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Introduction 

IAN MASON 
He riot-Watt University, UK 

It is now more than twenty years since Ranier Lang (Lang 1978) observed 
the work of an interpreter in a Papua-New Guinea courtroom and published 
findings which effectively constituted the beginnings of empirical research 
into the work of the dialogue interpreter. At the same time, Brian Harris (Harris 
1978) was drawing our attention to evidence of the behaviour of 'natural' 
interpreters, bilinguals with no training as interpreters, who were - and still 
are - frequently called upon to act as interpreters in a variety of professional 
contexts. What they observed were phenomena not generally found, or con
sidered as applying to, the work of conference interpreters, hitherto the only 
object of research interest in interpreting studies. Role conflict, in-group loy
alties, participation status, relevance, negotiation of face - all of these being 
issues which are now recognized objects of enquiry - were implicitly or ex
plicitly present in these early studies. We now know far more about these 
and other issues, thanks to the work of a small but increasingly important 
body of research carried out over the years since then. What are these stud
ies? What insights into the work of the interpreter do they afford us? And 
what is the current state of our knowledge and understanding of the phenom
enon investigated in this volume? 

In order to set the scene for the studies brought together here, we need to 
define our terms, especially those used in the title of this special issue of The 
Translator. We then need to sum up the 'state of the art', the stage we have 
reached in investigating dialogue interpreting and how the studies in this vol
ume add to our understanding of the process. This in turn leads us to consider 
new directions in dialogue interpreting research, the as-yet-uncharted areas 
which are bound to receive attention in years to come, in what is a burgeon
ing field of research. 

1. Defining the field 

For the purposes of this issue, dialogue interpreting includes what is variously 
referred to in English as Community, Public Service, Liaison, Ad Hoc or Bi
lateral Interpreting - the defining characteristic being interpreter-mediated 
communication in spontaneous face-to-face interaction. Included under this 
heading are all kinds of professional encounters: police, immigration and 
welfare services interviews, doctor-patient interviews, business negotiations, 
lawyer-client and courtroom interpreting, and so on. Dialogue interpreting is 

ISSN /355-6509 © St Jerome Publishing, Manchester 
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148 Introduction 

thus to be distinguished from Conference Interpreting (both simultaneous 
and consecutive), which is typically monologic and does not involve face-to
face interaction (although dialogue encounters do take place on the fringe of 
conference activity). It should be noted that our definition includes the 
simultaneous mode, when used in face-to-face encounters (see, for example, 
Riddick 1998)1 but, strictly speaking, excludes telephone interpreting. The 
latter however is an instance of dialogue and shares so many characteristics 
with the forms of interpreting considered in this volume that an investigation 
of the difference in communicative outcomes between telephone and face
to-face interaction (Wadensjo, this volume) is of particular interest. By the 
same token, signed-language interpreting (Brennan, this volume) is not strictly 
conducted face-to-face - or rather, the face-to-face relationship is between 
producer and receiver of signs instead of between the 'principal' participants 
or interlocutors. But all parties are present and active in the exchange so that 
this mode falls within the general interpersonal category we are considering. 

Of course, one can cut up the interpreting cake in many different ways, 
and equally valid in its own right is the situational distinction, often made, 
between conference and community interpreting. For example, in terms of 
power and distance - two variables of prime importance in the investigation 
of interpreting, whereas conference interpreting often, or even typically, in
volves equal-to-equal relations, in community encounters there is almost 
always a power differential, which in itself places a range of additional con
straints on the interpreter. Likewise, the stressful and sensitive situations in 
which community encounters take place are less familiar to the conference 
interpreter. But whereas situational descriptions can account for a number of 
important factors, it is the interpersonal dimension which, we submit, is the 
prime determiner of the range of concerns which dialogue interpreters expe
rience in their day-to-day work. A glance at the issues listed below, as they 
emerge from studies carried out over the last two decades, shows quite con
clusively the centrality of face-to-face dialogue in the interpreters' dilemmas, 
role-adopting and decision-making processes. 

Within these boundaries, a wide range of user variables may be involved. 
As already observed, the mode may be consecutive or (less frequently) si
multaneous. Where simultaneous mode is involved, it may be conducted by 
chuchotage (typical of some courtroom interaction), signing (signed-language 
interpreting) or via headsets and microphones. Fields include all those men
tioned above, most research hitherto focusing on either courtroom interaction 
(e.g. Berk-Seligson 1990, Hale 1997, Morris 1989, 1995) or police and im
migration interviews (Wadensjo 1992, 1998). Medical consultations are also 
the subject of a number of studies (e.g. Englund-Dimitrova 1997) and are 
prominent in this volume. It is, of course, the particularly sensitive and face
threatening nature of much of this interaction which sets these fields apart 
from other, less investigated fields such as business meetings or diplomatic 
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Ian Mason 149 

negotiations, an issue we shall return to below. But tensions arise in these 
encounters too and the interpreter may feel herself to be under just as much 
pressure. In general, wherever a particular outcome is of vital importance to 
one or both parties, pressures on the interpreter increase and go well beyond 
those experienced in routine conference simultaneous work. Finally, addresser/ 
addressee relationships (tenor) may vary and deserve much greater attention 
than merely recording that there is a power differential between the principal 
participants. The interpreter herself may enjoy greater or lesser prestige within 
the exchange, demoted to the role of 'speak when I say so' or promoted to 
the role of genuine intercultural mediator and counsellor. For Anderson (1976: 
218), the interpreter, as the sole bilingual in an exchange, enjoys "the advan
tage of power inherent in all positions which control scarce resources". In 
some cases, principal participants may be observed virtually to ignore their 
interlocutor, addressing all their remarks and questions directly to the inter
preter. In other cases, however, primary participants conduct dialogue with 
each other directly, almost as if no interpreter were present; in such cases 
they may short-circuit the process, over-riding the interpreter's turn where 
they are able to understand each other without the latter's assistance. All of 
these attitudes, perceptions of attitudes, displays of deference or condescen
sion are bound to surface in the linguistic and paralinguistic features of the 
exchange, the way they are (or are not) translated and, most importantly, the 
observable outcomes of the event. 

2. The state of the art 

Within this diversity, what are the findings of studies conducted so far into 
dialogue interpreting? It is, of course, impossible within the confines of this 
introduction to include mention of (let alone do justice to) all the work that 
has been done and all of the observations made. For although the research 
field is in its infancy, it is now attracting a lot of attention and many of the 
studies have been scrupulously thorough. Nevertheless, there is a striking 
convergence between very different studies in terms of what they reveal about 
dialogue interpreting encounters, and it is this consensus which we shall at
tempt to describe here. The consensus is best captured in a number of recurring 
themes, identified by various scholars in the context of different kinds of 
interpreted events. 

The first of these is the gross mismatch between, on the one hand, com
monly held perceptions (among the public at large and users of interpreting 
services alike) of the dialogue interpreter as a kind of 'translating machine' 
which simply transfers language products from one language into another 
and, on the other, the observable reality of a situation in which meaning is 
subject to constant negotiation, literal translations lead to misunderstandings 
while, conversely, attempts by interpreters to convey intended meaning may 
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150 Introduction 

sometimes lead them into hot water; and there is constantly shifting ground 
as the speech event unfolds. This issue is not a new one. It was Reddy (1979) 
who coined the term 'conduit metaphor' to describe commonly held assump
tions about language communication, noting that the way we talk about 
language ('getting one's message across'; 'sending the wrong message'; 'I 
can't get through to him', etc.) reveals what is tacitly assumed about the 
nature of communication. It is interpreters who find themselves at the sharp 
end of the consequences of such mistaken assumptions. Roy (1990) shows 
how the pervasiveness of the conduit metaphor and and its applicability to 
dialogue interpreting have led to confusion among interpreters about the na
ture of their own role. Often it is assumed that what is missing is a code of 
ethics; but, as Roy (1990: 84) observes, quoting a view put forward and warmly 
applauded at a conference of practitioners, "Interpreters don't have a prob
lem with ethics, they have a problem with the role". Berk-Seligson (1988, 
1990) draws attention to the fact that training for court interpreters in the 
United States explicitly enjoins them to translate closely and accurately. Stand
ards of Professional Conduct include statements such as "The interpretation 
should be as close to verbatim and literal in content and meaning as possi
ble".2 She is then able to show how relaying complex English passive 
constructions, used by attorneys in a very deliberate way to avoid attributing 
blame in their cross-examinations, is highly problematic in a language such 
as Spanish, in which the standard passive is dispreferred but a variety of 
alternative formulations are available, none of which is a literal translation of 
the English passive. Morris (1995) documents the tension which results from 
the legal profession's insistence that interpretation (a specific judicial pro
cess) should be the exclusive domain of lawyers and judges and that translation 
- the activity allotted to the court interpreter - should consist of verbatim 
rendition of utterances and nothing more than that. Specifically, interpreters 
may not mediate by relaying their own understanding of speaker meanings 
and intentions: this must be left to the court. 

Roy (1993), observing a very different kind of encounter - that between 
an academic in a university and a Deaf doctoral student - is able to explode 
the 'conduit' myth by showing that it is simply untenable as an account of 
the interpreter's actual behaviour in resolving problems of overlapping talk. 
In effect, the interpreter's decisions about who will be awarded the next turn 
appear to depend on his or her sociolinguistic competence in deciding what 
is appropriate within the social situation of an interview between student and 
professor. In other words, the interpreter is not a neutral and uninvolved ma
chine but rather an active participant in the talk exchange, fulfilling a crucial 
role in coordinating others' talk - a central theme in the research of Wadensjo 
(e.g. 1992, 1997; see below). 

In the courtroom, however, interpreters do not enjoy such latitude. Hale 
(1997) adduces telling examples of the ways in which the literal translations 
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fan Mason 151 

which court interpreters are exhorted to produce may be seriously mislead
ing. Thus, when a Spanish-speaking witness insists: 

Yo soy una persona educadal siempre he sido educadol Yo puedo 
probar que soy una persona educada 

and is interpreted: 

I'm an educated personlI've always been educatediI can prove I'm 
an educated person 

those present in the courtroom, including monolingual speakers of English, 
may feel that the translating machine is functioning properly, but the magis
trate's response to the last offer ('No thank you!') shows that something has 
gone wrong: the repeated claim is seen as irrelevant to the current communi
cative situation. But in fact, the witness, by referring to his respectable 
upbringing (educaci6n), is implying that he would never behave in a particu
lar manner, previously referred to in the exchange. Pragmatic meaning, 
derivable only through matching of words uttered to the sociocultural and 
sociotextual context in which they are uttered, cannot possibly survive the 
injunction to translate literally in this way. Yet pragmatic meaning can be 
shown to be central even to monolingual exchanges in the courtroom, where 
presupposition, implicature and inference are exploited by defence and pros
ecution lawyers (cf. Berk-Seligson 1990:22-25). 

The pretence of the interpreter's invisibility cannot, however, be sustained. 
Whereas cross-examination or any question-and-answer session may for part 
of the time proceed as if the interpreter were no more than a mechanical 
device assisting a two-way exchange between primary interlocutors, many 
studies document the multiple ways in which attention is inevitably drawn to 
the interpreter's presence. These include correction of interpreters' errors by 
other bilingual participants in an exchange (Morris 1995:33-34), untrained 
and very nervous witnesses who persist in addressing the interpreter directly 
instead of addressing all their answers to the judge or attorney who has asked 
them a question (Berk-Seligson 1988), officials such as immigration or po
lice officers who address remarks to the interpreter which they do not intend 
them to translate (Wadensjo 1992:238-39), and other courtroom witnesses 
who, under extreme pressure, turn on the interpreter who has relayed a threat
ening question posed by a prosecuting lawyer (Harris 1981: 198). 

Such incidents as these bring us to the second major preoccupation of 
researchers in recent years, namely the participation framework (Goffman 
1981) of dialogue interpreting encounters. Keith (1984) was the first study to 
draw attention to the relevance of Goffman's work to the analysis of liaison 
interpreting and to make use of the concept of 'footing' to characterize the 
interpreter's and speaker's relationship to each other. But it is Wadensjo's 
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152 Introduction 

(1992, 1998) analysis of 'footing' that has had a major impact on our under
standing of the interpreter's status and role within a speech exchange. Footing 
(Goffman 1981:227; see also Metzger, this volume) is defined as "the align
ment of an individual to a particular utterance, whether involving a production 
format, as in the case of the speaker, or solely a participation status, as in the 
case of the hearer". That is, participants adopt different - and shifting - roles 
and attitudes vis-a- vis each other and vis-a-vis what is uttered. "Participants 
over the course of their speaking constantly change their footing, these changes 
being a persistent feature of natural talk" (ibid: 128). Speakers may behave as 
'principal' , showing commitment to and ownership of what is expressed; as 
'author', responsible for the thoughts expressed and the words uttered; or 
merely as 'animator', a sounding-box or talking machine. Correspondingly, 
there are reception roles, in the sense of the set of attitudes assumed by or 
ascribed to an individual towards the utterances of other parties. Wadensjo 
(1992: 124) classifies these as the roles of 'responder' - listening in anticipa
tion of speaking as a primary participant or 'principal'; 'recapitulator' -
listening in order to repeat or give an account of what was said as 'author'; 
and 'reporter' - an assumed or ascribed role of listening in order to repeat 
words heard without assuming any responsibility for them. An interpreter may, 
at various stages in an exchange, adopt all three such roles. For example, 

as responder: (to a courtroom witness who has addressed the in
terpreter directly) 'Please address your remarks to the attorney, 
not to me'. 

as recapitulator: (relaying the request: 'Ask him to spell his name, 
please') 'Please spell your name'. 

as reporter: (following a primary party's injunction: 'Spell your 
name, please') 'Spell your name, please'. 

It is important to realize that these stances are not just the result of a free 
choice on the part of the interpreter but also a reaction to what is assumed by 
the principal parties as being the appropriate interpreter role. Evidence for 
this comes from the way the primary interlocutors address each other. As 
Wadensjo (1997:48) observes, there are four possibilities here: third-person 
(he, she), first-person inclusive (we), second-person (you) or avoidance (no 
address forms used). The choice is not necessarily consciously made and, as 
many authentic samples quoted in the literature show, the shift of footing 
reflected in a shift of pronoun of address is commonplace in interpreter-me
diated exchanges of this kind. Thus, the footing of each party is subject to 
constant renegotiation, with the stance of the primary interlocutors often in
fluencing the interpreter's style. Harris (1981) cites a case of a court interpreter 
deliberately opting for the indirect, third-person style throughout a trial with 
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Ian Mason 153 

the explicit aim of creating a certain distance between herself and what, in 
the context of a war crimes trial, was bound to be a particularly stressful and 
sensitive set of exchanges. But even when such distance is created, the ex
change remains essentially a three-party interaction. Thus, as Wadensjo (1992: 
4), following Simmel (1964), observes, such events must be seen as triadic 
as well as dyadic. Indeed, a major contribution by Wadensjo (e.g. 1992, 1995) 
to our understanding of dialogue interpreting is her investigation of the inter
preter's role as a coordinator of others' talk. 

The dynamics of the interaction are, it seems, subject to negotiation not 
only by means of linguistic cues but also through the strong influence of 
paralinguistic features: gaze, posture, gesture. By such means, primary par
ties can signal inclusiveness or exclusiveness vis-a-vis the interpreter. On the 
basis of his observation of court interpreting in Papua New Guinea, Lang 
(1978:241) concluded: 

Although his official role is that of a passive participant as far as the 
origination of primary conversation is concerned, the realisation of 
that role depends on the active cooperation of his clients and the ex
tent to which they wish to include him as an active participant not 
only linguistically but also gesturally, posturally and gaze-wise. Like
wise it is the interpreter who can by these means actively involve 
himself, or abstain from such involvement. 

Lang was here writing, of course, of non-trained interpreters operating in an 
unregulated (save by tradition) courtroom situation. In many countries nowa
days, the role of the court interpreter is pre-defined, even if prescribed 
behaviour and actual behaviour are frequently at variance, creating a con
stant tension (see, for example, Pym in this volume). But in many other 
situations, no rules have been laid down and one may observe constant shifts 
of footing, posture and so on within a single institution or a single exchange. 
For example, in a televised documentary on illegal immigration shown in the 
UK on Channel Four (Cutting Edge, 'Illegal Immigrants' , 30 September 1997), 
it can be seen that, in interview, some immigration officers seek to make eye 
contact with the interpreter while others direct their gaze solely towards the 
immigrant being interviewed. Some of the persons interviewed make eye 
contact with the interpreter only, averting their gaze throughout from the 
officer interviewing them, while interpreters seek to establish eye contact 
with both primary parties. Naturally, such matters as seating arrangements, 
often regarded as peripheral, exert a strong influence on who faces - or is 
forced to face - whom. 

One interesting concomitant of all of these uncertainties among partici
pants is the phenomenon, well known to dialogue interpreters, of 'ownership' 
of meaning. Thus, a particular lexical choice selected by the interpreter to 
relay one interlocutor's meaning may be taken up or challenged by the other 
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154 Introduction 

interlocutor as if it emanated not from the interpreter but from the other 
speaker. Wadensjo (1992:74) cites the example of a medical consultation 
involving Russian and Swedish in which the doctor suggests, in Swedish, 
that a thyroid problem has been 'worrying' the patient; this is then relayed to 
the patient by the interpreter, using a Russian word which relays the dual 
notion 'disturbing/worrying'. But the patient objects to the term, stating that 
the thyroid has not been 'disturbing/worrying' her; it has just got bigger. The 
objection is, of course, to a lexical item selected by the interpreter, not by the 
doctor. How then can the objection be relayed back to the doctor in a manner 
which is coherent with the doctor's original utterance in Swedish? The inter
preter's response, here back-translated into English, shows her awareness of 
the problem that has arisen and the need to handle it: 'No, it is not that I feel 
worried or it hurts, but it seems to have grown bigger'. This expanded rendi
tion attempts to make more explicit for the doctor the locus of the patient's 
disagreement. In other cases, the lexical item(s) at issue may be altogether 
more crucial. Krouglov (this volume) cites the case of a murder investigation 
in which a key lexical item uttered by a suspect is interpreted in three differ
ent ways by three different interpreters. Fortunately, the fact that the source 
of each of the three renditions (I'll kill you/I'll get you/I will stitch you up) 
was one lexical item was picked up and indicated to the police investigators, 
who thus avoided attributing to the suspect one particular lexical choice made 
by the interpreter. 

Other phenomena investigated in research carried out include the inter
preter's role and status as a cross-cultural mediator. Reporting on the relative 
dominance of one language over the other in bilinguals, Anderson (1976:213) 
states that "[i]n general, it is expected that the greater the linguistic dominance 
the more likely an interpreter will identify with the speakers of the dominant 
language, rather than with clients speaking his "other" language". It has been 
observed, for example, that, in a situation of unequal power distribution such 
as Latin American accused persons or witnesses in a United States courtroom 
(Berk-Seligson 1988, 1990), interpreters are sensitive to in-group loyalties 
towards relatively powerless participants whose language and culture they 
share. Indeed, the neutrality of the dialogue interpreter, referred to in 
instruction manuals and codes of practice, is not nearly as unproblematic as 
is often assumed. Wande (1994) reports similar findings from a research 
project involving SwedishlFinnish community interpreting. In other situations, 
the interpreter may easily be perceived by powerless parties to be an agent of 
an oppressive institution. Barsky (1994) documents in some detail the loss of 
status, even of identity, of applicants for asylum whose voice is heard only 
through the official interpreter. In order to succeed in gaining refugee status, 
applicants are obliged to construct an identity for themselves as appropriate 
refugees, all other aspects of their personal history being deemed irrelevant 
to the Convention Refugee hearing. Yet applicants are unfamiliar with the 
particular Western image they have to construct and, in a situation in which 
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interpreters are required to translate 'accurately' and 'faithfully', "variation 
between the speakers' intended meaning and the text that emerges is, by the 
very nature of the procedure, inevitable" (Barsky 1994:41). Another study of 
interpreting across a wide cultural divide is Baker (1997), who analyses the 
performance of an interpreter in a televised interview by Trevor Macdonald, 
the British political interviewer, of Saddam Hussein just before the 
commencement of the Gulf War. In this case, the injunction to translate 
'accurately' comes not from the employing institution but rather from the 
highly sensitive nature of the event, watched by millions of viewers and 
potentially influential on the evolution of diplomatic relations and the possible 
outbreak of war. In such circumstances, as Baker argues, interpreters will 
want to minimize the threat to themselves involved in either committing a 
highly visible error or through incurring the wrath of two primary participants 
whose interpersonal relations deteriorate as the interview proceeds. Con
sequently, the interpreter seeks to relay at all times the closest semantic sense 
of the words used by Saddam, even offering several alternatives, ostensibly 
to 'play it safe' and cover his own back; for example: 

Let us ... we must rather... we must choose or take or adopt a single 
criterion or a single standard. 

As Baker (1997: 117) points out, repetition and hesitation of this kind are not 
a feature of Saddam's speech so that a monolingual Western viewer is liable 
to form a false impression of the coherence of his speech. 

These studies of cross-cultural interaction involve well trained interpret
ers who, for all their expertise, are influenced in their interpreting behaviour 
by situational constraints: role conflict (cf. Anderson 1976), in-group loyal
ties, stress in a sensitive situation, perceptions of power and distance, and so 
on. Another fertile strand of research has been into the performance of what 
Brian Harris calls natural, i.e. untrained, interpreters. Indeed, it can be con
vincingly argued that, if we wish to understand the basic (cognitive and 
non-cognitive) mechanisms involved in the process of dialogue interpreting, 
then we should investigate not the results of training, based as it is on sets of 
normative assumptions about what constitutes appropriate behaviour, but 
rather the spontaneous behaviour of bilinguals who can and do interpret in a 
wide variety of social situations, prior to any norms of behaviour inculcated 
by training. This point should not, of course, be construed as in any way 
implying that it is appropriate for untrained individuals to interpret in com
munity interpreting situations which demand professional expertise. The 
deleterious consequences of relying on children, for example, to act as inter
preters in sensitive and stressful medical situations are well known in the 
profession. Studies included in this volume (Cambridge; Pochhacker and 
Kadric) bear witness to what is at stake when untrained staff serve as inter
preters in medical consultations. But the investigation of such situations can 
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indeed provide insights into the nature of the very issues outlined so far in 
this introduction to the field. 

As suggested above, awareness of different client needs and expectations 
in cross-cultural encounters can be a powerful influence on interpreter be
haviour. An early study of natural interpreting, Harris and Sherwood (1978), 
relates the case of a business negotiation conducted between an Italian 
immigrant to Canada and an English-speaking Canadian, interpreted by the 
former's bilingual daughter. Both primary parties behave according to their 
own cultural norms and when, at a crucial point in the negotiation, the Italian 
- appropriately, within his own cultural expectations - calls the other man a 
fool, the untrained interpreter exhibits both bi-cultural awareness and an 
instinctive move to save face all round: 

Father: DigJi che e un imbecille! 
Daughter (to 3rd. party): My father won't accept your offer. 

What the natural (as opposed to the trained) interpreter may not have consid
ered is how such a move can backfire. In this case, the father, whose English 
is apparently good enough for him to monitor his daughter's performance, 
immediately interjects (in Italian): "Why didn't you tell him what I told you?". 

The natural interpreter's awareness of the need to preserve face is among 
the issues investigated by Knapp-Potthof and Knapp (1986), in an experi
ment involving discussions between Germans and Koreans, interpreted by a 
Korean student in her mid-twenties. They found that, whereas the interpreter 
does not relay many markers of politeness from German into Korean (e.g. 
vielleicht, 'perhaps'; mal, 'just'), she also introduces her own politeness strat
egies which "strongly suggest that [she] is very much concerned with saving 
her own face" (Knapp-Potthof and Knapp 1986:198). For example, when the 
German speaker asks to know the age of his interlocutors, the interpreter 
introduces this intrusive question by saying "what interests him" and "what 
he wants to know", thus disowning responsibility for any threat to face in the 
question. It is significant that these deictic transformations had not occurred 
previously in the interpreter's output and are clearly linked to this particular 
speech act. Many other examples are available in the evidence presented by 
these analysts, who conclude (1986: 199) that the interpreter "regards her role 
as that of an independent, active party in the interaction, who, too, has a face 
to lose". We return to the issue of face below but, for the moment, let us note 
the similarity of these conclusions to those reported in many other independ
ent studies. 

3. Research directions 

The articles in this volume speak for themselves and I shall not attempt to 
summarize them here. What is striking though is the number of common 
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themes, issues and interrelated observations in a variety of different dialogue 
interpreting settings. At one and the same time, these observations provide 
corroborative evidence for many of the hypotheses advanced and attested in 
earlier work and point to new directions in interpreting research. Reference 
has already been made to some of these topics but at this point let us try to 
identify some of the most salient strands. 

3.1 Participation framework 

Franz Pochhacker and Mira Kadric' s observation of a natural interpreter in a 
medical setting picks up many of the themes alluded to above. Let us high
light just one incident which contributes to our understanding of shifts of 
footing. In the data, a shift from first-person to third-person style is clearly 
initiated by one of the primary parties when she says: 'do you understand 
me? Tell him to ... '. The shift of addressee from patient to interpreter seems 
to coincide with a sudden loss of confidence in direct therapist-patient inter
action and an appeal to the interpreter to act as intermediary. This incident 
highlights not only the fact that primary participants are often influential in 
determining the interpreter's footing, as suggested above, but also that shifts 
of footing are motivated rather than random. Thus, in the data presented here 
by Helen Tebble, it is striking that a shift of footing by a doctor coincides 
with having to announce relatively bad news to a patient: the distancing ef
fect of asking the interpreter to address the patient is an option which 
participants are instinctively aware of. Likewise, in the courtroom interac
tion which is the object of Mary Brennan's investigation, a lawyer's shift of 
footing in questioning ('Did he actually see .. .', instead of 'Did you see .. .') 
is probably traceable to the fact that the lawyer cannot establish eye contact 
with the Deaf witness, who is bound to face the interpreter rather than the 
questioner. Cecilia Wadensjo, whose previous work on footing was referred 
to above, is able to show here how participation framework is inevitably and 
radically affected by the different situational context of telephone interpret
ing. Such comparative studies are of great relevance to users of interpreting 
services who need to know more of the communicative effects of different 
forms of provision. From our perspective, these studies, taken together, open 
up a rich vein of future research: what motivates shifts of footing? How does 
the participation framework respond to the situational constraints of particu
lar modes and settings? 

3.2 Lexical choice and discoursal value 

The way in which an interpreter chooses to relay a particularly salient lexical 
item has been shown to have repercussions on later talk and especially on the 
attribution of responsibility for use of the term to an interlocutor who has 
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not, in fact, used it. Mary Brennan shows how a lawyer, cross-examining a 
witness, takes up the exact terms used by the interpreter but not by the person 
interpreted. Given what is at stake in courtroom interaction, it will be appre
ciated that such decisions can have far-reaching consequences (see also 
Anthony Pym's discussion of the key terms hit and slap in an exchange from 
the O. J. Simpson trial). The issue of interpreting in sensitive contexts, inves
tigated by Baker (1997, see above) also surfaces in the work presented here 
by Helen Tebble, Jan Cambridge, Cecilia Wadensjo and Alex Krouglov. What 
happens, in cross-cultural contexts, to the discoursal value of lexical selec
tions? A hospital doctor addressing a patient may well refer to a 'problem 
with the waterworks' rather than a 'genito-urinary tract' problem; the dis
course adopted is one which acts as an appropriate sign (informality, friendly 
bedside manner) within its culture; if used cross-culturally without interpreter 
mediation, it may meet with a look of blank incomprehension or, worse, re
sult in offence being taken. Of similar discoursal significance is the key term 
discussed by Alex Krouglov ('I'll kill you/I'll stitch you up'), which belongs 
in the source language to a non-standard dialect. Such lexicalizations are 
marked - in the sense of unexpected and therefore dynamic - and are bound 
to take on additional discoursal values within their own culture; how can 
such values be relayed and, if they cannot, is the interpreter then drawn into 
assuming the role of expert witness by explaining what is involved? How, 
indeed, do interpreters negotiate appropriate discourses and genres (cf. Hatim 
and Mason 1997) across cultural boundaries, especially in situations of un
equal access by all parties to what is culturally sanctioned within particular 
settings? 

3.3 Visibility and audience design 

The fact that primary parties, who are not entirely monolingual, often moni
tor their interpreter's performance is well attested in the literature and an 
issue discussed by Anthony Pym in this volume. In the O. J. Simpson trial, 
the interpreter is called upon not because the witness knows no English but 
rather because, in a courtroom whose language is English, the Hispanic wit
ness is at a disadvantage and must be seen to be offered linguistic protection. 
Moreover, many officers of the court know Spanish so that, as Pym observes, 
"despite apparent invisibility, the interpreters are being checked on all sides". 
The interpreter is therefore aware of being highly visible and is bound to 
design her output for various categories of receivers. Following Bell (1984), 
we may distinguish between direct addressees (e.g. the witness, the counsel), 
auditors (ratified participants who are not being directly addressed, e.g. counsel 
for the defence while prosecuting counsel is cross-examining), overhearers 
(who are present but not ratified participants, e.g. the public), and eavesdrop
pers (whose presence the participants are not currently aware of, e.g. the 
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analyst, observing the trial on television). Francesco Straniero Sergio illus
trates similar diversity of receiver groups in a very different setting, that of 
the television chat show. In media interpreting of this kind, the influence 
exerted on the interpreter's audience design is even more apparent. The ex
tent to which each of the categories (addressee, auditor, overhearer) influences 
interpreter style - in contrast to, say, the interpeter in the private medical 
consultation - is an obvious area for future research to investigate. 

