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The question this article tries to deal with is: how does mental health talk
differ from dialogue in other public service areas? The contribution starts
with a description of the organization of interpreting in health care and the
level of professionalization of the field in the Netherlands, which is really
not  all  that  different  from  that  in  other  western  countries.  Then  a
description  and  discussion  of  some  major  publications  concerning
interpreting in (mental) health care and their methodological backgrounds
will  be  presented.  However,  only  a  few  publications  are  based  on  a
systematic  investigation.  Summarizing  the  findings  from  these  research
projects, we can conclude that the interpreter influences the content of the
communication  in  several  ways.  Firstly, because  of  language  pair
dependent changes and, secondly, because of changes that are dependent
on the interpreter: his1 (lack of) knowledge of the type of communication in
hand;  his  (lack  of)  knowledge  of  the  institutional  setting  in  which  the
communication takes place and the specific linguistic characteristics of that
type of talk;  his (un)conscious personal ideas,  values and  norms which
make him diverge from the original text. Finally, we will summarize where
we stand as far as the knowledge about interpreting in mental health is
concerned, and  the contribution  closes  with  some proposals  for  further
research. 

1. Interpreting services in the Netherlands

In the Netherlands, the use of interpreters in health care has been laid down
most clearly in the law concerning ‘informed consent’2. This states that in-
formation has to be given to the patient in a language he can understand. In
a number of other laws concerning the quality of health care, the necessity
of adequate communication is also emphasized. Implicitly this means that
interpreters have to be used in case a patient does not share a language with
the healthcare provider. 

In the beginning of 2006 the Dutch Ministry of Health sent a letter to
all  medical  institutions  asking  for  attention  to  communication  problems
with patients with limited Dutch proficiency. The existence of the Dutch In-
terpreter and Translation Centre was brought to their  attention,  including
the fact that health providers can make use of the services of this centre at
no immediate cost to the provider. The responsibility of the healthcare pro-
viders to communicate in a language the patient can understand was once
again emphasized.  Healthcare providers are responsible  for  the  use  of  a
professional interpreter, who has to be engaged by the health provider. This
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means that they should not rely on interpreters brought along by the patient,
because they may not be impartial and may not have the necessary language
and interpreting skills. In the same letter, it is also pointed out that health
providers have the duty to train themselves in the skills necessary for the
communication through an interpreter. Due to financial and economic re-
strictions, interpreting by telephone is encouraged.

The concept of ‘professional interpreter’ is used to distinguish such
professionals  from  family  members,  bilingual  hospital  staff  and  other
people who may serve as interpreters on a ad hoc basis. Professional inter-
preters interpret for a living, i.e. they are paid to do so, they have an inde-
pendent status with regard to the people they interpret for and they have to
respect a code of conduct, including a pledge of secrecy. This also means
that any complaints concerning their professional behaviour will be dealt
with in an organized fashion through an independent complaints committee.
It implies that the users of interpreter services understand the professional
status of the interpreter and do not ask interpreters to carry out tasks beyond
their professional boundaries.

‘Professional’ also refers to a certain level of education and training.
But “the criteria for deciding what or who is professional or not in interpret-
ing are not always hard and fast” (Pöchhacker 2004: 23) and, moreover,
these criteria may also be different in different institutional contexts. Pro-
fessional education and training involve an organizational infrastructure as
well. For example, the Dutch Ministry of Justice3 has recently started a re-
gister  for interpreters. Interpreters now have to possess certain qualifica-
tions in order to be allowed to register and there is also a requirement for
continuous professional development (CPD). In the near future, government
services will be allowed to use only registered interpreters. In the period
1999 – 2005, a specific committee4, set up by the Ministry of Justice and
with subcommittees for each language pair, assessed the interpreters who
were at that moment working in the  subsidized circuit.  This process has
been evaluated and recommendations for the future about the way in which
this assessment should be carried out have been made (B & A Groep 2005).
In the future, an independent quality institute will administer the register,
organize assessment procedures and monitor interpreting issues in general.
The qualifications interpreters should possess are generally defined as: in-
tegrity; professional attitude; language proficiency in Dutch and the foreign
language; knowledge of the Netherlands and the foreign country. 

Furthermore, there is a provision for certain languages (‘exotic lan-
guages’) for which there is no available expertise to assess language profi-
ciency;  interpreters  in  such  languages  can be  registered  without  having
passed the necessary tests. 

