpreting agencies in Sweden were invited to complete the
questionnaire. They got information about the questionnaire through the agencies’ newsletters. Students
at the public service interpreting program at Stockholm University were also invited to participate in the
questionnaire study via their teachers. Inclusion criteria included having had experience in healthcare
interpreting. Participants were informed about the study at the beginning of the questionnaire. They
were considered to have given informed consent once they submitted their completed questionnaire.
The questionnaire was answered by 190 interpreters.

Of the 190 respondents who participated, 102 (54%) were women and 87 (46%) were men. One
respondent did not state their gender. One respondent did not respond to the questions about experience
of healthcare interpreting and two respondents stated they had no experience of healthcare interpreting.
These three respondents were therefore excluded from further analysis. Answers from 187 respondents
were therefore analyzed. Thirty different languages were represented, and 60 respondents said they had
interpreted between more than two languages. The most common language was Arabic (n=69).

Thirty-nine interpreters (21%) had state authorization. Six of these had a specialization in healthcare
and eleven had a legal specialization. Twelve (6%) reported that they had no interpreter training at all.
Two of those reporting they had no training had been working more than 10 years, two for more than
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one year and eight for less than one year. Eighty-two respondents (44%) had taken the full interpreting
program at folk-high school (equivalent to four months’ full-time course, see above). Twenty-nine re-
spondents (15%) had taken the university program (two semesters full-time). There were also other types
of interpreter courses represented, such as single courses at folk-high school (n=45), courses offered by
the employment agency (n=8), and internal agency courses (n=12).

The respondents were generally experienced interpreters, with 58% of them having more than 5 years
of experience, and 28% between 1 and 4 years of experience. Fourteen percent had less than one year of
experience. Seventy-nine percent reported doing healthcare interpreting assignments several times per
month or more. All respondents had experience of on-site interpreting, and only eight had no experience
in telephone interpreting.

Data Collection

The questionnaire was developed from two questionnaires used in healthcare sciences. The first one,
the moral distress scale (MDS), is a scale created to measure moral distress (Corley et al., 2001). The
scale has to do with the distress experienced when having to act in a certain way due to institutional
constraints that goes against the individual’s moral or ethical convictions. The scale includes both
frequency (how often the situation arises), and the perceived intensity (level of disturbance) of the situ-
ation. The answers are given on a Likert scale. The MDS have been revised (MDS-R) and this version
has been translated and adapted to Swedish healthcare (Sandeberg et al., 2017). The other instrument
which served as base for the present questionnaire was the Hospital Ethical Climate Survey (HECS)
developed by Olson (1998). The HECS was developed to evaluate the ethical climate at workplaces in
healthcare. The HECS has been shortened (HECS-S) and, translated and adapted to Swedish healthcare
(Pergert et al., 2018). Statements about different aspects of the workplace that influence the ability to
identify and deal with ethical issues are provided, for example “in my workplace nurses and physicians
trust each other”. A Likert scale is used to indicate how consistent the statements are perceived to be
with the situation at one’s own workplace.

The two questionnaires served as basis for the questionnaire in our study. The statements deemed
applicable to interpreters in healthcare were singled out and used in the study-specific questionnaire.
The objective was to investigate the levels of distress for healthcare interpreters and interpreters’ percep-
tion of ethical and supportive climate in their work environment. Examples of statements used for the
questionnaire include “rendering a difficult message to a patient/relative, for instance that the patient is
seriously ill” from MDS-R and “healthcare personnel supports me in handling challenging situations”
from the HECS-S. Furthermore, questions unique to interpreting were added, e.g. “I get enough infor-
mation about the assignment to be able to prepare”.

The questionnaire was then tested through a focus group interview with interpreting teachers (n=8).
After the focus group interview the questionnaire was reworked and discussed by the authors of this
chapter and then piloted on public service interpreting students (n = 27) (Hégglund, 2017). The final
questionnaire comprised 9 background questions, 15 questions about distressful situations (based on
the Swedish MDS-R), 10 questions about ethically supportive structures for interpreters (based on the
Swedish HECS-S), and one open question. Each of the closed questions had Likert-type scale answers.
For the 15 questions on distressful situations participants were first asked to rate the intensity of a
distressful situation, i.e. how disturbing the participant found the situation. Then they had to rate the
frequency of the situation, i.e. how often this type of situations would occur. The 15 questions about
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distressful situations covered interpreting difficult messages; interpreting messages which possibly are
opposed to the patients’ culture; not being able to intervene due to code of ethics; handling healthcare
personnel’s or patients’ discontent or anger; and interpreting in situations where the other participants
does not know how to use an interpreter. The last ten questions about support covered how much support
participants perceived that they get from contractors, healthcare personnel or even patients, as well as
support structures they would like to have.

Data Analysis

The questionnaire data were analyzed using descriptive statistics with a focus on frequency distributions,
mean values and significance. A composite distress score for each of the 15 items about distressful situa-
tions was calculated, that is, intensity and frequency was multiplied (range 0-16). All statistical analyses
were performed using IBM® SPSS® Statistics Version 25.

Materials and Methods of the Interview Study

In this qualitative study, in-depth interviews were conducted with healthcare interpreters (n = 9) about
distressful situations and the interpreters working climate. The participants in the in-depth interviews
were invited to participate through the questionnaire in the first study.

Sampling and Participants

The participants were recruited via the questionnaire study. At the end of the questionnaire respondents
were invited to participate in an interview about interpreting in healthcare, and 22 volunteered to be
interviewed. Of the 22 volunteers nine participated in in-depth interviews, interviews were held until
theoretical saturation was reached. Due to geographical distance two were interviewed over the phone.
The participants received movie tickets for participating.

Of the interviewed interpreters three were women and six were men. They all had some type of
interpreter training. Several had taken specialized courses on healthcare interpreting. Languages repre-
sented were Arabic, Aramaic, Dari, English, Farsi, Nepali, Russian, Somali, Spanish and Tigrinya. Four
interpreters were freelancers, four were employed as telephone interpreters and one was employed at a
healthcare center. They had between 2 and 40 years of experience. The freelancers worked for several
different interpreting agencies.

The interviewer (EH) is both a trained and professional psychiatrist and a trained and professional
interpreter. None of the participants were colleagues or friends with the interviewer. Six of them did not
know that the interviewer had a background in interpreting. Three were distant acquaintances and knew
that the interviewer was also an interpreter.

Data Collection
The in-depth interviews were performed using an interview guide based partly on the questionnaire an-

swers from the pilot. They were also based on triggers which asked the interpreters to describe distressful
situations in the healthcare sector when they had interpreted. Two interviews took place via telephone,
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five at Stockholm University and two at an interpreting agency where the interviewees worked as tele-
phone interpreters.

The nine individual semi-structured interviews lasted between 20 and 60 minutes. The interviews
started with general questions about the interpreter’s background and interpreter education. As the
interview went on and trust was established, the interviewer took up more difficult issues such as dif-
ficult interpreting situations or contexts. Open questions were formulated around six main themes, and
follow-up questions were used to encourage further explanations and examples in the conversation. The
interviews were recorded in all cases except one. Immediately after the interview, it was transcribed and
field notes were written for further analysis. Data analysis of the field notes was performed in-between
interviews to enable theoretical sampling, and to establish theoretical saturation. Emerging categories
could be further explored in the following interviews, in accordance with the method (Glaser, 1998).

Analysis Method

The data from the in-depth interviews were analyzed using grounded theory as method for analysis (Glaser
1998). The transcribed interviews were read by all three authors and in a process of open coding; quotes
were tagged and coded line by line until a core emerged. Using the constant comparative method, codes
were grouped into categories and when the core had emerged, selective coding was done to delimit the
coding to categories related to the core (Glaser, 1998).

Memos were written during the coding process about the categories and their properties. Possible
relationships between the categories were also discussed by the three authors and memos were kept of the
discussions. During the coding phase, the three authors met on three different occasions to compare codes
and discuss what the data was actually about, what categories the codes and incidents were indicating,
what the main concern of the participants was, and how codes and categories were related to each other.

Possible core categories were also discussed at a grounded theory seminar with other grounded theory
researchers. The memos about categories were sorted and theoretical coding was conducted to integrate
the categories (see Figure 5). The authors established saturation of the core and its related categories
when different incidents kept indicating the same categories (Glaser, 1998).

ETHICAL ISSUES

Ethical approval for the project was obtained from the Regional Ethical Review Board in Stockholm
[2017/2212-31]. Respondents to the questionnaire study were given written information before completing
the questionnaire and submitting the questionnaire was considered giving informed consent. Participants
in the interviews were given written and oral information and signed informed consent before the start
of the interview.
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RESULTS
Results from the Questionnaire Study - Distress

In this section, we report on the result from the distress questionnaire (questions based on the MDS-R,
described above). When it comes to the intensity and frequency of distress in different situations, respon-
dents report that some situations, such as delivering a message about a child’s serious illness, have high
intensity i.e. perceived as very disturbing, but low in frequency. Others, such as healthcare personnel have
expectations on the interpreters which are not reconcilable with ethical guidelines, have high frequency,
but is not very disturbing (low intensity). One could argue that the most interesting situations in terms
of how interpreters handle distressful situations are those statements which are both perceived as very
disturbing (high in intensity) and perceived as occurring often (high in frequency), such as interpreting
for patients with experience of violence, trauma, torture, rape, execution.

Figure 1 shows the composite distress score of intensity and frequency of distressing situations by
interpreting experience longer or shorter than 5 years. In Figure 1, we see that there are three situations
where there is a significant difference between experienced and inexperienced interpreters, namely to
deliver a difficult message to the patient; to tell a parent that their child has a serious disease; and to
handle a patient who has been unfairly treated and where the interpreter cannot intervene due to ethical
guidelines. In the two first cases, the situations get higher distress scores from experienced interpreters.
The last case was given higher distress score by inexperienced interpreters. Although, the other differences
seen in the figure are not significant, we can also see that situations where the healthcare personnel or
patient direct their discontent towards the interpreter, or when the interpreter has to interpret contexts for
which they feel they are not competent, are perceived as more distressing by inexperienced interpreters
than by experienced ones.

Figure 2 shows the same statements but now by education. The differences between the groups are
less clear, and no differences are significant. Delivering a difficult message to the patient remains a
task reported as more distressful by the two groups with longer training. The situation of seeing the
patient not understanding the message and not being able to act due to ethical guidelines seems to be
reported as more distressful for participants with longer education. It should be stressed that the length
of education does not correlate to the length of experience. Interpreters with longer experience do not
necessarily have longer training.

Table 1 shows the ranking of distressing situations by interpreter experience. The two groups have
the same three items at the top, namely, the patient has not understood the message and the interpreter
is unable to act due to ethical guidelines; the user/client does not understand how to work with an inter-
preter, and; interpreting for someone who has suffered torture, rape, war, executions.

Table 2 shows the intensity, frequency and total distress score for all interpreters by experience. All
groups reported higher levels of intensity than frequency for the distressing situations. The mean value
of intensity scores for all participants was 2.04 (maximum possible score 4.0). There is a difference
(although not significant) between the results for the two levels of experience. The frequency scores for
interpreters with longer experience were higher than for the inexperienced interpreters.
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Figure 1. Composite distress score of different situations by experience (p<0.05 * p<0.01 ** p<0.001
***)
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Figure 2. Composite distress score of different situations by education (p<0.05 *, p<0.01 ** p<0.001 ***)
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Table 1. Ranking of distressing situations by interpreter experience

Experience Experience
Distressing Situations 0-4 Years 2 5 Years
Score Rank Score Rank
Patient has not understood the message unable to act due to ethical guidelines 5,79 1 5,53 3
The user/client does not understand how to work with an interpreter 5,03 2 6,22 1
Interpreting someone who has suffered torture, rape, war, executions 4,85 3 6,12 2
Patient being unfairly treated cannot intervene due to ethical guidelines 4,37 4 3,66 8
The healthcare personnel do not listen to the patient 4,27 5 4,51 5
Be expected to give difficult, culture contradictive message to patient 2,96 6 3,7 7
Interpreting what healthcare personnel say which you think is not true 2,93 7 3,61 9
To tell a parent their child has a serious disease 2,93 8 4,34 6
The healthcare personnel have expectations not in line w/ ethical guidelines 291 9 3,16 10
To deliver a difficult message to the patient 2,85 10 4,95 4
The patient directs their discontent towards you 2,77 11 2,56 12
The healthcare personnel direct their discontent towards you 2,56 12 2,34 13
Interpreting something the patient say which you think is not true 2,43 13 3,12 11
Interpreting in a situation where you do not have enough competence 2,28 14 1,99 14
The patient/family have expectations not in line w/ ethical guidelines 1,85 15 1,98 15

Results From the Questionnaire — Ethical Climate and Support

The questionnaire also contained questions about the ethically supportive work climate. Questions were
based on the HECS-S questionnaire. On a scale from 1 (never) to 5 (often) interpreters rated different
statements about their working climate and conditions. In this section, we report the results from these
questions.

Figure 3 shows the frequencies of interpreters’ perception of the support they get from their work
environment. If the two lowest scores (1 and 2) are put together, then, as can be seen from Figure 3, inter-
preters experience that they get little support from the interpreting agency (64.5%), healthcare personnel

Table 2. Intensity, frequency and total distress scores in the entire group (overall) and by experience

Category Trzrl=its 04 Yeurs (ra76) - 5 Years (09
Intensity, mean (SD) 2,04 (0,99) 1,97 (0,96) 2,06 (0,86)
Intensity, median (range) 2,07 (04) 1,97 (0-4) 2,06 (04)
Frequency, mean (SD) 1,50 (0,66) 1,38 (0,71) 1,55 (0,63)
Frequency, median (rage) 1,43 (04) 1,35 (0-4) 1,5 (04)
Total score, mean (SD) 54,12 (36,60) 49,46 (37,6) 57,40 (35,81)
Total score, median (range) 49,50 (0-186) 43,00 (0-186) 51,00 (0-182)

SD: standard deviation
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(75.1%), or patients (90.3%). Furthermore, 65.8% feel they don’t get enough information to prepare for
assignments. However, 69.9% of the interpreters do not feel that they have to take on assignments where
they don’t feel qualified, for economic reasons.

Figure 4 shows the interpreters’ responses, from 1 (not important at all) to 5 (very important), to
different statements about the type of support they feel would help them handle distress. Collapsing
the two highest scores (4 and 5) shows that 60.8% of the interpreters would like more education and
60.6% would like to get more support. Furthermore, 77.9% of the interpreters think that the users of
interpreting should get more information about using interpreters. A majority of the interpreters also
think that it is important both that the interpreting agency provides more information about the specific
assignment (80%), and that the healthcare personnel give more information to the interpreters before
the assignment (77.8%).

The questionnaire also had one open question, which invited participants to give suggestions which
would facilitate the interpreter’s work. Sixty-eight interpreters answered the open question, and fifty
of the suggestions were related to the interpreters’ working conditions, for example ”[I would] like to
get more information about the nature of the assignment and not just the name of the authority or the

99 99

clinic”, ”Telephone interpreting is much more demanding”, ” [I would] like the interpreting user not to

LR N3

diminish me and my role as interpreter”, “[I would] like them to respect the timing of the assignment”.
Results From the Interview Study

The following section summarizes our results of the analysis of the data from the interviews using grounded
theory. Figure 5 is an overview of our results. In grounded theory, a main concern is generated, and the
core category explains how participants deal with the main concern using several approaches. The main
concern and the core category are placed within a context, and in our case the context is “healthcare
interpreting”. Below, we explain the different concepts in Figure 5 from our data.

Figure 3. Interpreters’ perceptions of ethical and supportive work climates.
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Figure 4. Interpreters’ attitudes to different types of support to handle distress.
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Figure 5. The conceptual model (after Glaser1978) for explaining the theory about threats to (interpret-
ers) personal and professional integrity
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Context: Healthcare Interpreting

As we have seen above in the results from the questionnaire, interpreting in healthcare involves many
delicate or distressful situations. These situations can potentially involve interpreting other’s trauma,
interpreting difficult messages, but also difficulties of understanding both terminology as well as par-
ticipants® different accents, dialects and languages. Many interpreters are freelancers working for an
interpreting agency, which means that they come into the clinic, hospital or healthcare center for the
interpreted event only. They are not part of the healthcare team. All of them share the same language as
the allophone patient. Many also share the same ethnical or national background. Most interpreters are
careful so as not to become an ethnical ally for the patients although this also represents an ethical dis-
tress for them. Unclear professional or personal identity leads to interpreters often feeling under-valued,
misunderstood and even threatened. Threats occur both as covert “When they lie, they always blame the
interpreter. It’s always the interpreter who is the black sheep”, and overt “Where are you [to a telephone
interpreter], I will come and fuck both you and your mother. You speak against me”. When it comes to
emotional difficulties, the interpreters have many examples of distress, or as this interpreter sums up
“We are humans, we’re not made of stone. Children who are vulnerable, women who get raped, beaten
and things like that [...] We are living it, we are like actors, so we get very affected by the situation that
a human being is being treated like that”.

Interpreters also experience that few of their clients understand their profession, and the conditions
for their work. They have to explain conditions for interpreting, like that healthcare personnel and patient
should talk directly to each other, or that the interpreter use the first person “I” when they interpret, or
that they prefer to be seated in a triangle for eye-contact and easy monitoring of the conversation.

Interpreters also struggle to read the room in telephone interpreting as they do not have visual ac-
cess to the room. They sometimes encounter healthcare personnel who do not tell them how many other
persons are present in the room or who they are. The interpreters also say that when they give these
explanations, their clients can get upset that the interpreter “wants to decide” or “takes over”. They also
have to handle the fact that their need for time management is not respected. This means that interpret-
ers are both booked and cancelled with very short notice, and that such changes are not reflected in
remuneration or even understanding for any inconveniences that might occur for the interpreter, such
as having travelled far for an assignment. In order to handle both work-related and emotional threats to
their personal and professional integrity, healthcare interpreters go to great lengths to increase their own
competence. They often pay for their training courses themselves.

Main Concern: Threat to Personal and Professional Integrity

The main concern for interpreters working in this environment in terms of the threat to personal and
professional integrity stems from the fact that they are neither part of the healthcare personnel nor an ally
to the patient. They are often met with lack of understanding and respect for their profession. Healthcare
personnel often do not understand how to work with interpreters, and when the interpreters try to inform
them, the healthcare personnel are offended. Patients do not understand the role of the interpreters and
may expect them to be an advocate. Or, they may not trust the interpreter for different reasons or even
threaten the interpreter.
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Core: Protecting Professional Pride

The core category, that is, how the interpreters continuously deal with their main concern of professional
pride, was to maintain integrity and professional pride and included two approaches or strategies to carry
out the core. In our case the approaches are ‘respecting me’ and ‘respecting my work’. Our interpreter-
participants took great pride in their work, saying “I’m often proud of my interpreting”. They strived to
be correct, well-educated and respecting the interpreting code of conduct. “I have taken many courses.
Since the nineties, I have been educating myself, the language is like a sea”. As we shall see, education
is a condition for the interpreters in this context in order to protect their professional pride.

Respecting Me

Respecting me, which should be understood as respecting my professional interpreter persona, includes
consequences for the interpreters to uphold to maintain respect when personal and professional integrity
is limited or threatened. We divided these into consequences related directly to emotional difficulties
and difficulties related to external conditions. Respecting me includes ‘handling threats” as well as
“‘handling emotional difficulties”.

Handling Threats

The interpreters have to handle threats including handling both pronounced threats and covert threats in
relation to the work situation. In order to handle threats from the patient to the interpreter, the interpreter
for instance point out that the interpreter is only the messenger. They would for instance tell the patient
and doctor “I’m only the interpreter” and thereby indicate that as interpreter they are merely passing
on a message. Those who work in a call center also report that they use the call center as a protective
environment. This means that they are not present physically with the patient, so they cannot be identi-
fied and threatened. They can hit the mute button “I turn the sound off!” and get a break between calls.
“I tell the team leader that I need air”.

Handling Emotional Difficulties

To handle emotional difficulties, interpreters report that they talk with colleagues, although some believe
it does not always help. The interpreters were also setting limits, such as conditions they need in order
to interpret. “I have to set limits, and do it immediately, because I have to know I can continue to inter-
pret for this patient”. They were also developing self-help strategies, including staying with the doctor
to let the patient leave alone, taking courses, taking a time out (one interpreter even stopped working
for several years), seeking counselling privately or even just getting tougher with age and experience.

Respecting My Work and My Competence
Another approach to protect professional pride is to raise awareness about the difficulties in interpreting

and the conditions around interpreting. They would also work on increasing their own competencies and
knowledge. Such actions show their desire to manage competence, both that of others and their own,
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in different contexts. Respecting my work and my competence includes handling other’s incompetence
and ignorance, and handling own competence.

Handling Other’s Incompetence and Ignorance

Interpreters talk about the conditions for interpreting. Certain conditions may annoy the other partici-
pants in the interpreting setting. “From time to time I remind them to speak directly to each other and
doctors often can’t handle it, they get annoyed.” Handling other people’s incompetence also has to do
with saving (the other person’s) face, by discretely correcting or checking things. “If they say something
really strange, I may pretend I didn’t hear and ask for clarification”.

In terms of handing the conditions imposed by others, they may choose to hide the fact that they
work for several agencies. “I sometimes work for a different agency, although it’s considered disloyal”.
Handling conditions can also mean cutting a client short because the call center booking was only made
for one hour and the next call is already in line. “But I have to hang up. It’s the supervision, they check
everything, and if the next interpreting start at ten, then it’s difficult, I have to hang up”. Interpreters
also report being forced to do telephone interpreting as “payment for on-site interpreting is so low and
they rarely pay for traveling there.”

Handling Own Competence

Most interpreters in the interview study had taken many training courses. They had taken responsibility
for their competence, and were taking courses both in interpreting and “also took courses for my own
interest, not really related to interpreting, but to learn more [about healthcare]”. It was important for
them to be professional and knowledgeable, when they meet their clients. They would get training even
if it meant that they sacrificed their weekends or would spend money on expensive training. From time
to time they needed to bracket their knowledge to some extent: “it’s very frustrating when I have to sit
there silent and not use my background knowledge [as the interpreter should be neutral and impartial]”.

DISCUSSION

The purpose of this study was to investigate distressing situations for healthcare interpreters in Swe-
den, and to gain knowledge about healthcare interpreters’ main concerns and how they address them.
We investigated the interpreters’ experiences using both questionnaires and in-depth interviews with a
grounded theory approach. Using the questionnaire, we investigated the intensity, frequency and total
distress score of different situations. The study was explorative but we aimed to investigate how distress-
ing different situations that may occur for interpreters in the healthcare sector are, how frequently these
situations occur, and how ethically supportive the interpreters’ working environments are.

Our results from the questionnaire showed that interpreters with longer experience (> 5 years) get
significantly higher distress scores for delivering difficult messages to patients, and also for telling a
parent their child has a serious disease (Figure 1 above). Experience interpreters also give higher dis-
tress score to interpret for victims of torture, rape, war or executions, and to handle users who do not
understand how to work with interpreters, although this difference was not significant. The fact that ex-
perienced interpreters score this higher may be due to the fact that they do this type of interpreting more
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often than inexperienced interpreters, and thereby the composite distress score is higher for this group.
It may also be due to the so-called crescendo effect (Epstein and Hamric 2009). The crescendo effect is
a combination of an increase in moral distress and the increase in so called moral residue, which is the
lingering effect after morally problematic situations. Epstein and Hamric (2009) described the crescendo
effect among healthcare personnel as how moral distress and moral residue builds up due to repeated
experiences of moral distress. If healthcare interpreters with long experience find these situations more
distressing it could be the effect of repeatedly having to deal with morally problematic situations and
the build-up of moral residue.

Our results also showed fewer clear differences with regard to education (Figure 2), which we interpret
as due to the fact that the interpreter education in Sweden is so diverse. Some very experienced inter-
preters had no education, while other interpreters in the data had longer education and short experience.
The recent Swedish public inquiry into the state of the interpreting profession in Sweden also supports
this data (SOU 2018:83).

When we ranked the distress scores given for different situations for the two groups (inexperienced and
experienced interpreters) (Table 1) we found that they rank distressing situations more or less similarly.
The three situations ranked the most distressing were when the patient had not understood the message
and interpreters felt unable to act due to ethical guidelines, when they had to work with users who do not
understand how to work with an interpreter, and interpreting for victims of torture, rape, war and execu-
tions. That interpreters find it distressing not to be able to act as they find themselves gagged by ethical
guidelines is supported by findings from many other authors (e.g. Souza 2016; Hsieh and Kramer 2012;
Angelelli 2004). These finding are often also used as an argument to let interpreters advocate for the
patients. We believe, along the argument of Granhagen Jungner et al. (2018), that this result points to the
fact that the interpreters often do not understand the concept of their discretionary power (Skaaden 2013),
often due to lack of training, and that this leads to unnecessary feelings of frustrations and limitations
due to ethical guidelines. It may also, of course, mean that the ethical guidelines are poorly formulated.

Finally, the results about the ethically supportive climate showed that an overwhelming majority of
participants felt they did not receive support from interpreting agencies and healthcare personnel, which
confirms the conclusions of Norstrom et al. (2012). Interpreters are freelancers, yet they regularly work
for the same interpreting agency as some kind of quasi-employee. It is therefore surprising that they
don’t feel they are getting this support. The healthcare personnel are not their employers, but they often
work together with healthcare personnel in professional teams around a patient. It is troubling that they
are not included in different support structures there.

All participants also stressed (despite their generally, fairly high levels of education), the need for
more education, more support and also more education of users of interpreting as well as the need for
more information about their assignments. These may be considered natural and desired in any work
environment, and pointed out already by Tebble in 2003.

As stated above, we noticed in the open questions in the questionnaire that many of the open answers
were linked to working conditions. With this in mind, we continue to the interview study, which would
investigate the main concern of interpreters when experiencing distressing situations in the interpreted
event, and how they would deal with this main concern.

We found that the interpreters’ main concern was threats to personal and professional integrity. The
core variable here was to protect professional pride. As described above, interpreters used several dif-
ferent strategies to do this, but these strategies could be boiled down to the approaches respecting me
and respecting my work. We have described the situations for interpreters in Sweden in our background.
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Sweden is a country with a fairly regulated and professionalized interpreting market, so it was quite
disheartening that this was found to be the main concern.

Another disheartening finding is the amount of distress related to working conditions, although
Norstrom et al. (2012) had similar results for another Swedish interpreter population. When we started
collecting data, we assumed that distress for interpreters in healthcare would revolve around interpreted
encounters generating distress. We also thought this would connect to the limited opportunities for
debriefing, support or counselling.

Handling distress of interpreted encounters also came up during the interviews. Interpreters recounted
stories about having to seek counseling privately or taking professional time-out. They also described
how they developed self-help strategies. This is described above in the strategy handling emotional dif-
ficulties. This only came up as one of the many codes supporting the main concern. We were surprised
that these codes did not seem to be the most important part of the main concern. As reported under the
strategy Handling threats and Handling other’s incompetence and ignorance, for some of the interpret-
ers, other situations related to a non-ethically supportive work climate, for instance how they had to
deal with interpreting agencies considering them disloyal, or getting threats from patients, or having to
handle time conditions imposed by others, were equally distressing for them. They described these in
the answers to the open question.

The interviewed interpreters said that it is not distressing to interpret a delicate or difficult situation,
when the healthcare personnel know how to use interpreters. They also talked about developing their own
debriefing strategies for handling the distress in the interpreted situation. One interpreter talked about
participating in the interview of our study as debriefing and others that they took courses to debrief. None
of our participants had seen the counselor available through the interpreting agency, reasons given for
this was that the support was not developed to be easily accessible, and one interpreter even suspected
they would lose their assignments if they tried.

Moral distress is thus an issue for healthcare interpreters, as is moral residue and the crescendo effect.
Interpreters also feel they lack an ethically supportive environment.

STUDY LIMITATIONS

Results may be skewed as all participants were recruited on voluntary basis through interpreting agencies.
We did not reach interpreters who were not naturally, regularly in contact with agencies, or interpreters
who were less interested in discussing their work environment or work situation.

Participants in the project were only hearing allophone language interpreters, other aspects may come
up from hearing or deaf sign language interpreters.

The participating interpreters may also have felt that they had to be loyal to the agency when they
filled out the questionnaire or participated in the interviews.

Furthermore, the study only covers Sweden, and although the study confirms result from studies
from the US, more countries need to be studied.
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FUTURE RESEARCH DIRECTIONS

Interpreting in healthcare contains both comprehensive dilemmas which can be found in any healthcare
context, and very country specific dilemmas. Although healthcare interpreting is well researched in some
aspects, there is a need to explore the situation in more countries and also specific areas of healthcare
(pediatrics, geriatrics, oncology and so forth) as well as interpreting for different healthcare profes-
sions and different types of patients (e.g. indigenous language speakers or signers, allophone language
speakers or signers). Research in healthcare interpreting would also benefit from validated common
survey instruments, most questionnaires, just as ours, are study specific which limits the possibility of
comparison between clinics, professions, specializations, regions or countries. A validated instrument
would also promote larger studies giving a fuller understanding.

Observational studies or reach out studies aiming healthcare interpreters who do not come forward
voluntarily is also needed. The general understanding of healthcare interpreting is based on the interpret-
ers who volunteer to participate which creates a bias of that understanding.

Implementation studies can also contribute to the understanding and hopefully improvement of
healthcare interpreting. An implementation study takes the starting point in the needs identified, for
instance in this study, and implement tools to improve specific situations or contexts. The focus of the
study (e.g. working conditions, handling distress) is measured before and after the implementation phase.

CONCLUSION

Healthcare interpreters, as do healthcare personnel, work in a context where many encounters may be
potentially distressing. Looking at regulation and work organization of Swedish healthcare interpreters,
they would seem to work in a fairly well regulated and professionalized occupation. No previous studies
in Sweden have taken a general approach to investigating healthcare interpreters, their potential distress,
and ethically supportive work environments.

Our results showcase distress and the main concern in distressing situations for healthcare interpreters
in Sweden, but can be generalized to other countries as the distressing situations are global. We pointed
out at the beginning of our chapter that since Swedish interpreters are part of a professionalized occupa-
tion, one could assume they had access to support structures. As the research has demonstrated support
structures are lacking, interpreters are left to their own devices for obtaining support. We also showed
that working conditions for Swedish healthcare interpreters contribute to interpreters’ distress, and the
interpreters develop strategies to handle threats due to working conditions.

Our chapter looked at healthcare interpreters in Sweden only, but it can serve as an example for
studying the healthcare interpreting profession in other countries. Rules and regulations, and work-
ing conditions, differ greatly from country to country, even within the European Union, for example.
Systematic and research-based evidence of the deficiencies of support and work climate of healthcare
interpreters contribute to improve the conditions for interpreters and as a result of that the equal access
to equitable care for allophone patients, which is legislated in many countries, but effectively hindered
by language barriers.
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KEY TERMS AND DEFINITIONS

Allophone: Canadian term for a person who does not speak either English (anglophone) of French
(francophone), used in this text for a person speaking a non-indigenous minority language, a language
other than the majority language of the institution in question.

Discretionary Power: Term coined by legal philosopher Ronald Dworking, further developed for
decision making in professional work by Social Scientist Anders Molander, and introduced in interpret-
ing by Hanne Skaaden (see reference list). Discretionary power is the professional autonomy that an
individual who is practicing a profession governed by rules and guidelines such as interpreting has in
order to exercise their own professional judgment.

