On the distribution of responsibilities in treating critical issues in interpreter-mediated medical consultations: the case of “le spieghi(amo)”

Abstract:
This article examines sequences of interaction involving Italian doctors, English-speaking patients and language mediators serving as interpreters in bilingual talk. In interpreter-mediated interaction, language mediators participate with the main purpose to translate talk; there is thus normally no need for the current speaker to ask the mediator to translate. In the data presented here, however, doctors recurrently ask mediators to relay what they are saying to the patients. They do so by introducing turns to translate with items like “le spieghi” (“explain to her”) or “le diciamo” (“let’s tell her”). Such turn structures seem to have the dual function of: a. signaling that the issue dealt with in the doctor’s turn may be critical, delicate or unusual in some way; b. projecting an involvement of the language mediator to do “something more” than simply translate, e.g. explain or deal with the criticalities signaled by the doctor, “re-designing” them for the patients. The organization of these sequences highlights dynamics which orient the distribution of the rights to knowledge between doctors and mediators and consequently their responsibilities for performing certain actions in interpreter-mediated talk.
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0. Introduction

Public service interpreting is attracting growing interest in today’s multilingual institutions and has been referred to as a type of dialogue (Mason, 1999) or interaction (Wadensjö, 1998). It involves speakers of different languages who are assisted by a bilingual professional in communicating. Having initially gained recognition in the field of interpreting studies (see, among others, Mason, 2001; Angelelli, 2004; Pöchhacker and Shlesinger, 2007; Hale, 2007; Valero Garces and Martin, 2008; Corsellis, 2009), public service interpreting has also received the attention of researchers in applied linguistics, sociolinguistics and pragmatics (Bolden, 2000; Lee, 2009; Angermeyer, 2009; Davidson, 2000, 2002; Baker, 2006). 
Research on interaction has shown the complexity of providing translation in talk and has sparked a debate about a possible divergence between requirements that emerge in ongoing interaction and those imposed by codes of professional ethics. The heart of the discussion regards the interpreter’s “role” (Roy, 1993): while interpreters have traditionally been seen as contributing to talk with turn-after-turn renditions in the other language, some extra, mediating work seems to be required of public service interpreters, not only to enable participants to understand each other’s contributions, but also to facilitate contact be it between the interlocutors, be it between the migrant community and the host institutions (see Krystallidou, 2013: ch.1, for insightful review). From the perspective of someone who aims to provide “professional translation” serving the interlocutors impartially, the very notion of negotiating understanding and engaging in contributions that inevitably affect the talk, poses problems of ethics, and challenges the boundary between “interpreting” and “interfering” (Tebble, 2012). 
In this paper, I revisit some ideas of interpreters’ participation which emerge from studies based on naturally occurring data. These studies highlight the complex task involved in professionally providing translation in talk. Analysing recorded data from doctor-patient interpreter-mediated interaction in English and Italian, I focus on a single type of sequence where the professional who assists in translation is called upon to explain an issue that is presented as critical or particularly important. The mechanism I highlighted can be seen as part of the dynamics orienting the distribution of rights and responsibilities to take particular actions in interpreter-mediated interaction. This paper aims to cast light on (a) the interactional construction of particular types of translational renditions; (b) the constraints on interpreters’ participation, an area of fundamental importance for the study of interpreter-mediated talk.