Remarkably enough, a lot of attention is being paid to the assessment
of interpreters but so far no attention is paid to the training of the service
providers. In its communication to the healthcare institutions, the Ministry
of Health has prescribed that health providers ought to train in the necessary
skills to communicate with an interpreter. However, at present, such train-
ing does not exist5.
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Generally speaking one could say that the issues at stake in the Neth-
erlands are really not very different from many other western countries.
One important difference, however, is that interpreting services are heavily
controlled by the government and are organized centrally. This implies that
we do not have a system of in-house interpreters6. Interpreters are thus not
part of a healthcare team – they move from one institute to another or work
for different care providers via the telephone. The emphasis is on their task
as translators, they are neither co-therapists nor culture brokers. 

2. Mental health dialogue versus other public service talk 

It  is  striking  that  the  requirements  for  interpreters make no  mention  of
knowledge of the specific situations in which they work. In my work I have
found that interpreting in mental health is quite different from interpreting
in other public service talk in several respects (Bot 2003; 2005), which I
have grouped together on the basis of four factors: the controlling and mon-
itoring power of the therapist, the skills and the attitude of the interpreter,
and the (feeling of) security of the patient. 

Therapists feel that they easily lose control over the dialogue when
an interpreter is involved. This may not be different in interpreter-mediated
talk in other disciplines: as the primary speakers do not immediately under-
stand  what  is  going  on,  they  may  feel  dependent  and  out  of  control.
However, the difference between other contexts and mental health care is
that in mental health care the development of the relationship between the
therapist and the patient is of prime importance. This relationship is neces-
sary for the formation of a working alliance and is also used diagnostically. 

The question then is: how does an interpreter fit into this relation-
ship? How does the presence of the interpreter influence the psychothera-
peutic  concepts  of  transference,  countertransference  and  resistance?  Do
therapists indeed pay attention to these phenomena with regard to the inter-
preter? And if they do, do they speculate about the way the interpreter deals
with these phenomena based on their observations? Do they perhaps discuss
them with the patient - through the interpreter? Do they also discuss them
with the interpreter as a participant in his own right?

As far as the skills of the interpreter are concerned, it is evident that
the interpreter should be fluent in both the source and the target languages.
A point of attention, though, is the subject of talk. In the Netherlands inter-
preters are required to be able to interpret a concise narrative, spoken at
normal speed and not lasting for more than two minutes. Mental health ses-
sions  normally  deal  with  difficult  issues:  narratives  loaded  with shame,
guilt, pain and sorrow. Patients do not usually talk about these things easily
and when they do, they are often not able to do so concisely. Psychiatric pa-
tients may have hallucinations and talk about them, they may talk in a dis-
jointed way or use words that do not ‘exist’. Now how do interpreters deal
with these problems? Do they give a description of or try to paraphrase the
specific language use of the patient, or do they (try to) imitate it in their
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renditions? How does this influence the diagnostic process in psychiatry?
As it  is important for therapists to understand the way in which patients
speak about themselves and their experiences – for example, does the pa-
tient talk about himself in the active or in the passive voice– one can posit
that it is equally important for interpreters to retain these subtleties in their
renditions. But do they? 

The patient’s words may be difficult to translate, but the same also
applies to the therapist’s words. Therapists are trained to formulate their in-
terventions in a specific way, for example as a confrontation or as a reflec-
tion, and such differences are usually expressed by the use of specific gram-
matical constructions. Do interpreters retain these constructions or do they
ignore such subtleties, maybe as a result of their lack of knowledge of their
therapeutic importance? And if such changes are made, how does this affect
the interaction in the session among the participants and the overall course
of the therapy?

Another issue is the source of divergence in renditions. Besides the
obvious factors such as the levels of difficulty of the original utterances and
the language proficiency in both the interpreter’s languages, there seems to
be a complicating factor as far as interpreting in mental health is concerned.
Yahyaoui (1988), for one, rejects the use of interpreters in mental health
sessions altogether as he assumes the unconscious of the  interpreter will
loom large in his renditions. He assumes that this interferes with his transla-
tional activity: his psychology will be included in his renditions. Does this
imply that interpreters need to have undergone training-therapy7 before they
can work in mental health sessions? This issue comes close to the problem
of vicarious traumatization, which is important for therapists working with
seriously ill patients, but do we have any idea how this affects the interpret-
ers? 