Ethically Supportive Work Climate: A work climate which is defined by both a high social capital
(i.e. mutual understanding, shared aims, and unifying members of social networks and communities)
as well as support for the individual to feel confident and supported in making ethically or morally dif-
ficult decisions.

Healthcare Interpreting: This text uses healthcare interpreting rather than medical interpreting as
interpreters in Sweden interpret for all types of healthcare professions, rather than being limited to the
medical encounter with a physician or a nurse.

Moral Distress: Term used in healthcare and nursing, introduced by Andrew Jameton, which describes
the emotional state that arises from situations when someone feels that the ethically correct action is
hindered by institutional constrains or provisions. The situation may create a moral and ethical dilemma
where the person feels powerless.
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Questionnaire: The questionnaire is the actual instrument, preferably developed and tested for va-
lidity and reliability, consisting of several questions or items and distributed to a population which one
would like to investigate for some reasons. The questionnaire in this project measures attitudes rather
than exact instances of a specific phenomenon.

Survey: The survey is a more comprehensive approach to a field, a survey can comprise several
instruments for data collection such as questionnaires, register-studies and/or interviews.
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An Overview of Medical
Interpreting in Brazil
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ABSTRACT

Among the settings where there is a need for interpreting services, healthcare contexts require special
attention, given the complex nature of medical practice, which consequently imposes different challenges
to interpreters. In Brazil, the language barriers faced by patients who do not speak Portuguese are
handled mostly by volunteers without any specific training. This article gives an overview of the current
demands for interpreters in medical settings in the country and the need for analysis and actions aimed
at the development of a professional field to ensure access to health services in the country for linguistic
minorities by qualified interpreters. There is a need for public policies to recognize the demand and
elaborate linguistic access tools. There is an urgent need to include this specialization among interpret-
ing studies agendas, in the Brazilian context, to include interpreting for healthcare.

INTRODUCTION

In its broadest sense, medicine aims at restoring and maintaining health. Equal access to health and
medical services is a fundamental human right, established in Article 25 of the Universal Declaration
of Human Rights. The practice of medicine and the success of its goal depend primarily on the patient-
provider relationship, or the therapeutic rapport. In turn, many studies have found that the quality of
patient-provider communication is one of the essential conditions affecting satisfaction in clinical inter-
actions and that it sustains the goals of medical practice (Ong, Haes, Hoos & Lammes, 1995; Gomes,
Caprara, Landim & Vasconcelos, 2012; Stewart, 1995).

The guiding questions of this article stem from those two presuppositions: full and equal access to
health and communication quality in the provider-patient relationship. As such, are patients who cannot
communicate in Portuguese - Brazil’s official language - being neglected with regard to their right to
full and equal access to health because of the language barrier? Who are these patients?
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To answer this question, first we must look more closely at the patients who might be caught in this
problem. In the context of an internationalized world and the new dimensions of migration flow, numer-
ous foreigners migrate to Brazil; refugees, border residents, and international tourists are increasingly
dependent upon education, legal, social assistance, and health services outside their own social, cultural,
and linguistic contexts. In addition, Brazilian citizens who do not speak Portuguese also depend on such
services - for example, Deaf persons and indigenous peoples. Among the basic services needed, health
care stands out because of the complex nature of medical practice, which increases exponentially when
there is a language barrier.

In other countries, including the United States, the problem of equal access to health for patients who
do not speak English has been addressed through legal cases and practical actions that began in the 1970s
and launched a professional field for healthcare interpreters. Yet in Brazil, aside from a few exceptions,
such as with services for the deaf and hard of hearing, there is little debate about language barriers in
general or in the medical field. This lack of awareness calls for reflection on social rights in this and
other interlinguistic spaces. Aside from a few cutting-edge institutions that have departments devoted
to caring for foreign patients, as in most countries, the vast majority of hospitals in Brazil do not offer
formal interpreting services. Such gap leads us to seek answers to other guiding questions: In hospital
settings, who provides interpreting services for non-Portuguese speakers, and how is it done? To what
extent are interpreter training programs in Brazil addressing the issue and including it in practical and
theoretical courses? And what are the requisites for training qualified interpreters to work in healthcare
settings and launch an institutionalized and recognized professional field in the country? This chapter
seeks to answer, as much as possible, the guiding questions outlined above. It stems primarily from the
author’s graduate research project at the Federal University of Santa Catarina, Brazil, carried out from
2009 to 2011. The Master’s thesis, focused on assessing the country’s language access situation in the
medical field, especially as compared to other countries where awareness of the problem and action to
solve it are more prevalent. In addition to an extensive literature review, the author conducted a series
of interviews with hospital administrators and medical staff, individuals who were acting as interpret-
ers, and patients who speak non-Portuguese languages. She also analyzed existing university-based and
private training courses for language professionals. Until this groundbreaking research, the topic had
not been studied in Brazil. Because of the lack of systematized demographic and institutional data in
the country, the author assessed current practice by analyzing information shared by health facilities
in Brazilian and US media outlets and by healthcare representatives she interviewed (Queiroz, 2011).

BACKGROUND
Community Interpreting

In some countries, healthcare or medical interpreting is categorized as a subgroup of community in-
terpreting; other community interpreting contexts include education, law, and social services. In other
countries medical interpreting developed as a stand-alone specialization, and was not grouped with all
other non-conference interpreting categories. Additional terms used to define community interpreting
that occur at an intrasocial level (Pochhacker, 2004) include social, cultural, contact, and public service
interpreting (Queiroz, 2011). Studies on this topic tend to converge around the analyses of community
interpreting characteristics and to what extent these settings are different from conference interpreting
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contexts. In summary, community interpreting was a term used to describe dialogic interpreting, as
opposed to mostly unidirectional conference interpreting. The fundamental differences are related to
context, interpreting mode, social status of the participants involved in the dialogue, and purpose of the
encounter (Roberts, 2000b; Péchhacker, 2010).

Community interpreting is nothing new, and it has been a common practice to mediate a wide range
of human negotiation for centuries (Roberts, 1994; Péchhacker, 2004, 2010). In recent history, the need
to transcend communication barriers between individuals from distinct cultural and language groups
surged mainly because of migration patterns around the world that marked the 20™ century. Interlinguistic
and intercultural negotiations intensified not only in the political-diplomatic sphere but also in daily
life, where a wide swath of individuals started using the services in the new globalized world. In this
cross-cultural and cross-linguistic context, providing qualified interpreting services is usually seen as a
means of ensuring language access for individuals who are not fluent in a country’s dominant language,
therefore allowing them to receive necessary services.

Community interpreting started to gain more space in Interpreting Studies in the 1980s, when the
field shifted its focus to new analyses, namely those related to context, the content being interpreted,
the purpose of the interaction, and the other parties involved in the encounter, looking beyond just the
interpreter. Until then scholars had been particularly interested in interpreters’ cognitive processes, espe-
cially those of conference interpreters. Research on dialogue-based encounters mediated by interpreters
emerged due to new social needs sparked by an expanded immigrant influx in developing countries and
an increase in the recognition of the rights of minority language speakers, who were having difficulty
accessing public services and fighting for their rights (Pochhacker, 2004; Wadens;jo, 1992).

That said, two decades later it is still not clear to what extent the research developed in the field of
Translation Studies has undergone changes to its key issues with regard to globalization and the linguistic
phenomena derived from it. Even though it was included in more recent surveys of the field (see Wil-
liams & Chesterman, 2002), community interpreting was not a widespread research topic in translation
or interpreting in Brazil for a long time. Concern regarding the risks involved with ad hoc interpreting
have ushered in, albeit slowly, a body of research focused on pedagogical and political questions, aim-
ing to form a professional field of community interpreting (Queiroz, 2011; de Pedro, 2010; Origuela,
2014). This issue has also been somewhat marginally addressed at academic events and was the focus
of some discussions at different symposia in 2013, organized by the Brazilian Association of Transla-
tion Researchers (ABRAPT), and of the First Brazilian Symposium on Interpreting (SIMBI) in 2013.

Educational and legal interpreting are further developed in Brazil, especially for encounters taking
place between Portuguese and Brazilian Sign Language speakers. The prominence of this language pair
is in no small part because of Federal Law no. 10,436 and decree 5,626/2005, which allow users of
Brazilian Sign Language (called Libras) to access public services through translation and interpreting
services (Law no. 10,436, 2002). This law, enacted in 2002, has been instrumental in the development and
funding of initiatives to ensure language access for Brazilians who speak Libras. A similar law for spoken
language speakers who do not speak Portuguese would surely encourage greater progress in this area.

Another growing demand comes from foreign students enrolled in the Brazilian educational system.
According to the school census carried out by the Brazilian government’s National Institute of Educa-
tional Studies and Research (INEP), between 2008 and 2016 there were a total of 73 thousand immigrant
students from a wide variety of nationalities in public schools alone. Among them are over four thousand
Bolivians, 1,200 Japanese, about 550 Angolans, and 540 Haitians. Brazilian legislation establishes the
right for foreigners to access education in the same manner that Brazilian children and adolescents do,
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as established in articles 5 and 6 of Brazil’s Federal Constitution, articles 53 to 55 of the Children and
Adolescents Statute, articles 2 and 3 of the Guidelines and Fundamentals of National Education Law,
and articles 3 and 4 of the Migration Law. In addition, articles 43 and 44 of the Refugees Law ensure
that the absence of documentation cannot impede access to education.

Access to communication is not just a challenge for students who need to adapt to a new language
and the socio-cultural configurations at school, but also for parents who end up distancing themselves
from their child’s academic life. However, there is no sign that teaching institutions in Brazil engage
any professional interpreting or translation services as tools to ensure full educational access to these
students and their parents.

Except for a few publications (Novaes Néto, 2011; Nordin, 2018; Queiroz, 2012), the problems expe-
rienced by non-Portuguese speakers in Brazil who need legal interpreters have not yet been addressed by
Interpreting and Translation Studies scholars in Brazil. The language barrier in these settings is mostly
mediated by state-certified legal translation-trained interpreters registered with the judiciary department.
Since 1943, national regulations have been in place for these professionals, who must undertake and pass
a multi-layered selection process under the auspices of state commercial registries. Such registries have
no connection with professional translation or interpreting training and assessment and no objective or
explicit affiliation with Brazilian professional associations in the field. Openings for state-certification
are limited to a few spoken languages, and to date there have been none for Libras interpreters. How-
ever, in some states there are legal interpreters registered with various judiciary offices. According to
a presentation delivered by Jaqueline Nordin at the 2013 SIMBI and entitled “Best practices manual
for legal interpreters” (Nordin, 2013), non-qualified interpreters work more frequently in the state and
federal courts than state-certified ones. According to her, the reason seems to the low remuneration in
courts, which amounts to less than 150 Brazilian reais (equivalent to less than $50 USD) for a 3-hour
shift and which is often paid with a delay of as much as two years. Nordin stated that bilinguals are
often automatically entitled “legal interpreters” and registered with the state judiciary offices, but that
they are not following international standards. Such “interpreters” are categorized as experts and follow
a pay scale regulated by the judiciary that is not attractive to state-certified translator-interpreters, who
earn according to higher pay scales set by the state commercial registries. Nordin produced a manual
based on her presentation and it is used in all federal courts in the city of Guarulhos, Sdo Paulo, with
the goal of establishing the ethical principles and behaviors for the profession. This manual was further
developed into a book (Nordin, 2018).

MAIN FOCUS OF THE CHAPTER

There is a real demand for healthcare interpreting in Brazil. Progress has been slow mostly because of
the lack of political and institutional initiatives for supporting practices to reduce the negative impact
caused by cultural and linguistic barriers. There is also a lack of theoretical and methodological reflec-
tions on this issue, and the lack of a wide range of training programs in general interpreting, much less
in specialized healthcare interpreting.

Many healthcare facilities in Brazil have seen a growing number of patients who do not speak Por-
tuguese. However, language access for such patients is haphazard and improvised, and the complexity
of patient-provider interactions and the health risks involved in poor communication are ignored. As
suggested by a book edited by Whaley (2000), provider-patient encounters are quite complex when it
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comes to communicating and understanding illness, and such complexity increases if there are language
barriers. Practices and studies in other countries have proven that qualified interpreters minimize the
risks associated with multilingual medical encounters and ensure effective treatment.

HEALTHCARE INTERPRETING

Healthcare interpreters mediate communication between healthcare patients and providers (doctors,
nurses, technicians, psychologists, administrators, etc.) who do not speak the same language. The dia-
logue in these interactions can be quite emotional, depending on the nature of the problem. Patients tend
to speak in a more subjective manner and use less formal and less technical terminology to describe the
reasons for their visit. Providers, on the other hand, tend to use more objective, formal, and especially
technical utterances to perform diagnoses and outline treatment. These interactions take place in clinical
departments (doctor’s offices, exam rooms, operating rooms, etc.) and administrative settings (triage,
registration, social services, financial services, etc.). For this reason, the quality of healthcare interpreting
depends on interpreters who are versed of the wide variety of medical settings and who have 1) techni-
cal skills (linguistic proficiency, knowledge of medical terminology, communication flow management,
particularly complex for mental health encounters, skills with regards to positioning and physical space
arranging, use of technological tools to be able to provide remote interpreting services through the phone
or video, etc.); 2) social, political, and administrative skills (knowledge of the various medical depart-
ments and specialties and knowledge of the administrative and legal factors of this setting that determine
medical practice particular to the country(ies) where they work; and 3) cultural knowledge (medical,
health, illness, and treatment concepts with which each party in the encounter is familiar). Interpreters
who work in the healthcare field must also be prepared to deal with a wide range of emotional and risky
environments, and therefore also need self-assessment and self-care skills (Queiroz, 2011).

This skill set represents the elements of effective interpreting services that value not just accuracy
with regard to verbal and non-verbal information, but also careful treatment of ethical and conduct
dilemmas among the parties involved. For patients, professional interpreting services should provide
them unrestricted access to information regarding their health, the institutions treating them, the insti-
tutions’ care procedures, and the medical care team responsible for their treatment. Thus, patients can
make informed and balanced decisions and their autonomy is respected within the encounter, enabling
them to share their concerns and questions and to create the necessary rapport between them and their
providers (Bowen, 2000; Ku & Flores, 2006; Ertl & Pollabauer, 2010; Schillinger & Chen, 2004; Joint
Commission, 2010). For healthcare providers, professional interpreting services enables precise access
to complaints regarding patient concerns, which facilitates the diagnosis and treatment processes.

Knowing, understanding, and practicing the skills outlined above is the main differentiating factor
between professional interpreting services and those done in an ad hoc manner, generally by bilingual
hospital employees, friends and family members (including children), or by volunteer interpreters with
no training in healthcare interpreting. Several studies have sounded the alarm regarding the potential
problems generated by using untrained interpreters (Schlemmer & Mash, 2006; Angelelli, 2004(a),
2004(b); Bischoff, 2003; Flores et al., 2003; Ertl & Pollabauer, 2010; Pochhacker & Kadric, 1999). Re-
ported experiences highlight how the lack of certain skills can become a real challenge for interpreters
because it often places them on the outer fringes of their role.
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The role of healthcare interpreters, that is, their purpose in the encounter, is a central and controversial
theme in studies developed in this field. Much of the debate centers on the degree of involvement by the
interpreter, along a continuum that varies from the interpreter as a linguistic decoder who interferes only
minimally with subjective information, and the interpreter as a mediator between individuals who also
have different social roles. It’s important to consider questions of contextual order related to cultural,
administrative, and legislative circumstances, especially because there is little room for negotiation with
the latter two. For example, in the United States and Canada, the interpreter’s role tends to be much
clearer and less flexible with regards to his/her relationship to the patient because of a series of laws that
guarantee confidentiality of patients’ medical information and limit the roles of healthcare providers.

This theme of the interpreter’s role in healthcare must be treated carefully and take into consideration
known concepts because it generates heated debate in Translation and Interpreting Studies, especially
with regard to neutrality and visibility (see Metzger, 1999; Angelelli, 2004(a), 2004(b); Rudvin, 2003;
Anderson, 2007; Pochhacker, 2004; Leanza, 2008). This paper will not focus on the level of neutrality
or visibility of interpreters, but instead highlight the potential risks of ad hoc interpreting for all parties
involved in the encounter and especially for the patient. As stated by Avery (2001), “...the health care
interpreter role involves a complex set of skills and expectations practiced within a setting that is socially,
culturally, and politically complex at both an interpersonal and institutional level” (p. 11).

Healthcare Interpreting Demand and Status in Brazil:
A Comparison to the United States

In Brazil, as well as in other countries, the demand for healthcare interpreters has intensified especially
because of the influx of labor migrant workers and refugees and the inclusion policies for minority groups
(Niska, 2005; Bancroft, 2005). In some countries healthcare interpreting is already well established as a
profession: Austria, Germany, Norway, United Kingdom, Ireland, Australia, United States, Canada, and
South Africa are some examples (Bischoff & Hudelson, 2010). In others, like Brazil and other South
American countries, the practice is seen simply as assistance generated by a need for communication.

A significant part of the demand comes from foreigners from various places who go to Brazil in
search of asylum or work and who seek care at public hospitals and cannot pay for private interpret-
ers. The recent migratory wave in Brazil includes individuals from Bolivia, Peru, Paraguay, Argentina,
Syria, Haiti, Korea, and China. Currently there are about one million foreigners living legally in Brazil.
However, many other foreigners are present unlawfully because they do not fit any of the legalization
options available in the country. One example of the inclusion policies is Amnesty Act no. 11,961,
enacted in 2009, and which provisionally regulated about 50 thousand foreigners who had been living
irregularly in Brazil and who qualified according to the prerequisites proposed in the law. According
to data from the Ministry of Justice, the law aims at ensuring the freedom to circulate in national ter-
ritory, access to remunerated work, education, public health, and justice. In 2017, Migration Act no.
13,445 replaced the Foreigner Statute, which had been in place since 1980. Among the principles and
guarantees to migrants outlined in Article 4 of this law is the right to access public health services and
social assistance. There are also some municipal efforts to regulate immigration status. One example of
this is Sdo Paulo Municipal Act no. 16,478, enacted in 2016. Among the priorities actions for this law
is implementing free access to healthcare.

In the last 20 years, Brazil has been a popular destination for many refugees. According to the National
Committee of Refugees (ACNUR) report, “Refugees in Numbers”, up until the end of 2017 Brazil had
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officially accounted for a total of 10,145 refugees from several countries, while only 5,134 of them con-
tinue to be actively registered with the Federal Police, the entity that registers, monitors, and maintains
records on foreigners. Of these, 52% live in Sdo Paulo, 17% in Rio de Janeiro, and 8% in Parana. Syrians
represent 35% of the official refugee population in Brazil. ACNUR also reports that 2017 was the year
with the highest number of requests for refugee status recognition: 33,866 in total. Over half of these
requests, or 17,865, were from Venezuelans. Cubans accounted for 2,373 requests, Haitians for 2,362,
and Angolans for 2,036. The states with the highest numbers of requests are Roraima (15,955), Sao Paulo
(9,591), and Amazonas (2,864), according to data from the Federal Police. Refugee status temporarily
regulates the residency of a requester in Brazil, ensuring the right to access public health services.

In addition to the influx of refugees, foreign patients seeking medical care cross the border from
various countries on a daily basis (Giovanella, 2007). These individuals count on friends or hospital
employees with some knowledge of their language to help them seek medical treatment. They also use
body language and gestures to help them access healthcare services. A few hospitals are investing in
language classes for their employees as an attempt to mitigate the problem (Queiroz, 2011).

Another demand comes from international tourists. According to the Ministry of Tourism, Brazil
received over 6.5 million foreign tourists in 2017. One type of tourism that has been gaining ground in
other countries as well as Brazil is medical tourism (Ministry of Tourism, 2010). This type of tourism
directly increases the number of patients seeking care in Brazilian hospitals who do not speak Portuguese.
Because of the high quality and low cost of its medical care, Brazil has joined the rank of some of the
most sought out countries for treatment and surgery by foreigners. The Heart Hospital, in Sdo Paulo,
says it receives over 350 foreigners every year. The Samaritan Hospital in Rio cares for approximately
800 foreigners annually. In 2017, Hospital Sirio-Libanés said it saw its foreign patient population grow
by 68% in the previous three years. According to ANAHP (Brazil’s Association of Private Hospitals),
oncological, cardiac, orthopedic, neurological, and cosmetic surgeries are the most sought out special-
ties. The highest numbers of foreign patients in Brazil come from the United States, Angola, Paraguay,
and France.

The Brazilian media has noticed this increase in foreign patients at Brazilian hospitals. In 2006, Veja
magazine, a widely circulated weekly, published an article by Ruth Costas entitled Scalpel Tourism,
which stated that over 30 thousand tourists had come to Brazil that year for medical treatment. The
number was double if one included tourists who combine conventional vacation travel with healthcare
services. The same magazine reported in 2010 that the number increased to fifty thousand in the city of
Sao Paulo alone for the year 2009. A 2018 article, published by a large daily newspaper with national
circulation, Folha de Sdo Paulo, highlighted the increase in foreign patients at Sdo Paulo hospitals.
Albert Einstein Hospital, for example, sees about 4,800 foreign patients every year. Most of them are
from Latin America, North America, and Angola.

In addition, many leading hospitals are starting to track and hire staff based on language knowledge.
The staff members can be doctors, nurses, and other medical professionals. These employees are then
asked to act as dual-role interpreters, even though they are not trained as interpreters. In Sao Paulo, Hos-
pital Alemao Oswaldo Cruz, for example, has tracked which of its nurses speak English and/or German.
The demand for these languages is higher in specialties such as urology, gastrointestinal surgery, and
orthopedics, according to a hospital administrator.

As part of the author’s Master’s research project, a survey regarding language needs was adminis-
tered in 2010 to hospital staff at the University Hospital Professor Polydoro Ernani de Sao Thiago, in
the southern state of Santa Catarina. The answers illustrate a complete lack of knowledge regarding the

86

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

An Overview of Medical Interpreting in Brazil

risks involved in encounters with language and cultural barriers. Employees stated that when a friend
or family member is not available to interpret for a patient, a colleague with some language skills is
called. In response to the question, “How do you diagnose a patient with whom you cannot communi-
cate because of a language barrier?” frequent answers included “I pray it’ll work,” “I can recognize the
symptoms just from looking at the patient,” and “I use gestures to take care of the patient.” A hospital
representative stated there is no type of specific training or procedure when caring for LPP patients; in
other words, there is no official protocol for employees to follow on what to do in the event of a multi-
lingual encounter. On patient registration forms there is no space for entering a patient’s mother tongue
or preferred language of care. In fact, this lack of language identification is true for the entire countrys;
no hospitals ever inquire about a patient’s language.

As one can surmise from the examples above, none of these institutions make reference to the need for
professional interpreters. The responsibility for mediating communication is transferred to other profes-
sionals who are experts in their fields but who often lack the necessary interpreting skills. Despite the legal
processes for immigrant and refugee access to Brazil and the mention of the right to access healthcare
services, financial resources and clear rules about language access are needed for legislation to be fully
enforced. In other words, the laws exist on paper but there are no means or guidance for implementing
them, such as funding, definitions of what it means to be proficient in a language, required training in
interpreter skills and roles, etc. Such gap precludes the possibility of trained interpreters and therefore
appropriate oral and written assistance through qualified interpreters; as a result, LPP individuals have
less chances of understanding their rights and responsibilities as patients, and are therefore less capable
of achieving social and financial autonomy.

Even though many insist on a monolingual tradition, Brazil’s multilingual reality has gained vis-
ibility during the last decades, especially through social movements that address issues like culture,
ethnicity, regionalism, and border sub-culture. There are ten countries bordering Brazil, all of which
are Spanish-speaking, with the exception of French Guiana, Guyana, and Suriname. That said, until
2010 there was no question in the national census survey regarding language, a fact which highlights
the lack of understanding for the need to map the country’s languages and illustrates a lack of attention
regarding linguistic issues and the need for equal access policies for LPP individuals. Furthermore, the
question about language focused on indigenous languages and Libras. According to the 2010 Census,
among the non-Portuguese speaking Brazilians there are 897 thousand indigenous people from 305
different ethnic groups and who speak 274 different languages, as well as nearly 10 million Deaf and
hard of hearing individuals.

The law is not very clear when it comes to healthcare access for indigenous peoples. In 2005, the
Ministry of Health created a program entitled Indian-Friendly Hospital that established admission criteria
when caring for indigenous people, including the right to have an accompanying guest. Even though some
studies consider this “companion” to be an interpreter, there is no indication as to the professional status
of such person. Projeto Xingt, which has worked in partnership with the Paulista School of Medicine for
over 50 years to provide healthcare services to indigenous people, stated that one of the project’s biggest
obstacles is the language barrier between providers and indigenous people; its team members also said
that such barrier is minimal when there is an interpreter during the encounter.

Despite the loud demands from Deaf patients in Brazil, there still are not any systematized official
data on the number of deaf Libras users in the country. Brazil’s Deaf citizens can rely on Federal Law no.
10,436/2002 and Decree 5626/2005, which guarantees interpreting services, and specifically mentions
healthcare services. However, at the moment, Deaf patients still depend on poorly trained or untrained

87

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

An Overview of Medical Interpreting in Brazil

interpreters, however well-intentioned and dedicated these might be. Accounts from people acting as
Portuguese-Libras interpreters highlight several issues: lack of terminology in Libras, which for the most
part not include the wide range of medical terms that are used in a patient-provider encounter; lack of
knowledge regarding human anatomy and physiology and medical procedures; inexperience of providers
with regard to working with interpreters; difficulty referencing speakers (use of first or third person);
turn-taking in conversation; interpreter positioning during different types of medical encounters; among
many others (Queiroz & Weininger, 2013). One interpreter said that there are many stories of Deaf pa-
tients receiving wrong diagnoses during sessions interpreted by family members. Even though the laws
are clear about working with interpreters when communicating with Libras users to access healthcare
services, the law does not outline any suggestions for raising financial resources to hire interpreters as
employees at healthcare facilities. Many studies that include interviews with Deaf patients mention the
lack of hospital-based interpreters. Even though it has been 13 years since the decree regulating Libras
in the country was enacted, many hospitals are still not ready to care for patients who communicate in
sign language.

Training for Healthcare Interpreters in Brazil:
Current Status and Recommendations

Despite the fact that Brazilian laws and policies have established that immigrants and Deaf citizens have
the right to access social services, there are very few means that ensure communication access for these
individuals, such as the availability of professional interpreters qualified to work in intrasocial settings.
Because of this problem, in order to structure a recognized professional field, professional associations
must be involved, research in the area must be developed, and curricula for interpreter training must
be created. Therefore, we will now take a look at the extent of involvement and progress by academic
institutions and professional translation and interpreting associations in the country.

In terms of undergraduate and graduate Translation Studies programs in Brazil, the number of classes
that address theoretical and practical aspects of translation is much larger than those that address inter-
preting. Of the classes on interpreting, the vast majority focuses on simultaneous conference interpreting,
especially for English-Portuguese. None of the course curricula analyzed for the author’s master’s thesis
mention any type of theoretical or practical aspects of healthcare interpreting. More recently, however,
the bachelor’s degree in Language and Libras offered at the Federal University of Santa Catarina (UFSC)
and other universities, which aims to train Libras translators and interpreters, revised its curriculum to
include topics on intrasocial interpreting settings. Healthcare and legal settings are addressed in classes
such as Interpreting Studies and discussed in activities in classes such as Interpreting Practice (Rodrigues
& Santos, 2018). In Sdo Paulo, University Nove de Julho has a Portuguese-English translation and in-
terpreting program, and it recently included class on community interpreting.

In more recent developments, non-academia-based programs have emerged for interpreter training
in community settings. Associacdo Alumni, a private entity founded in 1955 that provides training in
English as a foreign language and has a long-standing training program for translators and interpret-
ers, is now offering two different modules in healthcare interpreting. The company’s website mentions
that when completed together, the two modules add up to the requisite training time for individuals to
qualify for taking IMIA’s certification exams in the US. Interpret2b, an interpreter and translator training
program established in 2016, offered the first 40-hour medical interpreter training program in Brazil in
2017. The program’s first edition, coordinated by the author and Laura Vaughn Holcomb, was taught by
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instructors from different countries, where community interpreting is in varying phases of development.
The curriculum included socio-cultural topics in the profession as well as practice in the interpreting
modes used in healthcare settings. The instructors were Georganne Weller, a researcher in community
interpreting in Mexico; Luciana Carvalho, a psychiatrist at the College of Psychiatry of the University
of Sao Paulo; Liz Essary, who has an MA in Conference Interpreting and teaches medical interpreting
at various institutions in the US; Elena Langdon, who has an MA in Translation Studies and teaches at
the University of Massachusetts (UMass) Amherst and other institutions across the country; Andrew
Clifford, director of the MCI (Master in Conference Interpreting) Program at York University; Izabel
Souza, a medical interpreting researcher and consultant in the US; Cristiano Mazzei, director of On-
line Translator and Interpreter Training at UMass Ambherst; Tatiana de Oliveira, a medical interpreting
instructor at York University’s MCI Program and at Seneca College in Canada; Flavia Lima, medical
interpreter and MA candidate at York’s MCI Program.

In 2018, Interpret2b offered its first legal interpreting course. This 44-hour course was coordinated
by Jaqueline Nordin, and several legal professionals in Brazil and abroad collaborated as faculty. Nordin
was the leading instructor and other instructors were Tatiana Raineri, an instructor at the MCI Program at
York University; Simone Cristina de Oliveira, a state court judge; Daniel Fontenele, a federal prosecutor;
Juliane Rigon Taborda, a public defender in Brazil; Gladys Matthews, NAJIT president and instructor
at the MCI Program at York University. Interpret2b will continue to offer both the medical and legal
interpreting programs annually. In addition, it might increase the length of these programs and develop
continuing education courses.

In Brazil, there are several national entities that represent professional translators and interpreters:
Brazilian Association of Translators and Interpreters (ABRATES), National Translators Union (SINTRA),
Professional Association of Conference Interpreters (APIC), and Brazilian Federation of Associations for
Professional Translators and Interpreters and for Interpreter-Guides of Sign Language (FEBRAPILS).
None of these organizations offered any training or certification activities for healthcare interpreters.
None of them have a code of conduct and ethics for such setting either. The only code developed in
Brazil for spoken language interpreters and translators is SINTRA’s, but it is specifically geared toward
legal interpreting and is subject to ambiguous and arbitrary interpretation. The code of ethics for sign
language translators and interpreters has clearer language, but it would be necessary to adapt it to fit
specific settings. The International Medical Interpreters Association (IMIA) has a Brazil Division, but
it is currently inactive, and while its standards of practice and code of ethics were translated into Por-
tuguese, they have not been tested or submitted for review in order to be adapted to Brazil’s context.

CURRICULAR PERSPECTIVES

In addition to the numerous healthcare-interpreting programs offered in the US, there are programs in
Canada, Australia, and a few European countries. In Asian countries, despite the growing demands for
healthcare interpreters, there are very few programs (Queiroz, 2011). Aside from the US, most programs
are for community interpreting and include a few classes in medical interpreting. Such is the case in the
UK, Denmark, Sweden, and Australia. In the US and Canada, some institutions have focused on programs
devoted entirely to medical interpreting, but other than a few exceptions, most of the programs do not
address the entire range of skills and knowledge areas necessary to master medical interpreting, accord-
ing to the task analyses undertaken by the two national certification entities for medical interpreting in

89

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

An Overview of Medical Interpreting in Brazil

the US (CCHI, 2016; PSI, 2010). For example, interpreting techniques in its various modes and the use
of technology for remote interpreting and for databases are not included in most programs.