1. On interpreters’ responsibilities: “roles” and positions

(Professional) interpreters participate in interactions with the task of allowing interlocutors who use different languages to understand each other. In public service encounters, they are thus not involved as service users or providers: rather, their institutional role is to allow others to use and provide the service. The problem of brokering communication without “interfering” with tasks that are “those of the service-user” or “those of the service-provider” has created an ethical dilemma for interpreting professionals, who have found themselves caught between the need to make sense of what is said for the interlocutors and the need to do it in a way that is “unquestionable”. The problem of translating “like a conduit” (Roy, 1993), “truly and faithfully […] without anything being added or omitted” (Corsellis, 2009: 43) seems to clash with the very idea of communicating through interpreters (see Straniero Sergio, 1999) and raises the issue of what it actually means to translate “in an interaction” (Davidson, 2002). 
Research looking at authentic occurrences of dialogue interpreting, started at the beginning of the 1990s, and has highlighted that, in order to make sense, interpreters may modify what they are translating  or contribute with other actions, like asking for clarification or repetition. This research has had a dual impact on the discussion of the interpreters’ role. On the one hand, it has raised skepticism as to whether those interpreters who engage in actions that are not, strictly speaking, renditions of talk by others are to be considered “professional” (Martinsen and Dubslaff, 2010). On the other, it has shown that turn-by-turn translation is only one activity (and probably not the most frequent) performed by interpreters, and that other activities are relevant to creating and maintaining contact between interlocutors (Baraldi, 2012; Davitti, 2013). While there is little doubt that the institutional role of the interpreter is that of providing translation, how this is done, the activities it involves and the consequences for participants’ involvement are matters of ongoing discussion (Meeuwesen et al., 2012). 
Three of the theoretical points raised in the literature can provide, in my opinion, a framework for the study of interpreters’ participation in talk. The first is Wandesjö’s distinction (1993, 1998) between relaying and coordinating. She argues that relaying others’ utterances is just one of the activities that interpreters perform, another being the coordination of the flow of talk between participants (1993: 107). Coordinating activity consists in performing interaction-oriented translation and in managing turns at talk. The former includes expansions, reductions and other types of change in order to make meaning clear in the context of the interaction; the latter includes active participation of interpreters in e.g. asking other participants to stop in order to let them translate or to clarify or repeat details that are relevant for translation. Wadensjö’s distinction between relaying and coordinating is important because it implies a shift of interest from whether a rendition is “correct” to whether it is actually understood as a functional rendition (1993: 107) and because it introduces the idea that interpreters are co-producers of communicative achievements (see also Davidson, 2002).
The second point concerns the accessibility of contextual assumptions. Mason (2006) criticizes the view that the “source text”, consisting of the utterances made available for translation, is a self-contained entity with a definable meaning, independently on the situation in which it is uttered. To this view, he counterposes the notion of “underdeterminacy” according to which the actual meanings of utterances depend on contextual assumptions and are negotiated by participants. He gives examples where an interpreter not only “translates” what has been said but explicates assumptions that may not be clear to the addressee, such as proper names or references which are taken for granted or elliptical statements which omit information with which the interlocutor is assumed to be familiar. The interpreter’s contribution can thus be seen as not simply providing a rendition of the source text, but of meeting its interactional goals.
The third point again comes from Mason (2005) and concerns the construction of identities. He argues that the function(s) taken on by the interpreters cannot be viewed simply in terms of pre-established roles, such as those of “detached translator”, “advocate”, or “counselor”. Role is (or is also) a negotiated consequence of participants’ actions (see also Hsieh, 2006; Zorzi, 2012). One of Mason’s examples (2005: 34-35) concerns an institutional representative who asks the interpreter about something which the latter may already know about the client. The interpreter is invited to take on the position of a “ratified interlocutor” rather than simply a go-between, privileged to engage in direct interaction with the institutional representative.
In Conversation Analysis, the notion of “epistemics” has been used to refer to socially distributed rights to knowledge (by e.g. Heritage, 2008; Heritage and Raymond, 2005). These give participants “authority”  to perform particular activities in talk (e.g. ask questions, Heritage, 2012). With this notion in mind, in this paper, I shall look at sequences in which doctors use particular turn structures to call in and authorize the interpreter to deal with topics that are presented as critical, or delicate, or of particular importance. The organization of these sequences highlights dynamics which orient the distribution of the rights to knowledge between doctors and interpreters and consequently their responsibilities for performing certain actions in talk. I argue that the organization of these sequences is a form of coordination (to use Wadensjö’s terms) which constructs and makes particular contextual assumptions and participants’ positions relevant (to use Mason’s terms). 

 
2. Data description 

This study is based on the analysis of a portion of the AIM corpus[footnoteRef:1], a collection of over 300 interpreter-mediated encounters in Italian healthcare settings in a region where attention to migrant health is particularly high (Chiarenza, 2009). The corpus contains interactions in three language pairs: Arabic-Italian, Chinese-Italian, English-Italian. Here I focus on 150 interactions from the English set, involving migrant patients from West Africa (mainly Ghana and Nigeria). The specific setting my interactions come from is women’s healthcare and the consultations concern issues, like birth control, contraception and abortion. They all involve a woman patient, one or more institutional representatives (a doctor, either male or female,  and/or a midwife or a female nurse) and three female bilingual experts.  [1:  The AIM (Analysis of Interaction and Mediation) project is an Italian project gathering  a number of locally funded, applied interaction studies where academic researchers and institutions collaborate to improve communication in particular institutional settings. The research on doctor-patient-mediator talk referred to here has been carried out over the last 10 years with partial support from AUSL-Reggio Emilia and Organon Italia S.p.A. (Segrate, Milan)] 

The three bilingual experts in the data were hired by the institution with the purpose of facilitating  institutional activities involving migrants. As is explained by Merlini (2009: 57–62), Italy does not have national or regional registers of public service interpreters and the need for interpreting services in healthcare is combined with a need to develop positive intercultural relationships in the area. These services are referred to as “mediation services” and the staff employed to provide this service are referred to as “mediators”. The mediators in the encounters considered here come from the “minority” communities, in a broad sense ( in fact, although they are Ghanaian or Nigerian, they work interchangeably with Filipino, Malaysian, Ghanaian or Nigerian patients). Specifically trained by the institutions to deal with patients in these settings, at the time of recording the three mediators in question had worked for the institution for approximately five years and were described by their employees as highly competent. Like the institutions who employed them, I shall refer to them as “mediators”.
While the mediators and most of the patients speak African varieties, English is not totally unknown to many of the institutional representatives. Some language permeability can for example be observed in their systematic acknowledgment of patients’ short answers and a few doctors occasionally switch to English to speak to the patients directly (see Anderson, 2012). 
This is a project of applied research, run in collaboration with local healthcare institutions who wish to monitor the quality of their services to female migrants. Given the reluctance of the institution to allow potentially  intrusive video-recording, encounters were only audio-recorded, meaning that posture, gaze and gestures are not documented. All our transcriptions were checked by at least three researchers, following conventions commonly used in Conversation Analysis (Jefferson, 1978; Psathas and Anderson, 1990; and see also Niemants, 2012). A literal English translation is provided in italics below each Italian turn, and turn, rather than line-numbering has been used. All personal details have been altered to protect anonymity. 