The attitude of the interpreter is another point of concern. The offi-
cial prescription demanding that the  interpreter  remain objective,  neutral
and non-judgemental may sometimes be difficult  to achieve. It  is not al-
ways easy to define where neutrality starts and ‘stand-offishness’ begins.
My own research points to the importance of agreement between therapist
and interpreter first about how to approach the patient; agreement between
therapist and interpreter about both the role of the interpreter and the ability
of the interpreter to be empathic (Bot 2003). These factors refer to the gen-
eral attitude necessary to make the patient feel at ease and to enable the
formation of a working alliance. Will interpreters automatically understand
what is expected of them in this respect? Or do they need training to help
them understand what kind of behaviour is acceptable; where they may di-
vert from strict neutrality and how the boundaries of professional behaviour
in mental health sessions are defined? 

With respect to the patient’s feeling of security, an empathic attitude
on the part of both the therapist and the interpreter is important. A patient
once told me how difficult it had been for him to see his therapist and his
interpreter talking and laughing together before the sessions: he felt terribly
left out and ‘unhealthy’ compared to these two people sharing a merry mo-
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ment. This refers to the issue of ‘pairing’ (Bion 1966), when subgroups in a
larger group jeopardize the capacity of the group as a whole to work togeth-
er constructively. I found his remark very important as it helped me to see
how easily such ‘pairing’ happens and how important it is for the therapist
and the interpreter to maintain an equal distance to the patient as well as to
the interpreter/therapist. In the treatment of asylum seekers and refugees, is-
sues of (alleged) political affiliation and trust are mentioned as problematic
by both therapists and patients. This may not be very different from inter-
preter-mediated dialogue in the judicial system and in health care in gener-
al. In mental health care sessions, though, these feelings may have to be in-
vestigated: is mistrust an understandable and justified feeling in this con-
text, or does it point to a therapeutic problem?

3. Research into dialogue interpreting in mental health

There is no lack of publications about dialogue interpreting in health care.
The main topics that are dealt with are the professionalization of the field,
role issues, and the quality of interaction and translation (Bot 2005). Some
of the articles discuss matters that are also of interest to interpreting in men-
tal health care. The nature of most of these publications, however, is prob-
lematic: they are highly impressionistic and reflect the sometimes all too
personal experiences and opinions of the authors. This often leads to unwar-
ranted statements and to different authors ventilating opposing views based
on implicit criteria. Only recently (starting in the early 1990s and encour-
aged by the international Critical Link Conferences) have studies based on
empirical data been published.

Recent empirical studies in dialogue interpreting point to a multi-fa-
ceted influence of  the interpreter on the  interaction between the primary
speakers (Wadensjö 1998; Roy 2000; Bot 2005), and to the importance of
several ‘other factors’ on the assessment of the quality of interpreting by its
users (Gile 1995). Wadensjö (1998) states that interpreted communication is
about the interaction between three parties: the interpreter and the people
speaking the two languages involved. She states that “the meaning of what
is said is settled in and by interaction between individuals” (1998: 279). I
myself have emphasized the importance of the influence of the interpreter
on the organization of the dialogue, in addition to his influence on the ‘text’
– i.e. the words that are being said. In short, interpreters are of necessity
part of the interaction: they have an influence on the organization of the
communication and on the text by negotiating meaning (Bot 2003, 2005).
This is an intriguing point of view when considering interpreting in mental
health.  Therapists and patients also negotiate meaning, creating ‘a thera-
peutic reality’. Combining this with Wadensjö’s view would imply that in
interpreter-mediated psychotherapy, the interpreter inevitably becomes part
of the therapeutic reality.

It therefore seems useful to summarize some of the most pertinent re-
search findings,  which  I  have grouped together  under  the  headings  text
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(§ 3.1.), organization (§ 3.2.) and other factors (§ 3.3.) first, and then to re-
late their importance to the field of mental health care. 

3.1. Text

An important aspect of interpreting is the equivalent rendition of the words
of the primary speakers. Below, I summarize some research findings that
provide insight into the problems that arise in such renditions and into the
source of their divergence. 