3.4 Power and face 

There is a sense in which power within the speech event resides with the 
interpreter who, as gate-keeper, controls the attribution of turns at talk (cf. 
Anderson 1976, cited above). As bi-cultural and bilingual, the interpreter 
may also enjoy certain other forms of power within the interaction by virtue 
of his/her knowledge. But it is the overall power dynamic formed among the 
triad of primary parties and interpreter within a particular social setting which 
acts as main determinant of how the event proceeds. In the medical consulta
tion, asymmetrical power relations may result in important information being 
skewed or overlooked. All parties seem tacitly to acknowledge the right of 
the doctor to control the exchange. Englund-Dimitrova (1997) shows how a 
doctor, by interrupting the interpreter's turn, potentially misses an important 
response by a patient. Similarly, Mary Brennan notes in her paper in this 
volume how the sign language interpreter's turn management is usurped when 
speakers ignore some of the actions of signers and take their turn before the 
relay of meaning is complete. In the illuminating data studied by Mira Kadric 
and Franz Ptichhacker, it is apparent that the natural interpreter feels able to 
take unwarranted initiatives of her own when addressing the ten-year-old 
boy patient but would be much less likely to offer directive advice to the 
therapists who are the other primary parties in the interaction. Above all, 
there seems to be evidence, in accordance with previous research mentioned 
above, that interpreters are keenly aware of threats to face and adopt polite
ness strategies (Brown and Levinson 1987) aimed at protecting their own or 
their addressee's face: downtoning or hedging (see Helen Tebble's analy
sis); introducing conventional apologies (see Mary Brennan's data, in which 
a sign meaning 'Again?' is interpreted as 'I'm sorry what do you mean?'). 
What these papers collectively show is that there is undoubtedly scope for a 
much more far-reaching investigation of the negotiation of face in interpreted 
encounters in relation to the variables of power and distance. 

These then are some of the issues which surface in the studies brought 
together here and which suggest interesting directions that future research 
might take. In conclusion, let us note that all of these pointers lead away 
from concern with the measurement of 'interpreter error', 'correctness', 
'equivalence', and so on and thus away from a narrow source-textltarget-text 
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comparison towards a more procedural account. Viewing the interpreter as a 
gatekeeper, coordinator and negotiator of meanings within a three-way inter
action, descriptive studies have much to gain from linking observation of the 
process to pragmatic constraints such as power, distance and face-threat and 
to semiotic constraints such as genres and discourses as socio-textual prac
tices (cf. Hatim and Mason 1997) of particular cultural communities. 

IAN MASON 
Centre for Translation and interpreting Studies in Scotland, Heriot-Watt Uni
versity, Edinburgh EHi4 4AS, UK. l.Mason@hw.ac.uk 

Notes 

1. This mode is new in the healthcare setting and is known as 'remote simul
taneous' . That is, whereas the primary interlocutors (e.g. doctor and patient) 
remain face-to-face, the interpreter is at a separate location and relays each 
turn via headsets (Riddick 1998:45). 

2. Standards of Professional Conduct and Responsibilities for Members of 
the judiciary Interpreters Association of Texas, cited in Berk-Seligson 
(1990:232). 
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Ethical implications in situations where the 
language of interpretation shifts: The 
AUSIT Code of Ethics.  
 
Jim Hlavac 
Monash University 
Jim.hlavac@monash.edu   
  

 
Abstract. In bilingual or diglossic situations, shifting or switching between 
languages can be a common phenomenon amongst groups or individuals. In 
interpreting situations, a shift in the constellation of languages, i.e. from language a 
and language x to language a and language y, is perhaps not so common. It can only 
occur in interactions between multilingual clients and multilingual interpreters, 
typically when clients wish to shift to their dominant language and interpreters also 
have proficiency in this language. Twenty Australian-based interpreters, out of a 
sample of sixty, reported engaging in shifting in the course of interpreting. 
Responses to hypothetical shifts in the language of interpretation are discussed, in 
which interpreter informants provide acceptability judgements of courses of action 
and justifications for accepting – or refusing to accept – a shift in the language of 
interpretation. Ethical considerations relevant to interpreters in these situations are 
discussed and the AUSIT Code of Ethics is examined to see which guidelines relate 
to this phenomenon. 
 
Keywords: ethics, AUSIT Code of Ethics, shifting, multilingualism, code-switching, 
proficiency, dominance 

 
 
1. Introduction 
 
Moving between languages is axiomatic to interpreting. Moving between 
languages is also commonplace for bi- or multilingual individuals and 
groups. In Interpreting Studies the prototypical model of the interpreting 
situation is that of two parties speaking monolingual varieties of two different 
languages, with the interpreter functioning as a linguistic intermediary. This 
seems to disregard the profile of many interpreters who have proficiency and 
accreditation in more than two languages. Multilingualism (i.e. the use of 
three or more languages) may find its way into interpreting situations that are 
usually perceived as being bilingual. This paper examines a situational 
intersection of multilingualism, interpreting and ethics. A negotiated shift in 
the language of interpretation and perceived ethical implications for 
interpreters as reported by them is examined and then related to the AUSIT 
Code of Ethics (hereafter: AUSIT CoE).  

Within the literature on shifting languages or code-switching, attention 
typically focuses on features that are thought to account for why a change in 
language occurs, such as change of interlocutor, topic, mode of 
communication or discourse-conversational features such as asides, emphasis 
or reiteration. The type of code-switching or language shifting that is the 
focus of this paper is motivated by different reasons. It usually derives from a 
self-perceived level of proficiency and to a lesser extent the perceived level 
of proficiency of the interpreter, based on whatever information is available 
to a client about that interpreter. Language shifting also assumes that clients 
normally wish to speak the language variety in which they have greater 
proficiency, in the interpreting situations that they find themselves in. 

Most bi- and multilinguals have a sense of which language/s they are 
more highly proficient or ‘dominant’ in. Notwithstanding the persistent myth 
that bi- or multilinguals can or should be multiple monolinguals in the same 
person (cf. Grosjean, 2008) or the idealised notion of ‘equilingualism’ as an 

 
The International Journal for 
Translation & Interpreting 
Research 
trans-int.org 
 
 
 

117



Translation & Interpreting Vol 2, No 2 (2010)                                                                        30 
 

attainable goal, bi- and multilinguals are usually able to specify which 
language/s they are dominant in, taking into account the situation, topic or 
interlocutor. This is related to the contexts in which each language was 
acquired or is regularly used. A detailed discussion of linguistic dominance 
goes beyond the focus of this paper (see Genesee et al. 1995; McNamara, 
1997). This paper relates ‘dominance’ to the linguistic performance of an 
individual based on his/her own declaration or on the evaluation of a 
language specialist. This latter point is of course problematic but axiomatic to 
all interpreting situations. As language specialists who are required to 
recognise and comprehend varying dialects, registers, genres and pragmatic 
patterns, interpreters make automatic and involuntary judgements about other 
interlocutors’ proficiency levels as well as suppositions about which 
languages they are likely to know.  

The second feature which may determine the likelihood of shifting is a 
client’s (and to a lesser extent an interpreter’s) re-negotiation of personal, 
ethnic, educational and socio-economic attributes, which may be initiated by 
the client as a direct request, or which may be signalled through “inferences” 
(Mason, 2006, p.363). The term “take-up” is also used for interpreters in the 
“sense [that]… they make of others’ talk and how they respond to it” (Mason, 
2006, p.365). While these processes usually relate to discourse-internal and 
content features of text, the inferences can also relate to other attributes, such 
as ethnic allegiance, educational level or previous place of residence, all of 
them possible predictors of the preferred language variety. 

A client’s re-negotiation or re-positioning of key attributes indexed 
through linguistic forms is largely based on ‘linguistic monitoring’. Some 
studies of interpreting interactions in which the proficiency level of either 
client or interpreter is examined (e.g. Müller, 1989; Pym, 1999; Davidson, 
2002; Baker, 2006) point to an overt level of ‘linguistic monitoring’. 
‘Monitoring’ here refers to activation of receptive, i.e. listening, skills which 
focus not only on the referential content of a text but on the linguistic forms 
that a speaker employs to convey such text. Within such text there may be 
overt, metalinguistic features that indicate the speaker’s consciousness of 
forms chosen, such as side-comments, retrieval difficulties, hedges, filled 
pauses and so on. While linguistic monitoring and assessments of proficiency 
level are key notions in the fields of second language acquisition and 
language testing, they rarely figure in studies of mediated interactions or 
interpreting. The present paper seeks to address the specific issue of desired 
or negotiated one-way shifts in the language of interpretation.  

My interest in clients who change their selected choice of language is 
based on my own interpreting experience and my observation of other 
interpreters.  

This paper has eight main sections. Section 2 briefly describes some 
examples of shifting that I have been a part of or that I have witnessed 
amongst interpreter colleagues. Section 3 outlines ethical considerations 
relevant to a discussion on shifting in general. In section 4, I present the 
method and details of data collection which was gained through a sample of 
sixty interpreters. Further, I present examples and circumstances of shifting 
reported amongst a sample of sixty interpreters. This is followed in section 6 
by responses from the same sample of interpreters to hypothetical scenarios 
presented to them. Lastly, interpreter informants’ responses are collated and I 
re-visit the AUSIT CoE and examine relevant sections and contextualise and 
apply them to the phenomenon of shifting.  
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2. Examples involving shifts in the language of interpretation  
 

I am an Australian-based interpreter with accreditation as a Croatian-English 
and German-English interpreter. I have experience as a freelance interpreter 
and translator in Croatia, Austria and Germany. I have also worked as an ESL 
instructor in Australia and have been both teacher and interpreter for large 
numbers of Croatian-speaking students who have settled in Melbourne. Most 
of these students had left their country of birth in 1991 and 1992 and had 
spent five to ten years in Germany or Austria, and had acquired proficiency in 
German.  

Chronologically, the first language of these students was Croatian. In 
terms of proficiency, many of them reported that German had become their 
dominant language. Interactions, both in the classroom and interpreted ones, 
would often begin in Croatian but students often shifted to German, in which 
they “felt more at home”. I also usually shifted to German after they had done 
so. This type of shifting by students from language x to language y is 
motivated by their self-reported dominance in language y and by knowing 
that the interpreter was also proficient in that language.  

In other educational situations where interpreting services were provided 
for recently-arrived migrants, I have witnessed shifting from Ukrainian, via a 
compromise variety, Surzhyk, to Russian. In another situation I witnessed 
some Assyrian-speaking clients abandon en masse their Assyrian-English 
interpreter to hear the interpretation of an Arabic-English interpreter 
colleague. In the second instance, the client’s dominant language was 
Russian. In the third instance, due to language shift already occurring 
amongst Assyrians in Iraq, Arabic was becoming the dominant language 
amongst younger, tertiary-educated and urban Iraqi Assyrians.  

In all three of these examples, the shift was initiated by the clients, for 
their own benefit, through a direct request, a re-selection of interpreter and 
language where two or more were available, or a compromise variety. The 
desired shifts appear as the preferred choice of the client. 

There need not be a synonymous or axiomatic relationship between a 
person’s (chronologically) first language, ethnicity, citizenship, place of 
residence and their dominant language. Table 1 presents profiles of three 
other clients known to the author in which a bi-cultural background or 
previous migration have led to a preference for a specific language for 
interpreting purposes. 

 
Table 1. Demographic and linguistic profiles of some bi- and multilingual 
clients 
Ethnicity Chinese Ashkali Lebanese/Arab 
Citizenship Indonesian Serbian Lebanese 
Place/s of 
residence 

Indonesia Kosovo, 
Germany 

Lebanon 

First language/s Hakka, 
Indonesian 

Albanian, 
Serbian 

Arabic, French 

Dominant 
language/s 

Indonesian German Arabic/French 

Preferred 
language for 
interpreting 

Indonesian German French 

 
Allocation of interpreting services is frequently initiated not by clients but by 
government services, healthcare providers and educational institutions that 
determine the choice of language based on information about a client’s 
citizenship, country of origin or ethnicity (cf. Chesher et al., 2003, p. 282), 
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and not necessarily on the client’s preferred language. Further, some clients 
select a non-dominant language, often due to their own notions of identity 
which may not encompass linguistic dominance. Sometimes, due to a sense 
of duty or loyalty as nationals of a particular country, they select that 
country’s national language. Some clients may specify a non-dominant 
language, as they do not believe that interpreting services are available in 
their dominant language. Due to legal and privacy restrictions it is hard to 
systematically gather data on people’s linguistic biographies, documentation 
of their ‘declared’ first language (and other languages) and the actual T&I 
services provided to them or sought by them. As an interpreter and as an ESL 
teacher working in programs that provide interpreting services for newly-
arrived adult students, I have witnessed dozens of instances of ‘mismatched’ 
interpreting services such as those described above.  

 
 

3. Ethical considerations 
 

Guidelines that set out desirable standards of conduct have been part of the 
formalisation and professionalisation of the interpreting profession. 
Mikkelson (2000/2001, p.49) even notes that a formal code of conduct 
distinguishes a profession from an occupation. Of course, ethical, i.e. moral 
assumptions or principles about human behaviour are axiomatic to 
interpreting situations as they are to all forms of human interaction. In the last 
ten years, focus on ethical considerations and the categorisation of types of 
behaviour as desirable, neutral or undesirable for interpreters has reflected a 
formalisation of ethics within Interpreting Studies research and training. 
Legal, medical and sign language interpreting were amongst the first to 
formally address moral dilemmas and ethical considerations (e.g. Morris, 
1995; Kaufert and Putsch, 1997; Mikkelson, 2000/2001; Chun et al., 2002; 
Leneham and Napier, 2003). Now, all branches including not only 
community and conference interpreting but also talk show (Katan and 
Straniero-Sergio, 2001) emergency relief (Bulut and Kurultay, 2001) and 
military interpreting (Monacelli and Punzo, 2001) now engage in discussions 
on codes of conduct. Some (e.g. Rudvin, 2007, pp.48, 55) are cautious about 
the need and validity to mandate particular types of behaviour and whether 
such behaviours can be universal or inevitably remain culturally-specific. 
Many of these discussions follow general debates in the social sciences about 
characteristics of universalist versus particularist cultural settings and the 
norms of interpreter behaviour that hold in either group (Tompenaars and 
Hampden-Turner, 2002; Rudvin, 2007). Nonetheless, codes of conduct are 
now a characteristic attribute of professional associations that seek to provide 
sets of principles informing their members’ behaviour. Questions on ethics 
and professional conduct are also a compulsory part of testing for 
accreditation in Australia. 

In Australia the AUSIT CoE, redeveloped and revised in 1999, is the 
guiding code for practitioners in Australia, superseding the nine codes (e.g. 
Queensland Association of Translators and Interpreters: Code of Ethics; The 
Western Australian Institute of Translators and Interpreters: Code of Ethics) 
that had existed in different states in Australia or for particular state 
departments (NAATI, 1989). A comprehensive description and analysis of 
the AUSIT CoE is provided by Hale (2007, pp.101-136) with discussion of 
comparable codes from other countries. Contemporary research in 
Interpreting Studies in Australia now frequently includes reference to the 
AUSIT CoE (e.g. Glass and Dixon, 2007); one recent study tests awareness 
of the code, not only amongst practitioners but also their clients and third 
parties (Dragoje and Ellam, 2007). The AUSIT CoE contains eight main 
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sections: professional conduct, confidentiality, competence, impartiality, 
accuracy, employment, professional development and professional solidarity. 
The AUSIT CoE is re-visited in section 8 where relevant parts of the code are 
examined in relation to shifting. 
 
 
4. Methodology and informants 

 
Informants who are accredited, recognised and/or practising interpreters were 
sought to examine the frequency of shifting. Potential informants were 
contacted through the Australian Institute of Interpreters and Translators 
(AUSIT), a professional association of interpreters and translators, and 
through a training session conducted by the National Accreditation Authority 
for Translators and Interpreters (NAATI) in Melbourne.1 The total number of 
potential informants invited to participate through AUSIT’s electronic 
newsflashes was approximately 1000. Participation was voluntary and 
consisted of the completion of an anonymous electronic or paper 
questionnaire. Sixty-seven responses were obtained. Seven participants were 
excluded from the final sample due to incomplete or missing data. The 
sample thus consists of responses from sixty informants. Responses were 
collected in August and September 2008.2 

All sixty informants are Australian-based, at least tri-lingual and forty-
four of them possess formal accreditation or recognition. Interpreters with 
two languages only, English and one other language, were not included in the 
sample. Thus, the sample and the number of reported instances of shifting 
cannot be considered representative of the experiences of interpreters in 
general. However, a sample size of sixty multilingual interpreters does allow 
for some generalisation about the likely experiences of this (large) sub-group 
and gives some indication of the frequency or incidence of shifting in this 
sub-group.  

Non-personal information was elicited about the settings in which 
informants acquired their languages. Informants were invited to report on 
whether they had ever experienced a situation in which a client had shifted 
the language of interpretation or had sought to do this. Those who had 
experienced this were asked to provide details of the languages in question 
and the situation. Further, the second and main part of the questionnaire 
consisted of descriptions of hypothetical situations involving shifts in a 
language of interpretation. All informants, regardless of whether they had 
experienced a shift of language in an interpreting situation or not, were 
invited to provide judgements of acceptability in hypothetical situations. 
Comments were invited and provided by many. Summaries of comments are 
provided after the responses for each hypothetical situation.  

The data presented below is collected from interpreters only. The study 
does not include data from clients, agencies or others. Thus, discussion of 
shifting is based on responses from one party only and includes the reported 
but not self-reported circumstances and motivations of clients.  

                                                 
 
1 I am grateful to Annamaria Arnall from AUSIT for distribution of information and 
the questionnaire link to AUSIT members, and to Cynthia Toffoli-Zupan and David 
Deck from NAATI (Victoria) for allowing me to contact potential informants. 
 
2 Approval to contact potential informants and collect data was granted by the 
Standing Committee on Ethics in Research Involving Humans (SCERH), Monash 
University. Project Number 2007002093. Project Title: Bilingual clients and 
multilingual interpreters. Chief Investigator: Dr Jim Hlavac. Approved from 13 Nov. 
2007 to 13 Nov. 2012. 
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5. Incidence of shifting amongst the informant sample 

 
Twenty (33%) of the sixty informants reported experiencing shifts in the 
language of interpretation while working as interpreters. They fell into seven 
categories, depending on the status of the languages involved or on the 
motivation for shifting and the direction of the shift. Patterns of shift are 
summarised below in Table 2. 
 
Table 2: Type and details of shifting recorded amongst informants 

Pattern of shifting: languages involved, directions or 
motivations 

Number 

Language of country of previous migration → Language 
of country of birth 

Spanish → Italian 
Oromo → Somali 

Spanish (→ Italian) → Sicilian 
Japanese → Mandarin 
German → Hungarian 

5 

National language → Regional language3 

Mandarin → Cantonese 
Mandarin → Shanghainese 

Urdu → Punjabi 
Amharic → Oromo 

Urdu → Pushto 

5 

Minority language 3 → National language 
Karen → Burmese 

Karen → Thai 
Nuer → (Sudanese) Arabic 

3 

National language 1 → National language 2 
Dari → Pushto 

Croatian → Bosnian 
Bosnian → Croatian 

3 

National language → Minority language 
Indonesian → Hokkien 
Serbian → Hungarian 

2 

Language of country of birth → Language of country of 
previous migration 

Dinka → Swahili 

1 

Desire to avoid contact with interpreter from L1 
community 

French → Arabic → French 

1 

                                                 
 
3 The terms ‘regional’ and ‘minority’ refer to languages that do not have an official 
status as national languages of an independent political state. ‘Regional languages’ 
are those languages with an official status in a specified area of a state whose 
speakers usually co-identify ethnically with the (majority) national ethnicity. 
Examples of regional languages are Galician in Spain, Sicilian in Italy or 
Shanghainese in China. ‘Minority languages’ are those languages whose speakers 
usually do not co-identify ethnically with their nation state’s (majority) national 
ethnicity and who are usually domiciled in a specific area of a national state. 
Examples of minority languages are ‘indigenous’ languages such as Sorbian in 
Germany or Cantonese in Vietnam and also recently transposed ‘immigrant’ 
languages such as Arabic in France or Berber in The Netherlands (cf. Arzoz 2008). 
The status of the same language can differ from state to state. For example, Pushto is 
a regional language in Pakistan but one of the two national languages in Afghanistan. 
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The reported number of instances of shifting presented above in Table 2 
reflects those instances of shifting experienced by twenty of the sixty 
informants. A full presentation of informants’ experiences and circumstances 
of shifts in the language of interpretation is provided in Hlavac (2010). In 
regard to the person who initiated shifts presented in Table 2 above, twelve of 
the twenty examples presented above were shifts that were initiated by the 
client, in all cases for the client’s own benefit. In five cases it is not clear who 
initiated the shift or whether it was negotiated and enacted jointly by both 
parties. In three instances, interpreters took the initiative of offering or 
suggesting a shift to the client which, in all cases, was accepted. Informants’ 
responses indicate that shifting is usually initiated by the client, and 
invariably meant to be of benefit to the client. The following section contains 
informants’ responses to hypothetical situations involving the possibility of 
shifting. 

 
 

6. Ethical considerations about interpreter behaviour in relation to shifts 
in the language of interpretation 

 
Shifting occurs among 33% of informants and, as section 5 above reports, the 
interpreters themselves usually shift to accede to a client’s preferences. In this 
section, I examine how interpreters judge situations, their role and its 
obligations and how these are negotiated with other parties. This section 
presents informants’ responses to hypothetical situations in order to examine 
the following: client-initiated vs. interpreter-initiated shifts; shifting for the 
client’s benefit vs. the interpreter’s benefit; the interpreter’s judgements of 
the client’s proficiency vs. client’s judgements of the interpreter’s 
proficiency; the need to inform or gain permission from other party. 
Responses in this section are from all sixty informants, not only from the 
twenty informants who reported experiencing shifting. The experiences of the 
twenty informants who had experienced shifting are likely to influence their 
responses to the hypothetical situations presented below. However, their 
responses to hypothetical situations need not be reflective of how they 
responded in real-life situations and their responses are not otherwise 
distinguished from those of the other forty informants.  

Informants were asked to grade the interpreter’s behaviour in the 
hypothetical situations as acceptable, borderline or not acceptable. Some 
informants did not choose any response and gave no verbal answer. 
Summaries of informants’ comments are provided following the statistical 
break-up of responses to each question. 

In the questions below, language x is the language in which interpreter and 
client commence communication. Language y is the language into which they 
may shift. Language x may be a client’s L1, L2, ‘native’ or ‘non-native’ 
language, ‘mother’ or ‘adopted’ tongue. The same constellation may apply to 
language y and to the interpreter for whom languages x and y may be a 
working language (whether active or only passive). The only characteristic 
that distinguishes x from y is the (client’s) self-reported or (interpreter’s) 
assumed dominance.  

 
6.1 Informant judgements about the ethical status of various types of 
shifts 
6.1.1 Client-initiated, for client’s benefit  
Question 1. The client is speaking language x and the interpreter is 
interpreting from and into language x. The client says: “You also speak 
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language y. I’ll talk to you in y because it’s easier for me.” Both client and 
interpreter shift to language y. 
 

Acceptable: 35 Borderline: 7  Not acceptable: 10 No answer: 8 
 
Responses above show that informants consider it acceptable for both a 

client and an interpreter to shift languages where this is initiated by the client 
and the client will benefit from the shift, i.e. will be able to communicate 
more easily. Responses which consider this acceptable refer to the need to 
facilitate communication and the importance of flexibility. Those who 
consider this example borderline cite the need to consult the other party, 
while those who consider it unacceptable give (in)consistency of performance 
as a reason.  

 
Question 2. The client says: “You also speak language y. I’ll talk to you in 

y because it’s easier for me.” You as the interpreter do not switch to language 
y and continue to speak language x.  

 
Acceptable: 19 Borderline: 10 Not acceptable: 23 No answer: 8 
 
The responses above to question 2 are evenly distributed. Roughly the 

same number of informants deem it acceptable and not acceptable for the 
interpreter to refuse a client’s request to shift. Most informants in the former 
group cite the primacy of facilitating communication between client and 
interpreter as justification, and it appears that many interpreters believe 
clients appreciate or expect a proactive and accommodating approach that 
includes openness to shifting. These kinds of responses are also recorded by 
Rudvin (2007, p.66) who reports that an “independent, impartial or even 
detached approach to an interaction involving a fellow member of the same 
speech community is, for many users or clients, divergent to behavioural 
patterns that they typically expect from them [interpreters]”. Borderline 
responses refer to concerns over the lack of preparation or practice. Those 
claiming that it is acceptable not to shift, cite doubts about proficiency and/or 
a lack of accreditation. 

 
6.1.2 Client-initiated, for interpreter’s benefit  
Question 3. The client says: “You also speak language y. If it’s easier for you 
we can speak y.” Both client and interpreter switch to language y. 

 
Acceptable: 25 Borderline: 10 Not acceptable: 13 No answer: 12 
 
Responses to this question are comparable to those given in the previous 

section. Question 3 refers to a situation in which a client offers to shift for the 
interpreter’s benefit. It is seldom that clients or others offer to change a 
constellation for an interpreter’s benefit. Interpreters do not expect this either.  

The primacy of ease of communication, even if the interpreter is the 
primary beneficiary, appears to motivate most informants’ responses about 
the acceptability of this alternative. Responses which consider this borderline 
or unacceptable voice concern that the client should be the primary 
beneficiary.  

 
Question 4. The client says: "You also speak language y. If it's easier for 

you we can speak y". You as the interpreter do not switch to language y, but 
remain speaking language x. 

 
Acceptable: 28 Borderline: 11 Not acceptable: 10 No answer: 11 
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Informants’ responses to question 4 above show that most consider it 

acceptable to refuse a client’s offer to shift, when this is for the interpreter’s 
benefit. Twenty-eight responses of acceptance appear to represent a divergent 
position from the twenty-five responses of acceptance to question 3. This 
need not be the case. Both courses of action appear to be acceptable to many 
respondents.  

Familiar arguments are put forward that expand on these responses above. 
The ‘safer’ option of staying in the booked language contrasts with many 
interpreters’ sense of duty to suit clients’ wishes. One informant pointed out 
that declining to shift to language y would be unusual if the interpreter had 
divulged that s/he speaks y. This is reminiscent of the notion of consistency 
or uniformity of performance. Borderline comments repeat the concern about 
a lack of preparation while responses which view this as unacceptable posit 
that a refusal to shift when invited to do so is offensive in terms of a client’s 
cultural expectations.  

 
6.1.3 Interpreter-initiated, for client’s benefit  
Question 5. The client is having problems expressing him/herself in language 
x. You say to the client, "Feel free to speak language y if you want. I also 
speak it". 

 
Acceptable: 36 Borderline: 5  Not acceptable: 9 No answer: 10 
 
Informants’ responses show that a majority consider this course of action 

to be acceptable.  
The responses which list this behaviour as acceptable cite facilitation of 

communication, to the client’s benefit. Borderline responses again refer to 
this as dependent on the other party’s knowledge and approval. Responses 
that consider this unacceptable reject the status of the interpreter as an 
adjudicator of the client’s proficiency in language x. An interpreter-initiated 
offer to shift languages carries with it an implicit evaluation of the client’s 
greater ease in language y. As language specialists who are required to 
readily recognise and comprehend varying dialects, registers, genres and 
pragmatic patterns, interpreters make judgements about the linguistic 
repertoires of other interlocutors as an automatic and involuntary process. 
Although they are not requested or obliged to do so, they are still well-placed 
to make suggestions such as that in question 3.  

Nonetheless, in the context of community interpreting, judgements about 
proficiency can have wider consequences: clients may not appreciate an offer 
which casts doubt on their language skills in language x (cf. Luoma, 2004). 
Interpreters are themselves rightfully sensitive to others’ judgements of their 
own proficiency level and ability to interpret successfully. And yet the 
circumstance that “the relationship between client and interpreter extends 
beyond the interpreting situation” (Gentile et al. 1996, p.32) means that 
interpreters may feel compelled to offer suggestions, where such suggestions 
“facilitate rather than hinder communication” (AUSIT CoE, 1998, p.3). But 
are such suggestions demonstrations of “power or influence over clients” 
(AUSIT, CoE, 1998, p.1), against which the same code warns? This is further 
investigated in the following question.  

 
6.1.4 Interpreter-initiated, for client’s benefit (based on interpreter’s 
judgement of client’s proficiency)  
Question 6. The client is having problems expressing him/herself in language 
x. You say to the client, “I can see that you are having problems speaking x. 
Why don't we switch to language y.” 
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Acceptable: 28 Borderline: 10 Not acceptable: 11 No answer: 11 
 
Question 5 above contained an offer. Question 6 above is a suggestion or 

even a recommendation. While question 5 does not contain an obvious face-
threat, question 6 could, depending on how it is conveyed, threaten the client 
with a loss of face. As presented in question 6, such a recommendation is still 
seen by most informants as acceptable. Pragmatism appears to be their main 
explanation while those who do not support this view cite its tactlessness and 
the potential negative effect on client–interpreter relations. 

 
 
6.2 Attitudes towards informing and obtaining permission to shift from 
other parties  
Question 7. When a situation occurs where an interpreter could change from 
language x to language y, should the interpreter first inform the other party? 

 
Yes: 31 Maybe: 5 No: 1 No answer: 24 
 
Question 7 is a leading question and unsurprisingly, most informants 

believe that the other party should be informed and their permission sought: 
 

It is likely that in many situations where shifting could occur 
interpreters would already have conveyed this, through 
interpretation, to the third party, relating to them what clients have 
stated. This reminds us that, particularly in legal settings, all 
utterances produced by interlocutors, are interpreted. In community 
interpreting, there can be many situations when client and 
interpreter are alone and conversation is dyadic and where this type 
of exchange occurs without the presence of the third party (Gentile 
et al. 1996, pp.32-33). 
 
 

7. Conclusions and implications 
 

The judgements about the acceptability of shifting the language of 
interpretation described above indicate that, by and large, shifting is a 
condoned practice where the accompanying conditions of accreditation and 
awareness of shift by other parties are given. Unsurprisingly, it is generally 
judged acceptable for clients to initiate a shift in the language of 
interpretation and for interpreters to follow their lead. It is generally less 
acceptable for interpreters to refrain from shifting to another language where 
this shift is to the benefit of the client. At the same time, it is also acceptable 
for interpreters not to shift where a client appears to do this for the 
interpreter’s benefit rather than his/her own. 

Surprisingly, client-initiated shifting for the interpreter’s benefit meets 
with widespread approval, as does an interpreter’s refusal to shift in these 
circumstances. Offering to shift for a client’s benefit is acceptable to a clear 
majority of informants. At the same time, a relative majority of informants, 
twenty-eight out of sixty, believe that a stronger inducement, namely a 
recommendation to shift, is also acceptable.  