3.  Coordinating healthcare interaction: the case of “le spieghi(amo)”

In healthcare interaction, the presentation and discussion of issues which are delicate, problematic, and vital for the patient’s health is not uncommon, and the ways in which they are dealt with in talk have been widely discussed, starting from Maynard’s seminal work (1991; and see also Weijts et al., 1993; Wilkinson, 2007 and Lerner, 2013). Silvermann and Peräkylä (1990) show that in interviews with HIV positive patients, matters like sex and dying are recurrently introduced and accompanied by what they call “perturbation”, that is pauses, hesitation or other markers that signal that what is proffered may be “critical” and needs to be posed with caution. Silvermann and Peräkylä also show that responses to these turns systematically occur with no delays or “turbulence”, and argue that such responses display agreement to deal with the issue as relevant in talk. This pattern displays the offering and acceptance of an issue as possibly “problematic” and the interlocutors’ orientation to its potential problematicity.
In what follows, I present an analysis of sequences taken from the AIM corpus. In my data, critical (or possibly critical) issues seem to be recurrently signaled by the doctors, who invite the mediators to intervene in talk and “explain” them to the patients. Whereas Silvermann and Peräkylä’s study involves doctors and patients who speak the same language, in my data, the design of critical issues for the patients necessarily involves the mediator. By examining how the mediators take up such issues, it is thus possible to observe how ‘criticalities’ are dynamically co-constructed in interpreter-mediated doctor-patient interaction and how responsibilities for dealing with such issues are distributed between doctors and mediators.


3.1 On doctors “calling in” mediators

One possible type of organization of interpreter-mediated interaction (and the expected one in the perspective of interpreters’ codes of ethics) is that a turn by a speaker in one language is followed by a translation of that turn in the other language, e.g.

Extract 1

	1.
	D:
	e l’ultima mestruazione?
and the last menstruation?

	2.
	M:
	your last menstruation.




Extract 2

	1.
	D:
	lei che lavoro fa.
what job does she do.

	2.
	M:
	what type of job (.) do you do.



There is thus normally no need for the doctor to ask the mediator to translate. Recurrently though, in the AIM data, doctors “call in mediators” and ask them to relay what they are saying to the patients. Such requests are systematically positioned at the beginning of the turn or the part of the turn that needs to be translated, and recurrently take one of two forms. The first is an explicit invitation to the mediator to “explain”, or to “tell” the patient (extracts 3 and 4); the second a first person suggestion (extract 5).

Extract 3

	1.
	D:
	le spieghi che faccio la ecografia eh? interna:.
explain to her that I’m doing a scan test mh? An internal one:.



Extract 4
	1.
	D:
	le spieghi che adesso la mestruazione dovrebbe arrivare verso il venti venticinque di questo mese (.) potrebbe essere una mestruazione anche più abbondante del solito (.) ma di non preoccuparsi perché si deve svuotare a modo. Se ha molto male viene e ce lo dice.
explain to her that now her menstruation should come around the twentieth twenty-fifth of this month(.) it could be a more abundant menstruation than usual (.) but she doesn’t have to worry as she has to discharge completely. If she feels a lot of pain, she comes back here and tells us.



Extract 5

	1.
	D:
	allora (.) volevo chiedere una cosa (.) lei eh::m (0.3) glielo diciamo anche se poi è molto 
molto limitata questa cosa l'età non gl- non gl- non le dà le garanzie per potere fare (.) eh: qualcosa di (.) diciamo di accertamento genetico (.) però lei un- una: mh amniocentesi avrebbe ancora il tempo di farla (.) nell'eventualità (.) quindi-
so (.) I’d like to ask one thing (.) she er::m (0.3) let’s tell her even though there are many limits in this her age is not such as to give her- certainties about doing anything (.) er: anything (.) let’s say genetic check-up (.) however she a- a: mh she would still be in time to do an (.) just in case (.) so-



In these three extracts, rather than simply speaking and stopping in order to allow the mediator to translate, the doctors explicitly invite the mediators to intervene and “explain” or “tell” the situation to the patients. These invitations recurrently introduce a topic which is “non-routine”, being more complex or delicate than usual. This is particularly clear in extract 4, where the doctor explains to the patient that her next menstruation following abortion may be particularly heavy and painful, and also in extract 5, where the suggestion to do an amniocentesis is to a patient who is below the usual age for this test. In extract 3, what is proposed by the doctor is an internal vaginal ultrasound test, again not a routine procedure. The doctor presents it as “peculiar” (“an internal one”) and more invasive, thus possibly more difficult for the patient to accept.
	These  turns are designed, in short, as invitations to the mediator to explain a matter that may need to be treated with particular care. The mediator may accept or decline such invitations. In the next section, we shall look at different types of reactions by mediators and their sequential consequences.