In Hamburg (Germany), a group of researchers investigated the in-
volvement of  ad hoc interpreters (i.e. family members, bilingual hospital
personnel)  in informed consent procedures (see  Bührig  2002;  Bührig  &
Meyer 2004;  Kroffke & Meyer  2005).  They concluded that the  lack of
knowledge of the institutional purpose of the communication led to transla-
tions that diverged from the original in important respects. For example, an
important element of an informed consent dialogue is the doctor presenting
a treatment procedure that he ‘wants’ or ‘would like’ to perform, informing
the patient about its possible consequences and risks and asking his permis-
sion to do so. The research team in this case found that their interpreters had
the tendency to change the modal verb ‘want’ into ‘will’ – thus presenting
to the patient a doctor who had made a decision and was simply informing
him about the treatment he was going to carry out. Bührig & Meyer (2004:
7) write “that it is not language contrast or lack of linguistic proficiency that
cause the change from ‘want’ to ‘will’, but rather a lack of awareness of
such inconspicuous linguistic elements and their far-reaching institutional
implications”. 

Kennard et al.  (i.e. Roberts & Elliott  (2002) and Kennard, Elliott,
Roberts & Evans (2002) published two articles about group analytic ses-
sions with interpreters. The groups were training groups in which the parti-
cipants were professionals training to become specialists in group analytic
psychotherapy. Both therapist and trainees reported that they felt  that in
general  they  understood  each other.  Misunderstandings  could  clearly  be
traced in the interactions as some of the participants were bilingual. Prob-
lems arose when the interpreter could not translate everything because more
than one person was speaking at the same time, or because people spoke
softly or too fast. Kennard et al. also investigated the therapeutic character
of the sessions – did the groups have a psychoanalytic character – and they
asked the group members to indicate which events during the sessions had
been most important for them personally and why. The responses to this
question turned out to be difficult to classify in therapeutic categories and
the authors attributed this result to the fact that in the translation the words
‘for you personally’ had not been included. 

The observations of the Hamburg team and of Kennard et al. relate
closely to my own. In my analysis of videotaped therapeutic sessions with
an  interpreter,  I  decided  to  compare original  turns  and  their  renditions
studying  three  aspects.  Firstly,  did the  perspective of  person remain un-
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changed (most often meaning: did the interpreter interpret in the first per-
son?). Secondly: had all  of the  information,  the content of the message,
been rendered? And thirdly, had the therapeutic character of the turn been
rendered? To define this therapeutic character I used a categorization sys-
tem designed for use in psychotherapy research: if  the original utterance
and its rendition could be classified in the same category, the rendition was
seen as ‘equivalent’ as far as this aspect was concerned. These three aspects
together formed my ‘equivalence concept’ for mental health talk. One of the
observations, applying this concept, was that interpreters often missed out
the ‘relational’ aspects of the therapist’s words in the rendition (Bot 2005). I
attributed this to the interpreter’s lack of knowledge of the relational char-
acter of psychotherapy. Therapy is not something the therapist can adminis-
ter to the patient: it is something therapist and patient engage in together
and that emerges in their therapeutic relationship. This resembles the omis-
sion of “for you personally” described by Kennard et al.: therapy is about a
personal experience and not about ‘objective’ truth. I also found questions
by the therapist enquiring about the patient’s feelings, changed into state-
ments. As a result, the dialogue changed from one in which the therapist
tried to make the patient reflect on himself, into one with a therapist as an
expert telling the patient how he felt.

Apart from problems of the type mentioned by Meyer et al., I also
found changes that I attributed to the interpreter’s (unconscious?) personal
opinions  about  ‘what  is good  behaviour’,  thus  giving  some  credence to
Yahyaoui’s concerns mentioned above. 

I found, for example, that sometimes explicit interventions by therap-
ists stating that it would be healthy for a patient to talk about his problems,
were changed into their very opposites: that it is better not to talk (as that is
seen  as  more  pleasant  for  people  all  around  you).  Englund-Dimitrova
(1997) assumes that there is a decision component, a conscious choice, at
work in divergence, and more specifically so in omissions made by inter-
preters. 

The findings from these research projects clearly point to the inter-
preter’s influence on the  content of  the communication in several ways.
Apart from the language pair dependent changes there are changes that are
dependent on the interpreter: his (lack of) knowledge of the type of commu-
nication  in  hand;  his  (lack of)  knowledge of  the  institutional  setting  in
which the communication takes place and the specific linguistic character-
istics  of  that  type  of  talk;  his  (un)conscious  personal  ideas,  values  and
norms, all of which may make him diverge from the original text. 