Informants’ justifications for shifting to take place are based primarily on 
the desire to facilitate communication between themselves and their clients 
and to seek optimal conditions for the interpreting interaction to take place. 
The ethos of being flexible and the ability to respond to unexpected situations 
are mentioned repeatedly in many informants’ responses. 
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The main justification given for a refusal to shift is a lack of obligation on 
the part of the interpreter. Fear of a lack of preparedness or practice in 
another language is also listed as justification, in line with ethical guidelines 
which recommend that practitioners decline work that is beyond their level of 
competence. Further, some maintain that personal information including 
proficiency and accreditation in other languages should not be divulged.  

The hypothetical situations presented above to informants do not contain 
information that may be present, and of relevance, in real interpreting 
situations that informants have found themselves in or are likely to. For 
example, the hypothetical situations contain no reference to any specific 
language, no formal diagnosis of proficiency levels, no reference to the status 
of languages in clients’ homelands or elsewhere and there is no information 
about the relationships between declared ethnicity, citizenship, nationality or 
religion and language use. These factors co-determine whether clients or 
interpreters are likely to shift and the means through which this is negotiated.  

Examples of overt justifications (questions 1 and 2), offers (questions 3, 4 
and 5) and a recommendation (question 6) reflect how these speech acts are 
performed in Australian English. These are appropriate speech acts in an 
interpreting situation for a speaker of Australian English. However, these 
same speech acts may be inappropriate for the same functions to be 
performed in other languages. The pragmatic and politeness norms of other 
languages may require different formulations and different choices of 
responses for the functions of justifying, offering or recommending. Face-
saving strategies and offer-response conventions may mean that in some 
cases a client (or interpreter) is unable to provide an unambiguous response in 
the following turn. Cultural and pragmatic norms co-determine 
conversational parameters and how individual acts within these parameters 
are enacted (Bowe and Martin, 2007). Examples of informants’ individual 
comments are presented and discussed in Hlavac (2010, pp.201-209). These 
examples reveal interpreters’ and clients’ cues, negotiation strategies and the 
language choice outcomes but not (translations of) the actual linguistic forms 
that were used to enact these. A detailed, ethnographical investigation into 
individual client’s situations goes beyond the scope of this paper which seeks 
to present responses quantitatively and to re-visit relevant sections of the 
AUSIT CoE, contained in the following section.  

 
 

8. Proposed guidelines for shifting 
 

Like many guidelines, the AUSIT CoE seeks to be both brief and prescriptive 
and to articulate in clear words desirable or undesirable forms of conduct. 
Below is a list of excerpts from the AUSIT CoE which are relevant to 
situations in which the possibility of shifting is likely to or does occur. 
Excerpts are given in the chronological order of expected interactions and 
guidelines are presented that pertain to shifting. Following each excerpt I 
attempt to interpret the intention of the guidelines and apply them to the 
possible occurrence of shifting. These interpretations and applications of the 
AUSIT CoE are my own and have not been drawn on the basis of discussion 
with AUSIT members or with those AUSIT office-bearers who were 
responsible for the code’s composition and publication in 1998.  
 
8.1 Initial contact  
 

 
 
 

5. ACCURACY  
c) Clear Transmission 
ii. A short general conversation with clients prior to an assignment may be 
necessary to ensure interpreter and clients clearly understand each other’s 
speech. (AUSIT CoE, 1998, p.3) 
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Confirmation from all parties should be gained that the language pair for 
which interpreting services were booked is the language pair that all parties 
wish to use. After establishing for whom interpretation is to be performed, 
initial contact is the opportunity for the interpreter to ‘acclimatise’ him- or 
herself to other interlocutors.  

Initially, an interpreter should wait for a client to inform the interpreter of 
alternate language preferences or to suggest a different language if the 
language booked for is not their dominant language. However, an interpreter 
can consider initiating such a shift where effective communication is 
jeopardised. 

 
 

 
 
 
 
 
 
 
The phase of all parties introducing themselves to each other and ascertaining 
their roles to each other is instrumental in the notion of a “contract” (Tebble, 
1999, p.185) or formal understanding of the aims, purposes and logistics of 
the interpreting interaction. If non-dominant competence of a client in the 
booked language becomes apparent this is the point in the interaction at 
which a requested or offered shift should occur.  

 
8.2 Initiating a shift to another language 

 
 
 
 
 
 
 
 
 
 
 
 

Sub-section 1. a) iv. above within the section on professional conduct  
states that interpreters have a “responsibility” to facilitate communication. 
This suggests that if a client wishes to shift languages to be able to 
communicate in a less hindered way, the interpreter has a responsibility to 
accommodate to this where s/he is able to.  

Sub-section 1. b) iii. above warns against exercising power or influence 
over clients. A recommendation to choose a different language to speak is an 
example of an interpreter exercising influence over a client. Therefore, where 
a shift is a possibility, it should be initiated by the client for the client’s 
benefit or it should be initiated by the interpreter as an offer to the client for 
the client’s benefit.  

 

1. PROFESSIONAL CONDUCT  
a) Standards of Conduct and Decorum 
iv. It is the responsibility of interpreters and translators to ensure that the 
conditions under which they work facilitate rather than hinder 
communication. 
b) Honesty, Integrity and Dignity 
iii. Interpreters and translators shall not exercise power or influence over their 
clients. (AUSIT CoE, 1998, p.3) 

1. PROFESSIONAL CONDUCT (extra notes) 
 
To determine the appropriateness or otherwise of a proposed course of action, 
consider whether or not it might impede or jeopardise effective 
communication. (AUSIT CoE, 1998, p.8) 
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8.3 Proficiency and accreditation 
 
 
 
 
 
 
   
 
 
 
 

The sub-section above advises that an interpreter may shift if s/he is able to 
competently perform in the other language and only if s/he has accreditation 
or recognition at the same level (or higher) than that level required for the 
interpreting interaction s/he was assigned to. 

 
 
 
 
 

 
 
 
 
It is incumbent on interpreters, regardless of which language they are 
working in, to inform others of proficiency or other limitations and to offer to 
withdraw. If an interpreter is aware of a lack of proficiency in the language to 
which s/he and the client have already shifted, s/he should request to return to 
the original choice of language for which the interpreting interaction was 
assigned.  
 
8.4 Mid-assignment shifting  

 
 
 
 
 
 
 
 
The above recommendation sanctions enquiry where characteristics of a 
client’s language indicate that it is not his/her dominant one. An offer to shift 
may be made where the prerequisites of competency and accreditation 
pertain.  
 
 
 
 
 
 
 
 
 
Where this is not already interpreted, the other party must be informed of 
proposed shift and acknowledgement gained.  

3. COMPETENCE  
a) Qualifications and Accreditation  
i. Interpreters and translators shall accept only interpreting and translation 
assignments which they are competent to perform. 
iii. Interpreters and translators shall clearly specify to their clients the NAATI 
level and direction in the languages for which they are accredited or 
recognised. (AUSIT CoE, 1998, p.4) 

3. COMPETENCE  
b) Level of Expertise 
In the course of an assignment, if it becomes apparent to interpreters and 
translators that expertise beyond their competence is required, they shall 
inform the clients immediately and offer to withdraw from the assignment. 
(AUSIT CoE, 1998, p.4) 

5. ACCURACY  
b) Uncertainties in Transmission and Comprehension 
ii. If anything is unclear, interpreters and translators shall ask for repetition, 
rephrasing or explanation. (AUSIT CoE, 1998, p.5) 

5. ACCURACY  
a) Truth and Completeness 
i. In order to ensure the same access to all that is said by all parties involved 
in a meeting, interpreters shall relay accurately and completely everything 
that is said. (AUSIT CoE, 1998, p.5) 
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8.5 Responsibility to other parties /agencies 
 

 
 
 
 
 
 

 
Where a shift of language has taken place, the interpreter should subsequently 
inform the relevant agency or contracting body of the language used for 
interpretation. It is possible that if an interpreting interaction had been booked 
for the language into which both client and interpreter shifted and not for the 
language for which it was originally booked then that booked interaction may 
have been awarded to another interpreter for various reasons (i.e. level of 
experience, area of expertise, higher level of accreditation). Practitioners 
should otherwise inform relevant contracting bodies if they anticipate that an 
interpreting interaction is likely to be conducted in a language different from 
which it is booked. 
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Revisiting the Classics 

Replies and Response Cries 
Interaction and Dialogue Interpreting 

MELANIE METZGER 
Department of ASL, Linguistics and Interpretation 
Gallaudet University, USA 

Forms of Talk. Erving Goffman. Oxford: Basil Blackwell and Philadelphia: 
University of Pennsylvania Press, 1981. 335pp. ISBN 0-631-12788-7 
(Blackwell) / ISBN 0-812-21112-X (Pennsylvania). 

Erving Goffman has made many classic contributions to our understanding of 
human interaction. Forms of Talk (1981) is, in fact, itself a collection of clas
sics, since it includes the re-printing of three previously published journal 
articles, followed by two original papers that apply the theories regarding 
behaviour and communication that were developed in the previous three. By 
focusing on the study of human behaviour as it pertains to language, Goffman's 
Forms of Talk provides useful information that makes clear a distinction be
tween dialogue interpreting and conference interpreting, and that has provided 
the basis for a new approach to the study of interpreting in general. 

In Forms o.fTalk, Goffman focuses on three themes: ritualization, partici
pation status, and embedding. By ritualization, he refers to the learned and 
rule-governed but unconscious behaviours discussed by those who study con
versational interaction. These can include gestural information, such as glances 
and postural shifts, as well as oral information such as the intonation, paus
ing, and restarting of utterances by a single speaker. Goffman proposes that 
these features of interactive discourse are important to both speaker and ad
dressees, and are frequently used, for example, during retellings of prior events 
and experiences, to create what Tannen (1989) refers to as involvement strat
egies, using the language in a theatrical manner to involve the addressees and 
assist them in inferring those things left inexplicit. 

Goffman's first theme, ritualization, while discussed as part of non-inter
preted interactive discourse, clearly has implications for dialogue interpreters. 
If a speaker, in one language, uses gestural and prosodic strategies to involve 
addressees and hint at implicit meanings in their own discourse, then clearly 

ISSN 1355-6509 © St Jerome Publishing, Manchester 
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328 Erving Coffman: Forms of Talk 

the dialogue interpreter must have a means to similarly convey the imagery of 
a retelling and the hinted-at allusions within a rendered interpretation. Whether 
or not, or how, a dialogue interpreter might do this is beyond the scope of 
Goffman's work here. But as those in the field of translation and interpreting 
began to turn their attention to what sociology and sociolinguistics has to of
fer the field (see Hatim and Mason 1990), Goffman has provided a foundation 
for researchers to begin to examine the ritualized interactive features of inter
preted encounters (cf. Roy 1989, Wadensjo 1992, Metzger 1995, forthcoming). 

Participation framework is Goffman's second theme. By this he refers to 
the fact that all individuals, regardless of their status within an event, have a 
status with regard to the discourse. That is, one person might be designated 
as a speaker, another might be designated as a primary addressee, as when a 
speaker calls someone by name: "Dawson, what do you think of that?". Even 
those individuals who are not in the room have a designated status. For exam
ple, if they are within earshot of a spoken conversation they might be considered 
overhearers, and as such, have an avenue for taking a turn within the conver
sation, perhaps answering the question despite being 'unratified' and maybe 
receiving a reply such as "Are you Dawson?". 

Like the ritualization theme, this notion of participation framework also 
has important implications for dialogue interpreters. Interpreters are often 
expected to be neutral with regard to the people and discourse that they interpret. 
However, as individuals present during the interaction, Goffman's notion 
implies that interpreters do have a participation status within the communica
tive event. Some theorists have speculated on the interpreter's role within this 
participation framework, often presuming the interpreter's status to be neutral. 
For example, Edmondson (1986) proposes that, while interpreters do have 
some participant responsibilities, such as formulating and producing utter
ances, they are not responsible for the content of the utterances, and therefore, 
interpreters have a unique status as neither hearers nor speakers within the 
participation framework. However, more recently, research based on 
Goffman's work (e.g. Wadensjo 1992) has begun to demonstrate that the 
interpreter's status is not nearly so neutral and uninvolved as was once thought 
to be the case. 

The third theme, embedding, refers to the fact that speakers can produce 
utterances that reflect the words of other people, as well as their own. For 
example, speakers can construct the dialogue of other people from other times 
and places (see Tannen 1989). This raises an interesting issue for dialogue 
interpreters, who relay the dialogue of others at the same time and in the same 
place (see Metzger forthcoming). 

Goffman weaves these three themes throughout the five chapters of Forms 
a/Talk. Each chapter contains a wealth of information about the nuances of 
interactive discourse in dyadic or multiparty encounters. Goffman' s insights, 
and his application of previous findings regarding the structure of interactive 
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Melanie Metzger: Replies and Response Cries 329 

discourse, provide a foundation on which interpreted interaction can be dis
cussed in a new light. After years, even centuries, of discussion regarding the 
nature of translation and interpreting, Goffman's attention to the details and 
ritual constraints underlying interactive discourse has already sparked inno
vative approaches to theories of and research in dialogue interpreting. 

The implications of Goffman's work can be seen merely by examining one 
chapter of Forms of Talk. In the very first chapter, 'Replies and Responses', 
Goffman builds a case that both supports and extends the basic units of inter
action, namely adjacency pairs. Adjacency pairs are those two-part units of 
discourse that provide evidence of the sequential nature of interactive dis
course. That is, dyadic interaction is not simply two people engaging in 
monologues while taking turns at talk (though possibly some interactions feel 
like this!). Turns at talk are related to one another, each turn providing the 
opportunity for interlocutors to respond to what has previously been said as 
well as to make a connection to which the addressee can respond in subse
quent turns. Greetings provide evidence of these adjacency pairs and the 
sequential structure they imply, as they generally include a first-part (in Eng
lish perhaps a "Hello, how are you?") and a second-part response (such as 
"Fine"). Closings, question-answer pairs and so forth all represent examples 
of adjacency pairs. 

In keeping with prior research, Goffman points out that adjacency pairs 
provide further evidence of the sequential nature of interaction by 'chaining'. 
He cites Merritt's (1976) findings regarding the chains in service encounters: 

A: "Have you got coffee to go?" 
B: "Milk and sugar?" 
A: "Just milk." (quoted in Goffman 1981:8) 

In this example, Goffman points out that two two-part adjacency pairs 
have been condensed into three turns at talk, because one part of the first pair 
(the answer to the first question, "Yes") can be understood without actually 
being uttered. 

While all of this is not new to discourse analysts, Goffman's contribution 
is to suggest that the units of interaction are not nearly as precise and identifi
able as once thought. In interaction, people do not speak in sentences when, 
pragmatically speaking, partial utterances are sufficient for mutual understand
ing. Conversational discourse analysts have tried various ways of approaching 
the study of interaction, to identify the basic unit of talk in interactive dis
course. Goffman suggests that the sentence, the utterance, and the turn are 
all insufficient measurements. He suggests, instead, that the basic unit of in
teractive discourse is the move. A move can be a sentence, utterance, or turn, 
but need not be. A move can even be accomplished by silence, since pauses 
are as capable of conveying meaning as is discourse (cf. Tannen 1986, 1989). 
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330 Erving Goffman: Forms of Talk 

The notion of moves as a basic unit of interaction can be very useful to the 
dialogue interpreter (as well as to the interpreter educator and researcher). 
This notion clarifies an issue that has plagued the field for some time, namely 
equivalence. It is sometimes assumed that the only true measure of an inter
preter's success at their work is to know that they have conveyed an equivalent 
message in their rendition of the source into the target language. However, it 
has long been clear that the notion of equivalence is not straightforward. More
over, where a translator of written discourse deals with the lexical, syntactic, 
pragmatic and discourse levels of text, the dialogue interpreter must cope with 
the additional dimensions that live, real-time participants offer in particular 
contexts (see Hatim and Mason 1990). 

In the case of Goffman' s description of interactional moves, a question for 
the dialogue interpreter might be this: has the move that was intended by the 
originator of an utterance been conveyed appropriately? And if so, what has 
this done to the various levels of linguistic equivalence? Or if not, how can 
the interaction continue, when interactive discourse, as Goffman points out in 
this classic, is built by participants move by move? While it might be argued 
that moves can also occur in written discourse, the dialogue interpreter does 
not have the luxury of a text that has been completed from beginning to end. 
Interactive discourse is a jointly negotiated process that participants engage 
in, and though many professional codes of ethics for dialogue interpreters sug
gest otherwise, dialogue interpreters are, as Wadensjo (1992) points out, 
centrally involved in this negotiation process (see, for example, Roy (1989) 
for a study of an interpreter's role in tum exchange). 

The fact that dialogue interpreters have a unique participant status is also 
indirectly addressed in Goffman's chapter entitled 'Footing'. In this chapter 
(chapter 3), he describes the relationship between participants in interaction. 
By examining the role of all individuals present in interactions, he makes it 
clear that even unaddressed bystanders can have an impact on the unfolding 
of interactive discourse. 

In his discussion of participant roles in interactive discourse, Goffman ex
tends the notion of 'speaker-hearer', once presumed to represent the status of 
interlocutors in interaction. And although it would be easiest to develop a 
relatively simple structure (such as speaker-hearer) to describe interaction, he 
attempts, instead, to characterize the dynamic and ever-changing relationships 
between interactants and the discourse itself. He does this by focusing on the 
production and reception of utterances. With regard to production, he pro
poses that the term 'speaker' implies that an individual is animating their own 
words, ideas, and positions, whereas this might not be the case. For example, 
when an individual reads a paper at a conference presentation for a colleague 
who is unable to attend, the reader is animating words but the ideas and posi
tions are not their own. Goffman provides numerous examples of the ways in 
which a 'speaker' can fulfill one or another, rather than each, of these roles. 
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This clearly has relevance for interpreters, whose professional responsi
bility it is to animate in a second language the ideas and positions of others. 
Hence, a dialogue interpreter is constantly shifting back and forth between 
these three aspects of being a 'speaker', sometimes animating the words of 
one participant, sometimes those of another, and still at other times giving 
voice to ideas and positions of their own (for example when explaining some
thing about the interpreting process to other participants). 

This is the basis for Goffman' s production format, in which he divides the 
notion of speaker into three roles, based on distinguishable characteristics. 
An animator is a speaker who functions essentially as a "talking machine" 
(p. 144). An author is responsible for originating the content as well as the 
form of an utterance. The individual who is responsible for or committed to 
what is being said is the principal. It is clearly possible for a dialogue inter
preter to animate the words of another. Nevertheless, when an interpreter is 
not the originator of the content of an utterance (a rendition), they are still 
responsible for the form of the utterance, since they render it into a different 
language. Moreover, it is also possible for them to behave as principal, utter
ing words of their own. The implication for research into dialogue interpreting 
is that we can use Goffman' s taxonomy of speaker roles to examine in greater 
detail how interpreters function in various types of interactive settings (see 
Wadensjo 1992, Metzger 1995, forthcoming). 

Erving Goffman's Forms of Talk provides important insights regarding 
the structure of interactional discourse. In addition, by adopting a sociologi
cal point of view, it deepens our understanding of the nature of such encounters. 
Ultimately, these are the reasons why Goffman's work is still considered to 
be a classic today. And perhaps even more importantly for the purposes of 
this volume, these are the reasons that Goffman's work is so critical to both 
the theoretical and the empirical foundation of dialogue interpreting. 

MELANIE METZGER 
Department of ASL, Linguistics, and Interpretation, Gallaudet University, 
800 Florida Avenue, N.E., Washington, D. C. 20002-3695, USA. 
melanie.metzger@gallaudet.edu 
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Healthcare Interpreter Policy: Policy 
determinants and current issues in the 
Australian context 

 

Pam Garrett 
 Simpson Centre for Health Services Research, UNSW 
 Pam.Garrett@sswahs.nsw.gov.au 
 

Abstract. Healthcare interpreter policy comprises both the written and the unwritten 
actions that affect the interpreter service, its structure, funding and service provision 
arrangements. A model of interpreter service policy is proposed which identifies the 
interactive policy determinants as being: interpreter provider factors, non-English-
speaking (NES) patient factors, managerial factors. health system factors, 
stakeholder factors, factors associated with non-health sectors and evidence and 
research. Interpreter policy is viewed as being nested within multicultural and 
mainstream healthcare policy. Using this model, the article canvasses the range of 
factors currently influencing healthcare interpreter policy, discusses the evidence and 
research related to the effectiveness of current policy, and makes suggestions for 
future policy directions. Key policy directions suggested include: clarification of 
interpreter roles and responsibilities; taking action to maximise the service reach, 
scope and effectiveness; developing the cultural competency of healthcare providers; 
and improving the health literacy of patients with limited English proficiency. It is 
argued that these changes must be made with an overall healthcare interpreter policy 
context that defines the central concern as patient safety. 

Keywords: interpreting; health care; health policy; immigration; welfare. 

 

Interpreter Policy and the Policy Process 

Policy and the policy process are highly contested terms. In the health 
context, Buse et al (2005) see policy as embracing  

‘courses of action (and inaction) that affect the set of institutions, 
organisations, services and funding arrangements of the health 
system…. including policies made in the public and private 
sector.....and the actions external to the health system which have an 
impact on health.’ (Buse et al 2005 p6)  

    Dye argues that policy is anything that governments choose to do or not do 
(Dye 2001), that is, that policy may be explicit or implicit (Folz 1995), 
written or unwritten.  

    Health policy also includes actions outside of the healthcare system that 
impact on health or health status (Palmer & Short 2000). For instance 
immigration policy changes supporting the immigration of people from sub-
Saharan Africa, or small village communities from south-east Asia, has 
significant implications for the organisation, delivery and budgets of 
healthcare interpreter services, as the range and demand for cross-linguistic 
encounters increases and diversifies. 

Policy can be seen as one of the key dimensions of the health system; 
others are resources, organisational structure, management and support 
systems, and service delivery (Janovsky & Cassels 1995 p12). Fundamental 
to policy analysis is the way power and influence are exercised and the way 
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Mainstream Healthcare Policy, 
Organisation, Funding, Services 

Multicultural Health Policy, 
Organisations, Funding, 

Services 

Healthcare Interpreter 
Policy, Organisation, 

Funding, Services 

Health System Factors: 
healthcare supply, 
budgets, capacity, 

workforce, management, 
technology 

Other Related 
Sectors: 

immigration, 
welfare, 

employment, 
housing technology

Stakeholder Factors: 
ethnic community 

interests, party political 
issues 

(NES) Patient Factors: 
language proficiency, 

health status, age, 
family, demography, 

cultural patterns, health 
literacy 

Mainstream Provider 
Factors: cultural 

competency, attitudes, 
workloads 

Interpreter Provider 
Factors: role, 

supply, quality, 
training, industrial 

issues 

Political, Economic, & 
Social Framework 

Evidence & 
Research: 

patient safety, 
access, 

satisfaction 

Interpreter 
Management Factors: 

structure, human 
resource, budget, 

management approach 

societies and governments function (Buse et al 2005; Walt 1994). Thus, this 
model of interpreter policy highlights the important role of key stakeholders.  

Figure 1: Model of Interpreter Policy in Healthcare 

 

The Model of Interpreter Policy within Healthcare 

The complex and dynamic nature of the interpreter health policy process is 
modelled in Figure 1. Interpreter policy operates within a context that is both 
defined and influenced by the broader political and social context. Thus 
attitudes towards immigration, immigrants, health and welfare social 
provision all (explicitly or implicitly) frame, mediate and influence 
interpreter service policy and provision. Healthcare interpreter policy is 
intertwined and nested within multicultural and mainstream healthcare 
policy. The interpreter service is a key multicultural service which promotes 
access to health services for people with limited English proficiency.  

    Many more direct factors may interactively influence or determine 
interpreter policy and service delivery. These include factors associated with 
the patients with limited English (including their language proficiency, 
beliefs, socio-cultural background, age, health status, family relationships), 
factors associated with interpreters (including their personal and socio-
cultural background, interpreter supply, quality, accreditation and training), 
factors associated with the interpreter service management (budget, structure, 
management culture), factors associated with healthcare providers (such as 
their cultural competency, attitudes and workloads), healthcare system factors 
(such as budgetary constraint, service capacity, workforce supply, 
institutional culture), the advocacy and interests of key stakeholder groups 
(including ethnic community groups and party political groups), and the 
available evidence and research. 

    At the operational level, interpreting in healthcare is a complex 
communicative interaction between provider, interpreter and patients; parties 
which have unequal power relations and each of which has their own socially 
and institutionally mediated values, demands, beliefs, expectations and goals. 
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These factors consciously and unconsciously shape each encounter. Thus, as 
Angelelli notes: 

‘..interlocutors bring their own set of beliefs, attitudes and deeply held 
views on interpersonal factors, such as gender, race, ethnicity, and socio-
economic status, all of these get enacted. The interpreter…. also brings 
her own set of beliefs, attitudes and deeply held views that are 
constructed, co-constructed and re-enacted within the interaction.’ 
(Angelelli 2008, p 149) 

 

Contextual Policy Determinants in the Australian context 

 

Mainstream Healthcare Policy, Budgets and Systemic Factors 

In the period since the 1970s when multicultural policy was proclaimed by 
the Australian federal government, the mainstream healthcare context has 
undergone a series of shifts which in turn have impacted upon multicultural 
health and interpreter policy.  

    The early seventies was a time when policy was concerned with 
distributional goals seeking to redress social disadvantage, extend the rights 
of minority groups and improve participatory democracy. Migrant rights 
groups and community lobby groups advocated for mainstream health service 
changes to improve equity and access (Garrett & Lin 1990). The introduction 
of universal health insurance and the development of the community health 
program were arguably the two most significant health care changes. It was 
during this period of mainstream healthcare upheaval, that multicultural and 
interpreter policies and services were conceived and developed (Garrett & 
Lin 1990). In many respects they developed in response to advocacy rather 
than evidence (Kelaher & Manderson 2000). Policy was generally enshrined 
in service guidelines and protocols rather than regulation or legislation. 

    In the 1980s the mainstream policy focus shifted to a concern with equity 
and efficiency (Eagar et al 2001). Policy focused on de-institutionalisation 
and on means of improving coordination and integration.  

    By the 1990s the accelerated efficiency drive led to a concern about the 
quality and effectiveness of health interventions (Eagar et al 2001). Fiscal 
availability in health services had tightened, in response to the rising costs 
associated with increased demand, population ageing, wage increases and 
increasing costs of technology (Sax 1990). As health care budgets tightened, 
so too did the budgets of interpreter services, affecting the reach, scope, 
flexibility and effectiveness of the service. Some interpreter services 
responded by introducing operational policies such as fee charging for 
selected services or facilities or capping of particular service types. Others 
limited their service provision to the public hospital sector and carefully 
prioritised interpreter calls in terms of their perceived urgency or complexity. 
The relative priority of interpreter provision in community health or 
outpatient settings versus acute hospital care was debated with priority 
inevitably being given to Emergency Department requests for interpreters. 
Distance technologies such as telephone and tel- and video- conferencing 
were sometimes employed to improve efficiency and reach. However, the 
supply of interpreters remains outstripped by the demand (Garrett et al 
2008b). 

    In this most recent decade, health care policy has promoted effectiveness, 
health outcomes, performance monitoring, quality and patient safety (Lazarus 
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1998; Lapsley 2000). Patient safety has been the most prominent policy 
concern and evidence has been required as the basis for investment. 

    However, in the healthcare interpreter and multicultural health field, 
evidence has been limited and uneven (NHMRC 2005). The important 
relationship between language services and patient safety remains unstudied 
in the Australian context. The impact of interpreter services in preventing 
disparity based on race or ethnicity has not been examined. Thus, in the last 
decade, a disjuncture has arguably emerged between the driving policy ideals 
of the mainstream (patient safety) and the goals and ideals of interpreter 
policy (access and equity). 

  

Stakeholder Policy Determinants in the Australian context 

The NES Patient Factors Influencing Interpreter Policy 

Over half a million people in Australia (561,413) or 2.8% of the total 
population speak English not well or not at all, according to the most recent 
population census (ABS 2006). Being unable to proficiently speak English is 
associated with a range of social factors which may be critical in a highly 
structured hospital environment. Aside from being unable to negotiate 
complex institutions such as hospitals alone, the non-English-speaking 
patient is likely to have a lower income and to experience poorer health status 
(Kliewer & Jones 1997). It has also been suggested that non-English-
speaking patients have poorer health outcomes (Smedley et al 2003), 
although this has not been tested in the Australian context.  

    The Australian non-English-speaking population is highly diverse in terms 
of their countries of origin, languages spoken, proficiency in English, 
religions, length of residence, and education levels. The health status of 
immigrants can vary as a function of age, socioeconomic status, language 
proficiency, and settlement issues (Kliewer & Jones 1997). For example, 
poor English proficiency has been associated with poorer health and greater 
use of medical services (Kliewer & Jones 1997).  

    Many studies report that language barriers decrease equity in healthcare by 
reducing access to healthcare services including primary care and emergency 
department care. Further language barriers have been reported as reducing 
patient understanding and involvement in decision-making, and decreasing 
adherence to treatment, including medications (Derose & Baker 2000; 
Ferguson & Candib 2002; Fiscella et al. 2002).   

    A fundamental policy concern must be improving the health literacy 
(within the Australian context) of patients with limited English proficiency. 
Improving health literacy needs to be carefully targeted, ongoing and employ 
a large variety of educational and information methods.  