3.2 Mediator responses

Routine doctor turns like those in extracts 1 and 2 above project a straightforward translation by the mediator, basically a repetition of what the doctor said in the other language. Following an invitation to explain something to the patient, on the other hand, mediators’ responses may be of various types. The first consists in modifying, in the other language, what the doctor said. Rather than translating directly, the mediator explains the problem posed by the doctor to the patient in words of her own. The second type is addressed by the mediator not to the patient but to the doctor, showing understanding of, or asking about the problem introduced in the doctor’s turn. The third type of response is a plain translation for the patient, similar to those in extracts 1 and 2 above. While the first two types of responses display, in different ways, the mediator’s understanding of the problem posed by the doctor and her agreement to deal with it, this third type seems to propose an interpretation of the issue as non-problematic. Let us examine each of these three trajectories in turn. 


3.2.1 Expanded or modified translations 

Doctors’ turns inviting  mediators to explain or tell something to the patient may be followed by repeats in the other language of what was said by the doctor. But exact translations are not frequent, and mediators typically reformulate problem posed by the doctor. They explain the problem in other words, clarifying it, and make sure that the patient follows and understands what is being said. Extracts 6 and 7 illustrate this type of uptake.
	In Extract 6 below, the patient has insisted on medicines for a stomach ache. After examining her, the doctor decides to prescribe some pills, but warns that if taken in excessive quantities, these could seriously damage her stomach. The doctor then introduces her recommendation to the patient to take the medicine cautiously, with “diglielo” (“tell her”, turn 1). The mediator delivers the doctor’s warning by telling the patient that the pills need to be taken carefully and in small quantities (only one, after eating). The mediator finally reassures the patient that the doctors want to heal her (“they want the stomach pain stop and stop”):  the doctor’s advice is for the benefit the patient, and not to save medicines, as some patients seem to think.

extract 6
 
	1.
	D:
	eh però anche lì, diglielo eh di prenderle poco perch[é dopo fa male lo stomaco eh cioè –
eh even here, tell her mh not to take them much beca[use then her stomach hurts mh I mean - 

	2.
	M:
	                                                                                    [the tablets she’s giving you. You have to take it- you have to use them sparingly, you have to be very careful (.) because it will:: (.) ruin your stomach

	3.
	D:
	[(??

	4.
	M:
	[this tablet, so use it after eating, (if you want the stomach pain stop.) Then you go home, 

	5.
	P:
	mm.

	6.
	M:
	you eat, you take one. (.) (??) they want the stomach pain stop, and stop and stop and stop.

	7.
	P:
	Okay, thank you.

	8.
	M:
	you’re welcome.

	9.
	P:
	Grazie
thanks.



In extract 7, the doctor’s lengthy explanation is introduced with “le spieghi” (“explain to her”). The mediator’s rendition in turn 3, following a pause, consists in a re-explanation of what the doctor has said using simple words and an explicit syntactic form to report the inflammation and explain its cure (“the reason of your menstruation block is a disease”, “she will give you a therapy. That you will take. For a week”). She finally underlines that the patient should avoid having sex. This final piece of advice is taken up by the patient first in turn 4 and a second time in turn 6.

 extract 7

	1.
	D:
	allora (0.1) le spieghi che c’è stata (.) molto probabilmente una (.) infiammazione che ha preso l’utero (0.1) ((clears throat)) e che ha fatto si che si fosse – si sia bloccato anche il ciclo (0.1) l’utero e l’ovaio. e si è bloccato anche il ciclo. Eh:, adesso deve essere fatta una cura(.) con delle pastiglie, per una settimana. (0.1) fra una settimana ritorna, e vediamo se si è risolta l’infiammazione, allora riavviamo il ciclo. Mh? Nel frattempo lei deve cercare di evitare rapporti, sia perchè c’è un’ infiammazione e non va bene averli, sia perchè potrebbe rimanere in gravidanza
now (0.1) explain to her that there was (.) most likely an (.) inflammation which affected her uterus (0.1) ((clears throat)) and which caused her period– her period to block (0.1) uterus and ovary. And her period too was blocked. Er:, now a treatment must be taken (.) with pills, for a week. (0.1) in a week’s time she comes back, and we see if the inflammation has passed, in that case we shall reactivate her period. Mh? In the meanwhile she needs to do her best to avoid intercourse, both because she has an inflammation and it’s not good to have it, and because she could get pregnant. 

	
	
	(0.2)

	2.
	M:
	okay, what he is saying that you:: why- the reason why your menstruation - block your block is (.) because there’s a- there’s a disease (.) okay? (.) in your womb, (.) in your ovary. So it’s better you- you avoid – er: mm: (for the while the menstruation was blocked). So he gives you a therapy. That you will take. For a week - after which (0.1) he will now try your menstruation to come back again. So it’s very (.) advisable (.) not to have sex meanwhile.