3.2. Organization 

The most evident influence of the interpreter on the organization of the dia-
logue is obvious in the turn taking patterns: usually the interpreter has every
second turn. It is generally assumed that the interpreter plays a role in the
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organization of the turn taking – as he is the one who understands what
people  are  saying  (e.g.  Englund-Dimitrova  1997;  Wadensjö  1998;  Roy
200). I have shown that therapists are in a position to direct the turn taking
to a large extent and that they do so using prosodic means, gestures and
gaze (Bot 2005). However, as content and grammar are important elements
in defining a turn transition place, the therapists will never be able to direct
this fully. I noticed a relationship between the organizationof the turn trans-
fer, the number of divergent renditions and the occurrence of serious misun-
derstanding. Especially overlapping speech and an interpreter who has to
make an effort to get his turns in, go together with a large number of diver-
gent renditions. This points to an inherent problem of interpreter-mediated
talk:  it  is  important  that  the  therapist  organizes  the  turn  transfer  quite
strictly in order to diminish the risk of divergence and to remain in control
of the session; but at the same time, he has only limited means to do so as
he lacks insight into the content of what is being said. 

In psychotherapy, therapists would sometimes like patients to ‘un-
burden’ themselves: when they speak about traumatic events, they should
not be interrupted as this may stop the therapeutically important flow of
speech. This leads to a dilemma in interpreted therapy. The longer the turn,
the greater the risk that the rendition will be divergent. What becomes more
important then:  equivalent renditions or an uninterrupted flow of talk? I
have noticed in my research that divergent renditions can lead to complica-
tions which leave the  patient misunderstood by the therapist,  a  situation
which is unpleasant and must be avoided. Therefore, obviously, equivalent
renditions are more important: a patient interrupted is better than a patient
misunderstood. As this is an important aspect of therapy with traumatized
patients, it is worthwhile to investigate this tension between accuracy and
flow further. 

3.3. Other factors

Various articles mention factors that can have an influence on the quality of
the communication but that cannot be easily categorized under the heading
of ‘text’ or ‘organization’.

Gile, for example, mentions the quality of the interpreter’s linguistic
output (i.e. the target ‘text’), the quality of his voice, the prosodic character-
istics of his delivery, the quality of his usage of terminology, as factors in-
fluencing  users’ assessment  of  quality (Gile  1995:  151).  Cheung (2003)
shows the importance of the accent of the interpreter in the assessment of
the quality of his work by users. But even though these factors play a role in
the assessment of the interpreter’s work, it is unclear to what extent or how
they influence the process of the dialogue. 

Wadensjö (2001) mentions that the seating arrangement, the place-
ment of  the interpreter  vis-à-vis therapist and patient,  influences the  pa-
tient’s feeling of security, his willingness to talk about difficult issues and
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the quality of the dialogue. She indicates the importance of the inclusion of
all participants in one “communicative radius”.

There are some publications that pay specific attention to the psycho-
therapeutic concepts of transference and countertransference and the issue
of resistance in interpreter-mediated talk and how this influences the devel-
opment of the therapy. Haenel (2001) suggests that (counter)transference
feelings between patients and interpreters do occur. It is unclear whether he
interviewed interpreters  and  patients  about  these  feelings  or  whether  he
merely relies on his own observations. 

Kennard et al. make some mention of the feelings of their interpret-
ers (shock because of obscene language or intense emotions) but there is no
mention as to how these feelings influence their functioning as interpreters,
nor do they report how the presence of interpreters is experienced by the
group members. None of the authors pays attention to how language issues
and the presence of the interpreters are used to strengthen or weaken resist-
ances. It seems plausible that in groups, group members may purposefully
speak softly or too fast to make their words untranslatable. 

In the Netherlands it has become standard practice to work with in-
terpreters via the telephone, also in psychotherapy sessions lasting an hour
or even longer, as well as in meetings with couples and families. Apart from
Wadensjö’s  article  about  telephone  interpreting  in  police  interrogations
(1999), we have no systematic insight into this type of talk. Wadensjö con-
cludes that there is not so much a difference in content as a difference in the
fluency of the story told by the interrogated person when one compares an
on-site interpreted event with three participants and the same three parti-
cipants in a telephone interpreted event. 