Mainstream Provider Factors 

Mainstream providers in ‘western’ healthcare services undoubtedly operate 
within a paradigm which has been termed ‘biomedicine’. Good argues that 
‘clinical narratives’ or ‘therapeutic plots for patients’ are created and shaped 
through assumptions about the role, obligations and conceptions and 
responses of both patient and provider (Good 1995, p. 464). Clinicians learn 
to ‘read the unfolding medical plot determined by disease and patient 
response’ (Good 1995, p. 464). That is, that mainstream providers construct 
and then represent the patient’s condition and this is then enacted within the 
patient-provider-interpreter interaction. 
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    Where an encounter is inter-cultural, encounters are inherently more 
complex. Much has been written about the great potential for 
miscommunication with patients with limited English proficiency, derived 
from diverse beliefs and behaviours, language barriers and cultural 
differences (Parsons 1990; Stuart et al 1996), problems in understanding 
medical language (Bourhis et al 1989), differences in gender, class and power 
(Kaufert & Putsch 1997), racism, bias and stereotyping (Ferguson & Candib 
2002; Johnstone & Kanitsaki 2008), and divergent consumer and provider 
roles, preferences and expectations (Cortis 2000). Language barriers and the 
approach to facilitating communication are arguably the most fundamental of 
these issues in the case of the non-English-speaking patient (Flores 2005; 
Karliner et al 2007). The negative consequences of poor inter-cultural 
communication may include inappropriate use of health services, incorrect 
diagnosis, non-compliance, dissatisfaction, poor rapport, and the patient 
feeling fearful and desperate (Ferguson & Candib 2002; Meeuwesen et al 
2006). 

    A literature review on intercultural doctor-patient communication found 
that doctors showed lower levels of positive affect when interacting with 
ethnic minority patients and that ethnic minority patients were less verbal, 
assertive and affective in intercultural communication (Schouten & 
Meeuwesen 2006). A study in the Netherlands, found that the interview time 
spent with Dutch patients was longer compared with immigrant patients, that 
immigrant patients showed greater compliance and agreeability with their 
General Practitioner, that doctors gave more medical advice to immigrants, 
yet were more empathic towards Dutch patients, and that doctors were less 
affective towards immigrants (Meeuwesen et al 2006). In another study, 
minority patients were found to be less likely to engender empathy, establish 
rapport, receive adequate information, or participate in decision-making 
(Ferguson & Candib 2002). Intercultural medical consultations resulted in 
more misunderstanding, less compliance, less participation and less 
satisfaction than in intra-cultural consultations, although most reviewed 
studies did not directly assess the relationship between communication and 
outcomes (Schouten & Meeuwesen 2006). Studies of this type have not been 
conducted in the Australian setting so the degree of transferability of these 
findings is uncertain. 

    Cultural similarities between provider and patient, particularly in terms of 
language and physical appearance have often been cited as facilitating the 
clinical relationship and improving agreement, accessibility and outcomes 
(Powe 2004; Chen et al 2005). The importance of bilingual professionals has 
been cited in studies (Johnson et al 1998). However, the poor match between 
the languages represented in the bilingual workforce and the languages of 
patients has also been a consistent finding.  

    The factor that can significantly affect the patient-provider relationship is 
the cultural competency of the provider, service and organisation (Garrett et 
al 2008a). Culturally competent care relates to behaviours, attitudes and 
policies that support a negotiated process of appropriately caring for people 
across languages and cultures (Cross et al. 1989). The cultural competency of 
providers must be a formative element in any healthcare interpreter policy. 

Interpreter Provider Factors Influencing Interpreter Policy  

Language facilitators, whether they be professional interpreters, family or 
bilingual staff, provide a necessary and empowering communication bridge 
for the patient with limited English. However, healthcare language service 
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provision is fraught with vexing issues such as the accuracy of interpretation 
or of cultural interpretation, issues associated with confidentiality and trust, 
the potential for bias related to cultural, political or familial affiliation, 
queries about the appropriate roles and responsibilities of interpreters and 
concerns regarding both the healthcare provider’s and the interpreter’s legal 
and ethical duty of care (Vasquez & Javier 1991; Ozolins 1993; Angelelli 
2008).  

    The diverse and increasingly complex roles of professional interpreters in 
the health care setting has been noted. This complexity is in part derived from 
the range of interpretation modes, including face-to-face, remote, telephone 
and tele- or video-conference linkage; further, interpretation may be 
simultaneous or consecutive. A large literature exists on possible interpreter 
roles, ranging from a neutral conveyor or renderer of the spoken word, 
cultural and linguistic broker, gatekeeper or powerful mediator between the 
parties, advocate for the healthcare provider, and advocate for the powerless 
non-English-speaking patient (Martin & Valero- Garcés 2008; Hale 2008). 
Such roles are inevitably mediated by individual interpreter preferences and 
professional standards, and, as outlined in the model of interpreter policy, by 
the social and institutional factors influencing other aspects of interpreter 
policy. 

    The roles and responsibilities of interpreters may be referred to in policy 
documents, for example, the NSW Standard Procedures for the Use of Health 
Care Interpreters (NSWHealth 2006). This policy defines interpreters as 
responsible for ‘the oral transmission of speech from one language to 
another’. However, this conception of the interpreter role as a 
‘communication conduit’, what Davidson terms ‘neutral machines of 
semantic conversion’ (Davidson 2002, p379) and Angelelli terms ‘language 
converter’ (Angelelli 2004) has been vigorously contested in the recent 
literature (Valero Garcés & Martin 2008). Several studies have demonstrated 
through methods such as sociolinguistic and discourse analysis that 
interpreters, both consciously and unconsciously, exercise considerable 
agency and influence in the process of constructing and facilitating 
communication between provider and patient (Davidson 2000; Davidson 
2002; Angelelli 2008). Thus, interpreters have the capacity to influence, or at 
least shape, the outcome of interpreted interactions in the medical setting. 
Clearly, interpreters, as the mediator in the interaction, comprehend the 
interactive discourse through their own perceptual and cognitive lenses, thus 
resulting in a representation, which is influenced by a complex myriad of 
personal, professional, contextual and socio-cultural factors. Values, 
attitudes, experiences and expectations may all, for example influence the 
perception, construction and representation of communication.  

    Both professional and non-professional interpreters have been found to 
participate in keeping interviews moving and in constructing an outcome, 
which matches their own understanding of the institutional goals and 
expectations (Wadensjo 1998). One study found that interpreters had an 
overall tendency to reduce what is being said, by omitting, revising or 
reducing the content in the interaction. Further it has been found that there 
was very little social talk or small talk when an interpreter was involved 
(Aranguri et al 2005). Some US studies have questioned the correctness of 
interpretation in the medical setting (Baker et al 1996; Karliner et al 2007).  

    Yet, distinctions must surely be made between the professional interpreter, 
in Angelelli’s terms, ‘bringing the self’ to the encounter (Angelelli 2004), 
interpreters working to professional norms and expectations, interpreters 
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facilitating information provision and, on the other hand, interpretation that is 
clearly inaccurate or widely divergent from the patient or provider’s 
communicative intent or where the interpreter even takes over the provider’s 
role. While recognising that all communication is subjectively constructed, it 
is important that relativistic perspectives do not prevail to such an extent as to 
render the professional interpreter’s role as irrelevant.  

Addressing this complexity of issues requires self-aware, professionally 
accredited, highly trained and accountable healthcare interpreters who 
transparently and purposefully discuss and agree upon the interpreting 
approach with both provider and client. At the institutional and professional 
level, the expectations need to be clarified in interpreter policy. Leading 
commentators in the translating and interpreting field have noted this gap 
between such research findings and the policy documents in respect of the 
role of interpreters (Angelelli 2008). 

 

Effectiveness of Interpreter Services – The Evidence and Research 

There have been very few published Australian studies discussing interpreter 
services or the usage of healthcare interpreters. In general the sample sizes in 
such studies are very small, and in two studies the usage of interpreters is 
assessed by surveying staff (Heaney & Moreham 2002; Giacomelli 1997), a 
method which may not elicit reliable results as it relies on staff identifying 
the need for an interpreter. Kazzi and Cooper (2003) in a cross-sectional 
study of interpreter usage in paediatric emergency cases mailed translated 
questionnaires to non-English-speaking parents, with non-respondents being 
followed up by a telephone survey undertaken by an interpreter. They found 
that of 131 respondents who identified themselves as requiring an interpreter, 
47 (36%) received a trained interpreter and 55 (42%) an ‘adhoc’ interpreter 
(family or friends). Less than half of these respondents were identified by 
Emergency Department (ED) staff as needing an interpreter.  

    Garrett et al (2008b) in a study using a patient survey and medical record 
review, with 258 respondents, similarly found that only about a third of 
patients with limited English had actually used an interpreter in hospital and 
that only about half of those who spoke limited English reported that they 
were offered an interpreter in hospital. They found that usage of interpreters 
was particularly limited in the ED, with only 13% of ED patients using a 
professional interpreter. The study found that about 60% of those patients 
who were admitted to the hospital had used an interpreter. Most patients, 
whether they were admitted or emergency department patients, saw an 
interpreter only once during their hospital stay. However, the likelihood of 
receiving an interpreter increased significantly with the increased clinical 
complexity of patients. For many patients, interpreters sorted out problems at 
some point in their hospital stay (Garrett et al 2008c). 

    The high rate of usage of family and friends as interpreters has been a 
consistent finding in research studies (Garrett et al 2008a; Kazzi & Cooper 
2003; CEH 2006). Forty eight percent of the patients in one study advised 
that they would prefer to use family and friends to interpret (Garrett et al 
2008b). 

    An unpublished literature review undertaken by the Centre for 
Multicultural Health, UNSW, reports a number of operational and managerial 
challenges in providing interpreter services.  Inefficient booking systems, 
inadequate interpreter availability, provider perceptions that interpreters are 
difficult to attain, the patient’s inability to directly book an interpreter, patient 
preferences for  family or friends as their interpreter, and the lack of 
flexibility of the interpreter service were factors cited as potentially 
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mitigating against optimal usage or monitoring of interpreter services (Centre 
for Multicultural Health 2003). Such systemic issues need to be addressed in 
operational policies. 

    Although quality Australian studies in interpreter effectiveness are sparse, 
a number of recent seminal international studies have associated professional 
interpreter usage with increased patient satisfaction, improved patient 
understanding, greater patient participation in decision-making, high levels of 
compliance by patients with recommended treatments, improved access by 
patients to services, and fewer medical errors (Karliner et al 2007; Timmins 
2002; Jacobs et al 2001; Flores 2003). Thus, the overall significance and 
effectiveness of the professional interpreter service is not at issue.  

    Rather, a key question in relation to interpreter service effectiveness in the 
Australian context is the service reach and availability and the extent to 
which policy is meeting the basic requirements of key stakeholders.  

 

Conclusion  

Understanding the diverse perspectives of each of the major stakeholders is 
clearly fundamental for effective healthcare interpreter policy. For the 
patient, policy needs to broach issues associated with health literacy, the role 
of the family in brokering language barriers, service access and their 
healthcare safety. For the provider, cultural competency, particularly 
enhancing skills in inter-cultural communication, is fundamental. For the 
interpreter, clarification of role expectations is essential.  

The review of evidence related to interpreter service effectiveness 
indicates that systemic changes may be needed at an operational level to 
maximise the reach and availability of the service. This might include 
extended usage of technology, selectively changing the mode of 
communication (e.g. less face-to-face interpreting and more telephone 
interpreting) or improving interpreter budgets. 

    The further development of interpreter services may be hampered by a 
lack of substantiating research and evidence. Improving the (Australian) 
evidential base for interpreting services would place interpreter policy on a 
firmer footing within mainstream healthcare. Further, effective interpreter 
policy might wisely base its discourse and purpose firmly within the 
mainstream discourse on patient safety. This would improve the opportunities 
for interpreter service developments within the current tight fiscal 
environment.   

    In summary, there is a complex array of determinants in the interpreter 
policy arena. The Model of Interpreter Policy (Figure 1) provides a useful 
means of conceptualising these policy determinants. The model highlights the 
interactive impact of diverse stakeholders, including the non-English-
speaking patient, the provider and the interpreter, interwoven with healthcare 
institutional and broader social factors. 
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The Hospital Cleaner as Healthcare Interpreter 
A Case Study 

FRANZ POCHHACKER & MIRA KADRIC 
Universitiit Wien, Austria 

Abstract. Against the background of current hospital interpreting 
practices in Vienna, the authors present a case study of an authen
tic therapeutic interaction in which a Serbian-speaking hospital 
cleaner serves as interpreter in a 47-minute voice therapy and brief
ing session. Communication between the two speech therapists and 
the ten-year-old voice patient and his parents from the former Yu
goslavia (Bosnia) is described and analysed on the basis of twelve 
excerpts from thefull transcript of the videotaped interaction. The 
findings show that the untrained ('natural') interpreter clearly fails 
to maintain a consistent focus on her translatorial role and task 
and introduces significant shifts in the form as well as the sub
stance of communication. Unaware of the cleaner-interpreter's 
impact on the interaction, the therapists ultimately lose control 
over the quality and effectiveness of their professional work. 

Dialogue interpreting in healthcare settings has increasingly become a focus 
of attention as a significant speciality of translatorial practice. Despite a grow
ing number of professionalization initiatives in Anglo-American as well as 
other countries however, the provision of interpreting services in healthcare 
settings remains characterized by ad hoc arrangements involving the use of 
untrained bilinguals, most commonly family members and hospital staff, as 
interpreters. 

A recent survey carried out in a total of 71 departments of twelve hospi
tals in Vienna (Pochhacker 1997) confirmed the present state of medical 
interpreter service delivery. Out of 464 doctors, nurses and therapists respond
ing to the question of what kind of hospital staff served as interpreters, 61 % 
indicated that it was frequently or nearly always "cleaning staff' - as op
posed to nurses (44%) or doctors (10%). (Migrants from the former Yugoslavia 
represent the most numerous non-German language group in Vienna, and 
many women from this community have traditionally found employment as 
housekeeping staff.) Given their pivotal role in enabling communication be
tween Austrian healthcare providers and non-German-speaking patients, 
Serbocroat-speaking hospital cleaners are a prime target group for any study 
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162 The Hospital Cleaner as Healthcare Interpreter 

of current health care interpreting practice in Austria. 
While the use of untrained bilingual hospital staff, let alone cleaners, as 

interpreters may be flatly rejected by professional linguists (e.g. Scouller 1988: 
66, Burley 1990:150), there are very few well-documented studies to date 
which investigate what actually transpires in an authentic provider-patient 
interaction involving "natural translation", i.e. "[t]he translating done in eve
ryday circumstances by people who have had no special training for it" (Harris 
and Sherwood 1978:155) 

Against this background of current interpreting practice in Austrian hos
pitals on the one hand and theoretical interest in the performance of 'natural 
interpreters' on the other, the present study investigates the translatorial be
haviour of a hospital cleaner in a therapeutic setting. From a descriptive rather 
than a normative perspective, the nature of the interpreter's renditions as well 
as her behaviour in the role of interpreter will be analysed for their impact on 
the dynamics of the communicative exchange and on the functional quality 
of the professional interaction as a whole. 

1. Material and method 

The material analysed in this case study is derived from the Ear, Nose and 
Throat Department of a teaching hospital in Vienna, where speech therapists 
can and routinely do use a video camera to document patient encounters for 
subsequent reference and analysis. In the context of a survey project carried 
out by the first author, the head and staff of the department in question were 
requested - and agreed - to make recordings of sessions with non-German
speaking patients available for a study of translation practice. This arrangement 
obviated the need for participant observation and allowed for routine patient 
(parent) consent to the use of recordings for scientific purposes. 

The recording used for this study was made in August 1995. It docu
ments the initial voice therapy session of a ten-year-old boy of Bosnian descent 
and the subsequent briefing session with his parents. The session is conducted 
jointly by two (monolingual) speech therapists and a Serbian-speaking hos
pital cleaner who serves as interpreter. 

The German-language portions of the interaction were transcribed by the 
first author and checked by the second author, who contributed the 
transcription of the Bosnian/Serbian utterances (which were in turn checked 
by a fellow sworn court interpreter for the respective languages). The working 
translations into English, which were made as readable as an interlinear ap
proximation of the original would allow, are by the first author in cooperation 
with a native-Serbian professional interpreter in California. 

The transcription system follows the basic approach of Ehlich and Rehbein 
(1976) and is largely congenial with Wadensjo (1992). The excerpts drawn 
from the full transcript of the interaction are referenced to the time on tape 
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Franz Pochhacker & Mira Kadric 163 

(from MIN. SEC to MIN.SEC), with the individual utterances numbered consecu
tively within each excerpt. 

Given the explorative nature of this case study, which essentially aims 
at describing the behaviour of a hospital cleaner acting as interpreter, the 
analysis is focused neither on a priori categories or typologies nor on particular 
issues or problems. Rather than using isolated examples for illustration, the 
data are presented in such a way as to reflect the chronological development 
of the interaction (in so far as this is possible on the basis of a dozen excerpts). 
This descriptive approach is intended to provide the reader with a richly con
textualized understanding ofthe interaction. In the discussion, these empirical 
data will then be summarized with regard to the interpreter's role and 
performance, ultimately leading to an assessment of the cleaner-interpreter's 
impact on the functional quality of the therapeutic interaction. 

door 

Figure 1: Constellation of1nteractants 

2. Setting the scene 

The voice therapy session with ten-year-old Emir (approx. 39 minutes) is 
conducted jointly by two young speech therapists (under 30), Tanja and Tina. 
The latter does most of the actual 'hands-on' exercises while Tanja appears 
to act in a supervisory capacity and takes charge of the subsequent briefing 
with the boy's parents (approx. 8 minutes). The Interpreter is a middle-aged 
woman who speaks a Wallachian dialect of Serbian. The basic constellation 
of the interactants as seen through the camera is sketched in Figure 1. During 
most of the therapy session, Emir is lying on the mat, on his back with his 
head pointing to the door, while Tina is kneeling or sitting beside him. Tanja 
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164 The Hospital Cleaner as Healthcare Interpreter 

mostly adopts a more distant position, closer to the camera. The Interpreter 
(I) is sitting on a chair on the opposite side of the mat, often bending forward 
towards Emir. 

The content structure of the therapy session may be described as follows. 
After several minutes of introductory exchanges and preparatory moves, such 
as getting Emir to lie down on the mat, Tanja performs a relaxation massage 
(approx. 5 minutes). Tina then takes over and guides the boy through a number 
of exercises - awareness of breathing (2 minutes), exhaling (5 minutes), hum
ming and voicing (8 minutes) - before concluding her physical work with a 
demonstration of breathing movements and how to monitor them (3 min
utes). The rest of the time is spent on preparing for the (breathing) exercises 
at home. 

When Tina brings Emir into the room, the interpreter is already sitting in 
her chair. As is evident from Tanja' s introduction (Excerpt 1: 1), the woman 
had been present in a previous encounter with the boy. 

Excerpt 1 (00.06 - 00.15) 
1 Tanja Servus! Schau mal, kannst du dich an die Dame erinnern? 

Hello! Look, do you remember this lady? 
2 (to Emir) HALLO. 

3 Tanja 

4 Emir 

Hello. 
DIE UBERSETZT EIN BISSCHEN , WAS WIR MACHEN MIT DIR HEUTE, OKAY? 
She'll translate a little what we're doing with you today, okay? 
(hoarse) OKAY. 

Paradoxically, Tanja addresses Emir in German, and the Interpreter provides 
neither a translation nor an introduction of her own (2). While Emir's re
sponse by taking up the tag question (4) appears to signal understanding, his 
insufficient command of German becomes evident a few seconds later (in 
Excerpt 2). 

Excerpt 2 (00.21 - 00.42) 
1 Tina PASS AUF, HEUTE WERDN MA UNS NICHT HINSETZEN, HEUTE WERDN MA 

UNS HINLEOEN, so WIE BEIM SCHLAFEN. 

2 I 

3 Tina 

4 Emir 

5 Tina 

Now look, today we won't sit down, today we' lllie down, like in 
sleeping. 
TICES OVDE DA LEONES. 
You will lie down here. 
HM? ... MACHT DIR DAS WAS AUS? 
Hm? ... Do you mind that? 
(definite) JA. 

Yes. 
MACHMA DAS? 
Shall we do that? 
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Franz Pachhacker & Mira Kadric 165 

6 Emir 

7 Tina 

8 I 

JA. 
Yes. 
JA, GUT. VERSTEHST DU MICH? (to I) SAGEN SIE IHM, ER sol 
Yes, good. Do you understand me? Tell him tol 
JE L' RAZUMES? TETA KAZE DA LEGNES. Tu DOLECES DA LEGNES, TU 
DOLE 
Do you understand? The lady says you should lie down. Down 
there you should lie down, down there. 

In her first rendition (Excerpt 2:2) the interpreter addresses Emir using direct 
speech and reduces Tina's gentle instruction to a statement of what Emir will 
(have to) do. With his attention focused on Tina and his back turned on the 
interpreter, however, Emir does not react to either utterance and Tina soon 
realizes from his obliging affirmative answers that she needs to communi
cate through the interpreter. (Some 50 seconds later, a similar exchange 
prompts her to instruct the interpreter to "try and always translate right away" 
since she believes that Emir does not understand). Again, the interpreter 
renders the therapist's instruction in a much more command-like and rather 
insistent tone. In fact she cuts off Tina's utterance and produces her own as a 
mix of direct and reported speech. 

3. Therapy session 

Before Tina begins with her breathing and voice exercises, Tanja performs a 
relaxation massage, which she introduces as follows (Excerpt 3): 

Excerpt 3 (04.45 - 05.05) 
1 Tanja SAGEN SIE !HM, DASS ICH so EINE ART MASSAGE JETZT MACH, UNO ER 

BRAUCHT GAR NIX TUN, ER KANN RUHIG DIE AUGEN ZUMACHEN, 

2 I 

3 Tina 

4 I 

Tell him that I'll now do a kind of massage, and he doesn't 
need to do anything, he can close his eyes, 
TETA KAZE DA CE DA TE MALO MASIRA, TI SE OPUSTI, ZATVORI oCI. 
NECE TI NISTA BUDE, NEMOI DA SE BOIlS, ZATVORI OCI, AKO HOCES, 
SKROZ ZATVORI. 
The lady says she will massage you a little, you relax, close 
your eyes. Nothing will happen to you, don't be afraid. Close 
your eyes, if you want, close them tight. 
(Emir closes his eyes) ABER ER MUSS SIE NICHT ZUMACHEN, WENN 
ER NICHT WILL. 

But he doesn't have to close them, ifhe 
doesn't want to. 
JA, ICH RED NUR WENN ER WILL. 
Yes, 1 says only if he wants. 

The interpreter clearly expands on Tanja's explanation by explicitly telling 
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166 The Hospital Cleaner as Healthcare Interpreter 

Emir to relax, close his eyes and, most strikingly, not to worry (Excerpt 3:2). 
When Tina notes Emir's obliging reaction and emphasizes that he does not 
have to close his eyes (3), the interpreter, changing her footing (cf. Wadensjo 
1992: 1171), replies that this is what she has said (which she did, but with 
considerably more illocutionary force), thus opting for a face-saving remark 
rather than a rendition of Tina's utterance for Emir. 

Another case of face-work (cf. Wadensjo 1992: 151) on the interpreter's 
part can be observed when Tanja has finished her massage (Excerpt 4): 

Excerpt 4 (07.10 - 07.26) 
1 Tanja FRAGEN SIE IHN, OB DAS ANGENEHM WAR ODER UNANGENEHM. 

2 I 

3 Emir 

4 I 

Ask him whether that was pleasant or unpleasant. 
PITA TETA, JE L' TI BILO PRIJATNO IL TI NIJE BILO PRIJATNO, KAKO SE 
OSECAS .... KAD TE TAKO MASIRA. lEL' TI BILO LEPO? 
The lady asks if it was pleasant or not pleasant. How do you 
feel when she massages you like that? Was it nice? 
LEPO. 
Nice. 
ER SAGT ES/ ANGENEHM. (Tanja: MHM.) Es TUT IHM GUT. 
He says itl Pleasant. It feels good for him. 

As a result of the alternative phrasing in her rendition (2), the interpreter elic
its an answer that does not quite fit the original question (3). As if to correct 
this mismatch, she drops her plan for a rendition in reported speech and gives 
the answer in terms of Tanja's question (4), subsequently adding another ut
terance, the nature of which (rendition or comment) remains unclear. 

During the exercise which will ultimately become the focus of Emir's 
practice assignment, the translation is again worded in such a way as to elicit 
a verbal response (Excerpt 5). 

Excerpt 5 (11.04 - 11.58) 
1 Tina GENAU ......... SEHR GUT. DER BAUCH WIRD GROSSER, UNO WIEDER 

2 I 

3 Tanja 

4 I 

KLEINER .... , . (turns to I) 
Exactly . ........ Very good. The belly gets bigger, and smaller 
again. 
lE L' OSECAS KAKO STOMAK GORE-DOLE? 
Do you feel the belly go up-down? 
STE/ SAGEN SIE IHM, ER SOLL SICH VORSTELLEN, ER HAT EINEN 
LUFTBALLON 1M BAUCH, UNO WENN ER EINATMET, BLAST SICH DER 
LUFTBALLON AUF. 
Imal Tell him to imagine that he has a balloon in his belly, and 
when he inhales, the balloon is inflated. 
lA. TETA KAZE DA ZAMISLIS DA IMAS BALON U STOMAKU I KAD TI 
orSES ON VECI PA SE SMANJI, PA VECI PA SE SMANJI. MOZE TO? 
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Franz Pochhacker & Mira Kadric 167 

5 Tanja 

6 1 

7 Emir 
8 Tina 

Yes. The lady says, imagine that you have a balloon in your 
belly, and when you breathe it is bigger, then it gets smaller, 
and bigger and smaller. Can you? 
UND WENN ER AUSATMET, DANN GEHT DIE LUFT SO PFFFHHHHHH AUS 
DEM LUFTBALLON, =[UND DER BAuCH WIRD KLEIN.]= 
And when he exhales, the air goes like pffffhhhhhh out of the 
balloon, =[and the belly becomes small.]= 

=[I KAD IZDAHNESO= ONDA V AZDUH IZADJE I 
STOMAK SE SMANJI, U {z} DAHNES - SVE VEC!. MOZE TO? 

= [And when you exhale]= the air comes out 
and the belly becomes smaller, inhale (sigh) - bigger again. 
Can you? 
(nods, turns from I to Tina) 
MHM. KANNST DU DAS SPOREN. SEHR GUT. 
Mhm. So you can feel that. Very good. 

Whereas the therapists merely provide descriptions to accompany and facili
tate the exercises, the interpreter tends to use (tag) questions, implying the 
need for some response (Excerpts 5:2, 4,6). While the therapist, unaware of 
the eliciting tags, appreciates Emir's affirmative response (7-8), the latter 
may in part be induced by the translation. The fact that the interpreter preempts 
the second part of Tanja' s illustration (5) and incorporates it in her rendition 
of part one (3-4) is glossed over by a similar duplication in (6), and Tanja's 
simile arguably loses some of its clarity in the process. 

The following excerpt marks the end of the exercises and introduces the 
next phase of the interaction (Excerpt 6: 1): 

Excerpt 6 (24.38 - 25.03) 
1 Tanja (to Tina) SOLL MA DEN ELTERN, DAS ZEIGN, DASS SlE DAS ZUHAUSE 

MIT IHM MACHEN ODER ERST / .. .... (to I) KANN SICH SCHON 
AUFSETZEN. 

2 I 

3 Tanja 

4 I 

5 Emir 

6 I 

Should we show the parents, show them that they do 
this with him at home or first /.. .. .. He can sit up now. 
USTANI AKO HOCES. 
Stand up, if you want . 
.. .. . (to Tina) ABER S'HAT IHM EINDEUTIG GFALLN. 

But he clearly liked it. 
(to Emir) lE L' TI BILO DOBRO? 

VVasitgoodforyou? 
(smiles, nods, to I) lA. 

Yes. 
(to Tanja, Tina) lA, ES HAT IHM GEFALLEN. (Tanja: MHM.) ......... . 

Yes, he liked it. 
(to Emir) To su SAMO VEZBE BILE. 

That was just exercises. 
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i68 The Hospital Cleaner as Healthcare interpreter 

As in many other instances throughout the session, the therapists, who are 
kneeling on the floor, talk to one another about how to proceed (Excerpt 
6: 1). When Tanja interrupts this consultational mode by suggesting that Emir 
sit (!) up, the interpreter takes her subsequent remark to Tina (3) as a prompt 
to formulate a direct question for feedback (4). Her rendition of Emir's af
firmative response (5) - without a prior question by the therapists - is followed 
by a strikingly autonomous act of reassurance. 

4. Homework preparations 

Preparations for home exercises are initiated by Tina, who lies down on the 
mat herself to give a demonstration of diaphragmatic breathing, with Emir's 
hand on her belly. 

Excerpt 7 (26.31 - 27.00) 
1 Tina GELL, DAS HAST DU VORHER AUCH BEl DEINEM BAUCH GESPURT. DER 

IS HINEINGEGANGEN UNO WIEDER HINAUSGEGANGEN, HINEINGEGANGEN 
UNO WIEDER HINAUSGEGANGEN DER BAUCH, GELL? 

2 Tanja 

3 I 

4 Emir 
5 I 

6 Emir 

This is what you also felt on your belly a little while ago, isn't 
it? It went in and out again, in and out again, your belly, right? 
FRAGEN SIE IHN, OB ER DAS AUCH GESPURT HAT. 
Ask him whether he felt this too. 
JESI LI OSEC'O KOD TEBE ISTO TAKO KAO KOD TETE DA SE STOMAK 
DIZO GORE-DOLE? 
Did you feel this on your belly like on the lady, that the belly 
was moving up and down? 
(shakes his head) 
JESI OSECO? NISI? KAKO NISI KAD Sl DRZO RUKU. JESI OSECO KAKO 
SE STOMAK DIZE, JESI? 
Did youfeel it? No? Why not? But you did put your hand there. 
Did you feel how the belly was rising, did you? 
JA. 
Yes. 

As in a number of other passages, Tanja needs to prompt the interpreter for a 
rendition of Tina's question (Excerpt 7:1-2). When Emir shakes his head to 
signal a negative answer (4), the interpreter presses him to reconsider his 
reply with a series of direct follow-up questions and subsequently renders 
the boy's "yes" for the therapists. Similar 'questioning' by the interpreter 
occurs some three and again six minutes later. When Emir responds affirma
tively to Tanja's question as to whether he has a room of his own, the 
interpreter probes further with "You sleep alone in the room? Neither, nei
ther child, nor Mummy nor Daddy nor little brother?" (30.59 - 31.40) before 
rendering it into German for the therapists. Emir's preference for doing the 
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Franz Pachhacker & Mira Kadric 169 

exercises without his parents draws two follow-up questions from the inter
preter ("You want to do it alone?" "And you'll be sure to do it?"), the latter 
preempting Tina's own words to that effect (32.37 - 33.22). 