	3.
	P:
	°o[kay°

	4.
	M:
	    [and- and then it is also advisable to avoid sex because- so you don’t get pregnant.

	5.
	P:
	=°o:kay.°




In the two extracts just considered, the mediator is not just translating the doctor’s words. In extract 6, the mediator warns the patient about the damage that excessive quantities of pills can cause, gives instructions about how to take them, and reassures the patient that this is all for her benefit. In extract 7, the mediator relays the doctor’s explanation of the patient’s problem and of the therapeutic procedure in simpler words and more explicitly with particular emphasis on avoiding sex. The mediator introduces the topic at the end of turn 2 (though abstinence is also mentioned earlier in this turn and interrupted) with heavy stress on “advisable”. The patient’s “okays” show her uptake of the problem posed. This problem may be particularly delicate because, even if the doctor simply suggests two medical reasons why the patient should refrain from having sex, one assumption the mediator’s rendition is possibly making relevant is that the patients coming to the medical service are very often involved in prostitution. So the problem of avoiding sexual intercourse may be critical in these interactions.
	The mediator’s interpreting work here, then, is more than simple rendition. In extracts 6 and 7 the mediator takes up the problem signaled in the doctor’s turn and adapts its telling to the patient. In doing this, the mediator shows her acceptance of the doctor’s invitation to “explain” issues signaled as possibly critical, which may need particular work to be dealt with effectively. Such contributions on the mediators’ part are generally accepted insofar as they lead to interactionally relevant responses by patients with displays of understanding and even appreciation, as in extract 6.


3.2.2 Problem-respondent reaction 

A second type of mediator reaction to invitations to tell or explain things to the patient is by acknowledging the issue posed as critical in her reply to the doctor. Most commonly, such replies confirm understanding and take up the problem, but may also contain comments on the problem or requests to clarify it. These mediator-doctor sequences seem to have two functions: a. negotiating and agreeing on what should be said to the patient; b. authorizing the mediator to “explain it to the patient”. They are systematically followed by (often lengthy) next sequences where the mediator relays the problem to the patient and provides explanation, clarification and reassurance.
Some examples may illustrate the point. Extract 8 is taken from a long consultation where, after delivery, a Malaysian woman is being discharged with her newborn baby. The doctor has advised her to breastfeed the baby as much and as long as possible, a routine piece of advice that is given to all mothers in the hospital. This patient, however, explains that she had difficulties  breastfeeding her older child and she is worried that she may not have enough milk. The doctor checks the baby and then turns to the breastfeeding issue in turn 1. This is introduced with “bisogna che glielo diciamo” (“we need to tell her”) and is taken up by the mediator with “sì” (“yes”, turn 2), which functions both as a claim of understanding and a continuer. The doctor continues her explanation by advising the patient to monitor the baby’s growth carefully and to continue breastfeeding if the baby’s growth is regular. This explanation is taken up by the mediator with “okay” in turns 4, 6 and 8. The mediator’s “okay” in turn 10, which is followed by a pause, concludes the sequence with the doctor and marks the transition to translation for the patient (turns 11-16). This relaying includes: a. answers to the patient’s questions about details provided by the doctor; b. explanations of things that were implicit in the doctor’s advice, e.g. that if the patient notices any weight loss, then she can use artificial milk; c. suggestions, e.g. that the patient can go to the doctor for a prescription for artificial milk (which may allow her to get it free).

Extract 8

	1.
	D:
	bisogna che le diciamo (per) il discorso dell’allattamento (che le) hai fatto già pri:ma
we need to tell her (about) the discourse of breastfeeding (that you) alreay mentioned to her befo:re

	2.
	M:
	sì
yes

	
	
	(0.4)

	3.
	D:
	controllare che cresca anche cento duecento grammi in una settima:na
check that he grows even a hundred two hundred grams a week

	4.
	M:
	°o[kay°

	5.
	D:
	    [che verifichi che faccia cacca pipì regolarme:n[te (tutto qui)-
    [that she makes sure he poos and pees regula:r[ly (that’s all)-

	6.
	M:
	                                                                               [okay

	7.
	D:
	ma se cre:sce il bambino se vede che è tranqui:llo,
but if the baby grow:s if she sees he’s quiet

	8.
	M:
	[okay

	9.
	D:
	[che fa i suoi ri:tmi eccetera, non c’è proble:ma. non deve dare nessun aiu:to.
[that his rhythm is fine etcetera, there’s no problem. She doesn’t need to give him supple:ments.

	10.
	M:
	okay

	
	
	(0.5)

	11.
	M:
	e: as i told you before (0.4) if the baby is eating well (0.3) in (one) week, is supposed to have two hundred grams

	
	
	(1.0)

	12.
	P:
	°a week°

	13.
	M:
	a week. In a [week.

	15.
	D:
	                    [about

	
	
	(0.6)

	16.
	M:
	about. four days time. (0.3) if (0.4) (gaining) weight is oka:y a:nd is eating fine you don’t need to have artificial milk. (0.4) so if you see that he is not improving the weight is decreasing then you can now go to the docto:r (0.4) to (write on) artificial milk. okay?