In my own research (Bot 2005), I have found that the general attitude
of  the  health  provider  vis-à-vis  interpreter-mediated dialogue –  I  called
these “models of cooperation” – influences the proceedings of the session.
One therapist who saw the interpreter as a ‘translation machine’, turned out
to make no allowance for the correction of divergent renditions. He made
no use of repair mechanisms such as recycled questioning and rapid turn
change to allow for feedback. Therapists who started from the view that in-
terpreting is an interactive activity, used these repair mechanisms and this
helped to prevent misunderstandings.

3.4. Where do we stand?

I have shown that interpreting in mental health care is different in several
ways from interpreting in other settings.  But we have as yet only a very
limited  insight  into  what  these  differences  exactly  are  and  how  they
(should) influence the practice of interpreting in mental health dialogue.

The empirical research in this field that I have referred to in this art-
icle is essentially qualitative in nature, based on a limited corpus and meth-
odologically not very strong, and I emphatically include my own research
project in this assessment. I analysed six hours of video-taped sessions. The



170 Hanneke Bot

foreign language turns were translated and checked by native speakers of
those languages, but I had to take these translations at face value and did
not engage in any sociolinguistic investigation in order to grasp the (differ-
ences in) meaning on a deeper level. I designed an “equivalence concept”,
which I  used to  compare original primary turns and their  renditions Al-
though I defined equivalence or divergence of the renditions with the help
of  this  equivalence instrument,  I  did  so  single-handedly.  I  noticed  that
sometimes original-rendition pairs diverged on aspects that were not in-
cluded in my concept – these divergences were therefore not included in the
analysis. I have taken this as an indication of the complexity of the matter
but at the same time it also shows how ‘soft’ the results are. 

Wadensjö’s (2001) conclusion on the importance of a shared “com-
municative radius” is based on two video-taped sessions only, each session
with the same doctor and patient, but with different interpreters. Although it
is no doubt possible that the seating arrangement, with its concomitant ef-
fects on the exchange of gaze, contributes to the ease with which the patient
tells his story, Wadensjö also mentions other differences between the two
sessions that could also contribute to a better outcome of the therapy ses-
sion: patient and doctor are better acquainted in the ‘better’ session and they
are used to being video-recorded; and there is the factor of a male versus a
female  interpreter each with different working styles.  We may  therefore
conclude that all these factors might have played a role in making it easier
for the patient to talk but we have as yet no means of assessing the weight
of these different factors separately. 

So although several research projects systematically analyse empiric-
al data and constitute serious efforts to come to an understanding of the
field, they focus on limited aspects of the interaction and they do not offer
much more than indications of problem areas and of how these problems
manifest themselves. Research has been focused on describing ‘what hap-
pens’. Some authors do give guidelines about how interpreters should work,
but these not rely on systematic research and there is no consensus among
practitioners and interpreters. 

Another problem concerns the level of professionalization of the in-
terpreters. The Hamburg team investigated the performance of non-profes-
sional  interpreters,  concluding that  the  participation  of  these  interpreters
deepens the communicative asymmetries that are inherent to doctor-patient
discourse (Bührig & Meyer 2004). They add that it  is uncertain how so-
called professional interpreters would perform under the same conditions. I
have shown that my ‘professional’ interpreters (interpreting being their pro-
fession) indeed diverge from the original turns in ways that are similar to
their  non–professionals’ approaches. I  also showed that in the sessions I
analysed, serious misunderstandings occurred despite the involvement of an
interpreter. This leads to two more important points of attention. 

First, the illusion exists that because an interpreter is present, there
are no communicative problems. This indicates the importance of training
not only the interpreters but also the users of interpreting services in what
they can realistically expect from interpreters. 
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Second, how ‘professional’ are professional interpreters? Profession-
alism is defined mainly in organizational terms while the development and
implementation of standards of linguistic and interpreting proficiency in all
its subtleties and of attitudinal aspects is still in its infancy. 

4. Suggestions for further research

Pöchhacker (2004) distinguishes seven conceptual levels that can be fore-
grounded in the representation of ‘interpreting’: anthropological, socio-pro-
fessional, institutional, interactional, textual, cognitive and neural. He de-
scribes this sequence as “extending from the ‘outer’ spheres of social con-
text to a neuro-cognitive  core, or, more pointedly, from socio-cultures to
synapses” (Pöchhacker 2004: 86). The three levels situated in the middle of
this model are most interesting for research that focuses on interpreting in
mental health. These are:

• the institutional level: focusing on the functioning of interpreters and
interpreting in (certain types of) institutions;

• the interactional level: foregrounding the interactional character of
interpreting as an activity;

• the textual level: focusing on interpreting as a discursive and textual
process.