An interesting curricular proposal for training healthcare interpreters emerged from a partnership
among universities in Austria, Finland, Germany, and Slovenia during a project developed between 2007
and 2009, entitled MedInt (see Ertl & Pollabauer, 2010). One of the fundamental goals of this curricu-
lum was to create strategies for increasing awareness among interpreter users (providers and patients)
and governmental entities about working with qualified interpreters to help mediate interlinguistic and
intercultural medical encounters. In addition, the curriculum was designed to allow for easy adaptation
in contexts that went beyond the scope of the project.

Along with some US programs, the MedInt project is an interesting model than can more readily meet
the demands of the Brazilian context, especially because it focuses solely on medical interpreting and is
adaptable to different audiences. As long as attention is paid to the relevant differences among settings
in the Brazilian context, the MedInt project can also be used as base guidelines for curricular proposals
in the country, as well as in other Latin American countries. One of the differences from the European
context is the sensitivity toward multilingual and multicultural variations, so common in Europe. In
Brazil, demographically there are a lot less cultural and linguistic variations, and cultural specificities
are subtler, especially with regard to the different Hispanic cultures. Even though the Spanish-speaking
countries surrounding Brazil are quite varied, in Brazil people rarely discuss the cultural and linguistic
particularities of each one. Another relevant difference is that the MedInt project was created for a con-
text in which healthcare is mostly a public service, without any significant private practice, whereas in
Brazil private healthcare services fill the gaps neglected by the public system; such context should be
reflected in any program’s curriculum.

The MedInt project argues that the implementation success for healthcare interpreting curricula
depends mainly on public awareness regarding full access to medical services on behalf of members
of linguistic minority groups. For this reason, the various national institutions involved with linguistic,
immigration, inclusion, and health policies need to be on board from the beginning. Despite the fact
that Brazil does not have any robust legislation regarding linguistic and cultural access, the contextual
background provided in the amnesty and Libras laws and the propositions included in the Declaration
of Human Rights can be used as tools not just for raising awareness but also for requiring the use of
qualified interpreting services.

As noted above, the lack of official data on minority languages in Brazil complicates the ability
to create language access laws. For this reason, organizations such as Pastoral Services for Migrants,
the National Indian Foundation (FUNAI), the Ministry of Health, the Ministry of Justice, and foreign
consulates, among others, bear the responsibility for collecting and organizing updated demographic
information through census surveys, so that regional and demographic needs for access to healthcare
services by linguistic minorities can be determined. Institutions that offer training programs for transla-
tors and interpreters and in health sciences, as well as professional associations in Brazil are potential
partners for this awareness-raising phase and can contribute by organizing, promoting, and/or sponsoring
research and discussions on the topic. In addition to actual classes or programs in healthcare interpret-
ing, teaching institutions can play a key role in increasing public awareness by including historical and
theoretical references to the issue of language access in other classes and programs, so that future allied
professionals can contribute to finding solutions that work in Brazil. Nursing, dentistry, allied health,
and medical programs, for example, can incorporate notions of language access, cross-cultural issues in
communication and healthcare practices, and the differences between untrained and trained interpreters.
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From a short-term perspective, it would be interesting for anyone involved in structuring future
healthcare interpreting programs to consider how they could benefit different types of groups that are
already filling the gaps, such as ad hoc bilingual employees pulled in to interpret and interpreters with
experience in other fields. A course focusing on these professionals could meet seasonal and urgent de-
mands, such as those brought on by international sports events that draw dozens of thousands of tourists
to Brazil from several countries.

On the other hand, from a long-term perspective, it’s important that programs focus on developing
curricula that benefit other parties, such as students in language, translation and interpreting, and health-
care programs, and immigrants residing in the country. And since immigrants’ educational experience
is not always recognized in their new countries of residence, having a degree program in healthcare
interpreting could provide a professional pathway for them that benefits from and values their linguistic
and cultural expertise.

With regard to linguistic proficiency, which needs to be an admission pre-requisite for healthcare
interpreting courses, there are several institutions in Brazil that test for it in a variety of languages
(Queiroz, 2011). The ideal fluency level in the source and target languages can be identified through
partnerships with language experts.

CURRICULAR GUIDELINES

Curricular guidelines for the author’s master’s thesis project and this paper are based on the competen-
cies and sub-competencies outlined by the MedInt project as the foundation for healthcare interpreter
training. Competencies are defined in the MedInt project as “the combination of aptitudes, behavior,
knowledge, and know-how necessary to carry out a given task under given conditions (Pokorn, 2008).
Table 1 outlines these competencies, to be learned by interpreting students during a course.

The practical and theoretical knowledge for developing such competencies should be used to develop
course content, which needs to be tailored to specific interpreting settings, taking into account the type of
demand and the available human, technical, social, and financial resources. Course objectives regarding
depth of knowledge and skills (beginner versus advanced, for example) will vary according to course
duration and target audience.

CONCLUSION

In Brazil, because of a language barrier, access to healthcare is limited for patients who are Deaf and
use Libras, indigenous peoples who do not speak Portuguese, immigrants from around the world, border
residents, and international tourists. Since there are no official demographic data on these individuals and
their healthcare usage, they depend on government and private institutions to categorize the information
and thus legitimize their social needs.

When non-Portuguese-speaking patients need medical care, they must rely on ad hoc interpreting,
done mostly by bilingual friends, family, or volunteers, in an improvised fashion (Queiroz, 2011). As
international research has shown, there are various risks involved when using non-professional interpret-
ers to mediate healthcare encounters (Népoles et al., 2010; Flores et al., 2003; Flores, 2006). Such risks
include lack of knowledge, misuse, or omission of medical terms, so vital for the success of encounters,
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Table 1. Competencies and skills suggested by the Medlnt project

Competency Skills

Master different interpreting techniques appropriate for the situation (e.g., consecutive interpreting,
sight translation, note-taking, simultaneous interpreting), as necessary; placement and dialogue
management (turn-taking); recognize and manage ethical dilemmas and professional role limits;
define and negotiate hours and budgets with clients

Interpreting Service Provision

Linguistic Understand and use grammatical, lexical, and idiomatic structures in L1 and L2

Intercultural Recognize different cultural concepts surrounding health, illness, and treatment, or any other cultural
aspect that can interfere with the encounter’s success.

Technological and information Access technological tools for remote interpreting (video/telephone); actively research medical terms

mining and procedures; organize and manage term bases.

Thematic Actively research current legislation that oversees medical activity in the country and innovations in

medical interpreting both nationally and internationally.

diagnoses, treatments, and therefore the patient’s health. Moreover, the lack of skills for dealing with
ethical dilemmas or cultural differences, ignorance of policies and healthcare system specifics, and poor
notions of self-care all negatively impact the quality of interpreting. Even though Brazil has some inclu-
sion and language access laws, debates about the risk of using ad hoc interpreters in medical encounters
and other social contexts are all but non-existing.

The US experience, where professionalization of medical interpreters has rapidly evolved during the
last decade, highlights the need to reflect on existing language laws in Brazil and their limited enforce-
ment. It also sheds light on the need to involve professional translation and interpreting associations and
to start considering how to professionalize healthcare interpreting in the country, so that patients and
providers can rely on qualified, well-paid, and safety-aware interpreters.

Training courses for interpreters in Brazil are almost entirely focused on conference settings and
English-Portuguese as alanguage pair. The one exception found is the undergraduate program in Language
and Libras at the Federal University of Santa Catarina, which is currently revising its course components
and now includes intrasocial contexts in the Interpreting Studies classes and practicum. In the future, it
will become necessary to reflect on the mission and objectives of these courses and evaluate whether
students are developing the necessary skills to work in specific settings. For this, research projects in
Translation and Interpreting Studies should reframe their theoretical and methodological questions to
meet the training demands for interpreters acting in the full range of settings.

Based on MedInt’s curricular proposal, this paper concludes that the development of a professional
field of healthcare interpreters in Brazil depends on public awareness building through institutional
partnerships and on curricular guidelines that can be used to design a range of programs. Such programs
need to focus, in part, on developing the skills, knowledge, and competencies to work in medical settings.
In the more immediate future, shorter and more focused courses can be developed to meet current and
emergency needs. Over time, and with the involvement of professionals in the larger field, more com-
plex and longer courses can be designed. A national certification program could be the following step,
but depends first on the creation of programs and on establishing medical interpreting as a profession.
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Section 2

Medical Interpreting Practice

This section describes different activities and issues related to the actual performance of the duties
related to the provision of medical interpreting services.
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ABSTRACT

While it is claimed that the role of medical interpreters is constantly changing, perhaps it is the under-
standing of their role that is evolving. The aim of this chapter is to provide an initial exploration of the
contextualized issues and challenges related to interpreting therapeutic communication. The qualitative
data analysis of nine specialist certified medical interpreters showcase some of the therapeutic factors
that influenced their approach and practice. In addition to the interlinguistic and intercultural com-
municative goals, interpreters utilized their interpersonal, communication, and mediation skills to meet
several therapeutic objectives. Interpreters described mediating therapeutic interaction and interven-
tion, playing a therapeutic mediation role in addition to well-known linguistic and cultural mediation
roles. Interpreters described their preoccupation and engagement in the therapeutic process, suggesting
specialist medical interpreters play an important role in the therapeutic process.

INTRODUCTION

Therapeutic communication, also called health communication, has been researched extensively within the
field of communication studies, providing healthcare professionals with clear communicative strategies
to enhance their therapeutic aims. Hsieh (2008) was the first researcher to explore how interpreters use
communication to manage health and illness. Interpreting is now amply recognized as an interdisciplin-
ary field (Vargas-Urpi, 2011), and the role of the interpreter is a common research theme. Research on
the medical interpreters’ role(s) has described a multiplicity of roles: monitor and arbiter (Takeda, 2009)
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conduit, clarifier, patient advocate, intercultural mediator (California Healthcare Interpreters Association,
2003), informant, community or cultural representative, and co-diagnostician among others. There is a
need to further explore issues surrounding the role and responsibilities of medical interpreters within
the contextualized framework of therapeutic communication goals. The qualitative study described in
this chapter will showcase what nine practicing medical interpreters have to say about their role in the
provision of healthcare services. First, the author will set the scene describing some characteristics of
therapeutic communication. Then, data will be presented to showcase how therapeutic communicative
goals affect medical interpreting identity and practice. Ultimately, the objective of this chapter is to
explore interpreting vis-a-vis the mediation of therapeutic communication.

BACKGROUND

Medical interpreters have been studied, conceptualized and understood primarily based on generalist
interpreter norms that are not specific to medical interpreting. Furthermore, as Jacobsen stated (2002),
interpreting practice has historically been divided into two separate fields: conference interpreting and
community interpreting (i.e. non-conference interpreting). This is still the case, and it is time for these
current categorizations to evolve further. Since community interpreting includes several specializations
(medical, legal, conflict zone, educational, etc.), some norms and standards for community interpreting
simply do not meet or reflect the specialized needs of the healthcare sector.

In healthcare, it has been understood, that the act of interpreting enables healthcare providers to
communicate with their patients and vice-versa. However, is there more to interpreting than enabling
communication? According to the International Medical Interpreting Association (IMIA) Standards of
Practice, initially published in 1996, and republished in 2003 and 2007:

As the dissimilarities between providers’ and patients’ assumptions increase, literal interpretations
become inadequate, even dangerous. In such cases, to convey the intent of the message accurately and
completely, the interpreter may have to articulate the hidden assumptions or unstated propositions
contained within the discourse.

In addition to properly interpreting or capturing the message of the speaker or signer, the interpreter
needs to articulate the intent of the message. In order to properly render an accurate interpretation from a
functional perspective, not just a linguistic one, not only the content of the message needs to be accurately
captured and rendered, but the intent and delivery of such message needs to be accurately captured and
delivered as well. Interpreters working in healthcare may need to understand exactly what therapeutic
communication is in order to be effective in their practice. This context includes socio-cultural assump-
tions unique to the provision of healthcare services. Contextual understanding is crucial to replicate the
intent of a message. But why does the intent need to be captured? The IMIA implies that without the
embedded assumptions, interpreting can be dangerous. Dialogic interpreting involves interaction as well,
and interaction is not just how humans communicate with each other, but also how humans relate to each
other (Wadensjo, 1998). In healthcare, this relatedness is called therapeutic rapport.
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THE MAIN TOPIC OF THIS CHAPTER: THERAPEUTIC
COMMUNICATION AND THE INTERPRETER ROLE

The healthcare sector is one of the most regulated, in order to protect the public from harm. Healthcare
services are bound by very well-established norms, values and beliefs related to the treatment of patients.
Accuracy and specialization are of utmost importance in healthcare. Healthcare organizations in the
United States prefer interpreters that are not only well-versed in medical terminology, but that are also
trained and certified in medical interpreting.

Therapeutic communication, also called health communication, is a subfield of the study of commu-
nication. According to the Centers for Disease Control (2004), therapeutic communication is defined as
the process of interacting that focuses on advancing the physical and emotional well-being of a patient.
Healthcare providers use therapeutic communication techniques to ensure understanding, provide sup-
port and, together with the patient, find the best solution or therapeutic plan for the patient’s ailment.

In order to describe some characteristics of therapeutic communication, one needs to review certain
socio-cultural assumptions common in healthcare in the United States. Healthcare norms, values, and
practices are certainly not universal. There are variations, since health culture varies in rural versus urban
areas, and operates with diverse participants, with various personal and professional backgrounds, all
shaping the unique communicative events that comprise the practice of the medical interpreter. However,
Western medicine is quite cohesive. So, it remains to be seen whether the nature of therapeutic com-
munication affects the role of the medical interpreter. This study seeks to explore this issue. What are
some of the socio-cultural assumptions embedded in therapeutic communication?

The Pursuit of Equity is a Key Intent in Therapeutic Communication

Equity of rights is a very pervasive cultural belief in the United States. Additionally, the quest for equi-
table services is an important embedded therapeutic goal because it is a common medical ethical tenet
in most countries in the world. In addition, the United Nations Universal Declaration of Human Rights
states in Article 25 that ‘everyone has the right to a standard of living adequate for the health and well-
being of himself and of his family’ (United Nations, 1948). The issue of equity is also tied to healthcare
disparities. The Institute of Medicine published a seminal work that showcased the disparities of care
among different patient populations (Institute of Medicine, 2001), in the United States; since then equity
has been a key intent in the provision of healthcare services. The U.S. Department of Health and Hu-
man Services developed in 2001, and later revised in 2010, the National Standards for Culturally and
Linguistically Appropriate Services in Healthcare, also known as the CLAS Standards (U.S. Depart-
ment of Health and Human Services, 2010), to promote equitable care to all regardless of differences
of ethnicity, race, gender, or sexual orientation. This includes provisions for hiring competent medical
interpreters. Today it is understood that attention to this matter of health equity doesn’t just improve the
patient experience, but it also improves national health measures in general. Now this issue is seen as
a patient safety issue. Addressing this issue will become a necessity in a world that is becoming ever
more multilingual and multicultural. Equitable services do not mean equal services. Equality is providing
exactly the same service to everyone. Equity is fairness in every situation, which means adjustments may
need to be made. For example, the exact same shoes may be given to every person who needs them; that
is equality. However, in order to pursue equity, one would have to provide shoes in the different sizes of
the individuals that need them. This is the core principle of equity.
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Medical Ethics are Embedded in Therapeutic Communication

Just as equity of service is a medical ethical tenet that affects therapeutic communication, there are other
medical ethics that strongly influence therapeutic practice, intent, and communication. These ethical
guidelines and norms may have a bearing on the work of medical interpreters (Ozolins, 2014). These
typically include: principles of justice (such as equity), beneficence, non-maleficence (do no harm), ac-
countability, fidelity, autonomy (respecting the patient’s will), and veracity (saying the truth/not hiding
the truth). These ideals characterize therapeutic communication and medical interpreting practice. These
principles may need to be incorporated into future iterations of medical interpreting codes of ethics.

Inquiry Process as a Key Methodology for Therapeutic Communication

Therapeutic communication has norms and processes that are taught to healthcare providers in order
to be able to diagnose or treat patients. They learn the inquiry method of communication in order to
diagnose a patient. This requires certain questions to be asked for a diagnostic process that follows the
logic of elimination of possibilities, narrowing them down to a very probable cause or ailment. This
inquiry process is used for history taking, diagnosis, and follow up communication. Providers, instead of
learning to be active listeners in general, learn to look for key terms, in other words, what information to
pay attention to and what to discard as irrelevant. Most communication tends to be in a question-answer
format, with close-ended questions, meaning formulating the questions in a way that requires an objec-
tive yes or no answer. Providers are taught to then respond to these responses by probing with more
close-ended questions. This very specific therapeutic inquiry process of eliminating different scenarios,
through a therapeutic line of questioning, helps the provider get to the probable cause or issue at hand.
This scientific process of inquiry attempts to eliminate subjective bias. On the other hand, such a strict
structure of therapeutic communication may cause the provider to miss peripheral information that may
be important to address.

Inbehavioral health, while the communication s still systematic, the inquiry process is different, where
therapists will use open-ended questions to generate a picture of the patients’ mind or thought process.
As they fish for the cues to diagnose or treat a patient, they will use other learned forms of inquiry, such
as active listening, paraphrasing to confirm understanding. This is why therapists are usually seen as
better communicators than physicians, because some include the interpreter in the communicative pro-
cess (Bot, 2003). Interpreters who are not familiar with the structure of therapeutic communication may
struggle to understand why providers ask certain questions, or purpose of the messages being transmitted.

Emotional Charge of Therapeutic Communication

There is an emotional component to health communication. Although verbal communication can be
delivered with accurate information, there are aspects of emotions and feelings that cannot be captured
or expressed entirely verbally. This emotional burden increases with the severity of the complaint, to
all parties involved, not just the patient. This means that those communicating with the patient need to
consider this effect when delivering or receiving sensitive information. By understanding the process of
therapeutic communication and controlling or managing a variety of communication skills, healthcare
providers are expected to be able to utilize these empathetic communicative tools (verbal and non-verbal)
to give effect to the patient’s therapeutic outcomes (Whaley, 2000).
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The severity of the health situation may affect all participants’ state of mind, which in turn may af-
fect their level of understanding (Norris, 2005). An emergency department interpreter handles one type
of emotional charge. Those working in mental health may experience another type of emotional charge
(Cornes & Napier, 2005). Interpreting for a rape victim or a domestic abuse victim can be very taxing
on all parties, including the interpreter. Concerns for personal safety, or participating in de-escalation
efforts, are issues that medical interpreters need to grapple with. It is because of this emotional charge
that many interpreters suffer from vicarious trauma, a work hazards common to all professionals work-
ing in healthcare (Arocha, 2012). Providers and interpreters also need to be cognizant of how vicarious
trauma may affect them due to this emotional charge. Healthcare providers are trained in techniques to
help them in this area. Medical interpreters are just now being trained in how to handle vicarious trauma.

The Decision-Making Process in Therapeutic Communication

The therapeutic communicative event typically includes a decision-making component. Even if the
therapy that is recommended is going to be performed solely by the physician, the patient still needs to
agree to it (Segal, 2007). Other times the proposed treatment may require the continuous participation
of the patient until the treatment is finished. In healthcare this is called patient compliance. Differ-
ent decision-making cultural norms may affect the expectations of the participants. In some cultures,
traditionally the provider made the therapeutic decisions and prescribed therapies to be complied with
in a very prescriptive manner. Whether the patient complied or not was not the provider’s problem or
concern. Nowadays, especially in the United States, due to medical errors (Price-Wise, 2015) and to
minimize litigation, as well as to respect the autonomy of the patient in patient-centered care, the locust
of decision-making has shifted from the provider to the patient. In this model, it is the patient, who, after
listening to the providers’ suggested therapies in a more descriptive manner, makes the final decision to
agree, comply, and therefore be held accountable for the success of the therapy. In this model patients
will not be able to say that they didn’t know, or that they were uninformed of how their participation in
the healing affects health outcomes.

The ethical concept of informed consent has been expanded to reflect the importance of the patient
understanding the treatment being recommended, as well as the accountability of participating in the
treatment process. Studies have confirmed that clear communication is a key component in the objec-
tive to achieve patient compliance, often necessary for healthy outcomes (Segal, 2007). Patients cannot
comply with what they do not quite understand. For example, if a patient is not told how important it
is to take the antibiotics until the bottle is finished, he or she may stop taking the antibiotics as soon as
they feel better. Hence the importance for medical interpreters to ensure understanding as stated in their
standards. The IMIA Standards lists the task to ensure that the listener understands as well as to ensure
that the interpreter understands the message to be transmitted (IMIA, 2007, pp. 29-30).

Patient—Centered Therapeutic Communication

Anotherunspoken socio-cultural assumption in healthcare involves patient-centered care. Patient-centered
care involves providing care that is respectful of, and responsive to, individual patient preferences, needs
and values, and ensuring that patient values all clinical decisions.

Patient-centered communication evolved to counteract perceived physician paternalism and to prevent
malpractice. It involves the preoccupation of putting the patient at the center of care, compliance, and
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accountability, shifting it away from the healthcare provider. It is important for the patient to understand
that they have a certain level of responsibility for their own health and well-being. Physicians cannot
solve all of the patients’ problems without their own adherence and participation in the therapeutic pro-
cess. Ultimately it is the patient that will have to deal with the positive or negative consequences of their
medical care. Likewise, without attention to the patient’s needs and concerns, important concerns and
individualized circumstances may be ignored and lead to neglect or non-compliance. Patients who do not
believe or understand their role in the therapeutic process may not see the importance of adhering to the
subscribed therapy, placing all of the responsibility of their healing on the provider. Patient-centered care
advocates claim this approach ultimately improves patients’ clinical outcomes and satisfaction rates by
improving the quality of the doctor-patient rapport and the patient compliance needed for such outcomes.

In patient-centered communication, effective care is defined in consultation with, or negotiated with
patients, rather than being defined and prescribed by the physician to the patient. This is a newer model
of therapeutic communication that requires greater interaction and exchange of ideas and concepts,
where the provider and patient form a collaborative team, and where both have equal responsibility for
the patient’s health outcome; the provider being responsible for diagnosis and recommendations, and
the patient being responsible to weigh in all the recommendations and actually decide or not to agree
and, if so, adhere to treatment.

Therapeutic Rapport in Therapeutic Communication

This is a very important healthcare concept. Basically, it involves the general understanding in the health-
care sector that the relationship between the provider and the patient affects the therapeutic encounter,
the communication, attention, and adherence to the therapeutic plan. Some factors that influence the
therapeutic rapport include mutual understanding, trust, and empathy. Medical interpreters are taught
that a component of their role is to improve the therapeutic rapport. This means that the interpreter may
engage in interventions or behaviors to ensure that the patient and provider understand each other thus
creating a positive therapeutic rapport, in the name of the goal of a positive health outcome for the patient.

Health Literacy and Therapeutic Communication

Healthcare providers work hard to learn the very specific terminology that they utilize in their thera-
peutic communications with patients. However, what good is that specialized terminology if a patient
can’t grasp the message? Health literacy is a strong movement within the healthcare field in the United
States that promotes the simplification of medical language in order for patients to understand and be
able to follow through with their part of the therapeutic plan. Whereas this movement is mostly applied
to the written form, it is also applied to oral communication. In the past, providers would ask patients
if they understood, which would invariably generate a positive response, as human nature may not want
to expose doubt. So, providers now use new communicative techniques, such as teach back, to check
for understanding. This technique involves asking the listeners to explain what they understood. By
requesting patients to paraphrase, providers can have a better grasp of what the patient truly understood.
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Patient Safety and Accuracy of Therapeutic Communication

Of all the medical ethical tenets, the first and most important medical ethical tenet comes from the
Hippocratic oath of ‘First, do no harm’, (Latin: Primun non nocere), one of the earliest expressions of
medical ethics in the Western world. This oath prevails over or guides almost every action in the provision
of healthcare services. It has gained new importance as the medical concept of patient safety, drawing
on the fact that any error in the service of patient care may have a negative health outcome, and should
be prevented with safety measures. In order to prevent these misjudgments, all healthcare professionals
now, including interpreters, have the responsibility to ensure that accurate communication is taking place
among all parties (U.S. Agency for Healthcare Research and Quality, 2015). In interpreter-mediated com-
municative events, it is hard for the parties involved to know if the other party understands. Therefore,
the interpreter shares the burden of ensuring understanding with all parties including themselves. An
interpreter cannot interpret what he or she does not understand. How does one ensure one’s own under-
standing? By paraphrasing, or requesting teach back to the signer or speaker, as a practice to ensure the
accuracy of the communication among all parties.

In summary, the most prevalent socio-cultural assumptions in therapeutic communication in the
United States include equity, health literacy, emotional charge, therapeutic rapport, patient-centered
decision-making, and patient-centered care. The question remains as to how these issues affect the role
played by medical interpreters. The study attempts to answer this question.

METHODOLOGY

The present research aimed to answer the following question: Is the role of the medical interpreter af-
fected by therapeutic communication, interaction, and intent? The hypothesis is that interpreters are
influenced by the nature of therapeutic communication. If yes, how so? Due to the nature of the research,
a qualitative study design was selected and self-reporting methodology was utilized. There is great value
in obtaining verbal reports. The data can be considered as an accurate representation of the happenings
of one’s mind as one discusses a task. In introspective analysis, as opposed to protocol analysis, the
goal is for participants to express the thoughts that occur to them naturally. Researchers use these data
in conjunction with logical theoretical premises to generate hypotheses and to draw conclusions about
cognitive processes in practice, in other words, studying what cannot be observed.

In order to reduce potential subconscious bias, participants were recruited for the study by a uniform
posting of the study invitation to four community groups on Facebook on November 17, 2018. These
Facebook groups were specific to medical interpreting: 1) Healthcare and Medical Interpreters Unite, 2)
Medical Interpreters Spanish/English, 3) US Medical Interpreters, and 4) RID Sign Language Healthcare
Division. The selective criteria required participants to be 1) at least 21 years of age 2) be trained in
medical interpreting, 3) be certified in medical interpreting, and 4) have at least three years of medical
interpreting experience. In the United States, most medical interpreters are trained in specialized courses
or programs, and national medical interpreter certification has existed since 2009. The age requirement
was due to the possible discussion of emotionally charged situations. The practice requirement was
needed to ensure interpreters had enough time in the field to form a professional perspective grounded
in practice and not just education.
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There are two professional groups that practice medical interpreting: 1) specialists and 2) general-
ists. One cannot be considered a medical interpreting specialist, without substantial specialized train-
ing, certification, and experienced. Generalists, on the other hand, such as conference or community
interpreters, may work in several settings and occasionally practice in a healthcare environment. While
these individuals may be trained in medical terminology, or have some level of training in healthcare
interpreting, their formation or practice is not specialized in nature. It is difficult to explore a specialized
perspective through the eyes of a generalist, just as it is more difficult to explore a generalist perspec-
tive by interviewing specialists. The researcher wanted to hear the professional opinions of specialists
to further explore this topic as a specialized practice. Thus, the study interviewed specialists and not
generalists. These criteria also ensure the data not be skewed by non-specialized professionals, such as
community interpreters who may or may not be as cognizant about the therapeutic demands in the field
of medical interpreting.

Of the thirty-one interpreters who responded to the posting with interest, nine were able to schedule
and undergo interviews within the time frame requested. The criteria were listed in the invitation, and
all interpreters met the set criteria. These interviews were scheduled through an online scheduler called
Calendly and took place online, mostly through the Facebook Messenger communication application. The
study collected data from participants via video-online interviews. The interviews took place between
November 26, 2018 and December 14, 2018. One interviewee had to switch from video into audio for
technical reasons. The interviews lasted from 38 minutes to 1 hour and 14 minutes. All interviews were
conducted in English and all participants worked in the United States. In order to minimize knowledge
bias by mentioning the framework of therapeutic communication, the interviews were carried out in a
completely open-ended manner, with the researcher asking only one question to start the interview: What
are your views on the role of the medical interpreter? This was done in order to see if there were or not any
themes related to therapeutic communication that naturally came up in the interpreter role descriptions
and explanations. The researcher expanded on this question, seeking more information, using probing
or teach back, for the clarification and expansion of the ideas and opinions presented. Interviews were
recorded and transcribed. Further analysis of terminology and ideation generated a thematic review of
the data to be discussed in the results section.

It is difficult to reduce interpreter bias related to the common theoretical knowledge obtained from
their interpreting education. In the United States, interpreters who undergo short 40-60 hour medical
interpreting courses, are generally taught four roles: conduit, clarifier, cultural broker, and advocate. They
are further taught that their primary role is that of conduit, or vessel of communication. These are also
the roles tested on the knowledge exams of the national certification programs. It is to be expected that
these roles will come up in the discussion, but the researcher’s main purpose was to see if therapeutic
ideation was part of the role of the interpreters’ thought processes or not. Roles are in and of themselves
subjective ideas, making it more difficult to distinguish nuance of opinions. For example, the representa-
tion and ideation of the commonly taught primary role of conduit may vary between participants. In the
same manner, what is generally understood as the patient advocate role may also vary from participant
to participant. Therefore, when the participants mentioned these terms, follow up questions clarified
their meaning.
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RESULTS AND DISCUSSION

The study data consist of two parts: a) demographic data, and b) interview data. Before the discussion of
role(s), it is important to review the demographic data to better understand the participants’ backgrounds.

Demographic Data

Demographic data are presented from Table 1 to 10 by: gender, age group, general education, interpret-
ing education, professional background, working environment, working language other than English,
employment status, interpreting experience, and certification. The demographic data did not render any
surprises other than there were more male interpreters than female interpreters, in a field where female
interpreters comprise the majority (Common Sense Advisory, 2010).

As seen by tables 1-11, the demographic data reveals the typical participant as a male medical inter-
preter, between the age of 25-34, with a bachelor’s degree or higher, trained and certified specifically
in medical interpreting, working in the Spanish<>English language combination. While Spanish is the
most spoken and requested language for interpreting in the United States, sign language comes in second
in most states. Two of the nine, or (22%) of participants, work in American Sign Language (ASL), so
both signed and spoken languages are represented in the sampling.

Table 1. Gender (N=9)

Male 7

Female 2

Table 2. Age Group (N=9)

18-24 0
25-34 1
35-54 5
55-64 2
65-older 1

Table 3. General education (N=9)

High School 0
Associate Degree 2
Bachelor 2
Masters 4
Doctorate 1

107

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



The Medical Interpreter Mediation Role

Table 4. Medical interpreting education (N=9)

On the job 1
40 hours 4
1-year certificate 3

Masters in Healthcare interpreting 1

Table 5. Professional background (N=9)

Healthcare related 2
Language related 4
Other 3

Table 6. Work environment (N=9)

Urban 3
Rural 3
Both 3

One of the participants stated that he never called himself a ‘freelancer’ as he thought the term di-
minished his relevance as a professional, since his work was not free, preferring to refer to himself as an
interpreter ‘in private practice.” Four of the nine participants (44%) had studied translation and interpret-
ing as their formative career in college, where the others studied medical interpreting after their college
education. One participant had a master’s in healthcare interpreting. As far as professional experience,
six of the nine participants (67%) had over five years of experience as medical interpreters. The major-
ity of the medical interpreters in the study, or (67%), were employees, and not independent contractors
in private practice. One was a dual-role interpreter. Dual-role employment status refers to healthcare

Table 7. Working language other than English (N=9)

Spanish 7

Sign language 2

Table 8. Employment status (N=9)

Employee 5

Private practice 3

Dual-role 1
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Table 9. Interpreting experience (N=9)

Under 3 years 0
3 to 5 years 2
Over 5 to 10 years 4
Over 10 to 15 years 1
Over 15 to 20 years 1
Over 20 years 1
Table 10. Certification credential (N=9)
NIC 1
CDI 1
CMI 4
CHI 3

professionals who are trained as medical interpreters due to another language proficiency. Whereas eight
interpreters (88%) worked face-to-face, two interpreters (22%) worked in VRI and one worked in both
modalities. Results were not compared by demographic variables due to the small sample size.