	17.
	?
	[(    )!

	18.
	P:
	°okay°




Gavioli (2012) has shown that, in interpreter-mediated interaction, long turns can be negotiated in order to allow one participant to speak at length, for example to clarify doubts or worries. On these occasions, the mediator provides minimal responses and continuers to allow one participant a long turn and to put the other “on hold”. This dual function of mediator feedback can be noted following doctors’ turns opened with “le spieghi” or “diglielo”. The mediator’s minimal responses give the doctor the floor to present the problem as a whole and put the patient on hold. They also have a third function, indicating the mediator’s agreement “to explain it to the patient”, that is, her willingness to deal in her rendition with the criticalities underlined by the doctor. This uptake is systematically accepted by the doctor. It is interesting to note the doctor’s intervention in English in turn 15 (“about”), which shows the doctor is monitoring the mediator’s rendition: the doctor slightly corrects the details provided by the mediator but does not interrupt the mediator’s “taking charge”, leaving her to proceed in her explanation to the patient. 
	Extract 9a below shows the continuation of Extract 5, seen above. Here the doctor presents the patient with the possibility to have amniocentesis. In Italy, the public healthcare service provides this type of screening free of charge to women over 35 and it is normally indicated for patients of that age. In the extract below, the doctor’s suggestion is introduced by “glielo diciamo” with some pauses and hesitations. The mediator’s response in turn 2 addresses the “problem” posed by the doctor with a question about the patient’s age, a point taken up by the doctor in turn 3: the patient is not old enough as to have the test free of charge. 

Extract 9a (continuation of Extract 5)

	1.
	D:
	allora (.) volevo chiedere una cosa (.) lei eh::m (0.3) glielo diciamo anche se poi è molto 
molto limitata questa cosa = l'età non gl- non gl- non le dà le garanzie per potere fare (.) eh: qualcosa di (.) diciamo di accertamento genetico (.) però lei un- una: mh amniocentesi avrebbe ancora il tempo di farla (.) nell'eventualità (.) [quindi-
so (.) I’d like to ask one thing (.) she er::m (0.3) let’s tell her even though there are many limits on this = her age is not such as to guarantee she can have (.) er: something for (.) let’s say for genetic check-up (.) however she a- a: mh she could have an amniocentesis she is still in time to have it (.) just in case (.) so-

	2.
	M:
	                                       [quanti anni ha lei.
    [how old is she.

	3.
	D:
	lei ha trenta- ah beh non gratuitamente, sicuramente perché comunque lei ha trentaquattro 
anni (.) cioè trentatre (.) allora però è chiaro che noi l'informazione (.) di questa possibilità gliela dobbiamo dare ((colpo di tosse))
she is thirty- oh well not free, certainly because in any case she is thirty-four years old (.) I mean thirty-three (.) so but it’s clear that information (.) about this possibility we have to give her ((coughs))



Unlike the examples we have seen above, the mediator’s uptake here as well as confirming that she understands and that the doctor can continue with the explanation, also highlights a particular aspect of the issue which may be of concern to the patient: paying for a (rather expensive) test. The sequence that it opens (shown in Extract 9b, below) is one where the doctor and the mediator agree that: a. the problem posed by the doctor is relevant, b. the mediator will take charge of relaying it, c. can be explained to the patient in the terms outlined. 

Extract 9b

	4.
	M:
	mh

	5.
	D:
	nel senso che (.) lei anche dal punto di vista dell'età gestazionale è un po' avanti per fare (.) 
quelli che sono (0.3) translucenza (.) e (.) bi-test (.) come anche villocentesi però l'amniocentesi (0.2) ((colpo di tosse)) lei la possibili[tà l'avrebbe
in the sense that (.) from the point of view of gestational age she’s a bit too late to have for instance (0.3) translucency (.) and (.) serum-marker testing (.) or even villocentesis but an amniocentesis (0.2) ((coughs)) she would still have the possibility to have

	6.
	M:
	                                                   [ma l'amniocentesi si fa a trentacinque anni giusto?
                                                  [but amniocentesis you have at thirty-five right?

	7.
	D:
	sì (.) [a trentacinque anni
yes (.)[ at thirty-five

	8.
	M:
	         [ma lei ne ha trentatre
         [but she’s thirty-three

	9.
	D:
	sì.
Yes

	10.
	M:
	comunque glielo diciamo [lo stesso
anyway let’s tell her in any case

	11.
	D:
	                                          [glielo diciamo (.) che lei (.) a pagamento potrebbe farla fino alla prima settimana di aprile
[let’s tell her (.) that (.) on payment she could have it up to the first week in April