Another type of follow-up by the interpreter, with potential implications 
for therapeutic procedure, appears in Excerpt 8, when Tanja asks Emir about 
school: 

Excerpt 8 (32.19 - 32.33) 
1 Tanja UNO WAS MACHT ER AM LlEBSTEN IN OER SCHULE? 

2 I 

3 Emir 

And what does he most like to do at school? 
ih A NAJVI5m VOLlS DA RADIS U SKOU? .... DA PISES, OA ClTAS, FIZICKO, 
STANAJVISE VOLlS, MUZICKO, OA PEVAS, DACRTAS? STANANISE VOLlS? 
What do you most like to do at school? .... Writing, reading, 
gym, what do you most like to do? Music, singing, drawing? 
What do you most like to do? 
OA .. PISEM . 
.. Writing. 

When Emir does not reply to the question regarding his favourite subject at 
school, the interpreter expands her rendition by suggesting a total of six op
tions, whereupon Emir chooses the one first mentioned. Shortly after that, 
the therapists decide to make use of this preference for the procedure of docu
menting the home exercise: "If he likes writing, we can have him write a list 
for next time" (33.23). Tanja draws a grid on a sheet of paper and writes 
down the German name for every day of the week. As she is presenting the 
sheet to Emir, the interpreter volunteers an unprompted explanation, which 
immediately precedes - and preempts - an exchange between the therapists 
(Excerpt 9): 

Excerpt 9 (37.28 - 38.26) 
1 I Tu PISES KAO SI RADIO VEZBE. 

2 Tina 

3 Tanja 

4 Tina 

5 Tanja 

6 Tina 

7 Tanja 

Here you write down when you have done the exercises . 
.. .. .. UNO WAS/ ER SOLL DIE OBUNGEN EINTRAGEN. 
...... And what/ He is supposed to fill in the exercises. 
NA, ER SOLL HINEINSCHREIBEN / 
No, he's supposed to write in / 
WAS ER GEMACHT HAT. 
what he has done. 
(thinking) ... NEIN, NUR DIE BAUCHATMUNG SOLL ER VBEN, JA? 

'" No, only diaphragm breathing is what he should 
practice, right? 
lA. 
Yes. 
(hesitating) .. OB ER / 

.. Whether he / 
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i70 The Hospital Cleaner as Healthcare interpreter 

8 Tina ....... OB ER DRAN =[GEDACHT HAT.]= 
....... Whether he = [remembered it.]= 

9 Tanja =[Ob er dran]= gedacht hat, mhm. (to I) lA, 

10 

11 Emir 

ER SOLL, AH, HINEINSCHREIBEN, OB ER AH, AM ABEND ODER IN DER 
ROH, JA, ODER UNTER! UNTERTAGS EINMAL DARAN GEDACHT HAT, SICH 
HINZULEGEN, HAND AUF DEN BAUCH UNO SO DIESE ATEMOBUNG 
ZU MACHEN. 

=[Whether he]= remembered it, mhm. (to 1) Yes, 
he should, uhm, write in whether, uhm, in the evening or in the 
morning, right, or during/ some time during the day, he remem
bered to lie down, hand on his belly and do this breathing exercise. 
ONA JE REKLA, SLUSAJ, OVDE, OVDE, I TU UVEK DA NAPISES KAD SI 
PRAVIO VEZBE, UJUTRO - MORGEN, MITTAG ODER NACHMITTAG, TAKO 
IS TO SONNTAG, TAKO IS TO MONTAG SVE DO FREITAG DOK NE DODJES 
OPET OVDE. IE L' ZNAS? JE L' ZNAS SINE? JESI RAZUMEO? 
She said, listen up, here, here you always write down when you 
have done the exercises, in the morning - morning, midday or 
afternoon, the samefor Sunday, also Monday to Friday, until 
you come here again. Y'know? You know, my son? Did you 
understand? 
la. 
Yes. 

In formulating her own instruction (9: 1), the interpreter uses a dialect form 
of the temporal pronoun 'when', which could mean anything within the se
mantic range from 'when' to 'whether'. As it turns out, though, the therapists 
are only beginning to work out what Emir is actually supposed to do (2-9). 
When Tanja finally formulates the instruction to be passed on to Emir, the 
interpreter not only repeats her non-standard usage of 'when' but also struc
tures her rendition in such a way as to favour the temporal interpretation 
('when') over the meaning intended by the therapists (,whether'; cf. the syn
tactic position of the German words for 'morning', 'midday' and 'afternoon'). 
Moreover, the interpreter expands on Tanja's instruction and seeks explicit 
confirmation of Emir's understanding. Emir once again replies to a question 
the therapist has not asked, and when Tanja does ask it a few seconds later, it 
has become superfluous and is answered directly by the interpreter. 

When Tanja subsequently suggests that Emir may simply put a check 
mark or an asterisk on the sheet, the boy's sense of understanding is clearly 
shaken. His confusion about the instruction is not only reflected in subsequent 
turns, when Tina reacts laughingly to Emir's uneasiness and hesitation, but 
also becomes the subject of a lengthy exchange during the parents' briefing. 

5. Parents' briefing 

Emir's therapeutic regimen is explained to his parents as follows (Excerpt 10): 
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Excerpt 10 (4l.32 - 42.27) 
1 Tanja Sagen sie, dass, ahm, wir Ubungen gemacht haben, ah, flir die 

Atmung, damit er nicht so verspannt ist, ja. 

2 I 

3 Tanja 

4 I 

5 Tanja: 

6 Tina 

7 Tanja 

8 I 

Say that, uhm, we have done exercises, uh, for his breathing, so 
that he isn't so tense, alright? 
PRA VILl SMO OVDE VEZBE DA ON DISE POLAKO, LAGANO, DA NIJE ONAKO 
NASPANOVAN, ONO ZNAS OV AKO, POLAAAKO, SVE POLAAKO, DA POLAKO 
DI!'m. 
We have done exercises here, so that he breathes slowly, easily, 
so that he isn't so tense, you know like, slooowly, always slowly, 
so that he breathes slowly. 
UNO DASS ER HALT JEDEN TAG ALLEINE vol DAS MACHEN SOLL, .... 
lA? 
And well that every day he on his own, [befJlshould do that, .... 
yes? 
SYAKI DAN MORA MALO DA VEZBA, KAD, KAD LEGNE , STAYI RUKU NA 
STOMAK. 
Every day he has to practice a little, when he goes to bed, put 
his hand on his belly. 
(to Tina) SOLLN IHN DIE ELTERN ERINNERN? 

Should the parents remind him? 
lA. lA, SCHON. 
Yes, yes, they should. 
SlE KONNEN IHN SCHON AH ERINNERN, DASS SlE SAGEN: HAST DU HEUTE 
SCHON DIE UBUNG GEMACHT? DASS SlE IHN ERINNERN, JA? 
You can, uh, remind him, that you say: Have you done the 
exercise today? that you remind him, alright? 
DA GA PODSETlTE, DA L' JE RADIO TE YEZBE. UYECE NAJBOLJE KAD 
LEGNE, KAD SE SMIRI, DA, NAJBOLJE. 
That you remind him, if he has done these exercises. In the 
evening it's best, when he goes to bed, when he is already calmed 
down, yes, best. 

At least two substantial shifts are introduced by the interpreter in this signifi
cant part of the briefing session. Whereas Tanja speaks about breathing 
exercises for relaxation (10: 1) without further describing their nature (3), the 
interpreter puts the emphasis on "breathing slowly, easily" (2) and mentions 
not only what Emir is to do but also when he is to do it. One might speculate 
that Tanja was about to utter something like "before he goes to bed" (as Tina 
did, once, thirteen minutes earlier). Nevertheless, the fact that Tanja deliber
ately cuts herself short (3) is in accordance with her instruction (Excerpt 9:9) 
to do the exercise at any time during the day. In contrast, the interpreter not 
only introduces an explicit focus on bedtime (4) but also reaffirms it, even 
supplying her own rationale (8). 
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172 The Hospital Cleaner as Healthcare Interpreter 

When someone at the door asks Tanja and Tina respectively to suggest a 
date for an appointment and attend to a patient in another room, that interrup
tion paves the way for a lively discussion between Emir, his parents and the 
interpreter on how to use the exercise sheet. While both parents attempt to 
address Emir's concerns about whether and what to write on the sheet, the 
interpreter clearly serves as the main source of authoritative advice until the 
therapists are ready to continue the briefing with further instructions on the 
home exercise (Excerpt 11). 

Excerpt 11 (43.44 - 43.57) 
1 Tanja WENN ER, WENN ER'S VERGESSEN HAT, 1ST ES OKAY, JA. Es IS NICHT 

SCHUMM, =[ WENN ER EINMAL VERGISST.]= 

2 I 

3 Tanja 

4 I 

5 Father 

If he, if he has forgotten it, it is okay, alright? It's no problem, 
=[ifhe happens toforget.]= 
=[NICHT SCHUMM, JA.]= 

= [No problem, yes.]= 
DANN SOLL ER HALT NICHTS HINMALEN. 

Then he just doesn't mark anything down. 
(to parents) AKO ZABORAVI, DOBRO, Au DA GLEDA DA SVAKI DAN 

UVECE, NAJBOLJE UVECE, NE? 

If he forgets it, okay, but he should try every day 
in the evening, best in the evening, right? 
MHM. 

Rather than provide a rendition for the parents, the interpreter reacts to Tanja' s 
first utterance (I I: I) by giving confirming feedback to her. When the inter
preter does address the parents after Tanja's instruction (3), she relays only 
the former statement and reaffirms her advice that the exercise be done at 
bedtime (4). 

When Tanja concludes the briefing by asking if there are any questions, 
the father declines whereas the mother asks, via the interpreter, just what the 
exercises are for. Given the scope of this incomprehension, Tanja launches 
into an explanation of the relationship between breathing and the voice, 
squarely addressing the interpreter rather than the parents. 

Excerpt 12 (45.45 - 46.46) 
1 Tanja DIE ATMUNG, JA, DIE ATMUNG 1ST DIE, AH, EINE RICHTIGE AH 

BAUCHATMUNG / 

2 Father 

3 I 

Breathing, yes, breathing is the, uh, correct uh diaphragm 
breathing / 
(questioningly to I) PRA VILNO DISANJE? 

PRA VILNO DISANJE. 

Correct breathing. 

Correct breathing? 
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4 Tanja 

5 Father 

6 I 

7 Tanja 

8 Father 

9 I 

10 Tanja 

11 I 

1ST DIE VORAUSSETZUNG, 1ST DIE VORAUSSETZUNG FOR EINE GUTE 

STIMME, JA, UNO ER 1ST SEHR =[VERKRAMPFT UNO VERSPANNT, JA, 

AUCH WENN ER STEHT.]= 
is the prerequisite, is the prerequisite for a good voice, you know, 
and he is very = [cramped and tense, you know, also when he 
stands.}= 
(questioningly) =[GLASNE :lICE (xxx) 

= [vocal cords (xxx) 
[xxx] ON STEGNE, PLASI SE.]= 

(xxx) he tightens up, is afraid.] = 
AUCH WENN ER STEHT / SCHAUN SIE MAL, MAN SIEHT ER STEHT SO 

UNO HAT DIE SCHULTERN IN DIE HOHE GEZOGEN, JA, ER 1ST SEHR 

VERSPANNT. 

Also when he stands I Take a look, you see he stands like that 
and has his shoulders pulled up, right, he is very tense. 
lA, NORMALNO, NORMALNO. 

Yes, sure, sure. 
ON JE STEGNUT, KO OA SE BOJI. TREBA OA SE OPUSTI (xxx). 

He tightens up, as ifhe were afraid. He has to relax (xxx). 
MAN KANN ES, AUCH WENN MAN'S IHM SAGT, ER SPURT OAS NOCH 

NICHT SO SEHR, UNO OESWEGEN MACHEN WIR DIE ATEMUBUNG, OAS 

1ST EINE ENTsPANNUNGSOBUNG, UNO AUCH GLEICHZEITIG AH FUR DIE 

STIMME. 
One cannot, even though one tells him, he does not yet feel that 
very well, and therefore we do the breathing exercise, that is a 
relaxation exercise, and also at the same time uhfor the voice. 
ON OA SE OPUSTI, OA PRA VILNO GLAS, MISLIM OA DI~)E PRA VILNO I OA 
LAKSE GLAS OOOJE, KAO PRICA, OA NE GALAMI, DISANJE, KA:lE MNOGO 
STEGNE. 
He is supposed to relax, so that the right voice, I mean that he 
breathes right, so that the voice comes easier, when he talks, 
that he does not shout, his breathing, she says, he tightens up 
very much. 

12 Mother (to Emir) lE L' SE BOllS. Bons SE? 

Are you frightened? Are you afraid? 
13 I NEMA STA OA SE BonS. (to Mother) ONI SU SUPER OVOE S NlIM. 

You don't need to be afraid. They are really great with 
him here. 

Trying to follow Tanja's explanation in German, the father seeks clarifica

tion from the interpreter for individual concepts he believes he has picked up 

(Excerpt 12:2,5), which results in a considerable overlap of talk (4-6). Apart 

from confirming the father's guess at what Tanja is talking about (2-3), the 

interpreter limits her rendition of Tanja's explanation to an attempt at ex

pressing the meaning of the technical keyword 'tense' (VERSPANNT). By 
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174 The Hospital Cleaner as Healthcare Interpreter 

associating it twice with 'fear' (6,9) rather than physical posture, the inter
preter gives the briefing a final undetected twist. Tanja's effort to clarify the 
relationship between posture, relaxation, breathing and voice (1, 4, 10) ends 
up rather garbled in the Serbian version (11) and evidently fails to command 
the attention of the mother, who had asked the question in the first place. 
Following the interpreter's two reduced renditions (6, 9), the mother's con
cern shifts to her son's fear (12), whereupon the interpreter, who has introduced 
that notion, moves to reassure both the boy and his mother (13). As Tanja 
brings the briefing to a close, the therapists remain blissfully unaware of 
both the preceding exchange about their patient's emotional state and the 
mediator's flattering comment on their treatment of the boy. 

6. Discussion 

The 47-minute therapy and briefing session, documented above on the basis 
of excerpts from the full transcript, represents a routine case of mediated 
interaction with a patient of non-German-speaking background in a large 
hospital in Vienna. From the therapists' point of view, nothing in the en
counter was noticed as particularly problematic, either from immediate 
recollection or upon subsequent reviewing of the videotape. Nevertheless, 
close inspection from a translational perspective yields a number of striking 
findings for the intermediary's behaviour in the role of interpreter and her 
translational output as well as her impact on the dynamics of the communi
cative interaction. 

6.1 Interpreter role 

Since the ten-year-old patient's command of German is found to be all too 
limited, the cleaning woman is explicitly assigned the role of interpreter (Ex
cerpt 1:3). Despite the instruction to "always translate right away", the 
interpreter often fails to provide a Serbian rendition of German utterances 
unless requested to do so (e.g. Excerpt 7:1-3). Apart from numerous gaps 
affecting the exchange in the boy's primary language (or some variant of it), 
this passive attitude of the interpreter, which is also reflected in her physical 
position on the sideline, as it were, of the therapeutic interaction, exacerbates 
the indirectness of communication in both the verbal and the nonverbal di
mension (i.e. Emir having to tum his head back and forth). In order to ensure 
translation for the patient, the therapists need to preface their utterances by 
an explicit request (ask him, tell him), which in tum leads the interpreter to 
formulate her rendition in indirect speech (the lady asks, she says), as in 
Excerpts 2 (7-8), 3 (1-2), 4 (1-2), 5 (3-4), etc. 

In many instances, the cleaner is thus less than actively fulfilling her role 
as interpreter. At the same time, however, she is often prepared to go beyond 
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providing "renditions on request" and makes direct contributions to the com
municative content of the interaction. In some instances, the two role 
orientations become manifest within a single turn, as in Excerpt 3 (2), when 
the interpreter combines her (indirect) rendition of Tanja' s instruction with a 
reassuring comment of her own. Apart from taking the initiative to calm the 
boy down (cf. also Excerpt 13:5), the interpreter also assumes responsibility 
for the boy's answers and actions. In Excerpt 7 (5), she dismisses the boy's 
negative answer and prevails on him until he says 'yes', and in Excerpt 8 (2) 
she moves to elicit an answer by suggesting a number of alternatives. In 
other passages not documented in the excerpts, the interpreter even asks two 
consecutive follow-up questions before relaying the patient's utterance to 
the therapist. 

The most consequential case of a substantive contribution by the inter
preter is her specification that the exercises ought to be done at bedtime. 
Without any such indication on the part of the therapist in charge of the brief
ing, or even despite her deliberate move not to link the exercises to a particular 
time of day (Excerpt 10:3), the interpreter introduces her explicit preference 
in several of her mediating turns and even supplies her own reasoning and 
justification (Excerpt 10:4, 8; Excerpt 11 :4). Other examples of the inter
preter taking charge in a covertly co-therapeutic role include her preemptive 
explanations in Excerpt 5 (4) and Excerpt 9 (1) and her autonomous move to 
verify the therapists' impression that their patient had enjoyed the exercise 
(Excerpt 6:4). However, the interpreter's co-therapeutic attitude, which is 
never apparent to the therapists, is anything but consistent during the interac
tion. While her poorly phrased comment in Excerpt 6 (6) (,That was just 
exercises') may have been intended once again to reassure the boy, the inter
preter actually sends the patient a message which strangely belittles the 
preceding 25 minutes of therapeutic work. Towards the end of the briefing, 
the interpreter again distances herself from the therapists with her comment 
on their treatment of the boy (Excerpt 12: 13). 

6.2 Translational output 

As discussed above, the interpreter in many instances steps out of her role as 
an "honest spokesperson" (Harris 1990: 118), either by not rendering utter
ances of the primary parties or by introducing substantive contributions of 
her own. In addition to such 'lack of rendition' and 'non-renditions', to use 
Wadensjo's (1992) terms, the interpreter's renditions as such also exhibit 
numerous deviations from the ideal of complete and accurate re-expression. 
Apart from 'reduced renditions' , as exemplified in Excerpt 2 (2), some of the 
paraphrases making up the 'expanded renditions' of key technical terms in
troduce significant conceptual shifts, e.g. from 'not being tense' to 'breathing 
slowly' (Excerpt 10: 1-2) and from being 'cramped and tense' to 'being afraid' 
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176 The Hospital Cleaner as Healthcare Interpreter 

(Excerpt 12:6). A particularly salient and systematic shift results from the 
interpreter's dialectal Serbian usage of the pronoun 'when' (Excerpt 9: 1,10). 
The interpreter's fuzzy rendition, suggesting that the boy 'write down when' 
rather than 'mark down whether' he has done the exercise, creates consider
able confusion about how the home exercise is to be recorded. 

Apart from shifts in semantic content, the interpreter's renditions often 
alter the illocutionary force of the therapists' utterances. In Excerpt 5, several 
descriptive statements explaining what the patient is to become aware of are 
tagged with questions designed to elicit an affirmative response (1-2,3-4,5-
6). Thus, whereas the therapists state what they want their patient to feel, the 
interpreter in addition asks whether he can feel it. To the therapist unaware of 
the interpreter's prompting, the boy's responsiveness understandably seems 
rather pleasing (8; cf. also Excerpt 9: 10). In a similar vein, gently phrased 
indirect requests by the therapists are invested by the interpreter with consid
erably more directive force, as evident in Excerpts 2 (8), 3 (2) and 10 (8). 

Given the interpreter's undeniable impact on the form as well as the con
tent of the communicative interaction under study, it may well be asked 
whether she is more of a help or a hindrance in the therapists' professional 
interaction with their patient and his parents. 

6.3 Interactional function 

In all fairness, the cleaner-interpreter must be credited with enabling com
munication between providers and clients in a session lasting three quarters 
of an hour; without her help, the boy's voice problems could or would not 
have been attended to in this particular healthcare institution. From the pro
fessional point of view of the two speech therapists, the interpreter appears 
to have done her job well enough, and she is actually 'booked' again for 
Emir's appointment the following week. From the perspective of both the 
patient and the providers, then, the interpreting arrangement has fulfilled its 
purpose. Or has it? 

As only a discourse-based translational analysis can bring to light, the 
interpreter in many ways leaves the clients with both much less and much 
more than the therapists intended them to understand. The boy's confusion 
about how to use the exercise sheet, which is cleared up only after a lengthy 
exchange among all the interacting parties, and the instruction to the parents 
that the exercise is to be done at bedtime, stand out as clear examples of the 
interpreter's undesired impact on the effectiveness of communication. Simi
larly, the fact that at the very end of the briefing neither parent is sure about 
the purpose of the exercise can be traced back to the interpreter's change of 
focus in expressing the patient's key physical symptom. 

Following a review of the interaction on the basis of the transcript, the 
therapist in charge (Tanja) found the interpreter's initiatives to reassure, ques-
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Franz Pochhacker & Mira Kadric 177 

tion and advise the client(s) totally unacceptable and was greatly disconcerted 
by the way in which the interpreter's renditions often blunted the points she 
had meant to bring across. From her informed professional perspective, the 
mediated interaction is judged as embarrasingly dysfunctional, even in the 
absence of an obvious breakdown of communication. With the cleaner-inter
preter covertly shaping the content and form of their discourse, the therapists 
have in fact lost control of their professional (inter)action to such an extent 
that they can no longer ensure the quality and effectiveness of their work. 

7. Conclusion 

The mediated therapeutic interaction described and analysed in this authentic 
case study represents a routine and possibly typical example of current 
healthcare interpreting practices in Austria. Though unprecedented within its 
geographic and institutional context, the study corroborates many of the 
concerns voiced in the literature about the ad hoc use of bilingual staff for 
the function of interpreting. The untrained ('natural') interpreter clearly fails 
to maintain a consistent focus on her translatorial role and task and introduces 
significant shifts in the form and substance of communication. Naively 
unaware of the cleaner-interpreter's ignorance of translatorial standards of 
practice, the therapists, who are equally untrained as regards the management 
of non-German-speaking clients with the help of an interpreter, thus venture 
into an interaction, the professional quality of which they no longer control. 

While the findings presented above are hardly controversial in highlight
ing the various inadequacies in the performance of a 'natural' interpreter, 
more far-reaching conclusions must be drawn for the mediated encounter as 
a whole. From a functional perspective, the case reported here ultimately 
bears not on the cleaner's lack of translation competence but on the failure of 
the healthcare institution and its staff to appreciate the complexities of medi
ated communication across cultures. It would be a great compliment to the 
emerging discipline of interpreting studies if case studies such as this one 
could help healthcare managers and providers recognize and remedy a seri
ous gap in their quality assurance for professional services. 
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Information Loss in Bilingual Medical Interviews 
through an Untrained Interpreter 

JAN CAMBRIDGE 
Wirral, Merseyside, UK 

Abstract. This paper presents research based on discourse analysis 
of seven extempore simulated consultations between practising 
General Medical Practitioners and non-English speaking volunteer 
patients, with language-switching provided by educated but 
professionally untrained native speakers of the foreign language. 
The research set out to examine how information is lost to both 
doctor and patient in the language-switching process. The results 
highlight the importance of appropriate interlocutor roles being 
occupied by all parties, as well as the dangers inherent in a lack of 
common ground within the transaction. The language pair used in 
the data is English-Spanish, but the results are discussed as 
applicable by extrapolation to any language pair. The findings 
highlight the risks to all parties of dysfunctional communications 
across language and culture. Cross-language communication is 
shown to be complex, and highly trained doctors' skills blunted by 
malfunctions in language-switching. Information is lost in such 
malfunctioning encounters, to the detriment (~f effective medical 
practice. 

The purpose of this study was to look not simply at medical encounters but 
in particular at the effects on medical encounters across language and culture 
of using untrained language switchers. A medical interview is a very specific 
type of encounter, with constraints of time and many other factors placed 
upon it. The patient may well present symptoms unrelated to the real prob
lems, and the diagnostic skill of the doctor relies heavily on skilful questioning. 
Where doctor and patient do not have an adequate command of a shared 
language, someone must act as a language switcher. This may be an un
trained mediator. I use the term 'mediator' to indicate the difference between 
a trained interpreter and an untrained language switcher, after the work of 
Knapp and Knapp-Potthoff (1987). I will not address the many reasons for 
avoiding the use of family members or children in this situation, but will 
look instead at the use of bilinguals who are unknown to the patient, who 
appear to the other participants in the encounter to have a good command of 
both languages, but who have no relevant professional training. 
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202 Information Loss in Bilingual Medical Interviews 

1. The type of encounter 

Interactions have many governing factors, which determine how they are 
carried out. They are inLluenced by goals, by the sex and status of the speak
ers, the existence or not of common ground between the speakers, the social 
distance between them, and their role within the conversation. 

Cheep en and Monaghan (1990) borrow the terms 'transactional' and 
'interactional' from Brown and Yule (1983:1-3). I shall be using Cheepen 
and Monaghan's definition of the terms, in which there are three principal 
features of a transaction. The first feature is asymmetry of power. One inter
locutor has knowledge or some other commodity in his or her gift, which 
puts the other in a position of relative powerlessness. Solidarity, unity of 
interests or sympathies among members of any social group, is a function of 
power and social distance. In transaction there is asymmetry of power and 
there is social distance, even though there may be no social distance between 
the two individuals when they meet in other spheres. Maximum solidarity is 
the point at which there is minimum social distance and minimum asymme
try of power, as shown in Figure 1. 

Maximum 
Solidarity 

Power Asymmetry 

1 
-7 • ...... I------1~~ Social Distance 

Figure 1 Power, Distance and Solidarity 

The second feature, particularly in an institutional context, is an external 
goal. The goal of the encounter, such as the exchange of goods or services 
for money, is external to the encounter itself. The third feature is a sequence 
of topics, determined by the goals; and that one person has control of turn
taking. The person in 'client' role will often guide the conversation by asking 
for a sequential set of information regarding the goods and culminating with 
an offer of payment. The doctor-patient transaction, however, is supp1ier
(i .e. doctor-) led. In other words transactional roles that apply in most set
tings are changed in the doctor-patient setting. Instead of the service provider 
(doctor) waiting to be asked for information in an ordered sequence of utter
ances controlled by the client (patient), the doctor's expert knowledge leads 
him or her to take charge and control the flow of information. In a medical 
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interview, it is the doctor who knows what the probabilities are, the various 
permutations of symptoms, possible treatments and likely side effects. The 
goal, external to the encounter itself, is the enhanced wellbeing of the patient 
who has requested an appointment. In interpreted medical encounters, the 
interpreter is "implicitly co-ordinating the conversation as a common activ
ity simply by providing renditions" (Wadensjo 1992:73). 

For my purposes, this transaction has the added factor that the patient 
does not necessarily know the 'rules'. Topic change and turn taking are gov
erned by the doctor. However, there are occasions when the doctor appears 
to assign power to control both these elements to the patient within certain 
parameters. For example probing or open questions like "what do you think 
these symptoms mean?" or "is there anything you would like to ask me?" 
seem to invite the patient to take control briefly and offer an opinion. The 
doctor is in fact still in charge of both elements, since it is he or she who 
decides when this part of the transaction will take place, how long it will last, 
and what sort of contributions are admissible. A patient from another cul
tural and linguistic background may not be competent to pick such signals 
up or confident enough to offer any contribution anyway. 

1.1 Face, equity and politeness 

When a third party to an encounter is used to perform language-switching 
functions, potential loss of face becomes an issue if this person perceives 
him/herself as being personally accountable for the words being uttered by 
others, or as identified with the ideas expressed by them (Knapp et al1987: 
184-85). Brown and Levinson (1987) define positive and negative types of 
both face and politeness and discuss the severity of Face Threatening Acts 
(FTAs). Face is defined as the public self-image that everyone wants to pre
serve for themselves. The term has two related aspects. One is negative face, 
which is the basic right to freedom of action and freedom from imposition. 
The second is positive face, which is essentially self-esteem and the positive 
regard of others. The question of face, and identifying with one or other of 
the parties, is particularly relevant in a clinical setting, where the danger is 
that an untrained linguistic mediator may 'filter out' utterances seen as showing 
the ethnic minority group in a bad light. Western medicine, for example, is 
distanced from traditional forms of healing in other cultures such as 
curanderismo, voodoo, or shamanism. If a patient were to refer to having 
consulted a shaman before visiting the doctor, a mediator who is identifying 
strongly with his or her home culture and feeling protective of it may not 
relay this information. Such filtering may protect the bilingual intermediary 
from the fear of ridicule, but it also deprives the clinician of potentially vital 
information. Apart from the loss of clues to the patient's perceptions of ill
ness, 'wellness' and healthcare, it is quite possible that a doctor may pursue a 
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204 Information Loss in Bilingual Medical Interviews 

diagnostic course or system of treatment while completely unaware that the 
patient has been, or is still, taking some preparation recommended by the 
traditional practitioner, and which has a pharmacological effect. 

People engaged in talk change their footing within the encounter constantly. 
That is to say that there is an altered relationship between the interlocutors, in 
terms of the presentation and reception of utterances (Goffman 1979:5). 
Wadensj6 (1992: 118) describes this framework as accounting for "speakers' 
distribution of responsibility for the spoken words". These shifts are subtle 
and often paralinguistic, and are designed to preserve equity and face. The 
maintenance of equity within an encounter demands that speech acts which 
threaten the hearer's face be mitigated by some threat-reducing strategy. This 
includes negative politeness and positive politeness. Negative politeness uses 
strategies such as indirectness, questions and hedges, impersonal and passive 
constructions, among many others, all designed to acknowledge the hearer's 
wants. Essentially it is "respect behaviour ... [and] performs the function of 
minimizing the particular imposition that the FT A unavoidably effects" 
(Brown and Levinson 1987: 134). Positive politeness offers redress in a wider 
sense, acknowledging the other's wants, asserting reciprocity of wants, 
offering gifts (of praise, or help, etc.) and is typified by joking or familiar 
behaviour. Both seek to soften the impact of an FT A such as criticism or 
complaint. 