Interview Data

To avoid confusion for the reader, providers and patients will be referred to as clients, or the primary
participants of the interpreted-mediated communicative event. Study participants will be referred to as
interpreters. In discussing the interpreter role, it was clear that interpreters did not wish to be typecast
into one specific role. Before discussing the role of the interpreter, it was important to ask about their
views on the roles of the patient and provider.

The Role of the Patient
In patient-centered care, the patient’s role is the most important, so this will be discussed first. What

did interpreters have to say about the role of the patient? Interpreters described the patient roles or re-
sponsibilities:

Table 11. Modality of service (N=9)

Face to face (F2F) 8
Telephone 0
Video Remote Interpreting (VRI) 2
Both (F2F and VRI) 1
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o [would expect the role of the patient to be one of coming to the session with an open mind, feeling
comfortable where he or she is able to express himself/herself in a safe environment, to be able to
ask questions, and to be his or her own advocate for his or her care

° Well, to communicate his or her symptoms to the medical staff and collaborate with them in well-
ness and treatment of conditions and hopefully to assist with and comply with the treatment

o Their role is to explain whatever is ailing them

° The patient’s role is to learn, provide information, and receive the services

The United States is a society that believes in the agency and autonomy of each individual. In such
a paradigm the patients need to be active participants in their care plan, as their own advocates, as
mentioned by the interpreter. In these explanations, interpreters mention that patients need to interact
in a comfortable and safe environment, in order to be able to ask the questions and better advocate for
their health. It seems that in addition to communicating their ailments, several participants mention the
patients’ responsibilities of expression, advocacy, and compliance. This ability to explain their ailment
is required in order to obtain a correct diagnosis. There is also mention of the need for the patient to
come with an open mind. This comment implies that the patients’ state of mind is important. Their role
to collaborate and comply with the provider also implies that they need to work with the provider for
the desired outcome. One participant saw the patient as a learner, and one may argue that this view may
affect the interactions between that interpreter and his patients.

Language minority patient holds linguistic and cultural knowledge at the most deeply personal level.
Most importantly, patients are the ultimate experts of their symptoms, regardless of how much detail they
remember or how they conceptualize these symptoms. Receiving care requires action, as patients need to
initiate the care by coming to a healthcare provider in the first place. They may also already come into the
communicative event with some ideas of the best way to handle their situation, based on past experiences
with the issue, their own physical experience and knowledge of their own body, and their family history.
They come to provide information and also to learn. These are all active verbs, except for one: receive
the services, with the patient in a passive role. The need for a comfortable and safe environment may
come from the fact that patients bring their own worries, frustrations, fears, and anxiety- an emotional
charge to be further discussed- to the communicative event. How he is treated and communicated with
may have an effect on that emotional charge, as well as on the patient’s satisfaction and compliance.

The Role of the Provider

Providers are the ones who have the most defined role in the conceptualization of healthcare. In this
study, healthcare providers or professionals include all of the professionals that interact with patients,
such as nurses, MRI techs, therapists, psychiatrists, dentists, etc. Healthcare professionals, especially
physicians, have achieved their protected role through education and credentials to diagnose and treat the
patient. The provider is the expert in medicine and as such should also be listened to. The provider will
certainly know more about the diagnosed condition and its treatment than anyone in the room. Often the
provider is perceived not only as a healer, but also as a health educator and advisor. When asked about
the role of the healthcare provider, interpreters described the role mostly in relation to 1) their interac-
tions with patients and 2) to their therapeutic goals for the communicative event. The following sample
of descriptions showcase a few specific provider responsibilities:
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° To create a relationship with the patient and to be able to understand the patient and get down to
the level of the patient
to understand and connect and be able to give the best service and quality care Possible
To be in a collaborative relationship with the patient aimed at accurate diagnosis in prevention
and treatment of condition to improve their health

e To listen, to analyze, to problem solve, to communicate, to see how they can help the patient with
whatever their problem is

o To ask the right questions, in order to provide an accurate diagnosis in a timely and professional
manner

Interpreters mentioned several responsibilities of providers. It is important to note that these are the
opinions of interpreters on the role of the provider. Further research is needed to see how providers view
their role in interpreter-mediated communicative events. Providers are known to problem solve and ask
questions in order to diagnose and treat the patient in a timely and professional manner. However, inter-
preters point out the importance to understand, and ask the right questions and speak about the diagnosis
and treatment as helping the patient. According to one interpreter, it is ultimately the responsibility of
the provider to be a collaborative relationship with the patient. Therapeutic communication is a collab-
orative endeavor and this is pointed out. This may have an impact on the triadic relationship generated
when an interpreter is added to the therapeutic communication. Understanding the patient and connect-
ing with the patient are also mentioned. Furthermore, one interpreter mentioned that the provider has
the responsibility to get down to the level of the patient. This may be important to establish connection
and when probed was related to the difference of status and registers between a provider and a patient.

The interviews generated thematic topics that relate to therapeutic communication. Table 12 describes
the themes extrapolated from the interview data and the number of times elements of these themes are
mentioned when summing up all the interview data. This section will discuss each theme separately.

Ensure Therapeutic Objectives Are Met
When describing their roles, interpreters mentioned therapeutic protocols, goals, and objectives, in ad-

dition to interpreting messages accurately. This came with code words such as patient care, diagnosis,
help patients, therapeutic objectives, patient safety, and quality of care. In explaining the interpreter

Table 12. Thematic topics on the roles medical interpreters play

Thematic Topic Number of Mentions in Interviews Number of Interpreters N=9
1. Ensure therapeutic objectives are met 15 9
2. Improve the therapeutic rapport 14 9
3. Align with primary participants 11 9
a) work with providers 13 9
b) work for patients 7 9
4. Address emotional charge 15 7
5. Advocate for patient 9 8
6. Educate clients 8 5
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role, they used metaphors such as providing care or being a resource, stating each professional in the
healthcare team, including the interpreter, has a role in the patient’s care: We're there to help and make
sure we are there to give the best care we can. This interpreter conceptualized the therapeutic objective
of ensuring that all are there to give the best care possible, as intrinsic to his role. An interpreter even
described how accuracy might take a back seat to <medical> care, implying that his actions were ulti-
mately related to patient outcomes and safety, especially in trauma therapy:

The majority of the time is not really traumatic, but if so, you would have to forego the accuracy to meet
the needs of the situation, like background noise, whereas in normal situations the accurate interpretation
is important, but the patient getting care is more important... definitely ask for clarification, if it is key
information, but not if it is not essential, which I know it is not our role to determine what is important
but for the health.

The interpreter admits openly that she actually uses her judgment in what may or not require clarifi-
cation, implying that perhaps this is not how she was trained. This points to the perennial gap between
theory and practice. The rule of transparency, which relates to interpreting all that is stated, including the
side conversations, may be more of a goal that can be practiced only in ideal situations, but not in trauma
cases. It seems that issues more related to the care for the patient modulates interpreter decision-making.
Likewise, the interpreter’s decisions will affect the care of the patient (Ferner & Liu, 2009). Does this
decision-making process, of whether or not to seek clarification, affect the provider’s diagnosis? Let’s
see a specific case in point described by an interpreter.

Our role doesn’t change, only if the provider is not catching that the patient has suicidal tendencies.
Well in some ways it might. Even though I’m just being a conduit, then, I have to intervene. I had an
oncology or hematology appointment, I can’t remember. So it wasn’t categorized as mental health, but
the patient used a term ‘desahuciado’ that I had never heard before. I could have interpreted it as feeling
bad, but I asked for clarification, stating: ‘what does this terminology mean to you'. He kept repeating,
“I come to the appointments, they take my blood pressure, but I continue to feel ‘desahuciado’. The way
he kept describing it, by the time I got done, the guy was feeling ‘terminal’. So that’s when my antennas
captured it. I guess I have to do a bit of an intervention sometimes. I didn’t want to probe by asking for
teach back, but I told the provider that this meant something other than his life is affected, that he feels
hopeless, terminal, and did not want to be around. In that case, I will dig; that’s why you <physician>
need to let me do my job as the interpreter. You may speak some Spanish, but when something is lost,
the provider understands.

The interpreter went on to explain that this was not the first time that she was able to detect the need
for mental health services, something that the provider just can’t do when they don’t speak the language.
They can’t understand tone, and all the other non-verbal cues, which hold meaning. It seems that thera-
peutic communication is the primary vehicle for a provider to make a therapeutic recommendation for
the patient. Therefore the interpreter’s role of digging in or skipping a clarification goes beyond acting
as an interlinguistic and intercultural communication mediator. The interpreters showcase the gatekeeper
(not seeking clarification) or co-diagnostician (probing for more information) relates to an auxiliary
therapeutic role, previously described by (Hsieh, 2006). When she stated I didn’t want to probe by ask-
ing for teach back, I asked why, and the response was that sometimes doctors don’t want interpreters to
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probe. This provider resistance to intervention is reflected in her statement the provider needs to let me
do my job. After explaining the issue, the provider understands.

This case also reflects on the importance of understanding all parties. This practice conforms to a
standard for medical interpreters, stated as: Ensure that the interpreter understands the message to be
transmitted (IMIA, 2007:30). One term can make all the difference, and she implies that providers need
to allow the interpreter to do their interventions to achieve a correct meaning and therefore appropriate
interpretation into the target language. When she states: In that case, I will dig she is speaking of in the
cases where it may have a health consequence. This statement reflects a perspective that the interpreter
has a certain amount of knowledge about what types of information may or may not have a health con-
sequence. Further study is needed in this area.

Then there is always the time factor. Therapeutic communication is constrained by a very tight time
frame. Timeliness is a quality of care measure. In outpatient healthcare, patients are being scheduled
every 15 to 20 minutes for non-behavioral health consults, so time is an important factor. Whereas medi-
cal interpreting is performed in the simultaneous and in the consecutive mode, consecutive interpreting
requires double the time. It seems that with regards to this environmental demand of time, sign language
interpreters have an advantage, since most of their interpreting is performed in the simultaneous mode
versus spoken language interpreters, who are more constrained to the consecutive mode. Medical in-
terpreters in this study seem to understand this and will collaborate with the provider to accomplish the
therapeutic goal within the time frame given. This seems to be one of the reasons why interpreters have
to decide between requesting clarification or not. This is one of the sources of tension between providers
and interpreters, as both have to get their work done in the same allotted time. The provider has to share
his time with the interpreter, and this may affect the attitude of the provider, to be discussed later. An
interpreter describes how timing issues affect their practice and choice to intervene or not:

Sometimes that means not adding anything to the situation, just doing your job, with deaf patients they
give an extra 15 minutes, even though it’s not consecutive, we need to get the correct information — you
need to know what the goals of the environment are; the doctor has a job too, to get in and out. Some-
times they are rushing to get the info of the patient right before the session.

Usually medical appointments do not provide language minority patients with any extra time, so
this particular case is not the norm. Even with the extra 15 minutes, the interpreter seems to think it is
still rushed by stating the providers are rushing to get the info. The time pressure is an environmental
demand (Robyn & Pollard, 2001) that affects therapeutic communication. This may require some coor-
dination and teamwork between the provider and the interpreter. It also may pose some challenges such
as turf issues between the interpreter and provider. Regardless, the interpreter alludes to the tensions
between the ‘normative’ protocols, and the practical or ‘typical’ expectations or practice protocols, in
healthcare. In sum, the therapeutic objectives and goals seem to be forefront in the interpreters’ mind,
when discussing the interpreter role.

Enhance the Therapeutic Rapport
The next theme that was most discussed, and related to the first, is the goal to enhance therapeutic rapport,

which came up across all interviews. It is important to discuss therapeutic rapport, that is, the closeness
in the relationship between the provider and patient. This theme came up as a responsibility or role of
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the interpreter. This relationship, also called therapeutic alliance, is understood as the bonding between
provider and patient. A certain level of bonding or agreement is required to obtain enough information
for an appropriate diagnosis from the provider’s side, as well as to obtain agreement and compliance
on the therapeutic goals from the patient’s side: We are the linguistic experts, to make the relationship
with the patient and the doctor grow, the rapport, to help build that rapport. One interpreter did start
with the communication, stating: My role mainly is to be able to convey the message. In my own words,
I am the subtitle. This statement was then followed by: Both the patient and provider communicate as
if they spoke the same language. This explanation reflects the goal of health equity: for the parties to
communicate as if there were no language and cultural barriers. This may require more than conveying
messages back and forth, as conveying messages is not the same as erasing the communication barrier.
Sometimes interpreters gave conflictive renditions.

All of the interpreters interviewed saw helping approximate the provider and patient as part of their
role (responsibilities). It is interesting to note that although she labels herself as a conveyer of messages,
the task she proceeds to describe is more of a mediation or interactional responsibility. This mediation task
is clearly established in the International Medical Interpreters Association Standards of Practice (2007),
which states in Standard A-10: Manage the flow of communication <interactive process> in order to
preserve accuracy and completeness, and to build rapport between provider and patient (IMIA, 2007).
There are several additional tasks or standards that support this therapeutic-rapport building: manage
special configuration to maximize ease and directness of communication (A-2), encourage direct com-
munication between provider and patient (A-7), manage the dynamics of the triad (A-11), and manage
conflict between provider and patient (A-13). Clearly, according to these standards, there is a strong
mediation role in medical interpreting that goes beyond the linguistic act of interpreting.

Here are a few more samples that confirm this preoccupation with building therapeutic rapport through
a communicative space of trust and openness:

o  Teams are big at hospitals, and everyone has specific roles. I go back to rise above and give
patients the same delivery of language and communication. The clinic I work with, I know the
providers, so I know when at this clinic they speak some Spanish to build a relationship at first.
Then I jump in. I know exactly when to jump in, there is a small improvement of delivery because
all are comfortable.

o The interpreter to me is a way for the patient to understand and to be understood. We are the lin-
guistic experts, to make the relationship with the patient and the doctor grow, the rapport, to help
build that rapport.

o  There is a level of trust that goes along with that, it’s not me that does it. My work helps them
communicate with each other. Also because the physicians realize that we are different people,
two styles.

o Inmental health it’s a little more delicate subject, and I will even be more invisible so that the pro-
vider can really see what is going on with the patient, by how they speak, not only grammatically
and linguistically, but the tone as well. I will be less likely to interfere, of course I will, if there are
cultural issues, but it depends on the nature of the appointment. It’s hard enough to speak of rape
with someone in the room, they need to feel more connected with the provider to open up, I don’t
want them to feel uncomfortable when we are with them <patients>.
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Multiparty Therapeutic Rapport

Last, in cases where there are more than three participants in the interpreter-mediated communicative
event, the role of the interpreter can become more difficult. Interpreters describe some of the additional
demands or challenges of their role in facilitating, mediating and nurturing the multiparty therapeutic
rapport:

o  This isn’t always an easy task. Most of the time it’s really good. It’s a different approach; the
patients know they need me. It’s always a very positive interaction, except when we have patients
with dementia. Then the family is involved; it’s very difficult. Then, when we have bilingual family
<member>, there is chaos. They think she or he <the patient> doesn’t need to understand what is
happening with the communication.

o  [t'sdifficult in pediatrics. When the child is a teenager, the kid speaks English. It’s easier, but mom
needs to know everything, Sometimes, there are times you need to understand so that you can com-
municate it, I also need to know what mom is saying. I do the whispered simultaneous interpreting,
I try but in VRI <video remote interpreting>, it is not easy.

The therapeutic rapport usually involves one provider and one patient, and with the interpreter is
called the triad, or referred to as a triadic encounter. When there are more than three participants in the
communicative event, the dynamics are different. The provider may develop a stronger bond or rap-
port with the guardian or with the patient. It depends on the approach of the provider, and also on how
patient-centered the care is in the interaction. Regardless, it is impossible to develop a totally equal
rapport with both.

Now add the interpreter in the picture. The interpreter describes several times the confusion or
chaos that ensues when there are more parties in the room. When asked what she meant by chaos, the
interpreter stated that they all want to speak at the same time, creating the need to monitor and lead turn
taking between all parties, in order to understand, or know a term used four times in a short message.
This requires the interpreter to manage the dynamics between the parties, which is not an easy task. This
standard to manage the dynamics of the triad (IMIA, 2007:32) assumes the typical triadic encounter,
when in fact that interpreters sometimes have to manage the dynamics or interactions of all participants
of the communicative event, including self. Then he finishes by stating that doing simultaneous in VRI
is very difficult in multiparty communicative events. Whereas this is not related to the study, it points to
the need for further research in this area, as it relates to environmental demands and working conditions
that make it very difficult for the interpreter to interpret accurately.

Alignment of Interpreters with Their Clients

While the interpreter works to improve the therapeutic rapport of the primary participants, it is impos-
sible not to have any rapport with the clients separately. The question remains as to how much alignment
or engagement with each participant is appropriate for an interpreter in a therapeutic communicative
event. In the healthcare environment, is the interpreter there to provide interpretation services for the
two parties or is the interpreter there to facilitate communication between the two parties? The roles
of ‘providing interpretation services’ and ‘facilitating communication’ are not the same. Often used
interchangeably, the author proposes that these two expressions involve very different roles. There is a
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need to explore or differentiate how these roles relate with one another and how they differ from each
other. This is the one of the questions that this chapter attempts to answer. In the mediator model, inter-
preting is just a tool, or one of many tasks or responsibilities for the medical interpreter in facilitating
communication, or mutual understanding, by asking for clarifications, or digging in, as one interpreter
puts it. In the conduit model, the interpreter is there to interpret between the parties, allowing them to
ensure their own understanding and clarify issues directly with each other, without the interference of
the interpreter. These are very different ways to conceptualize the work of interpreters and may have an
effect on their presentation, practice, professional identity and image.

Work with the Provider
Interpreters had much to say about their relationship with the provider.

o [ need to make sure to help the doctor or clinician do their job.

e [I'mnot a partner nor assistant, we just work together. Well for me because I am paid through the
health system, I am part of the team on the medical side. I'm more in alignment with the medical
side.

o We are being paid by the medical facility, the agency, or the healthcare facility, to respect the
medical professional who is paying for the services

e [ have to say to the provider, you can’t say ‘you are going to die’. The polite words are not coming
in, so I explain that to the doctor, as it is a cultural issue so that they understand...

e [ am another resource, the person taking the blood; we all have a part, that’s how I feel.

o They need us to acquire all the information so they can come up with a good diagnosis. They want
to understand the patient

° There is not just one client

o  When I'm there, I'm part of the medical team. I feel that they are appreciative of me being there,
they couldn’t do it without me. My role is at the same level as the doctor, to help the patient. I have
a different role, but we are pretty much at the same level.

o [t depends on staff — on staff I felt part of the team, and the doctors take the time to fill me in on
test results before we would go in to explain what was happening, and I didn’t get that level of
information when I was freelancer,

o [ asked the tech about something from the notes, and he refused to tell me because of HIPAA, so
yeah, he didn’t know the role of the interpreter, whether or not we’re on staff, but it’s more difficult
when you are not

o [ know what I'm doing and the relationship needs to be one of mutual respect where doctors get
in and out. They have a schedule, they need to stay on target, so it’s important to help them stay
on schedule.

e [I'm blessed to have such a good relationship with the providers I work with. I have an incredible
rapport with these people. What really makes it nice is that they see the value in my work, and the
physicians ask the nurse to call me, they want me to come back, because he can communicate with
this person, they want your work. The doctor can see the difference.

o  FEach time I work with them again the level of comfort increases
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e  As a VRI <video remote interpreter>, I work for 800 healthcare organizations. Something that I
have seen is I feel more invisible to them, yet I see myself as part of the team. The invisible part,
I'm sorry, I can’t...

The last comment discloses that the relationship with providers as a staff interpreter is more visible,
whereas itis more invisible over VRI. When probed about what was meant with ‘invisible,” the interpreter
stated that the working relationship with the provider is much closer with providers when providing
face to face interpreting when compared to video remote interpreting services. Remote interpreting has
been shown to depersonalize the service, just as with any other service provided remotely (Liu, 2017)

In all of the other comments, interpreters identify a working relationship that develops over time
between an interpreter and provider that inevitably influences the role and boundaries of the interpreter.
Miner (2015) investigated the roles, relationships, and responsibilities of providers with interpreters. She
found that the role of the provider varied immensely depending on who the interpreter worked with, the
setting, and the personalities involved. There were some commonalities among the participants in her
study, including the importance of facilitating relationships, creating shared understandings, the ability
to communicate quickly and easily with each other, and meeting high expectations, with some expecta-
tions considered unusual, when compared to the more traditional role of the community or conference
interpreter. When an interpreter states that he will help them stay on schedule, this interpreter is acting
as a gatekeeper (Davidson, 2000). Some view themselves as a resource, whereas others view themselves
at the same level as the provider.

Work for the Patient

Interpreters invariably have a working relationship with patients. They described the unique psychologi-
cal challenges that patients face in seeking care. Interpreters described how their work decreased the
patients’ significant anxiety and vulnerability, not only from the disease, but also related to starting or
maintaining a relationship with a healthcare provider. The interpreters described their actions to reduce
the patients’ anxiety and build trust, even in a very culturally and linguistically discordant relationship.
There is a constant tug of maintaining a cordial and professional relationship with the patient, but not
at the expense of the patient’s relationship with the provider. Studies have shown that building trust and
rapport early in a new doctor-patient relationship can provide reassurance to patients (Dang, Westbrook,
Nijue, Giordano, 2017).

° The interpreter to me is a way for the patient to understand and to be understood.

o [ have a big role and responsibility for the patient’s health. I try to make it very clear, what I need.
I explain it over and over, interpreting it in different ways. I think it’s important to understand that
my patients do not understand that they have a choice, If you do this, this is going to happen, if
you don’t do this this is going to happen, so I try to elaborate: the doctor said this, the side effects
may be xyz, etc. so that they see there are consequences either way. I see a patient that doesn’t
know what to ask, but I can sense in my gut that they want to know, but they don’t want to ask, as
I reading the hollow look, and I interpret their non-verbal signals.

e [ need to take care of this patient

e [ make the patient feel comfortable, that wouldn’t normally be possible without my presence
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o [t’s a small island so we all know each other. So I will see my patients outside my work, maybe
there are ten Deaf people here, and there are only three interpreters in the island, and only me
who is Deaf... so the role is I don’t talk about it, I keep it separate...take a step back from Deaf
community events just to help that not to cause anyone to be uncomfortable... Yesterday I was at
OB-GYN and today I'm ‘How are you?’

e [ am not a friend. What they want out of the interpreter is to be on time and don’t be my friend,
you're not a family member. They don’t want that. But some like to feel that they have someone
that is their friend. They need to feel comfortable.

e You're the middle man don’t kill the messenger

° This is how I handle a provider that doesn’t explain things well. For example, ‘Your kidneys are
not functioning any more’, so I say as the interpreter, ‘What does that mean?’ because I can see
that the patient is clueless, so I make them <providers> elaborate. When I see that a patient
doesn’t know what to ask, and I can sense in my gut that they want to know, but don’t want to ask,
I read the non-look, the hollow look, and I interpret their non-verbal signals.

Interpreters discuss their alertness for the non-verbal communication in their work with patients.
There is a possibility that those interpreters that focus on the verbal or signed messages, and not the
non-verbal communication, may miss the patient’s look of not understanding. Others may think that it is
not their responsibility to add anything unless the patient decides to actively speak up or sign. Telephone
interpreting can capture tone, and hesitation, but it is not able to see the hollow look, for example, or
other facial or body language. This also puts into question whether or not an interpreter can have equal
effectiveness via remote nonvisual communication.

The crux of the matter may be that whereas some interpreters believe it is their obligation to ensure
understanding, which is a more visible and participatory approach, others believe that their obligation
is to ensure accurate interpretation, and think that they cannot ensure understanding, so why even at-
tempt it? If one is to attempt to clarify for understanding, to what level or depth do you intervene? One
participant described how she is a conduit, but gets to the bottom of things when she feels she has to.
Another interpreter relayed that as a staff interpreter he had some agency in communicating with patients.

e At the hospital I left to see another patient, but once I am finished with this delivery, I'll go check
on that patient. It’s not your responsibility. Often don’t know what’s happened, I had the luxury to
do that as a staff interpreter and the care for that patient improves

° Yes, I think staff interpreters have a little more leeway, other care responsibilities that contract
interpreters will not have, because they have roles and responsibilities that they have to follow
from the hiring institution. There can be huge difference.

Issues of professional distance and flexibility in approach are put forth, where the interpreters adapt to
the interactional needs at hand of each situation. Making the patient comfortable or avoiding discomfort
seem to seep through their renditions, and interestingly it coincides with a responsibility subscribed by
the international standard to: address the ‘comfort needs’ of the patient in relation to the interpreter with
regard to factors such as age, gender, and other potential areas of discomfort (IMIA, 2007:29). This
ties back to the issue of creating a safe and trustworthy communicative space for the patient to open up.

Some interpreters aligned more with the provider and others with the patient. This varied with their
familiarity with the provider or patient at hand, their own professional approach and their views related
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to impartiality and patient advocacy. Some spoke of working with the provider, while working for the
patient. The alignment with the provider was more concerned about

understanding and helping the provider achieve their therapeutic goals of proper diagnosis, patient
satisfaction and compliance. Their alignment with the patient was more concerned about easing the
patient’s discomfort and ensuring their ability to communicate and be understood. This brings us to the
discussion to the topic of the emotional charge in therapeutic communication

Addressing the Emotional Charge in Therapeutic Communication

Therapeutic communication is emotionally charged. This theme naturally came up when interpreters
described their role:

° The interpreter takes on a lot of vicarious trauma. I think it’s easier for a remote interpreter not to
carry so much of that trauma, it’s a challenge not to get affected emotionally... if you have a large
interpreting community, they <the interpreters> have the emotional support, but I don’t have that.
I have to connect with colleagues virtually. These are people I trust; they know me.

e [t’s hard not to get emotionally involved and have some protocol and come up with ways to be
polite and also assertive, with the patient and the provider.

e [ think the main goal is to be as detached from the messages as possible, that is the most important
aspect of the interpreter, to honor and foster the speaker’s message as much as the interpreter is
able to do

° The patients say what makes sense to them, it is not my issue.

o Difficult to understand professional distance. I have helped many start their careers and I help
them. I see how their perspective is one and as it goes on they start understanding the limitations
and the boundaries.

The emotional charge comes up as it relates to vicarious trauma. Interpreters discuss their need to
maintain some professional distance, or detachment for several reasons. First, it serves to avoid vicarious
trauma, and o not get affected emotionally. Second, it serves to honor and foster the speaker’s message.
Third, it serves every professional to work within the limitations and boundaries of their profession.
Maintaining professional distance, and realizing that it is not my issue helps, as it is difficult not to get
emotionally involved. A certain level of politeness with assertiveness is needed. There are definitely
soft skills in navigating the interactional aspect of medical interpreting that are part of the role played
by interpreters in their work. Other strategies mentioned include seeking support by connecting with
colleagues. For those interpreters who live within the community they interpret for, this may take the
form of virtual connection. This may be an important function of social media interpreter groups that is
often overlooked or underutilized. More research is needed in how to avoid and address vicarious trauma.

In behavioral health, interpreters related how their roles played out:

o There is not a significant difference in mental health, but there is more flexibility in bending some
of the standards in place, such as you may be able to switch to third person as appropriate for the
encounter.

e  [talso poses its own unique challenges not encountered in other medical settings, such as outside
the interpreter role more often, to assist the provider in achieving their goals
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° The main one is switching to third person, having a conversation with the provider before the ses-
sion or having the provider asking for the interpreter’s opinion due to language barrier. Only the
interpreter is able to answer those questions, and in this case the interpreter is permitted to give
their own input... but in other encounters, interpreters must never give their own input.

Interpreters describe some of the changes they make in mental health therapeutic communication.
Standards (IMIA, 2017:26) dictate that interpreters: select the appropriate mode of interpretation (con-
secutive, simultaneous, sight translation, first or third person). The need to utilize the third person is a
functional one, and the interpreter will gauge the communicative demands of the interaction and decide
how to proceed. The use of third person has been demonized as ‘unprofessional’ by generalists who may
not understand the cultural or therapeutic reasons for this. Another interpreter points out that they do
in fact give their professional opinions on linguistic and cultural issues that the provider simply cannot
capture. May the interpreter be wrong? Yes, but this does not seem to deter interpreters. Insight into
a situation is not a diagnosis per se. It is simply the opinion of a colleague engaged in the care of the
patient. Nurses and even family members will be asked for their opinions about the state of the patient,
and the provider will use all of this information to make a more informed diagnosis of the situation.

Some interpreters described the conduit role boundaries with frustration:

e  As a staff under patient relations, we’re told don’t engage, let it go but we have to write a report
after each encounter.
Now this job is so difficult, we are told just to repeat like a parrot.
I went to a seminar in Atlanta at Children’s Hospital and I like the fact a CMI board director
spoke about how she was against the rules to be invisible and not being an advocate. I do think
that we need to find a way to also convey that. We also need to make sure that we have a way to
be part of a team.

e  As a nurse, you can greet the patient, but as an interpreter I can’t, I have supervision, maybe
they’re recording

o [ have nobody on top of me as a freelancer, so that’s good, but I do my thing or like this morning,
it’s Friday and the patient was from Puerto Rico making jokes; you want to be part of that as well.

° Conduit just means relaying messages back and forth, but I see a conduit as a facilitator who is
not just a transfer pigeon

The invisibility model (interpreters as conduits with little or no professional agency in the interpreted
session) seems to be losing ground to a more visible model of active participation (Ozolins, 2016). The
interpreter has and utilizes their professional agency to facilitate and mediate language and culture (Liu,
2017b). Interpreters expressed the need to exercise agency to be able to address cultural issues (Arocha,
2016). Most of the research reviewed also showcased medical interpreters as active participants (Angelelli
2004; Bot 2005; Hsieh 2006; Pochhacker, 1998).

The level of participation may also be affected by the interpreters’ approach to practice. In practice
professions, most of the work is done through interactions with patients and providers One that is in the
middle will go either way, but one that is conservative or liberal may typically participate more or less
depending on their individual professional style and approach. There is no right or wrong approach, but
one may say that it is safer to strive for the middle way, as extremes tend to cause problems. However,
as clearly stated by many interpreters, each situation will call for a nuanced approach.
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You have a physical, mental, and emotional inside of your person
You have to be very flexible and vary depending on the situation. This is the gray area with CCHI
policy <certification entity> and varies so much depending on context, as different providers vary
in their expectations, patients who want that support, others don’t, docs who expect more or less,
you're balancing your certification guidelines with the provider and patient.

e [ need to have a professional relationship with the objective that they are heard and understood
and the ability to participate in their care.

e [ need to be impartial with both

Patient Advocacy

Patient advocacy came up as a theme in the interpreter role descriptors. It is often referred to as a role,
especially in medical interpreter education, and is included in some interpreting standards of practice
where it is defined as actively supporting change in the interest of the patient health or well-being
(CHIA, 2001:45). According to the California Standards of Practice, patient advocacy is a role not to
be taken lightly:

Many immigrants may be unfamiliar with U.S. healthcare system services available and their healthcare
rights. Individuals with limited English proficiency find it difficult to advocate for their own right to the
same level of care as English-speaking patients. Given the backdrop of such disparities, interpreters are
often the only individuals in a position to recognize a problem and advocate on behalf of an individual
patient.