4.1. Institutional

First of  all,  every “catchment  area” (countries,  large urban  areas)  needs
quantitative data about the need for language assistance in mental health
care. Moreover, it is necessary to distinguish between different types of dia-
logue within mental health care: the professional status of the health pro-
vider (for example: social worker; psychiatric nurse, psychologist, psychiat-
rist) and the type of session (for example: intake session, psychiatric dia-
gnostic interview, insight oriented psychotherapy, medication consultation).
Furthermore, we need to know the strategies mental health providers use to
cope with patients with limited or no language skills in the lingua franca.
Do they make use of interpreters, do they ask bilingual staff or family mem-
bers, or use a contact language or gestures to solve the problem? 

In addition to these basic data, it is worthwhile to know from which
model health providers are working: do they see the interpreter as a transla-
tion-machine or do they work from an interactive stance towards interpret-
ing? What role do they ascribe to the interpreter? Is this situation and con-
text-dependent? One should also investigate the specific problems (and be-
nefits) therapists and interpreters experience in their work together, and –
for interpreters – the stress factors specific to working in the field of mental
health. 
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One aspect that is generally underestimated in (mental) health  re-
search is the patients’ perspective. Their views should be included in the in-
vestigation and they should be asked about whether their preferences and
expectations, as far as the involvement of an interpreter is concerned, have
been respected. They should be questioned about their experience of being
understood or not, and about their views on communication during the ses-
sion overall.

There is some work which can be used as a base to build on: e.g. the
work of Hertog & Van Gucht (2003) focusing on quantitative data concern-
ing the occurrence of language problems and the way these are being solved
in Belgian general hospitals; my own research as far as it focuses on models
of cooperation and problems encountered during sessions (Bot 2003, 2005);
and the work of Baistow (2000) on stress in community interpreting.

4.2. Interactional / textual

There are two reasons why the interactional versus textual levels Pöchhack-
er distinguished might be combined into one. Firstly, because these two as-
pects of discourse are closely interconnected (see Wadensjö 1998 and Bot
2005) and, secondly, because for both levels we need to investigate audio
and/or video-taped interpreted dialogue.

The work on the institutional level provides a base to build on: at
least we now know the scope of the phenomenon. To find out what happens
in the interaction itself, between the participants in talk, the interaction has
to be analysed in close detail. I do not think that we will be able to design
simulations and experiments in the near future which can imitate some of
the basic characteristics of interpreter-mediated mental health talk. For the
time being, we have to rely on ecological validity and investigate interpret-
er-mediated talk in its natural habitat:  the consulting room. To overcome
these  methodological  problems,  it  will  therefore  be  helpful  to  establish
close(r) connections with psychotherapy research.

With these remarks in mind, I would like to suggest the following
priorities. 

1.  In-depth  research  into  the  processes  at  work  in  interpreter-mediated
mental health care. This could include the following: 
• Sociolinguistic research: focusing on the comparison between origin-

al turns and their renditions. As this type of research is language-pair
specific, research focusing on a specific language pair could serve as
a first investigation to come to grips with this very problematic as-
pect of interpreter-mediated mental health treatment;

• An investigation into the influence and impact of the interpreter/in-
terpreters on the  development  of (counter)transference and resist-
ance;
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• Investigations focusing on  ‘special situations’ in which the role of
the interpreter is especially challenging; for example, in the psychiat-
ric diagnostic  interview; in crisis interventions or in sessions with
families involving children.

This would require several methodologies.  Some questions could be ex-
plored with  the  survey-method but  often the  analysis  of  videotapes and
transcripts would be needed, while a longitudinal set up – following the
treatment of a patient over some period of time – could also provide much
needed information about the course of the treatment with interpreters.

2.  Telephone interpreting:  this  medium  has  become  the  standard  in  the
Netherlands in (mental) health care. Systematic investigation into what hap-
pens in this type of talk in mental health care is non-existent. How are the
sessions, especially the turn taking, organized? Is the quality of the rendi-
tions influenced by the medium; how do the participants cope with the ab-
sence of non-verbal exchange between interpreter and primary speakers?
How does it influence the feelings of security of the primary speakers? And
another important aspect: how does it influence the working conditions of
the interpreters?