It is expected of the parties to an encounter not only that each will display 
self-respect but also that they will respect the other parties' own face. When 
this is not adhered to, the dominant party is thought to be behaving 'unfeel
ingly' or 'rudely'. This happens in clinical settings where the clinician fails 
to attend to patients' views of themselves and, for example, uses euphemism 
inappropriately, either thoughtlessly or in order to serve his or her own needs 
in preference to the patient's. Where the glib use of 'baby talk' is a superfi
cial gesture towards establishing solidarity, as in "slip your pants off dear 
and pop onto the couch", the patient will lose face and feel belittled. Where a 
doctor feels unequal to delivering bad news, a euphemism can sound unfeel
ing. 'Cyst' as a substitute for 'tumour' or a phrase such as "try not to mope" 
following a terminal diagnosis may serve a need and save face for the doctor 
but does not preserve equity or face for the patient. Brown and Levinson 
(cited in Clark 1996:295) consider that politeness strategies for maintaining 
and restoring equity are universal, or almost so, across the world's languages. 
Nevertheless, the actual practicalities of those strategies are culturally bound 
and therefore an issue in establishing cross-cultural common ground as the 
basis for joint action. 

1.2 Common ground 

Clark (1996: 12) defines common ground as "a great mass of knowledge, 
beliefs, and suppositions [people] believe they share". There is common 
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ground that the cultural group shares: that the earth is round, that 707s are 
capable of flight, that the potato is edible. This is communal common ground. 
Personal common ground draws on mutual experience, either perceptual or 
linguistic. This means that two people can have communal common ground 
in that they belong to the same theatre club, for instance, but no personal 
common ground when they meet for the first time. If they then both attend 
the same performance of a play, they have personal, perceptual common 
ground. If only one of them sees the show but afterwards describes it to the 
other, they have linguistic common ground based on reporting an experi
ence. The concept of communal common ground, as opposed to personal 
common ground, is reflected in the lexicon that identifies a speech commu
nity. Words which appear in the lexicon of one group may have another 
meaning for a different group. In common parlance the word contagious is 
used loosely to mean that an illness is easily caught from other people, mak
ing it synonymous in that lexicon with the words infectious and catching. 
Doctors, on the other hand, use it to mean that the disease is transferred from 
one person to another by physical contact. Successful communication be
tween doctor and patient will rely on first establishing which lexicon is being 
drawn on. 

Where no communal common ground exists, patients can be alienated 
and even disempowered by the inappropriate use of a lexicon which belongs 
to a particular speech community. What Holmes (1992:276) has described as 
'occupational style' is often experienced by the patient as impenetrable jar
gon and is caused by the doctor's mistaken assumption that there is communal 
common ground, which causes him or her to use an inappropriate lexicon. 
Where the hearer is not empowered, as in a medical interview, this can be 
intimidating. West (1984: 112) remarks: "Patients do not like medical jargon, 
and physicians do not know what constitutes it". 

When an interpreter is added to the encounter the situation is even more 
open to complications. The interpreter may share communal common ground 
with the doctor, for example an understanding of how such interviews are 
conducted in this culture; but he or she may not share the medical lexicon, 
may not understand a medical concept or the purpose behind a particular line 
or form of questioning. Questions which may pose a threat to face are un
likely to be answered truthfully, and are therefore often prefaced with some 
kind of hedge or non-judgemental statement like "Would you mind telling 
me your age?" or "It's common for people to find themselves comfort-eating 
when they're very stressed. Do you think that might be happening to you?". 
An interpreter who is unaware of the strategy involved in this may put the 
questions baldly: "How old are you?", or "Are you overeating?". 

i.3 interlocutor roles 

Clark (1996:20) draws on Goffman' s (1981) model of interlocutor roles and 
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206 In/ormation Loss ill Bilingual Medical Interviews 

describes speaking as being composed of three levels of action: meaning, 
formulating and vocalizing.] The Vocalizer utters the sounds which repre
sent a message. This message may have been composed by another person, 
the 'Formulator', who actually scripted the content of the message. The 'Prin
cipal', on the other hand, is the agent who means what is contained in the 
message. In extempore face-to-face conversation a speaker will usually fill 
all three roles. A police officer reading a person their rights prior to arrest is 
vocalizing a message, but will not have formulated what he or she is saying. 
When a lawyer reads a statement on behalf of a client, the lawyer is vocaliz
ing a message, but it is the client's meaning that is represented and quite 
possibly a clerk who formulated it. 

At the same time there are Listener roles: Attender, Identifier and Re
spondent. When speaking to the class, a lecturer may ask a question of the 
listeners. They mayor may not be attending to what is said. If they are at
tending they will be identifying words and phrases, and then perhaps 
responding. In this framework (Clark 1996:20-21), the Attender pays atten
tion, the Identifier identifies the words and the Respondent understands what 
is meant by them and answers the question. The two activities which most 
actively engage the personality and judgmental faculties of an individual are 
those of Principal and Respondent. It is the Respondent who glosses the con
tent of a message in terms of an individual's own life experience, opinions 
and beliefs; and the Principal inserts meaning, on the same basis, into a mes
sage that the Vocalizer sends. In a monolingual encounter between doctor 
and patient, one speaks and conveys information and the other responds. The 
first speaker is therefore able to assess whether or not the message he or she 
sent was accurately received. If it was not, then they can take immediate 
corrective action. 

This is the basis of the diagnostic skill involved in medical interviewing. 
Underlying symptoms are rarely offered directly by the patient. A doctor in 
general practice in England told me that when a patient comes to consult her 
"the presenting sign may be false, so it must be checked out, which involves 
probing by questioning" (Dr C. Brace, personal communication, September 
1997). This probing by questioning is skilful and relies as much on uncon
scious clues in the patient's replies as it does on the phrasing of the questions 
themselves. In a monolingual encounter each interlocutor is able to operate 
all three of the functions involved in each activity for themselves and exer
cise their own judgement and choices. When an interpreter is interposed 
between the primary interlocutors, that feedback is broken. The patient speaks, 
but the next turn goes to the interpreter, so the patient cannot know if his or 
her intentions were properly recognized. The doctor meanwhile has been 
attending, but unable to identify or respond. He or she must wait until the 
interpreter takes a turn, and will then attribute the meaning of what the inter
preter says to the patient. The doctor has no choice in this, since he or she has 
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no way to check. If the interpreter should change the content of the message 
during this process, and act in the role of Principal, creating his or her own 
message, it will be four 'turns' before the patient can take corrective action, 
if the doctor's reply should seem not to match expectations. When Pablo, 
speaking Spanish, describes his headaches through an interpreter, Dr Jones 
may attend to Pablo's utterances without identifying or understanding them. 
Although she attends to, identifies and understands the interpreter's English, 
she attributes to Pablo the meaning expressed. This decoupling can be seen 
in the data transcripts discussed later in this paper and is the cause of some 
misunderstandings. 

The fundamental problem of communicating through an interpreter is that, 
in Clark's model, it is not a joint action between interpreter and interlocutor 
or between two interlocutors directly. As can be seen in the data, both lis
tener and speaker roles are decoupled in an interpreted encounter. The 
interpreter is both Vocalizer and Formulator in the sense that he or she com
poses the actual words, though not the meaning, of the message. The interpreter 
also delivers the message. When he or she identifies too strongly with one 
party or the other, the tendency is for the interpreter to take over the role of 
Principal as well, which creates the potential for misunderstanding, since 
listener roles have also become decoupled. When the interpreter adopts the 
role of Principal, it is his or her meaning that is being relayed and not the 
original speaker's. Wadensjo (1992: 118) points out that "if someone speaks/ 
is heard as speaking as if not referring to anyone else as "principal" of her 
utterance, this would imply that she takes a personal stand and is responsible 
for what she says herself'. Because the interpreter tends to take over the role 
of Principal covertly - and probably inadvertently - either doctor or patient 
remains in the roles of Attender and Identifier but will attribute the role of 
Principal inappropriately. Thus Pablo may remark that his headaches cause 
him to vomit and suffer visual disturbance, in that he sees rainbows round 
lights. An interpreter who is listening in all the listener roles may make the 
judgement that the final part of the message is fanciful, therefore irrelevant, 
and relay only the first two symptoms. He or she therefore responds to the 
doctor in Principal role and says that Pablo suffers from vomiting and loss of 
sight, omitting the rainbows. The doctor attributes this meaning to Pablo, 
treats him for migraine and thus fails to check for acute glaucoma. 

2. Collecting the data 

The data consist of seven extempore conversations between practising GPs 
(General Practitioners) and non-English speaking 'patients', using volunteer 
interpreters. These conversations were unscripted role-plays; the scenarios 
were provided by the doctors. None of the doctors was aware however of 
what the 'patient' would present with since each prepared a scenario for one 
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208 Information Loss in Bilingual Medical Interviews 

of the others. The filming was done at the training suite of the Robert 
Darbyshire Medical Practice in Rusholme, Manchester. This is part of the 
Faculty of Medicine's Department of General Practice and is a training prac
tice, operating as a normal city health centre in a multi-ethnic area, serving a 
multilingual population. The practice as a whole is experiencing communi
cations problems. The training suite offers a mocked-up consulting room with 
video link to an adjacent room, so that participants were able to carry out 
their conversations in conditions as close to reality as possible. 

The doctors concerned gave up time during their normal surgery hours to 
hold a consultation with the volunteers. All the doctors were well used to 
working in this way and were perfectly comfortable with the video camera. 
Four doctors did seven consultations with four patients, using two interpret
ers. The interpreters were both women, which reflects the fact that the majority 
of people working in the field of public service interpreting are women. For 
this reason, I will refer to mediators and interpreters in general as 'she' through
out. Both were in their thirties and married. Interpreter A was Mexican, and 
had lived in England for 15 years. She had some teacher training, but did not 
practice. She was married to an English nurse and had in the past been called 
on to interpret for patients at hospitals near to her home. Interpreter B, who 
came from the north of Spain, had lived in England for 10 years and was 
married to an Englishman. Both she and her husband were teachers of Span
ish. The two women had quite different styles as interpreters but neither had 
any relevant formal training. Interpreter B doubled as a 'patient' in the final 
interview, as the other volunteer 'patients' were all men. There were three 
volunteer 'patients'. Patient C came from the Canary Islands and was study
ing music at the Royal Northern College of Music. He was in his early 
twenties. Patient D and Patient E were from Alicante, both in their mid-twen
ties, had university degrees - one in law and the other in economics - and 
were in England to improve their English. They were working in a hotel in 
an English tourist resort, and had been in the country for about three months. 
Of the doctors, one said that she was accustomed to working with non-Eng
lish speakers, without the benefit of interpreters, having spent some time in 
Australia working with Aboriginal people. Another said that at the age of 16 
he had spent about three months in Colombia. He could not speak Spanish, 
he said, but could understand it. 

3. Discussion 

It should be remembered that there are particular constraints on interpreters, 
some of which are specific to public service interpreters. Common to all types 
of interpreting are the problems of speed; lack of access to, or time to use 
reference materials during the assignment; accent; jargon; and the likelihood 
that no advance briefing has been given. Specific to the difficulties facing 
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public service interpreters are poor acoustics (especially in Britain's older 
hospitals), loud background noise and surrounding conversations, the possi
bility that extra time will not have been allowed for an interpreted interview, 
and the five features described by Nathan Garber (1998), which distinguish 
public-service from other groups of interpreter: 

• The setting involves an interview between a service provider and 
someone who needs or wants the services (a 'client'). 
The interview arises out of some sort of crisis in the life of the client. 

• There is a significant level of risk inherent in the situation. 
• Cultural differences between provider (doctor) and client increase 

the risk. 
• There is a power imbalance between provider (doctor) and client. 

These factors do not affect the work of conference or diplomatic interpreters, 
nor those working in industry. Furthermore the public service interpreter may 
not offer one language as active and another as passive. She must work both 
into and out of all her languages. 

By far the commonest cause of miscommunication is the mediator's 
occupying inappropriate interlocutor roles. There are three main types of 
malfunction attributed to inappropriate interlocutor role: loss of content, 
addition to content, and alteration of meaning. These will be discussed below. 
There are also two less frequent but more obvious malfunctions which demand 
repetition of the original message, namely failure to identify a word or phrase, 
and failure to attend adequately, which results in getting the time wrong or 
forgetting a list. 

On many occasions information is lost due to the Attender role failing. 
Either the mediator (M) has simply forgotten the content of a long preceding 
utterance, since she took no notes, or else she has judged some part of the 
utterance to be irrelevant and omitted it, as in the following extract. The pa
tient (P) complains of diarrhoea and the doctor (D) has asked if he knows of 
anyone else with the same symptoms. 

Extract 1 
P Pues la verdad que no caigo ahora. Hombre hay alguien que me ha dicho 

alguna vez l,no? Porque comemos todos en el mismo sitio, que esta un 
poquito mal de est6mago 0 algo as! pero [no realmel No, no] 
Well, at the moment I can't think ... Oh there is someone who told me 
once, you know? Because we all eat in the same place, that they had a 
bit of an upset stomach or something but not really. No, no. 

M [No significa] No, he has heard 
of some other people that have had the same upset but he's not sure that 
it's the same thing. The same condition. 
It doesn't mean .. No, he has heard, ... 
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210 Information Loss in Bilingual Medical Interviews 

The mediator appears to be going to say something of her own in re
sponse but stops herself. The fact that all the students eat in the same place is 
not relayed, with obvious public health measures therefore ruled out as an 
option open to the doctor. During consultations in which the doctor could 
understand some Spanish, he corrected these omissions once or twice. Ironi
cally though, a little knowledge of the other language involved can cause its 
own problems: the mediator actually failed to correct a misinterpretation by 
the doctor in one interview. 

On other occasions the mediator is speaking in Principal role, relaying 
her own meaning and giving information that is additional to the primary 
interlocutor's meaning: 

Extract 2 
D Okay C.) Urn, I think it might be helpful if I had a look at you to check 

for any physical reason for the weight loss, but it sounds most likely 
that it's related to the worry. Change. Coming here. Urn, and I would 
like to look at, look at you and, and then we can talk again. 

M --7 Sf, va a examinarte un poco para ver si va a encontrar una causa ffsica 
con presi6n de la sangre para examinarte de manera que se asegure de 
que no hay nada especffico fisicamente que te esta afectando. El piensa 

--7 que facilmente sea el cambio de, estar viviendo en un entorno diferente, 
--7 el cambio de alimentaci6n y las preocupaciones, examenes, familia, 10 

normal. Pero va de todas maneras a examinarte. 
Yes, he's going to examine you a bit to see (fhe canfind a physical 
cause with blood pressure to examine you so as to be sure there's nothing 
specific, physical that's affecting you. He thinks it could easily be the 
change of, living in a different environment, the change offood and the 
worries, exams,family, the usual. But he's going to examine you anyway. 

Alternatively, still in Principal role, she subtly alters the primary interlocu
tor's meaning in potentially very dangerous ways, as in Extract 3 below. 

Extract 3 
D So, you said about exams soon 
M l, Tienes examenes ahora? 

Do you have exams now? 
P Yeah. Uhuh. 
M l,Ahora, enjunio? 

Now, in June? 
P Yeah. 
M Now, in June, so they're about to happen. 
D Quite soon? Okay. How do you think you will feel after the exams? 
M l,C6mo crees que vas a encontrarte despues de los examenes? 

How do you think you' llfeel after the exams? 
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P Pues eso (.) Si las apruebo, bien. 
Oh, that. If I pass, fine. 

M i, Y si no, sera una desgracia? (laughs) 
And !f not, will it be a disgrace? 

P Bueno, si no, ya vere 
Well, if not, J' II find out 

211 

M Uh, he thinks he's going to feel much better if he pass exams of course. 
Otherwise he will have to reorganize his life and think over what he is 
going to do. 

D I feel that you are quite worried, but I don't sense that you're unhappy 
or depressed. Do you, d'you feel like crying? 

M Em, eh, entiende, cree que estas preocupado pero mmm, de momento 
no ve que estas infeliz 0 que estas deprimido, que mm si a veces lloras 0 

que haya una sensaci6n en ti mismo de angustia 0 depresi6n. i, Tu crees, 
eso te pasa? 
Um, er, he understands, he thinks you're worried, but mmm, at the 
moment he doesn't see you as unhappy or depressed, mmm do you cry 
sometimes or do youfeel inside yourself that you're anxious or depressed. 
Do you think that happens? 

P Que mel mmn hombre de eso me dan gana i,no? Porque 10 tfpico de eso 
es saber i,por que me tiene que pasar a mf? 
I Mm, oh I do feel like it, you know? Because the thing is I think why 
does this have to happen to me? 

M ~ He sometimes, he doesn't reckon it's too serious, he feels depressed 
because he feels how, why this has to happen to me? And when things 
are difficult around and when it's a bad moment to be suffering ehhm, 
but! 

D Right. 
M ~ Only occasionally. He is not unhappy continuously. 

I interviewed the doctor who appears in this part of the film. I offered him 
the transcript of his consultation to read. We discussed the exchange about 
depression, and I asked him if he would have proceeded otherwise, had the 
patient's full, actual replies been clear to him at the time. He replied that the 
mediator "may have understated" the severity of the problem: 

If I had felt the severity of the mood disorder was consistent I might 
have talked about anti-depressive drugs or recalled him after the ex
ams or probed a bit further ... I might have agreed to sleeping pills, 
but I would have explored his feelings about anti-depressive drugs. 
So I might possibly have missed a more serious depression because I 
thought it was not a persistent mood disorder. (Dr Perry, personal 
communication, August 1997) 

The transcript shows that the mediator adds two statements of her own opin
ion to the patient's replies, i.e. "he doesn't reckon it's too serious" and "Only 
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212 Information Loss in Bilingual Medical Interviews 

occasionally. He is not unhappy continuously". If the patient had really been 
suffering from depression, all the parties would have been at risk. 

Finally, subtle linguistic changes, such as reversing the polarity of a ques
tion, as in Extract 4 below, may alter meaning in a potentially significant 
way. 

Extract 4 
D Okay. Does he vomit with the headache? 
M (,No tienes vomitos? 

You don't vomit? 
P No. 

No. 

The mediator's negative question in Spanish prompts for a negative reply, in 
contrast to the doctor's phrasing, which allows for a positive or a negative 
response (Cruttenden 1986:97). 

3.1 Distance 

It is noticeable throughout the data that the mediators both use the third per
son style of interpreting. No discussion had taken place beforehand about 
how they would proceed, and so this was a free choice. It may have been 
influenced by the doctors' use of the third person. Only one of the doctors 
makes any attempt to address the patient directly, using the second person. 
This does not seem to have any effect on the malfunction figures, which may 
be due to the fact that the mediator does not use the second person when 
relaying from patient to doctor. Both mediators tend to use the second person 
when relaying from doctor to patient, though, which continually changes the 
focus regarding 'principal addressee', and keeps the mediator firmly in Prin
cipal role throughout. On several occasions, the doctors speak to the mediator 
as though she were the responsible adult in charge of the patient: 

Extract 5 
D Is he tending to eat regular meals? Because as a waiter or working in a 

restaurant it is often difficult to eat regularly, is he eating properly, 
looking after himself? 

and 

D Ask her to tell me again where the pain is. 

Another aspect of the distancing effect of the third person style is that the 
doctor's supportive comments tend not to be relayed. It is not apparent whether 
this is because the mediator thinks them irrelevant, or whether she thinks 
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they were addressed to her and not to the patient, or why they are left out. 
However, the following examples illustrate the point. 

Extract 6 
D In the meantime I'm also going to give him some tablets to try and help 
~ this pain get better quickly so that hopefully he will not miss time off 
~ work because 1 hear what he's saying about not wanting to lose his job. 
M Ahora, para que no pierdas tus horas de trabajo te va a dar por 10 mientras 

un as tabletas para que te alivien un poco el dolor para que puedas seguir 
trabajando, solamente mientras esperas el amilisis de sangre. 
Now, so you don't lose your hours of work she's going to give you some 
tablets in the meantime to relieve the pain a bit so you can go on working, 
just while you wait for the blood tests. 

The doctor has offered the information that she has taken note of the pa
tient's concern about losing his job and is trying to help him, specifically, to 
address that. The phrase "I hear what he's saying" is omitted in the media
tor's version, and the result could be taken to mean that the treatment is to 
prevent idleness. 

To the suggestion that he may be suffering from headaches as a reaction 
to the stress of moving to live overseas, the patient replies: 

Extract 7 
P No creo. Yo estoy acostumbrado a viajar. Estoy acostumbrado a salir. 

I don't think so. I'm used to travelling. I'm used to being abroad. 
M He is/ he doesn't think so because he is used to travel around and go out 

and about. 
D That's fine. Well that's something for him to think about, because he's 

in a strange country. Students sometimes have work problems or money 
problems, so just for something for him to think about. What I would 
like to do is to arrange to meet him again in a couple of months time just 
to see his progress and to see how he's getting on ... 

M Would you be able to come back in a couple of months time/ eh, podnis 
venir dentro de dos meses a, para revisar la situaci6n 0/ sf 
Would you be able to come back in a couple of months time, eh, could 
you come in a couple of months to review the situation or, yes 

P Sf 
Yes 

The offer of understanding and support implied in the doctor's remarks about 
possible work or money problems is not relayed, nor is the suggestion of a 
friendly visit being made to "see how he's getting on", and the patient is left 
with the idea that his headaches are being attributed to stress caused by not 
being used to being away from home and that he is being offered a further, 
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214 Information Loss ill Bilingual Medical Interviews 

purely clinical, check-up in the future. 
The doctor's continuous use of the third person, which identifies the me

diator rather than the patient as principal addressee, causes both patient and 
mediator to take responsive action. The patient, where he has enough Eng
lish to recognize what is happening, responds on his own behalf and puts in a 
few English words. The mediator, where she is being treated as responsible 
adult, i.e. in charge of the patient - in loco parentis, as it were - responds by 
changing her transactional role altogether and replying to questions on the 
patient's behalf without relaying them first. The fact that the mediators are in 
Principal role throughout leads them to build up a solidary relationship with 
the patients on the basis of common ground (common language and cultural 
background) and of a symmetrical power and social distance structure. This 
causes the mediator to step out of role completely and offer advice and per
sonal opinions. In extract 8 below, the structural change has not been signalled 
in any way and the covert nature of the mediator's interventions is the cause 
of a misunderstanding about 'vitamins' (and the reason for the problem with 
the 'depression' conversation in extract 3 above). 

All the above types of malfunction are hidden from the primary inter
locutors, whose Attender may be working perfectly but who are denied the 
use of their Identifier or Respondent by the nature of the encounter. They 
will therefore attribute the meaning they hear from the mediator to the wrong 
interlocutor (i.e. to the other primary interlocutor instead of to the mediator). 
This is very clearly seen in the depression interview (Extract 3), quoted above. 
The doctor suspects that the patient's mood swings may indicate a serious 
depression. The mediator puts words into the patient's mouth, which the doctor 
naturally responds to as though they were genuinely the patient's, having no 
danger signal to guide him. There are occasions when the mediator steps out 
of the mediation role altogether, becoming a primary interlocutor in her own 
right, and sending messages entirely of her own. Extract 8 provides a good 
illustration of this. 

Extract 8 
D In someone of yo/ a young person with the change that you've described, 

it's very likely to be related to worry, the weight loss. I wonder if we 
should check your weight again, and talk again, after the exams ... How 
does that sound? 

M El mm piensa que seria bien pasar los examenes porque a esta edad con 
la presion de los examenes, el trabajo y presiones exteriores y personales, 
puede ser un sintoma to do ese peso, perder. Entonces Ie gustaria volverte 
a ver una vez que se relajen ciertas partes de las preocupaciones, y volver 
aver el tema. i,Bien? 
He mm thinks that it would be good to finish the exams because at your 
age with the pressure of exams, the work and outside and personal 
pressures, all that weight that you lost could be a symptom. Then he 
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would like to see you once some of your worries are over, and look at 
the matter again. Alright? 

D If that sounds alright to you? 
M ~ i,Que te parece? i,Quieres hacer algo mas, 0 (.) esperar un poco mas 
~ hasta que pase la situaci6n. Quieres algun tipo de vitamina quieresl 

How does it seem to you? Do you want to do something more, or (.) 
wait a bit until the situation's over. Do you want some kind of vitamin, 
do you want/ 

P Yo creo, no se. Si el ve que, que esta bien, que, que no hay ningun 
problema pues de acuerdo. Si me manda algun vitamina y funciona pues 
no se ... se 10 agradezco. 
1 think, I don't know. If he thinks that, that it's okay, that, that there's 
no problem, weill agree. If he orders some vitamin and it works well I 
don't know ... I'll be grateful. 

M He thinks what you decide is right unless you want to give him some 
vitamins or something you reckon is going to help, he will be happy to 
wait for a while and come back to you. 

D Right. I don't think vitamins will help. I think that there are some simple 
things you could do about the sleep at night that might help. 

We can see here that the issue of vitamins has come directly from the 
mediator, who appears to be acting in Principal role, as the student's mentor 
and protector. This is a hidden role change as far as the other two interlocu
tors are concerned. Inadvertently, she poses a real threat to the patient's face, 
since he would not have risked rejection by the doctor's refusal had it not 
been for the mediator. These incidents show the mediator's failure to realize 
that she holds a very specific and specialized place within this transaction, 
and that the other participants cannot know that she has changed her status 
within it, unless she herself is aware of it and signals the change clearly. 

3.2 Word order and structure 

The next largest reason for the common ground problem is that the mediator 
does not understand the reason for a particular question being framed in the 
specific way the doctor has asked it. For instance, in Extract 9, the doctor 
prefaces his potentially face-threatening enquiry with a carefully phrased 
acceptance of the use of alcohol as a soporific. 

Extract 9 
D Right, yes. Sometimes when we don't sleep, sometimes when people 

don't sleep very well they tend to drink more. Ijust wondered, d'you, 
are you having any more alcohol? 

M Eh, ell eh, tienes un/ (,Bebes mas de 10 normal? porque a veces cuando 
se esta un poco desequilibrado para coger mas fuerzas 0 animos eh, la 
gente bebe mas de 10 normal. i,Crees que estas tomando mas alcohol del 
que deberias? 
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216 Information Loss in Bilingual Medical Interviews 

Er, he! er, do you have a/ Do you drink more than usual because 
sometimes when one's a little off balance people drink more than usual 
to give them more courage or strength ... Do you think you're drinking 
more alcohol than you should? 

The mediator fails to realize that there is a purpose behind this preamble and 
turns the utterance round. Her re-phrasing and omissions mean that the doc
tor's attempts to probe for underlying psychosocial influences are potentially 
frustrated. 

There are many instances of the mediator taking on a full interlocutor 
role. In Extract 10, she does this, unsignalled, of her own accord (as men
tioned above) and replies to a question from the doctor without reference to 
the patient. 

Extract 10 
D She said she wasn't sleeping well. I wondered why that was? Is it the 

stomach or something else? 
M No, it's not the pain that wakes her up. 

At other points, she puts words into the patient's mouth, asks a question of 
her own or offers an opinion of her own. But both doctor and patient occa
sionally change the transactional structure themselves. The patient, because 
he understands some English, replies directly to the doctor but does so in a 
mixture of Spanish and English, partly usurping the mediator's role. 

Extract 11 
D Two years. And did he have problems with headaches when he was 

living in Spain at all? 
P Pues no, no he tenido problema. Posiblemente, yo creo que puede ser 

influencia de tiempo. Weather influence. 
No, I haven't had a problem. Possibly, I think it could be the influence 
of the weather. Weather influence. 

3.3 Face threats 

The doctors who took part in the study appear to be well aware of both face 
threats and gender issues, and very practised at minimizing or avoiding them. 
The patient seems to feel that he is not free from imposition, since he under
stands some English and needs to assert himself, as for example in the "weather 
influence" quote (Extract 11). In Extract 12, the sequence shows him to be 
unwilling to admit that he may have self-prescribed. 

Extract 12 
M i., Tomas pastillas 0 algo? 

Do you take pills or anything? 
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P No, es la primera vez, que consulto al medico 
No, this is the first time I've been to the doctor 

217 

M i,0 sea que no has tornado aspirina 0 una cosa asf por ejemplo, em, por 
tu cuenta? 
I mean have you taken aspirin or something like that for example, um, 
off your own bat? 

P Paracetamoles. 
Paracetamol. 

Later in the interview, his face is threatened by the suggestion that he 
may be under stress simply by being away from home. The repeat of the 
question may be attributable to other causes, of course, such as a belief that 
pastillas referred to medication available over the counter as distinct from 
prescribed medicines. On the other hand, in Spain, the home country of this 
patient, antibiotics, including those for intravenous administration, are still 
available over the counter on a self-prescribed basis. The most outstanding 
examples are the face-threats offered by taboo words. In Extract 13, the pa
tient describes his problem thus: 

Extract 13 
P Cuando me levanto por las mananas, la primera orinar, nonnalmente 

suele ser (.) fuerte y me escuece, i,se dice escuece? 
When I get up in the mornings, the first time I urinate, is usually ... 
strong and it stings me, do you say stings? 

M Sf. 
Yes 

P Me escuece orinar, se escuece el pene al orinar. 
It stings me to urinate, my penis stings when I urinate. 

M He has got a problem. When, the first time he goes to the toilet in the 
morning he usually feels some pain and, and it urn, and urn, it's hard to 
pass the water. So 

( ... ) 
D He doesn't, no. Okay. Has he noticed er anything else such as a discharge 

from, from the penis, when he's not passing urine? 
M i,Has notado, em, has sentido algun otro sfntoma en, en el pene cuando 

no estas orinando, no se, que puede (haber) algo? 
Have you noticed, um, have youfeZt any other symptom in, in your penis 
when you're not urinating, I don't know, there could be something there? 

P i,Como cual? 
Like what? 

M No se, algun tipo del 
I don't know, some kind of I 

P No 
No 

M No, he doesn't have any symptoms, really. 
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218 li1fonnation Loss in Bilingual Medical Interviews 

It is the mediator's face that is threatened by the use of taboo words, and 
probably also by the personal nature of the infonnation. If she were not 'own
ing' all the words she is relaying but had closed off her Principal and 
Respondent roles, the words penis and discharge would not be so embarrass
ing. If she were to relay directly, the position of the patient as Principal would 
be maintained. In fact she fails to find a word for discharge and so asks 
rather vaguely about other symptoms, leaving the doctor with the false im
pression that his question was asked and answered. 