This statement is followed by a warning: However, the Patient Advocate role must remain an op-
tional role for each individual healthcare interpreter in light of the high skill level skill required and the
potential risk to both patient and interpreter.

Unfortunately, according to the data, the patient advocacy role is still not well understood even by
specialists. Perhaps it is too ambiguous a concept to be useful to the profession. More research is needed
in this area. Interpreters shared a variety of opinions about what patient advocacy is and isn’t.

o Sometimes you are not supposed to be an advocate, but then you will make a personal exception.
Or you make a comment that is inappropriate for the code <of ethics> and other times docs will
have higher expectations, like asking us to call them back, or patients will say: Can I call you?
Then I'll say: no. Sometimes you can, other times you can’t.

e You are more or less visible, but they expect you to be a cultural facilitator, a babysitter. An excep-
tion would be this: doc did not want to do consecutive; he wanted me to do the history taking. |
should have been firm, but the doctor was so difficult. So I did it anyway, it could have gone badly.
1 just had to make the care happen.

o There is a good dynamic shift when you have two deaf people and one doctor, versus two hearing
people and one deaf, as the patient is more empowered, because there are two of us and one of
them. It is a huge shift of confidence for the patience. I tell the client, it’s your decision, you tell
the doctor; you tell them how you're feeling. I encourage it; I pull it out of them. I don’t think many
interpreters do that.
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o ['ve always struggled with on the advocacy part. People who are lost and disadvantaged are not
in a pleasant situation. People don’t understand hard situations, I want to be more of an advocate,
but there are many definitions of advocacy. There is a strong case to be made that the patients
need advocacy. Even when you read something for them <sight translation> or they don’t under-
stand the high register, you lower the register.

e You have to interpret what is being said, you can’t summarize or be a practitioner putting your
spin on it, people on the advocacy side will say it’s necessary. But you can make that case for
other populations; they may not understand where to go next. All are lost, not just LEPs <Patients
with limited English>. That’s why I interpret the advocacy in a conservative way. Wouldn’t an
English-speaking person or elderly people be confused as well?

o [ have been and still am little conservative. I don’t want the patients to rely on me to give info to
the provider. I want it to come from them. I want them to be the person that explains everything.
My input could be wrong, the patient could change their mind, who am I to say what the patient
wants? It’s a fine line, so I like to keep my boundaries

o [f 1 see that the family had to wait for two days without food I’ll ask for vouchers. I can find the
resources and advocate for them, as long as I wasn’t the one providing the service. I was able to
find out who could help them.

The last comment discusses how medical interpreters serve as patient navigators. This is a natural
extension of their work due to the therapeutic environment they work in. Just as an interpreter may help
a patient schedule their next appointment at the front desk of a clinic, serving as a resource within the
organization may be required or expected, especially if the interpreter is an interpreter employed by the
healthcare organization. For example, medical interpreting standards (IMIA, 2007:37) dictate that the
interpreter: ensure that concerns raised during or after an interview are addressed and referred to the
appropriate resources. Whereas this is clearly a standard that applies mostly to employed interpreters,
even contractors should ensure the patient is able to communicate at the front desk to schedule their
follow up appointment discussed in the interpreter-mediated communicative event. The standard to deal
with discrimination certainly is not about interpreting but about a peripheral issue that may affect care.
The standard further dictates when to do this: a) On occasions where the interpreter feels strongly that
either party’s behavior is affecting access to or quality of service, or compromising either party’s dignity,
uses effective strategies to address the situation, b) If the problem persists, knows and uses institutional
policies This is patient advocacy.

However, as seen in the discourse referring to patient advocacy, interpreters are all over the place
when discussing advocacy. This confirms a lack of understanding within the profession of what patient
advocacy is and isn’t. Data also reflect a concept that has many meanings and interpretations, as one
of the interpreters clearly states when she says there are many definitions of advocacy. Advocacy can
generally be understood in two ways. First, more globally, as the support for someone or something,
as advocating for access, or care, actively making decisions or taking actions that promotes that cause.
Second, it can be understood as acting as a representative of the patient, as in a lawyer representing
the client’s interests. While one may act in the best interest of the patient, one is not to represent them
against the institution unless there is discrimination or a breach of care that needs to be reported. The
second conceptualization can become problematic when it is seen as representing the client within the
communicative event at the expense of the provider. This would mean a strong partiality for the patient
negatively affecting the therapeutic rapport with the provider. Unfortunately, some patients may bring
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this expectation to the encounter, and it will behoove the interpreter to explain in the pre-session their
primary role is to enable the provider and the patient to communicate. Since the interpreter is there to
serve both clients, the advocacy component of their work needs to remain as a support for the therapeutic
rapport of the primary parties in order for optimal health outcomes to ensue.

The author contends that all activities that enhance the therapeutic outcome are in some manner part
of patient advocacy, according to the definition provided. However, any advocacy needs to always be
grounded in the respect and teamwork with the provider, who is the ultimate expert in the therapeutic
solution being proposed. Interpreters in the study described patient advocacy as inappropriate interven-
tion or activities outside the scope of the responsibilities of the interpreter, such as the example of history
taking. Asking an interpreter to do the history taking is not patient advocacy, yet it was described as
such. In that particular example, the interpreter succumbed to the provider’s wishes, but explained that
her decision was due to her ultimate therapeutic concern to make the care happen. It seems some inter-
preters may internalize the therapeutic needs, and see their work ultimately as a means to a therapeutic
goal, and not limited to their communication mediation role.

Some interpreter comments describe patient advocacy as patient empowerment, which is the most
effective way to advocate for the patient to allow patients to speak in their own voice. However, it must
be noted that the interpreter actually had to intervene and speak directly to the patient, by having a side
conversation with the patient, cajoling the patient to relate the message directly to the provider, in or-
der for this to happen. The interpreter explained that he thought it was important to do this in order to
ensure that the therapeutic rapport progressed and developed properly with the provider, and not with
the interpreter. Here the interpreter was basically redirecting the patient to develop a rapport with the
provider as a way to level the playing field.

Lowering the register is a communicative technique to ensure understanding. Professional and aca-
demic groups do not seem to agree on this issue and many have stated that the standard to maintain the
linguistic register and style of the speaker (IMIA, 2007:24) goes against the standard to ensure that the
listener understands the message (IMIA, 2007:29). One may extrapolate that whereas the first is the
ideal to work from, the second may justify going against the first from a functional perspective. Inter-
preters are taught to request providers to simplify their language when they sense an educational barrier
to communication. However, when the provider is incapable of doing this, the interpreter may need to
lower the register for the provider and the patient. In sum, whereas several codes of ethics prescribe
maintaining the register of the source language, in practice it is simply not done as it is in (Hsieh, 2006)
with the standard of ensuring understanding of all parties.

One participant mentions how she doesn’t agree for interpreters to put their spin on the message,
which is a valid point, yet not about patient advocacy, but about inaccurate interpretation and lack of
professional distance. Another interpreter alludes to the fact that she is more conservative. Interpreters
have different approaches, and this is a characteristic of every profession and specialization. There are
comments that clearly state the interpreter’s conflictive choices and reasons to engage in patient advocacy:

o  Asa language conduit and occasionally an advocate, one does have to be very flexible and vary
depending on the situation.

e For some I take on that advocate role and remind them that ‘you said that this was hurting you’, I
do workers comp cases for these poor people. I will overstep the advocacy role to make sure that
what they are saying gets jotted down
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o [ have found myself in situations, where I am an advocate even though you're not supposed to.
Why? It depends on the company; they don’t want you to get involved. You're supposed to be
invisible.

e But you have to say something if something is going bad and you will have to intervene, bring it
up. Something bad may happen from a medical perspective.

o Well, when I go to conferences, there is emphasis not to interfere at all, but I disagree with that
role. I have done 20,000 appointments in my life, and if some where the doctor neglects the pa-
tient, there can be a really bad consequences, or the doctor prescribes something then the nurse
comes and says something opposite to what the doctor said then there is confusion. Or if the pa-
tient is not being honest it could be crucial.

e [tis subjective to some extent, it’s a fine line, we try to be as objective as possible, but I don’t think
we have to disappear, we are there to facilitate communication, fo ensure that the patient is receiv-
ing the same treatment as if they were in their own country.

Interpreters cannot help but play a role in leveling the field for patients who are considered under-
served or with special needs. Their simple presence enables the communicative ability of the patient.
This is an inevitable role, sometimes influenced by unrealistic patient expectations of representation,
and in other occasions, due to the authentic demand to fill the cultural and linguistic gap. Many see this
role as representing the patient’s interests. All professionals working in healthcare will be represent-
ing the patients’ interests. However, it cannot be done at the expense of the provider or the therapeutic
rapport between patient and provider. Whereas interpreting agencies and healthcare organizations pay
interpreters, medical interpreters have an overriding medically bound ethical obligation to the wellbeing
and safety of patient. As well known, power differentials pose a very delicate situation in establishing
therapeutic rapport.

None of the interpreters spoke of advocating for the patient in any adversarial manner to the pro-
vider. Healthcare providers require the services of an interpreter just as much in order to provide their
services at an adequate level of care. While their health may not be at risk, the fact that both participants
require these services means that interpreters must not only focus on the patient’s needs, but also on the
provider’s needs. Interpreters will have to cater to both sides as needed, and not necessarily to the same
degree. Therefore, from a therapeutic standpoint, patient advocacy simply means engaging in quality
patient-centered care, within the framework and flexibility of approach agreed to with the provider. As
discussed earlier, the approach and level of participation differs according to many variables, thus black
and white prescriptive rules cannot be applied to a practice profession.

Client Education

Medical interpreting is still a field that is not well understood by end-users. Interpreters discussed client
education as part of their role as medical interpreters. It is important to note that interpreters were not
asked about client education. They were asked about their role as medical interpreters and client educa-
tion simply came up as a theme when describing their role. More research is needed in this area as these
comments only scratch the surface of this topic.

e [t depends who your audience is because often medical personnel may not have a clear idea of
what these roles are;
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They just see what you are telling the patient, what you are saying.
I don’t know that in general people outside of the profession they don’t have a clear idea. So for me
it’s a combination, the role entails doing all of these other things, other than relaying information

° When I go to the emergency room or urgent care, I don’t have to do my introductions, as they know
my work, and how to work with me... it’s a beautiful thing to witness

e [ have spent a lot of time educating them outside of my assignments

o [ have worked with providers who are used to working with interpreters. As a staff hospital inter-
preter, it’s awesome. They know you,; they know the procedure. Well, you’re part of the team.

e [ think an onsite interpreter has greater opportunities to build rapport and have discussions with
providers, which is important to educate them on how to work with an interpreter, which is harder
to do as a remote or contractor interpreter

This is an important role for every profession, and interpreting expectations can vary so much that
client education is an effective way to set the stage for effective work. As the first interpreter comment
states: often, medical personnel may not have a clear idea of what these roles are. One interpreter ex-
plains that this is due to the fact that end users can only see what interpreters do, but not necessarily
understand. Interpreters describe educating providers outside their assignments. Last, as mentioned
previously with the diminished rapport over remote interpreting, it is more difficult to educate providers
to work with an interpreter when working remotely or as a contractor interpreter. When asked about why
the interpreter believed this, the interpreter simply stated that onsite interpreters worked with providers
within and outside the communicative events, discussing cases, and that with a contractor status there
is a diminished rapport that deters some interpreters from interacting with the provider in a consultative
manner. The interpreter stated, you have to get in and out, without any previous familiarity with the
provider or patient you are interacting with. There is no doubt that virtual communication may diminish
one’s ability to interact fully. However, there are other factors that also influence levels of interaction.
More research is needed in this area.

There was no mention of the pre-session in the nine interviews. A pre-session occurs when interpreters
explain theirrole and how the provider and patient can best work with them. The pre-session is the primary
vehicle client education. Unless the interpreter has worked with the provider or patient numerous times,
a pre-session should occur. The data suggest that perhaps the pre-session is not being practiced regularly
as part of the role of the interpreter, even though it is part of their standards of practice (IMIA, 2017).

In mental health therapeutic communication, an interpreter described how her level of interaction
with the provider increased due to the provider’s consultation needs and receptiveness of the informa-
tion (Kirmayer, 2014).

When the patient leaves, the provider may ask more questions in trying to get a correct diagnosis. So in
order to get to mental health you bring a lot more to that situation.

Common misunderstandings can be avoided by ensuring a pre-session with the parties. In this way
each participant’s role is clearly defined and the stipulation of the need for the therapeutic rapport to be
between the patient and the provider. In behavioral health especially, a positive therapeutic rapport is a
significant predictor of a successful outcome (Krupnick, Sotsky, Simmens, 1996).

The qualitative data and discourse analysis of the renditions about the interpreter role went well beyond
the conduit role. Interpreters described several perceived responsibilities and tasks that are specific to
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medical interpreting and therapeutic communication. These included enhancing the therapeutic rapport,
aligning with the primary participants, addressing emotional charge, acting as patient advocates, and
providing client education. The perspective that the interpreters are invariably part of this therapeutic
process may explain some of the tension between the interpreter and the family member who may wish
to limit information and also between the provider and interpreter. Much of this has to do with establish-
ing the domain of each party and not overstepping each other’s area of expertise.

THEORETIC ANALYSIS

Academic research has demonstrated that interpreters act in more roles and even face role confusion or
overload (Pochhacker, 1998). This analysis and discussion attempt to look at themes generated through
the context of therapeutic communication. There are three theoretical concepts that may be extrapolated
from the data: a) therapeutic mediation, b) therapeutic domain, and c) the interpreter as a therapeutic
mediator.

First, what is meant by therapeutic mediation here? Interpreters have described in their communica-
tion mediation as a feedback loop of therapeutic issues, problems, ailments, feelings, therapeutic goals,
objectives, treatments and directives. There is an understanding that the interpreter facilitates the commu-
nication between the primary participants, provider and patient, and as such recognizes and respects the
primary players, the patient and the provider. A mediator or facilitator does not have a primary role, but
works in the background to allow the main parties to engage in the therapeutic interaction as themselves.
However, the data describes more than mediation of communication. Interpreters described internalized
responsibilities and roles that seem to be part of the therapeutic process. They requested the language
register to be lowered, for example. While this action was communicative, it was also in order to enable
equitable care. Ensuring the comfort of the patient, or that trust is established for a positive therapeutic
rapport, are all mediation actions to ultimately ensure a positive therapeutic outcome.

Figure 1 shows the therapeutic mediation as part of how the role of medical interpreters is played out
according to the data. They demonstrated a significant understanding and maneuvering of the interac-
tional needs of the intercultural and interlinguistic therapeutic encounter that relies on a third party, the
interpreter. It is basically the mediation of what is not said or signed. It is the mediation of the interaction
between provider and patient.

Interpreters described how their preoccupation with patient safety, their flexibility of approach,
dependence on therapeutic goals and constraints, and their attempts to improve the therapeutic rapport,
work to safeguard or influence therapeutic outcomes. Figure 1 provides a diagram for this therapeutic
mediation work. This interactive cycle between patient and provider evolves as the therapeutic event
takes place. It is invariably influenced by the interpreters’ ability to mediate or manage the dynamics
of the triad (IMIA, 2007:32), regardless of their ability to interpret. Therefore, in addition to mediating
communication, the effective interpreter will also be able to mediate therapeutic interaction. Ultimately,
the data revealed a contextual understanding and contextualized responsibilities and tasks (improving
therapeutic rapport, aligning with clients, level of participation, patient advocacy, and client education)
that align the interpreter with both parties in order to achieve the desired therapeutic outcomes.

Therapeutic communication is not always collaborative. When the desired outcome of the provider
and patient do not match, interpreters need to be alert to it and according to the standards: manage the
conflict between provider and patient (IMIA, 2007, p. 34). Does this mean solve the disagreement? No.
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Figure 1. Therapeutic mediation
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Providers and patients need to solve their own disagreement. What is meant by manage the conflict?
According to the standard itself, it means: a) remain calm in stressful situations or when there is conflict,
b) acknowledge when there is conflict or tension between provider and patient, ¢) assist the provider and
patient in making conflicts or tensions explicit so that they can work them out between themselves, and
d) let the parties speak for themselves and do not take sides in the conflict. Making the conflict or ten-
sion explicit requires high level mediation skills that interpreters are simply not being taught, according
to the topics being taught in the IMIA Educational Registry, which include over one hundred medical
interpreting courses. This issue calls for further study, as mediation skills require more than interpreting
messages back and forth.

If one accepts the fact that interpreters mediate therapeutic interaction and as such are providing
therapeutic mediation, can medical interpreters be considered therapeutic mediators? Are they being
trained for this or simply learning this on the job? Further research is needed in this area. The interpreter
is certainly not a therapist. However, the interpreter employs linguistic and cultural knowledge to man-
age the therapeutic dynamics for specific therapeutic objectives, influencing the therapeutic outcome.
Whereas the interpreter is not a doctor, nurse, or psychologist, interpreters are nonetheless utilizing their
linguistic, communicative, and mediation skills to provide the best therapeutic care to the patient. The
data show that the interpreters are not just therapeutic communication mediators, but in fact acting as
therapeutic mediators. They are part of the therapeutic process, enhancing or replenishing the therapeutic
dimension that is lost when provider and patient do not share the same language and culture.

Figure 2 shows that interpreters use their interpreting and mediation skills to create a therapeutic rap-
port that includes a communicative space of trust, safety, with clear therapeutic goals with the objective
to ensure a positive health outcome.
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The last theoretical framework that may be added here is the reformulation of the medical interpreters’
domains of expertise and influence. Some only grant interpreters the linguistic expertise, arguing that
the cultural domain may be limited and therefore must be utilized with the utmost care and within clear
boundaries to avoid stereotyping or adversely affecting the communicative event. The health or medical
domain has been introduced before (Souza, 2016), and is an important contextual domain of medical
interpreting. Therapeutic communication interpretation and mediation are but the means of effectively
achieving therapeutic goals (information, understanding, consensus, and agreement). This meta-linguistic
and meta-cultural view of medical interpreting as therapeutic mediation highlights the importance of
the medical in medical interpreting practice. The medical vocabulary and setting are unique, and now
it seems by the data that there is also the therapeutic component in the practice of medical interpreting.

Figure 3 shows the domains that influence the interpreters’ mediation work. These include the lin-
guistic domain, the cultural domain, and the therapeutic domain. It is important to note that this model
does not address which domain is more important, assuming that all are needed, and equally important.
Each domain is activated as needed to meet the demand at hand in mediation. Just as the event and the
team cannot be separated, these three domains cannot be separated.

FUTURE RESEARCH

Researchers from a wide spectrum of careers have studied medical interpreting. However, as an interdis-
ciplinary field, this specialization is just starting to be better understood. More research needs to be done
regarding the interpreter as a limited, yet integral part of the therapeutic process. The intricacies of the

Figure 2. Interpreter as therapeutic mediator
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Figure 3. Medical interpreter mediation macro domains

Linguistic

domain

teamwork required between the provider-patient-interpreter triad have been explored, but the interpreter
has not been researched as a therapeutic agent. A therapeutic team has traditionally been defined as a
group of healthcare professionals that gets together to achieve a specific therapeutic goal, and according
to this definition, the interpreter is not part of the team. However, if we broaden this definition to all that
have a therapeutic effect on the patient, perhaps one will see the medical interpreter as a therapeutic agent
and part of the therapeutic team. The interpreter-mediated communicative event is a therapeutic event
and not just a communicative event where individuals interact. The therapeutic interaction, or rapport
between all parties and all that ensues from it is in fact what health care is made of. Interpreters spoke
of their patients, and the importance of providing accuracy as a form of maintaining the patients’ safety.
There is also a need to study what therapeutic communication techniques can be applied to medical
interpreting practice. Teach back, the technique of asking a speaker or signer to paraphrase what was
understood, is one that interpreters have adopted and use in their day-to-day practice. But there are many
techniques that may be useful to interpreters as communication mediators. Future research is needed
on how medical ethics affects medical interpreters’ roles and actions. Whereas ethical decision-making
has been studied thoroughly, most of the research reflects the interpreting ethical code as reference, and
not the medical one.

LIMITATIONS

The primary limitation is the sample size. The next limitation is that there were only two language com-
binations, English <>Spanish and English<>ASL. The language combinations in which interpreters
practice may affect the role of the interpreter to a greater extent than previously thought.

The caregivers’ role is also an important one. Family members or others accompanying the patient
have their own role(s) as well, which is mainly as physical or mental support. Even though some inter-
preters discussed scenarios with caregivers or family members, the study did not ask about their role(s).
Further study is needed in this area.

This study did not explore how medical ethics, a component of therapeutic communication, affects
the medical interpreting role. Are medical interpreting educational programs teaching medical ethics
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to interpreters? It seems that it would be an important subject-matter to include in medical interpreting
education.

Another characteristic of health communication that was not adequately discussed is the fast pace of
therapeutic communication. One of the greatest disparities in healthcare for patients and providers that
require interpreting is the factor of time. The same interaction requires twice the time when interpreted
consecutively. This means that if the time of the encounter is pre-set, the provider and patient may find
that they have half the time to cover the same amount of communication. How does this affect care of
linguistically diverse patients? Does this put pressure on the interpreter not to intervene or to act as a
gatekeeper to save time? Can technology develop a system to enhance simultaneous interpreting for
spoken language interpreters in healthcare? Research in this area may affect policies related to providing
more equitable healthcare to patients requiring spoken language interpretation.

RECOMMENDATIONS

Specialists need to be heard. There is not enough research giving medical interpreters a voice. The codes
of ethics and guidelines being given to interpreters seem imposed from more generalist perspectives,
such as community interpreting. These seem too restrictive, according to interpreters that were told to
just relay messages and stay detached. Whereas this may work in a courtroom, it simply does not hold
true in an emergency room.

Certified specialists need to move into academic and educational fields, and a certain number of
years of practice should be required to teach medical interpreting. Practice professions need to be taught
by practitioners. Have you ever seen nursing be taught by someone who is not a certified or registered
nurse? Therapeutic communication concepts and the context of healthcare need to be taught in the in-
terpreters’ formative years and not as continuing education. These can include: a) counseling theories
and practices, b) discourse analysis-based training of discordant speech and ideation, c) role plays in
these therapeutic contexts, and d) strategies to maintain role boundaries within an interpreted-mediated
behavioral therapeutic communicative event.

Healthcare organizations may consider giving medical interpreters a bigger role in ensuring equity and
patient safety, not to mention healthcare access in general. Some in the translation and interpreting field
who view the interpreter as a linguist will vehemently oppose this, but if medical interpreters continue
to be embraced as a part of the healthcare team, and their own specialist standards are followed, they
will continue to play a therapeutic role, an integral part of the therapeutic process that utilizes language
as a means to achieve a therapeutic end.

Policymakers may wish to consider adding this understanding to their cultural competency initiatives,
to better serve the underserved populations that require interpreting.

Providers need to be better educated on the role of the interpreter as a communication facilitator or
mediator, versus a language conduit. Unfortunately, many providers are being taught erroneously that
interpreters are linguistic tools, without understanding that they are communication facilitators, facilitators
of the therapeutic rapport and of understanding. If they are given the opportunity to do an appropriate
pre-session, and the provider discusses the care goals with them, they will be able to work together with
the provider and the patient to attain the desired outcomes presented to them.
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Unrealistic expectations, such as ‘do not to intervene’ or ‘just interpret word for word’ not only limit
the interpreter’s ability to do their work adequately, but also diminishes the ability of the interpreter to
be effective, and the healthcare organization to provide equitable patient-centered care.

There is still great divergence between what is being taught and how interpreters are practicing. The
idea that interpreters only intervene when there is a breakdown in communication is simply not what is
being practiced. It is time for interpreting to be recognized as a specialized field that is comprised of a
‘medical’ or therapeutic component, as well as an ‘interpreting’ component. The medical context is not
subservient to the interpreting activity, as the activity is but a means to achieve the contextual ‘medical’
outcomes.

CONCLUSION

This chapter aimed to answer the following question: Is the role of the medical interpreter affected by
therapeutic communication? The data show that certified medical interpreters seemed to be influenced
by the nature of therapeutic communication and interaction. Certainly, the data show that interpreters
agree that the provider still dominates and controls the medical domain of translating a patients’ story
into a diagnosis, and determining the best therapeutic course of action. However, this study opens the
idea that the interpreter’s role goes beyond linguistic and cultural mediation. It also includes a therapeutic
mediation component. This mediation component that has more to do with the patient and provider’s
ability to relate therapeutically, than whether the patient and provider communicate. Two participants
can ‘communicate’ and not ‘relate’ or ‘understand each other’ at a deeper level. When no interpreter
is required, certainly the patient and provider do not have the benefit of an interpreter to enhance their
therapeutic rapport.

So why should interpreter-mediated interactions require the interventions (sometimes seen as interfer-
ence) of interpreters to enhance this therapeutic rapport? Perhaps the gap and inability to understand, but
also to relate with one another, is much greater. The data suggest that there is a certain level of discomfort
and distrust in interlinguistic and intercultural relationships. If the role of the interpreter is to close the
‘linguistic’ and ‘cultural’ gap between patients, perhaps the reality is that there are other gaps, such as
the ‘therapeutic’ gap that is going to invariably be mediated by the interpreters’ simple presence and
interaction with the primary participants. Whereas the conduit versus facilitator model dichotomy may
not be easily solved, understanding the nature of therapeutic communication as a vehicle for therapeutic
interventions may help in the understanding of why practicing certified medical interpreters intervene
more than prescribed.

In therapeutic talk, or therapeutic communication, the main goal is to achieve a positive therapeutic
outcome. In order to achieve this final outcome, interpreters will engage in a multifaceted range of tasks
that go well beyond ‘the act of interpreting.” Are interpreters being allowed to serve the healthcare sys-
tem at the highest level possible? Are hospitals taking advantage of interpreters in their full potential
to increase patient satisfaction and patient compliance, as well as reduce liability and risk? Or do they
still view interpreters as linguistic conduits? A framework that acknowledges the therapeutic goals of
medical interpreters may help explain why medical interpreters practice as they do.

A word of caution: the focus on the therapeutic goals and objectives framework does not attempt
to minimize the linguistic work of consecutive or simultaneous interpreting. Nor does it minimize the
cultural work of medical interpreters. It simply creates a broader framework for this specialist role,
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one of therapeutic facilitator or mediator. This role includes the ability to interpret accurately, but it is
not completely defined by this ability. A role paradigm of communication facilitator acknowledges the
interpreter as a practice professional with professional goals and objectives that go beyond ‘interpret-
ing accurately.” Medical interpreters demonstrate professional agency and decision-making skills that
go beyond word choice. The Macro Domain Model acknowledges that the interpreter uses interactive
soft skills of mediation and facilitation to navigate these three domains of expertise: linguistic, cultural,
and therapeutic. Asking the interpreter to forego any of these domains limits the effectiveness of medi-
cal interpreters in closing the therapeutic gap in any specific given situation between a provider and a
patient. It also limits drastically the scope of work and the effectiveness for the interpreter to close this
gap. Although some may wish to limit the interpreter to a black box interpreter, ultimately within the
framework of patient safety, patient-centered care, and equitable health services, the broader raison
d’étre of the interpreter is to play the role of therapeutic mediator to facilitate access to health care. Their
interpreting skills are but tools to act as mediators.
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Chapter 6

Investigating Expressions
of Pain and Emotion in
Authentic Interpreted

Medical Consultations:
“But | Am Afraid, You Know,
That It Will Get Worse”

Gertrud Hofer
University of Zurich, Switzerland

ABSTRACT

This descriptive study, which is based on a PhD research conducted at the University of Zurich and at
the Zurich University of Applied Sciences, explores the activity of interpreters. At first sight, the interac-
tions between patients and doctors seem to be fluently and smoothly interpreted. Yet, a closer look at the
transcripts of the consultations reveals various conversational difficulties. A striking issue in this data
set are the patients’ complaints about pain and anxieties which do not always reach the doctors or the
nurses, because the interpreters cut out affective parts in their renditions. In such cases, the patients’
concerns may simply be lost which prevents doctors or nurses from responding on the emotional level.
In other situations, however, the doctors or the nurses miss the opportunity to address the patients’ feel-
ings, even if the interpreters convey the patients’ concerns to them.

INTRODUCTION

The demographic development leads worldwide to anincreasing need of providing interpreting services in
institutional settings for participants who do not speak the same language (see e.g. Roat & Crezee, 2015,
p- 236). Since the 1990s there is a growing body of research on interpreting in legal, educational, social,
and medical settings (see Napier, 2011, p. 123). In Switzerland reference to the need for interpreting
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services is found at the beginning of the 20th century which is rather late in comparison with countries
like Australia, Canada or Sweden (see e.g. Faucherre, Weber, Singy, Guex, & Stiefel, 2010). The set-up
of interpreting services differs from country to country. “Community Interpreting (CI), or public service
interpreting (PSI) as it is also commonly known, is a service that is invariably rooted in the communi-
ties and societies that require and provide it. As such it reflects the practices, norms, standards, needs,
demands and policies of these communities and societies. CI or PSI, as the double denomination already
suggests, comes in many national and geographical variations and is impacted by societal and political
forces at local, regional, national and international levels ...” (Remael & Carroll, 2015, p. 1). Interpreting
in institutional settings is known under even more than these two names. There is an “insistent debate
over what the field should be called that is termed ‘Public Service Interpreting,” but also ‘community
interpreting,’ ‘dialogue interpreting,” ‘liaison interpreting,” ‘cultural interpreting’, ‘cultural mediation,’
and many other appellations including, simply, ‘interpreting’.” (Ozolins, 2010, p. 200)

In this chapter, the terms “dialogue interpreting” or “medical interpreting” will be used, as the focus
is on the interactional activities and on the specifics of the management of the doctor-patient communi-
cation. Dialogue interpreters typically work in the consecutive mode and they attempt to reproduce the
utterance of the previous speaker.

This chapter reports on a study using a small data set taken from PhD research based on a larger
study. The team of researchers involved in the larger study compiled a corpus of 19 interactions amount-
ing to 14:42 hours of video material. Studies investigating empiricial data are comparatively seldom, as
access to authentic data is rather difficult (see e.g. Bot 2005). One of the hardly ever explored topics is
the patients’ complaints of pain and of anxieties in relation to the interpreters’ rendering thereof and to
the responses of the doctors or nurses.

The aim of this study is to investigate authentic interpreter-mediated interactions and to gain insight
into how interpreters and primary interactants communicate in various medical settings. The primary
interactants in three encounters are patients and doctors and in one encounter a patient and a nurse.

The focus of this contribution is on the following questions:

e  Whatis the interpreters’ impact on the content of the patients’ original utterances and on the emo-
tional intensity of their complaints?
How do doctors or nurses respond to the renditions of the interpreters?
What effects do multimodal resources like direction of gaze, manual gestures and head turns have
on the course of the interactions?

BACKGROUND

Medical interpreting is studied from various fields such as interpreting science (see among many others
Hale, 2007; Menz, 2013; Meyer, 2004; Pochhacker, 2007), medical sciences (see e.g. Aranguri, Da-
vidson, & Ramirez, 2006; Butow, Brown, Cogar, Tattersall, & Dunn 2002; Fatahi, Hellstrom, Scott, &
Mattsson, 2008; Morina, Maier, & Schmid Mast, 2010), or socio-linguistics (see e.g. Davidson, 2000).