It is interesting to note that this sequence concludes with a decision on the doctor and mediator’s part about what to tell the patient and that the final turn of the doctor’s (turn 10), which immediately precedes the mediators’ shift to rendition, summarizes the decision reached, presenting it with “glielo diciamo” (“lets’ tell her”). In the follow-up to this sequence, the mediator relays the issue to the patient and, much as in extract 8, provides a long explanation of what was discussed with the doctor, including details of the prenatal screening system in Italy and possible differences with the patient’s native home country’s system (data not shown). The mediator’s explanation displays her interpretation of how to pose the issue which she sees as delicate for the patient, who may not be able to pay and may thus think she cannot obtain adequate assistance. 
What is notable in these sequences, as in those examined in section 3.2.1 above, is not only that they display negotiations between the doctor and the mediator about the criticality of certain issues. They also show how the mediator becomes authorized to deal, in her rendition, with the problematic issue in the terms she judges most appropriate and effective. The “agreements” reached by the doctor and mediator about what “we” do next, are followed by (usually) long rendition sequences in which the mediator explains the critical issue directly to the patient.


3.2.3 Plain translations of doctors’ turns

The data show that mediators’ uptakes, as illustrated in sections 3.2.1 and 3.2.2 are called for, accepted and even supported in talk. Doctors’ calls to the mediators to intervene seem not only to signal a particularly critical status of what is being said by the doctor, but also to project a particular type of rendition by the mediator, one which is recursively expanded or modified so as to deal, as she interacts with the patient, with the problem posed by the doctor. Long, expanded mediators’ renditions are not interrupted by the doctors, who remain “on hold” until the mediator stops her relaying to the patient.
	Non-interruption of mediator-patient talk is not necessarily accounted for by doctors’ lack of knowledge in the language of the patient, nor by a desire or need to “get rid” of the patient and leave her in the mediator’s hands. Indeed, my data show that, at least when the language used in mediator-patient sequences is English, doctors monitor what is going on and also intervene sometimes to correct small details (an example of this doctor’s intervention was illustrated in Extract 8 above). In no case do doctors intervene to interrupt the expanded rendition turn of the mediator or to ‘reorganize’ it such that it repeats the doctor’s utterance “bit-by-bit”. 
Doctor’s monitoring is instead displayed, in some cases, when the mediator’s uptake, following doctor’s projection of a critical issue, repeats the doctor’s words in the other language providing “nothing more” (i.e. no expansions, explanations or reassurance). Basically, when the doctor’s presentations of problematic issues are responded to by the mediator with plain repetition of doctor’s words in English, this is treated as “insufficient” by the doctor who intervenes, in English, adding more reassurances or recommendations. The following two extracts may make this point clearer. 
In Extract 10, turn 1, the doctor, after examining the patient, reassures her that there is no fibroid. The mediator relays the doctor’s turn by repeating his words in English (turn 2), minus his final reassurance: “really nothing”. After the mediator completes her turn, the doctor intervenes in English to provide more reassurance. The mediator intervenes in turn 4 by adding the bit she missed in her previous rendition (“there’s nothing”). But even this addition does not seem to be considered “sufficient” by the doctor, who, after a pause and the patient’s acknowledgment, takes the turn again, in English, repeating that the examination was completely reassuring (see turn 6, below).

Extract 10

	1.
	D:
	le spieghi che può essere assolutamente tranquilla che non c'è nessun fibroma. Ma 
proprio niente.
explain to her that she doesn’t absolutely have to worry that there is no fibroma. Really nothing

	2.
	M:
	cioè you: you have to you don't have worry again. there's no fibroid.

	3.
	D:
	no fibroid at [all.

	4.
	M:
	                     [there's nothing.

	
	
	(0.5)

	5.
	P:
	°u::h?°

	6.
	D:
	no fibroid at all so you can be sure.(0.1) about it. because first of all, (0.4) I felt during the examination and now I see. (0.9) there's no fibroid neither (0.9) ovarian cyst. Nothing.



	Extract 11, below, shows the continuation of Extract 4, examined in 3.1 above. Here the doctor explains that the patient’s menstruation (following abortion) might be heavier and more painful than usual and introduces this criticality with “le spieghi”. The mediator’s rendition provides a repetition of the doctor’s words. Although nothing seems to be missing in this rendition, the doctor continues, in English, providing further recommendation about how to avoid pregnancy and sexually-related diseases and repeats that if the patient feels alright she needs no further assistance (see turns 3 and 5, below).

Extract 11 (continuation of Extract 4)

	1.
	D:
	Le spieghi che adesso la mestruazione dovrebbe arrivare verso il venti venticinque di questo mese (.) potrebbe essere una mestruazione anche più abbondante del solito (.) ma di non preoccuparsi perchè si deve svuotare a modo. Se ha molto male viene e ce lo dice
explain to her that now her menstruation should come around twenty twenty-five of this month (.) it could be a more abundant menstruation than usual (.) but she doesn’t have to worry as she has to discharge completely. If she feels a lot of pain, she comes back here and tells us.