4. Conclusion 

Miscommunication occurs throughout the data for a variety of reasons. To a 
certain extent this is due to a lack of awareness in the doctors, in that their 
use of the third person style of address has a distancing effect and tends to 
sideline the patient, and cause all the participants to change role within some 
encounters. The majority of miscommunications are initiated by the untrained 
mediators and are due to several causes. Unfamiliarity with the routines and 
procedures of medical consultations leads to uncomfortable moments. Insuf
ficient command of the appropriate lexicon leads to difficulty in describing 
pain, and confusion in the use of technical terms. Occupying an inappropri
ate interlocutor role causes the mediator to over-identify with one party to 
the encounter (in this case the patient), which lays her open to threats to her 
own face. This use of inappropriate interlocutor roles also causes relay of 
meaning to suffer from omission, addition and alteration. Among the addi
tions are the mediator's own, un signalled, opinions and advice. 

Overall, what is lost is an element of available diagnostic resources, and 
the doctor's skill in developing a satisfactory relationship with the patient. 
So, while a mismatch of messages may be occurring in a discursive sense, 
'data bits' of hard information are also being lost - usually to the physician
and it is precisely this loss which most damages the patient's interests. 

This piece of research suffered from several drawbacks. The interviews 
were simulated, and no post-simulation interviews were done. The data pro
duced, however, are rich and have only been 'unpacked' here to a limited 
extent. Interesting further work could be done on studying the output of un
trained interpreters, who are the principal linguistic resource in most healthcare 
settings (see Pochhacker and Kadric, this volume). This may shed light on 
training issues. Changes to clinical practice, however, are unlikely to result 
from anything less than a comparative study under clinical conditions. 

JAN CAMBRIDGE 
'Dinorben', Park West, Heswall, Wirral, Merseyside, L60 91E, UK. 
jan@spanish.demon.co.uk 
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Notes 

I. Clark uses the terms 'Vocalizer' and 'Formulator' to replace Goffman's 
'animator' and 'author'. 
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Interpreter-mediated interaction in healthcare 
and legal settings
Talk organization, context and the achievement 
of intercultural communication

Laura Gavioli and Claudio Baraldi
University of Modena and Reggio Emilia

Studies of dialogue interpreting have shown that interpreters are active partici-
pants in interpreter-mediated interaction and that their contributions are not 
simply a gloss of the interlocutors’ turns. Wadensjö (1998), in particular, has 
underlined the coordinating and mediating functions of dialogue interpreters. 
In this paper we analyse the activity of interpreters in the interaction by looking 
at different ways of organizing sequences of turn-taking and their effects on in-
tercultural mediation. We analysed a sample of 65 encounters in healthcare and 
legal settings in Italy, involving (Italian) institutional representatives, (English 
speaking) patients/defendants from West African regions and an interpreter. We 
note that different types of interpreter-mediator contributions are promoted or 
prevented in different ways in the medical and in the legal sets of data, in line 
with different contextual expectations, and with different results for the involve-
ment of participants, particularly the “laymen”.

Keywords: dialogue interpreting, social interaction, intercultural mediation, 
healthcare, legal settings

1. Introduction

The analysis of the linguistic and communicative functions of interpreter-me-
diated public service encounters (e.g. Wadensjö 1998, 2006; Mason 1999, 2005, 
2006; Davidson 2000; Merlini 2009 and also Angelelli 2004; Hale 2007; Corsellis 
2009) has shown that the interpreter’s discourse roles, including those of language 
facilitator and of cultural and social mediator, are highly complex. Interpreter-
mediated interactions generally occur in public service settings, such as hospitals 
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and courts, and may be considered a particular type of institutional talk, in that 
they involve at least one participant who represents an institution and are related 
to a task the participants need to achieve (Drew & Heritage 1992: 3). The partici-
pation of the interpreter, however, introduces some important differences in the 
setting. First, interpreters are usually hired by the institution, and are thus seen as 
performing “institutional roles,” but strictly speaking, they are not institutional 
representatives. Second, while in institutional interaction there are generally two 
parties, the institutional representative(s) and the layman/men, the interpreter in 
interpreter-mediated encounters is a third party in the interaction with the task 
of providing interpreting, rather than giving/receiving the service her/himself. So 
while negotiating reciprocal understanding is a task characterising interaction in 
general, in interpreter-mediated interaction, one participant (the interpreter) is 
there with the sole communicative function of making understanding possible.

Through co-construction of the conversation, the interpreter as well as the 
other participants orient themselves to both the “local context” (what is actually 
said in the interaction) and the broader “frame,” provided by the setting (hospital, 
court) in which the interaction takes place and by the respective participants’ roles 
as patients, defendants, doctors or judges (see Cicourel 1992; Baker 2006; Mason 
2006: 364). In this paper we look at interpreter-mediated interactions in healthcare 
and legal settings and analyse the ways in which interpreting is achieved, with 
reference to the relevant contextual assumptions. We note that the ways in which 
interpreter-mediation is achieved have interesting implications for the actual par-
ticipation of interlocutors in the interaction and for the management of intercul-
tural communication.

Given the complexity of interpreter-mediated interaction, our data lend them-
selves to being studied from a perspective that combines different approaches, 
integrating research in the field of interpreting studies, interaction research and 
work on interlinguistic and intercultural communication. Following studies in 
Conversation Analysis (Sacks et al. 1974), we look at the ways in which partici-
pants co-construct understanding through a coordinated system of turn-taking. 
In particular, we observe the mechanisms by which the participants (all of them) 
contribute to talk construction (Jefferson &Schenkein 1978; Jefferson 1979; Sche-
gloff 1980; Pomerantz 1984) and project institutional and individual expectations 
(Mason 2006). Our presupposition is that the interlocutors’ responses are very 
important in explaining how participants take up each other’s actions (Schegloff 
1995) and that it is interesting to see how this takes place in interpreter-mediated 
talk, where not all participants speak the same language and direct uptakes show 
particular configurations (see Mason 2006: 364).

In this paper we also look at interpreter-mediated interaction as mediation 
(e.g. Bush &Folger 1994; Winslade& Monk 2008) in intercultural settings, with 
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particular attention to cultural diversity and to its treatment in the interaction (e.g. 
Carbaugh 2005; Kotthoff& Spencer-Oatey 2009). Our attempt to combine these 
perspectives is guided by the aim of seeing the potential for cross-fertilization be-
tween studies that focus on features of language production and those that focus 
on features of cultural production — two perspectives that are very closely inter-
related in bilingual interpreter-mediated talk, such that each of them can profit 
from taking the other into account (see also Gavioli 2009).

2. Interpreting, interaction and intercultural mediation

Research on interpreting has recently come to foreground the communicative and 
social competence of interpreters (see Straniero Sergio 1999, 2007). Studies of dia-
logue interpreting centering on analyses of naturally occurring data (Wadensjö 
1998; Bolden 2000; Davidson 2002; Mason 2005, 2006; Wadensjö et al. 2007; Ja-
cobsen 2008) have shown that interpreters are active participants in interpreter-
mediated interactions and do not confine themselves to translating on a mere, 
automatic, turn-by-turn basis. In particular, Wadensjö (1998: 108–110) has shown 
that access to both languages allows interpreters to play an important role in “co-
ordinating” the organization of talk, either implicitly, by providing or not pro-
viding translation, or explicitly, by projecting the point where translation can be 
provided or by contributing to the clarification of actions and sequences occurring 
in the interaction.

Examining interactions in hospital settings, Davidson (2000, 2001) has looked 
at the function of interpreters as “gatekeepers.” In particular, he noted that they 
tend to prevent some patient-generated questions from reaching doctors if these 
questions are not strictly connected to medical diagnosis or treatment. By the 
same token, Bolden (2000) shows that interpreters select the quantity and quality 
of information as related to the “world of medicine” rather that the “lifeworld”and 
similar conclusions have been reached by Brennan (1999), Cambridge (1999) Hale 
and Gibbons (1999), Tebble (1999), Pöchhacker and Kadric (1999), Meyer (2002) 
and Bührig and Meyer (2004), some of whom discuss the work of non-profession-
al interpreters and warn against the risk of poor coordinating abilities. Davidson 
(2002), in an attempt to provide a model of turn-structuring for interpreter-me-
diated conversation, shows that such a structure is unexpectedly complex, reflect-
ing the interpreters’ contribution to the (re)construction of contextually relevant 
meaning.

These studies consistently underline the complexity of analysing the partici-
pants’ and interpreters’ respective contributions to the interaction. In particular, 
they have noted that concepts such as that of equivalence are far more complex 
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when studied in an interactional communicative context. Mason (2006: 360) notes 
that the very notion of “source text” creates problems in talk-in-interaction where 
the “text” is jointly negotiated among and co-constructed by participants in their 
ongoing activity. Interpreters cannot limit themselves to turn-by-turn translation, 
and in their attempt to understand what is meant by participants in talk, and se-
lect what is actually to be translated, they contribute to the achievement of talk. 
What emerges in these studies, then, is that the interpreters’ “interpreting” activ-
ity is co-constructed so that their contribution does not consist in “mere” repeti-
tion in another language but amounts to a complex interactional and intercultural 
achievement (Wadensjö 1998: 75; Davidson 2000: 381).

Considering the inevitable function of interpreters as interactional mediators, 
it maybe worth having a look at the interpreters’ activity in the broader context of 
mediation, when seen as an activity aimed at facilitating communication (Bowl-
ing & Hoffman 2000; Sahah-Kazemi 2000), and as a form of active interactional 
participation (Bush &Folger 1994; Mulcahy 2001; Ayoko et al. 2002; Brigg 2003). 
Mediators actively intervene in conversation distributing opportunities to speak, 
giving the parties space to introduce and deal with particular issues, reinforcing 
particular roles and identities and promoting successful outcomes. Mediation is 
then seen as the active co-ordination of communication, and includes facilitation 
of participants’ contributions as well as the production of shared alternative nar-
ratives (Winslade& Monk 2008), helping conversation go on, offering turns to talk 
and monitoring mutual understanding. The mediator’s task is that of empowering 
other participants, avoiding expressions liable to impede communication, such as 
status assertions and other forms of dominance behaviour.

Within this frame of reference, interpreters areseen as intercultural mediators: 
they promote and coordinate linguistic communication and in so doing become 
coordinators of intercultural relations (Baraldi 2006). Looking at the ways in which 
interpreters participate in co-constructing the interaction, as they strive to balance 
their translational and non-translational interventions, has thus become a matter 
of interest and a key to appreciating interpreters’ social and communicative compe-
tence in intercultural interactions. A key issue in both interpreting studies and re-
search on intercultural mediation in general is that of observing ways in which in-
terpreters’ activity, both translational and non-translational, facilitates participants’ 
active involvement and offers them a space in which to provide their contribution.

In the following paragraphs, we look at the ways in which interpreters provide 
opportunities for shifting from sequences in which translation is provided “bit by 
bit” — i.e. on a turn-by-turn basis — to those in which it is suspended or delayed. 
We will not deal with interactions that take place in one language only, e.g. sepa-
rate conversations of the interpreter with one of the parties or those in which one 
of the parties is present but temporarily preoccupied with an unrelated task (for 
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instance, a doctor who is busy examining records or reviewing tests). This analysis 
also excludes sequences involving code-switching or code-mixing mechanisms, 
where the interpreting is shaped by a (partial) knowledge of the “other” language 
on the part of (one of) the participants. Consequently some interpreters’ contribu-
tions which may be significant in our data (e.g. interpreter-patient talk about the 
organization of hospital activities, or lawyer-interpreter talk about defendant assis-
tance, or “zero” rendition when understanding of the “other” language is achieved) 
will not be discussed in this analysis. It should also be mentioned that the interac-
tions analysed below were produced by interpreting professionals of varying levels 
of skill, training and experience, working at institutions with different require-
ments. To some extent, this is a reflection of the policy of some institutions in Italy 
whereby community interpreters’ primary role is that of “cultural mediators” (see 
Merlini 2009). As a consequence, some of the instances presented below may seem 
to represent non-professional — or even “unprofessional” — behaviour on the 
part of experienced interpreters. As we know, however, the interpreter’s choices do 
not necessarily tell the whole story when it comes to her/his proficiency or compe-
tence, and as we hope to make clear, these choices may be the result of a range of 
complex orientations, expectations and requirements enforced by the institutions 
and the social systems in which they occur. In our analysis, “unskilled” or “skilled” 
interpreting behaviour may be observed in the work of highly qualified profes-
sionals as well as less qualified ones. Our goal here is to look at the consequences of 
particular sequences of actions, and to suggest in what ways such sequences may 
favour or inhibit communication in intercultural situations. It is our hope that this 
research will prove conducive to further reflection on professional standards — a 
topic which lies beyond the scope of the paper itself.

3. Data

This study is based on the analysis of a sample of 65 interpreter-mediated interac-
tions, of which fifty took place in healthcare settings, and fifteen at a local police 
centre dealing with residence permits for immigrants.1 All of the interactions in-
volve institutional representatives (a doctor or a nurse; a judge, a lawyer and a 
police officer); a patient or a defendant; and an interpreter. In all cases, the inter-
preter had been hired by the institution for the purpose of making communica-
tion possible and facilitating those institutional activities that involve immigrants. 
Interactions in hospital settings generally involve three or four parties (one or two 
healthcare providers, a patient and an interpreter). Interactions at the police centre 
are in fact short trials and involve five participants: a judge, a lawyer, a police of-
ficer, a defendant and an interpreter.
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The interactions were recorded in Italian institutional settings and all of the 
institutional participants were Italian native speakers; the patients/defendants 
were immigrants from central Africa (mainly Ghana and Nigeria) who spoke Eng-
lish. There were three interpreters involved, all of them women in their thirties. 
The two women working in the medical setting were Nigerian and spoke a West-
African variety of English (see e.g. Christophersen 1999), while the interpreter at 
the police centre was an Italian native speaker and a competent speaker of English. 
As explained by Merlini (2009: 57–62), Italy does not have a system of national, 
regional or public service interpreter registration. Thus, the three interpreters were 
employed on the basis of the current criteria adopted in Italian healthcare and 
legal institutions. With respect to their training and experience, the two Nige-
rian interpreters had an educational background in nursing and belonged to an 
association that had provided them with training in communication as well as 
intercultural and conflict mediation. At the time of recording, one had worked at 
the institution for approximately five years and the other for approximately two 
years. The interpreter in the legal setting had a Masters degree from a prestigious 
university program in interpreting/translation studies and had worked at the insti-
tution for three years. The three were selected as representing the highest possible 
standards in each of the two settings and were described by their employees as 
very good and experienced.

The two institutions concerned applied different requirements with respect to 
their interpreters. While interpreters in the legal setting were primarily required to 
“translate carefully” and training in translation and interpreting was appreciated, 
the primary requirement of the interpreters in the medical setting was that they 
facilitate contact between doctors and patients. Their training focused on cultural 
and intercultural competence with less emphasis on translation proper. In health-
care services, there is an acknowledged preference for working with interpreters 
from the immigrant community rather than the host one, and the interpreters are 
trained ad hoc for the requirements of the particular setting. In the legal sphere, 
interpreters with bilingual expertise are hired irrespective of their nationality or 
ethnicity. The labels used by the two institutional frameworks differ as well, with 
the legal institutions referring to the interpreters as “interpreters”, the healthcare 
institution referring to them as “mediators.” In this study, we will use the expres-
sion “interpreter-mediator” (IM) to reflect the two types of discourse and the im-
plicit complexity of the task.

The healthcare settings involve clinics in or out of the main hospital building, 
most of which deal with the prevention or treatment of gynaecological conditions 
or with pre- or post-natal monitoring of patients (all of them female.) Some of the 
healthcare providers were male, some were female. Interactions recorded at the 
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police centre dealt with individuals (both male and female) who had been appre-
hended by the police for not possessing a legal residence permit.

The data used in this study had been audio- rather than video-recorded. This 
was due to Italian legal restrictions on recording in general and on video-record-
ing in particular, and to a strong reluctance on the part of the institutional rep-
resentatives to accept the possibly intrusive presence of a video-camera. For this 
reason, participants’ posture, gaze and gestures could not be included in the data.

The samples of data used here have been fully checked for transcription ac-
curacy by at least three researchers, applying the transcription conventions com-
monly used in Conversation Analysis (developed by Jefferson 1978, see also Psath-
as& Anderson 1990). All personal details have been altered in the transcription to 
protect participants’ anonymity.

4. IMs’ interventions in mediated talk

In interpreter-mediated talk, the interpreter is the only participant who is as-
sumed to fully understand both languages. As a result, it is the interpreter who 
provides responses to most turns — both those of the institutional representatives 
and those of the laymen. The IMs in our data respond to other participants’ turns 
either by providing a rendition of the previous turn or by other actions, such as 
asking for clarification or providing the interlocutors with acknowledgment to-
kens and continuers. While the IMs’ own interventions were invariably oriented 
towards the potential translatability of the previous turn, the actual interpretation 
could either be provided immediately or suspended until a later stage. A case of 
immediate rendition is shown in extract 1, in which a judge asks about the defen-
dant’s nationality, then we have the IM’s rendition and the defendant’s response.

Extract 1.2

((J: Judge, IMF: Interpreter-mediator Francesca; D: Defendant))
1 J  nazionalità nigeriana?

  Nigerian nationality?

2 IMF  are you from Nigeria?

3 D  yes

 In extracts 2 and 3 we observe two different types of suspended rendition. 
In extract 2, rendition is suspended by a clarification sequence, with the judge’s 
question about the defendant’s date of birth (turn 1) being rendered immediately 
by the IM and answered by the defendant providing his place rather than date of 
birth, whereupon the IM repeats the question (turn 4) and initiates clarification. 
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The question is then repeated by the judge in Italian (turn 6), rendered by the in-
terpreter in English (turns 7, 9) and answered by the defendant (turn 10).

Extract 2.
((J: Judge, IMF: Interpreter-mediator Francesca; D: Defendant))

1 J  ((typing)) quand’è na:to?

  when was he born?

  (.)

2 IMF  whe:n were you bor:n=uh?

  (0.6)

3 D  (Gha:na)

  (.)

4 IMF  whe:n

  (0.2)

5 IMF  Gha:na

6 J  Ghana [i:l uh?

  Ghana [o:n uh?

7 IMF  a da:te uh?

8 D  mptu[h

9 IMF      [theda:te

10 D  (fourty oh) four seventy fi:ve

A second type of suspension occurs when the IM provides feedback to the inter-
locutor in the form of continuers and acknowledgment tokens (Schegloff 1982; 
Jefferson 1985; Gardner 2001). In extract 3 the IM provides continuers and ac-
knowledgment tokens as the doctor explains the complex procedure of inducing 
labour. This activity provides a space for the doctor to negotiate what should be 
explained to the patient. An abridged rendition of the IM-doctor sequence follows 
(data not shown here).

Extract 3.
((Doc: Doctor, IMH: interpreter-mediator Heather, Pt: patient))

 1 Doc In base alla densità quindi come comincia: il riscontro con 

la visita nel collo uterino, si decide di mettere un gel a 

livello vaginale oppure l’ossitocina a livello (venoso) più 

avanti. Però (.) eh: sicuramente bisogna dirle (.) che non 

è tutto scontato cioè non è che siccome lei ha partorito una 

volta in un attimo si sbriga.

  On the basis of the density so as the check-up sta:rts with 

an examination of her cervix, we decide whether we use a 

vaginal gel or intravenal oxytocin later on. But (.) erm: we 
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certainly need to tell her (.) that she cannot take it for 

granted that is even if she has already given birth once it 

doesn’t mean this will be quick

-> 2 IMH Sì infa[tti.

  Yes ri[ght

 3 Doc        [Ogni donna è dive[rsa.

         [each woman is differ[ent

-> 4 IMH                          [Sì certo

           [yes sure

 5 Doc e’ una storia a sé.

  each one is a different story

 6 IMH [E poi il bambino-

  [and then the baby-

 7 Doc [Quindi non si deve demora- (??) tempi diversi dipende (??) 

un certo orario (??) eccetera. Non si deve demoralizzare nè 

deprimere se vede che- i miei colleghi le metteranno prima 

un gel, poi di nuovo un’altra ossitazione dopo sei otto o:re=

  [So she shouldn’t get discour- (??) different reactions it 

depends (??) particular timing (??) and so on. She shouldn’t 

lose heart or feel depressed if she sees that my colleagues 

will place gel first, and then again a new oxytocin 

induction after six eight hou:rs=

-> 8  IMH Sì.

  Yes.

 9  Doc =poi valuteranno loro.

  Then they will make their assessment.

-> 10 IMH Sì.

  Yes.

   11 IMH Anche il fatto che la rivisitano e le rimettono un gel e la 

reinducono non vuol dire che- è fallita l’induzione=

  Also the fact that she is checked again and that they place 

gel again doesn’t mean that- the induction has failed=

-> 12 IMH Sì.

  Yes.

 13 Doc =vuol dire che ci vuole un po’ di te- E’ raro che dopo il 

primo gel [parte e inizia il travaglio ok?

  =it means that it takes a bit longer- It is rare that labour 

[starts after the first gel induction ok?

 14 IMH     [Parte, sì.

            [it starts, yes.
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Extracts 1–3 above show what are probably the main types of interpreting se-
quences found in our data. They also show that different types of intervention may 
figure in interpreter-mediated interactions — some of which involve immediate 
renditions and some require other types of intervention (such as requests for clari-
fication, displays of understanding or acknowledgment tokens.) Thus, it appears 
that both types of intervention are sometimes necessary to achieve understand-
ing, with different interactional consequences following each. When providing an 
immediate rendition, the IM passes the turn to the next interlocutor, treating the 
sequence as non-problematic, understandable and immediately translatable. On 
the other hand, in the case of suspended interventions of the types shown above, 
the interpreter treats the turn as problematic and proceeds to solve the trouble or 
to negotiate the comprehensibility and translatability of the previous utterance. 
This type of interactional work, however complex it may be, seems necessary to 
achieve understanding. In the following section we focus on the interactional con-
sequences of suspended renderings.

5. Consequences of suspended contributions

There are several mechanisms for negotiating the suspension of rendition in in-
terpreter-mediated talk, including the code-switching mechanism by which in-
terlocutors show that they speak and (partly) understand their interlocutor’s lan-
guage and may not need rendition at local points (see Angermeyer forthcoming; 
Anderson 2009; Baraldi & Gavioli 2010). Here we focus on two types of suspend-
ing mechanisms initiated by the IM. Both seem quite frequent in our data (see 
also Englund Dimitrova 1997): 1. IM’s initiation of a repair or clarification (e.g. 
to pursue a particular response, as in extract 2 above); 2. IM’s minimal responses, 
such as continuers or acknowledgment tokens (as in extract 3 above) prompting 
the interlocutor to continue.

The initiation of a repair treats the interlocutor’s response as non-relevant; the 
IM may then intervene for the sake of clarification and may pursue a contribution 
that responds to the content that had been made relevant in the previous sequence 
of turns. Thus, for example, in extract 2 above, the IM intervened to pursue the 
defendant’s answer concerning his date rather than place of birth. Another ex-
ample is provided in extract 4 below, taken from the medical set of data. Here the 
doctor’s question (“Does she know if she’s allergic to any drug?”) is rendered by 
the IM and then answered by the patient with “mm” in turn 3, and “yeah” in turn 
5. These minimal responses are treated as non-relevant, and the IM reformulates 
the question in turn 6, thus opening a side sequence in which clarification is ne-
gotiated. In line with the side sequence mechanism described by Jefferson (1972), 
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these clarification sequences end when the answer that was required is provided. 
The relevance of the answer is confirmed by the IM rendering it and resuming the 
immediate, turn-by-turn rendition mechanism.

Extract 4.
((Doc: Doctor, IMH: interpreter-mediator Heather, Pt: patient))

1 Doc Mh. Va bene. Sa di essere allergica a qualche farmaco?

 Mh. Alright. Does she know if she’s allergic to any drug?

2 IMH Did you allergic to any medicine?

3 Pt (.) Mmm

4 IMH Is there any medicine you take (??) that caused you problem?

5 Pt Yeah.

6 IMH Which one?

7 Pt Clorochina in Ghana.

8 IMH Clorochina.

9 Doc Clorochina. Eh.

10 IMH E:: Sempre quella.

 E:: that one always.

11 Doc Ok. Trasfusione di sangue ne ha mai avu[te?

 Ok. Blood transfusions, did she have [any?

12 IMH                                        [You don’t have blood 

before. They don’t give you blood before?

Sequences similar to those shown in extracts 2 and 4 are observable in both the 
medical and the legal data.

The second mechanism conducive to the suspension of interpretation is seen 
when the IM provides minimal responses, as in extract 3 above. Extract 5 below 
shows a similar case from the legal setting, with the IM “listening” to the defen-
dant. In turn 1, the judge asks the defendant a question, which is translated by 
the IM in turns 2 and 4. In turn 5 the defendant asks for clarification and the IM 
responds in turn 6. In turn 7 the defendant describes the problems he has encoun-
tered in attempting to have his passport validated and the IM, in turn 9, provides a 
continuer and a possible completion of the defendant’s turn. The IM then initiates 
a rendering in turn 11, but the defendant continues recounting his story to the IM, 
who eventually reports it to the judge in turns 15 and 17.
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Extract 5.
((J: Judge, IMF: Interpreter-mediator Francesca, D: Defendant, L: Lawyer, P: 

Policeman))

1 J = PERCHé NON SI è RIVOLTO AL CONsola:[to per avere il  [rinnovo 

del::docume:ento?

 = WHY DIDN?T HE ASK THE CONsula: te to get the document

 [validation?

2 IMF               [co:nsula:te, WHy [ di:dn’t 

you: (0.2)

 didn’t your: =

3 L?                                                        [(( 

coughs))

4 IMF = why didn’t you ask to the co:nsulate or to the e:mbassy mm 

uh:: for ne:w docume:nts=uh, >°.hh°< the embassy of you:r 

country¿

5 D for der:: pa- >for der pa-<pa:sspo[:rt

6 IMF                                   [<ye:s[:>

7 D                                         [>be-be-<becau:se: 

be- befo:re: >de- dey< do: it in he:re but now we have to send 

money to: (.) a:frica. <an’ i do:n’t ‘ave mo:ney to do it.

 (.)

8 D <so i ha[:ve to-       ] [<i ha:ve [to

9 IMF         [>you have to-<] [you:     [NOW You ha:ve to se:nd 

so:meo:n: [:e

10 D           [ye::s <bu:(t) nu:-

11 IMF [perchè n-

 [because n-

12 D [nu- now is alrea:dy- is co:ming.

 (0.4)

13 D no::w i have finished will have to find a jo:b.

 (.)

14 D an’ i can ge:t, (0.2) a proof on (s:ome). (.) [k-

15 IMF                                               [<eh::: dice che 

[pri:ma si pote]:va: fare: dall’ita:lia<me:ntre ade:sso: =

 [<eh::: he says that [be:fore you cou:ld do: it from 

Ita:ly<whi:leno:w: =

16 D [(a- a: dito:) ]

17 IMF = si deve fare dall’a:fri:ca e:: >non ave:va i so:ldi< °per 

poterlo fa:re°

 = it has to be done in A:frica a::nd > he didnt’ ha:ve the 

mo:ney< °to do it°
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When the IMs produce minimal responses, they position themselves as listeners 
and encourage the speaker-in-turn to continue speaking, which leads to the pro-
duction of a long turn on the part of this participant. This long turn generally ends 
with a rendition in the form of a formulation (Heritage 1985: 100–4) reporting the 
gist of the preceding sequence. The opening of this (often summarised) rendition 
is generally signalled by the IM with a marker for drawing attention, such as “so”, 
“well”, “erm” or throat clearing, followed by a reporting verb and speaker attribu-
tion (“he said”, “the doctor said”)

It is worth noting that suspending mechanisms may function to solve interac-
tional problems such as the need for clarification or taking/giving a longer turn in 
the case of an interlocutor who needs more time in which to provide, e.g., explana-
tions of complex procedures, as in extract 3, or personal trouble’s telling (Jefferson 
1988) as in extract 5. Unlike immediate renditions, in which the IM treats the turn 
as non-problematic and as not being directed at her/him, suspended interventions 
treat the turn as not immediately translatable and as being directed at the inter-
preter. Thus, while immediate rendition projects a response by the third party and 
involves the third party in the interaction immediately, suspended contributions 
project a monolingual interaction involving an interactional problem.

In this respect both requests for clarification and continuers or other displays 
of listening activity are necessary if the participants are to identify shared meanings 
and to achieve understanding. However, renditions may sometimes be suspended 
for several turns. In order to construct understanding, involve the participants in 
the interaction and give them space to contribute to talk in interpreter-mediated 
interaction, it is therefore necessary to strike a balance between immediate rendi-
tion and suspended interventions (Baraldi & Gavioli 2007, 2010).

6. Participants’ co-construction of translation relevance in the legal and 
the medical data

The interactional mechanisms described above are recurrent ones in both the legal 
and the medical data sets, and seem to be in line with more general conversational 
mechanisms described in the literature on conversation analysis. Interestingly, 
however, the IMs’ contributions are treated differently in the two settings, with 
immediate renditions and suspended interventions being promoted or prevented 
in different ways in each of the two.

In the legal set, immediate rendition is generally provided at the participants’ 
first turn completion point. Feedback by the IM occurs in just a few cases. When 
the IM does not provide a rendition, the judge invites her to do so, as in extract 
6 below, in which the judge starts her turn by saying that the defendant has been 
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ordered to move out of Italy, then stops and asks the IM to interpret (“traduca 
pure”/”please translate”, turn 1), which the IM accepts (“okay”, turn 2) and does 
(turn 2).

Extract 6.
((J: Judge, IMF: Interpreter-mediator Francesca, P: Policeman, L: Lawyer))

-> 1 J è stato e:spu:lso tra:duca pure con decre:to della 

prefettura lo sa già perché[:: (gli è stato notificato [ieri)

 he was expe:lle:d please translate under an order by the 

council he knows that already because[:: (he got a notice 

[yesterday)  

-> 2 IMF                           [okay                      [the[:: 

   3 P                                                            [c’è: 

c’è un provvedimento di espulsione regolare notifica:[to a lui::

 [there’s: there’s a regular expulsion order notifie:[d to him::

   4 J                                                    [Quattro 

dodici duemila tre:,

                        [Four twelve 

two thousand three:,

 (.)