Although interpreting is investigated from various perspectives, the focus in various studies is often
on the same questions like “what should an interpreter do, what should s/he not do?”, or “should an
interpreter be a ’linguistic conduit’, a *bilingual mediator’ or a ‘cultural broker’”? Indeed, a substantial

137

printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww.ebsco.conlterns-of-use



EBSCChost -

Investigating Expressions of Pain and Emotion in Authentic Interpreted Medical Consultations

part of dialogue interpreting focuses on the interpreter’s role and function in the social interaction (see
e.g. Angelelli, 2004; Pochhacker, 2012; Tebble, 2012).

A further recurring topic in the literature on interpreting is the accuracy of the interpreters’ renditions.
Various researchers established taxonomies and classified renditions (for more information see Napier,
2002; Wadensjo, 1998). Napier developed an omission taxonomy (Napier, 2002, 2015) and Wadensjo
(1998) defined types of rendition in relation to the adequate rendering of the original utterance or the
deviation from it including the wider context of the interaction.

Based on Conversational Analysis and Multimodal Analysis, multimodal resources like direction of
gaze, gestures and head turns are considered crucial in the dynamics of the interactions in more recent
studies. These features lead to the question whether an interpreter is a participant of the interaction and
responsible for the co-ordination of the communication (see e.g. Bot, 2005; Krystallidou, 2016) or “a
neutral person standing slightly apart” (Fatahi et al., 2008, p. 44). In the present study these features will
be part of the analysis to provide evidence of nonverbal communication, of the ways in which direction
of gaze, gestures and head turns influence the patient’s in-/exclusion from the interaction and of the
mutual relationship between the interpreter, the patient and the doctor/nurse.

METHODS AND DATA

The PhD research is based on the Swiss research project entitled “Interpreting in medical settings: roles,
requirements and responsibilities” which was conducted between 2010 and 2012. This larger project
was carried out by an interdisciplinary team of physicians, psychologists and linguists. It consists of
three parts: 1) a questionnaire-based survey regarding the role and function of interpreters as perceived
by medical experts as well as by interpreters, 2) analysis of 19 interpreted interactions. The dataset
collected in three hospitals in Switzerland comprises 14:42 hours of authentic video-recorded doctor-
patient consultations. The analysis focussed on the verbal dimension and on the comparison between the
original utterances of the patients, of the doctors and of the nurses and the renditions of the interpreters,
3) creation of a multilingual terminology database in Albanian, German and Turkish consisting of 1000
terms (social, medical, psychological terms) with the main focus on pain.

The video-recordings comprise 19 interpreter-mediated consultations involving doctors and nurses,
patients and interpreters. The consultations were video-recorded in various departments at the univer-
sity hospitals in Basel, Zurich and Bern. Ethical approval and patients’ written informed consent were
obtained prior to the collection of data.

All of the 19 video-recorded consultations were fully transcribed including the Albanian and Turkish
utterances which were translated into German. The interactions in the 19 consultations were divided into
3866 segments. One segment consisted of one utterance and its “rendition” (see Laws, Heckscher, Mayo,
& Wilson, 2004; Sleptsova et al., 2015). The categories “omission”, “reduced rendition”, “addition”,

LEINT3

“change of role”, “terminological aspects” were established and rated by linguists and medical experts.
The quantitative and qualitative analysis identified “omissions”, “additions” and “reduced renditions”
amongst the most frequent incidents.

The four consultations discussed in this chapter are taken out of this dataset. They were recorded
in the university hospitals in Basel and Zurich. The doctors or nurses are German-speaking, none of
them have any command of the patients’ languages. The patients are speaking Albanian or Turkish,

they have some command of German, as they have been living in Switzerland for some time. They
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are all undergoing treatment for various long-term illnesses like diabetes, cardiac problems or cancer.
The interpreters have Albanian or Turkish as their first and German as their second language, but they
have been living in the German speaking part of Switzerland for several years. All interpreters in the
project are so-called professional interpreters in the sense that they are paid by the hospital (see Pdch-
hacker & Shlesinger, 2005). There are no ad hoc interpreters. The hospitals of Basel and Zurich (among
other hospitals in Switzerland) have contracts with Swiss agencies which recruit interpreters for them
(cf. Hudelson, Dao, Perron, & Bischoff, 2013, p. 2).! The agencies are part of the national community
interpreters’ association in Switzerland INTERPRET.>After the creation of INTERPRET, a training
program leading to a Certificate in Community Interpreting was developed. For the video-recordings
in this project the interpreters did not have to be certified, but an experience of three years of medical
interpreting was required, and all of them were tested for B2 language levels® in German according to
the Common European Framework of Reference.

ANALYSIS

When it comes to problems in the understanding, the patients, the doctors or nurses can intervene less
easily ininterpreter-mediated encounters than in monolingual consultations, because the doctors or nurses
do not understand the utterances in the language of the patients. Moreover, it is questionable, whether
they perceive alterations of the original statements by the interpreters at all.

The dataset in the project “Interpreting in medical settings: roles, requirements and responsibilites”
had shown, that interpreters deviated from the original utterances frequently (see Sleptsova et al., 2015).

For the purpose of this chapter, eight excerpts out of four different authentic interpreted consultations
between Albanian or Turkish speaking patients and doctors/nurse are taken from the larger dataset briefly
outlined above. These four consultations were recorded in the university hospitals in Basel and Zurich.

The analysis of the data in this chapter is based on the comparison of the primary interactants’ utter-
ances and the interpreters’ renditions as it was done in the first project described briefly above. In this
contribution, instances where the patients’ complaints about pain and anxieties are not rendered by the
interpreters at all (omissions) or are rendered only partly or reduced in their level of intensity (reduced
renditions) are explored. If the patients’ concerns and complaints are omitted by the interpreters, they
remain of course unanswered, while there could be a response after a reduced rendition.

The two categories are defined as follows:

e  Omission: Either factual information or emotional expressions about pain and anxieties are left
out.

e  Reduced Renditions: Factual information about pain and/or anxieties are only partly conveyed,
and/or the level of emotional intensity is downgraded.

However, the aim of this study is not only an assessment of the source-target-correspondence. The
analysis of the eight excerpts is also based on Conversation Analysis and Multimodal Analysis. Numerous
authors in the different fields of interpreting research are devoted to the performance of the interpret-
ers, to verbal communication and to role concepts, while only few contributors who pay attention to
the methods of Conversation Analysis and multimodal aspects could be named (amongst them Davitti
& Pasquandrea, 2017; Davitti & Pasquandrea, 2013; Krystallidou, 2014; Mason, 2012; Pasquandrea,
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2011). Drawing on Conversation Analysis the unfolding talk is followed and the communication is seen
as a co-constructed sequential process beginning with the patients’ or doctors’ utterances followed by
the interpreters’ renditions and by the doctors’ or patients’ responses. The interplay between all the
interactants is explored.

Thanks to the technique of video-recording, multimodal resources are part of this study. The eight
excerpts of the four consultations are used not only to examine utterances of patients, doctors or nurse
but also to explore non-verbal resources such as direction of gaze, manual gestures, and head turns in
order to understand the dynamics of the discourse with the view on the effects of participation. To il-
lustrate the participants’ pointing gestures, gaze and body orientation, video stills which are extracted
from the video-recordings are included.

The focus is on explicit statements about pain and anxieties, while sharing the other participants’
feelings and sensations is not part of the investgation in the present contribution, a perspective explored
e.g. by Krystallidou et al. (2017) and Merlini & Gatti (2015). There are a host of different aspects of ways
in which patients and medical staff who communicate via an interpreter can be analysed. Therefore, the
selection of the excerpts reveals a certain bias. Amongst the issues discussed in this chapter are instances
in the consultations where patients express their pain and anxieties explicitely. The focus lies also in the
interest to gain insight about what the interpreters choose to convey to the primary interactants in relation
to these complaints. Another interesting aspect is how all the interactants (including the interpreters)
support their utterances with manual gestures. Particularly important in doctor-patient-communication
are the patients’ pointing gestures. The focus is on the questions whether interpreters reproduce the
patients’ pointing gestures or not and whether doctors or the nurse respond to the interpreters’ and/or
the patients’ pointing gestures? In the studies of interpreted encounters the interpreters’ renditions of
patients’ emotional complaints and the response of doctors and nurses as well as the impact of direction
of gaze, gestures, or head turns on the discourse are an underresearched issue.

The examples 1 — 4 discussed below are drawn from the wider PhD project investigating aspects of
verbal and non-verbal behaviour of the interpreters and the primary interactants.

An overview of the encounters presented is supplied in Box 1.

In the four examples, three doctors, one nurse, four different patients and four different interpreters are
involved. The patients are long-term patients reporting the development of their illnesses, their current
pain and their anxieties. Three patients speak Turkish (Example 1, 2 and 4), one patient speaks Albanian
(Example 3). The Albanian, the German and the Turkish utterances are translated into English by the
author. To optimise the readability of the transcriptions, the original utterances are in normal typeface,

Box 1. Overview of the encounters in the examples 1 - 4

Example Department Situation Focus Languages

1 Internal medicine Follw-up encounter Patient’s complaint: pain Turkish - German

2 Oncology Follw-up encounter Patl.e nt’s complaint: pain/ Turkish - German
anxiety

3 Diabetology Control of blood glucose levels | Patient’s complaint: anxiety Albanian - German
Patient’s complaint at the

4 Diabetology Follw-up encounter closing of the consultation: Turkish - German
pain
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the translations and the non-verbal activities are in italics. Moreover, the line(s) of the passages cited
is/are indicated by square brackets. The key for the transcription conventions is found in the appendix.

In all of the four encounters three participants are involved: a doctor (D) or a nurse (N), a patient (P)
and an interpreter (I). The reason for the selection of the excerpts was based on the topic of pain and
anxieties uttered explicitely by the patients.

Example 1

Example 1 is a follow-up consultation in the department of internal medicine. The parties involved are
the patient (P), the doctor (D) and the interpreter (I). The doctor speaks German. The patient is Turkish
speaking and she has some command of German.

In Example 1 two excerpts are discussed. The focus is on finding the cause of the patient’s pain in
her leg and on deciding on the adequate treatment.

Excerpt 1.1 “How Is It Going?”

The doctor begins the consultation with an open question to encourage the patient to talk freely about
her physical condition: “Wie geht’s?” (“How is it going”?)

After the doctor’s initial open question “Wie geht es?” (“How is it going?” [12]) the patient answers
in German. Obviously, she has some command of German. She understands the question and answers
in German: “‘ee, nit gut, uh, beide krank, viel so alles.” (“uh, not good, um both bad, much so all” [12]).
What she wants to say exactly, remains rather vague. After this introduction, the doctor is interrupted
by an assistant’s inquiry. After giving a short answer to the assistant, she turns to the patient again. A
verbal pause follows during which the patient looks at the doctor, saying nothing. Instead, the interpreter
takes over the next turn: “What was not good? That is what she asked you.” [12] - [13]). Contrary to the
open question of the doctor, the interpreter foregrounds a negative perspective. She does not refer to the
patient’s first answer in German, but acts on her own initiative. The patient then reacts in response to
the interpreter’s intervention and refers only to the pain in her leg and supports her utterance by stroking
her left leg from her thigh to the knee without retrieving her more general answer in German (‘“‘uh, not
good, um both bad, much so all” [12]) from before. The doctor follows the patient’s gesture with her
eyes (figure 1a). The interpreter does not reproduce the pointing gesture.

The doctor then shifts her gaze to her documents. Doctors have to fulfill several tasks like reading or
writing reports, looking for documents, answering questions of assistants or speaking on the telephone
while interacting (see e.g. Greatbatch, 2006; Heath, 1984). The interpreter verbalises the patient’s repeated
pointing gesture: “Uh my left leg hurts so much.” [14]) and points with her index finger to the legs of
the patient in order to locate the painful area (see Kendon 2004), thus coupling the pointing gesture with
her verbal activity (figure 1b).

The patient goes on mentioning her “sleeping” leg and adds that her knees “does things” [14]) with-
out a more distinctly formulated explanation. The interpreter omits this part of the utterance, probably
because of overlapping talk. After the withdrawal of her gaze, the doctor starts with a new question (see
excerpt 1.2).

The most problematic issues of excerpt 1.1 are the omissions of the symptoms in the interpreter-
rendered utterance as well as the additions of the interpreter in which she gives her instructions to the
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Table la. Excerpt 1

[12] 30 [02:27.9] | 31 [02:28.7) 32 [02:46.6]
D [v] wie gehts?
D [tr] how is it going?
D [nv] ((an assistant knocks at the door and interrupts the
interaction with a question, after the interrution she
turns her head towards the patient and looks at her))
[[v] Nastlsiniz? Iyi olmayan neyidi?
I [tr] how are you? what was not good? that
P [v] ee, nit gut du beide krank viel so alles.
P [tr] uh, not good you both ill much so all
P [nv] ((points to back and knee))
[13] . 33 102:48.9]
I[v] onu sordu sana.
I [tr] is what she asked you.
P [v] diyorumki bu bacagim cok bu kalcadan agriyor tah suraya.
P [nv] ((points to hip and knee))
P [tr] I say this leg hurts so much from the hip till here.
[14] . 34 [02:54.0]
D [v] mhmh
D [nv] ((withdraws her gaze and starts
writing))
I[v] uh my left leg hurts so much
I [nv] ((points to the leg of the patient))
P [v] kadar zaten dizlerim agriyor | cok uyusup sey yapiyor yani
P [nv] ((points to her thigh))
P [tr] my knees hurt anyway sleeps a lot and does things

Figure la. The doctor looks at the patient’s pointing gestures
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Figure 1b. The doctor shifts her gaze to her documents

patient without interpreting these self-initiated instructions for the doctor. The interpreter acts as an
expert. The doctor accepts the interfering of the interpreter and does not question her behaviour.

Excerpt 1.2: “Is This a Pain That Is New?”

After the withdrawal of her gaze, the doctor starts with a new question (see excerpt 1a). The doctor’s
question “Sind das Schmerzen, die neu sind oder die Sie schon von vorher kennen?” (“Is this a pain
that is new or do you know it from before?” [15 - 16]) is formulated clearly as an alternative. She tries
to determine what is wrong with the patient. However, the interpreter expands the question (“This pain
then is it new or do you know it from before or do you know whether you had it before?” [16 - 18]), so
that the second part of the original utterance is in fact repeated. Whether the patient understands the
expanded and therefore less comprehensible question is dubious. In any case, she does not respond to
the alternatives suggested by the doctor. Instead, she believes the pain in her leg is caused by her tem-
porary paralysis she was suffering from some time back. This assumption is not conveyed to the doctor
by the interpreter. Instead, the interpreter acts again on her own initiative by disagreeing and excluding
the doctor by speaking Turkish: “No, no, the pain that you describe now” [19]). Because of this omis-
sion by the interpreter, the doctor cannot explore the patient’s answer. The doctor might realise that the
interpreter talks to the patient in Turkish without interpreting for her. Yet she does not intervene and
seems to confide in the interpreter. She might not be aware of the fact that the interpreter is acting on
her own initiative. The omission might have a negative effect on the outcome of the consultation (see
Zendendel, Schouten, van Weert, & van den Putte, 2018).

As seen in this case, omissions (especially in combination with an addition) can lead to “dilution
or even censorship.” (Setton, 2015, p. 163). The interpreter performs a dominant and an excluding role
without the knowledge of the doctor. The doctor seems to trust the competence of the interpreter. Al-
though the patient knows that the interpreter influences her by advising her to change her answer, she
apparently trusts the expertise of the interpreter, too, and does not object.
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Table 1b. Excerpt 2

[15] . 35103:04.4] 36
[03:09.3]
D [v] sind das
D [tr] is this a
[16] . 37103:14.0]
D [v] schmerzen,die neu sind oder die sie schon von vorher kennen?
D [tr] pain that is new or have you had it before?
I[v] bu agrilar peki
I [tr] this pain
[17] .
I[v] yenimi yoksa daha dncenden biliyormusun yoksa daha 6ncen biliyormusun bu
I [tr] well is it new or do you know it from before or do you know whether you had
[18] . 38 [03:18.2]
I[v] agrilar
varmydi?
I [tr] it before?
P [v] ya zaten dizlerim bu felcden dolay1 agriyor belim.
P [nv] ((points to knee and back))
P [tr] well my knee my back hurt because of the paralysis
[19] . 39 [03:23.7] | 40 [03:25.4]
I[v] yok, yok bu simdi tarif ettigin agri.
I [tr] no, no the pain that you describe now.
P [v] su yeni.
P [nv] ((points again from the back to
P [tr] this is new.
[20] . 41 42 | 43 44 [03:27.8] 45 [03:29.9]
[03: | [03 | [03:
26. |: 27.
6] 26. | 6]
2]
I[v] This is yes this
new.
P [v] sOle surdan suraya kadar yeni.
P [nv] the knee)) ((points to the left thigh))
P [tr] like this from here to there.
[21] . 46 [03:32.0] | 47 48 49
[03:33.8] | [03:34.0] | [03:35.7]
I[v] pain from hip to knee that is new.
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Example 2

Example 2 is a follow-up encounter in the department of oncology. The parties involved are the patient
(P), the doctor (D) and the interpreter (I). The patient is Turkish speaking and she has some command
of German.

In Example 2 two excerpts are discussed. After surgery and chemotherapy, the breast cancer patient has
just started the radiation therapy. She gets aches and pains and emphasises her fear of tumour recurrence.

Excerpt 2.1: “| Feel Aches and Pains”

In excerpt 2a, the doctor starts with the question “Ja, jetzt, wie geht es Ihnen?” (“Well yes how are
you now?” [13]). The interpreter transmits the doctor’s open question adequately and the patient starts
explicitly talking about her pain and her anxieties. After the interpreter has completed her rendition,
the patient might have expected a response from the doctor, but the doctor instead just encourages the
patient to go on with her narration (“mhm”, [15]) without commenting the patient’s complaint. She
then repeats her utterance and adds the precise chronological structure of the development during the
three days until she could do nothing else but see the familiy doctor. By omitting the patient’s repeated
utterance (“Today I feel aches and pains”, [15 - 16]), the interpreter reduces the emotional intensity and
shifts the focus to the aspect of the timing. Although the interpreter has at the beginning rendered quite
closely that the patient suffers from pain [14 - 15], the doctor also accentuates only the aspect of time,
when he makes sure that she suffered from pain three days, before going to see the family doctor [17].
The doctor does not respond to the emotional factor: “Was hat der Hausarzt herausgefunden? (“What
did the family doctor find out?” [19]).

The doctor could have responded to the patient’s complaint that the interpreter conveyed to him. His
focus is only partly due to the interpreter’s omission. He avoids responding to the affective part and
instead follows the interpreter by foregrounding the aspect of time (“three days”) and by inquiring about
the results after her visit to the family doctor. After a short interval of a little more than five minutes, the
patient repeats her complaint. It may well be that she has not understood, why she got no answer from
the doctor. “Trying again” is her only possibility to get the doctor involved.

Excerpt 2.2: “Fear Grips Me ...”

Obviously the doctor has up to this moment not been able to persuade the patient that her pain is most
probably harmless. The patient therefore repeats her prior concern and clearly states with more inten-
sity than before that she is very ill and concerned because of the pain: “Ee maybe anyway I am a sick
person or from somewhere else and now that this wound exists fear grips me at once where does it hurt,
I say it comes from here ...” [88 - 91]). The patient’s complaint might be difficult to understand for the
interpreter and challenging to interpret. She struggles to convey to the doctor what the patient has said,
because it is not very clear what the patient is saying and not easy to memorise, even though the gist of
the patient’s utterance can be properly understood.

The patient’s verbal deictic “I say it comes from here” [90] coincides with the gestural pointing to
her breast.

The interpreter reproduces the gestural pointing, but fails to connect the pointing gesture with the
patient’s verbal deictic. The interpreter refers to the wound not to the location of the pain. The two ges-
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Table 2a. Excerpt 1

[13] 20 [01:15.0] 21 22 23 [01:17.7] 24
[01: | [O1: [01:19.7]
16. | 16.
3] 6]
D [v] ja jetzt wie geht es Thnen?
D [tr] well yes, how are you now?
I[v] nasilsimiz?
I [tr] | how are
[14] . 25 [01:20.7] 26 [01:23.2]
P [v] iyi iyi degilim agr1 sizilarim ¢ok.
P [tr] I am not well, I feel aches and pains
I[v] I am not well
I[tr] you?
[15] . 27 28 29 30 31 32 [01:28.4]

[01: | [01: | [01: |[O1: | [O1:
24, 126. |[26. |26. |27.
7] 4] 4] 6] 1]

D [v] mhm
D [nv] ((nods))
P [v] bugiin coktur agr1
P [tr] today I feel aches
and
I[v] I feel aches and pains.
[16] ..
P [v] sizilarim ¢oktur diin evelki giin iste {i¢ glin duramadim.
P [tr] pains yesterday and the day before three days I couldn't bear it yesterday.
[17] . 33 101:33.8] 34 35 36
[01: | [01:39. | [01:40.1]
36. | 2]
3]
D[v] three days
P [v] diin ee ev doktoruna gittim mhm
P [tr] [ went to the family doctor
I[v] well for three days I have
[18] .
I[v] had it the day before yesterday too yes and I could not bear it any longer and that is why I
[19] . 37 38 39 [01:45.4] 40
[01:40.9] [01:44. [01:4
8] 8.0]
D [v] mhmh | what did the family doctor find out?
I[v] went to the family doctor
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Table 2b. Excerpt 2

[88] 191 [07:06.4]
P [v] ee acaba ordami zaten ben hasta bir
P [tr] ee maybe anyway I am a sick person or
[89] ..
P [v] insan baska bir yerdemi simdi birde bu yara oldugu zaman
P [tr] from somewhere else and now that this wound exists
[90] 192 [07:13.2] 193
[07:18.9
|
P [v] birde korku aliyor hemen bu nere agridig1 zaman ben diyorumki burdan
P [tr] fear grips me at once where does it hurt, I say it comes from here
P [nv] ((patient points to the left breast))
I[v] | mhmh
[91] 194 | 195 [07:23.7]
[07
:19
.0]
P [v] geliyor yani belki baska bir yerden gelir.
P [tr] maybe it comes from somewhere else.
I[v] well I think it has been so bad now I know | the pain but the last three
[92] 196 197 [198[07:27.7]
[07:26.7] [07:2
7.5]
D [v] viel schlimmer mhmh
D [tr] a lot worse|mhmh
I[v] days the pain was a lot worse so that I |thought it might
[93] 199 (200 |201 |202
[07:3 [ [07:3 | [07:3 | [07:39.
2.0] [2.5] |2.6] |8]
D [v] mhmh mhmh
I[v] come from something else| and if |
[94] ..
I[v] wound I have a wound here and um then I always think it may be that it is
I [nv] ((interpreter points to the wound))
[95] 203 | 204 | 205
[07:4 | [07:4 | [07:41.
0.3] [1.0] |5]
D [v] mhm
h
I[v] something else that the pain comes fom somewhere else that
[96] 206 [07:42.9] 207
[07:45.6]
D [v] ich wiirde es mir gerne mal anschauen
D [tr] I would like to have a look at it
I[v] makes me so uneasy.
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Figure 2a. The patient complements her utterance with pointing to her left breast

Figure 2b. The interpreter reproduces the gesture

tures look alike, but do not have the same meaning. The doctor perceives the pointing gestures of both
the patient and the interpreter (see figures 2a and 2b), but he cannot recognise that the patient’s verbal
deictic (“here”) is omitted, as he does not understand the patient’s original utterance. He has no reason
to distrust the interpreter’s competence.

Instead of interpreting the patient’s utterance, the interpreter repeats parts of what the patient had
said about her pain’s development over three days (see excerpt 2a). Although the doctor is told by the
interpreter about the patient’s pain-related anxiety and fear, he remains on the factual level that is obvi-
ously relevant for him and avoids to address the patient’s emotional concern (see e.g. Butow et al., 2002;
Lindemann, 2015; Pollak et al., 2007). The patient’s pain could possibly signal a medical problem that
he might have failed to uncover up to now. So the doctor pays attention to her concern and examines
her physically in order to find out the source of the pain. The patient finally achieves her goal in the
interaction, but she might still miss his emphatic response.

The doctor is told about the patient’s uneasiness by the interpreter, but he hears nothing about her
anxiety: “fear grips me” [90] vs. “that makes me uneasy” [95 - 96]. The doctor could respond to the
uneasiness, but he does not encourage the patient to talk about the emotional issue. Later in the consulta-
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tion (not shown in the excerpts 2.1 and 2.2), the patient tells the doctor that she needs someone to talk
to about her worries. Displaying a more engaged attitude towards emotional aspects could have been a
move to a positive nature in the doctor-patient communication and satisfy her need to be taken seriously:
“Patients ... sometimes may have health worries about whose medical status they are not confident. ...
Given that the exploration of psychosocial factors is central to improved communication and medical
care ..., it is important for doctors to pay attention to patients’ explanations that introduce such factors.”
(Teas Gill & Maynard, 2006, p. 148).

Example 3

Example 3 is a follow-up encounter in the department of diabetology. The parties involved are the patient
(P), the nurse, specialized in diabetic education (N) and the interpreter (I). The patient speaks Albanian
and she has some command of German.

In Example 3 two excerpts are discussed. The patient has been told how to monitor the blood glucose
level and how to use the results for self-management decision making. But up to now, maximum effec-
tiveness has not been reached. The nurse’s aim is to lower the blood glucose level while the patient wants
to be reassured that the change of the injection site does not cause various symptoms like for instance
the inflammation in the abdomen.

Excerpt 3.1: “She Wants to Tell Something About Her Stomach”

The patient complains about physical troubles in the abdomen that concern her more than her blood
glucose level: “But I have been more seriously ill because of the uterus” [47]. The interpreter renders
the patient’s term “uterus” by “stomach.”* The interpreter does not consider this statement of the patient
as relevant enough for an interpretation, but at least he tells the nurse about his decision not to interpret
this statement for her. He also repeats for the benefit of the nurse that the patient’s troubles might be an
issue at a later stage in the encounter, as he had mentioned to the patient before. The nurse agrees without
questioning his behaviour, and the interpreter uses the third person singular when he interprets for the
nurse [48] and speaking about the patient behaves as a conversational participant. The nurse sanctions the
interpreter’s behaviour as a gatekeeper, gives him priority as a speaker and accepts him as a participant
who changes the content on his own initiative. The patient’s chances of being included in the interaction
appear rather restricted. Yet in the next turn [50], the patient “re-launches” her complaint and stresses
the change of the various injection sites which might have caused the infection in her abdomen. She
talks with an increased intensity and supports her utterances with pointing several times to her arm [52].

The patient’s pointing gestures are perceived by both the interpreter and the nurse, but both ignore
them. The interpreter does not verbalise the gesture and the nurse does not ask what this repeated point-
ing could mean.

Excerpt 3.1: “But | Am Afraid, You Know, That It Will Get Worse”
There seem to be three different “layers” of conversation going on. The patient and the interpreter talk-

ing to each other [98 - 102], the nurse speaking on the phone [102 - 103], and the nurse talking to the
interpreter [105 - 106].
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Table 3a. Excerpt 1

[47] . 98 99 100 [03:59.8]
[03: | [03:
58. | 58.
0] 3]
P [v] a ase, ama shum jam kan une pi mitrés e smut.
P [tr] I have been more seriously ill because of my uterus.
[48] . 101 [04:03.6] 102 103 [04:06.7]
[04:05
8]
P[v] a po ani
P [tr] a yes
ok
I[v] po kjo, noshta vjen masane;j. She wants to tell
I [tr] but maybe this comes later
[49] . 104 [04:08.5]
I[v] something about the stomach | I said this comes maybe later.
[50] . 105 | 106 [04:10.9]
[04:1
0.0]
N [v] ja
N [tr] yes
P [v] e une po t'vej tishti e pruna ginato vet k'tu,ama se kam k'
P[tr] as we are here now, I would like to ask you something, 1
[51] .
P [v] to isilinat ¢'tej ma shum mos ma infektu barki,se kam marr shum k'tu,
P [tr] inject insulin, maybe that is why I have an inflammation in my abdomen,
[52] . 107 [04:20.7]
P[v] se une gera her i kam morr k'tu k'tu k'tu k'tu ene n'kra,
P [nv] ((points to injection sites))
P [tr] because I inject more. | before I injected here here here here and into the
[53] . 108 | 109
[04:2 | [04:28.4
771 11
P [v] nuk kom morr vec n'bark. se tash po i
P [nv] ((points
to
P [tr] arm, 1 did not inject only into the stomach. now [
I1[v] mhm
h
[54] . 110 111 [04:31.9]
[04:31.3]
P [v] shpoj k'to e po marr infektim, se para di javé un jam
P [nv] her abdomen))
P [tr] inject here and I get an infection. | because two weeks ago
I1[v] né n'bark?
I [tr] in the stomach?
[55] . 112 [04:34.1] 113
[04:36.1
]
P [v] kén e smur k'tu thot tu kéné e infktu zorrt.
P [nv] I ((points to the abdomen))
P [tr] Iwas ill here and they rold me I had an intestinal infection.
1[v] | mhmh
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Figure 3. The patient points to the sites of the injections

The patient wants to be reassured that the sites of the injections are not causing the physical problems
she is suffering from. The interpreter does not convey the patient’s emotional complaint, but interprets
what he thinks matters and the nurse cannot respond to the concerns of the patient. After the phone call
she seems to take up the preceding turns (“precisely”), but in fact she just follows her medical argumen-
tation from before. The patient and the nurse do not have the same aims in the consultation: the patient
needs to be reassured that the modalities of the insulin therapy do not harm her while the nurse wants
to optimise the patient’s measuring methods.

A hypothesis to be proposed could be that the interpreter omits emotional parts of the patients’ ut-
terances, because he is of the opinion that the nurse prefers to concentrate on medical facts rather than
to focus on the patients’ emotional talk. So he seems to adopt the function of the gatekeeper (Davidson,
2000) and the nurse accepts his conduct, thereby accepting the patient’s exclusion.

Example 4

Example 4 is a follow-up consultation in the department of diabetology. The parties involved are the pa-
tient (P), the doctor (D) and the interpreter (I). The patient is Turkish speaking but being an experienced
insulin user, he understands most diabetes-related issues that the doctor explains in German.

In Example 4 two excerpts are discussed. The focus at the end of the encounter is the patient’s ques-
tion concerning pain in his feet.

Excerpt 4.1: “Do You Have a Last Question?”