	2.
	M:
	The menstruation probably comes to twenty twenty-five of this month (..) you see a lot of blood but it’s okay, it empties of everything. If you are not feeling well come back-

	3.
	D:
	and use always condom, you know that now there is no kind of diseases, no HIV, no any other infection, but: you must be careful in order to avoid it in the future

	4.
	P:
	okay.

	5.
	D:
	if you are right, if you don’t feel any pain, we are going to see after a year. 



The data presented here are obviously not sufficient to claim that plain translation following doctor’s turns opened with “le spieghi” or “le spieghiamo” is systematically treated as “insufficient”, but, combined with the other findings in this analysis, these instances do suggest that in doctor-mediator-patient interaction “le spieghi(amo)” may be doing more than just passing the floor to the mediator in order to have her provide a straightforward rendition of the doctor’s talk. 


4. Conclusion

The data examined above show sequences of interpreter-mediated medical interaction which contribute to marking issues as critical, delicate or somehow peculiar to interpreter-mediated interaction. Such patterns also seem to distribute responsibility for tackling such issues with patients between doctors and mediators. The analysis shows a systematic orientation, in the interaction, towards the achievement of a mediator’s contribution that is not limited to plain repetition of the doctor’s turn, but whereby the mediator is invited to “do more” and provide explanation, clarification and even reassurance. 
The dynamics we have observed here show that, in interpreter-mediated interaction, mediators not only do not translate turn after turn: they also “coordinate” the interaction (as suggested by Wadensjö 1998), making sense of what are raised as relevant issues in talk. In doing so, they address the interlocutors’ utterances by expanding, in their renditions, the details provided in the interlocutor’s turns. This confirms Mason’s argument that interpreters make sense of what is said in the interaction by making reference to possible contextual assumptions which are clear to the participants in the interaction (2006) and that position the mediator (as a bilingual participant) as competent in doing this (2005). What is interesting is that such mediating work is not an initiative of the mediators alone, but is constructed in the interaction through the doctors’ authorization to the mediator to deal with the issue in the mediators’ own terms and the latter’s acceptance to take responsibility for this task. What this paper highlights, then, is that there may be interactional organizations which regulate the distribution of rights and responsibilities to take particular actions, like expanding and clarifying. In this view, mediators’ interventions not only are not just plain renditions of participants’ turns, but they are “authorized” by participants (e.g. doctors) who display acceptance and even call for particular mediators’ responsibilities in their contribution to talk. 
In the perspective of interpreting studies, this analysis suggests that Mason’s notion of positioning (2005) is probably more suitable than the notion of “role” to describing mediators’ participation in talk. While mediators participate in the interaction with the primary task of interpreting, their actual contribution seems to be a result of the interactional distribution of rights and responsibilities to engage in particular actions. While mediators are asked to contribute with their expertise in dealing with subjects presented by doctors as critical or problematic, it seems to be the doctor’s responsibility to authorize such dynamics. That is to say, while doctors acknowledge the mediators’ competence in dealing with critical/delicate issues in ways that are likely to be relevant for the patient and eventually authorize or even call for mediators to do so, they do not abdicate their authority: rather, their authority is displayed through the fact that they have the option of authorizing mediators to undertake particular tasks. From the point of view of interpreter ethics, this is important, as it suggests that the “interpreter’s dilemma” should no longer be framed in terms of whether interpreters/mediators should explain or expand e.g. delicate issues in their own terms, but rather in terms of how far they should or could accept or decline invitations to deal with such issues.
It is clear in this analysis that the mediators’ interventions we have seen are probably far from the contributions we expect from standard handbooks on interpreting and indeed some may consider them hardly “renditions”. The analysis, in fact, focuses on the “mediating work” of intercultural mediators, the language and cultural experts engaged in interpreting services in Italian healthcare institutions. Further research would be useful on how responsibilities are distributed in talk involving professionals with different codes of conduct and the impact that different modes of distributing responsibilities has on the involvement of patients (a well-known problem in medical communication with migrants, see e.g. Meeuwesen et al., 2006).
The findings show one, and most likely not the only, organizational mechanism by which doctors and mediators co-construct the relevance of issues to be dealt with, and share responsibilities in handling them with the patients. A further, possibly interesting, point that may be worth to look at and has not been tackled here with sufficient detail is the phase of the medical encounter sequence where “le spieghi(amo)” may take particular interactional functions. Heritage and Maynard (2006) suggest that there are different phases in medical consultations, each achieving particular relevant actions. The data I discussed above suggest a tendency for the sequential pattern I showed to occur after preliminary patient examination, where it serves to introduce medical advice (therapy, procedure, further testing). “Le spieghi(amo)” in other phases of the encounter (e.g. in history-taking) may operate in different ways.
	In conclusion, even if the pattern shown here provides just one example of what is obviously wider dynamics, it shows that distribution of rights and responsibilities in interpreter-mediated talk, is largely a matter of local negotiation. Such negotiation encourages shared, rather than asymmetric, authorities of doctors and mediators, and expansion rather than reduction in renditions (as some contextual constraints, such as the time constraints which characterize medical consultations might suggest). This contribution thus highlights that local dynamics, such as the one shown here, might throw light on broader aspects of the interaction and suggest what “mediated” interpreting actually consists in. 
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