 ((J, L e P talk and type documents in overlap with IMF’s 

translation))

   5 IMF on the=uh::: (.) f:ourtee:nth of dece:mber you were- (.) 

order:ed (0.2) from:: (.) the la:w, (.) from the- offi- 

officials here: in Padova .hhh to:: leave italy? because (.) 

you a:re here without do:cume:nts

In the legal set the IM’s suspending contributions occur mainly in the form of side 
clarification sequences and are rapidly re-directed to the predominant immedi-
ate rendition mechanism of turn organization; e.g. in extract 2 above, where the 
IM reformulates the judge’s question several times (turns 4, 7 and 9) in an effort 
to elicit a relevant response. The relevance of the response is then confirmed by 
the IM interpreting it to the judge and then resuming the immediate rendition 
mechanism. In extract 2, the judge contributes to maintaining the immediate ren-
dition mechanism by asking a precise question concerning the date of birth, as 
initially requested. In other cases, the judge seeks to end the clarification sequence 
by overtly re-directing the IM’s attention to her interpreting task.

Extract 7 is very explicit in this respect. In turn 2 the defendant asks for clari-
fication about what is meant by “drugs”, which the IM had mentioned in turn 1. As 
the IM and the lawyer then engage in an attempt to solve the problem, the judge 
intervenes (turn 10) by questioning the interaction order that is being established 
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with this clarification sequence and affirming his role as the one who addresses 
questions to the defendant : “(chiedo io gli) faccio io le domande./(I ask) I am 
the one who asks the questions.” The judge’s contribution then stops the IM–de-
fendant sequence, as the IM abides by the judge’s request to establish a different 
interactional order (“ye:s,” turn 11), and the immediate rendition mechanism is 
taken up again in turns 12–13.

Extract 7.
((IMF: Interpreter-mediator Francesca, D: Defendant, J: Judge, L: Lawyer))

1 IMF  and for drugs in pa:dova.

  (0.6)

2 D  (what was it)

  (.)

3 IMF  dru:gs=uh¿

  (.)

4 D  wha:t is drugsen

5 IMF  dru:gs,

  (0.6)

6 IMF  uh:::::: hhhh uh::[:

7 L                    [(dice dru:g non lo so)

       [(she says dru:g I don’t know)

  (0.6)

8 IMF  you don’t know drug=uh?

  (0.3)

9 D  drug to say s[omething to me

-> 10 J               [(chiedo io gli) facc[io io le domande. =

               [(I ask) I am the one who asks [the questions.=

11 IMF                                    [ye:s.

12 J = a:llora. si chia:ma Norda Dominic na:to Accra, (.) il no:ve 

o:tto sessanta ci:n[que

 = n:ow. Your name i:s Norda Dominic you were bo:rn in Accra, 

(.) on ni:nthei:ght sixty fi:[ve

13 IMF                    [you we.re born in Accra on the:: ni.nth of 

augu:st sixty five

It may be noted that the clarification sequence in extract 7 above is initiated by 
the defendant, who first asks for clarification and initiates a side sequence. Even 
in those cases where it is the judge who initiates a clarification sequence, the in-
teraction is rapidly restored to the immediate rendition mechanism. Extract 
8 below provides a clear example of this. Here the judge in turn 2 asks the IM 
to confirm whether the defendant’s first arrival in Italy was in the South of Italy 
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(“meridione?”/“southern regions?”). The IM confirms this in turn 3 (“sì”/“yes”) 
and the judge asks for further clarification in turn 4 (“giù giù sicuramente in 
Sicilia”/“down down surely in Sicily”). Once again, the IM offers confirmation, 
in turn 5, then reports back to the defendant and interprets the judge’s request in 
turn 6 (“Sicily, was it an island or was it the mainland”); after further clarification 
in turns 8–10, the defendant’s answer is rendered (turn 11: “era sì su un’isola”/“he 
was yes on an island”)

Extract 8.
((IMF: Interpreter-mediator Francesca, J: Judge, D: Defendant))

1 IMF nn::: non sa- non conosce:va nie:nte dell’ita:lia allo:ra 

qui:ndi:

 nn:: he didn’t kno:w any:thing about ita:ly at the ti:me so

2 J =meridio:ne?

 =southe:rn regions?

 (.)

3 IMF [s:ì.

 [ye:s.

4 J [giù  giù s[:icuramente in sici:lia?

 [down down s[u:rely in sicily?

5 IMF            [sì

    [yes

6 IMF si:ci:ly:, was it an i:sla::nd =uh or was i:t the mai:nland=

7 D =(sì.)

 =(yes.)

 (0.4)

8 IMF an isla:n[d?

9 D     [sì

  [yes

 (.)

10 D sì.

 Yes.

11 IMF era:: sì, su un isola

 he wa:s yes, on an island

These extracts from the legal set of data indicate that the rendition is made rel-
evant by the participants (including the IM) at the first possible turn completion 
point; when other actions (such as requests for clarification) are introduced in the 
sequence they are treated as “asides,” are rapidly responded to and are terminated 
by returning to what seems to be an immediate rendition mechanism. Interpret-
ing then is overwhelmingly provided immediately after participants’ turns, with 
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occasional side clarification sequences, which may be initiated by any one of the 
three participants. In all cases the clarification sequences end rapidly (even when 
the problem has not been solved, as in extract 8) and the participants return to the 
immediate rendition organization.

In the healthcare set of data, interpreting activity is organized differently and 
the rendition is made relevant at different points. Particularly at possible turn 
completion points, IMs provide minimal responses to one interlocutor (most of-
ten the doctor), which encourage her/him to proceed, and interpretation is gen-
erally provided in a long turn, summarizing what has been said previously, as in 
extract 3 above. Extract 9 below provides a further example of this type of turn 
organization. In turn 1 the doctor explains that the patient is infected with the 
hepatitis B virus and that her newborn was given a vaccination which needs to be 
repeated several times. The IM, in turns 2, 4, 6 and 8, provides acknowledgment 
tokens and minimal responses and the doctor continues with a lengthy explana-
tion. In turn 10 the IM provides a summary, in English, for the patient.

Extract 9
((Doc: Doctor, IMA: Interpreter-mediator Alice))

1  Doc Le cure particolari per il bimbo sono queste, mhm ecco. La 

mamma ha questo virus dell’epatite B, quindi al bambino abbiamo 

fatto la vaccinazione per l’epatite B. La prima dose l’abbiamo 

fatta q[ui

 The particular treatments for the baby are these ones, mhm 

here. Mummy has this hepatitis B virus, so we have given the 

baby a vaccination against hepatitis B. The first dose was 

given to the baby here.

2  IMA        [uh uh

3  Doc La vaccinazione dovrà fare le altre dosi. E’ una vaccinazione 

che in Italia è obbligatoria, quella per l’epatite B. Noi 

l’abbiamo anticipata senno la faceva entro il terzo me[se

 The vaccination she will get more doses. It is a vaccination 

that is compulsory in Italy, that for the hepatitis B. We have 

anticipated it for her, otherwise she should have done that 

before the age of three months

4  IMA                                                      [uh mhm ok

5  Doc Il laboratorio vaccinazioni, se è qua di ((ci[ttà))

 The vaccination lab, if she lives here in ((city))

6  IMA                                              [ah si in via 

Nova[ra

       [ah yes in Novara street
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7  Doc     [andrà a ((città 2)) a farle. La chiamerà per fare le altre 

dosi della vaccinazio[ne

     [She will go to ((city2)) to get that. She will be called 

to get the other doses of the vaccination

8  IMA                      [mhm

9  Doc Ok

->10 IMA Ok, you know. They say you have the epatite B that they 

say your baby, they did the-the anticorpi, the-the vaccin. But 

later, they say that you come for the vaccination mhm they say 

they did this to baby of mhm three months but it will be too 

late for your baby to do the vaccination then

While this type of suspending contribution may be observed in the legal data too 
in some cases (see e.g. extract 5 above), it applies to most of the encounters in the 
medical set. Conversely, while the immediate rendition organization is observed 
also in the medical data, it is probably not the predominant type (but see extract 4 
above). The IMs’ responsive actions, such as acknowledgment tokens or minimal 
responses, are accepted by participants in the medical data, and rendition is provid-
ed in the form of lengthy reports. This difference may be connected to the different 
types of professionals involved in the two sets of data, but may also relate to par-
ticular features of legal and medical institutions. Legal institutions require certainty 
regarding normative conversational processes, so accuracy in interpreting each ut-
terance is considered essential. In medical institutions, the emphasis is on monitor-
ing the patient’s condition and adapting her/his behaviour to clinical requirements. 
Interpreting techniques will thus be oriented primarily toward this goal.

7. Translation organization and the promotion of participants’ 
involvement in talk

The analysis above highlights two of the main organizational patterns regard-
ing sequences of turns in our data. In the one case, the interpretation is provided 
as an immediate rendition, interspersed with side clarification sequences where 
problems of hearing or understanding are being managed or where a particular 
response is negotiated and pursued. In the other case, the IM exhibits a more pro-
active response, providing acknowledgment tokens and minimal responses, and 
summarised renditions for the third participant.

While, as suggested above, the nature of the interpreter’s intervention may be 
related to the setting (medical or legal), it may also be related to the purposes of 
the service required. As mentioned in Section 3, the IM’s primary requirement in 

233



 Interpreter-mediated interaction in healthcare and legal settings 223

the legal setting is that of getting accurate renditions whereas in the medical set-
ting IMs are also required to act as intercultural mediators (see Section 2 above); 
i.e. to facilitate contact between healthcare providers and patients and to direct 
attention to patients’ needs. Analyses of data collected in different healthcare set-
tings (Amato 2006; Amato & Gavioli 2007) suggest that when the IMs are not 
explicitly required to work as facilitators of contact, i.e. as mediators, they may 
use practices other than the ones we have observed above, and may make more 
frequent recourse to immediate rendition.

Two points seem worth considering here: first, alignment to the one type of 
sequence or the other is not the sole responsibility of the IM; second, alignment 
to one type of sequence or the other fosters different types of involvement on the 
part of the participants. In the hospital setting, where the IMs are required to work 
as intercultural mediators, they respond to the participants directly and provide 
helpful feedback. In the legal setting, the turn organization assumes a different 
pattern: since the IM’s primary requirement is to render the participants’ contri-
butions, interpretation is overwhelmingly provided at participants’ first turn com-
pletion point and the IM’s self-positioning as a listener is a rare exception to the 
rule. For example, in extract 10 below, the IM interprets what the judge has said 
(“it’s not a good enough reason for you not to renew the residence permit”, turn 3) 
and in turns 4–6 the defendant replies to the judge’s decision by saying that he was 
in the process of having his permit validated when he was apprehended. In turn 8 
the judge replies directly to the defendant, and his reply is rendered by the IM in 
turns 9 and 11. In turns 15–17 the defendant complains that he needed to get his 
passport validated first and that it takes time to do this.

Extract 10.
((J: judge, IMF: interpreter-mediator Francesca, D: defendant))

1 J p- (.) non è: una ragio:nesufficie:nte pe:r uh per uh::

 [per non aver rinnovato il perme:s[so di soggiorno.

 f- (.) this is no:t a sufficie:ntreaso:nfo:r uh for uh::

 [for not having renewed the reside:n[ce permit

2 IMF [per no:nave:rrinnova:to          [sì

 [for no:t havi:ng renewe:d        [yes

3 IMF fo:r a:- (0.5) it’s not a good enough rea:son for you: not to 

rene- ne:w the: re:sidencepe:rmit

 (1.4)

4 D because of wha:t

5 IMF sorry?

 (1.0)
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6 D (wha:t i decided to do) is for- is for me i i: (0.2) i’m- i’ll 

make it

 (0.8)

7 IMF .hhh eh[:

8 J        [avrebbe dovu:to rinnova:re i docume[::nti e:

     [he should ha:ve renewed his pape[::rs and:

9 IMF                                            [you: shou:ld

10 J =  rifa:re

 =  do it a:gain

11 IMF = ‘ave do:ne i:t be:fo:re [er:: you should ‘ave do:ne

12 J                          [rifa:re: la: 

        [do: a:gain the:

13 IMF = i:t befo:re

14 J = segui:re la procedu:ra per ave:re di nuo:vo [il permesso

 = follo:w the procedu:re to ge:t agai:n [the residence permit

15 D                                               [(    ) but i-

16 J = (di soggiorno)

17 D = i do:n’t have er that i do:n’t ha:ve th- the way to do de 

pa:sspo:rt (0.4) so i ‘a:ve to fi:nd a way to do the pa:ssport 

da- da:t’s [(   )

In this example, by translating the judge’s turns in sequence, the IM allows the 
defendant to react to what is being said. In other words, the interpreter’s organiza-
tion of the interaction provides the defendant with an opportunity to participate 
by offering a reply to the judge’s turn, mediated by the IM. Thus, while postponing 
interpretation with minimal responses and acknowledgment tokens, IMs allow 
the speakers to describe their problems and viewpoints, they risk reducing the 
relevance of third participants’ contributions. This type of tension is characteristic 
of interpreter-mediated interaction and accounts for much of its complexity.

8. Interpreter-mediated interactions and intercultural mediation

The different organizations of translation sequences that we have shown and the 
IM’s positioning as a listener (e.g. providing “mhm”s and other types of feedback) 
or as a turn-rendition provider (e.g. in immediate renditions) have different inter-
actional consequences for the participants’ co-construction of talk. It also seems 
that such different co-constructions have, in their turn, consequences for the ac-
tivity of intercultural mediation.

The first and probably main consequence is that when the IM positions her-
self as a listener, she actually “takes the place” of the participant she is supposed 
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to give voice to. This, paradoxically, risks the exclusion from the interaction of 
precisely that participant whom the IM aims to serve, in that the interpreter may 
literally “take that voice.” Taking the voice of one of the participants may also lead 
to the IM’s siding with the participant she has been speaking with. In this way, the 
distribution of active participation in the interaction is unequal and this in turn 
prevents effective intercultural mediation, including the process of facilitating 
participants’ contributions, producing shared alternative narratives, helping the 
conversation proceed, offering turns to speak, checking reciprocal understanding 
— in a word, empowering participants (as discussed in Section 2 above).

IM’s provision of feedback thus gives space to the participant-in-turn but 
risks reducing the space of the other participant(s). A careful and balanced shift 
to a rendition-oriented activity may then be essential in the organization of in-
terpreter-mediated interaction as a way of promoting participation and contact 
between the institutional participant and the layman, favouring effective inter-
cultural mediation. This is a major problem in interpreter-mediated interactions. 
Summarized renditions, provided after long stretches of talk between the IM and 
one interlocutor only, seem in fact to have negative consequences for intercultural 
mediation. In extract 11 below, the IM renders a lengthy explanation by the doctor 
in English, for the patient. The concern is about the patient’s behaviour before and 
after kidney transplant. The doctor, as well as the IM in her rendition, highlight 
the importance of the patient’s being maximally informed and in contact with the 
institution before and after his surgery. In the (quite evident) attempt to reassure 
the patient, the IM introduces distinctions between the doctors (“the doctors are 
ready to answer”, turn 4, “the doctors are here for you and they are very careful”, 
turn 11) and “we”, the patients-laymen (“we are not animals we are men”, turn 6) 
and misses a more personal direct contact that seemed to be introduced by the 
doctor in turns 1–3 (“se lui non sa o vuole qualche informazione il mio consiglio 
è di chiederetutto” / “If he doesn’t know or if he wants any information my advice 
is that of asking everything”).

Extract 11.
((Doc: Doctor, IMA: Interpreter-mediator Alice, Pt: Patient

1 Doc volevo chiedere se lui sa qualco[sa. Se lui non sa o vuole 

qualche informazione il mio

 I wanted to ask if he knows someth[ing. If he doesn’t know or if 

he wants any information my

2 IMA                                  [mhm

3 Doc  consiglio è chiedere tutto, anche le domande più banali.

 advice is that of asking everything, even the most banal 

questions
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4 IMA You can ask them all the questions. If you want, they are 

there. Before the operation.

 If it doesn’t come to you when you are there with the doctor and 

it comes to you when you go home, then write it down. So ask 

the questions, there are no problem. If you remember, you can 

come or you can call me (??) Any question and the doctors are 

ready to answer the questi[on

5 ?Pt                            [because, if (?) want to know 

everything ab[out

6 IMA                    [you understand, eh? Because we are not 

animals, we are [men

7 Pt       [men

8 IMA (h) So, ask, ask any question, don’t be afraid. Every time it 

comes, you can ask question

 (.)

9 IMA And after the operation you have to be very very careful

10 Doc Noi siamo qui per aiutarlo.

 We are here to help him

11 IMA the doctors are here for [you and they are very careful

12 Pt                           [mhm

This interactional organization of translation sequences and a delayed shift to the 
actual rendition leads participants to accept being excluded and leaves it up to 
the IM to “give voice” to them in her own terms, replacing them in the process 
of contributing to the interaction. These terms may not correspond to those used 
by the participant and may indeed give space to what the IM views as appropri-
ate to interactions between institution and laymen or between host culture and 
guest culture, impeding any direct contact between the two. Thus participants’ 
acceptance to be excluded from the interaction does not necessarily provide them 
with an advocate and their “voice” fades, not only in conversational terms, but also 
from the point of view of intercultural participation.By positioning herself as the 
patient’s co-participant (summarizing what the doctor has said), the IM, in effect, 
reinforces the institutional cultural system and the gatekeeping role of the IM (see 
Davidson 2000). This is observable in extract 11, where the IM uses her own terms 
to insist on the reliability and high quality of the medical staff and inhibits direct 
reassurances from the doctor.

Delayed renderings may be connected to a lack of interest in the IM’s activity 
as an interpreter and may lead the institutional representatives to blindly trust the 
IM’s understanding of the situation and decline to take responsibility for it. This, 
in turn, leads the IMs to de-emphasize the importance of interpreting and to take 
the responsibility of the institution upon themselves, so that they may be regarded 
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as its “representatives” in talk and, in assuming the role of gatekeepers, may lose 
not only the role of “interpreter,” but also that of “mediator.”

The consequences of different organisations of interpreting for intercultural 
mediation are controversial. Above, we suggested that when participants adopt a 
mechanism of turn organization in which immediate rendition is made relevant, 
this organization seems to favour more direct contact between the institution-
al representative and the layman as the IM’s action makes participation by the 
third interlocutor relevant after each previous participant’s turn. Direct contact 
(e.g. in extract 10 above) promotes the perspective of the patient/defendant who 
sometimes participates actively in the interaction. This, at least, gives the patients/
defendants the possibility of complaining or of rejecting the institutional norms 
and promotes a space in which they may express themselves. Immediate rendi-
tions, however, treat turns as non-problematic and easily translatable, allowing 
little space for the participants to say what may be difficult for them to say; e.g. to 
tell about their problems, worries or to describe complex procedures. Moreover, 
direct contact promotes the institutional cultural perspective, which, in the legal 
context for instance, emerges in its normative character (“(chiedo io gli) faccioio 
le domande/(I ask) I am the one who asks the questions”).

By listening to one interlocutor the IM is able to perform what are considered 
empowering actions in mediation and to achieve effective intercultural commu-
nication (Gudykunst 1994; Kim 2001), by facilitating the interlocutors’ contribu-
tions, offering them turns to speak, checking their perceptions and understanding, 
actively listening to them, particularly in those cases where the interlocutor who 
is given space is the layman, e.g. the migrant patient. Thus, while on the one hand 
immediate renditions put the interlocutors in close contact, suspending contribu-
tions allow the IM to give the participants space to talk, to deal with problematic 
issues, and to understand in greater depth what is to be translated. The manage-
ment of these “spaces” is risky and may involve a very complex balancing activity 
on the part of the IM, but can actually be the space through which dialogic media-
tion is coordinated and achieved in intercultural communication (Baraldi & Gavi-
oli 2007, 2010; Baraldi 2009).

9. Conclusion

The analysis above leads us to a series of conclusions regarding the IM’s function 
in talk organization and the effects of her/his activity on the process of intercul-
tural mediation. In particular, this concerns the dynamics of interpreting as a pas 
de trois (Wadensjö 1998: 10), a triadic interaction in which the interpreter is quite 
central. In this respect, it may be interesting to note that “third parties” in this 

238



228 Laura Gavioli and Claudio Baraldi

triadic interaction change constantly, causing considerable attention to be devoted 
to the interpreter’s coordination of talk.

Second, there seems to be a relationship between the organization of inter-
action and the types of contributions provided by the IMs. In particular, after a 
participant’s turn at talk, IMs may intervene either with a rendition of that turn 
or with a suspended intervention, such as the initiation of a clarification or ac-
knowledgment tokens and continuers. Immediate rendition works as a “pass” in 
the terms of Jefferson and Schenkein (1978), a signal that the interlocutor-in-turn 
is not the main addressee of the previous interlocutor, and avoids any delay in 
involving the third interlocutor (the “relevant” one) in the interaction; through 
suspending contributions, on the other hand, the IM assumes the position of in-
terlocutor of the first participant, delaying the rendition but providing space for 
the participants to express what cannot be said quickly and easily.

Third, there seems to be a difference between the two sets of data with regard 
to the actions pursued in each of them. In the legal set, suspended contributions 
are systematically resisted, and in the (rare) event of acknowledgment tokens or 
clarification sequences, the immediate rendition mechanism is quickly re-estab-
lished. In the healthcare set, suspended contributions, particularly through indi-
cators of listening activity, such as continuers or acknowledgment tokens, are fre-
quent and are favoured by participants. While this talk organization may have to 
do with differences between the types of professionals involved — “mediators” in 
the healthcare settings vs. “interpreters” in the legal one —, it seems unlikely that 
this mechanism would be so systematically favoured by the participants in the in-
teraction if it were not in line with participants’ wider expectations. Parallel analy-
ses of healthcare data involving different types of IMs (Ciliberti 2009), moreover, 
indicate that this mechanism also prevails in the case of highly qualified profes-
sional interpreters working in Italian public healthcare settings. It seems then that 
while immediate rendition promotes immediate responses and balanced space for 
the participants, it also limits the space allotted to individual interlocutors. In all 
probability, therefore, the rendition activity must be suspended when space for 
single interlocutors is more overtly needed, as may be the case in healthcare set-
tings, e.g., when dealing with patients’ reluctance to speak.

Fourth, different interactional structures have different consequences for in-
clusion/exclusion of participants in/from talk and seem to be associated with dif-
ferent types of mediation. An interesting point here is that when the IM “takes the 
part” (talks on behalf) of one of the interlocutors, she excludes that interlocutor, 
depriving her/him of a voice. This is particularly relevant in the asymmetric role 
structures of legal or hospital settings: indeed, as Davidson shows (2000, 2001), 
by assuming the part of one participant the IM excludes the weaker party (the 
migrant patient, in the present case) from the interaction and reinforces the asym-
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metry of the relationship. When rendition is suspended, it is a delicate and com-
plex interactional work for the IM to re-involve all participants in talk and give 
them a voice. Participants’ inclusion/exclusion in mediated talk, then, is not only 
a matter of information selection, as the literature seems to suggest, but is closely 
connected to the structure of the interaction. In this way, the analysis contributes 
to clarifying the connection between interlingual (translational) and intercultural 
aspects of interpreter-mediated interactions.

Finally, we believe that this type of research may contribute to the study of 
interpreting and other mediating practices. There are different approaches to the 
training of interpreters and mediators and these have often been kept apart — 
leading to a separation between “interpreters” proper, as professionals with knowl-
edge and skills in translation, and “mediators,” as professionals with special cul-
tural knowledge and skills. This, in its turn, is reflected in some contradictory 
disciplinary approaches (linguistic vs. pedagogical and sociological). Our analysis 
suggests that there may be different ways of achieving the task of interpreting, that 
these may be strictly connected to contextual expectations and that they affect 
intercultural mediation.

In this article, we have looked at interactions involving different types of pro-
fessionals and at the consequences of their actions in talk as interpreting and as 
mediation. We suggest that an analysis of these different actions and interactions 
contributes to improved understanding of intercultural communicative compe-
tence in different settings and under different requirements.

Notes

1. The medical interactions are part of a larger corpus of over 200 conversations in healthcare 
settings including more institutions, more IMs and more languages (Arabic, Chinese). The set 
used here has been selected for the languages and the participants involved, which are compa-
rable to those in the legal set.

2. An English approximate gloss of the Italian utterances is provided in italics below each Ital-
ian turn. Following Wadensjö (1998), prosodic symbols are inserted in the translation to give an 
approximate representation of the sounds.
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Appendicite 

Che cos'è l'appendicite 

L'appendicite è un'infiammazione dell'appendice, un sottile tubulo che parte dall'intestino cieco ed è 

posizionato nel quadrante inferiore destro dell'addome. L'appendice è parte del sistema immunitario e svolge 

un'importante funzione protettiva durante il primo anno di vita per poi diventare però un "organo bersaglio" 

di infezioni. 

L'infezione all'appendice può presentarsi in forma acuta o cronica: 

l'appendicite acuta si manifesta principalmente tra i 6 e i 20 anni, anche se può presentarsi a tutte le età. Si 

manifesta quando l'appendice viene riempita da un corpo estraneo che ne causa il rigonfiamento (come ad 

esempio muco, feci o parassiti) e provoca la moltiplicazione virulenta della flora batterica intestinale. 

l'appendicite cronica è un'infiammazione cronica della Appendice che si presenta il più delle volte come 

conseguenza di un'appendicite acuta non diagnosticata o non sottoposta ad intervento chirurgico. Si 

manifesta con dolore, inappetenza, nausea e nelle donne - a causa degli estesi collegamenti linfatici tra 

organi genitali interni ed appendice - è associata spesso a problemi ginecologici. 

Cause dell'appendicite 

All'interno dell'appendice si trova la flora batterica intestinale: i batteri Escherichia Coli, Streptococchi e 

Stafilococchi, che normalmente sono innocui, in particolari condizioni possono moltiplicarsi in modo 

anomalo e causare l'infiammazione dell'organo. La condizione scatenante solitamente è un'occlusione del 

lume dell'appendice che causa il ristagno dei batteri e provoca l'infezione. 

L'occlusione può avere varie cause: muco raggrumato, noccioli, parassiti, una posizione anomala 

dell'appendice causata dalla sua eccessiva lunghezza. Altre condizioni scatenati sono l'ingestione di cibi 

molto grassi o ricchi di coloranti e, in particolar modo, il fumo di tabacco. 

Segni e sintomi dell'appendicite 

L'appendicite si manifesta, nei casi tipici, con un forte ed improvviso dolore addominale, accompagnato da 

fitte. L'area dolorante varia, estendendosi a tutto l'addome o dall'ombelico in giù, localizzandosi 

prevalentemente in basso a destra. In casi più rari può interessare la coscia. 

Il Dolore può peggiorare con il movimento, con i respiri profondi, con la palpazione, con la tosse o con lo 

starnutire. 

Altri sintomi sono nausea, vomito, febbre, stipsi o diarrea. 

In una discreta percentuale di casi la sintomatologia può essere sfumata o presentarsi con sintomi e segni non 

tipici, soprattutto in età adulta, rendendo a volte difficile la diagnosi. 

Diagnosi di appendicite 

La diagnosi di Appendicite viene fatta principalmente sulla base dell'esame clinico ma possono essere utili 

alcuni esami del sangue (valore dei globuli bianchi, della velocità di sedimentazione - VES, della proteina C 

reattiva), l'ecografia e, in casi selezionati, la TAC che può eventualmente aiutare a distinguere un dolore di 

origine appendicolare da un dolore che ha altre cause, oppure evidenziare la presenza di ascessi o patologie a 

partenza da altri organi. 
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Complicanze dell'appendicite 

L'appendice infiammata può rompersi o perforarsi, causando la contaminazione della cavità addominale da 

parte di materiale infetto e la conseguente produzione di pus: si parla in questi casi di peritonite. È possibile 

anche l’evoluzione verso l’ascesso appendicolare. 

Terapia dell'appendicite 

La terapia dell'appendicite consiste nell'asportazione chirurgica dell'appendice (appendicectomia). Il solo 

trattamento medico ('raffreddare' l’appendicite con antibiotici e borsa di ghiaccio) espone al rischio di 

ricadute, in forma spesso anche più virulenta, e cronicizzazione. 

L’intervento chirurgico si effettua in anestesia generale e può essere eseguito tramite un’incisione di pochi 

centimetri, oppure in laparoscopia, cioè generalmente con tre accessi di circa 1 cm l'uno. In casi particolari 

può essere necessario effettuare incisioni un po' più estese. La tecnica laparoscopica è indicata soprattutto 

nelle donne, in particolar modo quando c’è incertezza sulla diagnosi delle malattie della zona genitale e nei 

pazienti obesi, nei quali l’incisione dell’intervento chirurgico dovrebbe avere dimensioni maggiori. 

Negli altri casi la laparoscopia trova comunque indicazione per i vantaggi che è in grado di fornire, tanto più 

evidenti quanto maggiore è il grado di infiammazione dell’appendice. Risulta ormai evidente che la 

percentuale di infezioni delle ferite, di aderenze successive all’intervento chirurgico e di ernie su incisione 

(laparoceli) sono nettamente inferiori. 

Se la causa dei sintomi, inoltre, fosse diversa dall'infiammazione dell’appendice, la laparoscopia offre il 

vantaggio della diagnosi e dell’eventuale trattamento attraverso le stesse incisioni, non rendendosi necessario 

l’ampliamento di una eventuale incisione addominale. Non esiste tuttavia in letteratura medica una sicura 

evidenza di vantaggi significativi rispetto all’incisione tradizionale in termini di dolore postoperatorio, durata 

della degenza e ripresa delle attività fisiche abituali. 

Se l'appendice si è perforata, causando una peritonite, si impone l’intervento chirurgico in urgenza, al 

termine del quale generalmente viene lasciato un drenaggio, inserendo un tubicino nella cavità addominale 

per consentire al pus di essere eliminato all'esterno; il tubo drenante viene rimosso dopo pochi giorni, quando 

non c'è più pericolo di un'infezione addominale. 
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