The doctor indicates with his question that the consultation has come to an end. The patient seems to
know that the doctor will not deal with his worries in the closing minutes, but he asks his question all
the same. His complaint reflects the fear of a threatening condition. The doctor is occupied with writ-
ing and her head is turned away from the patient. She does not monitor the patient’s utterance and does
not pay any attention to his gesture which might have suggested to her that the version of the patient
does not correspond to the interpreter’s rendition. The patient turns to the interpreter and talks to her
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Table 3b. E xcerpt 2

[98] . 185 [07:59.0]
P[v] edhe pérpara jam kan gjat ashtu e s'mut ashti s'po e dijshte se po
P [tr] and I was so ill before, but I don’t know, I take the injections
[99] -
P [v] i marr gjilponat ve¢ zemra po m'kan, a di ¢i mos u bona hala ma bet a di
P [tr] but I am afraid, you know, that it will get worse
[100] . 186 187 188 189 [08:12.3]
[08:08.6 | [08:12 | [08:12
| 0] 2]
P [v] k'tu. se p'e di sheqgeri po m'ben shum posht,e shum bojn e kam
P [tr] here. 1 know, the sugar is low, very low is the sugar, you can look at it
DOLM [v] po PO, PO PO po po
I [tr] ja Ja, ja jajaja.
[101] .
P [v] sheqgerin,qera ta kqira me rrall aty, rrall d'onjhere see s'ma blun midja a e
P [tr] there, but seldom sometimes, because the stomach doesn’t digest well
[102] . 190 191 [08:21.5]
[08:1
7.
1]
N [v] diabetes berotig X., ich bi imene
N [tr] Diabetic education Ms X speaking, I am
in
N [nv] ((speaks on the phone))
P [v] di gi ¢'ashtu m'hyp shegeri
P [tr] You know, then the sugar is high.
[103] . 192 [08:30.7]
N [v] dolmetschgschproch mit videoufnahme, genau, tschiiss.
N [tr] an interpreter-mediated talk that is video recorded, precisely, bye
[104] .
I[v] troubles before, too, but now there were more troubles
[105] . 193 [08:36.8] 194 | 195 [08:43.7]
[08:
38.
0]
N [v] mhmh genau. | esist SO, dass das insuLIN unter
N [tr] mhmh precisely | that is right the insulin is injected
I[v] troubles before.
I [nv] ((nods))
[106] .
N [v] die haut gespritzt wird, das weiss sie ja
N [tr] subcutaneously, she knows that

about his pain and about the doctor who will probably not answer his question. He is pointing to the
doctor, showing that he is talking about her. This is a difficult situation for the interpreter. She decides
to change this face-threatening utterance completely. The patient has been talking about his pain [344]
to the interpreter. The interpreter changes the word “pain” to “little problems”. The doctor only turns
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Table 4a. Excerpt 1

[343] 625 626 [27:37.7] 627 [27:39.5]
[27:36.
91
D [v] haben Sie noch eine Frage?
D [tr] do you have a last question?
I[v] sormak istediginiz birsey varmi?
I [tr] is there something you would like to ask
P [v] hay1
r
P [tr] no
[344] . 629 [27:44.9]
P [v] sormak istedigim ne olur bu agriar1 soracam diyecek seker hastaligindan
P [tr] what is there I wanted to ask | I ask because of this pain she will
[345] 630 [27:50.7] 631
[27:53.9]
D [v] mhmh
I[v] he has sort of little problems
P [v] otiirii (xxx)
P [tr] say it is because of the sugar disease
[346] 632 [27:54.5]
I[v] and um then she would say it is because of the sugar but asks other doctor who
[347] 633 [28:01.0]
D [v] ja Sie haben ja em probleme mit den em geféssen an
D [tr] yes, you well have um problems with the um vessels at
I[v] operated that.
[348] . 634 [28:07.5]
D [v] den Beinen.
D [v] your legs | .
1[v] ayaklarmizda bu sey damarlarinda sorununuz var degilmi?
I [tr] you have problems with your feet with your things veins, haven't
you?
[349] 635 636 [28:10.7] 637 [28:11.9]
[28:10.
4]
D [v] und da waren Sie auf der Angiologie.
D [tr] and then you were at the angiology.
P [v] jaja ayakta onlar mesala suraya kadar
P [nv] ((pointing to his foot))
P [tr] yes, yes my foot for example here
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her head and looks to the interpreter when she hears the word “problems” [345]. She responds to the
fact of the problems the patient has with the vessels.

In addition, the interpreter has a terminological problem, as she does not know the word “vessel” and
she does not have the medical knowledge either to work “top-down” and for instance to paraphrase the
term. However, she signals her word finding process to the patient by asking him: “You have problems
with your feet with your things veins, haven’t you?”” [348]. The patient accepts her first choice and starts
talking about the pain in his feet.

The interpreter performs a role that goes by far beyond that of an interpreter. The doctor is not aware
of the interpreter’s conduct.

As the interpreter changes the content, the patient’s gesture looses the original meaning. The inter-
preter gesticulates with no communicational function, instead the gesture can be seen in the context of
her word finding process as she is producing her own content (see figure 4b).

This sort of gesture is called “Butterworth gesture” after Brian Butterworth (Butterworth & Hadar,
1989), a gesture that is quite common in this dataset.

Excerpt 4.2: “When Walking for Instance | Have a Pain as if | Walked on Sand”

The patient tries again to draw the doctor’s attention to his pain.

Figure 4a. Patient points to the doctor who concentrates on writing the report
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The patient is concerned with a disturbing pain in his feet that he mentions only at the closing seg-
ment of the encounter. The interpreter passes the information on: “when he walks he feels pain anyway”
[352], but omits the metaphor. It is difficult to say, whether the interpreter downgrades the complaint
intentionally. It may be that she does not quite know what the patient means by “walking on sand” so
that the omission is rather the consequence of a cognitive problem. But she downgrades the patient’s
next utterance: “Mine is bad, it burns, [ am in great pain, it destroys me.” [358 - 359] to “Well, he is in
such great pain and somehow so warm and quite hot at his foot.” [359 - 360]. The doctor might have
responded to the patient’s complaint, if the interpreter had rendered the intensity in the patient’s utterance
more adequately. But this is by no means certain, she clearly wants to end this consultation and avoids
to take up the emotional part when she refers for the second time to his visit to the angiology that she
recommends (Hofer, Eggler, Kleinberger, & Morina, 2017).

CONCLUSION

The present chapter reports on findings that emerged from the analysis of eight selected excerpts.

Overall, the empirical data disagree strongly with the idea that interpreters are acting according to
certain concepts of arole like “linguistic conduit”, a “bilingual mediator” or a “cultural broker” in mind.

Although the interpreters convey much of what is said by the primary interactants, they provide
ample evidence in their renditions by deviating from the original utterances in different ways. In the
examples 1 — 4 the frequency of omissions and reduced renditions is clearly shown. Most problems are
identified in the interpreters’ renditions of the patients’ utterances to the doctors or to the nurse. There
are different reasons for the interpreters’ behaviour that can be identified. Incomplete renditions can
be caused by overlappings as in example 1 (see table 1a) (see also Pollabauer, 2015, p. 212), by the
lack of the interpreters’ medical knowledge and terminology as in the examples 3.1 and 4.1 (see e.g.
Albl-Mikasa, Glatz, Hofer, & Sleptsova, 2015; Dubslaff & Martinsen, 2005; Hofer, Eggler, Sleptsova,
& Langewitz, 2015) or by their acting as participants in the interaction and going beyond the role of an
interpreter by deciding as gatekeepers which information should be transmitted from one interactant
to the other and which is hold back as is seen above all in example 1 and 3 (see Davidson, 2000; Hale,
2007, p. 44). In any case it is questionable, whether alterations of the original utterances are perceived
at all by the primary interactants.

Frequently the omissions and the reduced renditions concern instances where patients focus on pain
and anxieties. As regards to the processing of the patients’ complaints, two patterns are identified: The
interpreters omit the patients’ complaints of pain or anxieties entirely, as is shown above all in the ex-
amples 2 and 3. Therefore, the doctor and the nurse do not hear anything about the patients’ concerns
and state of mind, they have to refer to what they hear from the interpreters. As the examples show, the
omissions go unnoticed or at least uncommented by the doctors or the nurse. In view of the frequency of
omissions and of reduced renditions, there seems to be a conscious decision to some extent (see Napier
2002), possibly based on the interpreters’ awareness of the doctors’ and nurse’s reluctance to address
issues of pain and anxieties in the sense of gatekeeping (see Davidson, 2000). A milder form of omission
that occurs in these eight excerpts is the reduced rendition when the interpreters relay only parts of the
patients’ complaints about physical pain or anxieties and/or downgrade the relevance or the intensity of
the patients’emotional utterances: In the instances of downgrading, the doctors or the nurse could, in fact,
respond to the patients’ concern. It is one of the striking results in this study that neither the doctors nor
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Table 4b. Excerpt 2

[351] . 642 643 [28:20.3]
[28:19
.6]

P [v] yiiriirken mesela kumda yiiriir gibi agr1 yapiyor.

P [tr] when walking for instance I have a pain, as if [ walked

[352] . 644 645 [28:23.2]

[28:21
9]

I[v] and when he walks he feels pain anyway.

P [tr] on sand.

[353] 646 [28:24.9] 647 [28:25.5]

D [v] genau wann waren Sie das

D [tr] Exactly when did you

[358] . 655 [28:43.8]

P [v] (xxx) benimki acayip bdyle yaniyor

P [tr] mine is bad, it burns, I am in great pain,

[359] .- 656 [28:47.2] 657
|28:
49.5
|

I[v] well he is in such great pain and somehow

P [v] sizliyo mahv etti beni

P [tr] it destroys me

[360] . 658 [28:54.8]

D [v] ja (.) also es kann

D [tr] Yes () well it may

I[v] so warm and quite hot at his foot.

[361] .

D [v] zum teil sicher durch die Zuckererkrankung und durch das probLEM mit

D [tr] partly be because of the sugar disease and because of the

[362] . 659 [29:01.4]

D [v] den gefidssen | Sie sind ja deswegen (.) auf der angiologie (.) in

D [tr] problem with the vessels. That is why (.) you are treated at the |

[363] . 660 [29:05.6]

D [v] behandlung.

D [tr] angiology).

I[v] sekerle bi alakasi olabilir ama ayaklarinizda baska sorun olabilir.

I [tr] it may be related to the sugar but it may also be

[364] 661 [29:10.8] (32)

I [tr] another problem with your feet.
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the nurse as a rule respond to the emotional parts, even if the interpreters’ rendition would enable them
to do so. One might argue that the doctors or the nurse might pay less attention to the patients’ emotional
state due to fact that the affective parts of the discourse are not interpreted adequately. However, a com-
parison with monolingual interactions shows that doctors tend to dwell more on the medical facts (see
Fiehler, 2005; Giilich & Lindemann, 2010; Lindemann, 2015; Pollak et al., 2007; Ruusuvuori, 2007;
ten Have, 1990) than to respond to affective statements of their patients. On the basis of the data in the
current contribution, it can be assumed that experts as well as interpreters avoid responding to patients’
emotional talk on pain and anxieties. The data reveal that omissions and reduced renditions are clearly
detrimental to the patients’ intentions.

In face-to-face communication all the participants transmit meaning also by their multimodal resources.
Both verbal aspects and bodily resources of the primary interactants and of the interpreters are a relevant
factor in doctor-patient communication. The video-recordings of face-to-face communication shed light
on how the participants employ multimodal resources to clarify their verbal activities. Gestures, directions
of gaze and head turns are especially relevant features in doctor-patient communication (see e.g. Norris,
2004; Stukenbrock, 2008). In the excerpts discussed above, pointing gestures represent an integral part
in the patients’ utterances. By pointing to aching parts of their body patients clarify the sites of their
pain in all of the four examples and thus contribute to minimizing the conversational difficulties. In the
excerpts discussed above, three patterns of the interpreters’ reaction can be observed: Pointing gestures
of the interpreter are helping to bridge the linguistic gap as shown in figures 2a and 2b. Yet the data also
show that the interpreters reproduce the patients’ gestures only vaguely, even if the gestures of the patient
are repeated, thus showing the significance of the complaint: The interpreter in example 1 just points
to the thigh of the patients (see figure 1b) without really reproducing the gestures, but then transmits
the patient’s repeated pointing gesture by also verbalising it. In another situation, the data show that an
interpreter avoids reproducing the patient’s gestures, even when the gestures support crucial messages.
For instance, in example 3, the patient points several times to her arm in a highly emotional part of the
encounter. Both the interpreter and the nurse are looking at the patient pointing to the sites of injections
(see figure 3a). Yet the interpreter does not reproduce the gesture nor does he verbalise it and the nurse
does not refer to the patient’s repeated pointing either. The nurse seems to rely more on the interpreter
than on the patient, and the patient’s complaint remains unanswered.

To conclude, patients in interpreter-mediated consultations have more difficulties in raising concerns
than patients who speak the same language as the experts (see Rivadeneyra, Elderkin-Thompson, Silver,
& Waitzkin, 2000), if parts of the patients’ utterances are omitted or reduced in their intensity (see Butow
et al., 2011). As a consequence, the patients are excluded from parts of the conversation and probably
do not realise, why the doctors do not address their complaints. In none of the four consultations are the
patients in the position to shift the focus of the conversation to their pain or to their anxieties, neither
through repeated statements or questions nor through gestures. The doctors and the nurse seem to rely
more on the interpreters than on the patients, and seem to give priority to interpreters as speakers with-
out being able to monitor the adequacy of the interpreters’ renditions. A result that corresponds with
Pasquandrea’s study (see Pasquandrea, 2012).

The findings of this study suggest that more data be collected in various language pairs. Empirically
based research projects are needed to further investigate the patterns of participants’ verbal and non-
verbal communication as well as the in-/exclusion of the patients in the interactions. The empirical data
are valuable material to illustrate the practice of interpreters as well as of doctors and nurses and should
be used in future joint training programmes for medical interpreters and for medical staff.
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ENDNOTES

For the University hospital in Basel, interpreters are provided by “HEKS Linguadukt”, available
online: http://www.heks.ch/de/schweiz/regionalstelle-beiderbasel/linguadukt-basel/details/, For
the University hospital in Zurich, interpreters are provided by “Medios”, available online: www.
stadt-zuerich.ch/aoz/de/index/integration/medios.html

https://www.inter-pret.ch/de/home-1.html

The definition of B2 according to The Common European Framework of Reference (http://www.
coe.int/t/dg4/linguistic/source/framework_en.pdf, accessed on 28 February 2019) describes the
B2 level of foreign language proficiency as follows: “Can understand the main ideas of complex
text on both concrete and abstract topics, including technical discussions in his/her field of spe-
cialisation. Can interact with a degree of fluency and spontaneity that makes regular interaction
with native speakers quite possible without strain for either party. Can produce clear, detailed text
on a wide range of subjects and explain a viewpoint on a topical issue giving the advantages and
disadvantages of various options.” (p.24).

This terminological problem was identified by Naser Morina (University Hospital of Zurich). He
believes that it is not a cultural but a lexical or an auditive problem, as “stomach” in Albanian
is “mitja”. The Albanian word for “Gebéarmutter” is “mitrés”and sounds similar to “mitja”. The
translator who wants to stay anonymous shares this perception.
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APPENDIX
Transcript Notations

(.) = pause for less than 0:2 seconds

[v] = verbal utterance

[tr] = translated from Albanian or Turkish into German

[nv] = non-verbal communication

((text)) = description of non-verbal activity

(xxx) = incomprehensible words

(....) = to shorten the transcript, some parts within a transcript are omitted. The passages in question
are indicated by ellipsis marks

The description of non-verbal activities as well as the translation of the German and Turkish utterances
into English appear in italics. The German utterances as well as the German versions of the Albanian
and the Turkish utterances were translated into English by the author of the article.

The larger research project was funded by the Swiss federal agency Kommission fiir Technologie
und Innovation KTI, [Nr.11424.1 PFES-ES]. The project was entitled “Interpreting in Medical Settings:
Roles, Requirements and Responsibility”.

The PhD research received no specific grant from any funding agency in the public, commercial, or
not-for-profit funding.

164

EBSCChost - printed on 2/10/2023 12:14 PMvia . Al use subject to https://ww. ebsco.conitermns-of-use



165

Chapter 7

Cultural Differences in
Interpreter—Mediated Medical
Encounters in Complex

Humanitarian Settings:
The Case of Emergency ONG Onlus

Maura Radicioni
https://orcid.org/0000-0002-4484-1886

University of Geneva, Switzerland

ABSTRACT

Interpreters and mediators working in complex humanitarian settings are faced with new challenges,
both linguistic and non-linguistic. As part of on-going research, this chapter reports on cultural differ-
ences in interpreting major variables in interpreter-mediated medical encounters in complex humanitar-
ian scenarios. The author will address the importance of cultural issues in humanitarian interpreting,
based on the assumption that differences in culture can be a serious barrier to effective humanitarian
communication. The author focuses on the interpreters and cultural mediators working for the Italian
NGO Emergency ONG Onlus, which provides medical assistance to migrant communities in Southern
Italy at its Castel Volturno clinic. The aim is to highlight the importance of a shared culture between
interpreters/mediators and their clients and adequately deal with existing cultural differences in order
to enact a so-called “cultural compromise” between migrant patients and health professionals with the
goal to facilitate prevention, health promotion and education, and treatment.

INTRODUCTION

The cultural turn in translation studies, which started in the 1980s, contributed to a shift in the focus
from language mediation to cultural mediation and helped see translation and interpreting as culturally
and socially embedded practices. The role of the interpreter as a cultural agent is now widely acknowl-
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edged among scholars (Roy, 2002; Angelelli, 2004; Wadensjo, 1998). As early as 1999, Mikkelson
had already clearly described the importance for interpreters of all modes and contexts to be aware of
cultural differences:

It is almost universally acknowledged that interpreters working in medical and social service settings
need to be acutely aware of cultural differences (hence the term “cultural interpreter” that is so prevalent
in Canada), although there is widespread disagreement about what they should do with that knowledge
(Carr et al., 1997). Court interpreters are also expected to take culture into account, although they are
much more restricted in their ability to educate their clients about cultural differences (Gonzalez et al.,
1991). What many of these interpreters may not recognise is that conference interpreters, too, consider
themselves not just linguistic, but also cultural intermediaries. Seleskovitch (1978a, 1978b) and Seleskov-
itch and Lederer (1984) have written extensively about the link between language and culture. Perhaps
Jones (1998, p. 4) sums it up best when he says that “in all of their work, (conference) interpreters must
bridge the cultural and conceptual gaps separating the participants in a meeting.”

Scholars who argue that interpreters need to be culturally knowledgeable, as suggested by Mikkelson
(1999), view them as cultural mediators. Because cultural differences between communicating parties
may lead to conflicts, interpreters as cultural mediators are expected to resolve said potential conflicts and
facilitate communication. This view corresponds to Péchhacker’s (2008) view of contractual mediation,
which “refers to mediation intended as resolution of (intercultural) conflicts, i.e. as the facilitation of
cross-cultural understanding and communication beyond language demarcation” (Baraldi, 2014). This
applies particularly to dialogue interpreting, specifically medical interpreting, in complex humanitarian
emergencies in which awareness of cultural differences can help bridge the gap between the individuals
interpreted for.

This chapter reports on cultural differences as major variables for the interpreters and mediators who
work in complex humanitarian emergencies, specifically in the medical field. It addresses the importance
of understanding cultural differences in interpreter-mediated medical encounters in humanitarian set-
tings based on the assumption that differences in culture may represent serious barriers to overcome in
a complex humanitarian scenario. The chapter anticipates the results of a qualitative study that will be
carried out in the form of ethnography with the cultural mediators working for the Italian NGO Emer-
gency ONG Onlus, which provides medical assistance to migrant communities in Southern Italy at its
Castel Volturno clinic.

The objective of this study is to highlight the importance of a shared culture between the mediator
and the client to help overcome said barriers. The focus will be on cultural mediation and the role of
medical interpreters in humanitarian settings, specifically within the framework of the medical NGO
Emergency in the Castel Volturno clinic of the organisation in Southern Italy. The focus will further-
more be on the extent to which cultural mediation is more effective; interpreters coming from the source
culture of the clients are more trusted and recognized, due to the cultural background shared by the
cultural mediators and their clients. It is worth pointing out that the study has one limitation: as of the
writing of this chapter only preliminary conversations were held with the cultural mediators working
at the Castel Volturno clinic of Emergency. Said conversations stressed the need for a stronger focus
on culture and cultural mediators, however this trend needs to be confirmed by the future analysis on
the field. The actual ethnographic observation of the interpreting and mediation activity performed by
the cultural mediators working for Emergency in the Castel Volturno clinic of the organisation will be
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carried out at a future stage, hence the reason why there is not much evidence about the outcomes of
the mediation at this stage.

BACKGROUND
Setting the Stage: Complex Humanitarian Emergencies

According to Keely et al. (2001), complex humanitarian emergencies can be described as situations
in which a civilian population is displaced from their homes by war or conflict, and one can witness a
deterioration of living conditions and there is often a significant increase in mortality, either in the short
or long-term.

Complex humanitarian emergencies are defining elements of today’s geopolitical scene, which is
characterized by globalization and large migration flows. They have grown exponentially as Europe
is facing its greatest migration wave since the end of World War II (OECD Migration Policy Debates,
2015). Data, as recent as the OECD International Migration Outlook, 2018, the statistics released by
the Study and Research Centre of the Italian Caritas (IDOS 2017), the figures released by international
organizations like the UNCHR and the IOM (IOM World Migration Report 2018), as well as the 2018
Archives on Migrations of the Italian Statistical Office (ISTAT, 2018), show a rapid surge of migratory
pressure at the Southern borders of the European Union in recent years.

In Italy, the phenomenon described above is particularly worth analysing, as increasingly large flows
of migrants and refugees requiring humanitarian and medical assistance have reached the country in the
last few years from various countries in Africa, and especially since the Arab Spring and conflicts in
Syria and other African regions. Italy has coped with the situation through a network of ad hoc centres at
Italian ports, first- and second-level reception centres for asylum seekers, accommodation and repatria-
tion centres, as well as territorial commissions for the granting of international protection at the local
prefectures and NGOs. The situation is likely to be exacerbated by a series of hard-line measures, which
have been recently introduced by the Italian government to abolish key forms of protection for migrants,
which make it more difficult for them to be protected. Italy’s new immigration-security decree, which
has been recently converted into law by the Italian Parliament, has suspended the asylum process for
so-called “socially dangerous” migrants and abolished humanitarian protection, thereby increasing the
number of illegal immigrants and resulting in the risk for many foreigners to be expelled.

In the rapidly evolving geopolitical scene, the role that is played by humanitarian organizations and
NGO s is paramount in Italy as well. According to Tesseur (2018), “NGOs exercise various important
roles in today’s globalised society: as global workplaces in the new information- and knowledge-based
economy (Castells, 2000); as organisations that seek to influence global political decisions; and as
providers of humanitarian and development assistance. They have expanded both their scope and range
of activities over the past few decades, and many NGOs work across linguistic and national borders.
In addition, a number of these organisations provide assistance to refugees, asylum seekers, and local
communities in emergency and crisis situations.” In Italy, several humanitarian organizations and NGOs
provide aid, medical assistance, and support to non-accompanied minors, and are furthermore active in
search and rescue operations at sea. By doing so, humanitarian organizations and NGOs have provided
valuable help and carried out activities that straddle the lines between various sectors: asylum procedures,
refugee conflict scenarios, conflict related settings, health and support to migrants, and legal settings.
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Interpreting for NGOs in Complex Humanitarian
Emergencies: Medical Humanitarian Interpreting?

Asaconsequence of the situation briefly sketched above, everyday interaction across languages in complex
humanitarian emergencies has become more visible and necessary than ever. This new scenario has had
an impact on the work of interpreters and cultural/intercultural mediators working for Italian organiza-
tions that are called upon to face new situations and challenges, both linguistic and non-linguistic, all of
which deserve consideration. To communicate with their users, NGOs and humanitarian organizations
often resort to interpreters and cultural mediators (Kherbiche, 2009; Moser-Mercer, Delgado Luchner,
& Kherbiche, 2013), who not only interpret for them, e.g. in triadic settings, but also advise and help
refugees and migrants claim and negotiate their rights in the hosting country (Taronna, 2016), notably in
dyadic scenarios. According to Tesseur (2018), “speakers from a wide range of languages come together,
and providing language mediation often forms part of NGOs’ day-to-day work. In other words, transla-
tion and interpreting are keys to the functioning of these organisations, as they negotiate and interact
between actors from a wide variety of cultural and linguistic backgrounds in the work they conduct.”

In Translation and Interpreting Studies, extensive research has been devoted to the analysis of the
relationship between migration and translation from historical, ethnographic, and sociolinguistic perspec-
tives (Inghilleri, 2017), the crucial role played by translation as a form of intercultural communication in
migrant contexts (Cronin, 2000), and the link between identity and language in our global society (Cronin,
2006). The relationship between translation, travel, and migration was also the subject of investigation
(Polezzi, 2006), as were the ways in which language practices emerging from migration (and migrant
writing) can be linked to translation, thus raising questions of identity, role, power, and agency (Polezzi,
2012a, 2012b). Furthermore, there is currently a growing interest in the role of interpreters in conflicts
(Inghilleri, 2008, 2010; Ruiz Rosendo & Persaud, 2016) and complex conflict-related scenarios, also as
a result of migrations, such as asylum procedures (Blommaert, 2001; Pollabauer, 2004).

The resulting picture is extremely complex, because it shows that language and mediation needs
arise in a number of settings: conflict scenarios in areas torn by wars and conflict-related scenarios in
areas that may be far from conflicts, but which are a consequence of wars. Conflict-related scenarios
might, in turn, be found in various areas of public and non-public service: medical, legal, administra-
tive, police, or oftentimes at the intersection of these domains, which all fall within the general realm
of community interpreting.

The study of interpreter-mediated medical encounters in complex humanitarian emergencies is
another area of investigation worth analysing. According to Wadensjo (1998), interpreters activate
different listening modes and adopt different roles in pronouncing a given utterance depending on the
aim of the interaction and the tasks they have to perform. Interpreting is, as such, a socially embedded
practice, and it is very much so in complex emergency situations. Research on dialogue interpreting
in the medical domain has been the subject of interdisciplinary investigation for a few decades. It has
focused on interpreter-mediated interactions in various healthcare or legal settings, with studies in these
fields receiving growing attention, both from a socio-anthropological viewpoint (Baraldi, Barbieri, &
Giarelli, 2008), and in the field of Translation and Interpreting Studies. Several studies have focused on
public service interpreting and analysed data-driven interpreter-mediated medical encounters. They have
been centred on sequences of participants’ turns at talk in healthcare services (Angelelli, 2004; Baraldi
& Gavioli, 2007; Davidson, 2000), the role of medical interpreters and the interpreters’ agency (Ange-
lelli, 2004; Amato, 2011) and the importance of mediation, which concerns both language and culture
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(Pochhacker, 2008). Recent research has confirmed that the cultural work of medical interpreters is as
important as the linguistic one and highlighted that supporting intercultural mediation is essential for
healthcare organisations to provide culturally competent care to migrants (Souza, 2016). Scant literature
exists on medical interpreting in the context of complex humanitarian emergencies, where the activ-
ity of the language intermediaries who work for humanitarian organizations and NGOs appears to be
more complex. This activity goes beyond their mere interpretation tasks and should be further nuanced
depending on the specificities of the organization and the field it operates in.

The tasks faced by language intermediaries working for humanitarian organizations and NGOs are not
limited to a “mere” interpreting activity or to cultural transfer responsibilities, but they are made more
complicated by a complex set of variables, which are sometimes out of control, e.g. situations of human
suffering and traumatic experiences, vulnerability, mistrust, feelings of alienation and disempowerment,
violations of human rights and refugee laws, and the increasingly protracted emergency nature of today’s
humanitarian contexts. Other aspects add to the complexity of the work of medical interpreters and
mediators working in humanitarian settings: cultural differences, empathy, use of vehicular languages
such as English or French by participants in the encounter, (lack of) training, etc.

The issue of culture is worth analysing in this context. Interpreters and cultural mediators carry out
several tasks and take on different roles. As Rudvin and Tomassini (2008) put it, “in this model of the
mediator as a “bridging figure,” s/he is given a great deal of responsibility—his/her mandate is not only
to help the interlocutors avoid misunderstandings and anticipate areas of conflict, but also to construct, no
less, a shared basis or cultural-cognitive platform between the interlocutors by facilitating comprehension
and reciprocal understanding/agreement.” The cultural mediators who work for Emergency ONG Onlus
operate in much more complex and broader settings than the medical one. They do not carry out only and
“simply” medical interpreting in dialogue settings. They also provide social and health guidance to the
migrant users applying for help. For the purposes of this paper, the author, therefore, maintains that the
dialogue interpreting and mediation activity performed by the cultural mediators working for Emergency
in its Italian clinics, specifically in Castel Volturno, should be considered as a form of “humanitarian
interpreting” (HI), as defined by Delgado and Kherbiche (2018):

The term “humanitarianinterpreting” describes interpreting practices that fall within the legal framework
of International Humanitarian Law (IHL) and International Refugee Law and aim to enable humanitarian
organizations to communicate with public authorities and protected individuals / beneficiaries, in order
to allow the latter to access their rights. Humanitarian interpreters are members of the humanitarian
field (aid providers, beneficiaries or both), who work in contexts characterized by human suffering,
vulnerability and stark power asymmetries.

Although humanitarian interpreters may also find themselves working in the medical field, the cul-
tural mediators hired by Emergency do not perform only medical interpreting; they take on various roles
and perform tasks that are at the intersection between health mediation, humanitarian aid provision, and
social service provision. The interactions they mediate are more varied than the encounters occurring
in institutionalised medical settings. As this chapter will show, these language intermediaries operate
with a much broader mandate than only acting in interpreter-mediated medical encounters. Furthermore,
their status as aid workers is confirmed by the Emergency’s bylaws, in which the organisation explicitly
indicates that its activities should be contextualized within the legal framework of International Humani-
tarian Law (IHL), including the 1949 Geneva Conventions and the 1954 Hague Convention. Further
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reference legislation for the NGO is the International Human Rights Law (IHRL), including the 1948
International Declaration of Human Rights and 1951 Refugee Convention. In carrying out its activities,
Emergency also draws inspiration from Article 32 of the Italian Constitution, which states that “The
[Italian] Republic safeguards health as a fundamental right of the individual and as a collective inter-
est, and guarantees free medical care to the indigent. [...].” Emergency therefore considers the right to
health as a human right and has this principle underpin all its actions, including the ones performed by
its cultural mediators.

Humanitarian interpreting, according to Delgado and Kherbiche (2018), is thus a suitable overarching
definition and reference framework for the interpreter-mediated medical encounters carried out by the
cultural mediators who work for Emergency. As further detailed below, their activity includes “mere”
medical interpreting and language mediation in medical settings, as well as social and health orientation
for migrants and is carried out in both dyadic and triadic settings, thus allowing that language interme-
diaries working for Emergency are considered to be actual aid workers.

Interpreters as Cultural Mediators

Ashighlighted in the previous section, interpreters and cultural mediators who work in community settings
take on different roles when they deal with participants from disparate cultural backgrounds based on
the context and the social and cultural values where the interpreter operates. This applies to interpreters
working for NGOs in complex humanitarian emergencies, as well. The work by Roy (2002) proposes
a classification of the roles assigned to interpreters as discussed in interpreting literature, and suggests
that interpreters can either serve as helpers, conduits, communication-facilitators, or bilingual/bicultural
specialists. In a later study, Leanza (2005a) identifies two additional roles for community interpreters in
paediatrics, i.e. the role of welcomers and the role of family support.

The role as bilingual/bicultural specialists is particularly relevant for the purposes of this chapter.
The cultural turn in translation studies, which began in the 1980s, contributed to shifting the focus from
language mediation to cultural mediation and helped see translation and interpreting as culturally and
socially embedded practices. Since then, it has become widely acknowledged among scholars that in-
terpreters need to have knowledge of the cultures of the languages they work with and that they “must
be sensitive to the fact that they are communicating across cultures as well as across languages” (Roy,
2002). Mikkelson (1999) highlights the need for language intermediaries to be culturally knowledgeable,
as “interpreters who work in community settings with participants from disparate cultural backgrounds
may confront difficulties conveying the source message into the target message accurately due to cross-
cultural differences” (Hale, 2017).