3. In addition to these priorities, it is also necessary to analyse cases of non-
interpreted  dialogues  with  patients  with  language  problems  in  (mental)
health care. Are the standards for adequate health care met in these situ-
ations? In what ways are these sessions different from interpreter-mediated
dialogues? Can we keep up the belief that interpreted sessions are ‘better’
and how can we define what is ‘good’? 

4.  Several research results point to  the  importance of  interpreters being
trained (better) to perform better in mental health talk, and in several places
training programmes have been set up. These programmes focus on raising
the level of knowledge about mental health care and the way mental health
dialogue is shaped, based on the assumption that this knowledge helps to
improve the interpreter’s performance (i.e. both in attitude and in the pro-
duction of equivalent renditions). However, there is a need to evaluate these
programmes: do they indeed improve the quality of the interaction and in
what way?

5. Conclusion

Although I did not include the anthropological and socio-professional levels
in my survey of potential and necessary research, what happens on those
levels,  of  course,  also  influences the  research activities that  I  suggested
above. 

Politically, the issue of interpreting in the public sector is becoming
an increasingly difficult one. In the EU xenophobia is on the rise and this
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has become associated with the demand that immigrants should learn the
language of their host countries as soon as possible. However, this obvi-
ously does not solve the problem that health providers face in their consult-
ing rooms. In Belgium an estimated 25% of the patients in general hospitals
in the  big cities  need some  kind  of  language-assistance (Hertog  & Van
Gucht 2003). However, in the current political climate the willingness of
the public services to invest in interpreting services is clearly diminishing
as is the willingness of health insurers to fund them, and of health providers
to deal with this issue properly. In this respect I have been very happy with
the stance taken by the Dutch Ministry of Health, mentioned above in sec-
tion 1. 

All the same, there are also other problems hampering research in in-
terpreting.  Process research – i.e.  research into what happens within the
spatio-temporal confines of the session – is a methodologically complicated
area of research, requiring intensive contacts and exchanges with psycho-
therapy research and conversation analysis, along with research into inter-
preting all over the world. The fact that so many languages are involved and
the very different levels of professionalization of  the various interpreters
working in these languages, complicate the research projects even further.
Research would probably be easier if a research team consisted of research-
ers who are fluent in the languages they investigate – but this is not easy to
set up either. Another problem is that interpreting is usually not taught at
university level, which explains why there are so few people who have a
‘natural’ interest in this type of research.

Therefore, we have to work on creating an interest in people from
different backgrounds – social scientists, linguists, interpreters, communica-
tion specialists – to engage in interpreting research. In our case, when con-
ducting research on interpreting in mental health care, mental health spe-
cialists should be included in the team.

A strong  argument  in  favour of  using interpreters and  continuing
with interpreting research in mental health care is that problems in the inter-
action between people from different countries are usually first and fore-
most language problems. Helping foreigners, immigrants or newcomers to
integrate in their new countries, starts with a committed effort and the mere
possibility to understand each other. Only when the language problem has
been solved, can participants in talk find out where and how they are differ-
ent and come to the conclusion that they also have in fact a lot in common. 

Professional interpreting services as well as training for the providers
and users of interpreting services, enlightening them about the ins and outs
of the profession, are prerequisites for any modern international society.
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1 ‘He’, ‘his’ and ‘him’ are used generically in this article to refer to persons of either sex.
2 In Dutch: de “Wet op de Geneeskundige Behandelovereenkomst” (WGBO, 1995). 
3 In the Netherlands the Ministry of Justice has been responsible for all interpreter services in the
public sector, including health care. Only recently, is this being changed.
4 Kernteam Kwaliteitsnormering Tolken en Vertalers  (Committee  on Quality  Norms Interpreters
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5 At present I’m preparing such training, with the help of the Pharos Foundation, an advice centre
for the health care for refugees, and Phoenix, an expertise centre for transcultural psychiatry.
6 There is  one exception: mental health  institutions specialised in the care for hearing impaired
people employ sign language interpreters. Obviously this is possible because all their patients need
language assistance in the  same language. Health  care  institutions dealing with  foreign patients
have to cover a multitude of languages.
7 Psychotherapists have to undergo training-therapy as part of their schooling in order to improve
their self-knowledge. This should enable them to distinguish their own psychology from that of the
patient.