Studies on public service interpreting have highlighted that mediation concerns both language and
culture (Pochhacker 2008). As Wadensjo (1998) puts it, interpreters “cannot avoid functioning as in-
tercultural mediators” (p. 75), as interpreting makes it possible to identify non-linguistic features and
differences between people, such as differences in worldview (p. 277). In his analysis, Baraldi (2018)
shows that “the mediator actively contributes to the social construction of migrants’ problems and to the
enhancement of possible solutions thereof by extending institutional support, showing active listening,
and reducing the risk of conflicts,” and lays emphasis on “the meaning of culture and intercultural me-
diation in these interactions.” According to Pochhacker (2008), three analytical dimensions can be used
to look at interpreting as mediation: linguistic/cultural mediation, cognitive mediation, and contractual
mediation. Following Pdchhacker’s classification, linguistic/cultural mediation is basically a synonym
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for interpreting; cognitive mediation helps interpreters express their subjectivity of interpreters, with the
concept rejecting the “translation machine metaphor” (Hale, 2007) of interpreting; contractual mediation
involves facilitation of communication and conflict management to facilitate cultural understanding and
help to resolve (intercultural) conflicts. According to Pochhacker, there should be a clear distinction
between the first two dimensions of cognitive and linguistic/cultural mediation, on the one hand, and the
dimension of contractual mediation, on the other, in order to clearly distinguish between interpreters and
contractual or cultural/intercultural mediators. In P6chhacker’s view, this distinction helps avoid cultural
mediators being preferred to professional interpreters in certain systems and institutions (e.g. in the Ital-
ian healthcare system), because they are considered more competent in managing intercultural relations
and conflicts. As Rudvin and Tomassini (2008) point out, in the provision of healthcare services “the
issue of role is even more interesting and dynamic in Italy compared to many other countries because
of the prominence of the so-called “mediatore culturale/interculturale” (inter/cultural mediator), the
“mediatore linguistico” (language mediator), and the “mediatore linguistico-culturale” (linguistic-
cultural mediator)” over the role of the interpreter.

The prominence of the cultural mediator over the interpreter has a twofold consequence. Firstly, it
creates general confusion and lack of clarity about the terms used in Italy. The Italian Turco-Napolitano
law number 17 of 1998 itself uses the Italian terms interprete, mediatore culturale, mediatore inter-
culturale, and mediatore linguistico (i.e. interpreter, cultural mediator, intercultural mediator, and
language mediator) as synonyms without making a clear and accurate distinction, thereby highlighting
“the existence of a multifarious, hybrid nomenclature [...] this spectrum simply reflects the complexity
of role-definitions and definitions of the profession/discipline across sectors” (Rudvin & Tomassini,
2008). Secondly, it shows the need for interpreters as cultural mediators to possess cultural competence
to deal with the numerous cross-cultural differences that can be observed between the host society and
the patient’s culture in the health sector.

For the purposes of this study, it may be useful to refer to the widely cited and commonly-agreed-upon
definition of cultural competence by Cross et al. (1989), who described cultural competence as “a set of
congruent behaviours, attitudes, and policies that come together in a system, agency, or among profes-
sionals that enable that system, agency, or profession to work effectively in cross-cultural situations.”
Cultural competence in the sense of Cross et al. (1989) can therefore help overcome the cross-cultural
differences in communication and provide for effective treatment in interpreter-mediated medical en-
counters, as shown by Leanza et al. (2005).

Cross-cultural differences might affect the communication process and seriously hamper understand-
ing, diagnosis, and treatment. To overcome said differences, interpreters who serve as cultural mediators
and conveyors of culture are needed. Garzone and Rudvin (2003) give examples of the cross-cultural
differences in the healthcare sector: how, and the extent to which patients should be informed about
their illnesses, the degree to which the family should be involved in informing the patient, and the deci-
sions taken; how to manage delicate or taboo issues; organ transplants and blood transfusions, which are
considered unethical in certain cultures; use and perception of pills and medication; expressions to refer
to one’s body, with images and metaphors changing from culture to culture. According to Garzone and
Rudvin (2003), all these aspects must be kept in mind by both interpreter and service provider. While
the importance for interpreters to recognize cultural differences in interpreting is widely acknowledged,
it is not clear how the “bicultural specialists” in Roy’s sense (2002) should respond to these issues dur-
ing the interpreting (Wang, 2017). Furthermore, there is no consistent approach to resolving potential
cross-cultural misunderstandings. (Hale, 2017).
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CULTURAL DIFFERENCES IN INTERPRETER-MEDIATED ENCOUNTERS
Contextualizing the Issue: Emergency ONG Onlus in Castel Volturno Clinic

The independent humanitarian non-governmental organization Emergency, which was set up in 1994 to
provide free medical and surgical treatment to civilian victims of war, landmines, and poverty in war-torn
scenarios outside Italy, has been running its Programma Italia since 2006. This programme consists of
a series of humanitarian projects aimed at responding to particular situations of emergency or natural
disasters, as well as providing free healthcare and social and health-related guidance services. Within the
framework of its Italian activities, Emergency has been present in Castel Volturno, Caserta, in Southern
Italy with a mobile unit since 2013, and a clinic since 2015. At Castel Volturno, migrants and other vulner-
able population groups receive free basic healthcare with the help of the association’s cultural mediators.
Castel Volturno is one of the areas with the highest numbers of migrants in Italy and is characterized by
urban degradation accompanied by the strong presence of organized crime. According to a report by the
International Institute for Migration (IOM)), it is estimated that foreigners represent a third of the resident
population. The patients treated at the Castel Volturno clinic are mostly men employed in construction
and agriculture, often in conditions of heavy exploitation, conditions, which are a direct consequence of
the unhealthy living conditions that these people experience. The pathologies treated range from skin and
respiratory tract infections, musculo-skeletal problems, as well as hypertension problems due to incorrect
nutrition and a poor perception of the problem. Another category of patients treated in Castel Volturno
consists of commercial sex workers, primarily of Nigerian origin. In the Caserta area, information and
disease prevention activities targeted to this group of migrants is carried out with the aim of facilitating
the access of sex workers to health services and to increase awareness of sexually-transmitted diseases
and behaviours to prevent future risk (translation by the author, Emergency website).

Although Emergency is a medical association originally set up to provide free medical care in war-
torn areas, the author argues that its activities, especially within the context of its Programma Italia,
are to be framed in the general context of humanitarian aid provision. The language mediation activity
performed by its cultural mediators should therefore be considered humanitarian interpreting according
to Delgado Luchner and Kherbiche (2018).

For the purposes of this chapter, the language professionals hired by Emergency within the context of
its Programma Italia and, more specifically, in Castel Volturno, are referred to as mediatori culturali, i.e.
cultural mediators. This phrase is namely the one used by Emergency to refer to its language profession-
als and indicated in the job announcements for such positions, and it furthermore highlights the greater
importance the mediators attach to their role of cultural brokers compared to their language mediation
activity. Itis worth mentioning that all the medical interpreters working for Emergency are staff members.
The organization hires interpreters who should speak Italian and at least two other languages (English,
French, Arabic, Romanian, Chinese, among others) and have prior experience in the healthcare sector
or in dealing with migrants. In addition to interpreting, they have many tasks to perform. These include
welcoming patients and/or recipients of healthcare and social orientation services, providing language
and cultural mediation in filling in medical records, as well as before and during the medical examina-
tion with the organization’s medical staff, providing social orientation services to migrants, accompa-
nying patients to hospitals and helping them with hospitalization procedures, taking care of a number
of administrative or logistical aspects, if needed, and providing other healthcare services, if required.
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Early Communications with Emergency’s Cultural Mediators at Castel Volturno

This chapter anticipates the views of the four cultural mediators working in the Castel Volturno clinic
of Emergency. The author had the chance to interact with these workers within the framework of on-
going preparations for future ethnographic research on the humanitarian interpreting activity they carry
out at the clinic of the association, where Emergency staff provides, free of charge, medical assistance
and social and health orientation to local migrant communities and services at the outpatient clinic. As
already pointed out, one limitation of this study was that as of the writing of this chapter only preliminary
conversations were held with the cultural mediators working at the Castel Volturno clinic of Emergency.
Said conversations already pointed to the need for a stronger focus on culture and cultural mediators,
however they only show a trend to be confirmed by the future analysis on the field. The actual ethno-
graphic observation of their mediation activity will be carried out at a future stage, hence the reason
why there is not much evidence about the outcomes of the mediation at this stage.

The personal communications with the mediators took place by e-mail or over the phone, and the
information was obtained between July and November 2018. The opinions were not collected through
structured or semi-structured questionnaires, as the latter are still being developed as part of the broader
ethnographic observation and qualitative analysis on the field. It is worth acknowledging that this is
probably the main limitation of the study at the present stage, as the chapter presents the cultural media-
tors’ first-hand opinions on cultural differences in the medical encounters where they are called upon to
mediate and not the results of a whole research project. To this date, the latter is currently on going and
its research design is presently being finalized. This limitation notwithstanding, in her communications
with the four cultural mediators in Castel Volturno, the author had the opportunity to enquire about the
following issues and to ask the following questions:

Questions and Issues Raised with Emergency Cultural Mediators at Castel Volturno

e  Sociodemographic Questions:
° Name
° Nationality
° Gender
° Mother tongue
o Education and training
° Previous work experience
e  Questions Related to the Interpreting/Mediation Activity:
° Formal education and training as an interpreter and/or cultural mediator
° Previous working experience as an interpreter and/or cultural mediator (e.g. NGOs, public
sector, international organizations, etc.)
° Languages used for the interpreting/mediation activity (in both dyadic and triadic settings)
° Information about the interpreting/mediation setting (both dyadic and triadic)
° Information about cultural aspects in interpreting/mediation (their relevance for the mediator
and reasons why they are/are not relevant)
° Information about, and examples of, aspects and factors that facilitate/hamper mediation
(e.g. being of the same gender of the migrant, coming from the same country, sharing the
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same cultural background or religion, having the same perception of one’s body or health,
adopting the same approach to treatment, etc.)

° Information about past experiences of effective/ineffective interpreting/mediation, and re-
lated motivations

° Main difficulties encountered in the interpreting/mediation activity

° Rules to respect when interpreting/mediating (e.g. code of ethics, in-house rules of the
NGOs, etc.)

° Opinion about whether mediation should be conceived as a purely linguistic or mainly cul-
tural activity and the reasons why. Related question whether the mediator sees herself/him-
self as a language mediator or as a cultural mediator and the reasons why

° Opinion about whether emergency is a humanitarian organization providing various kinds
of support and aid, and only medical support. Related question whether the mediator sees
herself/himself as a humanitarian or aid worker in broader terms

The issues and questions were raised and asked in all personal communications with the four cultural
mediators working in the Castel Volturno clinic. However, not all the cultural mediators answered all
the questions or expressed their views on all the issues raised. This was due to the informal nature of
the exchange, which occurred with the cultural mediators, and which took place within the framework
of on-going preparations for the future ethnography and qualitative study on the field.

Participants

As of November 2018, four cultural mediators are working at the Castel Volturno clinic: two Italian
males, one Nigerian female mediator, and one Romanian female mediator. Their ages range between
40 and 49. All the mediators have different backgrounds and qualifications in areas other than language
mediation or translation/interpreting (political science, economics, cultural heritage), with the Nigerian
and Romanian mediators having received a formal qualification in cultural mediation (900-hour course in
intercultural mediation). However, all of the workers had worked as cultural mediators for NGOs (MSF
and Save the Children, local NGOs), the public sector (local health companies, prisons, etc.) or inter-
national organizations. The languages mastered by the four Emergency mediators were Italian, English,
French, Romanian, and a number of Nigerian languages (Esan, Bini, as well as Pidgin English). For the
purposes of this chapter, the language professionals working in Castel Volturno will be referred to as M1,
M2, M3, and M4. M1 works as a cultural mediator and is the coordinator of the Castel Volturno clinic;
he is male and of Italian nationality. M2 is the other male cultural mediator of Italian nationality. M3 is
a female cultural mediator and is of Romanian nationality. M4 is the Nigerian female mediator; she has
only recently been recruited to serve as a cultural mediator in Castel Volturno; however, mediators of
Nigerian nationality have always been present at the clinic.

Tasks and Responsibilities
The cultural mediators working for Emergency in Castel Volturno carry out language and cultural me-
diation activities in triadic settings, e.g. supporting Emergency doctors and nurses during examinations,

assisting migrants during external medical consultations or examinations, accompanying migrants to
information and counselling centres, or to hospital emergency wards, dealing with administrative issues
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on behalf of patients for the issuing of documents allowing migrants access to the National Health Ser-
vice. They also provide social and health orientation to migrant patients in dyadic settings, taking care
of their registration at the clinic, informing them about their rights, helping them access National Health
Service services, and giving them basic health and social information. Based on the wide range of tasks
they carry out and the roles they take on, the author maintains that the activities of mediation and social
and health orientation carried out by the cultural mediators working for Emergency in Castel Volturno
falls within the definition of humanitarian interpreting according to Delgado and Kherbiche (2018).

Early Conversations With Emergency Cultural Mediators:
The Importance of an Intercultural Approach

Cities are getting bigger and bigger, mobile phones multiply, more access roads have transformed some
formerly remote places, and T-shirts of international sportsmen are seen in remote places, but still cul-
tural traditions continue to shape people’s beliefs about disease, what care they seek, how they respond
to illness, and what remedies, practices, or foods they will resort to in order to regain health. In many
places, an adversary or a malign spiritual force may be thought to be responsible for an illness, while
some individuals themselves are thought, rightly or wrongly, to have brought the illness on themselves. In
each instance, the remedy and the action will differ according to local beliefs. Whatever your role in the
health team, get to grips with the local culture and try to understand it; do not dismiss practices that do
not promote health, but work with local leaders to change them (Principles of Medicine in Africa, 2013).

Early conversations with the cultural mediators working at the Castel Volturno clinic, where the study
was conducted, and the personal communications exchanged, highlight a number of points: the impor-
tance of having a strong focus on culture, the role that cultural differences between migrant patients and
Emergency health professionals might play on the language mediation activity, with the related difficul-
ties interpreters might have to face to ensure an effective transfer of meaning, and ultimately the close
correlation between the ability to successfully mediate between different cultures on the one hand, and
the effectiveness of care and compliance with treatment on the other.

Specifically, the exchange of information with M1, the coordinator of the Castel Volturno clinic,
clearly showed the need to focus on the mediators’ cultural competence and the need for them to share
the culture of their clients on the other. According to M1, “We are more effective if we share the culture
of the migrant patient” (translation by the author, July 2018, personal communication). All cultural me-
diators also point to the need to adequately deal with existing cultural differences to guarantee effective
care, compliance with treatment, and proper transfer of basic health and social information to migrants.
Based on the information received, the author’s assumption is that cultural differences are better overcome
when mediation is carried out by a language professional with a shared cultural background.

A number of studies from sociology and medical anthropology provided evidence for the author’s
assumption and showed that migrant patients have an intimate, sometimes pantheistic, and definitely
spiritual view of medicine and healthcare. Culture and corporeity have always been closely related
and deeply intertwined. The way individuals perceive their body depends upon the different cultural
perspectives and the mind frames they use to conceptualize their body and its functions. According to
Quaranta and Ricca (2012),
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Having deep knowledge of the patients’ mentality and the codes of meaning they associate with their
own personal way of interpreting the relation between their body and the treatment they receive is para-
mount if one wants to enable effective health treatment strategies and methods. Being aware of foreign
patients’ cultural frames of reference can help establish a correct doctor-to-patient relation, as well as
avoid misunderstandings, mistakes in interpretation, and conflicting goals between health professionals
and patients, which could turn out to have tragic consequences (pp. 57-58, translation by the author).

The aim of a much-needed intercultural approach in the medical field in general, and in interpreter-
mediated encounters in particular, is to put into place systems through which our cultural patterns can
be adequately translated into the patterns of individuals from different cultural backgrounds, and vice
versa. Knowing how a patient perceives certain parts and functions of his/her body, and what her/his
concept of disease is, can help integrate foreign patients’ cultural patterns into Western health practices
and narratives and help avoid descriptions and information that might potentially lead them to reject
treatment or totally abandon it, with the ultimate goal of promoting health care, treatment, and prevention.

This approach has been at the very foundation of Emergency’s policies in the recruitment process
of its cultural mediators. A recent job profile for cultural mediator, which subsequently led to the selec-
tion and hiring of the Nigerian mediator who currently works in Castel Volturno, listed a number of
requirements that the potential candidate was expected to possess. Among them was the fact that the “the
candidate should be of Nigerian nationality, which is considered to be necessary to better understand the
socio-cultural context of the project and provide for more targeted and effective mediation” (translation
by the author from the Emergency website). This was confirmed by M2, who, when asked to express his
view on the issue, replied that being aware of and sharing the culture of the migrant client is necessary to

[...] be better able to inform the patient of the need for treatment or prevention, which might be con-
sidered of secondary importance in his/her culture compared, for example, to a religious rite, or even
counterproductive (e.g. the use of contraception, as these are believed to prevent pregnancy even after
they are no longer taken) (personal communication, November 2018, translation by the author).

Cultural competence thus appears to be of the utmost importance and should be a defining element
of the language professionals working in the humanitarian settings of medical organizations like Emer-
gency. To this end, the definition of cultural competence by Cross et al. (1989) serves as a useful refer-
ence. Culturally competent mediators are needed to implement what Quaranta and Ricca (2012) define
as “intercultural medicine.” They use this phrase to refer to the set of linguistic and practical processes
aimed at promoting the adoption of clinical protocols and a positive approach to treatment for migrants.
Intercultural medicine presupposes that a given health treatment is planned, conducted, and communi-
cated with the use of language and cultural mediation that can coordinate and establish acommon ground
with the system of values and beliefs of patients. Only in this way is it possible to facilitate prevention
and therapeutic prophylaxis and establish the necessary collaboration between health professionals and
migrant patients so that the latter understands the treatment, are willing to accept it, and do not refuse
it. This kind of approach might have very practical consequences, first and foremost in terms of trust
and compliance to treatment. This is well confirmed by M2:
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[...] Language comprehension is definitely necessary; however, it is the ability to mediate between cul-
tures [...] that can contribute to establish a relation based on trust and help the patient understand that
treatment is needed (personal communication, November 2018, translation by the author).

The same opinion is shared by M4. When asked if a shared cultural background is important in me-
diation, the Nigerian mediator states that

[...] Knowing and sharing the culture of the migrant patient can be a good foundation to establish a
relationship with him/her based on mutual trust (personal communication, November 2018, translation
by the author).

M4 goes on to highlight the aspects, which, in her view, can facilitate effective mediation. In this
respect, she states that

[...] Coming from the same country or geographical area and knowing the language of the migrant user
plays a major role in mediation, also because each... ethnic group has its own body language, which
might be completely different from that of another ethnic group. Being of the same gender of the migrant
sometimes favours mediation, but this depends on person to person (personal communication, November
2018, translation by the author).

In this view, the language professionals confirm that all forms and models of mediation pursue one
ultimate goal, i.e. to contribute to building society and establishing relations open to and based on loyalty,
mutual trust, and the common good (Pattarin, 2009).

Cultural Differences in Interpreter-Mediated Encounters

Do we know how we translate? Do we even know what we translate? If we could answer these questions
in technical terms we should be on the way to the formulation of a new and comprehensive general theory
of language and firmer foundations of philosophy. [Firth, 1956, quoted in Hahn, 1973]

The awareness and perception of one’s own diseases and body vary considerably in space and among
cultures all over the world. This conception was well expressed by Quaranta and Ricca (2012) when
they highlighted the cultural value of existence:

[...] The way an individual is ill and the reason why s/he is ill are subject to interpretation and constructs
of social and personal imagination. Existence is a cultural phenomenon and the body of the ill person
speaks its own dialect (translation by the author).

Quaranta and Ricca (2012) therefore advocate the need for intercultural medicine, which is capable
of making cultures and diseases communicate. Cultural traditions and practices permeate the way in
which we interact and have a strong influence on interpreter-mediated encounters. Starting from this
premise, culturally competent interpreters serving as cultural mediators are needed to “identify cultural
differences as differences in worldviews” (Wadensjo, 1998) and adjust migrants’ utterances to the agenda
of the medical consultation through translation (Davidson, 2000).
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Cultural differences in interpreter-mediated medical encounters and the difficulties interpreters must
face to ensure an effective transfer of meaning emerge from the early conversations already exchanged
with the interpreters and cultural mediators of the NGO where the study is being conducted. The ex-
change of information with the cultural mediators working in Castel Volturno reports migrant patients
who are, most of the time, reluctant to see doctors for fear of prejudice. Health services are not sought
because many women are uncomfortable even discussing the topic. Some patients are especially reluctant
to seek health care when the services are provided by male health workers. They fear they will become
the subject of rumours or stigma if they see a male gynaecologist. Reluctance is sometimes overcome,
only however, if migrants have been informed before of the limits they should not overstep:

M1 : Migrant patients are being referred to the NGO clinic through their friends, acquaintances, or pass-
parole. For this reason, their relationship with the health professionals is already pre-structured. When
1 say pre-structured, I mean that migrant patients have already been informed, by those referring them
to us, of the type of relation they are likely to establish with the health professional. They already know
that they will receive conventional medical treatment, so they are aware of the boundaries of what they
can get and of what they can ask for or tell us. Much depends on our health professionals’ propensity to
listen to them and on their social and relational skills. In other words, it is up to our health professionals
and cultural mediators to have a broader perspective and look beyond the simple perception of illness
of the migrant patients. In Castel Volturno, we acknowledge, day after day, the existence of a “parallel”
universe of care (personal communication, July 2018, translation by the author).

The parallel universe of care M1 refers to, and which is often accounted for by the other mediators,
shows that migrants arrive at the clinic with a perception of their illness or condition that is not of a
physiological nature, but rather of a spiritual one. As Coppo (2007) puts it, “If, in order to describe the
distribution and causes of diseases among various populations and the remedies they most frequently
resort to, we were to also use their categories and prevention and treatment systems, we would find some
nice surprises. Not only because the most widespread remedy in the world, as Tobie Nathan likes to
say, would not be aspirin, but rather chicken, given the large number of these animals that are sacrificed
every day on the altar of health, or rather used as ingredients for protection remedies and treatments
(...), but also because the most frequent causes of diseases, accidents, and deaths are no longer malaria
or infectious diseases, but rather spells, witchcraft, and the evil eye” (translation by the author). As a
confirmation of this, M1 states:

The people we treat at the clinic have spiritual and cultural beliefs, which strongly influence their
perception of illness and treatment. Most of our patients, who are originally from Nigeria or Ghana,
have a perception of their disease or condition, which is of a spiritual nature. They are convinced that
their being ill is the consequence of a problem they have with the after world or of a lack of harmony
between the world of the living and the world of their ancestors. What causes the disease is not inside
the individual and his/her body, but it is rather something external to it. The reason for the disease is
linked to several non-conventional causes, like Juju, i.e. the spiritual belief system that incorporates
objects, such as amulets and spells, used in religious practice as part of witchcraft in Western Africa. Or
it is due to the person’s relation with the spiritual husband, the possession of the Mami Wata spirits in
women, and Obanjie spirits in children (personal communication, July 2018, translation by the author).
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From the point of view of a Western approach to treatment and care, one can talk about the lack of
realism that migrant patients often show. According to Taliani and Vacchiano (2006), “[the migrant
patients’] cultural views, in which patients refer to the Invisible (in its various manifestations, i.e. pos-
session, witchcraft, return to ancestral entities, presence of spirits), constitute epistemological challenges
that are still unresolved” (translation by the author). Forms of translation capable of mediating between
cultural differences and, ultimately, guaranteeing effective treatment are therefore needed in interpreter-
mediated medical encounters, as “when faced with complex languages full of [culturally embedded]
metaphors and symptoms based on another symbolic logic, in their daily practice [cultural mediators]
opt for solutions that tend to repeat consolidated strategies and select what information should be kept
(because it is deemed meaningful) and what information should be rejected, as it is deemed to express
superstition, beliefs, and prejudice” (Taliani & Vacchiano, 2006).

According to M1, the migrant patients asking to be treated at the Castel Volturno clinic have pre-
conceptions about the conventional, Western-type medical care they receive at the clinic and are fully
aware of, and sceptical towards, what they perceive as limitations of the care they can get. Sometimes
they react to their existential uncertainty as “being or feeling ill,” and by trusting the opinions of their
migrant fellows with whom they have a shared culture. Hence, the diffidence and reluctance towards
Emergency health professionals and cultural mediators, is often encountered among patients, and the
tendency on their part is to accept health advice coming only from their community. M1 gives a number
of examples of this:

We once had a patient, a woman, whom we had visited before and who came back to our clinic to be
treated after repeated miscarriages. Her mother, who was still living in Nigeria, had told her that the
reason for these miscarriages was a huge worm she had in her womb. Every time the worm killed the
foetus and caused her severe menstrual pain. Her mother had convinced her to take traditional medica-
tion to kill the worm. We had informed the patient that she had a huge myoma, which was the actual
cause of the miscarriages and which needed to be removed, but in spite of that, she was convinced of
what her mother told her. On several occasions you have patients who take the abortion pill Cytotec too
often, even if they have been informed of the related counter indications, or do not take it at all because
someone in their community convinces them that they then might have problems in getting pregnant
afterwards. On one occasion, we had a patient who followed the advice of an acquaintance of hers and
fled hospital the day before the removal of a huge fibroma that was as big as her womb — the same patient
then came back to the hospital with extremely low haemoglobin. There are several “native” doctors in
Castel Volturno. Last year, several patients from Ghana came to our clinic and talked of a Ghanaian
doctor who would treat patients in his house with a special magic machine that could detect the health
problem of the patient at the organ level. Until last year, there was also a midwife who would help women
have their abortion at home; in the meantime, the midwife has apparently moved to Bologna. And there
are also several Ghanaian and Nigerian traditional drugs around (personal communication, July 2018,
translation by the author).

The cultural mediators in Castel Volturno all identify a widespread lack of realism among migrant
patients, if one looks at the situation from the point of view of the Western approach to treatment and
care. The patients they assist generally show a tendency to treat their health problems through religion or
rituals. All Emergency cultural mediators have to mediate for migrant patients with complex religious/
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spiritual clinical situations, who assert that a belief in divine intervention prevents them from accepting
medication or results in them refusing blood transfusions, for example. According to M1,

Fatients try to protect themselves through prayers or rituals. Last year, we had a patient who suffered
from severe hypertension and eventually died due to a brain aneurysm. According to the pastor of the
church the woman went to, she had suffered from attacks by evil spirits and died because her little daugh-
ter, who was still living in Nigeria, turned out to be a witch. Most migrant patients attend Pentecostal
or charismatic churches. Pentecostalism is one of the most surprising and even worrying movements of
our time and is experiencing a rapid growth in Africa, South America, and Asia. It is based on a close
link between healing and religion. Pentecostal pastors make their followers call them prophets; they are
seen as healers who can solve various types of health problems ranging from HIV to infertility (personal
communication, July 2018, translation by the author).

Cultural differences are also seen in the knowledge and practices that belong to the migrant patient’s
culture of origin and which are potentially risky for his/her health. Also, on this, M1 offers a number
of examples:

[Some women] are used to washing their babies as soon as they return home, because they believe that
otherwise s/he will stink for the rest of her/his life. Other women massage the infant vagina with hot towels
to prevent its growth, as genital mutilations are forbidden in Italy. In other cases, there is a widespread
practice to rinse the mouth of babies with gin or brandy to disinfect it, thus causing severe mouth and
throat irritations in the infant. Other women, again, get pregnant to test their fertility and the fertility
of their partner in view of a future marriage, to then have an abortion immediately afterwards. And 1
could add many more examples to these (personal communication, July 2018, translation by the author).

When there is an impasse or the inability to convey a message to a patient because of religious issues
or different cultural approaches to health and treatment in a complex humanitarian scenario, it is wise
for cultural mediators to know and acknowledge a different view of healthcare and culturally mediate
between that view and our Western-style medical approach to medicine. Awareness of the patients’ cul-
ture and the cultural differences as a possible obstacle to mediation thus becomes paramount. Equally
important are, therefore, all the attempts to adopt mediation strategies aimed at incorporating the culture
of the other into the Western-style medical approach of doing medicine. According to M1:

Let us be clear: I am not saying that we should treat diabetes in the clinic with magic or prayers. I am
Jjust saying that, when faced with practices that are harmful for the health of our patients or result in poor
compliance to treatment, especially in chronic patients, we should ask ourselves some questions: What
should we do, with what they tell us and with what we observe? How can we make sure that [patients]
receive indications for prevention and treatment that they actually follow, without depriving them of a
world that they find reassuring ? How can we contribute to changing the behaviours of a population when
it comes to treatment by focusing on different systems of thought? In an attempt to reach a so-called
“cultural compromise,” can we start thinking about mediation techniques and communication strategies
in the field of primary and secondary prevention, as well as health promotion and education? Let me
give you a simple example: one of the reasons why drugs are not taken correctly by some patients might
be due to the lack of rituals in prescribing medication. For migrant patients, it is not enough to know
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that the active principle of a drug is effective; to believe it is effective they should be given the explana-
tion that taking it at a given time of the day, e.g. after meals, is not only correct from a pharmacological
viewpoint, but it is also associated with a precise ritual meaning (personal communication, July 2018,
translation by the author).

Successful mediation relies on the awareness of the cultural background of the migrant patient and
of the cultural differences between the host and the migrant culture, as well as on the implementation of
mediation strategies that take said differences adequately into account. Hence the belief, extreme as it
may appear, which was expressed by the language intermediaries in Castel Volturno that only cultural
mediators coming from the same area and speaking the same language of the migrant patient can be
successful language intermediaries. This is due to the fact that cultural barriers are difficult obstacles to
overcome, which might seriously hinder communication, if they are not adequately dealt with. As M4
and M1, respectively, put it,

Mediation is a cultural activity, although language is the bridge that can help us convey the message
(personal communication, November 2018, translation by the author).

Cultural diversity can be a barrier if the migrant patient does not identify you as someone who is capable
of understanding certain cultural aspects that are related to the fact that you both come from the same
country. If that is not the case, these cultural aspects are not even communicated by the patient to the
mediator [...]. Although I have a long experience with the migrant community in this area, who comes
Jfrom Western African countries, especially Ghana and Nigeria, I personally find it difficult to define
myself a cultural mediator: and that is because I do not speak [...] twi, bini, essan, igbo, etc., and be-
cause I always realize that, in spite of my experience, some of my interpretations are always simplistic
and the result of preconceived ideas. Our migrant clients find it difficult to tell me what they tell my
Nigerian colleague. And, not because she is more competent or capable than me, but simply because
she is Nigerian. If compared with an Italian colleague, I might be viewed as a cultural mediator, given
the experience I have. But all of this experience disappears if I compare myself to a Nigerian, Ghana-
ian, or Senegalese colleague [...]. As far as I'm concerned, the foreign mediator who speaks the mother
tongue of the patient cannot be replaced by an Italian mediator (personal communication, November
2018, translation by the author).

Given the difficulty of coping with differences in culture during the interpreter-mediated encounter,
the cultural mediators highlight the importance of a shared culture to better overcome said difficulties
and guarantee successful communication. The ability to look beyond patients’ perception of their mal-
aise and suffering thus depends on the propensity of both mediators and health professionals to listen to
them and establish emphatic relations with them, in the awareness that cultural differences might pose a
problem to communication and, thus, impair the effectiveness of treatment within the wider framework
of humanitarian aid provision. Cultural mediation per se can thus be viewed as a form o